
Title: 
Diabetes Educators as Transitional Coaches After Hospital Discharge: Impact on Readmission and 
Glucose Control 

Barbara J. Romig, DNP 
College of Nursing, Thomas Jefferson University, Philadelphia, PA, USA 

 
Session Title: 
Rising Stars of Research and Scholarship Invited Student Posters 

 
 
Keywords: 
diabetes education, quality improvement and transition coaching 
 
References: 

American Association of Diabetes Educators (2011). The scope of practice, standards of practice, and 
standards of professional performance for diabetes educators. Retrieved 
from http://www.diabetesed.net/page/_files/Standards-of-Practice-ADA-2011.PDF 

American Diabetes Association (2013). The staggering costs of diabetes in America.  Retrieved 
fromhttp://www.diabetes.org/diabetes-basics/statistics/infographics/adv-staggering-cost-of-diabetes.html 

American Diabetes Association (2016). Statistics about diabetes.  Retrieved 
from http://www.diabetes.org/diabetes-basics/statistics/ 

Berks County Health Needs Assessment (2013).  Retrieved 
from https://bccf.org/index.php?option=com_phocadownload&view=category&id=1:2013-berks-county-
health-needs-assessment&Itemid=555 

Berks County Health Needs Assessment: Summary Report (2016).  Retrieved from 
https://www.readinghealth.org/~/media/Files/Healthy%20Living/Community%20Health/CHNA%202016.pd
f 

Centers for Disease Control and Prevention. (2014). National diabetes statistics report, 2014. U.S. 
Department of Health and Human Services.  Retrieved 
from http://www.cdc.gov/diabetes/data/statistics/2014statisticsreport.html 

Coleman, E. (2006). The care transitions intervention: Results of a randomized controlled trial. Archives of 
Internal Medicine, 166(17), 1822-1828.  

Forster, A., Clark, H., Menard, A., Dupuis, N., & Chernish, R. (2004). Adverse events among medical 
patients after discharge from hospital. Canadian Medical Association Journal, 170, 345-349. 

Forster, A., Murff, H., Peterson, J., Gandhi, T., & Bates, D. (2003). The incidence and severity of adverse 
events affecting patients after discharge from the hospital. Annals of Internal Medicine, 138, 161-167. doi: 
10.7326/0003-4819-138-3-200302040-00007 

Haas, L., Maryniuk, M., Beck, J., Cox, C., Duker, P., Edwards, L., …Youssef, G. (2013). National 
standards for diabetes self-management education and support. Diabetes Care, 36(1), S100-S108. 

http://www.diabetesed.net/page/_files/Standards-of-Practice-ADA-2011.PDF
http://www.diabetes.org/diabetes-basics/statistics/infographics/adv-staggering-cost-of-diabetes.html
http://www.diabetes.org/diabetes-basics/statistics/
https://bccf.org/index.php?option=com_phocadownload&view=category&id=1:2013-berks-county-health-needs-assessment&Itemid=555
https://bccf.org/index.php?option=com_phocadownload&view=category&id=1:2013-berks-county-health-needs-assessment&Itemid=555
https://www.readinghealth.org/~/media/Files/Healthy%20Living/Community%20Health/CHNA%202016.pdf
https://www.readinghealth.org/~/media/Files/Healthy%20Living/Community%20Health/CHNA%202016.pdf
http://www.cdc.gov/diabetes/data/statistics/2014statisticsreport.html


Institute for Healthcare Improvement. (n.d.). The IHI triple aim. Retrieved 
fromhttp://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx 

Kalvaitis, K. (2009). New figures reveal 285 million people worldwide with diabetes. Endocrine Today, 
7(13), 26. 

Landor, N., Jones, A., & Mathis, A. (2011). Managing diabetes care: Moving an underlying chronic 
condition to the forefront. NYS Health Foundation, 1-12. 

McMurray, D., Johnson, G., Davis, S., & McDougall, K. (2002). Diabetes education and care management 
significantly improve patient outcomes in the dialysis unit. American Journal of Kidney Diseases, 40(3), 
566-575. http://dx.doi.org/10.1053/ajkd.2002.34915 

Moore, R., Gerke, T., Bourgoine, D. & Eamranond, P. (2016). Transition coach program implementation 
associated with thirty-day readmission rates in a community hospital setting. Archives of Community 
Medicine and Public Health, 2(1), 22-26. doi: 10.17352/2455-5479.000012 

Moran, K., Burson, R., Critchett, J. & Olla, P. (2011). Exploring the cost and clinical outcomes of 
integrating the registered nurse-certified diabetes educator into the patient-centered medical home. The 
Diabetes Educator, 37(6),780-793. doi: 10.1177/0145721711423979 

Nathan, D. (1993). Long term complications of diabetes. New England Journal of Medicine, 328, 1676-
1685. doi: 10.1056/NEJM199306103282306 

Nathan, D., Cleary, P., Backlund, J., Genuth, S., Lachin, J., Orchard, T.,..& Zirman, B. (2005). Intensive 
diabetes treatment and cardiovascular disease in patients with type I diabetes. New England Journal of 
Medicine, 353(25), 2643-2653. doi: 10.1056/NEJMoa052187 

National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK). (2008). DCCT and EDIC: The 
diabetes control and complications trial and follow-up study. National Diabetes Information 
Clearinghouse. Retrieved from https://www.niddk.nih.gov/about-niddk/research-areas/diabetes/dcct-edic-
diabetes-control-complications-trial-follow-up-study/Documents/DCCT-EDIC_508.pdf 

Naylor, M., & Keating, S. (2008). Transitional care: Moving patients from one care setting to 
another. American Journal of Nursing, 108(9 Suppl), 58-63. doi: 10.1097/01.NAJ.0000336420.34946.3a 

Naylor, M. (2012). Advancing high value transitional care: The central role of nursing and its leadership. 
Nursing Administration Quarterly, 35(2), 115-126. doi: 10.1097/NAQ.0b013e31824a040b 

 Norris, S., Lau, J., Smith, S., Schmid, C., & Engelgau, M. (2002). Self-management education for adults 
with type 2 diabetes, Diabetes Care, 25, 1159-1171.  Retrieved 
from: http://dx.doi.org/10.2337/diacare.25.7.1159 

Parry, C., Kramer, H., & Coleman, E. (2006). A qualitative exploration of a patient-centered coaching 
intervention to improve care transitions in chronically ill older adults. Home Health Care Services 
Quarterly, 25(3/4), 39-53. doi: 10.1300/J027v25n03_03 

Peyrot, M., Rubin, R., Funnell, M., & Siminerio, L. (2009). Access to diabetes self-management 
education: results of national surveys of patients, educators, and physicians. Diabetes Educator, 35, 246-
263.  doi: 10.1177/0145721708329546 

Powers, M., Bardsley, J., Cypress, M., Duker, P., Funnell, M. Fischl, A.,…& Vivian, E. (2016). Diabetes 
self-management education and support in type 2 diabetes: A joint position statement of the American 

http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
http://dx.doi.org/10.1053/ajkd.2002.34915
https://www.niddk.nih.gov/about-niddk/research-areas/diabetes/dcct-edic-diabetes-control-complications-trial-follow-up-study/Documents/DCCT-EDIC_508.pdf
https://www.niddk.nih.gov/about-niddk/research-areas/diabetes/dcct-edic-diabetes-control-complications-trial-follow-up-study/Documents/DCCT-EDIC_508.pdf
http://dx.doi.org.proxy1.lib.tju.edu/10.2337/diacare.25.7.1159


Diabetes Association, the American Association of Diabetes Educators, and the Academy of Nutrition and 
Dietetics.Clinical Diabetes, 34(2), 70-80.  Retrieved from http://dx.doi.org/10.2337/diaclin.34.2.70 

Warsi, B., Wang, P., LaValley, M., Avron, J., & Solomon, D. (2004). Self-management education 
programs in chronic disease. Archives of Internal Medicine, 164, 1641-1649.  doi: 
10.1001/archinte.164.15.1641 

 Watts, S., & Sood, A. (2016). Diabetes nurse case management: Improving glucose control: 10 years of 
quality improvement follow-up data. Applied Nursing Research, 29(1), 202-205. 
doi:10.1016/j.apnr.2015.03.011 

Abstract Summary: 
This poster summarizes the design, implementation, and evaluation of a quality improvement project to 
improve the care of patients living with diabetes. An innovative approach to combining the roles of 
diabetes educator and transitional coach into one role has resulted in improved glucose control and 
reductions in readmission rates. 
 
Learning Activity: 

 
LEARNING OBJECTIVES EXPANDED CONTENT OUTLINE 

 
The learner will be able to describe how to 

combine the roles of inpatient diabetes 

educator and transition coach to improve the 

care of hospitalized patients living with 

diabetes. 

This poster will include the design, 

implementation and evaluation of the diabetes 

educator / transition coaching program. 

 
The learner will be able to describe the 

outcomes achieved in combining the roles of 

hospital-based diabetes educator and 

community-based transition coach. 

This poster will include outcomes for glycemic 

control and readmission rates for the patient 

population served by the program. 

 
Abstract Text: 
 

Introduction / Background 

A chronic and complex disease identified as the seventh leading cause of death in the United States 
(U.S.) (American Diabetes Association, 2016), diabetes mellitus contributes significantly to the morbidity 
and mortality of U.S. citizens. A key driver in improving health outcomes in patients with diabetes is 
improved self-management of the disease. This Quality Improvement Project presented an innovative 
approach to improving the care of diabetic patients using hospital-based diabetes educators who became 
transitional coaches for discharged patients. During phone calls three days, seven days, and thirty days 
after discharge, nurses working as diabetes educators reinforced patient education and home blood 
glucose goals, reviewed blood glucose readings and medications, reminded patients about follow up 
appointments, and answered questions about self-management of diabetes at home. 

This project built on an interprofessional care transition model that had been implemented previously and 
integrated a number of nursing-led, evidence-based strategies to provide intensive intervention to high-
risk diabetic inpatients. Collectively, the components of this project provided an innovative approach to 
ensure the delivery of high quality, continuous diabetes care to high-risk patients from inpatient admission 
to discharge, and care transitions to home and community. 

http://dx.doi.org.proxy1.lib.tju.edu/10.2337/diaclin.34.2.70


Clinical Question 

The clinical question for this project was: Do high risk hospitalized patients with diabetes who receive 
patient education by diabetes educators, followed by transitional coaching calls at three days, seven 
days, and thirty days after discharge have lower A1C levels three months after teaching and lower 30-day 
and three month diabetes-related readmission rates? 

Setting 

This project involved an interprofessional diabetes education program implemented at Reading Hospital, 
a 709-bed acute care hospital in southeastern Pennsylvania. A Magnet™ designated, level II trauma 
center, Reading Hospital has more than 31,000 discharges per year and sees more than 130,000 
patients for emergency visits annually. 

Population and Sample 

The population is comprised of patients with Type I and Type II diabetes who are considered high risk 
due to poor glycemic control (A1C levels > 7.5%), a new diagnosis of diabetes or altered medical regimen 
during the hospitalization, patients readmitted for diabetes-related conditions, patients admitted with 
hypoglycemia or complications of diabetes, or patients who are new to insulin. Inclusion criteria included 
all high risk diabetic patients as defined above. Patients were excluded who demonstrate healthy self-
management practices for diabetes and have A1C levels demonstrating optimal glycemic control (A1C < 
7.5%). For patients with dementia or developmental delays, a caregiver was offered the diabetes 
education and transitional coaching intervention. 

Methods / Implementation 

Five diabetes educators were promoted in December, 2015 to support the implementation of the Bedside 
to Home Care Transitions (BHCT) Program, a Health Resources and Services Administration (HRSA) 
Nursing Education, Practice, Quality and Retention (NEPQR) grant. These nurses working as diabetes 
educators completed computer-based modules provided by the American Association of Diabetes 
Educators (AADE) and were mentored by an experienced certified diabetes educator. The five grant-
funded diabetes educators were assigned a specific nursing division for which they were responsible to 
provide diabetes education and transitional coaching. Consults for diabetes education were entered by 
endocrinologists, hospitalists, and registered nurses. Patients needing diabetes education were also 
identified by daily lists produced by the Epic electronic health record (EHR). The diabetes educators 
provided inpatient teaching to patients with diabetes, and conducted transitional coaching telephone calls 
three days, seven days, and thirty days after discharge. Clinical questions and concerns arising during 
the transitional coaching calls were referred to the primary care provider. 

The patient education intervention provided during the hospitalization was based on the American 
Association of Diabetes Educators scope and standards of practice (AADE, 2011). Individual teaching 
sessions were provided one to three times during the hospitalization, depending on the individual 
patient’s need. Family members or caregivers were invited to participate in the education sessions if they 
were able. Clinical nurses on the patient care unit reinforced the teaching provided by the diabetes 
educator, and encouraged patients to self-administer scheduled insulin when they demonstrated 
readiness to do so. 

The AADE7™ Self-Care Behaviors provided the foundation for the education provided to patients with 
T2DM. These behaviors include: healthy eating, being active, monitoring, taking medications, problem 
solving, healthy coping, and reducing risks (AADE, 2011). In addition, patients were asked to “teach back” 
to demonstrate understanding of insulin administration and blood glucose monitoring. During the follow up 
phone calls three days, seven days, and thirty days after discharge, patients were asked questions about 
accessing and taking medications; blood glucose monitoring; appointment follow up; and management of 



hypoglycemia. The survey tool used for follow up calls was developed internally based on the literature 
about diabetes-related readmissions as well as the expertise of an experienced diabetes educator. The 
rationale for the content on the follow up survey questions was that gaps in transitions of care and 
reasons for diabetes-related readmissions typically evolve around these topics. This project provides a 
foundation for delivering comprehensive and continuous healthcare services to high-risk diabetic patients 
and their families to meet a demonstrated need for improving diabetes health outcomes. 

Results 

Improvements in glycemic control as evidenced by reductions in HA1C levels and reductions in 
readmission rates resulted from the implementation of this quality improvement project (outcome graphs 
to be included in poster). 

 


