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Type 2 Diabetes Mellitus (T2DM) is a costly and devastating chronic disease 

having global impact. Increasing incidence and prevalence of type 2 diabetes threaten 

to make it the most costly health condition in history. Rural counties in North Florida 

have a higher prevalence of type 2 diabetes and statistically more diabetes associated 

complications and the reasons for this are not well understood.  This qualitative 

thematic survey  utilized Kleinman’s explanatory model to determine perceived diabetes 

causation, impact of perceived causation on self- management strategies, obstacles to 

diabetes self-management and possible racial/gender differences in beliefs and 

practices related to type 2 diabetes in 21 adult diabetic North Florida residents. .   

 Participants identified complex multifactorial causes of type 2 diabetes, including 

internal, external, and behavioral causes.  Internal and external causes were events or 

conditions over which the participant had no control and could not be modified. 

Behavioral causes were things over which the participant had control and the ability to 

modify. The causes identified in this study were those identified in previous studies.  
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Management strategies included diet change, weight loss, increasing physical 

activity, and adherence to pharmacologic therapy. Obstacles included diet change, 

costs and other aspects of medication management, and dissatisfaction with and 

uncertainty about current or appropriate management. Facilitators included assuming 

responsibility for self-management, faith/prayer, education about diabetes management, 

family support and recognition of potential complications of uncontrolled disease.  

The disconnect between provider (physiologic) and patient (multi-factorial)   

explanations for illness causation previously reported by Kleinman was validated in this 

study. The importance of  “getting the diagnosis  into your head” before participants 

were ready to assume self-management strategies was a finding unique to this study 

and appears to indicate the importance of reaching a turning point and internalizing the 

diagnosis.  
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CHAPTER 1  

INTRODUCTION 

Background 

Type 2 Diabetes Mellitus (T2DM) is a disease characterized by higher than 

normal levels of blood glucose, peripheral insulin resistance, and obesity (Votey, 2008).  

The long-term result of hyperglycemia is damage to body tissues. Areas of the body 

specifically affected are the kidneys, the heart and vasculature, eyes, autonomic and 

peripheral nervous systems. The damage to these tissues produces significant 

morbidity and mortality to persons with T2DM and results in health care expenditures 

exceeding 100 billion dollars annually (ADA, 2003; DeFronzo, 2001). Control of 

hyperglycemia to near normal levels has been shown to decrease the rate of all 

complications associated with T2DM (DCCT, 1993), and is the foundation of diabetes 

care in the United States (ADA, 2004). Although the pathophysiology of T2DM is not 

universally agreed upon, it is highly associated with altered insulin response and 

secretion, yet clearly not associated with autoimmunity as is Type 1 Diabetes (ADA, 

2004; Engelgau, Geiss, Saadine, Boyle, Benjamin, Gregg et al., 2004).  

According to the 2007 National Diabetes Fact Sheet, a comprehensive statistical 

assessment of diabetes compiled jointly by the Centers for Disease Control (CDC), the 

National Institutes of Health (NIH) and the American Diabetes Association (ADA), the 

overall prevalence of T2DM for adults and children in the United States is 23.6 million 

persons or 7.8% of the population. Individuals under the age of 20 account for slightly 

less than 200,000 cases of T2DM, while those over 20 years of age account for 23.5 

million cases. There are 1.6 million new cases diagnosed annually. Men over the age of 

20 comprise 12 million cases or 11.2 % of their population while women of the same 
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age comprise 11.5 million cases or 10.5% of their population (CDC, 2010). Although 

some variability exists in estimates of undiagnosed cases and predictions of future 

prevalence rates, the predicted numbers continue to escalate (ADA, 2004; CDC, 2007; 

Engelgau et al., 2004; Harris, Flegal, Cowie, Eberhardt, Goldstein, Little et al., 1998). 

Analysis of data trends from the National Health and Nutrition Examination 

Survey I through III (NHANES) has been utilized widely to monitor diabetes prevalence 

and estimate changes in incidence and prevalence rates (Engelgau et al., 2004; Harris 

et al., 1998; Koro, Bourgeois, Bowlin, & Fedder, 2004; Norris, Engelgau, & Narayan, 

2001). The analyses performed in each study indicated an increase in the prevalence 

and incidence of the disease, lower age at onset, and worsening levels of control for 

those previously diagnosed with T2DM.  

According to Cowie (1993), the prevalence rates in minority populations are 

substantially higher than in Caucasian populations with rates ranging from 20% in 

blacks to as high as 50% in some Native American populations. The CDC estimated the 

age-adjusted minority prevalence in 1999-2004 to be 15.5% for non-Hispanic Blacks 

and 13.3% for Mexican-Americans (CDC, 2007).  These numbers do not include those 

diagnosed with impaired fasting glucose (IFG) or impaired glucose tolerance (IGT), 

either of which without lifestyle modification interventions may progress to T2DM. It is 

estimated that by the year 2025 developing countries will experience a 70% increase in 

disease prevalence while developed countries are estimated to experience a 42% 

increase (ADA, 2008).  

Direct and indirect costs of this disease in the United States in 2002 were 

estimated at $132 billion (Koro et al., 2004), an increase from the 1997 estimate of $98 
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billion (Norris et al., 2001). In 2002, the annual per-capita health-care costs for persons 

with type 2 diabetes were $13,243 compared to $2,560 for those without (Votey, 2008).  

Theories regarding the disparities in prevalence of T2DM in various races or 

ethnic populations have included differences in location, culture, genetics, and socio-

economic status. Socio-economic status and culture are often used as proxies for 

education, income, access to care, genetics, and environment (California Medi-Cal 

Study, 2004; Harris, 2001; Karter, Ferrara, Liu, Moffet, Ackerson, & Selby, 2002; 

O’Brien, Flanders, DeCoufle, Boyle, DeStefano, & Teutsch, 1989; Sudano & Baker, 

2005). Socio-economic status, especially lower SES, has been associated with 

increased prevalence of T2DM (Cooper, 2002; Dallongeville, Cottel, Ferrieres, Arveiler, 

Bingham, Rudavets et al., 2005; Evans, Newton, Rutas, MacDonald, & Morris, 2000; 

Nelson et al., 2002; Signorello et al., 2007; Sudano & Baker, 2006;) and general poor 

health outcomes (Feinglass, Lin, & Thompson, 2007; Kaplan, Pamuk, Lynch, Cohen, & 

Balfour, 1996). Mortality rates from all causes are significantly associated with lowest 

income areas and households, and minority populations are overrepresented in these 

lower income areas (Kaplan et al., 1996). Ethnic/racial disparities in health outcomes 

persist even when minority populations have equal access to health care through 

mutual membership in insurance plans (Karter et al., 2002).  

The presence of microvascular complications of T2DM were found more often in 

Hispanics (36%) and blacks (29%) than in whites (22%) in the Veterans Affairs Diabetes 

Trial (Emmanuelle, Sacks, Klein, Reda, Anderson, Duckworth et al., 2005). This is 

supported by results of a meta-analysis of existing literature on diabetes complications 

(Aruyan & Itamar, 2008). 
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Despite the enormous body of literature related to T2DM, there has been a 

tendency to concentrate research into two main areas: either identifying a genetic cause 

for the disease or the study of interventions and adherence to those interventions in 

order to control the disease and its progression to a variety of well-known complications. 

Despite extensive research on treatment of T2DM, the number of those affected by this 

disease increases annually. Why is there no improvement in incidence and 

management with the massive research and treatment efforts currently in place? 

Purpose 

The purpose of this study is to explore how people diagnosed with T2DM 

residing in the North Florida area live with the disease on a daily basis; how each 

person understands or interprets the disease; how confident each person is that he/she 

can manage the illness; what strategies/techniques each uses to manage the illness; 

the effect the diagnosis and disease process has on their lives; and whether race and 

gender play any role in their reaction to the disease. The use of qualitative inquiry is 

recommended in areas where description of a problem is needed, usually where little 

information about a problem exists or in cases where the existing information appears to 

be erroneous (Germain, 2001; Patton, 1999, 2002). According to Sandelowski and 

Barosso (2003), “Qualitative research findings contain information about the subtleties 

and complexities of human responses to disease and its treatment that is essential to 

the construction of effective, developmentally and culturally sensitive interventions” (p. 

782). In the case of T2DM, there is an abundance of information about the disease 

process and its treatments. A search of Pub Med on the topic T2DM lists over 8,000 

articles, yet to the best of the Principal Investigator’s (PI) knowledge, current research 

does not capture the experience of managing this often fatal illness. A qualitative 
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thematic survey of patients’ daily experiences with this disease has the potential to 

capture the subtle adjustments made in order to deal with the illness and its difficulties 

by examining the effects of the illness and its management on the patients and their 

families (Sandelowski & Barroso, 2003). The principle treatment strategy for adults with 

T2DM involves lifestyle modifications, which may conflict with the patients’ beliefs and 

practices. If practitioners are able to communicate the illness and treatments to meet 

the perceptions and expectations of the patient, it is possible that more successful 

outcomes could be generated in the future for people with T2DM.  

Research Questions 

 This study will seek to answer the following questions: 

1. What are the perceptions of cause for diabetes? 

2. What is the impact of perceived causation on self-management 

strategies? 

3. What are the obstacles to self-management? 

4. Are there differences in the way that members of different races or 

genders in North Florida describe their beliefs and practices related to 

diabetes? 

Type 2 Diabetes in Florida   

 According to the State of Florida Department of Health, the all-age 

prevalence rate for diabetes in Florida is 7.6%, and it is among the top ten causes of 

death, with over 9,000 deaths annually from complications (DOH, 2008).  In 2003, there 

were 47 deaths per 100,000 in the non-white population compared with 19 deaths per 

100,000 in the white population (DOH, 2008). Almost nine percent (8.6%) of Florida’s 

population over the age of 20 has been diagnosed with T2DM, which places Florida 
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higher than the national level of 7.3%. There were an estimated 300,000 to 400,000 

undiagnosed cases in the state as of 2002 (DOH, 2008).  

The Big Bend area of Florida (Figure 1-1) is comprised of Wakulla County 

forming the southern edge to Jefferson, Taylor, and Dixie counties on the eastern edge 

with Leon, Franklin, Gadsden, Liberty, and Madison counties commonly included 

(Wikipedia, 2008).  Residents of these counties often obtain health care in Tallahassee 

(Leon County), which is the principal city in the region. Table 1-1 below summarizes the 

diabetes statistics for this area. The statewide prevalence is higher than the national 

rate, with many of the individual counties having prevalence greater than that of the 

state or nation. 

With the exception of Leon County, with Tallahassee and Florida State 

University, this area of North Florida has a greater diabetes burden than the remainder 

of the state, as indicated by state-wide statistics (DOH, 2008). The reason for Liberty 

County’s low amputation rate compared to the death rate from diabetes is not known. 

Dixie, Gadsden, Jefferson, Liberty, and Taylor counties have higher age-adjusted death 

rates than the surrounding counties, with Dixie and Liberty counties having the highest 

death rates. This may be related to occupation, diet, or decreased access to care, 

although previous work in this area has indicated that access to care is 

uncharacteristically high, attributable to the high number of State of Florida employees 

within the population having  primary health care through an HMO (Hodge, 2000). This 

brings into focus the need to study how people respond to this disease process in the 

Big Bend in order to determine the factors related to the higher rates of complications in 

this area. 
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Figure 1-1  US Census Bureau 

 

Theoretical Framework 

The theoretical framework for this study is Kleinman’s Explanatory Model 

(Kleinman, 1980,1988). An introduction to Kleinman’s model and interpretive 

philosophical perspective will be followed by an  exploration of literature supporting 

cultural perspectives on responses to illness  

Kleinman’s work on explanatory models evolved from his work in medical 

anthropology in China. Kleinman noted a disconnect between the experience of 

patients, families, and health care providers in how diseases were perceived, especially 

if there were differences in cultural background between patient and provider. Health 

care providers typically are concerned with the specific disease process and its 

physiologic effects, and how to treat the disease. The patient’s perspective is related to 

the illness and how it affects his/her life. This disconnect often leads to patient 



 

19 

dissatisfaction with the care provided to him/her during the illness (Kleinman, 1980, 

1988). 

Explanatory models  are the way people involved in sickness/illness view the 

illness and its treatment. Practitioner, family member, and especially the sick person 

(patient) all have their way of understanding the episode of illness including causes and 

possible ways to remedy the situation. Often the explanatory models of practitioners 

differs from those of the patient, as do the explanatory models of family members 

(Cohen, Tripp-Reimer, Smith, Sorofman, & Lively, 1994; Kleinman, 1980).  

Explanatory models are the history of the illness from the patient’s perspective. 

To discover the best way to treat a disease, it is necessary to determine how the patient 

perceives the illness and its impact on daily activities. The terms disease and illness 

represent differing perspectives; disease represents the perspective of biomedicine, 

while illness represents the experience of having the disease (Kleinman, 1988). 

Explanatory models are shaped by the cultural context in which the sufferer is situated 

(Kleinman, 1988); therefore it is crucial to consider the cultural influences interacting 

with the patient and the disease in order to determine the effect of the disease on the 

individual.  

 According to Kleinman (1980), “There are five major components explanatory 

models attempt to explain: (1) etiology; (2) time and mode of onset of symptoms; (3) 

pathophysiology; (4) course of sickness (including degree of severity and type of sick 

role); and (5) treatment” (p. 105). The practitioner’s explanatory models  usually address 

all of the five components with more emphasis on pathophysiology; while the patient’s 

and family’s EM address the areas of greatest concern to them at the time. Often the 
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practitioner does not share his/her explanatory model  with the patient, and the 

explanatory models  practitioners share with researchers have been shown to differ 

from those shared with patients perhaps because of perceived comprehension 

inequality (Cohen et al., 1994; Kleinman, 1980).  

The explanatory model undergoes changes based on shifting illness status and 

response to treatment, and it is likely that the model  will change associated with 

subsequent illness episodes (Hunt, Valenzuela, & Pugh, 1998; Kleinman, 1980; Lawton, 

Peel, Parry, & Douglas, 2008). It is rare that researchers look at explanatory models 

over a span of time, however; the information obtained in a longitudinal examination of 

EMs may be helpful in discovering more effective ways of dealing with illnesses, 

especially chronic illnesses. 

Discrepancies or differences between the explanatory models  of the practitioner 

and those of the patient or family often create difficulties in clinical communication 

(Cohen et al., 1994; Kleinman, 1980). Differences in perspective often create a large 

communication gap between practitioner, patient, and the patient’s family. Providers are 

typically focused on the cellular pathology and treatment of the disease, while the 

patient is typically very much more focused on the illness and its manifestations. While 

the patient’s general beliefs about sickness are present and based on general 

understanding and their experiences with the world as they know it, their model shaped 

by each unique illness experience, so subsequent illness episodes are likely to produce 

alterations in explanatory models (Kleinman, 1980). 

Kleinman, Eisenberg, and Good (1978) proposed a set of questions to be used in 

order to determine the patient’s explanatory model: 
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1. What do you think caused your problem? 

2. Why do you think it started when it did? 

3. What do you think your sickness does to you? 

4. How severe is your sickness? Will it have a short or long course? 

5. What kind of treatment do you think you should receive? 

6. What are the most important results you hope to receive from this 

treatment? 

7. What are the chief problems your sickness has caused for you? 

8. What do you fear most about your sickness? 

This proposed set of questions is the basis for the interview guide to be used in this 

study. The interview guide is attached in Appendix B. 

Culture 

 An exploration of the term culture provides many varying definitions of the 

word depending on the context of usage. Smeltzer & Bare (2004) define culture as 

“learned patterns of behavior, beliefs, and values that can be attributed to a particular 

group of people” (p. 7). This indicates that a group of people with a shared experience 

or disease process could constitute a cultural group. According to Benton and Craib 

(2001),”Culture is based on community and is not a fixed concept. Culture is a process 

based on the current experiences and activity of the members. Culture and its meaning 

arise through the meanings the actors place on it” (p. 87).   

According to Young (1993), the rise in the prevalence of T2DM in recent history 

is associated with socio-cultural and environmental factors. Among the most significant 

socio-cultural factors identified as influential in the prevalence of T2DM is the constant 

supply of high-calorie, processed, high-fat foods.  Doshi (1995) has identified food not 



 

22 

only as a biochemical necessity, but also a result of one’s culture and identity. A review 

of the existing data on treatment of T2DM reveals that a focus on control of food 

amounts and the nutritional value of foods are major components of therapy regardless 

of the professional affiliation of health care providers (Egede & Bonadonna, 2003; 

Ferzacca, 2004; Franz, Monk, Barry, McClain, Weaver, & Cooper, 1995). 

At this time it is not clear whether the high prevalence of diabetes is a learned 

behavior issue, a cultural phenomenon, or if it is related to access to healthcare, 

education, and income, or to other issues. Likely there are several factors interacting to 

bring about the situation under investigation. Since culture plays a major role in the 

construction of explanatory models, be it through similar experiences, race or 

geographic origin, or other unifying characteristic, this appears to be a logical focal point 

of study. 

Significance for Nursing  

 Research that provides improved patient care and knowledge for nursing 

and other health professions has ethical implications for nursing. The Code of Ethics for 

Nursing outlines the duties owed by nurses to patients and the profession of nursing 

(ANA, 2001). Among the ethical standards set forth is the commitment to the patient, 

family, and community to optimize their health. By studying how this widespread 

disease affects the patient and family, it is possible to improve nursing’s sensitivity to 

the patient perspective and improve communications with patients about this disease 

and its management.  

With the ever increasing prevalence of T2DM, it is likely that during the course of 

his/her career a nurse will care for a patient with this disease. It is quite possible that a 

nurse will care for multiple patients with T2DM on a daily basis. The duty owed by 
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nurses to their patients is to treat each patient with dignity and recognize their inherent 

worth by considering lifestyles, and value systems. How better to adhere to our ethical 

standards than through discovering how patients perceive this illness, and through this 

improved understanding eventually improve patient outcomes.   

Improving individual and professional practice, as well as improving health care 

delivery systems can be accomplished by discovering ways diabetes affects the lives of 

the recipients of care, whether these recipients are an individual, a family, or a 

community. The impact of diabetes is currently world-wide and is anticipated to become 

even more pervasive if no method to curb its impact is found. Nursing is well suited to 

finding better ways to manage this disease because of the close relationship of nurses 

to recipients of care and our commitment to our ethical guidelines. 

Utilizing qualitative research methods to study the problem of diabetes will shed 

light on the patient’s perspectives and experiences in living with the illness. This 

qualitative thematic survey of T2DM, with a focus on the illness experience, will yield 

information that captures the nuances of adjusting life and lifestyle to accommodate this 

complex illness. By studying how diabetes affects the lives of those diagnosed with the 

disease, we may be able to uncover information that will lead to better outcomes and 

improved quality of life for the vast numbers of people affected by this disease. 

The literature review will show that although there has been an abundance of 

research on the subject, the majority of research related to T2DM focuses on 

interventions developed in those controlled environments that have been shown to 

control the blood glucose levels in those environments.  Most research has ignored the 

experiences of people being asked to implement lifestyle changes deemed necessary to 
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bring about the recommended clinical goals. This suggests that there is an imperative to 

find some real-world ways to manage the unchecked progression of T2DM. 

 

Table 1-1   State and County Diabetes Statistics from Florida Department of Health 
2008 

 % 
Diagnosed  

Death 
Rate/ 
100,000 

Hospitalizations
/ 100,000 

Amputations/ 
100,000 

% Obese 
 
 

State 
Wide 
 

8.6 21.2 1919 24.3 22.3 

Dixie  9.0 41.3 2195.4 28.3 25.4 

Franklin  8.6 24.6 1532.8 25.5 25.9 

Gadsden  14.1 45.1 2284.4 59.1 33.0 

Jefferson  12.4 33.6 1743.7 29.7 33.9 

Leon  4.7 20.7 1448.5 22.7 20.5 

Liberty  19.1 68.1 2575.1 16.5 38.9 

Madison  9.2 40.4 2016.4 18.8 33.6 

Taylor  8.9 37.4 2410.0 35.5 31.6 

Wakulla  7.0 26.3 2348.3 39.4 28.1 
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CHAPTER 2 
LITERATURE REVIEW 

In an exploration of the literature related to type 2 diabetes mellitus it becomes 

apparent that there is an abundance of research on this subject. The sheer volume of 

information available is almost overwhelming.  A Pub Med search of the term “type 2 

diabetes mellitus” yields over 8,000 references. Searches of other databases such as 

JSTOR, for “diabetes”, yield more than 12,000 references. A comprehensive review of 

all the material in print related to T2DM, its treatments, and interventions are beyond the 

scope of this study. A great deal of the literature is related to pharmacological 

interventions and detection of biologic markers for determining who is at risk for 

developing T2DM. While treatment and detection studies are a vital part of research, 

they do not necessarily directly relate to the experience of people living with the 

disease.  What will follow is a focused examination of key information and gaps in the 

literature that are pertinent to the research questions of this study. 

Background Material 

Cited as a leading cause of death in the United States, T2DM was present in 

9.3% of the U.S. population, or approximately 19.3 million people in 2002, according to 

information retrieved from the National Health and Nutrition Examination Survey 

(NHANES) III data set (Cowie, Rust, Byrd-Holt, Eberhardt, Flegal, Engelgau et al., 

2006; Harris, Flegal, Cowie, Eberhardt, Goldstein, Little et al., 1999). The prevalence of 

T2DM is very closely associated with obesity Alexander, Landsman, Teutsch, & Haffner, 

2003; Hanson, Imperatore, Bennett, & Knowler, 2002; Evans et al., 2000; Goodpaster, 

Kelley, Wing, Meier, & Thaete, 1999; Jakicic & Sallis, 2001; Mayer-Davis, D’Antonio, 

Martin, Wandersman, Parra-Medina, & Schulz, 2001; Resnick, Valsania, Halter, Lin et 
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al., 1998; Lipton, Liao, Cao, Cooper, & McGee, 1993; Wing, Epstein, Norwalk, Koeske, 

& Hagg, 1985; Wing et al., 2007).  The prevalence of obesity in the United States has 

reached a level at which more than 50% of adults over the age of 20 years can be 

classified as either overweight or obese (Whittemore, Bak, Melkus, & Grey, 2003).  Data 

from the NHANES III survey showed that 36% of those with T2DM were overweight, 

while another 46% were obese (Nelson, Reiber & Boyko, 2002).  Metabolic Syndrome, 

a constellation of symptoms including obesity, hypertension, hyperlipidemia, defective 

glucose metabolism, and increased insulin resistance, is viewed as a precursor to and 

is associated with an elevated risk of developing T2DM, coronary heart disease (CHD), 

and other cardiovascular events, as well as increased morbidity and mortality 

(Alexander, Landsman, Teutsch, & Haffner, 2003; Barzilay, Spiekerman, Kuller, Burke, 

Bittner, Gottdiener et al., 2001; Hanson, et al., 2002). An association between a 

woman’s income level and Metabolic Syndrome risk, a precursor to T2DM, was found; 

the lower the income, the greater the risk of having Metabolic Syndrome (Dallongeville 

et al., 2005). Other analyses noted a positive association between low socioeconomic 

status and risk of obesity and T2DM, but did not specifically address Metabolic 

Syndrome (Drewnowski & Specter, 2004; Ford, Li, Little, & Mokdad, 2008; Harris, 

2001;Whittemore et al., 2003). 

In the Diabetes Control and Complications Trial (DCCT, 1993), multiple daily 

injections of insulin (MDI) and frequent self-monitoring of blood glucose (SMBG) to 

achieve near normal blood glucose levels minimized the development of microvascular 

and macrovascular complications, including retinopathy, neuropathy, and nephropathy, 

in subjects with Type 1 diabetes. This landmark study was a milestone for the treatment 
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of diabetes and confirmed what physicians had believed for years, but could this data 

be extrapolated to include those persons with T2DM? A small study by Ohkubo et al., 

(as cited in ADA, 2002) showed that multiple daily injections of insulin and frequent self-

monitored blood glucose levels in a group of Japanese male subjects lead to an 

improvement in glycemic control with an HbA1c of 7.1% compared to the control group 

where the HbA1c was 9.4%. The United Kingdom Prospective Diabetes Study (UKPDS) 

established the link between blood glucose level control and prevention of complications 

associated with T2DM. This study offered support for the long-held belief that 

maintaining blood glucose at near normal or normal levels would prevent or forestall 

retinopathy, neuropathy, nephropathy, and cardiovascular changes associated with 

morbidity and mortality in the T2DM population (UKPDS Group, 1998). This study is the 

foundation of current treatment modalities now considered standard medical practice in 

the treatment of T2DM.   

Lifestyle Modification 

Consumption of a diet high in saturated fat, red meat, processed meats, fried 

foods, dairy products, refined grains, and sweets was related to increased prevalence of 

T2DM, as well as other negative health outcomes like cardiovascular disease (Van 

Dam, Rimm, Willett, Stampfer, & Hu, 2002; Williams, Knowler, Smith, Hanson, 

Roumain, Saremi et al., 2001). Dietary control, also referred to as Medical Nutrition 

Therapy (MNT), is considered a standard of treatment, and is usually recommended as 

the first-line strategy for T2DM management (Costacou & Mayer-Davis, 2003; 

Goodpaster et al., 1999; Franz et al., 1995; Jakicic, Wing, & Winters-Hart, 2002; Wing 

et al., 1985). Subjects have reported the greatest degree of difficulty in diabetes 

management was sustaining dietary change over an extended period of time, and a 
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feeling of deprivation associated with avoidance of favorite foods (Ferzacca, 2004; 

Gazmararian, Ziemer, & Barnes, 2009; Sullivan &; Joseph, 1988). It has been reported 

that adults with T2DM seldom engage in adequate exercise or proper consumption of 

the five recommended daily servings of fruits and vegetables (Nelson et al., 2002).  

Numerous studies from a variety of disciplines have examined the efficacy of diet 

change and improved glycemic control in patients with T2DM. In almost every case, 

change in dietary habits with emphasis on low-fat diet composition and reduction in 

caloric intake was found to reduce blood glucose levels, cholesterol levels, blood 

pressure, and body weight. Lifestyle changes, however, are difficult to implement and 

long-term behavioral changes are even more difficult to maintain, which is likely a 

significant hindrance to achieving optimal levels of glucose control (Jakicic et al., 2002; 

Pronk & Wing, 1994; Veigener, Perri, Nezu, Renjilian, McKelvey, & Schein, 1990). This 

lack of adherence to dietary change may be further exacerbated by use of a medical 

model for diabetes education which discounts patient experience and disregards patient 

choice (George & Thomas, 2010; Schoenberg, Amey & Coward, 1998) 

Eating is a major part of the human experience and is influenced by many 

variables, including physical, social, and cultural. According to Counihan (1992), “rules 

about food consumption are an important means through which human beings construct 

reality” (p. 55).  Food is a means by which power differentials are expressed in our 

society, while the ability to resist hunger and deny oneself access to foods deemed 

desirable but fattening are values associated with the  “Euro-American cultural ideal” 

(Counihan, 1992, p. 56).  Women especially derive power and satisfaction from 

acknowledged cooking skills as well as providing desirable foods for their families. In 
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some areas, especially the American South, food preparation prowess may be the most 

significant source of self-esteem and self-worth available to women (Hughes, 1997).  

Restriction of dietary fat intake, especially saturated fat intake, on cardiovascular 

health is another aspect of MNT that has been the subject of numerous studies 

(Glasgow & Toobert et al., 2003; Look AHEAD Research Group, 2007; Wing et al., 

2001; Wing et al., 2007).In all cases, these trials found improved glucose metabolism, 

cholesterol values, and blood pressure through lifestyle changes designed to produce 

weight loss, including increased physical activity and caloric and fat intake reduction. 

These changes, however, appear to be sustainable for short-term follow-up only. 

Weight re-gain has been found to negate the benefits subjects obtained through lifestyle 

modifications and increased their risk of macrovascular and microvascular 

complications associated with T2DM (Koro et al., 2004; Norris et al., 2001; Williams et 

al., 1991; Wing et al., 1985; Wing et al., 2004). The view that the American or Western 

diet is the root of many social and medical ills for the entire population, and not just 

minorities or ethnic groups, is the topic of Fast Food Nation (Schlosser, 2002). Scientific 

studies support this view (van Dam et al., 2002; Williams et al., 2001). Schlosser’s book 

also cites the number of women entering the workforce since the mid-1970’s as a 

contributing factor in the rise of the Western diet and its association with negative 

health. Nearly 30% of American women were employed outside the home in 1975, 

compared to about 60% in the year 2000 (Schlosser, 2002). The increase in working 

women appears to have produced a greater dependence on prepared food and has 

resulted in an increased consumption of high-fat, high carbohydrate foods  (a.k.a. 

Western diet) by a majority of the population (Schlosser, 2002). This effect is especially 
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pronounced in populations with limited financial resources, such as minority and low 

income populations (Block et al., 2004) as will be discussed in a later section. 

  Use of dietary modification to control hyperglycemia is often ineffective. With 

worsening glycemic control, the use of pharmaceutical agents, such as oral 

hypoglycemics or insulin may be added to the treatment regimen; effectiveness of 

therapies wanes over time (Ford et al., 2008; Koro et al., 2004; UKPDS Research 

Group, 1998). Additionally, there has been an overall increase in glycemic level over the 

past 10 years despite increasing use of pharmacotherapy (Koro et al., 2004). Neither 

dietary changes nor medication therapy, alone or combined, has been found to be 

effective in controlling T2DM and achieving treatment goals, especially in older persons 

(Fan, 2005; George & Thomas, 2010; Koro et al., 2004).  

 There is a large body of evidence that reduced caloric and fat intake improves 

physiologic markers for T2DM and cardiovascular disease. The bulk of the literature 

involves clinical trials performed under controlled conditions with intense support and 

reinforcement. The data from repeated NHANES examinations, however, indicates that 

these studies do not translate into “real world” improvements in morbidity and mortality. 

Multiple Intervention Studies 

Multiple intervention behavioral modification strategies represent much of the 

research related to T2DM. Self-efficacy, the belief that one is capable of instituting 

desired change, was found to be significantly related to behavioral change (Norris et al., 

2001; Norris, Lau, Smith, Schmid & Engelgau, 2002). Norris et al., (2001) found little 

improvement in glucose control following education interventions. A 1% reduction in 

HbA1c required an average of 23.6 hours of health care provider contact. The number 

of contact hours necessary to effect this change is in excess of the typical billable hours 
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for diabetes self-management training allowed by most third party payers (Blue Cross 

Blue Shield of Florida, 2013) 

 Several studies have examined the effect of reinforcement and support through a 

variety of technologies. Telephone follow-up was used to increase adherence to 

diabetes treatment recommendations (Kim & Oh, 2002; Piette, Weinberger, Kraemer, & 

McPhee, 2001; Young, Taylor, Friede, Hollis, Mason, & Lee, 2005). Intensive contact 

and follow-up resulted in a greater decrease in HbA1c in the intervention group when 

compared to the control group, but was still higher than the ADA recommended level of 

< 7% (Piette et al., 2001). Kim and Oh (2002) studying telephone follow-ups with self-

management logs recorded by subjects with HbA1c > 8%, found a statistically 

significant 1-2% decrease in HbA1c in the intervention group versus 0.6% in the control 

group, but remained above the recommended 7% level. Similar results were seen in the 

PACCTS trial (Young et al., 2005), where the intervention group received telephone call 

follow-up based on HbA1c levels. A reduction of 0.31% HbA1c overall, with a 0.49% 

decrease in subjects with HbA1c levels > 7% was found. 

 Glasgow and Toobert (1999) used computer delivery of dietary teaching and 

assessment of intake patterns supplemented by telephone follow-ups to reinforce and 

support desired lifestyle modifications. In the intervention group, a 0.1 to 0.2% reduction 

in HbA1c was found, but was not statistically significant when compared to the control 

group.  

 The Diabetes Priority Program, a CD-ROM-assisted interactive computer 

program, was designed to individually tailor interventions and give immediate feedback 

on each patient’s condition (Glasgow et al., 2005). The control group was managed with 
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a pre-determined set of guidelines to determine proper treatment of the control patients. 

The intervention group had more frequent lab tests and more patient-centered 

interventions than did the control group. There were improvements in physiologic 

measures and quality of life measures, but these were not statistically significant 

compared to the control group (Glasgow et al., 2005). This study was the result of a 

collaboration with a medical mal-practice insurance company whose aims were 

doubtless to reduce liability exposure of their clients through the use of standardized 

treatment methods. 

 Delivering information in a group format extends exposure of patients to the 

provider, and eliminates errors created through multiple presentations of identical or 

non-identical material over time (Rickheim, Weaver, Flader & Kendall 2002). A 

randomized clinical trial that compared results of diabetes education delivery in group 

format to individual education delivery found improvement in HbA1c levels in both 

groups, with statistically significant greater decreases in the group delivery subjects 

(Rickheim et al., 2002). A two year study of benefits from group versus individual visits 

with support education revealed stable HbA1c levels in the group delivery subjects 

versus higher levels in the individual participants (p < 0.002) (Trento, Passera, Borgo, 

Tomalino, Bajardi, Pomero,  Allione et al., 2001). A subsequent study of T2DM subjects 

also compared group intervention versus individual delivery of diabetes care with 

emphasis on learning, quality of life, and problem solving indicators in addition to 

metabolic control measures (Trento, Pawwera, Borgo, Tomalino, Bajardi, Allione et al., 

2004). As in the previous study, the group intervention participants had better HbA1c 

levels, greater knowledge and problem-solving skills, and reported better quality of life 



 

33 

than the individual care participants. A qualitative study of group based self-

management education indicated that individuals with T2DM identified three factors that 

determined whether lifestyle changes would be made: 1) obtaining new knowledge, 2) 

taking responsibility, and 3) receiving confirmation of an already health lifestyle. Factors 

that motivated individuals to maintain lifestyle changes were: 1) support from others, 2) 

experiencing an effect, 3) fear of complications and 4) formation of new habits (Rise, 

Pellerud, Rygg & Steinsbekk, 2013). It is apparent that group delivery of diabetes 

management information is effective in improving a variety of physiologic and 

psychologic markers. 

Race/Ethnicity  

 Minorities are disproportionately represented in the T2DM population. Because of 

extremely high prevalence rates in Native American populations, there has been 

extensive research related to this group. Hispanic populations, especially in the 

American Southwest, have also received substantial scrutiny and intervention because 

of those high prevalence rates. While less well represented in research studies, Blacks 

have approximately twice the prevalence rates of non-Hispanic whites yet are usually 

considered only as part of a larger population studies. Data from several studies show 

Blacks with T2DM have higher blood glucose levels, higher HbA1c levels, and more 

complications, including amputations and nephropathy, compared to whites (Brancati, 

Kao, Folsom, Watson & Szklo, 2000; Cowie et al., 1993; Eberhardt, Lackland, Wheeler, 

German, & Teutsch, 1994; Emanuele et al., 2005; Fan, Koro, Fedder, & Bowlin, 2006; 

Harris et al., 1999; Resnick et al., 1998; Schlundt, Mushi, Larson, & Marrs, 2001; 

Signorello et al., 2007; Weatherspoon, Kumanyika, Ludlow, & Schatz, 1994). Black 

females were consistently found to be at greater risk of developing T2DM, have higher 
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BMIs, more diabetic complications, and greater levels of depression than Black males 

(Bonham & Brock, 1985; Brancati et al., 2000; Oakley, Song, & DuBose-McQuirter, 

2005; Resnick et al., 1998; Samuel-Hodge, Headon, Skelly, Ingram, Keyserling, & 

Jackson, 2005). The increased incidence of T2DM found in minority populations is not 

well understood, but is suspected to be a function of genetic susceptibility in addition to 

a function of socio-economic factors, although this has not been conclusively supported 

in the literature (Brancati et al., 2000; Cowie et al., 1993; Eberhardt et al., 

1994;Emanuelle et al., 2005; Harris et al., 1999; Lipton et al., 1993; Resnick et al., 

1998; Signorello et al., 2007).  Theories postulating decreased access to care 

associated with lower socio-economic status as causative factors related to the 

increased prevalence of T2DM and poorer outcomes for minority/ethnic populations 

abound (Cooper, 2002; Dallongeville et al., 2005; Evans et al., 2000; Feinglass et al., 

2007; Kaplan et al., 1996; Nelson et al., 2002; Signorello et al., 2007; Sudano & Baker, 

2006). A scant number of researchers have concluded that minority access to care and 

their socio-economic status, while differing from White counterparts, were not a 

substantial factor in these indicators of poor glucose control (Harris, 2001; Heisler, 

Smith, Hayward, Oakley et al., 2005; Krein, & Kerr, 2003; Schlundt et al., 2001). Socio-

economic status, especially lower socioeconomic status, was associated with increased 

prevalence of T2DM (Cooper, 2002; Dallongeville et al., 2005; Evans et al., 2000; 

Nelson et al., 2002; Signorello et al., 2007; Sudano & Baker, 2006) and general poor 

health outcomes (Feinglass et al., 2007; Kaplan et al., 1996) Socio-economic status is 

usually measured by income, education, occupation, social class, living conditions, or 

some combination of these variables (Dallongeville et al., 2005; Evans et al., 2000; 
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Kaplan et al., 1996; Karter et al., 2002; Sudano & Baker, 2005). Mortality rates from all 

causes were significantly associated with lowest income areas and households, and 

minority populations typically live in these areas of lower income, as do poor whites 

(Kaplan et al., 1996). Ethnic disparities in health outcomes persist even when minority 

populations have presumably equal access to health care through insurance plans 

(Karter et al., 2002) which supports Gravlee’s assertion (2009) that rather than biology, 

the health disparities seen in minority populations not the cause of genetic variation, 

rather they result from sociocultural phenomena that manifest as biological 

consequences. 

Low income level in middle-aged Americans is associated with increases in the 

10-year death rates in a non-disease-specific manner (Feinglass et al., 2007). Since 

1972, low income level and the increase in income inequality in the United States have 

contributed to poorer self-rated health (Zheng, 2009). 

As previously noted, Black females are one of the highest risk groups for T2DM 

and its complications. Studies have been undertaken to explore why this occurs and 

what interventions may improve outcomes. Multiple care-giving responsibilities, fear of 

complications, and concerns about fatality were found to have a negative impact on 

self-management in this population, while spirituality had a positive impact (Egede & 

Bonadonna, 2003; Reid, Hatch, & Parrish, 2003; Samuel-Hodge et al., 2000). 

Decreasing risk of complications through weight loss is desirable in any population, but 

especially for Black women because of increased risk of negative outcomes and greater 

numbers of reported barriers to physical activity (Harris et al., 1999; Resnick et al., 

1998; Signorello et al., 2007; Weatherspoon et al., 1994). While a majority of subjects 
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believed exercise was necessary to control diabetes, lack of time, equipment, and social 

support were the most frequently cited barriers to participation in physical activity. 

Individualization of interventions along with church based-support and culturally based 

dietary change were found to be the most effective for Southern Blacks (Anderson-

Loftin, Sullivan, Summers-Bunn, & Tavakoli, 2002; Dutton, Johnson, Whitehead, 

Bodenlos, & Brantley, 2005; Keyserling, Samuel-Hodge, Ammerman, Ainsworth, 

Henriquez-Roldan, Elsay et al., 2002; Samuel-Hodge et al., 2000). Diabetes research 

related to Blacks, especially in the southeastern United States, is an area that has 

received little attention and presents opportunities for future research in order to change 

current trends. 

Rural Populations 

 Examination of existing literature about diabetes in rural populations reveals very 

little previous research. A few studies of weight loss and maintenance, indicators of 

care, and patient satisfaction represent the bulk of research on this population. 

Differences in health beliefs about elevated blood glucose levels were found to vary in 

rural, Black populations (Schorling and Saunders, 2000). The term “sugar” is often used 

by urban and rural blacks to describe elevated blood glucose levels and T2DM, but they 

may not understand the importance of treatment or the health implications of this 

diagnosis when it is referred to in this manner (Schorling & Saunders, 2000). These 

health beliefs require further investigation. 

 Weight loss, a key management strategy of T2DM, whether through dietary 

restriction or increased physical activity or both, was examined in rural and urban 

populations alike. Level of fitness and degree of adipose tissue were found to be 

strongly correlated and gender specific, with women having greater degrees of 
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overweight/obesity than men (Mayer-Davis et al., 2001; Mayer-Davis et al., 2004; Wing 

et al., 2004; Wing et al., 2007). Intensive lifestyle modifications produced greater weight 

reduction than the usual care provided at these rural health care clinics (Mayer-Davis et 

al., 2001; Mayer-Davis et al., 2004). Geographic location may have an influence on 

these findings, since physical environmental characteristics have a strong association 

with physical activity levels of rural T2DM subjects (Deshpande, Baker, Lovegreen, & 

Brownson, 2005).  An intensive intervention had a positive impact on increased physical 

activity and caloric restriction in a rural population (Mayer-Davis et al., 2001; Mayer-

Davis et al., 2004).  Delivering intensive therapies to rural communities represents a 

challenge to healthcare providers, especially in light of budgetary restrictions for health 

care. 

Several studies used a similar multifaceted six- month intervention for family 

practice providers to improve patient care processes and adherence to diabetes care 

guidelines (Johnson, Eurich, Toth, Lawanczuk, Lee, & Majumdar, 2005; Maddigan, 

Majumdar, Guirguis, Lewanczuk, Lee, Toth et al., 2004; Majumdar, Guirguis, Toth, 

Lewanczuk, Lee, & Johnson, 2003; Rosenblatt,  Maf-Baldwin, Chan, Fordyce, Hirsh, 

Palmer et al., 2001). Subjects living in rural areas near large urban areas received more 

specialty provider care as well as greater amounts of recommended testing (Rosenblatt 

et al., 2001). Rural physicians in Canada received monthly visits for six months from a 

specialty care team. Improved provider adherence to standards of care for diabetes 

resulted in patients receiving more recommended tests and referrals to specialty 

providers. Findings included improvement in patient satisfaction with care and improved 
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perceptions of quality of life. The subjects of these studies all had primary care 

providers because of Canada’s nationalized health care.  

In a study of care processes for rural uninsured patients with T2DM,  researchers 

found that the quality of care received, as indicated by process measures such as 

HbA1c values, foot examinations, and referral for eye examinations, was greater than 

other populations (although the comparison population is not specified) (Porterfield & 

Kinsinger, 2002).  

Living conditions undoubtedly influence health care processes and outcomes. 

People living in rural areas are further removed from care delivery than people living in 

urban areas, so are less likely to receive routine care, especially if that care is best 

delivered in a specialty practice. Living conditions may also influence perceptions of 

health status and risk. People living in rural areas may feel in jeopardy due to the 

absence of ready health care access and the distances that must be traveled in order to 

obtain health care. This area of study is one open to further examination. 

Kleinman’s Explanatory Model 

 Explanatory models  are the way people involved in an illness think about that 

illness and its treatment.  Explanatory models are based on the knowledge that people 

have about an illness and their general knowledge of the world around them, which is 

influenced by an individual’s culture (Kleinman, 1980). Kleinman incorporated five 

domains into his theory of explanatory models: (1) etiology; (2) time and mode of onset 

of symptoms; (3) pathophysiology; (4) course of sickness (including degree of severity 

and type of sick role; and (5) treatment (Kleinman, 1980, p 105).   

 The study of Explanatory Models in nursing research is advocated in order to 

provide more culturally sensitive patient care and to increase desirable patient care 
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outcomes through improved adherence to therapy (McSweeny, Allan & Mayo, 1997). 

Conflict between practitioner and patient EM have been shown to decrease adherence 

to treatment regimens, so it is logical that understanding the patient’s EM would 

increase nurses’ sensitivity to cultural differences among patients, produce mutually 

agreed upon treatment, and improve adherence to therapy (Kleinman, 1980; May & 

Rew, 2010; McSweeney et al., 1997).  

There are several examples of nursing research studies that have utilized  

explanatory models  as their framework (Gregg & Curry, 1994; Martinelli, 1999; May & 

Rew, 2010; Stuifbergen, Seraphine, & Roberts, 2000; Stuifbergen, Seraphine, Harrison, 

& Adachi, 2005). Several of these studies have examined EM in ethnic and minority 

populations (Cabassa, Hansen, Palinkas, & Ell, 2008; Gregg & Curry, 1994; May & 

Rew, 2010). The present study follows studies utilizing explanatory models and  deals 

specifically with those studies that have examined explanatory models  in relation to 

T2DM.  In each case, explanatory model information obtained from patients was utilized 

to enhance understanding of patient perspective and improve communication and 

health care outcomes for groups of patients in a culturally sensitive way.  

Kleinman (1980) stated previously that there is often conflict between the  

explanatory models  of the patient, family, community, and health care provider. Cohen 

and colleagues (1994) examined the EM differences between provider and patient. The 

explanatory models  of practitioners often differ from those of the patients, and typically 

encompassed all five components, although this was not articulated to the patient as 

often as it was to the researchers. Providers viewed diabetes as a pathophysiologic 
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problem, while patients viewed it as a problem with social implications (Cohen et al., 

1994). 

Explanatory models have been used most widely to examine the response of 

Hispanic populations to T2DM. A mixed method study was utilized to examine the 

relationship between cultural knowledge and diabetes control in Guadalajara, Mexico 

(Daniulaityte, 2004). Emotional distress has been found to be the most consistent 

explanation for T2DM development in Mexican and Mexican-American populations, and 

Susto (scare or fright) was most often mentioned as this type of causal factor 

(Daniulaityte, 2004; Garcia, Rocha, Lopez, Baer, Dressler, & Weller, 2007; Hatcher & 

Whittemore, 2007). These findings are supported by a previous study of T2DM 

causation in Hispanic individuals (Poss & Jezewski, 2002). Similarly, non-diabetic 

Latinos included strong emotions in their explanatory model of T2DM causation (Arcury, 

Skelly, Gesler, & Dougherty, 2004). Poor glycemic control was associated with an 

explanatory model incorporating Susto, while good control was associated with a 

negative response to the diagnosis of T2DM (Garcia et al., 2007).  

 Hunt, Valenzuela and Pugh (1998) found biomedical explanations were 

augmented by personal behavior, such as smoking, drinking and overeating in a 

majority of their subjects.  In Hunt’s study, subjects who included their own personal 

behaviors in their EM of diabetes causation were more likely to engage in 

recommended self-care behaviors than those who believed external factors were 

causative of T2DM. These findings are consistent with the results of other studies on 

different ethnic groups (Lawton, Peel, Parry, & Douglas, 2008; Savoca, Miller, & 

Quandt, 2004; Schoenberg, Amey, & Coward, 1998).  
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 Explanatory models have also been utilized to study responses to T2DM in 

blacks, although to a lesser degree than Hispanics. Savoca studied the EMs of subjects 

clustered into two categories: excellent glycemic control and poor glycemic control 

(Savoca et al., 2003). From the case-based conceptually clustered matrix involving life 

history and explanatory model two, categories of self-management philosophies 

emerged from the excellent glycemic control group and three philosophies from the poor 

glycemic control group. The two philosophical types that emerged from the excellent 

control group were (1) committed, those who spent no time grieving and worked 

diligently on self-management and (2) tentative, those who viewed their diagnosis with 

sadness, resentment, or disregard, and utilized dietary modification as primary 

treatment. From the poor control group the following three philosophies emerged: (1) 

hopeful, those who had delayed acceptance of the diagnosis and all of whom had family 

members with the disease; these subjects stressed self-management as important; (2) 

hassled, those who experienced anger as the initial reaction to diagnosis and most of 

whom blamed heredity for disease diagnosis; most felt that proper management of 

diabetes would reduce their quality of life; and (3) overwhelmed, those who reacted with 

fear, denial, stress, and depression, most of whom rated diabetes as a low priority, few 

exercised, and most reported depression and binge eating (Savoca et al., 2003). 

Adherence to dietary recommendations coupled with EMs was the focus of a 

study comprised of white and black women (Schoenberg et al., 1998). The sample 

population of this study was approximately 50% black and 50% white (black n = 26, 

white n = 25). The 1994 American Diabetes Association dietary recommendations were 

used as the basis for evaluation of subjects’ dietary practices and the researchers 
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considered adherent those subjects following at least four of the five recommendations. 

Subjects following three or fewer of the five dietary recommendations were considered 

non-adherent. Eighty percent of the subjects whose EMs reflected an internal causation 

of diabetes were adherent to dietary recommendations, while only 50% of those whose 

EMs reflected causation external to themselves were adherent to recommended dietary 

modifications. Surprisingly, the researchers found no relationship between ethnicity and 

perceived etiology or treatment approach.  

Understanding the explanatory models  of patients can yield insight into self-

management strategies and factors promoting or inhibiting adherence to treatment 

recommendations. Explanatory models have typically been utilized to study ethnic 

minorities, but not often utilized for comparison between ethnic groups. By studying 

differences between groups, further insight into factors guiding self-management 

strategies could be realized. 

Culture 

 The concept of culture encompasses many different aspects of human 

socialization and its definition changes depending on the context of usage.  One of the 

major problems with examining the effects of culture on a given problem is how to 

define culture: because the variable meaning of the term. For the purposes of this paper 

culture is defined as:  

The shared patterns of behaviors and interactions, cognitive constructs, 
and affective understanding that are learned through a process of 
socialization. These shared patterns identify the members of a culture 
group while also distinguishing those of another group (CARLA, 2013) 

Culture is dynamic, changing over time and shaped by the experience of the individual 

members of a group or the entire group (Caprio, Daniels, Drewnowski, Kufman, 
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Palinkas, Rosenbloom et al., 2008). Culture, therefore, is influenced by and influences 

the members of a specific group of people.  

 The literature on cultural influences and T2DM is sparse, and the term culture 

appears most often as a proxy for ethnicity or race, while few of the differences 

attributed to one race are truly distinct genetic features of that race.  Rather they may be 

widely shared among many racial groups (Gravlee, 2009). The largest body of 

information on cultural influences in T2DM relates to Mexican-Americans living in the 

southwestern United States, especially Texas. Oomen, Owen, and Skaggs (1999) 

conducted a literature review to discern the deficiencies in self-management 

interventions for Hispanic women with diabetes. Their examination revealed that the 

constructs of self-efficacy, internal locus of control, and perceived health value were 

likely inappropriate considerations for Hispanic females whose main considerations are 

self-sacrifice and the well-being of the family (Oomen et al., 1999).  

Caban and Walker (2006) reviewed three studies related to cultural influences 

and Hispanics with T2DM. Susto, a condition of extreme fright, was considered a factor 

in the development of diabetes by many members of different Hispanic sub-groups, but 

most commonly in the Mexican-American sub-group living in the southwestern United 

States. The influence of susto as the causation of diabetes became weaker when 

subjects were acculturated into the mainstream culture and exposed to Western 

medicine. The use of alternative therapies or curanderos (faith healers) was identified in 

only a small number of subjects and not usually utilized in relation to diabetes 

management. In most cases religion and God were generally viewed as part of the 

subject’s support system, and not causative of the disease, which is in conflict with the 
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results of a previous study (Oomen et al., 1999).  Fatalism about diabetes and its 

complications was noted most frequently in subjects living in rural areas.  The lack of 

knowledge about the unique and shared health beliefs of the many sub-groups of the 

Hispanic community make generalization about cultural influences difficult (Caban & 

Walker, 2006).   

 In two studies focus groups were conducted to develop culturally appropriate 

diabetes self-management programs for Hispanics (Vincent, Clark, Zimmer, & Sanchez, 

2006; Weiler, & Crist, 2009). Family support was deemed vital to maintaining prescribed 

lifestyle changes. Information about modifying traditional foods to incorporate needed 

dietary changes, as well as access to understandable information about diabetes were 

also identified as important concerns (Vincent et al., 2006). High-tech information 

access, such as computers and web-sites, was not a priority for the study participants.  

 Skaff, Mullan, Fisher, and Chesla (2003) developed a model of control beliefs, 

disease management behaviors, and health indicators. The researchers used two 

measures of control beliefs, “one diabetes specific (diabetes self-efficacy) and one 

global (mastery)” to determine effects on health care outcomes for a group of patients 

with T2DM. In the Latino population, global mastery (a sense of the ability of the self to 

control the environment) was more indicative of management capability, while in the 

European-American population self-efficacy (the person’s belief about their own ability 

to control outcomes) was more indicative of management capability (Skaff et al., 2003). 

The lack of a clear definition about the sample population of this study is problematic. 

Further study in this area is needed, but it appears to indicate a focus on global mastery 

may produce better diabetes management interventions for Hispanics. 
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 Culturally appropriate and realistic interventions have been developed for 

Hispanic populations (Ingram, Torres, Redondo, Bradford, Wang, & O’Toole, 2007; 

Martyn-Nemeth, Vitale, & Cowger, 2010). The use of dance as an exercise intervention 

was well received by the study subjects, with 75% attendance at each session and all 

participants achieving the physical activity goals by the end of the program (Martyn-

Nemeth et al., 2010). Promotoras are community health workers who typically have also 

been diagnosed with T2DM and serve as a supplement to the support system of the 

subjects. A pilot study of promotora-guided intervention to improve self-management 

behaviors in a rural community on the US-Mexico border was deemed successful 

(Ingram et al., 2007). The program was originally designed to receive referrals from a 

community health center, but subjects began self-referring to the classes, so the 

intervention grew beyond its original intent. The net result of the program was lowering 

of HbA1c by 1% in high-risk subjects (Ingram et al., 2007). These studies support the 

use of culturally appropriate interventions to increase self-management of T2DM.  

 There is a small body of literature exploring the connection between culture and 

the prevalence of T2DM in African Americans. An exploration of barriers to self-

management in a mostly African American group revealed that the emotional stress of 

the illness, accompanied by frustration, social isolation, interpersonal conflicts, 

depression, and fear were recurrent themes (Gazmararian, Zeimer, & Barnes, 2009). 

Many participants did not understand the significance of HbA1c or the possible 

consequences of having elevated blood glucose levels that are often asymptomatic. 

Participants identified services vital to them , including refresher courses, support group 

discussions, and nutrition and medication education. Numerous barriers were identified 
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that if addressed successfully could improve self-management for this group 

(Gazmararian et al., 2009). 

 Poor recruitment and retention of subjects for studies was found to be a barrier to 

implementing interventions for African-American and rural populations (Burns, Soward, 

Skelly, Leeman, & Carlson, 2008). The study by Burns and colleagues (2008) involved 

delivery of “culturally sensitive symptom-focused teaching and counseling” to older 

black women. Because recruitment and retention had previously been problematic with 

this subject population, strategies such as providing a toll-free phone number, offering 

culturally appropriate materials, delivering home interventions, and providing incentives 

for participation were utilized and led to a 91% retention rate for this study. By 

increasing participation in research studies in the future, the knowledge base about the 

effects of culture on diabetes in specific groups will increase. 

 Another group studied the effects of a culturally specific intervention aimed at 

older rural black women to help subjects improve symptom recognition and improve 

self-management strategies in this population (Leeman, Skelly, Burns, Carlson, & 

Soward, 2008). The researchers focused on symptoms of hyperglycemia and 

hypoglycemia, numbness and tingling in the feet, and foot pain.  The premise of this 

intervention was that people with T2DM live with chronic and acute symptoms, and their 

correct interpretation of the symptoms will lead to an appropriate intervention and 

improved health outcomes. Storytelling was utilized to teach each patient about the 

symptom of most concern to her. Participants in the study had high levels of satisfaction 

with the intervention, as well as lessened symptom distress and improved quality of life 

(Leeman et al., 2008). 
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 Shared decision-making, a process in which physicians and patients collaborate 

on treatment options and plans that accommodate patient preference, is positively 

associated with improved health care (Benbassat, Pipel, & Tidhar, 1998). Analysis of 

the results from five focus groups identified racial disparities in shared decision-making. 

The researchers identified physician bias, discrimination, and cultural discord as factors 

that might influence the physician not to share test results with black patients perceived 

as domineering. Black patients identified mistrust of white physicians who were 

perceived to have negative attitudes toward the patient, and internalized racism as 

factors that impede patient interaction in decision making (Peek, Odoms-Young, Quinn, 

Gorawara-Bhat, Wilson, & Chin, 2010). Further research is needed to find ways to 

overcome these identified barriers to shared decision-making on treatment of diabetes. 

Summary 

 There is a large body of literature related to T2DM and specifically to 

interventions aimed at controlling T2DM. In many of these studies caloric restriction and 

weight management were key strategies in controlling the disease process. The 

interventions developed by using the biomedical model for management of T2DM are 

well known and work well in the controlled environment of a research setting. The data 

related to day-to-day control, however, points to worsening control of the disease in 

large populations disproportionately composed of various minorities in the United 

States. 

 There are a disproportionately large number of minority and non-white groups in 

the population of those diagnosed with T2DM. Gravlee (2009) proposed that the 

differences seen in these groups may be influenced more by racism, which becomes 

engrained in behavior, resulting in the biologic differences seen within racial/ethnic 
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groups rather than genetic differences which have not been verified to date. Some 

studies have indicated that the modern diet is to blame, although this has been 

identified as contributory, rather than causative, in most cases. Popular literature has 

shown that all segments of American society are subject to the negative effects of a fast 

paced lifestyle that increases consumption of processed and nutritionally inadequate 

foods. More descriptive studies are needed to determine why this disease continues to 

increase in prevalence, particularly among minority and populations.  

 Several counties within the Big Bend area of North Florida have a higher 

percentage of the population diagnosed with T2DM and have higher numbers of 

hospitalizations and complications than the state-wide average (Table 1.1). The 

differences in the course of disease in the outlying counties of the Big Bend suggest 

some differences in how these people perceive and deal with this disease. Further 

investigation is necessary in order to determine why these differences exist.  
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CHAPTER 3 
METHODS 

Background 

The purpose of this study was to describe the impact of type 2 diabetes mellitus 

(T2DM) on the lives of persons living in rural areas of North Florida, specifically how 

these persons understand the disease, the strategies they use to manage the disease,  

obstacles to disease self-management and whether race or gender plays any role in 

their response to the disease. Examining similarities and differences between and 

among various groups may help to explain differences in self-management of the 

disease. Despite a large body of literature related to best practices to control T2DM, in 

the United States there continues to be an annual increase in the prevalence of 

diabetes, a decrease in glucose control, and an increase in complications associated 

with the disease. This indicates a need for descriptive studies of the illness experience 

of those affected, focusing on determining the underlying reasons for worsening patient 

outcomes. 

Methodology 

Approval of the University of Florida Institutional Review Board (IRB 01) was 

granted in June 2012 and renewed in May of 2013. The study was conducted in two 

rural counties in North Florida. The Primary Investigator (PI) interviewed a total of 21 

subjects between the ages of 41 and 79 years old, diagnosed with T2DM who were 

recruited through referrals from health care providers at the two clinics agreeing to host 

the research. The patients were pre-screened by the health care providers and 

interviews were conducted on the day of the physician appointment immediately prior to 

or following the subject’s physician appointment.  
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Utilizing the Informed Consent contained in Appendix C, the PI described to 

potential participants all components of the study, including inclusion/exclusion criteria. 

Questions about the study were answered and participants were informed that they 

were free to withdraw from the study at any time without further obligation or adverse 

relationship. The Informed Consent (Appendix C) was read to the prospective 

participants and printed copies of the consent were provided to the participants. No 

signed consent forms were obtained by the PI since this would constitute the only 

identifiable link to the study participants. No protected health information was collected 

during the study and no record of participants was maintained by the PI in order to 

insure the privacy of the participants. Any protected health information inadvertently 

disclosed by the participants was removed during the transcription process.  

Data Collection 

Information on the demographics of the study participants was collected utilizing 

demographic information sheet attached as Appendix A. The interviews in this study 

were completed using a semi-structured interview guide as a framework for the 

interviews (see interview guide Appendix B). The use of semi-structured interview 

guides allowed for focus on the subject under investigation with expansion of topics 

brought out during the interview process, which would not be possible with an inflexible 

interview guide or questionnaire (Kvale, 2007).  In addition to the main questions listed 

in the interview guide that directed the interview toward the topic being investigated, the 

interviewer also utilized probative questions to clarify answers given by subjects. The 

interviewer also used follow-up questions to pursue the implications of answers brought 

out in the main questions and the probative questions (Rubin & Rubin as cited in 

Warren, 2001).  Semi-structured interviews were conducted over the space of one 
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month at two clinics in two rural counties in North Florida in a vacant office located 

within those facilities.  It was expected that each interview would diverge from the 

questions contained in the interview guide based on individual responses to each 

question. It was impossible to predict how much, or in what way questions would 

diverge from the interview guide in advance of conducting each interview due to the 

uniqueness of each participant’s experience. 

 Each recorded interview was identified only by the age, gender, and race 

of the participant with no identifying data linking the participant to the interview. 

Interviews were recorded on a digital recorder and transcribed only by the investigator 

on the day of the interview or on the following day. Since audio recordings are 

considered identifiable data, the recordings were required to be secured at all times. 

While transporting the recorder between the research sites and the PI’s home the 

recorder was stored in a locked HIPAA compliant bag, the only key to which was in the 

PI’s possession at all times. While in the PI’s home and not in use for transcription, the 

recorder was stored in a locked safe within the PI’s home. Originally the recorded 

interviews were to be uploaded onto the remote access desktop at the College of 

Nursing, later it was determined that the recordings should not be uploaded onto the 

secure computer as this audio recording constituted an identifiable link to the 

participants so the recordings were deleted from the device once it was determined that 

transcribed interviews were accurate. Any protected health information that was 

inadvertently revealed during the interview was not transcribed. The transcribed 

interviews were stored on a secure, remote desk- top computer at the University of 

Florida per IRB protocol. At the conclusion of the study the digital recorder was turned in 
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to the College of Nursing Information Technology personnel for destruction per IRB and 

college policy. The transcribed interviews were read and re-read to insure accuracy of 

the transcriptions. The transcribed interviews were formatted in a table configuration as 

outlined in the analysis section that follows. Field notes about interviews and unusual 

events occurring during the interview process were made and kept on a digital data 

device stored in the PI’s home in a locked file cabinet. This device was also destroyed 

at the conclusion of the study. 

Setting  

As previously stated, recruitment of participants for this study, was conducted at 

two health care clinics in two rural counties in North Florida.  Participants were between 

the ages of 41 and 79 years old diagnosed with T2DM, and consented to be 

interviewed. 

Sample 

 According the 2010 Census (2012), the population of the first of these two 

counties was  57.6% white, 38.8% black, and 4.7% Hispanic, and for the second county 

was 35.9% white, 56 % black, and 9.5% Hispanic. In a perfect situation it would be 

expected that the participant population would reflect the demographics of the county in 

which the participants were interviewed. While comparison among different racial 

groups was of interest, no one who consented to be interviewed was refused 

participation in the study with the exception of those meeting the exclusion criteria listed 

below. 

A convenience sample of 21 adult subjects currently diagnosed with T2DM 

currently living in two rural counties in North Florida were interviewed with emphasis on 

how this illness affected the daily life of each person, and the ways they have adjusted 
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their lifestyles to accommodate the illness.  The study population consisted of one 

Hispanic, twelve black, and eight white participants. The racial composition of the study 

population was 4.8% Hispanic, 38.1% Caucasian, and 57.1% Black, which more closely 

reflects the demographic characteristics of one county than the other.  

The goal of sampling is to have a sufficient number of interviews to reach 

saturation which is the point at which new ideas or themes no longer emerge from the 

data (Morse, 1995). Recommendations for sample size adequate for achieving 

saturation in the qualitative interviewing are 6 to 8 interviews for a homogenous sample 

and 12 to 20 when it is necessary to achieve maximum variation (Guest, Bunce, & 

Johnson, 2006). The sample size of 21 was adequate to insure adequacy of variation. 

Exclusion Criteria 

Exclusion criteria  included those unable to speak English and those with 

neurological deficits resulting in verbal communication impairment (inability to speak). 

Additionally, those under the age of 18 or over the age of 80 years of age were 

excluded. No participant having engaged in informed consent activities  later decided to 

withdraw. Had that happened those participants would have been excluded from the 

study.  

Human Subjects 

One week prior to each interview session the investigator telephoned the 

physician office to verify that potential participants had agreed to be interviewed and 

ascertain the appointment time(s) for those individuals.   Persons agreeing to participate 

in the study were given informed consent in an unoccupied office within the facility.  The 

PI read the Informed Consent to all potential participants and a copy of the Informed 

Consent was furnished to all participants. Everyone who was read the Informed 
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Consent agreed to be interviewed. To insure confidentiality of responses, interviews 

were conducted in private with only the PI and the participant present,. The  interviews 

were transcribed verbatim by the investigator no later than the day after the interview. 

The transcripts were read and re-read while listening to the audio recording to verify 

accuracy of the transcription. Once the transcript was verified, the recording was erased 

per protocol from the Institutional Review Board of the University of Florida. The audio 

recorder was kept in a locked carrying case, the only key to which was in the 

possession of the PI, while in transit and was stored in a locked file cabinet in the PI’s 

home, which is equipped with a security system. Upon completion of interviews, the 

digital recorder utilized to record participant interviews was scheduled for destruction 

according to the University of Florida’s privacy policy. 

Data Analysis  

All observations, field notes, and interviews were transcribed using Microsoft 

Word, and the transcribed interviews were converted into a table format as described by 

LaPelle (2004). Examples of these tables can be found in Chapter 4 under the 

discussion of each research question. Data analysis in qualitative research is an 

ongoing process occurring during and after each interview and observation session. 

Because of the short time frame during which these interviews were collected, the 

majority of data analysis occurred after all  interviews were completed. According to 

Kvale (2007), no standard method of analysis for qualitative interviews exists, but 

analysis of qualitative interview data begins with the participant description obtained 

during the interview and may include discovery of new meanings and relationships 

previously unrealized by the participant. The interviewer condenses and interprets the 

data during the interview, probing for clarification and verification from the subject. The 
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interviewer then transcribes and analyzes the interview alone or with the help of other 

researchers to discover and develop the meanings within the interview (Kvlae, 2007).  

An abundance of rich information was elicited from the subjects during the 

interview process.  Responses to each question in the semi-structured interview were 

examined on a line-by-line basis and coded with a descriptor, then responses to each 

question were compared for each question across interviews. Responses to all 

questions across subjects were compared for similarities and differences.  Using 

constant comparison, a technique that compares each finding with existing findings as 

they are developed during data analysis, each response was compared to the others so 

that  all codes could be clearly identified and distinguished from each other (Charmaz, 

2003).Following descriptive coding of responses analysis of the descriptive codes took 

place. Many codes were developed, discarded, and revised during the constant 

comparison of interview data. Some codes were combined and revised during this 

analysis process.  

The tasks of text analysis are: (1) identifying themes and sub-themes, (2) 

determining which themes are important in order to have a manageable number and (3) 

building code books with hierarchies of themes (Ryan & Bernard, 2003). Themes are 

defined by Ryan and Bernard (2003) as abstract constructs that link phrases or 

expressions found in the text of the interview. Responses to each question were 

continuously compared and grouped into themes (Ryan, 2003). A codebook was then 

developed in a table format matching that of the transcribed interviews to facilitate 

sorting to be done later (LaPelle, 2004). Codes were sorted into associated themes or 

categories to determine patterns of the developing themes (Kvale, 2007; Ryan & 
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Bernard, 2003). Verification of coding, thematic patterns, and thematic importance was 

originally planned to occur through review by the Data Analysis Group in the College of 

Nursing at the University of Florida in order to ensure validity and reliability. The 

sessions with the Data Analysis Group, however, did not fulfill this function of the 

research design. The coded interviews, along with answers to specific research 

questions were presented to the Data Analysis Group on three separate occasions, with 

recommendations received by the PI on each occasion.  

Member checks, or presenting the data to the study participants for verification, is 

a strategy outlined by Guba and Lincoln (1981) to enhance validity and reliability. Since 

interviews were anonymous and no record of participant names was maintained per IRB 

protocol, it was not possible to re-interview participants in order to conduct member 

checks. Subsequent participants were asked about information obtained during 

interviews with previous participants. This information provided insight into this 

population about their experiences with T2DM.  

Validity and Reliability 

 Patton (2002) has defined validity as a term normally limited to 

quantitative inquiry since it is associated with instrument design and measurement of 

the intended concept(s).  For many years, some qualitative researchers have 

disregarded these two concepts, stating that they pertained only to quantitative 

research, but others have argued that without consideration of validity and reliability, 

qualitative research is rendered worthless (Agar, 1996; Morse, Barrett, Mayan, Olson, & 

Spiers, 2002; Ryan & Bernard, 2003.).  

 Validity is based on the judgment of the investigator, and these judgments 

must be clearly explained by the investigator so that anyone reading this research has a 
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clear understanding of how the data were interpreted and is then able to replicate and 

possibly refute these findings. Validity and reliability are also obtained through 

agreement among investigators and researchers about the analysis (Ryan & Bernard, 

2003).   

Personal Issues 

The PI approached this study with years of experience as a nurse practitioner 

treating T2DM patients using a medical model, and thus had preconceived notions that 

this population may be chronically non-adherent to prescribed therapy and lifestyle 

modifications. The PI was also cognizant of the difficulty typically associated with 

lifestyle/behavioral modification in any patient population. This bias was assumed from 

the standpoint of the clinician, not from that of the patient dealing with a chronic illness 

requiring considerable lifestyle modifications. The treatment regimens can be extremely 

complex and costly in both time and money. With the hectic pace of modern life, it is 

likely that subjects perceive little benefit in adding more routine to their already busy 

lives. The investigator was required to bracket preconceived notions in order to ensure 

that investigator biases did not influence the results of the study. Bracketing involves 

identifying and setting aside assumptions or preconceived notions about the subject of 

inquiry (Gubrium & Holstein, 2003). By disclosing these assumptions in written format 

and continually addressing them during data analysis the researcher has attempted to 

prevent these assumptions from influencing the data found in this study. Feedback from 

dissertation committee members, as well as the Data Analysis Group, helped to limit 

biased conclusions.  
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Risk 

 
Although there is little harm that could result from exposure of a subject’s identity 

within the community where he or she lives, some subjects might have been reluctant to 

reveal behaviors to interviewers, thus they might not have been candid if their 

responses were identifiable. With the confidentiality of responses assured, there should 

be no more risk to the participants of this study than that of a routine health care visit. 

Benefit 

 While it is anticipated there is likely no immediate direct benefit to 

participants related to this study, there may be benefits in the future to the population of 

patients diagnosed with T2DM. Beneficial information about the experiences of 

participants may be uncovered that could help guide future interventions and treatments 

making T2DM less difficult to manage.  
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CHAPTER 4 
RESULTS 

The purpose of this study was to explore how people diagnosed with T2DM 

residing in the North Florida area live with the disease on a daily basis; how each 

person understands or interprets the disease; how confident each person is that he/she 

can manage the illness; what strategies/techniques each uses to manage the illness; 

what effect the diagnosis and disease process has on their lives; and whether race or 

gender plays any role in their reaction to the disease. Kleinman’s Explanatory Models 

theory provided the theoretical framework for this study. The research questions 

formulated to answer the above questions are:  (1) What are the perceptions of cause 

for diabetes? (2) What is the impact of perceptions on self-management strategies? (3) 

What are the obstacles to self-management? (4) Are there differences in the way that 

members of different races or genders in North Florida describe their beliefs and 

practices related to diabetes? Each research question will be discussed in numerical 

order with a summary of the information at the end of the discussion of the research 

question.  

Participant Demographics 

A total of 21 subjects between the ages of 41 and 79 years old, diagnosed with 

type 2 diabetes were interviewed for this study. The study population consisted of seven 

black females, five black males, four white females, four white males, and one Hispanic 

male. The composition of the study sample, as previously stated, closely reflects the 

population demographics of the counties where these interviews were conducted.  
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Research Question 1 

Findings 

The first research question is what are the participants’ perceptions of causation 

for type 2 diabetes mellitus (T2DM)? The participants in this study felt the need to give 

context laden answers that included information about their situation, experiences and 

the experiences of others known to them with T2DM, rather than simple and direct 

answers to the question. These answers reflect the complexity of their perceptions and 

provided valuable insight into their experiences of living with T2DM. Kleinman’s 

Explanatory Model theory states that the context of the illness is informed by 

physiologic, psychologic and sociocultural factors that interact on the illness sufferer 

(and family) to create the EM of the illness for the individual (Kleinman, Eisenberg & 

Good, 1978).  

Many participants talked about their reactions to their diagnosis when asked 

about causation, “I denied it. I said I aint got no diabetes. You know, it wasn’t nothing to 

knock you out, but then the symptoms kept showing up.”  Others reported experiencing 

fear:  

Scared me (laughs). It scared me, I, you know…. And it (laughs); I didn’t 
like the sound of it I’ll tell you that, I sure didn’t…. But, uh it’s just a bad, 
bad thing to say I’ve got diabetes (laughs).  I think it takes a lot out of you 
over time. But, uh I didn’t really like the sound of it when they told me.  

This participant’s laughter seems to signify that she may have been 

uncomfortable with this subject even though later she stated that diabetes was, “just 

something else you have to put up with”. Some participants initially stated they did not 

know what caused their T2DM, but later reported a wide array of causative factors. For 
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example one woman was apparently diagnosed with Gestational Diabetes (GDM) but 

her explanation was: 

When I first went, I was young, and there was this lady doctor her name 
was (name) and she told me when I was here having children that there 
was sugar in my blood then. That been ever since back in the ‘70s. And so 
it rocked on and rocked on it never did, you know, appear. That’s when I 
was little, then when I gained weight. Weight has a lot to do with it. I went 
to another doctor and he said “did you know you were a diabetic?” I said 
no I didn’t know that. He said well you’ve been one all the time but you’ve 
gained weight and it has come to the surface. 

This participant appears to believe she had elevated blood sugar since she first became 

pregnant in the 1970’s, even though she does not appear to equate elevated blood 

sugar at that time with any form of diabetes but believes gaining weight caused T2DM 

to appear later. She later implicated weight gain and inappropriate diet as causative 

explanations for T2DM. 

Causation. 

Explanations of causation for T2DM seemed to fall into three distinct, sometimes 

overlapping categories: external, internal and behavioral. In most cases, there was not a 

single causative factor or event. External causes were events or reactions occurring 

outside the individual over which the participant had no control; these included two 

serious medical events, two adverse medication events, stress, and work/living 

conditions. Internal causes are those things occurring within the participant and which 

the participant did not have the ability to modify such as heredity, aging and pancreatic 

failure. Behavioral causes include diet, weight gain, inactivity, and tobacco and alcohol 

usage over which the participant potentially has control. These categories and the 

related themes are discussed below.  
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Only five participants reported an external cause of their T2DM. Again, external 

causes are those occurring outside the participant over which the participant has no 

control. Two participants stated that they were diagnosed with T2DM during serious 

medical events and believed these events were the direct cause of their diabetes; in 

one case surgery (appendectomy) and in the other a brown recluse spider bite. In both 

cases these participants were hospitalized and bed bound for many days. The 

participant who reported having an appendectomy as the cause for T2DM was also 

hospitalized for many days, “And I had to go under that anesthetic and it was 6 days I 

had to lay in that bed in that hospital”. The participant who reported a spider bite as 

causative of T2DM was also hospitalized for 6 days, almost lost the affected hand, and 

was diagnosed with hypertension at the same time. He reported that he had not seen a 

HCP in fifteen to twenty years prior to the spider bite. Unusual events had been 

identified in a previous study as causative of T2DM and in that study external causation 

theories were associated with poor adherence to self-management recommendations 

(Hunt et al., 1998). Two participants identified medication side effects as causative, one 

specifically identified the use of corticosteroids as causative, “I think, (pause) when I 

was in the hospital and them shooting them steroids in me got my sugar all out of 

whack. Uh, I think; that’s the first time I ever really knew”. The other participant who 

reported medication side effects as the cause of her diabetes could not state specifically 

which medication she thought caused the disease, although she stated the medication 

was prescribed for sinus problems. The prolonged immobility (and associated illness 

stress) of the first two participants could have provoked persistently elevated blood 

glucose, and corticosteroids are known to elevate blood glucose levels (Epocrates, 
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2013). It is also possible that these participants had T2DM prior to these events and had 

not previously been diagnosed because most were not routinely accessing health care 

prior to their hospitalizations.  

One participant reported several external causes for T2DM  including the stress 

of caring for her elderly mother, along with long work hours and sleep deprivation as the 

cause of her diabetes,  

They say stress plays a part in it. I took care of my mom most of my life. 
She had dementia. That and working. I’d get up at 3:00 and work from 
anywhere from1 to maybe 5 or 6 pm some days. Like I said, I didn’t sleep 
that much (pause) (I sleep) Maybe 5 or 6 (hours). Some nights I wake up 
every hour… Last night I slept pretty good, actually. Cause I was tired 
from the night before (Laughs). I had 12 hours at work (laughs).  

This participant had previously identified genetics/heredity and dietary excess as the 

causes of her T2DM. Stress has been identified previously as a causative explanation 

for T2DM (Hatcher & Whittemore, 2007; Hunt et al., 1998). 

The five participants who identified external causes of T2DM also identified other 

causes such as behavioral and internal causes. This blending of causation explanations 

is consistent with Kleinman’s theory which states that explanatory models of illness are 

influenced by multiple factors and are specific to the individual experiencing the illness 

(1980).  

Internal causes of T2DM identified by participants included heredity, 

aging/retirement, and pancreatic failure. Family history of T2DM was reported by all 

subjects in this study, “I don’t know. I mean, I’m not sure. It’s in the genes? Or it 

appears to be, some of it.… but (I) know it runs in my family”. Yet most participants did 

not identify this as a direct cause of their T2DM or in some cases that it was related to 

developing the disease. Some were astounded that they developed T2DM despite their 
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family history, “When they first told me I had sugar, diabetes I couldn’t believe it but I 

know my momma and daddy they had diabetes, but I wouldn’t have never thought I’d 

have had it”. This participant could not verbalize why she did not think she would have 

developed T2DM. Heredity and aging are documented risk factors associated with the 

development of T2DM. Pancreatic dysfunction is a documented result of developing 

T2DM (ADA, 2004; Cowie et al., 2006; Inzucchi et al., 2012;). The lack of recognition by 

most participants that family history of T2DM is a risk factor for developing the disease 

would appear to indicate a need for education based prevention programs in this area.  

Several participants reported that at the time of their diagnosis their health care 

provider (HCP) told them they had T2DM all their lives. One participant who was 

diagnosed ten years prior to this interview at the age of 58 stated, “I’m like what do you 

mean a diabetic? And I was told yes you are, and I’m like for how long have I been a 

diabetic. And I was told well basically all of your life. And I could not wrap my head 

around that”.  Another participant reported doubt about the information given to him at 

diagnosis,  

I went to the hospital and a doctor I had never seen before stopped at the 
door and had my name and asked me if I was diabetic and I said “no”. And 
he says “yes you are”. I said “how would you know, I’ve never seen you 
before?” He said “because of your age and your race”.  

The dismissive nature of the HCP’s comment may be an attempt to provide information 

about the hereditary nature of the disease, but did not fulfill the need for tangible 

information these patients were seeking. By disregarding the patients’ request for 

information the HCP created confusion about the validity of the diagnosis. These cases 

are examples of patient practitioner disconnect in explanatory model of causation 

(Cohen et al., 1994; Kleinman, 1980). 
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A few participants viewed developing T2DM as inevitable because of their family 

history, “No. I don’t know. I just knew it was going to happen. It’s genetic you know. My 

momma, my grand-daddy, I think my aunt was diabetic. It’s just a lot of people in my 

family with it”.  Heredity is one of the most significant risk factors for T2DM; most 

participants in this study did not identify family history or heredity as causative of their 

T2DM. 

Aging, a non-modifiable factor in causation was reported by several participants, 

“I guess it’s these golden years. (Laughing) I guess that had something to do with it. 

There’s so many wonderful things that happen to you during these years”. This last 

statement by this participant was facetious and seems to indicate some difficulty 

adapting to aging.  Some participants related aging to weight gain, “Because the older 

you get you have to do more stuff to burn calories all and everything. Because you can 

gain fat in your tissues then. You can get fatter quicker when you get older than when 

you’re younger”. Aging was not the sole factor implicated in development of T2DM by 

these participants; rather there were multiple factors that were impacted by the aging 

process. Usually decreased physical activity and reduced need for food were implicated 

concurrently by those reporting aging as a cause for T2DM. A few participants felt aging 

facilitated weight gain and fat accumulation.  

  Aging and retirement are difficult to separate when discussing illness causation 

related to aging because retirement is an inevitable part of the aging process if the 

person is employed, “I wasn’t exercising as much as I had because I was getting older.  

I quit, I wasn’t, I quit being as active as I had been, you know…. (I was) Fairly physical 

yes. I was extremely active at work. Now that I’m retired I am much less physically 
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active”. In certain circumstances we have the ability to choose when to retire, but for 

many there is a mandatory retirement age, so whether this is modifiable by the 

participant may be particular to the individual and the nature of their occupation. As 

previously noted, aging, especially being over the age of 45, has been identified as a 

risk factor for T2DM (Inzucchi et al., 2012; Cowie et al., 2006; ADA, 2004). The 

participants who identified aging and/or retirement as causative or contributory in 

development of T2DM also identified other factors that occurred as a result of the aging 

process or retirement; often physical activity was reduced, and nutritional requirements 

were decreased. There is overlap in causation explanations, often behavioral causes 

are blended with either external or internal causes.  

Only one participant reported pancreatic failure as the cause of T2DM, but later 

included behavior (diet) as causative, “I guess my pancreas just wore out… My 

husband always told me, cause I’d put 2 teaspoons of sugar in a cup of coffee, and I’d 

have 1or 2 cups of coffee every morning... you’re gonna be a diabetic. I’d come home at 

night and I’d have a snickers, which is full of chocolate and nuts, and a cup of coffee 

which is two more teaspoons of sugar before I’d go to bed. I did that for 4 years”. Her 

initial response suggested that her diabetes had an internal non-modifiable cause, but 

with further reflection a behavioral cause for her T2DM was evident, again showing a 

blended explanation of causation. 

Twelve participants identified behavioral causes for developing T2DM. 

Behavioral causes are those that would be considered modifiable by the participant and 

include such things as diet (type and/or quantity of food), weight gain, physical inactivity, 

tobacco use and alcohol consumption. The type and/or quantity of food consumed was 
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most frequently identified as causative or at least as having a promoting role in the 

development of T2DM, “and stuff I was eating before the sugar like mashed potatoes 

with butter, plenty of butter and stuff like that, it’s full of sugar. And that increased my 

(pause) risk of having diabetes”. This participant clearly understood that starches are 

carbohydrates and contribute to blood glucose levels. Interestingly, several participants 

identified “sweets” consumption as causative of T2DM and elevated blood glucose 

levels, differentiating sweets from carbohydrate consumption which would also include 

starches, “especially if you like sweets like I do. But uh, yeah you’re going to have to 

watch that”. This suggests that participants who do not recognize that starches and 

sugars have the same effect on glycemic control may not be appropriately modifying 

their diet and could have difficulty in self-managing their T2DM. 

Weight gain, which is typically a result of dietary excess, was also identified by 

participants as a significant cause or an influential factor in developing T2DM,  

…then when I gained weight. Weight has a lot to do with it. I went to 
another doctor and he said, “did you know you were a diabetic?” I said, 
“No I didn’t know that”. He said, “Well you’ve been one all the time but 
you’ve gained weight and it has come to the surface”.  

Weight gain has been shown to promote the development of T2DM while weight 

loss has been shown improve glycemic control and to be one of the most difficult 

lifestyle modifications to maintain (Auryan & Itamar, 2008; Bonham & Brock, 1985; 

Cowie, Harris, Silverman, Johnson, & Rust, 1993; Goodpaster, Kelley, Wing, Meier, & 

Thaete, 1999; Jakicic, Wing, & Winters-Hart, 2002). 

Physical inactivity was reported by many participants as contributory in 

development of T2DM, “I’m not too much on exercise. I worked as an accountant for 30 

years, behind closed doors at a desk. So not a whole lot of exercise”. Lack of physical 
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activity has been shown in numerous studies to have a deleterious effect on health in 

general, especially because a sedentary lifestyle facilitates weight gain which is one of 

the risk factors for developing T2DM (Jakicic, Wing, & Winters-Hart, 2002; Mayer-Davis, 

D’Antonio, Martin, Wandersman, Parra-Medina, & Schulz, 2001; Mayer-Davis, 

D’Antonio, Smith, Kirkner, Martin, Parra-Medina, et al., 2004; Pronk & Wing , 1994; 

Wing, Epstein, Norwalk, Koeske, & Hagg, 1985). As described earlier, some 

participants considered physical inactivity to be part of the aging process, “I wasn’t 

exercising as much as I had because I was getting older”. While none of the participants 

in this study had amputations which would have contributed to immobility, a few 

participants were not able to exercise because of physical limitations such as  back, 

joint or extremity pain, “Uh huh. ‘Cause see I can’t exercise like I want to, like I used to 

because my knees and legs are so bad”. Increasing physical activity is an instrumental 

aspect of T2DM self-management because it is associated with maintaining ideal body 

weight and decreased blood glucose levels (ADA, 2004; Look AHEAD Research Group, 

2007; Mayer-Davis, D’Antonio, Martin, Wandersman, Parra-Medina, & Schulz, R. 2001; 

Votey 2008; Wing, Epstein, Norwalk, Koeske, & Hagg, 1985).  Physical inactivity is 

considered a modifiable risk factor for T2DM; in those cases where physical inactivity is 

viewed as a process of aging or when patients have functional impairments that limit 

physical activity, specialized interventions to provide modifiable exercise programs may 

be warranted.  

Four male participants linked alcohol consumption with diet and other factors as 

causative. For example this participant, when asked about causation had stated that his 

diet was causative, but later included, “After I left high school I started smoking and 
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drinking. The gaining the weight and drinking liquor too (laughs). I used to drink real 

heavy, not, not when I was working”. This participant wanted me to understand that he 

was not consuming alcohol during work hours, indicating discomfort with the admission 

of alcohol usage. Consuming more than 20 grams of alcohol per day has been shown to 

be a risk factor for developing T2DM (Beulens, Stolk, Van der Schouw, Grobble, 

Hendricks & Bots, 2005; Carlsson, Hammar, Grill & Kaprio, 2003). Only one participant 

identified tobacco use as causing T2DM, “Uh. (pause) I’d been chewing tobacco and 

dipping snuff since I was about six years old. There was an old white guy used to come 

by and put it on the porch. He give it to me then. Now he’s selling it to me.  He got me 

(laughs)”. When asked directly if the participant thought using tobacco had caused his 

T2DM he stated, “I believe so”.  Smoking tobacco has been shown to be a risk-factor for 

developing T2DM (Wannamethee, Shaper & Perry, 2001), but no literature was found 

related to chewing tobacco and its relationship to T2DM. Several participants identified 

tobacco cessation as a self-management strategy they employed but only one 

participant identified tobacco use as causative. 

Summary 

 Participants in this study gave blended, context laden answers to questions 

about causation of their T2DM. Their answers often involved stories of experiences 

involving other people they have known who were diagnosed with T2DM as well as the 

circumstances surrounding their own diagnosis. This is consistent with Kleinman’s 

model and several studies (Cohen et al., 1994; George & Thomas, 2010; Hatcher & 

Whittemore, 2007; Hunt, Valenzuela & Pugh, 1998; Schoenberg, Amey & Coward 

1998). Three categories of cause for T2DM were identified; external, internal, and 

behavioral. External causes were events or conditions over which the participant had no 
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control and included serious medical events, adverse medication reactions, stress, 

sleep deprivation and long work hours. Internal causes were conditions or factors that 

were not modifiable by the participant, including heredity, aging, retirement, and in one 

case pancreatic failure. All participants identified a family history of T2DM whether or 

not they identified this as a direct cause of their T2DM. Behavioral causes, which are 

modifiable, included dietary excess and inappropriate food preparation and 

consumption, physical inactivity, tobacco use, alcohol consumption, and weight gain. In 

most cases, the explanations of causation given by the participants overlapped 

categories of causes and typically included causes from at least two categories 

previously identified. 

Patients who believe that T2DM “just happened” to them, meaning it was 

something over which they had or have no control, have been shown to have lower 

levels of commitment to self-management (Savoca, Miller & Quandt, 2004; Hunt et al., 

1998). Increasing patients’ understanding of the causes of T2DM, including the link 

between behavior and risk of developing T2DM, could increase commitment to self-

management. Most participants identified a multifactorial, highly contextual and 

personalized explanation of causation for T2DM which did not include the 

pathophysiology that figures prominently in HCP explanatory models.  This 

multifactorial, highly personalized explanation of causation is consistent with Kleinman’s 

Explanatory Model and with other studies of T2DM (George & Thomas, 2010; Hatcher & 

Hunt et al., 1998; Schoenberg, et al., 1998; Weller et al., 2012; Whittemore, 2007). The 

disconnect between patient and HCP explanatory models of causation for T2DM may 

impede the patient’s commitment to self-management strategies, especially in cases 
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where the patient views the information given to them at diagnosis as incorrect or 

unbelievable.  Further studies are needed to determine whether eliminating the 

disconnect between HCP and patient explanatory models could increase commitment to 

self-management strategies. 

Research Question 2 

Findings 

 The second research question is what is the impact of perceptions of causality 

for T2DM on self-management strategies? Participants’ explanations of causation were 

discussed in detail in Question 1. Although this seemed like a very good research 

question at the outset of the project, it became apparent during data analysis that there 

were not clear differences in self-management strategies based on perceptions of 

causation. Perception of causation and other factors, however, did impact commitment 

to self-care especially where participants questioned the accuracy of the diagnosis or 

causation explanation presented to them at initial diagnosis. Every participant in this 

study had multifactorial explanations of causation for their T2DM. Three categories of 

causation factors were discovered; external, internal and behavioral. Participant 

explanations of causation typically included causative factors from at least two, and 

sometimes all three, of the categories of causation. The management strategies 

reported by participants are discussed below.  

 Management strategies. 

In all cases participants were utilizing a combination of self-management 

strategies rather than single strategies. A variety of management strategies including 

diet modification, medication, increasing physical activity, weight loss, alcohol and 

tobacco cessation, following HCP recommendations, testing, faith and prayer, and in a 
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very few cases alternative therapies were reported by the participants. Additionally 

participants compared themselves to other persons with T2DM as a justification or 

barometer for their own ability to self-manage. For example, if the participant had a 

friend whose blood glucose levels were higher than his/hers, the participant then 

inferred that he/she was successfully self-managing his/her T2DM. Festinger’s Social 

Comparison Theory (1954) postulates that people learn and gauge their competence 

through a comparative process with persons known to them or observed by them.  

The most commonly identified management strategy by participants in this study 

was diet change. Diet change or modification meant different things to different 

participants. Reported dietary changes identified by participants included: change in 

food preparation, portion control and changes in the types of food consumed. One 

individual described how she and her husband had changed their food preparation 

methods to conform to dietary recommendations: 

I’ve been a little bit more aware of what I’ve been eating. And uh, we don’t 
do much fried stuff at all. We’ve got to where we cook on the grill a lot, and 
uh boil stuff, broil, bake. Uh, we’re pretty well staying out of the fried stuff.  

Two participants identified portion control as a management strategy because they had 

previously eaten large portions of foods typically restricted in T2DM patients,  

Portion control (laughs). Eating, you know. I still love bread (pause) and 
some sweets. But I’ve found after not eating some of this stuff a little bit 
will go a long way. 

Diet change, with respect to the type of food consumed represented the greatest 

area of difficulty for most participants, “I used to eat a lot of pork meat. We used to go 

buy a hog and kill it and make chiccarones and carnitas and now I don’t do that”. A 

majority of participants further expressed difficulty with diet recommendations 

specifically because of problems altering their sweets consumption, “I love chocolate, 
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but I eat just a little chocolate. I eat just a little chocolate”. Participants sometimes gave 

conflicting information about their sweets consumption, “Not being able to eat all my 

chocolates that I want. (Pause)…I give up all my desserts.  And just stay away from 

sugar (pause) and chocolates, but I don’t (laughs). I have to have my York mints, two 

small York mints every night. Occasional nutritional lapses were noted by several 

participants, “And you can have a little bit of sweets, you know, just in moderation, but 

most of the time I do pretty good on that” While a few participants reported mostly 

avoiding sweets, the majority of participants reported that they had not moderated 

consumption of sweets and other simple carbohydrates. Continuing to consume simple 

carbohydrates can cause elevations in blood glucose if this consumption is not being 

considered when planning management. If consumption of simple carbohydrates is the 

norm for the patient, and if the HCP knew this was the case, adjustment of medication 

could prevent elevations in blood sugar levels. Occasional departures from 

recommended dietary modifications may serve as a reward and give participants 

motivation to maintain dietary change most of the time. Whether the participants strictly 

adhered to recommended dietary strategies, or modified their diet to include items that 

may conflict with conventional management guidelines, most perceived that they were 

managing their diet appropriately. However, it appeared that many participants lacked a 

clear understanding of the differences in how simple and complex carbohydrates were 

metabolized and the effect of these carbohydrates on their blood glucose. 

The participants in this study identified use of medications as a self-management 

strategy they employed. Some participants spoke of their medication use in generalities 

while some spoke specifically about which medications they were using, “I used to take 
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pills and now I’m on two shots. Two different kinds. I’m on insulin and I’m on Victoza”. 

Many of the participants in this study were prescribed Victoza, a relatively new 

medication for the treatment of T2DM, and most believed that this medication was 

helping them to better control the disease especially because they felt that it helped to 

reduce weight. Many participants were using medication for management of more than 

one disease process, reporting particularly pharmacologic interventions for hypertension 

and hyperlipidemia.  

And now I take all this here medication (points to the bag she has sitting 
on the floor by her chair). And so like I said, I took (pause) I take, let me 
see, yeah I take four medications for high pressure. 

Every participant was being prescribed pharmacologic therapy to manage their disease 

and were generally satisfied with their regimens. There were no participants in this 

study who were controlling their T2DM with only lifestyle modifications. 

Increasing physical activity was also identified as a common management 

strategy by numerous participants. Most participants increased physical activity by 

walking increasing distances on a daily basis,  

I feel like walking or exercising now, and all that… Let me see, it’s over a 
mile I walk every day, sometimes in the evening. You know, when I feel 
like it I walk two times a day, sometimes I walk more than 2 times. 

Others increase their physical activity by exercising in a gym, “Uh, they actually 

put in a gym at work. I was going everyday but I got lazy. Now I go in there maybe 2 or 

3 times a week.” Other participants reported not feeling the need to formally exercise 

because of a physically active occupation, “I’m pretty physical in my work, so increasing 

my exercise like they talked about; I don’t think that’s going to help much”. Some 

participants are unable to exercise because of physical limitations, “Uh huh. ‘Cause see 

I can’t exercise like I want to, like I used to because my knees and legs are so bad”. 
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Other participants reported that their physical activity efforts had waned because of 

uncertainty about the proper course of action, “you’re unsure if you need to participate 

in certain activities and things, you know. Especially if you take the medication. 

Sometimes I’m not as active as I should be”. Whether or not participants formally 

exercise, or are unable to exercise because of health problems, all acknowledged the 

importance of increasing physical activity when managing T2DM. Increasing physical 

activity and controlling diet are well established self-management strategies and have 

also been shown in previous studies to present difficulty for patients either in 

implementing the intervention or maintain the change once implemented (Dutton, 

Johnson, Whitehead, Bodenlos & Brantley, 2005; Garcia, Rocha, Lopez, Baer, Dressler 

& Weller, 2007; Gazmarian, Ziemer & Barnes, 2009; Savoca, Miller & Quandt, 2003). 

Most of the participants in this study reported increasing their physical activity; some 

were more committed to increasing physical activity than others. Those two participants 

with physical limitations were the only participants who did not report actively engaging 

in some type of physical activity.   

Weight loss was reported by some participants as an important management 

strategy. This may have been achieved through increasing physical activity and/or diet 

change, “No, I don’t think mine’s bad, at least I hope it’s not ‘cause I’ve lost some weight 

and I’m, I eat right and I exercise and I’m feeling fine”. Weight loss may also be the 

result of a specific medication that a significant number of participants in this study have 

been prescribed to control their diabetes, “So far I’ve been managing it pretty good with 

medication and I hope with the weight I’m losing now I can get off the medication… I’ve 

lost 87 pounds since I’ve, since I’ve been on Victoza. I’ve been on that for one year and 
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I’ve lost that much weight”. All participants recognized the need to control their weight in 

order to effectively manage their diabetes. Many participants identified weight reduction 

as an intervention that would help them to be medication free. The five participants who 

were prescribed Victoza reported the greatest amount of weight loss, which they 

attributed directly to that medication. Only one participant felt that she had achieved 

adequate weight loss and did not desire any further reduction. Weight loss, or 

maintaining ideal body weight is a widely recognized and difficult self-management 

strategy for T2DM patients (ADA, 2012, Mayer-Davis, D’Antonio, Martin, Wandersman, 

Parra-Medina, & Schulz, 2001; Nelson, Reiber, & Boyko, 2002; Pronk & Wing, 1994; 

Votey et al., 2008; Whittemore, Bak, Melkus, & Grey, 2003; Wing, Hamman, Bray, 

Delahanty, Edelstein, Hill et al., 2004). 

Some male participants identified that they had previously consumed alcohol and 

now abstained as a management strategy, “And Dr. (name) said I guess you could drink 

a drink or two now, if you drink in moderation that will help to keep the arteries cleaned 

out. I said no I can’t do that doctor. If I drink, by god, I’m going to drink until I get me a 

belly full of it. He said no you better not fool with it then”. Only one participant had 

identified smoking or tobacco use as a factor in developing T2DM but several 

participants identified that they had stopped using tobacco, one just several days prior 

to being interviewed. Altering intake, whether it is food in general, simple sugars, 

alcohol or tobacco, is perceived by the participants as a vital but difficult self-

management strategy which is consistent with findings in other studies (Ferzacca, 2004; 

Gazmararian, Ziemer, & Barnes, 2009; Sullivan & Joseph, 1988).  
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Following HCP recommendations was a strategy used by the majority of 

participants to control diabetes, “I don’t feel like it’s a (pause) crippling disease, you 

know, ‘cause it’s really not. If you just, I think if you’ll just do what your doctors tell you to 

do, or half way do what they tell you to do”. Following the recommendations of the HCP 

did not signify that the participants had relinquished responsibility for management of 

their diabetes; rather they appeared to recognize the expertise of the HCP and trusted 

that advice, “all I do is just to try and do the right thing…. Take the medicine like they tell 

you and go ahead”. Most of the participants in this study were confident in the care they 

were receiving from their HCP. 

Testing the effects that different foods and activities had on the blood sugar level 

was identified by relatively few participants to verify whether their self-management 

strategies were beneficial: 

Like I said I test myself to see what’s what. I eat the wrong kind of food, 
and take it (blood sugar), then I know, you know, and don’t exercise you 
know. That’s why I know what happens if I quit….. And do the proper 
challenge. With the diabetes. 

Monitoring the effect of intake on blood sugar is a recommended self-management 

strategy and reinforces the results of diet and exercise on blood sugar level (ADA, 2012; 

UKPDS, 1998; Votey et al., 2008). Only 4 participants actually identified testing blood 

sugar as one of their self-management strategies. This may have simply been an 

omission in the statements of those who did not report this self-management strategy, 

but it may also be related to the low income level of people living in this geographic area 

and the clinic population, since test strips used in the blood glucometers typically cost at 

least $1.00 each (www.drugstore.com, 2013). 

http://www.drugstore.com/
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 Faith and prayer were cited by a few participants as a beneficial 

management strategy, “‘Cause even though I’m on the pills and the shot, but I’m 

already claiming that I’m healing about it by the grace of the lord”. Some participants felt 

that faith and prayer could cure diabetes, 

Mom was actually in her 50’s like me. Now she did try to do something. 
She was actually prayed for, and it went away…. So she was really cured 
and didn’t have to take medication or anything.  

A positive relationship between engagement in other self-care activities of T2DM and 

faith/prayer/spirituality has been found in previous studies, especially in Hispanic and 

African-American populations (Garrow & Egede, 2006; Hatcher & Whittemore, 2007; 

McKenzie & Skelly, 2010; Pagan & Tanguma, 2007; Watkins, Quinn, Ruggiero, Quinn & 

Choi, 2013). The sample population for this study contained only one Hispanic subject, 

but more than 50% Black. The Hispanic subject did not report faith and prayer as a self-

management strategy but many black subjects, especially females reported reliance on 

faith and prayer as a management strategy for their T2DM. Additionally the quote above 

is from a white female subject who reported her mother had been cured of T2DM by 

prayer and she believed prayer could cure her as well. Although only identified by a few 

participants in this study spirituality has been shown to be an important aspect of T2DM 

self-management.  

Only a few Participants reported the use of alternative therapies or home 

remedies to manage their diabetes. The most commonly used alternative therapy was 

cinnamon, “I’ll tell you something that I found. I have found that if I take a half a 

teaspoon, I don’t know a half of a little spoon, I don’t know whether that’s a teaspoon or 

tablespoon or what, of cinnamon in the morning. That is one of the best things I can do”. 

This gentleman reported that the cinnamon would decrease his blood sugar one or two 
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days after ingesting the cinnamon. Only one participant reported taking multiple 

alternative therapies,  

I take about a teaspoon of vinegar for my high blood pressure every 
morning. I take about two good swallows of aloe juice every morning for 
my stomach. Oh, I take garlic too. Garlic for my high blood pressure and 
for a lot more stuff. I also drink blueberry juice, diet blueberry juice, 
cranberry juice, cherry juice,  pomegranate and all kinds of juice, for 
the antioxidants. Ginger ale, ‘cause that ginger  helps my stomach, helps 
me digest my food at night. Um hum.  

This participant had numerous health complaints for which she was taking alternative 

therapies, although high intake of sweetened or natural juices can contribute to high 

blood glucose. The majority of participants denied the use of any home remedy or 

alternative therapy to manage their diabetes. Previous studies have found the use of 

alternative therapies or home remedies to be more common in some ethnic or racial 

populations, but that was not the case with this study population (Baker, Gutierrez-

Williams, White, Kluger & Coleman, 2008; Blevins, Leyva, Brown, Wright, Schofield & 

Ashton, 2007; White & Johnston, 2007).   

 Perceptions affecting commitment to self-management. 

Management of T2DM requires that those who effectively self-manage their 

disease come to terms with their diagnosis and accept responsibility for self-

management. The shift to effective self-management occurred at different times, and 

was dependent on the participant’s particular acceptance of the diagnosis. The 

participant’s acceptance of the diagnosis did not appear to be based on their 

explanation of causation; rather there were other factors that influenced when the 

participant would commit to self-management. The factors influencing commitment to 

self-management included initial reactions to their diagnosis, development of symptoms, 

a mental shift which caused the participant to take personal responsibility, perceptions 
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that a change was necessary to improve health and prevent unacceptable outcomes, 

how the participant compared his/her own control to that of other people they knew with 

T2DM, the belief that T2DM was curable or not, and whether the participant found the 

HCP’s explanation of causation credible. All of these perceptions are discussed below. 

Some participants accepted their diagnosis and immediately began self-

management initially with diet and exercise but progressed to medication management 

within a couple of years,  

Like they had told me a good while that I had it but it must have was under 
control. They didn’t put me on no pills or nothing right then, but a little later 
on I guess it got a little worser.  

This participant denied making any diet and exercise changes or engaging in any other 

interventions prior to being prescribed medication, but experienced no delay in 

beginning prescribed self-management strategies once instructed. Immediately after 

diagnosis, many participants began to manage their disease by utilizing medication and 

other self-management strategies that were introduced by their HCP, “but thank god I’ve 

got help to control my diabetes and stuff.  That and my blood pressure by exercising, 

keeping everything under control and you know and my medication”.  

Some participants experienced a delay in shifting into self-management, and in 

some cases the delay spanned several months to years. One participant described 

being in denial about having T2DM when he was initially diagnosed and refused to take 

medication or make lifestyle changes for several years,  

I denied it. I said I aint got no diabetes. It kept a showing up, and 
according to a doctor in Tallahassee he said “you’re a diabetic” and he put 
me on that medication where I stick myself two (times per day), take my 
sugar and whatever it was I’d dial it up (insulin pen) and stick myself that, 
you know, with that medication.  
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This man accepted the diagnosis, came to terms with having diabetes, and began to 

self-manage several years after initial diagnosis. In the course of our conversation this 

participant stated that in addition to taking his medication as prescribed, which was a 

tremendous forward progression in his self-management, he had also made diet 

changes, stopped drinking and smoking, and lost weight. When asked about what had 

caused this shift to self-management he described several complications he had 

experienced because he had ignored T2DM,  

uh swollen legs and things, shortness of breath, it shortens your breath 
too…I’ve been having poor eyesight and they say that causes some of it. 
And my sex drive is not what it used to be because of it. Uh, I’ve been 
offered different things for my sex drive but I’ve got a bad heart, so I let 
that alone.  

Unfortunately this gentleman had to experience severe complications of T2DM before 

he could accept the diagnosis and begin self-managing the disease.   

Some participants described a shift into self-management specifically involving a 

change in mental outlook or attitude about the disease process or diagnosis which was 

identified by them as a necessary precursor to engaging in satisfactory self-

management, 

And it looks like I’m doing better. And now it’s done got in my head… I 
think that helps you more in being a diabetic. If you are a diabetic, your 
mind. If you don’t get that set in your mind you aint going to get there. It’s 
got to be in there (pointing to his head).  

Prior to “getting it into your head” those who identified this phenomenon had not fully 

committed to self-management. The concept of “getting it into your head” appeared to 

be crucial to some participants in shifting them into acceptance of the diagnosis and 

subsequently self-management. This occurred in different ways, and in some cases 

participants could not articulate what created this change in outlook. Getting it into your 
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head may be a consequence of reaching a turning point but this was not articulated by 

the individuals who identified “getting it into your head”. Determining which patients 

have not been able to “get it into your head” would help to determine those who need 

further intervention to increase commitment to self-management. Discovering what 

helps patients “get it into your head” is a potential area for further investigation. 

 Some participants reported that they reached turning point in the course of their 

disease as a result of the HCP describing in very strong terms the impact their lack of 

self-management was having on their bodies. Others could not actually describe how 

they had arrived at this point. Participants who had dealt with denial of the diagnosis, 

refusing to fully commit to self-management, likewise reached a turning point,  

Because I’m in an eight to nine A1c category, and that’s not good. It needs 
to be below a 7, or below a 6 and I’ve got a lot of work to do. Exercise and 
get on a regimen for my meds that will help reduce that.  

Some participants reported that their turning point was related to fear of the 

consequences of non-management,  

It is a turning point. What they told me about my lack of control really got 
my attention. My blood sugar here this morning is 357. I feel lousy, 
(pause) and (nurse practitioner) and (nurse) really read me the riot act 
today. So this visit today has gotten my attention and I am going to take 
action and get this thing into compliance”.   

Upon reaching the turning point in their disease process these participants shifted from 

resistance of their diagnosis to a different, presumably better, level of self-management 

of their disease. Some of these participants had only recently experienced their turning 

point, in two cases this had occurred on the day of the interview. It remains to be seen 

whether these patients truly internalize this need for improved self-management and 

continue to act on this new perception. 
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While discussing their experiences living with T2DM, some participants 

compared their diabetes with that of other people known to them: 

Well, I don’t think it’s that bad. It could be a lot worse, from talking to other 
people about it. There’s a lot of people who claim their sugar runs a lot 
higher than mine. (Long pause) Some people talk about their sugars being 
up in the two hundreds or three hundreds. Mine has not been that high. 

Another participant reported, “Because a lot of people gets theirs up to 4 or 5 hundred, 

mine never gets that high”. Social Comparison Theory states that humans are driven to 

evaluate their abilities and these evaluations influence future behavior (Festinger, 

1954). By comparing the results of their self-management to that of other known 

diabetics, whether family or friends, these participants believe they are able to gauge 

their ability to manage their diabetes. Of course, appraisal of one’s ability can be 

inaccurate or erroneous, but comparing one’s diabetes self-management to that of 

others gives participants a barometer with which to measure of their own competence.  

Most of the participants who used comparison to evaluate their self-management were 

able to accurately gauge their ability to self-manage T2DM based on their self-report of 

control level. 

As discussed in the findings of Question 1, all participants reported a family 

history of T2DM and a majority of participants reported that the family members had 

poor outcomes with their disease management, “My mother had her leg tooken off. One 

of ‘em, I forget which one it was”. Certainly negative experiences of loved ones can 

have a powerful influence on a person’s perception of, reaction to and management of 

T2DM, “My momma took all that stuff (multiple medications) and she got worse. Some 

people you can prod ‘em. They’ll sit right there and take their medicine but still won’t 

move”. This participant had learned from watching the course of T2DM in family 
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members that it was important to be physically active as part of diabetes management. 

While some participants reported that developing T2DM was beyond their control due to 

its hereditary nature, the experiences of close contacts or family members who failed to 

self-manage diabetes has been shown to inform peoples’ perceptions of T2DM and 

increase commitment to self-management in persons exposed to these experiences 

(Savoca, Miller & Quandt, 2003). In one case, the participant reported that having cared 

for parents with T2DM prepared her to self-manage her own disease after diagnosis, 

“But by experimenting, by them having it you know I learned how to, you know I learned 

how to give the shots and stuff and give ‘em they pills and stuff”. This participant’s 

experience with her family members provided her with a knowledge base about 

managing T2DM long before she herself was diagnosed with the disease.  

When asked whether participants believed T2DM could be cured or if it was a 

temporary disease process, the majority of participants felt that it was possible to cure 

or reverse the disease process,  

I heard a guy talk and it happened to him. He said he was diabetic all and 
everything, he started doing proper exercising; he says he is diabetes 
free. So, I, there, I know there are people who, you know, it can happen.  

Some participants, however, felt that once diagnosed with T2DM the disease would be 

with them until they died, “Well, it think it will last until I leave this world. It’s something I 

think I’ll always have ‘cause there’s no cure for diabetes”. One participant knew that her 

brother was able to control his T2DM without medication but was uncertain whether this 

would apply to her because it had not been discussed by her HCP,  

Because like I said, my brother when he got really heavy he ended up on 
medication, but then when he lost the weight he didn’t have to take the 
medication anymore, so I don’t know if that’s going to happen with me or 
not. I don’t understand how it works when you are older. If that’s 
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something that will happen. So I don’t know. I really don’t know what the 
prognosis is for me with that. I don’t know.  

There is likely some disparity between the way health care providers would 

define cure and the way these participants define cure. While HCPs define cure as 

being free of a disease or malady, most participants in this study seem to define cure as 

being able to control their diabetes without taking medication, “Well, I do not know. And 

I hope if I keep losing this weight I can get it where I won’t have to take medication. But I 

don’t know how long that’s going to be”. Many participants identified the most important 

thing they hoped to get from diabetes treatment as being free from taking medication. 

Research has shown a fatalistic outlook about the eventual outcomes exists in certain 

populations when dealing with T2DM (Egede & Bonadonna, 2003). If participants 

believe that T2DM is incurable and that complications of the disease are inevitable, they 

may be less likely to engage in adequate self-management and resign themselves to 

what they perceive as their fate. None of the participants in this study identified a 

fatalistic outlook despite some perceiving the disease to be incurable. 

 Several participants identified explanations of causation provided by their HCP at 

the time of diagnosis which were found to be implausible by the participant. These 

participants reported prolonged resistance to the diagnosis because of these 

explanations and had long delays in commitment to self-managing their disease. One 

participant reported being told he had diabetes because of age and race,  

I went to the hospital and a doctor I had never seen before stopped at the 
door and had my name and asked me if I was diabetic and I said no. And 
he says yes you are. I said how would you know, I’ve never seen you 
before? He said because of your age and your race.  
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Another participant reported that at the time of diagnosis the HCP told her she had 

T2DM all her life. This participant who was diagnosed several years prior to this 

interview at the age of 60 stated,  

I’m like what do you mean a diabetic? And I was told yes you are, and I’m 
like for how long have I been a diabetic. And I was told well basically all of 
your life. And I could not wrap my head around that.  

These statements by the HCPs are likely abbreviated attempts to state the hereditary 

nature of T2DM and disclose their own explanatory model of causation, but did not fulfill 

the need for tangible information the patient was seeking. By disregarding the patients’ 

request for information the HCP created distrust and doubt in the validity of the 

diagnosis and resulted in a delay in the patient accepting the diagnosis and shifting into 

self-management. The participant who was told she had T2DM all her life experienced 

eight years of resistance to her diagnosis and treatment, during which time her T2DM 

was uncontrolled and she was exposed to potential damage from hyperglycemia. This 

participant had accepted the diagnosis and became committed to self-management of 

T2DM only immediately prior to being interviewed.   

Summary 

No clear differences in management strategies emerged that were based on 

explanation of causation for T2DM were identified. Each participant had multifactorial 

explanations of causation which were unique to their personal experiences. The 

majority of participants used multiple strategies to manage their diabetes. Engagement 

in self-management strategies was influenced by their emotional response to the 

diagnosis, “getting it into your head”, reaching a turning point because of explicit HCP 

interaction, perceived validity of the diagnosis, and experiences of others. Before they 

could engage in adequate self-management strategies, participants indicated that they 
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had to accept their diagnoses. Several stated that they had to get it into their head (or 

mind) in order to begin to focus on self-management. Many believed T2DM could be 

cured, came to accept being diagnosed with T2DM, and moved into some improved 

level of self-management. Some participants experienced a long delay between 

diagnosis, acceptance, and the shift to self-management and this is discussed in depth 

below.  

Self-management strategies reported by the participants included diet 

modification, medication, increasing physical activity, weight loss, alcohol and tobacco 

cessation, following HCP recommendations, testing, faith and prayer, and alternative 

therapies With the exception of faith/prayer and alternative therapies, most of the 

management strategies employed by the participants are consistent with and supported 

by the literature on diabetes management (ADA, 2004; Inzucchi et al., 2012; Votey, 

2008;) . Faith has been documented in the literature as influential in certain populations, 

especially African Americans and Hispanics (Garrow & Egede, 2006; Hatcher & 

Whittemore, 2007; Pagan & Tanguma, 2007). The use of alternative therapies, reported 

by only a few participants, have been minimally studied and of those studied only 

cinnamon was found to be effective in helping to prevent hyperglycemia (Baker, 

Gutierrez-Williams, White, Kluger & Coleman, 2008; Blevins, Leyva, Brown, Wright, 

Schofield & Ashton, 2007; White & Johnston, 2007).  The minimal use of alternative 

therapies in this study population appears to indicate the majority of participants are 

relying on HCP direction for management of disease more than community input, which 

differs from the findings of a previous study (Reid, 1992). Experiential information from 

family members or close contacts, however, appears to influence commitment to self-
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management strategies. Results from previous studies support this finding (George & 

Thomas, 2010; Rise, Pellerud, Rygg & Steinsbekk, 2013; Savoca et al., 2003). 

Exploring experiential influences provides an opportunity for HCPs to understand the 

perceptions of their patients and to address and correct misconceptions in order to 

improve self-management.   

Denial of the diagnosis led to delays in shifting into self-management of T2DM for 

unpredictable lengths of time, usually at least one year, sometimes much longer. 

Causes for denial could not always be determined, but was sometimes a result of the 

manner in which they were informed of the diagnosis. A turning point was described by 

several people, after which they moved into acceptance and shifted into another level of 

self-management of T2DM. This shift to improved self-management is necessary if the 

disease is to be adequately managed and complications prevented although not all 

diagnosed with T2DM will shift to self-management (Egede, & Bonadonna, 2003; 

Garcia, Rocha, Lopez, Baer, Dressler & Weller, 2007; Norris, Lau, Smith, Schmid, & 

Engelgau, 2002; Weiler & Crist, 2009;).  

Delays in implementing self-management of T2DM can produce prolonged 

hyperglycemia which predisposes the participant/patient to complications (UKPDS, 

1998). Identifying patients who are experiencing resistance to their diagnosis presents 

an opportunity to intervene and move the patient toward self-management. Determining 

which patients are experiencing resistance to being diagnosed with T2DM has potential 

for further investigation as does the manner in which diagnosis and causation are 

communicated to patients by their HCP.  
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Perceptions of causation as well as the anticipated course of T2DM have been 

shown to be influential on patients’ intention and commitment to self-management 

(Cabassa, Hansen, Palinkas, & Ell, 2008; Cohen, Tripp-Reimer, Smith, Sorofman, & 

Lively, 1994; Hunt, Valenzuela, & Pugh, 1998; Lawton, Peel, Parry, & Douglas, 2008). 

Perceptions of causation were not found to influence which self-management strategies 

were used for the participants in this study, nor were there any participants in this study 

who identified a fatalistic anticipated outcome for their disease which conflicts with the 

findings of a previous study (Egede, & Bonadonna, 2003).  

Research Question 3 

Findings 

Research question three is what are the obstacles to self-management? Facilitators of 

self-management of T2DM were also identified. Obstacles to self-management reported 

by the participants in this study were related to diet change, several aspects of 

medication management, having multiple disease processes, living alone, limited 

transportation, sexual dysfunction, and HCP interactions. Facilitators to self-

management reported by the participants included taking responsibility for self-

management, prayer and faith in God, education about diabetes management, worry 

and family/social support. Obstacles to self-management are discussed in detail first, 

followed by facilitators. 

 Obstacles 

Obstacles to self-management identified by participants in this study are 

numerous. The most often reported barrier to self-management was dissatisfaction or 

difficulty with diet recommendations. As previously noted, diet modification is one of the 

primary steps in controlling T2DM, especially because diet change can reduce obesity 
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which is a key risk factor in development of T2DM (Inzucchi, Bergenstal,  Buse, 

Diamant, Ferrannini, Nauck, et al., 2012). For a few participants, there was general 

difficulty adhering to the diet recommendations,  

And I went and; it’s hard to eat what they tell you. I’ve done the best I can. 
But it’s not, not what they tell you. Especially because we are used to a 
different kind of food.  

The participant quoted above is Hispanic and identified having to give up many 

culturally engrained foods as part of his T2DM self-management including pork, beans 

and tortillas. Participants’ dissatisfaction or difficulty with diet recommendations were 

chiefly related to simple carbohydrate deprivation,  

Uh oh, you’re going to have to give up sweets. I’m a pretty good sweet 
eater. And you’re going to have to watch, you know, your diet, uh and 
things with sugar in them.  

Some participants continued to consume simple carbohydrates in a routine manner 

despite knowledge of diet restrictions to control hyperglycemia,  

Oh I am, only because it’s a treat, but I’m doing it for my heart is the, um, 
the dark chocolate. I’m allowing myself; I get the Hershey’s dark chocolate 
bar, the big one a piece about that size (indicates size with her hands 
about 2 inches by 2 inches) and I’ll eat about that much of a dark 
chocolate bar every night as a treat. It’s just my treat to myself, um, and it 
doesn’t seem to, it doesn’t really appear to affect my blood sugar that 
much.  

Other participants continued to consume simple carbohydrates in a more sporadic 

fashion, “Not being able to eat my sweets. (Laughs)  Dessert. But we all cheat once in a 

while”. The participant quoted above who consumes dark chocolate routinely also 

identified herself as an Ice Cream addict and could not stop consuming Ice Cream,  

I was an ice cream-holic. Yeah, I ate ice cream, and that probably started 
(laughing) that I will blame, when I was a kid they were trying to get me to 
gain weight and I couldn’t gain weight so the doctor said “she needs to, 
drink a milk-shake every day”.  So, this is when I was in high-school, I got 
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to buy a milk shake every day in the cafeteria and ever since then I have 
always loved ice cream.   

This participant continued to consume chocolate on a routine basis as well as indulging 

her self-described ice cream addiction. Diet change has been shown to be one of the 

most difficult lifestyle changes people with T2DM will need to make in order to 

adequately control their blood glucose levels (Mayer-Davis, D’Antonio, Smith, Kirkner, 

Martin, Parra-Medina, et al., 2004; Nelson, Reiber, & Boyko, 2002; Votey, 2008; Wing, 

Epstein, Norwalk, Koeske, & Hagg, 1985). Finding dietary alternatives the participants 

will be satisfied with, and that meet cultural expectations of patients, is a difficult and 

daunting task for HCPs, especially when cultural differences exist between HCPs and 

patients. Knowing, however, that patients are indulging in high carbohydrate intake 

would allow HCP’s to adequately treat this intake to prevent resulting hyperglycemia 

and potential complications.  

Uncertainty about proper management strategies was reported by two 

participants as an obstacle to self-management. Both of these participants were 

uncertain specifically regarding appropriate diet modification, “I don’t quite understand 

why sometimes I can eat (pause) white stuff, doesn’t bother me, sometimes I can eat it 

and it (blood sugar) shoots straight up. So that’s the kind of thing that I don’t really 

understand”. This participant experienced unpredictable results when consuming 

carbohydrates. Although some confusion as to the appropriate course of action in 

managing chronic illnesses is probably common, it remains an issue that needs to be 

addressed by HCPs in order to facilitate the best outcomes for the participants. Dietary 

education typically occurs at the time of diagnosis, and rarely thereafter since third party 

payers are reluctant to reimburse HCPs for these efforts (BCBS of Florida, 2014). 
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Reinforcement of dietary information periodically throughout life after diagnosis could 

alleviate uncertainty about proper diet modification and likely produce better patient 

outcomes. 

Medications presented several different obstacles to self-management for these 

participants. Some participants were simply reluctant to take medications, particularly if 

the medications they were prescribed required self-injection,  

And they went to givin’ me insulin; they started first in the pills. You know 
the pills in it and after the years that there he uh doctor say you had to 
move up to a needle. I took that pretty hard I didn’t like that there needle, 
but you had to give yourself a shot.  

Difficulty with self-injection was identified by those participants using insulin to 

manage their T2DM, but not by those who were prescribed Victoza. Insulin self-injection 

has been identified as a barrier in previous studies and insulin itself has a negative 

connotation in some populations (Cabassa et al., 2008; George & Thomas, 2010; 

Watkins et al., 2013; Minze, Dalal & Irons, 2011).  Overcoming the stigma associated 

with self-injection of insulin will likely require skillful patient education on the part of 

HCPs.   

Some participants felt that managing multiple medications was an obstacle in 

and of itself,  

You might get tired of taking all those pills and stuff, you know. It’s a lot of 
stuff you’ll be putting into your body, you know… It’s like me I take 
probably about, I take two pills in the morning, and 2, 4, 5, I take six (pills) 
within every 24 hours. You know. I know some people that take 8 or 10.  

For some participants the potential for adverse drug effects associated with multiple 

medications was viewed as an obstacle,  

Now I tell you I’ve seen my mother-in-law die, my father-in law die, and I 
seen my momma die. My daddy dies, and there’s lots more and I walk in 
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there. Now, this is a fact; they had a whole bag full of medicine. I know all 
that medicine can’t be doing them good.  

This gentleman was currently well controlled, by his report, on only two medications. His 

prejudice against multiple medications because of the experience of his close family 

members may have a negative impact on his health in the future. Managing even a 

simple medication regimen was identified as an obstacle to management because of 

interference with routine activities, “But (pause) making sure that I take them 

(medications) on time. Remembering to take them. Especially if I’m not, if I am at church 

or visiting someone”. Being away from home at medication administration time presents 

specific considerations and planning to adequately manage the disease. 

Several participants, especially those who were prescribed Victoza, reported that 

one of the biggest obstacles to management was the cost of their medications,  

and getting the medicine. It’s expensive, the medicine, even with 
insurance. Doctor (name) talked to the company and I get help with the 
Victoza and the insulin, but the Victoza is still high even with all that. If it 
wasn’t so expensive it would be better”.  

Many of the aspects of managing medication regimen present obstacles for these 

participants with regard to self-management even when their medication regimen is 

simplified and patient assistance from the pharmaceutical companies is secured.  

Two participants stated that they were unhappy with their current management 

regimen and viewed it as an obstacle. When asked if this participant felt she was 

receiving the appropriate treatment for T2DM this participant replied, “No I don’t. I really 

don’t, because there’s certain things I can see; you know other people be telling what 

their doctors do and they’re all right”.  This participant felt that the HCP she was 

currently seeing for T2DM was trying her best to control T2DM but she was aware other 

treatment options were available. She felt she was not being treated as others were in 
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other practices because she had Medicare rather than another form of insurance. In 

only one case did the participant view the HCP providing care for T2DM as an obstacle, 

“Because of, uh I wouldn’t be wanting a different doctor if I wasn’t…I want them to refer 

me to the endocrinologists at (regional academic hospital), uh, because (pause) I’m 

getting worse and I know this is serious”.  This participant had previously identified the 

only way he could control his hyperglycemia was through fasting, but also identified that 

he had not truly modified his diet in any other way. It should be noted that the majority of 

the participants in this study were very satisfied with their current management 

strategies and with their HCP. 

Frustration that management strategies were not providing the desired level of 

blood glucose control was reported by three participants,  

And another thing, when I get to taking all this medication that they’re 
giving me for it and it (blood sugar) still gets high; I guess that’s the 
hardest thing. Uh huh. I get frustrated when I’m doing what they tell me 
and my sugar is still high.  

Frustration is likely a common reaction when dealing with a chronic illness, especially 

when the management strategies used to not meet expectations of the patient. 

Verification and reinforcement of appropriate self-management strategies periodically 

throughout the course to treatment could help patients stay on track and prevent 

frustration over inadequate blood glucose control. 

 Many participants identified having multiple disease processes they were 

managing in addition to T2DM as a barrier to self-management. Hypertension and 

hyperlipidemia and arthritis were most frequently identified as coexisting with T2DM by 

these participants. Hypertension and hyperlipidemia are strongly associated with the 

development of T2DM (; Alexander, Landsman, Teutsch, & Haffner, 2003; Barzilay, 
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Spiekerman, Kuller, Burke, Bittner, Gottdiener et al., 2001; Grundy, Brewer, Cleeman, 

Smith, & Lenfant, 2004; Hanson et al., 2002). Arthritis was also identified by a large 

number of participants as an additional condition they were managing along with their 

T2DM. The most significant risk factor for osteoarthritis, the most common type of 

arthritis, is increasing age (Arthritis Foundation, 2014). It is not surprising that these 

diseases were identified by the participants as coexisting with their T2DM, but the co-

occurrence of multiple disease processes further complicates issues with medication 

administration and management identified in the previous section. 

 Only two participants identified living alone as a barrier to self-management. 

Living alone presented difficulties in getting needed food and medications as well as 

having someone to check on these individuals in the event of low blood sugars or 

illness. One participant reported that she needed someone to check on her periodically 

because of weakness, “That’s kind of bad for me because I live alone and I; sometimes 

I think I’m going to fall”. The other participant that identified living alone as a barrier was 

unable to cook for himself and was forced to rely on others to bring food to him, or to 

purchase prepared meals at restaurants or convenience stores and these were not 

perceived as meeting the dietary requirements of T2DM. It is possible that other 

subjects lived alone but did not identify this as a barrier to self-management. 

 Limited transportation access was reported by only one participant as an 

obstacle to care. This unique report was surprising since this is a rural area with little 

public transportation and previous studies have reported that transportation limitation 

was a deterrent to care in rural areas. The only public transportation option in this 

particular participant’s situation is Big Bend Transport and this requires advance notice 
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of appointments and potentially long waiting times for pick-up following appointments. 

The participants in this study were all able to find transportation to the clinics and thus 

were able to access health care. Those people for whom transportation is the most 

limited were not interviewed because they were unable to access health care at these 

clinics due to their lack of transportation. These unheard residents may present a very 

different list of obstacles to self-management if they were to be interviewed.   

Sexual dysfunction was identified by males as a barrier to self-management. One 

participant reported,  

Just, you know, uh lots of guys have a appetite you know to take their old 
lady out and have a good time; me, my diabetes cause me to have a low 
sex drive which means women don’t excite me like they used to before I 
was a diabetic.  

This participant stated that he did not utilize pharmaceutical interventions for sexual 

dysfunction because of the cost of these medications and his limited income. Another 

participant who identified sexual dysfunction as a barrier additionally had what he 

identified as significant heart disease, so he would not utilize pharmaceutical treatment 

to improve sexual dysfunction because of potential cardiovascular events that could 

result from these treatments. Sexual dysfunction in men, or erectile dysfunction, has a 

higher rate of prevalence in men with T2DM than those without and this is typically due 

to poor control of T2DM and atherosclerotic changes associated with poor glycemic 

control and duration of T2DM. (DeBerardis, Franciosi, Belfiglio, Nardo, Greenfield, 

Kaplan, et al., 2002; Kalter-Leibovici, Wainstein, Ziv, Harman-Bohem, Murad, & Raz, 

2005). It is unlikely that sexual dysfunction truly impeded self-management strategies 

but it is very likely that it impacted their self-perception which would have a negative 

impact on the participant’s overall outlook. Sexual dysfunction has been shown to be 
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associated with depression, lower scores on mental function testing, and lower 

satisfaction with sex life and life in general, yet most HCPs fail to assess this aspect of 

their patients’ health (DeBerardis, Franciosi, Belfiglio, Nardo, Greenfield, Kaplan, et al., 

2002). This is a potential area of intervention to improve patient’s quality of life. 

As discussed in the results for question 2, following HCP recommendations was 

a strategy used by the majority of participants to control their diabetes. There were two 

participants who stated their interactions with the HCP were not satisfactory and they 

did not follow recommendations because of these interactions, for them this was a 

significant obstacle in self-management,  

Yeah. I think I’m in pretty good shape. I can run with a teenager if I have 
to. And I can outwork most mules if I have to. I don’t think it’s that bad, no. 
Not as far as I see it. But they get all these test results on your blood and 
they say it’s something else… I think (pause). I think they put on a little bit 
more on it than what they should.  

When asked to clarify this statement, the participant stated that he thought HCP’s 

amplified the findings of blood work to make the patient’s level of control seem worse 

than it really was. Both participants were engaged in self-management strategies. One 

participant was motivated to improve her self-management and was engaging in 

strategies to bring about a positive change in her blood glucose control while the other 

was continuing with his current strategies because he believed them to be sufficient.  

Facilitators 

Facilitators of self-management identified by the participants in this study 

included taking responsibility for self-management, prayer and/or faith in God, education 

about diabetes management, worry and family support as facilitators in self-

management.  Each of these facilitators is discussed in detail below. 
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Taking responsibility for disease management was reported by several 

participants as an important facilitator in self-management, “And I’m going to have to do 

it within myself, you know. I’m (pause) I’m going to have to do the most work, ‘cause 

nobody can do it but me”. Some of the participants who reported taking responsibility for 

management as an important facilitator had only recently reached a turning point in 

which they accepted their diagnosis, while others had been self-managing the disease 

for many years. Likely there is a continuum of responsibility for self-management with 

no responsibility at one end and taking responsibility for one’s own self-management at 

the opposite end of the continuum. This sense of responsibility for self-management 

appears similar to or related to “getting it into your mind” that was identified as a 

management strategy in question two, but was identified separately from that concept 

during specific questioning about facilitators. 

A few participants reported that their faith in God and/or prayer, in addition to 

being a management strategy, was also a facilitator in their self-management efforts, 

“The good Lord. I do a lot of praying. Reading the bible. Um hum (pause). Um hum. My 

faith keeps me in good shape”. The use of faith and prayer as a facilitator appears 

different than utilizing it as a management strategy,  

Mom was actually in her 50’s like me. Now she did try to do something. 
She was actually prayed for, and it went away…. So she was really cured 
and didn’t have to take medication or anything.  

The use of prayer as a management strategy appears to relinquish control and 

responsibility for self-management to God, while those identifying faith and prayer as a 

facilitator gain strength and fortitude to engage in necessary self-management 

strategies. The use of prayer in the diabetic population has only been minimally studied 

but has been shown to be a commonly reported alternative self-management technique 
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(Garrow & Egede, 2006; Pagan & Tanguma, 2007). While faith and prayer could be a 

facilitator for self-management, as previously stated, patients could also relinquish 

control of self-management and place control in the hands of God, potentially 

disregarding medical advice and discarding self-management strategies. Most 

participants in this study appeared to be using faith and prayer as a facilitator.  

 Several participants identified education about diabetes and its management as 

a facilitator. This education was often formal and presented in the HCP office or the 

Diabetes Center. It could also be informal and obtained from close friends, church 

members, or family as identified by one lady’s statement, “Talking to other people that 

have diabetes and learning from them. There are many people at church that have 

diabetes”. 

 A few participants identified worry about high blood sugars and the potential 

resulting complications was a motivational force to improve self-management,  

(teary eyed) I’ve got a son that’s, uh (pause) forty years old, but he’s 
mentally handicapped. And it’s just me and him. And I know I (pause) 
need to stay as healthy as I can for as long as I can for him. He’s (pause) 
dependent on me for most of his care, you know. (Pause) He’s not able to 
work or anything, (pause) so he needs me to be there for him (pause) and 
to be in good enough health to take care of him.  

This participant was worried that if he did not begin to control his hyperglycemia and 

subsequently developed complications of uncontrolled T2DM his dependent adult son 

would have to be institutionalized, and that possibility is completely unacceptable to this 

participant. The participants who identified worry were all worried about the 

ramifications of poor control and wanted to avoid complications of uncontrolled T2DM. 

Finding ways to motivate patients and increase their commitment to self-care and avoid 

complications uncontrolled hyperglycemia is an important intervention in T2DM. 
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Identification and recognition of risks associated with poor glycemic control may inspire 

patients to attain an optimal or better level of health. Detailing the benefits of improving 

glycemic would appear to be a way to increase commitment to self-management. 

 Several participants reported that support from family members or close social 

contacts facilitated their efforts at self-management, “My family, I guess. I’m still here 

with my children and my grandchildren. They call and check on me. They bring me 

food”. In some cases support involved helping the participant to increase physical 

activity, “Yes, my family (pause) my son and daughter who live with me. And my friends 

will also walk with me and encourage me to remain active”.  Family or social support 

has been shown to help increase adherence to self-management strategies (Bertera, 

2003;  Chelsea, Fisher, Mullan, Skaff, Gardiner, Chun, et al., 2004; Mayberry & Osborn, 

2012; Samuel-Hodge, Headen,  Skelly, Ingram, Keyserling, Jackson,  et al., 2000; Wen, 

Shepherd & Parchman, 2004;). Determining the support system of a patient could help 

HCPs determine which patients will need more intensive interventions and monitoring 

because of lack of support. 

Summary 

 Participants in this study identified both obstacles and facilitators to self-

management of their T2DM. Obstacles reported by participants included diet change, 

several issues related to medication management, having multiple disease processes, 

living alone, limited transportation, sexual dysfunction and worry. Restriction of simple 

carbohydrate consumption was the most commonly identified issue related to dietary 

modification, although there were general difficulties with diet modification as well. 

Managing multiple medications and the cost of these medications were the most 

commonly identified obstacle related to medications.  
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Only two participants stated uncertainty about correct or appropriate 

management, and this was related to variable effects of dietary intake. Numerous 

participants gave conflicting and contradictory information about their current dietary 

practices most of which is in conflict with dietary recommendations for persons 

diagnosed with T2DM. Continuing dietary education could help participants by 

refreshing knowledge of appropriate dietary management. It is likely all patients could 

benefit from formal dietary education throughout the course of management. 

Managing multiple medications can be a difficult task for any patient; people 

diagnosed with T2DM frequently have multiple disease processes they must manage as 

was the case with most participants in this study. Often control of hyperglycemia 

requires multiple pharmacologic therapies used concurrently with lifestyle modification. 

Managing a complex, multiple medication regimen can be problematic for patients, 

especially if they are reluctant to take medications in the first place as were some of the 

participants of this study (Fan, 2005; Ford et al., 2008; Koro et al., 2004; UKPDS 

Research Group, 1998). The use of multiple medications can also present difficulties 

with scheduling medication administration. The use of combination medications, two or 

more medications combined in one pill can simplify scheduling medication 

administration and possibly improve adherence to therapy. 

Cost of medications is frequently a problem, especially when patients are taking 

multiple medications, or newly marketed medications as were many participants of this 

study. The majority of these participants are retired and living on a fixed income, which 

further exacerbates issues with medication cost. This participant group presents a 

somewhat unique situation in that almost half of the participants have been prescribed 
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Victoza, a relatively new medication with a cost of over $500 for a one month supply 

(www.drugstore.com). Pharmaceutical assistance programs are available from most 

pharmaceutical manufacturers to help defray the cost of medications for those with low 

income levels and/or no insurance coverage. The providers in the practice sites where 

this study was conducted frequently utilize pharmaceutical assistance programs for their 

patients, but cost of medication still presents a financial hardship for these participants 

since the medication costs $85 even with pharmaceutical assistance. Twenty to twenty 

three percent of the population in these counties lives below the poverty level and the 

median household incomes for these two counties in approximately $30,000 (City-

data.com). The participants currently taking Victoza are extremely satisfied with their 

management because Victoza therapy appears to be helping them manage not only 

their blood sugars but their weight as well. It is unlikely they would want to change 

therapy despite the cost; however the recent information emerging in television 

commercials about the potential adverse effects of Victoza may change the participant 

perspective about that medication (Alves, Batel-Marques & Macedo, 2012).  

Taking responsibility for self-management, faith/prayer, family support and worry 

were all identified as facilitators to self-management by the participants in this study. 

Responsibility for self-management appears to have developed once the participant 

accepted or came to terms with the diagnosis, and is related to a perceived benefit of 

self-management by the participant. Finding interventions to move participants toward 

acceptance and a sense of responsibility for their own outcomes could improve blood 

glucose control and prevent complications of T2DM. Worry was identified as a facilitator 

in that it increased awareness of a lower level of control than was necessary to prevent 
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unwanted complications of uncontrolled or poorly controlled T2DM. This awareness of 

potential harm appears to signal recognition of a need to change self-management 

strategies in order to achieve the desired outcomes of disease management. 

Faith/prayer, identified by some as a facilitator of self-management, is also one of 

the most commonly reported alternative therapies by patients with T2DM. Reliance on 

faith or prayer in lieu of prescribed self-management strategies could have a negative 

impact on outcomes. Persons who relinquish responsibility for their self-management to 

God rather than engaging in self-management strategies themselves could suffer 

complications from lack of control. If faith and prayer are a source of strength or 

empowerment utilized with prescribed self-management strategies this could improve 

patient outcomes.  

Research Question 4 

Research question 4 asks whether any differences exist in the way that members 

of different races or genders in North Florida describe their beliefs and practices related 

to diabetes.  The themes and codes identified for each race and gender group are 

displayed in table format for ease of reading. Similarities and differences between 

genders and races were found in causation, perceptions, strategies, barriers and 

facilitators. There were more similarities noted than differences. The overall comparison 

of causation, perceptions, strategies, barriers and facilitators will be presented in table 

format as previously stated. Differences in each category are discussed in detail 

preceding each table.  
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Findings 

Causation 

Similarities in causation are addressed in Figure A-1 in Appendix A. Differences 

in causation are discussed in depth here. Males in general did not implicate diet in their 

explanation of causation. One black male did identify diet as a cause of his T2DM, yet 

most males identified diet change as a strategy they employed in the management of 

diabetes. All White males identified aging as a cause of T2DM while no Black males 

identified this as a cause. One Black female and two White males identified retirement 

as causative. These same individuals identified aging as causative; it may be difficult to 

separate aging and retirement since retirement is typically a consequence of aging. 

Sleep deprivation was identified as causative by one White female and one White male. 

Long work hours, which may contribute to sleep deprivation, was identified by one 

White female; the same one who identified sleep deprivation as causative. 

 Four participants of twenty-one identified external causes of T2DM. More males 

than females identified an external cause of their diabetes. Two Black males (surgery; 

spider bite), one White male (corticosteroid use), and one Black female (medication side 

effect) identified the events in parentheses as causative of their T2DM. Only male 

participants identified alcohol consumption as a cause of T2DM. Only one Black male 

identified tobacco use as causative. 

 Gestational Diabetes (GDM) history was identified by one individual, although 

she did not identify this as a cause of her T2DM, nor did she specifically identify this 

hyperglycemia during pregnancy as GDM. GDM is a well-known risk factor for 

development of T2DM post-pregnancy (Lee, Hiscock, Wein, Walker & Permezel, 2007). 
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Perceptions 

Similarities in perception are presented in Figure A-2 in Appendix A. Differences 

in perceptions are discussed in depth here. Only female participants identified 

depression as a result of being diagnosed with T2DM. Black females (2) identified 

T2DM as interfering with normal life. Females expressed frustration about managing 

their blood sugars, while males described being overwhelmed by the work of managing 

diabetes.  Males identified that they had already lived longer than their family members 

with T2DM, while no females made this distinction. One Black female identified 

receiving what she perceived as differential care based on having Medicare rather than 

private health insurance. 

Management strategies 

Similarities in identified self-management strategies are presented in Figure A 3 

in Appendix A. An in depth discussion of differences is presented here. Only Black 

males identified insulin therapy as a strategy to manage their diabetes. Others may 

have been utilizing insulin therapy but did not discuss that during the interview process. 

Portion control was identified by only one participant (White female) as a management 

strategy although many participants had identified weight gain and diet as causing 

T2DM. Weight loss was not identified as a self-management strategy for White males, 

most of whom were not overweight.  Males identified responsibility for their own 

diabetes management as strategy they employed. One Black female who had just 

experienced a turning point in acceptance of her diagnosis and recognition of the 

dangers of hyperglycemia also expressed that she must now take responsibility for self-

management of diabetes. Faith in God and/or prayer was identified as a management 

strategy by females, Black females more than White females. The use of home 
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remedies or alternative therapies was identified by only four participants, one Black 

female, one Black male and two White males. Alternative therapies identified by 

participants included cinnamon and apple cider vinegar most frequently. In most cases 

the people using these therapies could not specifically state the beneficial nature of 

these therapies, although some believed cinnamon would lower blood glucose levels. 

The Black female who utilized multiple alternative therapies was doing so to manage 

multiple disease processes.  

Two participants, a Black female and a White male, discussed the mental 

aspects of T2DM and the importance of keeping a positive attitude, but Black males 

specifically discussed “getting it into your head” or mind. These mental aspects of self-

management appear to be related to acceptance of the diagnosis, which was identified 

by all groups, but was mentioned separately by the same subjects who also discussed 

acceptance of the diagnosis.  

 
Barriers and facilitators 

Similarities in identified barriers to self-management are presented Figure A 4 in 

Appendix A. An in depth discussion of differences in barriers is presented here Black 

males did not identify difficulty with diet change as a barrier to self-management. Male 

participants identified sexual dysfunction as a barrier to self-management of T2DM. 

Only two participants identified living alone as a barrier (one Black female and the 

Hispanic male). Limited transportation was identified as a barrier by only one 

participant, a Black female, which was surprising given the lack of public transportation 

in these two counties. Worry was identified as a barrier to self-management only by 

male participants, two Black males and one White male.  One Black male identified 
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ineffective exchange of information and negative comments from his HCP as barriers to 

self-management. In addition to this he doubted the information given to him by the 

HCP; specifically he did not believe that his level of control was as bad as the HCP 

presented to him. Difficulty managing the medication regimen was identified as a barrier 

by only two participants, one Black male, and one White female.  

Similarities in identified facilitators of self-management are presented in Figure A-

5 in Appendix A. An in depth discussion of differences in facilitators is presented here. 

Black females (2) and Black males (1) identified being motivated to improve control as a 

facilitator to self-management. Negative comments from the HCP were identified as a 

facilitator to self-management by a black female participant, while a black male 

participant had identified negative comments from the HCP as a barrier to self-

management.  Faith in God and/or prayer was identified as a facilitator to self-

management only by females. Worry, which had been identified as a barrier to self-

management in other groups was identified as a facilitator of self-management by some 

Black females and one White male because this worry made them aware of potential 

complications of uncontrolled T2DM and motivated them to improve their level of control 

through implementation of better self-management strategies. 

Summary 

There were many similarities in explanation of causation, perceptions, strategies, 

barriers and facilitators among all racial groups and both genders. The similarities within 

and among these groups was far greater than the few differences that were found. The 

differences, as well as the similarities provide insight into some aspects of living with 

T2DM. The size of this sample, however, does not allow for generalization to other 

populations or geographic areas. 
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The omission of diet as a cause for T2DM by most of the male participants (only 

one Black male identified diet as causative) even though they identified diet change as 

a strategy to manage their diabetes is of interest. If patients do not recognize the role 

diet, especially the role of dietary excess which leads to weight gain, plays in the 

development of T2DM then they might not understand the role diet change plays in self-

management. This could present opportunities for intervention, education and 

improvement in control.   

The perception that diabetes may be curable was by identified by numerous 

participants in every race and gender group. If patients believe that they can alter the 

course of their disease by adhering to diet and treatment recommendations commitment 

to self-management could be maximized. Curability, however, likely means something 

different to patients than it does to health care providers (HCP). Patients appear to 

believe management of T2DM without medication represents being cured of the 

disease, while most HCPs recognize the disease as incurable and a life-long process 

which may be controlled through lifestyle modifications and pharmacologic therapy. It 

appears that, for these participants, management of T2DM without medication is a 

highly desirable state of affairs. If HCP’s could emphasize the importance of lifestyle 

modification and the role these strategies play in weight reduction and glucose 

management, along with the possibility the disease could be managed without the use 

of medication, the commitment to lifestyle modifications could be enhanced.  

The identification of the self-management strategy “getting it into your head” 

which was identified only by the Black males, appears to be a crucial concept that 

allows these participants to transition toward optimal self-management of the disease. 
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This concept appears to be different from acceptance of the diagnosis which was 

identified by all races and genders, but was not investigated further at the time of 

interviews because this was not recognized until after interviews were completed. 

Maintaining a positive mental attitude, identified by Black females and White males, 

may also be a related concept but was investigated as a separate concept after 

identification.  These concepts and their relationships to one another and to self-

management are an area for further investigation. Finding interventions to help patients 

“get it into their heads” or minds, as well as to accept the diagnosis and maintain a 

positive attitude could lead to improved control of diabetes. T2DM is a complex disease 

process requiring multiple management strategies. Encouragement and praise from 

HCPs about a patient’s self-management could improve the patient’s perception about 

the ability to self-manage this complex disease process and produce a more positive 

outlook about self-management. 

Barriers to self-management included several factors outside the control of 

HCP’s. Sexual dysfunction and managing the medication regimen are barriers identified 

by participants that HCP’s could influence. Only male participants identified sexual 

dysfunction as a barrier to self-management. It is unlikely that sexual dysfunction 

actually impedes self-management but it causes concern for the participants, so it 

should be addressed by HCP’s (DeBearardis, et al., 2002; Kalter-Liebovici et al., 2005; 

Schipilliti et al., 2011). This may be a subject HCP’s are reluctant to address, but they 

must become adept at discussing and treating this issue in order to increase the ability 

of patients to concentrate of self-management of diabetes. 
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Facilitators of self-management identified by participants included being 

motivated to improve control, negative comments from the HCP and faith in God and/or 

prayer. Motivation to improve control is difficult to measure, but capitalization on 

motivation at the appropriate moment could lead to better outcomes in self-

management. HCP’s must be attuned to subtle changes in the patient that could 

indicate that they are motivated to improve control of their diabetes. Negative comments 

by the HCP were identified as both facilitator and barrier to self-management. HCPs 

must be cautious in the use of these type comments because they could have 

unintended effects on the patient. It is difficult to determine what makes the difference in 

these perceptions but this appears to be vital in moving some patients toward a stronger 

commitment to self-management. Worry about hyperglycemia and its accompanying 

complications can motivate patients to engage and commit to self-management 

strategies. Lack of motivation to self-manage T2DM has previously been identified as a 

barrier to management by HCPs (Simmons, Lillis, Swan & Harry, 2007). Developing 

interventions that will increase motivation of patients to self-manage T2DM and move 

them toward responsibility for their own management is an area that requires further 

investigation.  

Family and social support has been shown to be influential in self-management 

strategies for T2DM (Mayberry & Osborn, 2012; Wen,Shepherd & Parchman, 2004). 

HCP’s should investigate the social support systems of their patients and if these are 

lacking refer these patients to support groups in an effort to improve self-management. 

Developing community support groups is a possible avenue to increase social support 

for T2DM patients. 
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CHAPTER 5  
DISCUSSION AND CONCLUSIONS 

The purpose of this study was to explore how people diagnosed with T2DM 

residing in two small rural areas in North Florida live with the disease on a daily basis; 

how each person understands or interprets the disease; how confident each person is 

that he/she can manage the illness; what strategies/techniques each uses to manage 

the illness; what effect the diagnosis and disease process has on their lives; and 

whether race and gender play any role in their reaction to the disease. The theoretical 

framework for this study was Kleinman’s Explanatory Model Theory which focuses on 

the illness experience of the individual suffering from the disease. Questions proposed 

by Kleinman to elicit the Explanatory Models of the participant’s illness were used to 

develop the interview guide and the research questions. The research questions for this 

study, as previously stated were: (1) What are the perceptions of cause for diabetes? 

(2) What is the impact of perceptions on self-management strategies? (3) What are the 

obstacles to self-management? (4) Are there differences in the way that members of 

different racial groups or genders in North Florida describe their beliefs and practices 

related to diabetes? Detailed analysis of each research question was discussed in 

Chapter 4. This chapter includes a discussion of the major findings of the study, 

followed by limitations of the study and directions for future research and 

recommendations for HCPs. 

Major Findings 

Question 1 

Research question one explored participant’s explanation of causation for T2DM. 

As previously stated, explanations of causation included internal causes, external 
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causes and behavioral causes. External causes included two serious medical events, 

two medication adverse events, stress, and work/living conditions. Internal causes 

included heredity, aging/retirement and pancreatic failure. Behavioral causes include 

diet, weight gain, inactivity, tobacco and alcohol usage; all of these being factors over 

which the participant potentially has control. With the exception of the two serious 

medical events identified as causative, the majority of causation explanations were 

commonly identified and accepted causes of T2DM (Hatcher & Whitmore, 2007; 

Schorling & Saunders, 2000; Van Dam et al., 2002; Williams et al., 2001). Kleinman’s 

theory of Explanatory Models (EM) states there are multiple factors that inform the 

participant’s EM about causation of their chronic illness. The majority of participants in 

this study did not identify independent, discrete causes for T2DM; their explanations of 

causation were complex and multifactorial. The complexity of explanatory models for 

these participants is consistent with previous research involving persons with T2DM 

using Kleinman’s theory (Arcury, Skelly, Gesler, & Dougherty, 2004; Cabassa, Hansen, 

Palinkas, & Ell, 2008; Kleinman, 1980; May, & Rew, 2010).  

Only one participant identified elevated blood glucose levels during pregnancy. 

According to her report she was not given any information about these elevated blood 

glucose levels, nor was she treated for hyperglycemia at that time. This participant 

appears to have been diagnosed with Gestational Diabetes Mellitus (GDM) even though 

she did not specifically identify that as her diagnosis. She did not appear to be aware 

that Gestational Diabetes is a predictor of T2DM development within 15 years after 

diagnosis of GDM (Lee, Hiscock, Wein, Walker & Permezel, 2007). 
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Kleinman (1980) has stated that health care professionals (HCP) have 

explanatory models (EM) of disease processes that differ from those of their patients 

and contain more pathophysiology information than the EMs of patients. In most 

instances, however; HCPs do not often share their EMs with their patients (Cohen, 

Tripp-Reimer, Smith, Sorofman, & Lively, 1994; Kleinman, 1980). The explanatory 

models of the participants in this study were consistent with those of previous studies 

with respect to the multifactorial, highly contextual nature of their explanations (Arcury, 

Skelly, Gesler, & Dougherty, 2004; Cabassa, Hansen, Palinkas, & Ell, 2008; May, & 

Rew, 2010). Although the explanatory models of the HCPs at the two clinics where this 

study was conducted were not explored, it is expected that the HCPs would have EMs 

that differed from those of the participants since HCP EMs typically include the 

pathophysiology of the disease process and the effects on the body and patient EMs 

contain more information about social alterations and implications (Cohen et al., 1998; 

George & Thomas, 2010; Weller et al., 2012). A disconnect between the explanatory 

models of HCPs and those of the patient may contribute to lack of commitment to 

particular self-management strategies recommended by HCPs. The result of this 

disconnect was evident in the study participants who identified implausible explanations 

of causation by their HCP at the time of diagnosis. Resolving the disconnect through 

inquiry about patient explanatory models by HCPs, and by sharing appropriate HCP 

explanatory models with patients could lead to increased understanding and 

commitment to self-management strategies. There is more research into the 

explanatory models of Hispanic populations, especially Mexican-Americans, than in any 

other group. Exploring explanatory models of African-Americans and Whites especially 
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compared to those of HCPs could help to develop interventions to eliminate this 

discrepancy and move patients toward stronger commitment to self-management. 

Most participants implicated multiple factors in their explanation of causation 

including dietary practices, decreased physical activity, weight gain, aging, retirement 

and heredity. All participants in this study identified a family history of T2DM whether or 

not they identified this as a cause of their own diabetes. The hereditary aspect of T2DM 

is perhaps the most significant risk factor for developing T2DM (ADA, 2004; Branchati et 

al., 2000; Caprio et al., 2008; Cowie et al., 2006). Most participants implicated their 

dietary practices as causative or at least influential in developing T2DM, even if this was 

not their initial answer about the causation. Participants, who identify inappropriate diet 

as a cause for their T2DM, have previously been shown to be more likely to adhere to 

diet modification as a strategy for self-management (Garcia, Rocha, Lopez, Baer, 

Dressler, and Weller, 2007; Schoenberg, Amey, & Coward, 1998). This has implications 

for identifying patients who may need further education about risk factors and dietary 

management and those who are likely to be successful with less intensive education.  

Question 2 

Research question two explored the relationship of management strategies 

identified by the participants to the causality explanations identified by the participants. 

No clear associations between management strategies and causality emerged during 

data analysis. The majority of participants had multifactorial explanations of causation, 

believed T2DM could be cured, came to accept being diagnosed with T2DM, and 

moved into accepting responsibility for self-management. All of the participants were 

utilizing multiple strategies to control T2DM, and with few exceptions were utilizing very 

similar self-management strategies. With the exception of faith/prayer and a few 
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alternative therapies, most of the management strategies employed by the participants 

are consistent with and supported by the literature on diabetes management (ADA, 

2004; Votey 2008). Faith, the most commonly identified alternative therapy in US, has 

been documented in the literature as providing social support, coping skills for dealing 

with chronic illnesses, and adherence to diet modification in certain populations, 

especially African Americans and Hispanics (Garrow & Egede, 2006; Hatcher & 

Whittemore, 2007; Pagan & Tanguma, 2007; Watkins, Quinn, Ruggiero, Quinn & Choi, 

2013). The use of alternative supplements, reported by only four participants in this 

study, have been minimally studied and only cinnamon has been found to be possibly 

effective in helping to prevent hyperglycemia (Baker, Gutierrez-Williams, White, Kluger 

& Coleman, 2008; Blevins, Leyva, Brown, Wright, Schofield & Ashton, 2007; White & 

Johnston, 2007).  The use of complementary and alternative therapies is associated 

with a decrease use of preventive services, increased number of emergency 

department visits, and seeking health care advice from persons other than HCPs 

(Brown, Upchurch, Garcia, Barton & Hanis, 1998; Garrow & Egede, 2006; Jose, 

Bahalia, Sharma, Hota, Sivaprasad & Pandhi, 2007; Pagan & Tanguma, 2007).  

Alternative therapies were used by few participants in this study indicating that the 

majority of participants are relying using HCP directed strategies rather than on 

community or socially acquired treatments which differs from the findings of previous 

studies (Brown, Upchurch, Garcia, Barton & Hanis, 1998; Reid, 1992).  

Participants’ experiential information involving family members or close contacts, 

however, appears to strongly influence commitment to self-management (George & 

Thomas, 2010; Rise, Pellerud, Rygg & Steinsbekk, 2013; Savoca et al., 2003). Several 
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participants who self-reported good control and acceptance of responsibility for self-

management also identified having family members who had experienced poor 

outcomes with T2DM, most of whom were deceased at the time of interview. These 

participants identified that their self-management practices differed from those of their 

deceased family members with a goal of having more favorable outcomes for their 

T2DM. The management strategies identified by participants that differed from those of 

family members included increasing physical activity and stricter adherence to dietary 

modification as well as adherence to prescribed pharmacotherapy. Exploring patient 

perceptions based on experiential influences provides an opportunity for HCPs to 

understand the perceptions of their patients and to provide individualized personally 

relevant treatment. 

Participants who rejected the explanation of their diagnosis by their HCP 

experienced resistance to the diagnosis and long delays in acceptance and 

engagement in self-management strategies. There was not a specific length of time for 

a participant/patient to move from rejection of diagnosis, disbelief or denial to self-

management. But this acceptance/acknowledgement of the diagnosis/disease appears 

to be crucial for the participant to shift toward optimal or improved self-management 

which appears similar to “getting it into your head”.  This verbalization appears to 

indicate an internalization and recognition of diabetes as a problem which needs to be 

resolved in order to prevent undesirable consequences. Delays in implementing self-

management of T2DM can produce prolonged hyperglycemia which would predispose 

the participant to complications of the disease (UKPDS, 1998).   
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Denial of the diagnosis led to delays in shifting into optimal or improved self-

management of T2DM for unpredictable lengths of time, at least one year or more for 

three participants. The turning point, which was unique to the individual experiencing it, 

was described by several people, after which they moved into acceptance of the 

diagnosis and shifted into a different (presumably better) level of self-management of 

T2DM. Self-management which produces near normal glucose levels is necessary if the 

disease is to be adequately managed and complications prevented (Egede, & 

Bonadonna, 2003; Garcia, Rocha, Lopez, Baer, Dressler & Weller, 2007; Norris, Lau, 

Smith, Schmid, & Engelgau, 2002; UKDPS, 1998; Weiler & Crist, 2009). Determining 

which patients are experiencing resistance to the diagnosis and delay commitment to 

self-management may help move patients more quickly from resistance and into 

commitment to self-management appears to be necessary since lack of commitment to 

self-management has previously been identified as a major deterrent to desirable T2DM 

outcomes (Savoca, Miller & Quandt, 2003; Simmons, Lillis, Swan& Harr, 2007). 

Examining the experiences and causal explanations of patients could help in 

determining denial or resistance to T2DM diagnosis, especially in those cases where 

there is disparity in HCP explanatory models that the patient perceives as implausible, 

and could lead to strategies to move patients toward acceptance and improved self-

management.  

Question 3 

Research Question three explored the barriers to and facilitators of T2DM self-

management. Dietary restriction or modification is a mainstay of T2DM management 

along with other lifestyle modifications (ADA, 2004; Votey, 2008). Strictness of the 

management regimen, including dietary modification, especially with regard to 
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carbohydrate consumption has been shown to be the most significant obstacle for 

patients in previous studies (Ferzacca, 2004; Gazmararian, Ziemer & Barnes, 2009; 

Simmons, Lillis, Swan & Harr, 2007; Sullivan & Joseph, 1988). Dietary modification and 

adherence to same, especially in regard to carbohydrate restriction, was identified most 

frequently by participants in this study as an obstacle to self-management of T2DM and 

has been well documented in literature as problematic (Anderson-Loftin et al., 2002; 

Ferzacca, 2004; Gazmararian, Ziemer & Barnes, 2009; Leeman et al., 2008; Mayer-

Davis et al., 2004; Sullivan & Joseph, 1988; Viegener et al., 1990; Whittemore et al., 

2003: Wing, Epstein et al., 1985; Wing, Goldstein et al., 2001). Many participants 

identified giving up the foods they had consumed in the past as difficult. Developing 

modifications based on individual and cultural preferences, including items that are 

preferred or acceptable to southerners and Hispanics may increase adherence to this 

most difficult self-management strategy (Inzucchi et al., 2012).  

Most participants felt they were able to adequately manage their treatment 

regimen. Only two participants stated uncertainty about correct or appropriate 

management, and this was related to variable effects of dietary intake specific to these 

two participants. Most participants identified difficulty with adhering to dietary 

recommendations as a barrier to self-management. AS previously noted, this particular 

barrier is commonly identified in diabetes research (Anderson-Loftin et al., 2002; 

Ferzacca, 2004; Gazmararian, Ziemer & Barnes, 2009; Leeman et al., 2008; Mayer-

Davis et al., 2004; Sullivan & Joseph, 1988; Viegener et al., 1990; Wing, Epstein et al., 

1985; Wing, Goldstein et al., 2001; Whittemore et al., 2003). Continuing dietary 
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education throughout the course of disease management would likely benefit all 

patients with T2DM.  

Many barriers related to medication management were identified by the 

participants in this study. The need to take multiple pharmacologic therapies was cited 

by three (3) participants as a barrier. Acquiring and remembering to take multiple 

medications can be problematic to participants, especially if they are reluctant to take 

medications in the first place (Fan, 2005; Ford et al., 2008; Koro et al., 2004; UKPDS 

Research Group, 1998). The use of multiple medications can also present difficulties 

with scheduling medication administration. The use of combination medications, two or 

more medications combined in one pill or tablet can simplify scheduling medication 

administration and possibly improve adherence to therapy. 

Cost of medications is often a problem when patients are taking multiple 

medications, or newly marketed medications. The majority of these participants were 

retired and living on a fixed income, which further exacerbates issues with medication 

cost. This participant group presented a somewhat unique situation in that a large 

number of participants had been prescribed Victoza, a relatively new medication with a 

cost of over $500 for a one month supply (www.drugstore.com). Pharmaceutical 

assistance programs were used by many participants to help defray the cost of 

medications, but co-pays of $85.00 per month still presented a financial hardship for 

many of these participants. As previously discussed, the residents of these two counties 

have lower median income levels and higher numbers of persons living below the 

poverty level than in other Florida counties (City-data.com, 2013). However, the 

participants taking Victoza were extremely satisfied with their management because 
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they felt this helped them manage not only their blood sugars but their weight as well. It 

is unlikely they would want to change therapy despite the cost.  

Surprisingly lack of transportation was cited as a barrier by only one participant. 

The rural characteristics of the geographic areas in which this study was conducted, 

along with limited public transportation, led me to believe this would be a significant 

barrier to these participants. As stated previously, people for whom limited 

transportation was most problematic were obviously not at the study sites because they 

had limited means of transportation. These people are therefore not represented in this 

study. If they could have been interviewed, they likely would have reported this as a 

significant barrier to care. 

Question 4 

 Research question four explored the similarities and differences between each 

gender and racial group. Each of the preceding questions was examined to determine 

patterns based on the demographic make-up of the group. Detailed Tables of the 

analysis of these findings, explored by race and gender, were presented in Chapter 4. 

These differences are discussed below. 

Causation 

Male participants did not identify diet as causative of their DM although all 

groups, including males, identified diet change as a management strategy they 

employed. All White males identified aging as a cause of T2DM while no Black males 

identified this as a cause. One Black female and two White males identified retirement 

as causative. Sleep deprivation was identified as causative by one White female and 

one White male. Long work hours, which may contribute to sleep deprivation, was 

identified by only one White female, who also identified sleep deprivation as causative. 
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Age older than 45 years has been previously identified as a risk factor for developing 

T2DM but is a non-modifiable risk factor (ADA, 2008; Arcury et al., 2004; CDC, 2007; 

Branchati et al., 2000; Cowie et al., 1993Schoenberg et al., 1998). Weight gain and 

sedentary lifestyle, or at least decreases in physical activity, often accompany older age 

and retirement which likely contributes to age as a risk factor for T2DM (Bell et al., 

2005; Deshpande et al., 2005; Harris et al., 1999). Keeping adults active into middle 

and late years of life may change the prevalence of age as a risk factor in T2DM. 

Community outreach activities related to increasing physical activity could be 

instrumental in this regard. 

Blacks and Whites identified weight gain, physical inactivity, and stress as 

causes of T2DM. The Hispanic male did not identify these as causative, but this was the 

only Hispanic representative in the study population, therefore this result is not 

generalizable to the study population or the population at large. Alcohol consumption 

was identified as causative by male participants only. One Black male participant 

identified tobacco use as a causative factor in T2DM.  

Perceptions 

All groups reported a negative response to being diagnosed with T2DM and this 

included three participants who doubted the validity of the diagnosis (a Black female, a 

Black male, and the Hispanic male). All groups gave examples of family members or 

close associates who had experienced poor outcomes with their T2DM. Most 

participants felt that they had good control of their T2DM and that there was a possibility 

of cure, although some gave conflicting information about their level of control and the 

possibility of cure when asked more than once about these perceptions. 
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Only female participants identified depression as a response to being diagnosed 

with T2DM. Black females (2) identified T2DM as interfering with normal life. Females 

expressed frustration about managing their blood sugars, while males described being 

overwhelmed by the work of managing diabetes.  Males identified that they had already 

lived longer than their family members with T2DM, while no females made this 

distinction. Having lived longer than family members could give these participants an 

increase sense of self-efficacy in managing their T2DM and lead to a stronger 

commitment to self-management. All these males identifying longer life than family had 

also identified that they perceived an adequate level of control. 

Self-management Strategies 

No clearly defined or discernable differences in selection of self-management 

strategies related to causality by race and gender became apparent through data 

analysis. Most participants identified diet change, increasing physical activity, weight 

loss, acceptance of the diagnosis, and following HCP advice as management strategies 

they utilized to manage their T2DM. Most participants denied the use of alternative 

therapies and /or home remedies with respect to T2DM management. It appears that 

this group was relying most heavily on information provided to them by their HCP for 

self-management of T2DM. 

Insulin therapy was identified by only Black males as a strategy to manage their 

diabetes. Others may have been utilizing insulin therapy but did not discuss that during 

the interview process. Portion control was identified by only one participant (White 

female) as a management strategy although many participants had identified weight 

gain and diet as causing T2DM. Weight loss was not identified as a self-management 

strategy for White males, most of whom were not overweight.  Males identified 
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responsibility for their own diabetes management as strategy they employed. One Black 

female also identified that she recently (same day) began to take responsibility for her 

self-management; it is not known whether she was able to follow through with her 

commitment. Faith in God and/or prayer was identified as a management strategy by 

females only, Black females more often than White females. The use of home remedies 

or alternative therapies was identified by only four participants, one Black female, one 

Black male and two White males. The Black female utilized multiple alternative 

therapies to treat several illnesses, but not T2DM. 

Two participants, a Black female and a White male, discussed the mental 

aspects of T2DM and the importance of keeping a positive attitude, but Black males 

specifically discussed “getting it into your head” or mind. These appear to be related to 

acceptance of the diagnosis, which was identified by all groups, but was mentioned 

specifically and separately by the three Black male subjects who also discussed 

acceptance of the diagnosis.  

Three participants had experienced long delays in acceptance of their diagnosis 

and engagement in self-management strategies. In two cases this delay was related to 

the manner in which they were informed of their diagnosis. In one case this delay lasted 

longer than 10 years, resulting in unnecessary exposure to hyperglycemia and risk of 

complications related to that exposure. The strategies of self-management appear to be 

the same despite when or how the participants come to self-manage, so the issue for 

these participants is the length of time that expired while they were not self-managing 

their disease well and were likely exposed to the damaging effects of hyperglycemia. 
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Barriers to Self-management 

Difficulty with dietary recommendations was the most frequently identified barrier 

to self-management. Multiple medications and management of medication 

administration was identified as a barrier by Blacks and Whites of both genders. 

Black males did not identify difficulty with diet change as a barrier to self-management 
 

Only male participants identified sexual dysfunction as a barrier to self-

management of T2DM. Two participants identified living alone as a barrier (one Black 

female and the Hispanic male). Limited transportation was identified as a barrier by one 

participant, a Black female, which was surprising given the lack of public transportation 

in these two counties. Dissatisfaction with current treatment or HCP was identified as a 

barrier by only one participant, a White male. Worry was identified as a barrier to self-

management only by male participants, two Black males and one White male.  One 

Black male identified ineffective exchange of information and negative comments from 

his HCP as barriers to self-management. In addition to this he doubted the information 

given to him by the HCP; specifically he did not believe that his level of control was as 

bad as the HCP presented it to be. Taking time to explain the significance of lab results 

could help patients to recognize differences in levels of control and the need to improve 

self-management of T2DM. Difficulty managing the medication regimen was identified 

as a barrier by only two participants, one Black male, and one White female. Working 

with these individuals to simplify their medication regimen might improve their perceived 

skill level and improve their commitment to self-management. 

Facilitators of Self-management 

Most participants were satisfied or happy with their current treatment regimen 

and HCP and also identified education about T2DM as a facilitator of self-management. 
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Black females (2) and Black males (1) identified being motivated to improve control as a 

facilitator to self-management. HCP interactions was identified as a facilitator to self-

management by a Black female participant, while a Black male participant had 

previously identified negative comments from the HCP as a barrier to self-management.  

Faith in God and/or prayer was identified as a facilitator to self-management by Black 

females.  

Limitations 

Generalizability  

The sample for this study consisted of twenty one (21) individuals almost equally 

divided between males and females. Morse (1995) states the saturation is achieved 

when no new ideas or themes emerge from the data. No new ideas or themes emerged 

approximately after the half-way point of interviewing. While this is a sufficient sample to 

insure saturation and validity according to Guest, Bunce and Johnson (2006), it is 

insufficient for generalization of these results to the T2DM population or to the general 

population.  

Member Checks 

 As part of the study design there were no records kept as to the identity of the 

participants. This made member checks, a presentation of the findings to the study 

participants in order to verify that the findings and conclusions of data analysis were 

indeed what the participants identified during the interview process, not possible. 

Subsequent interviewees were asked about information found in previous interviews, 

but not all subsequent interviews could confirm information identified by previous 

interviewees. 
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Data Limitations 

There were some themes or concepts that emerged rather early and those were 

investigated during subsequent interviews, but there were some other codes and 

themes that emerged late in the data analysis process which were not investigated 

further. The short time frame during which the interviews were conducted limited the 

exploration of these late developing themes. 

The design of this research study specifically excluded examination of medical 

records of participants in order to ensure the anonymity of the participants. The settings 

for this study were very small rural medical clinics where most of the participants were 

well known to each other. It was not uncommon to hear the participants conversing with 

others in the waiting room about recent events in the community and persons that were 

mutually known to the participant and others at the clinic. Without assurances of 

anonymity it is doubtful I would have received the high level of cooperation that I 

experienced during the interview process. As a result of insuring anonymity of 

participants, there is no objective data with which to verify self-report of glucose control.  

Health care providers were not interviewed during this study. Interviewing the 

HCPs likely would have yielded information about their EMs and their perceptions of the 

control level of these participants. This would have identified any disconnect between 

patient and current provider explanatory models which is suspected to exist based on 

the literature (Kleinman, 1980). 

Kleinman’s Explanatory Model Theory 

 Kleinman’s Explanatory Model theory was the theoretical framework selected for 

this study by the primary investigator. This theory has been utilized in previous studies 

related to T2DM and was expected to yield great insight into the participant’s 
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experiences of living with T2DM. Kleinman’s Explanatory Model theory encompasses 

multiple influences in the formation of a patient’s (sufferer’s) explanatory model of 

illness. This model encompasses 1) etiology; (2) time and mode of onset of symptoms; 

(3) pathophysiology; (4) course of sickness (including degree of severity and type of 

sick role; and (5) treatment. This model, however; tends to compartmentalize each of 

these entities and does not accommodate or take into account a multifactorial, blended, 

highly contextual explanation of causation which was the norm for the participants in 

this study. The compartmentalization of the elements which contribute to the 

explanatory model did not allow development of an explanation of the specific 

influences on selection of self-management strategies. The lack of clear influences on 

selection of self-management strategies could also be related to the multiple 

management strategies required for this complex disorder. T2DM requires lifestyle 

modification including increasing physical activity or exercise, changing dietary habits, in 

addition to pharmacologic agents in order to control blood glucose levels. Some studies 

utilizing Kleinman’s theory have also employed other instruments to investigate the 

frequency with which participants engaged in specific diabetes management strategies 

(George & Thomas, 2010; Watkins et al., 2013). In addition, information obtained from 

HCPs, which is doubtless influenced by education and personal beliefs likely influences 

selection of self-management strategies. Information from HCPs was not directly 

investigated and was only noted if participants shared that information as part of their 

explanatory model. Investigating HCP influences on selection of self-management 

strategies could yield further insight into factors influencing the patient’s ability to live 

with T2DM. 
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Personal Bias 

As a nurse practitioner in the North Florida with specific experience treating 

T2DM patients using a medical model, I acknowledge having had preconceived notions 

that the T2DM population may be chronically non-adherent to prescribed therapy and 

lifestyle modifications. I am aware of the difficulty typically associated with 

lifestyle/behavioral modification in any patient population. The treatment regimens for 

T2DM can be extremely complex and costly in both time and money. The investigator 

was required to bracket preconceived notions in order to ensure that investigator biases 

did not influence the results of the study. As previously stated bracketing involves 

identifying and setting aside assumptions or preconceived notions about the subject of 

inquiry (Curium & Holstein, 2003). By disclosing these a priori assumptions and 

continually addressing them during data analysis I believe I was able to prevent these 

assumptions from influencing the data found in this study. Feedback from dissertation 

committee members, as well as the Data Analysis Group at the University Of Florida 

College Of Nursing, was used to minimize these biases.  

Directions for Future Research 

When asked about the cause of their T2DM, most participants gave very context-

rich explanations that encompassed more information than simply causation of the 

disease/illness. This need to give context to explanations is consistent with the multi-

factorial nature of T2DM and with Kleinman’s Explanatory Model theory. Self-care 

recommendations for T2DM are multi-faceted, reflecting the complicated etiology of the 

disease. Recommended interventions for T2DM include diet modification, weight 

reduction, increased physical activity, and pharmacotherapy in order to control blood 

glucose levels (ADA, 2004; Votey 2008).   The multi-factorial explanation of causation 
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reported by these participants incorporates their own stories into their explanatory 

model of illness to create a “personally relevant” explanation of causation which is 

consistent with previous studies (Brown, Upchurch, Garcia, Barton & Hanis, 1998; 

Hatcher & Whittemore, 2007; Hunt, Valenzuela & Pugh, 1998). Explanatory models 

undergo revision throughout the process of the illness and are influenced by 

introduction of new information to the patient. Previous studies have found that 

explanatory models of Hispanics are not consistent with HCP explanatory models 

(Cabassa, Hansen, Palinkas, & Ell, 2008; Hunt, Valenzuela, & Pugh, 1998; Poss, & 

Jezewski, 2002;), however with only one Hispanic participant in the study nothing can 

be generalized about what this participant identified. Explanatory models of causation of 

Blacks and Whites have not been widely studied; however, the one study located 

showed consistent explanatory models with the participant population of this study, 

including past dietary excess, aging, obesity or overweight, and pancreatic malfunction 

(Schoenberg, Amey & Coward, 1998). Further exploration of explanatory models of 

illness for Blacks and Caucasians could yield further insight into the complexity of self-

management and remains a possible area for further investigation. Comparison of 

patient and HCP explanatory models in these populations could further confirm the 

existence of a disconnect between HCP and patient perspectives on this chronic 

disease.  

Repeating this study with a redesign incorporating an instrument such as the 

Subscales of Diabetes Self-Care Activities (SDSCA) could yield a better picture of self-

management strategies employed by the participants (Toobert, Hampson & Glasgow, 

2000). Using the SDSCA would benefit results by fully addressing use of self-
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management strategies and the frequency of use of these strategies. Further, asking 

participants directly to identify factors that influence which self-management strategies 

they employ would further elucidate thoughts about self-management strategy use.  

The lack of influence of limited transportation in this study population raises the 

possibility that these results would have been quite different if people for whom limited 

transportation was an issue were included in the study population. Repeating this study 

in a community setting, such as a church or senior citizen center, rather than a health 

care setting might incorporate participants that were unavailable in the clinical settings 

utilized in this study. This might present a very different picture of how patients are living 

with T2DM than seen in the study setting for this study. 

Many of the participants in this study identified family members or close 

associates who were deceased after many complications of poor control of T2DM.  

Perhaps witnessing the poor outcomes of others gave these participants the motivation 

to commit to self-management of their disease. Patient perceptions based on 

experiences with family members with T2DM is an area that could be explored in order 

to determine perceptions about self-management, and the anticipated course of the 

disease, and then these perceptions especially if erroneous could be addressed to 

improve self-management strategies.  

How information about diagnosis of T2DM is delivered to patients appears to 

influence whether the information is accepted by the patient, as well as whether the 

patient will commit to self-management of the disease in a timely manner. Studying the 

behavior of HCPs engaged in caring for the T2DM population as well as other chronic 

disease populations could identify techniques that are beneficial or harmful in delivery of 
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diagnosis and management information. In this way, negative reaction to information 

presented by HCPs may be prevented. 

The most often identified barrier to self-management in this and previous studies 

was difficulty with dietary recommendations (Auryan, S., & Itamar, R., 2008; Bagnasco, 

Di Giacomo, DaRin Della Mora, Catania, Turci, Rocco & Sasso, 2013; Bonham, & 

Brock, 1985; Caban, & Walker, 2006; Ferzacca, 2004; Franz et al., 1995; Garcia et al., 

2007; Hatcher & Whittemore, 2007; Hunt, Valenzuela & Pugh, 1998; Jakicic, Wing & 

Winters-Hart, 2002; Mayer-Davis et al., 2004; Norris, Engelgau & Narayan 2001; 

Samuel-Hodge et al., 2000; Schoenberg, Amey & Coward, 1998; Sullivan & Joseph, 

1988; Wing et al., 2001; Whittemore, Bak, Melkus & Grey, 2003). Despite an 

abundance of research into dietary modification for T2DM, developing interventions that 

are tailored to the individual remains an area for potential development. Developing 

dietary modifications specifically tailored to cultural preferences would likely increase 

adherence to recommendations but may not be possible (Inzucchi et al., 2012).  

Based on statistical information from the Florida Department of Health it was 

expected that the study population would have a high number of complications 

associated with T2DM. None of the participants in this study had amputations, 

blindness, or were currently undergoing hemodialysis. Having access to a stable group 

of HCPs, rather than seeking health care on a sporadic basis through emergency and 

acute care facilities or the local health departments may have been influential in the lack 

of complications seen in the study population. The original design of this study was to 

recruit participants from the local health departments, but this was not possible after 

several years of severe federal budget cuts eliminated the provision of primary care at 
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local health departments. Different results may have been obtained by recruiting 

participants through the health departments and this is an area for future research. 

Repeating this study through a community based source such as a church or 

community center may have produced vastly different results than those seen in this 

study. 

Summary 

The incidence of T2DM is increasing, especially in persons over the age of 20, 

and as our population ages it is expected that the numbers of people over 20 years of 

age diagnosed with the disease will increase at a proportional rate. (CDC, 2010; 

National Diabetes Fact Sheet, 2007). Almost nine percent (8.6%) of Florida’s population 

over the age of 20 has been diagnosed with T2DM, which places Florida higher than the 

national level of 7.3% with both of these counties having incidence rates of T2DM 

exceeding the state-wide rate. By studying how persons diagnosed with T2DM, living in 

these two counties, respond to this disease I hoped to determine the factors related to 

the higher rates of death and complications in these counties. All the participants in this 

study received health care at two facilities, operated by a single practice group, with a 

stable group of HCPs. These participants were utilizing self-management strategies that 

are widely recommended for T2DM were receiving periodic health care supervision, had 

no significant complications related to uncontrolled or poorly controlled diabetes, and 

perceived that their diabetes was under control. Perhaps the stable HCP access 

contributed to the lack of complications witnessed in this study population, which 

differed from the anticipated results.  

T2DM is a growing health concern world-wide and continues to drain resources 

from the health care budget. The burden of T2DM is expected to continue long into the 
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future. Finding information about how people adapt to this disease is a necessary step 

in improving patient outcomes.  

Health Care Provider Recommendations 

Difficulty with dietary management was identified as the main barrier to self-

management by the majority of participants with only a few participants identifying 

uncertainty about dietary management as a barrier as well. Continued reinforcement of 

dietary teaching, even referral to a nutritionist, would likely assist patients in dealing with 

this issue. Developing culturally acceptable dietary modifications could produce better 

adherence and improved glycemic control. 

Difficulty managing the medication regimen and cost of medications were 

identified as barriers to self-management. The use of combination medications once a 

stable dose of each medication has been established for the patient would reduce the 

overall number of individual pills or tablets the patient is required to take and could 

improve patient satisfaction with treatment and confidence in their ability to manage the 

medication regimen. Awareness of the cost of medications and use of less expensive 

medications for patients on a fixed income could improve patient adherence to 

prescribed medication regimens. These HCPs are presently utilizing pharmaceutical 

assistance programs extensively, so it would appear that these providers are cognizant 

of this issue to their patients. 

Believing that a cure for T2DM is possible was identified as a perception by a 

large number of the participants in this study. The word “cure”, as previously stated, 

likely means different things to the patient than the HCP. It appears that the meaning of 

being cured to the participants is equivalent to being medication free. If HCPs 

emphasize the role of lifestyle modifications such as weight loss and increasing physical 
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activity in achieving ideal body weight and a medication free disease management is 

achievable at least for the short term, it is possible that patients would commit more fully 

to self-management of T2DM and produce better patient outcomes.  

The identified disconnect between HCP explanatory models of illness 

encompassing the pathophysiology and anticipated course of T2DM disease 

progression, and those of patients which typically include multiple factors encountered 

during their experience and the experiences of others known to them likely contributes 

to a lack of commitment to self-care strategies (Cohen, Tripp-Reimer, Smith, Sorofman 

& Lively 1994; George & Thomas, 2010; Lawton, Peel, Parry & Douglas, 2008; 

Simmons, Lillis, Swan & Harr, 2007). Those patients who do not believe the causal 

explanations of their HCP, such as the participants of this study who rejected the HCPs 

causal explanations, likely feel frustration and resist the advice given them about how to 

manage their disease (Cohen, Tripp-Reimer, Smith, Sorofman & Lively, 1994; George & 

Thomas, 2010; Hatcher & Whittemore, 2007). Exploring the explanatory models of 

patients and resolving any discrepancy could lead to collaboration between HCP and 

patient yielding improved adherence to prescribed self-management strategies and 

improved patient outcomes.  

Health care providers should be very clear in their articulation of T2DM 

causation. Several of the participants identified HCP explanations about causation that 

were unclear and considered unlikely.  There must be accurate information conveyed  

to the patient in order to avoid rejection of the diagnosis and subsequent delay moving 

toward acceptance of the diagnosis of T2DM and taking responsibility for self-

management. Exploring the perceptions of patients who have family members or close 
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contacts that have been diagnosed with T2DM could shed light on patients who may 

need further interventions to move them toward acceptance of the diagnosis and 

commitment to self-management. Patient experiences with self-management of T2DM 

and experiences of people known to the patient likely influence the explanatory model 

and decisions about self-management strategies (George & Thomas, 2010; Savoca et 

al., 2003; Rise, Pellerud, Rygg & Steinsbekk, 2013; Schoenberg, Amey, & Coward, 

1998). How individuals encounter information about diabetes self-management appears 

to be influential in their commitment to self-manage their disease.  

Management of T2DM requires that those who effectively self-manage their 

disease come to terms with their diagnosis and accept responsibility for and actively 

engage in self-management. Acceptance of the diagnosis and responsibility for self-

management occurs at different points in the disease process and may be influenced by 

a wide array of factors as previously discussed. The multiple interventions required to 

adequately self-manage T2DM require a strong patient commitment if the disease is to 

be adequately managed over the patient’s lifetime. Determining whether the patient is 

fully committed to self-management appears crucial to optimizing outcomes since lack 

of commitment to self-management has been identified by health care providers as a 

barrier to adequate control. It may be difficult to determine whether the patient has 

accepted the diagnosis and the responsibility for disease self-management because 

patients may be reluctant to express lack of acceptance and commitment to their HCP 

even if they recognize that they lack either of these. Utilizing a behavior frequency tool, 

such as the Diabetes Self-management Questionnaire (DSMQ), may help to indirectly 
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determine acceptance and commitment by assessing how often patients engage in 

recommended self-care behaviors. 

The need for information about diet and other self-management strategies would 

appear to be life-long and periodic reinforcement would likely benefit all persons 

diagnosed with this chronic disease. Funding for continued diabetes education is limited 

and third party payers do not generally reimburse HCPs for more than 2 hours of 

diabetes education per year (BCBS of Florida, 2014). The use of community dwelling 

diabetes counsellors has been studied in Hispanic populations and has been shown to 

improve glycemic control in persons diagnosed with T2DM who attend these support 

groups. (Ingram, M., Torres, E., Redondo, F., Bradford, G., Wang, C., & O'Toole, M., 

2007). Community support groups could be instrumental in providing T2DM patients 

with information and support to help inform patients about practical solutions to self-

management of this complex disease. This type of intervention might provide 

information that would be presented in a more culturally sensitive manner and might be 

better received by persons attending these sessions. 

 T2DM is a chronic condition with impact on longevity, quality of life, and 

economic resources. Finding alternate methods to deliver improved care could help to 

alleviate the burden of this costly disease. 
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APPENDIX A 
ANALYSIS FIGURES 
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Figure A-1  Comparison of Causation 
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Figure A-2  Comparison of Perceptions 
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Figure  A-3 Comparison of Self-Management Strategies 
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Figure A-4 Comparison of Barriers 
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APPENDIX B 
DEMOGRAPHIC INFORMATION 

 
 

Gender M F   

     

Race White Black Hispanic  

     

Age     

     

     

Figure B-1  Demographic Information 
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APPENDIX C 
INTERVIEW QUESTIONNAIRE  

These questions may be asked in any order, and other questions may be prompted by 

the responses given by the participants. 

1. When were you diagnosed with Diabetes? 

2. What would you say caused your diabetes? 

3. Tell me what it was like to learn that you had Diabetes? 

4. Why do you think it started when it did? 

5. What do you think your diabetes does to your body? 

6. How bad do you think your diabetes is? 
 
7. How long do you think it will last? 
 
8. What do you fear most or what worries you most about your sickness? 

 
9. What kind of treatment do you think you should receive?  

 
10. What are the most important results you hope to receive from the treatment? 

 
11. What are the chief problems your sickness has caused for you? (You, your 

family, and at work). 
 

12. Do you use any cure or treatment other than what the doctor tells you to use? 
 

13. Do you think the doctor is giving you the right treatment for your diabetes? 

14. What are the things that help you live with your diabetes?  

15. What is the hardest thing about having diabetes? 
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APPENDIX D 
INFORMED CONSENT 

 
 
 
 

Protocol Title: Living with Type 2 Diabetes 
 

Please read this consent document carefully before you decide to participate in this study. 
 
Purpose of this research study: 
To explore the experience and explanatory models of people diagnosed with type 2 diabetes. 
 
What you will be asked to do in the study: 
You will be asked to answer questions during a session scheduled around your usual diabetes care 
appointment at the health department. The interview will be tape-recorded for transcription by the 
interviewer after the interview is complete. There will be no way for anyone to identify who was being 
interviewed. 
Time required: 
Approximately 1 hour. 
Risks and benefits: 
The risks of participating are no different than those of a routine health care visit. There is no anticipated 
benefit to you by participating in this study. 
Compensation: 
At the completion of the interview you will be given a $15.oo visa gift card to defray any expenses 
incurred as part of your participation in this study.  
Confidentiality: 
Letters of consent will be given to anyone interested in participating in the study. No signed consent form 
will be used since this information would identify study participants. The researcher will make and keep a 
list of people participating in the study along with their appointment times and a method of contact. This 
list will be stored in a locked file cabinet in the researcher’s home. Once data collection is finished, the list 
will be destroyed.  
 
Voluntary participation: 
Your participation in this study is completely voluntary. There is no penalty for not participating in the 
study. 
Right to withdraw from the study: 
You have the right to withdraw from the study at any time without consequences. 
 
 
Who to contact if you have questions about the study: 
Cherie Hodge, Doctoral Student, University of Florida College of Nursing (850) 510-5119 
Dr. Susan Schaeffer, PhD, ARNP, FNP-BC, Chair and Clinical Associate Professor, Department of 
Women’s, children’s and Family Nursing, University of Florida College of Nursing (352) 273-6366 
Who to contact about your rights as a research participant in the study: 
IRB Office, Box 112250, University of Florida, Gainesville, FL 32611-2250; phone (352)392-0433 
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