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Abstract

Aims—To explore older patients’ perceived impact of chronic co-morbid conditions on Type 2 

diabetes self-management.

Methods—We used purposive sampling to select 32 mentally alert community-dwelling adults, 

aged 60 years or older, diagnosed with Type 2 diabetes and at least one other chronic health 

condition to participate in focus groups. We summarized the discussions following each focus 

group and identified codes to describe the overarching themes.

Results—We conducted eight 90-min focus groups, each consisting of two to six patients. Three 

themes emerged. (i) Diabetes complications as a motivator: managing co-morbid conditions made 

health an important focal point in the lives of older patients. Most patients acknowledged the 

positive effect complications had on their diabetes self-management by motivating them to pay 

greater attention to their diabetes to diminish the progression of these complications. (ii) 

Prioritizing health conditions: patients reported prioritizing health conditions and selectively 

attending to the management of those conditions based on perceived severity or importance. 

Further, many patients perceived some conditions as more serious than others and admitted to 

prioritizing another health condition over their diabetes. (iii) Emotional impact of co-morbidity 

management: patients described feeling frustrated, confused, and overwhelmed in response to 

conflicting treatment recommendations, particularly for diet, physical activity and medication 

regimens.

Conclusions—Complications and co-morbidities may have differential impacts on the diabetes 

self-management of older patients. Addressing the perceived impact of co-morbidity on diabetes 

self-management may improve patients’ outcomes; however, the most effective method of utilizing 

this information in clinical practice needs to be examined.
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Introduction

Most diabetes patients have at least one co-morbid condition [1] and as many as 40% have 

three or more conditions [2]. Chronic co-morbidities can have a deleterious effect on 

patients’ diabetes self-care [3–6], health status and quality of life [7,8]. Further, chronic co-

morbidities that do not directly impact self-care may represent competing demands, which 

require substantial time, effort and money to manage effectively [9,10]. Given the increased 

likelihood of older patients having two or more distinct illnesses, understanding how co-

morbidity impacts diabetes self-management from the patient perspective can help improve 

diabetes treatment. Important issues include whether patients perceive other chronic 

conditions as more serious than diabetes and how patients respond to potentially conflicting 

treatment recommendations. The purpose of this qualitative study was to explore older 

patients’ perceived impact of co-morbidities on Type 2 diabetes self-management.

Methods

We used intensity sampling, a form of purposive sampling [11], to select older patients with 

Type 2 diabetes and complication/co-morbidities who were able to provide in-depth 

information on the phenomenon of interest. Potential participants were screened by 

telephone for eligibility and other socio-demographic information. Primary inclusion criteria 

included mentally alert community-dwelling adults, aged 60 years or older, reporting a 

diagnosis of Type 2 diabetes and the presence of one or more chronic conditions in addition 

to diabetes. Patients were excluded if they were diagnosed with Alzheimer’s disease, other 

dementia, stroke or cancer in the past year, or had impaired activities of daily living (e.g. Do 

you have any difficulties with bathing, dressing, personal hygiene or walking?). We recruited 

patients from The Pennsylvania State University Diabetes Database and through flyers in the 

community. The Pennsylvania State University Institutional Review Board approved the 

study.

We devised a structured discussion guide and field-tested it for flow and clarity of the 

questions with a group of four patients. A trained moderator asked patients broad, open-

ended questions about challenges to managing co-morbidities, how they cope with 

potentially interacting conditions and if they perceive some conditions as more severe/

important than others. The focus groups were conducted at community sites (recreational 

centres and churches), university conference rooms, and occasionally at geriatric outpatient 

clinics. Focus group discussions were audio recorded and transcribed; names and identifiers 

were removed to protect confidentiality.

We analysed data using standard qualitative techniques [12,13]. Specifically, we summarized 

the discussion following each focus group and identified codes to describe the overarching 

themes. This process continued until data saturation was reached. Credibility of the data was 

supported via investigator triangulation, where more than one investigator independently 

coded the data [14,15]. Further, two experienced researchers outside the research team and 

four patients reviewed the findings to achieve researcher and patient corroboration [16]. 
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Dependability of the data interpretations was supported with an audit trail tracking the 

decision-making process.

Results

We conducted eight 90-min focus groups, each consisting of two to six patients (n = 32, see 

Table 1 for demographic and health characteristics). Transcript identifiers are included with 

the quotations indicating identification number, gender, focus group number, age and 

number of health conditions. The following themes emerged during analysis.

Diabetes complications as a motivator

Nearly all patients acknowledged the risk of developing diabetes-related complications. 

Several stated that the risk of complications motivated them to pay greater attention to their 

diabetes self-management:

‘…I became concerned not when I started [managing] but when I began reading 

about it and its complications. It’s partly what motivated me to stay under control 

with it. The things that it can cause are really dreadful things…You can lose your 

eyesight, you can lose your feet and your mobility’ (patient 27, male, group 7, 83 

years, 7 conditions).

For patients who had already been diagnosed with diabetes-related complications, their 

experiences represented the harsh realities of poor glycaemic control. These experiences 

represented a ‘wake-up call’ for many patients, forcing them to take greater responsibility 

for their diabetes self-management:

‘About two and a half years ago, I got an infection in my left foot and because of 

my diabetes I came pretty close to losing my big toe. That was the waker-upper! 

Then I really took hold of it. It took having a complication to get me to manage it’ 

(patient 20, male, group 6, 68 years, 4 conditions).

Further, many recognized the relationship between their diabetes and complications and 

believed they could improve the status of these conditions (e.g. reduce symptoms, slow the 

progression) by improving their glycaemic control:

‘My neuropathy… makes me pay attention to my diabetes more. I still have this 

thought in my mind that it is reversible to some extent—and I think it’s iffy—but as 

long as I keep my blood sugars down maybe the pain will go away’ (patient 44, 

male, group 1, 68 years, 7 conditions).

Prioritizing health conditions

Although patients acknowledged the importance of managing each of their health 

conditions, many perceived some conditions as more serious than others and admitted to 

prioritizing another condition over their diabetes:

‘I think my arthritis is worse than my diabetes…The diabetes is more minor’ 

(patient 12, female, group 4, 83 years, 4 conditions).

Another patient stated:
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‘I think of everything, the atrial fibrillation is the highest priority. I’ve been hospitalized 

three times and been in the emergency room a few times’ (patient 5, female, group 2, 81 

years, 8 conditions).

Perhaps not unrelated, these same patients experienced fewer diabetes-related complications. 

Further, the challenge of managing multiple complex self-care regimens limited some 

patients’ ability to deal with co-morbidity in their day-to-day lives. Some found it too 

difficult to manage all of their conditions, leading them to selectively attend to conditions 

based on perceived severity:

‘…I’ve had kidney stones about 30 times and every time I get an attack I don’t 

worry at all about my diet or anything else until I get done treating it to get the pain 

to go away…I don’t give a single thought to my blood sugar when that happens’ 

(patient 4, male, group 1, 68 years, 7 conditions).

For others, financial and/or insurance barriers from managing multiple health conditions led 

them to selectively attend to conditions based on perceived importance. To illustrate 

patients’ adjustment to financial and/or insurance limitations, this patient explained:

‘I cut four medicines out. I took away two medicines, which are for my pain, and 

one for my kidney stones, which I have on a regular basis, and the other for 

shrinking my prostate’ (patient 4, male, group 1, 68 years, 7 conditions).

Emotional impact of co-morbidity management

Most patients stated that managing co-morbidities had a negative impact on their emotional 

well-being. Patients described feeling frustrated and overwhelmed with the challenge of 

integrating numerous self-management behaviours for multiple health conditions:

‘When I found out about my diabetes, I went on a diet immediately and started 

reading labels in the grocery store. I’d spend hours in the store—that was a very 

frustrating process. You’d find a product that was low in sugar, low in cholesterol, 

low in fat but had a ton of salt in it… Which is the best way to go? You’re not 

supposed to have all that salt because of the high blood pressure. You don’t want 

the carbs because of diabetes. You don’t want the fat because of high cholesterol’ 

(patient 30, male, group 8, 73 years, 8 health conditions).

Patients also reported feeling confused as a result of conflicting treatment recommendations, 

particularly for diet, physical activity, and medication regimens:

‘That’s where I really get confused… It’s like a conflict between my diabetes and 

this other thing [Duhring’s disease]. Sometimes there aren’t a lot of things available 

on the menu. It’s so hard trying to manage your diabetes along with other health 

problems’ (patient 5, female, group 2, 81 years, 8 health conditions).

Conclusions

In our focus group study of 32 older patients with Type 2 diabetes and chronic co-

morbidities, patients perceived some conditions as more serious than diabetes and selectively 

attended to the self-management of those conditions based on perceived severity or 
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importance. Patients also reported difficulty and confusion integrating numerous self-

management behaviours for potentially interacting conditions. Many felt frustrated and 

overwhelmed with the multiple lifestyle, self-care, and medical demands required to manage 

their co-morbidities. Despite these challenges, most patients acknowledged how their co-

morbid conditions seemed to motivate them to improve their self-management by focusing 

on preventing or diminishing the progression of complications.

Our findings suggest that the threat or onset of diabetes complications may motivate patients 

to perform recommended self-care behaviours. A few patients attributed this motivation to 

learning about potential diabetes complications, while most attributed it to a ‘wake-up call’ 

after developing complications. A possible explanation is that patients internalized their fear 

of diabetes complications, which may have served as a catalyst to performing self-care. 

Whether external sources (e.g. diabetes education) of fear or clinicians’ use of threats 

motivate or inhibit patients’ self-care is not clear. Most literature reports the use of threats or 

scare tactics as an ineffective clinical strategy [17–21], although a few find these techniques 

useful [21–23]. Information about how diabetes complications can be used in clinical 

practice to energize patients without diminishing quality of life or self-efficacy is needed.

Additionally, our findings indicate that many patients prioritized another health condition 

over their diabetes. Similarly, two qualitative studies examining barriers to co-morbidity 

management also found patients prioritized the management of one health condition over 

another [24,25]. In our study, patients may have assigned lower priority to their diabetes 

because they had not yet experienced serious complications. These patients may not have 

understood the benefits of immediate and long-term treatment recommendations or the 

rationale for carrying out self-care behaviours. Further examination of the number, type and 

severity of co-morbidities may provide explanations for patients’ prioritization of health 

conditions [6,26,27]. Research is also needed to address specific co-morbidity barriers and 

develop and test strategies that help patients prioritize diabetes self-care in the absence of 

crisis. Study limitations include homogeneity of the study sample, participant self-selection 

and self-reported data. Cultural and social variations regarding co-morbidity management 

among varied ethno-cultural groups warrant further study.

In summary, complications and co-morbidities may have differential impacts on older 

patients’ diabetes self-management. Addressing the perceived impact of co-morbidity on 

diabetes self-management may improve patients’ outcomes; however, the most effective 

method of utilizing this information in clinical practice needs to be examined.
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Table 1

Patients’ demographic and health characteristics

Mean ± sd (n = 32) Range

HbA1c (%)*     7.0 ± 0.8 5.6–8.2

HbA1c (mmol/mol)      53 ± 15 38–66

Diabetes duration (years)   15.0 ± 12.6 2–50

Prescribed oral hypoglycaemic medication(s)* (%)   87.5

Prescribed insulin injections* (%)   46.9

Mean number of health conditions including diabetes     5.2 ± 1.7 3–9

BMI (kg/m2)*   29.9 ± 6.5 19.8–48.8

Age (years)   75.3 ± 7.4 60–88

Education (years)   14.6 ± 2.8 9–20

Female (%)   56.3

White (%) 100.0

Married (%)   71.9

Retired (%)   93.8

Most common conditions† Per cent reporting condition (n)

High blood pressure 66% (23)

Arthritis 54% (19)

Retinopathy 43% (15)

Hypercholesterolaemia (high cholesterol) 34% (12)

Coronary artery disease (heart disease) 23% (8)

Neuropathy 23% (8)

Cardiac arrhythmia 17% (6)

Hypothyroidism 17% (6)

Depression 14% (5)

Post-myocardial infarction 14% (5)

Asthma 11% (4)

Chronic pain   9% (3)

Presbycusis (hearing loss)   9% (3)

Stroke   9% (3)

Chronic obstructive pulmonary disease   6% (2)

Leukaemia   6% (2)

Nephropathy   6% (2)

Prostate cancer   6% (2)

Insomnia   6% (2)

*
HbA1c, BMI, prescribed oral hypoglycaemic medication(s) and prescribed insulin injections are based on self-report.

†
Reported by at least two patients.
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