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Swedish Edmonds Performance Improvement Project 

 

 
Title New Diabetes Education Program 

Organizational 

Value Addressed 

Enhance clinical excellence of the Swedish Edmonds Diabetes 

Education Program 

Scope Internal operation of the Diabetes Education program 

JCAHO Functions 

Addressed 

Improves continuity and quality of care 

Description of the 

Project 

Based on data from the DM Follow-Up Class Post-Assessment and 

Class Evaluation, we would like to see if this new program was 

beneficial to patients compared to the old program. 

Goals 1. To improve the new program with feedback from participants 

2. To determine how the DM Education team can support DM 

care for participants in the future 

3. To identify barriers to help patients meet their behavioral goals 

When Initiated Data from both AM (2/28/17) and PM (2/23/17) DM follow-up 

class were analyzed; participants attended first 2 classes in January 

2017 

When Implemented March 2017 

Current Status In Progress 

Project Leader Reiko Kobayashi-Wagner, MS, DTR (Priority Nutrition Care 

Intern) 

Participants: Diabetes Education Team 

DO 

PLAN 

STUDY 

ACT 
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PLAN Participants of both AM and PM DM class (1/10, 17/17 and 1/12, 

19/17 respectively), attended the first 2 steps of DM Class in 

January and a third follow-up class in February (2/23/17 PM class, 

2/28/17 AM class). They were asked to fill out a class evaluation 

and a post-assessment during the follow-up class.  

DO Student intern will compile data in Microsoft Excel to analyze 

feedback and post-assessment. 

STUDY Feedback from AM class (n=4) indicated an average of 4.75 rating 

out of 5 for all aspects of DM Follow-Up class. Positive remarks 

included good education and explanation, reminder calls, group 

discussion and opportunity to ask questions. Improvements 

included changing time of class to a later start time and more 

follow-up classes. Future topics requested were for more 

nutrition-related classes including cooking classes. This class 

requested specifically Mon/Tues mornings but maybe later start 

times. In the post-assessment, all participants (n=4) can do well 

with BG checks, taking medication and seeing the doctor 

regularly. Most participants (n=3) manage foot care well. Some 

participants have difficulty with getting regular exercise and 

managing highs and lows. Most participants (n=3) left meal 

planning and stress management blank. All participants (n=4) left 

sick day management blank as well. Average HgbA1c for this class 

was 8.75%. Average achievement rate of DM care-related goals for 

healthy eating was 69%, being active was 63%, using 

medications safely was 94%, monitoring was 88%, reducing 

acute complications (n=1) was 100%, reducing chronic 

complications was 100% and healthy coping was 66%. For the 

next step in DM education, 1 out of 4 participants did not need 

anything, 2 out of 4 would like another group session and 2 out 

of 4 would like cooking classes. 

 

Feedback from PM class (n=2) indicated an average of 5 rating out 

of 5 for being comfortable asking questions about DM, 

instructor’s explanation of questions and overall satisfaction 

with the class. For being comfortable sharing experience, 

learning something from the class and the program providing 

resources for further DM care management, the PM class (n=2) 

rated on average 4.5 rating out of 5. Positive remarks including 

being able to meet other people dealing with DM and getting all 

questions answered. There were no suggestions for improvement. 

Future topics requested were meal planning and quick weeknight 

dinners. This class preferred evenings and weekend times for 

class offerings. In the post-assessment, all participants (n=2) are 

competent in BG checking and foot care while participants 

struggled with physical activity. Meal planning and managing 

high blood glucose were an issue for 1 out of 2 participants. Both 
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participants (n=2) left managing low blood glucose and seeing the 

doctor regularly blank. Average HgbA1c for this class was 9.35%. 

Average achievement rate of DM care-related goals for healthy 

eating was 38%, being active was 38%, using medications safely 

was 90%, monitoring was 70%, reducing acute complications was 

88%, reducing chronic complications was 88% and healthy coping 

was 63%. For the next step in DM education, 1 out of 2 

participants wanted RD 1:1 and RN 1:1 appointments and 1 out of 

2 participants preferred DM Support Groups. 

ACT For this group of participants in the AM class, diet and exercise 

seem to be two important factors for DM care and management. 

Hosting another group session that discusses these two topics may 

be beneficial for this group. Another idea would be to incorporate 

a cooking demonstration during this group session. 

 

For this group of participants in the PM class, diet and exercise 

were also two important factors for DM care and management. 

Since there were only two participants during this session, this may 

have not been enough data but one preferred group sessions while 

the other preferred individual sessions. 

 

From the post-assessment of both groups, managing high and low 

blood glucose was also a topic that may need to be reinforced at 

future sessions.   

Outcome 

Measure(s) 

 Increase participation of classes through calling or sending 

reminders 

 Conduct another follow-up session for January group, both AM 

and PM 

 Continue to conduct evaluations and post-assessments for the 

next 3 groups 

 Analyze data gathered from evaluations and post-assessments to 

improve structure of follow-up classes 

Communication 

Plan 

 Report results to DM Team 

 Analyze and discuss results of every DM Follow-up class every 

month at Team Meeting 
 


