
Understanding of blood pressure
by people with type 2 diabetes:

a primary care focus group study

ABSTRACT
Background
For many people with type 2 diabetes most care is
provided in primary care. While people with both
diabetes and hypertension are at increased risk of
complications, little is known about their understanding
of blood pressure.
Aim
To explore the understanding and beliefs about the
importance of blood pressure held by people with type 2
diabetes.
Design of study 
Framework analysis of qualitative research using focus
groups. 
Setting 
Thirty-two participants were recruited from four general
practices and a religious meeting group in Nottingham.
Discussions took place in five community centres
providing familiar surroundings for participants.
Method
In order to get views expressed fully, white, Asian, and
African–Caribbean participants met in five separate
groups. Facilitators were fluent in the appropriate
language and one member of the research team was
present at all focus groups.
Results 
Some participants, including those with raised blood
pressure, were not aware of the increased importance
of achieving good blood pressure control. No
participants mentioned the increased risk of eye or
kidney disease as a result of the combination of
diabetes and raised blood pressure. Participants’
perceptions regarding the control of blood sugar and
blood pressure were different: blood sugar control was
seen as their responsibility but blood pressure control
was seen as the responsibility of the doctor. There was
scepticism regarding the diagnosis of raised blood
pressure, of targets and the management of blood
pressure. There was also scepticism about the advice
and education about diabetes given in primary care.
Conclusions 
People with type 2 diabetes require more knowledge of
the increased risks they have from raised blood pressure,
although this alone is unlikely to improve blood-pressure
control. Strategies to increase the degree of control over
and responsibility taken for the control of blood pressure
need development and may require the specific
development of participatory and negotiating skills
among people with type 2 diabetes. Increasing the
participation of these people in their own care will require
doctors and nurses to work in a different way.
Keywords
diabetes mellitus, type 2; blood pressure; patient
education; patient-centred control; patient participation;
primary care.

INTRODUCTION
Diabetes is a leading cause of renal failure,
blindness, and limb amputation, and increases the
risk of cardiovascular disease. Up to 90% of people
with diabetes have type 2 diabetes,1,2 which
commonly coexists with hypertension.1 The
prevalence of hypertension in those with type 2
diabetes rises from 40% among those aged
45 years to 60% in those aged 75 years.3,4

Hypertension in diabetes further increases the
already increased risk of cardiovascular disease,1

retinopathy,5 and microalbuminuria.6,7 

Recent evidence has shown that the control of
blood pressure is at least as important, if not more
important, than the control of blood sugar in type 2
diabetes. Among people with type 2 diabetes, tight
blood sugar and blood pressure control have been
shown to decrease the risk of any diabetes-related
endpoint by 12% and 24% respectively.8,9 The risk of
death related to diabetes was also reduced by 32%
in patients with tight blood pressure control
compared with those with less tight control.9

GPs in England and Wales now have significant
input into routine diabetes care for 75% of their
patients with diabetes.10 Until recently clinical care
focused on achieving good blood sugar control, but
the emphasis is now on achieving good control of
blood sugar, blood pressure, and lipids. 
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The objectives of this study were to explore the
beliefs of people with type 2 diabetes about blood
pressure control, the interaction between diabetes
and blood pressure, and the impact of blood
pressure on future health and wellbeing. 

METHOD
We used focus groups to explore the understanding
and beliefs about the importance of blood pressure
held by people with type 2 diabetes. These formed
part of the qualitative research being undertaken
within a cluster randomised controlled trial in
Nottingham, which assessed the effectiveness of a
nurse-led algorithm in controlling blood pressure in
people with type 2 diabetes in primary care. Informed
written consent was obtained from all participants.

Recruitment and moderation
We held separate focus groups for white,
African–Caribbean, and Asian participants as
community workers advised us that views may be
expressed more fully in separate groups. We
provided culturally appropriate facilitators (who were
fluent in the relevant patois and language) and
venues for the African–Caribbean and Asian groups.
Each group had a moderator and facilitator. One
member of the research team was present in all
groups and the facilitators for the minority ethnic
groups were also experienced qualitative
researchers. The focus groups were held between
March and December 2002.

Participants were recruited via practices
participating in the randomised controlled trial. Our
knowledge of the locality allowed us to purposively
select three practices that would enable us to collect
a range of views, including people from more
affluent to less affluent areas (Townsend scores are
given in Table 1) and people from specific ethnic
groups. In order to be eligible for invitation to the
focus groups patients had to have type 2 diabetes,
be aged between 18 and 80 years, not participating
in the randomised controlled trial, and be physically
well enough to participate in the focus group. 

Participants for the groups of white patients were
recruited by postal invitation; for the
African–Caribbean group patients were contacted
by telephone by a member of the general practice in
the first instance and followed up by postal invitation
if an expression of interest was shown. Participants
for the Asian group were recruited from a local
religious meeting place, with access facilitated by a
local Asian diabetes link worker. These participants
received a verbal invitation only.

Developing the topic guide
A topic guide, which allowed us to meet the

objectives of the study, was developed by a working
group comprising two academic GPs, a researcher,
representatives from the local self-help organisation
whose remit was to work with African–Caribbean
and Asian communities in Nottingham, and a local
primary care researcher with experience in
qualitative methods. 

Piloting and data collection
The topic guide was piloted in a focus group
involving participants from the local Diabetes UK
group. This was followed by a pilot focus group
involving people with type 2 diabetes registered with
a suburban general practice that was not
participating in the randomised controlled trial. No
modifications to the topic guide were made
following the pilot focus group and, therefore, we
used these data in the analysis.11

Each focus group lasted between 1 and 1.5 hours
and all were tape recorded and transcribed
verbatim. The Asian focus group was held in
English with translation being carried out during the
group by the facilitator. The tape was sent to an

How this fits in
The majority of people with diabetes have type 2 diabetes and most care is
provided within primary care. People with both diabetes and hypertension are at
increased risk of complications. Little is known about people with type 2
diabetes’ understanding of blood pressure. Some people with type 2 diabetes,
even those with raised blood pressure, are not aware of the increased
importance of achieving good control. Effective strategies are needed to
improve patients’ control of their blood pressure and the responsibility they take
for it. This will mean that GPs and nurses will have to amend their working
methods. 

Original Papers

Groups 1–3 Group 4 Group 5

Male 12 2 3

Female 12 3 0

Age range (years) 47–78 59–72 67–71

Ethnic origin White Asian African–Caribbean

Townsend Scorea -4.52 to 3.24 -3.24 to 0.01 4.25 to 7.10
(range) 1 missing 3 missing

Treatment for diabetesb

Diet alone 6 1 0

Oral medication 16 4 2

Insulin 3 1 2

Known hypertension 17 1 3

aThe Townsend Score is a census-based measure of deprivation: a higher score indicates
residence in a more deprived area. bSome participants were prescribed both oral
medication and insulin.

Table 1. Composition of focus group participants.
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independent translator to verify the accuracy of the
translation. 

Information regarding participants’ address and
postcode, age, self-ascribed ethnicity (using 2001
Census categories), treatment for diabetes, and
whether the participant knew they had raised blood
pressure were collected by completion of a form at
the beginning of each focus group. 

Analysis
Framework analysis was used,12 where the analytical
process was informed by the aims and objectives of
the research.13 QSR NUD*IST N5 — a computer-
assisted qualitative data analysis package — was
used to manage the data. 

Two of the researchers independently analysed
three of the transcripts. Results were compared,
checked, and the analysis framework agreed. As a
check on the validity of the framework one
transcript was independently analysed by a
researcher who had not acted as a facilitator in any
of the groups. The final framework was agreed and
this was used for analysis of the remaining two
transcripts. In line with good practice in qualitative
data analysis contradictory cases were sought as
themes emerged.14

RESULTS
Five focus groups were held with a total of 32 people
with type 2 diabetes. The composition of these
groups is outlined in Table 1. We report here on three
themes:

• the participants’ understanding of the increased
health risks associated with having high blood
pressure and diabetes, 

• their understanding about managing and
controlling blood pressure, and 

• scepticism about various aspects of care they
received. 

Understanding of the increased health risks
associated with having high blood pressure
and diabetes
The participants had varying levels of understanding
regarding the increased health risks associated with
having high blood pressure and diabetes. The
possibility of increased risk of kidney or eye disease
was not mentioned in any of the groups. All the
participants of the African–Caribbean group
appeared aware of their increased risk of
cardiovascular disease through the combination of
diabetes and raised blood pressure; this contrasts
with the other groups in which few were aware of
these risks, even among those with raised blood
pressure: 

‘I didn’t know there was a connection between
diabetes and blood pressure.’ (Group 3,
participant 6.)

‘I’ve never considered blood pressure as a side
issue of diabetes until this formal [focus group]
discussion group started out ... it must be just
as important for non-diabetics to have low
blood pressure as it is for diabetics’ (Group 2,
participant 4.)

‘But the importance of it [diabetes and blood
pressure] was never put together to me until the
last review I had.’ (Group 1, participant 7.)

‘It’s very important you maintain your blood
pressure [at a normal level, because if it is high]
that tends to [lead to] heart disease … it’s all
joined together with diabetes.’ (Group 4,
participant 2.)

Managing and controlling blood pressure
Diabetes management was viewed by some as
relating mainly to blood sugar control, while others
felt blood pressure control was more important: 

‘I seem to, well to concentrate more on the
diabetic side for health reasons than blood
pressure.’ (Group 2, participant 4.)

‘I think blood sugar’s more important really.’
(Group 3, participant 5.)

Some deemed blood pressure control to be more
important. This did not appear to be related to the
increased risk of complications but, rather, because
of the possible sudden and severe consequences of
raised blood pressure. There was a sense that it was
more important to get their blood pressure under
control more quickly than their blood sugar: 

‘... to me the blood pressure’s the most
important. If you’ve got diabetes and it’s a
progressive thing in that you’re not quite getting
your balance right, you’ve got time to do it. But
if your blood pressure’s wrong you could drop
dead and that’s it.’ (Group 1, participant 11.)

Generally, what was considered most important to
control was influenced by what an individual
perceived to be causing most difficulty for them at
that particular time: 

‘I’m different you see because my blood sugar is
always all right but my blood pressure’s going
up. So I’ve sort of had to switch worries from
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blood sugar to blood pressure.’ (Group 3,
participant 6.)

Some participants felt they were unable to control
their blood pressure (unlike their blood sugar level)
and that while controlling blood sugar was the
responsibility of the individual, controlling blood
pressure was something health professionals were
responsible for: 

‘So we check that [blood sugar] but blood
pressure doctor keeps control of that.’ (Group 1,
participant 4.)

‘But blood pressure I can’t control that, I’m not
in charge of that.’ (Group 3, participant 5.)

‘You can’t keep worrying about it [raised blood
pressure] because there’s nothing you can do
yourself to bring it down. So you just have to
wait 6 weeks and have it done again.’ (Group 3,
participant 6.)

Scepticism regarding care received
The issue of scepticism is one that cuts across all
groups, but different issues were raised in different
groups. 

Scepticism of the diagnosis of high blood pressure.
For some this was related to the lack of symptoms
associated with raised blood pressure: 

‘Well they say I do [have high blood pressure]
but I don’t, personally I don’t feel … everything’s
normal yet they keep telling me ... I’ve never had
pain, never had angina … but still the blood
pressure is there and it is a concern to the
doctors ...’ (Group 1, participant 11.)

Some participants were sceptical about the
accuracy of blood pressure measurements taken at
the practice, either because it was viewed as an
imprecise science, or because it was felt blood
pressure measurements were bound to be above
their normal level when taken at the practice as a
result of the process of getting to the surgery and
waiting to have their blood pressure checked: 

‘I think the blood pressure area’s an imprecise
science … I had to persuade my doctor not to
be on tablets … But I actually have a blood
pressure gauge at home, I don’t use it so much
now but I had to sort of use it on the hour every
hour for quite a while and it [blood pressure
measurement] fluctuates so much it’s
unbelievable’. (Group 2, participant 6.)

‘Like last time I went, I sat there half an hour and
thought crikey half an hour over my time. And
you sit there getting agitated and sure as hell it’s
up [blood pressure].’ (Group 1, participant 10.)

Scepticism of blood pressure targets. Some
participants were aware of recent changes in blood
pressure targets, but did not really understand why
this had happened: 

‘They keep changing the parameters, it makes
you wonder how, well au fait, [doctors are]
themselves because [they] keep changing the
parameters. I wonder if [they] fully understand
these. You’re never allowed to know that [why
the parameters have changed] because all you
get is parameters have changed.’ (Group 1,
participant 4.)

There was also scepticism about trying to fit
individuals into a generic target although one person
recognised the necessity for these: 

‘[Is] it a blanket fix-all or do we go back to
tailoring to individual needs … nobody starts off
in the same parameters, that’s where the
difficulty comes in. We’re not all made out of the
same mould, from the same ingredients.’
(Group 1, participant 7.)

‘... all people are different. And that is a basic
problem that no matter what illness you’ve got
you’re all made differently and what they have
to do, they have to have some kind of
guideline, some kind of standard in which to go
by. And I think at the end of the day if they’re
keeping the people mobile and healthy then
they’re not doing a bad job’. (Group 1,
participant 11.)

Scepticism of the appropriateness of prescribing
decisions. Many participants felt that doctors were
too quick to prescribe medication, especially those
who were sceptical of their diagnosis of high blood
pressure, and this made them less willing to accept
prescribing decisions. There was a perception that
blood pressure targets were frequently changing
and that this led to an increase in prescribing: 

‘I think the medical profession have borderline
cases and they play safe and they tend to dish
out tablets as a first procedure rather than the
last’. (Group 2, participant 6.)

The following shows a conversation between
participants in Group 1: 
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practice nurse. I’m not trying to be critical of
them because when you think of the spectrum
of illnesses a GP’s got to handle they can’t
possibly know everything there is to know about
diabetes or blood pressure’. (Group 2,
participant 4.)

Many felt they had not received enough
information about diabetes and looking after
themselves from their general practice; others,
however, seemed satisfied with the diabetes
education they had received: 

‘[I would have liked] more information from the
beginning … what it affects, what effects it 
has on other organs and other parts of the body,
so that you’re prepared for it.’ (Group 3,
participant 4.)

‘Isn’t it normal for literature to be given to
diabetics though? I mean when I was first
diagnosed, every week I went I came away with
another heap of papers about it, and could read
about different aspects of it.’ (Group 2,
participant 1.)

DISCUSSION 
Summary of main findings and comparison
with existing literature
People with type 2 diabetes — even those with
raised blood pressure — may not be aware of the
association between diabetes and raised blood
pressure and of the increased risk of developing
cardiovascular, eye, and kidney disease. These
findings are consistent with survey results that
showed that less than 20% of people with diabetes
knew that this increased their risk of heart disease.15

Controlling blood sugar is perceived to be within
each individual’s control, but controlling blood
pressure was viewed by some as beyond personal
control and they therefore considered health
professionals to be responsible for this. This view
has been found in other studies of patients with
hypertension.16,17

There is scepticism about the diagnosis of raised
blood pressure, of targets and management of blood
pressure, and some people with type 2 diabetes
were sceptical about the advice and education about
diabetes they received within primary care. This
closely resembles the ambivalence described in
relation to the diagnosis of diabetes with subsequent
difficulty in accepting medical advice,18 and in
relation to patients with hypertension.19,20

Strengths and limitations of the study
Holding separate focus groups for white,

J Stewart, K Brown, D Kendrick and J Dyas 

Participant 10: ‘My main concern is that they
change the goal posts every time.’

Participant 6: ‘They say oh you were perfect
last time, but they’ve changed that now [blood
pressure target] and you need to be this and
you’re not there, so we need to do this with
you.’ 

Participant 1: ‘It seems that they just want to
give you more and more tablets.’

Scepticism about lifestyle advice. Although
participants felt that the lifestyle advice they were
given was sound, many spoke about it with a sense
of weariness and felt that health professionals
overestimate the impact making such changes
could have on measurable outcomes such as
weight, blood sugar, and blood pressure: 

‘You could use a manual when you go back and
listen to them [the practice nurse and GP] …
“watch your diet, watch your salt” … It doesn’t
work as easily as what they say … the answer is
not where they seem to think the answer is.’
(Group 1, participant 7.)

‘The implication is you can sort of manage all
these things [blood pressure and blood sugar]
by what you eat, you know, but you can’t half
the time it’s not possible. They give you these
diet leaflets or booklets or whatever and the
implication is that if you eat these vegetables
and you eat this wholemeal bread, everything
will settle down … But it doesn’t.’ (Group 3,
participant 9.)

Some participants also felt health professionals
underestimate how difficult it is to incorporate and
maintain these changes in the context of their own
lives: 

‘... you tell me that I must eat certain diets, but
no, it doesn’t work that way and it can’t,
because you can’t afford them.’ (Group 5,
participant 3.) 

Scepticism of diabetes education in primary care.
There were variations in the perceptions regarding
the adequacy of diabetes education provided in
primary care. Those with access to hospital diabetes
teams felt the education they had received was
superior to that received at the general practice: 

‘I think I got a lot more information from the
specialist than I am getting from the GP and the
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African–Caribbean and Asian participants,  and
facilitating these in the appropriate language with
the use of interpreters, enabled the expression of
the range of views of the predominant cultures in
Nottingham. We made pragmatic decisions about
recruiting participants from both minority ethnic
groups. Rather than not have them represented, we
chose to recruit from a pre-existing group for the
Asian cohort and to include the data from the
African–Caribbean group even though numbers
were small. Although a range of views are
represented, this data cannot be considered
representative of all people with diabetes, and far
more groups would have been needed to allow us to
make comparisions between views of different
minority ethnic groups. 

We are also aware that practices that were
participating in the randomised controlled trial may
have had an increased awareness of the importance
of controlling blood pressure in people with type 2
diabetes. It is possible that people with diabetes
registered at practices not participating in the
randomised controlled trial may have even lower
levels of awareness of the increased risks
associated with having both diabetes and raised
blood pressure. Our findings may, therefore,
overestimate the degree of such awareness in the
wider population of people with diabetes. 

It could be argued that our findings regarding the
lack of understanding of the increased risk of raised
blood pressure and diabetes reflect a natural time
delay between medical and lay knowledge.
However, they may also indicate that diabetes
education does not reflect newer and broader
understandings of diabetes management; this may
be related to a lack of ongoing diabetes education.21

Implications for clinical practice and future
research
This study has demonstrated that people with type
2 diabetes are often not aware of the increased
health risks associated with having both high blood
pressure and diabetes. In addition, it showed that
some patients consider controlling blood pressure
to be the doctors’ responsibility and remain
sceptical about blood pressure diagnosis,
management, targets, and education in primary
care. It is important that these issues are
addressed. 

In practice, the lack of recognition of the
increased health risks may result in reluctance to
follow advice regarding lifestyle and drug treatment
for high blood pressure. Clearly, improving people
with diabetes’ understanding of modern diabetes
management is important, but this alone is unlikely
to be enough to improve blood pressure control.20

Health beliefs have a significant impact on people’s
adherence to both lifestyle advice and medical
interventions in diabetes.18,22 It is, therefore,
important that these are explored by clinicians in
order for them to be able to address scepticism
regarding diagnosis and management of raised
blood pressure. In addition, this may help to develop
and encourage partnership in decision making. As
some participants believed the control of blood
pressure was the doctors’ responsibility rather than
their own, strategies to increase the degree of
control over and responsibility taken for the control
of blood pressure among those with type 2 diabetes
need development. 

Such strategies may include increasing the
participation of people with type 2 diabetes in their
own care. This may require doctors and nurses to
work in a substantially different way from the
traditional model of health professional as expert23

and involve the development of participatory and
negotiating skills among patients.24 Previous work has
shown that involving people with diabetes in disease
management, including self-monitoring of blood
pressure and self-adjustment of antihypertensive
medication resulted in improved blood pressure
outcomes.25–27 Such an approach should be integrated
into a wider educational strategy to promote
autonomy, as promoting the self-monitoring of blood
glucose without the ability to self-adjust medication
has been shown to result in higher HbA1c levels and
higher levels of worry and distress.28 Clearly, this
approach would only be suitable for some, as people
inevitably vary with regard to their desire for active
involvement in their care and medical decisions.29

Further research is required to assess whether
improving patient education and participation in
decision making and management of high blood
pressure improves the processes and outcomes of
care for people with type 2 diabetes and raised blood
pressure in primary care settings in the UK. 
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