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Guide to the Guide 

This Guide is designed for managers of diabetes self-management programs, diabetes educators and 

others implementing self-management programs who are interested in learning more about how they can 

better incorporate healthy coping strategies into their work.  For program managers, the goal of the Guide 

is to introduce the range of approaches that address negative emotions and may enhance healthy coping in 

adults with diabetes. The objective is to help program managers increase their knowledge of healthy 

coping approaches in order to expand existing services or develop new programs for dealing with 

negative emotions. 

For diabetes educators and others implementing self-management programs, the goal of the 

Guide is to provide an introduction and overview of diverse approaches with enough detail to help the 

individual determine which may be especially worth incorporating into their own work.  In no way does 

the Guide provide sufficient detail to enable one to become competent in any particular healthy coping 

strategy.  Rather, it aims to acquaint the professional with a sense of how intervention approaches may be 

used and key features in their application, along with identification of sources of further information. 

In the pages that follow, we describe a variety of approaches to addressing negative emotions and 

promoting healthy coping in individuals with diabetes. In addition to providing broad descriptions of each 

approach, we comment briefly on the nature and strength of the evidence base supporting its effectiveness 

by citing research conducted with individuals with diabetes and other chronic illnesses.  We also provide 

examples from programs from the Diabetes Initiative of the Robert Wood Johnson Foundation to 

illustrate how some of these approaches have been integrated into real-world settings through various 

channels.  Implementation considerations are discussed and additional resources provided for those 

interested in adopting one or more of these approaches. Program managers, educators, and counselors 

should find information to guide choices as to whether a particular intervention approach may be useful in 

their setting and with their population, important things to consider about organizing and implementing 

such an intervention, and where to find further information.   

This Guide was developed by the National Program Office of the Diabetes Initiative.  It is 

informed by the research and patient education literatures as well as the experiences of the fourteen 

grantees of the Initiative and their varied and innovative approaches to enhancing services for healthy 

coping within their programs.  Healthy coping cuts across all aspects of diabetes, thus making it important 

to integrate interventions that address negative emotions into diabetes self-management programs.  It has 

become clear that doing so is quite feasible and ultimately beneficial to program recipients, while also 

providing professional satisfaction for those expanding their programs in these directions. 
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Tips for Practitioners 

A common challenge in management is knowing when to ñdrill downò and explore details of an 

operation to assure its success.  Managers of diabetes care programs will not routinely immerse 

themselves in the details of interventions for negative emotions.  However, their ability to drill down 

effectively when necessary requires some feel for nuances in these areas that may be critical to 

success.  Thus, the guide goes into appreciable detail regarding ñTips for Practitionersò for some of 

the intervention strategies.  This level of information is provided to assist program managers in 

making more informed decisions about recruiting appropriately trained individuals, understanding 

problems that may emerge, and knowing how best to monitor those program approaches for 

effectiveness. 

 At the same time these Tips for Practitioners should help diabetes educators by alerting them 

to important features of interventions they may be considering. 

Managers and professionals in diabetes care may feel wary of entering the realm of psychological 

and psychiatric problems, negative emotions, depression and the like ï ñWe donôt handle those things!ò 

However, it has become obvious that ñwe do handle these thingsò because they are part and parcel of the 

day-to-day experience of diabetes.  The very model of self management used in diabetes and care of other 

chronic diseases ï identifying needs, goal setting, teaching skills, appropriate medical care, follow up and 

support ï is emerging as a key model in treating mental illness.  Thus, readers of this Guide will be 

familiar with approaches to organizing and providing care that can be helpful with the range of negative 

emotions those with diabetes experience.  We hope the Guide may help you expand the skills you bring to 

this work. 
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Introduction 

Emotions play an important role in diabetes.  For some time, this has been apparent to clinicians and 

patient educators ï as well as those with diabetes and their families ï and is widely reported in the 

research literature.
1
 This central role in diabetes management of emotions and coping with them has been 

well recognized by the American Association of Diabetes Educators through its inclusion of ñHealthy 

Copingò among its AADE7Ê Self-Care Behaviors (http://www.diabeteseducator.org/ 

ProfessionalResources/AADE7/). The interplay between emotions and diabetes can be complex.  Not only 

can poor metabolic control and the complications that come with it induce an array of negative emotions, 

but negative emotions can in turn hinder a personôs ability to manage diabetes and maintain metabolic 

control.   

The type of negative emotions and problems with coping that occur in diabetes represent a wide 

spectrum.  Depression is widely acknowledged to be a major problem in diabetes.  Not only are people 

with diabetes more likely than the general population to experience clinical depression, but depression is 

also likely to interfere with diabetes management and affect processes related to metabolic control.  But it 

is not just depression!  Anxiety, frustration, stress, concerns about diabetes and its complications and 

anger are some of the many other negative emotions that make living with diabetes more difficult. 

 In addition to the many types of negative 

emotions, individuals with diabetes may 

experience these with varying degrees of 

severity.  Manifestations may range from anxiety 

over day-to-day events to mild transient distress 

related to being diagnosed with diabetes to more 

serious psychopathology (Figure 1).  These 

manifestations may wax and wane over the 

course of the many years that people live with 

diabetes.  Thus, it is normal and to be expected 

that, through the course of living with diabetes, most individuals will experience some negative emotions 

that will interfere with management of their diabetes. Successful coping with negative emotions, however, 

will almost always enhance diabetes management and quality of life.    

Despite an increased awareness of the importance of emotions for all individuals living with 

diabetes, the best way to address emotional factors in diabetes care and patient education has remained 

elusive and presents substantial challenges for service providers in community and primary care settings.  

However, as research in this area emerges, a variety of approaches to promoting self management and 

Daily

Stressors,

Hassles

Mild, Transient 

Distress

Diagnosable

Problem, e.g.,

Depression,

Anxiety Disorder

Problems that 

are Hard to 

Treat

Figure 1 ïRangeof Negative Emotions

http://www.diabeteseducator.org/%0bProfessionalResources/AADE7/
http://www.diabeteseducator.org/%0bProfessionalResources/AADE7/
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healthy coping have been identified that may be helpful in enhancing emotional status, quality of life, 

metabolic control, and clinical status.
1
 Many approaches can be adapted for use across a variety of type 

and severity of disorders.  These approaches can be delivered in a variety of care settings and through 

different channels (see Figure 2).  Some channels, such as traditional diabetes self-management programs 

delivered in primary care and community settings, may address the entire range of negative emotions and 

may benefit quality of life and emotional status, regardless of the severity of individualsô negative 

emotions.  Enhanced attention to coping with negative emotions within traditional self-management 

programs (e.g., by adding a module on techniques for coping with stress and negative emotions), and/or 

providing ongoing follow-up and support (e.g., through the use of community health workers or support 

groups) may result in further 

improvements in emotional status.  

Although all of these approaches 

are often referred to as ñstress 

managementò interventions, they 

actually are a diverse array of 

approaches that parallel the 

diversity in the type and severity 

of negative emotions seen in 

individuals with diabetes.  Other 

approaches are more appropriate 

for specific and severe emotional 

problems. For those, it may be 

beneficial to make psychological or other counseling services available within a care setting or to enhance 

referral resources for specialty care (psychological, social work, and/or psychiatric services).   

As will become clear through the pages of this Guide, healthy coping cuts across all of diabetes 

self management.  At the same time, it includes some very specific interventions such as Cognitive 

Behavior Therapy or meditation.  Adding complexity, the boundaries of different intervention approaches 

are broad.  Thus, for example, problem solving is an approach found in almost every self-management 

intervention.  At the same time, it is a distinctive approach to psychotherapy for emotional problems.  The 

same kind of breadth applies to stress management and cognitive behavioral approaches.  Although this 

breadth and confusion of boundaries may make the field seem somewhat chaotic, it is an important 

feature of healthy coping interventions.  Indeed, it reflects the problems being addressed; that is, the many 

ways in which our emotions, stressors, and barriers to important behaviors cut across all areas and 

dimensions of our lives. 

Figure 2 
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Screening and Assessment for Emotional Health Problems 

Overview 

A first step in developing a comprehensive 

management strategy for addressing negative 

emotions and problems with healthy coping is 

often screening to clearly identify the 

problem(s). Initial screening is frequently 

followed by further assessment to document the 

extent and severity of problems that are 

identified.   

 Screening generally involves evaluating 

individuals to determine the likelihood that they 

have a specific condition or characteristic. Its 

primary purpose is to detect and identify 

conditions for which early treatment will result 

in better outcomes and better overall health.  

Additionally, screening may aid program 

managers in determining the prevalence and 

severity of a condition in their client population 

so that needed services can be planned and 

offered.   

 Screening for emotional health problems 

typically involves assessing whether individuals 

experience various negative emotions or engage 

in behaviors that are common indicators of an 

emotional health problem. Screening helps 

identify those with increased levels of distress 

who would benefit from more in-depth 

evaluation of the issue and contributing 

circumstances, e.g., unusual or ongoing stressful 

life events, social isolation, etc.  

Clinical judgment is an important 

element of screening and may take the place of 

or precede the use of formal screening tools. As 

part of ongoing health care, clinicians screen by 

observing changes in a patientôs behavior, 

function, or mood or by hearing concerns 

expressed by the patient, their family members, 

or others on the patient care team. To confirm 

their clinical observations, clinicians may use a 

semi-structured approach, such as conducting a 

case history interview, which involves taking a 

full personal and social history with specific 

questions determined as the interview 

progresses.  Alternately, the assessment format 

may be highly structured with the administration 

of one or more standardized questionnaires. 

These questionnaires may be completed via 

interview by a trained professional or through a 

self-administered questionnaire given to the 

patient.  Such instruments usually have a 

threshold score above which individuals are 

likely, with some known level of certainty, to 

have the emotional health problem to a degree 

that impacts functioning and quality of life. 

Regardless of the format or degree of structure, 

the clinicianôs assessment skills and judgment 

play an important role in arriving at a full 

understanding of the problem.   

Whatever the specific tools/methods that 

are used, a critical condition for putting a 

screening and assessment program into place is 

that services are available to clients who are 

identified as having emotional health problems.  

Unless such services are in place and accessible, 
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screening is liable to arouse awareness of need 

without any means of addressing that need.  The 

remaining sections of this Guide outline a 

variety of different types of services and 

interventions that can be used in conjunction 

with screening and assessment. 

 

Evidence Base  

Based on the weight of evidence in the 

literature,
1
 the U.S. Preventive Services Task 

Force (USPSTF) updated its screening 

recommendation in 2002 to include an 

endorsement of depression screening in adults 

"in clinical practices that have systems in place 

to assure accurate diagnosis, effective treatment, 

and follow-up."
2
  

For individuals with diabetes, emotional 

health screening is especially appropriate due to 

the range and prevalence of negative emotions 

commonly experienced.  The American Diabetes 

Associationôs Standards of Medical Care in 

Diabetesð2008
3
 assert that diabetes self - 

management education ñéshould address 

psychosocial issues, since emotional well-being 

is strongly associated with positive diabetes 

outcomesò.
3
 
pp.S21-22

  They go on to specify that: 

 ñAssessment of psychological and social 

situation should be included as an ongoing 

part of the medical management of 

diabetes. 

 Psychosocial screening and follow-up 

should include, but is not limited to, 

attitudes about the illness, expectations for 

medical management and outcomes, 

affect/mood, general and diabetes-related 

quality of life, resources (financial, social, 

and emotional), and psychiatric history. 

 Screen[ing] for psychosocial problems 

such as depression, eating disorders, and 

cognitive impairment [is needed] when 

adherence to the medical regimen is poor. 

 . . . It is preferable to incorporate 

psychological assessment and treatment 

into routine care rather than wait for 

identification of a specific problem or 

deterioration in psychological status.ò
3p.S23

 

A great many screening tools have been 

developed and validated for assessing emotional 

health problems in adults.
4
  Many of these have 

also been widely used with individuals with 

diabetes, in both primary care and community 

settings.  Screening tools for a variety of aspects 

of emotional health, including general emotional 

health issues such as depression and anxiety as 

well as diabetes-specific issues, are listed and 

described in the Resources section, with specific 

references and links for those desiring more 

information. 

 

Implementation Considerations 

Screening is typically a flexible, easy to 

implement, and quick process.  Many screening 

instruments for emotional health issues can be 

adapted to different formats (e.g., self-

administered questionnaire, telephone interview, 

in-person interview); for example, the PHQ-9,
5
 

originally a self-administered questionnaire, has 

been successfully used over the phone.
6
 Many 
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available interview-based screening tools also do 

not require extensive training by those 

administering them and require only basic 

interviewing skills (e.g., the Geriatric 

Depression Scale).
7
  Therefore, screening for 

emotional health problems can be included in 

most diabetes self-management interventions, 

even those operating with very limited 

resources.  If programs do not have the resources 

internally to conduct further assessment or 

treatment for individuals scoring above pre-

defined thresholds, referral mechanisms to 

appropriate providers should be in place.  

Further assessment and treatment is usually 

provided by mental health professionals 

specifically trained in these methods, such as 

psychologists, psychiatrists, clinical social 

workers, or other mental health providers.  In 

addition, a protocol should be developed and 

instituted in conjunction with mental health 

providers, specifying what should be done when 

evidence of serious problems such as suicidal 

risk is uncovered during routine screening. 

 Program managers also should consider 

the number and types of emotional health issues 

and negative emotions for which they wish to 

screen. Once a decision is made to screen and 

instruments selected, a protocol for screening 

should be developed so that the practice of 

screening becomes routine and individuals 

previously screened get reassessed periodically. 

These decisions will be based on a number of 

factors including resources available for referral 

or intervention, clinician observation of needs, 

and mental health consultation regarding most 

appropriate screening tools for those conditions. 

Some screening tools, such as the Center for 

Epidemiologic Studies ï Depression scale (CES-

D)
8
 or Beck Depression Scale

9
, are limited to 

symptoms of depression, while other scales, 

such as the PHQ
4
, have separate modules that 

each screen for different conditions and may be 

used individually or together.  Other tools have 

been specifically developed for use with 

individuals with diabetes to assess problems 

with coping or sources of stress or anxiety (see 

Resources). 

 

Program Approaches Used in the 

Diabetes Initiative  

In the Diabetes Initiative, many sites screen 

patients for depression using the PHQ-9 

questionnaire
5
. This instrument was chosen in 

part because the first two questions serve as a 

screening; and only those who answer yes to 

either question complete the rest of the 

questions. In most sites the questionnaire is 

administered at the beginning and end of a group 

self-management course or at various stages 

during medical follow up. For patients that score 

in the depressed or moderately depressed range, 

sites have a tailored care follow up plan which 

includes nurse, case manager, and/or community 

health worker/ promotora follow up. In one site, 

for example, the PHQ-9
5
 is administered during 

the 2
nd

 and 9
th
 weeks of a 10 week diabetes self- 

management course. A personôs score on the test 

determines their immediate next step in the care 
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plan. At this site, a score of 5-14 is marked for 

provider review. A score of 15 or higher is given 

to the nurse responsible for medical records who 

notifies the provider for review. A person with 

suicidal thoughts is immediately taken to the 

provider for treatment. All patients also receive 

follow up by a promotora. Other sites also use 

the screening tool to refer patients to specially 

designed resources for emotional health 

problems, including support groups and 

specialized classes.  
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Resources: Commonly Available Screening Tools 
 

Measures of: Length Administration  Web Source/ Availability Documentation  Comments 

Overall Emotional 

Health 

     

Patient Health 

Questionnaire 

(PHQ)  

4 pages; 

88 items  

Self-administered or 

verbally by a trained 

administrator 

http://www.phqscreeners.com/

pdfs/FULLPHQ/English.pdf 

(Spitzer, Kroenke, 

Williams, 1999)
4
 

Screens for 8 conditions: major 

depressive disorder, other depressive 

disorder, panic disorder, other 

anxiety disorder, alcohol 

abuse/dependence, somatoform 

disorder, bulimia nervosa, and binge 

eating disorder. Some items can be 

skipped based on responses to 

previous items. 

SF-36 36 items Self-administered http://www.sf-36.org/wantsf. 

aspx?id=1 

(Ware & Sherbourne, 

1992)
10

 

(Ware et al., 1995)
11

 

Assesses eight aspects of health-

related quality of life: physical 

functioning, social functioning, role 

limitations ï physical, bodily pain, 

emotional well-being, role 

limitations ï emotional, energy and 

fatigue, and general health 

perceptions.  A summary measure 

(the Mental Component Score) can 

be formed to summarize overall 

mental health status. 

SF-12 12 items Self-administered http://www.sf-36.org/wantsf. 

aspx?id=1 

(Ware, Kosiniski & 

Keller, 1996)
12

 

Assesses the same aspects of quality 

of life as the SF-36, but with fewer 

items. 

Depression      

Patient Health 

Questionnaire-9 

(PHQ-9) 

9 Self-administered or 

verbally as part of a 

clinical encounter 

http://www.depression-

primarycare.org/clinicians/ 

toolkits/materials/forms/phq9 

(Kroenke, Spitzer & 

Williams, 2001)
5
 

Part of the larger PHQ. 

Beck Depression 

Inventory (BDI) 

21 5-15 min; self-

administered or 

verbally by a trained 

administrator 

http://harcourtassessment.com/

HAIWEB/Cultures/en-us/ 

Productdetail.htm?Pid=015-

8018-370&Mode=summary 

(Beck et al., 1961)
9
 

(Beck, Steer & Garbin, 

1988)
13

 

(Richter et al., 1998)
14

 

The full BDI consists of 21 items 

and has been revised several times.  

It assessed general life satisfaction, 

mood, relations with others, self-
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 (Naughton & Wiklund, 

1993)
15

 

 

esteem, appetite, and libido.  Shorter 

versions (e.g., 13 items) are also 

available. 

Center for 

Epidemiological 

Studies Depression 

(CES-D) 

20 10 min; self-

administered or 

verbally as part of a 

clinical encounter 

http://www.chcr.brown.edu/ 

pcoc/cesdscale.pdf 

 

(Radloff, 1977)
8
 

(Naughton & Wiklund, 

1993)
15

 

Assesses four dimensions of 

depressive symptoms: depressed 

affect, positive affect, somatic 

complaints, and interpersonal 

problems. 

Zung Self 

Assessment 

Depression Scale 

(SDS) 

20 10 min; self-rating 

scale, best used in 

conjunction with the 

active participation 

of a health care 

professional or 

clinician during or 

immediately 

following a client 

interview 

http://healthnet.umassmed.edu/

mhealth/ZungSelfRatedDepres

sionScale.pdf 

(Zung, 1965)
16

 

(Naughton & Wiklund, 

1993)
15

 

Assess affective, cognitive, 

behavioral, and physiological 

symptoms of depression. 

Geriatric 

Depression Scale 

(GDS) 

30/15 10-15 min; no 

mental health 

expertise required to 

administer 

http://www.stanford.edu/ 

%7Eyesavage/GDS.html  

(Yesavage et al., 1983)
7
 

(Sheikh & Yesavage, 

1986)
17

 

(Sheikh et al., 1991)
18

 

(Wancata et al., 2006)
19

 

Assesses five dimensions of 

depressive symptoms: sad mood, 

lack of energy, positive mood, 

agitation, and social withdrawal. 

Stress/ Distress      

General Health 

Questionnaire 

(GHQ) 

60/30/ 

12/8 

 

2-10 min, depending 

on version used; 

self-administered. 

http://www.lsbu.ac.uk/psycho/

teaching/docfiles/pit-

workshop-5-1.doc 

(Goldberg et al., 1976)
20

 

(Goldberg & Hillier, 

1979)
21

 

(Tarnopolosky et al., 

1979)
22

 

(Banks, 1983)
23

 

(Naughton & Wiklund, 

1993)
15

 

Detailed userôs guide to all versions 

of the GHQ is available.
24

 Specific 

aspects of emotional health that are 

assessed vary by GHQ version.  

Areas covered include depression, 

anxiety, social impairment, somatic 

symptoms, and insomnia. 

Perceived Stress 

Scale (PSS) 

10 Self-administered or 

verbally as part of a 

clinical encounter 

http://www.mindgarden.com/ 

docs/PerceivedStressScale.pdf 

(Cohen, Kamarck & 

Mermelstein, 1983)
25

 

(Cohen & Williamson, 

1988)
26

 

Assesses the degree to which 

individuals perceive different aspects 

of their lives as unpredictable, 

uncontrollable, and overwhelming. 
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Diabetes Specific 

Stress/ Distress 

     

Problem Areas in 

Diabetes Scale 

(PAID) 

20 Self-administered or 

verbally as part of a 

clinical encounter 

http://www.musc.edu/dfm/ 

RCMAR/PAID.html 

(Polonsky et al., 1995)
27

 

(Welch, Jacobson & 

Polonsky, 1997)
28

 

(Watkins & Connell, 

2004)
29

 

Assesses overall diabetes-specific 

emotional distress. 

Diabetes Distress 

Scale (DDS) 

17 Self-administered or 

verbally as part of a 

clinical encounter 

Items available in 
30

   

 

(Polonsky et al., 2005)
31

 

(L. Fisher et al., 2007)
32

 

Assesses four types of distress: 

emotional burden, physician-related 

distress, regimen-related distress, 

and interpersonal distress. 

Questionnaire on 

Stress in Patients 

with Diabetes 

(QSD-R) 

45 Self-administered http://www.musc.edu/dfm/ 

RCMAR/QSDR.html 

(Herschbach et al., 

1997)
33

 

(Garratt, Schmidt & 

Fitzpatrick, 2002)
34

 

Assesses eight types/sources of 

stress: leisure time, depression/ 

fear of failure, hypoglycemia, 

treatment regimen/diet, physical 

complaints, work, partner, and 

doctor-patient relationship. 

Appraisal of 

Diabetes (ADS) 

7 Self-administered http://www.musc.edu/dfm/ 

RCMAR/ADS.html 

Items available in 
35

 

 

(Carey et al., 1991)
35

 

(Garratt, Schmidt & 

Fitzpatrick, 2002)
34

 

Assesses individualsô overall 

appraisal (thoughts and feelings) of 

their diabetes. 

Diabetes Quality 

of Life 

     

Diabetes 39 39 Self-administered or 

verbally as part of a 

clinical encounter 

http://www.musc.edu/dfm/ 

RCMAR/D39.html 

(Boyer & Earp, 1997)
36

 

(Watkins & Connell, 

2004)
29

 

(Garratt, Schmidt & 

Fitzpatrick, 2002)
34

 

Assesses five aspects of quality of 

life: energy/mobility, diabetes 

control, anxiety/worry, social 

burden, and sexual functioning. 
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