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OBJECTIVEdNearly one-half of diabetic patients have glycated hemoglobin A1c (HbA1c)
levels above recommended targets. Effective physician–patient communication improves glyce-
mia and diabetes self-care; however, communication gaps may exist that prevent patients from
discussing self-care problems with treatment providers.

RESEARCH DESIGN AND METHODSdWe assessed diabetic patients’ (n = 316, 85%
white, 51% female, 71% type 2 diabetes, 59 6 11 years old, 16 6 3 years education, 19 6 13
years diabetes duration, and HbA1c = 7.96 1.4%) HbA1c, frequency of self-care, diabetes-related
distress, depressive and anxiety symptoms, coping styles, diabetes quality of life, and self-care
communication in the treatment relationship. Multivariate logistic regression models examined
the main and interaction effects of health and psychosocial factors associated with patients’
reluctance to discuss self-care.

RESULTSdPatients reported positive relationships with their doctors and valued honest
communication; however, 30% of patients were reluctant to discuss self-care. Reluctant patients
reported less frequent self-care (P = 0.05), lower diabetes quality of life (P = 0.002), and more
diabetes-related distress (P = 0.001), depressive symptoms (P, 0.001), and anxiety symptoms
(P = 0.001). Patients who reported elevated depressive symptoms, although not necessarily
major depression, were more likely to be reluctant to discuss self-care (odds ratio [OR] 1.66
for 10-point change in t score; P, 0.001), whereas patients who were older (OR 0.78 for 10-year
change; P = 0.05) and those who used more self-controlled coping styles (OR 0.78 for 10-point
change; P = 0.007) were less likely to be reluctant.

CONCLUSIONSdAwareness of elevated depressive symptoms is important in clinical prac-
tice given that these patients may be more reluctant to discuss self-care. Interventions and
evidence-based approaches are needed to improve both depressive symptoms and physician-
patient communication about self-care.
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Achieving glycemic targets (glycated
hemoglobin A1c [HbA1c] level
,7%) (1), with its reduced risk of

diabetes complications, remains a prob-
lem for ;45% of diabetic patients (2).
Diabetic patients face challenging self-
care regimens, and these self-care chal-
lenges may lead to frustrations and
emotional struggles that interfere with
glycemic control and increase the risk
for diabetes complications (3,4). Effective
doctor-patient communication in the di-
abetes treatment relationship increases
patient satisfaction, improves adherence

to treatment plans, and leads to better
health outcomes (5–8). Inherent to effec-
tive communication are physicians’ and
patients’ abilities to communicate openly
about diabetes treatment and self-care (9).
Patients’ discussion of their self-care suc-
cesses and failures with physicians enables
physicians to individualize treatment pre-
scriptions and recommendations, thus in-
creasing the likelihoodof treatment success.
However, communication gaps may exist
that prevent patients from expressing their
concerns and problems with diabetes self-
care (5).

Patients with other chronic illnesses,
such as cancer and heart disease, report
reluctance to discuss illness symptoms,
depression, and self-care with their doc-
tors (10–12). However, in diabetes, self-
care communication between physicians
and patients, specifically reluctance to
discuss self-care, is not well studied. Be-
cause diabetes self-care behaviors (e.g.,
following medication, food, and exercise
prescriptions) impact both glycemic control
and quality of life, understanding barriers
that patients face in implementing treatment
recommendations is important for develop-
ing strategies and treatment alternatives to
address these barriers effectively.

One potential barrier to successful
diabetes self-care may be reluctance to
discuss self-care information with diabetes
physicians. To assess this issue, we exam-
ined type 1 and type 2 diabetic patients’
relationships with their physicians and
willingness to discuss self-care. We also as-
sessed factors that may be associated with
patients’ difficulties communicating self-
care information.

RESEARCH DESIGN AND
METHODS

Setting and participants
Participants were recruited from the
Joslin Clinic in Boston and from adver-
tisements in the Joslin Newsletter, exten-
sive mailings from Joslin’s database, and
advertisements in local papers. Adults
aged 18–80 years diagnosed with type 1
or type 2 diabetes for at least 2 years, in
order to ensure a minimum of 2 years of
experience with diabetes treatment, were
eligible for enrollment. Exclusion criteria
included inability to read and speak
English; HbA1c levels.14.0%; untreated
proliferative retinopathy; severe compli-
cations of diabetes including renal disease
(albumin/creatinine ratio .300 mg/mg),
severe peripheral diabetic neuropathy,
and/or severe peripheral vascular disease
that prevented brisk walking; symptom-
atic severe autonomic neuropathy; a his-
tory of severe, unstable myocardial
infarction, congestive heart failure, or
other severe cardiac disease; or severe hy-
pertension (systolic $160 mmHg or di-
astolic $90 mmHg). Patients who had a
heart attack, angioplasty, or coronary
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stent placement in the previous year were
excluded. Patients with a history of a heart
attack, angioplasty, or coronary stent
placement at least 1 year previously
were included in the study after consult-
ing with their physicians to determine
if they were healthy enough to participate.
Other exclusion criteria included a
diagnosis of bipolar disorder, schizophre-
nia, dementia, mental retardation, or-
ganic mental disorder, and alcohol or
drug abuse. These exclusions were
made to avoid confounding due to severe
complications/comorbidities, concurrent
changes in mental status, and the effects
of ongoing psychiatric treatment. Patients
with treated or stable major depression
were eligible for participation. Inclusion/
exclusion criteria were assessed by a 20-
min telephone screening, medical chart re-
view, and physician or clinical psychologist
consultation when necessary. The Joslin
Diabetes Center Committee on Human
Studies approved the protocol and all re-
cruitment procedures and materials. All
participants provided written informed
consent prior to participation.

Procedures
Assessments included HbA1c using the
HPLC ion capture method (Tosoh Medics,
Inc., San Francisco, CA; reference range
is 4.0–6.0%), height, weight, waist cir-
cumference, and blood pressure. In ad-
dition to a survey on communication in
the doctor-patient relationship, partici-
pants completed a battery of psychosocial
surveys, measuring frequency of diabetes
self-care, diabetes-related distress, depres-
sive and anxiety symptoms, emotion-based
and self-controlled coping styles, and di-
abetes quality of life. Sociodemographic
factors (age, sex, race/ethnicity, educa-
tion level, marital status, and occupation)
also were collected.

Measures
The following surveys were completed by
participants.

Self-care Inventory-R is a 19-item
scale that measures the self-reported fre-
quency of self-care behaviors and has
been validated for use with both type 1
and type 2 diabetes populations (13).

Brief Symptom Inventory is an 18-
item checklist that assesses three primary
dimensions (somatization, depression,
and anxiety) and also yields a total score
that summarizes the overall level of psy-
chological distress (Cronbach a = 0.89).
This measure renders t scores and is
widely used with repeated assessments

of its reliability and validity (14). A t score
of 63 or greater is indicative of clinical
depression.

Problem Areas in Diabetes is a 20-item
measure of diabetes-related emotional dis-
tress that assesses a broad range of feelings
related to living with diabetes and its
treatment, including guilt, anger, frustra-
tion, depressed mood, worry, and fear.
ProblemAreas inDiabetes has high internal
reliability (Cronbach a = 0.95) (15,16).

Coping Styles is a 15-item measure
that assesses copying styles as either
emotion-based coping or self-controlled
coping. Patients are asked to rate each
item on a 4-point scale, ranging from “not
at all like me” to “very much like me”.
Criteria for self-controlled or emotion-
based coping is derived from Peyrot
et al.’s (17) biopsychosocial model of gly-
cemic control in diabetes, which explores
relationships among coping strategies,
stress, and diabetes self-care. Self-
controlled coping strategies include stoicism
and pragmatism, indicated by state-
ments of controlling one’s emotions and
problem solving to alleviate frustration.
Emotion-based coping strategies include
anger, impatience, and anxiety, indicated
by angry statements, impulsive actions,
anxious behaviors (nervous, worried, up-
set, and difficulty relaxing), and avoidant
behaviors (not doing something or giving
up). This measure is validated in diabetes
populations (17).

Diabetes Quality of Life scale is a 46-
item scale rated on a 5-point Likert scale
and yields a total score with five subscales
(satisfaction, general health, impact of treat-
ment, future effects of diabetes, and social
effects) (18,19). The psychometric
properties of the Diabetes Quality of
Life scale are well established and it has
been used in both type 1 and type 2
diabetic patients (18).

Talking With Your Doctor (TWYD)
survey is a 15-item measure assessing
self-care communication in the doctor-
patient relationship. A qualitative study
exploring doctors’ (n = 19) and patients’
(n = 34) perceptions, attitudes, and be-
haviors that support or impede the type
2 diabetes treatment relationship in-
formed the development of this survey.
A panel of experts, including two health
psychologists, a clinical psychologist, a
primary care physician, and an endocri-
nologist, developed the questions. Over
the course of 6 months, this panel
reviewed and rated each question to
determine whether the questions were
necessary, useful, and relevant to the

construct being measured in order to es-
tablish face validity and content validity.
The survey was pilot tested in a sample of
20 adults with diabetes; participant feed-
back helped our panel identify difficult,
confusing, or unnecessary survey ques-
tions. The outcome variable was derived
from the patients’ responses to the ques-
tion, “Have you ever misrepresented or
withheld information from your diabetes
doctor about any of your diabetes self-
care?” Patients were then grouped into
“reluctant” (i.e., patients who were reluc-
tant to discuss self-care information) and
“nonreluctant” (i.e., patients whowere not
reluctant to discuss self-care information)
categories. Patients also completed a
short-answer question, “Why do you
think some people with diabetes misrep-
resent or withhold information about
their self-care to their diabetes doctor?”

To facilitate comparison, survey
scores were transformed to a 100-point
scale, with a score of 100 representing
greater self-care, distress, coping, or
quality of life. However, the Brief Symp-
tom Inventory yielded normalized t
scores.

Statistical analysis
Demographic and health factors are pre-
sented as means and SDs or sample size
and percents. We used x2 and Fisher ex-
act tests for categorical data, to compare
differences in the TWYD survey responses
for reluctant versus nonreluctant
patients. Next, after checking normality
of the variables’ distributions, we used
Wilcoxon two-sample t tests to examine
differences between reluctant and nonre-
luctant (to discuss diabetes self-care) pa-
tients on the sociodemographic and
health factor and psychosocial surveys.
Lastly, we estimated multivariable logistic
regression models, adjusting for covari-
ates, to determine which factors were as-
sociated with patients’ reluctance to
discuss self-care, controlling for other
factors. Our initial regression model in-
cluded HbA1c levels, depressive symp-
toms, diabetes distress, and emotional
coping as predictors of reluctance to dis-
cuss self-care, and covariates included
age, diabetes duration, type of diabetes,
sex, BMI, years of education, race/ethnicity,
self-controlled coping, and frequency
of self-care. Nonsignificant predictors
and covariates were excluded from the fi-
nal regression model. We estimated the
odds ratios (ORs) using 10-point changes
for surveys on a 100-point scale. Analyses
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used SAS statistical software version 9.2
(SAS Institute, Carey, NC).

RESULTSdThree hundred and sixteen
participants completed the surveys and
had HbA1c measured (Table 1). Overall,
patients were positive about their diabetes
doctors, with 97% liking their doctor,
97% having confidence in their doctor,
and 93% reporting a good working rela-
tionship with their doctor (Table 2).
When asked who was at fault for high
HbA1c results, only 2% of the patients at-
tributed responsibility to their diabetes
doctor while 87% attributed fault to
themselves. Notably, 97.5% of patients
rated honest communication with their
diabetes doctor as “very important” and
only 2.5% rated it as “somewhat impor-
tant.” Despite the overwhelming majority
of patients rating honest communication
as “very important,” almost one-third of
patients (30%; n = 95) endorsed being
reluctant to discuss some aspect of self-
care with their diabetes doctor. Reluctant
patients most frequently misrepresented
or withheld information about following
a healthy diet (76%; n = 71), exercising
regularly (53%; n = 49), checking blood
glucose levels (42%; n = 39), taking medi-
cation (31%; n = 28), checking feet (30%;
n = 28), and going to the eye doctor (14%;
n = 13) (Table 2). Interestingly, more re-
luctant versus nonreluctant patients repor-
ted feeling like they had to say what their
diabetes doctor wanted to hear (16.0 vs.
2.3%; P, 0.001), misrepresented or with-
held information for fear of their diabetes
doctor getting annoyed or frustrated with
them (30.4 vs. 1.0%; P, 0.001), and did
not understand their diabetes doctor’s
treatment recommendations (16.8 vs.
6.9%; P = 0.006). In addition, more reluc-
tant patients rated honest communication
with their diabetes doctor as “somewhat

important” compared with nonreluctant
patients (7.5 vs. 0.5%; P = 0.001).

Two hundred and thirty-six patients
(75%) responded to the short-answer
question. Patients’most common reasons
for not discussing self-care were “not
wanting to disappoint their diabetes doc-
tor or not wanting to feel judged by their
doctor” (38%; n = 90), “shame, guilt, and
embarrassment” (35%; n = 82), “not
wanting to admit their lack of self-care
to their doctor” (31%; n = 72), “denial of
diabetes and/or its complications” (21%;
n = 50), and “fear about diabetes and/or its
complications” (10%; n = 23). Reluctant
versus nonreluctant patients did not differ
on the five most common reasons for not
discussing self-care. However, when
comparing patients who had reached
glycemic targets (HbA1c,7%) with those
who had not reached targets (HbA1c

$7%), those achieving targets reported
“not wanting to disappoint their diabetes
doctor or not wanting to feel judged by
their doctor” more frequently than those
with HbA1c levels $7% (50.0 vs. 34.9%;
P = 0.04). No other differences by HbA1c

were observed. Further, groups did not
differ by sex or type of diabetes.

In comparing sociodemographic
characteristics, health factors, and psy-
chosocial survey responses, reluctant ver-
sus nonreluctant patients had slightly
fewer years of education (15.3 vs. 16.0
years; P = 0.02) and were less likely to
be married (55.8 vs. 72.4%; P = 0.004)
(Table 1). Reluctant patients reported
less frequent self-care behaviors (61.4 vs.
64.5; P = 0.05) and used less self-controlled
coping styles (54.3 vs. 61.0; P , 0.001)
(Table 3). They also reported more diabetes-
related distress (34.0 vs. 25.4; P = 0.001),
depressive symptoms (53.5 vs. 47.6; P ,
0.001), and anxiety symptoms (52.5 vs.
48.5; P = 0.001). Further, reluctant

patients reported lower diabetes quality
of life (66.6 vs. 71.8; P = 0.002) and
used more emotion-based coping (38.0
vs. 30.3; P , 0.001) (Table 3).

The final multivariate logistic regres-
sion model found patients who reported
more depressive symptoms (OR 1.05 for
1-point change in t score; 1.66 for 10-
point change in t score; P , 0.001) were
more likely to be reluctant to discuss self-
care, whereas patients who were older
(0.78 for 10-year change; P = 0.05) and
used more self-controlled coping (0.78
for 10-point change; P = 0.007) were
less likely to be reluctant to discuss self-
care (Table 4). HbA1c levels and sex did
not contribute to the final model. (Note
that diabetes duration, type of diabetes,
BMI, years of education, race/ethnicity,
emotion-based coping, diabetes distress,
and frequency of self-care did not contrib-
ute to earlier versions of the regression
model.)

CONCLUSIONSdIn this cross-sectional
study, we examined 316 adult type 1 and
type 2 diabetic patients’ views of diabetes
self-care communication in the doctor-
patient relationship. Overall, patients re-
ported positive relationships with their
diabetes physicians and valued honest
communication. However, as many as
one-third of patients were reluctant to dis-
cuss self-care with their diabetes doctor.
Patients cited “not wanting to disappoint
their diabetes doctor or not wanting to feel
judged by their doctor” and “shame, guilt,
and embarrassment” as reasons for not
discussing self-care. Further, reluctant
patients reported less frequent diabetes
self-care, more diabetes-related emotional
distress, more depressive symptoms, and
a lower diabetes quality of life. Patients
who reported more depressive symptoms
were more likely to be reluctant to discuss
self-care, whereas patients who were older
and used more self-controlled coping were
less likely to be reluctant.

Diabetic patients experience dispro-
portionately high rates of social and emo-
tional difficulties compared with the
general population (16,20,21). Approxi-
mately 10–15% of diabetic patients suffer
from comorbid major depression (20).
Depression and depressive symptoms
are associated with poor glycemic control
(22), reduced self-care behaviors (23),
and increased morbidity (24) and mortality
(25). Further, diabetes-related emotionaldis-
tress indicates common negative emotions
related to living with diabetes and is associ-
atedwith patients’ coping, health beliefs, and

Table 1dMeans and SDs for demographic characteristics of diabetic patients

All patients Reluctant Nonreluctant P value*

n 316 95 221
HbA1c (%) 7.9 6 1.4 8.1 6 1.3 7.9 6 1.5 0.07
BMI (kg/m2) 31.4 6 7.2 32.8 6 8.2 30.8 6 6.7 0.08
Age (years) 59.0 6 10.6 57.1 6 12.2 59.9 6 9.8 0.08
Diabetes duration (years) 19.0 6 13.2 18.8 6 13.1 19.2 6 13.3 0.84
Education (years) 15.8 6 2.5 15.3 6 2.6 16.0 6 2.5 0.02
Type 2 diabetes 71.2 69.5 72.0 0.66
Female 51.0 49.5 51.6 0.73
Non-Hispanic white 85.1 84.2 85.5 0.76
Married 67.4 55.8 72.4 0.004

Data are mean 6 SD or percent. *P values based on Wilcoxon two-sample or x2 tests.
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social support in addition to glycemic con-
trol (15,26). Recent research (27) noted
the importance of distinguishing between
diabetes-related distress and depressive
symptomsassessedby symptom inventories.
Other studies found that diabetes-related
emotional distress was independently associ-
ated with diabetes complications, comorbid-
ities, and self-management behaviors (28)
and associated more with psychosocial
and behavioral factors than depression
and depressive symptoms (28). Thus, our
finding that patients who reported more

diabetes-relateddistress andmoredepressive
symptoms were more likely to be reluctant
to discuss self-care suggests that these pa-
tientsmaywarrantphysicians’greater clinical
attention and concerns.

In our study, patients who reported
elevated depressive symptoms were more
likely to be reluctant to discuss self-care
with their diabetes physicians. Specifically,
for every 10-point increase in depressive
symptom t scores, patients had 66%higher
odds of being reluctant to discuss self-care.
One explanation for this finding is that the

cognitive behavioral changes (e.g., cogni-
tive distortions, avoidance behavior, and
attention deficits) associated with depres-
sion and depressive symptoms may impair
patients’ ability to recall self-care informa-
tion. For example, cognitive distortions
(29,30), such as overgeneralizations or
magnifications, may contribute to patients
thinking that they performed more self-
care behaviors than they actually did, and
therefore contribute to misrepresenting
information from their diabetes physician.
Another explanation is that patients

Table 2dResults from TWYD survey questions for all patients and patients who were reluctant or not reluctant to share
self-care information

All patients Reluctant Nonreluctant

x2 P valuen = 316 n = 95 n = 221

1. Have you ever misrepresented or withheld information from your
diabetes doctor about any of your diabetes self-care? (% yes)* 30.1 100.0 0 ,0.001

1a. If you have misrepresented or withheld information, what areas did
you misrepresent or withhold about? Circle all that apply.

a. Checking your blood glucose levels (% yes) 12.5 41.9 0 ,0.001
b. Taking your medication (% yes) 9.0 30.8 0 ,0.001
c. Following a healthy diet (% yes) 22.8 76.3 0 ,0.001
d. Exercising regularly (% yes) 15.7 52.7 0 ,0.001
e. Checking your feet (% yes) 9.0 30.1 0 ,0.001
f. Going to the eye doctor (% yes) 4.2 13.8 0 ,0.001‡

2. Have you ever guessed the numbers that you put in your blood
glucose log? (% yes) 13.8 35.5 4.6 ,0.001

3. How important do you think it is to be honest with your
diabetes doctor?

a. Very important 97.5 92.6 99.6 0.001‡
b. Somewhat important 2.5 7.5 0.5 0.001‡

4. Do you misrepresent or withhold information from your diabetes doctor
for fear of him or her getting annoyed or frustrated with you? (% yes) 10.4 30.4 1.0 ,0.001

5. When your diabetes doctor asks you questions about your self-care, do
you feel like you have to say what he or she wants to hear? (% yes) 6.4 16.0 2.3 ,0.001

6. Do you find it too hard to meet your diabetes doctor’s
expectations? (% yes) 36.5 42.7 34.0 0.15

7. Who is at fault when your HbA1c is high? Circle all that apply.
a. Your diabetes (% yes) 18.5 15.2 19.9 0.33
b. Your doctor (% yes) 2.0 1.1 2.4 0.67‡
c. You (% yes) 86.5 86.2 86.6 0.91
d. Your family and/or friends (% yes) 1.6 3.3 0.9 0.16‡
e. Life in general (% yes) 15.6 21.5 13.1 0.06

8. Is your diabetes doctor an endocrinologist? (% yes) 81.9 81.5 82.1 0.91
9. Do you like your diabetes doctor? (% yes) 96.8 95.7 97.2 0.50
10. Do you have a good working relationship with your diabetes

doctor? (% yes) 93.4 89.4 95.3 0.05
11. Do you have confidence in your diabetes doctor? (% yes) 97.1 94.7 98.2 0.14‡
12. Do you always understand your diabetes doctor’s treatment

recommendations? (% no) 9.9 16.8 6.9 0.006
13. Are you frustrated if nothing seems to change in your diabetes treatment

from visit to visit? (% yes) 37.7 40.9 36.4 0.45
14. Does your diabetes doctor get frustrated if nothing seems to change from

visit to visit? (% yes) 18.7 21.1 17.7 0.49

*Categories “reluctant” and “nonreluctant” were formed based on the responses to question 1. ‡Fisher’s exact test used to examine differences in reluctant vs.
nonreluctant patients.

care.diabetesjournals.org DIABETES CARE, VOLUME 35, JULY 2012 1469

Beverly and Associates



reporting more depressive symptoms may
bemore sociallywithdrawn and lesswilling
to communicate with their diabetes doc-
tors. A study by Swenson et al. (31) found
that the presence of severe depressive symp-
toms in patients with type 2 diabetes
predicted suboptimal clinician-patient
communication across multiple domains,
including clinicians’ decision-making,
empowerment, elicitation of patient
problems, and explanation of conditions;
patient communication, specifically self-
care communication, was not assessed.
We expand on this finding and show
that elevated depressive symptoms that
do not reach threshold for major depres-
sion are also associated with reluctance to
discuss self-care information.

The importance of tight glycemic
control has been demonstrated in multi-
ple clinical trials (3,32,33). One critical
element in achieving tight control is effec-
tive doctor-patient communication (7).
In our study, the overwhelming majority
of patients valued honest communica-
tion; however, 30% of patients were re-
luctant to discuss self-care with their
diabetes doctors. Interestingly, HbA1c

levels were not associated with patients’
reluctance to share self-care information.

Although one might expect patients with
higher HbA1c values to be more reluctant,
our finding suggests patients’ HbA1c lev-
els do not impact willingness to discuss
self-care with doctors. One explanation is
that patients blame themselves for diffi-
culties achieving treatment goals and car-
rying out self-care recommendations,
regardless of their HbA1c levels. Patients
cited “not wanting to disappoint their di-
abetes doctor or not wanting to feel
judged by their doctor” and “shame, guilt,
and embarrassment” as themost common
reasons for not discussing self-care. Fur-
ther, patients with HbA1c levels ,7%
were more likely to report “not wanting
to disappoint their diabetes doctor or not
wanting to feel judged by their doctor.”
Thus, patients may be reluctant to discuss
self-care no matter their level of glycemic
control. A qualitative study exploring
doctor-patient communication found
that type 2 diabetic patients sought ap-
proval for their successes and feared re-
proach for their failures with self-care
(34). In general, patients may not feel
comfortable sharing diabetes manage-
ment struggles with their physicians. An-
other explanation for why HbA1c did not
contribute to the model is patients with
higher HbA1c levels may be experiencing
more symptoms of hyperglycemia and/or
diabetes complications and need to ad-
dress these issues with their physicians.
Alternatively, physicians treating patients
with higher HbA1c levels may be more di-
rect when addressing self-care due to the
severity of their patients’ glycemia.

The final logistic regression model
also found older patients were less likely
to be reluctant to discuss self-care. Older
patients may have more health concerns
(i.e., comorbid conditions) (35) and thus
bemore likely to discuss diabetes self-care
with their doctors. As patients age, the
health challenges they face can get more
complicated and personal (36). For this

reason, older patients may have to prior-
itize open communication with their di-
abetes physician. In a large qualitative
study of older patients’ preferences for
involvement in their healthcare, older pa-
tients reported desiring to be involved in
their care and receive good information
on their health (37). Patients who used
more self-controlled coping were also
less likely to be reluctant to discuss self-
care. One explanation for this finding is
patients who use self-controlled coping
techniques (i.e., stoicism and pragma-
tism) may be more capable of handling
the day-to-day challenges of managing a
complex self-care regimen because they
are better able to control their emotions
and use problem-solving techniques to
alleviate frustrations. In addition, patients
using self-controlled coping may feel less
judgment from their doctor and/or
shame, guilt, and embarrassment because
they are less emotionally responsive to
what their doctors have to say.

To our knowledge, this study is the first
of its kind to examine and identify factors
associated with patients’ reluctance to dis-
cuss self-care in the treatment relationship.
Strengths of this study include the large
sample size and the use of well-validated
measures of diabetes self-care, psychologi-
cal symptoms, diabetes-related distress,
coping, and diabetes quality of life. Study
limitations include homogeneity of the
study sample with regards to race/ethnicity
and education, participant self-selection,
and self-reported data. Our outcome vari-
able despite its high face validity is vulner-
able to social desirability bias. For example,
patientsmay notwant to admit to their doc-
tor that they are performing a behavior that
they know is wrong (e.g., eating an un-
healthy meal) and has potentially negative
consequences for them. Participants also
may have forgotten about past interactions
with their physician in which they misrep-
resented or withheld information or fo-
cused only on the most recent interactions
with their physicians. Further, our results
may not be applicable to patients with ad-
vanced comorbidities, as they were ex-
cluded. Next, the cross-sectional nature
and design of the study prevent discerning
causality. Longitudinal research is needed
to determine causal associations between
depressive symptoms and reluctance to
discuss self-care. In addition, doctors’ per-
spectives of patients’ reluctance to discuss
self-care are not known andwarrant further
study. Lastly, the mechanisms underlying
the differential responses of depressive
symptoms and HbA1c levels, whether

Table 3dMeans and SDs for diabetic patients’ psychosocial assessment results

All patients Reluctant Nonreluctant P value*

n 316 95 221
Frequency of self-care behaviors 63.6 6 13.5 61.4 6 14.4 64.5 6 13.0 0.05
Diabetes distress 28.0 6 20.5 34.0 6 22.8 25.4 6 18.9 0.001
Depressive symptoms t score* 49.4 6 10.0 53.5 6 11.1 47.6 6 8.9 ,0.001
Anxiety 49.7 6 9.5 52.5 6 10.8 48.5 6 8.7 0.001
Self-controlled coping 59.0 6 15.0 54.3 6 12.5 61.0 6 15.6 ,0.001
Emotional coping 32.6 6 18.1 38.0 6 17.6 30.3 6 17.8 ,0.001
Diabetes quality of life 70.3 6 12.3 66.6 6 13.3 71.8 6 11.5 0.002

Data are mean 6 SD. *Screening cutoff for depression $63.

Table 4dLogistic regression model
examining reluctance to share self-care
information

OR CI P value

Depressive
symptoms*‡ 1.66 1.27–2.16 ,0.001

Self-control
coping* 0.78 0.65–0.94 0.007

Age* 0.78 0.61–0.99 0.05
HbA1c 0.98 0.82–1.18 0.86
Sex 0.92 0.55–1.54 0.75
*ORs based on 10-point scale. ‡ORs when de-
pressive symptoms are based on 1-point scale (OR
1.05 [CI 1.02–1.08]).
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associated with avoidance behaviors, cog-
nitive distortions, attention deficits, or
some other factor, cannot be addressed.
Future research in larger, more diverse
samples should examine the underlying
mechanisms that serve to support or inter-
fere with self-care communication among
patients and members of the diabetes care
team and explore intentional versus unin-
tentional misrepresentation or withholding
by routine cross-checks with multiple data
sources.

Physicians need to be aware of elevated
depressive symptoms in clinical practice.
Brief, effective screening tools may aid
physicians in recognizing depression and
elevated depressive symptoms during a
medical visit. Improving clinicians’ ability
to recognize and respond to patients’ emo-
tional issues may help gain the trust of pa-
tients (38), which is associated with
increased adherence to medical recom-
mendations and self-care (39). Further,
incorporating communication skills in
medical training and patient education
may improve patients’ willingness to dis-
cuss self-care in the doctor-patient relation-
ship. Specifically, incorporating techniques
and tools that engage patients in taking an
active role in self-care may help improve
communication in the doctor-patient rela-
tionship. Finally, the diabetes treatment
team can also assist doctor-patient commu-
nication through consistent messages, rep-
etition of information, reinforcement and
feedback of self-care behaviors, and greater
availability to problem-solve concerns
about self-care (40).

In summary, we examined self-care
communication in the doctor-patient re-
lationship and assessed factors that may be
associated with diabetic patients’ reluctance
to discuss self-care. We found patients who
report elevated depressive symptoms were
more reluctant to discuss self-carewith their
physicians, whereas HbA1c levels did not
influence willingness to discuss self-care.
Interventions and evidence-based ap-
proaches that address both depressive
symptoms and physician-patient self-care
communication are needed.
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