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Abstract
Background: The American Diabetes Association and the Association of Diabetes Care & Education Specialists recommend
person-first, strengths-based, and stigma-free language in diabetes care and education. However, interventions to promote
stigma-free language among primary care clinicians remain limited.
Objective: This mixed methods pilot study aimed to evaluate the acceptability and preliminary effects of a diabetes stigma-
reduction training module for primary care clinicians, designed to increase awareness of language used in clinician-patient
interactions and explore changes in attitudes and intentions toward avoiding stigmatizing language.
Methods: Twenty-one primary care clinicians completed either a stigma-reduction training module (n=12) or an active control
condition (n=9). Both conditions included a standardized patient encounter, an educational video, and a guided self-reflection
activity. The stigma-reduction training module included diabetes-specific content on stigmatizing language and person-first,
strengths-based alternatives. Theory of Planned Behavior domain measures were administered before and immediately after the
assigned condition. Attitudes and intentions were assessed precondition and postcondition. Acceptability was evaluated using a
postcondition survey and semistructured qualitative interviews. Repeated-measures ANOVA was used to assess between-group
changes over time, and a qualitative descriptive approach was used to explore clinicians’ perceptions.
Results: Clinicians who received the stigma-reduction training module demonstrated significantly greater improvement in
attitudes toward avoiding stigmatizing language compared with clinicians in the active control condition, with mean attitude
scores increasing by 1.19 (SD 0.68) points versus 0.21 (SD 0.44) points, respectively. A significant condition × time interac-
tion was observed (F1,19=14.27; P=.001, partial η2=0.43, Cohen d=1.67). The between-group difference in intention change
was not statistically significant, with mean intention scores increasing by 0.69 (SD 1.08) points in the stigma-reduction training
module condition versus 0.02 (SD 0.90) points in the active control condition (F1,19=2.33; P=.14, partial η2=0.11, Cohen
d=0.67). Acceptability ratings were higher for the stigma-reduction training module than for the active control condition for
clarity (mean 6.17, SD 0.72 vs mean 4.44, SD 1.74; P=.02), helpfulness (mean 6.08, SD 1.00 vs mean 4.56, SD 1.59; P=.03),
and likelihood of recommendation (mean 6.25, SD 0.87 vs mean 4.56, SD 1.67; P=.02). The qualitative findings suggested
that clinicians perceived the stigma-reduction training module as actionable, relevant to primary care, and useful for promoting
self-reflection about habitual language use. The active control condition was generally perceived as a useful refresher but less
novel and impactful.
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Conclusions: This pilot study suggests that a brief, theory-informed diabetes stigma-reduction training module is acceptable
and associated with improved clinician attitudes toward stigmatizing language in a simulated clinical environment. Changes
in intentions were descriptively in the expected direction but did not reach statistical significance. The findings should be
interpreted cautiously, given the small sample size and lack of behavioral outcome assessment. Future studies should evaluate
the module in larger, more diverse samples and assess whether changes in attitudes translate into sustained changes in clinician
language use and patient experiences.
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Introduction
Over 38 million US adults are living with diabetes, and
approximately 90% to 95% of them have type 2 diabetes
(T2D) [1]. Although adults with T2D strive to lead full,
productive, and healthy lives, T2D remains a complex and
demanding chronic condition. Recent advances in treatments
and technologies have helped prevent or delay diabetes-rela-
ted complications and mortality while improving health and
quality of life [2]. However, many US adults with T2D
continue to face significant challenges, underscoring the need
for ongoing efforts to improve diabetes care, self-manage-
ment education, and support [3].

Emerging evidence suggests that adults with T2D
encounter diabetes-related stigma in social, work, and health
care settings [4,5]. Stigma is a social process in which
an identifiable characteristic is used to label individuals or
groups as distinct from a dominant reference group, typi-
cally in the context of unequal social power [6]. For people
with T2D, stigma may arise from the diagnosis itself as
well as from the pervasive societal judgments, assumptions,
and stereotypes associated with the condition [7]. Stigma is
commonly conceptualized as social stigma and self-stigma
[6]. Social stigma includes perceived or experienced blame,
judgment, stereotyping, rejection, exclusion, or discrimina-
tion, whereas self-stigma occurs when individuals internalize
stigmatizing beliefs, leading to feelings of embarrassment or
shame [6].

Among adults with T2D, diabetes-related stigma has been
associated with greater diabetes distress, elevated depressive
and anxiety symptoms, reduced engagement in self-care,
diminished self-efficacy, poorer health care experiences, and
reduced health care use [7-9]. Although research on diabetes
stigma in health care settings remains limited, these find-
ings suggest that clinician-patient communication may be an
important target for stigma-reduction efforts [10].

Minimizing stigmatizing language in clinician-patient
communication has therefore emerged as a priority in diabetes
care [11]. According to the National Institutes of Health
frameworks, clinician-patient communication is a key factor
at the intersection of personal and system-level determi-
nants [12]. Because most adults with T2D receive their
diabetes care in primary care settings, effective commu-
nication between primary care clinicians and adults with
T2D is essential for supporting self-management, address-

ing logistical and structural barriers to care, and facilitating
appropriate initiation and intensification of therapies [13-16].

In 2017, the American Diabetes Association (ADA)
and the American Association of Diabetes Educators,
now the Association of Diabetes Care & Education Spe-
cialists (ADCES), issued a joint position statement on
the use of language in diabetes care, recommending per-
son-first, strengths-based, and stigma-free communication.
This guidance is foundational to reducing diabetes stigma
in clinical care [13,17]. However, the original statement
appeared primarily in specialty journals, potentially limit-
ing awareness among primary care clinicians. Primary care
clinicians are therefore an important target for intervention
because they play a central role in diabetes care and may
be well positioned to shift clinician-patient communication
away from language that contributes to diabetes stigma [15].
Nevertheless, many primary care clinicians may be insuffi-
ciently aware of the detrimental effects of diabetes stigma or
the ways in which routine clinical language can perpetuate
harm [11].

To address this gap, we developed a diabetes stigma-
reduction training module designed to raise awareness of the
ADA and ADCES language guidance and promote self-
reflection on language used in primary care encounters. The
module includes 3 sequential activities: a standardized patient
encounter to capture language used in a simulated clinical
interaction, an educational video providing guidance and
examples of stigmatizing language and stigma-free alterna-
tives, and a guided self-reflection activity in which clinicians
review their recorded encounter and identify opportunities
for language improvement. The module was grounded in the
Theory of Planned Behavior, which posits that intentions to
perform behaviors, such as avoiding stigmatizing language,
are shaped by attitudes, subjective norms, and perceived
behavioral control [18]. The module was also informed by
growing recognition that stigma reduction efforts should look
beyond a single disease or condition and address mechanisms
that operate across multiple conditions [19,20]. Consistent
with prior research in stigma reduction in health care, the
module combined informational content with skills-building
through role-play and structured, nonjudgmental reflection on
personal communication behaviors [19,21].

The objective of this pilot study was to evaluate the
acceptability of the diabetes stigma-reduction training module
among primary care clinicians and to explore preliminary
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changes in attitudes and intentions toward avoiding stigmatiz-
ing language in clinician-patient interactions.

Methods
Study Design
This randomized controlled pilot trial was conducted and
reported in accordance with the CONSORT (Consolidated
Standards of Reporting Trials; Checklist 1) 2025 state-
ment[22]. The pilot study was a randomized controlled
trial using a convergent mixed methods design. Quantitative
surveys and qualitative exit interviews were used to evaluate
the acceptability and preliminary effects of the stigma-reduc-
tion training activities for primary care clinicians and to
inform the design of a larger, multisite trial.
Participants and Recruitment
Because all study activities were conducted in person,
recruitment focused on the local geographic area. Targeted
emails with informational flyers were sent to potentially
eligible individuals listed in a registry of persons interested in
participating in research studies maintained by the Michi-
gan Institute for Clinical & Health Research [23]. Letters
with informational flyers were also mailed to primary care
clinicians practicing in the local region. In addition, flyers
were posted on professional listservs and digital displays in
local health systems.

Eligible participants were practicing clinicians, including
physicians, nurse practitioners, and physician assistants, who
provided outpatient primary care for adults with T2D on a
regular basis. Eligibility was confirmed through an online
screening survey.
Procedures and Setting
All study activities took place in a simulated clinical
environment at the University of Michigan HomeLab
simulation facility (RRID:CR_026753), a 985-square-foot
space designed to be modified into realistic living and
working environments [24]. For this study, the facility
was configured to mimic an outpatient clinical setting and
create an immersive experience for participating primary care
clinicians. Participant-facing activities occurred in a private
survey and interview room, a simulated clinic hallway, and a
simulated patient examination room. An adjacent audio-visual
control room was used by study staff to operate recording

equipment. To enhance realism, a simulated paper-based
medical chart was used containing fabricated laboratory
results, progress notes, and patient questionnaires.

A computer-aided lab interviewing (CALI) system,
programmed within Qualtrics, was used to promote proto-
col standardization and maintain allocation concealment. The
CALI was operated on a computer tablet by a single study
team member, who was the only member of the study
team to have direct contact with the participant during the
in-person visit. The recruitment coordinator had contact with
participants before the study, either online or by telephone.
Because the randomized condition was preprogrammed by
the recruitment coordinator, the research team member
with direct participant contact was blinded to the partic-
ipants’ randomized allocation during the study. Quantita-
tive outcomes were collected through participant-completed
electronic surveys and scored according to prespecified rules.
Therefore, there was no separate human outcome assessor for
the quantitative outcomes. Data analysts were not blinded
during final statistical modeling because condition labels
were required for the planned between-group analyses.

Potential participants completed an online screener. Once
eligibility was confirmed by the recruitment coordinator, the
participant consented and enrolled in the study. Following
consent and enrollment, the recruitment coordinator randomly
allocated the participants to the stigma-reduction training
module or the active control condition using a computer-
generated randomization sequence. The computer-generated
randomization sequence was stored by the recruitment
coordinator in a secure electronic file. Following randomi-
zation, the recruitment coordinator entered the participant’s
unique ID number and their randomized condition into the
CALI.

Participating clinicians arrived in the building lobby,
where they were greeted by the research staff member who
implemented the study protocol and escorted to the simula-
tion space. This research staff member was the only member
of the study staff, other than the recruitment coordinator,
with direct participant contact. The CALI was used by the
research staff member to implement the study protocol with
the participant. The CALI contained standardized scripts,
reminders, and checklists to ensure consistent instructions and
procedures across participants. The study visit flow is shown
in Figure 1, and the full study visit protocol and choreography
are provided in Multimedia Appendix 1.
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Figure 1. Study visit flow and randomized condition sequence.

Intervention
All participants first completed a standardized patient
encounter to capture baseline communication in a simula-
ted clinical interaction. Participants then completed either
the stigma-reduction training activities or the active control
activities, consisting of an educational video followed by
guided self-reflection using the encounter recording and
transcript. The key difference between the stigma-reduction
training activities and the active control activities was the
educational video.

All participants completed a 15-minute role-play consulta-
tion in the simulated patient examination room with a trained
actor portraying an adult with T2D attending a primary care
visit for T2D with a new clinician. Two trained actors, 1 man
and 1 woman, portrayed the standardized patient across study
visits. Simulated paper medical charts included laboratory
results, progress notes, and health questionnaires. Encounters

were audio- and video-recorded and transcribed to capture
natural patterns of clinician-patient communication.

Participants assigned to the stigma-reduction training
module viewed a 13-minute educational video developed
by members of the study team [25]. The video provided
an overview of ADA and ADCES language guidance and
featured contrasting vignettes illustrating stigmatizing terms
and phrases alongside person-first, strengths-based alterna-
tives. Participants assigned to the active control condition
viewed a 13-minute publicly available video on general
principles of patient-centered communication that did not
address diabetes or stigma [26].

In both conditions, participants completed the same guided
self-reflection procedure using their own encounter record-
ing and transcript. Participants reviewed their standardized
patient encounter in the private survey and interview room
and identified opportunities to improve their communication
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based on the educational video they had viewed. Thus, the
focus of reflection differed by condition because participants
applied either the diabetes stigma-reduction video content or
the general patient-centered communication video content.
The guided self-reflection activity script and procedures are
provided in Multimedia Appendix 2. In the stigma-reduction
condition, this confrontation-inspired approach was intended
to engage participants in recognizing their own communica-
tion patterns and forming intentions to avoid stigmatizing
language in their primary care practice in the future [27-29].

The stigma-reduction training module was grounded in
the Theory of Planned Behavior [18]. The educational video
was designed to target attitudes by reframing stigmatizing
language from routine clinical terminology to language with
potential clinical harm. The guided self-reflection activity was
designed to promote awareness of habitual communication
patterns; in the stigma-reduction condition, this reflection
was paired with educational content emphasizing stigma-free
diabetes language.
Theory of Planned Behavior Domain
Measures
Preliminary effects were evaluated using surveys before and
after the assigned educational video and guided self-reflection
activities. The baseline survey was administered after the
standardized patient encounter and before participants viewed
the assigned educational video or completed the guided
self-reflection. The postintervention survey was administered
after the completion of the educational video and guided
self-reflection. The survey was developed for the study to
measure Theory of Planned Behavior domains related to
stigmatizing language use in clinician-patient interactions
during routine primary care for type 2 diabetes [30]. The full
instrument and scoring procedures are provided in Multime-
dia Appendix 3. At baseline, the survey assessed 5 domains:
self-reported behavior, attitudes, subjective norms, perceived
behavioral control, and intentions. Immediately after exposure
to the assigned educational video and guided self-reflection
activity, attitudes and intentions were reassessed. These
domains were prioritized for postintervention assessment
because the brief study window was expected to be most
sensitive to changes in attitudes and intentions, whereas
subjective norms, perceived behavioral control, and self-
reported behavior were not expected to change meaningfully
over this period.

The Theory of Planned Behavior survey included
6 language banks: 5 representing nonrecommended or
stigmatizing language and 1 representing recommended
person-first, strengths-based language based on the ADA
and ADCES guidance statement [17]. The 5 nonrecommen-
ded language banks included authoritative language, such as
“compliant,” “non-compliant,” “compliance,” and “non-com-
pliance”; non-person-centered language, such as “diabetic”
used as a noun, for example, “Are you a diabetic?”;
morally implicative language, such as “control” used as
a verb, adjective, or noun, including “controlled,” “uncon-
trolled,” “glucose control,” and “glycemic control”; nega-
tive connotation language, such as “poor,” “poorly,” “bad,”

“badly,” “fail,” and “failed”; and threatening language, such
as statements focused on loss, including “You are going to
end up on dialysis,” “You are going to end up blind,” or “You
are going to lose a foot.” The recommended language bank
included strengths-based statements focused on gain, such as
“More and more people are living long and healthy lives with
diabetes. Let’s work together to make a plan that you can do
in your daily life.”

For each language bank, participants responded to 5
Theory of Planned Behavior domains using 7-point Likert
scales. One item assessed self-reported behavior: “During the
past 4 weeks, about how often have you used these words in
your appointments with people with type 2 diabetes?” with
anchors ranging from “all the time” to “never.” Two semantic
differential items assessed attitudes: “For me, using these
words in my appointments with people with type 2 diabetes
is,” with anchors “good-bad” and “useful-worthless.” One
item assessed subjective norms: “Most health care providers
like me use these words in their appointments with people
with type 2 diabetes,” with anchors “strongly agree-strongly
disagree.” One item assessed perceived behavioral control:
“My using or not using these words in my appointments
with people with type 2 diabetes, is completely up to me,”
with anchors “strongly agree-strongly disagree.” One item
assessed intentions: “I intend to use these words in my
appointments with people with type 2 diabetes, in the next
6 months,” with anchors “strongly agree-strongly disagree.”

Domain scores were calculated by averaging the relevant
items across the 6 language banks. For the self-reported
behavior, attitude, subjective norm, and intention domains,
the strengths-based language bank was reverse-scored so that
higher scores consistently reflected movement away from
stigmatizing language and toward person-first, strengths-
based language. For perceived behavioral control, all items
were reverse-coded so that higher scores indicated greater
perceived control over language use.
Acceptability Measures and Qualitative
Exit Interview
Acceptability was assessed using quantitative and qualita-
tive approaches. Immediately after completing the stand-
ardized patient encounter, assigned educational video,
guided self-reflection activity, and postintervention Theory
of Planned Behavior survey, clinicians completed a brief
4-item acceptability survey adapted from prior work [31].
Before completing the acceptability survey, all participants
were provided with a brief handout summarizing the ADA
and ADCES diabetes language recommendations and were
instructed to rate the study activities in relation to bring-
ing awareness to those recommendations. Items assessed
the perceived amount of information, clarity of activities,
helpfulness of activities, and likelihood of recommending
the activities to other clinicians. The acceptability survey is
provided in Multimedia Appendix 4. All four items were
rated on 7-point scales. For the amount of information item,
response options ranged from 1, “too little information,”
to 4, “just the right amount of information,” to 7, “too
much information.” For clarity, helpfulness, and likelihood of

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 5
(page number not for citation purposes)

https://diabetes.jmir.org/2026/1/e95805


recommendation, higher scores indicated greater acceptability
of the stigma-reduction training module or the active control
condition.

Semistructured exit interviews were conducted to explore
clinicians’ prior exposure to ADA and ADCES language
guidance, perceived barriers and facilitators to accessing
and implementing these recommendations, and feedback on
each activity in the stigma-reduction training module or
the active control condition. The semistructured interview
guide is provided in Multimedia Appendix 5. The inter-
views were recorded and transcribed for qualitative analy-
sis. Demographic and clinical practice characteristics were
collected online before the study visit.
Statistical Analysis
Analyses were conducted using R (version 4.4.0; R Core
Team). Analyses are presented according to condition
received. Sensitivity analyses comparing as-randomized,
as-treated, and per-protocol approaches yielded similar
conclusions; therefore, as-treated results are reported. Means
and SDs were used to describe continuous variables.
Participant demographic and clinical practice characteristics
were compared by condition received using Mann-Whitney
U tests for continuous variables and Fisher exact tests
for categorical variables, implemented with the gtsummary
package.

Changes in Theory of Planned Behavior attitude and
intention scores from baseline to postintervention were
analyzed using 2 × 2 repeated-measures ANOVAs, with
condition as the between-subjects factor and time as the
within-subjects factor, implemented with the afex package.
Planned contrasts were used to compare between-group
differences at baseline and within-group pre-post changes, or
simple main effects, using the emmeans package. Effect sizes
were calculated as Cohen d and partial η2 using the effectsize
package. Between-group differences in acceptability scores
were compared using independent-samples t tests, with Cohen
d calculated as the effect-size measure.
Qualitative Analysis
All interviews were audio-recorded and machine-transcri-
bed verbatim. Qualitative analysis followed a qualitative
descriptive approach [32]. Two authors (AA and SL)
independently reviewed and coded the transcripts, which
were labeled only by participant ID. Study condition labels
were withheld during coding; however, because transcripts
were verbatim, analysts may have inferred condition from
participants’ comments about the educational content. An
initial codebook was developed through discussion with
the principal investigator (KLJ) and refined iteratively. All
transcripts were coded using ATLAS.ti Web (version 5.8.0).
Coding discrepancies were resolved through discussion until
consensus was reached. After coding was complete, codes
were grouped into preliminary themes. The team refined
themes through discussion, clarified theme definitions, and
selected representative quotations. Years of primary care

practice were aggregated into categories to protect participant
confidentiality.

Ethical Considerations
Participants who completed a study visit received an
honorarium of US $80-$100, parking reimbursement, and
entry into a raffle for a sports memorabilia item valued at
US $250. The raffle was conducted after all participants had
completed study participation, and the winner was notified by
the recruitment coordinator. The protocol was deemed exempt
by the University of Michigan Institutional Review Board
(HUM00235534).

Results
Participant Flow and Characteristics
Clinicians were recruited and participated in the study
between July 2023 and July 2024. A total of 214 individu-
als initiated the screening survey during this period (Figure
2). Of these, 190 were excluded: 81 did not complete the
screening survey, 92 did not meet eligibility criteria, and
17 declined participation or could not be contacted. The
original study design called for 20 participants randomly
allocated 1:1 to the stigma-reduction training module or the
active control condition. Because this was an early-stage
pilot study, the sample size was selected to estimate accept-
ability and preliminary outcome patterns rather than to test
definitive efficacy, consistent with guidance for pilot studies
[33]. Before initiating a study visit, 3 enrolled participants
left the study: 2 could not be scheduled, and one did not
attend the scheduled visit and was subsequently lost to
follow-up. Three replacement participants were recruited and
randomized. In addition, sufficient remaining funds allowed
the recruitment of one additional participant. Ultimately, 21
clinicians completed a study visit and were included in the
analysis.

Due to a programming error in the electronic system
used to implement the randomized study visit sequence, one
participant randomly allocated to the active control condi-
tion received the stigma-reduction training module. Sensi-
tivity analyses were conducted to assess the robustness of
the findings to this crossover. In the as-randomized analy-
sis, participants were analyzed according to their original
randomized allocation. In the as-treated analysis, partici-
pants were analyzed according to the condition received.
In the per-protocol analysis, the participant affected by the
programming error was excluded. These analyses yielded
consistent conclusions for attitudes. For intentions, the
as-treated and per-protocol analyses were not statistically
significant, whereas the as-randomized analysis reached
statistical significance; therefore, intention findings were
interpreted cautiously. The results of the sensitivity analyses
are provided in Multimedia Appendix 6. Of the 21 clinicians
who completed the study, 12 received the stigma-reduction
training module, and 9 received the active control condition.

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 6
(page number not for citation purposes)

https://diabetes.jmir.org/2026/1/e95805


Figure 2. CONSORT (Consolidated Standards of Reporting Trials) flow diagram. CALI: computer-aided lab interviewing.

Participant demographic and clinical practice characteristics
are summarized in Table 1. The mean age of participants was
38 (SD 12) years, and most participants identified as women.
Participants identified predominantly as White, followed by
Asian, Middle Eastern or North African, Multiracial, and
Hispanic or Latino. On average, clinicians reported 6 patients

with T2D per day in clinical practice and had 7 years
of clinical experience. Most were physicians, followed by
nurse practitioners and physician assistants. There were no
statistically significant differences between study conditions
for any demographic or clinical practice characteristic.

Table 1. Demographic and clinical practice characteristics of primary care clinician participants by condition received.

Characteristic Overall (n=21)
Stigma-reduction training
module (n=12)

Active control
condition (n=9) P valuea

Demographic characteristics
  Age (y), mean (SD) 38 (12) 40 (13) 37 (11) .54
  Gender identity, n >.99
   Man 5 3 2
   Woman 16 9 7
  Race or ethnicity, n .43
   Asian 3 3 0
   Hispanic or Latino 1 1 0
   Middle Eastern or North African 3 2 1
   Multiracial 2 1 1
   White 12 5 7
Clinical practice characteristics
  Adults with T2Db seen on a typical day, number, mean (SD) 6 (5) 7 (6) 4 (2) .37
  Practice setting, n .62
   Suburban 11 6 5
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Characteristic Overall (n=21)
Stigma-reduction training
module (n=12)

Active control
condition (n=9) P valuea

   Urban 5 2 3
   Multiple 5 4 1
  Primary care practice (y), mean (SD) 7 (8) 6 (7) 8 (9) .94
  Medical profession, n .80
   Physician 13 8 5
   Nurse practitioner 7 4 3
   Physician assistant 1 0 1

aMann-Whitney U tests were used for continuous variables, and Fisher exact tests were used for categorical variables.
bT2D: type 2 diabetes.

Quantitative Findings
Separate 2 × 2 mixed ANOVAs were used to assess
changes in attitudes and intention scores regarding stigmatiz-
ing language (Table 2). Participants exposed to the stigma-
reduction training module demonstrated significantly greater
improvement in attitude scores over time than participants
in the active control condition, as indicated by a significant
condition-by-time interaction (F1,19=14.27; P=.001). This
represented a large effect (Cohen d=1.67, partial η2=0.43).
For intention scores, the between-group difference in change
over time was not statistically significant (F1,19=2.33; P=.14).

However, the effect was in the expected direction, with
greater improvement in the stigma-reduction training module
condition. The magnitude of this effect was medium (Cohen
d=0.67, partial η2=0.11).

Acceptability ratings were higher among participants who
were exposed to the stigma-reduction training module for
clarity, helpfulness, and likelihood of recommendation (all
P<.05; Table 3). Perceptions of the amount of information
conveyed did not differ significantly between groups (P=.37),
with both groups rating the amount of information close to
“just the right amount.”

Table 2. Theory of Planned Behavior domain scores by condition receiveda.

Domain and condition Baseline score P valueb
Postcondition
score

Change from
baseline P valuec

Partial
η2c (95% CI)

Cohen dc (95%
CI)

Self-reported behavior .41 N/Ad N/A N/A
  Stigma-reduction module,

mean (SD)
4.57 (0.64) —e N/A

  Active control, mean (SD) 4.74 (0.80) —e N/A
Attitudes .06 .001 0.43

(0.15-1.00)
1.67
(0.64 to 2.66)

  Stigma-reduction module,
mean (SD)

4.61 (0.53) 5.80 (0.68) 1.19 (0.68)

  Active control, mean (SD) 5.28 (0.80) 5.49 (0.87) 0.21 (0.44)
Subjective norms .75 N/A N/A N/A
  Stigma-reduction module,

mean (SD)
3.39 (0.72) —e N/A

  Active control, mean (SD) 3.46 (0.78) —e N/A
Perceived behavioral control .66 N/A N/A N/A
  Stigma-reduction module,

mean (SD)
6.39 (0.80) —e N/A

  Active control, mean (SD) 6.24 (0.84) —e N/A
Intentions .17 .14 0.11

(0.00-1.00)
0.67
(−0.22 to 1.56)

  Stigma-reduction module,
mean (SD)

3.69 (0.76) 4.39 (0.98) 0.69 (1.08)

  Active control, mean (SD) 4.17 (0.50) 4.19 (1.05) 0.02 (0.90)
aAttitudes and intentions were assessed after the standardized patient encounter, before the assigned educational video and guided self-reflection
activity, and again immediately after those activities. Self-reported behavior, subjective norms, and perceived behavioral control were assessed at
baseline only.
bBaseline between-group comparison.
cThe P value and partial η2 are from the condition × time interaction. Cohen d represents the between-group difference in change scores.
dNot applicable.
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eNot available.

Table 3. Acceptability scores by condition receiveda.
Acceptability component Stigma-reduction module (n=12), mean (SD) Active control (n=9), mean (SD) P valueb

Amount of information 3.75 (0.62) 3.33 (1.22) .37
Clarity of activities 6.17 (0.72) 4.44 (1.74) .02
Helpfulness of activities 6.08 (1.00) 4.56 (1.59) .03
Likelihood of recommending 6.25 (0.87) 4.56 (1.67) .02

aAll acceptability components were rated on 7-point scales.
bP values are from independent-samples t tests.

Qualitative Findings
The semistructured exit interviews highlighted three main
themes: (1) Integration of communication strategies in
clinical practice; (2) Engagement in self-reflection and
pursuit of continuous improvement; and (3) Implementation
challenges, convenience, and engagement.

Theme 1: Integration of Communication
Strategies in Clinical Practice
Several clinicians in the stigma-reduction training mod-
ule arm described the module as providing education
and opportunities for self-reflection to help them con-
sider avoiding stigmatizing language and using stigma-free
alternatives in clinical practice. Some commented on the
clear, pragmatic approach of the stigma-reduction training
module, noting that the content aligned closely with primary
care realities and evolving standards. As one clinician
explained:

You want to know what you’re doing actually has an
impact. Sometimes…this kind of thing feels nebu-
lous, but this training felt actionable, like something
you could really use. [Male, physician, primary care
practice 5‐10 years]

Several described the stigma-reduction training module as
reflecting a broader transformation in health care norms. One
participant stated:

It’s a paradigm shift…Terms like “compliance” are
being phased out for “adherence,” and that’s really
important. [Male, physician, primary care practice less
than 5 years]

Such comments highlight how, for some participants, the
intervention aligned with their interest in language choices
that reflect changes in practice.

By contrast, some clinicians who received the active
control condition saw the content as largely familiar and
less likely to influence established routines. One participant
summarized this perspective:

The video was a reminder of the basics…. At my level,
it felt like things I’d seen plenty of times…helpful for

students, but not very new. [Physician, primary care
practice less than 5 years]

This suggests that, while general communication refresh-
ers have value, targeted, recommendation-based interventions
may do more to catalyze meaningful practice change.

Theme 2: Engagement in Self-Reflection and
Pursuit of Continuous Improvement
Some participants who received the stigma-reduction training
module commented on the value of self-reflection promo-
ted by reviewing their own recorded encounters. Several
described increased awareness of their habitual language and
a willingness to alter established communication patterns.
One participant stated:

Looking at my own speech, I realized how much I
use words like “uncontrolled.”…I often rely on scare
tactics, thinking they’ll motivate patients.…This made
me see that being more positive is much more impact-
ful. [Female, physician, primary care practice more
than 10 years]

One participant expressed that the stigma-reduction
training module fostered immediate motivation for change:

Using neutral language…instead of negative warnings
creates more productive conversations.…I can start
changing that tomorrow. [Female, physician, primary
care practice less than 5 years]

One clinician with extensive practice experience in
primary care described the activities in the stigma-reduction
training module as providing “more meaningful insights
and opportunities for reflection” than didactic training alone
(female, physician, primary care practice more than 10 years).
This suggests that experiential learning, such as video and
transcript review, has the potential to promote self-awareness.

Among those who received the active control condition,
some participants said that even when they recognized the
usefulness of improved communication, practical limita-
tions often hampered their ability to change. One clinician
expressed:
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Usually, I’ll say, “How does this plan sound to you?”…
But visits are so rushed…15 minutes each, back-to-
back…it’s hard to be as thorough as these recom-
mendations suggest. [Female, physician, primary care
practice less than 5 years]

Comments such as this underscore the role of systemic and
contextual challenges.

Theme 3: Implementation Challenges,
Convenience, and Engagement
Some participants reflected on both logistical and moti-
vational factors affecting engagement in continuing educa-
tion and professional development. Several clinicians who
received the stigma-reduction training module commented on
the value of structured opportunities to improve communica-
tion style. One stated:

The farther you get from training, the fewer chances
you have to step back and assess yourself.…You get
stuck in your routines and stop thinking about your
delivery. [Female, physician, primary care practice
5‐10 years]

Several highlighted the importance of authoritative
guidance in motivating real change:

Having the actual guidelines helped.…With just
opinions, I’m skeptical, but guidelines make me more
willing to change my language. [Female, physician,
primary care practice less than 5 years]

Conversely, one participant who received the control
condition questioned the added benefit of the general
communication training module amid competing priorities.

Honestly, at this stage, it’s mostly reinforcing things I
already do.…It might work for students, but for most of
us the issue really comes down to lack of time. [Male,
physician, primary care practice less than 5 years]

Even so, one of the clinicians who received the con-
trol condition agreed that reviewing their own standardized
patient encounter was valuable.

Seeing my body language and eye contact from the
patient’s point of view…honestly, that was the most
helpful part. [Female, nurse practitioner, primary care
practice 5‐10 years]

Discussion
Principal Findings
This pilot study suggests that a brief, theory-informed
stigma-reduction training module is acceptable and may
improve primary care clinicians’ attitudes toward avoiding
stigmatizing language in T2D care. Compared with the
active control condition, the stigma-reduction training module

was rated significantly higher in clarity, helpfulness, and
likelihood of recommendation. The survey findings showed
a significant improvement in attitudes toward avoiding
stigmatizing language among clinicians who received the
stigma-reduction training module. Changes in intentions were
descriptively in the expected direction but did not reach
statistical significance.

The primary quantitative finding, a significantly greater
improvement in attitudes in the stigma-reduction training
module condition compared with the active control condi-
tion, aligns with the Theory of Planned Behavior. Within
this framework, attitudes are a key antecedent of behavio-
ral intention. The observed improvement suggests that the
module may have shifted how clinicians appraise stigmatiz-
ing language, from routine or familiar clinical terminology
to language with potential to cause harm. Although the
between-group change in intentions did not reach statistical
significance, the descriptive pattern was in the expected
direction. This finding should be interpreted cautiously and
does not provide evidence that the module changed clinicians’
intentions.

The qualitative findings helped to explain these quantita-
tive results. Clinicians who received the stigma-reduction
training module described the training as practical, relevant,
and immediately applicable to clinical care. They empha-
sized the value of concrete language alternatives and noted
that the module aligned with evolving professional stand-
ards for person-centered diabetes communication. Several
participants described the guided self-reflection activity as
especially useful because reviewing their own recorded
standardized patient encounters allowed them to recognize
habitual language patterns that may otherwise have gone
unnoticed. For example, one clinician described becom-
ing aware of relying on negative warnings and expressed
readiness to begin using more neutral language immediately.
These findings suggest that the combination of diabetes-spe-
cific language guidance, simulation, and structured reflection
may be particularly useful for promoting awareness and
motivation for communication change.

This study also highlights the added value of a targe-
ted, guideline-linked intervention compared with general
communication training. Participants in the active con-
trol condition often described the general patient-centered
communication video as familiar or more appropriate for
learners earlier in training. In contrast, participants who
received the stigma-reduction training module described the
content as actionable and connected to authoritative rec-
ommendations. This distinction suggests that primary care
clinicians may be more engaged by communication training
when it is specific, evidence-based, and directly relevant to a
clinical challenge they encounter in practice.

To our knowledge, this is one of the first educa-
tional modules to combine a standardized patient encoun-
ter, video self-review, transcript-guided reflection, and
theory-informed content to target stigma reduction in
clinician-patient communication about T2D. This multimo-
dal design allowed clinicians to observe and reflect on
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their language in a realistic context while receiving con-
crete strategies for adopting person-first, strengths-based
alternatives. Prior research using simulated encounters and
video-based reflection supports the value of self-review
as a nonthreatening approach for helping learners identify
opportunities for improvement [34]. This was particularly
relevant to the present module, in which standardized patients
did not provide direct feedback, preserving the authenticity
of the encounter and allowing clinicians to identify their own
opportunities for language change.

Participants also identified implementation challenges,
including time constraints and the need for practical language
tools. These findings underscore the importance of develop-
ing ready-to-use resources that can be integrated into routine
primary care workflows. Because both study conditions were
similar in duration, the greater emphasis on time constraints
among active control participants may reflect differences in
perceived relevance or motivation rather than time burden
alone. Nevertheless, time pressure is a real and persistent
feature of primary care, and future implementation efforts
should address both clinician engagement and workflow
feasibility.

Finally, the findings are consistent with habit-breaking
approaches to behavior change, which emphasize awareness,
motivation, concrete alternative strategies, and continued
practice [35]. The stigma-reduction training module appeared
to address several of these elements by increasing awareness
of language use, motivating clinicians to reconsider familiar
terminology, and providing actionable alternatives. However,
the single-session format limited opportunities for repea-
ted practice and reinforcement [36]. Future studies should
examine whether booster sessions, reminders, longitudinal
reflection, or integration into continuing medical education
can support sustained changes in clinician language use in
real-world practice.
Limitations and Future Directions
This pilot was limited by its small sample size and poten-
tial self-selection bias, as clinicians with a greater interest
in communication quality may have been more likely to
participate. The simulated clinical environment may not fully
capture the complexity of real-world primary care practice,
and the brief follow-up window precluded evaluation of
changes in self-reported clinician behavior. In addition, the
study did not assess postintervention changes in perceived
behavioral control. Future studies should assess whether
changes in clinicians’ attitudes and intentions are sustained

over time and whether they translate into changes in clinician
language use and patient experiences.

The small sample size also limits precision in estimating
effect sizes. Although baseline attitude scores did not differ
statistically between groups, the stigma-reduction training
module group had lower baseline attitude scores than the
active control condition, creating greater room for improve-
ment and raising the possibility that regression to the mean
contributed to this observed change. Consistent with the stage
model of behavioral therapies research, this study should
therefore be interpreted as an early-stage pilot trial inten-
ded to evaluate acceptability, feasibility, and preliminary
outcome patterns rather than definitive efficacy [33]. The
large observed effect on attitudes should be interpreted with
caution, but it provides an empirical signal supporting a more
definitive, powered randomized trial.

Recruitment was protracted, spanning over 12 months to
enroll 24 clinicians. This raises feasibility considerations for
future trials and is consistent with prior literature document-
ing challenges in recruiting community-based primary care
clinicians [37]. The high participation burden of this pilot,
which required an in-person, recorded standardized patient
encounter, likely contributed to the extended recruitment
timeline [38]. Future studies should consider more flexible
recruitment and participation strategies, including remote or
hybrid formats.

Although qualitative analysts were not provided with study
condition labels, full blinding was not possible because
verbatim exit interview transcripts may have included
comments that revealed the condition received.
Conclusions
In summary, this mixed methods pilot study suggests that
a brief, multicomponent, theory-informed stigma-reduction
training module is feasible, acceptable, and associated with
improved primary care clinicians’ attitudes toward avoiding
stigmatizing language in T2D care. Changes in intentions
were descriptively in the expected direction but did not
reach statistical significance. Given its strong acceptability,
this module may hold promise for integration into continu-
ing medical education and professional development. Future
studies should assess long-term effects, feasibility in real-
world clinical settings, changes in clinician language use, and
impact on patient experiences and outcomes, with the goal of
advancing more compassionate and equitable diabetes care.

Acknowledgments
The authors gratefully acknowledge Michael Ramus and Agnes Dunne for their assistance as standardized patient actors,
as well as the many research assistants and associates involved in planning and execution of the project, including Natalie
Leonard, Anderson Riley, Francis Marrero Rosado, and Madison Taylor. The authors also thank Briana Mezuk, PhD, and
Mary de Groot, PhD, for their mentorship and guidance, and Lise Anderson for her professional editorial support.
The authors used the University of Michigan’s internal ChatGPT (GPT-5.2; OpenAI) service to suggest language improve-
ments in the manuscript. The authors reviewed and edited the AI-assisted output and take full responsibility for the content
of the manuscript. The authors also used Claude Sonnet 4.5 (Anthropic) to support statistical analysis by helping to identify
an appropriate effect-size package in R, troubleshoot R code, and format the presentation of statistical results. All statistical

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 11
(page number not for citation purposes)

https://diabetes.jmir.org/2026/1/e95805


decisions, code, and outputs were reviewed by members of the analytic team, including AC and RG, who have expertise in
statistical analysis.
Funding
This research was funded by an American Diabetes Association pilot grant (CDTR-03).
Data Availability
The datasets generated or analyzed during this study are available from the corresponding author on reasonable request.
Authors’ Contributions
Conceptualization: KLJ (lead), AA (supporting), AC (supporting), NH (supporting), RG (supporting)
Data curation: AC (lead), BPL (equal), DW (equal)
Formal analysis: KLJ (lead), AC (equal), AA (supporting), BD (supporting), SL (supporting), DW (supporting), HT (support-
ing), MR (supporting), RG (supporting)
Funding acquisition: KLJ (lead), AA (supporting), AC (supporting), NH (supporting), RG (supporting)
Investigation: AC (lead), DW (equal), BPL (equal), BD (supporting), SL (supporting), HT (supporting), MR (supporting), RG
(supporting)
Methodology: KLJ (lead), AC (equal), AA (supporting), BPL (supporting)
Project administration: AC (lead), DW (equal), BPL (equal), BD (supporting), SL (supporting), HT (supporting), MR
(supporting), RG (supporting)
Resources: KLJ (lead), AA (equal), RG (equal)
Supervision: KLJ (lead), AC (equal), DW (equal)
Validation: KLJ (lead), AC (equal), DW (equal), RG (equal)
Visualization: KLJ (lead), AC (equal), DW (equal)
Writing – original draft: KLJ (lead), AC (equal), DW (supporting), BD (supporting), SL (supporting), MR (supporting)
Writing – review & editing: KLJ (lead), AC (equal), NH (supporting), RG (supporting)
Conflicts of Interest
None declared.
Editorial Notice
This randomized study was not registered, explained by authors as follows: pilot study. The editor granted an exception from
ICMJE rules mandating prospective registration of randomized trials because the study was considered formative, guiding the
development of an application. However, readers are advised to carefully assess the validity of any potential explicit or implicit
claims related to primary outcomes or effectiveness, as retrospective registration does not prevent authors from changing their
outcome measures retrospectively.
Multimedia Appendix 1
Study visit protocol and choreography.
[PDF File (Adobe File), 180 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Guided self-reflection activity.
[PDF File (Adobe File), 167 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Theory of planned behavior survey.
[PDF File (Adobe File), 254 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Acceptability survey.
[PDF File (Adobe File), 189 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Semistructured exit interview.
[PDF File (Adobe File), 167 KB-Multimedia Appendix 5]

Multimedia Appendix 6
Sensitivity analyses by analytic approach.
[PDF File (Adobe File), 102 KB-Multimedia Appendix 6]

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 12
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app1.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app1.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app2.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app2.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app3.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app3.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app4.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app4.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app5.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app5.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app6.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app6.pdf
https://diabetes.jmir.org/2026/1/e95805


Checklist 1
CONSORT checklist.
[PDF File (Adobe File), 196 KB-Checklist 1]
References
1. National diabetes statistics report. Centers for Disease Control and Prevention (CDC). URL: https://www.cdc.gov/

diabetes/php/data-research/index.html [Accessed 2026-01-09]
2. Khunti K, Gomes MB, Pocock S, et al. Therapeutic inertia in the treatment of hyperglycaemia in patients with type 2

diabetes: a systematic review. Diabetes Obes Metab. Feb 2018;20(2):427-437. [doi: 10.1111/dom.13088] [Medline:
28834075]

3. Hill-Briggs F, Adler NE, Berkowitz SA, et al. Social determinants of health and diabetes: a scientific review. Diabetes
Care. Nov 2, 2020;44(1):258-279. [doi: 10.2337/dci20-0053] [Medline: 33139407]

4. Browne JL, Ventura A, Mosely K, Speight J. 'I call it the blame and shame disease': a qualitative study about perceptions
of social stigma surrounding type 2 diabetes. BMJ Open. Nov 18, 2013;3(11):e003384. [doi: 10.1136/bmjopen-2013-
003384] [Medline: 24247325]

5. Speight J, Skinner TC, Dunning T, et al. Our language matters: improving communication with and about people with
diabetes. A position statement by Diabetes Australia. Diabetes Res Clin Pract. Mar 2021;173:108655. [doi: 10.1016/j.
diabres.2021.108655] [Medline: 33422586]

6. Link BG, Phelan JC. Conceptualizing Stigma. Annu Rev Sociol. Aug 2001;27(1):363-385. [doi: 10.1146/annurev.soc.27.
1.363]

7. Speight J, Holmes-Truscott E, Garza M, et al. Bringing an end to diabetes stigma and discrimination: an international
consensus statement on evidence and recommendations. Lancet Diabetes Endocrinol. Jan 2024;12(1):61-82. [doi: 10.
1016/S2213-8587(23)00347-9] [Medline: 38128969]

8. Holmes-Truscott E, Browne JL, Ventura AD, Pouwer F, Speight J. Diabetes stigma is associated with negative treatment
appraisals among adults with insulin-treated type 2 diabetes: results from the second Diabetes MILES - Australia
(MILES-2) survey. Diabet Med. May 2018;35(5):658-662. [doi: 10.1111/dme.13598] [Medline: 29417612]

9. Puhl RM, Himmelstein MS, Hateley-Browne JL, Speight J. Weight stigma and diabetes stigma in U.S. adults with type 2
diabetes: associations with diabetes self-care behaviors and perceptions of health care. Diabetes Res Clin Pract. Oct
2020;168:108387. [doi: 10.1016/j.diabres.2020.108387] [Medline: 32858100]

10. Sims TJ, Chinthammit C, Constantine ML, Bushnell DM, Spaepen E. Examining the relationship between weight
stigma, diabetes stigma, and HbA1c in adults with type 2 diabetes. Diabetes Ther. Nov 2025;16(11):2137-2156. [doi: 10.
1007/s13300-025-01795-8] [Medline: 40974396]

11. Holmes-Truscott E, Ekpor E, Litterbach E, et al. From language matters to stigma-free communication in diabetes:
evolution, challenges, and next steps. Diabet Med. Apr 5, 2026:e70311. [doi: 10.1111/dme.70311] [Medline: 41937302]

12. NIMHD research framework. National Institute on Minority Health and Health Disparities (NIMHD). 2025. URL: https:/
/www.nimhd.nih.gov/resources/nimhd-research-framework [Accessed 2026-01-09]

13. American Diabetes Association Professional Practice Committee. 2. Diagnosis and classification of diabetes: standards
of care in diabetes-2025. Diabetes Care. Jan 1, 2025;48(1 Suppl 1):S27-S49. [doi: 10.2337/dc25-S002] [Medline:
39651986]

14. Pérez-Stable EJ, El-Toukhy S. Communicating with diverse patients: how patient and clinician factors affect disparities.
Patient Educ Couns. Dec 2018;101(12):2186-2194. [doi: 10.1016/j.pec.2018.08.021] [Medline: 30146407]

15. American Diabetes Association Professional Practice Committee for Diabetes. 5. Facilitating positive health behaviors
and well-being to improve health outcomes: standards of care in diabetes-2026. Diabetes Care. Jan 1,
2026;49(Supplement_1):S89-S131. [doi: 10.2337/dc26-S005] [Medline: 41358898]

16. Bannuru RR, Prieto F, Murdock L, Tollefson E. Diabetes management: a case study to drive national policy change in
primary care settings. Ann Fam Med. 2024;22(6):550-556. [doi: 10.1370/afm.3175] [Medline: 39586698]

17. Dickinson JK, Guzman SJ, Maryniuk MD, et al. The use of language in diabetes care and education. Diabetes Care. Dec
2017;40(12):1790-1799. [doi: 10.2337/dci17-0041] [Medline: 29042412]

18. Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. Dec 1991;50(2):179-211. [doi: 10.1016/
0749-5978(91)90020-T]

19. Nyblade L, Stockton MA, Giger K, et al. Stigma in health facilities: why it matters and how we can change it. BMC
Med. Feb 15, 2019;17(1):25. [doi: 10.1186/s12916-019-1256-2] [Medline: 30764806]

20. Stangl AL, Earnshaw VA, Logie CH, et al. The Health Stigma and Discrimination Framework: a global, crosscutting
framework to inform research, intervention development, and policy on health-related stigmas. BMC Med. Feb 15,
2019;17(1):31. [doi: 10.1186/s12916-019-1271-3] [Medline: 30764826]

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 13
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app7.pdf
https://jmir.org/api/download?alt_name=diabetes_v11i1e95805_app7.pdf
https://www.cdc.gov/diabetes/php/data-research/index.html
https://www.cdc.gov/diabetes/php/data-research/index.html
https://doi.org/10.1111/dom.13088
http://www.ncbi.nlm.nih.gov/pubmed/28834075
https://doi.org/10.2337/dci20-0053
http://www.ncbi.nlm.nih.gov/pubmed/33139407
https://doi.org/10.1136/bmjopen-2013-003384
https://doi.org/10.1136/bmjopen-2013-003384
http://www.ncbi.nlm.nih.gov/pubmed/24247325
https://doi.org/10.1016/j.diabres.2021.108655
https://doi.org/10.1016/j.diabres.2021.108655
http://www.ncbi.nlm.nih.gov/pubmed/33422586
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.1146/annurev.soc.27.1.363
https://doi.org/10.1016/S2213-8587(23)00347-9
https://doi.org/10.1016/S2213-8587(23)00347-9
http://www.ncbi.nlm.nih.gov/pubmed/38128969
https://doi.org/10.1111/dme.13598
http://www.ncbi.nlm.nih.gov/pubmed/29417612
https://doi.org/10.1016/j.diabres.2020.108387
http://www.ncbi.nlm.nih.gov/pubmed/32858100
https://doi.org/10.1007/s13300-025-01795-8
https://doi.org/10.1007/s13300-025-01795-8
http://www.ncbi.nlm.nih.gov/pubmed/40974396
https://doi.org/10.1111/dme.70311
http://www.ncbi.nlm.nih.gov/pubmed/41937302
https://www.nimhd.nih.gov/resources/nimhd-research-framework
https://www.nimhd.nih.gov/resources/nimhd-research-framework
https://doi.org/10.2337/dc25-S002
http://www.ncbi.nlm.nih.gov/pubmed/39651986
https://doi.org/10.1016/j.pec.2018.08.021
http://www.ncbi.nlm.nih.gov/pubmed/30146407
https://doi.org/10.2337/dc26-S005
http://www.ncbi.nlm.nih.gov/pubmed/41358898
https://doi.org/10.1370/afm.3175
http://www.ncbi.nlm.nih.gov/pubmed/39586698
https://doi.org/10.2337/dci17-0041
http://www.ncbi.nlm.nih.gov/pubmed/29042412
https://doi.org/10.1016/0749-5978(91)90020-T
https://doi.org/10.1016/0749-5978(91)90020-T
https://doi.org/10.1186/s12916-019-1256-2
http://www.ncbi.nlm.nih.gov/pubmed/30764806
https://doi.org/10.1186/s12916-019-1271-3
http://www.ncbi.nlm.nih.gov/pubmed/30764826
https://diabetes.jmir.org/2026/1/e95805


21. Talumaa B, Brown A, Batterham RL, Kalea AZ. Effective strategies in ending weight stigma in healthcare. Obes Rev.
Oct 2022;23(10):e13494. [doi: 10.1111/obr.13494] [Medline: 35934011]

22. Hopewell S, Chan AW, Collins GS, et al. CONSORT 2025 statement: updated guideline for reporting randomised trials.
BMJ. Apr 14, 2025;389:e081123. [doi: 10.1136/bmj-2024-081123] [Medline: 40228833]

23. Health Research University of Michigan. URL: https://umhealthresearch.org/ [Accessed 2026-01-09]
24. University of Michigan HomeLab Core Facility (RRID:SCR_026753). RRID Portal. URL: https://rrid.site/data/record/

nlx_144509-1/SCR_026753/resolver [Accessed 2026-06-19]
25. Joiner K, Agapiou A, Dickinson JK, Adams M, Piatt G. An educational video to promote the use of stigma-free language

by primary care clinicians in interactions with adults with type 2 diabetes: a qualitative study. Prim Health Care Res Dev.
Dec 29, 2025;27:e5. [doi: 10.1017/S1463423625100728] [Medline: 41457429]

26. Communication skills: a patient-centered approach. wmumed YouTube page. Jul 9, 2015. URL: https://www.youtube.
com/watch?v=S4wWClQhZaA [Accessed 2026-01-09]

27. Paskins Z, McHugh G, Hassell AB. Getting under the skin of the primary care consultation using video stimulated recall:
a systematic review. BMC Med Res Methodol. Aug 30, 2014;14:101. [doi: 10.1186/1471-2288-14-101] [Medline:
25175450]

28. Paskins Z, Sanders T, Croft PR, Hassell AB. Exploring the added value of video-stimulated recall in researching the
primary care doctor–patient consultation. Int J Qual Methods. Dec 1, 2017;16(1). [doi: 10.1177/1609406917719623]

29. Lyddon WJ, Yowell DR, Hermans HJM. The self-confrontation method: theory, research, and practical utility. Couns
Psychol Q. Mar 2006;19(1):27-43. [doi: 10.1080/09515070600589719]

30. Ajzen I. Constructing a theory of planned behavior questionnaire. University of Massachusetts Amherst; 2006. URL:
https://people.umass.edu/aizen/pdf/tpb.measurement.pdf [Accessed 2026-01-09]

31. Weymiller AJ, Montori VM, Jones LA, et al. Helping patients with type 2 diabetes mellitus make treatment decisions:
statin choice randomized trial. Arch Intern Med. May 28, 2007;167(10):1076-1082. [doi: 10.1001/archinte.167.10.1076]
[Medline: 17533211]

32. Sandelowski M. Whatever happened to qualitative description? Res Nurs Health. Aug 2000;23(4):334-340. [doi: 10.
1002/1098-240x(200008)23:4<334::aid-nur9>3.0.co;2-g] [Medline: 10940958]

33. Rounsaville BJ, Carroll KM, Onken LS. A stage model of behavioral therapies research: getting started and moving on
from stage I. Clin Psychol Sci Pract. 2001;8(2):133-142. [doi: 10.1093/clipsy.8.2.133]

34. Giles AK, Carson NE, Breland HL, Coker-Bolt P, Bowman PJ. Use of simulated patients and reflective video analysis to
assess occupational therapy students’ preparedness for fieldwork. Am J Occup Ther. 2014;68 Suppl 2(Suppl 2):S57-S66.
[doi: 10.5014/ajot.2014.685S03] [Medline: 25397940]

35. Hagiwara N, Kron FW, Scerbo MW, Watson GS. A call for grounding implicit bias training in clinical and translational
frameworks. Lancet. May 2, 2020;395(10234):1457-1460. [doi: 10.1016/S0140-6736(20)30846-1] [Medline: 32359460]

36. Devine PG, Forscher PS, Austin AJ, Cox WTL. Long-term reduction in implicit race bias: a prejudice habit-breaking
intervention. J Exp Soc Psychol. Nov 2012;48(6):1267-1278. [doi: 10.1016/j.jesp.2012.06.003] [Medline: 23524616]

37. Johnston S, Liddy C, Hogg W, Donskov M, Russell G, Gyorfi-Dyke E. Barriers and facilitators to recruitment of
physicians and practices for primary care health services research at one centre. BMC Med Res Methodol. Dec 13,
2010;10:109. [doi: 10.1186/1471-2288-10-109] [Medline: 21144048]

38. Asch S, Connor SE, Hamilton EG, Fox SA. Problems in recruiting community-based physicians for health services
research. J Gen Intern Med. Aug 2000;15(8):591-599. [doi: 10.1046/j.1525-1497.2000.02329.x] [Medline: 10940152]

Abbreviations
ADA: American Diabetes Association
ADCES: Association of Diabetes Care & Education Specialists
CALI: computer-aided lab interviewing
CONSORT: Consolidated Standards of Reporting Trials
T2D: type 2 diabetes

Edited by Sheyu Li; peer-reviewed by Nils Keesmekers, Qinlin Fan; submitted 21.Mar.2026; final revised version received
18.Jul.2026; accepted 22.Jul.2026; published 11.Aug.2026

Please cite as:
Joiner KL, Agapiou A, Carmichael A, Labbree BP, Walter D, Tarraf H, Raju M, Dogari B, Hagiwara N, Lin S, Gonzalez R
Promoting Stigma-Free Language in Type 2 Diabetes Care Among Primary Care Clinicians: Randomized Controlled Pilot
Trial

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 14
(page number not for citation purposes)

https://doi.org/10.1111/obr.13494
http://www.ncbi.nlm.nih.gov/pubmed/35934011
https://doi.org/10.1136/bmj-2024-081123
http://www.ncbi.nlm.nih.gov/pubmed/40228833
https://umhealthresearch.org/
https://rrid.site/data/record/nlx_144509-1/SCR_026753/resolver
https://rrid.site/data/record/nlx_144509-1/SCR_026753/resolver
https://doi.org/10.1017/S1463423625100728
http://www.ncbi.nlm.nih.gov/pubmed/41457429
https://www.youtube.com/watch?v=S4wWClQhZaA
https://www.youtube.com/watch?v=S4wWClQhZaA
https://doi.org/10.1186/1471-2288-14-101
http://www.ncbi.nlm.nih.gov/pubmed/25175450
https://doi.org/10.1177/1609406917719623
https://doi.org/10.1080/09515070600589719
https://people.umass.edu/aizen/pdf/tpb.measurement.pdf
https://doi.org/10.1001/archinte.167.10.1076
http://www.ncbi.nlm.nih.gov/pubmed/17533211
https://doi.org/10.1002/1098-240x(200008)23:4<334::aid-nur9>3.0.co;2-g
https://doi.org/10.1002/1098-240x(200008)23:4<334::aid-nur9>3.0.co;2-g
http://www.ncbi.nlm.nih.gov/pubmed/10940958
https://doi.org/10.1093/clipsy.8.2.133
https://doi.org/10.5014/ajot.2014.685S03
http://www.ncbi.nlm.nih.gov/pubmed/25397940
https://doi.org/10.1016/S0140-6736(20)30846-1
http://www.ncbi.nlm.nih.gov/pubmed/32359460
https://doi.org/10.1016/j.jesp.2012.06.003
http://www.ncbi.nlm.nih.gov/pubmed/23524616
https://doi.org/10.1186/1471-2288-10-109
http://www.ncbi.nlm.nih.gov/pubmed/21144048
https://doi.org/10.1046/j.1525-1497.2000.02329.x
http://www.ncbi.nlm.nih.gov/pubmed/10940152
https://diabetes.jmir.org/2026/1/e95805


JMIR Diabetes 2026;11:e95805
URL: https://diabetes.jmir.org/2026/1/e95805
doi: 10.2196/95805

© Kevin L Joiner, Alexandra Agapiou, Alicia Carmichael, Brandon P Labbree, Donna Walter, Houda Tarraf, Medha Raju,
Boluwatife Dogari, Nao Hagiwara, Sophia Lin, Richard Gonzalez. Originally published in JMIR Diabetes (https://diabe-
tes.jmir.org), 11.Aug.2026. This is an open-access article distributed under the terms of the Creative Commons Attribution
License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any
medium, provided the original work, first published in JMIR Diabetes, is properly cited. The complete bibliographic informa-
tion, a link to the original publication on https://diabetes.jmir.org/, as well as this copyright and license information must be
included.

JMIR DIABETES Joiner et al

https://diabetes.jmir.org/2026/1/e95805 JMIR Diabetes 2026 | vol. 11 | e95805 | p. 15
(page number not for citation purposes)

https://diabetes.jmir.org/2026/1/e95805
https://doi.org/10.2196/95805
https://diabetes.jmir.org
https://diabetes.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://diabetes.jmir.org/
https://diabetes.jmir.org/2026/1/e95805

	Promoting Stigma-Free Language in Type 2 Diabetes Care Among Primary Care Clinicians: Randomized Controlled Pilot Trial
	Introduction
	Methods
	Study Design
	Participants and Recruitment
	Procedures and Setting
	Intervention
	Theory of Planned Behavior Domain Measures
	Acceptability Measures and Qualitative Exit Interview
	Statistical Analysis
	Qualitative Analysis
	Ethical Considerations

	Results
	Participant Flow and Characteristics
	Quantitative Findings
	Qualitative Findings

	Discussion
	Principal Findings
	Limitations and Future Directions
	Conclusions



