
Utah State University Utah State University 

DigitalCommons@USU DigitalCommons@USU 

All Graduate Theses and Dissertations Graduate Studies 

5-1981 

Educating the Dietitian on Nutritional Counseling Principles in Educating the Dietitian on Nutritional Counseling Principles in 

Diabetes Mellitus and their Application for Adolescents with Diabetes Mellitus and their Application for Adolescents with 

Insulin-Dependent Diabetes: Use of a Learning Package Insulin-Dependent Diabetes: Use of a Learning Package 

Eileen R. DeLeeuw 
Utah State University 

Follow this and additional works at: https://digitalcommons.usu.edu/etd 

 Part of the Food Science Commons, and the Nutrition Commons 

Recommended Citation Recommended Citation 
DeLeeuw, Eileen R., "Educating the Dietitian on Nutritional Counseling Principles in Diabetes Mellitus and 
their Application for Adolescents with Insulin-Dependent Diabetes: Use of a Learning Package" (1981). All 
Graduate Theses and Dissertations. 5283. 
https://digitalcommons.usu.edu/etd/5283 

This Thesis is brought to you for free and open access by 
the Graduate Studies at DigitalCommons@USU. It has 
been accepted for inclusion in All Graduate Theses and 
Dissertations by an authorized administrator of 
DigitalCommons@USU. For more information, please 
contact digitalcommons@usu.edu. 

https://digitalcommons.usu.edu/
https://digitalcommons.usu.edu/etd
https://digitalcommons.usu.edu/gradstudies
https://digitalcommons.usu.edu/etd?utm_source=digitalcommons.usu.edu%2Fetd%2F5283&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/84?utm_source=digitalcommons.usu.edu%2Fetd%2F5283&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/95?utm_source=digitalcommons.usu.edu%2Fetd%2F5283&utm_medium=PDF&utm_campaign=PDFCoverPages
https://digitalcommons.usu.edu/etd/5283?utm_source=digitalcommons.usu.edu%2Fetd%2F5283&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:digitalcommons@usu.edu
http://library.usu.edu/
http://library.usu.edu/


EDUCATING THE DIETITIAN ON NUTRITIONAL COUNSELING 

PRINCIPLES IN DIABETES MELLITUS AND THEIR 

APPLICATION FOR ADOLESCENTS WITH 

INSULIN-DEPENDENT DIABETES: 

USE OF A LEARNING PACKAGE 

by 

Eileen R. Deleeuw 

A thesis submitted in partial fulfillment 
of the requirements for the degree 

of 

MASTER OF SCIENCE 

in 

Nutrition and Food Sciences 

UTAH STATE UNIVERSITY • 
Logan, Utah 

1981 



Copyright ~ Eileen Richards DeLeeuw 1981 

All Rights Reserved 



ACKNOWLEDGEMENTS . . 

LIST OF TABLES .. 

TABLE OF CONTENTS 

iii 

Page 

v 

vii 

ABSTRACT 

CHAPTER 

. . viii 

I . INTRODUCTION. 

Background of the Problem .. 
Statement of the Problem . . .... 
Purpose and Objectives of the Study .. 
Research Approach. . . ........ . 
Delimitations ............ . 
L imitations. . . . . . . . . . . . ........ . 
Definition of Terms ................ . 

II. REVIEW OF LITERATURE. 

III. METHODOLOGY ..... 

IV. 

Restatement of Objectives .. 
Research Approach and Design 
Description of the Instrumentation . 
Description of the Learning Package and 

its Development ............ . 
Formative Evaluations ......... . 
Description of Recruitment of Subjects 
Description of Subjects .... . 
Description of the Seminars ... . 
Data Processing and Analysis .. 
Final Packaging and Distribution ...... . 

RESULTS . . . . . . . . . . 

Posttest Results .... 
Attitudinal Responses .. 
Subjective Observations. . . .... 
Suggestions for Improvement of the 

Learning Package . . ... 

V. DISCUSSION ..... . 

l 
7 
7 
8 
9 

10 
11 

12 

15 

15 
15 
18 

20 
22 
23 
24 
29 
31 
32 

34 

34 
37 
40 

41 

46 

Posttest Results . . . . . . . . . . 46 
Attitudinal Responses. . . . . . . . . . . . . . 54 
Suggestions for Improvement of the 



TABLE OF CONTENTS (continued) 

Learning Package . 
Conclusions ... 
Recommendations .. 

LITERATURE CITED 

APPENDICES . . . 
Appendix A. 
Appendix B. 
Appendix c. 
Appendix D. 
Appendix E. 

Appendix F. 

Appendix G. 

Appendix H. 

Appendix I . 

Appendix J. 

Appendix K. 
Appendix L. 

Appendix M. 
Appendix N. 

Learning Package Script ..... 
Learning Package Resourcebook. 
Pretest, Form A ........ . 
Pretest, Form B and Posttest .. . 
Correct Responses to and Objectives 
Measured by the Tests ...... . 
Forms for Validity Assessment of 
the Tests. . . . . . . . . . . 
Participant Information and 
Attitude Survey ....... . 
Suggestions for Improvement of the 
Learning Package Form ..... . 
Special Notice Announcing the 
Seminars .......... . 
Letter Used to Follow-Up the 
Special Notice ....... . 
Initial Letter to Participants .. 
Follow-Up Letter to Participants 
Accompanying Pretests ...... . 
Seminar Introduction ...... . 
Percentage of Participants Not 

. . . . 

Meeting Learning Package Objectives .. 

iv 

Page 

56 
59 
60 

64 

66 

67 
145 
146 
152 

158 

160 

165 

168 

170 

172 
174 

176 
178 

180 



v 

ACKNO\~LEDGEr~ENTTS; 

I extend a special thanks to Dr. Barboa1ra Prater for her 

encouragment and support of this project. M_y deep appreciation is 

extended also for her extensive work in t ~ a rea of diabetes education 

which has been an inspiration and example to me as a professional and 

a person with diabetes. 

My sincerest appreciation goes to Dr .. B<onita ~lyse for her 

thorough review and constructive criticis~n~ <o f all my materials. Her 

professional insights, given despite many m1a y other greater demands 

on her time, have been invaluable. 

Dr. Julie Landeen has willing l y sharEe~ er experience and 

expertise in education a 1 research and de vEe 11 o ment. I wou 1 d 1 ike to 

thank her for her patience, advice, and a ss~istance in applying these 

valuable principles to nutrition educatiorn i ~ diabetes at all levels. 

I express appreciation for the much-meeded financial support 

provided by Allied Health Traineeship Pro~ram Grant number 5 A02 AH 

00746-04 and 05. 

Kathy Daugherty has provided both th~ support and encouragement 

of a friend and her secretarial skills fotr which I am deeply indebted. 

I must thank my parents, Aaron and J~tta Richards, for their 

encouragement to pursue and complet e my m~~ters degree. Their loving 

support of my efforts in diabetes educati com is most appreicated and 

needed as is their example of constantly ~s~eking to learn and improve. 

The love of Geraldine and Loren De l eeuw, ~~ther and father-in-law, and 

their enthusiasm and encouragement for my educational efforts are also 

appreciated and cherished. 



vi 

It should be obvious that I havee e enjoyed every type of support in 

this effort. However, I have yet to rr mention the most important and 

vital force in my life. To my husban md, Wayne, I express loving 

gratitude for his technical assistanccoce in producing the Learning 

Package and his constant encouragemennmt to complete this degree. His 

pat i en c e and 1 o v e a re a 1 so deep 1 y a p pp rp re c i ate d . In h i s e f f o rt s to 

learn more about my diabetes and assii 5ist me to control it vJell I have 

found a perfect example of that which h is most needed to improve 

diabetes care and education in every 5 setting. 

Eileen R. Deleeuw 



Table 

1 • 

2. 

3. 

LIST OF TTffABLES 

Subjects• demographic data. 

Group posttest averages and aveeerage changes 
from pretests . . . . . . . . . . . . 

Participants• scores on pretesttts and 
posttest and responses to the aaattitude survey . 

4. Summary of responses to the attttitude survey ... 

vii 

Page 

25 

34 

35 

38 



ABSTRACT 

Educating the Dietitian on Nutritional Counseling 

Principles in Diabetes Mellitus and Their 

Application for Adolescents with 

Insulin-Dependent Diabetes: 

Use of a Learning Package 

by 

Eileen R. Deleeuw, Master of Science 

Utah State University, 1981 

Major Professor: Barbara M. Prater, Ph.D., R.D. 
Department: Nutrition and Food Sciences 

The purpose of this study was to develop and test a Learning 

viii 

Package on nutritional counseling principles in diabetes mellitus with 

specific application for adolescents with insulin-dependent diabetes. 

The Learning Package was designed to be used as continuing education 

material for the clinical dietitian. It consisted of two audio tapes, 

2t hours in length, recorded by the author and an accompanying 

handbook or resourcebook. The resourcebook materials were designed to 

give further details, provide resources and materials for future 

reference, visually reinforce the audio presentation, summarize 

information given in the presentation, and give a bibliography of the 

references cited. The presentation was divided into four sections: 

Guidelines for Education of Individuals with Diabetes Mellitus; 

Educational Program Planning in a Health Care Agency; The 



Adolescent with Insulin-Dependent Diabetes; The Educator-Client 

Interaction. 

ix 

Following initial formative evaluations, the Learning Package was 

f ield tested in a seminar for practicing clinical dietitians held in 

three locations with several subjects completing the test in the home 

setting. Pre and posttest scores and attitudes of the participants 

towards the Guidelines and Learning Package were collected and are 

reported. Suggestions for improvement of the Learning Package and 

demographic data were also collected and are reported. Only 13.8% of 

the subjects met the 90% criterion as determined on the posttest. 

There was improvement from both forms of the pretests to the posttest. 

Tests of statistical significance were not conducted. Participants 

indicated acceptance of the Learning Package as a continuing education 

tool and of the Guidelines as of practical value to them in their 

practices. 

Recommendations are made for improvement and revision of the 

Learning Package and final (summative) evaluation and testing before 

packaging and distribution by the American Dietetic Association. It 

is concluded that the Learning Package is acceptable to practitioners 

and, with the suggested revisions, can meet the continuing education 

needs of dietitians to improve nutritional education of persons with 

diabetes, as identified in the literature. 

(182 pages) 



CHAPTER I 

INTRODUCTION 

Background of the Problem 

In 1962 Etzwiler observed that 11 Diabetes Mellitus is a chronic 

disease that at the present time cannot be cured but can be 

controlled. Optimum control offers the promise of an increased life 

expectancy with a minimum of medical complications. To achieve this 

the patient must have a thorough comprehension of the disease and be 

willing to cooperate closely with the physician ... It should be 

emphasized in this regard that, particularly for the person with 

diabetes, patient education is of critical importance and can quite 

literally be a matter of life and death 11 (Etzwiler, 1962, p. 135). 

Since that time the call for improved patient education in diabetes 

has been repeated with increasing frequency and urgency. In 1967 it 

was reported that only a small fraction of patients were permanently 

well-regulated even though 80 to 90 per cent could be. It was 

concluded that this was most often due to the failure of education or 

lack of cooperation by the patient with respect to diet. Less 

frequently it was due to the lack of understanding by patients that a 

correct diet is still the important prerequisite even when insulin is 

part of the regimen (National Commission on Diabetes, 1975b). Data 

from the Diabetes Supplement to the 1965 National Health Survey showed 

22% of. the respondents . said _they were not given a diet and 25% said 

they were given a diet but did not follow it. Of the 77% who received 

a diet only three-fourths had been taught to use it. Fifty-three per 
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cent of the total sample said they followed a diet but only 10% of 

those following an exchange system scored as having a ''good knowledge" 

of it. Dietitians, however, were twice as successful as nurses or 

physicians in influencing knowledge about diet (Stubb, 1968; Etzwiler, 

1978). 

In 1972 the American Hospital Association published a "Patients 

Bill of Rights." Nine of the twelve "rights" deal with the exchange 

of information. Three of them detail the responsibility of health 

care professionals to provide specific information to their patients 

(American Hospital Association, 1972). The 1975 National Commission 

on Diabetes throughout its reports called for improved diabetic 

education as an essential part of treatment and concluded that 

" ... ignorance of proper treatment prevails not only among patients 

with diabetes and their families, but also too often among health 

professionals responsible for the delivery of health care to these 

patients ... " (National Commission on Diabetes, 1975a, p. 15). More 

specifically, the Commission's Committee on Education reported that 

indirect evidence from patient studies indicated a lack of 

professional knowledge and skills necessary to adequately inform the 

patient about the importance of nutrition in the self-management of 

diabetes (National Commission on Diabetes, 1975b). In his testimony 

before the Commission's Committee on Treatment, Addison Scoville, Jr., 

M.D. and past president of The American Diabetes Association, 

concluded, ~~~~y strongest recommendation, therefore, is to emphasize 

the need for professional education. Patient care cannot be improved 

until the professionals providing primary care are better informed ... " 
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(Scoville, 1975, p. 209). The Commission 1 S Committee on Education 

concluded that gaps in professional knowledge and skills are often the 

primary cause of poor patient education and 11 
••• may lead to attitudes 

on the part of health professionals which may, directly and 

indirectly, result in apathy, anxiety, depression, insecurity, 

confusion, and disorganization in the diabetic patient 1 s lifestyle 11 

(National Commission on Diabetes, 1975b, p. 6). Also indicted were 

continuing education programs sponsored by universities, medical 

societies, state health departments, the American Diabetes Association 

and others as presenting complex concepts and research studies 11 at the 

expense of down-to-earth practical concepts 11 which would permit health 

professionals to offer improved care to diabetic patients (National 

Commission on Diabetes, 1975b, p. 7). 

Addressing specifically the professional education needs of 

dietetic personnel, Turner and Kauffman (1975, p. 263) reported to the 

Commission that many dietitians and nutritionists do not have the time 

or expertise to: 

1) Individualize diet counseling to specific therapeutic needs 

and life styles of persons with diabetes; 

2) Make an educational diagnosis of each individual person with 

diabetes, evaluate, select, and prepare appropriate teaching 

aids; modify teaching methods appropriately; 

3) Provide continuing education, follow-up, and referral that 

would be reinforcing and supportive to making necessary 

lifetime changes in the eating pattern required for diabetes 

management; 



4) Meet the needs for counseling patients not requiring 

hospitalization. 

4 

The Commission on Diabetes submitted a number of _objectives and 

goals to the U.S. Senate including the following: 

l) Improve the knowledge, skills, and attitudes of the health 

professionals to provide effective care for the patient with 

diabetes mellitus. 

2) Develop effective professional educational materials tailored 

to the needs of the various professional groups. 

3) Support education of dietetic personnel in clinical and 

community dietetics including the development of .. multimedia 

learning modules for practicing dietitians on nutritional 

assessment, nutritional counseling, education and behavior 

modification for persons with diabetes and their families,'' 

to be coordinated with the American Dietetic Association 

(National Commission on Diabetes, l975b, p. 313). 

As a result of the Commission's recommendations, a National 

Clearinghouse has been established as a central resource for diabetes 

educational materials and information. It has published annotated 

bibliographies of available diabetic education materials which reflect 

an almost total lack of educational tools directed to the professional 

(National Diabetes Information Clearinghouse, 1979 and 1980). 

In response to these recommendations, 11 Guidelines for Education 

of Individuals with Diabetes Mellitus .. has been prepared by a joint 

Task Force of the American Diabetes Association and the American 

Association of Diabetes Educators. The Guidelines are divided into 
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three levels of perceived need and include essential knowledge for 

each level. The content is then divided into knowledge and skills 

required of all individuals with diabetes and additional information 

needed by people with insulin-dependent and non-insulin dependent 

diabetes. In addition to the educational content there are statements 

of the aims of the guidelines at each level of need; descriptions of 

settings and personnel which might be utilized in implementation of 

the guidelines; assessment areas to be completed with the individual 

and/or family before implementing the educational content; and 

information to be documented in the Medical Record (Guidelines for 

Education of Individuals with Diabetes Mellitus, 1979). 

Recently the American Diabetes and Dietetic Associations jointly 

published new dietary guidelines for individuals with diabetes 

mellitus. One of the principles set forth in these recommendations is 

tha t 11 Education of diabetic persons .... is the key to achieving an 

effective meal plan. Each diabetic person should have the opportunity 

to discuss the reasons for the diet and to set dietary goals with a 

professional diet counselor ... This must be a continuing educational 

process conducted in an understanding and non-judgemental manner, in 

which psychologic, physical, and socioeconomic factors are considered 

in developing each individual 1 S daily food plan 11 (American Diabetes 

Association Committee on Foods and Nutrition, 1979, p. 527). 

Because the educational and dietary guidelines need to be applied 

to individual patient needs as well as to nutrition education in 

general, certain modifications and considerations should be made for 

t he different age groups. Adolescence is a time of intense and 
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c arn ging needs for the individual with diabetes. As Etzwiler 

(Et ;zwiler, 1962) observed, each year the young person must be taught 

morEe ab out his disease and encouraged to assume increasing 

re srponsibility so that proper understanding, attitudes, and skills 

wil -l be developed to meet the ultimate goal of self-care as he 

app~oaches adulthood. Khurana and White (1971) reviewed problems in 

man0ging adolescents with diabetes, concluding that problems develop 

fro~ the characteristics and needs of these young people, the 

fru ~ trations of diabetes itself, and the attitudes of their parents. 

The v felt such problems in this age of transition from childhood to 

adulthood might affect the general course of the disease. They also 

reported dietary indiscretions of moderate to extreme degrees occurred 

in #2% of adolescent girls and were mild in 24%. In a Swedish study 

of ) uvenile diabetics, 62% of the patients (12 to 17 years of age) had 

unsatis factory knowledge about diabetes with 11 appropriate food habits 11 

in anly 21 %. It was also shown that patients entering adolescence 

(abo ve the age of 12) had poorer food habits than the younger group 

but that there was a trend toward better food habits among those with 

a bet te r knowledge about the treatment of diabetes (Ludvigsson, 1977). 

Children in the midst of an 11 adolescent growth spurt 11 have been found 

to cluster in groups with fair or poor control (Tietz and Vidmar, 

1972). Finally, Bennett and Ward (1977) found that patients who do 

best are those who have been given the best understanding of their 

dis ea se in the early years and who have learned to manage it 

the~se lves. Education and follow-up of the adolescent with diabetes 



is thus critical for control and management which will affect the 

course of the disease throughout the remainder of life. 

Statement of the Problem 

7 

There has been a strong mandate for better diabetic education, 

beginning with improved education of professio~als. This mandate has 

emphasized the need for improved patient nutritional education, 

greate r educational skills of dietetic personnel, and improved 

continuing education programs. As a result of these needs, Guidelines 

for Education of Individuals with Diabetes Mellitus have been prepared 

but have not yet been applied specifically to nutrition education. 

Modifications and applications for specific age groups also need to be 

made. The adolescent diabetic needs special education to meet the 

additional demands of adolescence and equip himself for appropriate 

self-care for the duration of his life. 

Purpose and Objectives of the Study 

To meet the needs detailed above, a Learning Package consisting 

of a four part tape presentation with accompanying resourcebook to be 

used for continuing education of the registered dietitian was 

developed and tested. The tape presentation introduced the Guidelines 

for Education of Individuals with Diabetes Mellitus and applied them 

specifically to nutrition education, discussed program planning to 

implement the Guidelines, provided instruction to the dietitian in the 

specific application of the Guidelines to patient needs and addressed 

the specific needs and characteristics of adolescents with diabetes. 
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The script for the tape presentation is included in Appendix A. The 

resourcebook was printed back-to-back using colored paper and spiral 

bound with pockets provided for the accompanying tapes. Copies of its 

63 pages are included in Appendix B. The objectives of the study 

were: 

l) Subjects will score 90% or higher on exam questions relating 

to content and definitions of the new Guidelines. 

2. Subjects will demonstrate on the post-test an improvement in 

their ability to plan education for adolescents with 

insulin-dependent diabetes and will score 90% or higher on 

the post-test. 

3. The Learning Package will be in a form acceptable to 

practicing dietitians for use in continuing education. 

4. The study will determine if practicing clinical dietitians 

feel the new Guidelines to be of practical value to them. 

Research Approach 

This project was a modified form of the educational research and 

development strategy. It included initial research, initial design of 

the package, formative evaluations and subsequent revisions and a 

final testing. This final testing was designed to be a summative 

evaluation. However, the number of subjects who participated and the 

limited number of formative evaluations conducted would indicate it be 

considered a major formative evaluation in the form of a field test. 

This field test conducted with dietitians in three locations used a 

single-group pre-post test design to determine the success in meeting 



9 

the first two objectives. An attitude survey and evaluation form were 

used to determine achievement of the third objective and to meet the 

fourth. Dissemination and distribution will be carried out through 

the American Dietetic Association's Department of Continuing Education 

with whom the researcher has signed a letter of agreement to complete 

and submit the learning package for final evaluation and use by the 

Association. 

Delimitations 

The Guidelines and Learning Package were mainly tested for 

clinical practitioners of dietetics in the State of Utah who 

volunteered for the study. It is assumed that these subjects may 

represent a somewhat more intelligent and competent group of 

dietitians than that of the total population of dietitians who might 

use such continuing education material because of their volunteer 

status and the fact that they are, for the most part, currently 

practicing dietetics. This should not, however, be a significant 

concern since the assumption is made that if the Guidelines and 

Learning Package are of benefit to these subjects they will be of at 

least equal or greater benefit to dietitians with less ability and 

experience in diabetes education. While the Package was designed for 

use by the dietitian at home over a period of time, the testing was 

done in one four-hour-group session in three locations. Since the 

material covered by the package is rather extensive, it might best be 

studied over a longer period of time. Thus, the Package was not 

tested in the same setting for which it was designed. Further, no 



consultation of the materials was allowed during the post-testing 

session. However, the materials were designed to be a resource for 

frequent reference by the practicing dietitian as she/he seeks to 

implement the principles discussed in the Package. Thus, it may be 

assumed that the dietitian may be more effective in actual education 

of individuals with diabetes, by frequently consulting the package 

materials than indicated by his/her performance on the post-test. 

Limitations 

The study will determine if the Learning Package improves ability 

to plan nutrition education for adolescent insulin-dependent 

diabetics. It will not be possible, however, to differentiate between 

the effect of the Guidelines and that of the Learning Package itself. 

Thus, it ~ay be that the Guidelines would be more or less effective in 

enhancing the abilities of diabetic educators if presented in a 

different manner. Also, in determining the pretest-posttest change in 

scores, the magnitude of improvement may be affected by the subjects 

seeing both forms of the test before using the package and thus being 

able to specifically seek answers to those particular test questions 

during the presentation. The posttest thus becomes part of the 

learning package materials, a practice frequently employed by 

continuing education materials. 



Definition of Terms 

Adolesecence 

Chronologically, adolescence is the time span from approximately 

12 years of age to 21 years of age. Sociologically, it is the 

transition period from dependent childhood to self-sufficient 

adulthood. 

Insulin-Dependent Diabetes Mellitus 

The first subclass of diabetes, type l or insulin-dependent 

diabetes mellitus (IDDM) is usually characterized by abrupt onset of 

symptoms, insulinopenia and dependence on injected insulin to sustain 

life, and proneness to ketosis. Classically, this type of disease 

occurs in juveniles and it was formerly termed juvenile diabetes 

(National Diabetes Data Group, 1979). 

Practicing Clinical Dietitian 

The practicing clinical dietitian, R.D., is currently employed as 

a member of the health care team, affecting the nutritional care of 

individuals and groups for health maintenance. The therapeutic or 

clinical dietitian is involved in assessing nutritional needs, 

developing and implementing nutritional care plans, and evaluating and 

reporting these results. Her responsibilities include counseling 

individuals and families in nutritional principles, dietary plans, 

food selection and economics, and adapting plans to the individual •s 

life style. She also compiles or develops educational materials to 

aid in meeting these responsibilities (American Dietetic Association, 

1977). 
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CHAPTER II 

REVIEW OF LITERATURE 

The need for improved education of persons with diabetes and 

health care professionals working with them has appeared frequently in 

the literature, as cited in Chapter I. More specific components of 

appropriate diabetes education have also been discussed. These 

include adequate assessment and educational diagnosis, compliance and 

factors affecting compliance to health care recommendations, specific 

educational methods, successful diabetes education programs and 

approaches including health care teams, the time and financial cost of 

such programs, the specific needs of adolescents with diabetes, and 

the needs, benefits of and approach to review and follow-up in 

educational programs. Because the learning package was designed for 

professionals, the literature addressing these topics was reviewed in 

the appropriate sections of the taped presentation with a printed list 

of th e references cited given in the resourcebook. 

Usi ng this review, suggestions and findings were given to the 

dieti t ian in the Learning Package to increase his/her knowledge and 

expertise in individualizing diet counseling, making educational 

diagnoses, using appropriate teaching aids and methods, providing 

appropriate follow-up and referrals, and counseling out-patients. 

These were the needs of dietitians which Turner and Kauffman (1975) 

reported to the National Commission on Diabetes. It was felt that 

this re view of the literature combined with the researcher 1 s 

addi t i onal insights and recommendations would assist participating 



dietitians in meeting the objective of the National Commission on 

Diabetes to improve their knowledge, skills and attitudes for 

provision of effective care for clients with diabetes. The literature 

was thus also used in attempting to meet the Commission's objectives 

of developing effective professional educational materials tailored to 

meet the needs of dietitians and development of 11 multimedia learning 

modules for practicing dietitians on nutritional counseling, education 

and behavior modification for persons with diabetes and their 

families 11 in coordination with the American Dietetic Association 

(National Commission on Diabetes, l975b). 

It was thus determined that the literature contains 

recommendations to assist dietetic practitioners in meeting the 

current deficits in diabetes education. Many of the specific 

recommendations have recently been made in Diabetes Care, as the 

professional community has begun to focus more on effective diabetes 

education. This is obvious in the appearance of six articles in 

Diabetes Care discussing various aspects of diabetes education in the 

three issues since completion of the Learning Package. These include 

a study suggesting use of the family medical history as a teaching 

model (Doody and Grose, 1981) and a proposal for a new model for 

physician-patient communication (Solowryczyk and Baker, 1981) which 

would also be applicable to the dietitian-client interaction; a report 

of the success of the diabetes clinic approach to improve diabetes 

care and education (Bulpitt et al., 1981); a study showing 47% of 

admissions to a community hospital for diabetic complications were due 

to specific educational deficits (Geller and Butler, 1981); a 



discussion of an educational diagnostic instrument (Windsor et al., 

1981 ); and a description of the use of patient determined glycosylated 

hemoglobin measurements as an aid to patient education (McDermott et 

a 1 . , 1981 ) . 

The challenge to the practitioner is to keep up on and evaluate 

these many recommendations now appearing in the literature. Many 

dietitians do not have access to or time to review Diabetes Care and 

other similar journals which feature such specialized research and 

recommendations. Usually, such published information require 

interpretation and application to the individual setting. Thus, the 

Learning Package was created not to generate new information but to 

assist the practitioner in acquainting herself/himself with the most 

valuable recommendations in the literature with practical suggestions 

given to make their applicationl more feasible. The detailed review 

of the literature will be found in Appendix A with the references 

cited listed in Appendix B. 



CHAPTER III 

METHODOLOGY 

Restatement of Objectives 

To meet the educational needs of dietitians, especially those 

identified by the National Commission on Diabetes, a learning package 

was designed as a continuing education tool and evaluated. The 

objectives of the educational research and development project were: 

1. Subjects will score 90% or higher on exam questions relating 

to content and definitions of the new Guidelines. 

2. Subjects will demonstrate on the posttest an improvement in 

their ability to plan education for adolescents with 

insulin-dependent diabetes and will score 90% or higher on 

the posttest. 

3. The learning package will be in a form acceptable to 

practicing dietitians for use in continuing education. 

4. The study will determine if practicing clinical dietitians 

feel the new Guidelines to be of practical value to them. 

Research Approach and Design 

The steps of educational research and development were carried 

out as follows: 

1. Behavioral objectives for the package were written. These 

are included on page 3 of the resourcebook, Appendix B. 

2. An outline of the script was written. This is found on page 

2 of the resourcebook, Appendix B. 



3. An item pool was developed, with several questions for 

assessment of achievement of each objective. 

4. The first drafts or prototypes of the two tests were 

prepared. 

5. Tests were reviewed for validity by two faculty members by 

considered experts in diabetes education. 

6. Revisions were made in the tests to conform to suggestions 

made in step 5. 

7. The attitude and demographic data survey and a form for 

suggestions to improve the Learning Package were drafted and 

reviewed by the committee chairman. 

8. Revisions were made in the survey and the form described in 

step 7. 

9. The first draft of each section of the script was written and 

subjected to in-house review by faculty. 

10. Revisions were made in the script based on the in-house 

reviews. 

11. The first draft of a handbook (resourcebook) with materials 

to supplement the taped presentation was prepared and 

reviewed. 

12. The resourcebook was revised according to the suggestions 

obtained in step ll. 

13. Permission was granted to use the Guidelines for Education of 

Individuals with Diabetes Mellitus in the presentation and 

resourcebook. 

14. The first draft of the complete Package was prepared. 
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15. The first draft of the Package was submitted to a formative 

evaluation by two registered dieitians with the researcher 

present. 

16. Changes were made in the script and resourcebook as suggested 

by the formative evaluations. 

17. The final form of the Package was prepared and final copies 

of all materials made. 

18. A notice was published in the 11 Update, 11 the newsletter sent 

to registered dietitians in Utah, soliciting participants for 

a seminar, in one of three locations, during which the 

Learning Package would be tested. 

19. A follow-up notice was published in the next 11 Update 11 and 

follow-up letters were sent to 57 dietitians again soliciting 

participation in the seminars. 

20. An initial letter was sent to dietitians who registered for 

the seminars, giving details and asking them to complete the 

two pretests which would later be sent to them. 

21. One week before the seminars, the two forms of the test were 

mailed to participants to be completed before the seminar. A 

reminder of the seminar times and locations was also 

included. 

22. Seminars allowing groups of the participants to listen to the 

taped presentation and use the resourcebook were held in 

Logan, Provo, and Salt Lake City, Utah. 

23. At the conclusion of the taped presentation, participants 

were asked to complete the posttest, suggestion form, and 



demographic and attitude survey. 

24. The tests were corrected and responses to the survey and 

suggestion form compiled. 

25. Reliability of the posttest was determined using the 

responses to the two forms of the pretests. 

26. Descriptive statistics were calculated on the test and survey 

results to determine if objectives were met. 

27. The Learning Package and a copy of this thesis will be 

submitted to the American Dietetic Association for review for 

use as continuing eduation material. 

Description of the Instrumentation 

Tests 

Both tests (Appendices C and D) were criterion referenced, with 

each item measuring achievement of one of the behavioral objectives 

listed on page 3 of the resourcebook, Appendix B. Lists of the 

correct responses to each test and the objectives measured by each 

item are given in Appendix E. Sixty per cent of the questions 

referred to a case study application. It should be noted that the 

posttest was identical to form B of the pretest. The title was merely 

changed before use as a posttest. Thus, Appendix 0 represents both 

form B of the pretest and the posttest. 

As described in the steps of the Research Approach, the tests 

were developed from an item pool prepared by the researcher. The 

forms used for the validity assessments are included in Appendix F. 

Initially (step 5) all but 5 items on the two tests were assessed as 
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11 Very valid. 11 All suggestions to increase item validity and clarity 

were acted upon (step 6) so that, ultimately, all items on each test 

VIer e as s e s sed as 11 very v a l i d . 11 

Test reliability was calculated on the basis of the two pretests 

(forms A and B - see Appendices C and D) which the participants took 

before attending the seminar. It is assumed that some participants 

complete form A first and others form B as they were alternately 

packaged with form A or form B on top. The coefficient of equivalence 

or alternate form reliability (Borg and Gall, 1979) was computed using 

Pearson's correlation coefficient. The correlation coefficient, r, 

thus calculated was .21. The mean score on form A was 75.5% and the 

standard deviation was 9.27 while the average score on form B taken as 

a pretest was 71.3% with a standard deviation of 9.03. Individual 

subjects' scores are given on page 35, Table 3. 

Demographic Data and Attitude Survey 

A survey (Appendix G) designed to collect information about each 

participant and assess attitudes towards the Guidelines and Learning 

Package was developed by the author. Length of dietetic practice, 

route to registration and percentage of working time spent with 

clients with diabetes were determined from the survey. The survey 

also asked for participants' job title, places of employment and brief 

descriptions of their professional responsibilities. Subjects were 

also asked if the institutions at which they worked had formal 

diabetes education programs and if follow-up is routinely scheduled by 

dietiti ans at their facilities for clients seen with diabetes. 



The second section of the survey requested participants to 

indicate their agreement with statements concerning the Guidelines and 

the Learning Package. Agreement or disagreement was indicated by 

selecting the appropriate number on a five-point Likert scale format 

with 1 indicating strong agreement, 5 indicating strong disagreement 

and 3 indicating an 11 Undecided 11 attitude. An opportunity to provide 

additional comments on the Guidelines and their use was given at the 

conclusion of the survey. 

Suggestions for Improvement of the 
Learning Package Form 

A form (Appendix H) soliciting suggestions for improvement of the 

Learning Package content, taped presentation and resourcebook was also 

developed by the author. The format was that of open-ended questions, 

allowing a wide variety of comments. Suggestions for improving the 

accompanying tests, technically considered part of the package, and 

miscellaneous suggestions were also solicited. 

Description of the Learning Package and its Development 

The presentation was taped by the author using her own voice (see 

script, Appendix A). It was divided into four sections: I. 

Guidelines for Education of Individuals with Diabetes Mellitus; II. 

Educational Program Planning in a Health Care Agency; III. The 

Adolescent with Insulin-Dependent Diabetes; IV. The Educator-Client 

Interaction. The resourcebook (Appendix B) materials were organized 

using colored paper to correspond to these four sections. These 

materi als were designed to: (1) give more detailed information than 



given in the presentation; (2) provide resources and materials for 

future reference; (3) reinforce visually the information in the taped 

presentation; (4) summarize information given in the presentation; 

and, (5) give a bibliography of the references cited. Pockets were 

provided on the inside cover for the two tapes, one ninety minutes and 

one sixty minutes in length, on which was recorded the actual 

presentation. This format would be mailable to practitioners 

throughout the country and easily usable by anyone with access to a 

tape recorder, the basic requirements for a continuing education 

material. 

Instructions on the use of the resourcebook were given throughout 

the taped presentation (see script, Appendix A) and on the 

introductory page of the resourcebook (Appendix B). Further details 

on the content of the Learning Package will be botained by consulting 

Appendices A and B. 

The script for the presentation was developed one section at a 

time. The literature was consulted and appropriate studies and 

recommendations which were found were included. Practical suggestions 

for their application and implementation in different settings were 

developed as were lists of other resources to be consulted for further 

assistance. The presentation was concluded with an example of a case 

study application which was also developed by the author. After the 

first draft of each section was developed, it was subjected to an 

in-house review. Revisions were then made based upon these reviews. 

A similar approach was used for initial development of resourcebook 

materials. Permission was granted to use the Guidelines for Education 



of Individuals with Diabetes Mellitus in the presentation and 

resourcebook. 

Formative Evaluations 

The first draft of the Learning Package was submitted to a 

formative evaluation by two registered dietitians. Originally, the 

plans had included 5 to 10 such formative evaluations. However, when 

the formative evaluations were set up, only thirteen persons had 

registered for the seminars which were to be summative evaluations. 

It was felt that it would be more appropriate to limit the initial 

formative evaluations to three and increase the number of subjects 

involved in the field tests. Therefore, three formative evaluations 

were planned. The third subject, however, became ill and unable to 

participate. A copy of the package was sent to a Diabetes Research 

and Teaching Center dietitian for a formative type of evaluation via 

the mail. 

Both subjects who performed the initial formative evaluations 

hold masters degrees. They have had extensive experience in dealing 

with persons with diabetes in a variety of settings including camps 

for children with diabetes, counseling in clinics, and individual and 

class diabetes teaching in a hospital setting. 

During the initial formative evaluations, the participants 

listened to the taped presentation and used the first draft of the 

resourcebook as directed. The researcher was present and the subjects 

were requested to stop the tape whenever they had a suggestion or the 

ma t erials seemed unclear. The problem or suggestion \-Jas then 



immediately discussed, recorded, and possible solutions suggested and 

evaluated. Almost all suggestions were acted upon us suggested and 

the two subjects had very similar suggestions and comments. As a 

result of the formative evaluations, Part II of the presentation was 

re-organized and several additional summaries were added to the 

resourcebook to allow visual reinforcement and increase the ease of 

following the presentation. Other additions, deletions and 

modifications were also made in the script. Following these 

revisions, the final form of the package was produced. 

Description of Recruitment of Subjects 

A notice (Appendix I) of the seminars was initially published in 

the April 1981 "Update ... The "Update" is a newsletter of the Utah 

Dietetic Association, mailed to all registered dietitians within the 

state. Because of poor response to this notice, a follow-up letter 

(appendix J) was mailed with another copy of the notice to 57 selected 

practitioners on June 4. This second copy of the notice was revised 

to make the registration deadline July l. Practitioners who received 

the letter were selected from a directory of the Utah Dietetic 

Association. Only practitioners who were listed as practicing 

clinical dietitians were sent letters. The notice had also been 

passed out to dietitians attending the state meetings of the Utah 

Dietetic Association and dietitians attending a class sponsored by 

Utah State University in Ogden. v/hen another "Update" was published 

at the end of June, the notice was again included, with a registration 

deadline of July 14 given. 



The notice was addressed to 11 practicing dietitians who are 

involv ed in counseling patients and clients with diabetes mellitus.'' 

No regis t ration fee was charged and participants were promised a copy 

of the Learning Package. The registration form was included on the 

notice (see Appendix I). Because of the initial poor response and the 

philosophy that anyone interested enough to register for and attend 

the seminars would be appropriate subjects, all persons who registered 

were accepted for the seminars, regardless of their current 

employment. Because of dietitians' scheduling conflicts, the Logan 

seminar date was changed from August 5 to August 10. 

Beginning July 13, letters (Appendix K) were sent to those who 

had registered acknowledging their registration and giving details of 

the time and location of the seminars. One week before the seminars 

at each location, follow-up letters were sent with the two forms of 

the pretests to the participants (Appendix L). This also served as a 

reminder. Participants registered as late as August 3 and as these 

later registrations were received the registrants were sent 

information on the plans and provided copies of the pretests for 

compl etion. 

Description of Subjects 

There was a total of 30 participants in the study. Table l 

su mma rizes the subjects' demographic data. One participant, subject 

nu mber 25, is a diabetes education nurse and so her responses and 

results were not used in calculating statistics and results. The 

ca l cula ti ons were thus based on 29 subjects. The mean number of years 



Table 1. Subjects• demographic data. 

Percent of Institution have Schedule follow-
Sub. Yrs. Route to time working formal diabetes up for clients Nbr. \~k. Job title/responsibilities registration with diabetes education program? 1vith diabetes? 

6 *Dietitian-developing policies and Internship - No No 
patient education programs materials 

2 13 Director of clinical dietitians - Internship 10% Yes No 
teach diabetes classes in diabetes 
teaching unit 

3 3.5 Research assistant (research on CUP 0 
diabetes and nutrition) 

4 5 Relief dietitian for both clinical and Internship 2% Yes Yes 
administrative staff (pediatrics) 

5 -- Senior student in C.U.P. 
6 7 *Director of Food Service-nutrition Internship so[ Yes No ,o 

education including diabetes 
teaching team 

7 6 Recently clinical dietitian at a V.A. M.S. & work 25% Yes Yes 
hospital. Nov/ internship director 

8 1.5 Clinical dietitian- med, peds and out- Internship 
patients. Teach infant nutrition, 

40% Yes No 

v1ei gh~ classes. 
9 16 Clinical instructor for C.U.P. program Internship 10% Yes Yes 

10 8 Chief dietitian over therapeutic Internship 20% No No 
patient care. 

11 5 Clinical dietitian CUP 30% Yes No 



Table 1. (continued) 

Percent of Institution have Schedule follow-
Sub . Yrs. Route to time working formal diabetes up for clients 
Nbr. Wk d. Job title/responsibilities registration vlith diabetes education program? with diabetes? 

12 15 Assistant administrator of dietary Internship 10% Yes No 
over the clinical dietiti ans 

l3 5 Dietary instruction and follow-up of Internship 30% No Yes 
dialysis patients 

14 - Senior CUP student working as 
clinical dietitian for experience 

(student) 50% Yes No 

this summer 
15 4 Clinical dietitian- nutritional 

assessmen t & instruction; diabetes 
CUP 20% Yes No 

& weight classes 
16 19 Renal dietitian Internship 30% Yes Yes 
l7 8 Outpatient dietitian ~ teach di abetes Interns hip 30% Yes Yes 

and other classes 
18 10 Clinical dietitian (sma ll hospital) Internship 20% Yes No 
19 7 Pediatric clinical dietitian Traineeship 20% Yes Yes 
20 20 Dietitian-mental hospital and Meals Internship 10% No Yes 

on Wheels 
21 - Diet technician - interviews, diet - 10% Yes Yes 

instruction, diet _y1-asses 
22 5 Director university dietary counseling Traineeship 50% No-to start Yes 

clinic- teach classes this fall 



Tablel. 

Sub. 
Nbr. 

23 

24 

25 

26 

27 

28 

29 

30 

Yrs. 
Wkd. 

15 

3 

-

30 

-

5 

2 

3.5 

8.9 

(continued) 

Job title/responsibilities 

Maternal & infant high risk clinic-

Route to 
registration 

Internship 
nutrition education of pregnant patients 

Clinical dietitian Internship 

Diabetes education nurse -
Clinical dietitian for dialysis Internship 

Research assistant - recently graduat- (CUP) 
ed from CUP Awaiting registration 
exam 

Part time clinical dietitian and Ph.D. ~1. S. & work 
student 

Recently quit work as a clinical C.U.P. 
dietitian in a hospital, doctors 
clinic & nursing home 

Homemaker with a child with diabetes M.S. & work 

**Mean/Percentage -

- Indicates no response. 
* Indicates the subject is the only dietitian in .. -the facility. 

** Based on the number of subjects completing each item. 

Percent of 
time vJOrking 
with diabetes 

10% 

25% 

( 100%) 

40% 

40% 

50% 

23.5% 

Institution have 
formal diabetes · 
education program? 

Yes 

Yes 

(Yes) 

No 

Yes 

Yes 

24% No; 76% Yes 

Schedule follow­
up for clients 
with diabetes? 

Yes 

No 

(Yes) 

Yes 

No 

Yes 

48% No; 52% Yes 



28 

worked by the subjects who are registered dietitians (excluding 

subjects 5, 14, 21, 25 and 27) was 8.9. The range was 1.5 to 30 

years, a range of 28.5 years. The median was 6 years and the mode was 

5 years (5 subjects). Internship was the route of 16 subjects, 55%, 

to registration. Four participants, 13.8%, became registered through 

the Coordinated Undergraduate Program (CUP). Only 6.9% or two of the 

subjects came through traineeships. Three participants became 

registered through masters degrees combined with work experience. 

This was 10.3%. One diet technician (3.4%), two senior CUP students 

(6.9%), and one person (3.4%) recently graduated from the CUP Program 

and awaiting the registration examination also participated. A 

description of the subjects• job titles and/or responsibilities is 

given in Table l. 

Twenty-five participants responded to the question, 

••approximately what per cent of your working time is spent working 

with persons with diabetes. 11 The average was 23.5% with answers 

ranging from 0 to 50%. Twenty-four per cent of the subjects stated 

their institutions had no formal diabetes education programs while 76% 

did. Question number 7 on the Participant Information and Attitude 

Survey (Appendix G) asked: 11 00 you or other R.D.s in your institution 

routinely schedule follow-up counseling sessions and/or educational 

activities for clients seen with diabetes?" Fifty-two per cent 

responded affirmatively and 48% said no. However, it was interesting 

to note that dietitians working in the same institution sometimes 

responded differently to this question. From the author's knowledge 

of the procedures at the various institutions, it seems that some 



interpreted this question to mean the scheduling of occasional 

out-patient appointments rather than routine follow-up procedures. 

Subjects numbered 26 through 30 could not, for various reasons, 

participate in any of the seminars and so completed the study at home. 

Additionally, there were seven persons who registered but did not 

participate. Three of them registered less than two weeks before the 

seminars but should have received the pretests and details before the 

seminars. Three others had arranged to complete the study at home but 

did not return the materials. Thus, 31 registrations were actually 

received and 18.9% did not participate. Additionally one of the 

thirty participants, number 7, did not originally register but 

attended in place of a practitioner who had registered but had an 

emergency at work which prevented her attendance. 

Description of the Seminars 

Seminars were held on August 6 from 12:30 to 4:30 p.m. in Provo 

in a Utah Valley Hospital classroom; on August 7 from 8:30a.m. to 

12:30 p.m. in Salt Lake in a Veterans Administration Hospital 

classroom; and on August 10 from 1 p.m. to 5 p.m. in Logan in a Logan 

Regional Hospital classroom. Eight subjects participated in Provo, 12 

(one nurse) in Salt Lake and 5 in Logan. As participants entered the 

classrooms they were given a written introduction to the seminar with 

instructions as to the procedures to be followed (see Appendix M) and 

a copy of the Learning Package (the resourcebook with copies of the 

tapes). Pretests were then turned in and the participants allowed to 

read pages 1 to 4 of the resou rcebook. Both the Suggestion Form and 



Participant Information and Attitude Survey were distributed before 

the seminar began. Participants were asked to record suggestions 

throughout the taped presentation. They were allowed to respond to 

the first seven questions on the survey before the presentation began 

but were requested to complete the attitude questions only after 

listening to the entire presentation. 

Participants completing the study at home were given the same 

directions. However, they were instructed that they did not have to 

complete the taped presentation in one session. Subjects number 26 

and 27 turned their pretests in before obtaining the Learning Package, 

forms, and posttest. Subjects 28, 29 and 30 were mailed their forms, 

posttest and Learning Package one week after receiving the pretests. 

They were asked to complete the pretests before looking at the 

Learning Package and it was felt they could be trusted to do so. 

The original or master tapes were used for the seminars. While 

the taped presentation was 2i hours in length, the pauses to allow 

study of resourcebook materials extended the length to approximately 3 

hours. A portable battery-operated tape recorder was used. Before 

starting the taped presentation, the researcher verbally welcomed 

participants and explained the purpose for which the Learning Package 

had been designed. Each part of the tape was then played with an 

approximate 5 minute break between parts. During the breaks the 

participants visited among themselves, obtained refreshments and/or 

took short walks. The researcher refrained as much as possible from 

making comments on the presentation until the posttests and forms were 

completed. 



When the taped presentation indicated the tape should be stopped 

to allow study of the materials, the researcher did so. When all 

participants indicated a readiness to continue, the tape was again 

begun. However, subjects indicated that the tape did not need to be 

stopped for study of the lists of specific nutritional components of 

the three Guideline levels (pages 31 through 37, Appendix B) or for 

study of the case study (page 62, Appendix B). They felt they could 

study these lists as the presentation discussed them and so the tape 

was not stopped at these points. 

At the conclusion of the taped presentation, the posttests were 

distributed for completion without consulting the resourcebook. The 

completed posttest, surveys and suggestion forms were turned in to the 

researcher. 

Generally, these procedures were followed during all three 

seminars. Specific notes were taken on the procedures of each seminar 

and these observations are reported in Chapter IV. 

Data Processing and Analysis 

All tests were corrected by the researcher according to the 

correct answers given in Appendix E. A correct response was given 

four percentage points. Since response (a) on question 1 of form B 

and the posttest was partially correct, two percentage points were 

given for that response. Items 3 and 7 on form B and the posttest and 

item 7 on form A required three correct responses. One correct 

response was scored as one percentage point and two correct responses 
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earned two percentage points. Responses to the attitude survey and 

the suggestion form were also compiled by the researcher. 

Descriptive statistics were calculated on the posttest scores for 

the entire group of participants and separately for the home group and 

the groups at each seminar location. Since the reliability of the 

tests was low and form B seemed more difficult than form A, the 

improvement between form B of the pretest and the posttest was 

calculated as well as the change between form A of the pretest 

(originally designated as the official pretest) and the posttest. The 

number of incorrect answers to each item on the posttest was tallied 

to be related to achievement of the objective the item assessed. 

Descriptive statistics were also calculated on the responses to the 

attitudinal questions on the survey. The descriptive statistics 

reported in describing the subjects and their professional activities 

were calculated by the author on the basis of the responses to 

questions 1 through 7 on the Personal Information and Attitude Survey 

(Appendix G). Reliability of the tests was also calculated by the 

author as previously described. All relevant comments on the 

Suggestion Form (Appendix H) were compiled by the author. 

Final Packaging and Distribution 

The Learning Package and a copy of this thesis including 

recommendations for improvement of the package will be submitted to 

the American Dietetic Association. The author has signed a letter of 

intent with the Association to develop a tape presentation for 

cont i nuing education of registered dietitians. The Association's 



Department of Continuing Education will thus review and perhaps 

further revise it for use in this manner and, if the package is 

accepted, conduct final packaging and distribution. 



CHAPTER IV 

RESULTS 

Posttest Results 

Posttest Scores 

Table 3 summarizes participants• scores on the pretests and 

posttest and their responses to the attitude survey. The mean score 

on the posttest was 77.5% with a standard deviation of 14.63. The 

scores ranged from 54% to 96%. The mean increase from pretest A to 

the posttest was 2 percentage points, with a standard deviation of 

10.02 and a range of +13 to -24. The change from pretest B to the 

posttest, which was the same form of the test, averaged an increase of 

5.6 percentage points. The range was +32 to -23 and the standard 

deviation was 11.87. Only four participants, 13.8%, achieved the 90% 

criterion. 

Because of some differences in the settings of the seminars, the 

mean posttest scores and increases from the pretests were compared 

among the four groups in Table 2. 

Table 2. Group posttest averages and average changes from pretests. 

Average 
Post- Number (Per Average In- Increase 
test cent) Meet- crease Pretest Pretest B 

Group n Mean ing Criterion A to Posttest to Posttest 

Provo 8 65.4 0 + . 1 +7.9 
Salt Lake 11 79.8 3 (27 %) + .7 +7.8 
Logan 5 80.8 1 (20%) +10.4 +4.4 
Home 5 72.4 0 .8 - .6 



Table 3. Participant•s scores on pretests and posttests and responses to the attitude survey. 

Test Scores (%) Pretest-Posttest Attitude Responses 
Subject Pretest Pretes t Post- Changes Survey Question Number: 
Number *Location A B test A to B B to B 8 9 10 11 12 13 14 

1 L 54 69 67 +13 - 2 5 5 2 4 1 3 1 
2 s 86 76 84 - 2 + 8 2 1 4 2 3 2 3 
3 p 81 57 77 - 4 +20 1 1 3 1 4 3 3 
4 s 78 73 77 - 1 + 4 2 2 2 2 4 2 4 
5 L 76 81 88 +12 + 7 1 1 - 1 3 
6 p 66 cJ 70 + 4 + 1 2 2 4 1 4 2 4 
7 s - - 77 - - - 1 2 2 2 2 3 
8 L 72 69 76 + 4 + 7 2 2 4 2 4 1 3 
9 p 61 70 65 + 4 - 5 3 1 3 3 3 3 3 

10 s 89 78 81 + 8 + 3 2 1 4 2 4 2 3 
11 L 80 82 **92 +12 +10 2 2 2 2 4 3 4 
12 p 76 48 80 + 4 +32 
13 s 80 74 **92 +12 +18 1 1 2 1 5 2 5 
14 L 70 81 81 +11 0 1 1 j 2 ~· '3 4 
15 p 92 64 88 - 4 +24 2 2 2 2 3 2 2 
16 s 78 63 54 -24 - 9 1 1 1 1 5 1 5 
17 s 88 82 **96 + 8 +14 1 1 4 1 4 1 4 
18 p 82 79 81 - 1 + 3 1 2 3 2 4 2 4 
19 s 62 54 73 +11 +19 1 1 2 3 5 2 5 
20 p 64 73 54 -10 -19 2 2 3 2 4 2 4 
21 s 81 65 72 - 9 + 7 2 2 2 2 4 2 4 
22 p 80 81 88 + 8 + 7 2 2 3 2 4 2 4 
23 s - - **92 - - 1 2 3 1 4 1 4 
24 s 77 74 80 + 3 + 6 2 1 3 2 4 3 3 
25 ( S) - - - - - - - - - - - -
26 H 70 66 72 + 2 + 6 2 2 4 2 3 2 2 
27 H 66 77 79 +13 + 2 3 1 2 3 4 2 3 

------- -·- ---- ·- ·--



Table 3. (continued) 

Test Scores (%) Pretest-Posttest Attitude Responses 
Subj ect Pretest Pretest Post- Changes Survey Question Number: 
Number *Location A B test A to 8 8 to B 8 9 10 11 12 13 

28 H 80 84 61 -19 -23 2 2 3 2 3 2 
29 H 72 71 84 +12 +13 2 1 2 1 4 1 
30 H 78 67 66 -12 - 1 

***Mean: 75.5 71.3 77.5 +2.0 +5 .6 1. 85 l. 59 2. 77 1.88 3.70 2.03 
standard deviation, s: 9.27 9.03 14.63 10.02 11 .87 
Range: 54-92 48-84 54-96 -24 - +13 -23 - +32 1-5 

*L:Logan; S:Salt Lake City; P:Provo; H:Home. 
**Indicates achievement of the 90% criterion (total of 4 subjects or 13.8%). 

-I ndicates the item was not completed by the participant. 
***Computed on the basis of n = number of completed responses to that item. 

1-5 1-4 1-4 1-5 1-3 

i4 

3 
4 

3.50 

1-5 



Achievement of Learning Package Objective 

A list of the number and per cent of subjects not achieving each 

Learning Package objective, as measured by the posttest, is given in 

Appendix N. The first three test questions corresponding to the first 

three Learning Package objectives measured subjects' understanding of 

the content and definitions of the Guidelines. These were of specific 

interest in measuring achievement of the study's first objective. The 

first question measured subjects' abilities to define and identify in 

ascending order the three levels of education for the individual with 

diabetes. Seventy-nine per cent or twenty-three of the subjects 

failed to meet this objective as measured by the posttest. The second 

objective was that the dietitian would identify at least three 

specific nutritional components of each level of diabetic education. 

As measured by question number 2 on the posttest, only 1 participant 

or 3.4% did not meet this objective. Four subjects, 13.7%, failed to 

meet the third Learning Package objective to identify appropriate 

places, times and settings for the attainment of each educational 

level, as measured by the third item on the posttest. 

Attitudinal Responses 

Table 4 summarizes the responses to the items assessing attitudes 

on the Participant Information and Attitude Survey. Table 2 gives 

each subject's response to each item. Eight persons responded to item 

15 (see Appendix G) soliciting additional comments regarding the 

Guidelines and their use. Subject number 13 stated that the 

information "should be very useful in my practice with adolescent 



Tab l e 4. Summary of responses to the attitude survey. 

---1---- ---2---- ---3---- ---4---- - - -5----
Per cent Per cent 

Question Mean Strongly Per cent Per cent Per cent Strongly 
Nu mber Question Response Agree Agree Undecided Disagree Disagree 

8 The Guidelines for Educa-
tion of Individuals with 1 .85 34.6 53.8 7.7 0 3.8 
Diabetes Mellitus will be (Agree) 
of practical value to me 
in my work. 

9 This Learning Package has 
increased my understanding l. 59 51.9 44.4 0 0 3.7 
of the process of educat- (Agree) 
ing clients with diabetes. 

10 The Guidelines for Educa-
tion of Individuals with 2.77 3.8 38.5 34.6 23.1 0 
Diabetes Mellitus will be (Undecided) 
easy to implement and follow 
in my practice. 

ll This Learning Package will 
make me more able to effect- l .88 29.6 55.6 ll . l 3.7 0 
ively counsel persons with (Agree) 
diabetes. 

12 The Guidelines and this 
Learning Package are too 3.70 3.7 3.7 22.2 59.3 11 . 1 
idealistic--they are not (Disagree) w 

<X> 
realistic for use by the 
"average practitioner." 



Table 4. (continued) 

---1---- ---2---- ---3---- ---4---- ---5----
Per cent Per cent 

Question ~~ean Strongly Per cent Per cent Per cent Strongly 
Number Question Response Agree Agree Undecided Disagree Disagree 

13 In the future, I will 
devote more time and 2.03 19.2 57.7 23.1 0 0 
energy than I have done (Agree) 
to establishing and improv-
ing continuing education 
programs for clients with 
diabetes in accordance with 
the Guidelines. 

14 The Guidelines and this 
Learning Package are too 3.50 3.8 7.7 34.6 42.3 11 . 5 
idealistic--they are not (Disagree-
realistic for use in the Undecided) 
system in which I work. 



40 

renal patients also. I think the general principles can be used for 

helping anyone with a chronic disease requiring nutritionaland dietary 

modifications and management.'' Subject number 1, who is currently 

working part-time as the only dietitian in her facility, stated she 

had been given many ideas to consider and hoped to be able to 

implement follow-up which she felt was currently inadequate. Subject 

18, also working in a small hospital, stated the Guidelines would 

"take some organization" but seemed a good program. Four subjects' 

comments related to the Learning Package rather than the Guidelines 

and the eighth comment seemed to relate to both. It expressed 

appreciation for the "work" and belief that it would be helpful "in 

terms of time saving and ideas." However, the subject, number 23, 

felt the Guidelines contained little on ketosis which is "especially 

important during pregnancy." 

Subjective Observations 

Some of the notes made by the researcher at each location relate 

to the results. Others are included in Chapter V. In Provo, the 

classroom had not been airconditioned as requested and so the setting 

was less than ideal. Between each part of the presentation the 

subjects regrouped themselves to be in the pathway of the cool air 

from the swamp cooler. Subject numbered 12 slept during almost all of 

the presentation and subjects numbered 9 and 18 slept during several 

portions of it. The classroom was not accessible to refreshments or 

re strooms. 
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The Salt Lake setting was well air-conditioned, provided soft 

chairs and was close to restrooms and refreshments. Subjects numbered 

10 and 19 were slightly late. Subject number 4 did not arrive until 

midway through part I of the presentation. Subject 21 was absent for 

a segment of part II. Subject number 19 slept through the initial 

part of the presentation. 

The Logan setting was also accessible to refreshment and 

restrooms. The group was interrupted by workmen and moved to a new 

setting near the conclusion of part II. It was noted especially in 

Logan but also in the other settings that participants noted in 

writing, with some difficulty, the five goals which are presented at 

the conclusion of part IV as those set for the client in the case 

study. These could be printed in the resourcebook with the case study 

summary. 

Suggestions for Improvement of the Learning Package 

The suggestions given (see form, Appendix H) were compiled by the 

author from the 25 forms which were completed. They are summarized 

below. Unless otherwise noted, each suggestion was given by only one 

person. 

Content 

a) Nine positive comments were given. 

b) More information on psychological adjustments and home glucose 

monitoring were requested and two subjects requested information 

on the insulin pump. 

c) It was suggested that the specific principles of diet therapy in 



diabetes mellitus be included. 

d) Two persons requested more discussion and examples of learner and 

behavior outcomes. 

e) There was a request for more details and suggestions on gaining 

physician and administrative support. 

f) That less time be allowed for study of resourcebook materials was 

suggested. 

g) r~ore information on the Guidelines was requested while another 

participant felt a simplified summary of the Guidelines was needed 

because 27 pages were overwhelming . . 

h) One person felt that the part II suggestions needed to be made 

more realistic. 

Presentation 

a) Three persons criticized the technical quality of the recording 

with one suggesting use of a professional narrator. 

b) Three subjects suggested use of several different voices and 

perhaps music while three others stated the voice on the tape was 

good. 

c) Eight positive comments were given. 

d) Two persons suggested making the presentation self-instructional, 

using short quizzes at the end of each part for immediate 

f eedback. 

e) Two participants felt the narration was too fast while two others 

specifically stated the pace was appropriate. 

f ) It was suggested that a book format would be better than a taped 

presentation. 



g) A live or videotaped presentation was also suggested as a 

preferable approach. 

h) Participation of subjects was suggested. 
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i) Length was a major concern. Part II was felt too long by two 

persons as was Part IV by another. One suggestion was given that 

the presentation be more concise. 

j) Six persons stated that the presentation was too long for one 

setting but would be appropriate if more time was given between 

parts of the presentation for review and 11 absorption. 11 

Resourcebook 

a) Two subjects suggested that slides and other visuals would have 

been more effective or would have increased the resourcebook's 

effectiveness. 

b) Fourteen positive comments were given. Several specifically 

commented on the use of the colored pages. 

c) Two editorial comments were given in regards to typing mistakes. 

d) Two requests were made to put the specific nutritional components 

of each educational level immediately following the description of 

that level rather than at the conclusion of the entire text of the 

Guidelines. Another suggestion was made to 11 decrease the amount 

of flipping back and forth. 11 

e) A request was made for a list of successfully functioning diabetes 

health care teams and another for resources for visually impaired 

clients. 

f) More resourcebook materials were requested for part II with a 

specific request for a summary of the financial benefits of 



educational programs which were discussed in that part. 

g) A suggestion to include a specific resource on professional 

education was given. 

h) Making narration and resourcebook wording identical was also 

suggested. 
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i) Four comments that the charts on the educator-client interaction 

were confusing were made. One of them was accompanied by a 

suggestion to give more written details to better accompany the 

taped narration of this part. 

Miscellaneous Suggestions 

a) Ten positive comments were given under this heading. 

b) One subject commented that the Learning Package helped in her 

plans to organize follow-up classes during the coming year. 

c) Another participant commented that posttest results might be 

affected by the relatively short time period of the seminar for 

the discussion of such an extensive amount of material. 

d) The frequent quotations from Etzwiler were not acceptable to one 

practitioner who felt other authorities should be quoted more. 

e) Subject number 12 felt the presentation should be given to other 

health care team members, especially nurse educators. 

f) Better coordination between the taped presentation and 

resourcebook was felt necessary by one participant. 

g) The need to indicate the length of each tape and total 

presentation time was also pointed out. 

h) More in troduction of the presentation at the beginning of the 

seminar was felt necessary and it was suggested participants 
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introduce themselves. 

i) Another comment stated that the enthusiastic introduction to the 

seminar by the researcher was effective. 

j) The presentation \vas 11 inspiring 11 to one practitioner. 

Tests 

Since the tests were technically part of the Learning Package 

suggestions for their improvement were also solicited and compiled. 

a) Two persons suggested each choice of an answer to a question be 

listed on a separate line for easier differentiation. 

b) A shorter test at the end of each part of the presentation rather 

than the longer version was suggested by two participants and 

there were two additional comments that the tests were too long. 

c) The tests were unclear and hard to follow according to two 

comments. 

d) One subject felt some questions indicated the correct answers to 

following questions. 

e) It was suggested that directions be given to circle all 

appropriate answers instead of including the choice of an answer 

such as "a, b and d11 on only some items since that seemed to 

indicate that the item's correct answer was probably a 

combination. 

f) There were three positive comments as to the ease of following and 

taking the tests. 



CHAPTER V 

DISCUSSION 

Posttest Result 

Interpretation of Posttest Scores 

Only four subjects achieved the 90% criterion set in objective 2 

of the study. There was a mean increase from both forms of the 

pretest to the posttest although there was a wide range of change 

scores, a range of 55 percentage points for the ~hange from pretest B 

to the posttest. Standard deviations were thus relatively high. The 

standard deviation of the posttest was substantially higher than that 

of the pretest, 14.13 versus 9.27 and 9.03. The high standard 

deviations of the posttest and change scores are interpreted to mean 

that there was a high degree of variability in the manner in which the 

seminar affected the performance of the subjects. 

There was also a difference in the posttest means among the 

various seminar groups. The lowest mean was in the Provo group, which 

was 14.4 percentage points lower than the Salt Lake group. Initially, 

this was thought to be due to the poor physical conditions in which 

the Provo seminar was held. However, the average increases of the two 

groups, from both forms of the pretest, were nearly identical. Thus, 

the difference in means would seem to be due to some pre-existent 

condition or conditions and the seminar to have had similar overall 

effects in both settings. This is further established by the fact 

that both the Salt Lake and Logan groups had participants who met the 



criterion while the Provo group, although larger than the Logan group, 

had none. 

The mean post t est score of the Logan group was the highest of any 

grou p. This was the only group i n which the pretest A to posttest 

gain score was greater than the pretest B t o posttest gain score. 

Further, the average pretest A to posttest improvement of the Logan 

group was at least ten times higher than the other groups. The Logan 

pretest B to posttest average change score was approximately 3 

percentage points lower than in the Provo and Salt Lake groups. There 

was no obvious reason for these differences and no statistical 

analyses were conducted to determine their significance. 

Slightly negative mean change scores were achieved only in the 

home group which also had the next to the lowest posttest score 

average. This was not expected since it had been assumed that the 

home group would have more opportunity, if taken, to study the 

materi als. The researcher does know of specific time pressures placed 

up on t hree of the five home group participants. This was the main 

rea son t hey could not attend a sem i nar and it may have prevented them 

f r om t aking advantage of the opportunity for additional study. 

One of the basic assumptions made in using the change scores is 

t hat t he changes were due to the seminar. The time period between the 

pre te st s and the posttest was one week or less. From verbal 

indi cat i ons from participants and the dates on the tests which were 

dated , it is evident that many pretests were taken within 24 hours of 

t he seminar. The relatively short time period between pre and 

posttests wou ld further limit the chance f or other factors to affec t 
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participants' posttest performances. The assumption that the seminar 

\vas the main factor in determining the change scores may be taken a 

step further. That is, the negative change scores may indicate that 

the amount of material covered may have been overwhelming and 

initially confusing to some subjects and that further study would be 

needed for successful mastery of the material. 

Further, change scores have inherent weaknesses including the 

ceiling effect and regression towards the mean which are assumed to 

have been in effect in this study. Intervals of change are not equal 

at all points and thus a change from 65 to 70 is not the same as from 

90 to 95. Finally, the reliability of change scores is directly 

related to the reliability of the pre and posttests and inversely 

related to pre-posttest correlation. Thus, the change scores are a 

valuable descriptive statistic but cannot be interpreted as evidence 

that the Learning Package improved subjects' knowledge and test 

scores. This could be determined using experimental and control 

groups and tests of statistical significance. 

Length of the presentation is assumed to have affected 

achievement on the posttest. Many comments were made on the 

suggestion forms to the effect that presentation of the materials over 

a longer period of time would be more effective. The Learning Package 

was designed for use in the practitioner's home, allowing additional 

time for study and review and decreasing the risk of "saturation." In 

all three seminars, it seemed that many subjects had reached this 

11 Saturation point 11 by the conclusion of the presentation and hurried 



49 

to complete the posttest. There was no extrinsic motivation to do 

well on the posttest. 

The author was concerned with length throughout the project. 

However, it was determined that all information presented was 

important to the effective implementation of the Guidelines. It would 

thus seem more appropriate to present one part of the presentation at 

a time in a four-part seminar or to instruct practitioners using the 

Learning Package at home to pace themselves, allowing time for study 

and review. The inclusion of a short posttest at the end of each 

section could allow self-evaluation of readiness to proceed, in a 

self-instructional format. The more informal home atmosphere would 

also allow participants to be more comfortable and take a variety of 

measures to increase attentiveness. 

Not only were the format and setting of the seminars different 

than those for which the Learning Package was designed but also the 

study wa s conducted with subjects who may not be representative of the 

entire population of practitioners who might use the Package. The 

study subjects were generally active in diabetes care and education, 

spending an average of almost one fourth of their working time in it. 

It may be that many dietitians who would use such a continuing 

education tool would not be practicing. However, dietitians who work 

with diabetes might specifically seek out such a tool. It can only be 

concluded that the study subjects were active in diabetes care and 

education and thus knowledgeable in it. If the Learning Package 

improved their abilities, it is assumed that it would do so for 

practition ers with less exposure to and experience in diabetes 
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education. However, such individuals may not fully appreciate the 

information and resources presented in the package because of their 

lack of experience. The researcher did observe that subjects related 

and reacted differently to various sections of the presentation and 

felt she could explain these reactions based on the settings in which 

the subjects practiced and their related needs. 

Achievement of Learning Package Objectives 

The criterion-referenced posttest allows detailed evaluation of 

the specific objectives met, which is helpful in further assessing the 

effectiveness of the Learning Package. Such assessments are important 

since two subjects who achieve identical scores may not have mastered 

the same objectives. However, the posttest may have certain 

weaknesses in accurately assessing achievement of objectives. 

Of major interest, and related to the study's first objective, 

are the first three Learning Package objectives dealing with 

understanding of the content and definitions of the Guidelines. As 

listed in Appendix N, 96.6% of the subjects were assessed to have met 

the second Learning Package objective, ''identify specific nutri t ional 

components of each level of diabetic education." The third objective 

requires identification of appropriate times, places, and settings for 

the attainment of each educational level and 86.3% were assessed to do 

this. This is just slightly under the 90% criterion set in the 

study's first objective. However, only 21 % of the participants were 

assessed to have met the first Learning Package objective of defining 

an d identifying the three levels of education in the Guidelines. The 

question, number l, which was used to assess this objective used the 



51 

exact wording from· the Guidelines for the definition of the Home 

Management level. However, participants were not required to memorize 

these definitions. It is felt that had the question assessed 

participants 1 understanding of the Home Management level in relation 

to the other levels achievement would have been much higher. The 

second and third posttest questions and Learning Package objectives 

indirectly assessed understanding of the progressive stages of the 

Guidelines with positive results. 

The posttest question assessing Learning Package objective 8 was 

answered incorrectly in part or whole by 31 % of the subjects. Most of 

these participants did achieve partial credit for the question. Thus 

it seems that further study of the advantages and uses of educational 

programs and methologies was required. The summary provided on page 

48 of the resourcebook {Appendix B) should allow this study and 

review. 

Only 79.3% of the subjects identified an important step in 

establishing a Diabetes Health Care and Education Team and only 69% 

identifi ed an important step for gaining support of the team members. 

This may in part be due to the general recommendations made by the 

presentation in this regard. It is more difficult to apply general 

principles to specific situations such as those posed in the posttest. 

One suggestion was given to include more d2 tails on gaining physician 

and administrative support. Certainly, the challenge of establishing 

a functioning team varies from setting to setting and this may have 

affected the responses. The poor response to the question assessing 

the ab ility to identify important steps in gaining team support may be 
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partially due to the provision of only correct responses as choices. 

Thus, all participants identified at least one correct response but 

69% failed to identify that all choices were correct. 

During the seminars, several participants asked about question ll 

on the posttest. There seemed to be confusion as to whether 11 current 

educational level 11 referred to the level just completed or the level 

to be initiated. This confusion seemed to be the reason 37.9% 

answered incorrectly. Thus, rewording the question should increase 

achievement of Learning Package objective 4a. All participants were 

able to identify the behaviors the individual in the case study should 

be doing (objective 4.b.). However, only 65.5% identified 

successfully the knowledge needed to achieve these behaviors. This 

may be due to the fact that the incorrect choices were also important 

nutritional facts but less directly related to the specific behavior. 

Objective 4e, requiring identification of the most appropriate 

priority order for behaviors needing modification, was met by only 

41.4% of the participants. Details on determining the appropriate 

priority order were not given in the presentation. However, the 

importance of so doing was discussed. There is also an element of 

personal opinions involved in this question (number 15) as all the 

behaviors given are important. It is doubtful that practitioners 

could ever fully agree on this question. It is important that they be 

able to prioritize behaviors according to their own professional 

values and opinions. Only 58.6% successfully completed posttest item 

18 which assesses the ability to identify educational content 

neces sary to meet specific educational goals. The correct response 
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was "d) all of the above." Thus, all incorrect answers were, in fact, 

partially correct. 

Achievement of objective 4i involved identification of factors 

which might influence behavior in a specific case study and the manner 

in which they might be used and/or modified to achieve the desired 

behavior. Three posttest iems (19, 20, 21) assessed achievement of 

this objective. One hundred per cent of the subjects successfully 

completed item 21 and 96.6% completed item 20. However, only 72.4% 

successfully completed number 19. Using these results, the average 

percentage of participants achieving this objective was 90%. 

As assessed on the posttest, 58.6% achieved objective 4j, 75.9% 

achieved 4k, 79.3% achieved Learning Package objective 41, and only 

55.2% achieved objective 4m. These assessed ability to identify 

others needing instruction, learner outcome, behavioral outcome, and 

items to be followed-up in a case study, respectively. One of the 

suggestions given was to further explain behavior versus learner 

outcomes and give examples. Responses to the posttest also showed a 

lack of ability to differentiate between the two. Further, several 

persons suggested a need for more details in the resourcebook on and 

more clarity in the discussion in Part IV of the educator-client 

interaction. The lower achievement on some of the questions assessing 

achievement of objectives relating to a case study would support such 

suggestions. 

In regard to achievement of Learning Package objectives, it 

sh ould also be noted that the posttest assessment did not measure 

act u a l a b i l i t y ·to a c h i eve the o b j e c t i v e s i n p r act i c e . I t i s hoped 



that in actual practice, dietitians would frequently refer to the 

Learning Package materials which was not allowed on the posttest. 

Further, assessment could not be made at the conclusion of the 

seminars as to the actual application of the information by 

practitioners to their practice or the relation of the posttest 

measurement of knowledge and ability to application in practice. 

Attitudinal Responses 

Acceptance of the Learning Package 
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Participants expressed acceptance of the Learning Package as an 

educational tool, as assessed on items 9, 11 and 13 of the Participant 

Information and Attitude Survey (Appendix G and Table 4). Only one 

person disagreed (strongly) that the Learning Package increased 

understanding of the process of educating persons with diabetes while 

51.9% strongly agreed and 44.4% agreed. Again, only one person 

disagreed that the package made them more able to effectively counsel 

persons with diabetes but 11.1 % (3) were undecided, with 55.6% 

agreeing and 29.6% strongly agreeing. Thus, the agreement was 

strongest for the Package's effectiveness to increase understanding 

but still strong for the positive effect on ability. After completing 

the Learning Package, 19.2% strongly agreed and 57.7% agreed that they 

would devote more time and energy than they previously had to 

establishing and improving continuing diabetes education programs. 

However, 23.1 % were undecided but none disagreed. 
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Attitudes Towards the Guidelines 

Acceptance was also found for the Guidelines for Education of 

Individuals with Diabetes Mellitus, as assessed on items 8 and 10 of 

the survey. Only one person disagreed (strongly) that the Guidelines 

would be of practical value to them, with 7.7% undecided, 53.8% 

agreeing and 34.6% strongly agreeing. Further, 3.8% strongly agreed 

and 38.5% agreed the Guidelines would be easy to implement in their 

practice. It was interesting, however, that 34.6% were undecided. 

Hopefully, th~y were reserving judgement until they attempted the 

implementation. The responses to this question were also more evenly 

distributed since 23.1 % disagreed. 

General Acceptance 

The overall principles in the Guidelines and Learning Package 

were not considered too idealistic for the 11 average 11 practitioner 11 or 

for use in the majority of systems in which participants were 

empl oyed. Only 7.4% agreed they were too idealistic for the 11 average 11 

practitioner with 22.2% undecided. That the Guidelines and Learning 

Package were too idealistic for use in the system in which subjects 

worked was agreed with by only 11.5% but 34.6% were undecided. The 

fairly high percentages of undecided subjects responding to these two 

questions is assumed to indicate persons who wished to attempt 

implementation of the principles introduced by the presentation before 

judging practicality. This is considered a positive result, 

especi ally in combi nation with those who agreed the principles were 

practical. It has been the researcher•s previous experience that 



practitioners too often feel defeated even before attempting to 

implement new programs. 

Suggestions for Improvement of the Learning Package 

Content 
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Most of the suggestions for other information to be included were 

beyond the scope of the Learning Package. However, results on the 

posttest indicated the two suggestions to give more examples on 

learner and behavior outcomes were valid. It is felt that to meet the 

request for more details on gaining physician and administrative 

support would be difficult and too time consuming due to the 

individual nature of such efforts in each setting. However, it may be 

that until dietitians actually attempt to implement and individualize 

the general principles presented to them, they will continue to score 

somewhat low, as in this study, on questions assessing ability to 

identify important steps in establishing a team and gaining the 

members 1 support. 

The suggestion to make the presentation more realistic was a 

single suggestion and seems counteracted by the attitudes 

participants 1 expressed that the Guidelines and Learning Package were 

not too idealistic. The observation that less time is needed for 

study of resourcebook materials is irrelevant for future use since 

dietitians can determine the time they spend when using the Package at 

home. Finally, a suggestion to give more details on the Guidelines 

and another to give a simplified form of them can be met with the 

current form of the resourcebook. At the end of each level, a summary 
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of its essential components is given. The entire text of the 

Guidelines is given in the resourcebook. Further study would allow 

participants to elucidate more details. 

Presentation 

Suggestions for improvement of the technical features of the 

taped presentation and of the voice and speed will be accomplished 

with use of a professional narrator and professional equipment in the 

final packaging. Suggestions for use of a live presentation, 

videotape, slides, other visuals, participation of subjects and even a 

book format are not consistent with requirements for continuing 

education materials although they may have improved the seminars. The 

present form could, however, be easily made self-instructional and 

this should be given further consideration by both the author and the 

American Dietetic Association. 

The other major type of suggestion for the presentation concerned 

length. It is felt that all items covered are important and 

compl imenti1ry. Each major subject must be understood in order to 

adequately implement the Guidelines and other recommendations. Most 

of these suggestions related to allowing time between each part of the 

presentation. This could easily be accomplished in the home settings 

and instructions to do so could be included. 

Resourcebook 

The four suggestions to increase explanation of Part IV materials 

and diagrams were substantiated by posttest results, as previously 

discussed. Typing errors noted by participants will be corrected. 
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The list of successful diabetes health care teams suggested by one 

participant is actually included in the list of Part II references 

which report such teams. The suggestion to include resources for 

visually impaired persons is met in the Part II materials. 

A request for more resourcebook materials for Part II could be 

met by giving a summary of the financial benefits of educational 

programs, which was also requested. It is felt that having the 

narration and resourcebook wordings identical would be inappropriate 

since the narration often gives details which the resourcebook is 

designed only to summarize. Because the Guidelines are not the 

author's work while the lists of Suggested Nutritional Components for 

each level are, it would be inappropriate although perhaps more 

efficient, to include the components lists between levels of the 

Guidelines. 

Miscellaneous 

Most miscellaneous suggestions did not relate to the Learning 

Package itself. Indication of the length of each tape and of the 

total presentation should be made, as suggested. It is felt that 

although Etzwiler was frequently quoted a number of other references 

were cited and appreciation of them was indicated by the positive 

comments which were made. It should also be recognized that Dr. 

Etzwiler is one of the foremost authorities on diabetes care and the 

team app roach. His suggestions have been successfully applied, as 

indicated in the presentation (see script, Appendix A). The 

suggestion to take the presentation to other health care team members 

should certainly be considered. 
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Tests 

Several comments were made by subjects to the researcher during 

the seminars to the effect that they felt they had learned from the 

pretests. Certainly, the tests should be considered as part of the 

Learning Package. The suggestions to include short tests at the end 

of each section in a self-instructional format thus seems very 

applicable. The suggestion to type each answer choice on a separate 

line is an acceptable format suggestion. Since only one comment was 

made that one question indicated the answer to subsequent questions 

and this was not indicated in the validity assessments, this 

suggestion was disregarded. The suggestion to allow circling of more 

than one answer was also disregarded for two reasons. First, 

correction of the tests would be complicated and the additional effort 

not justified by any possible benefits. Further, some of the 

questions most often completed incorrectly were these offering choices 

such as ''a, c, and d. 11 It may even be likely that the subject who 

made this suggestion assumed all questions offering such a choice had 

multiple answers. This was not so. 

Conclusions 

Subjects did not score 90% or higher on the three posttest 

questions relating to the content and definitions of the Guidelines, 

which was the first study objective. Reasons have been discussed, 

including problems with the first posttest question. Achievement on 

the other two items was 96.6% and 86.3% averaging 91.5% and indicating 

achievement of the first objective. It is concluded that improvement 
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of the instrumentation might reflect achievement of the first 

objective. 

An improvement was demonstrated between both forms of the pretest 

and the posttest, interpreted to reflect an improvement in the 

subjects' ability to plan education for adolescents with 

insulin-dependent diabetes. This achieves part of the study's second 

objective. However, only 13.8% of the subjects scored 90% or higher 

on the posttest, the other facet of the second objective. It may be 

that by allowing intervals between each part of the presentation for 

further study and review and by implementing other suggestions, 

performance on the posttest could be improved. 

Responses to the attitude survey indicated the Learning Package 

was acceptable to practicing dietitians for use in continuing 

education. Thus the study's third objective was met. 

Study participants expressed acceptance of the Guidelines as of 

practical value to them in accordance with objective 4 of the study. 

Recommendations 

Recommendations for Improvement of 
the Learning Package 

The following recommendations are made to improve the Learning 

Packge: 

l. More examples and explanation of learner and behavior outcomes 

should be given in both the presentation and resourcebook. 

2. A written summary of the financial benefits of educational 

programs, as given in the second part of the presentation, should 

be included in the resourcebook. 
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3. Further details of the educator-client interaction and explanation 

of the related diagrams in the resourcebook should be provided. 

4. The summary of the case study given on page 62 of the resourcebook 

should also include the five goals set by the dietitian. 

5. The first question on the posttest should be reworded to assess 

understanding of the Home Management level in relation to the 

other levels. 

6. The eleventh question on the posttest should be reworded to read, 

11 the educational level which David should now be assisted to 

attain is:. 11 

7. Specific instructions should be given with the Package as to the 

length of each part with suggestions as to time spacing and time 

needed to study and review each resourcebook section. 

8. Consideration should be given to writing tests in the form of four 

quizzes, one to be taken at the conclusion of each part of the 

presentation with a list of correct responses provided. The 

quizzes, correct responses, and items to be studied if an 

incorrect response is chosen might be included in the 

resourcebook. This would provide a self-instructional format. A 

comprehensive posttest might also be included, if deemed 

necessary. 

Recommendations for Further Study 

After implementation of the suggested improvements, the ideal 

approach would be to conduct at least one more formative evaluation, 

specifically to ussess the effectiveness of the changes. Following 

this evaluation, and any further changes which might be indicated, at 
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res ults should be subjected to statistical tests of significance. 
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Such a summative evaluation would ideally be carried on in the home 

setting or a sett1ng closely simulating it. Minimally, the summative 

evaluation should be conducted in a series of seminars, allowing time 

between parts of the presentation for review and study with incentives 

given to do so. Ideally, only at the conclusion of such a successful 

summative evaluation would final packaging and distribution be carried 

out. 

Further studies might also be conducted to determine the actual 

changes practitioners made in their practice following use of the 

Learning Package. Details of their use of the Learning Package 

materials might also be sought. Use of the Learning Package or a 

modified version of it for other health care professionals might also 

be investigated. This might be coordinated between the Education 

Department of the American Dietetic Association and the professional 

sect ion of the American Diabetes Association. 

It is felt that by following the above recommendations, the 

Learning Package can meet the needs of dietitians as suggested by 

Turner and Kauffman (1975) to the Commission on Diabetes, all of which 

are addressed in the package. Further, the objectives submitted by 

the Commission to the U.S. Senate (National Commission on Diabetes, 

l975b) which included development of 11 multimedia learning modules for 

practicing dietitians on nutritional .assessment, nutritional 

counseling, education and behavior modification for persons with 



diabetes and their families 11 to be coordinated with the American 

Dietetic Association could thus be met. 
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The need for adequate education of persons with diabetes mellitus 

has long been recognized. In 1962 Etzwiler observed that 11 0ptimum 

control (of diabetes) offers the promise of an increased life 

expectancy with a minimum of medical complications. To achieve this 

the patient must have a thorough comprehension of the disease .... It 

should be emphasized in this regard that, particularly for the person 

with diabetes, patient education is of critical importance and can 

quite literally be a matter of life and death 11 (EtzvJiler 1962). Since 

that time the call for improved education of persons with diabetes has 

been repeated with increasing frequency and urgency. Reports such as 

those to the National Commission on Diabetes have substantiated a lack 

of knowledge of nutritional principles in persons with diabetes with 

resulting poor control. (Report of National Commission on Diabetes 

1975b; Stubb 1968). The National Commission on Diabetes also found a 

lack of professional knowledge and skills necessary to adequately 

inform the patient about the importance of nutrition to be a major 

factor in this lack of education and control. (Commission on Diabetes 

l975b). Addressing the importance of nutrition in control of 

diabetes, the American Diabetes and Dietetic Associations have 

emphasized that 11 Education of diabetic persons ... is the key to 

achieving an effective meal plan. Each diabetic person should have 

the opportunity to discuss the reasons for the diet and to set dietary 

goals with a professional diet counselor ... This must be a continuing 

educational process conducted in an understanding and non-judgemental 

manner, in which psychologic, physical, and socioeconomic factors are 

considered in developing each individual's daily food plan.'' 



(American Diabetes Association Committee on Foods and Nuterition 

1979). 
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This learning package has been designed to assist the practicing 

dietitian in meeting these special educational needs. Educational 

program planning, development of the educational prescription, and the 

educator-client interaction will be discussed with emphasis on the 

needs of the insulin-dependent adolescent with diabetes mellitus. 

Tools and resources will be suggested for use by the practitioner. 

This will be done in four parts, as indicated in the outline in the 

resourcebook. The first part will discuss Guidelines for Education of 

Individuals with Diabetes. The second section will deal with 

educational program planning in health care facilities. This is 

followed by a discussion of the insulin-dependent adolescent and the 

presentation concludes with a description of the actual 

educator-client interaction. While a specific effort has been made to 

provide practical and realistic suggestions, it is also recognized by 

the author that the overall plan presented for providing appropriate 

nutritional counseling to persons with diabetes is somewhat 

idealistic. No apology is made for this but rather it is hoped that 

the dietitian will accept the suggested ideal as something to work 

towards using suggestions provided herin in combination with her or 

his own particular talents, ideas, and resources. 
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(I) Guidelines for Education of Individuals with Diabetes 

Mellitus 

One of the most significant responses to the recommendation of 

the Commission on Diabetes to improve the knowledge and skills of 

health professionals to provide effective care for the patient with 

diabetes mellitus (Commission on Diabetes l975b) has been Guidelines 

f or Ed ucation of Individuals with Diabetes Mellitus. This set of 

guidelines was developed by a joint task force of the American 

Diabetes Association and the American Association of Diabetes 

Educators. A copy of the Guidelines is included in your resourcebook, 

pages 5 to 30. Please turn to them. Do not be concerned with the 

details of the guidelines at this time. Later an opportunity will be 

given to study them in detail. It will be noted that they are divided 

into three levels of perceived need. The first level, on page 7, 

Educational Guidelines for Initial Management of diabetes or the 

Survival Level, provides essential information required at the time of 

diagnosis. This level represents basic or survival needs. 

Beginning on page 8 the content of this and each of the other 

levels is divided into knowledge and skills required of all 

individuals with diabetes and additional information needed by people 

with insulin-dependent and non-insulin-dependent diabetes. The center 

column contains those items needed by all persons with diabetes. The 

column on the left includes additional knowledge and skills needed by 

the i ndivi dual wi t h insulin-dependent diabetes. The column on the 
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right side contains additional information and skills needed by the 

individual with non-insulin-dependent diabetes. The actual 

educational content of each level is preceded by statements of the 

aims of the Guidelines at that level and descriptions of settings and 

personnel which might be utilized, assessment areas to be completed 

with the individual and/or family before implementing the educational 

content, and information to be documented in the Medical Record. 

The second level, on page 12, Educational Guidelines for Home 

Managen1ent of Diabetes, places emphasis on increasing knowledge and 

flexibility as some experience is gained in living with diabetes. 

This is essential for every individual but must be tailored to 

individual needs and capacity. This type of education is preferably 

offered in a non-hospital, as-close-to-home-as-possible environment. 

The third level, page 22, Educational Guidelines for Improvement of 

Lifestyle, presents a form of advanced learning viewed as enriching 

the individual •s life with flexibility, insight, and 

se lf-determination. 

The Guidelines are based upon the need of all persons with 

diabetes to be well informed and the belief that they should seek as 

much knowledge as possible. The Guidelines also recognize the 

limitations of the individual and family to accept and/or assimilate 

all there is to know about diabetes at the time of diagnosis as well 

as the limitations of some settings to provide additional education 

and ed ucational experiences. The basic philosophy of these 

recommendations is that the ability to accept infornation as well as 

needs and desires for information are constantly changing and 
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developing. These needs must be assessed and met on an individual 

basis but to provide more information than is needed or requested 

defeats the educational objectives by overwhelming and confusing the 

client and the family. Often such efforts are never even comprehended 

by the client but the practitioner assumes the material has been 

covered and so fails to repeat it at the appropriate time. In 

study ing the Guidelines it will also be noted that several items are 

repeated on more than one level. This is because the client will need 

to review and apply basic concepts in different ways and situations. 

Most individuals have been forced to discover concepts at the 

Improvement of Lifestyle Level, and even the Home Management Level, by 

trail and error through experience. Although no educational program 

can or should entirely replace personal experience, the process should 

not be experienced by each individual for every concept and 

professionals should be available to assist with proper interpretation 

of and adjustment for the individual's experiences. 

Most objectives in the Guidelines are listed in general learner 

outcomes--or general things the client should know or be able to do. 

These must be translated into specific concepts and behavioral 

outcomes or objectives based on individual situations. For example, 

one Home Management Level objective is that the patient ''explains how 

to increase food intake for vigorous or unexpected activity." While 

this is written in terms of a behavior, it is a learner outcome. The 

practitioner would then work with the client to define the manner in 

~hich this knowledge should be translated into a behavioral outcome--a 

way to improve the client's .control. An example of a behavioral 
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outcome would be, 11 John will take one fruit exchange for each half 

hour he will be playing basketball before he begins playing. 11 In 

summary, then, the Guidelines stress the importance of appropriate 

continuing education and individual counseling of persons with 

diabetes as their needs change and abilities develop. The specific 

objectives contained therein provide guidance to the practitioner in 

assessing needs and developing appropriate behavioral objectives or 

goals and providing specific information to enable accomplishment of 

these goals. 

Turn to page 7 of your resourcebook, the Guidelines for Initial 

Management or the Survival Level. Read carefully page 7 and then skim 

pages 8 through ll to become acquainted with the objectives in all 

subject areas. Turn off the tape and familiarize yourself with pages 

7 through 11 for about five minutes. 

Survival level objectives are designed to provide the client and 

family with the initial knowledge and skill to enable the person to 

get along or survive at the time of initial diagnosis. Generally, the 

learner outcome statements would be achieved at time of discharge from 

the hospital or from the immediate care of health care providers in 

the ambulatory setting. However, it must be realized that many 

clients with diabetes have not achieved these basic learner outcomes 

and so careful assessment must be made at the time of readmission or 

follow-up outpatient visit. Clients may conceivably 11 Survive 11 without 

f ull knowledge of these basic principles for years. However, their 

control would be poor and decrease both their chances of long-term 

survival and quality lifestyle. Many clients have gone for years 
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simply taking injections and, in some cases, avoiding concentrated 

sugars. Some such clients may have been given survival level 

information but without assistance to apply it and/or without 

appropriate follow-up. Others may not have even been exposed to this 

basic information. 

Often the insulin-dependent client with diabetes will require 

hospitalization at diagnosis. Survival level education should begin 

as soon as the individual and/or family is ready and able to learn. 

This requires a coordinated team effort. The client and family may 

first require the assistance of a medical social worker for help in 

accepting and adjusting to diabetes. In the case of the 

non-insulin-dependent and some insulin-dependent persons, initial 

management may be performed in an office or clinic but there are few 

differences as to requirements for counseling and education. 

Turn to page 8 to examine in detail the nutritional components of 

the Survival Level (pause). All clients with diabetes and/or their 

families should, according to the Guidelines, be able to state the 

need for food as the source of energy. They should also be able to 

verbalize the need for complete meals and snacks at specific times. 

Finally, they must have the ability to plan meals according to their 

specific meal plan. Insulin-dependent persons should also be able to 

describe the relationship of meals to activity and insulin. It is 

well to keep in mind the outcome goals in the other subject areas 

which the insulin-dependent client and family will be exposed to 

concurrently. Basically they should also be gaining a working 

definition of diabetes, an understanding of the action of insulin, the 
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ability to properly give insulin injections, an understanding of and 

ability to deal with hypoglycemia, an understanding of the importance 

of contacting the health care professional in case of illness, the 

ability to perform and record urine tests, a willingness to verbalize 

that he or she has diabetes and the feelings associated with it, and 

an understanding of the importance of follow-up visits with various 

members of the health care team and the times for these visits. An 

awareness of these concurrent objectives will allow the dietitian to 

be a functional member of the health care team who will be able to 

reinforce these principles while counseling the client on basic 

nutritional concepts and practices. 

These nutritional concpets are rather broad and can be broken 

down into a number of more specific components. A list of these 

components as suggested by the author can be found on page 31 of the 

resource book. Please turn to it. (Pause) 

The first concept listed is that food is needed to provide energy 

and nutrients for the body•s growth and maintenance. Numbers 2, 3, 

and 4 relate to the insulin-dependent client•s need to understand the 

relationship of meals to activity and insulin. Number 2 states 

insulin is needed to allow the ener·gy or sugar from food to enter the 

cells from the blood and be used. The third concept is that when the 

body exercises it requires less insulin to use the same amount of food 

or more food for the same amount of insulin, which leads to the fourth 

concept. This states that a balance between insulin and exercise on 

one side and food on the other side must be maintained to prevent 

problems. Too much food or too little insulin leads to high blood 
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sugar which is undesirable. Too much insulin or exercise or too 

little food leads to hypoglycemia or an insulin reaction. This 

concept, along with number 5, presents the need for complete meals and 

snacks at specific times. 

Concepts 6 through 11 present the exchange lists and their use. 

In number 6 the client and family are told that to make it easier to 

get the right amounts of food, exchange lists have been designed. 

Each list contains foods which, in the amounts specified, provide 

about the same amount of calories and carbohydrate. Concept 7 points 

out that whichever food is chosen from a particular list, in the right 

amount, it is the same as far as calories and carbohydrate. This 

makes meal planning easier with variety possible once the amounts of 

each group which should be eaten at each meal and snack are known. In 

number 8 it is emphasized that meal plans are not the same but 

designed for the individual based on insulin therapy, nutrient needs, 

activity, and lifestyle. They may need to be changed later to meet 

changing needs. Number 9 gives the specific amounts of foods in each 

list and number 10 gives the client his specific meal plan and the 

basic rationale for it. Examples of rationale to be given the client 

would be, "to prevent hypoglycemia at critical times, 11 to allow 

favorite food at breakfast, and so forth. In number ll examples of 

the use of the meal plan in planning meals ore given. Concept 12 

discusses that concentrated sugars must be avoided because they are 

absorbed immediately in large amounts which cannot usually be handled 

by the injected insulin, resulting in high blood sugar. 
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The concepts numbered 13, 14, 15 and 16 are actually components 

of Guideline subject areas other than nutrition. Number 13 relates to 

the subject of hypoglycemia, stating that it is important to carry a 

quick source of 11 Sugar 11 or carbohydrate at all times to be taken in 

case of an insulin reaction. Concept 14, related to the objectives 

under illness, emphasizes that when ill it is important to contact the 

physician immediately in order to be able to continue insulin and food 

intake. Concepts 15 and 16, under the subject of follow-up, are the 

most commonly overlooked and yet extremely important components. 

Fifteen states that follow-up is essential in order to evaluate the 

meal plan for needed changes, answer questions, and discuss other 

information which should be understood while 16 gives the specific 

time and place for the follow-up session. Without these components 

the counseling at the Survival level is incomplete and unsuccessful. 

Note that concepts for the occasional insulin-dependent client needing 

weight control are listed. While these will not be frequently used, 

they are essential when individual assessment indicates a need and/or 

when the client expresses an interest. 

These components and those for the other levels are not given as 

a totally complete listing for each client but rather as suggestions 

of important concepts to be covered. The practitioner must make the 

final determination of information to be presented, based on 

individual assessment. 

Now turn to the Home Management Educational level on page 12. 

Read carefully page 12 and then skim pages 13 through 21 to become 
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acquainted with the objectives in all subject areas. Please again 

turn off the tape for about five minutes. 

Educational activities at the Home Management level should be 

designed to provide the individual and family with knowledge and 

skills to participate in the home management of diabetes. The overall 

goal is to enable the individual and family to become self-sufficient 

in the daily management of his or her diabetes. Home Management 

education should include group instruction plus practical exercises 

and individual consultation with the dietitian to individualize the 

nutritional care plan. There is no specified time period for the 

accomplishment of Home Management objectives but they should be 

accomplished according to individual needs and receptivity. 

The ideal setting for accomplishment of Home Management goals is 

the home setting. However, this is seldom possible. Diabetes 

centers, learning centers for clients with diabetes and their family 

members, provide an opportunity for simulation of the home environment 

with professionals near to assist in necessary adjustments as well as 

give formal educational sessions. Camps for children with diabetes 

provide similar opportunities but in a recreational rather than 

every-day-home-type setting. However, many appropriate activities can 

be provided through clinic or hospital ambulatory services. These can 

combine information-giving sessions with applications in activities 

simulating home situations. However, the limitation of some such 

settings to provide the additional information and skills required at 

this level must be recognized and dealt with approrpiately. Several 

nutritional objectives at this level will be recognized as commonly 
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presented to the newly diagnosed individual with diabetes who is 

actually at the Survival level. Some of the basic concepts from the 

first level should be repeated here with assistance to the client in 

applying them in new situations. However, in general, these 

objectives should not be addressed until it is assessed that the 

client and family have achieved the Survival level nutritional goals 

and application of them. This may occur quickly enough to introduce 

Home Management nutritional material to the new patient before 

discharge but it is doubtful all Home Management objectives could be 

achieved within such a short time frame, especially in light of the 

objectives in other subject areas which will be covered. Some 

information at the Home Management level would not be valuable nor 

fully understood until some experience with living with diabetes at 

home is gained. Occasionally if a client will not be able to return 

for follow-up counseling or the facility is not yet prepared to 

provide such counseling, then it may be necessary to provide 

additional nutritional information at the Home Management level. A 

written summary might allow the client and family to review the 

material at a later time when it was more appropriate and needed. 

Other educational possibilities such as referal to other facilities or 

a public health agency for follow-up should first be thoroughly 

explored. 

Refer to pages 13 and 14 to examine in detail the nutritional 

components of the Home Management level. In doing so, the outcome 

objectives in other areas which the client and family should also be 

working towards should be considered. This will not, however, always 
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be occurring concurrently. The client may progress more rapidly in 

achieving medication objectives than nutritional objectives or visa 

versa. However, in general it is assumed that the client has 

progressed to the Home Management level simultaneously in the various 

subject areas as is frequently the case. Basically in the other 

subject areas at this level the client and family should be exposed to 

the symptoms of diabetes as related to insulin deficiency, the onset, 

peak and duration of their insulin, the action and use of regular 

insulin, the mixing of insulins and further details concerning the 

injection of insulin. They should also gain additional understanding 

of and expertise in urine testing, in identifying, preventing and 

treating hypoglycemia, and in adjusting insulin and intake for 

illness. The importance and effect of activity, hygiene, and diabetic 

control as well as methods to improve individual control should also 

be discussed. Many important psychological adjustments are listed 

which must be made at this time. More than the survival level, this 

level has many 11 SUb-levels 11 within each subject area. In other words, 

certain concepts must be encountered, understood, and applied before 

others. In some cases, not all concepts will need to be taught (such 

as mixing insulins for clients using only one type). Thus, 

individualization is even more essential. 

A suggested list of specific nutritional components of the Home 

Management level is given on page 33 of the resource book. It is 

recognized that some facilities do not advocate the same type of 

therapy as indicated in these specifics. In that case, modifications 

of t he information given can be made. The critical aspect i s that 
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this type of information is given and these types of tools provided. 

The concepts have been listed in a suggested order; however, as 

previously indicated, this is highly optional and should be 

individualized. Not only do these specific concepts and topics relate 

to Home management nutritional objectives but also objectives in 

subject areas of definition, medication, hypoglycemia, illness, 

activity, control and psychologic adjustment--all of which become even 

more inter-related at this level. Now turn off the tape and read 

through the Suggested Nutritional Components of the Home Management 

level on page 33. 

The first component reflects the importance of increasing 

involvement of the client and family in the nutritional care plan. 

They must also realize that the plan will need to be and should be 

revised as needs change. The starred concepts indicate a review of 

something which should have been introduced on the Survival level. 

These reviews, however, are followed by other concepts which build 

upon these basic ones and expand their applicability. This is the 

case in number 2 which allows discussin in number 3 of the 

undernutrition secondary to insulin deficit. The reviews in numbers 4 

and 5 allow appropriate follow-up and evaluation before progressing to 

concepts 6 through 12 which discuss the major nutrients, their sources 

and effect on blood glucose levels. With this information the client 

can better understand the rationale for carbohydrate distribution 

given in number 13 and the importance of the emergency exchanges given 

in number 14. The basis for understanding the distribution of protein 

as discussed in number 15 and fat, as discussed in number 16, is also 
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laid. Concepts 14 through 16 allow flexibility necessary to deal with 

emergency and special situations encountered in home management. 

Discussion of fat in the diabetic meal plan is continued in 

concepts 17 and 18. Referral to the exchange lists with unsaturated 

fat sources listed in bold letters makes number 18 easier to 

accomplish. By the time these concepts have been covered the client 

and family should realize the importance of nutrition in the control 

of diabetes which is concept 19. To further illustrate this the 

dietitian may want to have the client take his or her blood sugar 

immediately before and one to two hours after a meal, using the 

laboratory or chemstrips or dextrostix. Concepts 20 and 21 discuss 

the importance of consistency of intake in control and the use of 

exchanges in achieving it. Concepts 21 and 22 emphasize the already 

referred to importance of food for growth and health as provided by 

the meal plan. Number 23 discusses again that the meal plan should be 

easy to follow and adaptable to the client's lifestyle, hopefully 

encouraging further input by the client and family. The review in 

concept 24 of the effect of exercise leads to the specific dietary 

recommendations for unexpected or unusual exercise in concept 25. 

Concept 26 is a review, not of a previously presented nutritional 

concept, but one under the subject area of medicine with application 

as to the distribution of meals to prevent hypoglycemia. After this, 

the client and/or family should be able to give suggestions of 

nutritional alterations to be made in cases of recurrent hyper or 

hypoglycemia as indicated in number 27. Measures to prevent 

hypoglycemia in the case of delayed meals are presented in concept 28. 



83 

The use of alcohol in the diet, especially related to prevention of 

hypoglycemia, is presented in a basic fashion in number 29. Concepts 

30 and 31 review and expand on the nutritional treatment of 

hypoglycemia to increase the client's ability to treat as well as to 

prevent it. Number 32 emphasizes the need of intake--especially 

carbohydrate and fluid--during illness and gives tools for calculating 

this. The final concept is essential--that of helping the client and 

family to plan future needed educational activities and identifying 

appropriate sources of nutritional information and counseling. This 

is basic to the concept of continuing education and achievement of a 

degree of self-sufficiency. 

Refer to page 22 of the resourcebook and read this page carefully 

to acquaint yourself with the Improvement of Lifestyle level. Then 

skim pages 23 to 30 to become acquainted with the objectives in all 

subj ect areas at this level. First turn off the tape for about 5 

minute s . 

Ed ucational offerings for Improvement of Lifestyle are focus ed on 

indivi dual needs more than at either of the other levels. They should 

increas e (the) client's and family's understanding of diabetes and the 

individual's related specific needs. The result should be intelligent 

participation by the individual in management of his or her diabetes 

and f l ex ibility in management which will allow participation in a wide 

vari ety of activities and, ultimately, greater self-determination. 

Sk i lls and knowledge at the Survival and Home Management levels should 

be mas t ered at this point. More than in other levels of education, 

as sessme nt of individual needs must be thoroughly accomplished and 
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include age, occupation, likes, dislikes, fears, lifestyle, ethnic 

background, language, learning ability and willingness to learn. 

The hospital in-patient setting is usually not the best for 

accomplishment of objectives at this level. However, some persons who 

have achieved the objectives of the previous levels may be admitted to 

the hospital for other needs such as pregnancy or surgery or for 

problems related to diabetes. As with clients at the Home Management 

level, the practitioner must be able to use this time to provide 

appropriate assistance in meeting Lifestyle objectives. This might 

best be done by individual counseling as well as planning with the 

client and family to provide other Lifestyle level educational 

opportunities after discharge. Diabetes education programs may 

provide Lifestyle management by means of small group discussions, 

problem solving activities and individual interviews led by a 

knowledgeable health professional. Individuals with diabetes used as 

educators are often very helpful in providing information about 

lifestyle management. The know-how to fit management of diabetes into 

a particular lifestyle can best be found in the experiences of 

successful persons with diabetes. Finally, individual interviews with 

the dietitian in coordination with the physician can often improve the 

lifestyle of the individual by providing observational insights and by 

being available for individual questions and problem solving. Often 

such educational opportunities as those suggested here are least 

avail able to the individual with diabetes. 

The overall concepts presented at the Lifestyle level are more 

diff i cult to define because of the high degree of individualization. 
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Generally, the client and family should come to recognize the 

importance of control, factors influencing it, important control goals 

for himself or herself and behavior necessary to meet these goals. An 

understanding of how to modify regimen to maintain control while 

traveling, engaging in sports, and during illness should be gained. 

The client and family should be aware that vascular diseases are 

possible and that to increase chances for preventing or delaying 

complications control must be as good as possible. They should be 

prepared to cope with such possibilities. The individual should 

strive for essentially the same life goals as before diagnosis of 

diabetes and come to deal effectively with the impact of diabetes 

rather than being controlled by it. Special problems and the needs of 

different ages, such as school attendance, dating, marriage, 

contraception and pregnancy should also be understood and properly 

anticipated. 

Please turn to page 36 for a list of suggested nutritional 

componen ts of the Lifestyle level. While you familiarize yourself 

with this list, turn off the tape. 

Because of the great variation in needs of clients and family 

members, these components have been listed only in terms of subjects 

with some detailed listings instead of the specific concepts suggested 

for the other levels. The practitioner should be aware that this can 

only be a general guide and much must be left to her or his individual 

disgression. There may also be some cases in which presentation of 

Lifestyle information may immediately follow presentation of Home 

Management information on a specific topic. This would certainly be 
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contingent upon the understanding of the individual and family. 

Starred concepts build upon previously given information. Usually the 

information given at this level would not be grasped well when the 

subject is first presented at the Survival or Home Management levels; 

however, there may be exceptions. For example, when presenting the 

restrictions regarding alcohol at the Home Management level some 

clients might wish and need a more detailed explanation as given at 

this later level. Again, individualization is essential. These 

components have not been listed in any particular order. The subjects 

should be presented in the order best suited to the individual•s needs 

and there may be some subjects which need not be covered. 

The first subject listed is eating out. Different types of 

eating out, from sack lunches to restaurants providing seven course 

meals, should be discussed. Exchange values for fast-food 

establishments are available from several sources and can be provided 

to the client. Practice can be given in this area using menus from 

various establishments or by .. going out 11 as a group either to the 

hospital cafeteria or a local restaurant. The next listed subject is 

labeling. Labels can be a great aid to persons with diabetes and 

their families if they can do the calculations involved. Practice in 

using the method taught for converting label information to exchange 

values should be given the client with appropriate supervision from 

the registered dietitian. This would also be an appropriate time to 

supply lists of exchange values for commercial foods which have been 

calculated by the manufacturer or published in other sources. The 

discussion of alternative sweeteners, item number 3, should be both 



87 

practical and theoretical, according to individual needs. The 

discussion of dietetic foods will apply to most clients. Many persons 

do not understand the difference between 11 dietetic and diabetic 

foods." The suggestions given for holiday and party menus and foods 

should be individualized to meet individual tastes and traditions. 

Cookbooks for persons with diabetes provide excellent ideas. 

Adaptation of recipes may be more appropriately discussed with family 

members such as a mother rather than the client. A written 

step-by-step approach should be given for future reference. Items 7 

through 9 refer to specific needs including pregnancy and growth. All 

clients and their families should have a genral understanding of these 

concepts but the details need only be discussed with those with that 

particular need. Further information on the effect of the various 

types of fat and sources of them are suggested in numbers 10 and 11 as 

follow-up to the basic concept presented at the Home Management level. 

Item 12 suggests evaluation of the meal plan with the client and 

family allowing them to be more involved with their nutritional care 

plan and more aware of special needs. The most important aspect of 

the review of prevention of insulin reactions in number 13 and of 

nutrition during illness, number 15, is that the client become 

increasingly able to make necessary adjustments as well as understand 

the basis for them. Thus, problem-solving situations should be 

included in counseling on these subjects. It is suggested in number 

14 that details of the content and effect of alcoholic beverages be 

given as well as a review of rules for their use. As in all cases, 
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the counseling must address individual needs, number sixteen, and 

provide additional resources for the client, number 17. 

Before concluding this discussion of the Educational Guidelines 

it should be emphasized that it is impossible to so-called complete 

these three levels. The Lifestyle level emphasizes individual needs 

which will frequently change, especially in the case of the 

adolescent. Thus, continual education is essential and synonymous 

with use of the Guidelines. Not only will needs change but also the 

ability and desire to understand and apply information. Information 

once covered is not necessarily completely understood even by the 

brightest clients. Furthermore, it is obvious that these levels are 

not always sequentially discrete or set. 11 Levels 11 of nutritional 

understanding may frequently blend together, making it difficult to 

distinguish between them. Even so, the concept of advancement of the 

client and family to new levels of understanding and application 

remains basic to the educational process. This is a dynamic process 

of progression and, occasionally, even retrogression. The essential 

components are individualization and frequent follow-up and counseling 

as opposed to delivering a set amount of material at one time. The 

label of 11 educated 11 then becomes relative and represents not an 

achievement of the client or practitioner but a process in which they 

are engaged together. 
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(II) Educational Program Planning in a Health Care Agency 

In addition t o engaging with the client in this process of 

educati on , t he practitioner must be continually involved in 

educational program planning. Unfortunately, in discussions of 

pa ti ent education such as these, "education" is often considered as 

merely the educator-client interaction. However, this interaction is 

f requentl y ineffective without a conducive setting. Educational 

Program Pl anning involves the establishment of a setting conducive to 

achi evement of the educational objectives at each level of the 

Guidelines. The two most important aspects of educational program 

planni ng are the establishment of a functional diabetes health care 

and education team and of a learning environment reinforced with 

various methodologies which provide information and learning 

experiences. Without a coordinated team approach, clients may receive 

conf l i ct i ng information or be subj ect ed to massive amounts of 

information and large nu mbers of expectations that overwhel m and 

frustra te t hem. And without educational programs the ability to 

achi eve Guideline objectives will be limited. 

Educ ational program planning in any health care agency begins by 

delinea ting responsibilities or roles in the educational process. 

Th i s mus t be done both between health care agencies in the community 

and between health care professionals. Generally, facilities 1 

respons ibilities for diabetic education can be classified on the basis 

on wh ic h it is given--public health referral, out-patient appointmen t 

or in - pa ti ent counseling. Often a client will be involved in all 
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three of these situations and thus personnel in each setting should be 

aware of the services provided by other facilities. It would be 

futile to give specific delineations for educational responsibilities 

in the community in this presentation. They depend upon the resources 

v1ithin the community. It~' however, the responsibility of every 

dietitian working with clients with diabetes to be aware of and use 

appropriately the various available in-patient, out-patient and public 

health services. Furthermore he or she should have an understanding 

\v ith personnel, especially registered dietitians, ~vorking within the 

various agencies as to the services provided and the information 

required. For example, if a client is to attend a diabetes education 

center, the registered dietitian should communicate to the dietitian 

at the center the patient's meal plan and nutritional care plan. 

Otherwise , the client may be presented with two different meal plans 

wh ich would be confusing or different behavioral changes from those 

originally suggested to the client as top priority might be emphasized 

wh ic h would be overwhelming. Provisions and adjustments for differing 

exchange or food grouping systems used in different facilities and 

other differences in nutritional care must be made. In other words, 

the dietitian should not only recommend further education but make 

arrangements to assure that this education is useful rather than 

confusing or contradictory. 

Frequent reference to the health care and education team has been 

and v1ill be made. Essential features of this approach and suggestions 

for achieving it are given on page 39 of the resourcebook. The 
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philosophy of the team approach is that of improving health care and 

education by using a variety of health workers in a coordinated 

effort. By doing so, the client 1 s education can become a single 

concerted and complementary effort rather than a fragmented approach. 

For the insulin-dependent adolescent this team should consist, 

minimally, of the physician, teaching nurse and dietitian as well as 

the client and family, though it will often include a social worker or 

psychologist and a clinical pharmicist. In this discussion of the 

team approach it must be first emphasized that the client and family 

are the most essential members of the team. Etzwiler (Etzwiler 1972) 

observed that while the concept of using a variety of health workers 

in a team approach to improve health care was valid, the most 

important member of the team--the patient himself--had been virtually 

forgotten. To achieve the desired control, he observed, it is 

imperative that the patient, as well as all other members of the 

health care team, be appraised of the objectives of health care and of 

their individual roles and responsibilities. 

The inclusion of the client and family in the health care team 

requires a somewhat different approach than for professional members 

of the team. This should begin at the Survival level. Verbally 

explaining this is an excellent beginning and several of the 

nutritional components suggested for each of the educational levels 

emphasize the importance of client and family input. This along with 

soliciting information on preferences, lifestyle, traiditons, and so 

forth, may be adequate at the Survival level if the dietitian responds 

to t his i nput. Such input should be presented to other team members 
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at team meetings which will assist in identifying priorities. Usually 

this is relatively easy at the Survival level but the priorities, once 

identified, should be presented to the client and family for 

acceptance or modification. As the client progresses past this 

initial phase, his participation should become more active in 

reporting information and suggesting changes. All such suggestions 

should be seriously considered by the registered dietitian. Etzwiler 

has suggested contracting, in written form, with the client for 

specific behavioral change. (Etzwiler 1972 and l980a) This was 

partially in response to his finding that 150 nurses, physicians, and 

dietitians regarded the most important problem in the treatment of 

diabetes as the lack of patient knowledge and cooperation. He found 

contracting with clients for a single task to be carried out at home 

significantly increased compliance. By using a written contract 

technique compliance can be increased as much as three-fold and the 

client included in the planning. The written contract will explain 

what and how he or she must do, the expected advantages or rewards of 

doing it, and the role the dietitian will play--such as being 

available to answer questions and provide suggestions. Etzwiler also 

found that ongoing support or intervention further increased the 

patient's compliance with the contract. This was an increase from 52 % 

to 64% with one telephone call and to 80% with two phone calls. This 

is another method by which the dietitian can include the client and/or 

fam ily in the team and then assist them in carrying out their 

responsibilities. To achieve the control which is the ultimate 

obj ective of diabetes education it is imperative that the patient, as 
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well as all other members of the health care team, be appraised of the 

objectives of health care and of their individual roles and 

responsibilities (Etzwiler 1972). 

Written delineation of professional members 1 roles and teaching 

responsibilities should be made as part of the initial establishment 

of the team. In the hospital setting, a basic series of Survival 

level of classes or subjects and the corresponding instructors might 

be outlined as well as follow-up and review procedures for clients who 

have advanced to other levels. As indicated in item number 3, page 

39, there should also be a written copy of the team 1 s philosophy, 

basic guidelines, and objectives for the diabetes education program. 

By outlining the general approach to nutritional care, the 

practitioner can usually increase physicians 1 understanding and 

cooperation. Such written guidelines not only facilitiate 

understanding and support among team me~bers but can also be available 

to professionals who might refer clients to the facility for 

education. Critical to the success of the team approach is that each 

me mber understand and support all the basic principles taught by other 

team me~be rs and be willing to refer the client to the particular 

speci alist who can best answer his questions. 

It has also been indicated, in the discussion of Lifestyle level 

objectives, that educated and screened individuals with diabetes can 

be valuab le members of the educational team. They can be included in 

a variety of ways--from a very structured program in which a few such 

individuals meet regularly with the team to an informal ilbuddy system 11 

in which team members 9ive them the names of clients whom they then 
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contact. vJith the adolescent, such ''buddies" would also be helpful 

for the parents. It will be recognized that such associations may be 

nuch less beneficial if the person experienced with diabetes does not 

understand it or makes major deviations from appropriate control in 

his or her daily routine. However, a "perfect client" will not be 

found to act as a "buddy" or as a part of the education team. These 

persons should, however, have experienced the various levels of 

education and had successes in changing behaviors and adapting to 

lifestyles. Practical suggestions, experiences and success in living 

with diabetes, empathy, encouragement and a good example, as well as 

friendship, are the important contributions such team members can 

make. 

Items 5 and 6 indicate that team members must coordinate their 

efforts and emphasize the same goals and recommendations. This will 

often mean restraining themselves from overloading the client with 

i n format i on . Page e t a l . ( l 9 81 ) found that 2 4 i n s u l i n- dependent 

children recalled an average of two recommendations made to them 

during a visit to a diabetes clinic while the dietitian, physician and 

nurse recorded an average total of seven recommendations per client. 

Further, forty per cent of the items recalled by patients were not 

recorded by team members. The investigators concluded that " it seems 

important that team members work together to limit the number of 

recommendations made at each session in order to maximize the 

probability that the most important recommendations are communicated 

and remembered." The team approach can provide a planned program with 

communication between professionals, resulting in one message being 
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given to the client and family and tools provided to assist them in 

acting upon that message. 

Es t ablishment of the diabetes education team and outlining its 

philosophy and programs results from a series of in-depth 

communications and interactions between professionals. These must be 

continued on a regular basis to allow effective team cooperation and 

ch anges in response to new resea rch , assessments, and evaluations of 

the program. Communication of the dietitian's educational efforts to 

other team members and professionals can often be done simultaneously 

with documentation in the medical record. As indicated in the 

Guidelines, this documentation and communication should include 

assessment of the particular needs of the individual and family; 

teaching plan to meet the identified needs; materials given to and 

reviewed with individuals and families; individual and family response 

to materials and/or teaching; and a plan for review and/or follow-up 

of teaching. Several persons have also suggested the use of 

educational flow sheets (Etzwiler 198Gb; Scalley et al., 1977) which 

include a list of items which are checked off as they are "covered" 

wi t h the patient. These may be kept in the medical record or bedside 

chart for in-patients . . They allow a quick evaluation of subjects 

covered and should also be designed to reflect an assessment of 

adequate understanding and ability to apply the concept. Only general 

concepts, such as tho se listed for each educational level would be 

li sted . The team member responsible for teaching the concept would 

need to determine and present more specific componen ts of each 

conc ept. 
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Co mmunication among educational team members must not, however, 

be limited to such documentation. Regular meetings should be held to 

discuss individual client needs and care plans. Much essential 

information about the client may be gained by communcation among the 

various health professionals. Properly conducted team conferences can 

provide maximum information in a minimum of time. Regular meetings 

might be held at appropriate intervals to share information on each 

patient and determine goals. As team members pool their knowledge and 

assessment of each client, the ultimate goals for that individual 

often become immediately obvious. These must also be recognized and 

accepted by the patient, the most important team member. In settings 

where more than one dietitian functions in the team, communcation of 

the nutritional care plan between dietitians is essential. 

Communications must be maintained between all components of the 

patient care and education system. Etzwiler (l980a) reports luncheon 

meetings at two month intervals in which key members of each of three 

separate but interrelated health care delivery teams meet and exchange 

information and identify areas in which there may be disagreement. 

Assessment, evaluation and modification of the educational 

process should also follow naturally from such meetings and 

communcations as new recommendations in the literature and problems 

encountered by team members are discussed. The team should set up 

me thods for monitoring progress and determining results. For example, 

clients might be sent questionnaires to evaluate the programs in which 

t hey and their f o.m ilies have participated. The current behavior of 

t he clien t such as frequency of major deviations from the meal plan or 
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frequency of severe hypo or hyperglycemia might be assessed. Besides 

behavior, assessment of knowledge using an objective test might be 

made. Many of these assessments could be included in educational and 

follow-up sessions. All data should be gathered and evaluated in 

accordance with sound research and statistical procedures. However, 

when such major methods are not readily or only infrequently 

available, the dietitian and other team members should not overlook 

more easily available, if less objective, evaluations. These might 

include correctly marked menus, and simple tests administered at the 

conclusion of an educational session. Results from all such 

evaluations should be presented, discussed, evaluated, and acted upon 

during team meetings and dietetic staff meetings. 

The actual team approach to patient care may produce problems 

stemming from the varied philosophical background of different 

disciplines, inability of members to communicate with each other, 

overlap of roles, or inability of the team to recognize and use 

talents of individual members (Paxinos and Ferguson, 1978). Paxinos 

and Ferguson report that regular meetings, respect for each member's 

professional role, and coordinated administration can minimize these 

and other problems. They conclude that any disadvantages are far 

outweighed by the detailed specialized care a patient can receive from 

this approach without losing the continuous close relationship which 

is so important in the care of chronic disorders. 

There are few dietitians who contest the advantages and uses of 

the t eam approach but many who despair of ever achieving it in their 

particular institution. There is no 11 Cookbook approach 11 to achieving 
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an education team--there are too many differences in personalities, 

abilities, economics, needs, and resources. However, some genral 

guidelines as outlined on pages 39 and 40 may be of assistance. 

Included under the list of references for Part two on page 50 of the 

resourcebook are several excellent and informative articles on the 

implementation of a diabetes education teams in a number of different 

settings and facilities . Other publications and resources are given 

on page 44. Doctor Donnel Etzwiler, M.D., (1972) has made the 

observation that 11 most dietitians would do well to assume a more 

aggressive role in health care. They are among the most highly 

educated of allied health personnel and have tremendous skills and 

resources to offer to patients and to share with other members of the 

health care team. 11 An initial step for the dietitian to take in 

developing a team would be to select a physician, usually one who sees 

many clients with diabetes, who seems to understand the importance of 

the nutritional care and education she can offer. Developing a good 

professional relationship with such a physician or several physicians 

will provide an excellent basis on which to build. Other physicians 

and allied health care personnel will then see the value of her 

assistance and be more likely to seek it. Excellent support from the 

medical committee of the facility can thereby be gained. The 

dietitian 1
S presence at rounds and as a new patient with diabetes is 

admitted will allow the opportunity to explain what she has to offer 

to the client and physician. When the practitioner is prepared to 

propose specific plans and programs there will then be a basis 

established for understanding, acceptance, and cooperation. 
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Suggestions should be specific and concrete. Statements such as 

11 Doctor, v.;e need a better approach to diabetic education 11 provide only 

a vague sense of criticism whereas a specific plan allows intelligent 

discussion and interaction. It is usually best to discuss proposals 

with several physicians and allied health personnel to gain input and 

support before taking them to the entire medical committee and/or 

administration. Finally, perseverence with both physicians and 

administration is essential. 

Educational program planning is the partner of establishing an 

educational team in the dietitian's effort to provide a setting 

conducive to the educational process. As should be evident from the 

preceding discussion, there is a need for different options in 

educational programs to meet differing needs of clients. This process 

of planning is commonly referred to as instructional development for 

which a number of models have been devised, all of which employ the 

three important steps of analysis, design, and evaluation. Several 

resources giving detailed information on and guidance in this process 

are listed on page 44 of the resourcebook, number 3. (Pause) Item 3a 

is an excellent sourcebook and refers to the model to be discussed 

herein. This is a systems-approach, referred to as the Four-D Model 

because it divides the instructional development process into the four 

stages of Define, Design, Develop, and Disseminate which had been 

summarized on page 41. 

The purpose of the first stage is to define and stipulate 

instructional requirements. This is an analytical stage in which the 

obj ectives are set along with constraints for the instructional 
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materials. First, the educational challenge facing the dietitian is 

studied and a search for relevant instructional materials and/or 

programs already in use is conducted. On pages 42 through 47 of the 

resourcebook is a list of resources which might be consulted. Leading 

drug companies are also a source of many materials on nutrition and 

diabetes. Local affiliates of the American Diabetes Association, as 

listed in the resourcebook, can supply valuable materials including 

the comprehensive new American Diabetes Association Cookbook. A newer 

resource for nutrition education materials is the National Diabetes 

Information Clearinghouse which provides annotated bibliographies on 

various subjects pertinent to diabetes. The bibliographies also 

include the source and cost of each material listed. Each 

bibliography is divided into two parts: Information for persons with 

diabetes and information for professionals. Each of these parts 

includes both print and nonprint (such as slides and tapes) materials. 

The Clearinghouse has been developed to act as a central resource for 

such information so that all possible information can be available for 

use by professionals and persons with diabetes across the country. As 

listed on page 44, Clearinghouse bibliographies pertinent for 

dietitians include: Diet and Nutrition for People with Diabetes; 

Cookbooks for People \vith Diabetes; Teaching Guides for Diabetes 

Education Programs; Educational Materials for and about Young People 

with Diabetes; Materials and Aids for the Visually Impaired Diabetic; 

Diabetes Educational i~aterials for Adults with Limited Reading Skills; 

Spanish Language Materials; Pregnancy and Diabetes; and General 

Information About Diabetes. These can be obtained free of charge by 
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writing the Clearninghouse address given on page 42 as can the 

Clearinghouse bi-monthly newsletters. These bibliographies will 

enable the practitioner to determine if materials exist to meet the 

identified needs and objectives and to obtain any such material for 

further evaluation and possible use. If neither pertinent 

instructional alternatives or materials are available then the 

development of instructional material and/or programs is called for. 

In defining instructional requirements for such materials, an 

analysis of the target clients must also be made. Each client and 

family member will be different but typical and/or common educational 

backgrounds, experiences with nutrition and diabetes, and general 

attitudes should be identified. Next a task analysis or concept 

analysis should be done. This involves identifying the main skill to 

be acquired or major concept to be taught and analyzing it into a set 

of necessary subskills or individual concepts. After such an 

analysis, instructional objectives can easily be specified by 

converting the results into behaviorally stated objectives. These 

provide a framework for development of content, test construction and 

program evaluation. Objectives also allow rapid determination of the 

program's ability to meet clients' needs and goals. The dietitian can 

then choose the program which most closely meets those needs and 

modify or supplement it as necessary. 

After the need for an instructional program and/or material has 

been ident i f ied and typical student characteristics and behavior 

objectives determined, the developer can move t o the second or design 

stage. The first step is to design a criterion referenced test which 
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converts behavioral objectives into an outline for the instructional 

material and supplies on evaluative tool. Next, media for the 

presentation of instructional content must be selected based on the 

task and/or concept analysis, common client characteristics, 

production resources, and plans for use. Often a combination of media 

will be chosen rather than a single medium. Format selection must 

then be made. The Design stage is completed with the development of 

the initial design. Learning activities as well as formal instruction 

should be included as part of any such design for an educational 

program. 

The third or Development stage involves modification of the 

initial design. The~e modifications are in response to expert 

appraisal and developmental testing. First, a number of experts, such 

as physicians, dietitians, and educators are asked to evaluate the 

_material from instructional and technical points of view. It would be 

well at this point to involve members of the diabetes care and 

education team. Perhaps physicians who have been less cooperative can 

also be consulted, resulting in greater communication, cooperation and 

understGnding. On the basis of such feedback, the material is 

modified to make it more appropriate, accurate, effective, usable, and 

of high t echnical quality. Developmental testing involves trying out 

the material with actual clients and family members to identify needs 

for revision. Clients rehospitalized for diabetes control may be 

helpful in such evaluations. Some of them may feel they have no need 

for further information and education but in the process of "helping" 

devel op and evaluate materials may gain additional insights as well as 
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share their important knowledge and ideas. On the basis of the 

responses, reactions, comments, and clients' performance on tests, the 

material is modified. Assessment of whether or not behavioral 

objectives are met should always be done as part of developmental 

testing. Ideally the cycle of testing, revising, and retesting is 

repeated until the material works consistently and effectively. In 

most facilities, after initial appraisal and testing, the material 

and/or program may be actively used in education of clients and 

families with diabetes while further evaluation is carried out. When 

already existing materials and/or programs have been found, the Design 

step will be omitted but objectives should be defined and the 

evaluation at the Development stage should still be conducted to 

assess the effectiveness of the material or program and modifications 

which may need to be made to meet objectives. 

The fourth stage, Disseminate, is seldom used by the dietitian. 

However, if there is a desire to share the material or program with 

other professionals, a summative evaluation should be conducted. 

Final packaging and distribution, sale, or publication may then be 

carried out. Many dietitians do not have the time, inclination or 

resources to mount an ambitious instructional development project 

involving all four stages. However, the process need not necessarily 

be complicated. Practitioners frequently undertake analyses of their 

educational programs and client characteristics and may have developed 

some instructional materials and even programs. In such cases, the 

Define stage is well underway and development of a simple material or 
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program not impossible. Testing and evaluating can be conducted as a 

natural part of the facilitiy's educational programs. 

Using the steps of instructional development, a number of 

educational programs may be devised which employ various 

methodologies. These include one-on-one counseling by the dietitian, 

diabetes education centers and camps, home visits, discussion groups 

of professionals and individuals with diabetes, and basic classes on 

nutrition in diabetes. While these will be the major methodologies or 

approaches discussed, the dietitian may well 

discover and employ others as she seeks to meet clients' needs. A 

sample of articles discussing, describing and explaining these various 

approaches are included in the resourcebook, under refeences for part 

II. They have also been summarized on page 48 and 49 with space given 

for the practitioner to note possible applications in her practice. 

The most important methodology employs the individual registered 

dieiti an counseling the individual client and/or family. Such a 

practitioner should be available for individualizing nutritional care 

und education plans at every phase and stage of education. 

A more specialized type of educational methodology is embodied in 

the concept of a Diabetes Education Center. Similar to these are 

camps for children and adolescents with diabetes. Frequently these 

also provide excellent education for professionals. The basic 

assumptio n of such a me thodology is that by offering a comprehensive 

l earning and self-care living-in experience, the necessa ry 

1nderstand ing and skills can be attained and the individual made more 

self -r'elian t (Prater, 1974; EtzvJiler, l980a). Goals an d objectives 
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can be set for and with each client for his stay at the center. The 

client may also choose a family member to accompany him to the center, 

especi ally in a live-in situation. In such a situation a dietitian 

can be present at meal times and assist in practical application of 

the meal plan in a variety of situations and answer any questions. By 

meeting each client at the beginning of the stay, usually for five 

days, the dietitian can assess and modify the meal plan and identify 

importan t items to be covered during the week. Camps offer similar 

opportunities with dietitians present to assist in food choices for 

recreation as well as provide basic information. Usually family 

members are not present, allowing the young person with diabetes to 

11 be on his own 11 and associate with peers with similar challenges. 

Besides having a direct role in such programs, the dietitian can and 

should refer clients to them. 

Home visits have been briefly mentioned, specifically in regard 

to achieving Home Management level education. Ideally, individualized 

instruct i ons and observations can be carried out both at home and in 

t he office by the nurse, the attending physician and dietitian. 

Programs allowing dietitians and nutritionists to visit homes have 

been somewhat limited. However, such opportunities would provide 

valuable information and teaching opportunities to the practitioner 

and should be pursued, as possible. In the situation which does not 

allow the dietitian to make home visits, there may be opportunity to 

t rain others to represent him or her in the home visit. Dwyer and 

Fral i n (1974), have suggested a program in which a nutritionist 

in structs visiting nurses on nutrition for their clients with 
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diabetes. The nutritionist and visiting nurse frequently exchange 

information and set goals for each client. Then, on occasion, the 

nutritionist may visit the client with the nurse or meet with the 

client in the office. Use of educated persons with diabetes as 

diabetes education team members has been previously discussed and it 

should be noted that such persons often conduct informal home visits. 

They may also provide some nutritional instruction as well and may 

give appropriate feedback to the dietitian concerning further 

educational and nutritional needs. Each dietitian should evaluate the 

possibility of including some such home visiting program in the 

educational programs of the facility or of referring appropriate 

clients, with adequate information provided on their nutritional care 

plans, to public health agencies which might make such visits. 

Group discussions with professionals and persons with diabetes 

and their families provide excellent continuing education 

opportunities which can be tailored to meet the needs of the clients 

in the community. Such programs, sometimes referred to as diabetic 

forums or clubs, may be sponsored by a hospital or local American 

Diabetes Association affiliate. By involvement in such programs the 

dietitian can relay the nutritional needs of her clients, on the Home 

Management and Lifestyle levels, to the organizers so that programs 

can be organized to meet those needs. She may frequently be involved 

in presentations and discussions for such groups and should encourage 

attendance by her clients. 

Many hospitals provide basic classes on nutrition in diabetes, 

mainly at the survival level. These have many advantages if used 
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appropriately. They allow the presentation of information which 

almost all clients and their families will need. However, before 

attendance at such classes the dietitian should conduct interviews 

with the client and develop an individualized meal plan and nutrition 

care plan for him or her. Any other individualized instructions which 

are needed before the classes should be given. Following the classes, 

which usually present the exchange lists and their use, follow-up 

shoul d be given to assure that proper understanding has occurred. 

These classes may also be used to give a good review to clients and 

family members of Survival level nutritional principles. Because of 

this, concepts which are presented more appropriately at the Home 

Management level are sometimes introduced at this time. This may be 

fine for those who have received Survvial level education previously 

but often overwhelms the newly diagnosed individual. One solution 

would be to provide two or three separate classes, the first 

presen t ing the most basic information--to which all would be invited. 

The other class or cl ass es mi ght then deal with eati ng out, emergency 

exchanges, sick day nutrition, and so forth with clients invited to 

attend only when they had advanced to the Home Management or Lifestyle 

Level. Hassell and Medved (1975) found that patients with diabetes 

receiving instruction in group classes utilizing audiovisual teaching 

techniques achieved significantly higher post-test scores than those 

taught in the traditional bedside manner. In addition, the 

dietitian 1 S time was greatly reduced. 

Hassell and Medved 1 s findings also emphasize the importance of 

using appropriate audio-visual materials to enhance any instructional 
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process. By using the instructional development process appropriate 

materials can be found and developed for use in the various approaches 

and programs. Such materials are valuable for illustrating and 

reinforcing appropriate concepts and ideas by appealing to more than 

the sense of hearing. Examples of this include food models to 

illustrate food groups and serving sizes, a balance or scale to 

illustrate the relationship of food, insulin, and exercise, and even 

the use of the hospital cafeteria to illustrate and practice rules for 

eating out. Filmstrips may be used to introduce the exchange lists 

and their use. Printed materials can provide details of the 

exchanges, recipes, guidelines for eating out and supplemental 

exchanges. It is usually the printed materials which are overly or 

improperly used. They should never be handed to a client or family 

member without an explanation of their use. If the pamphlet contains 

a great deal of information, the client should have the important 

parts pointed out to him or be assigned to study a section at a time. 

Such detailed information, including the exchange list booklets, 

should be followed-up with evaluations to determine understanding and 

answer questions. Provision of more than two or three handouts at any 

one time will be confusing. It is also well to determine in follow-up 

sessions if the client and family have been able to use the 

information appropriately and point out other ways in which it might 

be used. A major challenge in working with children and adolescents 

is that most printed materials available are designed for adults and 

persons with a high school education. In this regard, the annotated 

bibliographies put out by the Diabetes Information Clearinghouse on 
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Educational Materials for and about Young People with Diabetes and 

Diabetes Educational Materials for Adults with Limited Reading Skills 

will be of great assistance. Appropriately simplified information and 

information related to the concerns of this age group should be 

obtained or developed. Other materials may be provided to parents, 

teachers and relatives. 

Programmed education and self-learning units are specific types 

of audio-visual materials which can be complete educational programs 

in and of themselves. Several examples are cited in the references. 

Such an audiovisual unit can supplement the interview of the dietitian 

and assist clients with their nutritional management. Programmed 

learning specifies behavioral objectives in complete and explicit 

terms, presents information in a logical sequence, allows self-pacing, 

and requires the learner to participate actively and receive immediate 

feedback. It also cuts down on the initial time the dieitian spends 

with the client, freeing more of her time for appropriate follow-up. 

Etzwiler (1972b) found that such a program could be used to teach 

young persons with diabetes and their parents about diabetes and its 

control. Patients and parents expressed acceptance of the programmed 

instruction as a valuable adjunct to the total education process but 

all agreed it should not be the sole method employed. Etzwiler 

(l972b) reported many advantages of programmed instruction including 

the decrease in the amount of professional time required; provision of 

consistent, complete programs of high quality; individuals are all owed 

to acquire knowledge at their own learning rate; and material is 

readily available for periodic review. He identified the 
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disadvantages as including the inability to individualize; the danger 

that professionals may use it as the only means of education; the 

somewhat impersonal nature of the tool; and the expense of the 

equipment. 

Financing educational programs and personnel is perhaps the most 

challenging aspect of program planning for the dietitian. He or she 

must be able to · justify educational programs to administrative 

personnel who are concerned with budgeting. The resourcebook list of 

Part II references includes several which describe the cost/benefits 

of such programs. Isaff and Alagna (1977) reported an annual savings 

of $628,000 as a result of a program of continuous follow-up and 

in-depth education for medically indigent persons with diabetes and 

their families. Brouhard et al. (1978) conducted a study with 

children and adolescents with diabetes which indicated that effective 

patient education can result in decreased hospitalization as well as 

significant cost containment. They assessed the annual savings to be 

$40,950 for 28 patients - $1,463 per patient. One case was cited in 

which the patient's cost was $6,461 less for the five years after 

adequate education as compared to the five years prior to this 

intensive education. Torsten et al. (1978) have reported a study 

showing that with an average of 4.4 annual outpatient follow-up 

visits, the duration of diabetes which in turn reflects longevity was 

prolonged by 11.9 years. The cost was estimated at $10,468 per 

patient over forty years but the benefit per patient over the same 

time period was $100,656. The references given in the resourcebook 



may be useful to the practitioner in presenting her request for 

funding. 

lll 

As in organizing a health care team, requests for funding are 

most successful when accompanied by detailed information. This might 

include references from the current literature, statistics on the 

numbers of persons with diabetes served by the facility and their 

needs, as assessed in the first stage of instructional development, an 

outline for effectively meeting those needs, and anticipated costs and 

benefits. If a diabetes care and education team exists in the 

facility, their combined support will aid in such requests as will the 

support of individual physicians, other health professionals, and 

individuals with diabetes in the community. Some dietitians have 

found that excess funds gained from weight control classes and similar 

money-making services can be channeled into diabetes education. Even 

if such money does not return to the dietary department, it can be a 

useful tool in gaining financial backing for diabetes nutrition 

education programs. If administrative personnel are told that 

diabetes education programs have a higher priority than the 

money-making services which will thus be eliminated if funding and 

staffing are inadequate, it is likely that they will desire to provide 

the means to continue both types of programs. 

Financial considerations should also include the client. Many 

medically indigent persons look upon diabetes education as a luxury 

they cannot afford. Educational program planning must take this into 

consideration. Perhaps medical social workers could make suggestions 

for f unding through insurance or government programs. Fees might be 
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based on ability to pay. This is an extremely important area to 

assure that the programs reach the persons for whom they are designed. 

They should also be publicized in a variety of ways. Physicians must 

be made aware of such programs, their objectives and the means by 

which they may enroll their patients. They should be encouraged to 

recommend the programs to patients and might post announcements of 

such programs in their offices. A system might be devised to identify 

all patients with diabetes who are admitted to the hospital, inform 

them of and involve them in both in-patient and out-patient 

educational activities. 

The initial requirement of time, money, and, most of all, effort 

to establish a diabetes education team and appropriate educational 

programs is frequently great and may even seem overwhelming. It is 

best to identify short-term objectives or tasks which will gradually 

lead to the provision of such an environment--conducive to true 

learning and education. The only true failure in this venture is the 

dietitian who never begins--who never takes the first step--or the 

next step if some have been taken. And since the very nature of this 

effort is one of constant evaluation, follow-up, and revision, each 

practitioner has an equal responsibility to take a step forward in 

this on-going process. 
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(III) THE ADOLESCENT WITH DIABETES MELLITUS 

Application of the Guidelines for Education of Individuals with 

Diabetes Mellitus in any setting requires an understanding of 

individual needs. Adolescence is a time of very special needs. 

Chronologi cally , it is the time span from approximately 12 years of 

age to 21 years of age. Sociologically, it is the transition period 

from dependent childhood to self-sufficient adulthood. There are 

several developmental tasks of adolescence that must be successfully 

accomplished if the individual is to become a mature, well-adjusted 

adult. And, as Etzwiler (1962) has pointed out, during each year the 

young person with diabetes must be taught more about his disease and 

encouraged to assume increasing responsibility so that proper 

understanding, attitudes, and skills will be developed to meet the 

ultimate goal of self-care as he approaches adulthood. Daniel (1975) 

has summarized three stages of adolescent development which may be 

related to reactions to diabetes. These are outlined on page 53 of 

the resourcebook. In early adolescence there is a period of rapid 

growth and the person seeks a certain degree of freedom from the 

family as he begins to accept self-responsibility and moves from the 

influences of the home toward those of the peer group. There may be 

minor conflicts at home as the adolescent struggels for this freedom, 

sometimes more than he is ready to handle. An important aspect of 

this stage is the great concern with body image as there is rapid 

growth and maturation and the individual wonders if he will be tall 

and muscular or if she will be slim and attra ctive. The boy or gi rl 
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in early adolescence needs to know, more than anything else, :that he 

or she is normal, usually seeking this reassurance by compart~nn with 

peers of the same sex. The concern is more with the presentrthan the 

vague, distant future. Emotional normalacy is tested by acce~tance 

into a peer group and by the abi 1 i ty to make friends of the ~-~me sex. 

Young adolescents spend a great deal of time just thinking r:- arrd_: 

exercising their new found abilities of abstract thought and r( 

formulation of hypotheses which they relate to personal piaw~~ peers, 

parents, and teachers. '.:' -: r :: : 

Serious illness is extremely difficult for an early stage 

adolescent because of real or imagined threats to body image 1and 

physical integrity. If such an illness occurs before the pestod of 

development during which an adolescent moves from an idealized body 

image to a realistic one, there is a danger to normal psytrratogical 

development. In addition, if the illness separates the young ~person 

from members of the peer group such as in confinement to fhe ~ospital, 

thus depriving him of control over his body and personal acttvities, 

there may be great difficulty in coping with the diabetes : ~ HBwever, 

having to be cared for by others is less of a problem during iearly 

adolescence than in later stages and such attention may even lbe 

temp ora ri l y enjoyed. 'Y. 

Mid-adolescence is often the peak of struggling with pare~ts and 

others for control of personal destiny. A peer group may re~lace the 

parental influence and begin to set behavior standards. The.:desire to 

be attractive persists but is less related to ideal or real bcrdy image 

t han i t is toward acceptance by the opposite sex. Thoughts are more 
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outward with greater interest in the community and world, which may be 

accompanied by intense but temporary support for idealized causes. 

Inward thoughts and fantasies relate to imagined great achievements 

and situations with the opposite sex. Serious illness at this stage 

relates to independence, acceptance and sexuality. Individuals are 

still concerned about achieving prominence and acceptance--the male 

through characteristics based on strength, aggressiveness, and 

athletic competence and the female through attractiveness and an 

outgoing personality. If time is not taken to present the problems 

and consequences of diabetes clearly and fully, adolescent clients may 

take what little is told them and enlarge upon it, dramatize it or 

distort it. 

Older adolescents are usually more stable than their younger, 

less mature counterparts, having established a satisfactory degree of 

independence and maleness or femaleness, relating well to members of 

the opposite sex, and having the ability to love and be loved. There 

has been acceptance of self; followed by interest in and relationships 

with others. Often at this stage, a dating partner has supplanted 

parents and peer group and thoughts and conversations are invested in 

exploring possibilities of careers, lifestyles, marriage, education, 

and other imminent decisions. There is thus an increased concern for 

the future. Illness at this stage may affect the relationship with 

one 1 s boyfriend or girlfriend or one 1 s choice of vocation or 

educational goals. Often at this stage, illness is only slightly 

related to body image, self-responsibility or sexuality. Bennett 

(1978 ) pointed out that for the adolescent with diabetes the struggle 
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for independence may be heightened when parents are controlling and 

rigid, sometimes resenting the teenager's dependence while 

contributing to it. Occasionally, becoming self-sufficient with 

regard to diet may represent an overwhelming task to the teenage 

client. This would exagerate the feelings of helplessness and 

hopelessness common to adolescents. Bennet also pointed out that 

older teenagers may feel less acceptable to members of the opposite 

sex or have concerns related to the possibility of hypoglycemia in 

social settings or the prospects for future vocation, marriage, and 

childbearing. Finally, Bennett felt diabetes might seriously 

interfere with the development of a mature ego and acceptance by 

peers. If a teenagers feels he does not belong to a specific group, 

there is often decreased self esteem and impaired self-image. 

A basic educational approach must thus provide for an 

adolescent's increasing needs for self-responsibili-ty, integrity of 

body image, for the resumption of mastery and control of himself and 

his life and for the maintenance or restoration of self-worth. 

Practitioners can help meet these needs by involving the boy or girl 

in the management of diabetes and the decision making process and by 

urging independent nutrition management of the diabetes within the 

family to the degree of the client's capability. The adolescent 

client should also be urged to become active in a peer group and to 

continue with educational and vocational plans. He must be made to 

feel that the health care and education team members respect him as a 

person an d believe he can cope successfully with the diabetes. 

Specifically, the dietitian should also arrange the prescribed meal 
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plan to allow as much as possible for snacks at inconspicuous times, 

eating out with peers, and other activities with the peer group. 

Suggestions should also be given for other measures to adapt the meal 

plan to the teenager's lifestyle and thus avoid feelings of stigmatism 

or inadequacy. Adolescents with diabetes may feel fairly normal and 

focus on the normal aspects of their life situation while their 

parents focus more on the management problems of the diabetic regime 

and emphasize the condition rather than the normal life situation of 

their children. In counseling, the dietitian must attempt to join 

these forces for a well-rounded approach. It should be emphasized 

that good control is essential but overemphasis of the dietary regime 

can be detrimental. 

References listed for Part III include a number of studies of 

adolescent attitudes towards and problems with the diabetic diet 

regimen. The reports have been summarized on page 55. Several 

European and Israeli studies have examined the attitude of adolescents 

to th e diabetic dietary regimen and the family dynamics of eating 

habit s in young diabetics (Gill et al., 1979; Ludvigsson, 1977 and 

1979; Steinhausen et al., 1977; Zuppinger et al., 1979). Generally, a 

positive attitude toward the diet was found, in one case 93.1 % 

accepted its regularity and 77.6% had a positive attitude towards its 

content. Only 11.6% considered the diet too rigid with 30.6% feeling 

it was ''sometimes too strict" (Ludvigsson, 1979). The reports 

indicate that the majority of families cooperated with the clients in 

keeping regul ar meal times and eating together. Gil et al. (1979), 

however, reported 36% of his subjects were served separate dishes and 
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only 13% of the families had changed their eating habits to match that 

of the adolescent with diabetes. The studies reported that a majority 

of families continued purchasing sweets, thus increasing temptations 

to the client. While Gil et al. (1979) found friends were not a 

significant cause of dietary disturbance, Zuppinger et al. (1979) 

found that seduction by peers to take sweets was a major problem, even 

though information was given to the peers concerning the diet. A fear 

of stigmatism was the cause of omitting pre-exercise calories and 

deviating from the diet at school, according to Zuppinger (Zuppinger 

et al., 1979) while Ludvigsson found the diet was followed at school 

and felt this indicated acceptance by peers. Family problems evoked 

by the diet were also reported including sibling rivalry, both with 

siblings of the subjects envying the special foods and subjects 

envying their siblings the ordinary foods they were served. Mothers 

complained of increased financial burdens and additional time required 

for food purchase and preparation. In Gil's report (Gil et al., 

1979), 25 % of the young clients had unsatisfactory eating habits with 

the best diet achieved in the younger, prepuberty group when there was 

greater dependence upon parents. These reports come from outside the 

U.S. and similar studies are needed here. Some of the reports are 

contradictory but all reflect the special needs, concerns, and 

potential problems of adolescents with diabetes. 

In the U.S. Bennet and Ward (1977) found that in some families 

food becomes a manipulative tool in the hands of the adolescent or the 

parer1ts and felt that not until this aspect of care is seen in 

perspective and the adolescent accepts responsibility for himself will 
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reasonable control be achieved during these critical years. Khurana 

and White (1971) reported dietary indiscretions of moderate to extreme 

degrees in 72% and mild indescretions in 24% of female adolescent 

campers and counselors with diabetes. They concluded that such 

problems develop from the characteristics and needs of young people, 

the frustrations of diabetes itself, and the attitudes of their 

parents. 

A general lack of knowledge among adolescents with diabetes has 

been frequently reported. Etzwiler (1962) has suggested that self 

care should be urged beginning at the age of 12 or 13 but not before, 

with the assumption that knowledge would increase as the client 

matured. Each year, he suggested, the child be taught more about his 

disease and encouraged to assume increasing responsibility with the 

ultimate goal of self-care in early to mid-adolescence. Ludvigsson 

(1977) found that 62% of Swedish adolescents with diabetes had 

unsa tisfactory knowledge about diabetes with only 21 % having 

11 appropriate food habits. 11 He also found that clients entering 

adolescence had poorer food habits than a younger group but that there 

was a trend toward better food habits among those with better 

knowledge. Tietz and Vidman (1972) showed similar problems in the 

U.S., finding persons in the midst of an 11 adolescent growth spurt 11 

clustered in groups with fair or poor control. Finally, Bennet and 

Ward (1977) found that clients who do best are those who have been 

given the best understanding of their disease in the early years and 

who have learned to manage it themselves. Education and follow-u p of 

the adolescent with diabetes is thus critical for control and 
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management which will affect the course of the disease throughout the 

remainder of life. 

As Tietz and Vidman (1972) and Ludvigsson (1979) found, knowledge 

of proper control of diabetes is not necessary correlated to good 

control. However, Ludvigsson did find a positive correlation when 

knowledge was combined with positive attitudes. Thus, the question of 

compliance in adolescents with diabetes must be considered separately 

from the giving of information. Before this discussion of compliance 

begins, turn to page 56 and follow the summary of factors leading to 

noncompliance which will be discussed. Joan Hoover (1980) has 

presented an interesting perspective on compliance, as listed in 

reference number 9 on page 57 of the resourcebook. She points out 

that non-compliant clients may often simply be responding to their 

higher priorities of which the practitioner is not aware. Most 

clients and parents would not be so straight forward as to tell a 

practitioner, especially a physician, they will not follow his 

instructions and give their reasons. It would seem unreasonable to 

them to risk displeasing someone in whom the client's future and even 

life may depend. The dietitian does not hold the same position as the 

physician in such situations but there are similarities. Thus, the 

basketball player may never reveal to her that his first concern is 

avoiding reactions during games, even at the price of consistently 

high blood glucose levels. The practitioner should strive to tailor 

her priorities to fit those of the client. Then, it will not be a 

question of compliance in the negative sense of yielding to another , J 

situat ion which would threaten the adolescent's desire for 
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self-sufficiency and independence. Rather, it would be a team effort 

to accomplish common goals. The truly compliant client, then, is not 

compliant but motivated to follow recommendations because he wants to. 

Another aspect of non-compliance to be considered in adolescents 

with diabetes is its inherent rewards for some clients. For example, 

the author, who was diagnosed with diabetes at the age of 9, 

remembers, with some embarrassment, purposely neglecting her injection 

on several occasions so she could go home during school to take it. 

This was simply for attention from friends and teachers, which she 

received in abundance. She felt postponing her injection for an hour 

or two was worth the attention and admiration for being able to live 

with diabetes which she received. Perhaps even hospitalization offers 

such advantages. A classic example of such motivation is the use of 

water to substitute for urine at diabetic camps, resulting in 

11 negative 11 bedtime tests and extra food or even sweets--presumably to 

prevent night time insulin reactions. Thus, for some clients so 

called non-compliance holds rewards such as attention, special care, 

and food which are to them more important than the promise of good 

health and feeling well. In other cases, clients may simply lack 

other choices. In such cases, the dietitian has no right to expect 

compliance but should rather adjust the recommendations or offer other 

types of assistance. Finally, the practitioner should seek to avoid 

placing unnecessary guilt upon the client and family. For example, 

clients should be helped to understand that test results are not a 

11 report card 11 on their performance or value but rather on the diet and 

insulin regimen. Further, promises should be carefully made. 
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Promising that no complications will result if adequate control is 

maintained may occasionally be motivating but will place much guilt 

upon the person who has suffered complications--whether or not they 

complied. This will also be true in promises of ease in controlling 

the diet and diabetes. Again, Joan Hoover, reference number 9, has 

examined these factors in detail from the client's perspective. She 

concludes that the only sound promise which can be given is that of 

feeling and functioning better and hopefully increasing the chances of 

avoiding or postponing complications. 

If diabetes has been described well and the client and his family 

fully understand what compliance to the instructions will and will not 

do for his health, then the practitioner has fulfilled her 

responsibility. It is not so much the client's responsibility to live 

up to the expectations of health care professionals but rather the 

professional's responsibility to present this information to the 

client and family and tailor the regimen to fit their needs and 

priorities. If they are given the options to strike a balance between 

their preferences and the practitioner's requirements in an 

ap propriate manner, it is likely the choice will be made to comply. 

If t his choice is made, there will be even more need for support, 

reinforcement, and follow-up from the practitioner. If this choice is 

not made, creating guilt for the teenage client and his parents will 

not give them their needed self-esteem and confidence. There will 

still be a need for follow-up in a non-critical manner so that the 

dieta ry requirements will be realistic and information and 
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reinforcement will be available to the client when problems arise for 

which he will recognize a need for help. 

Another useful report on non-compliance or 11 Cheating 11 in children 

and adolescents with diabetes is listed on page 57 of the 

resourcebook. In it Belmonte et al. (1981) described sporadic 

11 Cheating 11 characterized by diet abuse and subsequent reports of 

negative tests in an effort to hide the resultant hyperglycemia. 

Prolonged cheating in the form of false urine tests was detected in 6% 

and was not correlated to age. The investigators also described the 

difficulty of determining such cheating. They felt the underlying 

causes included anger; depression; a desire to be manipulative; a 

desire to attract attention; a desire to escape from the normal 

routine; a belief that negative tests or discontinuance of insulin 

would mean the diabetes had been cured; testing to see if the diet 

and/or insulin were really needed; and simple desires for unallowed 

food or extra foods, sometimes combined with attempts to hide such 

desires. These are all examples of higher priorities and 

misconceptions which many practitioners fail to identify and deal 

vJ i t h . The art i c l e a 1 so g i v e s suggest i on s for i dent i f y i n g cheat i n g and 

preparing parents for it. It is suggested that proven recurrent 

cheating should be dealt with openly, truthfully, and with compassion. 

If it is ignored it will be prepetuated. Finally, the investigators 

felt that cheating might often be a signal to parents that the younger 

child is not ready to accept full responsibility for diabetes 

management. On the other hand, adolescents are initially intrigued 

with the disease and the great knowledge they gain of it. This 
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attraction may later wear off, leaving only drudgery and routine. At 

such times, it is suggested, parents and practitioners need to offer 

help, support, and encouragement. 

In a German study (Steinhausen, 1977) it was found that 

adolescents with diabetes in good or fair control initially perceived 

a high amount of maternal support. This declined as time went on. 

The reverse was found in clients in poor control, perceiving a small 

amount of maternal support in the first year and higher amounts the 

longer diabetes continued. This may be related to personality and 

perception but may also reflect the initial need for support while the 

client learns and practices necessary routines for diabetic control. 

It may be that the practitioner should provide a higher amount of 

support through counseling and follow-up during the first year after 

diagnosis. As the client and family learn during this time, 

supervision can be decreased as self-sufficiency increases. Sulway et 

al. (1980) have summarized professional attitudes which may lead to 

non-compliance. They include blind belief in the efficacy of 

treatment, hiding behind professional roles, keeping power and 

responsibility for treatment to themselves, overestimation of 

compliance without objective assessment, and being unable to say "I 

don•t know" for fear of losing face. Galatzer et al. (1979) could 

find no single variable or combination of variables which could 

indicate the degree of general or nutritional compliance in juveniles 

with diabetes in Israel. They concluded that compliance depends on 

numerous personal factors and that individual contact including 

personal instruction and guidance must be used to enhance the client•s 
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motivation. Thus the dietitian must take responsibility for assessing 

the adolescent's individual priorities and needs and developing a 

regimen to meet them and their general needs for freedom, 

self-responsibility, positive body image, good peer relationships, 

attractiveness to the opposite sex, and opportunities to make plans 

for their future. She must be able to work with the client and 

follow-up to assure he is assisted in taking increasing responsibility 

for self-care and gaining the tools to cope with and control diabetes 

throughout his adult life. 
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IV. THE EDUCATOR-CLIENT INTERACTION 

The actual educator-client interaction is the focal point of the 

entire process of effective education of the person with diabetes. 

The major steps of this educational process are diagrammed on page 58 

of the resourcebook. The first major step, educational program 

planning has been discussed in Part II and includes establishment of a 

functional diabetes care and education team and provision of 

educational programs and learning experiences using various 

methodologies. When this has been achieved the facility's environment 

will be conducive to effective educator-client interactions, the 

second major step in the educational process. The interaction is not, 

however, a single incident but involves three steps as indicated on 

page 59 of the resourcebook. Each actual instructional or counseling 

session must be combined with the steps of evaluation and follow-up, 

leading to a continuing process. 

Turn to page 60 for details on the steps leading to instruction 

or counseling. The step immediately preceding the counseling session 

is the development of an educational prescription which involves 

selection of educational content and approach. The initial step in 

the development of the prescription is listed at the bottom of the 

diagram. It involves identification of the client's and family's 

current educational level. As has been discussed, each of the three 

l evels involves the accomplishment of certain nutritionally related 

objectives. Thus, by determining the client's educational level the 

pract i tio ner will gain a general insight into behaviors the client 
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should be doing following their interaction. This will necessarily 

need to be individualized. It should also be remembered that the 

objectives stated as learner outcomes must be translated into 

behavioral outcomes. 

To individualize the objectives of the educational goals 

assessments must be made of the knowledge and behavior of the client 

and appropriate · family members. As indicated on the diagram, the 

assessment of the client 1
S current knowledge must be compared to the 

assessment of the knowledge necessary to achieve the desired 

behavior. Along with the analysis of knowledge there must be 

assessment of the client 1 s current behavior in relation to the desired 

behavioral outcome. Finally, the behaviors most likely to be modified 

by education must be assessed. This· involves assessing current 

desires for information and assistance and the client 1 S persona l 

priorities and goals. If the client and family do not have a desire 

for information, the registered dietitian must plan to develop such a 

desire before proceeding. This may be done by seeking to understand 

the priorities and showing the client how her assistance will help 

meet them and the general advantages of the educational program. The 

client should at least know how to contact the practitioner for 

assistance. If desires for information exist in some areas but not in 

those the practitioner feels most important it may be well to initiate 

the interaction with the desired information. As the client receives 

t his desired assistance her trust in and rapport with the practitioner 

will increase and she will then be more receptive to suggestions that 

other information might be useful. In some instances the practitioner 
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might suggest other important information first be covered to lead up 

to a competency level necessary to understand the desired information 

and perform the desired behaviors. Using the assessments of 

priorities and desired information, goals for behavioral change and 

criteria for evaluating accomplishment should be set with the client 

and, when appropriate, family members. Using the assessment of need 

for knowledge and current behavior and the goals set with the client 

to change that behavior, appropriate educational content can be 

determined. Note that after determining the client•s educational 

level and the corresponding required behaviors and before setting 

goals with the client, the diagram suggests prioritizing behaviors. 

When several behaviors need to be changed, this is an important step 

so that the client will not be unduly overwhelmed with expectations 

for multiple simultaneous changes. 

Once the educational content required by the client and family is 

prescribed, the educational approach must also be determined to 

complete the prescription. Even if specific information is desired, 

if it is presented in an inappropriate manner it may not be useable or 

motivating to the client. Seven factors should be assessed to 

determine the factors most likely to influence the behavior in 

question. These have been discussed by Bartlett (1978) and others 

listed in the references on page 63 and are summarized on page 61 of 

the resourcebook following the diagram. Please turn to this summary. 

The process of identify i ng the factors which prevent a client from 

complying with a particular procedure is called behavioral diagnosis. 

Or1 ce the impediments to an d catalysts for behavior change for a 
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particular client have been isolated, the appropriate 

educational-behavioral strategies can be selected. Assessment should 

be made as to how these factors will affect the behavior and to 

determine the factors most likely to influence the behavior in a 

significant manner. Assessment of knowledge of nutrition in .diabetes, 

done in determining the appropriate educational content, is also 

useful in determining the appropriate approach. Beliefs, especially 

health beliefs, but also religious beliefs and beliefs about self 

should be assessed. Any preconceived ideas about the behavior which 

would make it unlikely that the client would adopt the behavior should 

be determined and addressed. Another related evaluation should be 

made of attitudes--toward diabetes, life, health and disease in 

general, nutrition, the meal plan, self, family, and peers. One of 

the most important aspects of optimal patient education is the 

promotion of desirable attitudes. Strong negative or positive 

feelings about the behavior or the situation that may influence the 

behavior should be determined. Thus, an effective educational 

approach will address attitudinal issues as well as cognitive and 

technical areas. Values should also be determined and these will 

usually relate closely to personal priorities, attitudes, and beliefs. 

The approach should assist the client in gaining an appreciation of 

the importance of the outcome of the behavior. Skills including 

reading, learning, cooking, planning meals and following plans, 

retaining information once learned and so forth should be evaluated. 

It should be determined that the client has the ability to learn the 

information as it will be presented and the skills assessment should 
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help determine an effective means of presentation. Skills needed to 

perform the behavior should be compared to the assessment of those the 

client cu r rently possesses. Finally, enabling and reinforcing factors 

must be identified. Enabling factors are those which will make 

compliance to the desired behavior easier. Examples include previous 

exposure to a diet plan, habits of avoiding sweets, friends or family 

members who follow the diabetic diet regimen, and so forth. Any 

barriers making performance of the desired behavior more difficult 

should be determined and dealt with. Reinforcing factors would be 

those which would reinforce the appropriate behavior--such as feeling 

better, avoiding insulin reactions, attaining proper weight, and so 

forth. Sufficient internal or external reinforcement for engaging in 

the behavior must be provided and pointed out to the client. The 

educational approach may then be planned to account for relevant 

knowledge, beliefs, attitudes, values, and skills and to take 

adv antage of and/or provide enabling and reinforcing factors. 

Be fore the plans for the educational approach are complete, 

others needing education must be identified and a format or formats 

must be chosen. Even in the case of older adolescents, others will 

need to be educated--some by the practitioner and others by the client 

and/or parents. In all cases, both the parents and client should be 

treated as responsible people involved in the management of the 

disorder. Parents of early and middle-aged adolescents need to be 

confident both in t hei r own ability to assist in management of the 

di abetes and, eq ually impor tant, in their child 1 s ability to handle 

hi s own disorde r . Th us , education must be aimed at both parents and 
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adolescents, the aim being for the parents to adopt an appropriate 

supporting role and the client to undertake the primary role as 

quickly as appropriate. Ludvigsson (1979) found that in families in 

which another family member kept a diet there was greater 

consideration for the difficulty of dietary adherence and more of a 

tendency for other family members to eat the same food. Fewer sweets 

were eaten in homes in which eating habits were changed for the whole 

family. These findings suggest that family education and involvement 

is beneficial. However, it was also found that keeping a 

well-balanced diet can be achieved by the client without the rest of 

the family sharing the same diet or completely eliminating sweets from 

the home. Parents should be involved in education and other family 

members including grandparents and frequently visited relatives will 

need some information. Often educational sessions can involve several 

family members but at times parents and clients may need different 

approaches or the approach may need to include consideration of 

assessments of the seven factors from both the parents• and client's 

perspective. A medical social worker may be needed to help improve 

family interactions affecting dietary control of the diabetes. When 

appropriate, clients should be encouraged to educate teachers, 

coaches, and friends on various aspects of the diet. 

Finally, as indicated on the diagram, the appropriate format or 

formats for presentation of the educational content in an approach 

which takes into account the seven factors previously discussed is 

selected. Several fo rmats and methodologies for presenting 

i nformation have bee n previously discussed with guidelines for 



132 

audio-visual aids and development of such aids and programs. If these 

suggestions have been followed objectives will be defined for each 

program and presentation. Thus, a quick assessment as to which will 

meet the client's needs and goals can be made. Often a combination of 

several methodologies will be best. All should be individualized by 

the practitioner as appropriate and as before discussed. The plans 

for the approach will then be complete, including plans to address 

important behavioral factors and educate other important persons using 

suitable methodologies and programs. These, combined with the 

specific educational content form the educational prescription which, 

when acted upon, completes the important step of instruction and 

counseling, as indicated on page 60. 

The counseling session with the client and family does not 

constitute the entire educator-client interaction for effective 

education. Rather, it is the achievement of the educational 

prescription. Too often the practitioner's professional conscience is 

salved by simply providing information to the client. However, this 

must always be accompanied, as indicated on page 59 of the diagram, by 

evaluation and follow-up. It is important to distinguish between 

evaluation of learner outcomes and of behavior outcomes. Learner 

outcomes reflect knowledge gained by the client which is prerequisite 

for the control of diabetes. However, this is not necessarily 

ref lective of good control. Thus, the behavior resulting from the 

instructions given and knowledge gained must also be evaluated. The 

prac titi one r must remember that the client's achievement of his goals 

is to be evaluated--not his performance on a test in relation to other 
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cli ents . These goals will usually be written in behavioral terms so 

that the test of knowledge, often used to evaluate a program's 

effec t iveness, will only indicate ability to achieve the goal. Other 

methods of evaluation must thus be employed to assess actual client 

practice. This may frequently be done by the client and family 

members themselves. Evaluation is made more objective and easy if the 

criteria for achieving a goal and means of measuring the criteria are 

specified by the client and practitioner as part of the goal setting 

before the actual counseling or instruction begins. For example, a 

goal might be set that Jane will eat at regular mealtimes and avoid 

excess snacking in accordance with her meal plan. It might then be 

specified that she will keep a month's food diary to be used jointly 

with the dietitian to assess achievement of this goal. Achievement 

might be defined as no more than six meals eaten no more than an hour 

before or af ter the appropriate time and eating in excess of the meal 

plan no more t han ten times. A major prerequisite for such an 

evalu at ion would be the honesty of the client. Other evaluative tools 

which might also be used are parameters of control such as hemoglobin 

A1c, various blood glucose levels, and body weights. These are used 

on the assumption that the meal plan and dietary recommendations will 

res ult in proper glycemic control--an assumption which may not always 

be valid. Thus, the actual nutritional therapy must also be 

f requentl y eval uat ed. In the previous example, then, Jane's knowledge 

of the meal plan and i ts use and the meal plan itself must first be 

evaluat ed. Objecti e ev aluation of client practice and adherence is a 

major chal lenge to t he pr actitioner. Involvement of the client and 



134 

setting goals to meet his priorities make this less a challenge of 

11 policing 11 and 11 judging 11 the client and more of a team effort. 

The importance of follow-up, the other part of the 

educator-client interaction, has been emphasized throughout this 

presentation and in the literature. Whitehouse et al. (1973) studied 

371 clients who attended an outpatient follow-up session after 

completing an in-patient diabetes education program. One hundred 

fifty-five, 41 .7%, of the subjects had problems understanding the 

prescribed diet. It was found that over a five year period those who 

did not attend a follow-up session had a significantly higher 

readmission rate. The investigators concluded that even when patients 

have recently attended education sessions on living with diabetes, 

attendance at regular follow-up sessions should be encouraged for 

reinforcement of learning and identification of persisting gaps in 

information. Lawrence and Cheely (1980) reported an 8~ % error rate on 

reassessment of 30 clients who had a correct baseline performance. 

Approximately one-third of the subjects had an error rate of 10% or 

more. These errors on previously correct items were not correlated to 

any other variable. The investigators felt this an indication of need 

for reassessment more frequently than is generally done. In 

Ludvigsson's (1979) study of eating habits in young persons with 

diabetes, there was a significant trend toward changing eating habits 

in accordance with the facility's nutritional policy with attendance 

of follow-up sessions. 

As indicated on the diagram, such follow-up has two equally 

important aspects. First, materials previously covered and goals 
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previously achieved should be reviewed to assure adequate retention. 

This can be done in several ways. The lists of specific nutritional 

components of each educational level, on pages 31 to 37, might provide 

general guidelines for systematic reviews to be individualized 

according to the client's own level and previous and current needs. 

When designing specific educational programs, the practitioner would 

do well to include appropriate reviews in more advanced presentations. 

Most of all, she must be aware that material once covered is seldom 

perfectly understood or retained. 

Progression to new goals within the educational level or the next 

level should also be included in the follow-up aspect of the 

educator-client interaction. In this way the educational process will 

be perpetuated as the process is actually begun again at the first 

step on the diagram, the identification of the client's educational 

level and behaviors he should next be doing. The impression should 

not be given that each session which the practitioner spends with the 

client should include instruction, evaluation and follow-up. Some 

sessions, especially in initial phases, may be solely for information 

gathering and development of goals and an educational prescription. 

Other sessions may be strictly for information giving or review and 

follow-up. 

Dr. Donnell Etzwiler (1980; 1978) has suggested a time schedule 

for the various aspects of the educational process. After initial 

diagnosis and in-hospital education on the survival level, usually 

within a five to si x day period, the client is discharged. He 

suggests the client be scheduled to be seen approximately three to six 
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weeks later and that revision of the meal plan will usually then be 

necessary. About this time clients begin to become uneasy with their 

disease. The shock of newness has worn away and they realize they 

have a chronic illness which is going to make significant demands upon 

them. They have also had a chance to carry out at home the various 

activities necessary for diabetic control. Experiences will have 

stimulated curiousity and some concern which prepares the client and 

family for initiation of in-depth, Home Management education. 

Etzwiler describes provision of such education at a Diabetes Education 

Center which has been previously discussed. This must be followed by 

a continuing preventative educational program of follow-up visits to a 

diabetes clinic. Each visit should be an educational experience, 

answering client•s questions and updating and reviewing the basic 

concepts of diabetes management as well as providing new information 

on the Lifestyle level. Etzwiler suggests use of a continuing 

education flow sheet which might include the specific nutritional 

components of each educational level. This would assist in assuring 

review at appropriate intervals. Newly developed dietary information 

and recommendations should also be presented. While specific programs 

will vary, the time frame and approach suggested by Etzwiler are 

appropriate for any setting. The process thus becomes 

cyclic--development of an educational prescription, achievement of the 

prescription through counseling and instruction, evaluation of 

knowledge and behavior, follow-up with review and reinitiation of the 

proce ss at a new educational level or goal within the same level. 
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In conclusion, the application of the steps and phases of the 

educator-client interaction should be considered in relation to a 

specific case study, summarized on page 62 of the resourcebook. This 

summary has been compiled by the registered dietitian with the help of 

other team members. Turn off the tape and study this summary before 

proceeding. Referring to the diagram on page 60, the initial step is 

to identify the current educational level and behaviors the individual 

should be doing following the interaction. In this case, Mary is 

obviously at the survival level. The basic behaviors she should be 

doing at this level are following her meal plan, avoiding sweets, 

carrying sweets for possible reactions, and planning to attend 

follow-up education. However, there are at least 16 concepts which 

need to be covered in order to enable her to do so. Assume that the 

dietitian, working with Mary and other team members, broke down the 

desired behaviors into several smaller goals, the first being avoiding 

sweets, especially honey; the second, eating at regular times; the 

third, following the established meal plan; the fourth, carrying 

sweets to treat possible reactions; and, the fifth, attending 

follow-up sessions. It will be assumed that the avoidance of sweets 

and eating at regular times have been covered and goals set and that 

Mary is prepared to learn about her meal plan. The next step for this 

and each behavioral goal, as indicated on the diagram, would be to 

assess the knowledge needed to follow the meal plan as compared to the 

client's current knowledge. Look at the nutritional components on 

page 31. (Pause) The fi r st eleven will be needed for achievement of 

this objecti ve . However, the first five will have probably been 
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explained in discussing regular meals and avoidance of sweets and so 

will only require a brief review. Components 6 through ll will need 

to be covered in detail. Mary and her mother's ability to understand 

this information should be assessed. For example, if Mary does a lot 

of cooking she may be familiar with portion sizes and only need a 

brief review. However, she may never have been exposed to a food 

grouping system and so require more assistance with this concept while 

her mother will be somewhat familiar with it. The diagram on page 60 

also indicates the need to assess current behavior. This will have 

been begun in previous interactions concerning eating on time and 

should be further done in taking a diet history and devising the meal 

plan to fit Mary's lifestyle. 

To finalize the educational content of Mary's educational 

prescription, the behaviors most likely to be modified by education 

must be determined and goals set with her and her mother. These 

behaviors have largely been determined in the breakdown of goals 

previously specified. In setting such goals the practitioner has 

already determined that these five behaviors are high priority and 

likely to be modified and has set aside other behaviors which are a 

lesser priority and/or less likely to be changed by the client--such 

as her activity level and intake of vitamin supplements. In making 

this determination the practitioner vJOuld have considered Mary's 

current desire for information and her priorities and goals. These 

\vill also need to be considered more specifically in regard to 

following the meal plan. For example, Mary may indicate that since 

she likes to cook she would like some 11 diabeteic recipes." By 
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explaining to Mary that an understanding of the exchange lists will 

allow her to properly use the recipes, her interest and motivation may 

be increased. Likewise, by devising a meal plan that will allow Mary 

to continue her activities at school and with her peer group and by 

explaining this and the need to follow the plan to maintain health for 

those activities, Mary will be more likely to modify her behavior to 

meet the meal plan because it will allow her to meet personal 

priorities and goals. Such information could be presented to her and 

her mother preliminary to setting goals with them. Some general 

goals, as mentioned, may have initially been set with Mary but these 

goals should now be in terms of the specifics of following the meal 

plan. Mary will then have a clear understanding of the behaviors she 

needs to change and will be motivated to do so because of her 

interests and priorities. The goals set with Mary and criteria for 

assessing their achievement along with the assessment of current 

behavior, knowledge, and need for knowledge will detail the 

educational content. 

The approach in presenting this educational content must now be 

determined. Assessment should be made of Mary•s and Mary•s mother•s 

knowledge, beliefs, attitudes, values, skills, and enabling and 

reinforcing factors for their effect on Mary•s adherence to the meal 

plan. The approach should allow emphasis on those concepts determined 

to be the most difficult or new to Mary, as before assessed. 

Assessment of beliefs shows misplaced beliefs in honey, natural foods, 

and vitamin and minera l supplementation. The use of honey will have 

already been address e d ~ Assessment should be made as to the effect of 
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the other beliefs on adherence to the meal plan. Perhaps the only 

problem vwuld be the danger of r~ary using a diet of juices to 

11 Cleanse 11 the body and thus it should be specifically pointed out that 

the meal plan does not and cannot allow for such a practice. Adequate 

explanation and reinforcement should be planned to overcome this 

belief. Assessment of attitudes which will affect Mary's dietary 

adherence would indicate that her mother needs assistance in gaining 

self-confidence and thus avoiding her previous feeling of incompetence 

in diabetes management. This can partly be done by assisting t~ary to 

be as independent as possible and creating a team of her, her mother, 

and the dietitian to share the burden. Reassurance, reinforcement, 

and appropriate pacing must be planned in the approach to change this 

attitude. Further assessment of the specific causes of this negative 

attitude should be made so they might be more directly addressed. 

Mary's teenage values center around her peer group and this will 

have been acknowledged in devising a meal plan to allow her to 

continue these activities and associations. The way in which it does 

so should be specifically pointed out to her. Mary needs to come value 

the control which dietary adherence will allow. Assessment of Mary's 

skills indicate abilities to learn well and to plan meals. However, 

if the educational program and/or materials are commonly used with 

adults, some modificatio ns might need to be made, especially with 

inf ormati on on the exchange lists, an area which has already been 

assessed as potentially difficult for Mary. Thus, in Mary's case, her 

aca dem i c and domest i c skills and achievements will be assessed to also 

be ena blin g fa ctors and should be referred to and incorporated in 
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presenting the educational content. Reinforcing factors will include 

her and her mother's desire for good health and Mary's desire to be 

11 normal 11 and a part of her peer group. While these are all positive 

factors, the desire to appear normal will have some negative aspects 

since following a meal plan is not considered 11 normal . 11 These factors 

in the positive sense should be pointed out to Mary and the negative 

aspects discussed to assist in avoiding them. In addition to this 

behavioral diagnosis, others needing education must be determined. 

Mary's mother will obviously need to be included. Care should be 

taken to help them appropriately delegate responsibilities among 

themselves without overburdening either one. It might even be 

determined that some information should be given to the client and her 

mother separately. If necessary, it should be arranged to provide 

information to Mary's teachers who might need to allow her to take 

snacks or decline certain food items in classes such as physical 

education and home economics. It should also be determined whether 

Mary's father and his wife could and should be instructed in 

preparation for her visits with them and to what extent Mary would 

need their help and be able to handle the negative influence her 

father's poor dietary control might have. 

When the assessment of the seven factors and the way the approach 

should account for them has been made along with the determination of 

others needing education, an appropriate format may be selected. It 

may be that the practit ioner will choose to include Mary and her 

111other in the hospital ' s class which explains the exchange system if 

the presen tat ion wo uld be understood and not be overwhelming. Perhaps 
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the practitioner or a co-worker will teach the class and be able to 

modify the presentation to meet participant 1 s needs. The dietitian 

might also give an explanation of the class to Mary and her mother 

before they attend, reassuring them that the information would be 

reviewed as needed, giving them a copy of the meal plan to refer to as 

explanations are made in the class, and addressing the other 

behavioral factors previously assessed as important. After the class, 

additional counseling could be given to make certain ~lary understood 

the need to avoid the so-called 11 juice fasts: 1 understood how the meal 

plan could allow her to maintain her normal activities, and how to use 

the exchange system. With this plan for an educational approach, the 

i n s t ru c t i on and co u n s e 1 i n g co u 1 d be a c com p l i shed for ~1 a r y and her 

mother. 

As indicated on page 59 of the diagram, an evaluation must also 

be made of the results of the 11 instruction. 11 The learner outcomes 

should be evaluated immediately to assure that Mary and her mother 

have the knowledge and understanding necessary to follow a meal plan. 

This might be done during the class using a written test or practical 

application situations and in Mary 1 s hospital room writing and/or 

marking menus and using food models and so forth. At a later date the 

practitioner should again meet with Mary and her mother to evaluate 

the criteria they had established for following the meal plan. This 

might very well be done simultaneously with the evaluation of the diet 

plan itself. Meanwhile, the practitioner would proceed to the other 

goa ls of carrying sweets and attending follow-up sessions. The 

eccompli shment of al l of the goals set at the Survival level might be 
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evaluated simultaneously at a follow-up session perhaps 2 to 3 weeks 

after discharge where appropriate review could be given. · In Mary 1 s 

case, it might then be determined that she was ready for Home 

Management level information and arrangements for attendance with her 

mother, if possible, at a diabetes education center could be made. If 

no such program was available, the dietitian could provide alternate 

learning activities to accomplish the selected Home Management goals. 

No matter which route was chosen, it would be essential to meet with 

Mary and her mother from time to time, pursuing additional goals and 

reviewing and evaluating accomplishment of previous ones. 

Thus, the process of educating persons with diabetes is a 

perpetual one as should be the process of seeking to improve the 

eductional programs and counseling which the dietitian can offer to 

clients. No matter what the setting in which the practitioner works, 

he can apply the basic principles of the Guidelines for the Education 

of Individuals with Diabetes Mellitus, those of a continuing 

educational process which allows for change in client 1 s desires, 

abilities, and needs to learn. This can effectively be done using the 

diagram on pages 58 through 61. The only limitation would be the 

practitioner 1 s time constrains and the types of formats and programs 

available. The development of such educational programs and services 

will al so be a continuing effort for each practitioner involved in 

diabe te s education. The challenge to the practitioner is thus 

three-fold. First, to implement immediately the principles of the 

Educational Guidelines in her current work. Second, to work to 

establish a functional diabetes education team and a variety of 



144 

educational programs and learning experiences to meet the nutritional 

objectives suggested in the Guidelines. Finally, to carry on a 

program of continuous evaluation, assessment, and improvement in all 

areas relating to diabetes education. Again, the only true failure in 

nutritional education in diabetes is the dietitian who does not take 

the first or next step towards achievement of the ideal as described 

herein. The very nature of this effort is one of constant evaluation, 

follow-up, and revision and each practitioner is challenged to begin 

immediately to implement the principles discussed herein in his or her 

particular practice. 
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The materials in this Resourcebook have been developed and compiled by 

Eileen R. Deleeuw with the exception of the Guidelines for Education of 

Individuals with Diabetes Mellitus, pages 5 to 30, which were developed by a 

Joint Task Force of the American Diabetes Association and the American 

Association of Diabetes Educators and used by permission and the addresses 

on pages 46 and 47 which are reprinted form the Diabetes Forecast. The 

Resourcebook is designed to accompany the tape presentation on Nutritional 

Counseling Principles in Diabetes Mellitus and Their Application for 

Adolescents with Insulin-Dependent Diabetes which contains frequent references 

to it. It will be best used as directed in that presentation. Before 

beginning the tape, however, it would be helpful to review the outline 

and objectives on pages 2 throug~ 4. 



Nutritional Counseling of Adolescents 

with Insulin-Dependent Diabetes Mellitus 

Outline 

I. Guidelines for Education of Individuals with Di abetes ~ellitus 

A. Introduction 
B. Survival level 
C. Home Management level 
D. Improvement of Lifestyle level 

II. Educational Program Planning in a Health Care Agency 

A. Delineation of responsibilities for education 
B. Establishment and functioning of a health care and 

education team 
C. Program planning for provision of various types of 

educational programs and learning experiences 
D. Financing 

III. The adolescent with insulin-dependent diabetes 

IV. The educator-client interaction 

A. Development and implementation of the educational 
prescription 

B. Evaluation 
C. Follow-up 
D. Case study applications 



Nutritional Co unseling of Adolescents with 

Insulin-Dependent Diabetes 

Learning Package Objectives 

At the completion of the learning package, the dietitian will be able to 
do the following with at least 90% accuracy on the corresponding written 
criterion referenced test: 

1. De fine and identify in ascending order the three levels of education 
for the individual with diabetes. 

2. Identify specific nutritional components of each level of diabetic 
education. 

3. Identify appropriate places, times, and sett i ngs for the attainment 
of each educational level for the person with diabetes mellitus. 

4. Given a case study of a specific adolescent with diabetes: 
a) Identify the client's current educational level. 
b) Identify behaviors the individual should be doing following the 

practitioner's interaction with him/her. 
c) Identify knowledge necessary to achieve the desired behavior. 
d) Identify the best assessme nt of the individual's current 

knowledge and be havior as they relate to the desired outcome. 
e) Identify the most appropriate priority order for the behaviors 

in (b). 
f) Identify the behavior which seems most likely to be modified by 

educa ti 0n. 
g) Identify an approach whereby the R. D. could work with the patient to 

establish specific behavioral goals for nutritional management of 
diabetes and identify some possible goals \vhich might be set. 

h) Given goals which have been set with the patient, identify the 
educational content most li ke ly to aid in meeting those goals. 

i) Identify the follo wing seven factors; how they would influence the 
behaviors in question; and how they could be used and/or modified to 
achieve desired behaviors: 
1) Kn owledge 2) Beliefs 3) Attitudes 4) Values 
5) Skills 6) Enabling Factors 7) Rein forcing Factors 

j) For each desired behavior, ident ify the most appropriate format(s) 
for presenting the educational content and other persons who 
should also receive education. 

k) Identify learner outcome(s) to be evaluated for the educator-client 
interaction. 

l) Identify behavioral outcomes to be evaluated for the educator-client 
interaction, 

m) Identify item s which should be followed up with the client. 

5. Identify the three essential parts of the educator-client interaction. 

6. Identify the two types of efforts necessary to support the actual 
patient education. 



7. Identify services an R.D. should be available to perform for clients 
and patients on a continuing basis. 

8. Identify the advantages and uses of: 
a) Learning centers simulating the home environment for clients 

with diabetes and their families 
b) Home visits to clients with diabetes 
c) Continuing small group discussions with health care professionals 

and persons with diabetes 
d) "Buddy System" using educated persons with diabetes to assist 

newly diagnosed individuals 
e ) Basic classes on nutrition in diabetes 
f) A-V materials such as slide-tape programs, food models, computerized 

programs, self instructional orograms, and printed materials 

9. Identify important elements for establishing and evaluating learning 
programs. 

10. Identify important steps in establishing a Diabetes Health Care and 
Education Team, especially as it relates to nutritional treatment and 
education. 

11. Identify important steps in ga1n1ng support of the team members for 
nutritional treatment and instruction of clients with diabetes. 
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GUIDELINES FOR EDUCATION OF INDIVIDUALS WITH DIABETES MELLITUS 

Introduction 

These guidelines for education of individuals with diabetes 
mellitus are divided into three levels of perceived need. 

I. Educational Guidelines for Initial ~1anaaement of Diabetes 
prov1des content required at the t1me of diagnosis and 
represents basic or survival needs. This level is based upon 
the limitations of the individual and family to accert and/or 
assimilate all there is to know about diabetes at the time of 
diagnosis and the limitations of some settings to provide 
additional education. 

II. Educational Guidelines for Horne ~,anagement of Diabetes places 
emphasis on increasing knowledge and flexibility as some ex-
perience is gained in living wit~ diabetes. This is perceived 
as essential for every individual but must be tailored to in-
dividual needs and capacity. This type of educational ex-
perience is preferably offered in a non-hospital, as 
close-to-home-as-possible environment. 

III. Educational Guidelines for Irnprover1ent of Life Style present a 
form of advanced learning viev1ed as enriching the individual's 
life with flexibility, insight and self-deternination. nost 
individuals are forced to discover this information by trial 
and error through experience. Although no educational [)rogran 
can or should entirely replace personal experience, the 
process need not be experienced by each individual. 

The content is divided into knowledge and skills required of all 
individuals with diabetes and additional infornation needed by people 
with insulin- dependent and non-insulin-dependent diabetes. The center 
column contains those items needed by all persons 1-,1ith diabetes 
regardless of their therapy. The column on the left side includes 
additional knov1ledge and skills needed by the individual 11ith 
insulin-dependent diabetes. The column on the right side contains 
additional knowledC)e and skills needed by the individual with 
non-insulin-dependent diabetes. \~e are cognizant of the need for all 
diabetics to be well informed and believe that all individuals with 
diabetes should seek as J'luch knm-1ledge as possible regardless of their 
therapy. 

In addition to the edLfC'ational content, there are statements of the 
aims of the guidelines at ~ach level of need; descriptions of settings 
and personnel which might be utilized fn impler1entation of the 
guidelines~ assessnent areas to be completed with the individual and/or 
family before i1'1pler1enting the educiltional content; and information to 
he documented in the Medical Record. 
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I. EDUCATIONAL GUIDELIES FOR INITIAL 1·1ANAGD1ENT OF DIABETES (SURVIVAL LEVEL) 

A IriS: 

S ETT I llGS: 

Educational activity at the survival level -l'f"ovides the 
individual and far:1ily with the initial knowle9ge and 
skills to enable the per son to get along (survive) at the 
time of initial diagnosis of diabetes. These are outcor:1e 
statenents to he achieved at time of discharge fror:1 the 
hospital or at the ti~e of discharge from the imnediate 
care of the health care provider in the Ambulatory 
setting. 

The insulin-dependent diabetic may require 
hos oi talizati on for initial regulat ion. Education should 
be i~corporat~d into the care plan as soon as the 
individual / family is able to learn. This requires a 
coordinated team effort fr~ physician, dietitian and 
nurse and may require the assistance of a social worker 
or psychologist for help and adjustment to accept 
diabetes. 

For the non-insulin depende nt diabetic, initial 
managenent may be oerrormed 1n an off1ce or clinic. This 
requires the services of physician, office nurse 
(educator ), an d dietitian often on a one-to-one 
instruction level. The physician and office nurse 
(educator) r:1ay share instructional tir:1e on ~edical 
subjects. Nutritional instruction and meal planning 
should be provided by a dietitian or nutritionist; a 
social wor ke r or psychologist nay be needed for help and 
adjustnent to accept diabetes. 

ASSES91E~JT: It must be det emined whether the individual is 
insulin-dependent or non-in sul in-dependent. For all 
individuals , an assessment should be r:1ade of the 
individual's/family's awareness of the condition and of 
particular needs of the individual and family. The 
individual's age , social situation , learning ability, 
willingness to learn, and current knowledge of diabetes 
must be taken into account as a plan is prepared to bring 
the individual and fanily to a mastery of diabetes skills 
essential to survival. 

OOCUr1ErJTAT!OrJ: Docunentation in the t1cdical Record includes: asscssr:1ent 
of the particular needs of the individual and family; 
teachin g plan to r:1eet the identified needs; r:1aterials 
give n to and received with individuals and families; 
indiv dual and far1i_ly response t o r1aterials and/or 
teach ng; and a plan for r eview and/or follow-up of 
teach ng. 
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Content for Educational Program at the Survival Level 

IrW!VlDlJAL AND/OR 
RtS PO ~ S i ~ LE PeRSON: --- -

Insul i n- Oe p<:: ndent Diabetes 

-Des c ~ibes relationship 
of meals to activity and 
in sulin. 

-Sta ~es what action 
in suli n will have 
on blo o:1 suga r level. 

- Sta t cs type, con­
centration, and amount 
of insulin to he taken. 

-Denonstratcs ahility to 
dr aw up correct amount 
of ins u l in. 

-Denons trates ability to 
in j~c t insulin correctly 

-Stat es where insulin to 
be in jec t ed . 

I 

All Diabetes 

DEFINITION 

-States neerl for 
insulin in body. 

-Describes what 
happens in the 
body when in s ulin 
is deficient. 

-State A simple 
working definition 
of diabetes. 

-State the role of 
nutrition, activity 
and medication in · 
treatment of diabetes 

NllTRITIO~l 

-States need for food 
as source of energy. 

-Verbalizes need for 
conplete ~eals and 
snack s as appropriate 
at specific ti:'les. 

-Denonstrates ahility 
to plan :11e a l s. 

t~EDJCn.TION 

Non- Insu 1 in Deoendent Di a~ <:: 

-Explains the role of meal 
planning in diabetes care . 

-States that weight con­
trol and physical 
activity are an essential 
component of diabetes 
manager.1ent. 

If medication is prescribe 
-States nane of medication 

dosage, and when it is to 
he taken. 

-Lists possible side-cffec 
from medications. 

-States possible interati o 
with other medications ta 



lnsul in - Depende nt Diabetes 

-State s that insulin must 
be take n everyday. 

-States care an d sto rage 
of i n s u 1 i n , n e ed 1 e s and 
syringes. 

-S tates need to 
contact health 
care provider 
if urin e tests 
are ah1ays neg­
ative, show 
heav y glycosur ia, or 
sho·,... acetone in 
urine. 

-S tates that too 
r.1uch i nsu 1 in, too 
lit tle food and/or 
vi gorous activity 
may cause a 1 Ovl 

blo od sugar. 
-St Jtcs how to 
contac t health 
care provider for 
help in d·eal ing 
with hypoglycenia 
or its prevention. 

All Diabetes 

r·~ON ITORiilG CONHOL 

-States when and why 
urine tests are to 
he perf o rrned . 

-Demonstrates ability 
to perform urine tests 
with appropriate test­
; n g ma t e r i a 1. 

-Demonstrates how to 
record results of 
urine test in % 
sugar per specinen. 

-States how to contact 
the health care provider 
or health care facility . 

HYPOGLYCE~1IA 

-List possible sympto~s 
of hypoglycemia. 

-State s wh at to do 
for hypoglycemia. 

I 
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Non-Insulin Deoendent Diabete 

-If appropriate, explains 
preparation for blood 
test includino when and 
where to have-the test 
done. 

-States need to contact 
health care provider 
for persistent and/or 
heavy glycosuria. 

-States that ~issed 
meals, too much oral 
medication, and/or 
vigorous activity nay 
cause low blood sugar. 

-States need to contact 
health care provid er for 
hypoglycemia caused by 
oral agents. 



lnsul in- Depe nde nt Diabetes 

-States need for con­
tinuinq insulin 
during - illness. 

-Know anou nt and time 
of eatin'J 11e als and 
snac ks . 

- Know how to increa se 
food fo r rlanncd and 
un planned exe rcise. 

- Know type of insulin, 
how to c r aw up and 
ho w t o inject . 

All Diabete s 

ILLNESS 

-States how to contact 
health care provider 
or emergency facilities 
in case of ilTness. 

-States what to report 
to health care provider. 

PSYCHOLOGIC ADJUS TI1EtH 
-Verbal1zes that he/she 
has diabetes. 

-Patient identif i es self 
as having diabetes to 
relatives. 

-Verbalizes feelings about 
having diabetes to healt~ 
professionals. 

FOLL0\·1-UP 

-States n eeded for further 
follow-up for care and 
educati on. 

-Describe s follow~up plan 
and appointment . 

DEFINITi m! 

-Define what diabetes 
is. 

NUTRITION 

Obtain meal plan. 

ACTIVITY 

MEl) ICATIO~! 
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Non-Insulin Dependent Diabete s 

-States how and what 
medication to take 
during illness. 

-Know how to follow neal 
plan. 

-Reduce weight to control 
diabetes. 

-Identify need to increase 
activity to achieve and/or 
maintain ideal body <. ight. 

-Know ~edication, dose 
an d time. 



I nsu 1 i n-Deoe nde nt Oi abe tes 

-Know what to do for 
persistent negative 
or positive tests. 

-Carry food or sugar 
to avoi d insulin 
reactions. 

-f. I laJS take insulin. 

-Acce ot necessity of 
insulin sh::>ts, 
dail y nonitoring, 
etc. 

A 11 Diabetes 

MONITORING 

-Know h011 to pe rfonn 
urine tests. 

HYPOGLYCH1IA 

-Recognize symptons of 
low blood glucose. 

ILLNESS 

- States how to contact 
doctor or emergency 
facilities in case of 
illness or hypoglycemia. 

PSYCHOLOGIC ADJ USTIIENT 

-3e aDle to sav, "I 
a 1"1 a rl i a ~ e t i c-. " 

ll 

Non-Insulin Dependent Diabet e 

-Know what to do if tests 
are positive. 

-Know oral agent can 
rroduce low blood sugar. 

-Know what ~edication to 
take in case of illness. 

-Know and accept plan to 
control diabetes. 

\ 
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I I. EDUCATIONAL GU I DEL Ir~ES FOR H0t1E ~IANAGEMENT OF DIABETES 

AH1S: Educational activities at the home management level 
provided the individual and family with diabetes skills 
and knowledge to participate in the home management of 
his/her dut ies . ~he goal is to enable the individual and 
fa~ily to bec~e self-sufficient in the daily management 
of his/her diabetes. Remember: both diabetics and fami ly 
menhers play an integral role in diabetes care and should 
be re garded as equal members of the health care tea~. 

SETTINGS: Ho~e ~anagenent nay be taught through an education 
program utilizing physician, nurse educator, dietitian, 
medical social worker, and possibly phannacist, 
podiatrist, and other consultants; should include group 
instruction plus practical exercises and individual 
consultation with physician, nurse and dietitian to 
individualize the care plan of diabetes; requires use of 
classrooM, nanuals, educational aids, etc.; should have 
access to learning center for individuals and fa~ilies. 

Ho~e management ~ay be provided through clinic or 
hospital ambulatory service with group or individual 
instruction. The s ane tean personnel should be utilized. 
The office nurse may act as nurse educator if so 
educated. Tean members should act together as 
consultants in coordination with the attending physician. 
Education may be done in small groups or individually 
over longe r periods of time hut will cover the same 
rna t e r i a 1 s . R e f e r r a 1 to a soc i a l a g e n c y o r p s y c h o l o g i s t 
~ay aid in adjust~ent to the psychological needs. 

Ho~e visits by visiting nurse ~ay be combined with 
instructions by the physician in consultation with the 
nutrition ist to provide the home management education. 
Individualized instructions and observations can be 
carried out both at ho~e and in the office by the nurse, 
the attending physician, nutritional consultant and 
social worker. 

ASSESS~1EtiT: Evaluate the current level of kn01vledge and skills. Be 
certain the individual/f arni l_v has acquired knO'r·iledge and 
skills as described in Survival Level section. Detennine 
th e needs of individual -and fa~ily and plan the 
educotional appr oac h based on assessment of learning 
ahility, willingness to learn, language, age, type of 
dia betes , and h~1e situation. 

DOCU1~F.NTAT!Otl: Docur1entation in the t1edical Reco rd includes: assess ~en t 
of the particular ne eds of the individual and fa~ily; 
teaching plan to ~et the ide ntif ied needs; materials 
~iven to and reviewed with individuals and families; 
1ndividual and fa~ily response to materials and/or 
teaching; and, a plan for review and/or follow-up of 
teaching. 
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Content for Educati onal Proqran in Hor1e tlanaC]e:~ent of Diabetes 

UIDI VIDUAL t,NQ /O R 
rrr-s-Po :; SIBLE PERSOt~: 

In su l i n-Oeoendent Diabete s ----

-States relationship of 
un der-nutrition to in­
sulin deficiency. 

-Stat es relati o ns~ip 

bet1·1een food, exercise 
an d insulin. 

-Stat es valu e of food 
to nain t ain nornal 
gr owth, weigh t and/or 
heal t h. 

All Diabet es 

DEFINIT!O ri 

-Lists sy:~pt~s of 
di ahetes. 

-Explains the relation­
ship of symptons to 
insulin deficiency. 

-States how the diagnosis 
of diabetes is made. 

NU TRIT ION 

-States the in­
portance of food 
and control of 
diabetes. 

-States relationship 
of food to insulin 

-States reasons for 
consistency in daily 
caloric intake. 

-States reasons for 
consistency in daily 
caloric intake 

-States types of 
nutrients (CHO, pro­
tein, fat, etc.) in 
food, their function 
in the body and their 
effect on the blood 
glucose level. 

Non-Insulin Deoendent Diab e 

-States relationship 
between state of over­
nutrition, inactivity 
and relative insulin 
deficiency. 

-States relationship 
of obesity to diabetes. 

-States need to attain and 
naintain desirable body 
v1e i g h t. 

-State s role of activity 
in achieving and / or 
maintaining ideal body 
weight. 



lnsul in - Deoe ndent Diabetes 

- Explains rel at i onsh ip 
of neals and snac ks to 
in sulin and lifestyle 

-E xolains how to increa se 
fo od inta ke for vigorous 
or une xpe cted activi ty . 

- Sele cts appro~riate 
fo ojs fo r unexpected 
acti vity. 

- States the onset, peak 
and effective duration 
of i n j e c ted i n s u l in ( s ) . 

- Explai ns diffe rence 
bet~oH:?e n U4Cl , U80 , 
ar>d 100 insulins. 

- States how t o store 
in sulin(s) at hone. 

-l d~n~if ies correct 
syrin r, ~ fo r co nc ent ra t ion 
of iw,ul in be ing used. 

- ne~o n strates co rre c t 
t c:::h ni<1ue for measureme nt 
and 1nJCC~io n of insulin. 

All Diabet es 

- Descr i bes a food ex­
chan ~ e system which he/ 
she is to use. 

- States ne ed for 
modification of CHO 
and fat inta ke. 

- States his'/her 
sug gested r1eal plan. 

-Explains rationale 
for his / her ~eal plan. 

-E xpl ains need for 
flexible food 
distr ibut ion through­
out tile day related 
to activity. 

-Plans appropriate menus 
according to r1eal plan. 

-Selects foods to r1atch 
allowan ces in his /h er 
11ea l plan. 

-Sele ct foods in proper 
serving size; when 
appr opria te patient 
use s food scale, cup, 
spoon, etc. 

- MEDI CA.TIQrj 

- States what action 
insulin v1ill have 
on blo od sugar. 

-E xplains how exercise 
and insulin affect 
blood sugar . 

-Explains use and 
action of regul ar 
insulin. 

-States when and 
h 01·1 reg u l a r i n s u l i n 
may be used in tif'le s 
of stress. 
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Non-Insulin Dependent Di a ~' 

-States what foods to 
avoid in f'le a l p l ann i n g 
to achieve proper weight. 

-Explains type and action 
of oral agent, if used. 

-States possible side 
effects of oral agents. 

-Explains pos si-b le 
interactions of oral 
agents with other drugs 
which are being taken. 



lnsul in- Depe ncient Diabetes 

-Demonstrates how to ~ix 
regu lar and intermediate 
insulins. 

-Demonstrates h~w to sterilize 
and store a qlass syringe, 
if using glass equipl'lent 

-fl emonst rates how to properly 
discard disposable needle 
and sy ringe. 

-Demonstrates how to use a 
variety of injection sites 
and how to keer record of 
site rotation. 

-Explains how to avoid in­
suli~ lipodystrorhies. 

-Explains why the 
two-dror clinitest 
method is preferred. 

All Diabetes 

MOrliTORING CONTqOL 

-States what infor~ati on 

is derived fron urine 
tests for sugar and 
acetone. 

- 0 en o n s : r a t e s s k i 1 1 i n 
perforning urine test­
ing for sugar anrl 
acetone with appro~riate 
t e s tin a r:1a t e r i a l s . 

-States ~d ifference in 
f'lethod and infomation 
obtained fron first and 
second voiderl specimens. 

-Explains importance of 
tining urine tests 
accurately. 

-Demonstrates how to main­
tain accurate records of 
urin e tests, recording ~ 
sugar in specimen . 

-Interprets own urine 
test records accurately. 

-Explains how to store 
urine testing materia ls. 

-If using clinitest 
tablets, (a) explains 
what is me ant by pass 
through reaction and 
wh a t i t s i g n i f i e s , 
(b) denonstrates correct 
method of perfon,ance 
of tests, (c) explains 
how to treat ingestion 
of caustic tablets 
(clinit est tablets). 
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No n- Insulin Deoencent Diabc 

-States the rationale for 
use of dip-stic ks in tes· 
ing the urine for glucosr 



In sul in- Clene ndent Diabetes 

-States how to cho ose 
ex tr a food t o ~eet 
needs of in cr eased 
phy:;icia l activity. 

- E•r lai n<, why a diabetic 
must u rry food or sut)ar 
or so·.,,.: Sllh:> tan ce for 
tr ea ti n'l a hyro<Jlycen ic 
rea c ~ ~ o n. 

- :,ho.;s y ~~ "- of food or 
sugJr ~n1 cn he/she 
CJrri f' <, , 

All Diabetes 

-Explain s the effect 
of the urine test 
i n f o r;na t i on of 1 Ovl and 
high renal thresholds. 

-States possible effect 
on urine glucose tests 
of ketones, ingested 
drugs (VitaMin C, aspirin, 
etc.) and other sub­
stances. 

-Verbalizes need to discuss 
urine test results with 
health care provider. 

HYPOGLYCEr1IA 

-Review sympt~s of 
hypoglyce~ia v~ich 
might occur. 

-States own sy~ptorns of 
hypoglycenia and usual 
progression of sympto~s. 

-Reviews possible causes 
of hyroglycemia. 

-Identifies situations 
when he/she is ~ost 
likely to bec~e hypo­

·gl_vcemic. 
-Explains how hypo­
glycemic reactions 
May be prevented. 

-States relationship of 
alcohol ingestion to 
hypoglycemia 

-States how to treat 
hypoglycenia. 

-Verbilizes why a 
diabetic Must carry 
idcntificaton. 

-Shows his/her 
identification. 

16 

Non-Insulin Dependent Diabetc 

-States possibility of 
"Antabuse type reaction" 
with use of certain oral 
agents and alcohol in­
gestion. 



Insu1 in-Deoendent Diabetes 

-States when and how 
glucagon may . 
be used in treat~nt 
of hy[)O<Jlycemia. 
-Oe~nstrate s how to 
draw up and administer 
glucagon. 

-St ates r elationshio 
be!\o~een illness and 
ket o<.Jcidos is. 

-States early signs of 
ketoacidosis. 

All Diabetes 

YYPERGLYC~n:A (COnA) 

-States what hyperglycenia 
and diabetic cona are. 

-Identifies possible causes 
of hyperglyce~ia and 
dia bet ic c or1a. 

-States signs and 
syr1rto~s of hyper­
glycenia and diabetic 
COf'la. 

-States progression of 
untreated hyperglycenia. 

-States action to be 
taken to treat or 
prevent progression 
to diahetic cona . 

ILLNESS 

-State s effect illness 
w i ll have on d i a he t e s . 

-States observations 
of state of healt~ 
and of diabetes to 
report to doctor . 

-States rul es of 
general care during 
illness (activity , 
treatr1ent of fever, 
etc.). 

-States types of foods 
or fluids which ~ight 
be appr opria te for sick 
days. 

- Identi f ies nutrients which 
r1io'lt be userl if nauseaterl 
(i~ e ., ca rbohydrate con­
taining fluids). 

- Plans r1 enus for sick day. 
- States rationale for fluid 

intake while il 1. 
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Non - lnsul in Dependen: Diabete : 

-States relationship 
hetween illness and 
hyperglycemia or non­
ketotic hyperos~olar 
cooa. 

-States early signs of 
excessive hyerglycenia 
or non-ketotic hyper­
osrlolar cooa. 



ln sul in - !leoendent Diabetes 

-States neerj for insulin 
on sick days and plan 
for regular insulin 
sup;::>lenents under 
ap p ro~riate nedical 
super·vi sion . 

-S tate s that sudden or 
vi qor uus act ivity may 
r a p i j 1 y 1 n .-1e r h 1 o od 
glucose causin0 in­
su lin reac :i ons . 

- Stat(~s soa l to prevent 
hy ren:Jlyccnia or hypo­
glyc~~ i~ and naintain 
hl oorJ gluc ose l evel as 
n c a r n o r. ;-~ a l a s po s s i b 1 e . 

All Diabetes 

-State s how frequently 
urine tests for sugar 
and acetone are to be 
pe rfo med and denon­
strates skill in test­
ing for ketones. 

-Verbilize s need for 
nedical help in treat­
ing underlying illness. 

ACTIVITY 

-E x p l a i n s 1-1h y 
re~ular exercise is 
important to the 
mana~e~ent of diabetes. 

-States the effect of 
exercise on blood 
su gar levels. 

-S tates need for 
food intaY.e during 
vi gorous activity . 

CONTROL OF DIABETES 

-E xrlains what good 
control is for h irn/her. 

-States significance to 
hi s/ he r health of hyrer­
gl ycemi a or hypoglycenia. 

-D cnons trates by problem 
solvinq how to ad just 
fo od activ ity and 
medication to improve 
pattern of control. 
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Non-Insulin Dependent Dia~e 

-States need for 
alteration of medication 
on sick days under 
appr op riate medical 
s u pe r v i s i on . 

-State s that vigorous 
or prolonged activity 
may cause low hl ood 
glucose when ta king 
or al agents. 

-States goal to ma intain 
non'la l blood glucose, 
avoid glycosuria and to 
achieve and mai ntain 
nonnal weight. 



nsul in-Deoendent Diabetes All Diabetes 

-States how he/she will 
make adjustments in 
his/her own regimen to 
improve control. 

-States relationship 
of persistent hyper­
glycemia to the 
develop me nt of 
vascular con­
plications . 

HYGIE ~E AND COMPLICATIONS 

-Explain s the need for 
good personal hygiene. 

-States need for special 
care of feet. 

-Identifie s those 
factors 1vh i c h 
adversely affect cir­
culation (smoking, 
pressure, cold). 

-Identifies those 
factors which nay 
cause injury to the 
feet. 

-Demonstrates how to 
inspect and hathe feet, 
trir1 nails, etc. in care 
of feet. 

-Explains the need for 
well-fitting shoes and 
socks. 

-Explains proper care of 
skin and genitalia. 

-Explains proper care of 
gums, eyes, teeth, skin, 
etc., according to age 
requirements . 

-Lists complications which 
occur in diabetes. 

-Verbalizes relationship of 
complications to state of 
control of diabetes. 

-State s the need for req­
ular health check-ups.-

PSYCHOLOGI C AD J USTMENT 

-Expr esses insight into 
reacti on to having 
diahetes. 
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Non-Insulin Dependent Jiabetes 



Insul in -De Dendent Diabetes All Diabetes 

-Expresses concern or 
anxieties to health 
care provider. 

-Discus ses carabilities 
and li~itations i~posed 
by diabetes with health 
care provider. 

-Identifie s self as diabetic 
to peers and colleagues. 

-State s how to use available 
health services and when 
to seek help. 

-States view of hi~/herself 
as ~ember of health care 
tear1. 

-Expresses need to monitor 
chan(}ing needs. 

-Plans future medical and 
educational appoint r1ents. 
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Non-Insulin Dependent Diabe 

Essential Compo nent s of Hone '1anaoerlent Level Education 

- Kn ew rel at i onship 
bet·.-;een insuli n 
de ficie ncy and 
un de r-nutrition. 

- ~now fo o~ needs for 
non:-:al weight and 
<Jr o·Nt h. 

- Kno ~ r e lation of 
mc::Jl s to act ivity 
an d insulin action. 

- Knaw what to cxrec t f ron 
i nsu l in . 

- Know how to care for 
in su lin . 

DEFI NITION 

- Know how diagnosis is 
r1ade; recognize the 
syr1 ptons of lack of 
control of diabetes. 

NUTRITI ON 

-Become ac quainted 
with f ood exchange 
1 is ts. 

-Pla n own ~eal in­
cludin g a variety 
of food s . 

11ED IC AT I ON 

- Kno1·1 in su lin lowers 
blo od glucose and 
descr i he the need 
to balan ce insulin, 
food an d exercise. 

-Know relationship of 
ins ulin lack to over ­
nutrition. 

-If overwei ght , know need 
for calorie reduction; nc 
omit meals if on no ~edic 

-Recogn ize the ac~ions 
an d cautions in the use 
oral agen ts . 1 

-Rec og ni ze that failure 
to reduce wei ght l eads 
insulin requi re~:1ents. 



lnsul in -Oeoende nt Diabetes 

- Identif ies goa l -to 
prevent hyperglycemia 
or hypoglycemia and 
naintain blood glucose 
level as near nonna l 
as possible . 

- Know when to test for 
acet one and the sig­
ni ficance of a positive 
resu l t. 

- Know the use of seco nd 
voidin <J in control . 

-Le arn to antici~ate 
need for extra food. 

- Patient and family 
learn use of glucagon . 

-Learn tests for ketones 
and their s ignificance. 

- Recognize nausea and 
vomitin tJ as sign of 
ketoacidosis and seek 
pro fessiona l hel r. 

- Learn never to omit 
insulin and lear n to 
use supp lementary 
re<Ju lar insulin . 

-Maint ain qoorl control 
to avoid health problems. 

All Diabetes 

CONTROL OF DIABETES 

-Relationship of good 
control to the develop­
men t of va scu 1 a r ccxn p­
licati ons . 

MONITOR I ;~G 

-Learn to test with 
both sticks and 
tablet s . 

-Kn ow the pitfalls 
in tests and reagents 
and the significance of 
test results. 

~y POGL YC ~rq .A. 

-Learn causes of hypo­
glyc emia and know how 
to prevent. 

-Wear identificat ion 
bracelet. 

ILL NESS 

-Learn how illness 
affect s diabetes. 

-Test for urine glucose 
often. 

-Le arn how to eat and 
drink when ill (sips 
of flui d) . 

HYGIEflE AUO HEALTH 

-Prac tice good pe rsonal 
hygiene. 
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Non- lnsu lin Deoenden~ Di abet E 

-Identifies goal to nain­
tain normal blood glucose, 
avoid glyc9suria an d to 
achieve and maintain normal 
weight. 

-If overweight, know that 
urine sugar tests should 
be negative if proper weig h 
loss occurs. 

-Re co<J nize sympt~s of low 
blood glucose and how to 
treat. 

-Avoid excessive activity 
while on reducin g diet . 

-Recognize prolonged low 
blood olucos e can occur 
with oral medication. 

-Know early signs of hyper­
glycemia (coma). 

-Know causes of fo ot 
problems and how to 
prevent th em. 



I I I. 

Air-IS: 

SETTI rlGS: 
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EDUCATIONAL GUIDELINES FOR IMPROVEt1E 1H OF LIFE STYLE 

Educational offerings at the lifestyle level are aimed at 
increasing the individual's and family's understanding of 
diabetes and focus on individual needs. Improved life 
style suggests int .elligent participation by the individual 
in ~anagement of his diabetes resulting in greater 
understanding of his/her needs, flexibility in management 
enabling him/her to partic ipate i n a wide variety of 
activities and ultimately greater self-determination. 

Presentation of material or experiences affect the life­
style of the individual depends on shared experiences and 
individual counseling. 

A diabetes education program may provide lifestyle 
. management by ~eans of small group discussions, problen 
solv i ng, individual interviews, etc., led by a 
knowledgeable health professional. 

Individuals with diabetes used as educators may be very 
helpful in providing infor:nation about lifestyle 
management. The know-how to fit management of diabetes 
into any lifestyle can best be found in the experiences 
of successful diabetics. Educated and screened 
individuals with diabetes can be valuable members of the 
educational team. 

Individual interviews with the physician in coordination 
with the home visiting nurse or nurse educator or 
dietitian may improve the life style of the individual by 
providing observational insights and by being available 
for individual questions and problems solving. 

ASS ESSMENT: Evaluate the current level of knowledge and skills. 
Skills and knowledge described under Survival and Home 
Management levels should be mastered by this point. More 
than in other levels of education, assess~ent of 
individual needs must include aoe, occupation, likes, 
dislikes, fears, current life style, ethnic background, 
language, learning ability, and willingness to learn. 

OOCU11EtlTATION: Documentation in the t-1edical Record includes: assess r.1 ent 
of the particular needs -of the individual and fanily; 
teachin ~ plan to r.1eet the identified needs; materials 
given to and reviewed . with individuals and families; 
indiv dual and family res!X)nse to materials ~nd/or 
teach ng; and a plan for review and/or follow-up of 
teach ng. 



Content for Life Style Educational Proqrams in Diabetes 

IrW IV I DUAL fl.tlO/OR 
RES PO ~SI BLE PE~SON: 

Insul in- De rendent Diahetes 

- Selects food appropriate 
f o r s c h o o 1 1 u n c h rne n u , 
cafeter ia , or work site. 

All ~iabetes 

DEFINJT!Otl 

-Identifies the 
signifiance of 
hype rg lycem i a in 
relation to other 
metabolic problens 
and long tem C()"1-

P 1 i cations . 
-States the sionificance 

of hyperglycenia and 
glycosuria or vice 
versa relative to 
changes in rennl 
threshold. 

-Lists the r1ain 
differences hetween 
insulin derendent 
(JODt!) and non-insulin 
derendent diabetes 
(r10 0f '). 

~states current know­
ledge of hereditary 
aspects of diabetes. 

-Verhalizes concerns 
ahout diabetes in 
other family members. 

tWTRIT!Otl 

-Correctly selects 
food from a food 
g r o u p i n 9 s y s t em f o r 
a variety of situations 
consistent with his/her 
lifestyle. 

-Select s ap propriate 
neals fron a restaurant 
or fast food 1:1enu. 

-Plans an appropriate 
meal or snack for 
holiday, party , or 
birthday. 

Non-Insulin Deoendent Jiabete c 

I 
-Sel ects food appropr ately 

frcrn a neal s-on-1~hce s menu, 
cafeteria or work si e. 



Insu1 in - ~eoen::Jent Diabetes 

-!f appropriate, shows how 
to char: ,.;e i gh t on a 
gro11tf1 chart. 

-Sh ows how to change 
me c l ~ l a n f o r s po r t s , 
pregn ancy, etc. 

-Pla ns need for extra 
foo·: •or vi~orous or· 
sustJinc~ pnys icial 
activity (i.e ., bad­
pac kinJ, skiing , hiking, 
etc.). 

- St ate : hov1 food intake 
i s plMnnerl to preve nt 
hypo(_) lycCfTl ia. 

All Diabetes 

-States how to evaluate 
food products from 
1 a he 1 s. 

-Identi ies those 
dietet·c or · low calorie 
foods which might be 
appropriate for his/ 
her own r:1eal plan. 

-States current policy 
concer ni ng dietetic 
foods and s>~eetening 
agents. 

-States effects of 
food on blood lipid 
1 evel s. 

-Selects appropriate 
types of fat when 
planning neals. 

-Shows how to adapt 
recipes for own meal 
plan. 

-States need to 
consider alcohol 
as source of calories 
and shows how to in­
clude in rneal plan. 

tl[O!CA TION 

-States how to use 
reg u 1 a r i n s u l i n 
for needs in tine 
of stress or ill­
ness. 

24 

Non-Insulin Deoendent Diabet 

-If appropriate, explains 
h m1 01m ne a 1 p 1 an 1·1 i 1 1 
helr achieve no~al 
weight. 

-Demonstrates how tn 
rlan neals to achieve 
weight reduction. 

-Verbalizes need for phys­
ical activity to ac~ieve 
and naintain ideal body 
weight. 

-Demonstrates how to 
plan neals to prevent 
hypoglycemia while 
losin~ weight if on 
or a 1 rne d i c a t i on . 



1nsul in -Deoe 'l ent Di abetes 

- Denonstrates how to ~ i x 
short and lon~ acting 
insul ins and explai ns 
expe cted henefits. 

-E xplains rati onal e for 
use of nultiple daily 
insu 1in i njections . 

- Explains how own insulin 
r egi nen gives max i mum 
flexibility to his life­
sty 1 e . 

All Diabetes 

-States use, onset, 
pea k , duration of 
action of reg ula r 
insulin. 

-States how insulin 
or other nedication 
may be stored while 
traveling, etc. 

r~o tl ITOR I t!G CONTROL 

-State s advantaqes and 
limitations of -a 
varie ty of uri ne testing 
nate rial s , i . e. , c 1 in i­
test , diasticks , test 
ta re , etc . 

-States conditio ns or 
substance in urine 
whi ch might influence 
accuracy of test, i.e., 
vitar1in s , etc. 

-States how to determine 
whether test material 
is fresh or spoiled. 

- Demo nstrates by problem 
solving how to interpret 
i n f o rr1a t i o n from u r i n e 
tests. 

- Based on own urine test 
r ecords , s tat es changes 
ne eded in own regi me n to 
achi eve better control . 

-Oenonstrates how to 
accurately perform blood 
sugar determination hy 
dext r ose sticks, if 
appropr iat e . 
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Non-Insulin Deoend~~t Diabe 

-States cautions regardin g 
use of oral agen ts ~ased 
on current status of oral 
agents. 

-States rationale for alte ~ 
native therapy of non­
insulin dependent diabete ~ 



Ins ul i 'l-~eoendent Diabetes 

-Di stinguishes between 
adrenal in - induced symptoos 
of hypo~ lycenia and 
physic i a 1 synptans of 
e1110tional stress , such 
as anger and fear. 

-St ates the poss ibility 
of hypoglycen ia wit~ 
incestion of alcohol 
without follovving meal 
plan and the danoer 
of confusion of hjpo­
glyce~ia ~ith intoxication. 

- Stat_e<, hO>I to usc 
re'Jular insulin sup­
pler:tents dtJrin g ill­
ness under appro~riate 
medic-31 supervision. 

- S:Jtes ho,, to nodify 
f ory ~ an<1 insulin to 
r~ et ne0rls du ring 
evtr~'leS of activity. 

All Diabetes 

HY POGL Yl. Et-1! A. 

-States when he/s~e is 
most likely to becone 
hypoglycenic and states 

-how to prevent hypo9 lycen ia 
by anticipatory treat r:ent. 

-States importance of infonn ­
ing others about diabetes 
and hypoglyce~ic reactions. 

-Verbalizes what frienrls or 
cmpa n ions need to kno•' 
about insulin reactions. 

-States effect of neuropat~y 
on epinerhrine release 
and consequences to 
rec ognition of hypo­
glycer.lia . 

ILLNESS 

-Denonstrates hy problen 
solving how to modify 
food and medication when 
i 11 to prevent progre s­
sion of hyperglycemia, 
ketoacidosis, or hypo­
glycemia. 

ACTIVITY 

-Sh ows record of par­
ticipation in suit­
able exercise program. 
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Non- I nsu 1 in Oepende nt Di abet 

-States danger of hypo­
glycer.lia it~ ingestion 
of alcoho unaccor.oanied 
by food i taking ora 1 age 

-States how regular insuli r 
might be required j~ring 
illness or severe stress. 

-Identifies need for 
cardiac evaluation and 
health professional 
9uidance and suoervision 
before entering extre~e 
exercise prograr.. 



lnsu l in-DeDendent Diabetes 

Identifies by oroble~ 
sol ,;in g the "So~ogy i 

effect and cycling" and 
explains how to prevent 
or treat resulting 
"brittl e" state. 

States relationship of 
juvenile onset rliahetes 
~ellitus to retinopathy, 
neuropathy , nephropathy 
and necrobiosis. 

All Diabetes 

CONTROL 

-States orobable 
benefits of good 
control an d con ­
sequences of poor 
control. 

-Identifies specific 
goals for control of 
diabetes after dis­
cussion with personal 
physician. 

-States how treatnent 
plan ~ay he ~ed ified 
during travel, illness, 
or vi go rous activity. 

-Identifies recent or 
curren t research results 
and their relationship to 
control of diabetes . 

-States relationship of 
control to susceptibility 
to infection and other 
acute or subacute proble~s . 

COMPLICATIONS 

-States known relation­
ship of chronic 
va scular problens to 
diabetes. 
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Non-Insulin Deoendent ~iab ete s 

-States how control 
is to be monitored 
to avoid hyperglyce~ia. 

-States relationship of 
non-i nsu 1 in-dependent 
diabetes to coronary 
artery disease, 
atherosclerosis, 
cerebra 1 a rter i o­
scle rosis, neur opathy , 
retinopathy and cataracts. 



l nsu l in_rler~nGe nt Diabetes 

- Verbalizes specific 
pro::>1e.'1S for children 
i. e ., ~al<in J shots 
te s t ing urin~ . eating­
awa y f r on hoc1e , what 
t o t ell ~eachers, etc . 

- '/crbJ 1 ize s arjo l esce nt s 
hav e p r oble~s with spo rts, 
datin 'J , drivi ng , self­
ina se, re sponsib ility, 
c tc. 

-States that parents 
have spe cial needs in 
copin1 with e~o tional 
n e cd s of a c h i l d w i t h 
d i -3 he te s. 

-V ertlal izc s that yount] 
arlult s r: ay have 
s re r i a 1 n e crl s i n r e­
'1<1 rr1 <; to jobs, insurance , 
marr 1aoe , con trac ep tion, 
pr eo n,J'lCY anj farni ly 
re s V) ns i 1 i l it i cs . 

All Diabetes 

-States role of control 
of diabetes and other 
factors in prevention 
of ccxnplications. 

-Ver b a l i z e s how he Ish e 
wi 11 practice good 
control of ~iabetcs and 
good ~ealth maintenance 
to prevent or delay 
can r l i cations . 

PS YCH OLOGIC ADJUSTMENTS 

-Denonstrates by life 
style acceptance of 
chronic nature of dis­
order . 

-Acknowled 9es worth of 
diabetic as goorl ex­
anple in helping other 
dia he tics cope with 
their disease. 

- Verbalizes concerns re­
laterl to having diabetes 
at different ages. 

-Re cognized that living 
with diabetes is a 
matter of concern to 
a 11 r.1enbe rs of the 
fami 1 y. 
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Non-Insulin Deoendent Diahe 

-Verbalizes t~at midd le 
aqe diabetics have 
rroblems concerning 
job security, insurance, 
traveling, etc. 

-Verbalizes that 
elderly diabetics have 
problel'ls with surgery, 
illness, degenerative 
changes, etc. 



hsul i'1 - Deoe ndent Diabetes All Diabe tes 

-Lists resources avail­
able to help the diabetic 
cope with special needs, 
i.e., camps for diabetic 
children, educational 
resources , healtn 
counseling, social 
age n c i e s , etc . 
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Non-Insulin Deoenden~ Diabe 

Essential Corwo nen t s of Life Stvle Level ~ducation 

- r now how to ch oose 
food s under extrenes of 
activities . 

-L earn use of snacks to 
pr eve nt hypoglycem ia. 

-Le arn t o ccn hine , split 
an rl va ry dosage of in­
sulin to ob tCJ in spec i fie 
e f f c c t s a n d i m p r o v ed 
cant rol. 

- rnow n0w to ~odify 
r cn 1r.0n t .1 ri a i nta 1 n 
c:;ooj cont rGl v1hile 
tr dvPllr1' l , erH;aq in CJ 
in s :,o rt '> , j ur1na 
i l 1 n <: s s , e tc . -

DE F PH T I ON 

-Recognize importance 
of control and factors 
influencing it. 

NUTRITIOr~ 

-Select ~eals in a 
variety of situations, 
restaurant, party, etc. 

-Learn ~ood selection 
and preparation. 

- Be able to adaot recires 
to introduce variety 
into meals . 

MEDICATION 

CONTDOL OF DIABETES 

-Define aoa l s ; control 
goals and behavior 
ne cessa ry to ~eet the~. 

-I f overweight, imorove 
control of diabetes by 
food and wei qht reducti on. 
and increased activity. 

-Learn use of regular insu · 
and other measures when i 
or for better control. 

-Ideal weight is the most 
important medicat ion 
for control of ~1 01l .'L 

""-

-Resolve to reduce weight 
if overweif]ht and ~a i ntai 
good health habits. 



lnsu l i n- Depe ndent Diabetes 

- K n o·.-~ t hat va scular 
di seases are po ssihle 
and ho w to cope wit h 
t hel"l . 

- Ide'lt i fy i n s~ lin as a 
fri enri ; strive fo r 
essentiall y t he sar1 e 
life goa l s as be fore 
di abetes . 

All Diabetes 

COMPLICATIONS 

-Know that to.prevent 
comolications contr ol 
~us~ be as good as 
ro ~ -) l e. 

PSYCHOLOG !C ADJIJSTMErlT 

-Deal effectively with 
the i ~ pact of the 
disease; control the 
di sease , don't let it 
control you; recognize 
the soec ial proble~ s 
of different ages. 
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Non-Insulin Dependent Diabet • 

-Know that accelerated 
aging ~ay be a proble~ 
and how to deal with it. 

-Changin g patterns and life 
style if overwe1ght . 



Suggested Specific Nutritional Components (Concepts) 
of the 

Survival or Initial Management Level 
for 

Insulin-Dependent Persons 
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1. Food is needed to provide energy (and nutrients) for the body's growth and 
mai ntai nence. 

2. Insulin is needed to allow the energy or sugar from food to enter the cells 
from the blood and be used. (The analogy of insulin as a bridge into the 
cell or a door opener into the cell may be used). 

3. When the body exercises it requires less insulin to use the same amount of 
food or more food for the same amount of insulin. 

4. A balance between insulin and exercise on one side ( illustration of a balance 
or scale may be used) and food on the other side must be maintained to prevent 
problems. 

a. Too much food or too little insulin ( as in the case of the untreated 
diabetic) leads to high blood sugar which is undesirable. 

b. Too much insulin or exercise or too little food leads to hypoglycemia 
or an insulin reaction. 

5. Since insulin is injected, complete meals and snacks in appropriate amounts are 
needed at specific times to prevent hyper and hypoglycemia. 

6. To make it easier to get the right amounts of food, exchange lists have been 
designed. Each list contains foods which, in the amounts listed, provide about 
th e same amount of calories and carbohydrate. 

7. Thus , whichever food is chosen, in the right amount, it is the same as far as 
cal ories and carbohydrate. This makes meal planning easier with variety 
possi ble once the amounts of each group which should be eaten at each meal 
and snack are known. 

8. M~ a l plans are not .the same but desiqned for each individual based on insulin 
therapy, nutrient needs, activity, and life style. They may need to be changed 
later to meet changing needs. 

9. Specific amounts of foods in each list. 

10. The client's specific meal plan and basic rationale for it (to prevent hyp~ 
glycemia at peek insulin time, to allow favorite food at breakfast, to 
prevent hypoglycemia during regular exercise time, and so forth). 

ll. Examples of how to use the meal plan to plan meals. 

12. Concentrated sweets (give examples) must be avoided because they are absorbed 
immediately in large amounts v1hich cannot (usually) be handled by the injected 
ins ulin, resulting in high blood sugar. 

13 . It is important to carry a quick sou rce of "sugar" or carbohydrate at all 
ti me s to be taken in case of an insul in reaction. This might include hard 
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candy, canned orange juice, regular soda pop, or sugar cubes. 

14. When ill, it is important to contact the physician immediately in order to be 
able to continue insulin and food intake. 

15. Follow-up is essential in order to evaluate the meal plan for needed changes, 
answer questions, and discuss other information which should be understood (a 
preview may be given and plans made of topics to be covered). 

16. Specific time and place for the follow-up session. 

Note: Occasionally, very basic principles of weight control in diabetes will need 
----to be discussed at this point. Concepts which might be included are: 

a. Fad diets are inappropriate because they do not meet the needs of the person 
with diabetes. 

b. 3500 calories make up one pound, thus a reduction of calorie intake will 
allow weight loss or an increase of exercise will use more calories and 
increase weight loss. 

c. Before decreasing intake or increasing exercise for weight loss, the 
physician and dietitian must be consulted for appropriate changes in 
insulin and meal plan. 

d. Your specific meal plan has been designed to do the following in terms of 
weight control: 



Suggested Specific Nutritional Components (Concepts) 
of the 

Home Management Level 
for 

Insulin-Dependent Persons 

l. Encourage input of client and family in development and achievement of 
the nutritional care plan--especially in identifying changing needs 
relating to the meal plan. 

2. *Review the need of insulin to handle the glucose from food. 
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3. Without insulin, the body cannot use food and so becomes undernourished, 
resulting in weight loss. 

4. *Review individual's meal plan and the rationale for it. 

5. *Review the amounts in each exchange list and stress that onl y in that 
amount can intake be kept consistent. Discuss estimations. 

6. Carbohydrate is the main source of the body's energy and is converted 
directly to glucose in the body--simple carbohydrates (as candy) faster 
than fruit or milk sugars which are converted faster than starch wl1ich is 
complex and must be broken down. 

7. Exchange lists containing carbohydrate are: l) Vegetable and 2) Bread­
Cereal (both in the form of starch); 3) Milk and 4) Fruit (both simpler 
forms). 

8. *Review the necessity of avoiding concentrated sweets because of their 
concentration and rapid absorption. 

9. Protein above the amount needed to maintain, build and repair body tissue 
(muscle) can be converted to glucose in the body. 

10. The main contributors of protein to the diet are the meat and milk 
exchanges although the vegetable and bread exchanges contribute sma ll 
amounts. 

11. Fat is the storage fonn of energy. Only a little bit of fat is converted 
to glucose in the body but insulin is needed to store it so it does 
affect ultimate control. 

12. Fat is provided by foods found in the fat exchange li st and meat ~xchange 
list. If whole or two per cent milk is used, fat will also be provided 
by the milk. There are some foods listed with the bread and cereal 
exchanges which also provide fat. 

13. One of the important features of a diabetic meal plan is the even and 
proper distribution of carbohydrates so that the glucose produced 
will be in the proper amount for the in sul in taken. 
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14. It is most important to eat all foods from the carbohydrate-contributing 
exchange lists at the times and in the amounts specified. For emergency 
situations when such foods are not available , the emergency exchanges 
should be used: 1/2 (skim) milk exchange = 1 fruit exchange; 1/2 bread 
exchange = 2 vegetable exchanges. These are not as accurate or equal 
as far as other nutrients to the original exchanges in the meal plan. 
They are strictly for emergency exchanges to give carbohydrate equivalents. 

15. Since protein can affect the blood sugar level it should be eaten according 
to the meal plan except for very occasional times. Then, on special 
occasions, some (not all) of the meat exchanges can be "saved" to allow 
a larger portion of meat at a later meal in the day. This cannot be done 
with milk because it also contains carbohydrate. 

16. Since fat has no immediate effect on "blood sugar," fat exchanges can be 
"traded" between meals in the day as long as the total amount allm1ed is 
not exceeded for the day. (Fat contributes twice as many calories as 
protein or carbohydrate in the same amounts besides affecting total 
insulin need). 

17. Because persons with diabetes are more likely to have problems with heart 
disease, it is important they limit their intake of saturated fat and 
cholesterol to decrease their risk of such problems. 

18. Sources of saturated fat and cholesterol to be limited include: (Point 
out how the exchange lists simplify this). 

19. Control of diabetes, as the nurse and doctor have discussed, is important 
so you can feel good now and stay healthy in the future. Following your 
meal plan is essential for this since food affects blood sugar levels as 
previously discussed. (Use of a method of reading blood glucose levels 
combined with food intake may be appropriate here to illustrate the effect 
of diet on control). 

20. The best way to have good control is to have regular exercise and consistent 
intake of carbohydrate, protein, fat, and calories from day to day so 
the correct amount of insulin can be determined and taken. 

21. *Review the exchange system and that it allows this consistency in intake 
while assuring proper nutrition and being easy to follow. 

22. Proper nutrition is important to assure proper growth and health: 
Protein allows for growth and repair and maintenance of tissues. Carbo­
hydrate provides energy and fat provides a storage form of energy. 
Vitamins and minerals which come in different amounts vith the protein, 
carbohydrate, and fat help regulate the body processes. The meal plan 
has been designed to provide proper amounts of these things. / 

23. *Review that the meal plan should be "followable"--adapted to lifestyle 
and activity and then insulin given to cover these aspects. 

24. *Review the effect of exercise to increase the need for food or decrease 
the need for insulin. 



25. In the case of unexpected or unusual exercise, two fruit or one bread 
exchange may be taken for each 1/2 to one hour of anticipated exercise 
before it is begun. If exercise is prolonged this intake should be 
repeated at intervals. 
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26. Review- time of peak insulin action and need to have adequate food intake 
at this (these) time(s) to prevent insulin reactions. 

27. Discuss "case studies" (or the individual's own problems) of persons with 
diabetes who have recurrent high or low blood sugar at certain times. 

28 . Un avoidable delays in meals can be handled by taking one bread exchange 
for each hour delay beyond one hour or by switching the evening meal 
and bedtime snack for longer delays. 

29. Alcohol must be eaten with or soon after rather than before meals, according 
to exchange values and allowances (give list to appropriate clients) or 
it may cause insulin reactions. 

30. *Review concentrated forms of carbohydrate which can be carried to treat 
a reaction and evaluate with the client those he or she carries. 

31. Introduce other foods which may be used to treat hypoglycemia, such as 
milk and the reason that these will also be effective. Also discuss the 
need for "substantial food" such as a sandwich to follow the intake of 
concentrated sweets for slower, prolonged release of glucose. 

32. Emergency exchanges can also be used on "sick days" when the most important 
goal is to provide carbohydrate (for energy) and fluids. Give values in 
terms of bread or fruit exchanges for pop, popsicles, sherbet, jello, 
and ice cream. Emphasize these are more concentrated and so should be 
taken in smaller amounts, dividing each meal into two or three smaller 
feedings. Later, eggnog, ice cream, cream soups and so forth can be 
added according to the exchanges as tolerated. Fruit juices are also 
excel lent sources of carbohydrate and fluid. 

33 . Give proper resources for and encourage use of other help such as: 
a. R.D. 's phone number 
b. Local Diabetes Association affiliate 
c. Diabetes center 
d. Extension offi ce 
e . Continuing meetings of profess ionals with groups of rersons with diabetes 
f. Camps for children with diabetes 

*Indicates the item is a review of information already presented, often for 
adde d emphasi~ or a more in-depth discussion. 



l. 

Suggested Nutritional Components (Subjects) 
of the 

Improvement of Lifestyle Level 
for 

Insulin-Dependent Persons 

Rules for eating out. 
a. Use of emergency exchanges 
b. Salad bar "values" 
c. Thinqs to avoid 
d. Importance of aSking questions 
e. Specifics for each type of food or course 
f. Rule s for fast-food establishments 
g. Rules for cafeterias 
h. Suggestions for packing lunches 

2. Use of information on labels 
a. Ingredient list and words representing sugars 
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b. Carbohydrate, protein and fat values and adapting them to exchange values 
c. Nutrients listed 

3. Nutritive and non-nutritive sweeteners 
a. Current statement on saccharin, cyclamates and others 
b. As sources of carbohydrate and kilocalories 
c. Guidelines for daily use (Example: Less than 16 kilocalories per day 

from these sources). 

4. "Dietetic Foods" 
a. Cost 
b. Calories, carbohydrate, and fat content 
c. Importance of reading labels 
d. Items which might be appropriately used 

5. Suggestions for holidays and parties 

6. Ada pta ti ons of recipes 
a. Calculation of exchanges/serving 
b. Subs ti tuti on of forms of fat and sweeteners 

7. Needed changes for pregnancy and lactation 
a. General overview of increased nutrient needs 
b. The challenges of hyperemesis gravida and elevated blood sugars 
c. Practical suggestions 
d. Specific meal plan for the individual 
e. How to monitor and evaluate the meal plan 
f. Some of this information should be covered before pregnancy whereas -details 

would not be necessary at that point. 

8. rl eeded changes for other specific acti viti es. As \'Ji th number 7, give genera 1 
nutritional needs, special challenges, sug gestions to meet these challenges, 
a specific meal plan and ways to monitor and evaluate it. 

9. Needed changes for growth. 

18. Details of the effect of food on blood lipid levels. 
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11. Review and expand on approoriate types of fat and sources of them--indicate 
how to use the label to ma ke such evaluations. 

12. Evaluation of meal plan 
a. Follow growth chart 
b. Monitor weight 
c. Be aware of appetite 
d. t~onitor blood or urine sugar--identify recurrent times of hyper or 

hypog lycemia. 

13. Review measures to be taken to prevent hypoglycemia in the case of exercise, 
delayed meals, and so forth. Then relate to typical situations the individual 
faces. 

14. Use 
a. 
b. 
c. 
d. 

of alcohol 
It is a source of calories 
Types which are also sources of carbohydrate 
Revi ew exchange list values 
Imp ortance of eating with a meal or soon after to avoid hypoglycemia-­
give details of this phenomenon. 

15. Revi ew rules for e~ting during illness and relate to the prevention of hypo and 
hyperglycemia and ketoacidosis. Follow with problem slaving situations and 
evaluation of the individual's management and experiences during illness. 

16. Address individual needs, questions, and so forth. (This may include travel or 
recreat1onal plans, family and social situations, and so forth) . 

17. Give list of resources for use in meeting individual needs. 

/ 
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Essential Features of the 
Team Approach to Diabetes Health Care and Education 

l. Recognition and inclusion of the client and family members as the most 
essential members. 

2. Resnect for and delineation of each member 1 s professional role and 
responsibi lities. 

3. Basic guidelines, objectives, and philosophy are established in writing. 

4. Each professional member understands and supports basic principles taught 
by other members and refers the client to the member who can best answer 
his questions. 

5. Members work together to emphasize the same goals and recommendations. 

6. Members restrain themselves from overloading the client and family with 
information in one short period. 

7. Communication between members is carried on on a regular basis using 
regular meetings and written documentation. 

8. Continuous assessment, evaluation, and appropriate modification of the 
team programs are carried out. 

9. There is coordinated administration. 

10. Consult the references, pages 50 to 52, for further details and examples 
of successful programs using the team approach. 

General Suggestions for 
Achieving the Team Approach 

1. Assume an aggressive role. 

2. Develop (a) good professional relationship(s) with {a) physician(s) who 
seem(s) to understand the importance of the nutritional care and education 
offered by the practitioner. 

3. Be present at rounds and as new patients with diabetes are admitted to 
explain to physicians, nurses , and clients the services which can be provided. 

4. When sufficient support is obtained from physicians and other health care 
professionals, specific plans and programs should be suggested for discussion 
and rev i s i on. 

5. It is best to discuss proposals with several physicians and allied health 
personne l to gain input and support before taking them to the entire 
medical corrn:ittee and/or administration. 
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6. Perseverence and persistence with physicians and administration are essential. 

7. Couns ul t the references on pages 50 to 52 for further suggestions and 
examples of successes. 

8. On page 44 several publications on establishing and evaluating teams and 
educational programs are given. 



Four- D Mode 1 of 
Instructional Development 
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I. Define: (Definition and stipulation of educational requirements) 
--Define the educational challenge 
--Conduct search for relevant instructional materials 

and/or programs already available. (Consult resources 
listed on pages 42 to 44). 

--Define common client characteristics 
--Conduct a task or concept analys i s 
--Define instructional objectives in behavioral terms 

II. Design: --Design a criterion referenced test for evaluation 
--S el ect appropriate media 
--Develop initial design including learning activities 

whenever possible. 

I I I. Develop: (Modification of the initial design) 
- -Obtain evaluations from experts such as physicians, 

·dietitians, and educators . 
-- Modify on the basis of these evaluations 
--Do developmental testing with clients and family members 

to identify needs for revision (include an assessment 
of the success in meeting behavioral objectives) 

--~1odify as indicated by developmental testing 
--Con t inue to test, revise, and retest 
--Evaluation should also be made of already existing materials 

found in Stage I which the practitioner may desire to use. 

IV. Di sseminate: If there is a desire to share the materi als or program 
with other professionals, a summative evaluation would be 
needed . Final pac kaging, distribution, and sale or 
publication could then be accomplished. 

(Summa ri zed from: Thiagarajan, S. et al. Instructional Devel opment for 
Traini n Teach ers of Exce ti onal Children: A Source Book . Bloomington, 
indiana: Indiana University, 1974. 



Resources for Educational Program Planning 

for Diabetes Education 

I. Organizations 

1. American Association of Diabetes Educators 
North Woodbury Road Box 56 
Pitman, New Jersey 08071 

2. American Diabetes Association 
2 Park Avenue 
New York, New York 10016 

Local affiliates of the American Diabetes Association are 
listed on pages 46 to 47. 

3. American Dietetic Association 
430 North Michiqan A~enue 
Chicago, Illinois 60611 

4. American Dietetic Association Diabetes 
Care and Education Practice Group 
Secretary: Joy Kirkpatrick 

72790 Arboleda Drive 
Palm Desert, CA 92260 
714-346-3911 ext. 1451 

Chairperson: Fronia Alexander, R.D. 
3052 Southdale Drive 
Dayton, Ohio 45409 
513- 223 -61 92 ext. 274 

5. National Diabetes Information Clearinghouse 
Westwood Building, Room 603 
Bethe sda, Maryland 20205 
301-496 -7433 or 202-842-7630 

II. Jo urnals 

1. Diabetes Care published bimonthly by the American Diabetes 
Association. Annual subscription rates: $2 5 for individ ua l s; 
$35 for institutions; $15 for students. Professional members 
of the American Diabetes Association receive Diabetes Care as 
a benefit of membe rship. Correspondence concerning subscriptions 
should be addres sed to Subscription Department, American 
Diabetes Association (address in I(2) above). 

Dia be tes Care is a journal devoted solel y to diabetes and 
all its ramifications. Its aim is to improve the care of 
patients with diabetes. It seeks to serve the informational 
needs of the members of the health-care team by coverinq a 
broad ranqe of subjects including drug therapy; diet and 
nutrition; detection and diagnosis; diabetic neuropathy, 
nep hropathy and retinopathy; se xual and psychological problems 
of diabetes. 

42 
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2. Diabetes, the monthly Journal of the American Diabetes Association . 
Professional members receive the Journal as part of their 
membership privileges. Annual subscription rates for non­
members: $40 one year; $70 two years; $100 three years. 
Correspondence concerning subscriptions should be addressed 
to the Subscription Department, Diabetes at the American Diabetes 
Association. 

Diabetes is a journal of a ~ore technical nature than 
Diabetes Care. The former reports original ~aterial only in an 
effort to furnish the medical profession with information 
concerning diabetes and related fields of ~edicine while the 
latter is more concerned with practical care. 

3. Diabetes Forecast, a bimonthly publication of the Ame rican 
Diabetes Association. Subscription rates: $6 per year or 
$12 for subscription plus ADA membership (which allows persons 
with diabetes and their families to qualify for group life 
insurance, work on affiliate projects, attend affiliate 
meetings and classes, learn about diabetes health-care resources, 
and so forth). Correspondence concerning subscriptions should 
be addressed to Forecast in care of the Amer ican Diabetes 
Association. 

Forecast is a magazine to assist persons with diabetes in 
learning how to live with it. It includes articles on diabetes 
research, diabetes and exercise, travel with diabetes, pregnancy 
and diabetes, exchange values for commercial foods, recipes and 
other diet tips and information. 

4. The Diabetes Educator is a quar ter l y journal published by the 
American Association of Diabetes Educators. Subscription is 
included with membership in the Association. Annual dues: 
Acti ve Member, $30; Institutional Member, $100. The membership 
also includes a bimonthly newsletter. 

The Association and journal are designed to promote and 
aid the growth and development of quality diabetes education in 
the United States for the diabetic consumer. 

5. "The Physician's Patient Education Newsletter" is a bimonthly 
publication. Subscription rates: $10/year or $18/year for 
institutions. Make checks payable to the University of Alabama­
Birmingham. Correspondence concerning subscriptions and 
requests for a free review issue may be obtained from Edward E. 
Bartlett, Dr. PH, Editor; Physician's Patient Education Newsletter~ 
930 S. Twentieth Street; Birmingham, Alabama 35294. 

The discussion of the proces~ of education in Part IV was 
taken partly from the October 1978 Newsletter and the April 
1931 issue further discusses diabetes education and behavioral 
diagnosis of clients. The newsletter thus addresses is sues in 
patient education. 



III. Publications 

l. American Association of Diabetes Educators oublications for 
Diabetes Education Program Planning and Evaluation: 
a) "Directory of Diabetes Education PrografTIS" ( $7. 50/copy -

free to members) 
b) "Guidelines for Facility Assessment for Starting a Diabetes 

Education Program" ($3.50/copy for members; 54.50/copy for 
nonmembers) 

c) "Guidelines for Program Evaluation 11 ($1.00 per copy) 
Mail check made payable to AADE at address listed in I(l ) . 

2. Nat ional Diabetes Information Clearinghouse annotated 
bibliographies: 
a) Diet and Nutrition for People with Diabetes 
b) Cookbooks for People with Diabetes 
c) Teaching Guides for Diabetes Education Programs 
d) Educational Materials for and about Young People with 

Diabetes 
e) Materials and Aids for the Visually Impaired Diabetic 
f) Diabetes Educational Materials for Adults with Limited 

Reading Skills 
g) Spanish Language Materials 
h) Pregnancy and Diabetes 
i) General Informati-on about Diabetes 
j) The clearinghouse also publishes bimonthly newsletters 

and "State and Federal Assistance: Resource Directory 
for People 'iii th Diabetes. 11 
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k) Also available through the clearinghouse is an ~!IH ,publication, 
"Pretesting in Health Communications: Methods, Examples, and 
Resources for Improving Health Messages and ~1 ateri a l s." 

3. Resources for instructional development: 
a) Thiagarajan, S. et al. Instructional development for training 

teachers of exceptional children: A source book. 
Bloomington, Indiana: Indiana University, 1974. (Copies 
may be ordered from The Council for Exceptional Children; 
1920 Association Drive; Reston, Virginia 22 091. $5.50/copy 
should accompany the order) . 

b) Briggs, L. J. Handbook of procedures for the design of 
instruction. Pi ttsburgh, Pennsylvania: American Institutes 
for Research; 1970. 

c) Merrill, M.D. (Ed.) Instructional design: Readings. 
Englewood Cliffs, New Jersey: Prentice-Hall, 1971. 

d) Popham, \~. J. and Barker, E. L. Planning an instruct ional 
sequence. Englewood Cliffs, New Jersey: Prentice-Hall, 1970. 

e) Popham,\~. J. and Barker, E. L. Systematic instruc t ion. 
Enql ewood Cliffs, New Jersey: Prentice -Hall, 1970. 

4. Im l ementin Patient Education in the Hos ital. Chicago, Illinois: 
American Hospital As sociation, 1979. Copies may be requeste d from 
the American Hospital As so ciation; 840 North Lake Shore Drive; 
Chicago, Illinois 60611). 
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5. References on organizing a diabetes health care and education 
team in various settings are given in the list of Part II references, 
page 50, numbers 2, 4, 5, 6, 9, 12, 13, 15 and 18. The references 
are annotated to allow selection of those most related to the 
practitioners own setting and needs. 

6. · References on the cost/benefits and needs for continuing diabetes 
education are given in the list of Part II references, pq.ge 50, 
numbers l, 5, 10, 20 and 22. 
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Diabetes Programs and Teaching Methodologies 

l. Individual counseling by the dietitian 
--The most important methodology 
--Should be available to assist in individualizing nutrition care and 

education plans at EVERY phase and step of education 

2. Diabetes Education Centers ( and camps) 
--Offer a co~prehensive learning and self-care living-in experience 

to provide necessary understanding and skills for increased self­
reliance 

--May also offer professional education 

3. Home visits 

48 

--Provide valuable opportunities for teaching and assessing, especially 
on the Home Management level, in the setting where most of' the 
nutritional management occurs 

--Hhen unable to perform hon:e visits, the practitioner may train and 
work with others, such as public health visiting nurses and educated 
persons with diabetes, who can make such visits. 

--May be combined with visits to the office or clinic 

4. Group discussions with he~lth professionals and persons with diabetes 
("diabetic forums" or "clubs") 
--Dietitian's input can help to meet needs of individuals in the community. 
--The practitioner should participate and encourage participation by 

clients. 

5. Basic classes on nutrition in diabetes 
--Should be preceded by interviews to determine individualized meal 

plan and nutritional care plan and any other necessary individualized 
ins tructions. 

--Individual follow-up should be given 
--Usually present information on the basic need for the meal plan and 

the exchange lists and their use. 
--Also provide good review for those who have had previous survival 

level education. 
--Sometimes include information more appropriately given at the Home 

Management level and overwhelming to the newly diagnosed individual. 
May need two classes, one for infor~ation from each level. 
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(Basic classes on nutrition in diabetes , cont.) 
--Have been shown to be more effective than traditional bedside teachir.~ 

and to reduce thP ~ractitioner's time. 

6. Audiovisual materials 
--Illustrate and reinforce concepts by appealing to more than the sense 

of hearing. 
--Filmstrips, chalkboards, food models, hospital cafeteria, and a "scale " 

illustrating the relationship of diet, insulin and exercise are examples. 
--Printed materials are often misused: Their use should be explained to 

the client and follow-up to determine understanding should be given. 
Provision of more than 2 or 3 items at one time may be confusing. 

--Frequently such materials are aimed at an older audience and need 
modification for children, adolescents, and clients with learning 
handicaps. 

7. Programmed education and self-learning units 
--Specify behavioral objectives 
--Present information in a logical sequence 
--Allow self-pacing 
--Require active learner participation 
--Provide immediate feedback 
--Should not be the sole educational method used 
--Decrease professional time required for basic instruction 
--Allow easy periodic review 
--Do not allow for individualization 
--Impersonal approach 

-"Expensive in terms of developing and of obtaining necessary materia l s 
and equipment. 

Li te rature g1v1ng details on the advantages, disadvantages, and uses of such 
prog rams and methodologies is included in the annotated references for 
Pa rt I I, pages 50 to 52. 
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l. Brouhard, B. H. et al. Education of the child with juvenile-onset diabetes 
mellitus: an example of cost containment . Texas Medicine 74(11): 63-64, 
November 1978. 

An evaluation of the decreased cost of carP for patients receiving 
structured init ial diabetic education as comoared to those who did not . Soecific 
case studies are given. "Effective patient education can result in decreased 
hospitalization as well as significant cost containment . " 

2. Currie, B. F. and J. H. Renner. Patient education: Developing a health care 
partnership. Postgraduate Medicine 65(1): 177-180, 182, January 1979. 

Suggestions for determining the "medical IQ" and kno11iedge of a patient, 
providing appropriate educational experiences for him, and developing a partnership 
with him. 

3. Dv;yer, L. S. and F. G. Fralin. Simplified meal planning for hard-to-teach 
patients. American Journal of Nursing 74(4): 664-665, April 1974. 

An example both of a nutritionist working with nurses who visit clients with 
diabetes and of a simplified educational approach for teaching diabetic meal 
planning. 

4. Etzwiler, D. D. Teaching allied health professionals about self-management. 
Diabetes Care 3(1): 121-123, January-February l980a. 

Dr. Etzwiler gives examples of the educational programs at the Diabetes 
Education Center in Minneapolis . He details the establishment and functioning of 
a diabetes education team which includes the client. A suggested time frame is 
given for the various stages of education. Suggestions for contracting with 
clients and giving ongoing support or intervention to increase compliance are given. 

5. Etzwiler, D. D. and~~- B. Ainslie. Juvenile onset diabetes mellitus: 
Practical care. Minnesota Medicine 63(7): 527-533, July l980b. 

Practical aspects of diabetes management including diet and client education 
are discussed. Dr. Etzwiler discusses the timing of educational efforts and his 
own educational programs. 

6. Et z1·1iler, D. D. The patient is a member of the medical team. Journal of the 
American Dietetic Association 61(10): 421-423, October l972a. 

Dr. Etzwiler discusses the role of the dietitian in the education team, 
its establishment and the importance of including the client. Practical aspects 
of the functioning of the team and problems encountered along with time requirements 
are discussed. 

7. Etz1viler, D. D. and J. R. Robb. Evaluation of rrogrammed education among 
juvenile diabetics and their families. Diabetes 21(9): 967-971, September l972b. 

The acceptance and effectiveness of programmed machine instruction is evaluated. 
The subj ects were taught about diabetes and its control but there was no objective 
evi de nce to indicate control of the disease was improved over a 3-month period. 
Pati ents and parents expressed acceptance of the program as an adjunct to the total 
educational process but not as the sole educational method to be employed. 
Advantages and disadvantages and description of the program are given. 
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8. Hasse ll, J. and E. Medved. Group audiovisual instruction for patients with 
diabetes . Journal of the American Dietetic Association 66(5): 465-470, :-·ay 1?75. 

Group instruction, with various techniques, and traditional hosoital bedside 
teaching are compared as to patients' learning and dietitian's ti me (and :hus 
money) expenditure. Learning ~tJas significantly greater and the dietitian ' s ti'"""e was 
reduced by 100% in classes with eight patients. 

9. Isaf, J. J. and ~1. T. Alogna. Better use of resources equals bet.te r health for 
diabetics. American Journal of Nursing 77(11): 1792-1795, November 1977. 

An example of a large city hospital which completely overhauled its outoa~i ent 
and inpatient care of clients with diabetes. Descriptions of the old and new 
programs are given with a list of benefits, including monetary savings. An excellent 
discussion of the health care team approach is included. 

10. La1·1rence, P. A. and J. Cheely. Deterioration of patients' knowledoe and 
management skills as determined during outpatient visits. Diabetes Care 3(2): 
214-218, March-April 1980. 

A study of 30 patients showing that patients who had previously de~onstra:ed 
correct ma nageme nt skills showed errors on as many as one-third of the i t=~s u~on 
reassessment. Reassessment is needed more frequently than is generally done. 

11. Learning about diabetes. A programmed course of instruction. ~j ew York: 
American Diabetes Association, Inc., 1959. 

This is an example of the use of programmed instruction in diabetes educa:ion. 

12. Page, P. et al. Patient recall of self-care recommendations in diabetes. 
Diabetes Care 4(1 ): 96-98, January-February 1981. 

Insulin-dependent patients were interviewed immediately after a follow-u p 
visit to an outpatient pediatric clinic to determine which of the recorde j ins~ruc­
tions delivered by professionals were recalled by patients. The health-care t=am 
reported giving an average of seven recommendations per patient, a total of 153 
items as compared to an average patient recall of tv-m recommendations or a tot.=.l of 
50 items , 40~~ of which were not recorded by team members. It is suggested thac: 
health ca re teams focus on fe\'Jer items, to insure communication of the most approp­
riate recommendations. 

13. Paxinos, R. and R. Ferguson. Juvenile diabetes-a team appr oach. Journa1 of 
Hurnan ilutr ition 32(4 ): 294 - 296, August 1978 . 

A detailed report of a team approach to education at a clinic caring for 
approximate ly 380 young persons with diabetes. General recommendations for t~e 
estab li shment and functioning of a team are given. 

14. Prate r, B. M. The Diabetes Center: A. self-care living-in program. Jourr.3l 
of the Ame rican Dietetic Association 64 (2): 180 -1 83 , February 1974. 

A description of the establishment of a Diabetes Center and the programs 
offered t herein, including details on meal planning instruction . Needs ~et by the 
facility and an evaluation of the program are given . 

15. Sca lley, R. D. et al. Interdisciplinary Diabetic Team in a Comnunity HosJital. 
Amer ica n Journal of Hospital Pharmacy 34(11): 1245-1248, November 1977 . 

An interdisciplinary diabetic team which provides inpatient and outoatie ~ 
diobetic instructional services in a 200 bed community hospita l is discussed nd 
described. Details of objectives, communication procedures, assi~nment of du ies , 
evaluotion and follow-up are given. Establi shing such an approach is discus s d. 
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16. Skiff, A. W. Programmed instruction and patient teaching. American Journal 
of Public Health 55: 409, 1965. 

An example of the successful use of programmed instruction for teaching 
cli ent s with diabetes. 

17. Spiegel, A. D. Programmed instructional materials for patient education. 
Journal of Medical Education 42: 958, 196.7. 

Another example of the development and use of programmed instruction. 

18. Sulway, M. et al. New techniques for changing compliance in diabetes. 
Diabetes Care 3(1): 108-111, January-February 1980. 

An example of a program in Australia which has been shown to change health 
behavior, especially in the area of dietary compliance. The paper describes the 
program's evolution and essential characteristics. Home monitoring of blood 
glucose upon completion of the course is strongly encouraged. 

19. Tani, G. S. and J. H. Hankin. A Self-learning unit for patients with diabetes. 
Journal of the American Dietetic Association 58(4): 331-335, April 1971. 

A self learning method using color sl~des with synchronized tape recording 
usin g the principles of programmed learning is described from its inception through 
the testing and evaluation. 

20. Torsten, D. et al. Importance of outpatient supervision in the prognosis of 
juvenile diabetes mellitus: a cost/benefit analysis. Diabetes Care 1(5): 281-284, 
September-October 1978. 

A study investigating whether outpatient follow-up visits have a favorable 
effect upon length of life of juvenile diabetic patients, and to evaluate whether 
the cost of such supervision is in reasonabl e proportion to the benefits. The 
results indicate that the duration of diabetes correlated with increased frequency 
of outpatient follow-up. With 4.4 annual outpatient follow-up visits, the duration 
of diabetes was prolonged by 11 .9 years. The co st of this was estimated at 
$10 , 463 per patient over forty years. The benefit per patient over the entire 
forty years was $100,656. It is concluded that out pat ient follow-up of clients with 
diabetes is beneficial for the clients and involves relatively little cost. 

21 . Trayser, L. M. A teaching program for diabetics. American ·Journal of Nu rsing 
73(1): 92 -93, January 1973. 

A description of classes for hospitalized patients and those in surrounding 
communities which supplement individual bedside instruction in a 260-bed hospi~al. 

22 . \olhitehouse, F. 'IJ. et al. Teaching the person 1vith diabetes: experience l'>'ith 
a follow-up sess ion. Diabetes Care 2(1): 35-38, January-February 1979. 

A study of 371 clients with diabetes who attended an outpatient follow-up 
session after completing an inpatient diabetes education program. Identified gaps 
in l earning included probl em s with understanding the prescribed diet (155 patients). 
Ove r a 5 year period a group of patients who did not attend a follow-up sess i on had 
a significantly higher readmission rate than those who did. Even when patient -
have recently attended education sessions on living with diabetes, attendance at 
regular follow-up sessions is encouraged to reinforce learning and identify 
persisting gaps in information. 



Stages of Adolescent Development and 
Implications in the Adolescent with Diabetes Mellitus 

I. Early · adolescence 
A. Features 

1. Rapid growth 
2. Seeking a degree of freedom from family 
3. Beginning to accept self-responsibility 
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4. Beginning to move from influence of home to that of the peer ~roup 
5. Concern with body image 
6. Desire to be normal, comparing self to peers of the same sex 
7. Concerns center in the present 
8. Abilities of abstract thouo.ht and formulation of hypotheses have 

developed. -
B. Implications in diabetes 

l. Serious illness threatens body image and physical integrity. 
2. Difficulty in coping with hospitalization which deprives the 

individual of the newly found and valued control of his body 
and activities. 

3. Having to be c~red for by others may, however, be temporarily 
enjoyed. 

II. ~~id-adolescence 
A. Features 

l. Peak of struggling with parents and others for control of personal 
destiny. 

2. Peer group may replace parental influence and begin to set 
behavior standards. 

3. Desire to be attractive becomes less related t o body image ard 
is focused on acceptance by the opposite sex. 

4. Thoughts are more outward 
5. Inward thoughts relate to imagined greact achievements and situations 

with the opposite sex. 
6. Concern with-achieving prominence and acceptance through male or 

female characteristics continues. 
B. Implications in diabetes 

1. Guibelines for diabetes care may threaten independence, especially 
when imposed by parents. 

2. Serious illnes s may threaten sexuality and acceptance or at least 
perceived acceptance. 

3. If time is not taken to present the problems and consequences of 
diabetes clearly, adolescents may enlarge upon, distort, or 
dramatize that which is told them. 

III. Olrler adolescence 
A. Features 

1. More stable than younger adolescents 
2. Have usually established a satisfactory degree of independence 

and maleness or femaleness. 
3. Relate well to members of the opposite sex 
4. Have developed the ability to love and be loved 
5. Acceptance of self followed by interests in and relationships with 
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others has usually occured. 
6. Often a dating partner has replaced parents and peer group. 
7. Thoughts are invested in exploring career, lifestyle, marriage ard 

education opportunities and decisions. 
a.- Increased concern for the future 

B. Implications in di~betes 
l. Ciabet~s may ~ffect relatior.ship with the datir.g partner. 
2. Diabetes may threaten plans for the future (or seem to do so). 
3. Reactions to diabetes are now only slightly related to body image, 

self-responsibility or sexuality. 

IV. Genera l implications of adolescence in diabetes 
A. Struggle for independence rr,ay be heightened when parents are controlling 

and rigi d in regard to the diabetic treatment regime. 
B. Fear of hypoglycemia in social settings is often a constant concern. 
C. If the diet see111s cverwhelr~ i ng cr too difficult to follow, the 

fe elings of hopelessness and helplessness will be -exagerated. 
D. If diabetes prevent s the person from feeling part of a specific 

group, self-esteem ar:d self-i mage may be dama ge d. 

(Summariz ed from: Daniel, W.A. Jr. Impact of diabetes on adolescents. 
Texas Me dicir e 71(11): 56-60, November 1975). 



Adolescent Attitudes towards and Problems with 
the Diabetic Dietary Regimen 

(Summarized from the literature listed on page 57). 

l. Generally a positive attitude with only about o~e-third feeling i~ 
"sc rr.e tirr.es too strict." 

55 

2. While the rP. aj0rity of families c;.te together and kept regular rr.eal times, 
abcut a third served separate dishes to the adolescents with diabetes 
and or.ly a very small percentage changed their habits to match the diet 
of the subj ects. 

3. A majority of families continued purchasing sweets. 

4. Conflicting reports as to whether or not friends and the peer group were 
a significant cause of di etary disturbance. 

5. Conflicting reports as to whether the diet was kept at s choo 1. 

6. Reports of fear of stigmatism leading to non-compliance. 

7. Family problems were reported including sibling rivalry and increased 
expense and effort. 

8. Re ports that corr.pliance is greater in the pre-puberty group where there is 
still dependence upon parents. 

9. Food may become manipulative tool in the hands of the adolescent or parent. 

10. Reports that dietary indiscretions, as high as 72%, may develop from 
adolescent characteristics and needs, the frustrations cf diabetes 
itself, and the attitudes of parents. 

11. Gene ral lac k of knowl edge reported. 

12. Several report s indicating that early education and self-manageme nt 
give t he best results in later adolescence. 



56 

Factors which may Lead to Non-Compliance in Adolescents 

l. Clients are responding to their higher priorities of which the practitioner 
is unaware. 

2. The practitioner has not tailored the care plan to fit the client 1
S priorities. 

3. Non-compliance may offer rewards such as attention end special care which 
are more valued than the promise cf gocc hea1t~. 

4. Clients may lack other choices. 

5. Clients are unnecessarily made to feel guilty. 

6. Promises are poorly and/or inappropriately made. 

7. Anger 

8. Depression 

9. A desire to be manipulative 

10. A desire to attract attention 

ll. A desire to escape from the 11 normal routine 11 

12. A belief that negative urine tests or discontinuance of insulin would mean 
diabetes has been cured 

13 . Testing to see if the diet is really necessary 

14. Desires for unallowed f oods, sometimes combined with attempts to hide 
such desires 

15. The younger child may not be ready to accept full self-management 
responsibility while the adolescent may lose his interest in the disease 
and feel it a drudgery or dull routine. 

16. It may be that the practitioner and parents should provide high amounts 
of support initially and decreased amounts as the client learns and 
practices the necessary routines. 

17. Professional attitudes such as: Blind belief in the efficacy of treatment; 
Hiding behind Rrofessional roles; Keeping power and responsibility for 
treatment to themselves; Overestimation of compliance; Inability or 
lack of willingness to say 11 I don 1 t know 11 

(See Part III references, page 57) 
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Effective Education of the Person with Diabetes using Educational Guidelines 

l 

Educational Program Planning ,. 
Provision of various educational 
programs and learning experiences 

Establishment of a functional 
dia betes education team 

Ed ucator-client Interaction(s) 
(See page 59 ) 

(Jl 

0.1 



Educator-Client Interaction(s) 

I I I 
Instruct/Counsel 

(See page 60 ) 
Evaluate results of thP. "instruction" 

Evaluate Learner Outcomes Evaluate Behavior Outcomes 

Follow-up 

Review materials previously Progress to a new educational 
covered and goals previously level or new set of goals 
set as appropriate within the level (Restart 

the process~!!!) 

(Jl 

ill 



Irs t ruct/ Counc; e 1 
(Impl eme nt Educ atio nal Prescription) 

Develop Educational Prescription 

Select EJucational Content Select Educational Approach 

J\ssess 
cur ren t 

kno~<t! edge 

Assess 
know ledge 
necessary 
to achieve 
des ired 
brhav i or 

Assess current 
behavior 

r 

Determine behaviors 
most likely to be 
mod ified by education 

I 
Behavioral Diagnosis: 
assessment of factors 
likely to affect the 
behavior (see page 61 ) 

Assess current Determine personal Set goals with client 
desires for pr i orities, goals (and family members 
information when approp riate) for 

behavioral chanoe 

Prioritize behaviors 

Identify current education.al level and determine behav'iors 
the indiv idu al should be doing following the interaction 

. I h Determ1ne ot ers 
v1ho will require 

education 

I 
Determine 
appropriate 
format(s)/ 
methodologies 

0'1 
0 



Factors to be Assessed for 

Behavioral Diagnosis 
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l. Kno1vledge- Also assessed to determine educational content. ·.~ill it be 
sufficient to enable the client to know what to do? 

2. Beliefs -Are there religious beliefs, beliefs about self, and especially 
health beliefs which affect the behavior? Are there preconceived 
ideas about the behavior that v1ould make it unlikely that the 
client will adopt the behavior? 

3. Attitudes - Toward diabetes, life, the meal plan, self, family, peers, 
nutrition, health, and disease in general. Are there strong 
negative or positive feelings about the behavior or the situation 
that may influence the behavior? 

4. Values - These will have been assessed to determine personal priorities and 
goals for determination of educational content. Does the client 
sufficiently see the outcome of the behavior as important? 

5. Sk ills - Including reading, learning, cooking, meal planning, and deter~in-
ation of portion size. Does the client have the ability to learn 
the information as it It-Jill be presented? \~hat skills will he need 
to acquire in order to perform the behavior? 

6. Enabling What things will make it easier to perform the behavior? Are 
factors there barriers that would make it difficult to perform the behavior? 

7. Re inforcing-What factors will reinforce the appropriate behavior? Will there 
factors be sufficient internal or external reinforcement for engaging in 

the behavior? 



Surrmary of Case Study Application 

--Mary J., 13 year old eighth grader 

--Normal weight prior to onset of diabetes 

--Diabetes newly diagnosed 

--Has been an "excellent student" at school 

--Sedentery life style - preferring academic or domestic activities to 
physical activity 

--Parents divorced, lives with mother, no siblings 

--Middle income level 
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--i·1other's health beliefs include "healing herbs," drinking juices to cleanse 
the body, high levels of "natural" foods and vitamin and mineral 
supplementation, and so forth. 

--No serious previous health problems for assessment of adherence to medical 
recommendations 

--Values acceptance by and participation in her particular peer group 

--Does a lot of the home cooking 

--i1other works and is seldom home 

--No regular meal times 

--Father is a poorly-controlled diabetic, choosing to ignore medical 
recommendations 

--Mother was overwhelmed by the father's diabetic condition when it was 
dia gnosed and felt incapable of handling it. May have precipitated divorce. 

--Close relationship with mother 

--Visits father and his wife for one month every summer 

--Mother and father are high school graduates 

--Mother and she do not eat or use table sugar or any sweets containing it. Feel 
honey is better and use it. 
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Appendix C 

Pretest, Form A 

146 



Name: 

Date: 

TEST A 

Please fill in your name and the date above. 

Please circle or fill in the most appropriate answer. 

l. Educational guidelines for the third or Improvement of Lifestyle level 
(a) provide content required at the time of diagnosis and represent basic 
needs b) place emphasis on increasing knowledge and flexibility as some 
experience is gained in living with diabetes c) present a form of 
advanced learning viewed as enriching the individual's lifestyle with 
fle xibility, insight, and self-determination. 

2 . N u t r i t i on a l c om pone n t s of the sur v i v a l e d u c a t i on a 1 1 eve 1 i n c l u d e 
(a) the need for insulin in order to properly "use" food eaten b) the 
rules for use of artificial sweeteners and dietetic products c) the use 
of emergency exchanges or substitutions d) all of the above e) a and b 
above. 

3. Detailed instructions on eating out and "going out for pizza 1vith the 
gang" would best be achieved a) soon after diagnosis in a hospital in­
patient class b) after achieving basic Home Management nutritional 
objectives--by small group discussions with a dietitian and educated 
"experienced" individuals with diabetes c) after achieving survival 
level nutritional objectives by a trained dietitian in a learning center 
with family members present. 

4. The three essential parts of the educator-client interaction are 
a) introduction, presentation, and conclusion b) instruction/counseling, 
evaluation, and follo~tJ-up c) Survival level, Home Management level, and 
Lifestyle level d) none of the above. 

5. Bes ides the actual educator-client interaction the dietitian must also 
do the following for effective education of persons with diabetes 
a) work to establish a diabetes health care and education team b) work 
to establish goals of the team c) establish basic classes on nutrition i n 
diabetes, discussion groups with practitioners and persons ~ith diabetes, and 
other educational programs d) all of the above e) none of the above. 

6. Se rvices an R.D. in a hospital setting should be available to oerfom for 
cli en ts with diabetes include a) teaching basic classes on nutrition in 
diabetes b) assisting clients and their families to make neces sa ry 
psyc hological adjustments to diabetes c) providing individualiz ed meal 
plans to hospitalized and out-patient clients d) all of the above 
e)aandc f)aandb. 
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Test A (cont.) 

7. t1atch the appropriate methodology to the description of its advantages, 
disadvantages, or uses. 
a) Live-in learning centers simulatinq the home environment for clients 

with diabetes and their family members 
b) Home visits to clients with diabetes 
c) Small discussion groups with professionals and pe r son s with diabetes 
d) "Buddy Systems" using educated persons with diabetes ·to assist persons 

newly diagnosed with diabetes 
e) Basic classes on nutrition in diabetes 

Can provide a good review of basic nutrition in diabetes and the 
exchange system to clients who have once covered survival level 
information 
May be adapted to meet the current interests and needs of persons with 
dia betes in the community 

___ Provides an informal example of appropriate means for adapting to 
diabetes 

8. In order to properly establish educational programs in a health-care 
fac ility, the following should be done: 
a) Define the problem and objectives and determine if there are current 

programs and materials to meet them 
b) Find and immediately use existing materials 
c) Evaluate the effectiveness of any materials or programs to be used 
d) a and b 
e) a and c 

9. In facilities where no diabetes health care and education tear:1 exists, the 
best initial step the dietitian might take in establishing such a team would 
be a) sending a l etter to physicians deta iling t he problems with the care 
their cli ents with diabetes are receiving and asking their help in resolving 
them b) presenting his/her own proposal for such a team first to the r:1edical 
committee c) establishing good working relationships with several 
physicians who are sup port ive of the dietitian's role in and approach to 
nutritional education in diabetes. 

10. (An) element(s) which improve(s) the functionin g of a diabetes health care and 
education team include a) regular team meetings b) specific delineation 
of each member 's role and responsibilities c) consultation of other team 
members for suggestions and evaluation of nutrition education programs 
and information on specific clients d) all of the above e) a and b. 

The remaining questions relate to the following case study: 

Shelly, an eighteen year-old college freshman has just been diagnosed 
with diabetes. She is an honor student in engineering and engaged to 
be married in six months when her boyfriend completes his engineering 
degree. Her height i s 5'8" and she currently '.'leighs 115 pounds, having 
lost 15 pounds in the last two months. Shelly is the oldest of five girls 
and lives at home while attendi ng college. Her father is a local busines s:na n 
and her mother operates a beauty salon in the basement of their home. 
You have only spoken with Shelly briefly because she is still upset about 
her diagnosis made the day before. She i s in the middle of a "tough/ 
quarter" and concerned about her future in sc hool and 1vi th her fiance. 
She did indicate that she dislikes breakfast, eats only a light lunc h and 
eats out frequently. :::·::: -:c.':"<:: t: :) su rvive on "quick" and "junk" foods 
as neither she nor her mother "really cook mu ch." She '•iOrf~s th ree nights 
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Test A (cont.) 

a week at a fast food establishment. She indicated that if she were diabetic 
she v/Ould not need to worry about the diet because she "doesn't 1 ike a 
lot of svteets." She is very upset at the prospect of takinq injections 
and feels the diagnosis may be incorrect since she "is not overweight, 
does not eat many sweets and sometimes goes without food for days." 
She is aware of the possibility of diabetic complications and seems 
vtorried about them especially since her girlfriend's father suffered from 
renal failure and, worse, impotence, ·"because he v1as diabetic." Shelly 
herself has no family history of diabetes. 

11. Shelly's current educational level is a) Survival b) Home iv1anagement 
c) Improvement of Lifestyle. 

12. Behaviors Shelly should be doing following your initial interaction with 
her might include a) writing her own recipes and preparing her own 
meals b) eating at regular times and in consistent amounts c) reading the 
labels of the convenience food items she uses and translatina the 
information into exchange values for use in her meal plan. -

13. Knowledge Shelly would need in order to maintain normal blood glucose 
l evels would include a) the relationship of meals to insulin b) how to 
adapt recipes for her meal plan c) foods and amounts within each exchange 
list d) the use of exchange lists in planning meals e) all of the above 
f) a , b, and c g ) a , c and d . 

14. The best assessment of Shelly's current knowledge and behavior related to 
the Survival level nutritional goals is a) she knows how to plan meals 
but is not willing to use that knowledge b) she does not understand the 
relation ship of food and insulin and so does not understand the need for 
a meal plan c) she does not know how to use labels on convenience food 
packages . 

15. As sume that you have id entified the followinq as behaviors Shelly needs 
to be doing: a) explain correctly the relationship of food and insulin 
b) pl an a menu according to her 2000 Kcal meal plan c) acknowledge her 
need for a modified meal plan d) eat meals and snacks at regular tir1es. 
What is the most appropriate priority order for these objectives and why? 

a) a-c-d-b--becau se she must first have the knowledge and then apply it 
b) c-a-d-b-- bec aus e she will not be r eady to be educated until s he chan ges 
her attitude about the need to modify intake. Also eating on time is 
preliminary to following a meal plan and necessary to make the plan 
effective. c) d-a-c-b--because eating on time is the most essential 

aspect of the diabetic diet regimen. 

16. Which of the following of Shelly's behaviors seems most likely to be 
modified by education and why (choose the rea son >vhich will r.1otivate her)? 
a) the ski pping of meals because her new 2000 ADA meal plan shows she must 
have them b) the eating of concentrated sources of sugar because she 
"d oesn' t really like s~>teets." c) the denial of her need for a diabetic 
diet because she has been helped to accept her diabetes and understand the 
i li lportance of control and because her attitude vdll rrevent any other 

s i qni f icant behavioral changes until it is altered . d) a and b because 
they do not require major changes and can be accomplished by erlucation 
whereas c cannot. 
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Test A (cont.) 

17. Approp riate goals to be set with Shelly might include a) I will eat a 
breakfast every morning between 8 and 9 a.m. b) I will use my mea l plan to 
plan tentative menus for 3 days at a time c) I will plan ahead to have 
food available for following my meal plan d) all of the above but only 
after Shelly has accepted the diagnosis e) none of the above. 

18 . Shelly has decided to try an insulin and diet regimen for one month to 
"see if it makes her feel better." In order to meet this goal she ·r~ill 
initially need to be taught the following by the dietitian: a) the 
relationship of meals to activity and insulin and the resulting need for 
complete meals and snacks at specific times b) use of the exchanges and her 
mea l plan to plan meals c) ho1v to translate label information into 
exchanges d) all of the above e) a and b f) band c. 

19. Which factors could be used to motivate Shelly to learn more about 
nutrition in diabetes and to follow a meal plan? a) her academic exposure 
in college, ability and desire to learn b) her exposure to food in her 
job c) her fear of complications of diabetes d) her desires to graduate 
and marry e) all of the above f) a,b and d g) a, c and d. 

20. Which of the following factors may hinder Shelly's education concerning and 
adherence to her mea l plan? 
a) her cooking skills and habits b) her belief that diabetes is associated 
only with obesity and high sugar intake c) her denial of the diabetes and 
fear of complications d) all of the above e) none of the above. 

21. How could Shelly's fear of diabetic complications be used in her education 
on nutrition in diabetes? a) she could be promised that by faithfully 
following her meal plan and working with the R.O. to make needed adjustments 
she can avoid complications b) exp lanation of the importance of die t in 
achieving control could be made with the promise that good control will 
help avoid ketoacidosis and insulin reactions and probably significantly 
decrease the chance of or postpo ne microvascular complications c) the 
dietitian should not discuss complications or use them as a threat to gain 
dietary adherence. 

22. The most appropriate format for teaching Shelly to use her meal plan wou ld 
be: a) a taped presentation on the exchanges b) hospital diabetes classes 
introducing the exchanges with a short slide/tape oresentation and food 
models c) giving individual explanation of her meal plan with practice 
marking menus and aprrorriate feedback d) waiting until she has acce pted 
the diagnos is and then giving explanation as to how the mea l plan will help 
her feel better e) a then d followed by c f) d followed by band then c. 

23. A learner outcome to be evaluated after the initial oatient-educator 
interaction vlith Shelly ~vould be: a) she pla ;1s her ro1eals in advance 
b) she acknowl edges and explains her need for the mea l plan c) she mark s 
her menus correctly. 

150 



Test A (cont.) 

24. Behavioral outcomes to be evaluated after teaching Shelly her mea l 
plan and the exchange lists would be: a) she lists correctly 5 foods in 
each exchange list b) she marks her hospital menu correctly c) she plan s 
her meals correctly and ahead of time at home d) all of the above 
e) none of the above. 

25. Follow-up for Shelly should include a) reviewing with her the need for 
the meal plan and improvements it has seemed to make in her health b) a 
follow-up session to answer questions and assess nece~sary changes in her 
meal plan c) progression to other goals on the Survival and / or Home 
Management level d) all of the above e) a and c. 
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Appendix D 

Pretest, Form B and Posttest 



Name: 

Date: 

PlPrlSP. fill in your name and the date above. Please circle or fi"ll ih the 
most appropriate answer: 

l. The level of educational need which emphasizes increased knowledge and 
flexibility as exoerience is gained in living with diabetes is a) the 
third or Home Management Level b) the first or Improvement of Lifestyle 
Level c) the second or Home Management Level d) the first or Survival 
Level 3) the third or Improvement of Lifestyle Level. 

2. The importance of and rationale for following the diabetic meal olan is 
a nutritional component of a) the survival level only b) the Home Manage­
ment Lebel only c) both the Survival and Home Management Levels, with revie •,..,. 
at the Lifestyle Level d) the Lifestyle Level only. 

3. Match the educational level with its most appropriate setting: 
Survival level 
Home Management level 
Improvement of Lifestyle level 

ar-rn classrooms, learning centers, s~all groups, special camps, and the 
home 

b) Through small group discussions, interviews with the dietitian, and 
association with educated individuals with diabetes 

c) At the hospital as soon as the client is ready to learn after diagnosis 

4. The educator-client interaction is a) only one of the components necessary 
for effective education of the person with diabetes b) composed of 
counseling/instruction, evaluation, and follow-up c) most effective when 
supported by a cooperative health care and education team d) all of the 
above e) none of the above. 

5. Educat ion of the person with diabetes is most effective when a) the clien~ 
has r eached the Home r~anagement level b) the health care and education 
team members are cooperative and supportive of the client and team membe rs' 
effo rts c) there are appropriate learninq experiences and progra~s in 
the institution to support educational efforts d) a and c e) band c . 

6. Se rvices an R.D. should be available to perform for outpatient clients 
with diabetes include: a) provide individual counseling for adjustments 
of meal plans b) provide individual counseling to accomplish Home Manage­
me nt and Lifestyle goa ls c) be involved v1ith continuing small group 
di scuss ions for per so ns with diabetes d) all of the above e) none of the 
abo ve. 
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7. ~atch the appropriate methodology to the description of its advantages, 
disadvantages, or uses. 
a) Live-in learning centers simulating the home environment ·for clients 

with diabetes and their family members 
b) Home visits to clients with diabetes 
c) Small discussion groups with professionals and persons with diabetes 
d) "Buddy Systems" using educated persons vlith diabetes to assist persons 

newly diagnosed with diabetes 
e) Basic classes on nutrition in diabetes 
f) Self-instructional AV materials 

While this method may be used at home, the materials should first be 
reviewed by the R.D. and accompanied by appropriate introduction 
and follow-up with the client 

_Provides the opportunity to present survival level information in 
an efficient manner which can be more effective and less time consumina 
than traditional beside teaching ~ 

_Offers the opportunity to learn by experience v1ith trained people to 
help interpret the experience and assist with necessary adjustments 

8. Evaluation of educational programs and materials in a health care 
facility a) should be done monthly b) should be an ongoing process, 
initiated before they are used c) is only useful if done with a statis­
tically sound research method d) all of the above e) none of the above. 

9. When the practitioner is prepared to approach ohysicians and other health 
per sonnel concerning the formal establishment of a diabetes health care 
and education team, she/he should a) present a specific set of proposals 
so that there is a basis for discussion b) provide a list of problems 
which need to be solved to each person consulted c) ask for each person's 
suggestions of improving diabetes education in the facility. 

10. In order to gain the support of medical professionals and health care 
team members the dietitian should a) use the medical record to communicate 
his/her treatment and instruction of the client b) provide them with a 
li st of concepts to be covered with each client at each level, allowing 
for individualization and typical methods used c) respect their roles in 
diabetes education and refer clients to them when appropriate d) band 
c e) all of the above. 

The remaining questions relate to the following case study: 

David, a 15 year old boy, has had diabetes for three years. During 
this time he has been maintained on a single do se of intermediate acting 
insulin. He was diagnosed in your facility and attended diabetic classes 
with his mother at that time. This is his fourth hospitalization for 
ketoacidosis since diagnosis. He has, however, refused further education, 
saying he understands diabetes. His mother has also refused assistance on 
the grounds that it is David's responsibility to care for himself. David 
has recently made the freshman basketball team and has the potential to 
be the "star center." His father, an athletic director at the corrrnunity 
college, is concerned that he take full advanta ge of this opportunity. 
David has maintained a 3.0 G.P.A. and has hooes of attending college and 
playing collegiate basketball. He has two youn ge r brothers and an older 
m~r ried sister with diabetes who seems to maintain good control. 
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David's management regimen includes a prescription for a 2200 calorie 
ADA diet. He is 5'll" and weighs 165 lbs (his weight ranges fror.1 160 to 
170). The doctor has decided to change his insulin prescription to 20 
units Lente and 5 units Regular in the morning and 5 units Lente and 4 units 
Regular with the evening meal from the 34 units of Lente which he had 
previously been taking each morning. He seems rather discouraged but also 
more approachable than on previous admits. He admits to ignoring his meal 
plan. He states he cannot "afford" to have an insulin reaction a-s he did 
one year ago during a basketball game. (That particular case of 
hypoglycemia resulted in admission to the emergency room and may have been 
partially due to postponing his evening meal). He is also concerned at 
having enough "energy" for athletics. He doesn't v1ant to carry exchan ge 
lists "out to get pizza ~vith the gang" but states he still has his copies 
of the exchanges and remembers them fairly well. (Before his release 
after his diagnosis he was able to mark, select, and write menus well based 
upon his meal plan). Currently he eats breakfast about 6:30a.m., lunch 
at the school cafeteria about noon, and snacks and eats irregularly after 
school. He feels that the 2200 calorie meal plan was "way too low" to 
play ball and avoid reactions. His ball practice is daily from 2:30 to 
4 p.m. and games will usually be at 3 p.m. with occasional evening games. 
The coach has told David he will be starting all team members on a "special 
training diet," in one month, just prior to the beginning of basketball 
season. 

11. David's current educational level is a) Survival b) Home Management 
c) Improvement of Lifestyle. 

12. Behaviors David should be doing following your interaction with him might 
include a) writing his own recipes and preparing his own meals b) carrying 
his meal plan and exchange lists with him and never deviating from them 
c) consistently following his meal plan except for appropriate deviations 
for ball games at unusual times or other vigorous activities. 

13. ile w knowledge David would need in order to maintain normal blood glucose 
le vels and avoid ke toacidosis would include a) how to adapt recipes for 
his me al plan b) food within each exchange list c) how to increase 
intake for vigorous exercise and the need for fl exible food distribution 
throughout the day related to activity d) the reason for consi stency 
in da ily intake and the effect of the different nutrients on blood glucose 
levels e) band c f) b, c and d. 

14. The best assessment of David's current knowledge and behavior related to 
the survival level nutritional goals is: a) he has had the ability to 
pl an meals but is not using it b) he states the need for food as a source 
of energy but does not eat at appropriate times c) he has not been exposed 
to the nutritional knowledge necessary for survival l evel skills d) he has 
been taught the informat ion nece ssary for survival skills but this was 
inadequate as it was not followed up with revi ew and home management 
ed ucation e) a, band c f) a, band d. 
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15. Assume that you have identified the following as behaviors David needs 
to be doing: a) eating consistently b) taking pre-exercise calories 
before games and practices c) following a 3500 AD.ll. meal plan. \·Jhat is 
the most appropriate priority order for these objectives? Why? a) a-b-c 
because this will decrease the chances of insulin reaction which is his 
main toncern and thus increase his motivation to comply. b) c-a-b 
because his blood glucose level must first be lowered and this will 
do it. c) b-e-a because his chief · concern is getting adequate 
energy for basketball which this will allow. · 

16. Which of the following of David's behaviors seem most likely to be modified 
by education and why (choose the reason which will motivate him)? a) the 
skipping of meals and snacks before games--because he can thus avoid 
reactions during games b) the inconsistent eating because he can thus 
regulate his blood sugar c) the ignoring of diabetic restrictions when 
eating out because he can thus live longer d) inconsistent eating because 
he can better control blood sugar and be healthier e) the skipping of 
meals and snacks before practices and games because his new 3500 ADA 
meal plan states he needs them. 

17. The best approach to setting goals with David would be a) asking his 
parents which things he most needed to do and then suggesting these as 
goals b) asking David '.'Jhat he would like to be able to do that he cannot 
now do because of diabetes, showing him how following a meal plan would 
help him do so and then assisting him in writing goals for follo wing the 
plan c) taking a list of the nutritional goals for the Survival, Home 
Management, and Lifestyle levels to him and have him choose those he wishes 
to achieve · · 

18. In order to meet his goals of avoiding insulin reactions and having 
energy to play ball David will need to be taught the following: a) the 
effect of the various nutrients on blood-glucose levels b) a meal plan 
providing adequate kilocalories for his activity and spaced in a way to 
cover his normal periods of activity c) how to increase food intake for 
additional vigorous or unexpected activ ity d) all of the above e) band c. 

19. Sk ills which David must have in order to regulate his blood gluco se levels 
include: a) planning mea ls from an exchange list meal plan b) using la b~l 
informat ion c) estimating additional nutritional needs of strenuous 
exercise d) choosing according to his meal plan when at a fast food 
establishment e) a, b, and c f) c and d. 

20. The most significant reinforcing factor for David to increase his 
adherence to the diabetic diet regimen would be: a) a desire to be like 
hi s sister b) a desire to please his father c) a desire to be a star 
basketball player d) a desire for a long and healthy life e) all of the 
above. 
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21. How could David's belief that his current meal plan is "too low" be used 
in his education? a) the dietitian can promise to increase the calories 
if he will follow the plan b) it could not be used in any way c) the 
dietitian could acknowledge the need for modification and offer to wor~ 
with David to do so,in the process reviewing basic principles and de~on ­
strating the importance of working as a team to monitor and meet changing 
needs. 

22. Others who should receive instructions with David on adjusting intake for 
exercise would be: a) his mother b) his father c) his coach d) all of 
the above e) all of the above lf David agreed f) a and c. 

23. Learner outcomes to be evaluated after teaching David about adjusting 
intake for exercise would be a) he explains correctly which types of 
food are to be taken as pre-exercise calories b) he eats an appropriate 
snack before games c) he lists correctly his meal plan d) all of the 
above e) none of the above. 

24. Behavioral outcomes to be evaluated after teaching David about adjusting 
intake for exercise would be a) he explains correctly which types of 
food are to be taken as pre-exercise calories b) he eats an appropriate 
snack before games c) he lists correctly his meal plan d) all of the 
above e) none of the above. 

25. Follow-up for David should include a) brief review of the exchange lists 
and other information covered in his initial classes before further 
instruction b) brief revievJ of the exchange lists and other information 
covered in his initial classes before and after this instruction as 
appropriate c) a follow-up session to make further adjustments to the new 
meal plan, asnwer questions and evaluate progress in relation to his 
goals d) progression to the Lifestyle level e) progression to other goals 
in the Home Management level f) b, c and d g) b, c and e. 
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Appendix E 

Correct Responses to and Objectives 
Measured by the Tests 
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Question Objective Correct ResEonse 
Number Measured Form A Form B 

c c 

2 2 a c 

3 3 b c-a-b 

4 5 b d 

5 6 d e 

6 7 e d 

7 8 e-c-d f-e-a 

8 9 e b 

9 10 c a 

10 11 d e 

11 4a a b 

12 4b b c 

13 4c g f 

14 4d b f 

15 4e b a 

16 4f c a 

17 4g d b 

18 4h e d 

19 4i g f 

20 4i d c 

21 4i b c 

22 4j f e 

23 4k b a 
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Forms for Validity Assessment of the Tests 



Validity Assessment 
Form A (for Test A) 

161 

Please read each question on test A and then rate its validity in assessing achievement 
of the corresponding objective (listed below) by circlin g the most appropriate numbe r: 
1-- Ve ry valid 2--Some~.;hat valid 3--In-valid. If numbers 2 or 3 are circled, pl eas e 
give suggestions for improvement in the space provided 

Question Numbe r Correct Reseonse Objective Validity 

c 2 3 

2 a 2 2 3 

3 b 3 2 3 

4 b 5 2 3 

5 d 6 2 3 

6 e 7 2 3 

7 e-c-d 8 2 3 

8 e 9 2 3 

9 c 10 2 3 

10 d 11 2 3 

11 a 4a 2 3 

12 b 4b 2 3 

13 g 4c 2 3 

14 b 4d 2 3 

15 b 4e 2 3 

16 c 4f 2 3 

17 d 4g 2 3 

18 e 4h 2 3 

19 g 4i 2 3 

20 d 4i 2 3 

21 b 4i 2 3 

22 f 4j 2 3 

23 b 4k 2 3 

24 c 41 2 3 

25 d 4m 2 3 



Comme nts and suggestions on specific test items for improvement of validity and 
cia.r i t:/ . (Ind icate :: he i t::: ;;; you are corrrnenting on): 
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Validity Assessment 
Form B (for Test B) 

163 

Pl ease read each ques.tion on Test B and then rate its validity in assessing achievement 
of the corresponding objective (listed below) by circling the most appropriate number: 
1-- Very va lid 2- - Somewhat valid 3--In-valid. If numbers 2 or 3 are circled, please 
give suggest ions for improvement in the space provided on page 2. 

Question r~umber 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

?.?. 

23 

24 

25 

Correct Response 

c 

c 

c-a-b 

d 

e 

d 

f-e-a 

b 

a 

e 

b 

c 

f 

f 

a 

a 

b 

d 

f 

c 

c 

e 

a 

b 

g 

Objective 

2 

3 

5 

6 

7 

8 

9 

10 

11 

4a 

4b 

4c 

4d 

4e 

4f 

4g 

4h 

4i 

4i 

4i 

4j 

4k 

41 

4m 

Validity 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 



Comments and suggestions on specific test items for improvement of validity and 
clarity. (Indicate the item you are commenting on): 
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Appendix G 

Participant Information and Attitude Survey 



Nutritional Counseling Principles in Diabetes Mellitus 
and Their Application for Adolescents with Insulin-Dependent Diabetes 

Participant Information and Attitude Survey 

If a question or item is not applicable to you, plea se so indicate and explain. 

l. Na me - -----------

2. Give your place of em ployment, job title, and a bri ef description of 
your responsibili t i es. If you are not now employed, please indica te 
the types of dietetic practice you have been involved in. 

3. Hoh• many years have you worked as a dietitian? _ __________ _ 

4. What was your route to registration? (CUP, internship, etc.) 

5. Approximately what per cent of your working time is spent working with 
persons with diabetes? 

6. Does your institution have a formal diabetes education program(s)? 

7. Do you or other RDs in your in sti t ut ion routinely schedule follow-u p, 
coun seling ses sion s and/or educational activities for clients seen 
~vi th diabetes? 

For the r emaining items, please circle the number which most correctl y 
indicate s your agreement with each of the statements: 

Strongly 
Agree 

. 2 
Agree 

3 
Undecided 

4 5 
Disagree Stron]ly 

Disagree 

8. The "Guidelines for Education of Individuals with Diabetes Hellitus" ~·1ill ' 
be of practical value to me in my work. l 2 3 4 5 

9. Thi s learning package has increased my unders t anding of the process of 
ed ucating clients with diabetes. l 2 3 4 5 

10. The "Guidelines for Education of Individual s ~vith Diabetes ~1ellitu s 
v1ill be easy to impl ement and follo v1 in my practice. l 2 3 4 5 

11. Thi s l ea rning pac kage will ma ke me more abl e to effectively couns el 
pe r sons with diabetes. -- 1 2 3 4 5 

12. The "Guidelines" and this learning packa ge are too idealistic--they are 
not realistic for use by the "average practitioner." 1 2 3 4 5 

1 6fi 



13. In the future, I will devote more time and energy than I have done to 
establishing and improving continuing education programs for clients 
with diabetes in accordance with the "Guide 1 i nes." 1 2 3 4 5 

14. The "Guidelines" and this learning package are too idealistic--they 
are not realistic for use in the system in which I work. 

1 2 3 4 5 

15. Are there any additional comments , you have regarding the Guidelines 
and their use? 
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Suggestions for Improvement of the Learning Package Form 



Nutritional Counseling Principles in Diabetes Mellitus 
and Their Application for Adolescents with Insulin-Dependent Diabetes 

Suggestions for Improvement of the 
Learning Package 

I. Con~ent: Please list any items which seemed irrelevant, items which 
need to be covered in greater or lesser depth; subjects which should 
have been covered but were not, and so forth along with specific 
suggestions for improvement. 

II. Presentation: Please list suggestions for making the presentation 
easier to follow; changing the rate at which information is presented 
and time allowed for study of resource book material; improving the 
taped narration; and so forth. 

III. Resource Book: Please list other materials which should be included. 
Were the materials easy to follow with the taped presentation? Were 
any of t he materials or information in the resource book inaporooriate 
or in need of correction or improvement? 

IV. Suggestions for improving pre and posttests: 

V. Miscellaneous Suggestions: 

Thank you very much! 
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Appendix I 

Special Notice Announcing the Seminars 



S P E C I A L N 0 T I C E 

To: Practicing dietitians who are involved in counseling patients and clients 
with diabetes me1 litus 

From: E..i-leen Richards Deleeuw, R.D., Masters Candidate, Utah State University 

171 

Concerning: Seminar on counseling the insulin-dependent adolescent with diabetes mellitus 

For my thesis I have developed a learning package for dietitians to inform 
and instruct you about the recently published Guidelines for Education of Patients 
\·lith Diabetes r1e ll i tus from the American Diabetes Association. This has been 
accomplished under the supervision of my chairman, Barbara Prater, PhD, R.D .. 

I need some practitioners to field test this learning package at one of four half-
day seminars: Tuesday, August 4, Ogden, Utah · 

Wednesday, August 5, Logan, Utah 
Th11rsday, August 6, Provo, Utah 
Friday, August?, Salt Lake City 

Participants will receiv~ a copy of the package including the printed Guidelines, 
an audio tape and a resource book for their future use and reference. Please indicate 
your des ire to participate by completing the following form and returning it by 
June lst to: Eileen Richards Deleeuw 

Utah State University 
Dept. N. F. S. , U. M. C. 8 7 
Logan, Utah 84322 

Participants who have registered will be informed of location and time at least 
two weeks in advance . 

Educating the Insulin-Dependent Adolescent: 
A Continuing Education Seminar 

Registration Form 

Th i s seminar will be primarily devoted to a program developed at Utah State 
University. Since we wish to collect data as to the program 1 s effectiveness we 
will administer a pretest and a posttest and solicit your suggestions on the program 
and materials. As a participant you will receive a copy of the learning package 
including the printed Guidelines, an audio tape, and a resource book for your 
future use and reference. 

Name _________________________ Date ________ _ 

Current Employment ____________________________ __ 

Hork Add res s ______________________ Phone _______ _ 

Home Address ________________________ Phone _______ _ 

Than k you for your willingness to participate. 
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Appendix J 

Letter Used to Follow-Up the Special Notice 



UTAH STATE UNIVERSITY · LOGAN. UTAH 84322 

DEPARTMENT OF 
NUTRITION AND 
FOOD SCIENCES · 
UMC 87 

Dear Practitioner, 

COLLEGE OF AGRICULTURE 

COLLEGE OF FAMILY L1 FE 

June 4, 1981 

The enclosed notice was printed in the April Update. I appreciate the 

response we have received, ~vie need more participants. Please seriously 

consider attending the seminar. I feel certain it will provide several insights 

into as well as tools for educating and motivating clients with diabetes. 

I also need and would appreciate very much your support and input. 

THANKS!!! 

~-0'/L/ 
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Appendix K 

Initial Letter to Participants 



UTAH STATE UNIVERSIT Y · LOGAN. UTAH 84322 

DEPARTME NT OF 
NUTRITION AND 
FOOD SCIENCES 
UMC 87 

Dear 

July 13 , 1981 

COLLEGE OF AGRICULTURE 

COLLEGE OF FAMILY Ll FE 

TharU~s so much for your willingness to part1c1pate in our 
seminar on Educating b,e Insulin- Dependent Adolescent. I >v.anted 
to infonn you that it will b2 held in Logan on August 10, 1981 fran 1:00 
to 5 :00 p . m. Please come to the Classroom #1 at Logan Regional Eospital 
which is located in the north east wing (turn left at the rrain entrance 
and go past the cafeteria. I will also need you to complete D-..D short 
pre-tests prior to the seminar. These will b2 rreiled to you on July 
29th or 30th. Please bring the completed tests with you on the lOth. 
If there are any questions or problems in attending , contact rre by rrail 
or phone . I am really looking forward to sharing this information with 
you ! 

Thanks again. 

Eileen Richards DeLeeuw, R. D. 
Utah State University 
urvx::: 87 
Logan, L~ 84322 
750-2117 (University) 
752-7933 (home) 
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Appendix L _ 

Follow-Up Letter to Participants Accompanying Pretests 



UTAH STATE UNIVERSITY· LOGAN, UTAH 84322 

COLLEGE OF AGRICULTURE 

DEPARTMENT OF 
NUTRITION AND 
FOOD SC IENCES 
UMC 87 

COLLEGE OF FAMILY LIFE 

July 29, 1981 

Dear 

I am enclosing the two tests I mentioned in my previous letter 
concerning the seminar on Nutritional Counseling of Adolescents with 
Insulin-Depe ndent Diabetes Me llitus. I would appreciate it if you 
could take about an hour to answer the questions on each test. This 
vii ll serve as a measure of the information you have prior to the 
seminar and will also ~rovide data for test reliability. After 
completing the tests, make sure your name is on the~ and bring them 
with you to the seminar: 

--Provo, August 6th, Utah Valley Hospital trailer classroom, 
12:30-4:30 p.m. 

--Salt Lake, August 7th, V.A. Hospital, Buildinq 5 classroom, 
8:30 a .m. to 12:30 p.m. 

--Logan, August lOth, Lo ga n Regional Hospital classroom #1, 
l :00-5:00 p.m. 

If you have questions, please feel free to contact me ! Thanks 
again. 

Enc l osure 

Sin cer ely, 

Eileen R. Deleeuw, R.D. 
UMC 37 , NFS 
Utah State University 
Logan, Utah 84322 
750-2117 (university) 
752::-7933 (home) 
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Appendix M 

Seminar Introduction 
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"Nutritional Counseling Principles in Diabetes Mellitus 
and Their Application for Adolescents with Insulin-Dependent Diabetes:" 

A Continuing Education Seminar 

Welcome to the seminar--and thanks again for your participation! 

The seminar will be based on a tape presentation for continuing educ~tio~ of 

dietitians . It will be conducted as follows: 

1. As you arrive, please turn in your two pretests (make certain your name 
is on them) and pick up your packet. 

2. Please read the first 4 pages of the resourcebook before the seminar begins. 

3. You vii 11 be given a form for s ugges ti ons with your packet--please note on 
it any comments or suggestions you have during the presentation. You will 
also be given a Participant Information and Attitude Survey with the 
pac ke t and may fill in the first seven items if time allows. It will 
be completed following the presentation and the remaining items should 
not be filled in until then! 

4. The presentation is divided into 4 parts and there will be a five minute 
break between each part. 

5. Th e taped presentation will guide you in the use of the resourcebook 
which is organized according to the 4 parts of the presentation. 

6. Onl y one tape will be played for the group. You will not use your individual 
tapes during the seminar. When the tape indicates that the recording 
shou ld be stopped to allow study of materials, it will be. Please 
fo ll ow the directions and indicate your readiness to continue the tape 
by looking up after completing the assigned reading. The tape will be 
t urn ed on when all indicate a readiness to continue. If it is continued 
before you are ready, please so indicate. 

7. At the conclusion of the presentation, a posttest \•Jill be given. Please 
comp l ete and submit it and the Suggestion form and the Information and 
Attitude Survey before leaving. Make sure your name is on all three items. 

8. Please keep the tapes and resourcebook for your future reference. 

9. Again, please accept our sincere appreciation for your attendance and input. 
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Appendix N 

Percentage of Participants Not 
Meeting Learning Package Objectives 
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Post test* Objective** Number of % Incorrect 
Question Number Measured Incorrect Res~onses Res~onses 

23 79 

2 2 3.4 

3 3 4 13.7 

4 5 2 6.9 

5 6 3.4 

6 7 1 3.4 

7 8 9 31 

8 9 4 13.7 

9 10 6 20.7 

10 11 9 31 

11 4a 11 37.9 

12 4b 0 0 

13 4c 10 34.5 

14 4d 3 10.3 

15 4e 17 58.6 

16 4f 1 3.4 

17 4g 2 6.9 

18 4h 12 41.4 

19 4i 8 27.6 

20 4i 1 3.4 

21 4i 0 0 

22 4j 12 41.4 

23 4k 7 24.1 

24 41 6 20.7 



Posttest* 
Question Number 

25 

Objective** 
Measured 

4m 

Number of 
Incorrect Responses 

13 

* See Appendix D for the posttest. 

% Incorrect 
Responses 

44.8 

**Objectives are listed on pages 3-4 of the resourcebook, 
Appendix b. 
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