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KEY MESSAGES 

•	 An integrated approach that gives equal weight (value) to psychological well-being and biomedical outcomes 
is essential to diabetes care.

•	 Raising and acknowledging the emotional demands of living with diabetes and engaging in a non judgemental 
open conversation is often enough for people to feel supported.

•	 A positive rapport and therapeutic relationship is key to ensuring there is a safe space to explore and support 
people in this way.

•	 Systematic screening is recommended and there are measures available to identify issues however, there are 
many barriers to their employment by health care professionals (HCPs).

•	 It is good practice to assess or screen for difficulties at particular points in time such as at diagnosis, life 
transitions, the onset of complications and when there are significant changes in treatment. 

•	 There are many resources to support both the PLwD and the HCP (e.g. web, social prescribing, peer support, 
community resources). 

•	 Both system and organisational change is required to facilitate the transformation in the way practice is 
delivered to enable greater emphasis on emotional and psychological support in diabetes care. 

•	 There are many tools available to assist clinicians they can be found in the Appendix (Practitioner and Service 
Development Resource Guide).

Emotional health is how we think and feel – it’s about a sense of well-being – our ability to cope with life 
events and how we acknowledge our own emotions as well as those of others. It doesn’t mean being 
happy all the time (Samaritans 2020).

The iDEAL (Insights for Diabetes Excellence, Access and Learning) Group exists to enable the delivery of best practice in 
diabetes care for every person living with diabetes (PLwD). We are a highly engaged independent multidisciplinary team of 
representative experts with a visionary outlook to improve diabetes care outcomes across the UK.

The group includes the perspective of people living with diabetes, clinical service provider organisations and their professional 
bodies as well as the main charities and interest groups. This enables networking and outreach to gather, evaluate and 
share evidence to reach practitioners delivering diabetes care and those in need of it. We lobby policymakers and challenge 
perceptions to encourage the redirection of resources and influence education and training opportunities to meet the needs 
of all individuals living with diabetes.

Our programme of action is focused on harnessing our professional expertise to build consensus, network, research, share 
knowledge and collectively seek to make things better; both for practitioners working in partnership with and for people 
living with diabetes.

www.idealdiabetes.com
@iDEALdiabetes
                iDEAL Diabetes
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INTRODUCTION 

This iDEAL position statement acknowledges the plethora of high quality reviews and it would be beyond the scope of this 
paper to synthesise this evidence base. By highlighting key messages and signposting to resources, we aim to support 
timely intervention by HCPs working with PLwD, particularly in the primary care setting.

The higher prevalence rates of psychological difficulties for PLwD, are well established, these include low mood, major 
depressive disorder, anxiety, disordered eating and diabetes distress. Studies suggest an elevated risk of experiencing 
depression equivalent to people with other long term health conditions (10-12%) and double that of the general population 
(5%) (Anderson et al, 2001, 2008, Lloyd et al, 2000, de Groot et al, 2016). Anxiety in PLwD is less well researched but 
studies suggest prevalence rates of 15-25% (Lloyd, 2000), and even up to 49% (Peyrot and Rubin, 1997). However, 
accurate reporting of prevalence rates vary because they are confounded by the method of collection (self report versus 
interview) and mislabelling the diagnosis (i.e. diabetes distress being labelled as depression) (Skinner et al, 2019, Fisher et 
al, 2019). 

The risk of experiencing disordered eating behaviours is increased for people living with both type 1 and type 2 diabetes 
compared with their peers (Broadley et al, 2020). The evidence within this area is limited but growing. It is increasingly 
evident there are an array of disordered eating behaviours without categorisation in this area, resulting in a number of PLwD 
remaining unsupported because they do not neatly fit the diagnostic criteria for eating disorders (Broadley et al, 2020). 
iDEAL welcomes the current research into identifying these as a step in supporting the development of screening tools and 
individualised treatment approaches (Odiase et al, 2020, Phillips et al, 2020, Beckwith et al, 2020). 

In addition to the psychological difficulties detailed above, over the last 25 years, there has been the development of a 
construct known as ‘diabetes distress’ which sought to further understand and describe the emotional burden of living with 
a long term condition that requires constant attention and concomitant threat. This construct has acted as a catalyst for the 
emotional and psychological well-being of PLwD to be given equal status as the biomedical components of diabetes. There 
are several reviews (Skinner et al, 2019, Fisher et al, 2019) that indicate how best to support PLwD specifically with respect 
to diabetes distress and toolkits and resources these will be further explored below. 

The social milieu within which people with diabetes currently live is also of great importance. There is a culture of blame 
and judgement around conditions that are viewed to be as a direct result of the person’s behaviour. People living with 
type 2 diabetes find themselves blamed and stigmatised by the media as being responsible for their condition through 
lifestyle choices with little recognition of the potential risk factors and the obesogenic environment in which individuals find 
themselves. This has added further to the distress experienced for those PLwD who often have to endure misconceptions 
and judgement from others which can be internalised by the PLwD and prevent them seeking the help and support they 
need. These attitudes may also pervade their healthcare and their relationships with HCPs (please see Odiase et al, 2020, 
Phillips et al, 2020) and potentially even influence policy measures (Mata & Hertwig, 2018). 

Finally, resources are limited. Although the political context might possibly be about to change with respect to funding 
decisions, the NHS has been chronically underfunded and this has had an impact on the resources available for both 
physical and mental health. There is a pressure on time, in busy clinics and long waiting times to see specialist mental health 
practitioners. These act as barriers to engaging in conversations about psychological well-being, as well as many HCPs, 
feeling they have had insufficient training and do not have the ongoing support to engage in consultations that include a 
focus on the emotional impact of living with diabetes. 

However, despite these challenges, there are grounds for optimism as the growing zeitgeist is that the psychological and 
emotional aspects of living with long term conditions like diabetes must be acknowledged and supported in everyday clinical 
settings.

This paper, therefore, is a ‘call to action’ to move beyond acknowledging that there is an issue to be addressed towards 
arguing and making some real change in the design and delivery of our services so that psychological and emotional 
well-being is given equal precedence to biomedical makers. Despite the vast evidence base that there is an issue limited 
resources are given to this area, the gap has been highlighted in Too Often Missing (Diabetes UK, 2019a). iDEAL supports 
the recommendations from Diabetes UK’s report and the main themes are summarised in Table 1.
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TABLE 1: MAIN RECOMMENDATIONS FROM ‘TOO OFTEN MISSING’

This position paper aims to cover three key areas; the specifics of supporting emotional and psychological 
well-being for PLwD, the ethos of a service that aims to work in this way and the organisational and supportive 
systems that are required. 

1.	Supporting emotional and psychological well-being for people living with diabetes 
1.1 Prevention of psychological difficulties 
As with any other aspect of our health our emotional and psychological wellbeing requires ongoing management. This 
requires a fundamental societal and cultural shift. Although our physical wellbeing is based on numerous factors such as 
genetics and environment it is well established that our own actions have a role to play and that maintenance of health 
requires engagement in lifestyle behaviours. Prevention of psychological difficulties is based on this same premise that if 
a person becomes more informed about the factors that may support their emotional wellbeing they may avert difficulties 
or seek help at a sooner point. Psychoeducation is fundamental to this approach as it allows the person to gain an 
understanding of the factors that may influence their psychological wellbeing and can enable people to make a more 
informed choice about how they would like to proceed in just the same way as any other aspect of self management 
education. Increased awareness of the emotional and psychological impact of diabetes is crucial as it normalises the 
perfectly understandable responses that a PLwD may find distressing or concerning without this information. One example 
is the common or expected reactions people experience following a diagnosis of diabetes (please also see Odiase et al, 

Aim or focus Recommendation

The psychological and emotional aspects of living 
with diabetes to be acknowledged in all diabetes 
care via systematic care and support planning.

•	 Engage commissioning and integrated care systems.
•	 Development and use current resources to support 

conversations around psychological well-being in 
consultations.

•	 Ensure that physical and mental health outcomes are 
recorded. 

•	 Ensure these issues are included in NICE guidance.
•	 To be included in all self management education 

programmes.

To ensure links with the third sectors to ensure 
that peer support, community groups, self help 
resources are offered as options.

•	 Increase access to social prescribing. 
•	 Commission peer support services.
•	 Increase awareness of services and signpost accordingly.

Diabetes services to be supported by specialist 
mental health professionals (eg Psychologists, 
Liaison Psychiatrists).

•	 Commissioners to ensure an integrated mental health 
professional with knowledge of diabetes.

•	 Ensure IAPT LTC services are available. 
•	 Ensure liaison between IAPT and the diabetes services. 

Develop an integrated pathway for diabetes and 
emotional and psychological well-being.

•	 In progress.

Training for all HCPs working in diabetes in this 
area.

•	 Links with Health Education England, academic 
institutions and commissioners.

For mental health professionals providing care for 
PLwD to have training in diabetes.

•	 IAPT, commissioners and other mental health  
professionals.
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2020, Phillips et al, 2020). Being aware that it can be similar to a bereavement and can include shock, disbelief, avoidance, 
sadness and anger. This potentially facilitates the person to engage in conversations they may have otherwise avoided due 
to concerns about ‘not coping’ or being judged. 

An increased insight that strong emotions can occur not only at diagnosis but at other critical times when the impact of living 
with diabetes re-emerges such as being asked to pay extra for holiday insurance, the additional preparation and planning 
required when trying for a pregnancy, changes of treatment or experiencing a complication of diabetes can support the 
person to view these experiences as normal and trigger them to seek out additional help if required. 

It is therefore imperative that information about the psychological impact of living with diabetes is provided as a standard in 
structured self-management education (SME). It can include what is to be expected in terms of psychological adjustment 
to diabetes, but also introduce the concept of diabetes distress and encourage individuals to seek assistance with issues 
around mood, anxiety, eating or emotional factors that are getting in the way of managing their diabetes. This approach 
can be further enhanced by conversations around emotional wellbeing part of routine clinical appointments and could be 
integrated into a collaborative care planning process (Odiase et al, 2020, Phillips et al, 2020). 

The inclusion of screening measures could further reinforce the importance of psychological well-being and there are a 
number of advocates that argue psychological indicators are given equal parity to biomedical outcomes in routine clinical 
settings as part of a holistic assessment (Young-Hyman et al, 2016). There are useful examples of screening that can be 
employed in routine practice. In primary care settings in the UK short screening questions used to highlight issues with 
low mood had been utilized followed by standardised measures such as the Patient Health Questionnaire-9 (PHQ9). There 
are excellent examples of the process in diabetes services (Health innovation Network and Kings Health Partners, 2017). 
Recent reviews (Fisher et al 2019, Skinner et al, 2019) suggest that the Problem Areas in Diabetes Scale (PAID) is probably 
the screening tool of choice as it provides an overview of the many factors contributing to diabetes distress and can be used 
with people living with type 1 and type 2 diabetes. There are however measures that have been specifically developed for 
people living with Type 1 Diabetes (T1- Diabetes Distress Scale) and Type 2 (Diabetes Distress Scale) if the person would 
benefit from a more detailed review of the issues particular to managing their diabetes. There is also a short item measure 
with 2 items (DDS2). The interested reader is signposted to two reviews by Fisher et al, (2019) and Skinner et al, (2019). 

As highlighted above PLwD can experience stigma as a result of their condition. The specific themes that have been 
reported are feeling blamed by others for causing their condition, experiencing negative stereotyping, having a sense that 
they are discriminated against and have their opportunities limited by their diabetes (Browne et al, 2013). The sources of 
stigma appear to be the media, friends, family, colleagues and in their interactions with some HCPs. The experience or fear 
of stigma can impact both people’s psychological and physical wellbeing. The suggested mechanism is that fear of stigma 
can result in concealment attempts such as avoiding monitoring or injecting insulin in public, not telling family, friends or 
colleagues which can lead to not engaging in self-management behaviours. It may influence diabetes distress if the person 
perceives themselves to be to blame for the condition or in some way different. There are links to obesity for people living 
with type 2 diabetes and the fears of negative attitudes towards injections and needles for those with type 1 and 2 diabetes 
(Schabert et al, 2013). 

Given the profound impact stigma can have on the PLwD it is crucial that consultations are conducted with the ethos of 
non-judgement and unconditional positive regard in accordance with the core conditions of any person centred approach 
(Rogers, 1951). This supports the development of a positive rapport and promotes honesty and engagement. The language 
employed has been found to be important to a person’s experience of healthcare and how they feel about the condition. 
Language Matters (2018) is a useful summary document that has been developed and champions the positive principles of 
collaboration, non-judgement, empathy and the powerful impact of language that implies blame. Of course, this approach 
should be employed across all consultations including those where emotional and psychological well-being is explored. 

Finally, it may also be of benefit to include in any psychoeducation approach a discussion about stigma and how the 
person may want to tackle or address this in their life in a way averts the negative consequences that can occur such as 
concealment or negative emotional responses. 
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1.2 Early intervention 
Many of the approaches that support prevention as presented above are also applicable to helping the person to recognise 
as early as possible if living with diabetes is having a negative impact on their psychological wellbeing and when to seek 
help. Once again information gained about common emotional and psychological reactions is of help. If psychoeducation 
is a core component of all self-management education approaches these issues will have already been raised. Written 
information and/or signposting to web based resources about when to seek advice or assistance can act as a reference 
source for both the PLwD and other people in their life (Table 2). 

Screening routinely and at significant times should also be considered to highlight issues at an earlier point as people can 
be reluctant to raise the subject of psychological difficulties in a clinic situation. Screening tools or consultation prompts that 
include emotional and psychological issues as part of the menu to be discussed can enable the PLwD to raise the subject. 
It can help to promote the benefits of early intervention in the same way that we would with any physical issue in order to 
reduce the barriers to disclosing or describing difficulties in a consultation (Fisher et al, 2019) (Table 2).

With respect to specific interventions, there is the pyramid model of care that classifies psychological distress in terms of 
the levels of care required to help with a particular difficulty (Figure 1). This model has been widely used in mental health 
services and adapted for use in diabetes care. It recognises that all HCPs working in diabetes are responsible for ensuring 
some element of psychological care (Diabetes UK, 2010). This model suggests that at the bottom of the pyramid PLwD can 
be well supported by HCPs working in primary and specialist care who ideally will have had additional training and support. 
As an individual’s difficulties become more complex they may require more specialist intervention from mental health care 
professionals such as clinical psychologists and psychiatrists. 

FIGURE 1: THE PYRAMID MODEL

LEVEL 5
Severe and

complex
mental illness,

requiring specialist
psychiatric intervention(s).

LEVEL 4
More severe psychological

problems that are diagnosable and
require biological treatments, medication

and specialist psychological interventions.

LEVEL 3
Psychological problems which are diagnosable or

classified but can be treated solely through psychological  
interventions. This includes mild and some moderate cases of 

depression, anxiety states and obsessive compulsive disorders.

LEVEL 2
More severe difficulties with coping, causing significant anxiety or 

lowered mood, with impaired ability to care for self as a result.

LEVEL 1
General difficulties coping with diabetes and the perceived consequences of this the person’s 

lifestyle etc. Problems at a level common to many or most people receiving the diagnosis.
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TABLE 2: EARLY INTERVENTION

Aim or focus Examples of intervention HCP 

To provide support 
and information at 
diagnosis and other 
key points.

Psycho education i.e. information and 
discussions about the common emotional 
responses that PLwD experience and how 
to access support if required. Ensure it 
is embedded in SME and provide written 
resources and links to online support such as 
Diabetes UK. 

All members of the healthcare team 
with assistance/guidance from a 
psychologist/mental health practitioner 
embedded in a team or with 
knowledge and experience of working 
with PLwD. 

Provide interventions 
that promote well-
being.

Mindfulness, compassionate mind based 
approaches, acceptance and commitment 
therapy, resilience interventions and social 
prescribing. 

Practitioners with training in the  
relevant interventions.

Support people 
experiencing diabetes 
distress.

Embed in standard SME.
Provide specific diabetes distress interventions.
See chapter in Diabetes and Emotional Health 
Practical guide (Diabetes UK, 2019b). 

All HCPs – with additional training and 
support.

Identify and support 
those with mild/
moderate low mood.

•	 Screening or assessment for difficulties with 
mood. Menu of options discussed including 
Improving access to Psychological Therapy 
(IAPT).

•	 Self Help Materials (see appendix).
•	 Web based interventions such as Silver 

Cloud or Big White Wall.
•	 DUK resources such as Information 

Prescriptions. 
•	 Diabetes and Emotional Health – Practical 

guide which includes recommendations 
about when to refer on for more complex 
difficulties. (Diabetes UK, 2019b).

All HCPs.

Specific interventions provided by 
HCPs trained in low intensity CBT.

Identify, and support 
people around 
disordered eating.

Psychoeducation around the impact of diabetes 
on eating.

Information can be found on the website 
Diabetics with Eating disorders. The Centre 
for Clinical interventions and the Diabetes 
Emotional Health Practical Guide (see 
Appendix). 

All HCPs to ask about these issues 
and discuss. Specific screening tools 
can be used (Broadley et al, 2020). 
Also to refer on to specialist eating dis-
order services when required and work 
closely with specialist eating disorder 
services. 
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1.3 Specialist intervention 
It is beyond the scope of this document to determine or describe in any detail the services that should ideally be available to 
PLwD who require specialist services. There are some specific recommendations that iDEAL would endorse as described 
in other guidelines (Diabetes UK, 2019, London Strategic Clinical Network, 2014). It has been noted in many service user 
consultations that PLwD prefer to receive their mental health care from services that have some knowledge of diabetes and 
the tasks involved in its day to day management. This is a challenge for clinicians working in mental health and IAPT settings 
who will be working with people managing a number of physical health conditions. However, there is the opportunity and 
some examples of co-working across services (London Strategic Clinical Network, 2014). Joint working can also result in 
a greater knowledge of referral pathways, improved communication and a shared language. This is particularly appropriate 
for individuals experiencing the most severe difficulties with their mental health that may or may not be related to diabetes 
but certainly made more complex by the additional burden of living with diabetes. In contrast, people with less complex 
issues might best be helped by lower intensity cognitive behavioural therapy (CBT) and would possibly fit the criteria for 
IAPT. In both instances, there is a need for good communication across the teams involved in their care and for those HCPs 
providing their mental healthcare to be knowledgeable about diabetes. 

There is also a requirement for individual’s whose struggles with diabetes are the main contributing factor to their psychological 
difficulties to have their psychological care provided within the specialist diabetes MDT by a psychological practitioner who 
is embedded in diabetes. This is usually a clinical psychologist, counselling psychologist or highly trained psychotherapist. 
This practitioner has a greater depth of knowledge about the interface of diabetes and mental health distress and also 
supports the diabetes MDT. For people experiencing diagnosable eating disorders, there is a specific requirement for 
specialist eating disorder services, but with close liaison and joint work with diabetes care. 

2.	 The style and philosophy of care required to support consultations that include emotional well-being 
It has been argued that self-management education programmes benefit from an explicit philosophy that underpins the 
style of relating during their delivery (Skinner et al, 2003). It can also inform the models and theoretical concepts we employ 
(Entwhistle & Cribb, 2013). This is also the case for individual consultations, particularly where there is a need to explore and 
acknowledge emotional and psychological issues. Within this context, an internal dialogue may already be in operation for 
the PLwD that in some way they are not coping as they ‘should’ and that they may be judged. There is a growing burden 
of stigma and blame attached to the diagnosis of diabetes called ‘the shame and blame disease’ by a PLwD taking part 
in qualitative work in this area (Browne et al, 2013). A bias in media reporting possibly reinforced by experiences in clinical 
settings has resulted in people believing that they are to blame for their diabetes. Additionally, there is a potential for this 
stigma to be compounded by the additional burden of considering oneself as also having a psychological problem or mental 
health condition with its concomitant stigma and public misconceptions (Russler, 2016, Haddad, 2015). 

Thus, the attitude and skills of the HCP are crucial to de-stigmatising the clinical encounter facilitating open and honest 
explorations of the person’s experience of living with diabetes (Odiase et al, 2020, Phillips et al, 2020). We have an established 
lexicon to describe how consultations should ideally be delivered such as person-centred and empowering, but how these 
are conceptualised and operationalised can vary widely. There are many tools to support clinicians and multiple consultation 
models (Odiase et al, 2020) including documents such as Language Matters (NHS England, 2018) that specifically highlight 
the importance of the language that is employed in consultations reinforced by recent evidence of the impact on of HCPs 
language on diabetes distress (Skinner et al, 2019). Ultimately, the practitioner’s style of delivery will be largely influenced by 
the ethos (spirit or philosophy) of the practitioner and the service in which they work (Odiase et al, 2020, Phillips et al, 2020). 

Carl Rogers (1951) was one of the first clinicians who argued that ‘core conditions’ are required within a consultation to 
develop a relationship that supports open exploration and discovery. These are well established, and in many fields of 
research have been found to be linked to outcomes and the therapeutic alliance that is established (Bordin, 1979, Hovarth 
& Symonds, 1991, Martin et al, 2000). In diabetes, there are specific examples of the power of supporting autonomy 
(Williams et al 1998), listening and acknowledging (Chew et al, 2018) and empathy (Dambha-Miller et al, 2019 ). In a two 
armed intervention listening and acknowledging was found to be just as effective as a specific psychological intervention 
in tackling diabetes distress (Chew et al, 2018) and in a primary care setting the beneficial impact of practitioner empathy 
on cardiovascular outcomes has been demonstrated in a large cohort (n=628) with those individuals rating higher clinician 
empathy in the first 12 months post diagnosis experiencing significantly lower rates of all cause mortality at 10 year follow up. 
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3.	 Cultural, Organisational and System changes are required 
The case is strong for engaging in this way of relating when working with PLwD and other multi-morbidities (The Richmond 
Report, 2018), specifically when exploring psychological wellbeing and the emotional impact of living with diabetes. There 
does however seem to be major barriers at an organisational and individual level that have been widely reported (Holt et al, 
2013, Johansen et al, 2014, Bryne et al, 2017, Joensen et al, 2018). 

A specialist diabetes team set out to integrate a counselling based approach in their consultations (Doherty et al, 2000). 
The HCPs in this specialist diabetes service reported that it was difficult to engage in this approach due to time constraints 
in clinic, a focus on biomedical outcomes, anxieties around discussing emotions, ambivalence about whether this was their 
role and an ethos in the service that did not support this approach. The HCPs lacked confidence in their skills and found 
themselves reverting back to their old behaviours in consultations. At that time the conclusions were that organisational and 
system design was required in services to support HCPs to engage more effectively in psychologically informed consultations 
(Doherty et al, 2000). Almost 20 years later these findings were replicated by a group of HCPs who were asked about the 
barriers to engagement in consultations with a psychological focus; they include a concern about managing emotions, 
time constraints, the biomedical focus and again argued that they would require a change in system level change in the 
clinic culture, guidelines and a move away from a focus purely on biomedical outcomes (Joensen et al, 2018). There have 
been numerous guidelines and multiple publications of examples of service design. (Diabetes UK, 2019, London Strategic 
Clinical Network, 2014), but it still proves challenging for conversations about emotional and psychological wellbeing to be 
fully integrated into routine diabetes care. The barriers are clear including the absence of referral pathways, sufficient training 
and support and an infrastructure in the clinic that supports HCPs. 

Care and support planning is an example of an overall system change that can enhance patient centred conversations and 
collaborative decisions for people with diabetes and other long term conditions (Roberts et al, 2019, Coulter et al, 2013, 
Doherty et al, 2012). The success of this endeavour has been based on a focus on ensuring organisational change to 
transform the consultation alongside ensuring that commissioners support the change and log the changes that are required. 
The metaphor of a House was employed to emphasise that all aspects of the process need to be addressed collectively; 
the foundations, walls and roof are required to ensure that the structure is safe, watertight and strong. This has potentially 
been the challenge to the integration of emotional and psychological well-being into routine consultations. Clinicians trying 
to engage in these sorts of conversations have said on multiple occasions that they require additional training, ongoing 
support, time in clinics, referral pathways, recognition of the importance of psychological outcomes alongside biomedical 
outcomes and ideally for this to be incentivised. This is summarised in Figure 2 with some indicators of the key enablers that 
need to be in place for change to occur. 
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FIGURE 2: EMOTIONAL AND PSYCHOLOGICAL WELL-BEING HOUSE OF CARE

CONCLUSIONS 
There is much evidence and multiple reviews that demonstrate the importance of supporting the emotional well-being of 
PLwD. Yet it still remains a neglected aspect of care. The barriers are many including the structure of clinics, biomedical 
focus, a dearth of support services to refer onto and the HCPs lack of confidence around engaging in conversations that 
they feel ill equipped to manage. 

iDEAL’s call to action is for psychological outcomes to be given equal weighting to biomedical indicators. To argue that a 
whole system approach is required to support the change required to embed this way of working in routine care supported 
by commissioning, additional training and support for HCPs. 
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APPENDIX:

Practitioner and Service Development Resource Guide
Please find a set of resources to support your journey around supporting clinical consultations that support psychological 
well-being.

Measurement and screening
There is a consensus that the assessment of psychological well-being should be included in diabetes care.
The tools recommended by the literature and by the International Consortium of Health Outcomes: https://www.ichom.
org/news/ichom-diabetes-standard-set-released-on-world-diabetes-day-2018/ 
are:

•	PHQ9 to evaluate depression/low mood

•	PAID to evaluate diabetes distress

•	WHO5 to evaluate well-being

The type 1 toolkit includes a useful guide to screening measure and pathway to employ: https://healthinnovationnetwork.
com/wp-content/uploads/2017/06/TC1-toolkit-final.pdf

The Emotional Health Professionals Guide has recommended measures based on literature review for each area of difficult 
such as eating issues, anxiety and other psychological responses: https://www.diabetes.org.uk/professionals/resources/
shared-practice/psychological-care/emotional-health-professionals-guide

The Behavioural Diabetes Institute provides free copies of diabetes distress tools and a web based tool for electronic 
assessment: https://behavioraldiabetes.org/scales-and-measures/

Practitioner support resources

Diabetes UK has many support materials in this area one of which is the information prescription ‘My emotions and 
diabetes’: https://www.diabetes.org.uk/professionals/resources/resources-to-improve-your-clinical-practice/information-
prescriptions-qa. These can be used via primary care IT systems; EMIS Web, Vision and SystmOne.

The Emotional Health Professionals Guide supported by Diabetes UK is an extensive manual that covers many of the 
common difficulties experienced by PLwD: https://www.diabetes.org.uk/professionals/resources/shared-practice/
psychological-care/emotional-health-professionals-guide. Each chapter includes a description of the difficulty, how to 
raise the issue, assess, support and when to refer on. It also includes patient related information.

Centre for Clinical Interventions develops and provides evidence-based treatments to adults experiencing complex 
anxiety, mood and eating disorders. It is a useful place to find up to date online resources: https://www.cci.health.wa.gov.
au/Resources/Looking-After-Others

Specifically for supporting people with Eating Disorders, there is the Diabetics with Eating Disorders website with 
resources section: http//dwed.org.uk/ and BEAT Eating Disorders: https://www.beateatingdisorders.org.uk/

The person living with diabetes

Many of the resources in the practitioner sections above are relevant for PLwD. 

The Emotional Health Professionals Guide has resources in each section for PLwd  
https://www.diabetes.org.uk/professionals/resources/shared-practice/psychological-care/emotional-health-professionals-
guide

Of course the Diabetes Uk website and their support services including their helpline: https://www.diabetes.org.uk/guide-
to-diabetes/emotions

The Centre for Clinical Interventions has useful resources: https://www.cci.health.wa.gov.au/resources

Northumberland, Cumbria, Tyne and Wear have some very helpful self help leaflets: https://web.ntw.nhs.uk/selfhelp/

Diabetics with Eating Disorders http://dwed.org.uk/ and BEAT Eating Disorders https://www.beateatingdisorders.org.uk/ 
have helpful resources for those struggling with eating issues

Commissioning tools

http://www.londonscn.nhs.uk/publication/commissioning-recommendations-for-psychological-support/

https://www.yearofcare.co.uk/building-your-house
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The First 5 Steps

iDEAL calls for a whole system approach to support an increased focus on emotional and psychological well-being 
in routine diabetes care. However, please find below some recommendations for the interested clinician keen to 
make immediate changes to their practice.

1.	Ensure and develop a space in the clinical environment conducive to a holding a private uninterrupted conversation 
– this may require some reorganisation to the clinic process or timing.

2.	Raise the issue or use preparation tools prior to the consultation such as posters, information leaflets or specific 
tools like those used in care planning. Many are available via Diabetes UK, and there are examples of care 
planning tools on https://www.yearofcare.co.uk

3.	As confidence grows and develops use information prescriptions or other tools to assist the consultation 
https://www.diabetes.org.uk/professionals/resources/resources-to-improve-your-clinical-practice/information-
prescriptions-qa

4.	Further develop your confidence by accessing training in counselling skills. Your Trust may provide training in 
these skills many organisations have adopted Sage and Thyme training to help their staff who work in areas 
of high distress http://www.sageandthymetraining.org.uk/ or you could access the via a local University or an 
course such as Knuston Hall (Kilvert and Fox, 2017) https://www.diabetescounselling.co.uk/

5.	Try to develop relationships with mental health colleagues such as psychologists, counsellors or psychotherapists 
to support you with your consultations.
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