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Language matters, image matters too
– ‘The Ormskirk Model’

 (https://www.england.nhs.uk/wp-
content/uploads/2020/03/dr-may-ng.jpg)NHS England’s ‘Language Matters’
document (https://www.england.nhs.uk/publication/language-matters-
language-and-diabetes/) highlights how language used by healthcare
professionals can have a profound impact when caring for people living with
diabetes.

Dr May Ng, Associate Professor at the University of Liverpool and Consultant
Paediatric Endocrinologist at Southport and Ormskirk Hospital NHS Trust and
her colleagues have built on this insight in creating ‘The Ormskirk Model
(https://www.diabetesonthenet.com/journals/issue/602/article-
details/language-matters-image-matters-too-ormskirk-model)’.

Dr May Ng tells us: “The Ormskirk Model has been developed to help healthcare
professionals and people living with diabetes to identify resources, strengths and
what is important to them. The new model approaches HbA1c and Time-In-Range
(TIR) in a compassionate manner, utilising concepts from solution focused
therapy and had gained over 80,000 impressions on social media!”

https://www.england.nhs.uk/
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Language used in a positive, understanding and emphatic manner can lower
anxiety, build confidence, improve relationships and enhance self-management.
Conversely, when language is used poorly, it can be stigmatising, hurtful and have
a negative effect on self-care.

However, accorded to Dr May Ng and The Ormskirk Model, not only does
language matter, but image matters too. The current use of HbA1c models
have revolved around the use of ‘scary’ images, traffic light systems and words
such as ‘serious complications’, ‘very poor’ and ‘high risk’ which were not
beneficial. The majority of these images and models are based on a pathological
approach that makes an attempt to scare people with diabetes about risks of
complications.

Dr May Ng continues: “The Ormskirk Model is a colour neutral model and image,
taking a timely step away from previous traffic light systems of images which
portray and categorises HbA1c into ‘good’ and ‘bad’ colours. The model also
avoids negative language such as ‘complications’, ‘risks’ and ‘good/poor/very
poor’. It asserts that it is time to move away from using the words ‘control’ or
‘complications’ when discussing goals within a clinic setting. With the use of
neutral colours, there is a lack of immediate judgement of the person living with
diabetes.

“The model also utilises language and images that facilitates people to identify
what has worked well for them and what matters to them through the use of
rhetorical questions. The model attempts to enquire how diabetes (no matter
what the HbA1c or TIR reading) is managed and makes the assumption that
people living with diabetes are doing the best they can at that point in time.
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Language matters; image matters too. 
The Ormskirk Model: A new HbA

1c
–time-

in-range solution-focused model

Mark Guyers, Dominic 
Bray and Sze May Ng

The Language Matters (NHS England, 
2018) document highlights how important 
effective, understanding and emphatic 

language is when caring for people living with 
diabetes. The new model, called the Ormskirk 
Model, takes guidance from Language Matters 
and was collaboratively developed with healthcare 
professionals (HCPs) and those living with 
diabetes. 

For too long, people living with diabetes 
have endured stigmatising messages and images 
about diabetes from the media, the public and – 
whether intended or not – HCPs. The Ormskirk 
Model helps both HCPs and people living with 
diabetes to identify resources, strengths and what 
is important to them. It enables the person living 
with diabetes to be seen and heard, rather than 
simply looking at the numbers. 

A change in conversation
One conversational method that can be utilised 
in diabetes management uses assumptions and 
questions from solution-focused approaches 
(Guyers et al, 2019). Within the approach, the 
HCP is not seen as the ‘expert’ and more of a 
helpful visitor in the other person’s life. In a sense, 
the HCP’s greatest expertise is in asking exactly 
the right question at exactly the right time, rather 
than acting as a director using instructions based 
on an assumed knowledge of what’s good for the 
patient and what they should want.

Solution-focused approaches are potentially a 
good fit to discuss HbA1c or time-in-range (TiR). 
For example, Presseau et al (2010) found that  
people are more motivated to follow goals set by 
themselves – known as intrinsic motivation – as 
opposed to goals set for them by others. Sutton 
(1994) found that a good predictor of future 
behaviour is past behaviour. Within solution-
focused approaches, revisiting how somebody did 
something well in the past is worthwhile. The 

approach encourages a focus on resilience, coping 
and personal resources to overcome past adversities 
(Guyers et al, 2019).

Why is a change needed?
Use of HbA1c scales by diabetes teams is 
widespread, yet the evaluation of how useful such 
scales are is nonexistent. Research has shown that 
the use of ‘scary’ images and words, ie ‘serious 
complications’, ‘very poor’ or ‘high risk’, is not 
beneficial and has the potential to be harmful 
(Dickinson et al, 2017). The majority of current 
scales and models are based on a medical model 
using a pathological approach that makes an 
attempt to scare people with diabetes about the 
risks of complications. 

Within the Paediatric Diabetes Team at 
Ormskirk, HbA1c results were previously visually 
represented as a thermometer going from green to 
red, see Figure 1. These colours corresponded to 
high and low HbA1c. The results made reference 
to those ‘living without diabetes’ and had 
information relating to the potential risks listed 
next to them. A HbA1c >75 mmol/mol (>9%), for 
example, was aligned with the text ‘Complication 
risk very high’, see bottom left of Figure 1. The 
colour-coded thermometer did little to amplify 
and focus on what patients may have been doing 
well in their management, and did little to 
acknowledge that those who have been living with 
diabetes for many years were already well aware of 
complications.

HCPs can be tempted to become caught up 
in the numbers rather than the person in front 
of them. Similarly, we found that children and 
young people negatively referred to themselves 
after appointments, making comments such as ‘I’m 
still in the red zone’. Despite considerable effort  
being made and a reduction occurring within that 
colour zone, the old model failed to affirm healthy 
efforts.

Citation: Guyers M, Bray D, Ng 
SM (2020) Language matters; 
image matters too. The Ormskirk 
Model: A new HbA1c–time-in-
range solution-focused model 
Diabetes Care for Children & 
Young People 9: DCCYP41
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A new approach: The Ormskirk Model
The Ormskirk Model approaches HbA1c and 
TiR in an emphatic and compassionate way, 
utilising concepts from solution-focused therapy. 
The ability to empathise is the foundation for 
any HCP’s training and subsequent interactions 
with patients and their families. The concept 
is discussed in policy, codes of practice and 
national clinical guidance (Derksen et al, 2013). 
The presence of empathy has been found to be 
particularly important in diabetes care outcomes 
(Hojat et al, 2011; Dambha-Miller et al, 2019). 
Dickinson and colleagues (2017) interviewed 
people living with diabetes and found that they 
had experienced judgement and blame through the 
language used by HCPs, friends, family and the 
general public. To be empathetic while considering 
the long-term complications and working with 
the patient and their family requires a whole-
person approach. Polonsky et al (2017) found that 
inspiring people living with diabetes through the 
use of appropriate language can play an important 
role in engagement, management, treatment 

outcomes and the psychological wellbeing of the 
individual. For people living with diabetes, they 
found that language has a significant impact in 
increasing motivation, management behaviours 
and health outcomes. 

The Ormskirk Model promotes a conversation 
about any movements in HbA1c or TiR. The 
colour-neutral scale, see Figure 2, takes a timely 
step away from the previous traffic light image 
that categorised HbA1c into ‘good’ and ‘bad’ 
colours. With the use of neutral colour, there is a 
lack of immediate judgement of the child or young 
person living with diabetes. Instead there is a focus 
on affirming efforts made by patients and their 
families to manage their diabetes.

The ‘complications’ component has been 
removed from this new model. It avoids language 
such as ‘complications’, ‘risks’ and ‘good/poor/very 
poor’. 

For people living with diabetes and their 
families, the meaning and understanding of what 
‘good for them’ might look like is potentially very 
different to others. The model attempts to enquire 

Figure 1. The old system was colour-coded and used scary/negative words and terms that failed to affirm healthy efforts made by patients
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Figure 2. The new Ormskirk Model

     THE ORMSKIRK MODEL 

We understand that having the recommended ‘HbA1c’ or ‘Time-In-Range’ can be tough to achieve most of the time. To give you support to 
reach your goal, we have a few questions for you to consider. If you wish, we can discuss these with you in your clinic appointment. 
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We know there are many factors 
that contribute to this:  
 

• How have you done this? 
• How have you worked 

this out? 
• What would you like to 

remember going ahead? 

We know there are many factors 
that contribute to this. Do you 
want things to be different? If so... 
 

• What are you doing well at the 
moment? 

• How can the team be helpful to you 
and your family? 

• How would you love things to be in 
4 weeks’ time? 

Guyers M, Bray D, Ng SM. 
The Ormskirk Model, Diabetes Care 
for Children &Young People (2020) 
 

There are many things you are doing well, what are your 
thoughts on what better would look like? 

 

• How can the team be helpful to you and your family? 
• What’s going well? What do you notice being helpful? 
• If things were continuing in a good direction for you, 

what would you notice? 

*Range between 3.9-10mmol/mol 
Battelino et al. Clinical Targets for 
Continuous Glucose Monitoring Data 
Interpretation: Recommendations 
from the International Consensus on 
Time In Range. Diabetes Care (2019)  

how diabetes (no matter what the HbA1c or TiR 
reading) is managed by that individual and their 
family. There is a renewed assumption that people 
living with diabetes are doing what they can at this 
moment in time, until proven otherwise, and the 
HCP can enquire what that is. 

The model asserts that it is time to move away 
from the word ‘control’, which originated from 
the Diabetes Control and Complications Trial 
(Nathan et al, 1993). Attribution of the ‘ability to 
have control’ or ‘a lack of control’ is a consequence 
of this. According to Broom and Whittaker 
(2004), this type of messaging positions people 
with diabetes as ‘defiant children’ or as ‘dreadful 
or reckless adults’, which is contradictory and 
confusing for people with diabetes.

The American Psychological Association (2010) 
has long endorsed the person-first perspective in  
an effort to reduce stigma, stereotyping and 
prejudice toward people with disabilities; this 
applies to those working in clinical practice, 
research, and education. Utilising person-first 
language respects the whole individual rather  
than their diagnosis, which is only one part of  
their life experience (Dunn et al, 2015).  
The Ormskirk Model utilises language that 
facilitates people in their identification of and work 
towards what matters to them through the use of 
rhetorical questions. Connecting with the children 
and young people’s families, we provide support 
through words, images and symbols grounded 
in values that help make new ways of thinking  
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and behaving accessible and relevant to their busy 
lives. 

Use in clinical practice: less judging, 
more valuing
The Ormskirk Model is present in each Ormskirk 
Diabetes Team clinic room and is displayed in the 
waiting room in a bigger A3 format. It can be used 
as a visual prompt for patients and HCPs. The 
model can encourage reflection from the person 
living with diabetes and the HCP, gently focusing 
their attention on strengths, rather than deficits. 
The Ormskirk Paediatric Diabetes Team members 
find that they are now continually ‘in step’ with 
children and young people and their families, and 
are more aware of what works for them.  n

To download a pdf of the Ormskirk Model, go to 
www.diabetesonthenet.com/DCCYP-Ormskirk-
model

Correspondence to: Dr May Ng at may.ng@nhs.
net or @mayng888

American Psychological Association (2010) Publication Manual 
of the American Psychological Association. 6th edn. APA: 
Washington DC 

Battelino T, Danne T, Bergenstal R, et al (2019) Clinical Targets 
for Continuous Glucose Monitoring Data Interpretation: 
Recommendations from the International Consensus on Time In 
Range. Diabetes Care 42: 1593–603 

Broom D, Whittaker A (2004) Controlling diabetes, controlling 
diabetics: moral language in the management of diabetes type 2. 
Soc Sci Med 58: 2371–82

Dambha-Miller H, Day AJ, Strelitz J et al (2019) Behaviour change, 
weight loss and remission of Type 2 diabetes: a community-based 
prospective cohort study. Diabet Med (epub ahead of print)

Derksen F, Bensing J, Lagro-Janssen A (2013) Effectiveness of 
empathy in general practice: a systematic review. Br J Gen Pract 
63: 76–84

Dickinson JK, Guzman SJ, Maryniuk MD et al (2017) The use of 
language in diabetes care and education. Diabetes Care 40: 
1790–9

Dunn D, Dana S, Andrews EE (2015) Person-first and identity-first 
language: Developing psychologists’ cultural competence using 
disability language. Am Psychol 70: 255–64

Guyers M, Simm R, Bray D (2019) Doing diabetes differently: An 
overview of solution-focused approaches in paediatric diabetes 
care. Diabetes Care for Children & Young People 9: 34–40

Hojat M, Louis DZ, Markham FW et al (2011) Physicians’ empathy 

and clinical outcomes for diabetic patients. Acad Med 86: 359–64
Nathan DM, Genuth S, Lachin J et al; Diabetes Control and 

Complications Trial Research Group (1993) The effect of intensive 
treatment of diabetes on the development and progression of 
long-term complications in insulin-dependent diabetes mellitus. 
N Engl J Med 30: 977–68

NHS England (2018) Language Matters: Language and diabetes. 
Available at www.england.nhs.uk/wp-content/uploads/2018/06/
language-matters.pdf (accessed 05.03.20)

Polonsky WH, Capehorn M, Belton A et al (2017) Physician-patient 
communication at diagnosis of type 2 diabetes and its links to 
patient outcomes: New results from the global IntroDia Study. 
Diabetes Res Clin Pract 127: 127–274

Presseau J, Sniehotta FF, Francis JJ et al (2010) With a little help 
from my goals: Integrating facilitation with the theory of planned 
behaviour to predict physical activity. Br J Health Psychol 15: 
905–19

Sutton S (1994) The past predicts the future: Interpreting behaviour–
behaviour relationships in social psychological models of health 
behaviour. In: Rutter DR, Quine L (eds). Social Psychology and 
Health: European Perspectives. Ashgate Publishing Ltd, Farnham: 
71–88

Acknowledgements

Thank you to Dr Rebecca Simm, Southport 
& Ormskirk Paediatric Diabetes Team (Lynne 
Finnigan, Helen Day, Michelle Quinn, Alison 
Hannah, Linda Connellan, Dona Pintus), Ashley 
Ng, Rosie Walker and all the children, young 
people and their families at Southport & Ormskirk 
Hospital NHS Trust. 

To the diabetes community on Twitter – 
thank you for your time in reading and making 
suggestions to improve the Ormskirk Model. It 
would not be what it is without your input. Your 
passion for ‘what good in diabetes care should look 
like’ is an inspiration to everyone.

The Ormskirk Model is free for all diabetes 
teams to use with the source acknowledged 
whenever used. It has been translated into 
over 20 languages including Welsh, Telegu, 
Mandarin, Arabic, Portuguese, Bulgarian, 
Dutch, Greek, German, Malay, Romanian, 
Latvian, Italian, Hindi, Urdu, Tagalog, 
Russian, Spanish, French and Polish. 
Translations are available for download at  
www.diabetesonthenet.com/DCCYP-Ormskirk-
model

Authors

Mark Guyers, Assistant Clinical 
Psychologist, Clinical Health 
Psychology Department, Lancashire 
& South Cumbria NHS Foundation 
Trust, Southport; Dominic Bray, 
Consultant Clinical Psychologist, 
Clinical Health Psychology 
Department, Lancashire & South 
Cumbria NHS Foundation Trust, 
Southport; Sze May Ng, Associate 
Professor, University of Liverpool, 
Liverpool and Consultant 
Paediatric Endocrinologist, 
Southport & Ormskirk Hospital 
NHS Trust, Southport



A qualitative study investigating solution focus brief therapy in improving delivery of diabetes care by healthcare professionals

Mark Guyers, Dominka Ziemba, Sze May Ng

Background:

A key component of effectively managing a chronic condition in children 
and young people (CYP) is an approach that establishes and maintains 

motivation to enable CYP to achieve the complex juggling act required to 
manage their condition (Christie, 2012). 

A solution-focused approach (SFA) offers an alternative to a ‘fix it’ or 
advice-driven approach. This easy-to-learn approach is derived from a 

psychological talking model and can be applied in practice by HCPs in order 
to enhance engagement with patients (Simm and Saunders, 2017), 
including CYP with diabetes (Christie, 2008). It essentially, through 

sensitively asked questions, establishes what patients already know about 
managing and amplifies those resources and strengths. 

With this in mind, it is of interest to discover the attitudes and common 
themes a paediatric diabetes team describes and how it impacts on their 

work. 

Methods:

A qualitative descriptive design which was considered the best method for 
describing the team’s experiences with solution focus therapy. Polit and 

Beck (2012) said “the goal of qualitative studies is to increase our 
understanding of a phenomenon as it exists in reality”.

Data was collected using semi-structured interviews, all conducted by the 
first author.

The data was analyzed using qualitative data analysis 

Practitioner Benefits
Confidence – Skills - Solutions 

rather than problems Patient & Family Benefits
Trust - Relationship -

Involvement

Service Improvement
Compliance - Team work -

Consistency

Results:

“I do think we are good at 
praising each other’s positives, 

what works well

I think the team is a lot more 
integrated

There is zero solution focused 
stuff in the majority of things; 
it’s always the medical model. 
They [patients] don’t like the 

model – nationally, DNA rates, 
reaching 60-70%, it’s horrible”

“it’s about finding the time for 
when they [patients] do these 
things, what works for them.

one of the teenagers who said to 
me ‘take it away from me, I don’t 

want it anymore’ and I never knew 
how to broach that and it [SFT] 

gave me the confidence to carry the 
conversation on

[…] if something is going well, focus 
on what is going well and how it’s 

going well as opposed to necessarily 
going wrong and how it’s going 

wrong, so working on what is good 
and praising what’s good it 

something worthwhile”

“Relying and trusting what he 
[patient] already knew worked

she decided to go back to using 
the pump […] instead of giving 
her rules, it was all about her 

time, and she now thriving on it, 
doing well.

I think the biggest thing that 
they [family] say is that we 

listen”

Conclusion:
Based on the collected evidence, SFAs seem a  promising addition to support practitioners, patients and their families and the 

service. The evidence gathered in this study lays the foundation for further research into other aspects of SFAs.
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Doing diabetes differently: An overview  
of solution-focused approaches in  
paediatric diabetes care
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Article points

1. Generic diabetes education 
has a limited impact on 
diabetes outcomes in children 
and young people (CYP).

2. Solution-focused approaches 
are derived from a 
psychological talking model 
and can be applied in practice 
by healthcare professionals 
to enhance engagement 
with CYP with diabetes.

3. Such approaches focus on the 
CYP and not the condition 
(problem-free talk), involve 
open questions, identify hoped-
for outcomes and identify 
CYP’s strengths to help them 
build on their achievements.
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- Type 1 diabetes
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This article provides a description of solution-focused approaches, discusses how 
it may be applied to diabetes care through the use of conversations from clinical 
practice, and also reflects on how the potential of solution-focused approaches might 
be better realised in paediatric diabetes settings.

A key component of effectively managing 
a chronic condition in children and 
young people (CYP) is an approach that 

establishes and maintains motivation to enable 
CYP to achieve the complex juggling act required 
to manage their condition (Christie, 2012). It is 
known that CYP have difficulty achieving and 
maintaining target glycaemic control due to a 
number of factors. These can include heightened 
concerns about social context and peers, a premature 
shift in responsibility for management from parents 
to teens, developmental inclination towards risk-
taking, incomplete knowledge and understanding of 
treatment regimens and future health risks, fatigue 
from care of a chronic illness and physiological 
changes that lead to greater insulin resistance during 
puberty (Borus and Laffel, 2010).

Education is widely thought to be an important 
tool in the diabetes clinicians’ armoury in 
supporting CYP to self-manage and maintain 
good glycaemic control (Gardiner et al, 2018). 
However, generic education classes that focus on 
the development of knowledge and skills were found 
to have only ‘small to medium beneficial effects on 
various diabetes management outcomes’ (Hampson 
et al, 2002; Murphy et al, 2006). Christie et al 
(2014) found that of those CYP who took part 
in structured, intensive education that aimed to 
maximise engagement, motivation and long-term 
change, there were no improvements in HbA1c at 

12 or 24 months, although there were some initial 
improvements. Adherence can potentially become 
harder as healthcare professionals (HCPs) intensify 
regimens to improve glycaemic control for better 
outcomes, with the inadvertent result of increasing 
burden and reducing health-promoting behaviours. 
If the response to complications with CYP’s 
management of their diabetes is the delivery of care 
in a generic ‘one size fits all’ prescriptive advisory 
approach, there is a risk that the aims of person-
centred care, as discussed in the NHS Long Term 
Plan, may not be implemented.

In both the short and long term, uncontrolled 
type 1 diabetes has serious physical and 
psychological consequences for CYP and their 
families (Christie and Katun, 2012; Knecht 
et al, 2015; Copenhaver and Hoffman, 2017). 
Traditionally, the response of HCPs to these 
potential or actual consequences – whether working 
within multidisciplinary teams or not – has arguably 
been to default to the medical or pathological 
model of treatment. That is, to seek to promote 
the health of (or indeed limit the damage to) the 
child/young person by appealing to his/her own or 
his/her parents’ compliance to ‘doctors’ orders’ or, 
failing that, by referring to the dire consequences 
of noncompliance, essentially by instilling fear. 
This may work for some CYP in the short term 
(Simpson, 2017). However, the longer-term impacts 
of this approach have not been established. 
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A solution-focused approach (SFA) offers an 
alternative to a ‘fix it’ or advice-driven approach. 
This easy-to-learn approach is derived from a 
psychological talking model and can be applied in 
practice by HCPs in order to enhance engagement 
with patients (Simm and Saunders, 2017), including 
CYP with diabetes (Christie, 2008). This article 
provides a description of SFA, discusses how it 
may be applied to diabetes care through the use of 
conversations from clinical practice, and reflects 
on how the potential of SFA might be better 
realised in paediatric diabetes settings. The reader 
may be interested in further descriptions of SFA 
in paediatric diabetes care settings, in particular 
Christie and Martin (2013).

Evidence base, uses and underpinning
Motivational interviewing and behavioural family 
systems therapy are two psychological approaches 
that can help clinicians to support CYP and 
their families to manage their diabetes effectively 
(Wysocki et al, 2000; 2001; Suarez and Mullins, 
2008). SFA derives from solution-focused brief 
therapy, which was pioneered through the family 
therapy work of Steve de Shazer and colleagues 
in America (de Shazer et al, 1986). Bavelas (2012) 
stated that the approach ‘has a special affinity 
with language and communication’. The guiding 
principle is that clients are the experts in their 
condition and not the HCP they engage with.

Solution-focused brief therapy is based on 
over 20 years of theoretical development, clinical 
practice and empirical research (De Shazer et al, 
1986; Berg and Miller, 1992; Berg, 1994; De Jong 
and Berg, 2002; Gingerich and Peterson, 2013). It 
is a resource-based model that differs from other 
psychological talking therapy approaches, such 
as cognitive behavioural therapy, and traditional 
medical models that are predominantly deficit-
driven and based on a premise of diagnosis followed 
by expert-led treatment (eg advice, therapy, ‘fixing’). 
SFAs, in contrast, are grounded in a resource-
based model where conversations amplify previous 
and present successes, no matter how small, and 
minimise emphasis on past failings and problems. 
Next steps are shaped by the client. Throughout its 
use, the model assumes that the solutions required 
to solve the problem already exist within the child’s/
young person’s skill set and knowledge about his/her 

condition and life. A SFA advocates working with 
the person rather than the problem; listening to and 
working with patient priorities, hopes and expertise 
to develop meaningful goals; noticing exceptions to 
problems and even the smallest signs of success, as 
defined by the person (Simm and Barker, 2018).

There is strong evidence that SFAs have positive 
outcomes for CYP in relation to externalising 
behavioural problems, such as aggression, 
cooperation and truancy (Flethcer-Campbell, 
2001). SFAs have positive outcomes for internalising 
problems too, such as shyness, anxiety, depression, 
low self-esteem and self-efficacy (Daki and Savage, 
2010). Fisher et al (2009) and Polonsky et al (2005) 
describe these experiences as diabetes-related 
distress. Furthermore, working with CYP requires 
support to be given to the wider systems around the 
family. For example, SFAs have been found to work 
well in schools (Christie, 2008). The approach is 
very diverse and can enable multidisciplinary teams 
to consider collaborative ways in which to think 
about managing any issues CYP might present with, 
eg feelings of sadness or anger, difficulties with 
finger pricking or eating. 

SFAs are applicable for use by a range of HCPs 
with little previous knowledge of psychology or 
therapy. For example, using SFAs led to satisfying 
outcomes for both medical registrar and patient 
in many situations encountered during an on-call 
shift (Blayney et al, 2014) and were favoured among 
occupational therapists working with stroke patients 
(Simm, 2013) and by a community pain service’s 
multidisciplinary team (Simm and Barker, 2018). 
They are thought to be particularly helpful when 
supporting people to live with long-term conditions 
that cannot be fixed (Bray, 2009).

Use in paediatric diabetes care
The Paediatric Diabetes Team at Southport and 
Ormskirk NHS Hospital Trust has been using a 
SFA since around 2015. The following anonymised 
excerpts from conversations are composites of 
the approach and experiences that showcase the 
principles of a SFA and how it can work in diabetes 
care to enhance wellbeing. The practice points and 
outcomes are genuine. ‘HCP’ in this instance refers 
to any member of the team who has interacted with 
the child/young person on his/her journey to better 
wellbeing and diabetes management.
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Problem-free talk
The beginning of any conversation utilising a SFA 
requires the HCP to focus on the person rather than 
the condition – a strategy known as ‘problem-free 
talk’. The difference between social chit chat and 
problem free-talk has been described by Sharry et al 
(2001). During the latter, the HCP is specifically on 
the look out for strengths and resources that might 
be helpful in resolving the problem. 

For example, 11-year-old John enters his 
appointment at midday; the HCP notices John 
is wearing his school uniform and opens with a 
question about normal activities, see Conversation 
1. The HCP has identified strengths in John that 
would likely be missed in a conversation beginning 
with ‘How is the diabetes management going?’. 
There has been no mention of diabetes in this first 
conversation. John has an active interest in football 
and has had a leadership role within his team since 
the teacher spotted qualities in him. John also has 
an ability to spot changes he has made, as he has 
noticed he is scoring more goals. Furthermore there 
is detail in life away from diabetes, as John describes 
good moments occurring with his dad when 
watching football and practicing with his brother. 
It appears John also learns new things visually (by 
watching YouTube) and is aware of his limitations 
(not trying new things until he has practiced a 
lot). All of these skills/strategies were identified 
within a 2-minute conversation and might well be 

of use with regards diabetes self-management! All 
of this content is a celebration of resources and of 
what John has, rather than what he does not have. 
Blayney et al (2014) describe this as ‘noticing the 
doughnut and not just the hole’, ie paying attention 
to what is there rather than what is missing. You will 
notice the SFA is about constructive listening, as the 
majority of the spoken conversation comes from the 
CYP rather than the HCP. 

Hoped-for outcomes: The ‘preferred future’
A SFA conversation might move onto what the 
client would like from the appointment with his/
her HCP, and indeed from his/her life. Establishing 
clear, client-centred hopes is essential. Burns (2016) 
stated that ‘clients need to say in their own words 
what they want to work on, and it is sometimes 
surprising how different their perceptions are from 
those who referred them’ (p 6). 

A young person called Amanda discusses her 
best hopes in Conversation 2. Notice here that the 
first question is not ‘What’s wrong?’ or ‘How can 
I help today?’. An open-ended question is used to 
allow Amanda to focus on her needs, rather than 
the expectations of anybody else. Getting Amanda 
to measure her expectation for the conversation 
allows the HCP to understand there is a clear focus 
within the allotted time, which will allow Amanda 
to notice when what she wanted to change has 
changed or that steps have been taken to do so. De 

HCP Hello John. My name is Mark. What would you being doing now if you were not here meeting the team today?

John Well, it’s nearly lunch time and I would probably be thinking about the game of football we would be having at lunch… who is going 
on what team… who the keepers should be. I love football! Did you know I’m the captain of the school team?

HCP Wow! I didn’t know that. How long have you been captain for?

John The last 6 weeks.

HCP I know my football and that’s an important role in the team! How did you get the job? 

John Well… the teacher said I’m good at organising things but I think it’s because I always score goals and I’m good at telling others what to 
do on the pitch in big moments. I never used to score goals either, but I am now. I’m glad I’m scoring because the team needs them!

HCP Amazing! So you have a key role in the team and you have an ability in motivating others by the sounds of it. You’ve also gained some 
goal scoring abilities too. How have you done that?

John I’m always watching Match of the Day with Dad and we discuss players and goals together. I think it helps. I also like watching goals 
on YouTube and then practicing with my brother. I even taught myself how to do an overhead kick from watching YouTube! I haven’t 
tried it in a match yet though… I don’t want to waste a chance at goal on it just yet.

Conversation 1. Problem-free talk with John.
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Jong and Berg (2002) reflect that it is questions like 
this that ‘begin to send a message to clients that they 
are competent to decide what is best for themselves’.

The second SFA question ‘What would be 
different in the morning?’ is an invitation to describe 
the difference it would make if the problem was 
solved. Research suggests that thinking about the 
future can motivate us to take the steps necessary to 
reach our goals (Gardner et al, 2018). To show this 
in action, in Conversation 2 Amanda is asked what 
difference it would make if she was getting to sleep 
quicker and the HCP utilises ‘What else?’ to gather 
further detail. Notice that the detail gathered here 
follows the concerns raised about sleep. Problem-
free talk is used throughout and the difference it 
would make if the best hope of the conversation was 
realised is imagined in significant detail. 

Aspects of active listening are demonstrated too, 
through showing an understanding of best hopes 
by repeating them back. There is also a circular 
link to an earlier problem-free talk that opened the 
conversation, as the HCP picked up on Amanda’s 
passion for her dog and is able to bring him into the 
scene too. In the conversation, specific attention is 
paid to what the child/young person wants; when 
using a SFA the HCP does not gather detailed 
information about the problem.

Progress made towards solving the problem
Scaling questions are used within SFAs to elicit 
detail about best hopes, identify and amplify 
existing progress, and to discover what the child/
young person would find helpful in moving towards 
their preferred future. To see scaling in practice, 

HCP I want to make sure our conversation today is helpful to you. What are your best hopes for our 
conversation today?

Amanda I’ve noticed that at the moment I’m not getting to sleep as easily as I used to. I’m tossing and 
turning and I can’t switch off. I think what would be helpful would be talking about that.

HCP So you’ve noticed that getting to sleep isn’t happening as easy as it used to. Suppose our 
conversation today helped with that, what would you notice?

Amanda I’d be in bed at night and wouldn’t be thinking so much.

HCP What else?

Amanda I think I’d be relaxed and comfy in bed at night. I think the morning would be different too.

HCP Right... so mornings would be different? What would be different in the morning?

Amanda I’d be less groggy I think? More awake? I think I’d be more in the mood to check my bloods. Mum 
would say I’m happier too and I might want to walk the dog in the morning as well.

HCP Ahh, so Albus [Amanda’s dog] is a part of this as well? What would Albus notice?

Amanda Ha ha [...] I think he would notice me being less grumpy and he would be next to me as I checked 
my bloods as I woke up. He always hovers about when I’m doing it. He’s so caring or just really 
nosy! I’d probably have more time to do that as I’d be out of bed quicker. I think we would also 
eat our breakfast together like we used to. Although he always wants to steal mine!

HCP Amazing! Would Albus would be very excited that breakfast time is returning? 

Amanda He would. 

HCP What difference would it make if all of that was happening?

Amanda I think I would be much happier of a morning before and in school.

HCP What makes you think you would be happy?

Amanda I used to do it all the time, it was my favourite time of day.

Conversation 2. Amanda discusses her best hopes.



An overview of solution-focused approaches in paediatric diabetes care

Diabetes Care for Children & Young People Volume 9 No 1 2019 5

HCP On a scale of 0 to 10 – where 10 is all of the things happening that you would like to see happening, such as days of tennis and golf 
and feeling that exams are going to go well, and 0 is the complete opposite – where would you say you are on that scale today? 

Saff I think I’m a 5.

HCP Wow. A 5! How have you managed to get this far?

Saff I thought that was low?

HCP Well, it isn’t 0! How have you managed to get so far?

Saff I had a good weekend actually. I went to the golf centre with my friends and hit 200 balls! I felt amazing doing it.

HCP That’s great. Two hundred balls is a lot! How did you do that? What are you doing to be a 5?

Saff Oh yeah, it’s all about technique I’ve found. That wasn’t easy. I keep moving my swing outward too much. [Saff stands to show his golf 
swing.] Well, another reason it’s a 5 is because I’ve actually had a good day in school. 

HCP What was good about it?

Saff We did a quick 20-minute test and marked it as a class. I got 65%, which was good for me. My mate even wrote well done on it. He 
never says ‘well done’ to anyone. I was very focused on it.

HCP How did you do that? Get to golf, to be focused and happy with your test and for your friend to even write well done on it?

Saff I think I was checking [bloods] more into the weekend. I just decided to do it.

HCP Why did you decide to do that?

Saff I was fed up being asked over and over again, so wanted to actually shock my parents that I had done it before they asked. I didn’t have 
to even tell them – I just pointed at my journal and they were surprised to see it in normal range.

HCP How did you know they were shocked? [Saff pulls a shocked face.] Ha ha! So you write your results down in your journal? That’s sounds 
like a great way of seeing what you have done. How did you remember to check?

Saff I started doing what I used to do, which was to write the times of my blood checks on my notice board behind my PlayStation so I 
could always see it. I like the visual reminder and ticking off when I’ve done it. It was like that in the hospital when I was first diagnosed. 
Although now it’s next to all my concert tickets on my notice board and not like in the hospital, which was a poster about how bad 
the flu is. I just don’t do it often enough. It works though.

HCP Well it sounds like you are halfway there, which is fantastic. Well done Saff. It isn’t easy what you have done there, and returning to 
an old method seems to have made all the difference. Were you surprised you did it? 

Saff Oh no... I can do anything when I set my mind to it. Did they [the team] tell you just after I was diagnosed I did the Duke of Edinburgh 
Gold Award? 

HCP Wow! No they didn’t. How did you manage that?

Saff It was good planning with me and Dad actually... I forgot all about that, you know, until just now. We had information [about diabetes 
and exercise] and I was just so sure that nothing would beat me, especially diabetes, or that big mountain we climbed! 

HCP This is incredible. What did you learn about yourself doing that? 

Saff That I can actually do anything, anything I want, when I put my mind to it. 

HCP You sound very determined and motivated to do anything you want. I’m curious to know what will tell you that you have moved one 
point up on the scale. Let’s say you are half way up the mountain. What would the next step look like?

Saff So me as a 6? Probably writing the times down more. I have no excuse when it is right in front of me! I like putting alarms on my Alexa 
because you can set it to songs to play when it’s time to check. It really reminds me. 

Conversation 3. Saff considers progress already made towards solving the problem.
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consider Conversation 3 with 15-year-old Saff. His 
best hopes for the conversation were to manage his 
diabetes better. He imagines a future where he is 
checking his blood glucose more often and shares 
that this would make a difference as he would be 
better able to go to the cinema, driving range and 
tennis club with friends. In addition, his parents 
would not be asking him all the time about his 
diabetes management (instead they would hardly be 
mentioning it) and he would be happier in school as 
his absence would improve. Furthermore, he would 
feel confident to do well in his exams to further 
reach his goal of becoming a diabetes nurse.

Throughout the conversation, the HCP has been 
able to identify what has been working, utilising 
effective open-ended questions to elicit strengths 
and exceptions. Saff ’s attention has been brought 
to solutions that he has already utilised and they 
have been amplified to be utilised in the future. The 
smallest sign of change is talked about in rich detail. 
Notice, too, how the HCP takes a ‘not knowing’ 
stance – advice is not given – and there is a trust 
within the conversation that Saff knows something 
about what works for him. Alternative questions can 
also be posed around ‘When are you at your best?’ 
and ‘When do you manage diabetes well?’. 

Further signs of progress
The HCP may be curious about what further signs 
of the preferred future happening might look like 
and might invite the patient to notice any moments 
of this happening as he or she goes away from the 
appointment. Also, in common with many person-
centred approaches, it is important to use the child’s/
young person’s own words and phrases to enhance 
engagement and co-construct the conversation in a 

language that is meaningful to him/her.
Henna is a 6-year-old who has struggled 

historically with needles. She has noticed that 
when she is relaxed with her panda teddy (called 
Bamboo, who is also very brave!) she is able to do 
finger pricks. Henna thinks that the next step for 
her is taking Bamboo into school, which she thinks 
will help to further relax her, meaning more finger 
pricks and greater control might be possible, see 
Conversation 4. Here, the HCP invites Henna to 
notice moments where her preferred future is being 
lived, but in no way sets ‘homework’. Observations 
are invited simply to notice further improvements up 
the scale. In Henna’s case, utilising something she 
has worked out herself and transferring the solution 
from the family home to school is doing just that. 
Furthermore, Henna is invited to notice broader 
moments of ‘bravery’ (as her one of her goals was 
‘to be braver’), so that the HCP can amplify those 
moments at the next appointment. At a follow-
up appointment the HCP might enquire when the 
finger pricks have been better, how she is performing 
them, what difference it makes when those moments 
occur, what else she is doing at those times, who she 
is talking to, what is being said that is helpful, etc. 
This will allow the HCP to amplify these moments 
to stimulate further use of Henna’s skills. 

The difference SFA makes in the ‘real 
world’ to patients and staff
Reflective practice sessions were held with the 
multidisciplinary Paediatric Diabetes Team at 
Southport and Ormskirk NHS Hospital Trust. The 
team identified that using a SFA has helped them 
to become more effective, efficient and helpful to 
CYP and their families. They reported a renewed 

HCP Writing check times down and Alexa sound like two more things that have worked before. What else would you notice, if you were at 6?

Saff Happiness. I think going to the cinema this weekend would have a lot to do with that, because the golf and the tennis make me feel 
normal. I just need to convince Mum I’m able to do it now.

HCP It sounds like you did an amazing job doing that already. How would you convince your Mum to let you go to the cinema at the weekend? 

Saff My bloods would be normal, probably from now going into the weekend again

HCP Suppose you did manage your bloods going into the weekend. How would your Mum know that you have?

Saff That’s easy! [Saff holds up his notebook]

Conversation 3. Saff considers progress already made towards solving the problem (continued).
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sense of wellbeing and energy. Positive feedback was 
consistently received from CYP and their families 
with regards to the friendly, affirming approach to 
communication used in the clinic via collaborative 
goal setting. Compared to national figures, the 
clinic’s biomedical markers and attendance rates are 
excellent. The main author plans to further detail 
these findings and the relationship with SFA in an 
additional paper (Guyers and Ziemba, 2019) to 
further explain how SFAs can work alongside the 
existing medical model.

Conclusion
This paper has given a flavour of the ‘real world’ 
application of SFA in a busy clinical setting. It 
suggests that SFA principles and questions can be 
‘sprinkled’ into a myriad of health conversations 
to maximise patient–clinician interactions and 
promote collaborative thinking around outcomes 
and skills.  n
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HCP I want to hear all about your next adventures with Bamboo and how brave you both are together! 
Would you be able to do that and bring Bamboo to our next chat together? I can’t wait to meet 
the coolest, bravest panda in the world! 

You have a secret task from me too. But it’s very secret for you and Bamboo. Are you up for that? 
[Henna nods] I wonder, can you make sure you BOTH pay attention to any moments, however 
small, when you are brave? Can you do that?

Henna Yes! I can bring him here as well. I think he is going to come to school with me later as well. 
Mum... can Bamboo come to school with me in my bag? 

Mum Yes he can! Will he need a packed lunch?

Conversation 4. Henna’s further progress.
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My Best Hopes

u Share the good work over the last year

u To discuss what a SF approach looks 
like in paediatric diabetes team – why 
is this required?

u How our multi-disciplinary colleagues 
are finding working with the approach

u Geeks club



Noticing the doughnut and not just the hole

Life is a doughnut
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Feedback





Healthcare Professional: Hello John, my name is Mark. What would you being doing now if you were not here meeting the team

today?

John: Well... it’s nearly lunch time and I would probably be thinking about the game of football we would be having at

lunch. Who is going on what team. Who the keepers should be. I love football. Did you know I’m the captain of

the school team?

HP: Wow! I didn’t know that. How long have you been captain for?

”Did I tell you I        Lego”? The Magic of Problem Free Talk in Paediatric Diabetes



Healthcare Professional: Hello John, my name is Mark. What would you being doing now if you were not here meeting the team

today?

John: Well... it’s nearly lunch time and I would probably be thinking about the game of football we would be having at

lunch. Who is going on what team. Who the keepers should be. I love football. Did you know I’m the captain of

the school team?

HP: Wow! I didn’t know that. How long have you been captain for?

John: The last 6 weeks

HP: I know my football and that’s an important role in the team. How did you get the job?

”Did I tell you I        Lego”? The Magic of Problem Free Talk in Paediatric Diabetes



What the team notices using solution focused approaches

1 Healthcare Professional > confidence, skills, focus 
on the CYP, 

2 Patient > Trust, relationship, involvement, family

3 Service > Management, team work, consistency

All roles are within this approach – isn’t specific
to psychology members of staff



Big ideas. Big computers. 

u 6 children, we notice, when they come to their clinic appointments have 
special interests.

u Computer games, technology, Lego, Minecraft, art, subjects at school, Anime, 
Pokémon, shared experiences (more of this later).

u Parents, healthcare professionals noticed that additional adaptations or 
support/needs were sometimes/always required.

u CYP and their parents don’t feel they fit in.







What Parents/Grandparents Have 
Noticed

u Our children/Grandchildren love coming here

u The other groups just didn’t seem to fit

u They have begun to talk more

u “I can’t shut them up”

u It’s great that you are doing this, we appreciate it



Keep the good work going..



Year

62mmol/mol (7.8%)

Paediatric Diabetes Unit HbA1c
Median HbA1c

77mmol/mol (9.2%)

45

50

55

60

65

70

75

80

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2017/18 2018/19



HbA1c Trends- National Paediatric 
Diabetes Audit

0

5

10

15

20

25

30

35

40

2010/2011 2011/2012 2012/2013 2013/2014 2014/2015 2015/2016 2016/2017

less than 53mmol/mol

less than 58mmol/mol

higher than 75mmol

34.3% achieving HbA1c less than 58mmol/mol in 2016/17
17.5% achieving HbA1c less than 53mmol/mol in 2016/17
DNA rate 22%           11% (           5% for < 10yr olds)
Hospital Admissions due to Diabetes reduced by 1.8 Length of Stay



Working with Patient Support Groups
We held regular meetings with patients and families from the local diabetes 

support group Children’s Diabetes Club, ‘The Lancelots' and suggestions 

were discussed jointly to start a series of rolling “ All About ME” inittiatives



The following series of initiatives were 
commences on a rolling basis

• “All About Me” in clinics and home 
visits

• Diabetes Geeks Club monthly
• Tree of Life events
• Superheroes Days for under 5s



Outcomes

•HbA1c improved dramatically

•DNA rates improved

•Admissions to hospital 

•Length of hospital stay

•Patient/carer satisfaction+ feedback  (see video 

attachment)

•Team Feedback







We are incredibly 
fortunate to have the 
team using ALL ABOUT 
ME approach and we 
feel listened to

A fantastic team! 
Everyone is informative, 
encourages our strengths 
and motivating us all the 

time. We do feel 
supported

The whole team is 
not judgemental and 

provides good 
support always!

Clinics are more 
collaborative and 
supportive

Being able to talk to 
anyone in the team, 
on Skype, Facebook  
to see a psychologist 
when we need to- we 
are very lucky 

It’s the only clinic I 
like coming to  -
12 year old J

My daughter is 
much happier about
coming to clinic 
than she used to 
(when in her little 
mind she was being 
called to account in 
the past), now she 
knows this is not 
the case, she is 
happier to share & 
talk in clinic.

We were practising a 
medical model that 

focused on problems, 
now we focus on 

solutions and we are 
work together with 

families and patients

It has taught us to be 
interested, listen and to 
motivate families and 

patients

Patient /Parent Feedback –
Feeling Empowered, Supported

Team Feedback –Collaborative, 
working together

We work so much 
better as a team and



Quality Improvement Programme – A new, 
psychologically informed pathway, for 

transition

Problem 
free talk

Hopes for outcomes ‘the 
preferred future’

Progress made towards 
solving the problem i.e. 

scaling 0-10

Further signs of progress i.e. 
invitation to notice

Acknowledgements: With thanks and acknowledgement to the 
CYP (and their families) at Southport & Ormskirk NHS Hospital 

Trust

Outcomes

We created a:

Patient Activation Measure

I am confident 
I can figure out 
solutions when 
new challenges 

arise

I feel I have the 
confidence to 

achieve my goals 
and hopes for 

the future
I feel 

confident in 
self managing 
my diabetes

Pleased to notice:

• Created pathway
• Opened conversations with the adult secondary & community teams

• Our work has been endorsed by our patient group
• Reduction in our anxiety/uncertainty with transition patients

• Team updated

Next steps:

Create booklet for adult team
Present further work to patient group/MDT

Finalise checklist for each age group

Prof May Ng, Diabetes Endocrinology Consultant, Dr Donatella Pintus, Consultant Endocrinologist; Dr 
Dominic Bray, Consultant Clinical Psychologist; Mark Guyers, Assistant Clinical Psychologist; Michelle 
Quinn, Patient Advocate & Educator; Lynne Finnegan, PDSN; Helen Day, PDSN; Linda Connellan, PDSN; 
Alison Hannah – Dietician.

Starting Point:

Team discussion to take 

steps to improve the 

transition process to 

benefit CYP experience 

and management.

Let’s Meet!

Past patients feedback of 

current process & “what 

does a good transition 

look like”?

Feedback gathered:

“you are looking at 

numbers and not at me”

Feedback gathered:

Who, when, where. Info 

on social media, college 

& university?

Feedback gathered:

“I want more 

information, who are the 

adult team? What comes 

next?” 

I’m confident I 
can discuss my 
care with my 

diabetes team

I’m confident 
I can seek out 
support when 
and if needed

What do I 
know about 
managing 
diabetes...

*x2 Progress Appointments*
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