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Effect of Poorly Controlled Type 2 Diabetes on Quality of Care, Patient Safety and Costs
Introduction
In the previous assessment, I defined the health problem for my practicum as poorly controlled type 2 diabetes among adults receiving care at a community health clinic, many of whom have hemoglobin A1C levels above 9% and limited access to diabetes self-management education. [Replace with the problem, patient, family or group you defined in Assessment 1.] This assessment examines how the problem affects the quality of care, patient safety and costs to the system and the individual; how nursing practice standards and policies influence it; strategies to improve outcomes; and available benchmark data. It also reports on my first two practicum hours.
Part 1: Impact of the Problem
Quality of Care
Poorly controlled diabetes reflects gaps in care quality, including missed follow-up visits, delayed medication intensification and limited education. The American Diabetes Association (ADA) Standards of Care emphasize that ongoing diabetes self-management education and support (DSMES) is critical to empowering people with diabetes, preventing acute complications and reducing long-term complications (ADA Professional Practice Committee, 2025). When patients do not receive DSMES or regular A1C monitoring, care becomes reactive, focused on treating complications rather than preventing them. In community settings, fragmented care across primary care, pharmacy and specialty services also makes it harder to coordinate treatment.
Patient Safety
Uncontrolled diabetes threatens safety in several ways. Persistent hyperglycemia increases the risk of diabetic ketoacidosis and hyperosmolar hyperglycemic state, infections and poor wound healing, and over time leads to cardiovascular disease, kidney failure, vision loss and lower-extremity amputation. At the same time, intensifying treatment without adequate education increases the risk of hypoglycemia, especially with insulin or sulfonylureas, which can cause falls, accidents and emergency visits. Medication errors are more likely when patients take multiple drugs and have low health literacy.
Costs to the System and the Individual
Diabetes is one of the most expensive chronic conditions in the United States. The ADA estimated the total economic cost of diagnosed diabetes at $412.9 billion in 2022, including $306.6 billion in direct medical costs and $106.3 billion in indirect costs such as lost productivity, with people with diabetes incurring about $12,022 per year in excess medical costs (Parker et al., 2024). For individuals, costs include insulin and other medications, testing supplies, missed work and the financial burden of complications. Cost-related nonadherence, such as rationing insulin, further worsens control, creating a cycle of higher costs and poorer outcomes.
Consistency With My Nursing Practice
This evidence is consistent with what I see in practice. [Describe your own observations, for example patients who stop medications because of cost, who have not seen a diabetes educator or who are admitted with complications. Do not include patient identifiers.]
Standards and Policies That Affect the Problem
State Board Nursing Practice Standards and Organizational Policies
My state's nurse practice act defines patient education, assessment and care coordination as part of the registered nurse's scope of practice, which means RNs are accountable for teaching patients about medications, glucose monitoring and hypoglycemia prevention. [Name your state and cite its nurse practice act or board rules.] Organizational policies, such as standing orders for A1C testing, diabetic foot and eye exam reminders and referral protocols to DSMES programs, shape how consistently this care is delivered. Clinical guidelines such as the ADA Standards of Care translate evidence into specific expectations, such as assessing A1C at least twice a year in people meeting their goals and more often when therapy changes (ADA Professional Practice Committee, 2025).
Research on the Effectiveness of These Standards and Policies
Research supports these standards. The ADA's evidence review links DSMES to improved glycemic control, quality of life and self-care behaviors, and recommends that all people with diabetes receive DSMES at diagnosis, annually, when complications arise and during transitions of care (ADA Professional Practice Committee, 2025). Policy also matters for cost. The Inflation Reduction Act of 2022 capped Medicare Part D cost sharing for insulin at $35 for a month's supply starting in 2023. In an early evaluation, Myerson et al. (2023) estimated that after the cap took effect, Medicare enrollees filled about 50,000 more insulin prescriptions costing $35 or less each month, about 20,000 of which would not have occurred without the policy, suggesting that lower cost sharing improves access to essential medication.
How These Standards and Policies Will Guide My Actions
These standards guide my actions by defining what high-quality diabetes care looks like and my responsibilities within it. I will use the ADA Standards to frame my teaching on glucose targets, hypoglycemia and medication adherence, follow my organization's protocols for DSMES referral and A1C follow-up and stay within my nurse practice act by teaching, assessing and coordinating care while collaborating with prescribers on medication changes. I will also help eligible patients understand insulin cost protections and connect them with assistance programs.
Effects of Local, State and Federal Policies on Nursing Scope of Practice
Policies at all levels shape what nurses can do. Locally, clinic protocols and standing orders determine whether RNs can order A1C tests, perform foot exams or initiate referrals without waiting for a provider. At the state level, the nurse practice act defines RN and advanced practice registered nurse authority, including whether nurse practitioners can prescribe independently, which affects access to diabetes care in underserved areas. Federally, Medicare coverage rules for DSMES and medical nutrition therapy, the Affordable Care Act's preventive services coverage and the Inflation Reduction Act's insulin cap influence which services patients can afford, and therefore which care plans nurses can realistically implement.
Strategies to Improve Quality, Safety and Costs
1. Nurse-led DSMES and follow-up. Offer structured, culturally tailored education sessions and nurse follow-up calls between visits to reinforce self-management and adjust plans early.
1. Team-based care with standing orders. Use RN and pharmacist protocols for A1C monitoring, foot and eye exam reminders and medication reconciliation, reducing missed care and medication errors.
1. Addressing cost barriers. Screen for cost-related nonadherence, connect patients with insulin cost caps, manufacturer programs and lower-cost generic medications, and involve social work.
1. Technology support. Use patient portal messaging, text reminders and, where available, continuous glucose monitoring data to identify problems before they become emergencies.
Research on the Effectiveness of These Strategies
The ADA Standards recommend DSMES delivered by qualified educators, including nurses, and support team-based, patient-centered care and technology such as continuous glucose monitoring to improve glycemic outcomes and reduce hypoglycemia (ADA Professional Practice Committee, 2025). Addressing cost is also evidence-based: because direct medical costs account for most of the economic burden of diabetes (Parker et al., 2024), preventing complications through better control is a major source of potential savings for both the system and the individual. [Add one or two recent studies you located, for example a trial of nurse-led diabetes education in community clinics, to meet the five-source minimum with your own search.]
Sources of Benchmark Data
· Centers for Disease Control and Prevention (CDC), U.S. Diabetes Surveillance System: state and county diabetes prevalence and related indicators.
· Healthy People 2030: national objectives, such as reducing the proportion of adults with diabetes who have an A1C above 9%.
· National Committee for Quality Assurance HEDIS measures: glycemic status assessment for patients with diabetes, used by health plans and clinics to compare performance.
· Health Resources and Services Administration Uniform Data System: diabetes control rates for federally qualified health centers, useful for comparing community clinics.
· ADA cost of diabetes reports: national cost benchmarks (Parker et al., 2024).
Part 2: Report on My First Two Practicum Hours
[This section must describe your real experience. Use the prompts below and record your hours on the BSN Learner Time Reporting Volunteer Experience Form. Do not invent conversations or results.]
Whom I Met With and What I Learned
I met with [for example, a patient and family member, or the clinic's diabetes educator and charge nurse] on [date] for [time]. I presented the problem by sharing [the data you used, such as national cost figures or the clinic's A1C trends]. From them, I learned [their perspective on barriers, such as cost, transportation or confusion about medications].
Evidence-Based Practice Resources Reviewed
I reviewed the ADA Standards of Care and [other EBP documents or websites]. This review showed me [what you learned, for example the recommended timing of DSMES or A1C targets].
Leadership, Collaboration, Communication, Change Management and Policy
I explored how [leadership support, interprofessional collaboration, communication or policy] influences the problem, for example [whether the clinic has a DSMES referral pathway or staffing for education].
Barriers, Agreement and Skills Used
The barriers I encountered were [for example, limited time, or a patient minimizing the problem]. The [patient, family or group] [agreed or partly agreed] that the problem was significant because [reason]. To address barriers, I used [skills such as active listening, sharing data to create a sense of urgency or motivational interviewing].
Changes to the Problem Definition and Reflection
Based on these discussions, I [did or did not] revise my problem definition, [for example, narrowing it to adults newly started on insulin]. In hindsight, I would [what you would do differently].
Conclusion
Poorly controlled type 2 diabetes lowers the quality of care, threatens patient safety through hyperglycemic and hypoglycemic events and imposes high costs on both the health system and individuals. Nursing practice standards, organizational protocols and federal policies such as Medicare insulin cost caps shape how nurses can respond. Evidence supports nurse-led education, team-based care, attention to cost barriers and technology as strategies to improve outcomes, and national benchmark sources allow the clinic to measure its progress.
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