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Overview 

This portfolio thesis is comprised of three parts: 1) a systematic literature 

review, 2) an empirical report and, 3) supporting appendices.  

 

Part one is a systematic literature review which aimed to explore healthcare 

system factors that are related to self-care in individuals with Type 2 Diabetes. 

A systematic search of four key databases identified nineteen empirical papers 

for review. A narrative analysis of the evidence is provided and key factors 

relating to self-care are identified and summarised. A review of methodological 

quality and standard of reporting of reviewed studies is also provided. 

Implications for the field of research and for clinical practice are discussed.  

 

Part two is an empirical report of an original piece of research exploring 

compassion and shame in relation to self-care in individuals with Type 2 

Diabetes. Quantitative analysis aimed to investigate whether shame has a 

negative effect on self-care, and whether compassion has a role in buffering the 

impact of shame. In an additional qualitative element, experiences of shame in 

individuals with Type 2 Diabetes were explored. The findings of the study are 

discussed in relation to previous literature and theory, and implications for future 

research and clinical practice are considered.  

 

Part three contains the appendices relating to the systematic literature review 

and the empirical report. It additionally includes an epistemological statement, 

and a reflective statement focussing on the research process.  

 

Overall word count (excluding appendices): 19,411 
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Abstract  

Purpose: this review aimed to provide an up-to-date and systematic review of 

the literature on healthcare system factors that influence self-care in individuals 

with Type 2 Diabetes. 

Methods: A systematic review was conducted using Academic Search Premier, 

Medline, CINAHL Complete and PsycINFO databases between July and 

September 2017. Of 886 articles found, 19 met the inclusion criteria for the 

current review. Narrative analysis was employed to examine the data.  

Results: Two broad categories of healthcare system emerged from the data; 

personal and professional. The personal healthcare system included; partner 

factors, family factors, and wider support network factors. The professional 

healthcare system included; patient-provider relationship factors, continuity of 

care, and characteristics of the care received. Findings were limited by reliance 

on cross-sectional design and self-report methodology. Other limitations in 

regard to measurement of self-care as an outcome, methodology, and reporting 

were highlighted.  

Conclusions: A complex interplay of both personal and professional healthcare 

system factors were associated with self-care in those with Type 2 Diabetes. 

This has important implications for policy and service delivery with the aim of 

improving outcomes for those with the condition. Future research should 

address common methodological issues and begin to explore potential 

interventions based upon the findings.  
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Type 2 Diabetes Mellitus (T2DM) is a chronic health condition characterised by 

the body becoming unable to produce enough of the hormone insulin, or when 

the insulin produced does not work effectively.1 It develops over the lifespan as 

a result of factors such as genetics, age, weight and lifestyle.2 Similarly to the 

rest of the world, the UK is facing an epidemic of T2DM diagnoses; reports 

suggest that as many as 1 in 16 people in the UK are currently living with the 

condition, and this is set to increase by around 5% each year.3 Uncontrolled 

T2DM can result in complications, such as; blindness, limb amputation, heart 

disease, stroke, kidney disease,2 and in the UK, T2DM is believed to be causing 

over 22,000 additional deaths each year.3 At present, 99% of the management 

of T2DM occurs through engagement with self-care behaviours,4 defined as 

“activities performed by individuals or communities to achieve, maintain, or 

promote maximum health” (Lipson and Steiger, 1996; pg. 16).5 This may 

involve; a specific diet, exercise, blood glucose monitoring and medication as 

well as frequent appointments with medical professionals for health monitoring 

and medication reviews. However, despite the necessity of such behaviours, 

current figures suggest that adherence rates to these behaviours are around 

only 50%.6 This is not only causing serious problems for health outcomes, but is 

additionally putting financial strain on the National Health Service (NHS) in the 

UK. Reports suggest that, in 2010/2011, the condition cost the NHS £9.8billion 

in direct costs, which represents 10% of the entire healthcare expenditure for 

this period and it is estimated that 80% of these costs are incurred from treating 

potentially avoidable complications. The cost of diabetes care is only set to 

increase as the incidence of diagnoses rise.7 
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In light of the published figures surrounding engagement with self-care 

behaviours, a number of reviews have aimed to bring together the existing 

research regarding factors associated with poor self-care in an attempt to 

highlight areas for intervention. 6,8-11  These reviews have demonstrated, for 

example, that being male, young, having lower education levels, being part of 

an ethnic minority group, or of lower socio-economic status and having 

comorbid physical and/or mental health conditions, in general make individuals 

more at risk of poorer engagement with self-care. Current guidelines from the 

National Institute for Health and Care Excellence (NICE) 12 appear to be taking 

such research into account, outlining specific medical interventions for those 

with T2DM, taking into account individual factors such as comorbidity, 

polypharmacy, disability, and education.  

 

However, to assume that an individual’s self-care behaviour, like any other 

behaviour, occurs in isolation may be reductionist. According to System’s 

Theory, 13 an individual’s behaviour occurs as a product of factors in the 

environment and interactions with and between those factors. In the case of 

long term health conditions, like T2DM, the management of the condition 

requires an ongoing relationship and interaction between the individual and 

multiple healthcare professionals; General Practitioners, nurses, dieticians, 

pharmacists, and other Allied Health Professionals, through regular health 

appointments. Furthermore the behaviours involved in T2DM management 

represent significant lifestyle change and challenges on a daily basis for 

individuals living with the condition, 10 with the majority of the behaviours being 

carried out at home and in other social settings. Therefore, it is important to 

recognise the role of those in the individual’s personal system, such as family 



 

12 
 

and friends, in supporting and influencing self-care behaviour in individuals with 

T2DM.14 

In their World Health Report (2000), the World Health Organisation (WHO) 

defined the healthcare system as a system including “activities whose primary 

purpose is to promote, restore or maintain health … Formal health services, 

including the professional delivery of personal medical attention, are clearly 

within these boundaries; as are actions by traditional healers, and all use of 

medication, whether prescribed by a provider or not. Home care of the sick is 

another example, which is how between 70% and 90% of all sickness is 

managed” (pg. 5)15. Thus, given this definition, individuals, families, friends, 

professional organisations, societies and other systems are considered part of 

the healthcare system and will therefore be involved in influencing diabetes self-

management. They all should, therefore, be considered when trying to 

understand and assist the individual towards effective self-care.16 

Previous reviews have touched upon some of these factors and their role in 

influencing self-care, 10, 17-18 and a recent meta-analysis demonstrated that 

social support from healthcare providers, as well as from family and friends was 

implicated in aiding improved self-care.19 Such findings have been somewhat 

reflected in recent publications and service recommendations. In 2016, the 

WHO published a Global Report on Diabetes which highlighted the need to 

move towards integrated healthcare services that are able to provide up-to-date 

diabetes care plans in a way that is person-centred and provided by a team 

made up of professionals from multiple disciplines. 20 In the UK, NHS England 

set out aims for more consistent care for those with diabetes, enabling them to 

live lifestyles that would reduce or delay complication and promote a good 

quality of life.3 They proposed to do this by promoting holistic and personalised 
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care plans in which the patient’s individual needs are considered and taken into 

account via shared decision making and ongoing support. 

Although previous reviews have highlighted systemic influences on self-care to 

an extent, to date no systematic literature review has been conducted focussing 

solely on healthcare system factors influencing self-care. Rather, in most cases, 

previous reviews have focussed exclusively on the role of particular elements or 

relationships on self-care. Furthermore, previous reviews have not considered 

the role of friends, family and peers as part of an individual’s healthcare system. 

This is reflected in the absence of such considerations in service delivery 

recommendations. By integrating the available evidence in this field, it may be 

possible to think about areas for support and intervention, at both the personal 

and professional level, that may help to improve the poor self-care in those 

living with T2DM, and subsequently improve long term health outcomes. 

Therefore, the aim of the current review is to provide an up-to-date, rigorous 

and systematic review of the literature around healthcare system factors that 

influence self-care in T2DM. In order that the outcomes of this review are 

applicable and clinically relevant to the UK healthcare context, the review based 

its conclusions on studies that were conducted with samples taken from free 

and universal healthcare systems. This is in respect of the additional financial 

burden that privatised healthcare places on those with T2DM and how high 

costs of self-care and medication has been shown to have a significant negative 

impact on effectiveness of self-care 21-22; an issue that is not pertinent in the UK 

population.  The research question for this review was; what healthcare system 

factors are related to self-care in Type 2 Diabetes? 
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Method 

Search strategy  

Between July and September 2017, the following databases were searched for 

relevant literature via EBSCOhost literature search service: Academic Search 

Premier, Cumulative Index to Nursing and Allied Health Literature (CINAHL 

Complete), MEDLINE, and PsycINFO. These databases were chosen in 

combination in order to increase the likelihood of identifying all relevant 

literature within schools of psychology, medicine, nursing and allied health. As 

an initial stage, a scoping search was conducted in order for the researcher to 

become familiar with the literature and to identify key search terms to be 

included in the final search.  

 

Search terms were identified using the PICO (Patient/Problem/Population, 

Intervention, Comparison/Control/Comparator, Outcome) strategy.23 Previous 

reviews were consulted in regards to the search terms used and synonyms 

were considered alongside Medical Subject Heading (MeSH) terms for “self-

care.” Different combinations of search terms and levels of specificity were 

employed during pilot searches to explore the impact on the relevance of 

papers returned (e.g. “DM vs “T2DM”). Final search terms were peer-reviewed 

and agreement reached. The following terms were searched for within an 

article’s title and keywords: “Type 2 diabetes mellitus” OR Type 2 diabet*” OR 

“t2dm” N5 “self#care” OR “self#manag*” OR “self#administrat*” OR 

“self#medicat” OR complia* OR adhere* OR concordan* OR persist* 
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Selection Strategy  

The selection strategy for the current review had four main stages. Firstly, all 

titles from the final search were reviewed for relevance and duplicates were 

removed. Secondly, abstracts of remaining papers were reviewed, and the 

following inclusion criteria were applied: use of a sample with a primary 

diagnosis of T2DM who were over the age of 18; published in a peer-reviewed 

academic journal; and available in English. Articles were excluded if they came 

from any of the following sources: unpublished material, case studies, reviews, 

discussions, conference proceedings, other secondary sources, or if the 

abstract only was published. These criteria were important for ensuring quality 

and rigour in the studies included. Qualitative and intervention studies were also 

excluded at this stage due to their inconsistency with the aims and 

epistemology of the current research question and to ensure fluent integration 

of results. Thirdly, full text articles were reviewed with particular focus on their 

sample, methodology and results. Articles were eligible for inclusion if; key 

variables were consistent with the broad approach to defining a healthcare 

system according to the WHO definition; they utilised a direct measure of self-

care; and were conducted in a country with a free and universal healthcare 

system. This was important to ensure results of the review were applicable to 

the health system in the UK. Articles were excluded if they; did not allow for 

separation of results based on diagnostic categories; or if they did not directly 

relate relevant variables to the outcome of self-care. Finally, the reference lists 

of included papers were then hand searched for other key papers and these 

were assessed for eligibility via the same criteria. See Figure 1 for a 

diagrammatic summary of this process.  
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Figure 1: Diagrammatic representation of the paper search and selection strategy 
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Data Extraction and Quality Assessment 

Information about aims, design, methodology, sample characteristics, 

measurement of self-care, relevant findings and key limitations were extracted 

for each study (see data extraction form; Appendix D). A quality assessment 

was applied to all articles included in the review. The framework employed was 

the NICE guidelines recommended quality checklist for reviews of quantitative 

studies reporting predominantly correlations and associations (see Appendix E). 

24 The checklist was developed based on the appraisal step of the ‘Graphical 

appraisal tool for epidemiological studies’ (GATE).25 The checklist enables 

assessment of a study’s internal and external validity based upon key elements 

of the study’s design. Where the essential criteria for adequate internal and/or 

external validity is met by a study, a score of “++” is given. Where a study meets 

some of the desired criteria, a score of “+” is given. Where significant flaws or 

bias in design or generalisability are recognised, or a study fails to meet the 

criteria for validity, a score of “-“is given. Regardless of quality score, all eligible 

studies were included in the review. The quality scores were therefore 

predominantly used to inform the review of any bias or error that might impact 

the interpretation of the results. Quality ratings of studies were checked for 

inter-rater reliability by an independent party who reviewed 25% of the included 

papers. An agreement rate of 87.5% was demonstrated. Where there were 

disagreements, the differences were discussed and an agreement was reached 

in all cases.  

  

Data analysis 

An integrative approach to Narrative Analysis was used to describe, aggregate 

and summarise the findings of the studies included in the current review in order 
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to deduce key factors related to self-care.26 Narrative Analysis was chosen as 

the most appropriate method of data analysis for answering the current 

research question, in order to produce findings that could be used to inform 

clinical practice and policy making. Meta-analysis was considered inappropriate 

given the wide variety of outcome measures used within the methodology of 

studies reviewed. The Narrative Analysis conducted followed three key steps. 

Firstly, the WHO’s definition of a healthcare system was used as an initial 

framework for organising and synthesizing findings into two broad categories 

(personal factors and professional factors). Secondly, findings from each study 

were summarised in a textual description then organised thematically into 

clusters according to the key concepts highlighted in the findings. Lastly, the 

relationships between studies in each cluster were explored based upon 

similarities, contradictions and heterogeneity. Where correlations were reported 

between study variables, the strength of the relationship was assessed based 

on the following guidelines; weak: r = 0.3; moderate: r = 0.5; and strong: r = 0.7. 

The current review was written in accordance with the Preferred Reporting 

Items for Systematic Reviews and Meta-Analyses (PRISMA).27 

 

Results  

Primary study characteristics  

A total of 19 studies (n = 219,406 participants) were included based on the 

search strategy and inclusion/exclusion criteria outlined. Samples ranged from 

34-66% female and mean age of participants ranged from 56-66 years; which is 

consistent with the increased risk of developing T2DM with age.28 Average 

duration of diabetes ranged across the studies from newly diagnosed to 11.3 

years. Studies took place in 12 different countries all identified as having free 
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and/or universal healthcare systems; Portugal (n=5), Malaysia (n=2), Canada 

(n=2), France (n=2), Spain (n=1), South Korea (n=1), Poland (n=1), Taiwan 

(n=1), Iran (n=1), Denmark n=1), UK (n=1), and China (n=1). Based on the 

inclusion criteria for the current review, all studies included were quantitative. 

The majority of studies (n=17) utilised a cross-sectional design, with the 

remaining studies (n=2) using a longitudinal design. Within this, surveys were 

the most commonly used methodology (n=16), with the remaining studies (n=3) 

utilising information from medical databases.  

  

Quality of studies  

Only one study met the criteria for a full score (indicated by ‘++’) in both internal 

validity (IV) and external validity (EV). Overall scores for EV were better than 

scores for IV, suggesting that whilst studies were largely generalizable, there 

were potential sources of flaws and bias across the sample. The vast majority of 

studies relied solely on self-report in measuring their outcomes. This raises 

issues around potential response bias, and thus whether the outcome scores 

are a true representation of engagement with self-care. Furthermore, some 

studies made use of unstandardized and idiosyncratic self-report measures, 

which adds further limitations in this respect. In addition, the vast majority of 

evidence came from correlational analyses, and therefore few causal 

attributions can be drawn from the data. However, overall explanatory variables 

included in analyses across the sample were generally well-grounded in theory 

and previous research, and ideas for future research in exploring causal 

attributions were regularly outlined. Whilst generally EV scores were stronger 

than IV, they were not immune to critique. A few studies in the sample provided 

poor descriptions of their source populations and/or outlined strict inclusion and 
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exclusion criteria (e.g. only including newly diagnosed patients and those taking 

medication, and excluding participants who use insulin or have spent time in 

hospital). In the absence of rationale for such criteria, it raises concerns around 

whether or not sample populations can be viewed as representative of the wider 

T2DM population in that country.  

 

Measures of self-care   

Across the studies, the way in which self-care was approached as a concept 

varied greatly, with studies exploring ‘adherence’, ‘compliance’, ‘persistence’, 

‘glycaemic index’, ‘glycaemic control’, and ‘self-care’. Some studies (n=7), for 

example, measured just medication adherence as an indication of self-care, 29-35 

whilst others measured just adherence to dietary recommendations, 36-37 or 

combinations of behaviours, such as diet and exercise.45 In a similar fashion, 

the ways in which the studies measured self-care also varied. The majority of 

studies utilized self-report, with 12 of these relying solely on this methodology. 

These studies varied in terms of the self-report tools used as well as the 

behaviours measured; be that dietary adherence, exercise, foot care, blood 

glucose monitoring or medication taking. 29-30, 33, 35-47 A few studies utilised 

biological outcome measures of self-care, most commonly A1C (blood glucose) 

readings.38-40, 46 

 

Personal healthcare system 

Within the personal level of the healthcare system, three key factors emerged 

from the data; 1) Partner factors, 2) Family factors, and 3) Wider support 

network factors.  
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Partner factors  

Relationship status 

Four studies reported the relationship between marital status and effective self-

care and in the majority of cases, it was concluded that being single was 

associated with poorer self-care.35, 40, 44 Each study measured self-care by 

different means (e.g. self-report self-care vs medication adherence vs A1C), 

suggesting that the role of marital status in influencing self-care is consistent 

across sample type and outcome measure. However, Schiøtz and colleagues 

only found a correlation between relationship status and smoking, which is not 

consistently identified within the literature as a key self-care behaviour.44 In 

addition, in a large, high quality study, Chew et al demonstrated no relationship 

between marital status and self-care.30 Therefore the relationship may not be as 

consistent as it initially appears and the clinical implications of this finding are 

limited.  

 

Partner support  

Two large scale studies used self-report methodology to assess both positive 

partner support (e.g. encouragement to engage in self-care activities) and 

negative partner support (e.g. warning about potential complications) in relation 

to self-care. 36, 38 Both types of partner support were found to be related to the 

intention to and actual adherence to self-care recommendations; however the 

association was relatively weak. Costa and colleagues further demonstrated 

that in individuals with the intention to self-care effectively, high levels of 

positive partner support meant they were more likely to actually self-care and 

this subsequently resulted in better health outcomes. 38 The beneficial effects of 

positive partner support were supported by Pereira and colleagues, who 



 

22 
 

demonstrated a role for it in buffering the negative effect of psychological 

morbidity (e.g. presence of depression or anxiety symptoms) on self-care; such 

that when support was high, psychological morbidity had a lessened negative 

impact on self-care.36 

 

Dyadic adjustment  

Two studies reported findings that dyadic adjustment relates to self-care. 

Pereira et al defined dyadic adjustment as involving satisfaction, cohesion, 

consensus and affection within a couple and state that, in chronic disease, this 

plays out in couples finding adaptive ways to overcome adversity and change.  42 

They found that effective dyadic adjustment was related to improved self-

reported dietary adherence, however this is drawn from relatively weak 

correlations. An earlier study demonstrated similar results, finding that effective 

dyadic adjustment influenced adherence to glucose monitoring 

recommendations by reducing negative beliefs about medication in patients and 

their partners.36 However, the authors report no other findings linking dyadic 

adjustment to other vital self-care behaviours, such as exercise and medication 

taking. The studies were additionally both conducted in samples of newly 

diagnosed individuals and as adjustment is recognised as an ongoing and 

developing process, it is unfortunately not possible to predict from these 

findings the long-term relationship between dyadic adjustment and self-care as 

disease duration increases.   

 

Partner illness representations 

Two studies reported on the role of the illness representations of partners of 

those with T2DM as a factor related to self-care. Pereira et al demonstrated a 
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mediating role of partner representations of diabetes consequences on the 

relationship between patient representations and self-care; such that where 

there was greater convergence in patient and partner representations, patients 

reported better engagement with exercise, blood glucose monitoring and foot 

care, in a newly diagnosed sample. 43 The same was found in respect to other 

aspects of illness representation; personal control (the extent to which an 

individual feels they have control over the condition) and treatment control (the 

extent to which an individual feels they have control over the treatment of the 

condition). These relationships were supported by Searle et al who found that 

partner illness representations were related to engagement with physical 

activity. 45 Furthermore, they demonstrated that partner timeline representations 

(the individual’s beliefs about the course of the condition) were also related to 

dietary intake. However, the findings are underpinned by correlation coefficients 

that are, at best, moderate. Nonetheless, there appears to be some relationship 

whereby partner illness representations mediate the relationship between the 

patient’s representations of the illness and their self-care behaviour. Unlike 

Pereira et al’s newly diagnosed sample, 43 Searle et al conducted their study 

with a sample of patients with an average disease duration of 8.8 years. 45 

Therefore, taken together, the findings suggest that, the influence of partner 

illness representations may be maintained over the course of the condition.  

 

Family factors 

Family stress and coping  

Pereira et al found that patients who hold negative beliefs about their diabetes 

medication (such as overuse of medication, or beliefs that they are harmful) are 

less likely to engage with their self-care behaviours. 41 However, this 
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relationship was moderated by family stress; such that when family stress is 

high, patients who hold negative beliefs about their medication are less likely to 

take them as recommended, and thus family stress was concluded to have a 

negative impact. In contrast Pereira et al found family stress to be positively 

related to adherence to exercise recommendations.42 This led the authors to an 

alternative conclusion that increased family stress may be beneficial in some 

cases in encouraging families to engage in more active coping strategies. 

Indeed they found that family coping was positively related to engagement with 

exercise; however this is based upon a weak positive association between the 

two variables. This may go some way to explaining such discrepancy in findings 

in two studies that were conducted in very similar samples, using largely the 

same scales to measure key variables, and of similar methodological quality.  

 

Family support 

Three studies in the sample reported findings in regard to the influence of family 

support on self-care, however there are inconsistencies across the conclusions 

drawn. Schiøtz and colleagues found no relationship between the frequency 

with which individuals with T2DM saw their family and self-management and 

concluded that the involvement of family had potential to help or to hinder self-

care. 44 Other studies suggested that merely seeing family does not 

automatically denote the presence of support. Pirdehghan and Poortalebi 

conducted a broad and exploratory investigation which included family support 

and family disease related advice as predictors of self-care. 35 They found that, 

where family support and advice was poor, adherence to medication was 

negatively affected. However this was not explored in relation to self-care 

behaviours other than medication taking. Shahar et al went some way towards 
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filling this gap by demonstrating a significant moderate positive relationship 

between family support and dietary compliance. 37 However, this did not 

translate into a positive effect on glycaemic control. These conclusions are 

drawn with caution however, as Shahar et al’s findings are based on a sample 

size of just n=35, which creates significant issues for data analysis and 

generalisability of findings. Overall, a role for family support is suggested, 

however it is unclear how this role manifests and whether it is beneficial, or a 

hindrance, or both. 

 

Wider support network factors  

Several studies found that social support beyond partners and family is related 

to more effective self-care. Kasznicki et al demonstrated that having support 

from other people resulted in a 7-fold increase in compliance with medication, 

as measured via self-report methodology and glycaemic index. 34 Despite the 

strong results, Kasznicki et al’s reporting of their results was poor relative to 

other studies in this area and issues around both internal and external validity 

hinder the usefulness of the results. However, a later study by Tiv and 

colleagues, 47 which was conducted with good methodological rigour and in a 

large population based sample, support Kasznicki’s findings.  Tiv et al found that 

greater access to social support improved participants’ engagement with 

medication regimes. Schiøtz and colleagues also found a positive influence of 

social support on not only medication taking, but also on other self-care 

behaviours including diet, exercise, smoking, blood glucose monitoring and foot 

care. 44 Schiøtz and colleagues additionally explored the role of friendships on 

engagement with these essential self-care activities. They found that those who 

saw friends more than once a month and were confident that their friends would 
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be useful when the individual is struggling had a significantly better self-care. 

Shao et al sought to explain this relationship and demonstrated that it may 

occur as a function of self-efficacy and adherence; such that social support has 

an effect on an individual’s belief in their ability to self-manage their condition 

and in turn this has a positive effect on their adherence to self-care 

recommendations and subsequent glycaemic control. 46 

 

Professional healthcare system 

Within the professional level of the healthcare system, three key factors 

emerged from the data; 1) Patient-provider relationship factors, 2) Continuity of 

care, and 3) Characteristics of care received.  

 

Patient-provider relationship factors  

Tiv et al and Barba et al explored factors related to medication adherence using 

self-report methodology in samples of patients and physicians.29, 47 Both studies 

demonstrated that shared decision making regarding diabetes treatment 

promoted better outcomes and Barba and colleagues reflected that both 

patients and physicians were in agreement regarding this. However, it is 

important to consider that this finding was based on a sample of individuals with 

T2DM amongst other comorbid conditions, and it is therefore not possible to 

ensure that the findings were specific to the T2DM population. Lee and Lin  

tested a theoretical model of trust in relation to the patient-provider 

relationship.39 They reported weak-moderate relationships between trust and 

self-care; such that where patients had greater trust in their physician, they 

displayed better self-reported health outcomes. This relationship was mediated 

by self-efficacy and outcome expectations. Unfortunately the same relationship 
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was not observed for objective outcomes, as measured via A1C levels. 

However all of these studies excluded participants who were not taking diabetes 

medication. This may limit the generalisability of the findings to those in the 

T2DM population who are not prescribed medication to manage their condition.   

 

Continuity of care  

Dossa and colleagues defined Continuity of Care (COC) as the "ongoing 

relationship between a patient and an individual physician” (pg. E359).32 Four 

studies in the sample investigated the relationship between this and self-care. 

Two studies used a longitudinal design and found that COC was positively 

related to adherence.32-33 Dossa and colleagues reported that, over the two 

years following treatment initiation, those with intermediate and low COC were 

3% and 4% less likely to persist and 2% and 5% less likely to comply with 

medication, respectively. 32 Similarly, Hong and colleagues tracked this over 

four years and found that, whilst generally, adherence improved over this period 

it especially improved for those with better COC. 33 Other studies considered the 

role of COC in relation to health professionals other than primary physician. 

Dossa et al found that pharmacy loyalty was related to self-care outcomes, with 

patients who were not loyal to filling their prescriptions at one pharmacy being 

11% and 18% less likely to be persistent and compliant, respectively, with their 

medication. 31 The authors concluded that the pharmacist may also play an 

important role in ongoing self-care in T2DM. A caveat to this, however, is that 

these studies relied on medication refill data as an outcome measure. This is 

problematic, as it is only able to provide an indication that patients filled their 

prescriptions, not that they took their medication as recommended, potentially 

leading to an overestimation of adherence.  
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Characteristics of the care received 

Tiv and colleagues found that in cases where patients were in need of more 

information about their condition and its treatment and more support from 

medical professionals, they had poorer medication adherence.  47 In addition, 

they demonstrated that how acceptable a patient perceived medical 

recommendations to be impacted how well they engaged with them. However, 

the use of an idiosyncratic survey as an outcome measure within this context 

raises issues around internal validity in regard to whether the questionnaire was 

able to measure adherence to diabetes medication as distinguishable from 

other prescriptions. Yet, similar conclusions were drawn by Pereira et al who 

demonstrated that where patient satisfaction with the communication and 

information they received from healthcare services is higher there was a 

positive effect on self-care in a sample of newly-diagnosed individuals. 36 

Furthermore, they found that satisfaction moderated the relationship between 

psychological morbidity and adherence to diet; such that where patient 

satisfaction with services is high, the negative impact of psychological morbidity 

on adherence was reduced. However both studies restricted their samples 

based on the type of medication they were prescribed and this therefore raises 

questions about the generalisability of the findings to the rest of the T2DM 

population.  
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Table 1: Characteristics and key findings of reviewed studies  

First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

Barba et al 
(2017)29 

To identify views of 
patients, physicians 

and pharmacists 
about factors that 

may be associated 
with/improve 
medication 

adherence and 
persistence 

Patients=963 
Physicians=998 

Pharmacists=419 
 

Spain  

Diagnosis: T2DM 
Age: 60.4 (patient 

mean)  
Gender: 50.1% 

female (patients) 
Diabetes duration: 
11.3 years (mean) 

Design: CS  
Method: Electronic 

survey with 11 
questions 

developed from 
review of literature. 
Two parts: 1) 

Factors associated 
with adherence and 

persistence; 2) 
Strategies to 
improve adherence 

and persistence 

SR; MMAS Factors associated 
with adherence to 

medication from 
the perspective of 

the patient, the 
physician and the 
pharmacist  

Factors seen as important 
included: Patient 

characteristics (e.g. patient-
clinician shared decision 

making) and environmental 
characteristics (e.g. a family 
member/friend has the 

condition, administration 
supervision). However there 

were significant differences in 
answers given by patients, 
physicians and pharmacists  

(p <.001).  
 

IV: + 
 

EV: ++ 

Chew et al 
(2015)30 

To examine factors  
associated with 
medication 

adherence at 
primary care level 

N=668 
 
Malaysia  

Diagnosis: T2DM 
Age: 30+ 
Gender: 52.8% 

female  
Diabetes duration: 

NR 

Design: CS 
Method: 
Questionnaire 

SR; MMAS Marital status 
 

Marital status is not related to 
medication adherence  
(p = 0.547) 

IV: + 
 
EV: ++ 

Costa et al  
(2012)38 

To analyse the 
relationship between 

partner support, 
social-cognitive 
variables, self-

monitoring of blood 
glucose (SMBG) 

adherence and 
glycaemic control  

N=179 
 

Portugal  

Diagnosis: T2DM  
Age: 59.6 (mean) 

Gender: 57.5% male 
Diabetes duration: 
NR 

Design: CS 
Method: 

Questionnaires 
completed 
individually by 

patients and their 
partners  

SR; RSDSCA 
 

A1C   

Spousal support 
(MDQ) 

 

Weak-moderate positive 
correlations found between 

positive and negative partner 
support and the intention to 
SMBG (r = 0.36, p <0.01; r = 

0.31, p <0.01 respectively) and 
adherence to SMBG (r = 0.46, 

p<0.01; r = 0.35, p <0.01 
respectively). Positive support 
mediated the relationship 

between intention and 
adherence to SMBG (β = 

0.388; p <0.01). 
 

IV: + 
 

EV: + 

Dossa et al  

(2015)31 

To assess the 

association between 
pharmacy loyalty 

and medication use 
among new users. 

N=124,009 

 
Canada  

Diagnosis: T2DM 

Age: 66.5 (median) 
Gender: 47.6% male  

Diabetes duration: 
NR 

Design: CS 

Method: Reviewed 
administrative data 

from Quebec’s 
provincial health 

OAD compliance 

and persistence  

Pharmacy loyalty  

 

Patients who are not loyal to 

single pharmacy are 11% less 
likely to be persistent and 18% 

less likely to be compliant.  

IV: + 

 
EV: + 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

insurance agency 
(RAMQ) 

 
Dossa et al 

(2017)32 

To assess the 

association between 
continuity of care 
and medication 

adherence among 
new users of OADs 

N=60,924 

 
Canada  

Diagnosis: T2DM 

Age: 64.8 (mean) 
Gender: 52.6% 
female  

Diabetes duration: 
NR  

Design: CS 

Method: Reviewed 
data from the 
Quebec drug plan 

database.  
Measured COC in 

the first year of 
treatment and 
assessed 

medication 
adherence in the 

second year of 
treatment. 
 

Medication 

persistence and 
compliance  
 

Continuity of care Compared to high level of 

COC, intermediate and low 
level of COC were 3 and 4% 
less likely to persist and 2 and 

5% less likely to comply, 
respectively.  

 

IV: + 

 
EV: + 

Hong et al 
(2014)33 

To examine the 
relationship between 

COC  and 
medication 
adherence in those 

with a new 
hypoglycaemic 

prescription  

N=23034 
 

South Korea  

Diagnosis: T2DM 
Age:  

23.3% 20-44 
31.2% 45-54 
27% 55-64 

18.5% 65+ 
Gender: 58.3% male 

Diabetes duration: 
Newly diagnosed  

Design: L  
Method: Patients 

were followed up for 
4 years using 
claims data via the 

KNHI Claims 
Database 2004-

2008 to measure 
COC and 
adherence.  

 

MPR  Continuity of care  Mean MPR increased as a 
function of continuity of 

ambulatory care each year 

IV: ++ 
 

EV: ++ 

Kasznicki 

et al 
(2007)34 

To evaluate the 

effect of 
demographic, 
medication, social, 

diabetes knowledge, 
and treatment 

factors on 
compliance with drug 
therapy and 

glycaemic control.  
 

N=200 

 
Poland 

Diagnosis: T2DM 

Age: 66.1 (mean) 
Gender: 62% female  
Diabetes duration: 

60.5% >5years 

Design: CS  

Method: 
Questionnaires 
used to gather key 

data  

SR; Medication 

compliance 
 
Glycaemic 

control  

Social support 

 

Support from other people 

caused a 7-fold increase in 
compliance (p <.050).  
 

IV: - 

 
EV: - 

Lee et al  
(2009)39 

To test a theoretical 
model of variables 
influencing the 

N=480 
 
Taiwan 

Diagnosis: T2DM 
Age: 59.2 (mean) 

Design: CS  
Method: 
Questionnaires 

SR; DSAS  
 
A1C   

Trust in physician 
(SR: measure 
developed by 

A weak but significant positive 
relationship was found 
between trust in physician and 

IV: + 
 
EV: ++ 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

relationship between 
trust and both 

objective and self-
rated health 

Gender: 36.9% 
female 

Diabetes duration: 
6.8years  (mean)  

administered at 
clinic appointments. 

Medical records 
reviewed.  

Anderson & 
Dedrick, 1990).  

self-reported adherence (β = 
0.41, p <.010). Trust was 

moderately positively related 
to mediators self-efficacy (β = 

0.45, p < .010) and outcome 
expectations (β = 0.46, p < 
.010) and these mediators 

displayed significant positive 
relationships with adherence 

(β = 0.77, p < .010; β = 0.13, p 
< .010 respectively). The 
relationship between trust and 

A1C was weak and non-
significant (β = -.06)  

 
Moreau et 

al  
(2009)40 

To identify clinical 
and psychosocial 

factors associated 
with adherence and 

to investigate degree 
of agreement 
between patient- and 

GP-perceived 
adherence 

 

Patients=521 
GPs=39 

 
France 

Diagnosis: T2DM 
Age: 65 (patient 

mean) 
Gender: NR (patient) 

Diabetes duration: 
NR 
 

Design: CS 
Method: Individual 

self-report surveys 
for patients and 

GPs  

SR; Adherence 
problems  

 
A1C  

Marital status 
 

Level of 
agreement 

between patient 
and GPs reports of 
adherence 

problems  

Single life associated with 
adherence problems (Odds 

Ratio=1.86; p=.026) 
 

Agreement between patient 
and GP perception of 
adherence difficulties was 

70% 

IV: + 
 

EV: + 

Pereira et al  
(2014)41 

To analyse whether 
contextual variables 

moderate the 
relationship between 

negative beliefs 
about medicines and 
self-care. 

N=387 patients 
and their partners   

 
Portugal  

Diagnosis: T2DM 
Age: 59 (patient 

mean)  
Gender: 58% male 

(patients) 
Diabetes duration: 
NR 

Design: CS 
Method: Individual 

surveys completed 
by patients and 

their partners when 
attending regular 
medical 

appointments 

SR; RSDSCA 
 

SR; MARS 

Family support:  
1. Coping (F-

Copes) 
2. Stress (FILE) 

3. Adjustment 
(RDAS) 

Marital adjustment moderated 
the relationship between 

negative beliefs about 
medication and glucose 

monitoring (t = 2.55, p =.011). 
Family coping moderated the 
relationship between negative 

beliefs and blood glucose 
monitoring (t = 3.44, p =.006). 

Positive (t = -2.32 p =.020) 
and negative (t = -2.77, p 
=.010) partner support 

moderated the relationship 
with negative beliefs and diet. 

Family stress moderated the 
relationship between negative 
beliefs about medicine and 

IV: + 
 

EV: + 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

medication adherence (t = -
4.10, p = ≤ .001). 

 
Pereira et al  

(2014)36 

To analyse the 

moderating role of 
partner's support and 
satisfaction with 

healthcare services 
in the relationship 

between 
psychological 
morbidity and 

adherence to diet 

N=387 patients 

and their partners   
 
Portugal 

Diagnosis: T2DM 

Age: 59 (patient 
mean) 
Gender: 58% male 

(patients) 
Diabetes duration: 

59.8% <6months, 
40.2% 7-12months 

Design: CS 

Method: Individual 
surveys completed 
by patients and 

their partners when 
attending regular 

medical 
appointments 

SR; RSDSCA 

(general diet 
subscale only) 

Frequency of 

partner supportive 
behaviours (MDQ) 
 

Patient satisfaction 
with healthcare 

services (QUASU) 

Partner's positive support (β = 

0.13, p=.009) and satisfaction 
with interpersonal 
relationships (β = 0.18, p = 

.020) predicted adherence. 
Positive (β = 0.14, p = .006) 

and negative support (β = 
0.15, p = .003), satisfaction 
with healthcare services (β = 

0.11, p =.040), and patient 
satisfaction with interpersonal 

relationships (β = 0.11, p = 
.036) moderate the 
relationship between 

psychological morbidity and 
adherence to diet.  

 

IV: + 

 
EV: + 

Pereira et al  
(2015)42 

To analyse the 
influence of 

psychological 
morbidity, family 

stress towards 
diabetes, family 
coping, partner 

support, and dyadic 
adjustment in 

patients and partners 
on self-care.  

N=104 patients 
and their partners  

 
Portugal 

 

Diagnosis: T2DM 
Age: 59 (patient 

mean) 
Gender: 57.7% male 

(patients) 
Diabetes duration: up 
to 12months  

Design: CS 
Method: Individual 

surveys completed 
by patients and 

their partners when 
attending regular 
medical 

appointments 

SR; RSDSCA Family coping (F-
COPES) 

Family stress 
(FILE)  

Dyadic adjustment 
(RDAS) 
Cognitive and 

social factors 
associated with 

diabetes (MDQ) 
 

Weak correlations were 
demonstrated between patient 

rated dyadic adjustment (r = 
0.32, p <.010), partner rated 

dyadic adjustment (r = 0.21, p 
<.050), patients with more 
positive support (r = 0.22, p 

<.050), patients (r = -0.25, p 
<.010; r= -0.27, p <.010) and 

partners (r = -0.22, p <.050; r = 
-0.27, p <.010) with less 
anxiety and depression 

(respectively) and adherence 
to diet.  Weak positive 

correlations were found 
between patient family stress 
(r = 0.24, p <.050) and family 

coping (r =0.19, p<.05) and 
adherence to exercise. Weak 

correlations were found 
between patient positive 
support (r = 0.27, p<.010), 

IV: + 
 

EV: + 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

partner positive (r=0.24, p 
<.05) and negative (r=0.23, p 

<.05) support and glucose 
monitoring.  

 
Pereira et al  
(2016)43 

To analyse partners' 
representations of 

diabetes as a 
mediator between 

patients i llness 
representations and 
self-care 

N=340 patients 
and their partners 

 
Portugal 

Diagnosis: T2DM 
Age: 59.41 (patient 

mean)  
Gender: 40% female 

(patient) 
Diabetes duration: 
60.8% <6 months; 

39.2% 7-12 months  

Design: CS 
Method: Individual 

surveys completed 
by patients and 

their partners when 
attending regular 
medical 

appointments 

SR; SDSCA 
 

SR; MARS 

Marital status 
Quality of marital 

relationship 
Partner support  

Partner’s i llness 
perceptions (IPQ) 

Partner’s representation of 
diabetes consequences 

mediated relationship between 
patient representations and 

exercise (β = -0.05, p = .047), 
foot care (β = 0.09, p = .005) 
and Self-Monitoring Blood 

Glucose (SMBG) (β 0.06, p = 
.023) adherence. Partner’s 

representation of personal 
control mediated relationship 
between patient’s 

representation and SMBG (β = 
0.05, p = .004). Partner’s 

treatment control 
representations mediated 
relationship between patient 

representation and SMBG (β = 
0.10, p = .003) 

 
 

IV: + 
 

EV: + 

Pirdehghan 

et al 
(2016)35 

To determine factors 

influencing the 
medication 

adherence and 
dietary regimen 

N=300 

 
Iran  

Diagnosis: T2DM  

Age: 55.84-59.42 
Gender: 29.7 – 

70.3% female 
Diabetes duration: 
7.07-9.78 years 

(all values are means 
across patients 

grouped as per 
adherence score)  

Design: CS 

Method: 
Interviewed using 

questionnaire in 
three sections: 1) 
Social-

demographic, 2) 
Medication 

adherence, 3) 
Disease and 
medication beliefs. 

Additional questions 
assessed familial 

support and access 
to medication  
 

SR; MMAS Marital status  

Familial support 
Family disease 

related advice  
 

Being married is related to 

better adherence (p = .007) 
(compared to being single or 

divorced). Poor familial 
support (p =.001) and family 
disease related advice (p 

=.001) were significantly 
related to poor adherence.  

 

IV: + 

 
EV: + 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

Schiøtz et 

al  
(2012)44 

To investigate the 
relationship between 

structural and 
functional social 

support, 
psychosocial 
problems and self-

care. 

N=2572 
 

Denmark 

Diagnosis: T2DM 
Age: 60.5 (mean) 

Gender: 34% female  
Diabetes duration: 10 

years (mean)  

Design: CS 
Method: Survey 

administered 
predominantly 

online, but hard 
copies also 
available for those 

recruited through 
the clinic 

SR; RSDSCA  Care received by 
patients (PACIC)  

 
Social network; 

structural and 
functional aspects 
(measured using 

validated 
questions from 

Danish population 
health-profi le 
studies) 

Frequent contact with friends 
was associated with better 

self-management. Ps who met 
with friends less reported 

fewer days of exercise (p 
<.001) and had not examined 
their feet (p = .023). Living with 

a partner was associated with 
7% less chance of smoking (p 

= .033).  
Poor functional social network 
was associated eating less 

well (p <.001) and low 
frequency foot examinations (p 

= .034). 
No relationship between 
seeing family frequently and 

self-management. 
 

IV: + 
 

EV: ++ 

Searle et al  
(2007)45 

1. To assess the 
illness 
representations of 

patients and their 
partners 

2. To determine the 
extent of agreement 
between patient and 

partner 
representations, and 

3. To examine 
whether partners' 
representations 

mediate the 
relationships 

between patients' 
representations and 
self-care.  

N=134 dyads 
 
UK 

Diagnosis: T2DM 
Age: 67 (patient 
mean) 

Gender: 59% male 
(patient) 

Diabetes duration: 
8.8 years (mean)  

Design: L 
Method: 
Questionnaires sent 

to dyads. Patients 
and partners 

completed 
questionnaire 
separately. Data on 

illness 
representations 

collected at 
baseline and data 
on self-care 

collected at 
12month follow up  

 
 
 

 
 

 
 

 

SR; The Health 
Education 
Authority food 

intake 
questionnaire  

 
SR; Baecke 
Habitual 

Physical Activity 
Questionnaire  

 
SR; MARS  

Illness 
representations of 
patients and 

partners (IPQ-R). 
Some items 

replaced with 
items from the 
Personal Models 

of Diabetes 
Interview (PMDI) 

in order to make it 
diabetes specific. 

There was a weak positive 
correlation between patient 
and partners’ timeline 

representations (r = 0.31, p < 
.010) and they were both 

weakly correlated to physical 
activity (r = 0.24, p = < .010) 
and dietary intake of fruit (r = 

0.23; p < .010), vegetables (r = 
0.30, p < .010) and fibre (r = 

0.27, p < .010). There was a 
weak positive correlation 
between patient and partners’ 

personal control 
representations (r = 0.37, p < 

.010) and each was weakly 
correlated to physical activity 
(r = 0.26, p < .010). There was 

a weak-moderate positive 
correlation between patient 

and partners’ representations 
of treatment control (r = 0.40, 
p < .010) and each was 

IV: + 
 
EV: + 
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First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

weakly correlated with 
physical activity (r = 0.27, p < 

.010; r = 0.21, p < .010 
respectively). Partners’ 

timeline mediated the 
influence of patient timeline on 
diet and engaging in physical 

activity (β= 0.01, p = .033) and 
dietary intake of fruit and 

vegetables (β= 0.01, p = .004) 
and fibre (β= 0.01, p = .004). 
Partners personal control 

representation mediated the 
influence of patients personal 

control on physical activity (β = 
0.01, p =.004).   
 

Shahar et al  
(2016)37 

To determine the 
association between 

self-motivation, 
social support and 
dietary compliance 

and glycaemic 
control  

N=35 
 

Malaysia 

Diagnosis: T2DM 
Age: 56.37 (mean) 

Gender: 65.7% 
female  
Diabetes duration: 

NR 

Design: CS 
Method: Patients 

completed 
questionnaire 
measuring key 

variables  

SR; SDSCA 
 

SR; Diet recall  
 
A1C 

Social support 
(DSSQ-FV)  

A moderate positive 
correlation was found between 

family support and dietary 
compliance (r = 0.46, p =.005). 
The correlation between family 

support and glycaemic control 
was not significant (r = -0.11, p 

=.543). 
 

IV: - 
 

EV: - 

Shao et al 

(2017)46 

To examine whether 

the effects of social 
support on 

glycaemic control 
are mediated 
sequentially by self-

efficacy and 
adherence 

N=532 

 
China 

Diagnosis: T2DM 

Age: 63 (mean) 
Gender: 41.9-42.2% 

male 
Diabetes duration: 
NR 

Design: CS 

Method: Patients 
completed 

questionnaires 
measuring social 
support, self-

efficacy and 
adherence. Medical 

records were also 
reviewed 

SR; Idiosyncratic 

measure 
developed 

according to the 
treatment 
principle of 

diabetes and 
previous work  

 
A1C  

Social support  

(SSRS)  

There was a significant but 

weak correlation between 
overall social support and 

dietary adherence (r = 0.16, p 
< .010), but not medication or 
lifestyle. Better social support 

is linked to better self-efficacy 
(β = 0.27, p < .010) which in 

turn is linked to better dietary 
adherence (β = 0.10, p < 
.050), which is related to better 

glycaemic control (β = -0.19, p 
<.050).  

 

IV: + 

 
EV: + 



 

36 
 

First author 
(year) 

 

Aims Sample size and 
location 

Sample 
characteristics 

Methodology 
 

Measure of self-
care 

Relevant variables 
measured 

Main findings Quality 
score 

Tiv et al 
(2012)47 

To evaluate self-
reported medication 

adherence and to 
identify factors linked 

to poor adherence 

N=3637 
 

France 

Diagnosis: T2DM 
Age: 65 (mean) 

Gender: 58.7% male  
Diabetes duration: 

NR 

Design: CS 
Method: Survey 

sent to all patients 
measuring 

medication 
adherence, 
demographics, and 

disease and 
therapy 

characteristics. 
Medical 
questionnaire sent 

to providers to 
obtain most recent 

clinical 
measurements. 

SR; Idiosyncratic 
six item 

questionnaire 
drawing on work 

by Girerd et al. 

Marital status  
Medical care 

(decision making, 
follow-ups, 

acceptability of 
medical 
recommendations, 

ability to take 
medicine alone, 

need for support) 

The following factors were 
associated with poor 

adherence: Decision making 
by patient only (Odds ratio = 

3.3, p < .001), poor 
acceptability of medical 
recommendations (Odds ratio 

= 2.7, p = .004), lack of family 
or social support (Odds ratio = 

2.5, p = < .001), need for 
information on treatment 
(Odds ratio = 2.0, p = < .001), 

need for medical support 
(Odds ratio = 1.6, p = .002), 

and follow-up by specialist 
physician (Odds ratio = 1.4, p 
= .005). 

 

IV: + 
 

EV: ++ 

CS: Cross-sectional; L: Longitudinal 

SR: Self-Report; OR: Other Report  
MMAS: Morisky Medication Adherence Scale; RSDSCA: Revised Summary of Diabetes Self Care Activities; OAD; Oral Anti-Diabetic Medication; MPR: Medication Possession Ratio; 
DSAS: Diabetes Specific Adherence Scale; MARS; Medication Adherence Report Scale  

MDQ: Multidimensional Diabetes Questionnaire; COCI: Continuity of Care Index; F-COPES: Family Crisis Oriented Personal Evaluation Scale; FILE: Family Inventory of Life Events; 
RDAS: ; Revised Dyadic Adjustment Scale; QUASU: The Patient Satisfaction Questionnaire; IPQ-R: Revised Illness Perception Questionnaire; PACIC: Patient Assessment of Chronic 

Illness Care; PMDI: Personal Models of Diabetes Interview; DSSQ-FV: Diabetes Social Support Questionnaire-Family Version; SSRS: Social Support Rating Scale   
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Discussion 

This review aimed to explore and summarise the healthcare system factors that 

are related to self-care in individuals with T2DM. The factors identified in the 

studies reviewed fell into two broad categories; 1) personal healthcare system 

factors, and 2) professional healthcare system factors. In accordance with the 

WHO’s definition of a healthcare system, the findings support the notion that an 

individual’s family and friends as well as their healthcare professionals and 

provision of services have a role to play in their engagement with vital self-care 

activities. 15 Fifteen of the nineteen studies included in the current sample 

reported findings that were categorised as personal healthcare system factors. 

This demonstrates the saliency of such factors, suggesting that in this research 

field, characteristics of the personal system are being considered as central to 

effective self-care. However, the relationships demonstrated between partner 

factors, such as support, adjustment, and illness representations, as well as 

family support, were generally quite weak, or at best moderate. Furthermore, 

the studies that fell into this category included those with the poorest 

methodological quality, meaning that drawing implications should be done so 

with considerable caution. The evidence for the role of professional healthcare 

system factors, such as the patient-provider relationship and continuity of care, 

is not immune to these issues, however was, on the whole characterised by 

better methodological rigour, greater consistency across studies as well as 

stronger and clearer relationships to self-care. On balance, this suggests that 

both personal and professional factors are important, but that at the present 

time, the empirical evidence supports placing greater emphasis on the evidence 

for the role of professional healthcare system factors when developing 

implications for clinical practice and education.  
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At the professional healthcare system level, the association between the quality 

of the relationship between the patient and provider and self-care supports the 

findings of another recent review where, much like the current review, shared 

decision making and trust were highlighted as key to a high quality 

relationship.48 The authors suggest such qualities enable providers to 

understand the adherence problems patients are facing. It may be theorised 

that greater continuity of care plays into this, by creating a setting in which a 

more effective working relationship between the patient and provider can be 

fostered. The evidence for the role of continuity of care was amongst the 

strongest evidence in the studies reviewed, however was only investigated in 

relation to adherence to medication. Future research exploring the effect of 

continuity of care on other self-care behaviours may be informative. It is also 

important to recognise however, that good objective quality of care seems not to 

be sufficient, as patient satisfaction with care received was also demonstrated 

to be positively related to self-care. In some cases, patient satisfaction 

moderated the relationship between other characteristics of the individual (e.g. 

psychological morbidity) and self-care outcomes, bringing to light a complex 

interplay between personal characteristics and systemic factors. 

 

At the personal healthcare system level, the findings that being in a relationship 

where the partner shares similar illness representations, who provides support 

in relation to engagement with self-care, and where there is successful dyadic 

adjustment to the diagnosis is positively correlated with effective self-care is 

consistent with previous research.49 These relationships were, in some cases, 

moderated by factors such as intention to self-care, psychological morbidity, 
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and beliefs about medication, again demonstrating the complex interplay 

between personal characteristics and systemic factors. Future research may 

benefit from more in depth, qualitative exploration of these relationships to 

understand further the mechanisms by which they function. The finding that 

support from family is related to self-care is consistent with recommendations 

made by previous researchers for the involvement of family as an intervention 

for ineffective self-care in the field of chronic health.50 Qualitative research in the 

field helps to dissect this relationship by demonstrating that the support 

provided by family members has an important role in reminding patients about 

necessary self-care and aiding in food preparation.51 Furthermore, the review 

highlighted the positive effect of increased social support on a wider level, 

highlighting the role of friends and peers as well as family. Chlebowy suggested 

that friends and peers, alongside family and health care professionals can 

improve engagement with self-care, as all sources have the potential to provide 

cues to action and direct assistance with necessary behaviours and changes, 

as well as providing knowledge and reinforcement. 52 For example, where 

professionals are able to provide the patient with expert knowledge, a peer may 

take an exercise class with them and a family member may help encourage 

healthy eating at a gathering. 

 

Overall, the findings of the review are consistent with findings of other recent 

reviews which have demonstrated the role of factors across both personal and 

professional relationships on engagement with self-care.53 However, where 

previous reviews have touched upon specific factors in relation to both personal 

and professional systems, this is the first review to provide a broad and 

inclusive summary of systemic factors associated with self-care. In doing so, it 



 

40 
 

is able to collate up to date evidence regarding the healthcare system, under 

the broadest of definitions, and how it relates to self-care in those living with 

T2DM. This assists in developing current understandings of the complex factors 

influencing how well someone is able to manage their condition. In taking a 

broader approach, this review can provide more holistic and inclusive 

implications for diabetes care and education.  

 

Overall assessment of the strength of the review  

Within the literature reviewed, there are several limitations in regard to the 

methodology and quality of reporting. Firstly, the use of ‘self-care’ as an 

outcome measure raises potential issues. Across the literature base, there is 

not one single agreed definition of what ‘self-care’ is, nor what is involved in it. 

Self-care, therefore, appears to be a complex umbrella term, under which a 

variety of behaviours may or may not be included. Secondly, reliance on self-

report for measuring outcomes was one of the most common concerns with the 

potential for inaccurate answering and social desirability bias, especially in a 

condition that is becoming increasingly stigmatised.54 Further issues in regard to 

the validity of self-report data were highlighted in two studies where they found 

that, whilst factors were linked to self-reported self-care, they were not linked to 

glycaemic control.37, 39 This highlights discrepancies between subjective and 

objective outcomes and potentially raises a wider issue in regard to how current 

research is measuring self-care. Thirdly, where studies set out to determine the 

influence of a specific factor on self-care, the majority utilised correlational 

analyses, which do not allow for causal attributions to be drawn. For example, it 

is feasible that the link demonstrated between the patient-provider relationship 

and self-care may be attributed to the idea that those with poorer self-care are 
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less likely to foster positive relationships with their physicians.55 Future research 

would benefit from more randomised controlled trials to establish direction of 

causality. Lastly, other common concerns centred on the lack of reporting of 

sample size calculations estimating the required number of participants needed 

to effectively explore hypotheses and lack of consideration for potentially 

confounding variables when examining relationships between healthcare 

system factors and outcomes. Previous research has highlighted individual 

factors that significantly influence engagement with self-care, such as age, 

diabetes duration and personality type, 56-57 and the current review draws 

attention to the complex interplay between such factors and systemic 

influences. Therefore, studies that failed to take into account the influence of 

such factors may be reporting biased findings, overinflating the role of their 

factor of interest. It seems important to note, the common concerns highlighted 

in this review are similar to those raised in previous reviews in the field of 

chronic health, 58-59 highlighting the potential need for revision of approaches 

currently used to conduct research in this area. 

 

Limitations of the review  

The current review is subject to some limitations. Whilst the aim of this review 

was to provide an up-to-date systematic examination of the literature, this 

review is only as up-to-date as is possible in the given time frame. This is a 

particular issue in an area of research, like T2DM, which is rapidly developing 

with new publications as a result of the marked increases in diagnoses. 

Furthermore the current review excluded qualitative research and therefore did 

not benefit from the more in depth understanding of concepts that this kind of 

research can provide. The decision to exclude intervention studies meant that 
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the majority of included studies were correlational in nature and therefore it has 

been difficult to draw any causal implications from the data. Finally, the decision 

to eliminate studies based upon the type of healthcare system in the country of 

authorship does create issues for generalisability. Given that the studies 

included were conducted in countries which provide free and universal 

healthcare, such as the UK, extrapolation of the findings to other types of 

healthcare system must be done with caution. It is also important to recognise 

that, whilst included countries shared healthcare system similarities, the 

countries will vary considerably in terms of culture in ways that may impact the 

generalisability of the findings. For example, western and individualistic 

cultures, such as that in the UK, may place more demand on professional 

services for the provision of healthcare, whilst eastern and collectivist cultures 

may place more emphasis on the role of the family and the community for 

caring for those with ill-health.   

 

Implications for diabetes care and education  

Overall, this review supports the key ideas of System’s theory; that an individual 

exists within a complex system and their behaviour is influenced by their 

relationships with the system. Brunton and Polonsky highlighted that this may 

be complicated in individuals with T2DM due to barriers to effective self-care 

varying from person to person, and fluctuating over time and over the course of 

the condition. 48 Therefore, assessment of those who are ‘at risk’ of poor 

adherence needs to be based on a combination of individual characteristics, in 

addition to the interactions the individual is having with their healthcare system, 

both personal and professional. WHO state that there is a need to focus on 

increasing the effectiveness of adherence interventions, and that this will be 
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more effective than improvements in specific medical treatments in chronic 

health conditions. 60 Based on the findings of the current review, interventions 

for poor adherence targeting the individual alone may not be effective. Rather, it 

may be imperative to work more systemically, directing interventions at the 

healthcare system.  

 

Given the strength of findings regarding the role of factors within the 

professional healthcare system, it may be beneficial to target interventions at 

this level.  The review supports the notion, as highlighted in focus group 

findings, that developing a patient-provider relationship where care planning is 

collaborative and there is continuity of care allows for the development of a 

trusting relationship where adherence is a seen as a shared responsibility.  61 

Lawn and Schoo highlighted that an approach aiming to improve assessment 

and communication between care providers and patients, and enhancing 

physician-patient relationships by training professionals in specific skills, such 

as empathy, trust, effective exchange of information and compassion may be 

beneficial. 62-64 Current policy in the UK appears to be heading in the right 

direction, outlining the need for personalised care and emphasizing the 

importance of a good relationship with a physician who provides a high level of 

education and information.3 Additionally, the NHS in the UK outlines that 

primary care teams working with individuals with T2DM should aim to provide 

an multi-disciplinary approach and the current review highlights in particular the 

potential role of the pharmacist in recognising adherence problems and 

providing education and counselling.65 However, it is recognised that there are 

caveats to the implementation of such findings in the UK, with an NHS under 
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increasing demand and strain. Future research will need to take this into 

consideration when designing interventions.  

 

Despite weaker evidence for the role of personal healthcare system factors, 

there are nonetheless clinical implications worth consideration. Lawn and Schoo 

highlighted approaches to supporting effective self-management including 

group programmes emphasising peer support.62 In the ‘Action for Diabetes’ 

initiative, 3 everyone diagnosed with diabetes in the UK is offered an educational 

course and the findings of this review suggest that it may be beneficial to invite 

family and peers to this, as well as to assessments and appointments, given 

their role in the promotion of self-care. In cases where there are particular 

problems with self-care, it may be helpful to include families in care plans or to 

consider couple or family therapy as a way to understand and challenge current 

behaviour.64 In their meta-analysis, Martire et al found that, in some cases, 

involving a family member in chronic health interventions had a positive impact 

on mortality.50 Family interventions for poor self-care in T2DM may, therefore, 

be a valuable focus for future research as well as clinical practice.  

 

Conclusion  

This review provides a summary of the research into the relationship between 

healthcare system factors on engagement with self-care behaviours in those 

with T2DM. The conclusions of the review are based upon and therefore 

applicable to free and universal healthcare systems, such as that in the UK.  

There is room for improved clarity in regards to what is meant by ‘self-care,’ 

what it entails and how best to conduct and report associated research. 

Nonetheless, the current review demonstrated that engagement with self-care 
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in T2DM is influenced by a number of complex factors within the healthcare 

system, at both personal and professional levels; from the type of support 

provided by the patient’s partner, to the characteristics and continuity of 

services provided by healthcare professionals. This is an important finding for a 

number of reasons, but mostly because it can influence policy 

recommendations as to how services for individuals with T2DM should be 

structured and delivered. It can also guide future research towards thinking in 

more depth about how the systemic factors highlighted in the current review 

exert their influence on individuals, and in designing interventions aiming to 

improve self-care in those living with the condition. Improving healthcare 

provision for those living with T2DM, and finding effective interventions for those 

with self-management difficulties will not only improve public health, but will also 

reduce the financial strain of the condition on already struggling healthcare 

systems.  
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Abstract 

Aims: This study aimed to explore the role of shame and compassion in 

influencing self-care in individuals with Type 2 Diabetes. It was hypothesised 

that shame would have a negative impact on self-care, and that compassion 

would moderate this relationship.  

Methods: This study involved an international sample of adults with T2DM 

(n=166; 63.3% female; age 60.3 ±11.10years). Participants completed an online 

survey assessing self-care, and levels of shame and compassion. An open-

ended question collected qualitative data regarding experiences of shame. 

Moderation effects were tested using multivariate hierarchical regression and 

qualitative data was analysed using content analysis.  

Results:  The negative relationship found between shame and self-care was 

not significant (p=.075). No significant moderation effects were found, therefore 

hypotheses were not supported. However, a significant direct relationship 

between self-compassion and self-care was shown (p=.002). Qualitative data 

revealed experiences of shame in 53% of respondents and themes around the 

sources of and attempts to avoid shame emerged.  

Conclusions: Whilst the results failed to support the hypotheses, interesting 

findings on experiences of shame and the potential benefits of self-compassion 

were displayed, complementing previous research. The implications for future 

research, intervention and service delivery were highlighted.  
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1. Introduction 

Reports suggest that, in the UK, 1 in 16 people are living with Type 2 Diabetes 

Mellitus (T2DM) and increasing prevalence rates have been described as an 

‘epidemic’ (Wild et al, 2004). It is projected that by 2035 the condition will cost 

the National Health Service (NHS) in the UK £35.6billion per year (Hex et al. 

2012). Given the association between T2DM, lifestyle, obesity, and the so-

called ‘financial burden’ of the condition, it is becoming increasingly stigmatised 

(Schabert et al, 2013). Sixty percent of those with the condition report that they 

have experienced health-related stigma from the media, healthcare 

professionals, family and friends. As a result, feelings of shame are becoming 

salient (Browne et al, 2013).  

 

Attempts to define shame suggest it is “a major, self-conscious emotion that 

impacts on people’s sense of self, well-being and vulnerability to 

psychopathology” (Matos et al, 2015, p. 6). Evolutionary perspectives suggest 

that shame is an adaptation designed to protect an individual against the threat 

of being socially devalued. Paul Gilbert (2003) breaks down the concept of 

shame into ‘external’ and ‘internal’ shame. External shame relates to feelings of 

shame that arise due to how an individual believes they are perceived by others 

and by the direct shaming of the self by others, whilst internal shame is related 

to the judgements one makes about the self. This perspective on shame has 

been previously applied to the field of chronic health; Else-Quest et al (2009) 

found that internalised judgements predicted adjustment in patients with cancer. 

They demonstrated that those who attributed the cause of their disease to 

themselves had greater difficulty adjusting to the diagnosis, and this effect was 
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strongest in those with lung cancer, due to societal stigma around the 

association with lifestyle.   

 

Experiences of shame in those with T2DM are potentially problematic, as 

shame is thought to interfere with effective self-management of the condition. 

Ninety-nine percent of T2DM management occurs via essential self-care 

activities (Speight et al, 2012) aimed at regulating blood glucose levels and 

avoiding complications. Self-care recommendations generally include lifestyle 

changes, such as a specific diet, exercise, and blood glucose monitoring, as 

well as adherence to pharmacological interventions; oral hypoglycaemic agents 

and/or insulin injections.  Despite the vital importance of self-care, literature 

suggests that engagement with recommendations is poor, with rates averaging 

around 50% (Garcı´a-Pe´rez et al, 2013). Research suggests that the way in 

which individuals with T2DM are talked about in society can define not only their 

view of themselves, but also their long term health outcomes (Speight et al, 

2012) and that  shame may be a direct barrier to effective self-care (Scollan-

Kolipoulos et al, 2007). Shame is thought to result in reluctance to engage in 

self-care behaviour in public, such as refusal of certain foods and injecting 

insulin (Wellard et al, 2008). Shame can discourage individuals from sharing 

their diagnosis openly with others (Schabert et al, 2013), despite social support 

being beneficial in promoting effective self-care (Larkin et al, 2015). Lastly, 

shame is associated with distress and psychopathology (Matos & Pinto-

Gouveia, 2010), which are often linked to poor self-care (Rubin et al, 2005).  

 

In line with his evolutionary perspectives on shame, Gilbert theorised that 

humans are able to utilise altruistic motives to combat feelings of shame; this is 
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the notion of compassion. As a psychological concept, compassion has been 

defined as “being open to the suffering of self and others [and] … a desire to 

relieve suffering” (Gilbert, 2005, pg. 1). It is regarded as beneficial for both 

mental and physical health in the face of difficult life events by encouraging 

individuals to view suffering as a common human experience that should be 

responded to with empathy. Gilbert theorises that treating the self and being 

treated by others in a compassionate way enables individuals to foster more 

positive attitudes towards the self, leading to reductions in the negative impact 

associated with shame. A recent review supported this notion (Leaviss & Uttley, 

2015). However, Gilbert and colleagues (2011) observed that for those who are 

particularly high in shame, such as those diagnosed with ‘lifestyle conditions,’ 

there may be difficulty in making use of compassion they receive; this is termed 

‘fear of compassion.’   

 

Based on the literature reviewed, the current study aimed to address the 

following research questions; does the shame experienced by individuals with 

T2DM relate to their engagement with self-care? And, does engagement with 

compassion have a moderating effect on the way in which shame interacts with 

self-care? In line with these, the following hypotheses were made; 1) There will 

be a significant negative relationship between shame and self-care; 2) 

Compassion will have a significant moderating effect on the relationship 

between shame and self-care, and; 3) the moderating effect of compassion will 

be moderated by level of fear of compassion. The study additionally aimed to 

answer a third research question; what are the experiences of shame in relation 

to self-care activities in those with T2DM?  
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2. Subjects, Materials  and Methods  

2.1 Participants and recruitment 

Ethical approval was granted through the Faculty of Health and Social work at 

the University of Hull (see Appendix H). The volunteer sample were recruited 

online via an advert published on the Diabetes UK website and magazine, via 

emails circulated to Diabetes UK support groups and staff at the University of 

Hull and on social media. In order to take part, participants were required to 

have a diagnosis of T2DM and be over the age of 18. Recruitment continued 

until the desired sample size was achieved. This was based on the sample size 

calculations based approximately upon R2 statistics obtained in similar previous 

research (Hermanto et al, 2016). A sample size of 167 was recruited in order to 

achieve 80% power to detect a small effect size f-squared = 0.05 using a 5% 

significance level. Calculations were performed using G*Power Version 3.1.9.2 

(Faul et al, 2009). 

2.2 Procedure  

The questionnaire was piloted prior to study commencement (see Appendix R 

for details). Participants accessed the study website via a hyperlink included 

within the advertisement. The website contained information regarding the study 

and the link to the questionnaire. When participants accessed the questionnaire 

they were presented with an information sheet (Appendix J) and consent form 

(Appendix K). Once the questionnaire was completed, participants were 

directed to a debrief screen (Appendix L).   
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2.3 Measures  

2.3.1 Engagement with self-care  

The Summary of Diabetes Self-Care Activities (SDSCA; Toobert, Hampson & 

Glasgow, 2000; Appendix N) was used to assess self-care. Individuals are 

asked to rate on an 8-point scale how often over the last seven day period they 

engaged in self-care activities. Example items include; “How many of the last 

seven days have you followed a healthful eating plan?” Items cover a variety of 

activities including diet, exercise, blood-glucose testing, smoking, and foot care. 

Additional items on medication were included. The SDSCA was used to 

calculate an overall self-care score, by combining the scores from all items. 

Scores ranged from 0-78, where 78 represents complete engagement with all 

self-care recommendations on every day of the given period. This questionnaire 

has been used widely and is a validated measure of self-care (Mayberry, 2013) 

that can be generalised in terms of insulin status, sex, comorbidity and illness 

duration (Toobert, Hampson & Glasgow, 2000). The scale has acceptable 

internal consistency (Cronbach’s α = 0.47) and a moderate test-retest reliability 

(r = 0.40). Accumulated, the subscales are reported to account for 77% of the 

variance in the data (Aljohani, Kendall & Snider, 2014).  

 

2.3.2 Shame  

The Other as Shamer Scale (OAS; Goss, Gilbert & Allan, 1994; Appendix O) 

was used to assess levels of shame. The OAS was originally developed based 

on the Internalised Shame Scale (ISS; Cook, 1996) and has been shown to 

correlate highly with it (Goss, Gilbert & Allen, 1994), suggesting the two forms of 

shame co-exist closely. Due to this, and theory demonstrating greater 

incidences of external, rather than internal shame, in relation to health (Gilbert, 
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2003), just the OAS was used. The OAS contains 18 questions in which 

participants are asked to rate a series of statements on a 5-point scale (ranging 

from ‘never’ to ‘almost always’) in regards to how often they feel that way. 

Example items include; “I feel other people see me as not good enough.” 

Scores on the OAS can range from 0-72, where a score of 72 represents high 

levels of shame.  The OAS has impressive internal validity (Cronbach’s α = 

0.92) and good convergent validity, showing high correlations with other 

measures of shame (Goss et al, 1994).  

 

2.3.3 Compassion  

The Compassionate Engagement and Action Scales (TCEAS; Gilbert et al, 

2016; see Appendix P) aim to measure motivation to engage in and act with 

compassion. It is made up of three subscales, each of which focusses on a 

different direction in which compassion flows; compassion to self (e.g. “I am 

motivated to engage and work with my distress when it arises”), compassion to 

others (e.g. “I am motivated to engage and work with other people’s distress 

when it arises”), and compassion from others (e.g. “Other people are actively 

motivated to engage and work with my distress when it arises”). For the 

purposes of the current study, only the compassion to self and compassion from 

others subscales were used. Each subscale comprises of eight items reflecting 

the six attributes of compassion (empathy, sympathy, distress tolerance, non-

judgement, sensitivity, care for well-being) and five items relating to 

compassionate actions. The respondent is asked to rate each statement on a 

Likert scale according to the frequency with which it occurs (where 1 represents 

‘never’ and 10 represents ‘always’). Scores on the TCEAS can range from 10-

100, where a score of 100 represents high compassion. Preliminary 
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assessments supported the psychometric properties of TCEAS with high 

internal reliability (α = .83 - .90) and modest concurrent validity (.28 - .53; Gilbert 

et al, 2015; cited in Kleissen, 2016). 

 

2.3.4 Responding to compassion 

The Fears of Compassion Scale (FOCS; Gilbert et al, 2011; see Appendix Q) 

was used to assess an individual’s response to compassion. It measures an 

individual’s views on the expression of compassion; whether it is important to 

show kindness and compassion, or whether caution should be taken when 

expressing compassion, be it with the self or others. It is made up of three 

subscales; (1) expressing compassion for others, (2) Responding to 

compassion from others, (3) Expressing compassion towards yourself. In the 

current research, only the ‘responding to compassion from others’ subscale was 

used. This subscale contains 13 statements such as; “I often wonder whether 

displays of warmth and kindness from others are genuine” which respondents 

are asked to rate on a Likert scale from 0-4 where 0 represents “don’t agree at 

all” and 4 represents “completely agree.” Scores on the FOCS can range from 

0-52, where a score of 52 represents high fear of compassion.  For the 

subscale used, a Cronbach’s alpha of .80 has been recorded in a student 

sample (Gilbert et al, 2011).  

  

2.3.5 Covariates  

Participants were required to provide information regarding their gender, age 

(years), and diabetes duration (years since diagnosis; see Appendix M).  
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2.3.6 Experience of shame  

Qualitative data regarding experience of shame in relation to T2DM and self-

care was collected via an optional open question at the end of the 

questionnaire: “Some people with Type 2 Diabetes report experiencing feelings 

of shame in relation to their condition and to the actions involved in caring for 

their condition. Please use the space below to express any experience you may 

have of this.”  

 

2.4 Statistical analysis 

Prior to analysis, basic data checks were conducted to check for outliers and 

missing data. Descriptive statistics were computed for all variables. Bivariate 

correlations and t-tests were examined to assess the relationships between the 

study variables. Multivariate hierarchical regression analyses were conducted to 

test whether there was a relationship between shame and self-care (hypothesis 

1), whether compassion moderated the relationship between shame and self-

care (hypothesis 2) and whether fear of compassion moderated the moderating 

effect of compassion on the relationship between shame and self-care 

(hypothesis 3). The predictor variables; Shame, Self-Compassion, Compassion 

from Others and Fear of Compassion, were centred and interaction terms were 

created by multiplying the centred variables. An additional three-way interaction 

term was created between Shame, Compassion from Others and Fears of 

Compassion in a similar fashion. Variables were added to the model in four 

blocks. Age, gender and diabetes duration were entered in the first block. 

Shame, Self-Compassion, Compassion from Others and Fear of Compassion 

were entered in the second block. Two-way interactions were entered in block 
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three and the three-way interaction was entered in block four. F-tests were used 

to examine the fit of the model with the addition of each block. Moderation 

effects were supported if the interaction terms were statistically significant at p < 

.050. All statistical analyses were conducted using SPSS for Windows Version 

24 (IBM Corp., 2016). 

 

2.5 Qualitative analysis  

The aim of the qualitative analysis was to identify and categorise experiences of 

shame. The responses to the open-ended question were analysed using 

content analysis. There is no consensus on a single approach to content 

analysis, therefore directed content analysis as described by Hsieh & Shannon 

(2008) was used as a framework, and involved three steps. Firstly, the author 

familiarised themselves with the data set as a whole and highlighted all 

instances that appeared to represent shame, based on definitions and previous 

theory. Secondly, codes were developed (e.g. experience of shame; internal 

shame; external shame) and all highlighted text was coded using these. Any 

data that could not be categorised within these codes was given a new code. 

Thirdly, instances of each code were counted to determine the frequency with 

which they appeared in the data.   

 

3. Results 

One hundred and sixty seven participants completed the survey. The data was 

examined for missing data, and one participant was removed from the analysis 

leaving n=166 participants analysed. Data on medication and smoking were 

removed from the analysis due to missing data and concerns around reliability.  
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3.1 Internal consistency 

Cronbach alphas were calculated to determine the internal consistency of the 

scales used in the current study. The following values were obtained; OAS: α = 

.97; TCEAS: self-compassion: α = .86, compassion from others: α = .89; and 

fears of compassion: α = .89. All scales analysed demonstrated impressive 

internal consistency, with values coherent with previous research. Furthermore, 

the analysis demonstrated that none of the alpha values were increased 

markedly by the removal of any scale items. A Cronbach alpha was not 

calculated for the SDSCA as, in the current study, this measure was used to 

give a full scale score for self-care. When used in this way, the scale does not 

provide a measure of one single common construct, rather it contains items 

relating to a variety of different aspects of self-care. Therefore it is not 

appropriate to assess internal consistency in this way.   

 

3.2 Descriptive statistics  

Sample characteristics are summarised in Table 1. Of the 166 participants, 105 

were female. An independent samples T-test demonstrated no significant 

relationships between gender and any other variables. Relative to scale ranges, 

the majority of participants reported sub-optimal self-care, consistent with 

previous research (e.g. Garcia-Perez, 2013), and low to medium levels of 

shame (Figure 1). 
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3.3 Bivariate analysis  

Table 1 summarises a series of bivariate correlations between key variables. 

The analysis demonstrated that older age is associated with greater self-care, 

lower levels of shame and greater self-compassion. Higher levels of shame 

were shown to be associated with lower levels of compassion, both from 

oneself and from others; as well as with greater fear of compassion. The 

analysis demonstrated no significant association between level of shame and 

self-care, however there was a significant positive correlation between self-

compassion and self-care, such that those higher in self-compassion engaged 

better in self-care behaviours.   

 

 

 

 

 

 

Figure 2: Histograms displaying the distribution of scores across the sample (n=166) 

in; A: Self-care (total SDSCA score), and B: Shame (Total OAS score) 
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Table 1. Summary of univariate descriptive statistics and bivariate correlations between across 

the whole sample (n=166)   

Variable  2 3 4 5 6 7 M SD 

1. Age .400** - .007 - .226** .179* .026 -.076 60.03 11.10 

2. Diabetes duration 
(years)  

 -.028 .028 .043 -.016 .064 9.61 7.97 

3. SDSCA   -.139 .241** .095 -.113 38.39 13.69 

4. Other as Shamer    -.204** -.347** .598** 21.98 19.02 

5. Self-Compassion     .399** -.272** 61.19 19.68 

6. Compassion From 
Others  

     -.354** 47.40 24.82 

7. Fear of 
Compassion 

      19.47 14.12 

*p ≤ .050; **p ≤ .010 
M = mean; SD = standard deviation  

 
 
3.4 Regression  

The results of the regression analysis are presented in Table 2. Based on the 

model controlling for age, gender and diabetes duration, the inclusion of the 

variables at block 2 created a model that was a significantly better fit (p=.019). 

The regression coefficient for shame had the expected sign although it was not 

statistically significant, and therefore does not offer support for hypothesis 1. 

The inclusion of the three-way interaction term at block 4 did not create a model 

of significantly better fit than block 3, and therefore does not support hypothesis 

3; that fear of compassion would moderate the moderating effect of compassion 

on the relationship between shame and self-care. Similarly, the inclusion of the 

two-way interaction terms in block 3 did not provide a model of significantly 

better fit than block 2, failing to provide support for hypothesis 2; that 

compassion would moderate the relationship between shame and self-care. 

Correlations and Variance Inflation Factors were calculated to check for 

collinearity, and these tests indicated that this was not violated. Residual 

scatterplots indicated that the data was normally distributed. 
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Table 2. Hierarchical multivariate regression analysis examining associations between age, 

gender, diabetes duration, shame, self-compassion, compassion from others and fear of 
compassion on self-care 

Included variables B SE p-value 95% CI 
Lower Upper 

Block 1 
    Age 
    Gender 
    Diabetes duration  
 

 
-0.016 
-3.232 
-0.062 

 
0.106 
2.250 
0.146 

 
.880 
.153 
.673 

 
-0.23 
-7.68 
-0.35 

 
0.19 
1.21 
0.23 

Block 2 
    Shame 
    Self-Compassion 
    Compassion for Others  
    Fear of Compassion  

 
-0.081 
0.175 
-0.020 
0.010 
 

 
0.072 
0.059 
0.049 
0.095 

 
.265 
.004** 
.676 
.916 

 
-0.22 
0.06 
-0.12 
-0.18 

 
0.06 
0.29 
0.08 
0.20 

Block 3 
    Shame x Self-Compassion 
    Shame x Compassion for Others  
    Shame x Fear of Compassion    

 
-0.005 
-0.003 
-0.001 

 
0.003 
0.002 
0.004 

 
.169 
.178 
.753 

 
-0.01 
-0.01 
-0.01 

 
0.00 
0.00 
0.01 

Block 4  
    (Fear of Compassion  x Compassion 
from Others ) x Shame   

 
1.226a 

 
1.163a 

 
.293 

 
-1.07a 

 
3.52a 

B: unstandardized regression coefficients; SE: standard errors; CI: confidence intervals 
*p≤.050; **p≤.010 
Values marked with a are multiplied by 10x -4 
R2 values: Block 1 = .013; Block 2 = .084; Block 3 = .124; Block 4 = .130  
 

  

 
3.5 Qualitative results  

Eighty-seven (52%) participants responded to the open question. 

3.5.1 Experience of shame  

Of those who answered the question, over half (n=46; 53%) described 

experiences of shame in relation their condition. These responses included 

references to the impact of the condition as well as to the behaviours involved in 

self-management. Participants shared the following; 

 

“I feel that it is all my fault. I could have changed the outcome but I was 

too lazy and uncaring about myself and I find my behaviour shameful but 

I seem to be unwilling to change. I am very distressed.” 

 

 “I feel shame with every spoonful of food I put in my mouth!” 
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Conversely, just over a quarter of those who answered the question (n=24; 

28%) reported that they do not experience any shame. For example;  

 

“I feel absolutely no sense of shame whatsoever regarding my type 2 

diabetes.  It is not even a consideration … It is the way it is. Frankly, I'm 

puzzled at the notion of someone feeling 'shame' because they have a 

certain condition.” 

 

“No feelings of shame, it's a damn nuisance, inconvenient, frustrating 

and worrying, but it's not my fault (I have never been overweight) and I 

have to get on with it.” 

 

3.5.2 Sources of shame  

Many participants (n=36; 41%) made reference to the sources from which 

shame is experienced. In line with previous theory, these experiences were 

coded into two categories; 1) internal sources, and 2) external sources. These 

categories were further coded into sub-categories. Table 3 summarises the 

findings.     

 

3.5.3 Self-protection from further shame  

Some participants (n=11; 12%) talked about the ways in which they attempt to 

protect themselves from further shame. Three participants talked about not 

engaging in certain help-seeking behaviours, such as attending medical 

appointments or support groups. They offered the following;  
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 “Shame results in not going to GP/nurse when I really should.” 

 

“It's difficult because I've not been able to find any local support groups 

for the disease and I know I would benefit from attending such a group.  

But then again, my shame over having the disease may make this a 

difficult thing for me to actually do.” 

 

Eight participants said that they are not open with others about their diagnosis 

in order to avoid potentially shaming experiences. For example; 

 

“I've told very few people about my diagnosis because of the shame of 

feeling that I brought this disease upon myself.” 

 

 “I would feel embarrassed if people knew I have type 2 so I say I have 

type 1 instead then they don’t judge or offer bad advice so much”



 

73 
 

Table 3: Summary of sources of shame including example quotes 

Main 
category 

Generic 
category  

Sub-category N Example  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources 

of Shame 

 
 
 
 
 
 
 
Internal shame 

Shame linked to self-
blame for diagnosis 
and diabetes 
management  
 

12 
 
 
 

“It's my fault I have diabetes.  I'm doing something wrong or I would be getting better.  I must 

be dumb otherwise I could change my health.” 
“Yes, some shame because the diabetes is partly self-induced by being obese and I’m unable 
(psychologically?) to fix it.”  

Shame linked to 
weight and body 
shape  
 

6 “There is shame for me because of my weight” 
“I feel it's a fat person’s disease and I feel I am being punished for being overweight.” 

Shame linked the 
effects of diabetes 
and diabetes 
management  
 

3 “The main issue of the condition for me is the matter of erectile dysfunction … I feel frustrated 
and to a certain degree, shame that I am no longer able to 'perform', and my wife feels she is 
unable to 'stimulate' me.” 
“Side effect of the condition and medication is flatulence, I constantly feel ashamed whilst at 
work as I plan loo breaks and journeys meticulously” 
 

 
 
 
 
 
 
 
External shame  

Attitudes and 
behaviours of others 
in society  
 

10 “I think people look at me as being weak and less able than I am.” 
“I feel shame when I see people looking at my body shape and judging me.” 

Media portrayal of 
T2DM 
 

9 “I definitely feel ashamed about my type 2 diabetes. I feel guilt ridden when I see reports on 
television about how diabetes is crippling the NHS.” 
“Magazine articles about diabetes always make me feel it's my fault.  The progressive nature 
of the condition makes me feel I'm a failure and a drain on the NHS.” 
 

Attitudes and 
behaviours of 
medical 
professionals 
 

4 “Some medical professionals can make you feel it’s all your fault and you have brought this on 
yourself.” 
“I felt that the medical profession treated me as a lesser person” 

Attitude and 
behaviours of family  
 

3 “Tremendous shame. My mother reinforces this.” 
“My children tell me diabetes is my fault” 
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4. Discussion 

The aim of the current study was to investigate experiences of shame and its 

effect on T2DM self-care, and to explore the role of compassion in moderating 

this effect. The statistical analysis did not demonstrate a significant relationship 

between shame and self-care, and did not find a moderating effect of 

compassion. However, the results did demonstrate relationships between 

compassion and self-care which will be discussed. The results of the qualitative 

analysis revealed shame experiences in those with T2DM, and themes around 

sources of and self-protection from shame were derived.  

The results of the analysis demonstrated that individuals who had higher levels 

of shame did have poorer engagement with self-care, however this relationship 

was not significant. Therefore hypothesis 1, i.e. that there will be a significant 

negative relationship between shame and self-care, was not supported. Overall, 

levels of shame across the sample were relatively low which was unexpected 

given reports that T2DM is becoming increasingly stigmatised (Schabert et al, 

2013). This is also inconsistent with the qualitative findings, which demonstrated 

salient feelings of shame in relation to multiple aspects of the condition, 

including dietary restriction, side effects of medication, weight and self-blame. 

Based on the proportion of those who responded to the qualitative question, 

over a quarter (28%) of the whole sample had experienced shame in relation to 

their T2DM. This is consistent with previous qualitative evidence from this 

population (Lawton et al, 2005). Such discrepancies raise issues around how 

shame was measured in the current study, and whether universal shame tools 

are specific enough to capture the experiences of those with T2DM, or whether 

the use of only a measure of external shame meant important data on internal 
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shame was missed. This will be an important consideration for future research 

in this area.  

The results of the qualitative analysis suggested that feelings of shame can 

arise from internal sources, such as self-blame for the diagnosis, issues around 

body weight and the direct impact of the condition and its management. This is 

consistent with previous research in the field of chronic health; for example the 

role of self-blame in the shame associated with lung cancer (LoConte et al, 

2008) and the impact of beliefs around weight on feelings of shame in obesity 

(Conradt et al, 2008). Gilbert (2003) theorises that internal shame can arise 

from a perceived discrepancy between the ‘desired self’ and the ‘actual self’; in 

other words, humans experience shame when they perceive themselves as not 

living up to how they would like to be. This helps to understand the current 

finding that, for many, shame arises from a perception of themselves being to 

blame for their diagnosis, or being unable to manage effectively.  For others, 

shame originates from external sources, e.g. the media, healthcare 

professionals and family. According to Gilbert’s (2003) evolutionary theories, 

stigmatization, which leads to feelings of shame, is often used to exclude 

individuals who are ‘flawed,’ and therefore shame in relation to disease and to 

cultural ideals, such as those around body shape, is common. This helps to 

understand the finding that T2DM related shame was experienced via 

interactions with others, and with society.  Gilbert additionally suggests that 

individuals can experience shame when in in the company of others who they 

perceive as superior. This may be the case when individuals are in the 

company of healthcare professionals, where there is often an inherent power 

imbalance (Henderson, 2003) and may help to understand the shame 

participants reported in relation to interactions with healthcare professionals.   
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Gilbert suggests that shame, whether internal or external, can impact the 

individual’s well-being. He suggests that shame can lead to a sense of 

disconnection with others, in an attempt to hide the ‘actual’ self and protect from 

further shame. It may be understood therefore, that those who reported 

avoidance of healthcare appointments and support groups, as well as disclosing 

their diagnosis, may be attempting to protect themselves from further shame. 

Gilbert acknowledges that such behaviours are, in the short term, protective for 

the individual. However, these behaviours can also have unintended, and often 

detrimental consequences for long term well-being. In the current findings, such 

behaviours may have a negative effect on the management of the condition and 

long term health outcomes. This is consistent with previous research 

demonstrating the importance of social support and regular health check-ups 

(Larkin et al, 2015) on outcomes in T2DM. Further research into the direct 

impact of shame on help-seeking behaviours may help to develop a greater 

understanding of this relationship.  

The results of the regression analysis did not offer support for either hypothesis 

2, i.e. that compassion will have a significant moderating effect on the 

relationship between shame and self-care, and therefore not for hypothesis 3, 

i.e. that the moderating effect of compassion will be moderated by the fear of 

compassion. This means that for individuals with T2DM, the effect of shame on 

self-care is not dependent on the level of compassion they receive, either from 

themselves or from others. Furthermore, this relationship does not appear to be 

further influenced by how able an individual is to accept and make use of 

compassion. 
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The correlational analyses revealed alternative relationships between 

compassion and self-care. Previous research around the direct relationship 

between self-compassion and self-care is limited, however one study 

demonstrated a positive effect of self-compassion on metabolic outcomes in 

T2DM, via diabetes related distress (Friis et al, 2015). It may be interesting, 

therefore, in future research, to explore other mechanisms by which self-

compassion influences self-care. However, the finding that shame and fears of 

compassion were moderately correlated suggest that those who are high in 

shame are also high in fears of compassion. This may mean, that for those who 

are high in either of these concepts, the benefits of self-compassion may be 

restricted.  

4.1 Clinical implications 

Despite failing to offer support for the hypotheses, the findings have some 

important implications for clinical practice in supporting individuals with T2DM to 

self-manage their condition. Firstly, the finding that younger age was associated 

with greater shame and poorer self-care means that subsequent implications 

may be particularly pertinent in a T2DM population which is gradually becoming 

younger. Secondly, whilst shame was not found to have a significant impact on 

self-care, the finding that a considerable number of participants experience 

shame is important as health-related shame is argued to be sufficiently powerful 

to determine the overall health of an individual (Dolezal & Lyons, 2017). The 

finding, demonstrated by the content analysis conducted in the current study, 

that the majority of shame experiences came from an external source has 

implications for how T2DM is portrayed at a societal level and in the media; 

awareness and education may see a decrease in the shame associated with 
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this condition. Furthermore it seems important to consider the way in which 

services for people with T2DM are delivered. Professionals may need to 

consider their own views and conceptions of T2DM and how they may be 

relating to patients accordingly. Including family and/or friends in the provision 

of care may help to foster a greater understanding of the condition in the 

individual’s personal system, further reducing potential shame.  

Lastly, the direct relationship between self-compassion and self-care suggests 

this may be a promising avenue for intervention for those having difficulties with 

management. This supports the rationale for the inclusion of key principles of 

Compassionate Mind Training (CMT; Gilbert & Procter, 2006) into the care 

provided for those with the condition. An appropriate platform for this may be, 

for example, the educational programmes which are provided for everyone 

diagnosed in the UK under ‘Action for Diabetes’ (NHS, 2014). A recent RCT has 

already demonstrated benefits of a self-compassion intervention in improving 

metabolic outcomes in a diabetic population (Friis et al, 2016). However, it is 

important to consider that for individuals who are particularly high in shame 

and/or fear of compassion, there may be great difficulty in utilising compassion-

focussed interventions, and therefore it will be important to identify these 

individuals via thorough assessment.  

4.2 Strengths and limitations of the study  

The current study is subject to some limitations. Firstly, due to the reliability of 

self-report, it is impossible to guarantee that all participants had a diagnosis of 

T2DM. Reliance on self-report raises additional concerns in regard to social 

desirability bias and therefore implications drawn from the study should be done 

with consideration of this. In future research using self-reported self-care, it may 
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be best practice to do so in conjunction with an objective measure. Secondly, 

whilst the SDSCA is widely recognised and used in studies of both T1 and 

T2DM, issues were highlighted around the applicability of some items to the 

T2DM population, due to variability in advice around dietary regimen and blood 

glucose testing. This raises further considerations for the internal validity of the 

current study.  

4.3 Future research  

In light of the findings of the current study, more extensive qualitative research 

into the psychological and emotional experience of those living with T2DM is in 

demand. The response to the current study highlights that many individuals with 

T2DM would benefit from the opportunity to tell their story. In turn, this may help 

to improve the current understanding of the experiences of this client group. 

Once a better understanding is achieved, implications for promotion of 

awareness, service delivery and interventions may be clearer. Future research 

may also attempt to better understand the relationship between shame and 

help-seeking behaviour proposed by the current study. It may additionally 

attempt to further explore the relationship between self-compassion and self-

care such that the mechanisms by which this functions may be better 

understood.  

4.4 Conclusion 

In summary, the current study was the first to explore the relationship between 

shame, compassion and self-care in T2DM. Whilst the results failed to offer 

support for the hypotheses, interesting findings around the experiences of 

shame and the direct links between compassion and self-care were highlighted. 
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The findings complement previous theory and research in the fields of diabetes 

and chronic health, and may have important implications for the provision of 

T2DM services and care. Such findings may also have implications for the 

design and development of interventions for those who are at risk of poor 

management. Future research will do well to build upon the ideas highlighted in 

the current study and work towards improving health outcomes for those living 

with T2DM, in turn reducing the financial implications of poor self-care.   
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Appendix A: Reflective statement  
 
I found putting this statement together really quite difficult; I just didn’t seem to 

know where to start. My thought processes seemed chaotic and complicated 

and I felt there was so much to say in such a short space. Now I reflect on this, I 

can draw parallels between this and the overall process of completing this 

thesis. I hope that this statement will help me to reflect on both the positives and 

the negatives of producing this work, and I hope it will give the reader insight 

into the journey I went on. 

 

 Knowing where to start  

The feeling of ‘not knowing where to start’ appears to be a theme in my 

experience, and is certainly how I felt upon embarking on this project. I feel that 

I have been very open from the start, with my peers and supervisors, that 

research is not my forte and not something that I easily feel passionate about. I 

therefore knew from the start, that completing a thesis would be the most 

challenging piece of academic work I had ever done and that sustaining 

motivation for three years would be something I would have to work at. Given 

this, it is unsurprising that at first I struggled to come up with an idea and I was 

concerned that my lack of enthusiasm might show to potential supervisors. 

However, after completing my undergraduate dissertation with a research 

project looking at ideas of compassion in body image and eating behaviour, I 

was drawn to following this area of interest through into my doctoral research. 

Securing Tim and Philip as my research supervisors, and having them 

interested in my ideas, boosted my motivation for the project, but it is safe to 

say that the whole idea of a thesis was very effective in triggering my threat 

system.  
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In the early stages, the development of my research topic took twists and turns, 

some of which didn’t always sit that well will me. For example, Type 2 Diabetes 

was not a field I had a previous interest in; rather it provided a topic that brought 

together a number of my clinical interests. I did, at times, feel I had become 

somewhat detached from my project and my motivation plummeted. I thought “if 

I’m not interested now, how will I get through the next two and a half years?” I 

didn’t like feeling this way – it wasn’t like me. Now, on reflection and with 

greater insight into compassion theory, I can see that my threat system was 

hypersensitive and overpowering my drive system, leaving me feeling deflated 

and uninterested. However, I started to find that the more I read about diabetes, 

the more interesting I found it and the more I started to see the relevance of my 

project. I became attuned to any mention of it, and noticed that talk of the 

condition was everywhere; reports of the “burden on the NHS” on the television, 

and hearing it described as a “walking deficiency disease” on the radio. I spoke 

with a professional working in the field who told me about the individuals she 

sees struggling to come to terms with the shame they feel around their 

condition. I started to understand. I got in touch with a local Diabetes Support 

Group and attended their meetings and events. I chatted to members about why 

I was there, and they shared their stories with me, expressing real interest in my 

project. I started to see how my research could make a difference to these 

people, and realised that this is why I was doing it.  

 

How were we going to do it?  

Initially, I was drawn to qualitative research; I had never done it before and, 

from the teaching we had about it, it sounded novel and exciting. However, 

upon presenting my ideas, I was quickly told by peers and supervisors that my 
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research questions fitted far better with a quantitative design, with a qualitative 

element. On reflection now, I am pleased that this decision was made as I am a 

lot more comfortable and confident with quantitative research. Yet the inclusion 

of a qualitative element gave me an opportunity to try this approach out and 

extend my repertoire as a researcher. I am grateful for these skills that I can 

carry through to future projects.  

If I were to pinpoint the part of the process that I found most stressful, it would 

be recruitment. Launching my study was anxiety-provoking and, despite 

knowing my survey was ready, it felt like standing on the edge of a pool, 

swimsuit and goggles on, trying to convince myself to jump in. The nature of 

online recruitment, whilst in some respects very simple, I found to be a very 

passive process over which I felt I had very little control. The knowledge that I 

like to be in control was nothing new to me, but it further demonstrated how 

difficult I find it to sit with uncertainty, given the obsessive nature with which I 

checked my Bristol Online Survey account. In the end, recruitment was very 

successful, however this was largely attributable to social media advertising, 

which was originally planned to be a last resort. Looking back now, I wonder if I 

overestimated the ease with which I would recruit from a clinical group that, 

whilst relatively high in number, was quite niche. If I were to be starting again, 

knowing what I know now, I would either allow more time for recruitment or take 

a more active role in recruiting face-to-face at diabetes events.  

I was also nervous about my qualitative element; I thought that nobody would 

write anything and that I would be sat here now reflecting on why this had gone 

wrong. Fortunately people did respond. Some responses were negative 

however; participants questioned why I was “analysing” them, calling my 

questions “stupid” and “irrelevant.” As a novice researcher, this knocked my 
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confidence. It triggered my threat system, made me anxious that I had made a 

mistake and left me catastrophizing that I would never complete my thesis. 

However, I reached out to peers and supervisors who helped me to engage my 

affiliative system, to accept that I am only human, and to see that no project is 

perfect and that you are always open to criticism. They encouraged me instead 

to focus on the positive responses from participants. Some wrote full 

paragraphs, telling me their stories and thanking me for allowing them the 

opportunity to share their experiences. Some of the stories were moving and 

upsetting, and left me wanting to reach out to these individuals. This taught me 

another important lesson about the boundary that exists between being a 

researcher and a practicing clinician and how you have to adapt between roles. 

This is certainly something I will take forward into future research, and is a 

reflection I would pass on to others who are embarking on similar projects.  

Overall, I feel I encountered few major problems throughout the research 

process and, whilst I feel lucky, I also believe that was the result of some of the 

decisions made at this early stage of the process. For example, the decision to 

use online questionnaire methodology was made based on the rationale that it 

was an effective, but relatively straightforward way to answer my research 

question. I feel that it is really easy when embarking on a thesis to get 

engrossed in complex ideas, niche populations, and innovative designs and 

methodologies; but I knew that I would have to balance this work with the other 

demands of doctoral training and that it is possible to produce a high quality and 

meaningful piece of work without making it overcomplicated. This pragmatic 

approach is one that I intend to carry forward and is a reflection I would share 

with other novice researchers.   

Systematic literature review 
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If I could give one piece of advice to anyone embarking on a systematic 

literature review, in particular to future trainees, it would be to never 

underestimate how big this piece of work is. Despite knowing that the SLR was 

equal in weighting to the empirical paper, I still maintained this idea that it was 

“bit on the side” that wouldn’t take too long to do. I can only thank my 

conscientious nature for starting my literature search early. Finding a topic that 

met the requirements and that fitted with my empirical paper was a challenge. 

Equally challenging was finding an area of T2DM literature that wasn’t too 

niche, but equally specific enough to produce a manageable number of papers. 

Once I had my topic and my search terms I thought it would be plain sailing, but 

that was where the hard bit started; the iterative process of trawling through 

titles, abstracts, full papers, refining and revising your approach. I found that just 

as I thought I had the worst bit over, the next stage would be equally, if not 

more, repetitive and frustrating. I cannot honestly say that I enjoyed any part of 

completing the SLR, however on reflection, I feel incredibly proud of myself for 

my relentless effort and self-discipline exerted over countless hours to a point 

where I feel I have produced a high quality document that carries an important 

message.  

 

Producing the goods 

Thinking about starting to write up my research made me feel, once again, like I 

was standing on the edge of the pool, reluctant to jump in. However, writing up, 

if anything, was the stage I found least stressful. I felt it played to my strengths; 

it was in my control, there was less uncertainty about it and I knew that my 

supervisors would support me. Despite this, I couldn’t help but feel I was going 

to run out of time. However, in writing up I realised how small a part it is of the 
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overall process, and how much more work goes into the planning, the 

preparation and undertaking of the research. Certainly, if I were to approach my 

research again now, knowing what I know, I wouldn’t let myself think about the 

write up until I really needed to. I would instead see the benefits of channelling 

my focus into the preparation, because I believe that if you get that right the 

research will, to an extent, write itself.  

 

Choosing journals 

When I began thinking about my choice of journal for publication, I was drawn 

instinctively to Health Psychology journals, believing this was the most obvious 

route. However, when confronted with the question; “Who do you want to read 

your papers?” I knew that my target audience was not necessarily a group of 

Health Psychologists; I wanted my papers to be read by medical professionals 

working in diabetes on a daily basis. However, this was easier said than done. 

In choosing a journal for my empirical paper, I found that most diabetes journals 

of a decent impact factor would be unlikely to accept psychosocial research. 

Diabetes Research and Clinical Practice, however, is an international journal, of 

a good impact factor, that aims to discuss research, including psychosocial, in 

terms of improving patient care. For the publication of my SLR, I was adamant 

that I wanted to aim to publish in Families, Systems, and Health as I felt this 

journal and their audience captured my topic perfectly. Unfortunately, 

practicalities (in the form of a small word count) stood in my way. I therefore 

chose the Diabetes Educator, which publishes articles relating to all aspects of 

patient care and education, taking a multi-disciplinary and patient oriented 

approach. 
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It’s not perfect, but it’s good enough  

At times during this process, I could not see the wood for the trees, however as 

the deadline approaches I feel I can see the bigger picture and feel incredibly 

proud of myself. I can also see what I have learnt from this process. Firstly, I 

know that despite an initial lack of enthusiasm for research, I would like it to 

remain a part of my role in the future. Designing, undertaking, and producing 

research from start to finish is challenging, but incredibly rewarding. I think for 

me, the closer the research is linked to clinical practice and the more I can 

visualise the people it will benefit, the more motivated I will be. I have learnt how 

important it is, when in the depths of your research, to sometimes take a step 

back and remember why you are doing it. Secondly, I hope I can take forward 

all I have learnt about the research process into future projects so that I am 

better prepared for the ups and downs. Tolerance of uncertainty, the importance 

of your peers and colleagues in helping to refine and revise your ideas and 

taking each step of the research process one at a time, making small 

achievable goals, rather than looking to the finish line too soon. Lastly, for me, 

the most important lesson has been the acceptance that being “good enough” 

really is good enough. I feel that this is something that the doctorate course tries 

to instil in you throughout the entire three years; across academic, clinical and 

research domains. But for me, it is the thesis process that has finally meant that 

lesson has clicked. This process has helped me to become more 

compassionate to myself and to let go of my self-critic and the perfectionism 

that has driven much of my academic career so far. Instead, when I look back at 

my thesis journey, I tell myself “I did the best I could, in the situation I was in, 

and whilst this thesis might not be perfect, I believe it is good enough.” 
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Appendix B: Epistemological statement 
 
Ontology refers to our beliefs about what we know about the world, whilst 

epistemology refers to our beliefs about how we can know and learn about the 

world (Snape & Spencer, 2003). It is important that researchers are clear about 

the beliefs and assumptions that underpin the research they conduct, as these 

will shape the view the researcher takes of the world and will inform their 

research paradigm (Falconer & Mackay, 1999). Therefore, the purpose of this 

statement is to detail and make clear both the ontological assumptions and 

epistemological stance that underpin this thesis. 

  

Quantitative and qualitative research are classically underpinned by contrasting 

ontologies and epistemologies. Quantitative research subscribes to a realist 

approach and positivist epistemology; the belief that ‘facts’ can be derived from 

scientific methods of research and seeks to understand the social world by 

searching for commonalities and relationships (Burrell & Morgan, 1979). A 

positivist approach will take on an objective view of the social world and will 

involve identifying a research question, controlling variables and testing 

hypotheses (Falconer & Mackay, 1999). On the other hand, qualitative research 

is associated with the ontological stance of ‘relativism’; it aims to explore the 

phenomenology of the social world, driving at a rich understanding of an 

individual’s experience (Falconer & Mackay, 1999), rather than aiming to 

measure generalizable findings. Given such fundamental differences, many 

theorists argue that the two are incompatible (Bryman, 1984).  

 

However, some argue that such polarisation of the two approaches is unhelpful 

(Bryman, 1984). Pragmatists argue that it is false to see the two approaches as 
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mutually exclusive and that there are advantages of using both (Onwuegbuzie & 

Leech, 2005). They suggest that the decision of which approach to use should 

be driven predominantly by the research question the researcher is attempting 

to answer. Mixed methods approaches to research design build upon this 

pragmatist opinion by combining both quantitative and qualitative approaches in 

such a way that is complementary and aims to address a specific question for 

which both approaches are necessary (Johnson & Onwuegbuzie, 2004). 

When reflecting on these viewpoints in relation to my approach to research, I 

feel that I do not identify with either a strongly positivist or relativist 

epistemology. Rather, I believe that there are benefits to be gained from both, 

and therefore find a pragmatist approach fits best with my personal beliefs. I 

feel that this view is not uncommon within the field of clinical psychology, in 

which individuals are often both researchers and clinicians; taking a ‘scientist 

practitioner’ approach to study and practice, whilst at the same time being 

required to consider conflicting ‘truths,’ explore the experience of an individual 

and hold multiple perspectives at any one time.  

 

First and foremost, I wanted to ensure that the approach I took to my portfolio 

thesis was driven by my research question, but I also wanted to take a flexible 

approach. The primary aim of my research was to test the hypothesised 

relationships between shame, compassion and self-care. These hypotheses 

were derived from previous literature and theory, and therefore a predominantly 

quantitative approach was appropriate for testing this. However, this area of 

research; applying psychological theories of shame and compassion to the field 

of chronic health, remains relatively novel and therefore there was opportunity 

for a more exploratory approach to better understanding the lived experience of 
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shame in those living with T2DM. The addition of a qualitative element also 

added a depth to the interpretation and understanding of the relationship 

between shame and self-care that could not be derived from the quantitative 

analysis alone. Therefore a combination of methodologies was felt to be the 

most apt in answering the current research questions.  

 

Given the mixed methodology used in my thesis, the choice of method for 

qualitative analysis had to be chosen accordingly. Content analysis (Hsieh & 

Shannon, 2008) was selected as an appropriate methodology as it is a flexible 

approach used to analyse text, and can be applied across many theoretical and 

epistemological stances; from more impressionistic and interpretive, to more 

strict categorical analysis. Content analysis is often viewed as a hybrid 

methodology and can actually be used as either a quantitative or qualitative 

methodology (Elo & Kyngäs, 2007). Content analysis can be either deductive or 

inductive; where deductive content analysis uses predefined categories or 

theory to direct the analysis, inductive content analysis is more data-driven. In 

addition, Hsieh and Shannon (2008) outline three main methods of conducting 

content analysis. Conventional content analysis is used when the aim of the 

study is to describe a phenomenon and is appropriate when existing literature is 

limited. Directed content analysis is used to test an existing theory about a 

phenomenon that would benefit from further description and aims to extend the 

understanding of a concept. Summative content analysis aims to infer an 

understanding of the contextual use of words. Deductive, directed content 

analysis was chosen as the most appropriate approach in the current instance, 

as the aim of the qualitative analysis was to add further information and 

understanding to the pre-existing theoretical links between shame and self-care.  
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In summary, this thesis is underpinned by a pragmatic view point which 

emphasised the benefits of both quantitative and qualitative research 

methodologies. Indeed, I feel that the combined use of both methods has been 

fruitful, resulting in a stronger and deeper understanding of the relationships 

between compassion, shame and self-care in T2DM.  
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Appendix C: Author guidelines for submission to The Diabetes Educator  
 
1. What Do We Publish?  

1.1 Aims and Scope 

The Diabetes Educator is the official journal of the American Association of 

Diabetes Educators (AADE). It is a peer-reviewed journal intended to serve as a 

reference source for the science and art of diabetes management. The 

Diabetes Educator publishes original articles that relate to (1) aspects of patient 

care and education, (2) clinical practice and/or research, and (3) the 

multidisciplinary profession of diabetes education as represented by nurses, 

dietitians, physicians, pharmacists, mental health professionals, podiatrists, and 

exercise physiologists. 

 

1.2 Article Categories  

Features 

All feature articles must include a structured abstract of 150-200 words. Feature 

articles include: Original Research, Meta-analysis, Systematic Reviews, 

Integrative Reviews, and Perspectives in Practice. There is no limit on the 

number of references allowed for Original Features. 

 

Original Research 

This type of feature reports original investigations that are relevant to the 

education and care of people with diabetes. Research papers should be 12-14 

double-spaced pages, excluding tables, figures, and references. The following 

elements should be included in reports of original research: (1) structured 

abstract; (2) introduction with statement of the purpose of the study; (3) 

complete description of the methods (eg, design, sample, evaluation 

instruments, procedures, statistical analyses); (4) clear report of the results; (5) 

conclusions/discussion of the findings; and (6) implications and/or 

recommendations that summarize how the findings can be applied to the 

practice of diabetes education. All randomized controlled trials submitted for 

publication should include a completed CONSORT flow chart as a cited figure 

and the completed CONSORT checklist should be uploaded with your 

submission as a supplementary file. 
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Meta-analysis, Systematic Reviews, and Integrative Reviews 

Meta-analysis manuscripts are systematic, critical assessments of literature and 

data sources. Integrative and Systematic reviews address a specific question or 

issue that is relevant for clinical practice and provide an evidence-based, 

balanced, patient-oriented review on a focused topic. Reviews should include 

the clinical question or issue and its importance for diabetes care and 

education, description of how the relevant evidence was identified, assessed for 

quality, and selected for inclusion; synthesis of the available evidence such that 

the best-quality evidence (eg, well-conducted clinical trials, meta-analyses, and 

prospective cohort studies) should receive the greatest emphasis; and 

discussion of controversial aspects and unresolved issues. The specific type of 

study or analysis, population, intervention and outcomes should be described 

for each article or data source. Grading of scientific evidence of studies along 

with a description of the grading system used should be included in the table. 

Authors should submit the PRISMA flow diagram and checklist. A structured 

abstract is required. The Diabetes Educator journal publishes reviews using a 

scientific method and does not publish comprehensive literature reviews. 

 

Perspectives in Practice 

Perspectives in Practice may take the form of a detailed case study in which 

clinical situations illustrate distinguishing, unique, or atypical features that 

provide a lesson to be learned. Papers in this category should be 8-10 double-

spaced pages, excluding tables, figures, and references. Literature reviews 

should provide a comprehensive summary and critique of information on a 

relevant topic from a representative collection of resources. The most current 

findings should be presented along with a history of the literature on the given 

topic. Controversies, issues, and questions should be addressed as well as 

standard practices and opinions. Perspectives in practice may take the form of 

a detailed case study in which clinical situations illustrate distinguishing, unique, 

or atypical features that provide a lesson to be learned. 

 

Departments 

Articles concerning the application of principles and concepts as well as letters 

to the editor are published in specific departments. Papers may be submitted to 

the individual departments within The Diabetes Educator and should be 4-8 
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double-spaced pages. Departments include: Professional Development, Tool 

Chest, and Letters to the Editor. 

 

Professional Development. These articles provide a forum for sharing ideas, 

insights, and individual expertise on a broad range of topics related to 

professional growth as a diabetes educator. Papers might address specific 

strategies and/or practical approaches concerning the responsibilities of the 

diabetes healthcare professional. 

 

Tool Chest. These articles provide a format for sharing innovative educational 

strategies or tools that are relevant for use in patient and professional 

education. Papers might describe a particular teaching technique or tool and its 

application in practice. 

 

Letters to the Editor 

These letters provide a forum for commenting on articles published in The 

Diabetes Educator and topics of general interest in diabetes care and 

education. The length should not exceed 800 words of text with a minimal 

number of references. One table or figure may be included, if necessary. Any 

comments regarding a specific article must include the title, author(s), and date 

of publication. Letters that contain questions or criticisms in response to a 

previously published paper will be forwarded to the author(s) of that article for a 

reply. The sharing of ideas, experiences, opinions, and alternative views is 

encouraged. The editor-in-chief reserves the right to accept, reject, or excerpt 

letters for clarity and appropriateness of content, and to accommodate space 

requirements. 

 

1.3 Writing Your Paper 

The SAGE Author Gateway has some general advice and on how to get 

published, plus links to further resources. 

 

1.3.1 Make Your Article Discoverable 

When writing up your paper, think about how you can make it discoverable. The 

title, keywords and abstract are key to ensuring readers find your article through 

search engines such as Google. For information and guidance on how best to 
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title your article, write your abstract and select your keywords, have a look at 

this page on the Gateway: How to Help Readers Find Your Article Online. 

 

2. Editorial Policies  

2.1 Peer Review Policy 

The Diabetes Educator is a peer-reviewed journal. The Editors review 

manuscripts that have been submitted and assign them to selected peers for 

additional review. The review decision is sent to the corresponding author; 

additional information and/or clarification may be required before a manuscript 

is accepted for publication. Periodically, authors may be asked to provide the 

names of peers who specialize in a narrow field and could be called upon to 

review the manuscript. Recommended reviewers should be experts in their 

fields and should be able to provide an objective assessment of the manuscript. 

Please be aware of any conflicts of interest when recommending reviewers. 

Examples of conflicts of interest include (but are not limited to) the below: 

• The reviewer should have no prior knowledge of your submission  

• The reviewer should not have recently collaborated with any of the authors  

• Reviewer nominees from the same institution as any of the authors are not 

permitted 

You may also be asked to nominate peers who you do not wish to review your 

manuscript (opposed reviewers). Please note that the Editors are not obliged to 

invite/ reject any recommended/opposed reviewers to assess your manuscript. 

The Editor or members of the Editorial Board may occasionally submit their own 

manuscripts for possible publication in the journal. In these cases, the peer 

review process will be managed by alternative members of the  

Board and the submitting Editor/Board member will have no involvement in the 

decision-making process. 

 

2.2 Authorship  

2.2.1 Authorship Credit 

Authorship credit should be based on (1) substantial contributions to conception 

and design, acquisition of data, or analysis and interpretation of data; (2) 

drafting the article or revising it critically for important intellectual content; and 

(3) final approval of the version to be published. Authors should meet conditions 
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1, 2, and 3. Each author should have participated sufficiently in the work to take 

public responsibility for appropriate portions of the content. When a large, 

multicenter group has conducted the work, the group should identify the 

individuals who accept direct responsibility for the manuscript. These individuals 

should fully meet the criteria for authorship/ contributorship defined above, and 

editors will ask these individuals to complete journal-specific author and conflict-

of-interest disclosure forms. When submitting a manuscript authored by a 

group, the corresponding author should clearly indicate the preferred citation 

and identify all individual authors as well as the group name. Other members of 

the group are listed in the Acknowledgments. Acquisition of funding, collection 

of data, or general supervision of the research group alone does not constitute 

authorship. Please refer to the International Committee of Medical Journal 

Editors (ICMJE) authorship guidelines for more information on authorship. 

 

2.2.2 Contributors Listed in Acknowledgments 

All contributors who do not meet the criteria for authorship should be listed in an 

acknowledgments section. Examples of those who might be acknowledged 

include a person who provided purely technical help, writing assistance, or a 

department chairperson who provided general support. Financial and material 

support should also be acknowledged. Groups of persons who have contributed 

materially to the paper but whose contributions do not justify authorship may be 

listed under such headings as “clinical investigators” or “participating 

investigators,” and their function or contribution should be described—for 

example, “served as scientific advisors,” “critically reviewed the study proposal,” 

“collected data,” or “provided and cared for study patients.” Because readers 

may infer their endorsement of the data and conclusions, these persons must 

give written permission to be acknowledged. 

 

2.2.3 Acknowledgment of a Medical Writer 

The Diabetes Educator editorial board and American Association of Diabetes 

Educators recognize the valuable contributions of medical writers to the 

publication team. Individuals who provided writing or editing assistance, eg, 

from a specialist communications company, do not qualify as authors and so 

should be included in the Acknowledgments section. Authors must disclose any 
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writing assistance—including the individual’s name, company, and level of 

input—and identify the entity that paid for this assistance. 

 

2.2.4 Personal Acknowledgments 

Please supply any personal acknowledgments on the Title Page (not in the 

main document) to facilitate anonymous peer review. It is not necessary to 

disclose use of language polishing services. 

 

2.3 Funding 

The Diabetes Educator requires all authors to acknowledge their funding in a 

consistent fashion under a separate heading on the Title Page. Please visit the 

Funding Acknowledgments page on the SAGE Journal Author Gateway to 

confirm the format of the acknowledgment text in the event of funding, or state 

that: This research received no specific grant from any funding agency in the 

public, commercial, or not-for-profit sectors. 

 

2.4 Declaration of Conflicting Interests 

It is the policy of The Diabetes Educator journal to require a declaration of 

conflicting interests from all authors enabling a statement to be carried within 

the paginated pages of all published articles. Please ensure that a “Declaration 

of Conflicting Interests” statement is included on your Title Page. If no conflict 

exists, please state that “The Author(s) declare(s) that there is no conflict of 

interest.” 

 

2.5 Research Ethics and Patient Consent 

Medical research involving human subjects must be conducted according to the 

World Medical Association Declaration of Helsinki. Submitted manuscripts 

should conform to the ICMJE Recommendations for the Conduct, Reporting, 

Editing, and Publication of Scholarly Work in Medical Journals, and all papers 

reporting human studies must state in the methods section that the relevant 

Ethics Committee or Institutional Review Board provided (or waived) approval. 

Please ensure that you have provided the full name and institution of the review 

committee, in addition to the approval number. For research articles, authors 

are also required to state in the methods section whether participants provided 

informed consent and whether the consent was written or verbal. Information on 
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informed consent to report individual cases or case series should be included in 

the manuscript text. A statement is required regarding whether written informed 

consent for patient information and images to be published was provided by the 

patient(s) or a legally authorized representative. Please also refer to the ICMJE 

Recommendations for the Protection of Research Participants 

 

2.6 Clinical Trials 

The Diabetes Educator journal endorses the ICMJE requirement that clinical 

trials are registered in a WHOapproved public trials registry at or before the time 

of first patient enrolment. However, consistent with the AllTrials campaign, 

retrospectively registered trials will be considered if the justification for late 

registration is acceptable. The trial registry name and URL, and registration 

number must be included at the end of the abstract. 

 

3. Publishing Policies 3.1 Publication Ethics 

The Diabetes Educator (TDE) journal is a member of the Committee on 

Publication Ethics. TDE recommends that authors follow the Recommendations 

for the Conduct, Reporting, Editing, and Publication of Scholarly Work in 

Medical Journals formulated by the International Committee of Medical Journal 

Editors (ICMJE) and view the Publication Ethics page on the SAGE Author 

Gateway. As part of the submission process you will be required to warrant that 

you are submitting your original work, that you have the rights in the work, that 

you are submitting the work for first publication in the Journal and that it is not 

being considered for publication elsewhere and has not already been published 

elsewhere, and that you have obtained and can supply all necessary 

permissions for the reproduction of any copyright works not owned by you. 

 

3.1.1 Plagiarism 

The Diabetes Educator and SAGE take issues of copyright infringement, 

plagiarism or other breaches of best practice in publication very seriously. We 

seek to protect the rights of our authors and we always investigate claims of 

plagiarism or misuse of published articles. Equally, we seek to protect the 

reputation of the journal against malpractice. Submitted articles may be 

checked with duplication-checking software. Where an article, for example, is 

found to have plagiarized other work or included third-party copyright material 



 

107 
 

without permission or with insufficient acknowledgment, or where the authorship 

of the article is contested, we reserve the right to take action including, but not 

limited to: publishing an erratum or corrigendum (correction); retracting the 

article; taking up the matter with the head of department or dean of the author’s 

institution and/or relevant academic bodies or societies; or taking appropriate 

legal action. 

 

3.2 Contributor’s Publishing Agreement 

After a manuscript has been accepted for publication, SAGE requires the author 

as the rights holder to sign a Journal Contributor’s Publishing Agreement. The 

corresponding author signs on behalf of all authors. SAGE’s Journal 

Contributor’s Publishing Agreement is an exclusive license agreement which 

means that the author retains copyright in the work but grants SAGE the sole 

and exclusive right and license to publish for the full legal term of copyright. 

Exceptions may exist where an assignment of copyright is required or preferred 

by a proprietor other than SAGE. In this case copyright in the work will be 

assigned from the author to the society. For more information please visit the 

SAGE Author Gateway. 

 

4. Preparing Your Manuscript for Submission  

4.1 Formatting 

Manuscripts should be prepared in Word format and in accordance with the 

“Uniform Requirements for Manuscripts Submitted to Biomedical Journals” (Ann 

Intern Med. 1997;126:36-47) or American Medical Association Manual of Style: 

A Guide for Authors and Editors, 10th edition (New York, NY: Oxford University 

Press, 2007). All accepted manuscripts will be edited according to the American 

Medical Association Manual of Style. In consultation with the author(s), the 

journal reserves the right to edit manuscripts for clarity, length, readability, and 

consistency with the style of the journal. Manuscripts must be typed double-

spaced throughout (including references). Use margins of at least 1 inch on the 

top, bottom, and sides of each page. Nothing should be typed in all upper case 

letters. Number pages consecutively in the upper right-hand corner, beginning 

with the title page, and provide a running head (not exceeding 50 characters) at 

the top of each page. The manuscript should be organized in the following 

manner:  
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1. Title Page (including Acknowledgments)  

2. Structured Abstract  

3. Introduction (no heading)  

4. Research Design, Methodology, Results, Conclusions (for features)  

5. Text Divided into Logical Headings and Subheadings as Appropriate  

6. Implications/Relevance for Diabetes Educators  

7. References  

8. Tables, Figures, Legends, and Illustrations/photos on Separate Pages 

Upload each of the following separately: Title page, Main document (abstract, 

body of manuscript and references), each table, each figure. 

 

Title Page 

The title page should include (1) title of the manuscript; (2) suggested running 

head; (3) full name and academic degree(s) for each author; (4) institutional 

affiliation, including department name and city/state; (5) complete mailing 

address, with daytime telephone and fax numbers, and email address for 

corresponding author; (6) acknowledgment of financial and/or other support; 

and (7) any acknowledgments. The title page is the only place in the manuscript 

where the author(s) should be identified by name. The title should be written in 

a brief, concise manner that accurately reflects the main idea of the paper. The 

running head is a shortened version of the title that should not contain the 

names or initials of any authors. 

 

Structured Abstract 

All feature articles must include a structured abstract of no more than 250 words 

using the following headings: 

• Purpose (Begin this section with the sentence: The purpose of this study 

is to. . . . Include the rationale for the study, hypotheses, objectives)  

• Methods (study design, setting, characteristics of the sample, 

intervention, data collection procedures, evaluation measures)  

• Results (key findings only, no details or statistics)  

• Conclusions (information supported by the data, implications) 
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4.2 Author Guidelines  

• Throughout the manuscript, avoid using the personal pronouns I or we.  

• Employ nonsexist language.  

• Spell out abbreviations and acronyms on first mention followed by the 

abbreviation in parentheses. Limit the overall use of abbreviations in the 

text.  

• Avoid jargon. For example, instead of the patient was on insulin use the 

patient was taking insulin or injecting insulin. 

• In general, authors should use the active voice. If the subject is mentioned in 

the sentence, the active voice is preferred over the passive voice. For 

example, Passive voice: The definition of target blood glucose range used in 

the survey was taken from previous studies. Active voice: The authors used 

previous definitions of the target blood glucose range in the survey. 

• Throughout the text, use generic, nonproprietary names for medications and 

devices.  

• Use brief headings and subheadings to divide the text into logical sections 

and enhance readability. Indicate placement of tables, figures, illustrations, 

and photos in the text by referring to the graphic with the appropriate 

designation in parentheses (eg, Table 1, Figure 1) following the referent 

sentence. 

4.3 Terminology  

• The Diabetes Educator journal supports person-first language. Do not use 

the word diabetic. Please refer to: Dickinson JK, Guzman SJ, Marynuik MD, 

et al. The use of language in diabetes care and education. Diabetes Educ. 

2017; 43(6):551-564.   

• Use blood glucose monitoring (not blood sugar monitoring), blood glucose 

check not test, and blood glucose not blood sugar.  

• Use type 1 (Arabic numeral) diabetes and type 2 diabetes. Do not use Type 

I or II nor IDDM or NIDDM. 

• T1DM and T2DM are acceptable abbreviations for type 1 diabetes and type 

2 diabetes.  

• A1C (not A1c or HbA1c) should be used. 

4.4 Laboratory Data 
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All clinical laboratory data including A1C should be given in traditional units 

followed in parentheses by units in the metric system according to the Systéme 

International d’Unités (SI units). Use the NGSP’s A1C converter at 

http://www.ngsp.org/convert1.asp to calculate A1C values as both percent and 

mmol/mol. For example, a blood glucose level should be stated in the following 

manner: 80 mg/dL (4.44 mmol/L). Abbreviate units of measure in the text only 

when accompanied by numbers; units of measure should be abbreviated in 

tables. 

 

4.5 Artwork, Figures, and Other Graphics 

For guidance on the preparation of illustrations, pictures and graphs in 

electronic format, please visit SAGE’s Manuscript Submission Guidelines. 

Figures supplied in color will appear in color online regardless of whether or not 

these illustrations are reproduced in color in the printed version. For specifically 

requested color reproduction in print, you will receive information regarding the 

costs from SAGE after receipt of your accepted article. 

 

4.6 Supplemental Material 

This journal is able to host additional materials online (eg, datasets, podcasts, 

videos, images, etc) alongside the full text of the article. 

 

4.7 Reference Style 

Authors are responsible for the accuracy and completeness of all reference 

citations. Format the reference list according to the style shown in the American 

Medical Association Manual of Style. Reference numbers should be typed in 

Arabic superscript numerals in the text, outside periods and commas and inside 

colons and semicolons. A hyphen should be used to join a series of references. 

For example, As supported by previous research,1,5-8,23 The reference list should 

be typed double-spaced and start on a separate sheet immediately following the 

end of the text. Number references consecutively in the order they appear in the 

text, including references cited in tables, figures, and other graphics. All 

references included on the reference list must be cited at least once in the text. 

Abbreviate journal names and italicize. Search 

www.ncbi.nlm.nih.gov/nlmcatalog/journals for journal title abbreviations. 

Inclusive page numbers must be provided (eg, 88-104) for all print references. 
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References to personal communication (including e-mail) may be cited 

parenthetically in the text but not in the reference list; include the name of the 

person, the e-mail address, and the date of the communication. Material that 

has been accepted for publication but not yet published may be cited in the 

reference list with the journal name followed by “In press.” Unpublished material 

may not be cited. Electronic forms of documents may be included in the 

reference list and should be cited according to the style for each type of 

electronic source. Following are some examples of correct forms of references: 

 

Journal Article 

List all authors if six or less; for more than six, list only first three authors 

followed by “et al.” Beck J, Greenwood DA, Blanton L, et al. 2017 National 

standards for diabetes self-management education and support. Diabetes Educ. 

2017; 2017;43(5):449464. https://doi.org/10.1177/0145721717722968 Powers 

MA, Bardsley J, Cypress M, et al. Diabetes self-management education and 

support in type 2 diabetes:  

a joint position statement of the American Diabetes Association, the American 

Association of Diabetes Educators and the Academy of Nutrition and Dietetics. 

Diabetes Educ. 2015;41(5):417-430. 

 

Book With Editor(s) 

Cornell S, Halstenston C, Miller DK, eds. The Art and Science of Diabetes Self-

Management Education Desk Reference. 4th ed. Chicago, IL: American 

Association of Diabetes Educators; 2017. 

 

Electronic Citations 

Centers for Disease Control and Prevention. National Diabetes Statistics 

Report: Estimates of Diabetes and Its Burden in the United States. Atlanta, GA: 

Centers for Disease Control and Prevention, US Department of Health and 

Human Services; 2014. https://www.cdc.gov/ 

diabetes/data/statistics/2014statisticsreport.html. Accessed Month Day, Year. 

 

4.8 English Language Editing Services 

Authors seeking assistance with English language editing, translation, or figure 

and manuscript formatting to fit the journal’s specifications should consider 
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using SAGE Language Services. Visit SAGE Language Services on our Journal 

Author Gateway for further information. 

 

4.9 Manuscript Submission Checklist 

• Review and follow TDE author guidelines. 

• Review manuscript submission guidelines on our webbased submission and 

review system (http://mc.manus criptcentral.com/tde).  

• Designate a corresponding author. Please note TDE contributorship policy.  

• Provide an abstract for all manuscripts. For non-research manuscripts, 

divide abstract into two sections labeled Purpose and Conclusions.  

• Double-space manuscript and references.  

• Check all references for accuracy and completeness. Italicize and 

abbreviate journal names according to AMA Manual of Style. 

• Include a title for each table and figure and explanatory legend as needed. □  

• Upload the title page, main document including references, and each table 

and figure separately.  

• Include research or project support/funding on the title page in the 

Acknowledgment.  

• Include permission agreements for use of third party material requiring 

permission. 

• If appropriate, include information on institutional review board/ethics 

committee approval or waiver and informed consent. 

• For clinical trials, add the clinical trial identification number and the URL of 

the registration site. 
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Appendix D: Data extraction form 

 
 
 
 
 
 

General Information 

Title  

Author  

Year published   

Brief Summary of study  

 
 
 
 

Methodology 

Aims  

Design  

Method   

Statistical Analysis   

Sample characteristics  

Target population   

Inclusion/Exclusion criteria  

Sample size   

Country   

Age  

Gender  

Years since diagnosis  

Healthcare system in country of origin.  
(Is it applicable to the UK?) 

 

Outcomes 

Control variables  

Relevant variables measured  
(e.g. marital status, spousal relationship, continuity of care) 

Include key definitions if necessary  

 

How were the relevant variables 
measured?  

 

Healthcare system level  
(e.g. personal/home care, professional care) 

 

Measure of self-care  
(e.g. HbA1c, self-report, medication refills) 

 

How they measured self-care   

Relevant findings   

Conclusions   

Key limitations   

Gaps for future research highlighted   
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Appendix E: Quality Checklist  

Quality Checklist 

 
Study identification: Include full citation details 
 

 

Study design: 

Refer to the glossary of study designs (appendix D) 
and the algorithm for classifying experimental and 
observational study designs (appendix E) to best 
describe the paper's underpinning study design 
 

 

 
Guidance topic: 
 

 

 
Assessed by: 
 

 

 

 
Section 1: Population 
 

1.1 Is the source population 

or source area well 

described? 

 Was the country (e.g. developed 
or non-developed, type of health 
care system), setting (primary 
schools, community centres etc), 
location (urban, rural), population 
demographics etc adequately 
described? 

++ 

+ 

− 

NR 

NA 

Comments: 

1.2 Is the eligible population 

or area representative of the 

source population or area? 

 Was the recruitment of individuals, 
clusters or areas well defined (e.g. 
advertisement, birth register)? 

 Was the eligible population 
representative of the source? 
Were important groups 
underrepresented? 

++ 

+ 

− 

NR 

NA 

Comments: 

1.3 Do the selected 

participants or areas 

represent the eligible 

population or area? 

++ 

+ 

− 

Comments: 

http://www.nice.org.uk/article/pmg4/chapter/appendix-d-glossary-of-study-designs
http://www.nice.org.uk/article/pmg4/chapter/appendix-e-algorithm-for-classifying-quantitative-experimental-and-observational-study-designs
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 Was the method of selection of 
participants from the eligible 
population well described? 

 What % of selected individuals or 
clusters agreed to participate? 
Were there any sources of bias? 

 Were the inclusion or exclusion 
criteria explicit and appropriate? 

NR 

NA 

 
Section 2: Method of selection of exposure (or comparison) group 
 

2.1 Selection of exposure 

(and comparison) group. How 

was selection bias 

minimised? 

 How was selection bias 
minimised? 

++ 

+ 

− 

NR 

NA 

Comments: 

2.2 Was the selection of 

explanatory variables based 

on a sound theoretical basis? 

 How sound was the theoretical 
basis for selecting the explanatory 
variables? 

++ 

+ 

− 

NR 

NA 

Comments: 

2.3 Was the contamination 

acceptably low? 

 Did any in the comparison group 
receive the exposure? 

 If so, was it sufficient to cause 
important bias? 

++ 

+ 

− 

NR 

NA 

Comments: 

2.4 How well were likely 

confounding factors 

identified and controlled? 

 Were there likely to be other 
confounding factors not 
considered or appropriately 
adjusted for? 

 Was this sufficient to cause 
important bias? 

++ 

+ 

− 

NR 

NA 

Comments: 

2.5 Is the setting applicable to 

the UK? 

 Did the setting differ significantly 
from the UK? 

++ 

+ 

Comments: 
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− 

NR 

NA 

 
Section 3: Outcomes 
 

3.1 Were the outcome 

measures and procedures 

reliable? 

 Were outcome measures 
subjective or objective (e.g. 
biochemically validated nicotine 
levels ++ vs self-reported smoking 
−)? 

 How reliable were outcome 
measures (e.g. inter- or intra-rater 
reliability scores)? 

 Was there any indication that 
measures had been validated 
(e.g. validated against a gold 
standard measure or assessed for 
content validity)? 

++ 

+ 

− 

NR 

NA 

Comments: 

3.2 Were the outcome 

measurements complete? 

 Were all or most of the study 
participants who met the defined 
study outcome definitions likely to 
have been identified? 

++ 

+ 

− 

NR 

NA 

Comments: 

3.3 Were all the important 

outcomes assessed? 

 Were all the important benefits 
and harms assessed? 

 Was it possible to determine the 
overall balance of benefits and 
harms of the intervention versus 
comparison? 

++ 

+ 

− 

NR 

NA 

Comments: 

3.4 Was there a similar follow-

up time in exposure and 

comparison groups? 

 If groups are followed for different 
lengths of time, then more events 
are likely to occur in the group 
followed-up for longer distorting 
the comparison. 

++ 

+ 

− 

NR 

NA 

Comments: 
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 Analyses can be adjusted to allow 
for differences in length of follow-
up (e.g. using person-years). 

3.5 Was follow-up time 

meaningful? 

 Was follow-up long enough to 
assess long-term benefits and 
harms? 

 Was it too long, e.g. participants 
lost to follow-up? 

++ 

+ 

− 

NR 

NA 

Comments: 

 
Section 4: Analyses 
 

4.1 Was the study sufficiently 

powered to detect an 

intervention effect (if one 

exists)? 

 A power of 0.8 (i.e. it is likely to 
see an effect of a given size if one 
exists, 80% of the time) is the 
conventionally accepted standard. 

 Is a power calculation presented? 
If not, what is the expected effect 
size? Is the sample size 
adequate? 

 

++ 

+ 

− 

NR 

NA 

Comments: 

4.2 Were multiple explanatory 

variables considered in the 

analyses? 

 Were there sufficient explanatory 
variables considered in the 
analysis? 

++ 

+ 

− 

NR 

NA 

Comments: 

4.3 Were the analytical 

methods appropriate? 

 Were important differences in 
follow-up time and likely 
confounders adjusted for? 

++ 

+ 

− 

NR 

NA 

Comments: 

4.4 Was the precision of 

association given or 

++ 

+ 

Comments: 
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calculable? Is association 

meaningful? 

 Were confidence intervals or p 
values for effect estimates given 
or possible to calculate? 

 Were CIs wide or were they 
sufficiently precise to aid decision-
making? If precision is lacking, is 
this because the study is under-
powered? 

− 

NR 

NA 

 
Section 5: Summary  
 

5.1 Are the study results 

internally valid (i.e. 

unbiased)? 

 How well did the study minimise 
sources of bias (i.e. adjusting for 
potential confounders)? 

 Were there significant flaws in the 
study design? 

++ 

+ 

− 

NR 

NA 

Comments: 

5.2 Are the findings 

generalisable to the source 

population (i.e. externally 

valid)? 

 Are there sufficient details given 
about the study to determine if the 
findings are generalisable to the 
source population? 

 Consider: participants, 
interventions and comparisons, 
outcomes, resource and policy 
implications. 

++ 

+ 

− 

NR 

NA 

Comments: 
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Appendix F: Quality assessment summary table 
 
Table 1: Summary of quality assessment results 

Checklist item  

Study 1.1 1.2 1.3 2.1 2.2 2.3 2.4 2.5 3.1 3.2 3.3 3.4 3.5 4.1 4.2 4.3 4.4 5.1 5.2 

Barba et al (2017) + + - N/A ++ N/A + + - ++ N/A N/A N/A ++ ++ ++ + + ++ 

Chew et al (2015) ++ ++ ++ N/A ++ N/A + + - ++ N/A N/A N/A ++ ++ ++ ++ + ++ 

Costa et al (2012) + ++ - N/A NR N/A + + ++ + N/A N/A N/A NR ++ ++ + + + 

Dossa et al (2015) ++ + + N/A + N/A ++ + + ++ N/A N/A N/A + ++ ++ ++ + + 

Dossa et al (2017) ++ ++ + N/A ++ N/A ++ - - + N/A N/A N/A + ++ ++ ++ + + 

Hong et al (2014) ++ + ++ N/A ++ N/A ++ + + ++ N/A N/A N/A + ++ ++ ++ ++ ++ 

Lee et al (2009) + ++ ++ N/A ++ N/A ++ + ++ ++ N/A N/A N/A + ++ ++ ++ + ++ 

Moreau et al (2009) ++ ++ + N/A + N/A + + - ++ N/A N/A N/A + + ++ + + + 

Pereira et al (2014) + + + N/A ++ N/A + + - ++ N/A N/A N/A + ++ ++ + + + 

Pereira et al (2014) ++ + + N/A + N/A ++ + - + N/A N/A N/A + ++ ++ + + + 

Pereira et al (2015) + + + N/A ++ N/A + + - ++ N/A N/A N/A - ++ ++ + + + 

Pereira et al (2016) + + + N/A ++ N/A - + - NR N/A N/A N/A + + + + + + 

Pirdehghan et al 
(2017) 

+ + + N/A + N/A NR + - ++ N/A N/A N/A NR + + ++ + + 

Schiotz et al (2012) ++ ++ + N/A ++ N/A ++ + - ++ N/A N/A N/A + ++ ++ + + ++ 

Searle et al (2007) ++ + + N/A ++ N/A ++ ++ - ++ N/A N/A N/A + ++ ++ + + + 

Shahar et al (2016) + - - N/A + N/A + - + + N/A N/A N/A - + - - - - 

Shao et al (2017) + + + N/A ++ N/A ++ + + ++ N/A N/A N/A + ++ ++ + + + 

Tiv et al (2012) ++ + + N/A + N/A ++ + - ++ N/A N/A N/A + ++ ++ ++ + ++ 
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Appendix G: Author guidelines for submission to Diabetes Research and 
Clinical Practice 
 
GUIDE FOR AUTHORS 

Diabetes Research and Clinical Practice is an international journal for health-

care providers and clinically oriented researchers that publishes high-quality 

original research articles and expert reviews in diabetes and related areas. The 

role of the journal is to provide a venue for dissemination of knowledge and 

discussion of topics related to diabetes clinical research and patient care. 

Topics of focus include translational science, genetics, immunology, nutrition, 

psychosocial research, epidemiology, prevention, socio-economic research, 

complications, new treatments, technologies and therapy. 

Diabetes Research and Clinical Practice is the official journal of the 

International Diabetes Federation. 

Ensure that the following items are present: 

One author has been designated as the corresponding author with contact 

details:  

• E-mail address  

• Full postal address 

All necessary files have been uploaded:  

Manuscript: 

• Include keywords 

• All figures (include relevant captions)  

• All tables (including titles, description, footnotes)  

• Ensure all figure and table citations in the text match the files provided  

• Indicate clearly if color should be used for any figures in print  

Graphical Abstracts / Highlights files (where applicable)  

Supplemental files (where applicable) 

Further considerations  

• Manuscript has been 'spell checked' and 'grammar checked'  

• All references mentioned in the Reference List are cited in the text, and 

vice versa  

• Permission has been obtained for use of copyrighted material from other 

sources (including the Internet)  
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• A competing interests statement is provided, even if the authors have no 

competing interests to declare  

• Journal policies detailed in this guide have been reviewed 

 

BEFORE YOU BEGIN  

Ethics in publishing  

Please see our information pages on Ethics in publishing and Ethical guidelines 

for journal publication.  

 

Human and animal rights  

If the work involves the use of human subjects, the author should ensure that 

the work described has been carried out in accordance with The Code of Ethics 

of the World Medical Association (Declaration of Helsinki) for experiments 

involving humans; Uniform Requirements for manuscripts submitted to 

Biomedical journals. Authors should include a statement in the manuscript that 

informed consent was obtained for experimentation with human subjects. The 

privacy rights of human subjects must always be observed. 

 

Declaration of interest 

 All authors must disclose any financial and personal relationships with other 

people or organizations that could inappropriately influence (bias) their work. 

Examples of potential conflicts of interest include employment, consultancies, 

stock ownership, honoraria, paid expert testimony, patent applications/ 

registrations, and grants or other funding. Authors must disclose any interests in 

two places: 1. A summary declaration of interest statement in the title page file 

(if double-blind) or the manuscript file (if single-blind). If there are no interests to 

declare then please state this: 'Declarations of interest: none'. This summary 

statement will be ultimately published if the article is accepted. 2. Detailed 

disclosures as part of a separate Declaration of Interest form, which forms part 

of the journal's official records. It is important for potential interests to be 

declared in both places and that the information matches. More information.  

Submission declaration and verification  
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Submission of an article implies that the work described has not been published 

previously (except in the form of an abstract, a published lecture or academic 

thesis, see 'Multiple, redundant or concurrent publication' for more information), 

that it is not under consideration for publication elsewhere, that its publication is 

approved by all authors and tacitly or explicitly by the responsible authorities 

where the work was carried out, and that, if accepted, it will not be published 

elsewhere in the same form, in English or in any other language, including 

electronically without the written consent of the copyrightholder. To verify 

originality, your article may be checked by the originality detection service 

Crossref Similarity Check.  

 

Preprints  

Please note that preprints can be shared anywhere at any time, in line with 

Elsevier's sharing policy. Sharing your preprints e.g. on a preprint server will not 

count as prior publication (see 'Multiple, redundant or concurrent publication' for 

more information).  

 

Contributors  

Each author is required to declare his or her individual contribution to the article: 

all authors must have materially participated in the research and/or article 

preparation, so roles for all authors should be described. The statement that all 

authors have approved the final article should be true and included in the 

disclosure.  

 

Changes to authorship  

Authors are expected to consider carefully the list and order of authors before 

submitting their manuscript and provide the definitive list of authors at the time 

of the original submission. Any addition, deletion or rearrangement of author 

names in the authorship list should be made only before the manuscript has 

been accepted and only if approved by the journal Editor. To request such a 

change, the Editor must receive the following from the corresponding author: (a) 

the reason for the change in author list and (b) written confirmation (e-mail, 

letter) from all authors that they agree with the addition, removal or 

rearrangement. In the case of addition or removal of authors, this includes 
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confirmation from the author being added or removed. Only in exceptional 

circumstances will the Editor consider the addition, deletion or rearrangement of 

authors after the manuscript has been accepted. While the Editor considers the 

request, publication of the manuscript will be suspended. If the manuscript has 

already been published in an online issue, any requests approved by the Editor 

will result in a corrigendum.  

 

Clinical Trials  

* All randomised controlled trials submitted to Diabetes Research and Clinical 

Practice whose primary purpose is to affect clinical practice (phase 3 trials) 

must be registered in accordance with the principles outlined by the 

International Committee of Medical Journal Editors (ICMJE; 

http://www.icmje.org/). ICMJE-approved registries currently include the 

following: http:// www.anzctr.org.au, http://www.clinicaltrials.gov, 

http://www.ISRCTN.org, http://www.umin.ac.jp/ ctr/index/htm, 

http://www.trialregister.nl, and https://eudract.ema.europa.eu/. Please include 

the unique trial number and registry name on manuscript submission. Article 

transfer service This journal is part of our Article Transfer Service. 

This means that if the Editor feels your article is more suitable in one of our 

other participating journals, then you may be asked to consider transferring the 

article to one of those. If you agree, your article will be transferred automatically 

on your behalf with no need to reformat. Please note that your article will be 

reviewed again by the new journal. More information.  

 

Copyright  

Upon acceptance of an article, authors will be asked to complete a 'Journal 

Publishing Agreement' (see more information on this). An e-mail will be sent to 

the corresponding author confirming receipt of the manuscript together with a 

'Journal Publishing Agreement' form or a link to the online version of this 

agreement. 

Subscribers may reproduce tables of contents or prepare lists of articles 

including abstracts for internal circulation within their institutions. Permission of 

the Publisher is required for resale or distribution outside the institution and for 

all other derivative works, including compilations and translations. If excerpts 
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from other copyrighted works are included, the author(s) must obtain written 

permission from the copyright owners and credit the source(s) in the article. 

Elsevier has preprinted forms for use by authors in these cases. 

For gold open access articles: Upon acceptance of an article, authors will be 

asked to complete an 'Exclusive License Agreement' (more information). 

Permitted third party reuse of gold open access articles is determined by the 

author's choice of user license. 

 

Author rights  

As an author you (or your employer or institution) have certain rights to reuse 

your work. More information.  

 

Role of the funding source  

You are requested to identify who provided financial support for the conduct of 

the research and/or preparation of the article and to briefly describe the role of 

the sponsor(s), if any, in study design; in the collection, analysis and 

interpretation of data; in the writing of the report; and in the decision to submit 

the article for publication. If the funding source(s) had no such involvement then 

this should be stated.  

 

Funding body agreements and policies  

Elsevier has established a number of agreements with funding bodies which 

allow authors to comply with their funder's open access policies. Some funding 

bodies will reimburse the author for the gold open access publication fee. 

Details of existing agreements are available online. After acceptance, open 

access papers will be published under a noncommercial license. For authors 

requiring a commercial CC BY license, you can apply after your manuscript is 

accepted for publication. 

 

Patients and Study Participants  

Studies on patients or volunteers require ethics committee approval and 

informed consent which should be documented in your paper. 

Patients have a right to privacy. Therefore identifying information, including 

patient's photographs, pedigree, images, names, initials, or hospital numbers, 
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should not be included in the submissions unless the information is essential for 

scientific purposes and written informed consent has been obtained for 

publication in print and electronic form from the patient (or parent, guardian or 

next of kin ). If such consent is made subject to any conditions, Elsevier must be 

made aware of all such conditions. Written consents must be provided to the 

journal on request. 

Even where consent has been given, identifying details should be omitted if 

they are not essential. Complete anonymity is difficult to achieve. For example, 

masking the eye region in photographs of patients is inadequate protection of 

anonymity. If identifying characteristics are altered to protect anonymity, such 

as in genetic pedigrees, authors should provide assurance that alterations do 

not distort scientific meaning and editors should so note. 

 

Submission  

Our online submission system guides you stepwise through the process of 

entering your article details and uploading your files. The system converts your 

article files to a single PDF file used in the peer-review process. Editable files 

(e.g., Word, LaTeX) are required to typeset your article for final publication. All 

correspondence, including notification of the Editor's decision and requests for 

revision, is sent by e-mail. Submit your article Please submit your article via 

https://www.evise.com/profile/api/navigate/DIAB.  

 

Article Types  

N.B. For reasons of available space, manuscripts that exceed the required word 

limits (below) will be declined automatically. All articles other than Editorials and 

Letters to the Editor are subject to full peer review. 

1. Editorials are either written or commissioned by the Editors and should not 

exceed 1000 words (not including a maximum of 20 references; one small 

figure can be included). 

2. Commentaries (1000 words not including a maximum of 20 references and 

one small figure) offer a stimulating, journalistic and accessible insight into 

issues of common interest. They are usually commissioned by the Editors but 

unsolicited articles will be considered. Debates comprise two commentaries of 

opposing or contrasting opinion written by two different groups of authors. 

https://www.evise.com/profile/api/navigate/DIAB
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Controversial opinions are welcomed as long as they are set in the context of 

the generally accepted view. 

3. Research Article should be designated either (a) Basic Research (b) Clinical 

Research or (c) Epidemiology and should be a maximum of 5000 words. The 

word limit includes a combined total of five figures or tables with legends, but 

does not include up to 50 references and an abstract of up to 200 words 

structured according to Aims, Methods, Results, Conclusions and Keywords. 

Divide the manuscript into the following sections: Title Page; Structured 

Abstract; Introduction; Subjects, Materials and Methods; Results; Discussion; 

Acknowledgements; References; figures and tables with legends. 

4. Research Brief should not exceed 1000 words, including a summary of no 

more than 50 words (but not including up to 20 references) and may be a 

preliminary report of work completed, a final report or an observation not 

requiring a lengthy write-up. 

5. Review articles should be a maximum of 5000 words, including a summary 

of no more than 200 words (not including up to 75 references) with subheadings 

in the text to highlight the content of different sections. The word limit includes a 

combined total of five figures or tables with legends. Reviews are generally 

commissioned by the Editors but unsolicited articles will be considered. 

6. Letters to the Editor should be no more than 400 words. 

Brief Reports and Letters to the Editor will only be published electronically but 

will be listed in the print Table of Contents. These articles can be cited by Digital 

Object Identifier (DOI) rather than page number.  

 

PREPARATION  

Peer review  

This journal operates a single blind review process. All contributions will be 

initially assessed by the editor for suitability for the journal. Papers deemed 

suitable are then typically sent to a minimum of two independent expert 

reviewers to assess the scientific quality of the paper. The Editor is responsible 

for the final decision regarding acceptance or rejection of articles. The Editor's 

decision is final. More information on types of peer review.  

 

Use of word processing software  
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It is important that the file be saved in the native format of the word processor 

used. The text should be in single-column format. Keep the layout of the text as 

simple as possible. Most formatting codes will be removed and replaced on 

processing the article. In particular, do not use the word processor's options to 

justify text or to hyphenate words. However, do use bold face, italics, subscripts, 

superscripts etc. When preparing tables, if you are using a table grid, use only 

one grid for each individual table and not a grid for each row. If no grid is used, 

use tabs, not spaces, to align columns. The electronic text should be prepared 

in a way very similar to that of conventional manuscripts (see also the Guide to 

Publishing with Elsevier). Note that source files of figures, tables and text 

graphics will be required whether or not you embed your figures in the text. See 

also the section on Electronic artwork. To avoid unnecessary errors you are 

strongly advised to use the 'spell-check' and 'grammar-check' functions of your 

word processor.  

 

Abbreviations  

Abbreviations should be avoided in most cases or at least fully defined on first 

use. Clinical research values and units should be in System International (SI) 

form. Kilocalories should be used rather than kilojules. 

The term 'diabetic' should be avoided. Preferred terminology is, for example, 

'person with diabetes' or 'in the group without diabetes'. The terms 'Type 1' and 

'Type 2 diabetes mellitus' should be used.  

 

HbA1c Values  

Author should report glycated haemoglobin (HbA1c) measurement in derived 

NGSP units (%; to one decimal point) in addition to IFCC (International 

Federation of Clinical Chemistry) units (mmol/mol; no decimal point). NGSP 

units should be listed first followed by IFCC units in parentheses. 

The abbreviation for haemoglobin A1c / glycated haemoglogin - should be 

HbA1c, not the Americal version of A1C.  

 

Article structure  

Subdivision - numbered sections  
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Divide your article into clearly defined and numbered sections. Subsections 

should be numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not 

included in section numbering). Use this numbering also for internal cross-

referencing: do not just refer to 'the text'. Any subsection may be given a brief 

heading. Each heading should appear on its own separate line.  

 

Introduction  

State the objectives of the work and provide an adequate background, avoiding 

a detailed literature survey or a summary of the results.  

 

Material and methods  

Provide sufficient details to allow the work to be reproduced by an independent 

researcher. Methods that are already published should be summarized, and 

indicated by a reference. If quoting directly from a previously published method, 

use quotation marks and also cite the source. Any modifications to existing 

methods should also be described.  

 

Results  

Results should be clear and concise.  

 

Discussion  

This should explore the significance of the results of the work, not repeat them. 

A combined Results and Discussion section is often appropriate. Avoid 

extensive citations and discussion of published literature.  

 

Essential title page information  

• Title. Concise and informative. Titles are often used in information-

retrieval systems. Avoid abbreviations and formulae where possible.  

• Author names and affiliations. Please clearly indicate the given 

name(s) and family name(s) of each author and check that all names are 

accurately spelled. You can add your name between parentheses in your 

own script behind the English transliteration. Present the authors' 

affiliation addresses (where the actual work was done) below the names. 

Indicate all affiliations with a lowercase superscript letter immediately 
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after the author's name and in front of the appropriate address. Provide 

the full postal address of each affiliation, including the country name and, 

if available, the e-mail address of each author.  

• Corresponding author. Clearly indicate who will handle 

correspondence at all stages of refereeing and publication, also post-

publication. This responsibility includes answering any future queries 

about Methodology and Materials. Ensure that the e-mail address is 

given and that contact details are kept up to date by the corresponding 

author. 

• Present/permanent address. If an author has moved since the work 

described in the article was done, or was visiting at the time, a 'Present 

address' (or 'Permanent address') may be indicated as a footnote to that 

author's name. The address at which the author actually did the work 

must be retained as the main, affiliation address. Superscript Arabic 

numerals are used for such footnotes.  

Structured Abstract: Original Research Articles  

An abstract of no more than 200 words should be structured as per following:  

• Aims: Reflects the purpose of the study (the hypothesis that is being 

tested); 

• Methods: The setting for the study, the subjects (number and type), the 

treatment or intervention, and the type(s) of statistical analysis used;  

• Results: The outcome(s) of the study and, if appropriate, its/their 

statistical significance;  

• Conclusions: The significance of the results.  

Abstracts for other articles (Commentaries and Reviews) should be written as a 

single paragraph not to exceed 200 words.  

 

Highlights  

Highlights are a short collection of bullet points that convey the core findings of 

the article. Highlights are optional and should be submitted in a separate 

editable file in the online submission system. Please use 'Highlights' in the file 

name and include 3 to 5 bullet points (maximum 85 characters, including 
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spaces, per bullet point). You can view example Highlights on our information 

site.  

 

Keywords  

Immediately after the abstract, provide a maximum of 6 keywords, avoiding 

general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). 

Be sparing with abbreviations: only abbreviations firmly established in the field 

may be eligible. These keywords will be used for indexing purposes. 

 

Acknowledgements  

All contributors who do not meet the criteria for authorship as defined above 

should be listed in an acknowledgements section. Examples of those who might 

be acknowledged include a person who provided purely technical help, writing 

assistance, or a department chair who provided only general support. Authors 

should disclose whether they had any writing assistance and identify the entity 

that paid for this assistance.  

 

Formatting of funding sources  

List funding sources in this standard way to facilitate compliance to funder's 

requirements: 

Funding: This work was supported by the National Institutes of Health [grant 

numbers xxxx, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant 

number zzzz]; and the United States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of 

grants and awards. When funding is from a block grant or other resources 

available to a university, college, or other research institution, submit the name 

of the institute or organization that provided the funding. 

If no funding has been provided for the research, please include the following 

sentence: 

This research did not receive any specific grant from funding agencies in the 

public, commercial, or not-for-profit sectors.  

 

Artwork  

Electronic artwork  
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General points 

• Make sure you use uniform lettering and sizing of your original artwork.  

• Embed the used fonts if the application provides that option.  

• Aim to use the following fonts in your illustrations: Arial, Courier, Times 

New Roman, Symbol, or use fonts that look similar.  

• Number the illustrations according to their sequence in the text.  

• Use a logical naming convention for your artwork files.  

• Provide captions to illustrations separately.  

• Size the illustrations close to the desired dimensions of the published 

version.  

• Submit each illustration as a separate file.  

You are urged to visit this site; some excerpts from the detailed 

information are given here.  

Formats  

If your electronic artwork is created in a Microsoft Office application (Word, 

PowerPoint, Excel) then please supply 'as is' in the native document format. 

Regardless of the application used other than Microsoft Office, when your 

electronic artwork is finalized, please 'Save as' or convert the images to one of 

the following formats (note the resolution requirements for line drawings, 

halftones, and line/halftone combinations given below):  

EPS (or PDF): Vector drawings, embed all used fonts.  

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum 

of 300 dpi.  

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a 

minimum of 1000 dpi.  

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), 

keep to a minimum of 500 dpi.  

Please do not:  

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, 

WPG); these typically have a low number of pixels and limited set of 

colors;  

• Supply files that are too low in resolution;  

• Submit graphics that are disproportionately large for the content.  
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Color artwork  

Please make sure that artwork files are in an acceptable format (TIFF (or 

JPEG), EPS (or PDF), or MS Office files) and with the correct resolution. If, 

together with your accepted article, you submit usable color figures then 

Elsevier will ensure, at no additional charge, that these figures will appear in 

color online (e.g., ScienceDirect and other sites) regardless of whether or not 

these illustrations are reproduced in color in the printed version. For color 

reproduction in print, you will receive information regarding the costs from 

Elsevier after receipt of your accepted article. Please indicate your preference 

for color: in print or online only. Further information on the preparation of 

electronic artwork. 

  

Illustration services  

Elsevier's WebShop offers Illustration Services to authors preparing to submit a 

manuscript but concerned about the quality of the images accompanying their 

article. Elsevier's expert illustrators can produce scientific, technical and 

medical-style images, as well as a full range of charts, tables and graphs. 

Image 'polishing' is also available, where our illustrators take your image(s) and 

improve them to a professional standard. Please visit the website to find out 

more.  

 

Figure captions  

Ensure that each illustration has a caption. Supply captions separately, not 

attached to the figure. A caption should comprise a brief title (not on the figure 

itself) and a description of the illustration. Keep text in the illustrations 

themselves to a minimum but explain all symbols and abbreviations used.  

 

Tables  

Please submit tables as editable text and not as images. Tables can be placed 

either next to the relevant text in the article, or on separate page(s) at the end. 

Number tables consecutively in accordance with their appearance in the text 

and place any table notes below the table body. Be sparing in the use of tables 

and ensure that the data presented in them do not duplicate results described 
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elsewhere in the article. Please avoid using vertical rules and shading in table 

cells.  

 

References  

Citation in text Please ensure that every reference cited in the text is also 

present in the reference list (and vice versa). Any references cited in the 

abstract must be given in full. Unpublished results and personal 

communications are not recommended in the reference list, but may be 

mentioned in the text. If these references are included in the reference list they 

should follow the standard reference style of the journal and should include a 

substitution of the publication date with either 'Unpublished results' or 'Personal 

communication'. Citation of a reference as 'in press' implies that the item has 

been accepted for publication.  

 

Reference links  

Increased discoverability of research and high quality peer review are ensured 

by online links to the sources cited. In order to allow us to create links to 

abstracting and indexing services, such as Scopus, CrossRef and PubMed, 

please ensure that data provided in the references are correct. Please note that 

incorrect surnames, journal/book titles, publication year and pagination may 

prevent link creation. When copying references, please be careful as they may 

already contain errors. Use of the DOI is encouraged. 

A DOI can be used to cite and link to electronic articles where an article is in-

press and full citation details are not yet known, but the article is available 

online. A DOI is guaranteed never to change, so you can use it as a permanent 

link to any electronic article. An example of a citation using DOI for an article not 

yet in an issue is: VanDecar J.C., Russo R.M., James D.E., Ambeh W.B., 

Franke M. (2003). Aseismic continuation of the Lesser Antilles slab beneath 

northeastern Venezuela. Journal of Geophysical Research, 

https://doi.org/10.1029/2001JB000884. Please note the format of such citations 

should be in the same style as all other references in the paper.  

 

Web references  
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As a minimum, the full URL should be given and the date when the reference 

was last accessed. Any further information, if known (DOI, author names, dates, 

reference to a source publication, etc.), should also be given. Web references 

can be listed separately (e.g., after the reference list) under a different heading 

if desired, or can be included in the reference list.  

 

Data references  

This journal encourages you to cite underlying or relevant datasets in your 

manuscript by citing them in your text and including a data reference in your 

Reference List. Data references should include the following elements: author 

name(s), dataset title, data repository, version (where available), year, and 

global persistent identifier. Add [dataset] immediately before the reference so 

we can properly identify it as a data reference. The [dataset] identifier will not 

appear in your published article.  

 

Reference management software  

Most Elsevier journals have their reference template available in many of the 

most popular reference management software products. These include all 

products that support Citation Style Language styles, such as Mendeley and 

Zotero, as well as EndNote. Using the word processor plug-ins from these 

products, authors only need to select the appropriate journal template when 

preparing their article, after which citations and bibliographies will be 

automatically formatted in the journal's style. If no template is yet available for 

this journal, please follow the format of the sample references and citations as 

shown in this Guide.  

Users of Mendeley Desktop can easily install the reference style for this journal 

by clicking the following link: http://open.mendeley.com/use-citation-

style/diabetes-research-and-clinical-practice  

When preparing your manuscript, you will then be able to select this style using 

the Mendeley plugins for Microsoft Word or LibreOffice.  

 

Reference formatting  

There are no strict requirements on reference formatting at submission. 

References can be in any style or format as long as the style is consistent. 

http://open.mendeley.com/use-citation-style/diabetes-research-and-clinical-practice
http://open.mendeley.com/use-citation-style/diabetes-research-and-clinical-practice
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Where applicable, author(s) name(s), journal title/book title, chapter title/article 

title, year of publication, volume number/book chapter and the pagination must 

be present. Use of DOI is highly encouraged. The reference style used by the 

journal will be applied to the accepted article by Elsevier at the proof stage. 

Note that missing data will be highlighted at proof stage for the author to 

correct. If you do wish to format the references yourself they should be 

arranged according to the following examples:  

 

Text: Indicate references by number(s) in square brackets in line with the text. 

The actual authors can be referred to, but the reference number(s) must always 

be given.  

List: Number the references (numbers in square brackets) in the list in the order 

in which they appear in the text.  

Examples:  

Reference to a journal publication:  

[1] Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific 

article. J Sci Commun 2010;163:51–9.  

Reference to a book:  

[2] Strunk Jr W, White EB. The elements of style. 4th ed. New York: Longman; 

2000.  

Reference to a chapter in an edited book:  

[3] Mettam GR, Adams LB. How to prepare an electronic version of your article. 

In: Jones BS, Smith RZ, editors. Introduction to the electronic age, New York: 

E-Publishing Inc; 2009, p. 281–304. 

Reference to a website:  

[4] Cancer Research UK. Cancer statistics reports for the UK, 

http://www.cancerresearchuk.org/ aboutcancer/statistics/cancerstatsreport/; 

2003 [accessed 13 March 2003].  

Reference to a dataset: [dataset]  

[5] Oguro M, Imahiro S, Saito S, Nakashizuka T. Mortality data for Japanese 

oak wilt disease and surrounding forest compositions, Mendeley Data, v1; 2015. 

https://doi.org/10.17632/ xwj98nb39r.1.  

Note shortened form for last page number. e.g., 51–9, and that for more than 6 

authors the first 6 should be listed followed by 'et al.' For further details you are 
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referred to 'Uniform Requirements for Manuscripts submitted to Biomedical 

Journals' (J Am Med Assoc 1997;277:927–34) (see also Samples of Formatted 

References).  

 

Video  

Elsevier accepts video material and animation sequences to support and 

enhance your scientific research. Authors who have video or animation files that 

they wish to submit with their article are strongly encouraged to include links to 

these within the body of the article. This can be done in the same way as a 

figure or table by referring to the video or animation content and noting in the 

body text where it should be placed. All submitted files should be properly 

labeled so that they directly relate to the video file's content. . In order to ensure 

that your video or animation material is directly usable, please provide the file in 

one of our recommended file formats with a preferred maximum size of 150 MB 

per file, 1 GB in total. Video and animation files supplied will be published online 

in the electronic version of your article in Elsevier Web products, including 

ScienceDirect. Please supply 'stills' with your files: you can choose any frame 

from the video or animation or make a separate image. These will be used 

instead of standard icons and will personalize the link to your video data. For 

more detailed instructions please visit our video instruction pages. Note: since 

video and animation cannot be embedded in the print version of the journal, 

please provide text for both the electronic and the print version for the portions 

of the article that refer to this content.  

 

AudioSlides  

The journal encourages authors to create an AudioSlides presentation with their 

published article. AudioSlides are brief, webinar-style presentations that are 

shown next to the online article on ScienceDirect. This gives authors the 

opportunity to summarize their research in their own words and to help readers 

understand what the paper is about. More information and examples are 

available. Authors of this journal will automatically receive an invitation e-mail to 

create an AudioSlides presentation after acceptance of their paper.  

 

Data visualization  
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Include interactive data visualizations in your publication and let your readers 

interact and engage more closely with your research. Follow the instructions 

here to find out about available data visualization options and how to include 

them with your article.  

 

Supplementary material  

Supplementary material such as applications, images and sound clips, can be 

published with your article to enhance it. Submitted supplementary items are 

published exactly as they are received (Excel or PowerPoint files will appear as 

such online). Please submit your material together with the article and supply a 

concise, descriptive caption for each supplementary file. If you wish to make 

changes to supplementary material during any stage of the process, please 

make sure to provide an updated file. Do not annotate any corrections on a 

previous version. Please switch off the 'Track Changes' option in Microsoft 

Office files as these will appear in the published version.  

 

Research data  

This journal encourages and enables you to share data that supports your 

research publication where appropriate, and enables you to interlink the data 

with your published articles. Research data refers to the results of observations 

or experimentation that validate research findings. To facilitate reproducibility 

and data reuse, this journal also encourages you to share your software, code, 

models, algorithms, protocols, methods and other useful materials related to the 

project. 

Below are a number of ways in which you can associate data with your article or 

make a statement about the availability of your data when submitting your 

manuscript. If you are sharing data in one of these ways, you are encouraged to 

cite the data in your manuscript and reference list. Please refer to the 

"References" section for more information about data citation. For more 

information on depositing, sharing and using research data and other relevant 

research materials, visit the research data page. 

 

Data linking  
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If you have made your research data available in a data repository, you can link 

your article directly to the dataset. Elsevier collaborates with a number of 

repositories to link articles on ScienceDirect with relevant repositories, giving 

readers access to underlying data that gives them a better understanding of the 

research described. 

There are different ways to link your datasets to your article. When available, 

you can directly link your dataset to your article by providing the relevant 

information in the submission system. For more information, visit the database 

linking page. 

For supported data repositories a repository banner will automatically appear 

next to your published article on ScienceDirect. 

In addition, you can link to relevant data or entities through identifiers within the 

text of your manuscript, using the following format: Database: xxxx (e.g., TAIR: 

AT1G01020; CCDC: 734053; PDB: 1XFN).  

 

Mendeley Data  

This journal supports Mendeley Data, enabling you to deposit any research data 

(including raw and processed data, video, code, software, algorithms, protocols, 

and methods) associated with your manuscript in a free-to-use, open access 

repository. During the submission process, after uploading your manuscript, you 

will have the opportunity to upload your relevant datasets directly to Mendeley 

Data. The datasets will be listed and directly accessible to readers next to your 

published article online. 

For more information, visit the Mendeley Data for journals page.  

 

Data statement  

To foster transparency, we encourage you to state the availability of your data 

in your submission. This may be a requirement of your funding body or 

institution. If your data is unavailable to access or unsuitable to post, you will 

have the opportunity to indicate why during the submission process, for 

example by stating that the research data is confidential. The statement will 

appear with your published article on ScienceDirect. For more information, visit 

the Data Statement page.  

 



 

139 

  
 

Authorship  

The Corresponding Author must submit a completed Author Consent Form to 

DRCP with their manuscript. All authors must sign the Author Consent Form. 

All authors should have made substantial contributions to all of the following: (1) 

the conception and design of the study, or acquisition of data, or analysis and 

interpretation of data, (2) drafting the article or revising it critically for important 

intellectual content, (3) final approval of the version to be submitted. 
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Appendix H: Confirmation of ethical approval  
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Appendix I: Advertisement for recruitment  
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Appendix J: Participant information sheet 

Welcome and thank you for taking time to visit this page.  

Below is some important information about this study. Please read this 

information carefully before deciding whether to take part.  

Title of the study: Exploring shame and self-care in Type 2 Diabetes and 

the moderating effect of compassion. 

We would like to invite you to take part in a research study that is looking at 

experiences of people with a diagnosis of Type 2 Diabetes. Before deciding 

whether to take part, we would like you to understand why the research is being 

done and what it will involve for you. You can have as much time as you need 

to think whether or not you would like to take part. We are happy to answer any 

questions you may have. 

What is the purpose of the study? 

As a result of type 2 Diabetes being labelled as a “lifestyle condition” in the 

media, some people with the condition report experiencing some negative 

feelings, attitudes, and even shame, around their diagnosis. These attitudes 

and feelings can come from themselves or others. We recognise that these 

feelings and attitudes can be difficult, and can impact how able someone feels 

to do the self-care needed to manage the condition. 

Therefore, we believe it is really important to find ways to combat these 

negative feelings and attitudes, and this is what this study is interested in. 

Specifically, this study is looking at whether being compassionate may help to 

reduce the negative impact of the difficult feelings and attitudes that can come 

with a diagnosis of Type 2 Diabetes. We hope that this research can provide 

important information about how best to provide emotional support to those with 

the condition, in turn improving physical health outcomes. 

Why have I been invited? 

We are inviting anyone over the age of 18 who has a diagnosis of Type 2 

Diabetes to take part in this study.  
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Do I have to take part? 

Participation in this study is completely voluntary. You are under no obligation to 

take part. 

If you decide you do not wish to participate, you can simply exit this screen. 

Should you change your mind at a later date, the link available on the study 

website will allow you to re-access the questionnaire from the beginning.  

Should you change your mind about taking part whilst filling out the 

questionnaire, you will be able to exit the questionnaire and this will terminate 

your participation. 

However, as the study is anonymous, once you have submitted your completed 

questionnaire you will not be able to withdraw your contribution to the study. 

 

What will happen if I decide to take part? 

 

If you decide to take part, please click Next as seen below. You will then be 

asked to read and complete a consent form. Once you have completed this 

short form, you will be invited to complete the online questionnaire. 

It will ask you to answer a few short questions about yourself (e.g. age, gender, 

time since diagnosis); please note you will not be asked for your name. The 

main body of the questionnaire will ask you to rate a series of statements in 

relation to how you relate to yourself, how you relate to others, and any 

negative feelings in response to your condition. Finally it will ask you to rate 

statements in relation to your diabetes self-care behaviours. The questionnaire 

will contain clear instructions about how to complete it. 

 

You do not have to complete the questionnaire in one sitting. The option 

to finish later will be available at the bottom of each page of the questionnaire. 

By clicking on this, your answers will be saved and you will be able to return to 

complete the questionnaire at a later date using the link provided. 

 

What are the possible disadvantages and risks of taking part? 
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This study will require up to 30 minutes of your time (this can vary). Some 

people may at times find it difficult to answer questions about their experiences. 

If you should find yourself upset, support details will be available at the end of 

the questionnaire, and also on the study website. 

What are the possible benefits of taking part? 

Whilst there will be no direct benefit or payment for taking part in this study, 

some people find answering these questions helpful for reflecting on their 

experiences. It will also give you the opportunity to share your experiences in a 

project that will hopefully go on to help improve the understanding of the 

emotional impact of Type 2 Diabetes, and to help improve the support available. 

What if there is a problem? 

If you have any concerns about the study, it might be helpful to discuss these 

with the researcher who will do their best to answer your questions. You may 

also contact either of the researcher’s supervisors at the University of Hull. 

Please see below for contact details. 

What will happen to the results of the study? 

After the study is completed, the results will be written up as part of the 

researcher’s thesis and may be submitted for publication in an academic journal 

or presented at conferences. 

Will my taking part in this study be kept confidential? 

All of the answers you give throughout the questionnaire will remain anonymous 

and confidential. You will not be asked to provide any non-anonymised 

personal information. All data from the study will be stored securely at the 

University. 

Some direct quotes from your answers may be used in the write-up of the study 

or in the presentation of the study at conferences, but none of your personal 

details or any identifiable data will be included. Any quotes that risk breaching 

confidentiality will not be used. 

Who is organising and funding the research? 
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The researcher is a doctoral student in Clinical Psychology at the University of 

Hull and an employee of Humber NHS Foundation Trust. This study is part of 

her doctoral research project and is funded by the University of Hull. 

Who has reviewed the study? 

Independent Research Ethics Committees protect the interests of people who 

participate in research. This study has been reviewed by the School of Health 

and Social Work Research Ethics Committee at the University of Hull and 

received a favourable opinion. 

Further information and contact details 

If you are interested in participating, you can proceed to the questionnaire by 

pressing Next 

If you would like more information, feel free to contact the researcher directly via 

the contact details below. 

Contact Details 

Researcher: Cara Childs 

Trainee Clinical Psychologist 

 

Clinical Psychology Programme, School of Health and Social Work, Aire 

Building, University of Hull, Cottingham Road, Hull, HU6 7RX 

 

Email: info.diabetesresearch@gmail.com 

 

Research supervisors 

Dr Tim Alexander 

Research Co-ordinator 

Email: t.alexander@hull.ac.uk 

01482 464030 

Dr Philip Molyneux 

Clinical Practice Co-ordinator 

Email: p.molyneux@hull.ac.uk 

01482 464170 

Thank you very much for your interest. 

(14.07.17, version 2.3) 

 

mailto:info.diabetesresearch@gmail.com
mailto:t.alexander@hull.ac.uk
mailto:p.molyneux@hull.ac.uk
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Appendix K: Participant consent form 

  

CONSENT FORM 

 

1. I confirm that I have read and understand the information sheet 

dated 14/07/17 (version 2.3) for the above study.  I have information 

for the individuals to contact if I have any further questions and I 

understand I can do so before starting the questionnaire.  

   

2. I understand that my participation is voluntary and that I am free to 

withdraw at any point, without giving any reason. 

 

3. I understand that once I have submitted my questionnaire, it is not 

possible for my answers to be withdrawn as all the data is 

anonymous. 

 

4. I confirm that direct quotes from my answers to the questionnaire 

may be used in future publications or conference presentations and 

understand that if so, they will be anonymised. Any quotes that risk 

breaching confidentiality will not be used in publications.   

 

5. I confirm that I am 18 years or older 

 

6. I can confirm that I have a diagnosis of Type 2 Diabetes   

 

7. I agree to take part in the above study  
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Appendix L: Participant debrief information 

 

Thank you very much for taking the time to complete this 

questionnaire.  

If you have any remaining questions, contact details for the researcher are 

available on the study website:  

https://compassionindiabetes.wordpress.com/ 

The results of this study will be available in Summer 2018.  

If you are affected in any way by the content of this study, support can be found 

from the following sources: 

 

Diabetes UK helpline 

The Diabetes UK Helpline is a dedicated diabetes helpline for all people with 

diabetes, their family or friends, and people who are worried they might be at risk. 

The confidential helpline is staffed by trained counsellors who have extensive 

knowledge of diabetes. They can provide information about the condition, take the 

time to talk things through and explore emotional, social, psychological or practical 

difficulties. 

 

Call: 

0345 123 2399 

0141 212 8710 (Scotland) 

 

Email: 

helpline@diabetes.org.uk 

helpline.scotland@diabetes.org.uk 

 

 
 
 
 
 

https://compassionindiabetes.wordpress.com/
mailto:helpline@diabetes.org.uk
mailto:helpline.scotland@diabetes.org.uk
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Appendix M: Demographics questionnaire  
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Appendix N: Summary of Diabetes Self Care Activities (SDSCA) 
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Appendix O: Other As Shamer Scale (OAS) 
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Appendix P: The Compassionate Engagement and Action Scales (TCEAS) 
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Appendix Q: Fear of Compassion Scale (FOCS) 
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Appendix R: Pilot study information  
 
In August 2017, prior to the commencement of the main study, the 

questionnaire was piloted. This was done in order to receive feedback regarding 

the nature and ordering of the questions, the length, the usability, as well as any 

technical issues with the online format. In the first pilot, the questionnaire was 

completed by a non-clinical sample of n=4 volunteers, including research 

supervisors. These individuals provided feedback on the length of the 

questionnaire and time taken to complete each part of the questionnaire. This 

information was used to shape the information participants were provided with. 

In a second pilot, the questionnaire was then completed by a volunteer sample 

of n=3 individuals with a diagnosis of Type 2 Diabetes. These individuals 

provided overall feedback on the questionnaire, plus any reflections around how 

it applied to them as a member of the population of interest. Of note, these 

individuals suggested that some of the self-care questions for the SDSCA may 

not be applicable to all individuals with T2DM, such as the questions about 

medication. As a result of their feedback the option to answer ‘Not Applicable’ 

was added to certain items on the questionnaire. All individuals were thanked 

and debriefed for their involvement in the pilot.  
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Appendix S: Additional detail of qualitative analysis process 
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