
Introduction
One of the most important roles of
diabetes specialist nurses (DSNs) is
to be good patient educators.
When reviewing evaluations of
patient education programmes it
seems urgent to try to improve edu-
cational skills. Several studies have
evaluated patient education and
found small to modest effects on
self-management, quality of life and
glycaemic control.1–3 Despite these
modest effects, patient education
has, since the 1950s, been under-
stood to be an important compo-
nent in diabetes care.

The huge literature on patient
education indicates that some fac-
tors are more important for suc-
cessful education than others. One
factor which seems important is to
reflect upon the theoretical frame-
work that should guide us in our

patient education. In a meta-regres-
sion analysis, Ellis and co-workers
found that teaching methods based
on a cognitive framework – for
example, problem-based learning –
were most effective in improving
glycaemic control.4 

The results from another study
showed that the use of educational
principles from social learning 
theory was of importance for the
results of the teaching. The educa-
tional principles were consonance,
relevance, individualisation, facili-
tation, feedback and rewards. The
authors also found that the more 
of the educational principles

included in the programmes, the
better the effects.5 

Components of successful patient
education programmes
Based on the above findings we
decided to systematically review the
literature in order to find evidence
for a successful programme. We
started in the year 2000 by review-
ing meta-analyses and studies on
patient education in diabetes pub-
lished between 1987 and 1999. In
all, 463 abstracts were reviewed,
yielding a total of 51 studies (the
results from this review are not
reported here). These 51 studies
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were reviewed a second time in
order to answer the question: ‘How
do successful programmes look
according to theoretical frame-
work, content, and teaching meth-
ods?’. In this part of the analysis we
included only those studies which
reported that they had reached
most of their intended effects and
also gave a good description of con-
tent, teaching methods and the
educational process.6–12 The follow-
ing components seemed to be
important for successful education:

• A theoretical framework for
teaching was used
• Patients were active participants
and set their own goals
• Patients decided upon the topics
discussed and their own needs were
taken into account
• The programme had a problem-
based or problem-focused approach
and problem solving was practised
• The programme focused on gen-
eral life activities, not only the 
diabetes
• The staff/teachers acted more as
moderators than as teachers
• Most of the educational principles
within social learning theory (indi-
vidualisation, facilitation, conso-
nance, relevance, and a combina-
tion of methods) were taken into
account.

Construction of a new patient
education programme
Based on the findings above, the
new programme, ‘I’m the Boss’, was
constructed. The theoretical frame-
work chosen was an empowerment
approach combined with cognitive
theory, as both of these mirrored
that which was found to be impor-
tant in the analysis. The programme
consisted of six three-hour weekly
group sessions dealing with differ-
ent aspects of living with diabetes.
The sessions did not deal with dia-
betes as such, but how to manage
daily life when diabetes is a part of

it. The topics for the six meetings
were: (1) life satisfaction and goal
setting; (2) problem solving; (3)
coping with emotions; (4) coping
with daily stress; (5) social support;
and (6) motivation. These topics
were decided upon on the basis of
the concept of empowerment.13

Problem-based learning was
used as the educational method of
the new programme as it includes
several of the components found in
the analysis above. Problem-based
learning is based on the notion that
the participant is an active learner,
and this is also in good accordance
with the empowerment vision. The
process starts with presenting a
take-off point, a picture, a short
text or a case illustrating the topic
for the session, followed by brain
storming to identify the problem
presented in the take-off point. The

next step is to try to solve the iden-
tified problem using what the
group already knows. After that the
group discusses what they do not
know. The group members priori-
tise the learning needs, set learning
goals and allocate resources so that
each of the members knows what is
expected of them. Between the
weekly sessions the patients do self-
studies and prepare for the next
session. During the next session,
the group shares the new knowl-
edge effectively so that all group
members receive the new informa-
tion. The final step is then to dis-
cuss and reflect on how to apply the
new knowledge into the individ-
ual’s daily self-care. After that a new
take-off point is presented. For
their guidance the participants
have a facilitator, whose task is to
facilitate the group discussions and
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Figure 1. The problem-based learning process

1. Take-off point 
(a picture or a case)

2. What’s this about?

3. What do we 
know about this?

4. Do we 
want to know more 

about this?

5. What are the
questions to which
we need answers?

6. Where can we 
find the answers? 

7. Who’s doing what?

8. Have we got 
the answers to our

questions?

9. How can I use this
in my daily self-care?

How did we
manage in our

group?
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the learning process. The problem-
based learning process is presented
in Figure 1.

In this paper we report on the
first feasibility study of the ‘I’m the
Boss’ programme. The aim was to
evaluate diabetic patients’ and
DSNs’ experiences of testing the
programme. 

Patients and methods
Participants
The ‘I’m the Boss’ programme was
tested in a consecutive sample of
people with diabetes (n=23) divided
into four groups. The patients (nine
males and 14 females) had a mean
age of 60 years (SD=9), and they
had had their type 2 diabetes for 11
years (SD=9). The mean value for
HbA1c was 6.8% (SD=1.1). These
four groups completed all six ses-
sions described above and two expe-
rienced diabetes nurses acted as
facilitators for patients’ learning
during the sessions. 

Before testing the programme,
the members of the diabetes team
at the University Hospital attended
a specially designed two-day course
on problem-based learning and
training in how to act in the role of
being the group facilitator. The
course leader for training of the
diabetes team has a PhD in educa-
tion and has long experience of
practising problem-based learning.
The course included both theoreti-
cal and practical aspects of the role
of a facilitator. The DSNs who were
the facilitators also had the oppor-
tunity to consult the course leader
during the study period.

Focus group interviews
After completing the programme,
the patients participated in focus
group interviews. The aim of the
interviews was to explore not only
whether and how the programme
had had an impact on the patients’
self-management of diabetes, but
also patients’ opinions of the pro-

gramme. They discussed what they
had gained from participating in
the programme, their opinions of
the programme and the educa-
tional process. The interviews were
tape recorded and transcribed ver-
batim before analysis. 

Facilitators’ reflections on the group
dynamics and the educational process
After each educational session the
facilitators reflected upon the
group dynamics. They discussed
what had happened during the ses-
sion and possible alternative ways of
facilitating the patient group.
These discussions were written
down in detail for further analysis.

Analysis
Both the focus group interviews and
the nurses’ reflections were analysed
using qualitative manifest content
analysis.14 The text was first sorted
out into content areas and, after that,
read through repeatedly to obtain a
sense of the whole. The text was
divided into meaning units and these
units were condensed and labelled
with a code. The various codes were
finally compared looking for similar-
ities and differences, and then sorted
into categories. Two of the authors
performed the analysis independ-
ently and compared the results.
Inter-rater reliability was 96%.

The medical ethics committee
at the University Hospital approved
the study design.

Results
Self-care management
In the focus group interviews, the
patients reported on whether and
how their self-care management
had changed after participating in
the ‘I’m the Boss’ programme. The
analysis of the interviews yielded
the following four categories.

• Making use of the knowledge.
The patients talked about using
their new knowledge to self-moni-

tor their treatment, and also about
the fact that they were now going to
increase their own active participa-
tion in medical consultations.
However, they also spoke about the
difficulties they had in getting
health professionals to respond to
their needs. They did not think
they could have the support they
needed from health professionals
because they had now learnt of the
lack of specialist knowledge in pri-
mary care. 
• Increased awareness. Most of the
patients had also realised that dia-
betes was a serious disease; they
showed some concern about the
gravity of the disease and its threat
to their future health. They had
increased their awareness of the
seriousness of their diabetes and
they had also accepted its perma-
nence. ‘Oh, suddenly I understood that
I have diabetes and I now know that it
is a serious disease that should be taken
care of. I know that I have diabetes for
the rest of my life, and I also know that
I need to take care of this now to avoid
late complications in the future.’ 
• Own control. Further, the patients
thought that they had reduced
their helplessness a lot and they
were not as worried as they had pre-
viously been about the disease.
They found that they had been
provided with the tools needed to
control the disease and the threats.
Many of the patients had also
started to monitor their blood glu-
cose and now knew what to do
about the results. They also felt
more confident and secure when
altering the treatment in different
situations.
• Increased self-efficacy. The
patients felt that they had increased
their self-efficacy related to setting
and achieving goals and overcom-
ing barriers for achieving these
goals. They also felt that they knew
more about what helped them stay
motivated to care for their diabetes
and that they were more able to
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motivate themselves. ‘Now I know
very well what the problem is. I have
during all these years done as my hus-
band has told me to do. Now I know bet-
ter. Today I dare tell my husband what I
really need in order to take care of my
diabetes and I am proud of being able to
do so.’

Patients’ opinions of the 
‘I’m the Boss’ programme
Most patients were very satisfied
with the programme and they said
that they were happy that they had
been invited to participate in this
quite different programme. Besides
talking about positive experiences,
they also suggested some improve-
ments for the programme.

Group discussions valuable.
The discussions in the group were
one of the best things. All patients
agreed that they had learned a lot
from the group members. One
great experience seemed to be the
opportunity to discuss feelings and
emotions in connection with dia-
betes. None of them had ever done
that before. 

Self-directed learning. One of
the most positive things was that
the facilitators never controlled or
directed the discussions. ‘We were
allowed free scope for our spontaneous
feelings and that is the way you learn
the best. Of course, the discussions need
to be a bit structured, but the facilitators
have managed to keep structure in a
nice way. We in the group have decided
what to discuss and study and that
gives an urge for further studies.’

Selection of take-off points.
Some of the take-off points were
not optimal according to the
patients because some of the pic-
tures did not give them the right
associations. ‘One of the pictures was
really hard to understand and we all
had different opinions of what the mes-
sage really was.’ 

Be aware of the group dynam-
ics. The patients also discussed the
group dynamics and were a bit self-

critical. They thought that it was
important that the participants in
the group should be aware of the
need for active participation. Some
of them did not always do their very
best. ‘I’m a bit ashamed because I did
not really do my very best. Some of the
group members had studied a lot to find
answers to our questions, but I did not
take time to do that.’

The facilitators’ reflections
After each session the facilitators
reflected upon the group dynamics
and the following problems were
highlighted.

Hard not to be the expert. In
problem-based learning the facilita-
tor is not the one who gives the
right answers, but facilitates partici-
pants’ knowledge seeking and
learning. This way of acting was the
opposite to that which the nurses
were used to and it needs a great
deal of training. 

Too talkative participants. Some
patients had problems with listen-
ing to the others and the facilitators
needed to do something about this
situation. The other patients
seemed irritated, but did not do
anything about it. Finally, the facili-
tators decided to talk in private 
with the talkative patient and after
that the group climate became
really good. 

Inactive participants. Another
problem emerged when it became
apparent that some of the group
participants had insufficiently pre-
pared themselves in order to be
able to take part in the discussions.
It is, therefore, important that all
group members know exactly what
to study for the next session. This is
something that the facilitator can
include in his/her role. This prob-
lem was, though, solved by the
patients themselves. 

The problem-based learning
group is not a social group but a
working one. In one of the groups,
the patients thought that it was a

social group rather than a working
one. The facilitators had real prob-
lems with this group. It was not
possible to direct patients in the
group in any way. They talked
about everything else but the 
subject. The facilitators need to 
be clearer in the introduction to
the programme and highlight the
fact that all participants are there
to study.

Problems with keeping to the
subject. It was also hard to manage
instances where the discussions
ended up outside the subject. The
facilitator needs to be observant in
such a situation and direct the dis-
cussion back to the subject as soon
as possible.

Discussion
This study has tried to find evi-
dence for effective patient educa-
tion in diabetes. For a long time,
physicians and DSNs have thought
of patient education as something
which is very important for gaining
good metabolic control. Despite
that, not very much has happened
in terms of the improvement of
educational methods and the adap-
tation to adult learning theories. In
the 1980s, Korhonen and co-work-
ers15 concluded in a randomised,
controlled study that patient educa-
tion did not improve patients’
metabolic control. However, since
then several studies have shown
effects on different parameters –
and, of course, patient education
has effects. 

The problem is that we need to
improve our educational skills. In
the analysis of successful patient
education programmes, we found
that the inclusion of a theoretical
framework was one of the impor-
tant components. We also found
that theoretical frameworks were
seldom used in the studies
analysed. In the field of educa-
tional research, there is a great
deal of knowledge which we could
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find useful in our patient educa-
tion. The cognitive theoretical
base used in this study is one
example of usefulness. In prob-
lem-based learning, the
patients/learners are the ones who
are active and seek the knowledge
which is important for them and
not the knowledge which we as
educators think is useful to them.
During the study, we found that it
was hard not to give patients the
‘right answers’. We are used to
being the experts and it is not easy
to put this aside and accept that it
is the patients themselves who are
the experts. The patients in our
study said that they really appreci-
ated the fact that the facilitators
did not control what to discuss
during the sessions – while the
facilitators found that part hard to
handle. Our finding is not unique.
Pill and co-workers found that
nurses were less willing to allow
the patient freedom to decide
what to do.16

It seems important to let
patients be the ones who are active
in the learning process. They need
to be able to set their own goals and
decide on what to discuss during
the educational sessions. The prob-
lem-based approach appears to be
ideal in terms of fulfilling this.
When educating people with dia-
betes, it is important to be aware
that diabetes is a disease which
affects the whole of daily life. For
that reason, it is important that
patients have the opportunity to
discuss their everyday life with dia-
betes when meeting in group edu-
cation. Several of the patients
appreciated that, and they were
happy to meet people who were in
the same situation.

The participants in this study
have given us a lot of knowledge
besides our evidence-based knowl-
edge. We think that it is important
to pay attention not only to the
results of randomised, controlled

studies, but also to what our
patients think is important for their
daily lives.

We have taken into account the
advice from our patients and DSNs,
and the revised diabetes education
programme is now running as a
randomised, controlled, multicen-
tre study.
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