
behaviours at the individual (Conner and
Norman, 1996) and the population level
(Fishbein and Guinan, 1996; Wardle et al,
1999). New methods and models of change
have advanced the field of behavioural
prevention and the development of individually
tailored interventions (Clark and Hampson,
2001; Glasgow et al, 1996). Some of these
methods and models use modern information
technologies to deliver personalised
behaviour-change advice on a wide scale at
modest cost (Kreuter et al, 1999).

Health psychology and the 
NSF for Diabetes

National Service Frameworks (NSFs) were
introduced in the last few years to define
standards of best practice for the delivery of
healthcare within the NHS for specific
diseases or patient groups. The NSF for
Diabetes began in early 2000. The standards
for the NSF for Diabetes were published in
England in December 2001, followed by the
delivery strategy in January 2003. 

The standards document sets out 12
standards of healthcare that people with
diabetes should expect, and includes an
analysis of the implications for planning and
organising services. These standards explicitly
and implicitly offer many areas of involvement
and interest for health psychologists. A
number of the standards focus on very
specific psychological issues which are
considered below.

Health psychology has considerable
potential to improve healthcare 
if its principles are integrated 

into policy and practice. There are many
health issues where a psychological
perspective is relevant; diabetes is certainly
one of these.

Over the past decade, health psychology
has branched out from its social, clinical and
psychophysiological roots and has started
addressing problems of major public health
importance, such as obesity, cardiovascular
disease and diabetes. Examples where health
psychology has made a significant
contribution are: understanding and changing
health behaviours; communicating about
health, disease and risk; teaching healthcare
professionals how to communicate effectively
with patients; and understanding why some
sectors of society have better health than
others.

National and international health
recommendations have increasingly
acknowledged that the major health problems
of the world (such as type 2 diabetes, obesity
and cardiovascular disease) might be alleviated
by changes in lifestyle and behaviour (DoH,
1999; US Department of Health and Human
Services, 2000; World Health Organization
Europe, 1999). Health behaviour research is
not the exclusive domain of psychologists.
However, health psychologists are at the
forefront of the development of theoretical
approaches to understanding health
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Standard 1

Standard 1 sets out that:

‘The NHS will develop, implement and
monitor strategies to reduce the risk of
developing type 2 diabetes in the
population as a whole and to reduce the
inequalities in the risk of developing type 2
diabetes’. 

The aim of standard 1 is to reduce the
number of people who develop type 2
diabetes. Recent research suggests that the
overall incidence of type 2 diabetes in the
population can be reduced by preventing or
reducing the prevalence of excess weight and
obesity, physical inactivity and central
abdominal obesity in the general population,
particularly in those groups at increased risk
(Tuomilehto et al, 2001; Knowler et al, 2002).
The compelling evidence for success in
preventing or postponing type 2 diabetes
should be viewed as a catalyst for promoting
lifestyle modifications across society.
Undoubtedly, population based public health
efforts will be needed to encourage and
support healthy lifestyles.

For the primary care practitioner, detecting
people who are at a high risk of developing
diabetes and delivering effective lifestyle
intervention to them is an immediate and
difficult challenge. Research suggests that
awareness of impaired glucose tolerance is
low among primary care doctors (Wylie et al,
2002). This awareness needs to be raised and
guidelines are needed for its management. It
seems that general practitioners remain to be
convinced that they have a role in attempting
to reduce the incidence of type 2 diabetes by
targeting interventions at people with
impaired glucose tolerance. 

Furthermore, widespread translation of the
findings of type 2 diabetes prevention trials
requires the changing of beliefs about primary
prevention in those at the highest risk for
diabetes. Diabetes prevention needs to be
actively promoted in this population group. 

It is essential that these challenges are met.
Implementation of standard 1 will depend on
the evaluation and development of effective,
theoretically driven health behaviour-change
interventions for people at risk or in those
screened for evidence of early disease. 

Standard 2
Standard 2 sets out that:

‘The NHS will develop, implement and
monitor strategies to identify people who
do not know they have diabetes’. 

The aim of standard 2 is to ensure that
people with diabetes are identified as early as
possible. Increased awareness of the
symptoms and signs of diabetes among
healthcare professionals and the general
public can result in earlier identification and
treatment of people with diabetes, and help
to prevent the development of complications.
Good practice needs to be based on an
understanding of symptom perception and of
the research on help-seeking behaviour,
including the influence of factors such as delay
in seeking help and threat minimisation. An
understanding of the factors that influence
the uptake and effects of screening will be
important for delivering this standard. 

Thus, the work of health psychologists,
which examines how patients evaluate health
threats by constructing their own
representations or perceptions of the threat
that in turn influences their patterns of
coping, is central to implementation of this
standard (Leventhal et al, 1997; Hampson et
al, 1990). 

There is a growing and influential body 
of psychological work on the importance of
cognitive processes in determining the
response to health screening and preventive
initiatives in healthcare. It is clear that cultural
factors shape both the appraisal processes
and the behaviours chosen for controlling or
dealing with 
the situation. In addition to representations of
the threat, the individual will also draw upon
their expectations and beliefs about the
different behavioural choices, including
adherence to treatment regimens.

Standard 3 

Standard 3 sets out that:

‘All children, young people and adults with
diabetes will receive a service which
encourages partnership in decision-making,
supports them in managing their diabetes
and helps them to adopt and maintain a
healthy lifestyle. This will be reflected in an
agreed and shared care plan in an
appropriate format and language. Where
appropriate, parents and carers should be
fully engaged in this process’.

The aim of this standard is to ensure that
people with diabetes are empowered to
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paediatric to adult services. The aim of these
standards is to ensure that the special needs
of children and young people with diabetes
are recognised and met, thereby ensuring that
when they enter adulthood, they are in the
best of health and able to effectively manage
their own day-to-day diabetes care. Children
and young people with diabetes are subject to
all of the usual pressures and pleasures of
physical, emotional and social development.
Their needs, as an individual within a family or
family system, and the role of their parents or
carers and siblings in sustaining them from
initial diagnosis through childhood to
independence are key.

Health psychology offers many important
insights into children’s perceptions of and
responses to illness, as well as into the ways
families cope with illness. There is increasing
awareness of the importance of the child’s
own experience and the realisation that
children develop accurate, functional
accounts of illness-related events (Eiser et al,
1990; Bearison and Pacifice, 1989). Rather
than seeing a child’s developmental stage as
the main determinant of their thinking about
health and illness, it is becoming clear that at
any age or stage, children can differ in their
beliefs about health and illness. 

These insights into children’s understanding
can be used for developing health education
campaigns and in the delivery of effective
healthcare. Parents can and do play a crucial
role in providing information and support, as
well as behavioural models. Rather than
regarding children as emerging but imperfect
versions of adults, we need to understand
them as self-regulating individuals who are
capable of making decisions and choices on
the basis of their own representations of
health threats and illness. 

As with any self-regulatory process, there is
a need to examine the role of the immediate
and broader social and cultural contexts in
order to understand children’s health and
illness behaviour. Development of
interventions that address practical diabetes
management issues, provide a forum for
support and guidance and help children,
adolescents and their families cope with the
illness and manage it more effectively will
therefore be central to implementation of
these standards. Importantly, psychological
studies point to a greater need to integrate

enhance their personal control over the daily
management of their diabetes in a way that
enables them to experience the best possible
quality of life. Evidence suggests that people
who take on greater responsibility for the
management of their diabetes have reduced
blood glucose levels, no increase in severe
hypoglycaemic attacks, a marked
improvement in quality of life and a significant
increase in satisfaction with treatment
(Greenfield et al, 1988; Stewart et al, 1995;
Williams et al, 1998). 

However, for a number of reasons
significant proportions of people with
diabetes do not understand key elements of
their diabetes care. In addition, a diagnosis of
diabetes can lead to poor psychological
adjustment, including self-blame and denial,
which can create barriers to effective self-
management and low self-esteem, and induce
resistance to treatment and depression
(Lustman et al, 2000; Peyrot and Rubin,
1997). 

This is clearly an area with major
opportunities for the input of health
psychology. Implementation of standard 3 will
have to be based on a 
good understanding of healthcare
communication and decision-making,
particularly in developing training for
healthcare professionals to be able to work in
this way. This work will also need to
incorporate an understanding of the various
psychological factors underlying treatment
adherence and effective self-management in
chronic illness. 

Theoretical developments in health
psychology have provided a number of
models which attempt to explain patients’
health-related decisions in terms of perceived
values and expectancies, and response
selections based on these (Rosenstock, 1988;
Ajzen, 1980). Research that applies these
models to medication adherence gives some
evidence that patients’ initial decisions about
treatment are influenced by their beliefs of
the need for treatment and perceptions of
the associated benefits and risks (Hampson et
al, 1996, 1995). 

Standards 5 and 6

Standards 5 and 6 focus on achieving a high
quality of care for children and adolescents
with diabetes, and a smooth transition from
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young people’s perceptions of risks into health
education programmes. Risk perceptions may
in fact be important contributors to risk
behaviour (Whalen et al, 1994).

Conclusion
While the above standards are the most
obvious that have implications for health
psychology, a number of the other standards
clearly offer interesting opportunities as well.
Diabetes services are now faced with the
challenge of delivering these important
standards. The NSF for Diabetes provides the
clinical priorities on which the health service
should initially concentrate and strongly
encourages working across professional and
organisational boundaries. Delivering on this
requires real innovation and a clear
understanding of the ways in which different
professionals, including psychologists, can
work effectively together to maximise health
outcomes. Diabetes is one of the most costly
and burdensome chronic diseases of our time
and is a condition that is increasing in epidemic
proportions throughout the world (King et al,
1998). We all need to consider new ways of
working together.

The NSF for Diabetes offers a unique
opportunity for individuals with diabetes to
finally get the diabetes care they deserve. The
extent to which the NSF standards are
implemented and the research priorities
become a reality will ultimately depend on
the availability of funding. Since sufficient new
money to implement the standards and
promote new research is clearly essential, but
not immediately evident, concern arises as to
whether this will remain just a paper exercise.
If this does happen, then there is every reason
to suspect that this unique opportunity of
ensuring that people with diabetes finally get,
not only the physical and medical but also the
psychological healthcare that they deserve,
will be lost.                                           �
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