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A Longitudinal Study of Interactions Between Health 
Professionals and People With Newly Diagnosed Diabetes

ABSTRACT
PURPOSE We undertook a study to observe in detail the primary care interac-
tions and communications of patients with newly diagnosed diabetes over time. 
In addition, we sought to identify key points in the process where miscommuni-
cation might occur.

METHODS All health interactions of 32 patients with newly diagnosed type 2 
diabetes were recorded and tracked as they moved through the New Zealand 
health care system for a period of approximately 6 months. Data included video 
recordings of patient interactions with the health professionals involved in their 
care (eg, general practitioners, nurses, dietitians). We analyzed data with ethnog-
raphy and interaction analysis.

RESULTS Challenges to effective communication in diabetes care were identi-
fied. Although clinicians showed high levels of technical knowledge and general 
communication skill, initial consultations were often driven by biomedical expla-
nations out of context from patient experience. There was a perception of time 
pressure, but considerable time was spent with patients by health professionals 
repeating information that may not be relevant to patient need. Health profes-
sionals had little knowledge of what disciplines other than their own do and how 
their contributions to patient care may differ.

CONCLUSIONS Despite current high skill levels of primary care professionals, 
opportunities exist to increase the effectiveness of communication and consulta-
tion in diabetes care. The various health professionals involved in patient care 
should agree on the length and focus of each consultation.

Ann Fam Med 2018;16:37-44. https://doi.org/10.1370/afm.2144.

INTRODUCTION

Diabetes is a major global cause of morbidity,1,2 and prevalence of 
this diagnosis is predicted to increase substantially in the next 20 
years.3 Although the impact of diabetes is largely a function of 

both social determinants of health and genetic predisposition,3,4 an impor-
tant determinant of outcome in primary care settings is the effectiveness 
of the consultation between patients and health care professionals.5,6

Diabetes management is now focused on primary care settings7 and 
multidisciplinary team care.8 Multidisciplinary care presents challenges 
related to the consultation styles9 of different health professionals,10 and the 
different relationships patients develop by engaging in a linked sequence of 
consultations with professionals from both primary and secondary care.

The quality of communication between health professionals and 
patients makes a substantial difference in health outcomes.5,11-13 Despite 
increasing awareness of patient-centered approaches, research suggests 
effective communication can be difficult in routine practice.14,15

In diabetes care, patients report challenges when it comes to com-
munication with health professionals including perceptions of a rushed, 
impersonal style,16-18 an exclusion of their participation,19 and difficulties 
with the biomedical model used.20,21 Clinicians are aware of some of these 
communication issues22 and can change their communication patterns over 

Anthony Dowell, MBChB1

Maria Stubbe, PhD1

Lindsay Macdonald, MA1

Rachel Tester, BSc, GradDipSci1

Lesley Gray, MPH1

Sue Vernall, RN1

Tim Kenealy, MBChB, PhD2

Nicolette Sheridan, PhD2

Barbara Docherty, PGDipHSc, RN2

Devi-Ann Hall, RN2

Deborah Raphael, BA, MA2

Kevin Dew, PhD3

1Department of Primary Health Care and 
General Practice, University of Otago, 
Wellington, New Zealand

2Faculty of Medical and Health Sciences, 
The University of Auckland, Auckland, 
New Zealand

3School of Social and Cultural Studies, 
Victoria University of Wellington, 
Wellington, New Zealand

Conflicts of interest: authors report none. 

CORRESPONDING AUTHOR

Anthony Dowell, MBChB
Department of Primary Health Care and 
General Practice
University of Otago, Wellington
PO Box 7343
Wellington 6242, New Zealand
tony.dowell@otago.ac.nz

WWW.ANNFAMMED.ORG
WWW.ANNFAMMED.ORG
https://doi.org/10.1370/afm.2144
mailto:tony.dowell@otago.ac.nz


INTER AC TIONS IN DIABETES C ARE

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 16, NO. 1 ✦ JANUARY/FEBRUARY 2018

38

time, building an effective nurse-patient6 or physician-
patient relationship in early consultations, progressing 
to discussing treatment matters, and then addressing 
psychosocial issues.23,24

Audio-taping and videotaping of consultations25,26 
are being increasingly used to explore the management 
of diabetes27-31 and antecedents such as overweight and 
obesity.32 Further research has been called for,23 includ-
ing exploration of physicians and patients “talking past 
one another”33 and interactions between nonphysician 
health care professionals and patients.

There is little existing research directly observ-
ing the patient journey and interactions with different 
health professionals from the onset of diabetes. We 
undertook video observation of a cohort of patients 
with newly diagnosed diabetes to gain an in-depth 
picture of communication and miscommunication pro-
cesses within a primary health care team over time.

METHODS
We observed all interactions between 32 patients 
with newly diagnosed diabetes and their health pro-
fessionals for 6 months. This study was approved by 
the national multicenter Health and Disability Ethics 
Committee (reference LRS/08/09/041).

Practices and Setting
Patients were recruited from general practices in the 
Auckland and Wellington regions of New Zealand. 
Ten practices were selected through academic and 
clinical contacts on the basis of their demographically 
diverse population bases and willingness to participate 
in intensive qualitative research.

Patient Recruitment
Patients were purposively recruited to obtain variation 
within the sample on age and ethnicity, and similar 
numbers of women and men. The sample had typical 
presentations of diabetes for a community population 
and excluded patients having emergency presentations. 
Participating physicians recruited eligible patients during 
the general practitioner consultation wherein the diag-
nosis of diabetes was first discussed after a blood test.

Consenting patients were asked to participate in a 
project observing “general issues of communication in 
health care”; diabetes was not specifically mentioned. 
Consultation tracking was patient driven: patients 
informed the researchers of the date, time, and loca-
tion of subsequent health professional contacts.

Data Collection and Analysis
We video-recorded the initial postdiagnosis consul-
tation and all subsequent interactions between the 

patient and health practitioners for 6 months. Cam-
eras were placed in an unobtrusive location in the 
consultation room. The videotapes were subsequently 
transcribed.

The unit of analysis was the collective set of 
all episodes of care for an individual patient. We 
reviewed data longitudinally for each patient and 
made comparisons across patients. Collated data 
were reviewed for themes by a core multidisciplinary 
team (A.D., M.S., L.M., T.K., N.S., K.D.); individual 
perspectives were moderated by the group, thereby 
ensuring the conclusions drawn were balanced and 
grounded in the study’s data.

Analysis entailed both linguistic and sequential 
analysis of individual interactions and texts, and 
broader ethnographic descriptions of diabetes care and 
its communication patterns and systems.

We assessed the key decision points in each 
patient’s care for both effective communication and its 
relationship to appropriate clinical outcome, to under-
stand how satisfactory or unsatisfactory outcomes and 
decision points were reached.

Interaction analysis was used to examine the inter-
actions at various key moments in the diabetic care 
pathway34 and the analysis focused on potential sites 
 of miscommunication, particularly evaluating the 
impact of differing patient ethnicity, age, and sex.35 
This linguistic and ethnographic analysis was inte-
grated with analysis of the interactions from a clini-
cal perspective,36,37 enabling the pragmatic approach 
required to answer complex health systems research 
questions.38

RESULTS
There was wide variation in the consultation pattern 
for the 32 patients over the 6-month period. The 
number of consultations per patient ranged from 1 to 
12, and the overall duration of individual patient visits 
to health professionals was between 27 minutes and 7 
hours, 12 minutes. Physician consultations averaged 
22 minutes (range = 6 to 56 minutes), nurse consulta-
tions averaged 41 minutes (range = 8 to 95 minutes), 
and dietitian consultations averaged 24 minutes 
(range = 17 to 52 minutes). Examples of 2 contrasting 
patient contact profiles are shown in Figure 1. 

Our exploration of the data provided a set of over-
arching themes that illustrate the main features of care 
experienced by patients in the 6 months after clinical 
diagnosis of diabetes. These themes, together with 
some illustrative quotes, are shown below. Specific 
participants are denoted by an abbreviation—patient 
(PT), general practitioner (GP), nurse (NS), and other 
health professional (HP)—and number.
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System of Diabetes Care
Throughout the sequence of consultations, there was 
evidence of systematic coordination of care, with all 
patients managed through nationally developed pro-
tocols and guidelines. In every consultation, health 
professionals focused on biomedical aspects of care 
(discussion of blood tests, dietary advice, or podiatry 
advice) and gave attention to the patient’s psychosocial 
context. They showed high levels of generic communi-
cation skill and expertise in establishing rapport, deal-
ing with multiple patient and professional agendas, and 
providing information.

Initial Consultations
We identified pressure in early consultations to deliver 
a checklist of facts and perform laboratory tests. A 
checklist forms an integral part of the national manage-
ment protocol for diabetes39 and was used, to varying 
degrees, in all practices.

In the majority of consultations, initial conversation 
sequences were driven by health professionals using 
information packaged to explain diabetes from a bio-
medical perspective as exemplified here (first general 
practitioner consultation, GP01 and PT04):

GP: We regard for lots of purposes this resistance to insulin 
as a core problem, if you like, which causes a whole lot of 
other things … Your body resisting insulin actually com-
monly makes you gain weight, commonly makes your sugar 
go up as in diabetes. 

This general pattern was occasionally contrasted by 
a more patient-centered pattern allowing incorporation 
of the patient’s knowledge into subsequent information 
provision (first general practitioner consultation, GP17 
and PT01):

GP: I’d like firstly to know, briefly if you like, what you know 
or understand about diabetes currently, and I’d also like you 
to tell me how you feel about that or how you react to that.

Preexisting Knowledge of Diabetes
Health professionals appeared to approach most initial 
(and many subsequent) consultations with the assump-
tion that diabetes was a new condition about which the 
patient had little knowledge. Patients often had pre-
existing knowledge of diabetes, however, either from 
their own expectation of getting the condition (eg, 
because all family members had it) or because they had 
already ascribed symptoms to the development of the 
condition (first consultation with general practitioner, 
GP16 and PT01):

PT: I already knew something about diabetes because of 
some of the symptoms, and I made a lot of changes.

GP: Oh yes.

PT: I don’t fry as much as I used to. We like our food and we 
have to have less fat, I do know that you know. I suppose to 
eat healthy but can’t always do that.

Figure 1. Examples of time spent with patients over the 6-month period. 

C/P = care plus (nurse plus general practitioner); Diet = dietitian; GP = general practitioner; NS = nurse; OP = optometrist; Pod = podiatrist; PT = patient.

Notes: In example 1, the patient had 4 contacts in 6 months (1 with the general practitioner, 2 with the practice nurse, 1 with an optometrist), and consultation times 
ranged from 10 to 70 minutes. In example 2, the patient had 11 contacts with a variety of professionals in 6 months, and consultation times ranged from 10 to 85 minutes. 
Spacing of encounters does not reflect actual intervals between them.

Example 1: PT02 Timeline

Total recorded consultation time: 2 hr 32 min

1 432

20 min 52 min10 min70 min

GP NSOPNS

Example 2: PT04 Timeline

Total recorded consultation time: 7 hr 12 min

1 432

85 min 47 min34 min63 min

NS PodGPNS C/P C/PC/PDietDiet Pod

5 876

30 min Not 
recorded

27 min40 min

Op

11109

10 min69 min27 min
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Although health professionals noted patients’ prior 
knowledge, they seldom used this knowledge as a sub-
sequent focus to decide what the patient needed.

Duplication of Information
We often observed unplanned duplication of informa-
tion as patients consulted different health professionals 
over time. There was rarely any checking of previous 
information imparted.

In the example below, the same patient (PT01) is 
offered introductory information about diabetes on 
sequential occasions from both the practice nurse and 
the general practitioner. At the first nurse consultation, 
the nurse (NS12) offers information:

NS: I’ll give you a booklet, which will give you an idea …

At the second nurse consultation, the nurse repeats 
the offer, and the patient reminds her of the previous 
exchange:

NS: Do you want some pamphlets that I have printed out?

PT: Well, I’ve gone through all the other information you 
gave me last time I was here. 

In the consultation with the general practitioner 
(GP01), the patient is again offered the same informa-
tion, albeit in a different format:

GP: … there’s several diagrams that I like to show people …

PT: …mmm …

GP: … just by way of basic explanation.

Coordination of Care
Health professionals nearly always gave patients infor-
mation about a planned referral pathway from the 
initial general practitioner and practice nurse consulta-
tions. This information usually took the form of brief 
descriptions of other professionals’ roles, as exemplified 
in this interaction (first general practitioner consulta-
tion, GP01 and PT04):

GP: …Then we run here a diabetic clinic or a clinic for 
people who’ve got problems with the sugar and the fats and 
so on …

PT: Yep.

GP: … and that’s run by one of our nurses who’s done a lot 
of kind of training in this area …

In many consultations, however, health profession-
als appeared to assume that patients would receive little 
input from other health professionals, and commonly 
provided information that took a single-discipline 

approach to diabetes as a problem (podiatrist consulta-
tion, HP07 and PT01):

HP: Let’s have a look here ‘cause I think you also see the diabe-
tes nurse educator. I’ll just explain a little bit about our [podia-
try] service. We’re funded by our Health Board to reduce 
amputation rates and prevent hospitalization due to diabetes.

Social Context
There were many instances in which health profession-
als acknowledged the patient’s social context and rec-
ognized the difficulties posed by low income or family 
and life complexity, as was evident in this exchange 
(general practitioner consultation, GP18 and PT01):

PT: I just said all they want me to do is to go back to work.

GP: But you’ve still got your sickness benefit current,  
haven’t you?

PT: No, they stopped that when he [my husband] got paid.

GP: Do we need to do anything about that?

Another prevalent discourse pattern, however, was 
for a health professional to give advice without much 
consideration of the patient’s social context. In the 
conversation below, the physician remains focused on a 
need to convey advice about a set regimen of exercise 
rather than listening to the patient’s narrative about 
her social challenges (general practitioner consultation, 
GP27 and PT01):

PT: Um, me, I’ve got an older sister to look after that’s had 
a stroke.

GP: So you take her for a walk twice a week?

PT: So (inhales) you know … I work with preschoolers I’m 
walking around all day.

GP: It’s not good enough.

PT: It’s not good enough? Oh cripes.

GP: You need to be working up a sweat.

PT: Oh oh.

GP: Every day.

PT: Oh crikeys.

Structure of the Consultation
Diabetes care was carried out in a variety of different 
consultation contexts, ranging from general practitioner 
consultations of 15 minutes in duration to structured 
care appointments in primary care diabetes clinics last-
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ing for more than an hour. The format of the latter pro-
vided opportunities to cover a range of important top-
ics such as foot care and psychological issues, but the 
need to cover all the points on the nationally derived 
checklist meant that the interactional flow of natural 
conversation was frequently interrupted.

In the example below, a nurse is conducting an 
interview as part of a structured module of funded care. 
The consultation has focused on psychological and 
emotional factors associated with diabetes when the 
nurse realizes that there are other issues to be covered 
in that session (nurse consultation, NS13 and PT03):

PT: It puts it into perspective if you talk about it, yeah.

NS: So you talk to friends?

PT: I talk to anybody who’s silly enough to listen.

NS: Yeah, I think women are like that though.

PT: I think that’s how … we manage things and—

NS: Teeth is the other area.

The dialog shows a very abrupt change in topic 
focus, with a loss of emotional continuity apparent in 
evaluation of both the audio and the video.

Evolution of Self-Management
Each sequential consultation gave an opportunity to 
observe changes in the way in which patients viewed 
and described their diabetes over time and could 
become more knowledgeable about the principles of 
self-management. By the end of the 6-month study 
period, many patients had become fluent in diabetes 
terminology when speaking about their condition and 
the facilitators of and barriers to self-control.

In the example below, the patient had been seen on 
4 occasions by 3 different health professionals over the 
6-month period. In the first consultation, where diag-
nosis was initially discussed, the general practitioner 
(GP03) assumed the patient (PT03) had little expertise:

GP: Right, in keeping with diabetes, and that’s really what 
we thought we’d get you in to talk about today.

By the fourth consultation, with a practice nurse 
(NS13) after 4 months, the patient had become expert 
with many aspects of diabetes such as regular blood 
testing and retinal screening:

PT: I don’t know whether or not my blood test showed up 
any worse than it was before or not.

NS: You’ve just had some tests as well, we’ll go through those.

PT: And the eye test definitely was fine so…

In other cases, health professionals maintained 
a very didactic consultation style. In the following 
exchange, after a 6-month period of follow-up and 
review, there was still very little inquiry regarding how 
the patient was self-managing diabetes (general practi-
tioner consultation, GP27 and PT01):

GP: But don’t have something sweet every day with every 
meal …

PT: No.

GP: … If there’s something you really like, …

PT: Yep.

GP: … then have it as a special treat and really enjoy it.

PT: Yeah.

GP: But every day, do food which doesn’t have a lot of sugar.

DISCUSSION
This is the first longitudinal study to directly observe 
the health interactions of a cohort of patients with 
newly diagnosed diabetes in routine primary care. 
These data were derived from New Zealand primary 
care; however, because of the structural similarity of 
primary care and diabetes management across regions 
and countries, the identified issues are also of high rel-
evance and importance internationally.

The strength of our study lies in the comprehensive 
and longitudinal nature of the data set, and the mul-
tiple methods used for analysis. The use of 2 different 
geographic locations broadens generalizability of the 
findings. The practitioners recruited into the study 
were unaware of the full range of aims for consultation 
recording, thereby reducing the potential for artificial 
bias in the conversations. 

A number of potential study limitations also exist. 
They include lack of examination of body language 
and behavior in the analysis, and the possible intrusive-
ness of the regular videotaping process for patients. 
In addition, general practitioners were asked to avoid 
initial telephone consultations, which might be part of 
their normal care for patients with diabetes.

Our results highlight the important role that commu-
nication plays in diabetes management, and the overall 
commitment of primary care teams to delivering patient 
care.40 They also identify a number of important themes 
where the structure and style of current practice may 
stand in the way of optimal outcomes, as detailed below.

Communication and Patient-Centeredness
The overall findings suggest that despite high levels of 
generic communication expertise among health profes-
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sionals, many patients found the style and content of 
health promotion and lifestyle advice divorced from 
their reality or experience, exemplified by the encoun-
ter between GP27 and PT 01 above. These findings 
affirm other work identifying a relative absence of a 
patient-centered perspective.6,20 In some consultations, 
the focus was on simply providing information,40 with 
relatively little emphasis on the structured negotia-
tion techniques noted previously to effect lifestyle 
change.29 Furthermore, the requirement to use a 
structured checklist approach can lead to loss of more 
engaged communication technique, as was seen in the 
interaction of NS13 and PT03. We concur with previ-
ous patient interview16 and individual nurse observa-
tion41 studies that consultations were most effective 
when practitioners actively remained within a patient 
frame of reference, and encouraged narrative, as seen 
in the exchange between GP17 and PT01 showing 
patient-centric questioning.

Collectively, these findings suggest that there 
is benefit in reemphasizing the principles of good 
patient-centered communication skills and placing 
them within a more biopsychosocial framework.

Initial Diagnosis and a Biomedical Model
Our cohort of patients had extensive preexisting 
awareness of the likelihood of diabetes, and many 
expressed little surprise at the diagnosis. In virtually all 
cases, the initial consultation took the form of a bio-
medical discourse, meaning that an important opportu-
nity to understand the patient’s concept of the disease 
was lost.42 Greater cognizance of patients’ existing 
understanding and awareness may reduce unnecessary 
information sharing, freeing up more time for patient-
centered discussion. We observed that practitioners 
tended to regard diabetes as a pathophysiologic prob-
lem affecting organ systems, whereas patients focused 
on the associated social difficulties.17

In undertaking care for patients with newly diag-
nosed diabetes, a more useful starting point might be 
to assume or at least consider that patients have some 
prior knowledge of and experience with diabetes man-
agement and complications through family or friends. 
Far from finding a linear sequence whereby a “novice” 
patient became an “expert,”23 we observed a patchy 
evolution of expertise that often built on an unac-
knowledged platform of patient expertise.

Time and Teamwork
Lack of time is a major preoccupation of health profes-
sionals in primary care. In this cohort, a considerable 
amount of time was allocated to some patients’ care 
over the 6-month period, as shown in Figure 1, but this 
time was not always used optimally. Although time 

required may vary according to the initial complexity 
of the diabetes presentation, with some patients having 
considerable physical, psychological, and social issues, 
much of the observed variation was due to unplanned 
reduplication of educational efforts, and a lack of coor-
dination between different health professionals.

Coordination of care improves outcomes,43 but 
sequential consultations in this study were often char-
acterized by fragmented contributions of different 
health professionals. The lack of coordination in their 
relative contribution to patient care meant that high 
levels of motivational interviewing expertise were often 
undermined by duplication of information and advice.

These findings suggest that time spent in consul-
tations should be reviewed for appropriateness, and 
health professionals should agree on who will cover 
various aspects of education so that repetition is 
avoided unless intended.

Evolution of Self-Management
Although there has been some discussion about the 
importance of developing diabetes self-management 
expertise,28 this study is the only example we could 
find describing directly observed development of 
such expertise in a general practice setting. Our cited 
examples illustrate the transition of patients from 
novice to expert in terms of diabetes knowledge and 
self-management over the 6-month follow-up. Prog-
ress along this evolutionary pathway depended on 
both patient and health professional factors. Quotes 
provided for PT01, and those of some other patients, 
show general practice as an environment in which the 
spectrum of current health behavior change theories 
are displayed with a focus on self-management and 
empowerment, and skillful use by health professionals 
of motivational interviewing and acknowledgment of 
the stages of change.44,45 In other cases, as exemplified 
by PT03, the patient and professional were still stuck 
at the end of the 6-month period, with the patient 
continuing to be treated as a novice. These findings 
align with some of the themes identified in other stud-
ies and commentary highlighting the importance of 
social and contextual factors in the development of 
self-management expertise.28,46

Conclusion
In this study, we identified a number of structural 
and procedural barriers to optimal diabetes care that 
could be addressed by enhanced communication with 
patients and improved communication between mem-
bers of the primary care team. Strengths of current 
systems include some coordination of services, high 
levels of communication skills, and flexibility in time 
and health professional role allocations. Challenges to 

WWW.ANNFAMMED.ORG


INTER AC TIONS IN DIABETES C ARE

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 16, NO. 1 ✦ JANUARY/FEBRUARY 2018

43

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 16, NO. 1 ✦ JANUARY/FEBRUARY 2018

42

optimal care remain, however; further attention can 
be given to identifying preexisting patient knowledge; 
reducing the role of biomedical language and allow-
ing a broader scope for the role of the social context 
of the patient; minimizing the overuse of a checklist 
approach; and developing more effective strategies 
for health professional information sharing to reduce 
unplanned duplication for the patient. Video tracking 
methods potentially provide a strategy for effecting 
some of these changes, by using the data generated for 
reflective practice with the primary care teams.47

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/16/1/37.
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