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ABSTRACT

Background and aims: Type 2 diabetes is a major global health issue that often requires intensive self-management by patients to control disease progression and prevent complications. Person Centered Care (PCC), which involves the active participation of patients in their care, is gaining recognition for enhancing self-efficacy, glycemic control, and quality of life in diabetes management. This scoping review provided understanding on the effectiveness of patient-centered self-management education in individuals with type 2 diabetes, examining both the clinical and psychosocial impacts of PCC in managing diabetes.

Methods: Following Arksey and O’Malley’s framework, 31 studies were reviewed, including randomized controlled trials, cohort studies, and qualitative analyses.

Results: Of the 13,395 titles identified, 31 articles were selected for inclusion in this review. The studies consistently showed positive effects of PCC interventions on various outcomes, including improved HbA1c levels, quality of life, dia­betes self-management behaviours, and psychological well-being. Behavioral improvements, such as adherence to diet and exercise, were also observed, although some studies reported limited efficacy in altering lifestyle behaviours.

Conclusion: The review highlights that PCC strategies, when customized to each patient’s needs, can significantly enhance self-management capacities and health outcomes in type 2 diabetes. Future research should explore optimal PCC approaches and mechanisms to better support patients’ long-term diabetes management.
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INTRODUCTION

Type 2 diabetes (T2D) is a serious and growing health concern, since it is one of the most common chronic illnesses in the world, with high morbidity and death rates [1]. In 2019, T2D impacted an estimated 9.3% (463 million) of the global population, with forecasts indicating that this figure will grow to 10.2% (578 million) by 2030 and 10.9% (700 million) by 2040 [2–3]. The increasing prevalence of type 2 diabetes and the associated medical and financial expenses demand immediate attention [4]. Evidence-based recommendations state that leading a healthy lifestyle, which includes taking medication as prescribed and enhancing self-care practices, may help postpone the progression of type 2 diabetes and avert serious outcomes [5]. Type 2 diabetes is thus sometimes referred to as a self-managed disease since people handle a significant portion of their own treatment [6].

However, patients must be fully committed and capable of performing self-management behaviours in their daily lives, such as adhering to diet and exercise plans, self-monitoring blood glucose levels, managing the emotional challenges of living with diabetes, and taking medications on a regular basis [5–6]. Because medication alone cannot accomplish these aims, patients must make a deliberate and self-motivated effort to adopt a healthy lifestyle [7]. Type 2 diabetes is also associated with a number of risk factors, the most of which have a behavioral or societal component that individuals, families, or society as a whole must work hard to change. Patient-centered behavioral or social care would thus have a long-term impact on sickness treatment [8].

A common description of patient-centered care (PCC) is a paradigm shift, whereby the person with type 2 diabetes is no longer a passive consumer of medical treatment but rather a knowledgeable, empowered, and engaged coproducer of their own health [9]. Involving individuals with chronic illnesses as active participants in their own care and health-related decisions is the foundation of PCC, which includes associated concepts like user involvement, patient engagement, and participation [10].

In this population, PCC is linked to better health outcomes including quality of life and self-care behaviours, and it plays a significant role in the self-management of type 2 diabetes [11]. In their consensus report, the American Diabetes Association (ADA) also recommended PCC to increase patient participation in self-care activities for the self-management of type 2 diabetes [12]. Additionally, PCC enhanced type 2 diabetics’ perceptions of their condition and reduced their degree of distress, as well as their patient activation in terms of knowledge, motivation, confidence, and abilities [13].

In type 2 diabetes, PCC is a purposefully created holistic care intervention that offers patients the knowledge and abilities they need to effectively manage their condition on their own, according to their preferences, in order to attain optimal glycemic control by enhancing self-care practices in addition to taking medication [14]. According to the WHO, the main element of PCC that serves as the foundation for illness management is self-management education [15]. Research suggests that appropriate self-management education can lower up to 8% of problems linked to diabetes mellitus [16]. Behavioral intervention is an essential part of PCC for type 2 diabetes self-management. Studies have shown that behavioral interventions centered on self-care behaviours significantly improved glycemic control, reduced diabetes complications, and enhanced the quality of life for individuals with diabetes [17]. A 2020 evaluation found that person-centered diabetes self-management education and support significantly affects the desired diabetes-related outcomes for people with type 2 diabetes.

PCC can be necessary for self-management of type 2 diabetes, which is growing increasingly prevalent worldwide and has the potential to increase morbidity and death. As a result, an updated scopic review on PCC would provide a more complete picture of whether this care method is related with improved clinical results. This review aimed to synthesize the impact of person-centred diabetes self-management education and support interventions targeting people with type 2 diabetes.

METHODS

The review was conducted following the methodology developed by Arksey and O’Malley [18]. The method is divided into five stages: (1) identifying the research question(s), (2) identifying relevant studies, (3) study selection, (4) data extraction, and (5) collating, summarizing, and reporting the results. The procedure was guided by the PRISMA extension for scoping reviews [19].

IDENTIFYING THE RESEARCH QUESTIONS

The following were the study topics for this review: How does patient-centered education compare to traditional education or standard care in terms of effectiveness, and what measurable outcomes, such as blood glucose control, quality of life, treatment adherence, or self-efficacy, may be observed?

LITERATURE SEARCH

From 1990 to September 30, 2024, four electronic databases—PubMed, EMBASE, CINHAL, and Scopus—were extensively searched. (diabetes OR “type 2 diabet*” OR “diabetes mellitus type 2” OR NIDDM OR) AND (person-cent* OR patient-cent* OR people-cent* OR PCC OR PCA) were the keyword combinations we used. All search strategies were adjusted to take into consideration differences in syntax and restricted vocabulary.

Relevance was assessed for the titles and abstracts that were retrieved. By filling out the eligibility form according to the inclusion criteria, articles deemed pertinent were examined in full text for possible inclusion in this review. To locate research in the reference lists of relevant articles and reviews, a manual search was conducted in addition to methodical database searches. A third author was available to settle any disputes over the inclusion of the paper after two authors finished all title/abstract and full-text reviews.

STUDY SELECTION

In order to be considered for inclusion, the studies had to satisfy the following requirements during abstract screening: (1) type 2 diabetes diag­nosis, (2) self-management intervention, (3) person-centered approach to diabetes self-management education and support, (4) documented individual outcomes, and (5) adult patients (18 years and older).

Excluded studies included: (1) reviews (2) patients with type 1 diabetes, prediabetes, or gestational diabetes; (3) patients under the age of 18 who were focused only on preventing type 2 diabetes; and (4) publications written in languages other than English.

DATA EXTRACTION

Using a data extraction form, two independent reviewers gathered the necessary information. The following information was taken from the included studies: author name, country, year of publication, participant characteristics (number of participants, age), description of the intervention, and outcome reported with main results. A consensus was formed after disagreements were discussed and settled.

RESULTS

SEARCH RESULTS

Out of the 13,395 articles that were initially found in the database search, 1,432 remained after duplicates were eliminated (Fig. 1). After the screening procedure, 1335 articles were eliminated, leaving 97 full-text articles. Twenty-eight papers were chosen for examination following full-text assessment. Three more papers were found after a thorough review of the included publications’ reference lists. In the end, the final analysis included 31 research studies.

CHARACTERISTICS OF INCLUDED STUDIES

Table 1 summarizes the findings of the 31 included studies. Five publications [31–32, 49–51] examined the impact of the same intervention across different research designs and outcome sections. Five studies used qualitative techniques [30, 34, 38, 40, 43], two used mixed methods [36, 46], four were cohort studies [41, 49, 51], and the remaining twenty studies were randomized controlled trials (RCTs) with up to four arms [21–29, 31–33, 35, 37, 39, 42, 44–45, 47–48]. Five investigations were undertaken in Southeast Asia [24–25, 49–51], with one each in Iran [33] and Ethiopia [35], while the remaining studies were conducted in Western nations (Europe, the United States, or Australia). The number of participants in intervention groups varied across RCTs, ranging from 36 to 450. Cohort studies had up to 12125 people in each group [50]. The majority of the included studies reported more than one outcome.
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For example, all trials that focused primarily on cardiometabolic indicators found statistically significant reductions in HbA1c levels [22, 24, 27, 28, 33, 39, 42, 44, 45, 47, 48, 51]. Quality of life was measured using four distinct scales: the visual analogue scale [37], the Diabetes Quality of Life (DQOL) [24], the six-dimensional health states short form (SF-6D) [49], and the EuroQol questionnaire (EQ-5D-5L) [26]. The use of patient-reported outcomes was rather consistent throughout the included trials, with an emphasis on self-efficacy, quality of life, behavioral outcomes, and HbA1c measurement.

The interventions ranged in duration and dimension, from individual sessions [22, 24, 28, 31, 32, 36, 38, 40, 44–46] to group sessions [25–27, 33, 38, 42, 43, 45, 48–51]. One research included individual sessions with follow-up telephone support [30]. The reports varied significantly, and they did not go into great depth on the person-centered techniques utilized or the theorized processes through which these interventions influenced outcomes.

PSYCHOSOCIAL AND COGNITIVE OUTCOMES

Table 1 presents the different psychosocial and cognitive outcome measures. Interventions in the included trials were usually effective in improving participants’ psychosocial and cognitive outcomes [21–24, 26–29, 31–32,36–37, 42, 45–46, 49]. Only three of the 16 studies addressing psychosocial effects found no change in patient-reported outcome measures [31–32, 37]. Numerous research studies analysed quality of life, but only three found no improvement [26, 29, 37]. Five studies assessed attitudes, perceptions of diabetes, diabetic distress, and depression, and all found substantial improvements [21, 29, 36, 45, 46]. Overall, qualitative research resulted in positive psychosocial and cognitive effects. One qualitative research study [30] reported negative patient perceptions of standard care, with several describing it as paternalistic and demeaning. Gambling [34] conducted a qualitative analysis to better understand patients’ diabetes knowledge and views while also creating core recommendations. Lindenmeyer et al. [40] showed improved understanding in three areas: diet, physical activity, and self-monitoring of blood glucose. Odgers-Jewell et al. [43] discovered that the intervention increased self-esteem, self-perception, and self-efficacy while also promoting diabetes awareness, empowerment, and positive attitudes. Although the study did not look at psychosocial consequences, it did identify intrinsic desire as an important element in behaviour change.

BEHAVIOURAL OUTCOMES

Several studies shown in Table 1 have identified behavioural effects related to diet and healthy eating [26, 35, 37, 45], exercise and physical activity [25, 26–29, 35, 37], diabetes self-management activities [22–25, 27, 35], and alcohol and smoking habits [29, 37, 45]. Interventions showed limited efficacy in improving health behaviours in certain trials, with three demonstrating no change [22, 26, 37]. However, a few studies reported benefits in diet, dietary intake, and activity [25, 28, 29, 35, 45]. Two studies [25, 35] found improvements in a composite self-care behaviour score that included the effects of diet, exercise, and medication adherence. Several studies found benefits in other diabetic self-management behaviours, including smoking cessation [29], self-monitoring [27], and foot care [35, 45]. Qualitative studies also revealed mixed results about the influence of interventions on behavior change. Lindenmeyer et al. [40] discovered that few participants completely engaged with all components of the program and found it difficult to implement the proposed adjustments into their everyday routines. In contrast, Odgers-Jewell et al. [43] discovered that the majority of participants reported behavioral changes, such as improvements in diet, physical activity, blood glucose self-monitoring, and diabetes management overall.

CARDIOMETABOLIC FACTORS

The included studies examined the effects of interventions on key cardiometabolic outcome shown in Table 1. The most commonly examined marker in quantitative research was HbA1c [22, 24–25, 27–29, 33, 36, 37, 39, 41, 44–48, 51]. Other typical cardiometabolic outcomes were blood pressure [22, 37, 39, 41, 46, 51], cholesterol levels [22, 31–33, 36, 37, 39], body mass index [22, 27, 36–37, 39, 43, 46, 51], and blood sugar levels [33, 35, 44]. The trials were largely successful in improving glycaemic control, with twelve out of seventeen HbA1c studies demonstrating substantial improvements in the intervention group. All three trials on blood sugar levels showed improvements [33, 35, 44], However, only two out of six blood pressure studies found improvements [41, 51], and only one out of seven cholesterol investigations showed improvement [33], additionally, only two of eight studies on BMI showed improvement [43, 51]. Cardiometabolic outcomes were not assessed in the qualitative studies.

DISCUSSION

Our scoping review’s objective was to provide insight into the effects of PCC aimed at individuals with type 2 diabetes. We have made an effort to assess the effect of patient-centered self-management education for individuals with type 2 diabetes. All of the included trials’ treatments, with the exception of one [37], somewhat improved the participants’ diabetes-related outcomes. Interestingly, no adverse effects from treatments were recorded in any of the included investigations. These findings imply that some diabetes-related outcomes in individuals with type 2 diabetes are likely to be improved by PCC diabetes self-management education and support.

The intended results appeared to play a role in the interventions’ effectiveness. The majority of studies were successful in increasing glycaemic control and psychosocial outcomes, but they were less successful in improving lifestyle behaviors including exercise and nutrition and the associated outcomes of LDL cholesterol, weight, and waist circumference. The latter is in line with earlier research that shown the limited efficacy of long-term lifestyle changes in food, activity, and weight loss in both general populations [53] and populations of individuals with type 2 diabetes [52]. Research has shown that a lack of information about diabetes and its management, a lack of awareness about the importance of behavioral risk factors for health, and a hectic work schedule are the main causes of non-adherence to healthy lifestyle practices [54–56]. These results contradict the Williams et al. research, which found a strong correlation between PCC and medication adherence [57]. This could call for more research, which might assist pinpoint the essential elements of PCC treatments aimed at improving medication adherence.

Research emphasizing on enhancing a single outcome, such glycaemic control, typically showed more effectiveness than research including a wide variety of diabetes-related outcomes. One or more of the following elements were frequently included in person-centered intervention strategies that produced favorable results: 1) collaborative decision-making; 2) holistic care; 3) empowerment-based educational methods to establish personal objectives and make plans of action; 4) person-centered communication to build the knowledge, skills, and confidence needed for diabetes self-management; 5) being empathetic to establish rapport, ask questions, and comprehend the needs and preferences of participants; and 6) working with patients’ values and beliefs [5–6]. Therefore, the PCC approach we characterized as involvement, alignment of needs and preferences, and supporting the achievement of patient-specified objectives was supported by the underlying theories, professional skills, and models incorporated in different interventions.

Psychosocial factors, including as behavior, mood, and cognition, have long been recognized to influence diabetes and its self-management. For example, by addressing various psychological disorders such diabetic distress, depression, anxiety, and disordered eating, psychosocial treatment can assist persons with diabetes maintain their health and quality of life. Some of the included research in this review revealed that certain mechanisms of treatments were successful in connection to cognitive and psychosocial outcomes [21–24, 26–29, 31–32, 36–37, 42, 45–46, 49], whereas other studies that included comparable mechanisms found no significant impact [31–32, 37]. These results are in line with a meta-analysis that found that two studies revealed gains in quality of life, whereas three research reported no improvements. Psychosocial and cognitive results were often improved by qualitative research [5–6]. Furthermore, several theories and approaches were often referenced in single research; however, they were integrated within a particular context and did not function independently to influence changes in diabetes outcomes.

Certain patient-centered mechanisms could not be the primary explanation for favorable results because the same intervention mechanisms had diverse effects on outcomes in another research. Participant characteristics (i.e., age, sex/gender, co-morbidity, race/ethnicity), the settings in which the studies were conducted, and the design of the intervention (individual or group involvement) can all cause differences in the results of different studies, making it challenging to draw firm conclusions about person-centered mechanisms that work. Numerous unquantifiable elements, like company culture and structure, cultural sensitivity, and HCP skills, can significantly impact results both alone and in combination. Since group-based programs were used in many research studies [25–26, 29, 42] with favorable results, results may be positively impacted by individual sharing and group interaction. Peer support improves the treatment of diabetes and is essential for sustaining motivation, overcoming emotional challenges, and remaining in touch with care providers. Although a more comprehensive explanation of the person-centered framework and mechanisms would be beneficial, our findings suggest a blueprint for future development of successful person-centered interventions aimed at diabetic self-management education and support [58]. To fully explain intervention processes and pinpoint the relationship between particular patient-centered intervention components and particular diabetes outcomes, more research is required.

Programs that are more intense and last longer have been found to be mechanisms that can improve the good results of an intervention [55–56]. The benefits of longer program duration are in line with a meta-analysis of self-management programs [59], but the findings of another meta-analysis that found that interventions with behavioral and educational components that lasted less than three months were stronger [8]. Norris et al.’s earlier systematic evaluation [60] likewise discovered discrepancies in the length of the intervention and its positive outcomes. Further investigation into the variables linked to the length of the intervention is required.

The wide variety of reports, which included mixed studies, qualitative studies, and quantitative (RCT and cohort) studies, made the analysis more complicated and could have contributed to the results’ greater variability. There are advantages and disadvantages to the way the retrieved outcome measures were categorized in order to clarify the behavioral and biopsychosocial effects. There are certain restrictions on this review as well. It is not a comprehensive list of PCC Intervention for people with type 2 diabetes, to start. It was challenging to synthesize unambiguous results since we merged research with different therapies, measures, and follow-up periods. A more consistent image would have been produced by concentrating on smaller populations and employing certain study methods and results. This strategy, nevertheless, would have also restricted the quantity of research we might have included. Our findings should be generalized cautiously since some of the included researches were conducted with particular target groups that might not be applicable to all demographics.

CONCLUSION

In summary, PCC Interventions are more effective than typical diabetes self-management education at achieving the intended results, especially glycaemic control and psychosocial outcomes. Future interventions in clinical practice will be developed and implemented more effectively if patient-centered diabetic self-management education and support systems are identified. Among the included research, we found significant variation in the reporting and use of patient-centered techniques. New research should benefit from offered clear and methodical approaches to patient-centered diabetic self-management education in order to develop the field.
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