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The traditional medical
treatment model often ignores
the emotional, spiritual, social,
and cognitive aspects of living
with a chronic disease such as
diabetes. Empowerment
programs address these

psychosocial areas by helping
individuals develop skills and
self-awareness in goal setting,
problem solving, stress
management, coping, social
support, and motivation.

Although many diabetes 
educators have been taught to
use an empowerment curriculum

to facilitate self-management,
there is minimal research

concerning the actual process of
providing such programs to
patients. We evaluated an
empowerment curriculum

(Empowerment: A Personal Path
to Self-Care) with a diverse
group of individuals with
diabetes to determine the key
elements of planning and
implementing a successful
diabetes patient empowerment
program.

Empowerment is proposed as an appropriate philosophical
and educational approach to diabetes care.’ This approach is
based on several assumptions: most of diabetes care is pro-
vided by the person with the disease; diabetes affects the
emotional, spiritual, social, physical, and cognitive aspects
of a person’s life; people with diabetes experience both the
burdens and benefits of their diabetes and self-care choices;
and patients need information about both diabetes and them-
selves to make informed choices. With the traditional medi-
cal model, treatment goals and plans often ignore the

emotional, spiritual, social, and cognitive aspects of living
with a chronic disease such as diabetes. Creating opportuni-
ties for patients to address the psychosocial issues of living
with diabetes requires a more comprehensive and person-
centered approach than is usually offered by the traditional
medical model. A variety of materials and workshops are
available to help resource educators use the empowerment
approach in diabetes education. ’ .8
The empowerment program discussed in this paper, Em-

powerment : A Personal Path to Self-Care,9 was developed
by one of the authors (CF). This group education program
does not focus on blood glucose management or the provi-
sion of information about diabetes. Instead, the program
helps participants develop skills and self-awareness in goal
setting, problem solving, stress management, coping, social
support, and motivation. Although at least 1500 diabetes
educators have been taught to use the patient empowerment
curriculum, there is little published information describing
their experience of offering the program to their patients.
The Michigan Diabetes Research and Training Center

evaluated the Empowerment: A Personal Path to Self-Care
curriculum with five diverse groups of people who have
diabetes. Participation in the course was found to be effective
in improving self-efficacy and reducing glycated hemoglo-
bin.’° Patients’ individual comments reflect a variety of
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benefits (see Table). The purpose of this paper is to describe
key ingredients for planning and implementing a successful
patient empowerment program.

Planning for Teaching the
Patient Empowerment Course
Educator Philosophy The empowerment philosophy, ef-
fective problem solving, and accepting responsibility for
one’s own life are conveyed as much by the group leader’s
attitude as by the curriculum itself. Because acceptance of
this philosophy is essential to facilitate the course, educators
need to answer the following questions to determine if the
empowerment philosophy is consistent with their own

philosophy:
~ Do you believe that diabetes and diabetes care involves

almost every aspect of a patient’s life?
~ Are you comfortable with expressions of feelings? Ex-

pressions of anger, sadness, fear, and frustration often
emerge during this program, and the expression of those
emotions can help reduce their intensity and power to
cause suffering.

~ Are you comfortable encouraging patients to solve their
own problems? We believe unsolicited advice from others
often is a barrier to personal discovery and growth.

~ Do you respect the rights of patients to make their own
choices, even if you disagree with those choices? The
empowerment philosophy assumes that individuals care
about themselves and will strive to make decisions they
perceive to be in their own self-interest. When patients
make decisions that are internally motivated, they will
have greater and longer-lasting energy for follow-through
than if their decisions are externally motivated (eg, to
please the provider).

Facilitator Training In order to offer the empowerment
program, diabetes educators are required to attend a 1-day
training session in which the curriculum content and process
are introduced with a combination of presentations, individ-
ual exercises, and small-group discussions. A leader’s guide
is provided during training and sets of patient handouts are
available upon request after completing the workshop. Fa-
cilitator training is available to chapters of the American
Association of Diabetes Educators (AADE) and other

groups of diabetes educators.

Team Teaching Team teaching the empowerment program
provides many advantages, although it is not essential to use
this teaching approach. Team planning helped us generate
ideas and insights. Alternating the leadership role also re-
duced the amount of time and effort required to offer the
program and provided participants with different perspec-
tives. The backup facilitator greeted participants as they ar-
rived, followed up on individual requests for information or
assistance, and made sure that latecomers had the informa-
tion/materials needed for class while the lead facilitator con-

ducted the session.
The class was divided into two smaller groups for discus-

sions. Having one leader facilitate each group and guide the
discussions encouraged all group members to participate and
provided an opportunity for individuals to express them-

selves, resulting in many valuable contributions to the group

experience. Our ability to answer questions and correct mis-
information was enhanced by involving educators with dif-
fering expertise (eg, nurse and dietitian). Clinical discussions
were kept brief and continued outside of class time when
needed. We found that having opportunities to reflect to-
gether on our class experiences contributed to our growth as
individuals and as educators.

Program Orientation It is essential that potential partici-
pants clearly understand the nature of this program. They
need to know what to expect and what is expected from
them. Therefore, we held an orientation session during
which the empowerment approach and an overview of
course objectives and topics were presented. Attendees had
the opportunity to participate in a sample exercise and listen
to someone describe their experience with the empowerment
program. Participant expectations and responsibilities were
explained, and the importance of making a commitment to
attendance and being willing to share experiences and ideas
was stressed. We emphasized that although the course offers
structure and tools, the real content and quality of the
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program depends on an individual’s participation and
commitment.

It is important for participants to join the program to meet
their own needs and not to help others. No one was pressured
to enroll. Such pressure would sabotage one of the course’s
primary goals, which is to nurture self-directed decision

making. Two participants who reported complete satisfac-
tion with their own life choices said they wanted to help
others. However, their tendency to offer unsolicited advice
was a barrier to other participants’ exploration of issues and
problem-solving.

Criteria for Participant Selection Recruitment for the

empowerment program was directed toward those who had
received basic diabetes education so that there was some
common understanding of diabetes. The majority (85%) had
completed a diabetes education program. Two participants
took a basic diabetes education and empowerment course

simultaneously. They later acknowledged that this entailed a
significant time commitment, but they felt that the two pro-
grams were complementary.

Group size was targeted at 15 subjects per group, but was
expanded to 18 due to demand. This group size allowed
everyone an opportunity to contribute, especially when the
class was divided into two smaller groups. Based on our

experience, the program would work with 10 to 20 people,
but less than 10 would be too small and hinder discussion,
particularly when there are absences.

Course participants were invited to bring a guest to class;
30% of the participants came with a guest, usually a spouse
(83%), although other family members or friends also at-
tended. Most guests attended every session.

Guests were invited to participate in the course activities
or to observe to the extent they chose. Because most of the
issues and exercises addressed in class were applicable to
people without diabetes, guests were given their own set of
handouts. Guest participation ranged from fully engaged to
detached (eg, reading a book during class). This varying
level of participation was not perceived by the leaders as a
barrier to group dynamics.
No limitations on age or duration of diabetes have been

suggested by our experience. Although the majority of par-
ticipants were older (mean age=51 years), had experience
living with diabetes (mean duration=11.5 years), were fe-
male (67%), and had non-insulin-dependent diabetes melli-
tus (NIDDM) (68%), there was considerable diversity. Age
ranged from 24 to 75 years and duration of diabetes ranged
from 1 to 42 years. The majority (94%) of participants were
Caucasian and had some college (77%). In addition to this
study population, the curriculum was presented in a con-
densed format to an urban community audience that was
comprised of 10% to 20% minorities. Benefit from or appre-
ciation of the empowerment program did not appear to be
related to demographic factors. One newly diagnosed person
summarized the value of discussion within a diverse group:
&dquo;I think exchanging all the ideas and listening to everybody
helped me avoid a lot of the pitfalls that people start out with
when they have this disease. I can’t tell you how much I
learned and was able to apply.&dquo;

Class Format Educators are encouraged to adapt the pro-
gram to the needs and characteristics of their target audience.
The schedule used for this study was a 2-hour evening ses-
sion that met weekly for 6 weeks. The format included a brief
presentation by the educator, time for personal reflection,
large and small group discussion, and planning for change.
Worksheets were provided to help participants assess their
current beliefs and behaviors and were completed individu-
ally either during the session or in preparation for each of the
sessions. Any behavior-change efforts that patients made
between sessions were viewed as experiments. Participants
were taught that they can learn from the results of their
efforts regardless of the outcome.

Theoretically, the empowerment philosophy is an appro-
priate approach for any group regardless of cultural heritage
or literacy level. (However, this curriculum probably would
not benefit young children or mentally impaired adults be-
cause some level of abstract thinking is required to complete
the worksheets.) The approach respects diversity and a per-
son’s right to decide if and what they want to change. The
curriculum is a tool for teaching self-change skills, but does
not specify the specific changes to make. The curriculum
materials may need to be adapted for particular groups (eg,
lowering the reading level, translating into other languages,
modifying drawings to represent different ethnic groups, and
increasing type size for persons with low vision). Although
our experience with minority populations is limited, this
curriculum currently is being tested with an African Ameri-
can population to learn how to adapt it for diverse

populations.

Key Ingredients for Implementation
Group leaders need to address the following issues to maxi-
mize program benefits. These issues are not unique to this
curriculum, but awareness of and attention to them may be

particularly important for meeting the empowerment pro-
gram objectives. ,

1. Create a psychologically safe (accepting, uncritical)
environment for personal reflection and sharing.

People can learn from talking about their own experiences
and from listening to the experiences of others. People usu-
ally will express themselves honestly to the extent they be-
lieve that they are accepted and respected. The following
suggestions can help create an environment in which patients
can begin to evaluate for themselves what their goals are and
what they are ready to do about achieving these goals:
~ Avoid giving advice.
~ Accept, acknowledge, and avoid attempts to change par-

ticipants’ feelings about or perception of their experience.
~ Emphasize the confidentiality of group discussions.
~ Share personal stories to illustrate points and model

storytelling.
~ Communicate acceptance of all comments (acceptance

does not mean agreement) and support diversity of opin-
ion. Note that it is important to clarify clinical
misinformation.

2. Accept our role as educators and facilitators, not
group therapists.

The subject of personal counseling was mentioned briefly in
our study (several people acknowledged treatment for de-
pression), and some individuals may have benefitted from
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individual or group therapy. However, it was not the objec-
tive of the course nor within our scope of professional prac-
tice to provide psychotherapy. Using the course material to
help participants assess their personal beliefs and behaviors
and plan for self-directed changes does not require training
in psychotherapy. Each facilitator brings different life expe-
riences and professional skills that enhance the patient
empowerment curriculum. However, interpersonal commu-
nication skills, sensitivity, patience, warmth, openness, and
respect for the inherent worth of each participant are essen-
tial educator traits for conducting this program.
3. Balance the needs of verbal and reticent group

members.
To balance the needs of verbal and reticent group members,
facilitators may need to intentionally encourage/allow qui-
eter members to express themselves. Verbal expression can
be instrumental in helping participants clarify their perspec-
tive. We found the following techniques successful in help-
ing participants meet course objectives:
~ Engage participants in conversation before or after class.
~ Divide the class into smaller groups for discussion. Many

people find smaller groups less intimidating; they do not
have to talk as loudly to be heard or work as hard to get a
chance to speak.

~ Observe nonverbal signals. Sometimes a person’s body
language suggests that they have something to say.

~ Ask each person to answer an open-ended question. Al-
though we used this technique sparingly, it was always
effective. For example, as an icebreaker on the first day of
class participants were asked to introduce themselves and
comment on why they came. As a means of closure on the
last day, participants were asked to comment on their
experience of having been in the class. These questions
precipitated many in-depth responses that were powerful
and important contributions.

~ When necessary, set ground rules that require everyone to
have an opportunity to speak before anyone may speak a
second time on a given topic.

4. Provide significant others with an opportunity to ex-
press their concerns. 

’

Sometimes we observed tension between persons with dia-
betes and their spouse. This tension appeared to be related to
the spouse’s concern for their partner’s health, but mani-
fested itself as irritation, anger, worry, or efforts to persuade
the person to better care for their diabetes. Suggesting that
patients and their guests join separate small groups allowed
for the unfettered expression of these tensions. This tech-
nique worked especially well in the session on giving and
getting support.
5. Guide discussion to stay focused on course objectives.
The overall course objectives are to increase the participants’
self-awareness, to practice using skills such as goal setting
and getting support, and to plan and implement self-directed
behavior changes. The role of the facilitator is different and
often more challenging than teaching factual information
about diabetes. The program exercises and worksheets are

highly effective as springboards for reflection, personal as-
sessment, and discussion. If the discussion is productive,
there is no need to complete all of the exercises as you would
during a typical diabetes self-management class. On the
other hand, because people’s life experiences provide the

content, any topic may be relevant. Assessing the contribu-
tion of a particular discussion to course objectives is more
difficult than deciding if a discussion clarifies the treatment
of hypoglycemia. The leader is responsible for any necessary
redirection.

Summary
Diabetes care should include opportunities for people to
address the emotional, social, behavioral, spiritual, and psy-
chological, as well as physical, challenges of living with
their disease. The program Empowerment: A Personal Path
to Self-Care addresses these issues.
The primary criteria for implementing a patient empower-

ment curriculum is that the course facilitator(s) share the
empowerment philosophy. Conviction that patients have the
ability to solve their own problems, a willingness to listen
rather than advise, a deep respect for each person, and a
commitment to personal empowerment are traits essential
for successful facilitation of a patient empowerment
program.
We believe that team teaching, having an orientation ses-

sion, and providing patients with an opportunity to invite
guests to classes contributed to the success of the program.
There seems to be no reason to limit adult participation with
respect to age, gender, diabetes duration, cultural back-

ground, or type of diabetes.
Leadership responsibilities for facilitating the develop-

ment of psychosocial skills in a patient empowerment class
are different than the responsibilities of teaching diabetes
information in a self-management class. The primary role of
the leader is to create an uncritical, accepting environment in
which class members can safely explore their own feelings,
tell their stories, and solve their problems. Sensitivity, pa-
tience, warmth, and respect are needed to create this environ-
ment. Professional training as a therapist is not necessary to
use the curriculum effectively. More intentional efforts may
be needed to help class members and guests who have diffi-
culty expressing themselves. Because any topic can be rele-
vant, attending to and redirecting conversation may be
necessary to keep the discussion consistent with course

goals.
This empowerment course offers benefits to both patients

and facilitators. Patients receive a valuable and potentially
critical supplement to basic diabetes self-management train-
ing. Facilitators benefit from observing how their efforts
help participants discover the personal power to improve
their own lives.
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