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he good news is that virtually all diabetes educa-

tion research and practice are based on theory. The

bad news is that most of the time the theory guid-

ing a particular program or research study is im-
plicit (ie, has to be inferred) rather than explicit. The
consequence of not making our theoretical assumptions
explicit is that diabetes education research appears to lurch
in one direction and then another rather than evolve into a
coherent, sound, and progressive body of knowledge. The-
ory can play an important role in diabetes education if it is
used appropriately. However, to be of real value the educa-
tor’s or researcher’s use of theory has to be guided by a vi-
sion of diabetes education based on reflective practice.
Over the years, we have encountered many instances in
which a particular theory and the concomitant research
and educational methods associated with that theory were
used without the benefit of an underlying vision. In these
instances, theories and methods have not only proven to be
ineffective, but have encouraged skeptics to conclude that
diabetes patient education itself does not work.

TALES FROM THE FRONT

The following four apocryphal tales represent conversa-
tions we have had dozens of times over the past years at the
Michigan Diabetes Research and Training Center
(MDRTC). We believe that these tales serve to highlight
some of the key issues related to the role of theory in diabe-
tes education practice and research.
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Tale 1: The New Educator
MDRTC curmudgeon: (Answering  “Yellow.”
phone)

Diabetes educator: “Hello, I'm calling because I need to
evaluate my diabetes education pro-
gram. | heard that you had some evalua-
tioninstruments that | might be able to

use.”

“Yes, we have anumber of assessment
instruments that could be used in pro-
gram evaluation. However, it might be
helpful ifyou could tell me what you wish
toaccomplish by evaluating your
program.”

“Iwantto meet the requirements for pro-
gramrecognition.”

“Isee.”

MDRTC curmudgeon:

Diabetes educator:

MDRTC curmudgeon:

Tale 2: The Graduate Student

MDRTC curmudgeon: (Answering  “Yellow.”
phone)

Graduate student: “Hello, 'minaMaster of Nursing pro-

gramat Amazon University. |wantto do
some diabetes attitude research for my
master’sthesis. | was wondering if |

could use the Diabetes Attitude Scale?”

“We will be glad to send you the Diabe-
tes Attitude Scale. Justwhat kind of re-
search questionare you hoping to
answer?”

“Well, |wantto give the Diabetes Attitude
Scale to patients before and after they go
through our patient education program.”

“Why have you decided to measure the
impact of the program on attitudes?”

“Because the instructor in my Health Be-
havior course said that attitudes are
important.”

“I'see.”

MDRTC curmudgeon:

Graduate student:

MDRTC curmudgeon:

Graduate student:

MDRTC curmudgeon:
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Tale 3: The Recent PhD
MDRTC curmudgeon: (Answering  “Yellow.”

phone)
New investigator:

MDRTC curmudgeon:

New investigator:

MDRTC curmudgeon:

New investigator:

MDRTC curmudgeon:

New investigator:

MDRTC curmudgeon:

“Hi, this is John Doe. Iwant to runan idea
byyou.”

“Bemyguest.”

“|want to give patients this new leaming
style inventory so thatwe can classify
theminto one of four categories accord-
ing to the way they leam. Once we know
each patient’s leaning style we canas-
signthem to one of four education pro-
grams. Eachis specifically designed to
meet the needs of a specific type of
leamer. This inventory could help make
diabetes patient education much more
effective than tis now.”

“Letme see if lunderstand how your re-
searchwould be applied inthe real
world. A hospital or clinic would have to
developand provide four separate and
distinct diabetes patient education pro-
gramsall running simultaneously, each
of whichwould use different leaming
techniques, A/Vs, handouts, etc. Also,
the educator would need to use a distinct
style of teaching for each program. Is that
correct?”

“Yes, that'sit!”

“Doyou think that many hospitals, clin-
ics, and diabetes educators will be will-
ing or able to offer four different
education programs simultaneously?”
“Well, once we publish our study show-
ing that patients have different leaming
stylesthey oughtto bewillingtodoit.”

“see.”

Tale 4: The Experienced Researcher
MDRTC curmudgeon: (Answering  “Yellow.”

phone)

Experienced investigator:
MDRTC curmudgeon:
Experienced investigator:

MDRTC curmudgeon:
Experienced investigator:

MDRTC curmudgeon:

Experienced investigator:

MDRTC curmudgeon:

Experienced investigator:

MDRTC curmudgeon:

“Hi, this is Jane Doe.”
“Hi, Jane. How are you?”

I'mfine! Let me tell you about the study
we've just completed. I'm looking for-
ward to presenting our results at this
year's ADA annual meeting.”

“Tellmeaboutit.”

“Well, we tooka convenience sample of
716 patients from our clinic and asked
them to complete 18 questionnaires that
measured seli-care, psychosocial, fa-
milial, environmental, genetic, and as-
trological variables. In addition, we
measured their blood glucose, lipids,
and blood pressure. We then analyzed
the data with the new XL-6000 causal
modeling program that has to be runon
one of the Cray supercomputersat
Princeton. We found modest correlations
amongall 21 variables. The relationships
ofall the variables can be represented by
areally elegant three-dimensional hier-
archical matrixmodel. -

“Letme see if | understand this research.
Your study found that pretty much every
variable you measured was modestly
correlated with every other variable you
measured?”

“Yes, and the results can be displayed
three dimensionally in 14 colors with
PowerPoint™ presentation software.

“Well, that certainly sounds impressive,
but! have one question. How are diabe-
tes educators supposed to apply your re-
search findings in the real world?”

“Well...um...uh...ah.. wewil
tell them that all these variables play an
important role in patient behavior and
should be taken into account during pa-
tient education.”

“Isee.”
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e have experienced slight variations of

these four tales on numerous occasions.

The examples illustrate the efforts of ed-

ucators and researchers who have not
developed a carefully thought out and elaborated vision of
diabetes education, a vision that could guide the choice and
application of educational and behavioral theories. In this
paper, we examine the nature of both vision and theory and
suggest how they can be joined to enhance diabetes educa-
tion research and practice. In Part [ we examine vision and
discuss its purpose and function in diabetes education. We
use the vision of diabetes education developed at the Michi-
gan Diabetes Research and Training Center (MDRTC) to
illustrate how our vision has influenced our use of educa-
tional and behavioral theories. In Part I we discuss the role
of theory in diahetes education.

PART | — VISION

All God’s Children Got Vision

Vision is a combination of our perceptions, values, and
attitudes, as well as fundamental beliefs about the nature of
human behavior. Our vision influences in important ways
the theories and methods that we are likely to embrace as
diabetes educators or researchers. Even if our vision is not
well thought out and articulated, its influence on our be-
havior and perceptions can be powerful. When we de-
scribe, critically examine, and elaborate our vision by
reflecting on our experience as diabetes educators and
healthcare professionals, not only can we enrich and
deepen that vision, we can also ensure it will guide our re-
search and practice in a coherent, consistent fashion.

We believe that a lucid vision of the nature of dia-
betes self-management and the role of patients and educa-
tors in diabetes care can foster research that makes a
significant contribution to the practice of diabetes educa-
tion. To illustrate this issue, we will provide a brief descrip-
tion of how we developed our vision of diabetes education
at the MDRTC. Furthermore, we will describe how that

vision has guided our choice of educational and behavioral
theories and methods.

Our Vision of Diabetes

During our professional training we were socialized to ac-
cept responsibility for solving problems that patients could
not solve on their own. Most of us felt this responsibility
deeply. It shaped virtually every interaction that we had
with our patients. This deep-seated sense of responsibility
to solve our patients’ problems strongly influenced how we
defined our effectiveness as health professionals. We usu-
ally felt effective when we were able to come up with
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solutions to our patients’ problems and frustrated when we
could not. We felt responsible for getting our patients to
maximize their level of glucose control to prevent the acute
and chronic complications of diabetes. We had been taught
to view patient education as a process to accomplish this
underlying goal. However, approaching education as a
way of persuading patients to do what someone else de-
cided was in their best interest introduced tension and
conflict into the process. Patient education was often un-
satisfying for both patients and educators.

Our education team became increasingly con-
vinced that a vision of diabetes care and education
grounded in the traditional treatment of acute illnesses was
poorly suited to diabetes self-management.! We believed
that an effective approach to diabetes education had to be
based on the fact that the responsibility for diabetes self-
management rested with the patient.2 Reflecting on our ex-
perience helped us see that patients with diabetes are fully
responsible for the self-management of their illness. Fur-
thermore, we realized that this responsibility for nonnego-
tiable, inescapable, and could not be shared or assigned.?
We saw that the patients’ responsibility for the self-man-
agement of diabetes required a fundamental redefinition of
the roles and relationships of patients and educators—a
new paradigm.4* The fundamental responsibility that pa-
tients have for the self-management of diabetes rests on
three characteristics of the disease.

Patients Make the Most Important Choices

It has been our experience that the most important choices
affecting the health and well-being of a person with diabe-
tes are made by the person with the disease, not by diabetes
educators or physicians. Each day the person with diabetes
makes a series of choices that cumulatively have a far
greater impact on their blood glucose levels, quality of life,
and overall health and well-being than the decisions made
by the health professionals providing their care.

Patients Are in Control

Patients are in control of their diabetes self-management.
No matter what we diabetes educators do or say, patients
are in control of the important daily diabetes self-manage-
ment decisions. We may plead, cajole, threaten, or advise
our patients regarding any aspect of diabetes care, but
when they leave the clinic or office they have control over
their self-management choices. They can veto any rec-
ommendation a diabetes educator makes no matter how
important or relevant the educator believes that recom-
mendation to be.
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Patients Face the Consequences

The consequences of the choices patients make about their
diabetes care accrue first and foremost to patients them-
selves. As diabetes educators, we cannot share directly in
the risks or benefits of our patients’ diabetes self-manage-
ment choices. Diabetes educators cannot share in the risk
of developing retinopathy, neuropathy, or cardiovascular
disease, nor can we share in the cost to the patient’s quality
of life of making a commitment to rigorous blood glucose
control. Diabetes belongs to the patient.

Our Vision of Education

There are many situations in which the vision and interper-
sonal skills of the physicians and nurses involved in the pa-
tient’s care matter, but they are unlikely to be as important
as choosing and administering the correct medication. For
example, if a patient is admitted to the hospital with a
serious bacterial infection, identifying the bacteria and pre-
scribing the correct antibiotic will usually be most impor-
tant in determining the success of that patient’s care.

However, in our experience, the correct medica-
tion model is not applicable to diabetes patient education
where the interpersonal attributes of the educator strongly
influence outcomes. This assertion is supported by studies
conducted both in the fields of education®® and psycho-
therapy®®3 that have demonstrated that the vision and
personal attributes of the teacher or counselor, such as gen-
uineness, acceptance, emotional warmth, respect, and
openness, are central to the success of educational and
therapeutic endeavors. The importance of the personal at-
tributes and vision of the educator are likely to influence
the outcome of diabetes education far more than the use of
any particular behavioral theory or educational method.
We are the main instruments of our own work.

Over the years, diabetes educators have offered
thousands of lectures designed to teach patients the defini-
tion of diabetes, explain how is it treated, describe the com-
plications, etc. This approach to diabetes education fails to
capitalize on fundamental differences between why and
how professionals learn about diabetes and why patients
learn about it. Most patients are not interested in diabetes
as a subject; most patients are interested in their own diabe-

tes. We have found in our work that the patient’s lived ex-

perience provides an excellent focus for diabetes patient
education. Even the most basic diabetes education for a
newly diagnosed patient can begin with an assessment of
what that patient already knows or has heard about
diabetes.
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From Vision to Theory

Our group at MDRTC concluded that diabetes education
works best as a collaborative effort among autonomous
and responsible adults. Our vision led us to adopt and
modify compatible theories and methods from the fields of
adult education and humanistic counseling psychology for
use in diabetes education. The vision of teaching, learning,
and behavior change articulated by educators such as
Malcolm Knowles, Carl Rogers, and Arthur Combs spoke
to us and resonated with our sense of diabetes education.
Their learer-centered approach to education seemed to fit
diabetes education much better than the paternalistic acute
care model. Adult education theory™* posits that the
teaching and learning approach best suited to adults in-
volves using the learner’s own experience and expertise, is
problem based, and is relevant to challenges they are facing
in their own lives. Humanistic psychology'”? is based on
positive regard for the patient, encourages an egalitarian re-
lationship between helper and client, and is guided by the
recognition that patients have the innate resources to solve
their problems.

PART Il — THEORY

All God’s Children Got Theories .

The decisions and choices we make each day are theory
driven or are based on a set of beliefs and hypotheses about
what will be the likely consequences of our actions. This
notion is equally true in diabetes education research and
practice. We can casually infer the theoretical assumptions
of a diabetes education intervention, even if those assump-
tions are not made explicit. For example, whether it is
stated or not, almost all diabetes patient education studies
are based on the theory that diabetes education is a neces-
sary component of care and that some methods of educa-
tion are more effective than others.

When reviewing an article or research proposal
related to diabetes education, we can determine to what
extent the educational theories are articulated and elabo-
rated. Articulated theory is a theory that has been made ex-
plicit so that it can be understood by someone other than
the one who is proffering the theory. Elaborated theory is
an articulated theory that has been discussed, debated, and
used in research. Of the 76 studies reviewed by a panel of
diabetes educators for the AADE Educational and Behav-
ioral Research Summit, 67 (88%) were judged to lack a
theoretical framework. Although the validity of some of
those judgments could be challenged, the overall findings
suggest a paucity of articulated and elaborated theory in
the published literature on diabetes education.
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t is clear that we need to encourage educators and

researchers to identify and elaborate their theoretical

assumptions. A critical examination of theories and

their potential contribution to diabetes education
will reduce the likelihood that educators will adopt the lat-
est behavioral theory or educational trend whether or not it
is truly applicable to diabetes education.

In this section we offer a definition of theory and
describe its purpose and function. We also examine some
of the factors that seem to influence how many diabetes ed-
ucators perceive theory. Although some scientists have
struggled to distinguish between conceptual frameworks,
paradigms, theories, and models,?0 we feel that such dis-
tinctions are not necessary for this discussion. For purposes
of this article, theory is defined as a plausible story that
makes narrative or causal sense out of a series of phenom-
ena.2! In general, the usefulness of a theory is related to
how well it achieves three purposes: explanation, predic-
tion, and control.

Explanation

The first purpose of theory is explanation. Suppose we no-
ticed that patients graduating from the diabetes education
program on the east side of town got consistently higher
scores on their knowledge test than patients graduating
from the program on the west side of town. We might ex-
amine those programs to see if we could develop a theory
about why the scores were different. If the only significant
difference we could find between the two programs was
that the program on the east side of town provided 60%
more instructional time than the other program, we might
‘theorize that increasing the amount of time spent on in-
struction resulted in a greater amount of material being
learned.

Prediction

The second purpose of theory is prediction. We could
improve the quality of our proposed educational theory
regarding instructional time and achievement by determin-
ing whether the amount of instructional time predicted
achievement in other settings. Let us assume that we had
access to the needed data from a large number of diabetes
programs. If we found consistent correlations in the ex-
pected direction between instructional time and educa-
tional achievement (ie, more instruction time equals higher
scores), we would then have more evidence that our theory
was sound.
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Control

The third purpose of theory is control. Our proposed edu-
cational theory would be viewed as even more robust if we
conducted experiments that demonstrated that we could
produce better educational outcomes by manipulating in-
structional time. Control, in this instance, could be con-
trasted with a theory about IQ and learning that might
allow us to explain and predict educational achievement
but could not be manipulated to produce better outcomes.

Expectations About Theory in Diabetes
Education

Many diabetes educators seem to be seeking a behavioral
or educational theory that promises “If educators do A,
with type B patients, under condition C, the results will al-
ways be D.” We believe that the unconscious transfer of
expectations about theory from the natural sciences to the
behavioral sciences leads to unrealistic expectations and
constant dissatisfaction. It is highly doubtful that any of us
would want to live in a world where experts and authority
figures could predict and control our lives through the use
of sophisticated behavioral theories and techniques.

An underlying assumption of most behavioral re-
search is that human beings are capable of making choices.
Hence, the role of behavioral research is to help us under-
stand the relationships among the settings and factors that
influence our patients’ choices. For example, the Health
Belief Model has helped us think about health-related
choices in terms of the patient’s perceptions about the se-
verity of disease, their own susceptibility to it, and the effi-
cacy of a particular treatment, etc. If we adopt the Health
Belief Model, our approach would be to explore with our
patients their perceptions about their susceptibility to the
complications of diabetes and their perceptions about the
efficacy of rigorous blood glucose control in preventing
those complications.

The Role of Theory in Diabetes Education

In both diabetes education and research, theory is a tool
that can significantly enhance the ability of the person us-
ing it to achieve certain objectives. However, because it is
only a tool, theory will always be subservient to the vision
and skills of the person using it. Guided by a thoughtfully
developed vision, we can choose compatible theories and
methods to aid us in our work. Answers to the following
three questions can help in the selection of appropriate
theories.
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Does This Theory Fit My Vision?

The first question we can ask is “How well does this theory
resonate with my vision of diabetes education?” It is un-
likely that we will be able to make effective use of theory,
either as educators or researchers, unless we feel an affinity
for the vision imbedded in that theory. For example, when
we first thought about our work with patients at the
MDRTC as adult education and nondirective counseling,
we said to ourselves, “Yes, these theories fit with our vision
of what diabetes education can and should be.” The first
criterion had been met.

Does This Theory Explain What I Experience and

Observe?

The second criterion is to determine whether the theory
helps us organize and expand our ideas and observations
into a coherent pattern. Does this theory offer a plausible
explanation for why things happen the way that they do?
Does the theory challenge us to reflect on aspects of our
practice and research that have not yet been fully devel-
oped? The fields of adult education and humanistic psy-
chology have helped in better understanding how adults
learn and grow and why they often resist being directed by
health professionals. Our answers to these questions were
Yes. The second criterion for choosing good theories had
been met.
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Does This Theory Provide Tools to Do the Work?
The third criterion is utility. Does this theory help us
choose or develop educational strategies and techniques?
Doses it help in designing educational studies? Does it en-
hance our ability as problem solvers? Does it guide our in-
tervention and evaluation choices in a coherent, consistent,
and fruitful way? We adopted and adapted many educa-
tional and nondirective counseling techniques from the
fields of adult education and counseling psychology for our
group and one-to-one patient education programs. These
techniques worked well, so again our answers to the
questions about utility were yes. The third criteria had
been met.

SUMMARY .

Vision serves as a means of joining theory and practice. It
provides educators with criteria to identify compatible the-
ories and to judge their usefulness in enhancing diabetes
education. Vision also enables researchers to conduct stud-
ies that are not only scientifically rigorous but whose results
can be used in the real world to improve diabetes educa-
tion. To put it another way, whether we are researchers or
practitioners, we need a feel for our work that is grounded
in experience, developed through reflection, and elaborated
and tested through discussion and debate with our peers.
Our vision, whether widely shared or hotly debated, can
enhance our ability to engage in an ongoing, constructive,
critical examination of the accomplishments and chal-
lenges in diabetes patient education. The vision experiment
worksheet that we have included at the end of this article
may help you explore, identify, and pursue your vision.
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