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Abstract
Guidelines recommend routinely screening adults with diabetes for psychological concerns, but few diabetes clinics have 
adopted screening procedures. This study assessed patient and provider perspectives regarding the role of mental health 
in diabetes care, psychosocial screening procedures, and patients’ support needs. Patients with diabetes (n = 15; 73.3% 
type 2) and their medical providers (n = 11) participated in qualitative interviews. Thematic content analysis was used to 
categorize results. Participants believed that mental health was important to address within comprehensive diabetes care. 
Patients expressed positive or neutral opinions about psychosocial screening. Providers had mixed reactions; many thought 
that screening would be too time-consuming. Both groups emphasized that screening must include referral procedures to 
direct patients to mental health services. Patients and providers interviewed in this study viewed psychosocial screening as 
compatible with diabetes care. Including a mental health professional on the treatment team could reduce potential burden 
on other team members.
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Approximately one-third of adults with diabetes report 
clinically significant levels of psychological distress (Perrin 
et al., 2017), which is linked to increased morbidity, mor-
tality, hospitalizations, and healthcare costs (Lloyd et al., 
2013; Owens-Gary et al., 2019). However, psychological 
distress often goes undetected in patients with diabetes (Bar-
nacle et al., 2016; Li et al., 2009). To address this problem, 
the American Diabetes Association recommends routine, 
standardized screening for psychosocial concerns as part of 
clinical care (Young-Hyman et al., 2016), but routine screen-
ing has yet to be widely adopted in comprehensive diabetes 
centers in the United States (US) (Owens-Gary et al., 2019). 
For example, only half of healthcare providers who work 
primarily with patients who have diabetes report ever having 
used a depression screening questionnaire in their practice, 
and less than 10% report routine use of a validated screening 

tool (Osborn et al., 2010). Studies involving routine screen-
ing for other psychosocial concerns, such as diabetes distress 
and anxiety, are unavailable, suggesting that screening for 
these issues may be even less common.

Research is needed to clarify barriers that prevent dia-
betes clinics from implementing routine psychosocial 
screening. In a model proposed by Scaccia et al. (2015), an 
organization’s readiness to implement an innovation, such 
as routine screening, depends on three interacting compo-
nents: motivation, the organization’s general capacity, and 
the organization’s innovation-specific capacity. The model 
holds that stakeholder views and expectations related to 
the innovation are the driving force behind motivation. As 
such, engaging stakeholders (i.e., endocrinologists, patients 
with diabetes) and obtaining their perspectives is critical 
for effective and sustainable implementation of psychosocial 
screening procedures within diabetes care. To date, research 
that evaluates stakeholder perspectives on the use of routine 
psychosocial screening in adult diabetes care is extremely 
limited.
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Provider Perspectives

Research evaluating medical providers’ perspectives on 
mental health in the context of diabetes care is scarce and 
comes exclusively from outside of the US. For example, 
diabetes specialists in Denmark reported that barriers to 
addressing their patients’ psychological issues included 
limited consultation time, lack of referral options, dis-
comfort asking questions about mental health, and lack 
of skills and training to manage psychological concerns 
(Johansen et al., 2014). Specialists also felt that psycho-
logical concerns were not their responsibility and that 
patients lacked the motivation to change. In a separate 
study (Joensen et al., 2019), analysis of comments from 
a variety of provider stakeholders in diabetes care (physi-
cians, nurses, diabetes educators, mental health provid-
ers) identified challenges at the level of the patient-pro-
vider relationship (e.g., stigma, provider concerns about 
addressing psychosocial issues without skills or training, 
lack of time during interaction) and the healthcare system 
(e.g., focus on biomedical rather than psychosocial indica-
tors of health status, lack of resources to fund psychosocial 
support).

Screening

Research assessing diabetes care providers’ perspec-
tives on implementing psychosocial screening within 
routine diabetes care is even more limited. To this end, 
we recently assessed the views of pediatric diabetes care 
providers caring for youth with type 1 diabetes in a clinic 
that had implemented a psychosocial screening program 
and psychological consultations as part of routine clinical 
care (Brodar et al., 2021a, 2021b). Findings indicated that 
diabetes care providers liked the screening program and 
valued the opportunity to collaborate with their clinic’s 
psychology team. Because providers’ perspectives were 
obtained after the screening program was implemented, 
we were unable to assess diabetes care providers’ a priori 
views concerning screening. Likewise, it is unclear how 
providers who care for adults (and accordingly receive 
training in internal medicine rather than pediatrics), or 
patients with type 2 diabetes, view psychosocial screen-
ing practices.

Research conducted in primary care facilities and other 
healthcare settings with adults is informative. In Scotland, 
only one-third of patients with multiple chronic condi-
tions were screened for depression, even when local health 
boards provided incentives to clinics (Jani et al., 2013). 
When asked to describe why screening was difficult, pro-
viders reported that (1) administering questionnaires to 

patients felt mechanistic; (2) it was difficult to incorporate 
screening when time is limited; and (3) discussing depres-
sion might “open a can of worms” (Maxwell et al., 2013). 
Similarly, a survey of US-based infertility providers found 
that, although most believed psychological conditions neg-
atively impact fertility, only one-quarter reported any type 
of mental health screening (Hoff et al., 2018). Common 
physician-reported barriers to screening included lack of 
time, feeling uncomfortable, not knowing what screening 
tool to use, feeling unsure about current evidence-based 
practices for managing mental health concerns, and not 
having referral options available. It remains unknown 
whether the barriers to psychosocial screening reported 
by physicians in other fields generalize to diabetes spe-
cialty care providers, particularly those caring for adults 
with type 2 diabetes.

Patient Perspectives

Few studies have examined patients’ beliefs about the role 
of mental health within diabetes care. Gonzalez et al. (2011) 
suggest that patients appreciate health care providers ask-
ing about their emotional well-being and one study found 
that patients with diabetes wanted their physicians to spend 
more time attending to psychosocial concerns (Burke et al., 
2006). Other work, however, suggests that patients with 
diabetes rarely bring concerns about emotional distress to 
their physician’s attention (Cherrington et al., 2006; Egede, 
2002; Ruiz & Praetorius, 2016). Adults with diabetes may 
struggle to initiate conversations about psychosocial con-
cerns with medical providers. Patients with more complex 
medical presentations, as seen with diabetes, tend to view 
their communication with medical providers more nega-
tively than healthier patients (Fung et al., 2008). In turn, 
providers are less likely to engage in patient-centered com-
munication when working with patients that have multiple 
chronic conditions (Green et al., 2012), perhaps due to the 
time burden of addressing several concerns in one visit. As 
such, patients with diabetes may be particularly unlikely to 
bring up psychosocial topics during a medical appointment, 
even though they may be at a heightened risk for psychologi-
cal distress (Albertorio-Diaz et al., 2017).

Past work in primary care settings identifies other reasons 
patients might feel reluctant to raise psychosocial concerns 
with their medical provider, which may extend to diabetes 
care. Specifically, patients may not know how to initiate the 
conversation or whether the medical setting is an appropriate 
context for emotional disclosures (Kravitz et al., 2011; Wittink 
et al., 2006). They also may not believe that medical providers’ 
training and philosophy aligns well with addressing emotional 
concerns (Kravitz et al., 2011). Some patients may also worry 
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that bringing up mental health issues could create distance 
with their provider (Wittink et al., 2006).

Screening

To our knowledge, no prior studies have examined the per-
spectives of adults with diabetes regarding psychosocial 
screening. However, research on this topic in adolescents 
with type 1 diabetes is growing and largely suggests that 
youth have a positive view of psychosocial screening and 
find it helpful, particularly if it is kept brief (Corathers et al., 
2019; Iturralde et al., 2017; Perfect et al., 2011; Wong et al., 
2020). However, some work suggests that youth who have 
higher depression scores and/or more glycemic instability 
tend to view psychosocial screening more negatively (Wong 
et al., 2020).

Although research on adults with diabetes is lacking, 
in primary care settings, adult patients generally express 
positive views of screening measures (Samuels et al., 2015; 
Shah et al., 2018). Research also suggests that screening may 
facilitate conversations with medical providers about mental 
health. For example, older adults reported that it was easy to 
speak with their primary care provider about mental health 
after completing depression and anxiety measures (Samu-
els et al., 2015). In other work, patients felt that screening 
enabled disclosures about mental health concerns, as they 
would have otherwise struggled to initiate the conversation 
(Wittkampf et al., 2008).

Current Study

Stakeholder perspectives are critically important for imple-
menting routine psychosocial screening within diabetes 
care but largely remain unstudied. The current study used 
qualitative methods to describe the perspectives of adult 
patients with diabetes and their medical providers in a com-
prehensive diabetes center that has not yet implemented 
routine psychosocial screening regarding (1) the relation-
ship between stress and diabetes management, (2) medical 
providers’ role in helping patients navigate psychological 
concerns, (3) benefits and drawbacks to implementing rou-
tine psychosocial screening, and (4) issues related to con-
necting patients to care. Additionally, the study compared 
patient and provider perspectives to identify similarities and 
differences.

Methods

Participants

Participants were medical providers (n = 11) and adult 
patients with diabetes (n = 15) at a comprehensive diabe-
tes center located within a large academic medical center 
in South Florida. Consistent with the most recent census 
data for the area (United States Census Bureau, 2019), 
the center serves a predominantly Hispanic/Latinx patient 
population in South Florida (N = 1270; 72.8% White; 
67% Hispanic/Latinx; 50% female; mean age = 60 years, 
SD = 14; 88.7% type 2 diabetes; 10% on Medicaid; 47.9% 
on Medicare). At the time interviews were conducted, 
the center did not have routine psychosocial screening in 
place, though one physician was pilot-testing screening 
procedures with his patients. Provider and patient demo-
graphic characteristics are reported in Table 1. Participa-
tion rates were 57.9% for providers (11 out of 19 total 
providers at the clinic) and 1.2% for patients (15 out of 
patient census of 1270; participant recruitment continued 
until the research team determined that no new themes 
were emerging during interviews).

Interview Guide Development

We first developed a semi-structured interview guide to 
use with providers. It included four major topics: (1) the 
relationship between psychosocial concerns and diabetes 
management; (2) the provider’s role in helping patients 
navigate psychosocial concerns; (3) assessment of psycho-
social concerns during a patient visit; and (4) coordination 
with and/or referral to mental health professionals. The 
interview guide was developed via an iterative and collab-
orative process amongst research team members. Domains 
selected for inclusion in the interview guide reflected key 
practical questions that resulted from the clinic’s pilot-
testing of the screening procedures, as described above. 
Interview questions were informed by the scientific litera-
ture and consultation with experts in diabetes care. Once 
the guide was drafted, an expert in implementation sci-
ence reviewed the questions and provided feedback. Minor 
adjustments were then made to the guide based upon this 
feedback to improve clarity and ensure that participants 
interpreted questions as intended. To aid in the discus-
sion of assessment of psychosocial concerns, the inter-
viewers showed participants copies of the Patient Health 
Questionnaire—8 (Kroenke et al., 2009) and the Diabetes 
Distress Scale (Polonsky et al., 2005) and asked for their 
opinions on using the measures in routine clinical care. 
Minor adjustments were made to improve question clarity 
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and reduce interview length after the first two interviews. 
The provider interview guide was then adapted for use 
with patients. Two doctoral students fluent in English and 
Spanish translated and back-translated the patient version 
of the guide. Appendix A includes both interview guides.

Procedures

The university’s Institutional Review Board approved all 
study procedures. Medical providers received an email from 
the director of the comprehensive diabetes center inviting 

them to participate in qualitative interviews and, if inter-
ested, to contact the first author to schedule an interview. 
The center’s medical providers recruited patients to par-
ticipate by providing them with a flyer describing the study 
during their appointment. If patients expressed interest in 
participating, the medical provider introduced them to the 
interviewer, who explained the purpose of the study and 
conducted the interview.

Advanced doctoral students in clinical psychology fluent 
in English and Spanish conducted the interviews in a quiet 
room at the center. They wrote memos after each interview 

Table 1   Participant demographics

Participant characteristics Providers (n = 11) Patients (n = 15)

N; Range %; M, SD

Age (in years) Range = 29–73 M = 46.27, SD = 13.65 Range = 26–79 M = 49.14, 
SD = 13.53

Years working with patients with diabetes Range = 4–50 M = 16.20, SD = 14.00 – –-
Years lived with diabetes diagnosis
 1–5 years – – 5 33.3
 6–15 years – – 8 53.3
 15 years or more – – 2 13.3

Diabetes type
 Type 1 – – 4 26.7
 Type 2 – – 11 73.3

Sex
 Male 7 63.6 8 53.3
 Female 4 36.4 7 46.7

Race and Ethnicity
 Asian, Non-Hispanic/Latinx 1 9.1 0 0.0
 Black/African American, Hispanic/Latinx 0 0.0 1 6.7
 Black/African American, Non-Hispanic/Latinx 0 0.0 2 13.3
 Hispanic/Latinx (did not report race) 0 0.0 1 6.7
 More than one race, Hispanic/Latinx 0 0.0 1 6.7
 White, Hispanic/Latinx 5 45.5 9 60.0
 White, Non-Hispanic/Latinx 5 45.5 1 6.7

Preferred language for clinical interactions
 English only 4 36.4 8 53.3
 English or Spanish 7 63.6 5 33.3
 Spanish only 0 0.0 2 13.3

Provider role
 Attending endocrinologist 5 45.5 – –
 Endocrinology fellow 3 27.3 – –
 Dietician/certified diabetes educator 1 9.1 – –
 Nurse practitioner 1 9.1 – –
 Podiatrist 1 9.1 – –

Patient education level – – – –
 Did not complete high school – – 1 6.7
 High school diploma/GED – – 4 26.7
 Some college or associate degree – – 2 13.3
 Bachelor’s degree or higher – – 8 53.3
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to document key themes and observations. Patient interviews 
were completed from September 2019 to November 2019 
and provider interviews were conducted from September 
2019 to June 2020. All participants gave verbal consent to 
participate and completed a short demographic question-
naire. Provider interviews ranged from 19 to 50 min and 
patient interviews ranged from 18 to 56 min. Providers did 
not receive compensation for participating; patients received 
a $10 Amazon gift card. Interviews were audio-recorded. 
Trained undergraduate research assistants transcribed the 
interviews; authors checked the transcripts for accuracy. 
Two bilingual research assistants transcribed, translated, 
and back-translated the two patient interviews conducted in 
Spanish.

Data Analysis

Data analysis followed the procedures for Thematic Content 
Analysis as outlined by Green and Thorogood (2018). Four 
doctoral students in clinical psychology developed a code-
book for the provider interviews based on key themes from 
initial observations and used NVivo 12 Plus (QSR Interna-
tional) to code the transcripts. They coded one transcript and 
then met to resolve discrepancies and adjust the codebook. 
They repeated this process three times, then two of the stu-
dents coded each transcript. Next, for the patient transcripts, 
the first author modified the provider codebook, and the doc-
toral students completed two rounds of preliminary coding. 
Afterwards, the patient codebook was finalized, and two of 
the students coded each transcript. Cohen’s kappa assessed 
reliability. Once the transcripts were coded, the first author 
summarized themes for provider and patient transcripts 
separately. The research team reviewed the summaries and 
provided feedback. The first author then used quote matrices 
to compare patient and provider themes for areas of overlap 
and unique contributions.

Results

The final round of coding yielded an overall kappa of 0.62 
for the 11 provider transcripts and 0.66 for the 15 patient 
transcripts. Kappa values above 0.60 are considered accept-
able in qualitative research (Burla et al., 2008). We observed 
substantial overlap in themes across providers and patients, 
although the two groups also provided unique and some-
times contradictory responses. Below, we highlight the 
major themes that emerged from the coding process. Within 
each domain, we first review themes shared by providers and 
patients. Then, we discuss any patient-specific and provider-
specific themes within that domain. Permeating throughout 
was that patients and providers both valued the patient-pro-
vider relationship and felt that trust, empathy, and active 

listening were critical for discussing psychological concerns 
in a productive manner. Stigma, limited time, and lack of 
personnel to coordinate and follow-up on screening results 
emerged as cross-cutting themes that may complicate the 
implementation of psychosocial screening and intervention 
within diabetes care.

Diabetes Creates Stress, and Stress Makes It Hard 
to Manage Diabetes

Shared Themes

As indicated in Table 2, providers and patients articulated 
the same themes in regard to the relationship between stress 
and diabetes. These themes included that diabetes is stress-
ful, exacerbates typical life stressors, and requires major 
life changes, particularly related to accepting and adjust-
ing to a new diagnosis. Additionally, patients and providers 
alike maintained that stress obstructs diabetes management 
and, consequently, that stressors often need to be addressed 
during the medical visit. Both groups also emphasized that 
stress might prevent patients with diabetes from prioritiz-
ing self-care and lead to maladaptive health behaviors (e.g., 
overeating, substance use) to cope with stress.

Medical Providers Play a (Minor) Role in Addressing 
Stress and Mental Health Concerns

Shared Themes

As shown in Table 2, patients and providers largely agreed 
that medical providers do not have the time or the appropri-
ate training to manage mental health concerns. Both groups 
also felt that medical providers’ primary role is to listen, 
empathize, and provide referrals, in addition to adjusting the 
treatment plan as needed to reduce patients’ stress related to 
diabetes management.

Patient‑Specific Themes

Patients felt that medical providers often leave the psycho-
logical side of diabetes unaddressed. While most patients 
would appreciate their provider checking in about stress and 
coping, they did not think the provider was the right person 
to provide emotional support. They explained that providers 
only see the patient every few months, focus on numbers 
(e.g., HbA1c), and often seem unaware of the psychological 
toll of diabetes. One patient compared the diabetes clinic to 
a “car shop,” where the focus is mechanical—identifying the 
part that is not functioning correctly and fixing it.

Patients likewise expressed that providers do not always 
seem to understand the other demands in their life that com-
plicate diabetes management. Notably, all patients felt that 
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providers should ask questions about their stress and cop-
ing, and several suggested that most patients are waiting for 
providers to do so: “I think people are waiting to be asked... 
they would be relieved, because it takes decisions out of 
their hands.” They explained that when providers ask about 
stress and coping, it demonstrates that they understand the 
burden diabetes places on patients.

Provider‑Specific Themes

Providers emphasized that they sometimes end up “playing 
therapist,” whether they want to or not. Providers generally 
reported feeling comfortable identifying mental illness 
and making referrals but did not believe treating mental 
health issues fell within their scope of practice. Yet, three 
providers explicitly referenced “playing psychologist,” 
and others described providing psychological care dur-
ing medical visits, even though they might not feel quali-
fied to do so: “I guess I constantly play psychologist, with 
no training obviously... Sometimes just listening, some-
times giving advice or making them think through ways 
to manage stress better.” Some providers also reported 
prescribing psychotropic medications for their patients, 
especially those who clearly needed support but refused to 
see another provider. Providers emphasized how stressful 
it can be to feel pressured to provide psychological care 
for patients yet lack adequate training and tools to do so: 

“It’s really, really hard. It’s not fair to the patient, because 
I’m not a specialist... I always end up trying to like, put 
out a fire, you know?”.

Overall, patients and providers both acknowledged the 
important role of stress and mental health within diabetes 
care, but also recognized factors that complicate providers’ 
involvement in navigating patients’ psychosocial concerns.

Several Barriers Prevent Medical Providers’ 
Assessment and Patients’ Disclosure of Concerns

Shared Themes

Participants identified several barriers that prevent discus-
sion of mental health during diabetes visits. As depicted 
in Fig. 1, barriers highlighted by both patients and their 
providers included lack of time during the visit, lack of 
resources and support options for patients experiencing 
concerns, an overt focus on medical rather than psycho-
logical concerns, and stigma. As shown in Fig. 2, patients 
and providers both felt that a pre-existing positive patient-
provider relationship facilitates conversations about men-
tal health. Both groups also suggested that incorporating 
discussions about stress and mental health within routine 
care decreases stigma by normalizing the topic.

Fig. 1   Barriers to discussing mental health during diabetes visits
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Patient‑Specific Themes

Patients noted that it is often difficult to bring up emotional 
concerns because they do not want to deviate from the pro-
vider’s focus on medical issues during the visit. Likewise, 
some patients noted feeling dismissed by providers, who 
might be focused note-taking or appear too busy to be both-
ered (Fig. 1). Patients offered several unique suggestions 
for how providers can facilitate conversations about mental 
health during visits (Fig. 2).

Provider‑Specific Themes

Providers felt that they should prioritize the medical side 
of care, particularly given their limited visit time. A few 
providers also noted that mental health generally receives 
little attention in diabetes care (Fig. 1), and some specifi-
cally reported feeling uncomfortable navigating suicidal 
ideation: “When they are in that bad of a place, I wouldn’t 
risk my limited mental health knowledge.” Providers also 
noted that because they do not routinely assess patients’ 
stress and emotional functioning, they may not be aware 
that stress is impacting patients’ ability to manage diabetes 
effectively. Like patients, providers offered several strategies 

to make conversations about mental health more comfort-
able (Fig. 2).

Routine Psychosocial Screening Could Help If It 
Translates to Patients Accessing Care

Shared Themes

Patients and providers generally agreed that screening is 
worth pursuing if it results in accessing services or improv-
ing diabetes management. Table 3 contains a list of the ben-
efits and challenges identified by both patients and providers. 
The two groups provided some overlapping implementation 
suggestions for screening (Fig. 3), including that the clinic 
should only screen patients if they also have a system in 
place to facilitate connections to care for patients who screen 
positive for mental health concerns. Likewise, they felt that 
the clinic should provide patients with a rationale for screen-
ing and explanation of procedures, rather than giving out the 
screener without context. Participants also commented on 
how to incorporate the screener within the flow of a clinic 
visit. Most felt the screener should be completed in the wait-
ing room, before the visit, or within the check-in or triage 
process.

Fig. 2   Patient and provider suggestions for increasing comfort discussing mental health during diabetes appointments
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Patient‑Specific Themes

Patients expressed mostly ambivalent reactions about 
screening. While they identified pros and cons, they tended 
to express a general willingness to answer whatever ques-
tions their provider poses. A few patients expressed positive 
views of screening, and none expressed negative reactions.

Provider‑Specific Themes

Providers’ opinions on screening were more mixed; over 
half (54.5%) expressed positive feelings about routine 
screening and felt it was the best way to identify patients in 
need, three (27.3%) had mostly negative reactions, and two 
(18.2%) reported ambivalence. In addition to benefits noted 
in Table 3, providers additionally suggested that patients 
may become aware of a problem when they respond to 
screening questions and that screening could alert physi-
cians to refer patients to mental health services. Likewise, 
they identified some unique concerns about their role in 
the screening process, particularly that the screener would 
place extra work on physicians and take up too much time 
during patient visits. Further, providers expressed concerns 

about how to proceed if patients screened positive. They felt 
screening was problematic if patients could not subsequently 
access care. Providers’ responses regarding implementation 
suggestions (Fig. 3) highlighted the importance of having a 
dedicated team member to coordinate screening and incor-
porating the screener in the electronic health record. Provid-
ers had varied opinions about how frequently patients should 
complete the screener and highlighted the need for training 
on the screening process.

How Medical Providers Communicate Feedback 
from Screening and Referrals Matters

Shared Themes

As shown in Table 4, providers and patients expressed simi-
lar views on how providers should navigate positive screen-
ing results. They agreed that providers should indicate that 
they reviewed the patient’s responses, probe for additional 
details, and communicate their availability and willingness 
to support the patient. Participants from both groups also 
articulated similar strategies for how providers can approach 

Fig. 3   Patient and provider recommendations for screening procedures
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the conversation about referrals in a way that builds rapport 
and motivates patients to seek services (see Table 4).

Patient‑Specific Themes

Patients felt that providers’ broaching the topic of mental 
health and communicating their willingness to offer support 
was helpful in and of itself. They emphasized their need for 
support from providers to seek professional mental health 
services. Patients described how they trust and value their 
provider’s advice and recommendations: “We listen to a doc-
tor more than anybody else.” However, patients need support 
to follow provider recommendations (Table 4). Patients often 
do not know where or how to seek mental health services or 
what to expect from a mental health provider, so leaving the 
visit with an accessible referral in hand is critical. Further, 
patients want to understand the rationale for mental health 
treatment as well as what treatment typically entails.

Provider‑Specific Themes

More than half of the providers identified not knowing 
where to refer patients as a major problem that contributes 
to self-imposed pressure on providers to take on the therapist 
role themselves. Providers also felt unsure of (1) what type 
of mental health professional would be most appropriate; (2) 
which professionals have experience working with patients 
who have diabetes; and (3) what services are covered by 
insurance. They also expressed some concerns that patients 
may take offense or react negatively to the referral. Given 
these concerns, providers wanted more training and educa-
tion about mental health service offerings to better facilitate 
patients’ access to care.

Patients Need Multi‑faceted Support to Deal 
with the Emotional Toll of Diabetes

Shared Themes

Both patients and providers believed that patients need more 
support to deal with the emotional aspects of diabetes. They 
highlighted how support should come from a variety of 
sources, including family and friends, peers, medical pro-
viders, diabetes educators, and mental health professionals 
(Fig. 4). Both groups strongly emphasized the benefits of 
diabetes education and interaction with peers with diabetes, 
and they expressed an interest in having the center offer sup-
port groups, especially after the initial diagnosis. Patients 
and providers also both expressed that patients would ide-
ally have access to support from both their medical provider 
and a mental health professional. They also emphasized the 
difficulty that patients have in accessing professional men-
tal health services. As depicted in Fig. 4, the two groups Ta

bl
e 

4  
(c

on
tin

ue
d)

Th
em

es
Re

pr
es

en
ta

tiv
e 

qu
ot

es
 fr

om
 p

ro
vi

de
rs

Re
pr

es
en

ta
tiv

e 
qu

ot
es

 fr
om

 p
at

ie
nt

s

 P
at

ie
nt

s n
ee

d 
ed

uc
at

io
n 

w
ith

 re
fe

rr
al

, b
ut

 p
ro

vi
de

rs
 la

ck
 

kn
ow

le
dg

e
“W

e 
do

n’
t h

av
e 

m
uc

h 
in

te
ra

ct
io

n 
w

ith
 [m

en
ta

l h
ea

lth
 p

ro
fe

s-
si

on
al

s]
 a

nd
 so

 w
e 

do
n’

t k
no

w
 e

xa
ct

ly
 w

ha
t t

he
y 

do
...

 M
en

ta
l 

he
al

th
 is

 a
n 

im
po

rta
nt

 p
ar

t t
ha

t i
s n

ot
 a

lw
ay

s r
ec

og
ni

ze
d 

by
 

pr
ov

id
er

s. 
I t

hi
nk

 m
or

e 
aw

ar
en

es
s f

or
 u

s, 
so

m
e 

so
rt 

of
 m

in
i 

tra
in

in
g 

w
ou

ld
 b

e 
he

lp
fu

l.”

“W
ha

t i
s a

 p
sy

ch
ol

og
ist

 g
oi

ng
 to

 d
o,

 w
ha

t a
re

 th
ey

 g
oi

ng
 to

 
sa

y?
...

 ju
st 

be
in

g 
re

fe
rr

ed
 m

ay
 n

ot
 b

e 
en

ou
gh

 in
fo

rm
at

io
n 

to
 

en
co

ur
ag

e 
th

em
 to

 g
o,

 b
ec

au
se

 th
ey

 d
on

’t 
kn

ow
 w

ha
t t

he
y’

re
 

go
in

g 
to

 g
et

 o
ut

 o
f i

t.”



Journal of Clinical Psychology in Medical Settings	

1 3

articulated the same set of barriers to seeking professional 
mental health support.

Patient‑Specific Themes

While some patients wanted to have peers to talk to about 
living with diabetes, others simply wanted to interact with 
peers and suggested the center host activities like exercise 
groups. For example, one patient recommended that the dia-
betes clinic create an on-site fitness center for patients to 
use, which could serve as a place for peer support to occur 
naturally.

Diabetes Treatment Team Should Include a Mental 
Health Professional

Shared Themes

Most patients and providers thought the best option for meet-
ing patients’ psychosocial needs would be to include men-
tal health professionals as central members of the diabetes 
treatment team. They suggested that doing so frames mental 
health as part of diabetes care and increases the flexibility, 
convenience, and accessibility of mental health services.

Patient‑Specific Themes

Although most patients felt that psychosocial support should 
be available at the diabetes clinic, two patients preferred off-
site care due to privacy concerns and the medical office not 
feeling like a “cozy” enough place to attend therapy.

Provider‑Specific Themes

Providers expressed some concerns about how to sustain-
ably fund a mental health professional as a member of the 
treatment team, with some suggesting a model similar to 
how podiatry, nutrition, and diabetes education operate in 
the center (i.e., consultations available following medical 
encounters and billed separately by those professionals).

Mental Health Professionals Should Know About 
Diabetes

Shared Themes

Whether care is offered in or outside of the comprehensive 
diabetes center, providers and patients agreed that it was 

Fig. 4   Psychosocial support for patients, barriers to accessing professional mental health services, and benefits of integrated care
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important for mental health professionals to understand dia-
betes. However, they had different views on what “under-
standing diabetes” looks like.

Patient‑Specific Themes

Most patients felt that mental health professionals should 
understand the emotional side of diabetes and that psy-
chological care should be tailored to address their specific 
disease-related stressors. Patients also wanted mental health 
professionals to be supportive and non-judgmental: “No 
judgment. Because a lot of diabetics think they’re judged 
for being overweight or maybe uncontrolled diabetes. Or 
that they’re just not taking care of themselves.” One patient 
recommended branding mental health support as diabetes-
specific, to reduce stigma: “It has to have diabetes in the 
name... like “diabetes counseling”... it has to have the name 
of the chronic illness for people to feel comfortable and go 
to it.”

Provider‑Specific Themes

Providers wanted mental health professionals to understand 
the more practical side of diabetes—chronic disease model, 
the disease process, and the daily requirements of effective 
disease management: “All the better if that person knows a 
little bit about insulin algorithms and A1cs... it just makes 
them more effective.”

Discussion

Addressing mental health in diabetes care, particularly via 
routine psychosocial screening procedures, represents an 
innovation that has yet to be widely adopted in comprehen-
sive diabetes centers in the US (Barnacle et al., 2016). This 
study elicited the perspectives of key stakeholders—adult 
patients with diabetes and their medical providers—regard-
ing how to best identify and address psychosocial concerns 
within the context of diabetes care. Overall, patients and pro-
viders agreed that (1) stress and mental health are strongly 
related to diabetes management, (2) patients with diabetes 
need more psychosocial support, and (3) ready access to 
mental health professionals who understand diabetes is 
important. Patients and providers were open to routine psy-
chosocial screening, with several important caveats.

Psychosocial Screening is Compatible with Diabetes 
Care

Findings suggested that screening procedures fit well with 
participants’ beliefs and attitudes regarding the role of men-
tal health within diabetes care. Participants agreed that (1) 

diabetes is stressful, (2) stress impedes effective diabetes 
management, (3) psychosocial issues are common among 
adults with diabetes, (4) medical providers play at least a 
small role in addressing psychosocial concerns, and (5) 
patients experiencing psychological distress require more 
support. Moreover, patients emphasized that they want pro-
viders to ask them about stress and coping, consistent with 
recent calls for greater attention to psychosocial issues in 
patients with diabetes (Albertorio-Diaz et al., 2017; Jones 
et al., 2015). One notable finding was that simply opening 
the door to conversations about stress and mental health 
during diabetes visits may help patients feel supported by 
their medical providers, as it acknowledges the difficul-
ties of living with diabetes. Routine screening may thus 
positively impact patients’ perceptions of their providers. 
Future research should assess this possible impact of routine 
screening.

Routine Screening “Breaks The Ice”

Both providers and patients interviewed in this study gen-
erally felt uncomfortable initiating conversations about 
mental health. This finding aligns with research suggest-
ing that diabetes care providers often feel unequipped to 
discuss mental health with patients (Joensen et al., 2019; 
Johansen et al., 2014) and that patients infrequently bring 
up such concerns in diabetes visits (Cherrington et al., 2006; 
Egede, 2002; Ruiz & Praetorius, 2016). Routine psychoso-
cial screening might act as a conversation piece and facilitate 
discussions about mental health (Wittkampf et al., 2008). 
Routine screening also presents mental health as an impor-
tant component of care for all patients, which may normalize 
the topic. Universal approaches to mental health care (i.e., 
mental health “check-ins”) may decrease stigma and facili-
tate access to care (Williams, 2020).

Routine Screening Offers More Standardized 
Assessment

Although providers in this study generally reported feeling 
capable of identifying psychological distress, a few patients 
and providers expressed concerns about relying on medical 
providers’ subjective judgments of whether a patient requires 
psychological intervention. This concern aligns with litera-
ture suggesting that standardized, validated screening tools 
are superior to medical providers’ observations of mental 
health concerns (Boogerd et al., 2015; Silverstein et al., 
2015).

Routine Screening Could Increase Efficiency

Participants emphasized how time constraints limit discus-
sion of psychological functioning during visits, especially 
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when patients have multiple comorbidities to address. 
Routine screening may address this problem by offering 
increased efficiency over verbal assessments of emotional 
functioning, particularly if clinics leverage technology. 
For example, brief screening measures can be embedded 
within the electronic health record (EHR), so that patients 
complete the measures during the check-in process and the 
system automatically alerts providers when patients score 
above a particular threshold (Bajracharya et al., 2016). 
Integrating measures within the EHR increases efficiency 
by helping providers tailor their conversations to specific 
problems (Zhang et al., 2019), which may explain why 
physicians are more likely to screen patients for depres-
sion when the measures are electronic rather than on paper 
(Akincigil & Matthews, 2017).

Screening Should not be Implemented 
without System for Connecting Patients to Care

Participants felt that screening was only useful and accept-
able if it was connected to action (e.g., referring patients 
to mental health services, offering services on-site, direct-
ing patients toward resources). They also emphasized the 
importance of having a system—and ideally an integrated 
mental health professional—to follow up on positive 
screening results, which should be in place before initiat-
ing screening procedures. An outpatient diabetes clinic 
in the Netherlands reported that implementing screening 
procedures with adults resulted in a seven-fold increase in 
referrals to psychological care (Fleer et al., 2013). How-
ever, referrals do not directly translate to patients’ access-
ing care or improving diabetes management. In pediatric 
diabetes care, less than 25% of youth obtain outpatient 
mental health services after receiving a referral due to a 
positive mental health screen (Vassilopoulos et al., 2019). 
This issue remains unstudied in adult diabetes care, but in 
the general population, only half of adults with psychiatric 
diagnoses access behavioral health services (Han et al., 
2017) and primary care physicians report more difficulty 
referring patients to mental health services than to any 
other specialty (Cunningham, 2009).

Screening may be a key strategy to identify patients 
with diabetes who need professional mental health sup-
port. However, securing access to supportive options is a 
critical first step. Integrated care models have the poten-
tial to increase access to mental health services (Jackson-
Triche et al., 2020; Wolff et al., 2021). Comprehensive 
diabetes centers might also consider implementing peer 
support programs to meet the diverse support needs of 
their patient population (Litchman et al., 2020); an inte-
grated mental health professional could coordinate such 
a program.

Challenges to Implementing Routine Psychosocial 
Screening

Participants’ perceptions of barriers to screening were 
largely consistent with past work, including that: screening 
will be time-consuming, providers lack adequate training to 
navigate positive screening results, clinics lack resources to 
provide in-house support for patients who endorse concerns, 
and patients struggle to access supportive services once 
referred (Johansen et al., 2014; Owens-Gary et al., 2019). 
Although patients reported needing significant support to 
seek mental health care, providers did not feel they had 
adequate time to help patients find a mental health provider, 
training to determine which provider is most appropriate for 
the patient’s needs, or knowledge of what typically happens 
during therapy to be able to provide education. Collabora-
tion and consultation with mental health professionals could 
allow medical providers to develop referral lists and learn 
more about the referral process. Likewise, the American 
Psychological Association and American Diabetes Associa-
tion maintain a list of mental health professionals who have 
completed training specific to working with patients who 
have diabetes (American Psychological Association, 2021). 
Providers can use this resource to identify appropriate refer-
ral options in their area. However, conversations regarding 
mental health referrals need to involve more than the transfer 
of contact information. Namely, medical providers need to 
provide education to patients about how psychological well-
being relates to disease management and explain the role of 
a mental health provider within the patient’s diabetes care.

Should medical providers become their patients’ thera-
pist, as one participant asked? Most participants agreed the 
providers’ role in navigating psychological concerns should 
be limited. As suggested, a better solution is to include a 
mental health professional on the treatment team, who 
could coordinate screening, review results, offer consulta-
tions with patients, provide brief interventions and patient 
education, direct patients toward appropriate resources for 
support, and build patient motivation to seek mental health 
services (Kichler et al., 2015). Of note, screening for depres-
sion may lead to patient disclosures of suicidality, which 
the providers in our study did not feel confident navigating. 
This finding aligns with research suggesting physicians are 
uncertain how to manage suicidal ideation beyond a basic 
risk assessment (Leavey et al., 2017; Vannoy et al., 2011). 
Inclusion of a mental health professional on the treatment 
team would ensure immediate access to someone trained 
to assess risk, develop a safety plan, and provide coping 
resources. Additional training for medical providers may 
also be warranted, including training on the basics of navi-
gating suicidal ideation (e.g., providing suicide hotline num-
ber, helping patients create a coping card with distracting 
or relaxing activities) and using motivational interviewing 



	 Journal of Clinical Psychology in Medical Settings

1 3

(e.g., Thepwongsa et al., 2017) to build patients’ motivation 
to seek psychological services.

Strategies for Improving Medical Providers’ Buy‑In

More so than patients, providers interviewed in this study 
were somewhat skeptical and wanted to see data on how 
other clinics have implemented routine screening. A grow-
ing literature describes the implementation of screening pro-
cedures in pediatric diabetes specialty care (Hilliard et al., 
2018) and may be informative for adult diabetes care. How-
ever, research also needs to assess screening outcomes more 
comprehensively. Key outcomes might include feasibility, 
acceptability, screening rates, rates of referrals to mental 
health services, and percentage of patients referred for ser-
vices who subsequently access services. Comprehensive dia-
betes centers can partner with researchers to pilot-test and 
evaluate screening procedures to increase providers’ buy-in 
and participation.

Screening in the Era of Telehealth

Although not a topic presented to participants in the cur-
rent study, an important avenue for future research is how to 
implement screening programs and integrated mental health 
services for patients with diabetes via telehealth. Demand 
for telehealth services have increased dramatically as a result 
of the COVID-19 pandemic (Wong et al., 2021), and tel-
ehealth appears to be an effective modality (Snoswell et al., 
2021). Some patients will undoubtedly continue to prefer 
telehealth services even after the pandemic wanes given the 
increased convenience and flexibility. As such, it will be 
important that diabetes clinics seeking to implement routine 
psychosocial screening consider how to conduct screening 
both in person and virtually. Our recent study detailed how 
a pediatric diabetes clinic transitioned their psychology 
screening and consultation program to telehealth during the 
pandemic (Brodar et al., 2021a, 2021b). Key recommenda-
tions included leveraging the electronic health record to col-
lect and store screening information, as well as addressing 
potential ethical issues related to confidentiality and patient 
disclosures of suicidality.

Perhaps even more so than medical care, mental health ser-
vices have rapidly transitioned to videoconferencing platforms 
during the pandemic (Pierce et al., 2021). As such, telehealth 
offers exciting avenues to improve patients’ access to psycho-
logical care. For example, patients in diabetes clinics may be 
able to meet with a health psychologist via videoconferencing, 
which may be especially helpful for clinics in which physi-
cal space is a limitation to offering such services. Likewise, 
telehealth would allow patients to meet with a mental health 
provider outside of their diabetes clinic appointments, with-
out requiring them to make an extra trip. Telehealth may also 

allow mental health professionals who are integrated in dia-
betes clinics to provide care to a greater number of patients.

Strengths and Limitations

To our knowledge, this is the first study to examine perspec-
tives of US-based patients with diabetes and their medical 
providers regarding routine psychosocial screening in diabe-
tes care. The study followed well-established procedures for 
conducting qualitative research and interview guides were 
developed in consultation with experts in both medical and 
psychological aspects of diabetes care. Participants came 
from diverse racial and ethnic backgrounds, which is impor-
tant given documented disparities in access to mental health 
services (Villatoro et al., 2018). Likewise, some research 
suggests greater stigma toward mental health amongst His-
panic/Latinx individuals (Benuto et al., 2019), who com-
prised most of our sample.

This study’s limitations require acknowledgement. This 
study included a small sample of patients and medical pro-
viders from a single comprehensive diabetes center at a large 
academic medical center in South Florida. While recruit-
ment continued until we obtained a variety of perspectives 
on screening (i.e., positive, negative, and neutral reactions) 
and no new themes were emerging, our data may be biased 
in that those who chose to participate may be more inter-
ested in or willing to talk about mental health than others 
at the center. As such, our results may not fully represent 
perspectives at the center and may not be generalized to 
clinics in other settings or locations. Additionally, medi-
cal providers at the center were aware that the center was 
interested in implementing a screening program when they 
participated in the interviews, which may have influenced 
their responses. Despite these limitations, findings aligned 
with past research in this area (e.g., Joensen et al., 2019) and 
offer important considerations for the field as more clinics 
move to integrate routine psychosocial screening programs 
within comprehensive diabetes care. Another limitation is 
the lack of participation by administrators and clinic man-
agers; future research should include these individuals in 
addition to medical providers, as they may be involved in the 
administration of screening measures. Critically, many of the 
themes that came out of our interviews related to aspects of 
time, money, and space that would need other stakeholders’ 
involvement for implementation.

Conclusions

Patients with diabetes and their medical providers inter-
viewed in this study believed mental health is an important 
aspect of comprehensive diabetes care, though numerous 
barriers prevent routine discussion of stress and mental 
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health concerns during visits. Patients and providers were 
open to routine psychosocial screening to start conversa-
tions about mental health, as long as screening does not 
place additional burdens on patients or providers and leads 
to observable positive impacts on clinical care and patient 
well-being. Integrating a mental health professional on the 
treatment team may be critical for effective, sustainable, and 
ethical implementation of psychosocial screening programs. 
Research suggests that incorporating qualified mental health 
professionals and addressing psychological distress within 
diabetes care is cost-effective (Heilbrun & Drossos, 2020; 
Siegel et al., 2020). Given the well-documented negative 
effects of emotional distress on diabetes management (Lloyd 
et al., 2013), developing effective models to deliver psy-
chological intervention within the context of comprehensive 
diabetes care is crucial. Such models are available in pedi-
atric diabetes (Kichler et al., 2015) as well as adult primary 
care settings (Kroenke & Unutzer, 2017; Wolff et al., 2021) 
and can inform implementation in adult diabetes care. Future 
research should assess the feasibility, cost-effectiveness, 
and impact of psychosocial screening and integrated men-
tal health professionals on patients’ emotional, behavioral, 
and medical outcomes, as well as on patients’ perceptions 
of the quality of their medical care and relationships with 
providers.
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