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Background: The clinical encounter between nurse and patient is an important and growing strategy in the
management of Type 2 Diabetes Mellitus in primary care settings. However, due to time pressures, lack of
knowledge, training and skills, the meeting can be a frustrating experience for both the nurse and the patient,
and the potential to improve diabetes self-management may be sub-optimal.
The Diabetes MyQuest Consultation Tool© (DMCT©) has been designed in collaboration with both patients and
nurses to improve the consultation by using a person centred approach, identifying psychological problems which
may affect self-management, and promoting a more meaningful meeting between both parties.
Methods: The DMCT© was piloted using a randomised control trial to gauge how feasible, practical and acceptable
the application of the questionnaire would be in primary care settings to both nurses and patients. The pilot further
explored whether the tool would promote diabetes knowledge, increase consultation satisfaction and improve
diabetes self-efficacy in patients compared to usual care. The study used a mixed methods approach of
qualitative interviews and three measures: a diabetes knowledge questionnaire (DKQ); satisfaction with the
consultation questionnaire (DCPNI) and a diabetes empowerment scale (DES-SF). All participants were given the
WHO-5 Well-Being Index to complete.
Results: The age range of the sample (n= 106) was 40–90 years (m= 67 years) and comprised of 66 males, and 40
females. The average duration of diabetes was 9 years, and at the pre-study visit the mean values for BMI,
cholesterol and HbA1c were 30.7 kg/m2; 4.2 mmols/l and 55.0 mmols/mol, respectively. Fifty-six patients were
randomised to use the DMCT© tool as part of their consultation. There were no significant differences to HbA1c,
Cholesterol or BMI between the control and intervention groups. There were minor but noted improvements in
the control group between the pre and post measure for DKQ (mean increase 1.10; p> 0.001), whereas the
intervention group demonstrated significant improved changes for all three measures: DKQ (mean
increase= 1.41; p> 0.000), DCPNI (mean increase= 2.1; p> 0.002; DES-SF mean increase= 2.5; p> 0.000). All
participants completed the WHO-5 Well-Being Index with 34% (n= 36) scoring on or below the clinical cut-off
score of 13 – indicating a need for further depression screening.
Conclusion: Patients in the intervention group overwhelmingly found the DMCT© tool helpful with their diabetes
consultations and nurses’ derived good practical use from the tool in determining the kinds of issues patients may
have. The tool seems to have promoted a more patient centred approach to the consultation, empowering patients
to discuss management aspects relevant to their individual needs. The results of this pilot indicate that the DMCT© is
a feasible, practical tool for use by both patients and nurses. A larger and longer scale study in varied primary care
settings to determine further efficacy and using measurable hard end points is now warranted.
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Background

The clinical encounter between nurse and patient is an
important and growing strategy in managing Type 2
Diabetes Mellitus (T2DM) in primary care settings.1

This essential meeting has the potential to: enhance dia-
betes knowledge; increase patient empowerment; encou-
rage the development of coping skills and satisfaction
and promote good mental well-being2. All these factors

may contribute to improved diabetes management and
quality of life3 but are understandably sometimes hard
to recognise and address in clinical meetings.

Generally, there is a great deal of activity and complex-
ity in the nurse/patient meeting (reviews of medication,
complications etc.) which has been noted to be driven
conventionally by the nurse’s clinical agenda.4 To coun-
teract this, a patient centred approach is advocated to

ORIGINAL ARTICLE International Diabetes Nursing, Vol. 13, 2016, 14–20

*Correspondence to: Gillian Ann Hood, Barts and the London School of Medicine and Dentistry, Queen Mary University of London, UK.
Email: gill.hood@nihr.ac.uk
© 2016 Foundation of European Nurses in Diabetes DOI 10.1080/20573316.2016.1218673

http://orcid.org/0000-0003-3325-1140
mailto:gill.hood@nihr.ac.uk
mailto:gill.hood@nihr.ac.uk
mailto:gill.hood@nihr.ac.uk
mailto:gill.hood@nihr.ac.uk


establish common ground and language with patients; to
assist in managing patient expectations; and to help
promote realistic patient goals and decision-making.5

Nurses are also expected to have further skills, such as
motivational interviewing6 techniques and other insights
to assist patients in self-management.
Empowering patients to self-manage their diabetes can

also be confounded by other psychosocial problems that
people with diabetes may face, for example the stress
involved in living with diabetes and its complications,
work issues, financial problems and/or family life
leading to a greater incidence of depression when com-
pared with the general population.7 As depression and
T2DM are linked with even greater susceptibility to
diabetes complications8 and to overall poor diabetes
self-management,9 it is extremely important in the con-
sultation, to identify poor mental well-being for immedi-
ate expert referral, and to generally support people in
their self-management.
With such high expectations placed upon the nurse

during the clinical encounter it is understandable that
many of these meetings will fail to reach their full poten-
tial which may lead to dissatisfaction and frustration for
both parties.10 Identifying methods for improving
support for both during clinical meetings should
address factors such as the limited time for discussion;
lack of diabetes knowledge on the part of nurse and/or
patient; lack of specific diabetes nurse training and, the
underlying emotional problems patients may have.
There are many different global and regional drivers to

maximise the benefits and improve upon nurse/patient
encounters11,12, and the issue of improving the clinical
encounter between patients and nurses is obviously multi-
faceted and cannot be tackled by any one method in iso-
lation. Nevertheless this paper describes one such effort
to improve the potential of the meetings through the util-
isation of a questionnaire entitled The Diabetes MyQuest
Consultation Tool© (DMCT©). The tool has been
designed to assist consultations between nurses and dia-
betes patients, and is intended as a means to support
both parties and to provide a structured, time-efficient
framework to optimise diabetes patient self-care. Below
we describe a pilot study with regard to the use of the
DMCT©, in UK primary care settings.

Methodology

Questionnaire development
The DMCT© is the result of a European-wide collabor-
ation between patients, healthcare professionals and
industry. It combines clinical information already gath-
ered in routine consultations, with approved psychologi-
cal scales so that care planning goals, aspects of patient
education/knowledge which may be lacking, or evidence
of patient emotional distress, may be recognised and
addressed. Both patients (the NE London Diabetes
Research Lay Panel) and nurses have contributed con-
siderably to its development.

DMCT© and pilot study design
The DMCT© is three pages long and is completed by
patients prior to the consultation. Completion of the
Tool should take no longer than 15 minutes.

Page one asks the patient to provide some basic infor-
mation about themselves which is straightforward and
guided. Some of this information may be demographic
but most concerns the general health of the patient and
certain diabetes information.

Page two introduces 16 statements asking patients to
choose one rating per statement which best describes
their diabetes self-management. Patients can choose
from a rating system starting with ‘none of the time’
through to ‘all of the time’. The aspects covered are
general diabetes management, physical exercise and
food management. In addition statements with regard
to medication, blood testing and motivation to blood
testing, hypoglycaemia and hyperglycaemia, and the
need for further education and support from both
family and health care professionals (HCPs) are also
included.

Page three includes the World Health Organisation
WHO-5 Well-Being Index,13 and patients are asked to
tick the box which is most appropriate to how they
have been feeling over the last 2 weeks. The WHO-5
Well-Being Index has been selected because it is a well
validated instrument, which is positively worded and
easy to complete, and has already been translated into
several languages. It can be used as a screening tool for
depression, and has an established clinical cut-off as an
indication for further testing. The tool covers the three
key dimensions of psychological well-being: positive
mood; vitality and general interests. . A score of below
13 is an indicator of poor well-being. The second part
of page 3 encourages a discussion of the WHO-5 Well-
Being score and any goals the patient may have recorded.

The chosen study design was a randomised control trial
(RCT) stand-alone pilot using a mixed methodology. The
qualitative pre and post interviews with both nurses and
patients were the main integral measurement to the
pilot to ascertain the feasibility of using the DMCT©

by both parties within the primary care setting. Patients
were required to self-complete the tool and the interviews
explored whether the DMCT© was comprehensible and
practical to use in a given time frame.

Some quantitative pre and post measures were also
used to understand how the procedure might run in a
larger scale RCT study and whether improvements in dia-
betes knowledge, satisfaction with the consultation and
self-efficacy could be linked to those using the DMCT©.

Study aims and objectives
The DMCT© was piloted in eight primary care sites in
the UK (two in Kent and six in Essex) with the aim of
determining feasibility of the Tool and to improve upon
the design for a full-scale research study in Europe. The
primary objective of the pilot was to investigate the effec-
tiveness and practicality of The DMCT© to facilitate and
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increase diabetes knowledge; satisfaction with the consul-
tation process (for patients and nurses), and patient self-
efficacy. The secondary objective was to identify changes
in well-being and indicators for possible depression. The
third objective was to compare any change in HbA1c,
from baseline to 3 months post-study.

Sample size and study eligibility
The sample size selected for the study was 100+ patients
which is a reflection of other pilot studies using a similar
intervention.14 Patients were invited to participate in the
study if they were 18 years or over with a diagnosis of
T2DM for 1 year or more but with no upper limit of dia-
betes duration. Participants needed to have the ability to
understand informed consent and complete the question-
naire and related measurement tools. Patients were
excluded from the search if they had a present history
of documented psychological problems. The response
rate to the invitation was 47%.

Data collection and analysis
Data collection took place over three visits. At visit 1 con-
sented patients completed the following pre-study
measures: The Diabetes Knowledge Questionnaire
(DKQ) – adapted from the MDRTC test15 with kind per-
mission of Anderson; The Diabetes Consultation
patient–nurse interaction (DCPNI) form which measures
satisfaction with the diabetes consultation (with kind per-
mission of SS); and, The Diabetes Empowerment Scale –
DES-SF16 which measures diabetes related self-efficacy
(with kind permission from R. Anderson). The researcher
also obtained a minimum dataset and briefly interviewed
participants with regard to their attitudes towards their
current diabetes consultations.
Prior to visit 2, patients were randomly assigned by

allocation concealment technique to receive either their
routine diabetes consultation in their normal format
(Control group) or to use The DMCT© in their routine
diabetes consultation (Intervention group). Participants
in the intervention group were sent The DMCT© 1
week before the scheduled clinic visit. Participants in
the control group were sent the WHO-5 Well-being
Index 1 week before attending their clinic and were
asked to bring it to their scheduled diabetes appointment.
The WHO-5 was scored and the researcher alerted prac-
tice staff if scorings indicated any emotional upset.
Visit 3 included repeating the pre-study measures of the

DKQ, DCPNI and DES-SF together with a short follow
up interview with the researcher. The practice nurses con-
ducting the diabetes consultation were also interviewed
pre and post intervention with regards to the consultation
generally and the practicality of using the questionnaire.
Descriptive data, baseline and follow up measurements

on DKQ, DCPNI and DES-SF were analysed in both
Excel and SPSS. Interviews were recorded, transcribed
and analysed using contextual and thematic analysis.

Research governance
Ethical permission to proceed with the pilot study was
granted from London East Research Ethics Committee
application number 12-L0-0100 and adopted onto the
National Institute for Health Research (NIHR) portfolio
(UK ID 11913).

Results

Baseline results are given below in Table 1. From 120 par-
ticipants who consented to be in the study, seven were
unable to attend the final visit, three were screening
failures, and four others withdrew due to ‘personal
reasons’. In total, 106 participants went on to complete
all study visits and 10 practice nurses were also recruited
to the study.

The age range of the sample (n= 106) was 40–90 years
(m= 67 years) and comprised of 66 males, and 40
females. The average duration of diabetes was 9 years,
and at the pre-study visit the mean values for BMI,
cholesterol and HbA1c were 30.7 kg/m2; 4.2 mmols/l
and 55.0 mmols/l, respectively. With regard to diabetes
treatment 17% (n= 18) of the sample were diet controlled
only, 66% (n= 70), were on OHAs and 3% (were on
insulin) and 14% were on both. 73% of the sample was
taking statin therapy. 80% of the sample reported
having diabetes complications (68% macrovascular;
44% microvascular) and 80% of the group were living
with other co-morbidities.

All participants were given the three pre and post
measures to complete (Diabetes Knowledge (DKQ),

Table 1 Main baseline characteristics and pre-measure
scores.

N= 106 Value

Male 66
Female 40
Age range 40–90 years (m= 67

years)
Diabetes duration m= 9 years
BMI m= 30.7 (weight/

height2)
Cholesterol m= 4.2 (mmol/l)
HbA1c m= 55.0 (mols/mol)
Diet controlled 17% (n= 8)
OHAs 66% (n= 70)
Insulin 3% (n= 3)
Insulin and OHA 14% (n= 15)
Statin therapy 71%
Diabetes complications 80%
Macrovascular complications 68%
Microvascular 44%
Other co-morbidities 80%
Diabetes Knowledge (DKQ) score (Maximum

score= 22)
m= 12.7 (range

5–19)
Consultation satisfaction (DCPNI) score

(Maximum Score= 51)
m= 45.2 (range

20–51)
Diabetes Empowerment Scale (DES-SF) score

(Maximum Score= 40)
m= 31.5

(range17–40)
WHO 5 Well-Being Index – % of sample

scoring below the clinical cut-off of 13 or
below

34% (n= 36)
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Satisfaction with the Consultation (DCPNI) and the
Diabetes Efficacy Scale (DES-SF). The mean score for
the DKQ was 12.7 (range 5–19) out of a maximum
score of 22; for DCPNI the mean was 45 (range 20–51)
out of a maximum score 51, and for DES-SF the mean
score was 31.5 (range17–40) from a maximum score of
40. All participants completed the WHO-5 Well-Being
Index with 34% (n= 36) of all participants scoring on
or below the clinical cut-off score of 13 – indicating a
need for further depression screening.
Completion of the DMCT© by the intervention group

(n= 56) revealed further information about this subset.
Of the 56 patients participating in the intervention arm
68% (n= 38) were unaware of their target HbA1c, 70%
(n= 39) did not know their target blood pressure, and
60% (n= 34) did not know what cholesterol target they
should be aiming for. With regards to foot health, only
44% (n= 25) of the sample checked their feet daily,
35% (n= 20) checked once a week, 19% (n= 11)
checked ‘sometimes’ and 2% (n= 1) never checked their
feet.
The comparison measures between groups both pre

and post-study is given in Table 2.
There were no significant differences to HbA1c,

Cholesterol or BMI between the control and intervention
groups. There were minor but noted improvements in the
control group between the pre and post measure for
DKQ (mean increase 1.10; p> 0.001) whereas the inter-
vention group demonstrated significant improved
changes for all three measures: DKQ (mean increase=
1.41; p> 0.000), DCPNI (mean increase= 2.1; p>
0.002; DES-SF mean increase= 2.5; p> 0.000).
Qualitative results demonstrated a strong preference

for using the tool, highlighting its empowering structure
and guidance. Pre and post-study interviews were taped,
transcribed and analysed using a thematic analysis or
coding strategy.17 Many of the emerging themes are pro-
vided in Table 3. Patients participating in the intervention
group were also asked to rate the usefulness of the
DMCT© on a scale from 0 to 10 with the average score
being 8.4.

Usefulness of the questionnaire
There were positive statements from all those who used
the DMCT© in terms of promoting discussion and
focussing on other areas which might not have arisen
from conventional clinical appointments. Some patients

reported that they would have found this approach
useful when they were first diagnosed.

‘The consultation was better. I came out of the con-
sultation feeling more assured. We talked about
numerous different subjects connected with the
overall condition. But yes, I was quite happy when
I came out and felt more loved shall we say.’

(TRP-008)

Practice nurse results
Ten practice nurses were consented into the study and
nine had a post-study meeting with the researcher. Of
the nine nurses, eight said they would use the DMCT©

again for diabetes consultations and one nurse reported
that she would like to adapt it for other long-term con-
ditions. The majority of nurses thought the DMCT©

was particularly helpful at the start of a consultation,
highlighting lack of knowledge with regard to HbA1c
etc. Some nurses felt it would be particularly useful for
the newly diagnosed and one nurse also considered it
would be useful for patients who had failed to attend
their appointments for some time. Two nurses preferred
to use existing or other designed templates. Nurses were
asked to score on the usefulness of the DMCT© from 1
to 10. Scores ranged from 6.5 to 10, giving an average
score of 8.

‘I did discover it threw up some areas they had never
mentioned before. Where you thought they were
ok…, and they had been telling you that haven’t
had any problems and then all of a sudden they
are ticking a box to say they were. That was quite
interesting…’.

(PN004)

Discussion

The results of this pilot study indicates that the DMCT©

may be a feasible, practical tool for both patients and
nurses to use. A larger and longer scale study in varied
primary care settings to determine further efficacy and
using measurable hard end points is now warranted.

Patients in the intervention group overwhelmingly
found the tool helpful with their diabetes consultations
and nurses’ derived good practical use from the tool in
determining the kinds of issues that patients may have.
The tool seems to have promoted a more patient

Table 2 Comparison measures between control and intervention groups pre and post-study.

Measure
Control group pre-study
(mean)

Control group post-study
(mean) Sig.

Intervention group pre-study
(mean)

Intervention group post-study
(mean) Sig.

HbA1c 53.4 52.9 .875 56.9 56.5 0.697
Cholesterol 4.12 4.16 .658 4.27 4.12 0.123
BMI 29.7 29.6 .799 31.7 31.5 0.103
DKQ 12.38 13.48 .001 13.04 14.45 0.000
DCPNI 45.2 46.8 0.066 45.3 47.4 0.002
DES-SF 32.1 33.3 0.190 30.9 33.4 0.000
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centred approach to the consultation, empowering
patients to discuss management aspects relevant to their
individual needs. This is in line with current programmes
in the UK which encourage people with long-term con-
ditions to work in partnership with their practitioners,
and for those practitioners to change traditional reactive
medical models of care to instead involve patients in a
more collaborative care and support model.17 We also
attribute the high acceptability of the DMCT© to the
involvement of many patients with diabetes in the ques-
tionnaire design.
Patients were able to complete the DMCT© quickly

and easily, except for one participant, which may indicate
that the tool is not suitable for all. Participants in the
intervention group were happy with the increased range
of management issues covered by the DMCT© in com-
parison to conventional consultations. The tool intro-
duced new diabetes information which may not have
been raised in previous clinical encounters, and many
patients found this aspect of the tool ‘thought provoking’.
One of the objectives of this pilot was to promote an

increase in patient diabetes knowledge and this was
seen to be the case in the interview themes but only par-
tially supported by the results of the pre and post DKQ
results for the intervention group. The results presented
in Table 2 indicate that diabetes knowledge improved in
both groups, not just the intervention group. According
to some patients this may be indicative of a ‘placebo
like’ influence of being involved in the research pilot,
even as a control participant. It may also be indicative
of this sample as a whole, who were interested in acces-
sing the study to improve their diabetes knowledge and
health generally.
Measuring improvements to knowledge through the

use of DKQs are controversial18 and the authors
acknowledge that any improvements seen may be attrib-
uted to a whole variety of influences.19 Nevertheless, in
this pilot study both groups enjoyed completing the
DKQ measure and were keen to increase their knowledge

and test their own performance by requesting an answer
sheet. Certainly, the DKQ stimulates a good deal of
debate in patients completing it, and this in itself, may
be helpful, if conducted by professionals in a supportive
manner.

Patients using the DMCT© also demonstrated an
increase in satisfaction with the consultation, and had
increased scores on the empowerment scale. Table 2
demonstrates that the baseline measurements for satisfac-
tion using the DCPNI were improved in the intervention
group ( p> 0.002) compared to the control group. There
were also significant improvements in the DES-SF scale
( p> 0.000) in the intervention group compared to those
in the control group. It is noted for the entire cohort
(n= 106) that baseline scores for satisfaction and self-effi-
cacy were already very high and it could be argued that
achieving any improvement in these two measures is
therefore encouraging. The authors recommend that
these two measures may be worth retaining in larger
scale studies to indicate efficacy of the DMCT©.

The secondary objective of the pilot was to identify
changes in well-being and indicators for possible
depression. The DMCT© which includes the WHO-5
Well-Being Index received positive remarks from most
of the sample. All participants were given an opportunity
to complete this, whether as a control or an intervention
participant because it was deemed unethical not to offer
this measure to all patients. As 34% of the whole sample
was identified as needing further attention in this regard
there is confidence in recommending that the well-being
marker is retained as an important part of the DMCT©.

The WHO-5 Well-Being Index (as part of the DMCT©

and also as a stand-alone tool) allowed patients and
nurses to address a subject (depression) which is often
not discussed. Patients have been noted as sometimes
being reluctant to disclose mental health issues and yet
at the same time they may welcome the opportunity to
do so.20 In measuring certain self-management practices
and also identifying both anxiety and depression ten-
dencies the questionnaire can effectively determine bar-
riers to self-care which can then be discussed and
treated appropriately.

‘It made me stop and look at myself, how I am actu-
ally feeling for example. I have not been cheerful
and in good spirits more than half the time, so it
has made me ask these questions with my nurse…
I have shown this form to my family and they
have been a bit more supportive as they have
realised how much it’s affecting me psychologically;
whereas I don’t think either of us, my family or
myself, realised how much I could go through men-
tally with this sort of condition’.

(TRP-018)

The third objective was to compare HbA1c levels, from
baseline to 3 months post-study of which there were no
significant changes. Although changes in HbA1C are
often used as hard end points to studies it was not

Table 3 Themes arising from patient interviews.

Patient comments (pre-study
discussion on diabetes
consultations generally)

Randomised patient comments
After using the DMCT©

• Practice nurse easy to talk to
• Current high satisfaction with

the consultation
• Patients value information and

reassurance from nurse
• More information on diet and

exercise needed
• Worries about complications
• Would like to test own blood

glucose (glucometers now not
given)

• More frequent appointments
desired

• Helps patients think about
all aspects of diabetes

• Reminds patients what they
should be doing

• Does not take long to
complete

• Many would use again
• Welcome opportunity to

discuss concerns
• Raises issues not thought

about previously
• Thought provoking
• Some confusion with

certain questions (double
negative)

18 Hood et al. Original Article IDN April–December 2016



possible to expect differences within this short space of
time in this small pilot group. It must also be noted
that the whole sample also had very good diabetes
control to begin with (55 mols/mol) as people in the
UK have measurements of HbA1c taken regularly.
Within the UK, National Institute for Health and Care
Excellence (NICE) guidelines exist for the management
of T2D, which include HbA1c targets,21 and in addition
GPs are incentivised to lower HbA1c through compu-
terised registers and quotas which attract bonus payments
for those who can achieve the targets set (Quality
Outcomes Framework (QOF targets).22

It has therefore been reasoned, that on the whole
patients already had an acceptable HbA1c and that the
range of improvement, if any, would be small and
might necessitate high levels of patients in a subsequent
study to prove the hypothesis. This has been corroborated
by a number of recent studies where HbA1c was a
primary endpoint with little or no change although
patients were satisfied with the intervention.23

Future studies involving the DMCT© may want to
consider use of HbA1c measurements as an indicator
of success, but this will lengthen the study design and
indicate the need for a robust power calculation to
detect significant changes. Certainly, when the cost of
adding other OHAs to patients’ treatment is calculated
for sometimes a very small reduction in Hba1c, applying
a questionnaire as an alternative, which may have the
same effect, but at little extra cost, becomes attractive.
Long-term health conditions now take 70% of the
health service budget in the UK and any tools which
can reduce our medication budget and empower
people to take a better control over their own care
should be robustly supported.24

Finally, other points to consider include the added
expense of posting the questionnaire to the patient in
advance of the meeting. There have been suggestions
that the questionnaire might be provided electronically
either in the primary care reception or emailed to the
patient in advance of the consultation. Naturally, we
acknowledge that this is not suitable for all patients and
in some countries especially in rural areas this may not
be possible. A multiple way of presenting the DMCT©

may now be warranted and require further testing but
overall, we can conclude that participants in the pilot
study were keen to use the tool and improve their diabetes
self-management as a result.

Limitations

The authors acknowledge several limitations to the study.
Although all people meeting the criteria of the study were
invited it is difficult to get a cross sectional response
representing those with poorer diabetes control to partici-
pate which may bias results. Another limitation is that the
age group were representative of mainly older adults and
not indicative of younger patients with diabetes.
Although the interviewer was unknown to the sample

group, and maintained a schedule for the interview,
there is always the acknowledgement that patients may
respond favourably to questions so as to ‘please’ the inter-
viewer. In future studies this bias may be eliminated by
computerised questionnaires.

Acknowledgements

The authors wish to thank Bayer Health Care and the NE
Diabetes Research Network for funding the study, the
Diabetes Lay Panel and the European Nurses Panel for
designing the questionnaire, and all 120 patients that
freely gave up their time to assist with this pilot to
explore whether more meaningful meetings can be
achieved between nurses and patients with diabetes.

ORCiD

Gillian Ann Hood http://orcid.org/0000-0003-3325-
1140

References

1. OECD. Nurses in advanced roles: a description and evaluation of practices in
13 developed countries. Paris: OECD; 2010.

2. Edwall LL, Danielson E, Smide B, Öhrn I. Interaction between patients
with type 2 diabetes and diabetes nurse specialists during annual check-
ups: A study using video recordings. Internet J Adv Nurs Pract. 2010;
11:1–106.

3. Murrells T, Ball J, CooksonG,Maben J, Lee G, Griffiths P. Managing diabetes
in primary care: how does the configuration of the workforce affect quality of
care? National Nursing Research Unit, King’s College London; 2013.

4. Macdonald L, Stubbe M, Tester R, Vernall S, Dowell T, Dew K, Kenealy T,
Sheridan N, Docherty B, Gray L, Raphael D. Nurse-patient communication
in primary care diabetes management: an exploratory study. BMC Nurs
BMC Ser. 2013;12:20. DOI:10.1186/1472-6955-12-20

5. Titchener J. A patient-centred clinical approach to diabetes care assists long-
term reduction in HbA1c. J Prim Health Care. 2014;6(3):195–202.

6. Chlebowy DO, El-Mallakh P, Myers J, Kubiak N, Cloud R, Wall MP.
Motivational interviewing to improve diabetes outcomes in African
Americans adults with diabetes. West J Nurs Res. 2015 May;37(5):566–80.
DOI:10.1177/0193945914530522. Epub 2014 Apr 14.

7. DUK. Emotional and psychological support and care in diabetes. London,
UK: NHS Diabetes and Diabetes UK; 2009.

8. Ali S, Stone A. The prevalence of co-morbid depression in adults with
T2DM: a systematic review and meta analysis. Diabet Med 2006;
23:1165–1173.

9. Egede L, Zheng D, Simpson K. Comorbid depression is associated with
increased health care use and expenditures in individuals with diabetes.
Diabetes Care. 2002;25:464–470.

10. Harwood E, Bunn C, Caton S, Simmons D. Addressing barriers to diabetes
care and self care in generl practice: a new framework for practice nurses.
J. Diabetes Nurs. 2013;17(5):186–191.

11. Jansink R, Braspenning J, van der Weijden T, Elwyn G, Grol R. Primary care
nurses struggle with lifestyle counseling in diabetes care: a qualitative analysis.
BMC Family Pract. 2010;11:11–41. DOI:10.1186/1471-2296-11-41

12. Roberts S. Year of Care. Report of findings from the Pilot Programme.
Diabetes UK; NHS diabetes; 2011.

13. Winther Topp C, Østergaard SD, Søndergaard S, Bech P. The WHO-5 well-
being index: a systematic review of the literature. Psychother Psychosom.
2015;84:167–176. DOI:10.1159/000376585

14. Charandabi S, Vahidi R, Marions L, Wahlström R. Effect of a peer-edu-
cational intervention on provider knowledge and reported performance in
family planning services: a cluster randomized trial. BMC Med Educ.
2010;10:11. DOI:10.1186/1472-6920-10-11

15. Fitzgerald JT, Anderson RM, Funnell MM, Hiss RG, Hess GE, Davis WK,
Barr PA. The reliability and validity of a brief diabetes knowledge test.
Diabetes Care. 1998;21(5):706–710.

16. Anderson RM, Funnell MM, Fitzgerald JT, Marrero DG. The diabetes
empowerment scale: a measure of psychosocial self-efficacy. Diabetes Care.
2000;23:739–743.

IDN April–December 2016 Original Article ‘Meaningful meetings’ 19

http://orcid.org/0000-0003-3325-1140
http://orcid.org/0000-0003-3325-1140
http://orcid.org/0000-0003-3325-1140
http://dx.doi.org/10.1186/1472-6955-12-20
http://dx.doi.org/10.1186/1472-6955-12-20
http://dx.doi.org/10.1186/1472-6955-12-20
http://dx.doi.org/10.1177/0193945914530522
http://dx.doi.org/10.1177/0193945914530522
http://dx.doi.org/10.1177/0193945914530522
http://dx.doi.org/10.1186/1471-2296-11-41
http://dx.doi.org/10.1186/1471-2296-11-41
http://dx.doi.org/10.1186/1471-2296-11-41
http://dx.doi.org/10.1159/000376585
http://dx.doi.org/10.1159/000376585
http://dx.doi.org/10.1159/000376585
http://dx.doi.org/10.1186/1472-6920-10-11
http://dx.doi.org/10.1186/1472-6920-10-11
http://dx.doi.org/10.1186/1472-6920-10-11


17. RCGP. Stepping forward – Commissioning Principles for Collaborative Care
and Support Planning – RCGP; 2015.

18. Fenwick EK, Xie J, Rees G, Finger RP, Lamoureux EL. Factors associated
with knowledge of diabetes in patients with Type 2 diabetes using the diabetes
knowledge test validated with Rasch analysis. PLoS ONE. 2013;8(12):
e80593. DOI:10.1371/journal.pone.0080593

19. Quandt SA, Ip EH, Kirk JK, Saldana S, Chen SH, Nguyen H, Bell RA,
Arcury TA. Assessment of a short diabetes knowledge instrument for older
and minority adults. Diabetes Educ. Jan-Feb 2014;40(1):68–76. DOI:10.1177/
0145721713508824. Epub 2013 Oct 25.

20. Land B, Griffiths K. Stigma about depression and its impact on help seeking
intentions. Austr N Z J Psychiatry. 2006;40(1):51–54.

21. NICE guidelines. NG28 Type 2 diabetes in Adults: management. Published
December 2015. National Institute for Health and Care Excellence;
2015.

22. Quality Outcomes Framework. See qof.hscic.gov.uk
23. Wadham C, Hassler-Hurst J, Almond J, Skinner C, Rayman G, Murphy H.

Integrating group education into paediatric diabetes care: FACTS. J Diabetes
Nurs. 2005;9(6):221–5.

24. The Five Year Forward View. October 2014. NHS England.

20 Hood et al. Original Article IDN April–December 2016

http://dx.doi.org/10.1371/journal.pone.0080593
http://dx.doi.org/10.1371/journal.pone.0080593
http://dx.doi.org/10.1371/journal.pone.0080593
http://dx.doi.org/10.1371/journal.pone.0080593
http://dx.doi.org/10.1371/journal.pone.0080593
http://dx.doi.org/10.1177/0145721713508824
http://dx.doi.org/10.1177/0145721713508824
http://dx.doi.org/10.1177/0145721713508824
http://dx.doi.org/10.1177/0145721713508824

	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile ()
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings false
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.90
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.90
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU ()
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [595.245 841.846]
>> setpagedevice


