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I

n recent years, clinicians and
researchers have focused greater
attention on clinical and health
services strategies for effectively treating the growing number of individuals
with multiple health conditions. In the
United States, 75 million people have
at least two chronic conditions,1 and
among individuals with diabetes, 90%
have at least one other health condition in addition to diabetes.2 The
co-occurrence of diabetes and depression may be particularly challenging
and worthy of greater attention
because depression can increase
diabetes symptom perception, negatively affect self-care behaviors, and
significantly increase disability rates
in individuals with diabetes.3
This article offers a conceptual
clinical framework that can help to
solve the health care communication
challenges that patients and providers face when addressing depression
and diabetes concurrently. An
obvious example may be difficulty
accepting a depression diagnosis or
initiating associated treatment. For
example, even when depression is
correctly diagnosed using screening tools such as the Patient Health
Questionnaire-9 (PHQ-9),4 the
news of a new depression diagnosis
may be significantly at odds with
an affected individual’s life experience. The course of depression is
often insidious, and its symptom
cluster may be hard for patients to
tease apart from day-to-day stress.
Patients may be relatively unaware
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of depressive symptoms but are
often more bothered by physical
symptoms that may be amplified
by depression.
Consider the following example:
Daryl is a 47-year-old man with a
5-year history of type 2 diabetes. He
missed a health care appointment for
the first time 3 months ago. Today, he
is in your office complaining of “out
of control sugars.” A lab test obtained
the day before showed an A1C value
of 8.7%, which is an increase from
7.4% 6 months ago. He admits to
running out of metformin 2 weeks
ago and is asking to refill metformin,
lisinopril, gabapentin, and lovastatin.
In addition, he is asking whether his
gabapentin dose can be increased
because he has experienced significantly more burning neuropathy pain
in the past 3 months. More reserved
IN BRIEF

One in eight individuals with
diabetes has major depression,
and another one-fifth may have
less severe but clinically significant
depressive symptoms. Diabetes
patients with comorbid depression
can have worse self-care and treatment adherence, glycemic control,
and increased morbidity and mortality. The symptoms of diabetes
and depression often intertwine in
what can be termed “diapression.”
Approaching diapression in an
integrated manner may be a novel
approach to improve patient care.

now than you are used to seeing
him, Daryl is clearly frustrated as
he describes progressively worsening
insomnia, fatigue, inability to enjoy
his usual activities, weight gain, and
difficulty concentrating at work. He
asks for pain control for his neuropathy because he believes his pain is at
the root of all his problems, but you
are not sure. You suspect Daryl may
be depressed.
At any given time, about one in
eight individuals with diabetes meets
full diagnostic criteria for major
depression.5,6 Another one-fifth
may have less severe but clinically
significant depressive symptoms.6
Untreated depression can negatively affect diabetes self-care and
treatment adherence7,8 and diabetes
outcomes such as glucose control9
and can be associated with increased
morbidity and mortality.10
Effective evidence-based psychotherapeutic and medication
treatments for depression in individuals with diabetes are available.11–15
Recent collaborative care interventions for depression combining
these modalities and using a team
approach have demonstrated efficacy
and are well matched for treating
patients with diabetes in medical
home settings.5,16–18
In addition to making an accurate depression diagnosis and
selecting an appropriate treatment,
successful initiation and maintenance of evidence-based treatments
for depression ultimately depend on
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patients’ acceptance of and “buy-in”
to a depression diagnosis and associated treatment. Because of their
symptoms of depression, it is well
known that affected individuals are
less likely to successfully collaborate
with health professionals, to accept
new diagnoses, or to follow through
with treatment. However, when
depression and diabetes co-occur,
there are also competing medical
symptoms and medical treatment
tasks that can divert the focus from
depression.
This article reviews experiences
that are commonplace in diabetes patients with depression and
the evidence pertaining to each.
Specifically, it reviews depression’s
influence on diabetes symptoms,
diabetes self-care and treatment
adherence, adverse life habits,
health care utilization, and patient
trust and satisfaction with care. It
discusses the implications of each
for health care communication and
clinical practice. Finally, it offers a
conceptual framework that looks
beyond the diagnoses of “diabetes”
and “depression” toward a fuller
appreciation of patients’ experiences
that can be defined as “diapression.”
1. Depression Can Mimic and Amplify
Diabetes Symptoms
Depression is characterized by
a cluster of emotional (e.g., sad
mood), somatic (e.g., fatigue), and
cognitive (e.g., impaired concentration) symptoms. According to the
Diagnostic and Statistical Manual of
Mental Disorders (DSM),19 patients
with major or minor depression
must exhibit either depressed mood,
significant loss of pleasure most days,
or both for at least a 2-week period.
Clinical depressive symptoms also
include fatigue, impaired concentration, changes in appetite, changes
in sleep, or feelings of agitation or
being slowed down. Such depressive
symptoms may mimic symptoms
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commonly experienced by patients
with diabetes during the course
of their illness. For example, with
changes in blood glucose, patients
often experience excessive sleepiness
or fatigue, difficulty with concentration, changes in appetite, or feelings
of agitation or sluggishness.
Prior research has also shown
that depression amplifies diabetes
symptoms such as excessive urination, excessive thirst, hunger,
shakiness, blurry vision, and somnolence.20–22 In fact, individuals with
diabetes who are depressed are more
likely to report diabetes symptoms
than patients with diabetes who are
not depressed, even after controlling for A1C levels or the number
of diabetes complications present.20
Diabetes patients who are depressed,
for example, are twice as likely as
nondepressed patients to describe
pain and numbness in their extremities and are more than four times
as likely to report feeling faint or
daytime sleepiness.20
Implications for health care
communication
Affected individuals who are unaware
that they are depressed or unaware
of the influence of depression on
amplifying physical symptoms may
primarily attribute their symptoms
to inadequate diabetes management.
During a health care visit, depressed
patients may feel embarrassment,
guilt, bewilderment, or resignation
about their inability to adequately
manage their diabetes. Physical
examination or laboratory test results
may not reflect the level of symptom
severity suggested by patients’ subjective complaints, which may further
lead to challenging dynamics in the
treatment relationship, particularly
when clinicians are also unaware of
concurrent depression.
A health care visit is an opportunity not only to make an accurate
diagnosis of comorbid depression,

but also to provide education and
information about how depression
may amplify physical symptoms of
diabetes. It can be quite relieving
and comforting for demoralized
patients to finally understand that
symptoms they have been struggling
with may, in large part, be driven
by depression and not only by their
lapses in self-care, which, as we will
see in the next section, can also be
affected by depression. Actively
addressing the connection between
depression and amplified diabetes
symptoms can help to restore hope
in a depressed individual, while helping to forge a stronger therapeutic
alliance.
Back to our example:
Daryl’s interest is piqued when you
explain that physical symptoms can
be amplified by depression. As he
thinks about it, he realizes that he
started having increased stress about
being laid off 5 or 6 months ago—well
before the onset of his worsening neuropathy pain. By the end of the health
care visit, he has a new understanding about the escalating bothersome
symptoms that have been confusing
him and that he has felt powerless to
control thus far.
2. Depression Is Associated With
Poor Diabetes Self-Management and
Treatment Adherence
Because diabetes management is
primarily carried out by patients,23
the presence of depression often
leads to lower adherence in carrying
out day-to-day diabetes tasks such
as monitoring glucose or regularly
taking oral medications or insulin.
For example, based on pharmacy
refill data in > 4,000 patients with
type 2 diabetes, Lin et al.24 showed
that major depression was associated with lower adherence to oral
hypoglycemic, antihypertensive, and
lipid-lowering medications. Other
studies have shown similar findings,
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including the association of depression with lower rates of glucose
monitoring.25,26
Such self-management lapses
may result from poor concentration,
lack of motivation, decreased ability to collaborate with others, and
fatigue that accompanies depression.
Lapses in self-care, as well as central
mechanisms related to the hypothalamic-pituitary-adrenocortical axis
and other neurophysiological mechanisms, may lead to poor glycemic
control.27 Meta-analytic data28 have
confirmed that there is a significant
association between depression and
hyperglycemia in patients with type
1 or type 2 diabetes.
Implications for health care
communication
Depressive symptoms often smolder
for months or years before they are
identified, and the associated lack of
treatment adherence and adequate
self-care may lead to frustration
and a sense of hopelessness in trying to successfully manage diabetes.
During interactions with a health care
provider, patients may feel shame or
embarrassment about their inability
to better manage diabetes, especially
if this is an acute change. Very often,
patients know what they need to do,
but depression gets in the way. In
other words, their “emotional mind”
trumps their “rational mind” (e.g., “I
know what I am supposed to do and
what I am not supposed to do, but I
still do the wrong things, and I don’t
know why.”).
When unaware of their patients’
comorbid depression, clinicians may
also feel discouraged about the lack
of progress in diabetes management
and outcomes and may unwittingly
blame patients for not trying hard
enough, which perpetuates the
negative self-assessments depressed
patients can have. It is helpful when
clinicians can openly share that
worsening self-care is a common,
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expected, and most often temporary
result of depression and that, with
adequate depression treatment, this
downward course can be reversed.
You mention to Daryl that you
often see worsening diabetes self-care
with untreated depression. You share
that you are also familiar with the
lack of motivation and difficulties with
task organization in your patients at
those times. You reassure Daryl that
with appropriate treatment, diabetes self-care and outcomes usually
begin to improve quickly. Daryl feels
relieved at the prospect that depression may have caused his difficulties
with self-care. He admits it has been
so long since his diabetes self-management has been suboptimal that it will
take time for this new view to fully
sink in.
3. Depression Can Lead to Adverse
Lifestyle Habits
In addition to interfering with
obtaining regular physical activity,24 untreated depression may be
a prominent feature of two adverse
lifestyle habits—emotional eating and
cigarette smoking—because they are
habits patients engage in to regulate
emotions. Unfortunately, short-term
temporary “gains” from engaging
in these behaviors to regulate emotions are largely offset by longer-term
“losses” associated with the health
risks of overeating and smoking.
Eating disorders such as binge
eating, bulimia, and subthreshold
eating disorders are more prevalent
among patients with type 1 or type 2
diabetes than among medical control
subjects,29,30 and eating episodes
can be triggered by negative emotions. These disorders can lead to
poor dietary and glucose control
and a greater likelihood of diabetes
complications.31
A prevalent form of eating disorder tied to depression and emotional
regulation among patients with
diabetes is an eating pattern called

night-eating syndrome. In a study of
714 tertiary care patients with type
1 or type 2 diabetes,32 10% of the
sample reported a pattern of night
eating defined as intake of > 25%
of daily food intake after regular
suppertime. Compared to control
subjects, patients engaging in night
eating were more than twice as likely
to have depression, and affected
patients reported eating in response
to anger, sadness, loneliness, worry,
and being upset. Patients with nighteating behaviors were more than
twice as likely to be obese, to have
A1C values > 7%, and to have two or
more diabetes complications.
Depression is twice as common
in smokers as in nonsmokers, and
smokers with a lifetime history of
depression are half as likely to quit
smoking as nonsmokers.33,34 As with
emotional eating, depressed patients
may also engage in smoking as a way
of regulating emotions.
Implications for health care
communication
A primary challenge for health care
providers in dealing with depressed
patients’ adverse health habits is
to maintain a nonjudgmental and
empathic stance. This may be particularly difficult when working
with behaviors carrying a stigma
such as smoking and overeating. By
understanding these behaviors in
the context of co-occurring depression, clinicians may have increased
patience and may be better able to
provide effective support toward
changing these behaviors once
depressive symptoms begin to wane.
Because of your open, nonjudgmental stance, Daryl shares with you
that he has never snacked so much in
his life. He admits that much of his
snacking occurs at night as a way of
helping him relax while he is lying
awake worrying about how he will
function at work the next day. He
feels ashamed about his weight gain
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and feels he has lost control. You help
him see that his depressive symptoms
and overeating are related and that he
is not alone because the association
between low mood and overeating is
well supported in the literature.
4. Depression Is Associated With
Changes in Health Care Utilization
Patterns
A telltale sign of depression in medical settings is the onset of changing
health care utilization patterns. On
one hand, patients may use more
health care overall (e.g., calling more,
making more frequent appointments,
getting more tests, or using urgent
care or emergency services more
frequently). A study of 367 primary
care patients with diabetes demonstrated 86% higher health care costs
for patients with high depression
severity compared to those with low
severity, a finding not explained by
mental health costs and utilization.35
Among > 4,000 adults with diabetes
in a health maintenance organization, total health care costs were
~ 70% higher among those with major
depression than among those without
depression.36 Even more compelling is
a study of a nationally representative
Medical Expenditure Panel Survey
of individuals with diabetes37 that
reported health care costs 4.5 times
higher in depressed patients than in
those who were not depressed.
On the other hand, depressed
diabetes patients may also use less
appropriate health care as a result
of missed or canceled appointments
or as a result of avoiding scheduling
appointments because of the lack
of motivation, isolation, decreased
concentration, or general disorganization that accompany depression.
In a study of 3,900 patients with
diabetes, those with major depression missed more than twice as many
scheduled and same-day primary
care appointments as those without
depression.38
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In patients with diabetes, missing appointments is associated
with poorer glycemic control,39,40
lower glucose self-monitoring rates,
nonadherence to oral hypoglycemic
medications,40 greater obesity levels,
higher blood pressure, more microvascular complications,41 and lower
rates of complication screening.41,42
Often, missed or canceled appointments occur in the context of chaotic
health care use that includes more
higher-cost, unplanned appointments to urgent care clinics and
emergency rooms.
Implications for health care
communication
There are many existing patient-,
organizational-, and provider-level
interventions designed to decrease
missed appointments.43 Clinicians
may benefit from use of automated
tracking of appointments; increased
communication through telephone
calls, e-mail, and other Internetbased communication; and use of
proactive contacts such as mailed or
phoned reminders of appointments.
By understanding how depressive
symptoms lead to lower levels of
motivation, concentration, and ability
to organize one’s life, providers and
staff may achieve greater empathy
and less frustration with their patients
who miss appointments, while at the
same time guide patients toward more
constructive health care utilization
patterns.
Daryl does not bring up the fact
that he missed an appointment 3
months earlier. He intended to show
up but was overwhelmed and had forgotten about his appointment despite a
phone reminder from the clinic earlier
in the week. Needless to say, he is
embarrassed about this. You mention that, in addition to interfering
with diabetes self-care and treatment
adherence, depression can also interfere with making or keeping health
care appointments. You establish

alternate ways for Daryl to contact
you or others on your team during the
next couple of months to ensure there
is no further loss to follow-up.
5. Symptoms of Depression Reduce
Levels of Trust and Satisfaction With
Care
Depression is associated with lower
satisfaction with care5 and with lower
levels of trust44 among patients with
diabetes. However, as depression
severity decreases, trust and collaboration can improve. In a 10-month
study in primary care patients with
type 2 diabetes,44 patients whose
depression decreased in severity over
time had an increase in their ability
to trust others, based on a measure of
relationship style derived from attachment theory, compared to patients in
whom depression severity either did
not change or worsened. Randomized
trials have also confirmed that
providing greater quality of care of
depression is associated with greater
satisfaction with depression care.5
Implications for health care
communication
The isolation and withdrawal that can
accompany depression may significantly reduce a patient’s capacity to
effectively manage diabetes and
other medical conditions. Affected
individuals may be reluctant to make
health care appointments or show up
for appointments, and they may be
less likely to actively seek support or
collaborate with health care providers during health care visits. Openly
discussing this common phenomenon
in the context of patient education
will allow patients and providers to
have greater patience in accepting
challenging patient-provider dynamics. It can be helpful for clinicians to
remind patients that the inability to
trust while depressed can generalize
to include family members, friends,
and other social supports who can
assist in managing diabetes.
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Daryl has a good relationship
with you and trusts you, but he is less
open than you remember him being.
He admits that he feels embarrassed
about his lack of diabetes control and
isn’t sure his trust is high enough at
present to be open about admitting
all the “mistakes” he has made in the
past few months. You recognize that
the level of collaboration you are used
to with Daryl will likely return over
the next few weeks or months.
Moving Toward a More Integrated
Clinical Approach to Assessing and
Initiating Depression Treatment in
Patients With Diabetes
The literature on treating depression
in medical settings is full of examples
of barriers to achieving a depression
diagnosis and initiating treatment.
Such examples include competing
tasks and demands; stigma; lack of
time, interest, or training to treat
depression; and lack of treatment
resources and support.45
Furthermore, data suggest that
in busy medical settings, fewer
than half of patients with comorbid
depression are accurately diagnosed or prescribed treatment,
and, of those, fewer than half
receive adequate antidepressant
treatment, and just 10% receive
evidence-based psychotherapy.46 The
prevailing health care system has
been described as rushed, complex,
and impersonal.47,48 Opportunities
for meaningful patient-provider
interactions during which patients’
presenting complaints can be more
fully understood have progressively
diminished as greater numbers of
complex chronic conditions need to
be assessed without commensurate
increases in clinical time.
Although collaborative care
models5,16–18 for treating depression
have worked around many of these
barriers through the use of a team
approach, one of the mainstays
of these models has been patient
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education delivered at the time of
diagnosis. The approach offered here
is consistent with the educational
focus taken in collaborative care
models but pays even greater attention to patients’ experiences leading
up to a depression diagnosis.
This approach encourages
clinicians to briefly “take off their
clinical glasses” and see the person
who is struggling with concurrent
complex diabetes and depression
symptoms before applying diagnostic criteria and categories. In
other words, before focusing on
either the diagnosis “diabetes” or the
diagnosis “depression,” it is helpful
to briefly but meaningfully review
with patients their undifferentiated,
potentially confusing experience that
can be best described as “diapres-

sion.” Focusing on the diapression
experience is a quick and simple
way to validate and empathize with
patients. Furthermore, this focus
then lays the foundation to provide
patient education about depression’s
influence on diabetes symptoms,
diabetes self-care and treatment
adherence, adverse life habits, health
care utilization, and patient trust
and satisfaction with care.
There are many potential benefits
to these steps, not the least of which
are an improved therapeutic alliance, opportunities for activation
and education of patients, and better
treatment adherence (Table 1). Such
a clinical approach is not a substitute for systematic diagnosis using
screening tools such as the PHQ-94
and treatment initiation, but it can

Table 1. Potential Benefits of a Clinical Focus on Undifferentiated Experiences
in Patients With Concurrent Diabetes and Depression (i.e., Diapression*)
• Raising awareness of the presence of depression in a diabetes treatment setting by considering depression’s subjective and objective presenting features
• Increasing the likelihood of clinical screening for depression in patients
who may have predominantly physical symptoms
• Increasing the likelihood of acceptance of a depression diagnosis and depression treatment
• Decreasing patients’ and clinicians’ misattribution of depressive symptoms
to diabetes symptoms or lack of self-care
• Decreasing bewilderment, shame, or resignation about the inability to
adequately manage diabetes when in a depressed state
• Reducing challenging patient-provider relationship dynamics resulting
from unexplained physical symptoms or symptoms out of proportion to
subjective complaints or test results
• Reducing clinicians’ nihilism or frustration with patients’ lack of progress
in diabetes self-management in the context of depression
• Reducing stigma and judgment about poor lifestyle habits stemming from
depression
• Improving trust, satisfaction, and patient-provider communication
• Providing an alternate view to one that may imply that patients are
“difficult”
• Providing an explanatory model based on evidence for understanding worsening diabetes symptoms or lack of self-care in the context of depression
• Providing a framework for understanding changes in health care use (e.g.,
missed or canceled appointments or overuse of services)
*Diapression focuses on the adverse impact of depression on diabetes symptoms,
diabetes self-care and treatment adherence, adverse life habits, health care utilization, and patient trust and satisfaction with care.
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be a practical complement to these
essential clinical processes.
The alternative in rushed and
busy clinical settings is often an
increased likelihood of clinical
missteps during which lack of
understanding and communication
impasses commonly accompany
the presentation of depression. As
a backdrop, chronically ill patients
and medical clinicians typically
see chronic conditions very differently. Patients do not speak
“ICD” or “DSM.” Conversely, most
clinicians do not wake up worrying about how day-to-day tasks of
managing diabetes will fit into their
day. Communication pitfalls in
approaching depression care range
from missed recognition and diagnosis of depression to communication
impasses in which clinicians are
perceived as imposing a depression
diagnosis on patients. Even worse,
in situations in which clinicians are
unaware of a depressive diagnosis,
patients may even be seen as failing,
as being “somatizers,” or as “difficult patients” or may be blamed for
not taking their conditions seriously.
As we enter an era in which
treating patients with multiple conditions is commonplace, clinicians
need a streamlined way to “check
in” and validate the experience of
the individuals in front of them.
In the coming years, more patients
will be presenting with increasingly
complex comorbid conditions that
will require a fresh approach to
prevent dissatisfaction and communication lapses. Never before
have patients been so dissatisfied
with their health care, which has
been described as “a nightmare to
navigate.”47 Furthermore, national
polls of doctors show that, despite
a very high valuing of the patientprovider relationship to the practice
of medicine, the majority of doctors
now find medicine less rewarding,
and increasing numbers talk about
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quitting medicine altogether or
significantly reducing the number of
patients they see.49
In increasingly rushed and
impersonal clinical settings in which
clinicians’ eyes are increasingly
averted to computer screens50 and
away from patients’ eyes, a focus on
diapression and proactive patient
education can be another useful
“technology” to ensure that we take
brief pause and truly orient ourselves to our patients’ experience.
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