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LESSON OUTCOMES

At the end of this session, 

students should be able to:

Discuss aspects of the 

DSMES including 

assessment, goal setting, 

planning, implementation, 

evaluation, and the 

importance of continuous 

support.
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 “The diabetic who knows the most,    

lives the longest”

 “Learn as if you have to learn forever,     

live as if you die tomorrow”

 “We can only scratch one back at a time, 

but we can teach many patients together 

and each is likely to teach another”

 “A well-trained nurse is of more value 

than the patient’s doctor”

HISTORICAL PERSPECTIVE - QUOTES FROM ELLIOT JOSLIN 

FOUNDER OF THE FIRST DIABETES CLINIC
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DEFINITIONS

Self-management education

An intervention that involves

active patient participation

in self-monitoring and/or

decision-making with the application 

of knowledge and skills

Diabetes Self-Management Education (DSMES)

 Is the ongoing process of facilitating the 
knowledge, skills, and ability necessary for diabetes 
self-care

 This process incorporates the needs, goals, and life 
experiences of the person with diabetes and is 
guided by evidence-based standards

 The overall objectives of DSME are to support 
informed decision-making, self-care behaviours, 
problem-solving and active collaboration with the 
health care team and to improve clinical outcomes, 
health status, and quality of life
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WHY DO WE NEED DSMES?

• 24 hours x 365.25 days = 8,766 hours

• Attending health care professional appointments over 1 year:

• 30 minute new and 3 x 15-20 minute review appointments with doctor

• 1 hour new  and 2 x 30 minute review appointments with dietitian                   

• 1 hour new 4  x 30 minute review appointments with diabetes educator

• 1 hour new and 4 x 30 minute review appointments with the podiatrist 

• 1 hour optometrist 

• 2 dental review appointments

That leaves 8,754 hours for the person with diabetes to manage on their own



 Health Belief Model

 Person-centred principles

 When do we implement DSMES

 Finding the story ….

 Where is the patient currently on their journey of diabetes?

 Models of care

KEY CONCEPTS BEFORE WE BEGIN:



HEALTH BELIEF MODEL

For successful self-management to occur the 

person with diabetes needs to:

1. Be convinced that they have diabetes

2. Think that diabetes and its consequences can 

be serious

3. Think that the treatments you and other team 

members are recommending will be beneficial

4. Think that the benefits of treatment will 

outweigh the side effects (physical, 

psychological, social, financial, cultural)



ASSUMPTIONS HELD BY HEALTH CARE PROFESSIONALS

• Patients should change

• Patients want to change

• Patients’ health is their prime motivator

• Patients are either motivated to change or not

• Now is the right time for change

• A tough approach is a good approach

• If the patient does not change then our 

intervention has failed

• I am the expert therefore the patient must follow 

my advice



PERSON-CENTRED CARE PRINCIPLES

1. I focus on the person and their goals and overall wellbeing

2. I’m respectful of the person’s culture and health beliefs

3. I respect the person’s decisions about their healthcare and include carers and family 

members (with the person’s consent)

4. I proactively outline care options and known health benefits, risks, access and costs

5. I check each person has understood, agreed with and can action their self-managed 

care

6. I review outcomes and use the person's experiences, needs, preferences and values 

as the basis for planning the next period of self-management and professional care



PERSON-CENTRED CARE PRINCIPLES

7. I communicate with the person’s other health providers to facilitate holistic  

care (with the person’s consent)

8. I partner with the person so they can communicate with key people in their 

life to support environments that are non-discriminatory, safe and supportive

9. I partner with consumers and consumer representatives to educate colleagues 

and the wider community about, and advocate for, supportive and inclusive 

environments for people living with diabetes

10. I partner with consumers and consumer representatives in policy and service 

development and ongoing quality assurance 

ADEA/Diabetes Australia/NDSS (2016) Person-Centred Care Toolkit 
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FACILITATING BEHAVIOUR CHANGE AND WELL-BEING TO IMPROVE 

HEALTH OUTCOMES STANDARDS OF MEDICAL CARE IN DIABETES 2020

 Diabetes self-management education and support

 Medical nutritional therapy

 Routine physical activity

 Smoking cessation counselling 

 Psychosocial care

 Following a comprehensive medical evaluation and assessment of co-morbidities 
“patients and providers are encouraged to engage in person-centred collaboration which is 
guided by shared decision-making in treatment regimen selection, facilitation of obtaining 
medical and psychosocial resources, and shared monitoring of agreed-upon regimen and 
lifestyle.  Re-evaluation during routine care should include not only assessment of medical 
health but also behavioural and mental health outcomes, especially during times of 
deterioration in health and wellbeing”. 
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4 CRITICAL TIMES TO EVALUATE THE NEED FOR DSMES

1. Diagnosis

2. Annually for assessment of education, nutrition and emotional needs

3. When complications arise (health conditions, physical limitations, 

emotional factors, or basic living needs)

4. When transitions in care occur



FIND THE STORY

Two of the most helpful questions to ask:

1. Were you surprised by the diagnosis of 

diabetes?

2. What is your family experience of 

diabetes?



WHERE IS THE PATIENT IN THE JOURNEY?

• Initial shock following diagnosis

• Denial

• Revolt and injustice of having diabetes

• Bargaining over treatment strategies

• Sadness or withdrawal (not clinical 

depression) where they cannot see how to 

face the future with diabetes only the past 

without it

• Acceptance

• Remembering this process can be repeated 

when a diabetes complication occurs



 Organisation and patient support systems

 Steps to success

 Readiness to change

 Motivation

 Motivational interviewing

 How should DSMES be delivered 

 Interaction techniques 

KEY CONCEPTS TO CONSIDER



STEPS TO SUCCESS

Evaluate and 
support long-term 
self-management

Implement a realistic plan
for skills training

Collaborate on decisions and 
goals for action

Make informed consideration of 
self-care options

Assess & identify personal self-care 
needs

2018 Diabetes Canada CPG – Chapter 7.  Self-Management Education and Support



READINESS TO CHANGE STAGES AND WHAT IS 

IMPORTANT AT EACH STAGE  

Precontemplation—information

Contemplation—information on 

options on how to change behaviours

Preparation—setting goals and timelines

Action—implementing the plan

Maintenance—continuing goal directed 

behaviour/choices

Relapse—reaffirming goals and 

commitment to change



THE MOTIVATIONAL INTERVIEWING SHIFT

• From feeling responsible for changing a patient’s behaviour to 

supporting them in thinking and talking about their own reasons and 

means for behaviour change

• As HCP we are also part of the change we want to see:

• Roll with resistance

• Develop discrepancy

• Offer information/advice/choice

• Normalise



THE MOTIVATION CONUNDRUM

• Internal motivation is required for lasting change; all 

patients have something internal that is important to them

• External push/pull strategies prevail and do more harm than 

good. Patient responses:

– Either: Feel violated, so resist further and do nothing

– Or: Make a very temporary effort at change and

experience failure for the relapse



HOW SHOULD DSMES BE DELIVERED?

Interprofessional team 
and/or peer-education

Personal contact 
with health-care 

workers

Combination of group 
and individual sessions

Combination of 
didactic and interactive

2018 Diabetes Canada CPG – Chapter 7.  Self-Management Education and Support



INTERACTION TECHNIQUES (OARS)

• Open-ended questions- elicit information from the client  instead not 

yes/no responses

• Affirmations- Favorable comment on a strength or trait of  a client.

Must be congruent and genuine

• Reflective listening listen carefully and attentively to clients is the key 

part of empathy which facilitates change

• Summaries- reflect back to the client what he or she has  been telling

you

-Begins with “Let me stop and summarise ...”

-It’s an invitation for the client to add or correct any  information

missed
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SUMMARY OF DIABETES ASSESSMENT  AND EVALUATION TOOLS

Name of tool Aspect of care assessed

Problem areas in diabetes (PAID) Diabetes specific emotional distress

PAID – Paediatric version (PAID – Peds) Ages 8-17

PAID – Parent revised version (PAID – PR)

Diabetes care profile (DCP) Social & psych factors assoc with diabetes & its treatments

Diabetes – 39 questionnaire (D-39) QoL in people with diabetes

Diabetes health profile (DHP) Eating, activity & psychological distress

Diabetes impact measurement scales (DIMS) Symptoms, well-being, moral and social life

Diabetes QoL clinical trial questionnaire (DQLCTQ) Changes on QoL for people with diabetes in clinical trials

Diabetes quality of life measure (DQOL) Life satisfaction, diabetes impact, worries about diabetes

Diabetes specific quality of life scale (DSQOLS) Treatment goals, burden of diabetes care & management

Questionnaire on stress in patients with diabetes (QSD-R) Treatment goals, treatment success & burden

Well-being for diabetics (WED) Quality of life
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SUMMARY OF DIABETES ASSESSMENT  AND EVALUATION TOOLS

Name of tool Aspect of care assessed

Diabetes self-efficacy scale Self-efficacy of diabetes self-care

Diabetes self-efficacy scale for adolescents

Diabetes knowledge questionnaire (DKQ) General knowledge of diabetes

Confidence in diabetes self-care scale (CIDS) Confidence in diabetes-specific self-care behaviours

Summary of diabetes self-care activities measure (SDSCA) Activities associated with diabetes self-management

LMS skills, confidence and preparedness index (SCPI) Measures knowledge, confidence and preparedness 

Diabetes treatment satisfaction questionnaire (DTSQ) Treatment satisfaction

Audit of diabetes-dependent quality of life (ADDQoL) Impact of diabetes & its treatment on QoL

Diabetes empowerment scale Psychosocial self-efficacy 

Diabetes knowledge test General knowledge in diabetes

Barriers to diabetes adherence Ages 12-17
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HEALTH LITERACY

• An individual’s ability to:

– Read

– Understand

– Use healthcare information

– To make decisions and follow instructions for treatment

• The National Health and Hospitals Reform Commission identified 
improving health literacy as a national health reform direction for 
Australia

• Poor health literacy is ‘a stronger predictor of a person’s health than age, 
income, employment status, education and race’

American Med Assoc



27

HEALTH LITERACY

• Studies reveal that up to half of patients cannot understand basic 
healthcare information translating into:

– Higher risk of hospitalisations

– Longer length of stay

– Less likely to comply with treatment

– More likely to make errors with medication

– More ill when they seek medical care
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GOALS NEED TO BE SMARTER NOT JUST SMART

 Specific

 Measurable

 Action-orientated

 Realistic

 Time limited

 Expect problems

 Review and Reiterate

 Issues that will affect goal setting:

 How important the goal is

 How urgent the goal’s outcomes 

are

 Limited resources and support

 Timing
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SMARTER

Identifying a goal

 Helping the person break down their 

goal into specific actions such as what, 

when, how often, and how long

 It is important to move away from 

vague goals “going to be more active” 

to a specific goal “I will walk for 30 

minutes every Tuesday, Thursday and 

Saturday as soon as I get home from 

work”

Being realistic

 Setting a goal that a person is unlikely 
to achieve is setting them up to fail, 
even if they set the goals themselves

 “Do you think you can achieve your 
goal in 3 months?”

 “On a scale of 1 to 10 how likely will 
you achieve your goal in 3 months 
time?”

 Burdon 
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SMARTER

Monitoring

 Focus is on how the person will 

monitor how well they are 

managing to achieve their goal.  

Questions to ask include “How 

well it is going?” “How many 

times did you manage to walk last 

week?”

Expect problems

 Help clients think about what 

things are likely to stop them 

from achieving their goal, help 

them find solutions to the biggest 

barriers so that they are prepared 

and can problem-solve more 

effectively when such problems 

arise
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DOES YOUR WORKPLACE SUPPORT DSMES?
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BUT WE DON’T HAVE THE TIME AND FACILITIES TO KEEP 

PROVIDING ONGOING SUPPORT

Rather than tell people with 

diabetes WHAT to do, tell them 

WHY they should do something in 

a particular way

Miller’s Pyramid of Competence

NORCINI, J. J BMJ 2003;326:753-755
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BUT WE DON’T HAVE THE TIME AND FACILITIES TO                    

KEEP PROVIDING ONGOING SUPPORT

 Telephone coaching and SMS notifications

 Peer support

 Social media

 Apps

 Online learning

 Involving “Team Diabetes”
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IMPLEMENTATION – AN EXAMPLE OF FOLLOW UP USING SMS



 Brief automated messages can significantly improve chronic disease                                                    

management for T2DM patients. Using specialist diabetes apps                                        

allowed patients to enter data, track medication, set reminders, plan                                

meals, find recipes and plan for doctor's appointments and blood tests

Diabetes UK

 Another trial used video-messages to relay health information and                                     

reported that 47% did not even view the videos or stopped watching                               

the videos after 2 months

 A recent review of free apps found that most do not integrate the main tasks of diabetes 

self management (Mobile App Rating Scale) Chavez S et al Diabetes Care 2017

 Frequent secured internet communication in addition to usual HCP appointments improve 

diabetes outcomes                              Chung. S et al Diabetes Care 2017 

USING TECHNOLOGY





AUSTRALIAN CONTEXT: DIABETES APPS                               

ARE NOT ALWAYS USEFUL

 Only 8% of people with T2D in Australia use apps

 Apps that are used are often not diabetes specific

 Apps should be seen as providing additional  support 

AND NOT replacing education or support

 Current diabetes specific apps are not useful

 Nearly all apps in trial will never reach market  (often 

academic endeavours)   Trawley. S et al  Diabetes 

Technology & Therapeutics 2017

 “Patients are the most under-used resource in 

healthcare” Dr Warner Slack – informatics pioneer 

since 1970’s



EDUCATION DONE IN A DIFFERENT WAY?

 Involving partners with education will improve HbA1c

“Benefits of a couples intervention may result from social 

support and from having a partner "coach" to reinforce healthy 

behaviours, and/or from the direct effect of reduced 

relationship stress on health outcomes”   Tucker. M 

Diabetes Care 2016 

 The COACH Program – Coaching patients On Achieving 

Cardiovascular Health (Qld, NSW, VIC, Tas)

 ↓ readmissions and bed days in Victoria by 16% and 20%

 ↓ HbA1c from 8.2% to 7.5% (p<0.001) in Qld



GETTING INFORMATION OFF THE INTERNET IS LIKE TAKING 

A DRINK FROM A FIRE HYDRANT

MITCHELL KAPOR





7 A’S CHRONIC CARE

 be AWARE that PWD might have emotional or mental 

health problems

 ASK about these problems, using open-ended questions

 ASSESS for emotional or mental health problems              

using a validated tool

 ADVISE patients about identified problems

 ASSIST them with developing an achievable action plan

 ASSIGN care, where appropriate, to another HCP

 ARRANGE follow-up care
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EVALUATION 

 Evidence for the benefits of DSMES

 Improved diabetes knowledge

 Changes in self-care behaviours

 Lower HbA1c

 Lower self-reported weight

 Improved quality of life

 Reduced all-cause mortality risk

 Healthy coping

 Reduced healthcare costs



The premise of the health belief model is that the health care professional 

is the only expert the person with diabetes needs to listen to and the 

patient should be grateful that they have the opportunity to listen to the 

health care professional.

True or false

QUESTION 1:



The premise of the health belief model is that the health care professional 

is the only expert the person with diabetes needs to listen to and the 

patient should be grateful that they have the opportunity to listen to the 

health care professional.

True or false

False

QUESTION 1:



What are the 4 critical time to evaluate the need for DSMES?

QUESTION 2:



What are the 4 critical time to evaluate the need for DSMES?

Answer:

1. Diagnosis

2. Annually for assessment of education, nutrition and emotional needs

3. When complications arise (health conditions, physical limitations, 

emotional factors, or basic living needs)

4. When transitions in care occur

QUESTION 2:



QUESTION 3: WHAT ARE THE 2 KEY STEPS MISSING IN THE 5 STEPS 

TO SUCCESS

Implement a realistic 
plan for skills training

Make informed consideration of 
self-care options

Assess & identify personal self-care 
needs



QUESTION 3:  ANSWER

Evaluate and 
support long-term 
self-management

Implement a realistic plan
for skills training

Collaborate on decisions and 
goals for action

Make informed consideration of 
self-care options

Assess & identify personal self-care 
needs



QUESTION 4:       MATCH READINESS TO CHANGE 

STAGES  WITH ITS DEFINITION

- Setting goals and timelines

- Reaffirming goals and 

commitment to change

- Information

- Implementing the plan

- Continuing goal directed 

behaviour/choices

- Information on options on 

how to change behaviours



QUESTION 4:       MATCH READINESS TO CHANGE               

STAGES  WITH ITS DEFINITION

- Setting goals and timelines

- Reaffirming goals and 

commitment to change

- Information

- Implementing the plan

- Continuing goal directed 

behaviour/choices

- Information on options on 

how to change behaviours

Precontemplation

Contemplation

Preparation

Action

Maintenance

Relapse



QUESTION 5: WHAT DOES SMARTER GOALS STAND FOR?

 S

 M

 A

 R

 T

 E

 R and R



QUESTION 5: WHAT DOES SMARTER GOALS STAND FOR?

 Specific

 Measurable

 Action-orientated

 Realistic

 Time limited

 Expect problems

 Review and Reiterate



REFERENCE MODELS OF CARE AND ALGORITHMS 

TEACH A COURSE 54



A MODEL FOR SELF-MANAGEMENT EDUCATION AND SUPPORT

SME, self-management education; SMS, self-management support

2018 Diabetes Canada CPG – Chapter 7.  Self-Management Education and Support



Behavior Change Protocol31. 

Martha Mitchell Funnell et al. Diabetes Spectr 2007;20:221-226©2007 by American Diabetes Association



Structure of the Lifetime DSMS Intervention35. 

Martha Mitchell Funnell et al. Diabetes Spectr 2007;20:221-226©2007 by American Diabetes Association



Helpful Hints for Facilitating an Empowerment-Based DSMS Program. 

Martha Mitchell Funnell et al. Diabetes Spectr 2007;20:221-226©2007 by American Diabetes Association
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THANK YOU  TERIMA KASIH


