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Abstract
Objective—The health status and life experiences of older diabetes patients may be highly
heterogeneous, thus making their perspectives particularly relevant for developing individualized
self-management plans for this population. Our earlier research showed older diabetes patients’
healthcare goals and self-management behaviors are frequently shaped through social comparisons
with peers/family members. The present paper explores this role of social comparison in their self-
management practices and develops a conceptual model depicting the process.

Methods—Data were collected using open-ended, semi-structured interviews to elicit 28 older,
type 2 diabetes patients’ healthcare goals and self-management practices. Qualitative techniques
were used to extract salient themes.

Results—Social comparison plays a salient role in routinizing older patients’ self-management
practices. Almost all patients assess their self-management by making “downward” comparisons
with individuals doing worse than them; “upward” comparisons are rarely invoked. Occasionally
patients’ social comparisons lead them to adopt “normalizing” behaviors resulting in deviations
from medically recommended self-care.

Conclusion—The findings formed the basis for developing a conceptual model delineating the
role of social comparison in self-management that can be beneficial for providers in tailoring
educational interventions for self-management.

Practice implications—Fostering these comparisons can help providers enhance
communication on initiating and sustaining self-management practices.
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1. Introduction
Quote A: “……… my diabetes is under such excellent control because I know my
friends; they eat such horrible things…” (Interview 16)
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Quote B: “…. my aunt never drank,… never smoked, … never kept late hours……
ate well….and it’s paying off for her….she’s in excellent health for her age….and I
mostly want to be independent (like her)….” (Interview 14)

The above quotes illustrate the ways in which patients invoke social comparison processes
in the self-management of type 2 diabetes. In the first, the patient attributes her excellent
diabetes control to her better eating habits compared to those of her friends. In contrast, in
the second, the patient compares herself with a family member doing better than her at self-
managing—a goal the patient aspires to.

Medical providers know that self-management is a critical factor for achieving and
maintaining optimal blood glucose levels [1]. And since more than 95% of diabetes care
needs to be performed by the patient [2], educating the patient is paramount for diabetes
self-management [3,4]. Over the years diabetes education material has begun to
acknowledge priorities, goals, resources, culture and lifestyles of individual patients when
developing self-management plans [5-10]. A recent position statement by the American
Association of Diabetes Educators (AADE) emphasizes: “The effectiveness of information
(given patients) increases when it evolves from and is related to the participants’
experiences, beliefs and priorities” [11]. Since the health status and life experiences of older
diabetes patients may be highly heterogeneous, seeking their perspectives is particularly
germane for providers in efforts to develop effective self-management plans for them.

Our earlier research explored older diabetes patients’ healthcare goals, motivations shaping
their goals, and actual self-care practices [12,13]. The main findings of the study [12] were:
(1) older patients express their healthcare goals in a social and functional language, and (2)
healthcare goals are shaped by providers as well as by social comparison with peers/family
members.

Social comparison is defined as behavior through which individuals assess themselves, and
is generally invoked when “reality” cannot be measured by conventional physical devices,
and thus needs to be socially defined [14]. Two underlying conditions are: (1) when
“objective” means are not available, individuals evaluate their opinions and abilities through
comparisons with those of others [15,16] and (2) they are more likely to compare their
attitudes with others similar on socio-demographic attributes rather than with those widely
discrepant from themselves [17]. Social comparison has been shown to have a significant
role in chronic pain and chronic diseases [18], and in Latino patients with diabetes [19].
However, its role in self-management in older diabetes patients has yet to be explored.

The specific goals of this paper are to examine: (1) how patients use social comparisons with
peers/family members to construct their healthcare goals and self-management routines, (2)
what functions are served by these comparisons and (3) develop a conceptual model to
delineate how social comparison influences older diabetes patients’ self-management.

2. Methods
2.1. Sample and design

The present study is a secondary data analysis [20] of the sample detailed in a prior
publication [12] and only a brief summary is delineated here. The sample of 28 older
patients with diabetes was drawn from the general internal medicine, geriatrics and
endocrinology clinics of The University of Chicago. IRB approval was obtained before
patient recruitment.

This is an exploratory study using in-depth, one-on-one, semi-structured interviews with
older type 2 diabetes patients (65 and over). A lack of research on older patients’
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perceptions of, and language in which they report their healthcare goals, and factors
influencing those goals, prompted the use of grounded theory [21] to inductively extract
salient themes and analyze them for building situation specific theory. Following guidelines
of field research [22], this study neither purports to test hypotheses nor build theory. Rather,
it draws exclusively on patients’ self-reports, elicited in one-time interviews, to examine
how and why older patients cite peers/family members as being instrumental in developing
their self-management practices.

In the original study, interview transcripts were coded by all three investigators in a two-step
process. First, each investigator independently reviewed a set of three transcripts, recorded
patients’ healthcare goals, factors influencing goals and actual self-care practices, and made
a summary of salient themes in the form of a face sheet. Second, discrepancies in themes
were discussed, modified by consensus, and subsequently arranged into a Final Summary
Sheet for all 28 transcripts. One investigator (RGB) used these Final Summary Sheets and
original transcripts to conduct the present secondary data analysis. Two investigators (ESH
and MHC) provided critical reviews that led to documenting emergent themes in the present
format.

2.2. Operationalization of self-management
The Interview Guide included querying patients on: (1) self-management practices; (2)
current diet and exercise practices and (3) experiences and challenges in managing diabetes.
Patients’ self-management practices were captured through their capacity to incorporate four
major dimensions of self-care: (1) taking medications; (2) monitoring blood glucose; (3)
following dietary recommendations and (4) incorporating exercise routines into their daily
regimen. Self-management practices were scored as follows:

1. Patient incorporates ≥3 dimensions of self-care in daily routine scored high.

2. Patient incorporates ≤2 dimensions of self-care in daily routine scored low.

Salient themes along with illustrative quotes extracted from patients’ transcripts are reported
(Interview 10) in the following sections.

3. Results
3.1. Patient characteristics

The average age of patients was 74.3 (range: 66–87 years). They had lived with diabetes for
an average of 9.1 years (range: 0.33–40 years). The sample was predominantly African-
American (79%) and female (57%). The mean Charlson Comorbidity Index Score was 3.9
[12].

3.2. Stressful life-changing event and healthcare goals
Quote C: “….you go through your life, you retire, and then everything in your body
breaks down, and you get hit with something like….you are diabetic….and now
your entire life is about to change, and not for the better …. It’s….disheartening….
Cause, right now I don’t have control over my life in terms of what I can eat, where
I can go (and when), and it just takes the joy out of life, ….so if you ask me, it’s
frightening…it’s absolutely frightening….” (Interview 10)

The above quote captures commonly expressed frustrations of older patients on being
diagnosed with type 2 diabetes. For an individual who may have lived a full life, the
diagnosis of diabetes in later life is a stressful life-changing event; it forces an awareness of
an irreversible condition, and brings about the need to adopt self-management practices that
are perceived to be as burdensome as the disease itself.
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3.3. Motivations for self-management
Patients often described their motivations for self-management couched in aspects of life
goals, and in functional rather than biomedical terms, such as the need to “remain
independent,” and “being able to walk.” Further, two major types of self-management
behaviors emerged in our sample that were either “external” or “internal” to the patient.

The “external” category is illustrated in Quote D and depicts how the patient invokes the
case of her sister and makes a social comparison to guide her diabetes self-care practices.

Quote D: “…. I could go blind…. I could have an amputee…. like my sister had
diabetes ….she had (to have) her legs amputated….So I know those things can
happen (to me…) (Interview 5).

Patients who compare themselves with similar others to help them navigate healthcare goals
and self-care practices are termed “externally motivated” and constitute three-fourths of the
sample population (21 of 28). In contrast, the patient in Quote E is illustrative of a small
number of patients (7 of 28) who use predominantly internal factors in motivating
themselves towards self-management, and are characterized as “internally motivated.”

Quote E: “. I wanna control (to the) maximum, and….slow the process….so, every
three/four months I go, I measure …and I try to lower the levels (blood glucose)
below the 8… (Interview 12)

Both externally and internally motivated patients expressed affirmative statements in taking
prescribed medications. However, on the three remaining self-management routines,
externally motivated patients did notably better than internally motivated patients:
monitoring blood glucose (79% versus 57%), following dietary recommendations (61%
versus 28%), and incorporating exercise regimens into daily routines (61% versus 14%).

3.4. Types and functions of social comparison
Invoking experiences of family members/peers plays a vital role in motivating older patients
in self-managing their diabetes. Two types of social comparison emerged in our sample:

Quote F: “…. sometimes I be in my car, and I be thinking “gee…. “where am I
going,” and I got to think a minute, …. but you know….some people’s minds is
worse than mine…. (comparing herself to her friends with diabetes)… (Interview
7)

Quote F presents a patient comparing herself to her friends doing poorly in comparison to
herself. The majority of externally motivated patients – 20 of 21 (95%) – made this type of
comparison, termed “downward” social comparison in the literature [23]. In contrast, the
patient in Quote B makes a comparison with a family member that continues to do better
than the patient; this genre of comparison is rare in our sample (1 of 21) and is defined as an
“upward” social comparison [24,25].

Both upward and downward comparisons can be used to improve health behaviors.
However, caution should be exercised to avoid taking this stance to an extreme, because it
can become a source of stress by making patients feel chronically outperformed, as
illustrated:

Quote G: “…and then I eat, and then do my exercise, and I do the exercise, no, I do
the exercise before I eat, …. then I have to wait an hour before I can do my
exercise, so I do the exercise 30 minutes, I said “30 minutes is all you get” and ….
then I eat, and I look up and the day’s gone, particularly if I woke up late… My day
is completely gone doing things to keep up…the whole day is diabetes” (Interview
10)
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Three examples given below serve to illustrate the functions served by social comparisons.
First, patients define and alert themselves to the risks of developing complications of
diabetes, by comparing friends’ experiences with theirs, thus serving to promote their
awareness and understanding of risks.

Quote H: “…. he had to retire because of diabetes, his vision was going, his legs
and feet were going, and I look at him and I could see what could happen, you
know, for myself, if I don’t take care of myself….and it’s really difficult….
(Interview 12)

Quote I highlights the second function of how making comparisons can translate into lessons
on setting goals (“keep my blood sugars ….”), labeled as adjusting to living with a chronic
disease.

Quote I: “….the things that can happen to me….I have a friend in the hospital with
a wound in her leg that they can’t close, and they’re finding they want to go back in
and do something they did when they were trying to save her foot….I don’t even
want to talk about it…. it’s frightening, it’s absolutely frightening….so you see, it’s
very important to me that I keep my blood sugars (under control) (Interview 10)

Quote J illustrates how downward comparison can be instrumental for patients in developing
a sense of empowerment.

Quote J: “….I don’t let it (diabetes) press on my mind and keep me from doin’
things….. if you got diabetes, whatever complaints you have, don’t think about
it…. some people’s mind is worse than mine…and keep on going and you just take
care of yourself….….” (Interview 7)

The cross-sectional nature of this study precludes us from knowing if each patient chooses
to invoke functions of: (a) understanding risks, (b) adjusting to living with diabetes, and (c)
feeling empowered, specifically in the above sequence, or if they occur in random sequence
depending on patients. The study sample is a conglomeration of patients who have endured
diabetes over a range of 0.33–40 years; however, the analysis is based on a one-time
interview of these patients and thus does not lend itself to ascertain specific progression of
the three functions described above.

3.5. Self-management and social comparison
Of those making social comparisons (21 of 28), the majority of older diabetes patients made
“downward” comparisons (15 of 21) and scored “high” on the self-management scale (12 of
15). In this secondary data analysis based on one-time interviews of a comparatively small
sample population, we did not find any relationship between self-management and duration
of diabetes.

3.6. Normalizing behavior—comparison with “Normal” others?
Our data show that some older diabetes patients have a limited capacity to perform
recommended self-management tasks on an extended basis:

Quote K: “…….If I feel like I want some beer, I get beer…. but when I take my
beer, I just don’t take my medications…..I just live my life as best as I possibly
can, and if I get up in the morning and I be dragging and ragging around, maybe I
just do somethin’ regular….I go in the shopping center and eat lunch….you’ve got
to do normal things for yourself and make yourself feel good……Before I got
diabetes, I used to be eatin’ sweets, but ever since I had diabetes, you know, don’t
nothin’ satisfy me unless I have somethin’ sweet, so I eat what I want …”
(Interview 7)
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The above example captures a range of related behaviors going against medical advice, but
which patients report as essential to their overall well-being (9 of 28). The patient in the
above example knows that sweets are not on the recommended diet; nonetheless his
indulgence is justified because it “satisfies me.”

4. Discussion and conclusion
Older patients perceive the diagnosis of type 2 diabetes and consequent self-management
recommendations as stressful life-changing events (Quote C). Also, they express their
healthcare goals in functional terms, and it is conceivable that these might serve as
precursors to making comparisons with others. While many factors (including media) may
influence a patient’s self-care practices, social comparison with peers/family members and
education and counseling by healthcare providers emerged as dominant factors [12]. The
discussion section below draws insights from the social comparison literature to interpret
these results by: (A) highlighting the nature of the relationship between self-management
and social comparison; (B) developing a conceptual model of self-management and social
comparison and (C) delineating limitations of the study.

4.1. Discussion
(A) Nature of relationship between self-management and social comparison: The
salience of social comparison – in a largely African-American sample – highlighted in this
paper is consistent with studies on other medically threatening illnesses (e.g. rheumatoid
arthritis, multiple sclerosis and cancer) in which patients – when under stressful conditions –
engage in social comparisons for the reception, adoption and maintenance of health
behaviors [18,26]. Further, patients motivated by external factors (especially social
comparison) did better on self-management than did internally motivated patients. This
finding differs from earlier theorizing that intrinsic motivation “(enables patients)… to make
and sustain changes in their behavior” [2]. Differences in socio-demographic factors (e.g.
education, income, and race) of the samples may contribute to these observed differences.
The salience of social comparison for self-management in our predominantly African-
American sample is consistent with earlier studies showing the salience of external factors
for African-American samples—e.g. social support as a key factor in the desire and ability
to exercise [27], and in subjective well-being [28]. Future research should investigate the
role of social comparison and self-management in other populations.

In making social comparisons, the higher frequency of “downward” in contrast to “upward”
comparison noted in this study is consistent with the literature in eating disorders, chronic
pain, infertility, smoking cessation and depression [29], and in cardiac patients [30]. The
reason may be that in comparing themselves to others who rank lower, patients afford
themselves a sense of subjective well-being [25]. Downward comparisons also serve self-
empowering and coping functions[23,31]. And, empowering feelings are efficacious for
patients in initiating and sustaining self-management in the long run [32].

The concept of empowerment as being vital for sustaining self-management over the long
term is emphasized in diabetes research [33,34] and in clinical practice [35-37] because
diabetes occurs in the context of patients’ lives and calls for patients to self-manage [32].
Especially when emanating from downward social comparison, empowerment can improve
the quality of life for institutionalized disabled patients. For instance, the Dutch Health
Insurer – VGZ – in sponsoring pilgrimages to Lourdes, France for its most disabled clients –
“to improve the company’s image by helping people,”[38] – surreptitiously may have helped
patients feel empowered. The present authors believe that during the pilgrimage to Lourdes,
the forced juxtaposition of similar others, some in a far worse plight, facilitated patients
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making downward comparisons with others worse off than themselves, thus leading to
patients’ acceptance of their disability.

Very few patients made comparisons with people who were doing (or did) better;
nonetheless these comparisons can inspire hope and/or provide information on improving
oneself [31,32]. Through invoking the example of her aunt, the patient in Quote B implies a
similar lifestyle is attainable for her. It is important to note that this patient’s score on self-
management was at the highest level (four on self-management scale).

Older diabetes patients also incorporate seemingly contradictory behaviors in their routines
alongside invoking social comparisons and empowering themselves. How can these be
explained? Despite physicians’ recommended self-management routines, patients show the
need to continue with their usual social roles while seeking ways to incorporate
recommendations within their life context. Thus, from patients’ perspectives, leading the life
of a diabetes patient calls for choosing not only physician recommended behaviors, but also
a range of (seemingly contrary) behaviors that are perceived as essential to their overall
well-being. In doing so, patients may be comparing themselves to “normal” others (those not
bearing the burden of diabetes), thus expanding the definition of self-management to balance
their daily lives. Our finding is consistent with patients’ “relapse” behaviors in the diabetes
literature [39] and in the chronic illness literature [40,41].

Ironically, we found that patients who scored high on self-management also reported more
frequent instances of “normalizing” behavior. It is conceivable that these patients were more
forthcoming in articulating both achievements and challenges of self-care behavior. In
contrast, patients who may not have established a self-management routine may also not
have constructed the positives and negatives of self-care and hence did not express
normalizing behaviors.

(B) A Conceptual Model of Social Comparison and Self-management in Older Diabetes
Patients has been developed on the basis of the above findings and analysis (Fig. 1). While
social comparison and the model developed may be applicable for all segments of the
patient population they are particularly salient for older patients for several reasons. First,
research in elders’ quality of life shows social contacts and health status constitute major
components of good quality of life [42]. Therefore, the elderly may have greater desire and
time to watch (and reflect on) family members’/friends’ self-care behaviors and their
consequences. Second, the onslaught of age-related stressful life events, e.g. serious medical
illnesses and dwindling of life-long support networks leave older patients as sole survivors
among peers leading them to seek comfort in making comparisons. It is no surprise that the
majority of older type 2 diabetes patients in our sample compared themselves vis-à-vis
others on self-management behaviors. Social comparison is a significant factor in chronic
diseases, and some research has been conducted in older adults [18]; however, there is, to
our knowledge, no research highlighting older patients’ reliance on social comparison in
diabetes self-management. The present study is one of the first to make this contribution.

The model (Fig. 1) is conceptualized as comprising four domains that patients traverse,
either as distinct, or in tandem with one or more domains. The numerical results of the
cross-sectional data analyses from the present sample are listed to illustrate the domains and
social processes involved in self-management. The first domain delineates patients passing
through a stressful life event – being diagnosed with type 2 diabetes – and deciphering
providers’ recommended practices (Section 3.2). In the second domain patients motivate
themselves to self-manage—through external or internal motivation (Section 3.3). The third
domain includes two distinct types of social comparison processes and salient functions
invoked—self-enhancement and self-improvement (Section 3. 4). The fourth domain
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presents patients acting on their desires to live a socially “normal” life – comparing
themselves to “normal” others – by adopting “normalizing” behaviors amidst their efforts to
self-manage (Section 3.6).

Three cautionary points are noteworthy. First, the emphasis in this paper – social aspects of
self-management – should not be construed as a substitute for biomedical recommendations.
Second, although the model is conceptualized as four domains, patients do not traverse them
in a linear progression—they can be at one or more domains at any given time. And, third,
the model is developed from analyses of a cross-sectional sample, and sequential patterns
can only be assessed through longitudinal research.

The main advantage of the model is that providers can recognize the four domains that older
patients traverse during self-management. They can use the model to identify the domain(s)
the patient is at and effectively tailor relevant counseling and educational interventions.
Intervention(s) would constitute actively encouraging patients to make comparisons on self-
management practices with their friends/family members—“upward” comparisons to
encourage emulating role models and “downward” comparisons to empower patients.
However, making “downward” comparisons can have a negative side in that they can
potentially desensitize patients to risks. Therefore, to avoid building a false sense of security
in patients, providers should use discretion on when biomedical goals need to supersede the
social aspects of self-management. Behavioral interventions should always complement the
biomedical goals by bringing the two to focus on suggesting adaptive comparisons for self-
management. Providers should periodically monitor for improvement, and expect occasional
lapses of self-management (normalizing behaviors). Since social comparison is a common
routine of older diabetes patients, it may be efficacious for providers to reinforce the
informal systems of naturally occurring social comparison processes to encourage the
adoption of desired actions, or identify ways of persuading patients to select better
comparison references [43].

(C) Limitations of the study include: (1) small sample size drawn from community
dwelling, predominantly African-American individuals attending an urban academic
medical center. Further research needs to be extended to other settings and populations to
better understand the influence of social comparison; (2) the role of socio-demographic
factors such as race, education and income could not be assessed in this small sample; (3)
this research focuses on patients’ perspectives, and the nature of patient–provider
relationships or providers’ perspectives are not known; (4) the study used patients’ self-
reports that may be clouded by social desirability artifacts [44]; (5) our qualitative study did
not start with a priori theory, rather elaborated only on those themes that surfaced as salient
to respondents. Other theories of behavior change, e.g. theory of reasoned action [45] and/or
stages of change model [46] may be implicated in patients’ self-management practices and
(6) results from this study should be interpreted keeping in mind the limitations of cross-
sectional research [47].

4.2. Conclusion
Social comparisons are often invoked by older diabetes patients in routinizing self-
management. Providers would benefit by exploring the salience of comparisons for patients,
and where applicable, foster these comparisons to enhance communication on initiating and
sustaining self-management practices.

4.3. Practice implications
Older patients’ self-reports lay grounds for providers to strengthen and reinforce naturally
occurring social comparisons, exploit their benefits, and build a foundation for self-
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management behavior. Providers could use informal social comparison networks to
encourage diffusion of self-care information. Opinion leaders identified from patients’ social
networks could be used to create persuasive interventions [48]. Educational and/or
informational interventions such as group visits could provide a venue for fostering new
social comparison networks with similar others. Additionally, group medical visits can be
used to better understand patients’ perceived barriers and “normalizing” behavior patterns
since they can have important consequences for self-management. Providers can
subsequently identify incremental steps in routinizing self-care practices. Providers could
encourage “downward” comparisons to foster well-being and empower patients and,
“upward” comparisons could uphold a model for goal-setting for self-management.
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Fig. 1.
Social comparison and self-management in older diabetes patients.
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