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Abstract  
Effective communication plays a vital role in the successful 
management of diabetes in outpatient settings. This research 
investigates the function of successful communication within the 
context of diabetic healthcare, with a particular focus on the importance 
of fostering self-care behaviors and the unintended consequences of 
language usage. The study also explores the obstacles & difficulties 
encountered by patients and healthcare providers in the management of 
diabetes, encompassing concerns pertaining to effectiveness, safety, 
convenience, lifestyle, and education. The present study investigates 
several approaches aimed at overcoming these obstacles, providing 
valuable perspectives on optimizing the effectiveness and safety of 
diabetes care. Additionally, it explores methods to enhance the 
convenience of medication adherence for patients and improve 
educational initiatives in this domain. By effectively addressing the 
many barriers to communication, healthcare practitioners have the 
potential to enhance patient outcomes and cultivate a more conducive 
atmosphere for the management of diabetes. 
Keywords: communication, diabetic healthcare, outpatient settings, 
barriers 

 

1 Introduction 

Diabetes can affect anyone worldwide irrespective of gender, age or socio-economic 
conditions. There are 500 million people globally having diabetes. In the next 30 years, it is 
expected to more than quadruple to affect 1.3 billion people, with a rise in every nation. This 
forecast is mostly the result of type 2 diabetes' rising prevalence, which rises in tandem with 
populations that are ageing, overweight, obese, and leading unhealthy lifestyles [1]. Each 
year, more than 1.5 million people worldwide pass away from diabetes, which is the sixth 
leading cause of death worldwide [2]. Acute myocardial infarction, stroke, blindness, renal 
failure, and lower limb amputations are only a few of the linked problems that make diabetes 
one of the main causes of disability. The age-adjusted prevalence of diabetes in persons 20 to 
79 years old was assessed to be highest in Portugal in 2015; its crude prevalence was 
calculated at 13.6% [3]. Both the Chronic treatment Model and the World Health 
Organization's Innovative Care for Chronic Conditions emphasize the need for patient-
centered treatment and self-management assistance for people with chronic illnesses in order 
to lessen the burden of morbidity and mortality [4].  
It is recognized that patient-centered communication is a key component of patient-centered 
care[5]. In addition, communication is viewed as a fundamental clinical capacity, and 
physicians' ability to communicate is a key aspect of their provider's health literacy. Patient-
centered communication has been linked to better illness knowledge, self-care, quality of life 
measures, and metabolic management in the context of type 2 diabetes [6][7][8].Leading 
organizations, such as the American Diabetic Association and the International Diabetes 
Federation, currently support this sort of communication in the management of diabetes, 
which is consistent with this data [9].Furthermore, organizations that advocate for patients 
and patients themselves have stated a need for more individualized and compassionate 
medical treatment. Despite these recommendations, the Diabetes Attitudes, Wishes and 
Needs (DAWN2) study findings point to the fact that patient-centered care is frequently 
unavailable and that the psychosocial needs of patients with diabetes worldwide are not being 
met[10], at least in part because of poor communication between healthcare professionals and 
diabetes patients. One of the most frequent patient concerns that results in patient harm is a 
breakdown in communication [11]. Health workers report that patients having lower level of 
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health literacy face more difficulties to communicate with health professionals. So, in Europe 
and United States, numbers of experts in this field suggest to develop some training strategies 
for better health literacy and communication skills from health professionals’ side [12]; 
however, it has been indicated that training would need to be continuing as the improvements 
are not still upto mark[13]. 
To bridge the gap between recommendations and clinical practice, patient-centered 
communication is essential between diabetic patients and the healthcare professionals that 
cater for them [14]. It has been determined that the key to enhancing clinical communication 
is the reconciliation of the viewpoints of many stakeholders. To create new or enhance 
already-existing people-centered health services, it is crucial to include patients and providers 
in the discussion regarding successful patient-centered communication. In the following 
areas: fostering healing relationships, making decisions, exchanging/gathering and providing 
information, responding to emotions, and enabling patients' self-management of disease and 
treatment-related behavior, the literature from communication theories offers 
recommendations for effective patient-centered communication [15]. The few research that 
have looked at the factors preventing and promoting patient-centered communication with 
patients who have type 2 diabetes, however, have mostly ignored communication theories in 
how they have framed these issues [16]. 
The review paper is organized as follows. Section 1 discusses about the introduction of the 
communication in the diabetic outpatient departments. Role of communication in the diabetic 
healthcare was studied in the section 2. Section 3 is all about the barriers of the 
communication in the diabetic outpatient departments. Strategies for overcoming the 
communication barriers are discussed in the section 4. Section 5 lasts about the conclusion of 
the review. 
2 Role of Communication in Diabetic Healthcare 

A patient's coping mechanisms can be shaped by or reinforced by words [17], and it has long 
been claimed that a lack of adequate patient-provider communication contributes to subpar 
treatment and, as a result, subpar results [18]. Despite fairly widespread perceptions to this 
effect, it has been challenging to provide concrete evidence of the direct impact of patient-
provider communication on clinical outcomes. However, a systematic review by [19] that 
focused on the impact of doctor-patient communication on health outcomes came to the 
conclusion that "different domains of the doctor-patient relationship and communication had 
convincing effects regarding different subjective and objective outcomes." Their systematic 
evaluation discovered that patients' quality of life and therapeutic compliance both increased 
along with their health condition when information was efficiently communicated between 
doctors and patients. 
This has long been known as a phenomenon in clinical care in a variety of chronic health and 
social care contexts, and it served as the basis for the creation of strategies like motivational 
interviewing [20]. From this systematic review, [19] deduced that when asked about their 
preferences, patients regarded open communication as the most crucial component of their 
patient-physician relationship, which is built on trust in the first place. 
In fact, [21] pointed out that poor patient-practitioner communication can understate the 
severity of a patient's sickness and thus result in maltreatment since patients aren't 
comfortable disclosing significant lifestyle changes. Therefore, it would seem that improving 
patient communication is a vital and possibly underappreciated method to aid with clinical 
outcomes for chronic health issues, not least by encouraging adherence to therapeutic 
interventions and better self-care behavior. 
2.1 Notions of self-care 

Because patients and/or their families handle the great majority of day-to-day care and 
management of the disease, self-care in diabetes is a well-established component of obtaining 
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optimal disease management and clinical outcomes [22]. Seven crucial self-care practices for 
diabetes were recognized by the American Association of Diabetes Educators (2008) as 
indicators of successful outcomes. They are good problem-solving skills, physical activity, 
blood sugar monitoring, medication compliance, healthy coping mechanisms, and risk-
reduction behaviors (which includes lowering the risk of foot ulcers through proper foot 
care). [23][22] All of these behaviors have been shown to positively correlate with good 
glycemic control, a decrease in complications, and an improvement in quality of life. 
Although not specifically defined, foot self-care practices appear to include daily washing 
and drying of the feet, daily visual foot examinations, application of skin moisturizer, 
refraining from going barefoot (even indoors), making sure the bath water is not too hot, 
attending routine professional foot care, and adhering to professional advice regarding foot 
care practices [24]. In their comprehensive review, [25] noted that these physical practices 
should also be expanded to encompass comprehending risk factors for the development of 
diabetic foot ulcers (DFU) and managing issues outside of professional visits. It is clear that 
in order to successfully change their behavior, persons with diabetes must undertake 
numerous dietary and lifestyle changes supported by healthcare specialists [26]. These 
changes will help them retain a greater degree of self-confidence. 
Self-care is frequently underutilized by patients and occasionally underappreciated by 
healthcare professionals , despite the fact that it is widely regarded as the most cost-effective 
method of managing diabetes and postponing or preventing the development of associated 
complications. According to the literature, foot self-care practices are still a substantial 
underutilized strategy for preventing DFUs [27][28]. 
This finding was reinforced by a comprehensive review of the literature in this field 
conducted by [29], who also reiterated the need for patients who are currently at low risk of 
developing foot issues to specifically take foot self-care practices into account. One possible 
explanation for why self-care practices for diabetes patients seem to be underutilized, 
especially when it comes to foot health, is that the intricate interactions described above may 
frequently fail to work as intended if medical staff is unable to sufficiently encourage patients 
to make the necessary behavioral changes. This puts a focus on the issue of how to use the 
empathy and subject-knowledge that healthcare professionals typically possess well in order 
to provide patients with the support and motivation they need to make the necessary 
behavioral change(s) and/or sustain behaviors that are thought to be essential to self-care 
practices. 
2.2 Using effective communication to promote self-care behaviors 

Healthy diabetes management needs collaboration between healthcare professionals and 
patients, which is based on trust. Effective communication between the partners and 
collaborative decision-making are the cornerstones of this teamwork [30]. When used in 
practice, shared decision-making is similar to when a patient discusses their medical, 
personal, and lifestyle history with their doctor. The doctor then uses that information to 
formulate a number of therapeutic options for the patient, with the benefits and risks of each 
option being presented objectively and clearly. This enables the patient to express their 
preference for an alternative for discussion without worry or concern that the practitioner 
may find their choice objectionable [31]. Patient autonomy is crucial in this situation, and the 
practitioner's capacity to foster a culture of true patient autonomy is essential to the rapid and 
substantial growth of trust in the relationship [32]. The way the patient is treated during the 
appointment and how much time they feel they have been given in the consultation are 
additional elements that affect trust. 
The manner in which the patient is handled is the first point that needs more clarification. 
According to [33], verbal communication is crucial to how a patient perceives their treatment. 
The precise language used to describe the patient, their attitude, and/or their condition might 
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range from cordial greetings and a real interest in them as individuals. Language is effective 
and can significantly affect perceptions, behaviors, and experiences. It serves as the main 
means of exchanging information and comprehension. When people hear or read words, 
meanings are rapidly conjured up, and these meanings can have an impact on how an 
individual feels about themselves. 
According to [34], a person's self-perception and the beliefs they hold about their capacities 
and disease-state can determine how they interact with their illness. Self-efficacy is the term 
used to describe these phenomena. Although this is a crucial idea when considering self-care 
practices as a whole, studies looking into self-efficacy as a particular variable in foot self-care 
and foot health outcomes in diabetes have not produced convincing evidence that it is a 
significant variable on its own. In a regional Australian city, [35] looked into the connections 
between foot-care self efficacy beliefs, self-reported foot-care practice, and a history of 
diabetes-related foot pathology. According to the study's findings, there isn't much of a 
connection between real foot care behavior and self-efficacy views. 
In-depth literature reviews by [36] and [29] highlight the need for critical future research to 
carefully consider what factors contribute to individual diabetes self-care behaviors within 
specific contexts if there is to be an interventional approach to improve this as a significant 
advancement in preventative diabetes care. [37] came to very similar conclusions in their US-
based study. But it also serves as a reminder that behavioral science is a complicated 
interaction, which is why it's crucial to take into account a variety of factors when a 
practitioner and a patient interact. 
The perception of time that a patient feels they are given during the appointment is the second 
factor that affects the growth of trust between the patient and the practitioner. Patients 
frequently express frustration over the apparent shortage of consultation time, but 
professionals equally frequently express this same concern [38]. However, it's interesting to 
note that the systematic review by [19] found that skilled clinicians trained in consultative 
techniques, such as motivational interviewing, did not require more time during consultations 
to establish trust, rapport, meaningful conversation, and, in fact, effective information 
exchange. This gave patients and doctors the impression that consultations lasted longer, 
which increased both sides' levels of satisfaction. A better outcome in terms of therapeutic 
adherence and improved/maintained self-care behaviours is more likely to result from the 
development of effective communication in this way, which builds trust and can facilitate the 
exchange of information. 
2.3 The unintended power of words 

It would be negligent not to take into account the dangers that can result from inadequate 
communication, even though it has been argued here that excellent communication can help 
support appropriate self-care practices and effective disease management. When they note 
that poor communication can directly result in patients failing to provide their clinicians with 
the necessary details on which to think about and propose therapeutic options, [19] outline 
the deteriorating effect that a lack of relationship building may have on health outcomes.  
Additionally, [39] insightfully brought attention to a problem that has become more prevalent 
in the age of the internet's "information superhighway": practitioners growing concerned and 
dissatisfied with "well-informed" and "misinformed" patients. The former is a more 
perplexing phenomenon to fully understand, but [39] offer at least one insight into this — that 
the well-informed patients are perceived as being "less compliant" than the "less well-
informed" patients as the former group tended to challenge the clinicians point of view. The 
latter is an understandable frustration and can add difficulty to the consultation for the 
clinician who must "undo" misinformation before offering relevant information. In the 21st 
century, the role of the clinician will be less contentious and more likely to result in positive 
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patient-practitioner outcomes if it is viewed as a "therapeutic alliance" between both parties, 
as opposed to the traditional "expert" and "passive recipient" roles, respectively. 
The easiest way to sum up a last aspect to take into account in this context is through an essay 
written by [40] titled "The Iatrogenic Potential of the Physician's Words." This article has 
made a significant contribution to our understanding of nocebo and nocebic language, and it 
is incredibly valuable in illuminating how patient communication can influence the results 
(and anticipated results) of medical therapy. A thorough summary of the profoundly 
significant consequences that language use can have on people with diabetes was provided by 
[33]. So much so that an American Association of Diabetes Educators and American 
Diabetes Association task force was formed to discuss the issue of language in diabetes care 
and education and, as a result, to publish "guiding principles for communication with and 
about persons living with diabetes." This publication's underlying thesis was that "language 
lies at the core of attitude change, social perception, personal identity, intergroup bias, and 
stereotyping". Poor use of language when referring to people with diabetes can lead to 
unfavorable and derogatory attitudes, which can add to the stress of having the disease. 
Instead, according to research by [41], supportive and collaborative communications can 
improve diabetes-related health outcomes. A key factor in engagement, conceptualization of 
diabetes and its management, treatment success, and an individual's psychological wellbeing 
is how health professionals (and the general public) communicate about persons with 
diabetes. Language has a significant impact on the motivation, actions, and outcomes of 
diabetics. The main message of the publication on "Guiding Principles for Communication 
with and About Persons Living with Diabetes" was that, at the most fundamental level, 
everyone should refrain from using 'handicapping' or nocebic language because it undermines 
people's integrity as complete people who are separate from their diagnosed condition and 
feeds the myth that diabetes "happens to them" and is something they cannot escape. The 
language that has to be addressed in particular is  

 "Diabetic," which implies that a person is completely incapacitated and/or equates the 
person with their medical condition. 

 "Suffering from diabetes" (which carries a bad connotation)  
 'Unmotivated,' 'noncompliant,' and 'resistant' Dickinson et al.'s (2017) conclusions led 

to the following recommendations:  
 Use language that is objective, without bias, and based on actions, facts, or 

physiology or biology.  
 Utilize language that is devoid of stigma 
 Use language that is built on strengths, courteous, inclusive, and inspiring.  
 Use terminology that encourages cooperation between patients and providers.  
 Utilize person-centered language.  
 

This example shows how, in a specific setting, language can be a very effective tool in a 
clinician's toolbox. However, the psychological influence of the language practitioner's usage 
is constant throughout all examples, allowing the ideas to be applied across disciplines to 
many aspects of health. In this situation, cognoscenti are unquestionably an issue to consider. 
Only by being acutely aware of it will professionals be able to change their language and 
attitude and work to harness the power of words in a way that significantly benefits patients. 
3 Barriers in the Communication of Diabetes Management 

3.1 Patient factors  

Adherence: Active patient self-management is characterised by better adherence to a self-
care regimen, which can lower mortality and disability, enhance quality of life, and save 
medical expenses [42]. Poor patient adherence to treatment plans, such as missing visits or 
failing to take prescriptions as directed, can have an impact on glucose control. Numerous 
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research examined cohorts with various medication adherence schedules. Adherence rates to 
once-daily regimens were greater (61 vs. 52%) than to twice-daily regimens. Compared to 
polytherapy regimens, monotherapy regimens showed higher adherence rates (49 vs. 36%). 
Insulin use adherence rates among diabetic patients were lower than those of oral 
hypoglycemic medications (73–86%). People with type 2 diabetes who have poor adherence 
have been linked to misconceptions about how serious the condition may be as well as 
discrepancies in patient and healthcare professional understandings of the condition [43]. 

 
Figure 1: Barriers to medication adherence 

 

Attitudes and beliefs: Individuals with diabetes have a diverse variety of views and ideas 
regarding the disease and its management, which influences how they view the necessity and 
significance of self-management education. Using an updated Diabetes Attitude Scale (DAS), 
Anderson et al. conducted a survey of 1202 individuals with type 2 diabetes [44]. The results 
showed a correlation between adherence outcomes and positive attitude holders. 
Similar results were observed in [45]. Among those with type 2 diabetes, beliefs regarding 
the advantages of taking medicine were positively and significantly correlated with the 
intention to take medication on a regular basis. According to additional research, people who 
have a good attitude towards managing their diabetes are more likely than people who have a 
negative attitude to modify their behaviour in order to control their blood glucose levels. 
According to type 2 diabetes's natural course, 60% of affected people will eventually need 
insulin therapy in order to maintain ideal blood glucose control. Even though insulin therapy 
has been shown to be effective in helping people with type 2 diabetes achieve and maintain 
glycemic control, many people who could benefit from it are either not given it or do not get 
it in a timely way [46]. Approximately 33% of people with type 2 diabetes who had never 
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used insulin said that they would not take it if it was given in recent studies [20, 21]. Patients' 
attitudes and views about diabetes and its treatment are the main cause of their unwillingness 
to start insulin therapy on time. Insulin therapy is seen by patients as a sign of personal failure 
and as a just punishment for their inability to control their illness. Patients also worry getting 
insulin shots every day. Other unfavorable views include the idea that using insulin will make 
life more difficult and that it won't improve the condition, but will instead make it worse and 
lead to more serious consequences [47]. Common misconceptions regarding the necessity of 
switching to insulin therapy may make it more difficult for a patient to consent to and engage 
in type 2 diabetes self-management. 
There is mixed evidence linking knowledge to improved health outcomes. People may 
engage in unhealthy behaviors even though they are aware of the risks; information does not 
always translate into risk-reducing behavior. In order to determine whether knowledge of 
one's most recent HbA1c (glycated haemoglobin) test result is linked to a more accurate 
assessment of diabetes control as well as improved diabetes self-care understanding, self-
efficacy, and behaviors related to glycemic control, Heisler et al. [48] looked at 843 adults 
with type 2 diabetes . Compared to respondents who did not know their HbA1c results, those 
who did claimed greater knowledge of diabetes self-management and evaluation of their 
glycemic control. But simply knowing one's HbA1c level was insufficient to convert a better 
grasp of diabetes care into the self-assurance and drive needed to enhance diabetes self-
management. 
Results from a study including 670 persons with diabetes indicate that patients who possess 
information are more likely to engage in self-management practices. Nevertheless, neither the 
patients' metabolic outcome goals nor the recommended ambulatory care for diabetics were 
reached [49]. 
Similarly, individuals with greater knowledge scores also perceived lower barriers to blood 
glucose monitoring in an observational study of 284 veterans with stable type 2 diabetes on 
insulin (r = 0.211; p = 0.006). However, there was no correlation found between performance 
on the diabetes knowledge test and the perception of adherence to medicine, diet, exercise, or 
self-care. Age, years of education, length of treatment, cognitive function, sex, and 
depression level were found to be independent predictors of the knowledge score in the study, 
according to multivariate analysis [50]. Researchers discovered in a different study that a lack 
of understanding about diabetes, including its causes and symptoms, had an impact on 
preventing complications associated with the disease. Conversely, research by Anderson et al. 
showed that people with diabetes were less likely to form strong opinions—positive or 
negative—about managing their illness and taking care of themselves [51].  
Therefore, an individual may not be sufficiently motivated to treat their diabetes by 
information alone. But there is a sporadic, if erratic, correlation between knowledge and the 
outcomes of diseases. Despite following a doctor's advised diabetic treatment plan, many 
people claim they have no idea why they are using self-management techniques or what the 
advantages are. Thus, despite routine checkups and sufficient access to care, misconceptions 
regarding diabetes and its treatment were widespread and pervasive. 
Culture/Ethnicity/Language: Diabetes self-management may be impacted by an 
individual's culture, which also has an impact on their knowledge, behaviors, attitudes, and 
beliefs. For Caucasians and African Americans with type 2 diabetes, Fitzgerald et al. looked 
at patients' opinions (n = 672) regarding the disease according to treatment method (insulin 
vs. no insulin), race/ethnicity, and the interaction of these two variables [52]. The most 
favorable and least unfavorable attitudes on diabetes care were indicated by Caucasians who 
do not use insulin. In contrast, Caucasians who used insulin reported the lowest levels of 
positive views and the highest levels of negative attitudes regarding the management of their 
diabetes. Conversely, there were fewer variations in the attitude scale ratings between insulin 
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users and non-users among African Americans. African Americans reported receiving more 
support from friends and family than did Caucasians, according to the survey. Additionally, 
their assistance was perceived more favorably. 
Caballero found that traditional Mexican Americans had a common misperception about 
insulin's possible danger, which likely prevents them from participating in insulin treatment . 
It was also noted that, even among low-income urban inhabitants, emotional hurdles and 
cultural views are frequently more significant than financial barriers for Latinos. Because 
family needs are prioritized, the investigators observed that Latino clients see following a 
treatment plan as self-indulgent [53]. 
When managing diabetes, cultural aspects should be taken into account. These elements 
include food and nutritional preferences, lifestyles, traditional and religious beliefs, and ideas 
regarding general health. In Chinese culture, one's ability to consume food freely is vital to 
their quality of life. In-depth interviews with 22 Taiwanese people diagnosed with type 2 
diabetes were done by [54] to investigate how they perceived their conditions and methods of 
self-management. Dietary restrictions and physical activity were examples of self-
management techniques. Sweating after a spa treatment, according to several participants, 
would prevent drug absorption and prevent hypoglycemic medicines from being harmful to 
the kidneys.  
Thus far, no studies have been conducted to compare the cultural perspectives of various 
racial and ethnic groups about diabetes self-management. Research on concerns that are 
culturally important for Hispanics with diabetes was systematically reviewed by [55]. 
Perceived causes of diabetes, attitudes towards God, living with diabetes, using folk healers, 
using alternative treatments, and accepting fatalism were all shown to vary amongst Hispanic 
subgroups in the United States according to their level of acculturation. Although 
understanding individual perspectives about diabetes would be beneficial for clinicians and 
educators, the authors came to the conclusion that it is equally important to understand these 
perspectives within a larger socio-environmental context. This is because a statement about 
the cultural beliefs of Hispanics may not be applicable to all Hispanic subgroups. 
Polzer et al.'s analysis of spirituality and African American diabetes self-management 
revealed that spirituality is firmly ingrained in African American cultural history and 
permeates all facets of life, including attitudes towards health and illness. As evidenced by 
research on other diseases like cancer and HIV, spirituality may improve diabetic self-
management by acting as a source of support for those who turn to God, according to the 
study [56].  
Effective language use and communication are key components in developing the patient-
provider connection. For many ethnic minorities in the US, not knowing enough English 
makes it difficult for them to fully access mainstream health services. Language and literacy 
obstacles, in particular, make it difficult for Hispanic minority communities to receive 
treatment and services. 
Financial resources: Apart from cultural factors, the expense of medical care can provide a 
substantial obstacle to the treatment of diabetes, especially for individuals with poor 
socioeconomic level and no health insurance coverage. Low annual income and no health 
insurance were shown to be the main barriers to seeking and receiving medical care for 
patients (n = 118) with newly diagnosed type 2 diabetes in a diabetic screening programme in 
New Mexico . Compared to 6% of insured patients, 60% of uninsured patients did not seek 
treatment after receiving a diagnosis. Furthermore, a 7-year study of Mexican Americans 
with diabetes (n = 908) found a significant correlation between inconsistent medication use 
and inadequate health insurance. This correlation was related to an increased risk of reporting 
kidney problems (p = 0.008), all-cause mortality (p = 0.003), and diabetes-related death (p = 
0.002) [57]. 



Dr. VALENTINA CHANU/Afr.J.Bio.Sc.6(Si4)(2024)                                                   Page 3850 of 18                              
 

 

Co-morbidities: Due to the competing demands of co-morbidities such as back pain, 
arthritis, asthma, congestive heart failure, chronic obstructive pulmonary disease, exhaustion, 
and depression, people with numerous chronic diseases often face challenges to self-
management. High levels of morbidity, compound effects of illnesses, and persistent 
depressed symptoms were found to be potential barriers to self-management that were 
strongly related with low levels of physical functioning in a study of seniors with multiple 
morbidities [58].  
Throughout their lives, up to 33% of diabetics experience a significant depressive episode. 
Diabetes patients have twice as high incidence of depression as people without a chronic 
illness. Moreover, a large number of people with type 2 diabetes choose not to seek 
professional assistance for their depression. Because depression has the ability to change how 
a condition is perceived as self-managed and is linked to higher rates of morbidity, mortality, 
functional limitations, and medical expenses, it can impede diabetes self-management and 
glycemic control[59]. According to a bi-directional causal model, depression and social 
support also have an inverse association.  
Social support: Several research investigations have demonstrated that perceived obstacles 
to self-care and future mortality and morbidity are impacted by a lack of social support. 
Mixed results have been found when examining the effect of social support in the treatment 
of diabetes. Obese males with type 2 diabetes saw unfavorable effects from their spouses' 
participation in weight loss education groups, but obese women with type 2 diabetes 
experienced greater weight reduction when their spouses provided support. For Hispanic 
individuals with fairly substantial networks, mostly made up of family members, social 
support was not significantly correlated with diabetes self-management in a cross-sectional 
study by [60]. 
Thus, in addition to other contextual elements (such as socidemographic factors), gender and 
racial disparities in social support should also be acknowledged. For individuals without 
family members, developing alternate forms of support outside of the family network should 
also be taken into consideration. 
3.2 Health care provider factors 

The majority of the published research on diabetes self-management concentrates solely on 
patients, with little attention paid to physicians or patient–clinician interactions. There are 
significant differences between the attitudes, knowledge, and perceptions of patients and 
doctors, which can cause conflict and confusion as well as poor outcomes [61]. To enhance 
diabetes self-management education and the standard of diabetes care, a deeper 
comprehension of clinician factors is required. The following areas of knowledge, belief, 
attitude, communication, and the health system were assessed in relation to difficulties faced 
by clinicians. 
Beliefs, attitudes, and knowledge: It's possible that a doctor's attitudes regarding managing 
diabetes are more significant than their medical understanding. Patients' adherence to the 
recommended regimen is influenced by the beliefs, attitudes, and knowledge of the 
practitioners. Type 2 diabetes is still seen by many medical professionals as a benign 
condition [62]. 
Dietrich discovered that patients' perceptions of the seriousness of diabetes and their 
subsequent self-management behaviour were significantly influenced by the physician's 
attitude at the time of diagnosis [63]. At the time of diagnosis, emotions ran the gamut from 
anger and resignation to fear, shock, and panic. Dietrich discovered that when a doctor played 
down the severity of a patient's illness, the patient saw it as less serious. Similarly, Hunt and 
associates discovered that attitudes of patients towards insulin therapy were impacted by the 
attitudes of doctors in addition to individual experiences and observations. 
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A clinician's ignorance of current evidence-based guidelines may have an impact on the 
course of diabetes treatment. Specifically, doctors are unsure about the best time to begin 
insulin therapy as well as the type and quantity of insulin to administer [64]. 
These studies' conclusions suggest that health care professionals should get diabetes 
education to broaden their understanding of the disease and shape their perspectives on 
collaborative self-care diabetes treatment [65]. It is also necessary to provide further skill 
training in identifying and treating psychological discomfort. 
Patient–provider interaction and communication: The services that patients receive and 
the kinds of healthcare providers they interact with during their diabetes treatment have an 
impact on how they perceive their disease. Better diabetes outcomes, better diabetic self-care, 
or both are predicted by effective patient-provider communication [66]. Regretfully, a lot of 
patients report major obstacles to cooperative diabetic care, which has an impact on 
adherence. The majority of doctors acknowledge that they are lacking in counseling and 
shared decision-making abilities and effective communication methods, and they believe that 
this deficiency is a barrier to providing successful diabetes treatment [67]. Poor patient-
provider communication was linked to poor medication adherence in a research involving 
367 patients with types 1 and 2 diabetes in a primary care environment [68]. 
Even with specialized training programmes, it could be challenging for clinicians to adopt a 
more effective communication style. Furthermore, the most comprehensive kind of 
intervention that addresses patients' psychological problems and promotes diabetes self-
management in addition to medication and metabolic control may not be practical for 
clinicians caring for patients with diabetes in primary care settings to incorporate into their 
daily work. 
Health care system: Primary care physicians are the only ones who treat type 2 diabetes in 
more than 75% of cases. However, only around one-third of type 2 diabetes patients 
appropriately adhere to their doctor's diabetic management instructions [69]. Within a 10- to 
15-minute office visit, overworked primary care physicians in the present health care system 
must complete numerous preventive tasks, address primary complaints, write prescriptions 
and referrals, and manage other difficulties. Therefore, it is challenging for primary care 
physicians to spend a lot of time discussing the behavioral, psychological, and emotional 
problems that people with type 2 diabetes face. 
According to research, providing automatic reminder systems, longer appointment durations 
for patients with chronic illnesses, and resources like flow sheets and checklists can all help 
with diabetes management [70]. In order to ascertain whether computerized reminders that 
offer patient-specific recommendations at every visit and/or performance improvement 
feedback every two weeks will cause providers to appropriately intensify diabetes therapy 
and improve diabetes outcomes in a primary care setting relative to a control group, Ziemer 
and colleagues conducted a three-year randomized controlled trial (RCT) [71]. After three 
years, there was no statistically significant difference in the tendency of the computerised 
reminder providers to intensify therapy compared to the control group of providers. 
Nonetheless, compared to the providers in the control group, providers who got computerised 
reminders along with performance improvement feedback and providers who just received 
performance improvement feedback showed statistically significant improvements in their 
efforts to step up diabetes therapy. This suggests that performance feedback improved 
provider behavior and decreased patients' HbA1c levels. 
A multimodal intervention aimed at general practitioners (GPs) was evaluated in another 
RCT for its impact on the six-year mortality, morbidity, and risk factors of patients with 
recently diagnosed type 2 diabetes. A comprehensive intervention consisting of 
individualized goals for patients, frequent follow-up, prompting doctors, clinical guidelines, 
feedback, and ongoing medical education was given to 484 general practitioners. Primary 
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Care Interventionists scheduled more follow-up appointments and shifted their attention to 
goal-setting as a means of reducing risk factors. The findings suggest that in a primary care 
context, tailored objectives together with GP education and monitoring assistance could 
potentially lower risk factors linked to type 2 diabetes-related complications in patients [72]. 
4 Strategies to Overcome the Communication Barriers 

Building a relationship with patients 

Comprehending the potential obstacles that can arise from patient-physician interactions 
might help prevent complaints and insurance claims. The therapeutic relationship between the 
patient and the healthcare provider is strengthened by effective communication, which 
involves both verbal and nonverbal abilities. It also helps to establish this relationship by 
lowering the possibility of misunderstandings or misinterpretation [73]. Eleven More often 
than not, the way clinical information is presented matters more than just the material's 
substance. It is totally unacceptable to practice speaking behind a computer screen, taking 
notes, or providing information through a third party—such as a hospital orderly serving as 
an interpreter—any of these ways. Eye contact, posture, facial expressions, and spoken tones 
all elicit reactions in people [74].  
Patients anticipate encouragement and support from their healthcare professional, as well as a 
degree of confidence being instilled in them. Building a relationship with patients is crucial, 
as is acknowledging the validity of their opinions and feelings, demonstrating understanding 
through empathy, and handling awkward or private situations with tact. Talk to the patient 
about your ideas and include them in the decision-making process. 
Ensuring understanding 

Assuring patients that they remember all that was discussed during the consultation should be 
a crucial aspect of your interactions with them. The healthcare professional should describe 
the information given and make sure the patient understands it by employing a strategy called 
"chunking and checking". Signposting can be used to introduce key phases of the 
consultation and make them more "patient-friendly." For instance, "If you are happy that you 
have discussed all your concerns with me, I would like to move on, and examine you." Using 
language that is easy to understand is essential while communicating. In the South African 
culture, where speaking multiple languages is common, this is even more important. There 
are frequently issues while using an interpreter. To guarantee comprehension, creative 
alternatives should be looked for, such as the usage of visual aids and demonstration videos 
[75]. 
Patients are significantly more likely to follow a treatment plan that they both agree upon. 
When options are available, present them to the patient and ask if their concerns have been 
addressed. In order to improve the treatment plan, ask the patient for their opinions, ideas, 
and suggestions [76]. For example, "Doctor, what if I try to lose weight and eat more 
healthily just one more time? I am unable to begin insulin injections at this time. Perhaps next 
month? 
Nonetheless, the medical professional must make sure that improper choices are made or that 
the patient is not persuaded to change their mind. Reiterate and summarize your suggestions 
until you are confident the patient is understanding and will recall the conversation. Give the 
patient enough time to make inquiries. Every consultation should be seen as a chance to 
change habit, impart knowledge, promote health, and offer guidance on preventing diseases 
in the future. These subjects should be spread out throughout several months of care if time 
constraints are an issue. 
Empathy for Diabetes Communication 

“The ability to understand and share feelings of one another” is how the dictionary defines 
empathy. The very least that any of us can do is be kind. While providing a diabetic with 
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management education is crucial, sometimes just saying "please" and "well done" can go a 
long way. 
 It might inspire increased transparency and communication about diabetes among those who 
have it, therefore contributing to its de-stigmatization.  Acknowledge that everyone has 
difficult days from time to time, and express your support by being there for them. Strike up a 
conversation with them by asking if there is anything you can do to help. Make sure your 
body language and words are consistent when doing this. Reducing stress levels and A1C 
levels is made easier with a listening ear [77]. 
5 Conclusion  

The establishment of effective communication plays a crucial role in achieving successful 
diabetes care within outpatient departments. The significance of communication in 
facilitating the adoption of self-care behaviors should not be underestimated, given that 
individuals with diabetes depend on healthcare professionals to provide them with guidance 
and assistance in effectively managing the intricacies associated with their condition. The 
inadvertent influence of language can have a substantial effect on the emotional welfare and 
compliance of patients with regards to their treatment regimens. In order to effectively tackle 
the obstacles and difficulties associated with the treatment of diabetes, it is imperative to take 
into account a range of factors, encompassing efficacy, safety, convenience, lifestyle, and 
education. Efforts aimed at improving communication and addressing these barriers should 
primarily concentrate on the implementation of personalized care plans that priorities the 
unique needs and preferences of patients. Healthcare practitioners want to cultivate a patient-
centric approach, wherein they customize instruction and support to cater to the distinct 
situations of individual patients. This may encompass the streamlining of treatment protocols, 
offering easily available teaching materials, and fostering a sense of patient empowerment in 
the management of diabetes. Through the implementation of these techniques, healthcare 
practitioners have the ability to effectively address the obstacles associated with diabetes 
management, hence enhancing patient outcomes and overall quality of life. Given the 
escalating global prevalence of diabetes, it is crucial for healthcare systems to place a high 
priority on implementing effective communication strategies within outpatient departments. 
This emphasis on communication is essential in order to provide individuals with the 
necessary assistance and guidance they need to properly manage their diabetes. By fostering a 
collaborative relationship between patients and healthcare providers, it is possible to bridge 
the existing communication gap, hence resulting in improved diabetes control and overall 
well-being. 
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