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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. DelLeeuw, 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

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,
21 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.

Following initial formative evaluations, the Learning Package was
field 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 1

INTRODUCTION

Background of the Problem

In 1962 Etzwiler observed that "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 thdrough 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" (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




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, "My 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..."




(Scoville, 1975, p. 209). The Commission's Committee on Education

concluded that gaps in professional knowledge and skills are often the
primary cause of poor patient education and "...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's lifestyle"
(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 "at the
expense of down-to-earth practical concepts" 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 1ife 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.

The Commission on Diabetes submitted a number of objectives and

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

1) 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, 1975b, 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, "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



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
that "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 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 medifications and considerations should be made for

the different age groups. Adolescence is a time of intense and



chamging needs for the individual with diabetes. As Etzwiler
(Etizwiler, 1962) observed, each year the young person must be taught
more about his disease and encouraged to assume increasing
resjponsibility so that proper understanding, attitudes, and skills
will be developed to meet the ultimate goal of self-care as he
appiroaches adulthood. Khurana and White (1971) reviewed problems in
managing adolescents with diabetes, concluding that problems develop
from the characteristics and needs of these young people, the
frustrations of diabetes itself, and the attitudes of their parents.
They 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 72% of adolescent girls and were mild in 24%. In a Swedish study
of juvenile diabetics, 62% of the patients (12 to 17 years of age) had
unsatisfactory knowledge about diabetes with "appropriate food habits"
in only 21%. It was also shown that patients entering adolescence
(above 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 better knowledge about the treatment of diabetes (Ludvigsson, 1977).
Children in the midst of an "adolescent growth spurt" 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
disease in the early years and who have learned to manage it

thenselves. 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

There has been a strong mandate for better diabetic education,
beginning with improved education of professionals. This mandate has
emphasized the need for improved patient nutritional education,
greater 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.




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:

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 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
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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 Tess 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
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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 may 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.
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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 1 or insulin-dependent
diabetes mellitus (IDDM) is usually characterized by abrupt onset of
symptoms, insulinopenia and dependence on injected insulin to sustain
1ife, 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
1ife style. She also compiles or develops educational materials to

aid in meeting these responsibilities (American Dietetic Association,

1977).
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CHAPTER I1I
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 Tearning package was designed for
professionals, the literature addressing these topics was reviewed in
the appropriate sections of the taped presentation with a printed 1ist
of the references cited given in the resourcebook.

Using this review, suggestions and findings were given to the
dietitian 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 review of the literature combined with the researcher's

additional insights and recommendations would assist participating
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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 Titerature
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 "multimedia learning
modules for practicing dietitians on nutritional counseling, education
and behavior modification for persons with diabetes and their
families" in coordination with the American Dietetic Association
(National Commission on Diabetes, 1975b).

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




14

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
al., 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 Titerature with practical suggestions
given to make their applicationl more feasible. The detailed review

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

cited listed in Appendix B.
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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.

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

N

2 of the resourcebook, Appendix B.




10.

11

16

An item pool was developed, with several questions for
assessment of achievement of each objective.

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

Tests were reviewed for validity by two faculty members by
considered experts in diabetes education.

Revisions were made in the tests to conform to suggestions
made in step 5.

The attitude and demographic data survey and a form for
suggestions to improve the Learning Package were drafted and
reviewed by the committee chairman.

Revisions were made in the survey and the form described in
step 7.

The first draft of each section of the script was written and
subjected to in-house review by faculty.

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

The first draft of a handbook (resourcebook) with materials
to supplement the taped presentation was prepared and
reviewed.

The resourcebook was revised according to the suggestions
obtained in step 11.

Permission was granted to use the Guidelines for Education of

Individuals with Diabetes Mellitus in the presentation and

resourcebook.

The first draft of the complete Package was prepared.
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16.

17.

18.

19.

20.

21,

22,

17

The first draft of the Package was submitted to a formative
evaluation by two registered dieitians with the researcher
present.

Changes were made in the script and resourcebook as suggested
by the formative evaluations.

The final form of the Package was prepared and final copies
of all materials made.

A notice was published in the "Update," 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.

A follow-up notice was published in the next "Update" and
follow-up Tetters were sent to 57 dietitians again soliciting
participation in the seminars.

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.

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.

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.

At the conclusion of the taped presentation, participants

were asked to complete the posttest, suggestion form, and
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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 D 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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"very valid." A1l suggestions to increase item validity and clarity
were acted upon (step 6) so that, ultimately, all items on each test
were assessed as "very valid."

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

dietitians at their facilities for clients seen with diabetes.
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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 "undecided" 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: 1.

Guidelines for Education of Individuals with Diabetes Mellijtus; 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

materials were designed to: (1) give more detailed information than
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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 Titerature 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 Tists 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
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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 1imit 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 i11 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

materials seemed unclear. The problem or suggestion was then
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immediately discussed, recorded, and possible solutions suggested and
evaluated. Almost all suggestions were acted upon as 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 1. 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. When another "Update" was published

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

deadline of July 14 given.
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The notice was addressed to "practicing dietitians who are
involved in counseling patients and clients with diabetes mellitus."
No registration 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

completion.

Description of Subjects

There was a total of 30 participants in the study. Table 1
summarizes the subjects' demographic data. One participant, subject
number 25, is a diabetes education nurse and so her responses and

results were not used in calculating statistics and results. The

calculations 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. Wk . Job title/responsibilities registration with diabetes education program? with diabetes?
1 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 5% Yes No
education including diabetes
teaching team
7 6 Recently clinical dietitian at a V.A. M.S. & work 25% Yes Yes
hospital. Now internship director
8 1.5 Clinical dietitian - med, peds and out- Internship 40% Yes No
patients. Teach infant nutrition,
weight 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.
iy 5 Clinical dietitian Cup 30% Yes No

~No
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Table 1. (continued)

Percent of Institution have Schedule follow-
Subis  Yis. Route to time working  formal diabetes up for clients
Nbr. Wkd. Job title/responsibilities registration with diabetes education program? with diabetes?
12 15 Assistant administrator of dietary Internship 107 Yes No
over the clinical dietitians
13 5 Dietary instruction and follow-up of Internship 30% No Yes
dialysis patients
14 - Senior CUP student working as (student) 50% Yes No
clinical dietitian for experience
this summer
15 4 Clinical dietitian - nutritional cup 20% Yes No
assessment & instruction; diabetes
& weight classes
16 19  Renal dietitian Internship 30% Yes Yes
17 8 QOutpatient dietitian - teach diabetes Internship 30% Yes Yes
and other classes
18 10 Clinical dietitian (small 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
4 - Diet technician - interviews, diet - 10% Yes Yes
instruction, diet Chasses
22 5 Director university dietary counseling Traineeship 50% No-to start Yes
clinic - teach classes this fall

no
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Table 1. (continued)

Percent of Institution have Schedule follow-
Sub. Yrs. Route to time working  formal diabetes up for clients
Nbr. Wkd. Job title/responsibilities registration with diabetes education program? with diabetes?
23 15  Maternal & infant high risk clinic- Internship 10% Yes Yes
nutrition education of pregnant patients
24 3  Clinical dietitian Internship 25% Yes No
25 - Diabetes education nurse - (100%) (Yes) (Yes)
26 30 Clinical dietitian for dialysis Internship 40% No Yes
27 - Research assistant - recently graduat- (CUP) - - -
ed from CUP Awaiting registration
exam
28 5 Part time clinical dietitian and Ph.D. M.S. & work 40% Yes No
student
29 2  Recently quit work as a clinical C.ULP, 50% Yes Yes
dietitian in a hospital, doctors
clinic & nursing home
30 3.5 Homemaker with a child with diabetes M.S. & work - - -
8.9  **Mean/Percentage - 23.5% 24% Noj; 76% Yes 48% Noj; 52% Yes

- Indicates no response.
* Indicates the subject is the only dietitian imthe facility.
** Based on the number of subjects completing each item.

nNo
~
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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 1.

Twenty-five participants responded to the question,
"approximately what per cent of your working time is spent working
with persons with diabetes." 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: "Do 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
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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 8:30 a.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 resourcebook. Both the Suggestion Form and
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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 2% hours in Tength, the pauses to allow
study of resourcebook materials extended the Tength 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.
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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

A1l 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. A1l 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

continuing education of registered dietitians. The Association's
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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.
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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 e ol +7.9
Salt Lake 11 79.8 3 (27%) . s +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  Pretest Post- Changes Survey Question Number:
Number *Location A B test A toB 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 8 57 17 -4 +20 1 1 3 1 4 3 3
4 S 8 73 77 -1 + 4 2 2 2 2 4 2 4
5 L 76 81 88 +12 4 1 1 - 1 3 - -
6 P 66 €3 70 + 4 + 1 2 2 4 1 4 2 4
7 S - - 7 - - - 1 2 2 2 7 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 **92 412 +10 2 2 2 2 4 3 4
12 P 76 48 80 + 4 +32 - - - - - - -
13 S 80 74 **Q2 +12 +18 i 1 2 1 B 2 5
1 L. 70 81 81 +11 0 1 1 3 2 4 3 4
1 P 92 64 8 -4 +24 2 2 2 2 3 2 2
16 5 8 63 54 -24 -9 1 1 1 1 5 1 5
i S 88 82  **96 +8 +14 1 1 4 1 4 ] 4
18 P 82 79 81 -1 ¥ 3 1 2 3 2 4 2 4
19 S 62 54 73 +11 +19 1 l 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
2 P 80 81 88 + 8 4 2 2 3 2 4 2 4
23 S - - *%92 - - 1 2 3 1 4 ] 4
24 S 77 74 80 4 3 + 6 2 1 3 2 4 3 3
25 (S) - - - - - B - - - - - -
26 H 70 66 72 £ 2 + 6 2 2 4 2 3 2 2
27 H 66 77 79 +13 ¥ 2 3 ] 2 3 4 2 3

w
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Table 3. (continued)

_ Test Scores (%) Pretest-Posttest Attitude Responses

Subject Pretest Pretest Post- Changes Survey Question Number:

Number *Location A B test AtoB B to B 8 9 10 11 12 13 14
28 H 80 84 61 -19 -23 2 2 3 /i 3 2 3
29 H e 71 84 +12 +13 2 1 2 1 4 1 4
3 H 78 67 66 -12 -1 - - - - - -

***Mean: 15,5 711.3 7.5 +2.0 +5.6 185 1.59 2.7/ 1,88 3./0 2.03 3.50
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 1-5 1-4 1-4 1-5 1-3 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%).
-Indicates the item was not completed by the participant.

***Computed on the basis of n = number of completed responses to that item.

w
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Achievement of Learning Package Objective

A 1ist 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 cach 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




Table 4. Summary of responses to the attitude survey.

el EE T 2==== === R L 5----
Per cent Per cent
Question Mean Strongly Per cent Per cent Per cent  Strongly
Number Question Response Agree Agree Undecided Disagree Disagree

8 The Guidelines for Educa-
tion of Individuals with 1.85 34.6 53.8 17 0 3.8
Diabetes MelTitus will be (Agree)
of practical value to me

in my work.

9 This Learning Package has
increased my understanding 1.59 ol .8 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 2.7 3.8 38.5 34.6 3.1 0
Diabetes Mellitus will be (Undecided)
easy to implement and follow
in my practice.

11 This Learning Package will

make me more able to effect- 1.88 29.6 55.6 11.1 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 1.1

idealistic--they are not (Disagree)
realistic for use by the
"average practitioner."

8¢




Table 4. (continued)
el e R 3----  --- L 5----
Per cent Per cent
Question Mean 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 57.1 231 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 iy 34.6 42.3 11.5
idealistic--they are not (Disagree-
realistic for use in the Undecided)

system in which I work.
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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 1ittle 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

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

person.

Content

a) MNine 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
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diabetes mellitus be included.

Two persons requested more discussion and examples of learner and
behavior outcomes.

There was a request for more details and suggestions on gaining
physician and administrative support.

That less time be allowed for study of resourcebook materials was
suggested.

More information on the Guidelines was requested while another
participant felt a simplified summary of the Guidelines was needed
because 27 pages were overwhelming.

One person felt that the part Il 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.

Three subjects suggested use of several different voices and
perhaps music while three others stated the voice on the tape was
good.

Eight positive comments were given.

Two persons suggested making the presentation self-instructional,
using short quizzes at the end of each part for immediate
feedback.

Two participants felt the narration was too fast while two others
specifically stated the pace was appropriate.

[t was suggested that a book format would be better than a taped

presentation.
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A Tive or videotaped presentation was also suggested as a
preferable approach.

Participation of subjects was suggested.

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.

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 "absorption."

Resourcebook

a)

Two subjects suggested that slides and other visuals would have
been more effective or would have increased the resourcebook's
effectiveness.

Fourteen positive comments were given. Several specifically
commented on the use of the colored pages.

Two editorial comments were given in regards to typing mistakes.
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 "decrease the amount
of flipping back and forth."

A request was made for a list of successfully functioning diabetes
health care teams and another for resources for visually impaired
clients.

More resourcebook materials were requested for part II with a

specific request for a summary of the financial benefits of
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educational programs which were discussed in that part.

A suggestion to include a specific resource on professional
education was given.

Making narration and resourcebook wording identical was also
suggested.

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)
b)

h)

Ten positive comments were given under this heading.

One subject commented that the Learning Package helped in her
plans to organize follow-up classes during the coming year.
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.

The frequent quotations from Etzwiler were not acceptable to one
practitioner who felt other authorities should be quoted more.
Subject number 12 felt the presentation should be given to other
health care team members, especially nurse educators.

Better coordination between the taped presentation and
resourcebook was felt necessary by one participant.

The need to indicate the length of each tape and total
presentation time was also pointed out.

More introduction of the presentation at the beginning of the

seminar was felt necessary and it was suggested participants
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introduce themselves.
Another comment stated that the enthusiastic introduction to the
seminar by the researcher was effective.

The presentation was "inspiring" 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.

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.
The tests were unclear and hard to follow according to two
comments.

One subject felt some questions indicated the correct answers to
following questions.

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 d" on only some items since that seemed to
indicate that the item's correct answer was probably a
combination.

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

taking the tests.
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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 change 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
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criterion while the Provo group, although larger than the Logan group,
had none.

The mean posttest score of the Logan group was the highest of any
group. This was the only group in which the pretest A to posttest
gain score was greater than the pretest B to 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

©
2

etest 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
materials. The researcher does know of specific time pressures piaced
upon three of the five home group participants. This was the main
reason they could not attend a seminar and it may have prevented them
from taking advantage of the opportunity for additional study.

One of the basic assumptions made in using the change scores is
that the changes were due to the seminar. The time period between the
pretests and the posttest was one week or Tess. From verbal
indications from participants and the dates on the tests which were
dated, it is evident that many pretests were taken within 24 hours of

the seminar. The relatively shert time period between pre and

posttests would further 1Timit the chance for other factors to affect
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participants' posttest performances. The assumption that the seminar
was 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

"saturation point" by the conclusion of the presentation and hurried
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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 was 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

practitioners 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 nutritional
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

and identifying the three Tevels of education in the Guidelines. The

question, number 1, which was used to assess this objective used the
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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' 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%
identified 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 cctails 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 ability 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 Teast one correct response but
69% failed to identify that all choices were correct.

During the seminars, several participants asked about question 11
on the posttest. There seemed to be confusion as to whether "current
educational level" referred to the Tevel just completed or the Tevel
to be initiated. This confusion seemed to be the reason 37.9%
answered incorrectly. Thus, rewording the question should increase
achievement of Learning Package cbjective 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 Tess 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

necessary 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

should also be noted that the posttest assessment did not measure

actual ability to achieve the objectives in practice. It is hoped
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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

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, they 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 "average" practitioner" or
for use in the majority of systems in which participants were
employed. Only 7.4% agreed they were too idealistic for the "average"
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,

especially in combination with those who agreed the principles were

practical. It has been the researcher's previous experience that
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practitioners too often feel defeated even before attempting to

implement new programs.

Suggestions for Improvement of the Learning Package

Content

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' support.

The suggestion to make the presentation more realistic was a
single suggestion and seems counteracted by the attitudes
participants' 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 1live 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
complimentary. 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 1ist of successful diabetes health care teams suggested by one
participant is actually included in the 1ist 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 Tevel are, it would be inappropriate although perhaps more
efficient, to include the components 1ists 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 approach. 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, ¢, and d." 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




60

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:
1. 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,
"the educational level which David should now be assisted to
attain is:."

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 Tist 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 assess the effectiveness of the changes. Following

this evaluation, and any further changes which might be indicated, at




62

least one major summative evaluation should be conducted. These
results should be subjected to statistical tests of significance.

Such a summative evaluation would ideally be carried on in the home
setting or a setting 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
section 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,
1975b) which included development of "multimedia learning modules for

practicing dietitians on nutritional assessment, nutritional

counseling, education and behavior modification for persons with
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diabetes and their families " to be coordinated with the American

Dietetic Association could thus be met.
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Appendix A

Learning Package Script
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The need for adequate education of persons with diabetes mellitus
has long been recognized. In 1962 Etzwiler observed that "Optimum
control (of diabetes) offers the promise of an increased 1ife
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 1ife and death" (Etzwiler 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
1975b). Addressing the importance of nutrition in control of
diabetes, the American Diabetes and Dietetic Associations have
emphasized that "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."
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(American Diabetes Association Committee on Foods and Nuterition
1979).

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 1975b) has been Guidelines

for Education 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 individual with insulin-dependent diabetes. The column on the




71

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 Tevel, on page 12, Educational Guidelines for Home
Managenment 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 T1ife with flexibility, insight, and
self-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
Timitations 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 educational experiences. The basic philosophy of these

recommendations is that the ability to accept information 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
studying the Guidelines it will also be noted that several items are
repeated on more than one Tevel. 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 ccncept and
professionals should be available to assist with proper interpretation
of and adjustment for the individual's experiences.

Most objectives in the Guidelines are Tisted 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

ahich 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, "John will take one fruit exchange for each half
hour he will be playing basketball before he begins playing." 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 11 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 "survive" without
full knowledge of these basic principles for years. However, their

control would be poor and decrease both their chances of Tong-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 Tevel
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). A1l 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 re<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>