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Introduction Education in diabetes is a fundamental and important issue in achieving the 
desired quality of life. One of the most effective factors in the quality of education is choosing 
the right education. Diabetes self-management education is a key component of diabetes care. 
On the other hand, the high rate of patients’ non-acceptance or adherence to the treatment 
regimen indicates that educating the patient to achieve self-management has shortcomings. 
This study aimed to help identify barriers to the effectiveness of diabetes self-management 
education.
Conclusion Diabetes self-management education is an important building block of diabetes 
treatment. Diabetes self-management education is necessary for diabetes management and 
behavior change in individuals with diabetes. The results of the studies have found that group 
education is superior or not different from individual education. Diabetes self-management 
education should be chosen according to the characteristics of the individuals with diabetes, 
the purpose of the education, and the advantages and disadvantages of the education method 
to be selected.
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Introduction 
The incidence of diabetes continues to increase at an 
alarming rate [1-3]. The incidence of diabetes 
increases gradually due to the advancement of 
technology and the change in sedentary lifestyle and 
diet [4-6]. The number of individuals with diabetes 
globally, which was 171 million in 2000, reached 
347 million in 2013 [7, 8]. In Turkey, the prevalence of 
diabetes in adults 20 years and older was 7.2% in 
2002; this amount increased to 13.7% only in 5 
years [9, 10].  
The main problem in people with diabetes is 
uncontrollable blood glucose levels [11, 12]. Therefore, 
in the management of diabetes, the goal is to achieve 
glycemic control and prevention of complications [13, 

14]. Diabetes treatment includes medical, physical 
nutrition activity, blood sugar monitoring, diabetes 
self-management education (DSME), and oral 
diabetes/insulin [15-17].  
Diabetes treatment, which should be applied 
throughout life, requires the individual to manage 
his/her treatment and make a lifestyle change [17, 18]. 
DSME is important for individuals with diabetes to 
make lifestyle changes [19]. DSME is a collaborative 
process for individuals with diabetes or at risk of 
diabetes to acquire the necessary knowledge and 
skills to successfully manage their disease and 
disease-related conditions and make behavioral 
changes [20-22].  
It has been found that DSME reduces the HbA1c 
level of individuals with diabetes and lowers fasting 
glucose level and blood pressure. Many studies 
indicated that increasing the knowledge of diabetes 
reduces the need for medication and improves the 
quality of life also; It is also emphasized that the 
positive results of DSME enable the patient to focus 
on self-management, and cultural characteristics are 
taken into account in plans and practices [23-25]. 
DSME is a theory that is recommended to be based 
on a model that active participation and self-efficacy 
of models in diabetic patients, encouraging 
development increase the effectiveness and results 
of self-management skills. In the study of Piatt et al. 
[26], it was shown that DSME based on the chronic 
care model improves the clinical and behavioral 
outcomes of individuals with diabetes. In the study 
of Brown et al. [27], it was determined that DSME 
improves the health outcomes of individuals with 
diabetes, especially those with an HbA1c level below 
10%. In the study of Gucciardi et al. [28], it was 
determined that DSME based on Planned Behavior 
Theory increased the compliance of individuals with 
diabetes to medical nutrition behaviors and 
decreased HbA1c levels. In study [29] randomized 
controlled study, it was determined that patients 
who received DSME based on the Self-Care 
Deficiency Nursing Theory increased after six 
months of follow-up. 

Although there are many studies on DSME, it is still 
debated whether group education as an education 
method is superior to individual education or which 
education method should be preferred. In this 
article, in the light of the literature about the DSME, 
how DSME is done, individual and group education 
as DSME is mentioned, and "Is group education 
superior to individual education?" 
 
Diabetes self-management education 
(DSME) 
Diabetes education: Since the discovery of insulin 
in 1920, over the years, Dr. Elliott P. Jocelyn, until 
the 1960s in several centers, systematically tried to 
understand information about the patient. Joslin & 
Kahn [30] emphasized the importance of education by 
saying, "Education is not a part of diabetes 
treatment; on the contrary, it is the treatment itself" 
[31]. The World Health Organization reported in 1980 
that education is a cornerstone of diabetes 
treatment. Joslin & Kahn [30] advocated that 
individuals with diabetes should be responsible for 
their care and advocated the concept of DSME, 
which is recommended in diabetes education today. 
They emphasized the importance of education for an 
individual with diabetes to manage diabetes and 
stated that nurses have an important role in 
diabetes education and treatment. 
Between 1970 and 1980, the American Association 
of Diabetes Educators and the Diabetes Education 
Study Group (DESG) took important steps in 
establishing organizations that aimed to structure, 
standardize and disseminate education programs. 
These organizations continue their studies on 
planning the diabetes education program, 
determining the principles of patient education with 
diabetes, and evaluating the education results. 
Principles of DSME are [32]:  

• Being a good listener, 
• Instead of providing trained instruction, 

it is based on empowerment and 
problem-based models 

• Diabetes educators; Identify their needs 
• Collaboration with patients, 
• Involvement of people with diabetes in 

decisions 
• Consider the experiences of people with 

diabetes and their economic, social, 
cultural, and psychological characteristics 

• How to evaluate patients, ongoing 
training, and support? 

 
How is DSME done? 
DSME is done in cooperation with the patient, taking 
into account the patient's priorities, interests, and 
concerns [33]. Collaboration role is used to empower 
patients about what they understand and expect 



311                                                                                                                                                                                             Chupradit S.  et al. 

Health Education and Health Promotion                                                                                                     Fall 2021, Volume 9, Issue 4 

from health care. With the collaborative role, the 
patient's participation in their care increases, and 
they become stronger in managing their health 
conditions [34]. Considering the evidence-based 
recommendations regarding DSME to be applied 
according to the American Association of Diabetes 
Educators (AADE); 

• All people with diabetes should have 
access to DSME (Evidence A). 

• To increase the effectiveness of self-
management, as defined by self-care 
behaviors in AADE, DSME should focus 
primarily on supporting behaviors 
(Evidence B). 

• DSME should be provided by 
competent/qualified persons (Evidence 
A). 

• DSME should follow a comprehensive 
five-step process. This process includes 
the steps of diagnosis (assessment), goal-
setting, planning, implementation, and 
evaluation (Evidence C). 

According to the American Association of Diabetes 
Educators, DSME is a problem-solving process [34]. 
For this reason, in the implementation process of 
DSME, the steps of diagnosis, goal setting, planning, 
implementation, and evaluation, which are the 
problem-solving process, should be applied [35]. 
Diagnosis: It is the stage of collecting and 
interpreting data from the patient about the 
problems and affecting factors. The diagnostic step 
in the training process depends on the skill level of 
the diabetes educator. To diagnose the patient's 
condition, the diabetes educator collects data from 
the patient, the patient's family, the patient's social 
environment, current medical records, and the 
referral healthcare team in a systematic and 
organized manner [34, 36]. 
Goal Setting: The goals of DSME are to strengthen 
the individual with diabetes, increase self-
confidence, improve problem-solving skills and 
coping behaviors. Therefore, theoretical approaches 
should facilitate goal-setting regarding patient 
behavior change, patient empowerment, and 
patient-centered communication. Theoretical 
approaches used in DSME include Social Cognitive 
Theory, Theory of Reasoned Action, 
Transtheoretical Model, and Theory of Planned 
Behavior. These theories and models support the 
patients about the behaviors that patients want to 
change in diagnosis and help the diabetes educator 
create the patient's behavior change plan [34]. To 
achieve the goals in DSME, the cooperation of the 
patient and the diabetes educator and the 
participation of the person with diabetes in 
decisions are important. 
Planning: The diabetes educator and the person 
with diabetes decide together how to reach the set 
goals. The existing diabetes education practices are 

integrated into the principles of education and 
behavior change developed. This plan is coordinated 
among the diabetes health care team members, the 
individual with or at risk of diabetes, their families, 
social support, and referrer [34]. 
Implementation: During the implementation 
process, diabetes educators apply diabetes self-
management training according to the prepared 
plan. The diabetes educator counsels patients and 
their caregivers on the implementation of the DSME 
plan. Implementation can also be carried out in 
collaboration with other community and 
professional services [34]. 
Assessment: Continuous monitoring and evaluation 
of the implementation of the prepared plan are 
important for behavior change. For this reason,  
both the training process and whether the 
predetermined goals have been achieved are 
evaluated periodically [34]. 
Individuals with diabetes need to set goals and make 
daily decisions to manage their diabetes 
successfully. Individuals with diabetes should be 
developed to make decisions about their goals, 
therapeutic options, and self-care behaviors and 
take responsibility for daily diabetes care to be 
effective in their care [37]. 
An example of a protocol for behavioral change in 
individuals with diabetes, developed by Funnell & 
Anderson [37], is presented in Table 1.  
 
Table 1) Behavior changes protocol [37] 

Steps Description 
1: Discovering 
Your Purpose 

What is the hardest thing for you in caring 
for diabetes? 
Can you explain a little more about this? 
Can you give an example in this regard? 

2: Feelings and 
thoughts 

What are your feelings and thoughts on 
these topics? 
Do you think/feel for this reason? 

3: Decide to plan What do you want to happen? 
If/what changes will you feel better about? 
Does this condition improve in … 
(weeks/months)? 
What is your priority? 
What are your obstacles? 
Who can help you? 
What are the benefits and costs of this 
choice? 
If you do not do something about it, what 
could be the result? 
Let us make a plan. 

4: Prepare the 
program 

Do you want to do something about it? 
What can you do? 
What will you do? 
How confident are you in doing this plan? 
How do you know you have succeeded? 
What are you doing today after leaving here? 

5: Evaluate How was the meeting? What did you learn in 
this session? What happened? 
Did you experience any problems during 
this interview? What happened? 
In the next session, what should / should not 
be different from this session? 

 
The problem-solving process applied in the behavior 
change protocol; provides information about 
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diabetes to individuals with diabetes, develops goals 
related to diabetes and lifestyle, and aims to reach 
goals [38]. This process consists of five steps. The first 
two steps describe the problems of individuals with 
diabetes and their feelings and thoughts about the 
problems. In the third step, the goals and the 
patient's preferences are discussed. The patient 
promises to make behavioral changes that will help 
them achieve their goals. The fourth step discusses 
what the patients can do to achieve the goals and 
evaluate the results. In the fifth step, the educational 
process is evaluated. In this process, more 
information about the true nature of the problem 
will be gained, effective strategies will be developed 
for individuals with diabetes to cope with, and the 
barriers and emotions of individuals with diabetes 
will be learned [37]. 
Educational strategies can range from simple 
telephone contact to a comprehensive program, 
depending on the nature of the situation [39].  There 
is no single training method and material. 
Brochures, telephone, posters, slides, books or 
magazines, the internet, and visual and written 
media can be used to educate the target audience. 
However, none of them can replace the one-on-one 
training provided by diabetes educators. Different 
methods are used in the education of individuals 
with diabetes. Individual or group education of 
health professionals or diabetes educators is the 
most important education method used in the 
education of the target group. It should be noted that 
the DSME can be done by individual education 
and/or group education method. 
Individual Education: Individual education is 
defined as one-on-one education or face-to-face 
education. In individual education, it is aimed to 
provide the appropriate education for the current 
needs of the individual with diabetes [40]. 
Communication is more intense in individual 
education. It is stated that individuals with diabetes 
express their economic-sexual-social problems and 
needs more clearly in individual education [40]. 
Group Education: Teaching people in groups has 
been an effective form of education for diabetes 
education since 1970. A group is defined as 
gathering people with a common interest, such as 
DSME. The number of participants participating in 
the groups can vary between 2 and 20. The number 
of groups depends on the person/organization 
making the payment, the subject to be discussed, the 
training method, and the trainers. Studies have 
found that forming groups of 6-10 people is effective 
in group education [41]. 
 
Why Group Education? 
Group education is of great interest among 
educators and politicians [42]. Some educators prefer 
group education for their education and recommend 
using group education as a primary approach to 

improve outcomes of diabetes [43]. DSME states that 
it is more effective to do it through group education 
because it is supportive and encouraging, effective in 
time and cost, provides sharing experiences, and 
increases learning with peer interaction. In addition, 
it is stated that the group education environment 
supports certain educational activities such as social 
modeling and problem-based learning better than 
individual education.  
Group education is recommended because it is more 
suitable for adults' learning styles and has positive 
results [42, 44]. Considering the principles of adult 
education, adults need to determine what they want 
to learn and meet their needs. Adults enjoy small 
group interaction and practical problem-solving 
processes, benefiting from other people's 
experiences. Adults learn as long as they actively 
participate in the sessions, and if they find the 
program suitable for them, they will be motivated. 
Adults are affected by their past experiences in the 
learning process/behavior change. Therefore, it is 
difficult for them to change. While physical comfort 
is important for adults, a pleasant environment and 
a dynamic environment are important. They enjoy 
receiving awards such as certificates and gain the 
courage to learn. 
 
Effectiveness of group education 
When we look at the studies comparing group 
education and individual education to evaluate the 
effectiveness of group education, it is seen that there 
are experimental and compilation studies on the 
subject. In the study of Rickheim et al. [45], in which 
group education and individual education were 
compared, the effectiveness of the education 
program prepared according to DSME standards 
was evaluated. In both forms of education, the study 
found that improvements in diabetes knowledge, 
BMI, quality of life and attitude towards diabetes, 
and mental health were similar. A decrease in HbA1c 
levels was detected in the six-month follow-up 
period in those who received individual and group 
training. When individual training versus group 
training was compared, the difference in HbA1c 
levels was of low statistical significance (marginally 
greater; p=0.05). In the study, the authors stated the 
study's limitations as the high losses in their study, 
the follow-up period of only six months, and the 
possibility of the results being open to bias because 
the randomization was not confidential. 
Campbell et al. [46] implemented four different 
interventions in educating individuals with Type 2 
diabetes: a minimal group program, an individual 
program, a comprehensive group program, and an 
individualized behavior program. The decrease in 
HbA1c and body mass index was not statistically 
significant between the groups in the study. 
However, it has been found that individual and 
group education have similar effects on the self-care 
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management of individuals with diabetes. The 
systematic review study of Norris et al. [47] 
emphasized that group education on lifestyle 
(physical activity and diet) may have more positive 
effects than individual education. DSME was found 
to be effective in both individual and group 
education. In the meta-analysis study of Norris et al. 
[48], the effectiveness of diabetes education 
interventions was examined. The difference 
between the HbA1c levels of individuals with 
diabetes who received individual education and 
group education was not statistically significant. 
In a study [49] comparing group education and 
individual education, the patients who received 
group education compared to those who received 
individual education, it was observed that HbA1c 
level, body mass index, drug dose decreased, 
retinopathy was less common. HDL cholesterol level 
increased [49]. In the study of Vadstrup et al. [50], 
although positive improvements were observed in 
the quality of life and diabetes symptoms in the 
groups given individual and group education, this 
improvement was not statistically significant. No 
difference was found between the groups. In the 
study of Llorca et al. [51], diabetes knowledge level 
improved, HbA1c, body mass index, and systolic 
blood pressure levels were decreased in groups that 
received individual and group education. The effects 
of individual and group training applied in the study 
were evaluated equally. In the study of Steinsbekk et 
al. [52] comparing group education with individual 
education, it was found that group education 
significantly improved HbA1c, blood glucose levels, 
lifestyle changes, and psychosocial outcomes of 
individuals with type 2 diabetes. On the other hand, 
it was found that there was no statistically 
significant change in mortality rates, body mass 
indexes, blood pressure, and lipid profiles of 
individuals with type 2 diabetes. 
Numerous factors affect a patient's achievement of 
self-management. A review of the present study 
reveals that various factors, from the effect of age 
and sex and beliefs of the patient to the attitude, 
knowledge, skills, and performance of the caregiver, 
can positively and negatively affect the effectiveness 
of DSME. Awareness of these factors means that 
educators, on the one hand, must consider the 
limitations and potential and actual capabilities of 
the patient in planning. It should be noted that DSME 
is based on group and individual education. The 
choice of educating form is suggested according to 
the benefits of the education form and the program's 
target by examining the selected items. 
 
Conclusion 
DSME is an important building block of diabetes 
treatment. DSME is necessary for diabetes 
management and behavior change in individuals 
with diabetes. The results of the studies have found 

that group education is superior or not different 
from individual education. DSME should be chosen 
according to the characteristics of the individuals 
with diabetes, the purpose of the education, and the 
advantages and disadvantages of the education 
method to be selected. 
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