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A practical framework for encouraging and supporting positive
behaviour change in diabetes

L. Fisherl, W. H. Polonsky?, D. Hessler!, and M. B. Potterl
1Department of Family & Community Medicine, University of California, San Francisco

2Behavioral Diabetes Institute, University of California, San Diego, USA

Abstract

A wide range of diabetes-directed interventions — including novel medications, devices and
comprehensive education programmes — have been shown to be effective in clinical trials. But in
the real world of diabetes care their efficacy is often dependent upon on how well a clinician is
able to support personal engagement and motivation of the person with diabetes to use these new
tools and knowledge consistently, and as directed. Although many person-centred motivational and
behavioural strategies have been developed, for example, action planning, motivational
interviewing and empowerment-based communication, the sheer number and apparent lack of
clear differences among them have led to considerable confusion. The primary goal of this review,
therefore, is to provide a practical framework that organizes and structures these programmes to
enhance their more systematic use in clinical care. Its purpose is to enhance clinician efforts to
respectfully encourage and support engagement and motivation for behaviour change in people
with diabetes. The three-step framework for organizing and describing the specific clinical
processes involved is based on self-determination theory and includes: clinician preparation for a
different type of clinical encounter, clinician/person with diabetes relationship building, and
clinician utilization of specific behavioural tools. We conclude with practical considerations for
application of this framework to the real world of clinical care.

Introduction

Despite the plethora of new diabetes-related medications, devices and education
programmes developed over the last 10-15 years, many people with diabetes continue to
experience significant problems maintaining adequate glycaemic control and altering their
lifestyle behaviours to reduce risk and improve health [1]. Although many interventions have
been shown to be highly effective in clinical trials, their efficacy in the real world of diabetes
care is primarily dependent on the engagement of the person with diabetes, and their
motivation and knowledge to adopt and use these interventions as directed over time.

New care delivery programmes that make use of the Chronic Care Model [2] and Patient
Centered Medical Home [3] illustrate how health systems are trying to reconfigure
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themselves to support self-management and motivation through person-centred strategies for
those with diabetes [4]. The goal of these programmes is to assure that treatment regimens
are sensitive to personal preferences and that people with diabetes have the motivational
support and resources to be actively informed and influential in their care [5].

To achieve these ends, many person-centred motivational strategies have been introduced
over the years, all designed to provide clinicians with tools to support and encourage
improvements in disease management among people with diabetes. Unfortunately, the sheer
number and lack of apparent differences among these strategies have led to considerable
confusion that has hampered their appropriate selection and systematic application [6]. For
example, it is unclear what the critical differences are among commonly advocated clinical
approaches, such as empowerment-based communication, engagement, cognitive—
behavioural action planning, goal setting, patient activation, informed decision-making,
autonomy support, partnership building, tailoring, agenda setting, motivational interviewing
or mindfulness, and when during the course of behaviour change each should be employed.

Although the growing literature suggests that many of these strategies are effective [7-9], it
remains unclear how these commonly used patient-centred strategies and programmes can
be organized in ways that will make it easier for clinicians to use them thoughtfully and
systematically in the real word of clinical care. The primary goal of this review, therefore, is
to provide a practical framework that organizes and structures these programmes to enhance
their more systematic use. Such a framework can then enhance clinician efforts to
respectfully encourage and support engagement and motivation for behaviour change in
people with diabetes.

We begin by providing a brief historical background of these programmes to provide context
and to highlight the differences between traditional and patient-centred approaches to
behaviour change in diabetes. We then present a three-step framework for understanding the
specific interactional processes involved and conclude with practical considerations for
application to clinical care.

Brief contextual overview

The current emphasis on engagement and motivation for behaviour change in diabetes and
other chronic diseases has evolved through two overlapping developments. First is the shift
in health care from episodic acute care for urgent medical needs to one that provides
continuity of care for chronic medical needs [10], a shift that began in the 1930s but
expanded dramatically after World War 11. In the acute care approach, clinicians gathered
and dispensed information about an acute medical condition and then focused heavily on
diagnosis and specific treatment. People were expected to follow treatment
recommendations until the acute condition resolved. The clinician—person relationship was
hierarchical, with the clinician collecting information and dispensing treatment, and the
person following through passively with little responsibility for ongoing disease
management. In this sense, clinicians treated conditions, not people.
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Two linked developments turned this traditional approach on its head: the ageing population
and the dramatic rise of chronic conditions, like diabetes. Funnel and Anderson [11] suggest
that chronic care differs from acute care insofar as in chronic care the choices that
individuals make each day in the management of their disease have a greater impact on their
health than the decisions made by clinicians; people are more in control of these choices
than clinicians; and because the consequences of personal decisions regarding their disease
management affect people directly, they have a major responsibility to manage their disease
in ways that best fit their personal preferences and needs.

Furthermore, the shift to a chronic care model pointed to the need for a comprehensive
reconfiguration of the clinician/person with diabetes relationship from a hierarchical to a
more egalitarian structure. This shift was necessary because, compared with acute care, in
chronic care increased personal control and responsibility necessitated a more collaborative
approach that takes personal preference into account. It became clear that people with
diabetes, not clinicians, make the key daily self-management decisions; without personal
engagement and motivation, nothing ordered or recommended by a clinician will make a bit
of difference. Therefore, although clinicians can retain their role as experts, they also must
become partners with make the key daily self-management decisions, acting as guides and
interactive facilitators to help people assume responsibility, make informed decisions and
find practical ways to implement mutually agreed upon treatment plans. In this new world,
clinicians must treat people and not just conditions.

The second development was the emergence in the 1950s of an approach that views disease
within the broad context of an individual's personal, social and cultural worlds, and not just
through the lens of physiology [12]. For example, Balint's emphasis on treating the entire
person, including their feelings, social setting and response to disease [13]; Carl Rogers'
client-centred therapy with an emphasis on unconditional positive regard [14], George
Engel's biopsychosocial model [15], Arthur Kleinman's emphasis on the personal and
cultural understanding of disease [16], the emergence of family medicine as a primary care
specialty [17], and Mulhauser and Berger's patient-centred approaches to diabetes education
[18] all contributed to an orientation to care that included viewing the disease within the
context of the entire person, understanding the disease from the individual's perspective, and
collaboratively developing a treatment plan in ways that fit the personal, social and cultural
preferences and goals of individuals.

These two developments led to a dramatic and underappreciated change in the very the role
of the clinician and the structure of the traditional clinician/person with diabetes
relationship, with several scholars considering this to be a true ‘paradigm shift’ [19,20]. The
shift in power and control suggested that clinicians needed to carefully re-examine their
skills and strategies for supporting and encouraging autonomy, self-reflection, personal
responsibility, and problem-solving in people with diabetes; skills that were rarely necessary
in acute care, but are crucial if the person with diabetes is to truly succeed with disease self-
management in the real world [21]. This restructuring led to several studies that tried to
identify which aspects of clinician activity within this newly restructured relationship
affected directly the engagement, motivation and enactment of people with diabetes [22,23].
If people were no longer to be viewed as passive recipients of clinician information and
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direction, then what would clinicians need to do in their interactions to help people engage
actively and responsibly in their own care?

The past 20 years has witnessed the introduction of a host of different approaches to what is
now generally called person-centred care. These range from training programmes that guide
clinicians to develop more collaborative interactions with people with diabetes to specific
tools that structure behaviour change, planning and follow-up. What is needed now is a
framework for integrating these approaches into a structure that enables them to be more
easily, effectively and systematically applied in clinical care.

A framework for supporting engagement and motivation in people with

diabetes

We present a graphical framework in Fig. 1 to organize the processes involved and to
describe the landscape of current strategies to enhance person-centred care. Although it may
be argued that person-centred strategies should underlie all clinical encounters, they require
special expertise and attention when the clinical conversation centres around the motivation
for behaviour change in chronic disease [19]. The framework is represented by an ordered,
three-step process, with the sequence of clinician activities flowing from left to right.

At Step |, clinicians undertake two tasks. First, they must shift their mindset from a
traditional hierarchical mode of interaction with people to a more empathic, shared,
collaborative interactional style. Second, clinicians must re-orient themselves from an
information delivery focus to listening for and addressing the nuances of personal
engagement and motivation, since both drive behaviour change. This re-orientation is
difficult — it takes active clinician effort. It is accomplished by directing clinician attention
away from gathering and dispensing information to addressing the motivational needs and
conflicts of the person with diabetes. Satisfaction of these needs is crucial if the person with
diabetes is to make informed decisions about what they want to do and how they want do it
over time.

Step 1l focuses on applying this re-orientation through the powerful medium of the
interaction between clinician and the person with diabetes. We call this process ‘relationship
building’, utilizing a different kind of interactional style that employs the principles of
motivational change outlined below. Once engagement and motivation have been addressed
through the interaction, and only then, Step 11l comes into play: employing specific
behavioural and educational tools and resources to guide and support positive behaviour
change, e.g. action plans and structured follow-up visits.

In total, this process focuses on changing clinician behaviour; it encourages clinicians to
shift to a different interactional mindset and to focus attention on the motivational needs of
the person with diabetes (Step 1); apply both through the medium of the clinician/person
with diabetes interaction by relationship building (Step I1); and then, once engagement and
motivation are addressed by this process, and only then, use specific behavioural tools to
facilitate behaviour change (Step I11). Enactment of all three steps, especially Steps | and |1,
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which often are given short shrift in clinical care, are crucial for maximizing outcomes. We
review each below in more detail with illustrations from the literature provided in Table 1.

Step I: Clinician preparation for a different kind of clinical encounter

Having a productive conversation with the person with diabetes about behaviour change in
diabetes is quite different from traditional clinician—person with diabetes interactions. Hence
the need for a brief period of transition to help clinicians achieve a shift in mindset. The shift
is necessary to help clinicians slow the pace of the encounter and prepare to do more
listening and reflecting, and possibly to rearrange the examination room chairs and turn off
the computer screen to support equality and respect for the person with diabetes. Most
clinicians require a moment to separate themselves from the fast pace of regular clinical care
to the slower, more reflective pace required by this different kind of clinical conversation
[24]. This pace does not necessarily mean that the upcoming visit will require more time; it
only means that the clinician will be behaving differently.

This moment of transition also enables clinicians to refocus on the major task of their
interaction with the person with diabetes: supporting and encouraging the person's
motivation for behaviour change. Self-determination theory [20,25-27] is a straightforward
and useful framework that clinicians can use to structure and direct this task. It is a well-
documented theory of human motivation frequently applied to the healthcare setting.
Developed by Ryan and Deci [28] and applied to the diabetes context primarily by Williams
et al. [29], self-determination theory suggests that all human beings have three primary
needs that form the basis for self-motivation: needs for competence (feeling personally
active, capable and confident), relatedness (feeling connected, understood and supported by
important others — like clinicians) and autonomy (needing to act in self-initiated ways with
personal control, acting on one's own). ‘Autonomous motivation’, motivation that is intrinsic
to the individual and personally driven, emerges when all three of these needs are addressed
and supported by clinicians. Autonomous motivation leads to high confidence in the self-
determination theory, a positive quality of life, and sustained behavioural change [29]. By
contrast, “‘controlled or extrinsic motivation’ occurs when motivation for action is directed
by others, for example, by clinicians or family members. Studies show that controlled
motivation leads to internal conflict and that the initial behaviour change prompted by this
kind of motivation is rarely sustained [29].

Social environments and relationships, especially those between clinicians and people with
diabetes, can thwart or enhance the development of autonomous motivation as they play out
in the clinician/person with diabetes interaction (Table 2). For example, it has been shown
that clinician offers of tangible external rewards (you'll feel better when you ...), threats
(complications will occur sooner unless you ...), deadlines (you'll have to start insulin now
unless you ...), directives (you must test your blood sugar every morning) and imposed
goals (a 5% weight loss is your target) all lead people with diabetes to experience a loss of
internal control (autonomyy); whereas clinician support for self-direction, personal decision-
making, and a secure and trusting relationship enhance autonomous motivation [30]. In
general, studies show that clinicians can be trained to increase their support for autonomous
motivation; furthermore, those clinicians with high ratings on autonomy support have
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patients who display better self-regulation, competence, diabetes management and quality of
life [27,29,31]. Thus, self-determination theory is clinician-focused; it helps clinicians
organize and direct their interactions with people with diabetes in ways that enhance
autonomy, competence and relatedness. It is from this conceptual platform that many
strategies that support behaviour change, like empowerment-based communication and
motivational interviewing, have evolved [20,32].

The adoption of this more holistic and empathic mindset can generate a deeper
understanding of the needs and concerns of people with diabetes, and can dramatically
change the interaction clinicians have with them. With this new mindset, clinicians cannot
conclude that a person with diabetes is ‘in denial’, is ‘blind’ to how their current disease
management practices may be self-destructive, or is simply a ‘bad’ person with diabetes.
These perceptions reflect an outdated and less fruitful model of care in which clinicians
assume that people with diabetes should follow clinical directives to the letter, and that there
is something ‘wrong’ with them if they fail do so. In truth, no person with diabetes wants
complications, diabetic ketoacidosis or severe hypoglycaemic episodes. All would prefer to
live long and healthy lives. Thus, the changed mindset reminds clinicians that people with
diabetes often have their own very good reasons for why they manage their disease as they
do, even if their behaviour may be contrary to clinician recommendations. When successful
and applied with expertise, this different approach creates a mutually safe, trusting and
encouraging environment for a kind of clinician—person with diabetes dialogue that can
inform both of underlying their beliefs, expectations, worries and concerns, which can then
set the stage for a more effective therapeutic relationship. In this way, clinicians and people
with diabetes can work together to develop a more timely, realistic and personally
meaningful plan of action, one that people with diabetes are more likely to follow. In sum,
Step | helps clinicians prepare for a clinical encounter defined by empathetic active listening
and reflection in ways that enable a fuller understanding of the engagement and motivation
of people with diabetes.

Step II: Relationship Building

Relationship building occurs through the medium of face-to-face clinical encounters; it is
where the clinician's new mindset that was established in Step | is now directly
implemented. Relationship building also plays out longitudinally through extensions of the
face-to-face encounter, e.g. e-mail interactions, contact with other staff, follow-up phone
calls. Thus, relationship building is a process that develops over time; it is typically not an
event that occurs at a single encounter.

Numerous studies have tried to identify the specific types of clinician skills and behaviours
that enhance relationship building. For example, Gruman et a/. [33] listed 48 potential
components, Funnell ef a/. [10] listed 9, Lipkin and Putnam [24] identified 11, and we
summarize 23, somewhat overlapping, skills extracted from the literature (Table 2). All are
directed at building a collaborative relationship in which people receive support for making
their own primary decisions about their diabetes and how to implement them. Clinicians
maintain control by expertly guiding the conversation through open-ended questioning,
making reflective statements and exploring motivations about change.
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Although each of these techniques has a place in a clinician's skill set, truly effective
relationship building requires something more: the adoption of a different, overarching
clinical style and orientation to the interaction. For example, Funnell and Anderson [11]
emphasize that empowerment-based communication is not simply a technique or protocol;
rather, it is a vision or orientation that guides each encounter. Likewise, Miller and Rollnick
[34] describe motivational interviewing as a conversational style, such that to be successful
clinicians need to adopt the ‘motivational interviewing spirit’ through engaging, affirming,
reflecting and advising. Hence, a shared component of commonly used programmes
involves a form of relationship building that requires that specific interactional techniques
become embedded within a broader ‘vision’ or ‘conversational style’ that is deeply sincere,
collaborative and affirming. Clinicians may enact many of the techniques listed in Table 2
with no real change in outcome; structured protocols alone do not necessarily lead to
trusting, affirming environments for meaningful clinical conversation.

This broader vision includes recognition that regardless of what clinicians think, people with
diabetes make most of the decisions about their own disease management and that,
ultimately, clinicians cannot ‘get’ people to do much of anything — people with diabetes
shape, accept or reject recommendations, and carry them out as they wish independently. An
acceptance of this perspective requires a fundamental change in the power hierarchy, with
clinicians eschewing the putative role of ‘commander’, ‘doer’, ‘decider’ and ‘treater’ in
favour of the role of facilitator, ‘summarizer’, advisor, ‘reflecter’ and ‘guider’. With this
perspective, clinicians retain control through their knowledge, expertise and guidance, but
they shape the interaction by utilizing a fuller understanding of the values, needs and
perspectives of the person with diabetes. Thus, in Step |1 clinicians are no longer responsible
for people with diabetes but are responsible to people with diabetes; they are no longer
problem-focused but are people-focused [11].

Interestingly, all of the illustrative programmes listed in Table 1 advocate for a clinician
interactional style that is collaborative, empathetic and respectful in ways that conform with
self-determination theory; however, they do so with uniquely different emphases. For
example, through “‘change talk’, motivational interviewing focuses on the clinician
identifying and driving the overt recognition of conflicting motivations; AASAP focuses on
identifying, labelling and normalizing the feelings and expectations that drive behavioural
change; and the common sense regulatory model emphasizes the need to address underlying
beliefs and cognitions associated with the disease held by the person with diabetes.

Step IlI: Utilize tools for behaviour change

There are many tools and decision aids that can facilitate behaviour change once the
engagement and decision-making of the person with diabetes have been addressed
successfully in Steps | and 11 (see Table 1). Some comprehensive programmes that focus
initially on the first two steps also include Step I1l components so that there is a relatively
seamless flow from one step to the next. For example, empowerment-based communication
focuses on three Step 11 components (“active listening’ through open-ended questioning;
making reflective, summarizing statements; and ‘building motivation’ by clarifying values
and identifying and addressing emotions) and five Step |1l components, all centred on goal
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setting. In this manner, comprehensive relationship-building strategies are utilized as a
medium of interaction as goal setting and action planning proceed.

By contrast, there are several Step 11 programmes in Table 1 that do not have explicit built-
in Step | or 11 components. These include most programmes of mindfulness-based stress
reduction, web-based or electronic monitoring or behaviour-prompting programmes, and
decision aids. Although most diabetes education programmes include patient-centred
approaches to information delivery, goal setting, behavioural decision-making, and other
self-management support activities, by and large they rarely include the types of specific
relationship-building processes described here.

Practical considerations to aid in implementation

Several issues may be helpful when applying this framework in both primary and secondary
care settings. First, we suggest that the successful implementation of the framework to
support behaviour change in diabetes management requires that all three steps in the
framework be fully addressed for each person with diabetes. A very common and critical
clinical error occurs when there is a rush to utilize Step 111 behaviour change tools, such as
action plans, without fully developing Steps I and Il. Clinicians have a tendency to
encourage immediate action without recognizing that careful and timely preparation is
required to help people with diabetes achieve sufficient autonomous motivation for a
successful outcome. Unless all three steps are thoroughly addressed, behaviour change will
not occur, or if it does occur, it will rarely be sustained and, sadly, people with diabetes will
experience another management failure.

Collaboratively addressing the needs and perspectives of the person with diabetes also
suggests that clinicians and people with diabetes may need to establish more modest initial
treatment goals than clinicians might wish. Likewise, the pace of change leading, for
example, to improved glycaemic control, might be slower than desired. Thus, clinician needs
for immediate, speedy success have to be tempered by what the person with diabetes wants
and is able to achieve.

Second, people with diabetes present with varying degrees of motivation for change. The
amount of time and clinical energy that is needed for relationship building, therefore, can
vary among people with diabetes, and within the same person over time as motivation ebbs
and flows based on a host of disease- and non-disease-related factors. Likewise, an
individual person with diabetes can present with different levels of motivation for change
based on the type of change being considered. For example, a person with diabetes may be
more willing to consider a new medication than to begin a structured physical activity or
smoking cessation programme. Consequently, because motivation for behaviour change is
not consistent both across and within people with diabetes, and across areas of diabetes
management within the same person, it is critically important that clinicians address
motivation carefully, at each encounter and for each area of change considered. Again, a
major caution — the rush to behaviour change without building a solid motivational
foundation reduces the probability of sustained positive outcomes.
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Third, ideally all members of the diabetes care team should be sensitive to these issues and
adopt relationship-building strategies as an overall strategy of good care. It may not be
necessary, however, for all team members to be equally skilled and experienced in this
regard, as long as all are overtly supportive. Given the variety of practice preferences,
personal clinical styles and staffing configurations across clinical settings, it is important to
ensure that at least one team member has the requisite skills and abilities to fulfil this
function. Programmes that train physicians, specialty nurses, medical assistants, diabetes
educators and peer health coaches have shown that almost any active member of the clinical
team can fulfil this function given the requisite interest, stylistic proclivity, training and
support.

Fourth, developing the requisite relationship-building skills can be difficult and cannot be
achieved simply by attending a lecture or a brief workshop [35]. Short-term staff training
programmes are rarely effective because relationship building cannot easily be
‘protocolized’. Furthermore, clinicians require time for these skills to develop, and they
require ongoing clinical consultation to assure effective application [36]. Although several
reports document that training can be highly effective [9], the requirements of successful
implementation need to be recognized at the outset; otherwise time and financial resources
will be lost.

Fifth, the shift toward collaborative clinician—person with diabetes relationships provides a
remarkable counterpoint to current trends in health care, with their emphasis on big data,
algorithms for decision-making, and quality assessment based on levels of glycaemic control
and other ‘objective’ markers. Conflicting pressures urge clinicians to be time and resource
efficient while at the same time addressing the unique, personal needs and preferences of
individual people with diabetes. Consequently, to be effective, the adoption of these kinds of
relationship-building programmes requires the overt support of clinic managers and practice
champions. Otherwise, the well-documented potential of these strategies for improved
clinical outcomes will not be achieved.

Conclusions

The explosion of diabetes around the world has evolved into a healthcare crisis, with large
numbers of patients not achieving satisfactory metabolic control. Clinician-directed
treatment and education alone have in many ways not fully recognized that people with
diabetes make far more health management decisions than clinicians. Ultimately, the
preferences and needs of the person with diabetes must be respected and addressed in the
clinical setting, and must form the basis of treatment. Yet our traditional hierarchical models
of care and current ‘data-driven’ health systems often ignore or undermine the very the
motivations and preferences of people with diabetes that need to be harnessed so that they
can make informed decisions about the management of their disease. Using self-
determination theory as a template for addressing motivational needs, we suggest a
conceptual rationale and a three-step framework for an alternative approach, one that fully
recognizes personal needs for autonomy, competence and relatedness, and that channels
these needs into the clinical encounter through the effective use of specific clinician
relationship-building skills and behavioural tools.
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Ilustrative applications at each of the three steps of the framework

Step Programme name

Description

Unique characteristics

| — Preparation Self-determination theory [27,37]

Il — Relationship building  Empowerment-based communication [10,11,19]

Motivational interviewing (MI) [34,38]

AASAP [39]

Common-sense self-regulatory model [40]

Clinicians change
mindset to address
three fundamental
patient motivational
needs: competence,
autonomy and
relatedness. Clinicians
prepare to shift from a
hierarchical to an
egalitarian,
collaborative
interaction. Prepare to
structure interactions
in ways that optimize
satisfaction of person's
motivational needs.

Focus on person's
values to explore areas
for self-identified
change. Examine their
thoughts, meanings
and feelings, leading to
a five-step behavioural
change protocol:
explore the problem,
clarify feelings and
meanings, develop a
plan, commit to action
and evaluate results.

A clinician-directed
approach to drive a
person's ambivalence
toward the direction of
change by exploring
and resolving
ambivalence for and
against taking action.
A seven-step system of
questioning called
DARN-CAT can be
used (desire to change,
ability to change,
reasons to change,
need to change,
commitment to
change, activation to
change, steps toward
change).

Collaborate with the
person to label and
normalize underlying
affect, and show how
their feelings drive
their actions.

Clinicians help
individuals examine
their personal beliefs
and subsequent
emotional responses to
iliness, especially
those beliefs related to
disease control, the
identity of the
condition itself, the
anticipated

Diabet Med. Author manuscript; available in PMC 2018 December 01.

A focus on personal autonomy and
self-direction to satisfy needs and
enhance effective behavioural
change. Emphasizes that the
individual, not the clinician, is the
autonomous agent of change.

Strategies to help a person self-
identify areas for change through
clarifying values and exploring
feelings and motivations.

Clinicians drive change by
fostering ambivalence: identify
factors that foster change vs. factors
that foster maintaining the status
quo. Roll with resistance and
initiate ‘change talk’ to tilt the
ambivalence toward change.

Clinicians identify and label affect
to help people understand how their
feelings and emotions drive their
management behaviour.

A focus on basic beliefs and
cognitive perceptions about disease
and its management. How people
think about disease impacts how
they manage it.
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Step

Programme name

Description

Unique characteristics

111-Behavior change tools

Cognitive-behavioral tools [41, 42]

Mindfulness [43,44]

Diabetes Education (DAFNE, DESMOND)
[45,46]

Web-based, wearable, and other electronic
information storage and delivery systems [47,48]

consequences, and the
cause of the disease.

A broad range of tools
based on cognitive-
behavioral theory,
including highly
structured action plans,
goal setting, shared
decision-making,
education, obstacle
identification, and a
variety of decision
aids. Little if any
emphasis on
motivation, or support
for autonomy.

Training to enhance
the acceptance and
non-judgemental
awareness of
experience in the
present moment to
identify internal
stressors and states of
being that block
behaviour change,
increase rumination
and stimulate over-
reactions to disease
events.

Delivering information
about diabetes and its
management, most
often delivered ina
group setting.

Personalized web-
based or worn devices
that generally are used
to prompt or monitor
disease management
behaviours over time,
e.g. exercise, diet,
medication taking.
Easily accessed and
portable, sometimes
linked to clinician
support and contact.

Emphasis on actions regarding
specific types of defined behaviour
change using highly structured
cognitive/behavioural methods.

Training to be aware and accepting
of internal emotional states to
facilitate decisions around action.

Providing information delivery.

Electronic prompting, monitoring

and data storage of specific

behaviors.
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Table 2
An overview of clinician actions that detract from and enhance relationship building
Detract Enhance

Provide content

Give advice, solve problems
Pass judgement

Blame patient

Invalidate the individual's concerns
Share opinions

Ask close-ended questions
Talk a great deal

Fill silences

Use jargon

Focus on numbers, tests, levels
Face away from patient

Talk fast to save time

Direct collection of detailed information

Direct decision-making: tell individual what

is ‘best’ to do and how to do it

Complete the entire task during this
encounter only

Permit interruptions by others
Warn and threaten

Try to convince

Ask open-ended questions

Reflect person's worries, concerns

Label affect

Explore person's beliefs and expectations

Use double reflections

Have individual tell their story

Observe mood, tone, posture, speech

Be empathic and sympathetic

Summarize content and process

Be at ease with sensitive topics

De-emphasize numbers

Active listening

Genuineness: we are in this together

Change the pace of usual clinical conversations
Provide affirming, understanding statements
Express curiosity and interest about their experience
Be patient: tolerate silences

Be willing not to decide today

Be alert to person's values, cultural and life context and their
effect on their decisions

Shift from focusing on the condition to focusing on the person
Turn questions back to individual
Use the person's language in reflections and feedback

Roll with resistance — do not confront or push back
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