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Abstract 

Introduction 

Women possess characteristics and experiences unique and different from men. 

Menstruation, pregnancy, puberty and menopause may present challenges for self-

management, a prerequisite for those living with Type 1 diabetes mellitus (T1DM). The 

meaning and experiences of self-management have not been adequately explored from 

a young woman’s perspective within the diabetes literature. 

Purpose of the Study  

Blood glucose and glycosylated hemoglobin (HbA1c) values are keys for 

determining success in self-management among individuals living with T1DM; however, 

the values may enable feelings of vulnerability and worthlessness in individuals living 

with T1DM. Through learning about the experiences of young women, it was hoped that 

the meaning of self-management would be uncovered. The research question was: 

What are the experiences of self-management among young women with Type 1 

diabetes mellitus? 

Methods and Methodology 

Descriptive phenomenology was used to uncover the experiences of self-

management. Unstructured interviews with nine young women aged 22-30 years were 

conducted to uncover their lived experience. Data collection and analysis followed the 

methodical structure outlined by van Manen (1997).  

Findings 

 Data analysis revealed five themes, and the essence of participants’ self-

management experiences. Identified themes included: 1) elusiveness of control; 2) the 
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dualism of technology; 3) forecasting and establishing routines; 4) dealing with the “ups 

and downs”; and, 5) interface with the health care team. The essence that emerged from 

the data was “being in balance”. 

Conclusions 

 Self-management encompassed the desire and need to be in balance with one’s 

life and blood glucose levels. Self-management was something that evolved over time, 

and grew in complexity as phases progressed; it was something participants were still 

trying to grasp. Individual attitudes, goals, and self-management strategies dominated 

participants’ discourse in describing their hope of achieving and sustaining balance in 

their day-to-day lives.  
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CHAPTER 1 

Introduction 

Chronic diseases are widespread; there are multiple causes, some of which are 

not fully understood, as is the case with Type 1 diabetes mellitus (T1DM). As a complex 

disease process affecting multiple age groups, including young children, adolescents, 

adults, the elderly, and both men and women, Type 1 diabetes mellitus is an 

autoimmune disease, whereby destruction of the pancreas’ insulin-producing beta cells, 

ultimately leads to hyperglycemia [Canadian Diabetes Association (CDA), 2009a]. The 

pancreas does not produce insulin; therefore, daily insulin administration, either by 

injections or continuous subcutaneous insulin infusion (CSII) therapy is required. 

Presently, the causes of T1DM remain unknown, but there appears to be both genetic 

and environmental involvement. Diagnosis typically occurs in childhood or adolescence, 

prior to 30 years of age, but a later diagnosis can occur (CDA, 2009a). The CDA (2008) 

recommends that individuals maintain a glycosylated hemoglobin (HbA1c) level of less 

than, or equal to, seven percent. HbA1c is a measure of glucose present in the blood 

over a three-month interval, and is the primary indicator of glycemic control 

(MedlinePlus, 2011). Commitment to frequent blood glucose monitoring, daily insulin 

injections or CSII therapy, healthy diet choices, and routine physical activity are 

strategies used to achieve and maintain recommended blood glucose and Hb1c levels 

(CDA, 2011).  

Globally, 366 million people are affected by diabetes, and this number is 

expected to rise to 522 million people by 2030 (International Diabetes Federation, 2011).  
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On a national scale, in Canada, more than three million people are living with diabetes 

(CDA, 2011). The numbers affected are high, and they do not appear to be declining 

anytime soon. Type 1 diabetes affects approximately 10% of the Canadian diabetic 

population, whereas Type 2 diabetes (T2DM) affects the remaining 90% (CDA). 

Although the number of individuals affected by T1DM is less striking, the complexity and 

resilience required to manage the disease and the consequences of poor disease 

management, strengthens the necessity that health care professionals appreciate 

clients’ day-to-day management experiences and facilitate continual education and 

support for clients in self-management. 

Diabetes is one of several chronic conditions where the notion of self-

management predominates. “Diabetes care should be organized around the person with 

diabetes using a multi- and interdisciplinary diabetes health care (DHC) team approach 

centred on self-care management” (CDA, 2008, p. S22). A team approach is used to 

promote optimal diabetes management; team members include physicians, nurses, and 

diabetes educators (to name just a few). Collaboration between team members is 

essential for promoting optimal wellbeing (CDA). Self-management education is 

comprised of patient goal setting, planning and problem solving; moreover, health care 

professionals are encouraged to support individuals in making educated decisions about 

their health and well-being, which includes application of day-to-day self-management 

principles (CDA).  

The self-management literature is diverse and the concept remains in the 

forefront of chronic disease research. However, “…there is no uniform terminology” and 

“…there is no uniform definition…” of the concept (Schilling, Grey, & Knafl, 2002, p. 88). 

The core of this concept from the client’s perspective has not been sufficiently explored 
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in the literature. Similar to the concept of maturity where an individual’s life experiences 

and priorities shift, self-management experiences and priorities also change over time. 

One has to wonder whether the meaning attributed to self-management remains static 

during these transitions, or if it also evolves? Self-management is inseparable from 

individuals living with Type 1 diabetes, and experiences may vary across age groups 

and sexes. 

Young women living with T1DM are a unique group, biologically and from a 

traditional standpoint related to the fulfillment of everyday roles and responsibilities. It is 

plausible that hormonal and societal expectations affecting women are different from the 

male counterpart, and subsequently influences self-management. The experiences of 

self-management from young women’s perspectives are not well established in the 

diabetes literature, which represents a gap in theoretical and clinical knowledge. It has 

been argued that “…young adults with diabetes are not a homogenous group, and that 

distinct subgroups of young adults with diabetes exist” (Balfe, 2009a, p. 129). A personal 

connection with the disease, plus an interest in women’s health, inspired me to focus on 

this group to learn more about the female day-to-day experiences of managing Type 1 

diabetes.  

 

 

 

 

 

 

 



 

 4 

Rationale for Study and Declaration of Personal Interest 

My personal experiences of living with Type 1 diabetes, and the limited amount 

of literature devoted to women living with this condition, led me to further explore 

womens’ T1DM self-management experiences. I was diagnosed with Type 1 diabetes 

seventeen years ago when I was seven years old. Being diagnosed so young, the 

disease became a part of me, and I learned to manage and deal with the obstacles that 

came along with it. Growing up, I noticed a difference in how the disease affected my 

life, with certain points in time being easier to manage than others. Being diagnosed at 

seven years old, I learned to accept and live with the condition early on. While I was still 

a little girl and able to do everything that other kids did, I believe I had to grow up quicker 

and learn to take control of my life earlier than my peers. My early diagnosis was 

beneficial in that I learned how to be independent and self-manage the disease almost 

immediately.  

In terms of self-management, my childhood years were definitely the easiest; 

responsibilities and pressures were limited. My adolescent years were challenging, as 

new pressures, both social and personal were presented to me, which inadvertently 

influenced management of my diabetes at times. Finding a group of friends who were 

accepting and supportive helped bring balance to my life during these years. My 

university years proved to be the most challenging. There was a constant pressure to 

excel as a good student, succeed in my everyday endeavors and forecast what lay 

ahead for me after university, which took precedence over my health at times and 

resulted in my diabetes being put on the backburner. To this day, finding a balance 
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between my passion for everyday life and maintaining my health and wellbeing remains 

a challenge. 

Choosing a career in nursing was not a surprising decision, if you would ask my 

peers and loved ones. You can say that my constant presence in the health care 

environment influenced my decision to some extent, and my years as a diabetes 

summer camper and counselor also played a significant role. Those years spent at camp 

helped shape my character, and was a place where I was able to learn, develop and 

mentor, surrounded by others who were also living with diabetes.  

 Family dynamics and individual relationships with the health care team can 

influence self-management attitudes and subsequent behaviours. My family and health 

care team encouraged me to be independent, take responsibility, and be in control of my 

life early on in my diagnosis, which played a significant role in my attitude towards 

managing the disease. To this day, my father speaks of an initial conversation that he 

had with my physician, who said that I could be anything that I wanted, except a pilot. I 

was not restricted in any way. The doors were wide open for me to explore; I just always 

had to be ahead of the game, and think before I leapt. Like my peers, growing up I 

learned from my mistakes when it came to living my everyday life, and managing my 

diabetes. 

My personal experiences growing up living with this condition led me to my 

research interest: self-management among young women with Type 1 diabetes. What 

does self-management mean to me? My immediate impression of self-management 

denotes the concept in relation to HbA1c. Similar to accomplishments in my everyday 

life, when my HbA1c is less than the optimal target of seven percent, I feel phenomenal, 

and for the most part doing all the right things in self-management. For most of my life, I 
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have fallen within or close to the target glycemic range. With maturity, reaching this 

milestone has become more difficult, and similar to disappointments experienced in my 

life, when I do not reach this optimal target, I am hard on myself and fear what the future 

may bring. It is difficult to acknowledge that the present influences the future. I want to 

live in the moment, and that does not always accommodate ideal self-management 

practices. Defining self-management in relation to one number does not enhance my 

emotional stamina; the number makes me focus excessively on different “what if” 

scenarios, and introduces apprehension and fear. Also, starting my nursing career off in 

an environment where I routinely saw the consequences of poor self-management 

reinforced the idea that what I do today, may affect me tomorrow. I believe that my 

immediate impression of self-management will always focus on the HbA1c value. 

Although this value is engrained in my mind as an immediate indicator of self-

management, I acknowledge that self-management is much more than just a number. 

For me, self-management also means being in control of my life as a whole, taking 

responsibility for my care, actions, health and wellbeing. The term “balance” describes 

the ultimate goal that I have for myself. I want balance in my life and this can only be 

achieved if I take care of myself physically, mentally and socially. I have to be healthy 

physically, trying to exercise routinely and eat healthy. I have to be healthy mentally, 

being sure to communicate to my loved ones and health care team, and constructively 

deal with the stresses of everyday life. Finally, I have to be healthy socially, being sure to 

be around people that share similar values, and who love and support me. Achieving 

balance is a continuous challenge for me. There are always going to be domains that 

are weaker than others. It takes motivation and commitment from oneself, loved ones 

and health care team to bolster the weaker domains.   
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I am not flawless when it comes to managing my diabetes. Dealing with the 

obstacles of everyday living is not easy for anyone. Imbalances such as stress and 

anxiety present negative coping mechanisms for me at times, which do not reflect 

optimal blood glucose levels. During these times, immediate comfort and relief are the 

goals, and these sometimes interfere with my goal of maintaining optimal blood sugar 

levels.  Moreover, my personal life goals sometimes conflict with the goals I have for 

managing my diabetes. At times these conflicts are frustrating, and emotionally 

exhausting to deal with.  

Conducting this research has been invaluable in that I have been able to 

appreciate, and learn from the experiences of others living with this chronic condition. As 

I work towards my goal of becoming a Diabetes Clinical Nurse Specialist, I hope to 

appreciate more the importance of truly listening to, and understanding clients’ 

experiences, and the value this holds in overall client care. As I continue to mature, and 

new experiences enter my reach, I anticipate that my goals and challenges associated 

with everyday life will also change, which may subsequently influence my self-

management.  I predict that the ultimate goal of finding a balance between the domains 

of my life and the numbers, will be an endless process that I may always search to find.   
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CHAPTER 2 

Literature Review 

Diabetes research is extensive and remains a priority in the chronic disease 

literature. Globally, it is estimated that nearly 76, 000 children under 15 years of age are 

developing Type 1 diabetes mellitus (T1DM) annually (International Diabetes Federation, 

2011). Thousands of children will endure the initial challenges of learning to manage a 

chronic condition, and will then develop and mature into adults, where the complexity 

associated with everyday life grows, and the importance of engaging in everyday self-

management is reinforced.  

The diabetic population is not exclusive, but includes multiple discrete groups, 

each possessing unique experiences and challenges. Emerging and young adulthood 

signify periods during which developmental and psychosocial change predominate. The 

challenges allied within the “transition in care” phenomenon, whereby individuals’ 

transition from the pediatric to adult health care system has been candidly described in 

the literature (Rasmussen, Wellard, & Nankervis, 2001; Wilson, 2010). With young 

adulthood being described as “the most volitional years of life” (Arrnett, 2000, p. 469), it 

is essential that health care professionals possess a true understanding of the self-

management experiences unique to this group.  

Defining self-management has been a challenge; the meaning is not clearly 

conceptualized in the literature. Furthermore, it is questionable whether the meaning 

remains constant across all age groups. Young women with Type 1 diabetes are a 

unique group; in particular, hormonally, the milestones of puberty, menstruation, 
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pregnancy, and menopause may affect individuals physiologically, and consequently 

influence self-management practices and ultimately, glycemic levels. Young adulthood, a 

period comprised of continuous change and new experiences, presents new challenges 

that influence individuals’ day-to-day self-management. Self-management from the 

client’s perspective, specifically, a young woman’s perspective, is presently not 

adequately reflected in the literature (Rasmussen, O’Connell, Dunning, & Cox, 2007b). 

In addition, the self-management experiences of young women during menstruation, a 

period characterized by hormonal imbalances, have not been sufficiently explored. The 

literature review that follows highlights this gap in knowledge. 

A literature search was conducted using Medline and CINAHL databases.  

Keywords and/or search terms including, but not limited to “Type 1 diabetes mellitus,” 

“self-care,” “self-management,” “glycemic control,” “young adult,” “women,” and 

“menstruation” were used to explore the topic of self-management in women with Type 1 

diabetes. Some keywords and/or search terms were combined to enable retrieval of the 

most relevant research in this area. Searches were mainly limited to the English 

language, a time span of 2000 to 2010, and journal articles. Broader searches were 

conducted, which did not include extensive limits, for the purpose of including all 

available information related to the topic. The literature review that follows is organized 

in three main sections: young adults living with Type 1 diabetes, self-management, and 

women living with Type 1 diabetes for the purpose of synthesizing the available, 

pertinent literature in the past ten years. 

 

 



 

 10 

Young Adults Living with Type 1 Diabetes 

Adulthood can be portrayed as both exciting, during which new experiences 

continuously evolve, and challenging, where roles and responsibilities, such as 

educational and career demands, grow and one must succumb to unavoidable change. 

There are multiple discrete phases during which experiences and shifting priorities are 

deemed unavoidable (Arnett, 2000; Balfe, 2009a, 2009b; Wolpert & Anderson, 2001).  

The later years of adolescence through to the mid-twenties, a period described as 

“emerging adulthood” (Arnett, p. 469), has been described as the “most volitional years 

of life” (p. 469). With continuous change, “instability” is almost inevitable and apart from 

adapting to these new circumstances, individuals living with chronic condition(s) must 

also factor in and learn to self-manage and balance the domains of everyday living with 

their health care needs. 

Qualitative studies have described the experiences of students managing 

diabetes, the role of routine in facilitating self-management, challenges in self-

management, and disease coping mechanisms (Balfe, 2009a, 2009b; Ramchandani et 

al., 2000; Wdowik, Kendall, & Harris, 1997; Wdowik, Kendall, Harris, & Auld, 2001; 

Wilson, 2010). Postsecondary education can be a significant transition period, from both 

psychosocial and diabetes self-management standpoints.   

The challenges and complexities of individuals living with T1DM transitioning 

from adolescence to adulthood have been described (Rasmussen et al., 2001; Sparud-

Lundin, Öhrn, & Danielson, 2010). Rasmussen and colleagues identified some 

difficulties encountered in young adulthood, some of which included: making career 

options, professional development, family planning, and consequently, the complexity of 

maintaining optimal diabetes control. Knowledge of the developmental, cognitive and 
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physical changes occurring throughout adolescence and adulthood, and the influence on 

individuals’ disease management over time is important for health care practitioners to 

have, to ensure that patient goals, challenges and concerns are being addressed.  

Psychosocial development: Erik Erikson. Erik Erikson (1959) identified eight 

“epigenetic” developmental stages. Epigenetic was described by Erikson as follows: 

“…anything that grows has a ground plan, and that out of this ground plan the parts 

arise, each part having its time of special ascendancy, until all parts have arisen to form 

a functioning whole” (p. 52). In sequential order, the stages were defined as infancy, 

early childhood, play age, school age, adolescence, young adult, adulthood, and mature 

adult (p. 120). Progression through each stage was dependant on both the readiness 

and composition of the individual (biological, psychological and social) and society 

(Maier, 1969). Moreover, individuals encountered distinct crises in each stage. Erikson 

attributed the crises to be the result of an evolving and extreme “change in perspective” 

(p. 55), which persistently occurs as individuals grow and mature. Consequently, 

progression into subsequent stages also relied on individuals’ ability to succumb each 

crisis.  

Erikson (1959) characterized adulthood into three stages, which exemplifies the 

complexity of this psychosocial period of development. Specifically, he characterized 

phase VI (young adulthood) as a period of intimacy versus isolation, during which one 

was in search and fulfillment of “true and mutual psychological intimacy” (p. 95) with 

another. Failure to engage in and embrace this level of intimacy could be a result of a 

collapse in the preceding stage; a matter of readiness may have posed some to isolate 

from others, or settle for unsatisfying relationships (Erikson).    
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Although Erikson (1959) characterized adulthood into three stages, Arnett (2000) 

proposed that a distinct period between adolescence and young adulthood, entitled 

“emerging adulthood” (p. 469) existed. Arnett classified the late teens and early twenties 

as a distinct period of unpredictability, during which the opportunity for exploration is 

endless. Moreover, he claimed that transitions such as marriage and childrearing are 

being delayed until the mid to late twenties in industrialized societies, which 

consequently further cultivates exploration among young people. Emerging adulthood, a 

phase comprised of individuals aged 18 to 25 years, is a dynamic time period; 

experimentation, exploration and identity formulation pose opportunities to enhance 

individuals’ character and life course. The journey of fulfilling such experiences, whereby 

endless opportunities may not be far from one’s reach, is “exceptionally” interesting, and 

led me to focus specifically on a subgroup within this phase of adulthood. 

Self-management during adulthood is challenging; there are several factors 

influencing individuals’ glycemic control. The self-management experiences outside of 

the college and university student population have not been fully described. The self-

management literature is diverse, reflecting several chronic conditions, and groups of 

individuals. In the following pages, some of the chronic disease self-management 

literature will be synthesized, with a focus on self-management for individuals living with 

Type 1 diabetes.  

Self-Management 

Self-management is commonly interwoven with terms such as adherence, 

compliance, self-care, metabolic control, illness management, and self-care 

management. Chronic disease is not short-lived; commitment over time in managing the 

condition(s) is required. The concept has been explored from different standpoints in the 
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chronic disease literature, but one area remains cloudy: What does self-management 

actually mean? An overview of some self-management and chronic disease models 

follows, to set the stage to explore what self-management means in more detail and to 

identify selected characteristics that define this concept.  

Self-management: models and processes. Self-management has been 

described as a process (Price, 1993), or involving several stages, including the influence 

of one’s developmental age in progression of expertise (Paterson & Thorne, 2000).  In a 

grounded theory study (n = 22), Paterson and Thorne proposed that there is a process 

to mastering self-management and described four sequential phases individuals 

progress through: “passive compliance, naïve experimentation, rebellion, and active 

control” (p. 408-409). Expertise is age-related, where developmental age and age of 

disease onset both influence movement through the phases (Paterson & Thorne). Their 

work stresses the notion that adults cannot be categorized into one group. Depending on 

developmental age and age of disease onset, experiences of self-management vary. 

Similar to this proposition of self-management as a process, in another grounded theory 

study (n = 18), Price devised a five stage “Diabetes Self-Management Model (DSMM),” 

(p. 36), which focuses on the role of regulation, trial and error, and routines in learning 

self-management. Movement throughout the stages is dependent on four primary 

factors: personal considerations, monitoring and cognitive skills, and control. These 

factors reinforce the importance of patient centered care to promote successful self-

management outcomes.  

Understanding the principles of self-management is essential for anyone living 

with a chronic condition(s). Traditionally, health care systems have been structured to 

treat acute care patients; health care professionals that approach individuals living with 
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chronic disease using this acute care design is not appropriate (Wagner et al., 2001). 

The Chronic Care Model was created to bridge this gap, and to foster a system specific 

to treating and managing chronic disease (Wagner et al.). The model emphasizes the 

importance of efficient health care delivery and system structure, which relies heavily on 

the premises of patient-centered care and collaborative relationships between 

practitioners and patients. (Wagner et al.).  

Evaluating success in self-management is challenging and is heavily influenced 

by individual goals and attitudes. Glycemic control may not be the most important goal 

for individuals effectively managing T1DM, and practitioners need to acknowledge this 

(Paterson & Thorne, 2000). Individuals’ expertise in self-management is “substantially” 

acknowledged by some (Paterson & Thorne; Price, 1993), suggesting that self-

management models may be “effective” in guiding and translating a foundation for 

understanding what self-management entails for those living with chronic disease, 

including processes, skills, and the influence of developmental age. The expectation that 

individuals will use self-management models uniformly is not practical, nor does it 

promote individuality in everyday self-management.  

Meaning of self-management. Exploring the meaning of self-management in 

Type 1 diabetes is fundamental for identifying the priorities for self-management among 

individuals. Individuals living with chronic condition(s) are the ultimate stakeholders in 

their lives. Therefore, it is essential that health professionals have a thorough 

understanding of what their priorities for self-management are. Traditionally, HbA1c has 

been the key outcome variable in determining self-management success. While 

researchers and clinicians tend to favour focusing on blood glucose and HbA1c values, 

individuals living with diabetes can be prone to feelings of vulnerability and 
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worthlessness due to the need to incessantly attend to, and try to sustain target values 

(Rasmussen et al., 2007b: Stuckley & Tisdell, 2010).  

The literature is limited in adequately describing the meaning of self-

management from the perspective of individuals living with Type 1 diabetes. In a review 

paper, Sawyer and Aroni (2005) vaguely explored the meaning of self-management in 

adolescents living with Type 1 diabetes. They suggested that self-management in this 

group was built on the preexisting ideas of adherence, the transition in care 

phenomenon, and the need for health care services that account for one’s 

developmental stage (Sawyer & Aroni). Among international dissertations, only one 

study from Sweden looked at how individuals with diabetes mellitus managed their 

disease (Nyhlin, 1990). Kuhn (1995) investigated the lived experience of individuals 

living with T2DM and how they adopted self-management. Adoption of self-management 

was conceptualized to be a process comprised of “Reflecting About, Acting Upon, and 

Maintaining Self-chosen Treatment Priorities” (Kuhn, p. iii). Finally, Schilling and 

colleagues (2002) conducted a concept analysis of self-management in children and 

adolescents with Type 1 diabetes. These authors insist that “there is no differentiation in 

the literature between self-management of diabetes in children and adults” (p.87), which 

suggests the need to distinguish the meaning of this concept from groups of varying 

ages and stages of psychosocial development.    

Definitions of self-management vary, and commonly, researchers have defined 

the concept in relation to behaviours, skills, and tasks required to attain optimal disease 

management, some of which include: knowledge, building routines, planning ahead, 

managing symptoms (Corbin & Strauss, 1988), self-efficacy (Gallagher, Donoghue, 

Chenoweth, & Stein-Parbury, 2008), self-tailoring, problem-solving [Canadian Diabetes 
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Association (CDA), 2008; Lorig & Holman, 2003], goal-setting, active client participation 

(CDA, 2008), and a sense of coherence (Antonovsky, 1993). 

Barlow (2001) defined self-management holistically in relation to the 

management of one’s lifestyle, disease symptoms and treatment, and the physical and 

psychosocial domains of everyday living. Medical management is not the focal point in 

Barlow’s conceptualization. The concept is shaped within the physical and psychosocial 

domains of one’s being, which is noteworthy, as it confirms some of the qualitative work 

by Corbin and Strauss (1988).  

Corbin and Strauss (1988) described chronic disease management as a complex 

process, requiring continuous work, with involvement of both mental and physical 

processes. Work is defined “as a set of tasks performed by an individual or a couple, 

alone or in conjunction with others, to carry out a plan of action designed to manage one 

or more aspects of the illness and the lives of ill people and their partners” (p.9). They 

suggested that social and psychological components influenced chronic disease, and 

moreover, practitioners needed to be sensitive to experiences outside of the traditional 

medical focus. If social and psychological processes influence self-management, then 

the meaning of self-management may be unique and vary across groups and individuals 

living with chronic disease(s).  

Women Living with Type 1 Diabetes 

Women living with Type 1 diabetes possess characteristics and experiences that 

differ from those of their male counterparts; for example, motherhood, puberty, 

pregnancy, menstruation, and menopause may present challenges for self-management 

(Homko & Trout, 2006).  
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Sex differences in managing Type 1 diabetes have been described in 

adolescence and adulthood (Undén et al., 2008; Williams, 1999). In a grounded theory 

study, Williams found females to be more independent in self-care, which rendered 

greater flexibility and non-adherence to diabetic regimes at times; moreover, Williams 

suggested that the pressure and expectation by health care practitioners for girls to 

manage alone might subsequently influence their attitudes and willingness to engage in 

self-management. In comparison, mothers were more involved in their sons’ self-care 

(Williams, 1999). Greater involvement of mothers may promote optimal self-

management practices, but may also hinder males in learning to independently manage 

their disease and ability to move forward.   

HbA1c levels in diabetic women have also been reported to be elevated during 

the late adolescence phases of adulthood (Bryden et al., 2001; Lloyd et al., 1999; 

Pound, Sturrock, & Jeffcoate, 1996). Excluding hormonal influences, this poor control 

may reflect behavioural and social factors, including demands placed on women, such 

as family planning, juggling family responsibilities, and balancing multiple roles (Pound 

et al.; Rasmussen et al., 2007b; Rasmussen et al., 2001). Furthermore, women with 

diabetes are reported to be more overweight in comparison to males (Bryden et al.), and 

at times are found to, or have thoughts of, intentionally withholding routine insulin doses 

to inflict hyperglycemia for weight management purposes (Kay, Davies, Gamsu, & 

Jarman, 2009). Over time, it can be speculated as to the effect that these behaviours 

and demands have on women’s diabetes management, overall health, and wellbeing.  

Rasmussen and colleagues (2007b) studied women (n = 20) aged 18 to 36 

years, and used a metaphor to describe the impact of Type 1 diabetes on womens’ lives. 

“Being in the grip of blood sugar levels” (p. 301) was a metaphor used to depict the 
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impact of T1DM on women from the physical, psychological and social domains of their 

being. Fear of diabetes complications, such as hypoglycemia and pregnancy 

complications can overtake one’s perspective, and present challenges for balancing 

diabetes management with personal and social needs (Rasmussen et al., 2007b). The 

pressures placed on women that they perform to societal expectations remain constant, 

which begs the question of what psychological consequences this inflicts on these 

individuals. Acknowledgement and assessment by health care professionals of how 

psychological and societal pressures influence the female client, from both disease 

management and daily living standpoints, is important (Kay et al., 2009).  

Women’s hormonal experiences are unique, and undoubtedly distinguish them 

from males. Appreciating and understanding how internal influences may contribute to 

day-to-day management challenges and influence glycemic control in women is 

fundamental.  

Menstrual cycle and glycemia. Hormonal influences such as menstruation 

have been investigated in women with Type 1 diabetes mellitus. The literature is 

inconsistent as to whether menstruation causes fluctuations in blood glucose levels, and 

if so, during which phases of the cycle (Goldner, Kraus, Sivitz, Hunter, & Dillon, 2004; 

Lundman, Asplund, & Norberg, 1994; Widom, Diamond, & Simonson, 1992). A 

breakdown of the three menstrual phases and resultant physiology will be described 

prior to synthesizing components of the diabetes literature focused on menstruation and 

glycemia in women with Type 1 diabetes.   

The three phases of the menstrual cycle converge on the event of ovulation, 

which is characterized by the release of a mature ovarian follicle. There are three 

phases: follicular, ovulatory, and luteal (Merck Sharp & Dohme Corporation, 2007). The 
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follicular phase is marked by the onset of menstrual bleeding (day 1), and the 

development of ovarian follicles. Surging hormone levels result in only one follicle 

maturing, which produces estrogen, and results in breakdown of the other follicles. The 

ovulatory phase is marked by rupture of the follicle, and release of an egg (ovulation) 

(Merck Sharp & Dohme Corporation). Finally, the luteal phase is marked by closure of 

the ruptured follicle, which results in formation of a corpus luteum. The corpus luteum is 

responsible for progesterone production. Estrogen and progesterone levels facilitate the 

potential for fertilization, or onset of menstruation. If fertilization does not occur, the 

corpus luteum tears apart, resulting in cessation of progesterone and estrogen 

production, and finally, shedding of the top lining of the uterus, and start of a new cycle 

(Merck Sharp & Dohme Corporation). Control of the menstrual cycle is dependent on 

interactions among the ovaries, hypothalamus, anterior pituitary gland, the secretion of 

follicle-stimulating hormone (FSH) and luteinizing hormone (LH), and ensuing estrogen 

and progesterone blood levels (Merck Sharp & Dohme Corporation).  

Synthesis of physiological research. Strotmeyer, Steenkiste, Foley, Berga, 

and Dorman (2003) reported menstrual anomalies among women with T1DM younger 

than 30 years of age, including long cycles, and heavy and prolonged menstruation. In 

addition, menarche in this group of women was later, menopause was earlier, and fewer 

pregnancies ensued (Strotmeyer et al.). Lundman, Fällström, Raukola, and Norberg 

(1998) conducted an exploratory, mixed methods study, which described the sway of 

menstruation on self-care and metabolic control among six women living with T1DM 

(mean age 36 years). Findings of this study included: fluctuating blood glucose levels 

throughout menstruation, including episodes of both hyper and hypoglycemia; 
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nonetheless, among participants, there was no consistency in self-management 

strategies applied during this period of glycemic instability (Lundman et al.).  

The relationship of premenstrual symptoms to diabetic control (Cawood, 

Bancroft, & Steel, 1993), insulin sensitivity throughout the menstrual cycle (Moberg, 

Kollind, Lins, & Adamson, 1995; Scott, MacDonald, Bowman, & Jeffcoate, 1990; Trout, 

2005; Valdes & Elkind-Hirsch, 1991), and changes in glucose metabolism (Widom et al., 

1992) have all been investigated. According to Cawood and colleagues (1993), more 

than 40% of diabetic women in their study accounted for premenstrual or menstrual 

variations, including elevated blood glucose levels or presence of glucose in the urine; in 

comparison, 28% or more indicated decreased glucose levels.   

Some research has extended beyond comparison of blood glucose levels alone, 

and has investigated insulin sensitivity, or insulin resistance, during menstruation. Some 

researchers found no significant difference in insulin sensitivity between the luteal and 

follicular phases (Moberg et al., 1995; Scott et al., 1990), whereas others noted an 

increase in insulin sensitivity during the follicular phase, and decreased insulin sensitivity 

during the luteal phase (Valdes & Elkind-Hirsch, 1991; Widom et al., 1992). Such 

inconsistent findings suggests a need to further investigate the influence of the 

menstrual cycle on glycemia in individuals living with T1DM, and the role external 

influences, such as diet and exercise, could have on insulin sensitivity.    

The past few decades have focused on the role of technology for facilitating 

optimal self-management practices. Continuous subcutaneous insulin infusion (CSII) 

therapy has been invaluable in helping individuals live as normally as possible. The 

introduction and emergence of continuous glucose monitoring (CGM) has several 

positive features, including the ability to continuously monitor and trend blood glucose 
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levels, which has implications for self-management [National Diabetes Information 

Clearinghouse (NDIC), 2008]. Goldner and colleagues (2004) conducted a pilot study 

tracking blood glucose levels in five women living with T1DM over three cycles using 

CSII therapy with CGM. Hyperglycemia developed in the luteal phase for two women, in 

the follicular phase for one woman, and no pattern identified for the other two women. 

This pattern suggests that menstruation may affect individuals differently, and there may 

be other factors influencing glycemic variability. 

Women living with type 1 diabetes: a qualitative overview. Outside of the 

obstetrical literature, a gap in the literature is evident; the self-management experiences 

of young women with T1DM have not been fully described (Rasmussen et al., 2007b). 

Only three published qualitative studies were located that captured the experiences of 

young women living with T1DM. Two studies were conducted in Australia and identified 

challenges and strategies for women managing T1DM during transitions (Rasmussen, 

Dunning & O’Connell, 2007a; Rasmussen et al., 2007b), and one study was conducted 

in the United Kingdom and described the lived experience of young women living with 

T1DM (Kay et al., 2009). Furthermore, one grounded theory study conducted in the 

United Kingdom was located that explored sex differences in defining and managing 

diabetes in adolescents (Williams, 1999). Among unpublished dissertations, two studies 

focused on the lived experience of females with Type 1 diabetes (Dickinson, 2000; 

Walker, 2008). To date, there have been no relevant published qualitative studies 

conducted in North America that reflect the experiences of self-management among 

young women living with Type 1 diabetes.  

The literature is consistent in that women’s experiences of living with T1DM are 

unique and may not parallel other adult groups. Diabetes presents many challenges for 
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women, which may create feelings of frustration and vulnerability. Hormonal influences 

such as pregnancy, and transitions such as becoming an adult, or a mother, are 

examples of how diabetes is not the only focal point, or priority in women’s lives during 

adulthood (Kay et al., 2009; Rasmussen et al., 2007a, 2007b, 2001). As one continues 

to mature, and roles and responsibilities change over time, it is essential to understand 

what is evolving from a disease self-management standpoint.  

Literature Review Conclusions: The Research Gap 

To date, the experiences of young women, specifically their self-management 

experiences, have not been adequately described in the diabetes literature (Rasmussen 

et al., 2007b). The notions of transitions and shifting priorities strongly influence self-

management, but we do not have a thorough grasp on how these experiences shape 

this concept. The work of Rasmussen and colleagues (2007a, 2007b, 2001) presents 

unique findings that highlight the need for researchers to focus on the everyday 

experiences of individuals living with Type 1 diabetes, and the challenges routine 

activities such as work, school, managing a family, or more complex events such as 

pregnancy, present to this group. Moreover self-management during periods of 

hormonal instability, including menstruation is not thoroughly understood. Further 

investigation of this phenomenon from a self-management standpoint could enhance 

understanding of womens’ day-to-day self-management during this time. Finally, self-

management is a complex concept that has not been adequately explored from the 

client’s perspective, the primary stakeholder in ensuring optimal diabetes self-

management, and overall wellbeing.  

Young women aged 22 to 30 years are a unique group; new transitions such as, 

completing post-secondary education, entering the workforce, changing relationships, 
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often occur during this time, and ultimately may influence self-management. During 

these significant life transitions, is maintaining an HbA1c the ultimate priority, or are 

there other more pressing priorities? Paterson and Thorne (2000) convey that priorities 

are shifting and being an “expert in diabetes self-management” (p. 416) is not always at 

the top of the list. Maintaining an HbA1c of less than seven percent is important to 

prevent complications, but acknowledgement of the diversity in clients by health care 

professional requires thorough understanding of clients’ goals, ambitions, and meaning 

of illness (Paterson & Thorne).  It is anticipated that through a phenomenological inquiry 

the experiences of self-management as lived by young women aged 22 to 30 years of 

age with Type 1 diabetes will be uncovered. Added insight into the experiences of self-

management for this group of individuals is hoped to illuminate the meaning of this 

concept. 
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Purpose of the Study 

 Intent. Through learning about the experiences of self-management among 

young women aged 22 to 30 years of age living with T1DM, it is my intent to describe: 

1) The meaning of self-management in this group; 

2) The priorities of self-management, and everyday life during young adulthood; 

and, 

3) Self-management during menstruation.  

Individuals living with diabetes cannot be characterized as one exclusive group; 

there are multiple groups, each possessing unique experiences, and enduring distinctive 

experiences. A gap in the literature was identified, which merited a need to explore the 

meaning of self-management from the perspective of young women living with T1DM.  

Phenomenology aims to seek meaning about phenomena that are not well understood 

(van Manen, 1997). It is essential for health care professionals to possess a concrete 

understanding of the unique attributes and challenges specific to their patient population. 

Just as the lived experience is the “starting point and end point” (van Manen, p. 36) for 

phenomenological research, the same can be proposed for encounters with the patient 

population; recommendations can be made based on individual attributes and 

experiences.  

Research question. What are the experiences of self-management among 

young women with Type 1 diabetes mellitus?  
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CHAPTER 3 

Methods & Methodology 

 This chapter was organized to facilitate understanding of the research 

methodology and the rationale for decisions made throughout the research process. To 

answer the research question, the study was situated in the interpretive paradigm, 

whereby the researcher aspired to understand the lived experience of study participants 

using a phenomenological approach, which sustained objectivity (Schwandt, 2000). An 

overview of the following areas will be discussed in this section: phenomenological 

methodology, van Manen methodical structure (van Manen, 1997), sampling strategies, 

ethical considerations, including informed consent and confidentiality, data collection and 

analysis approaches, and qualitative rigour.  

Methodology 

Phenomenology is a philosophy that surfaced in Germany prior to World War I, 

and is still defining and establishing itself within the research community (Dowling, 

2007). The aim of phenomenology is to describe the “lived experience”, or the “lifeworld” 

of phenomena, to make explicit what is implicit, and to attain meaning (van Manen, 

1997). “Lived experience is the starting point and the end point of phenomenological 

research” (van Manen, p. 36).  van Manen maintains that the boundaries of lived 

experience must not exceed the realm of “consciousness”. It is the everyday 

experiences of humans that one is interested in understanding. In contrast to 

quantitative research methods where statistical data prevails, phenomenology centers 

on the “essence” or “whatness” of phenomena. van Manen describes the “essence” as 

the structures, or the “internal meaning structures, of lived experience” (p. 10), and 
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without these structures, the experience would not be what it is. It is through writing and 

re-writing where one tries to extract, and bring to life the “essence” of the lived 

experience.  

Phenomenology is diverse in that there are several different philosophical 

stances in how the methodology can be exercised. Based on selected readings of the 

phenomenological method (Dowling, 2007; van Manen, 1997), a diagram was depicted, 

which conceptualizes phenomenology along a continuum that includes the selected 

stances of profound philosophers Husserl, Heidegger and Merleau-Ponty.  

 

 

 

 

 

 

 

 

 

 

 

Phenomenology can be categorized as “descriptive,”  “interpretive,” or a mixture 

of both. On the far left of the spectrum, descriptive phenomenology is represented. 

Edmund Husserl, the “fountainhead” of phenomenology (Spiegelberg, 1975, p.3), stands 

for the underlying ideologies encompassing the descriptive method. The purpose of 

descriptive phenomenology is to describe phenomena as they appear, or as purely and 

Figure 1.0. Phenomenology Spectrum 

 

 

 

 

 

 

 

 

 

 

Figure 1.0. Phenomenology spectrum depicting where van Manen fits in relation to 
Husserl and Heidegger. 
 

 



 

 27 

truthfully as possible (Spiegelberg). Employing this methodology requires the researcher 

to commit to “bracketing,” which entails setting aside individual ideas, opinions, or 

predispositions (Spiegelberg). In contrast, Martin Heidegger, a former student of 

Husserl, adopted interpretive phenomenology (far right of the spectrum) (Spiegelberg). 

“Hermeneutic phenomenology” supports the need for description, but maintains, “there 

are no such things as uninterpreted phenomena” (van Manen, 1997, p. 180).  Giorgi and 

Colaizzi’s methods reside in between the works of Husserl and Heidegger, and are 

commonly used by nurse researchers; moreover, Merleau-Ponty and van Manen 

represent a mix of both descriptive and interpretive phenomenology (Dowling, 2007). 

van Manen argues that there is no set method governing phenomenology. The 

nature of this philosophical methodology is iterative, and encourages some form of 

individuality. One is not restricted to order, or sequence in completion of the 

methodological steps, rather, flexibility ensues, where one can approach the nature of 

lived experience with some uniqueness (van Manen, 1997). For the purpose of this 

research study, data collection and analysis was conducted using purely the descriptive 

phenomenological approach described by van Manen, and which involves the following 

six activities (p. 30-31): 

1) Researching a phenomenon that interests us and commits us to the world; 

2) Investigating experiences as they are lived; 

3) Reflecting on essential themes that describe the phenomenon; 

4) Portraying the phenomenon through writing and re-writing; 

5) Sustaining a strong and orientated relation to the phenomenon; and, 

6) Considering the parts and the whole of the research. 

Experiences are multiple, and everlasting. One can reflect on, or describe 

various experiences that may have shaped one’s being. My interest lies in women’s 
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health, specifically self-management among young women living with Type 1 diabetes 

(T1DM). My past experiences greatly fashioned my interest in this phenomenon, and 

further inspired me to describe the nature of this experience among other women. 

Possessing an interest, and further, having lived through aspects of this experience, one 

possesses commitment, and remains oriented to the phenomenon (van Manen, 1997). 

van Manen proposes in order to study lived experience, the researcher needs to be 

engaged in the world, that is living, breathing and sharing all that encompasses the lived 

experience. It is through reflection where the concealed aspects of our everyday 

experiences can be opened up, and where the essence of a phenomenon can be 

exposed. It is through language, or “the art of writing and rewriting” (p. 32) that one’s 

experiences will be conceptualized. To avoid being overwhelmed by the data, van 

Manen suggests continually considering the wholeness of the experience, and then 

evaluating how each individual theme fits to shape the entirety, or ultimate “essence”. 

This also requires one to remain attentive and focused on the research question that 

was initially formulated. 

van Manen’s methods have been used in several disciplines, including nursing, 

medicine and education. His phenomenology is unique in that it highlights elements of 

both descriptive and interpretive phenomenology (Dowling, 2007). This study focused 

solely on description due to the nature of the research question, and the need to 

establish a pure, deeper understanding of the self-management experiences of young 

women living with T1DM. 

Reduction. Reduction, or “epoche” aims for discovery of what Husserl termed 

the “lifeworld” (van Manen, 1997, p. 182). To see a phenomenon for what it truly is, one 

must practice some form of reduction. This requires one to re-evaluate one’s true being, 
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and set aside any personal thoughts, ideas, beliefs or preferences one may have about 

the phenomena under investigation (van Manen). Phenomenology is not a method that 

is governed by a set of procedures, therefore reduction should not be mandated; instead 

it should extend a form of attentiveness that will bring out the true meaning of the 

phenomena under investigation. van Manen cautions not to forget what is already 

known, and encourages individuals to make explicit what is implicit. Moreover, Merleau 

Ponty (1962) maintains that there is no such thing as complete reduction. For the 

purpose of this research study, van Manen’s viewpoint on reduction was applied. The 

researcher engaged in continuous reflection during the research project. A personal 

journal helped collate the researcher’s thoughts, feelings and inclinations. Furthermore, 

prior to data collection a position statement (see Chapter 1) describing one’s personal 

connection and experiences with the phenomenon was written. Engaging in these 

activities was crucial; strong feelings were provoked during data collection, analysis and 

writing, which prompted the need for relentless reflection and consultation with co-

supervisors.  

Sampling 

Purposive and snowball sampling were strategies used to recruit participants for 

this study. Individuals were selected who met the following criteria: female, aged 22 to 

30 years, diagnosis of Type 1 diabetes for 5 or more years, non-pregnant, and a resident 

of Southern Ontario. An age range of 22 to 30 was selected based on the uniqueness of 

this phase in adulthood; new experiences and transitions are evident in young 

adulthood, some of which include graduation from post secondary school, entering the 

workplace, changing relationships, and emerging thoughts about marriage and 

motherhood. A diagnosis of five or more years was selected as it was thought that 
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individuals would have ample self-management experiences from their childhood and 

adolescent years to reflect upon, and be able to make comparisons over time. Non-

pregnant women were selected because pregnancy presents new and variant 

challenges for self-management (Gabbe & Graves, 2003). I did not want these 

challenges to interfere with the everyday experiences of young women managing Type 1 

diabetes. Kingston and the surrounding Southern Ontario regions were selected for data 

collection primarily for feasibility.  

Sampling involved several strategies, which rendered a total of nine participants. 

Hotel Dieu Hospital, located in the heart of Kingston Ontario is the main diabetes centre 

in the city. The Diabetes Education Centre is composed primarily of diabetes educators, 

and provides continuous support and counseling to individuals living with Type 1 and 

Type 2 diabetes mellitus.  

Recruitment of participants. Recruitment posters (see Appendix A) were 

posted throughout the Hotel Dieu Diabetes Education Centre and diabetes clinic waiting 

area, Queen’s University Health Services, and selected bulletin boards around the 

Queen’s University campus. Furthermore, an information flyer (see Appendix B) was 

distributed to an endocrinologist at Hotel Dieu Hospital who primarily counsels young 

women meeting the sampling criteria, and diabetes educators from Hotel Dieu Hospital 

for distribution. Additionally, study information was forwarded to friends and 

acquaintances, the Canadian Diabetes Association, Kingston branch, and a virtual 

diabetes support group; some groups also relayed information to other individuals and/or 

groups. Facebook, an online social network (Facebook, 2011) was effective in endorsing 

information about the study. An adult diabetes community was contacted, and 

information regarding the study was delivered electronically, and posted on their 
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Facebook information page.  Furthermore, a Facebook advertisement (see Appendix C) 

and information page (see Appendix D) was created to inform individuals about the 

study. Finally, as a method of snowballing, following each interview study participants 

were provided with information about the research study and if willing, were instructed to 

forward information to selected individuals, and/or groups. It was hoped that the Hotel 

Dieu Diabetes Education Centre would render most of the required sample, but online 

networking deemed to be more effective, representing five of the nine sampled 

individuals. 

Ethical Considerations, Informed Consent and Confidentiality  

The researcher successfully completed the required Queen’s University online 

graduate course entitled “Course in Human Research Participation Protection” (CHRPP) 

(see Appendix E). Approval from Kingston General Hospital/Hotel Dieu 

Hospital/Providence Care (KGH/HDH/PD) Research Board (see Appendix F) and the 

Queen’s University and Affiliated Teaching Hospital Health Sciences Human Research 

Ethics Board (see Appendix G) was obtained. Furthermore, approval from the Hotel Dieu 

Diabetes Education Centre (see Appendix H), and Queen’s University Health Services 

(see Appendix I) for recruitment of individuals was acquired. 

Written informed consent was obtained at the first interview by the primary 

researcher (see Appendix J). Participants were assigned a code for the consent form 

and taped interview. A list of names, assigned codes, consent forms and the 

researcher’s personal research notes were stored in a locked cabinet. Transcribed data 

and assigned codes were stored separately from the consent forms in a password 

secure laptop, a secure USB device, and as hardcopies; the USB device and selected 

hardcopies of the research data were stored in a locked cabinet. Anonymity was 
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maintained throughout; participants selected a pseudonym, which was used for tape 

recordings, data transcripts, and all other research documents. Confidentiality was 

maintained at all times between the researcher and participants. 

Data Collection 

The lived experiences of participants were investigated using audio-taped 

interviews. It was not the researcher’s intent to probe participants with specific 

questions, but promote free, open discussion that would expose individuals’ self-

management experiences. An interview guide (see Appendix K) was used to help extract 

these experiences, and probe participants if required. Moreover, prior to the start of each 

interview, participants were asked to fill out a demographic information form (see 

Appendix L), which included questions such as, “how many years have you had Type 1 

diabetes,” and “are you currently managing your diabetes using an insulin pump?” A 

digital tape recorder was used to record the interviews and for transcription during data 

analysis. A manual tape recorder was used as a back-up recorder in the event there 

were any technical difficulties during any of the interviews. A personal journal was used 

to reflect any thoughts, feelings or impressions the researcher had prior to, throughout, 

or after each interview. The primary researcher was the sole collector of data, and 

conducted interviews in safe, public locations that were accommodating for individuals. It 

was the researcher’s intent to conduct one interview per individual, with the 

understanding that if clarification or elaboration was required, one to two follow-up 

interviews within three months of the first interview could be implemented. Nine 

participants were interviewed with a total of twelve interviews being conducted. For five 

of the interviews, clarification or elaboration of certain topics was required; therefore, the 
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researcher conducted three follow-up interviews and contacted two participants 

electronically through email for elaboration of certain topics. 

It was believed that data saturation was obtained after nine interviews. Initial 

themes were repeated in subsequent interviews, and data collection ended once there 

were no new emerging themes. Morse (2000) states that it is the richness of data that 

one should consider, not the quantity of interviews conducted. Keeping this in mind, 

interviews lasted between approximately forty and ninety minutes. Furthermore, Morse 

commends that six to ten interviews is deemed appropriate for phenomenological inquiry 

based on the above criterion.  

Data Analysis 

The lived experience and meaning of phenomena was depicted through thematic 

analysis. van Manen (1997) affirms that it is the “structures of lived experience” (p. 79) 

that the researcher is trying to uncover. Furthermore, van Manen maintains it is during 

this stage where it is essential the researcher remain “strong and orientated” (p. 33) to 

the phenomenon, so the true “essence” of the lived experience can be uncovered. To 

remain “strong and oriented” (p. 33), one needs to remain committed to the phenomenon 

under investigation, with the intention of completely fulfilling the predetermined research 

query. 

Data analysis was conducted simultaneously with data collection. Initially, the 

researcher conducted four interviews. Following transcription, the initial interviews were 

reviewed by co-supervisors, and were then analyzed individually by the researcher and 

co-supervisors. A “collaborative discussion” (van Manen, 1997, p. 100) transpired, where 

the researcher and co-supervisors concurrently met and thoroughly discussed the data, 

and identified three emerging themes. van Manen suggests “collaborative discussions” 



 

 34 

(p.100) are appropriate and valuable to engage in, and help one to formulate richer 

ideas and perceptions about the data. Data collection was initiated again following 

preliminary analysis of the four interviews. Five new interviews were conducted, 

transcribed, and then reviewed and analyzed individually by the researcher and co-

supervisors. Following individual analysis, collaborative discussions transpired again, 

where six total themes, three potential subthemes, and an “essence” were identified.  

To uncover the themes, transcripts and recordings were read and listened to 

several times. Interviews were manually transcribed by the researcher shortly following 

each interview, or within a few weeks of the interview date. First, interviews were 

listened to in the whole. Next, interviews were transcribed. Following transcription, 

interviews were listened to again to confirm one’s transcribed data, and to make any 

revisions if needed. A highlighting approach was used to isolate thematic statements 

that the researcher believed to be meaningful, and reflected the self-management 

experiences unique to young women (van Manen, 1997). To organize, and help identify 

potential themes, meaningful descriptions were clustered into tables. Organizing the 

data in this way was beneficial in identifying experiences that were meaningful and 

facilitating discussion during collaborative analysis with co-supervisors.  

Following collaborative discussions with co-supervisors, a thesis committee 

member reviewed selected transcripts and initial themes to confirm initial impressions 

and themes proposed by the researcher and co-supervisors. Following review, it was 

determined that consensus between the researcher, co-supervisors and committee 

member on the identified themes had been reached. As themes were collected, 

statements were reflected in more descriptive phenomenological paragraphs. The task 

of accurately describing participants’ self-management experiences was intensive, 
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lengthy and an iterative process comprised of writing and re-writing. One was engaged 

in continuous reflection while attempting to articulate participants’ experiences into 

words. As descriptive paragraphs developed, it was necessary to validate one’s 

descriptions, which meant routine reference to the transcripts and consultation with co-

supervisors. As descriptions developed, a decision was made to condense the initial six 

themes to five. Moreover, it became apparent that some themes required re-structuring; 

specifically, while it was initially thought that two themes should include sub-themes, a 

decision was made to conceptualize each theme as one.  

Although the iterative process, comprised of regular reference to the transcripts 

and consultation with co-supervisors, was partially able to validate participants’ lived 

experiences, it was necessary to go a step further; participants were electronically sent a 

preliminary draft of the findings chapter to review, and were asked the following two 

questions:  

1) Has the researcher accurately described my self-management experiences; 

and, 

2) If she has not, then what was inaccurately described or interpreted, or what 

was missing? 

Four out of nine participants responded to the email request and indicated that the 

chapter accurately reflected their experiences. In addition, some expressed value in 

having participated in the study. In particular, one participant replied: “I realise that this is 

a requirement for your process, but I also felt like I benefited a lot from reflecting on your 

evaluations and summaries”. Another participant replied: “I enjoyed reading the chapter 

and learning about the other participants’ experiences – there is comfort in numbers!”. 

One participant provided a summary of reflections and insights she collected while 
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reading the chapter. Upon review of this summary, a decision was made to make a few 

minor revisions to a section of the text, to more accurately conceptualize the participant’s 

perspective.  

Qualitative Rigour 

Lincoln and Guba (1985) describe four elements that lead to trustworthiness of 

one’s research findings: credibility, transferability, confirmability, and dependability. 

Qualitative rigour for this study was primarily achieved through credibility and 

confirmability. Credibility, the truthfulness of the data was achieved through engaging in 

“member-checks” (Lincoln & Guba, p. 314). The researcher returned to four of the 

participants for a second interview, and contacted two participants through email for 

clarification and elaboration of information. Furthermore, participants reviewed a 

preliminary draft of the findings chapter; consensus that the researcher accurately 

described their self-management experiences was attained from four participants. 

Confirmability, the ability to report findings so others can confirm them was attained 

through developing an “audit trail” (Lincoln & Guba, p. 319).  The researcher immersed 

herself in the data, organized the data logically so themes could easily be identified, and 

was conscious in following the methodological structure described by van Manen. 

Furthermore, “collaborative discussions” (van Manen, 1997, p. 100) with co-supervisors, 

and involvement of a committee member during data analysis was essential in 

developing and confirming themes. Following Lincoln and Guba, it was believed the 

elements of trustworthiness: credibility and confirmability were attained. 
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CHAPTER 4 

Findings 

 This chapter is organized to provide an overview of the participants’ 

characteristics and experiences. Five themes and the “essence” of participants’ self-

management experiences will also be presented. Figure 1.1. outlines the five themes 

and “essence,” which will be described in this chapter. It is hoped that after reading this 

section, one will gain a true impression of self-management as experienced by nine 

young women who are living with Type 1 diabetes (T1DM) and who participated in this 

study.  

 

 
Figure 1.1.      List of Themes 
 

THEMES 

1) Elusiveness of Control 

2) The Dualism of Technology 

3) Forecasting and Establishing Routines 

4) Dealing with the “ups and downs” 

5) Interface with the Health Care Team 
 

THE ESSENCE: BEING IN BALANCE 

 

Figure 1.1. Five themes and an “essence” emerged from thematic analysis.  
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Participant Overview 

 Nine women participated in this study. The average age of the participants was 

26 years. All of the women were employed, and two were also university students. On 

average, T1DM was diagnosed at the age of 12 years, which coincides with the 

prominent childhood or adolescent onset of the disease [Canadian Diabetes Association 

(CDA), 2009a]. Participants had been living with diabetes for almost 14 years, which for 

some was almost half of their life. Seven women were managing with continuous 

subcutaneous insulin infusion (CSII)1 therapy and two with multiple daily injections 

(MDI). Continuous glucose monitoring (CGM) was used intermittently by three of seven 

women. Some of the key characteristics of the nine participants are presented in Figure 

1.2. 

 
Figure 1.2.     Participant Demographic Information 
 
Pseudonym Age of 

T1DM 
diagnosis 

Therapy 
Mode 

 
 

General Information 

Anne 4 CSII 
 

Young professional; diabetes has contributed 
positively to her life; technology has been 
invaluable in facilitating self-management. 
 

Sarah 12 CSII 
 

Young professional; shift-worker; CSII therapy has 
brought feelings of normalcy and flexibility in daily 
living.  
 

Judy 13 MDI Full-time university student who is concurrently 
working; living with gastro-paresis; “brittle 
diabetic”. 
                            

                                                        
1In addition to continuous subcutaneous insulin infusion therapy (CSII), the following terms may 
also be used in this, and subsequent chapters, to refer to this therapy mode: insulin pump, pump, 
or pump therapy.  
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Hayley 10 CSII Young professional; very active physically and in 
managing her diabetes; initially felt “attached” and 
self-conscious about wearing the pump, but 
quickly adapted and believes it has brought her 
better control and flexibility in daily living.  
 

Abby 4 MDI Young professional; took ownership of diabetes 
early on; positive pediatric experiences; 
unpredictability with the health care team since 
transitioning into adult care; no plans for initiating 
CSII therapy. 
  

Ruth 16 CSII 
 

Young professional; challenging diagnosis period; 
does not have a meaningful relationship with the 
health care team; difficult to maintain routines due 
to professional role and lifestyle; the pump has 
established better control, but the feeling of 
attachment to the device can sometimes be 
inconvenient. 
 

Jocelyn 18.5 CSII*** 
 

Full-time university student; student lifestyle 
greatly influences commitment to self-
management; positive relationship with the health 
care team; technology has been invaluable in 
facilitating self-management, and would like to 
use CGM more regularly to optimize self-
management.  
  

Grace 8 CSII*** Young professional; family planning phase in her 
life; positive pediatric experiences; experienced 
some challenges since transition into adult care; 
regular consultation with the health care team; 
diligently working to bring down her glycosylated 
hemoglobin value (HbA1c) to the recommended 
range so she can start a family. 
 

Carol 24 CSII*** Young professional; family planning phase in her 
life; finds it challenging maintaining good control 
due to the demands of daily living; positive 
relationship with the health care team; would like 
to use CGM intermittently to help her to self-
manage; working to bring down her HbA1c level 
so she can start a family. 
 

Mean: x ̄ = 12 CSII: n = 7 

MDI: n = 2 

***CGM is used intermittently 

Figure 1.2. Overview of participant demographics. 
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Thematic Analysis  

Elusiveness of control. Type 1 diabetes is a condition that requires attention to 

several biological parameters, some of which individuals must incessantly focus on in 

their day-to-day lives. Two key parameters are individuals’ blood glucose or blood sugar 

level, and HbA1c value. The regimes described by participants in this study focused on 

staying within their target glycemic range, which at times was individualized. According 

to the CDA (2008), the recommended HbA1c level should be equal to, or less than 

seven percent. The HbA1c value is the primary indicator health care practitioners use to 

assess self-management efficiency and individuals’ risk for developing long-term 

complications (CDA). In terms of daily blood glucose levels, preprandial levels (before a 

meal) should fall between 4 and 7mmol/L, and postprandial levels (after a meal) should 

be between 5 and 10mmol/L if one’s current HbA1c level is within target range, or 

between 5 and 8mmol/L if the target has not been achieved (CDA). All of the women in 

this study were well aware of the importance of achieving, and maintaining this control.  

Self-management for all of the participants centered around the numbers, which 

involved striving for, and maintaining stability in blood glucose levels. Everyone talked 

about the “numbers” and how the number appearing on the glucometer shaped their 

everyday lives to a large extent. Adjustments in insulin dosages, and carbohydrate 

intake were both dependent on the number, which registered on the glucometer. This 

number influenced how individuals felt. One participant was able to predict how the rest 

of her day would be shaped when she would wake up with a low blood glucose level. 
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A bad day is waking up at you know 2am with a sugar of 2 and having to kinda 
stumble to the kitchen and eat sugar, and then you can’t get back to sleep and 
you wake up and you just feel like crap and you wake up with on the other end of 
the spectrum with your sugar being so high cus you’ve over…correct…or you’ve 
over kinda sugared yourself I guess and then that stuff really sticks with you for 
the rest of the day…(Ruth) 

 

Good self-management days meant maintaining stable blood glucose levels 

through diet, exercise and appropriate insulin calculations, avoiding fluctuations, and 

maintaining consistency by establishing routines. Good control was generally reflected in 

one’s overall sense of being; good numbers meant feeling good. Grace was one of the 

few women intermittently using CGM. She defined a good self-management day in 

relation to the output of her sensor. 

 
I get really excited when my sensor has come in and it’s sort of flatlined…at like 
5.5 or something cus 5.5 to me is the perfect blood sugar…it’s a big deal like if 
you can get it and keep it at that level for uh for 24 hours and show that on your 
graph. To me that’s a huge moment…(Grace)  
 

The importance of maintaining good control was evident in all of the participants, 

yet at times it was difficult to achieve or maintain. The fear of not achieving good control 

was reinforced by fear of long-term complications. Most women shared fear and worry 

about the unknown. Fear of complications, such as neuropathy, nephropathy and 

blindness was never far from their thoughts, which at times influenced making future 

plans. When asked to speculate on what they envisioned life could be like without 

diabetes, Ruth commented: 

 
…I don’t know you just wouldn’t have to worry like you wouldn’t have the stress 
that you do when you have it like it’s you’re not worried about passing out in the 
middle of the night and not waking up and you’re not worrying about going blind 
and losing your feet and all that stuff (Ruth). 
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Participants were all well aware of the consequences of poor management, yet identified 

elements and scenarios, some controllable and others uncontrollable, that interfered with 

their ability to achieve or maintain optimal blood glucose and HbA1c levels. Grace 

summed it up perfectly when she said: “…I think life gets in the way that’s probably the 

biggest thing”. 

Adolescence and university were challenging phases for many of the 

participants. Erratic schedules, lack of routine, experimentation and new experiences 

prevailed, and presented obstacles for self-management. Adolescence was described as 

a period of instability, resentment, neglect and experimentation for some. Grace 

experienced struggles with weight during adolescence. She decided to purposefully 

withhold routine insulin to just half of her daily requirement, which had significant 

consequences to her health and wellbeing. Such behavior set off a cascade of events 

that resulted in an inability of attaining control over the diabetes.  

 
…I did that for about six months and I got quite sick, and then um once I decided 
that that was enough that I needed to make diabetes a priority…the weight came 
back and the the diabetes management never fully recovered. (Grace) 
 

Engaging in post-secondary education is demanding for any student, but 

especially for someone living with diabetes, from both physical and psychological 

standpoints. One participant described managing diabetes to be a “part-time job”. Taking 

this into account, it is not surprising that some described university as a challenging 

time. New experiences, expectations and pressures were evident during university that 

subconsciously influenced the willingness, and commitment of some to manage, and 

ultimately to achieve control.  
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During school umm I would say I had not bad control but it wasn’t the greatest 
when I was in university and college. Umm cus being away from home, and 
stresses of school and everything, you know kind of put it on the backburner, 
instead of it being the first priority…for me it [school] was the biggest thing, 
getting my degree and being able to work. (Sarah) 

 

Similarly, Ruth let her control “slide” in University.  

 
…I got my A1c checked every once in a while in university but, not really and I 
kinda let it go and I didn’t really think about it. I wasn’t bad still like I didn’t have 
crazy sugars all over the place, but I just let it slide and there was just nobody 
around to talk to…(Ruth) 
 

  Some participants identified managing their blood glucose levels during exercise 

to be challenging; changes in activity levels influenced blood glucose levels. Whether it 

was going for a bike ride, sitting in a meeting for the entire day, or engaging in a fitness 

boot camp, the outcomes were reflected in each individual’s blood glucose level. 

Fluctuations in blood glucose levels were evident during periods of physical activity, 

which was frustrating, and in Ruth’s case, she accepted the fluctuations as a 

consequence of the physical activity and consciously dealt with the number later on. 

Likewise, Hayley too struggled with achieving stability during periods of physical activity.  

 
…one area I found really difficult is exercise…I found really frustrating in 
university like trying to go to the gym and stuff and that would just throw my 
sugars off completely… (Hayley) 
 

In this instance, Hayley identified exercise as crucial in contributing to her overall health 

and wellbeing, and as a natural self-management strategy to lower blood glucose levels. 

Most participants understood the importance of incorporating exercise into their 

lifestyles, but for some, scheduling it in was difficult, and managing the fluctuating blood 
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glucose levels was frustrating. Calculating insulin dosages and carbohydrate intake prior 

to physical activity was required. This was clearly articulated by Ruth. 

 
Exercise, insulin, eating, trying to figure that out; it’s all over the board…I almost 
accept that my sugar’s going to be high at the end of it and I’ll correct it and that 
to me it’s important that I work out for my heart… (Ruth) 
 

Participants described “trial and error” as a common strategy for figuring out appropriate 

insulin, and carbohydrate intake calculations during periods of physical activity and 

instability. 

 
…there’s obviously always…guidelines to follow but it is kind of trial and error. 
Like sometimes you’ll make an adjustment that doesn’t work so then the next day 
you’ll put it [basal rate] up by another like switch the basal again by another half 
unit or not half unit but sorry point one units umm so yah there’s always that sort 
of element of trial and error… (Hayley) 
 

Given that individual differences existed between participants, including age, 

readiness and desire, motherhood was not on everyone’s radar. Grace, 29 years of age, 

and Carol, 30 years of age were the only two participants who had the desire and were 

ready to start families. Achieving tight control and the focus on blood sugar numbers was 

an especially dominant priority for these two women. Not falling within the target range 

meant that they would not be able to start a family. It was also evident that the pressure 

of trying to achieve tight glycemic control affected one psychologically.     

 
I think the stress just from fine-tuning your management and trying to really zone 
in to get your A1c down is stressful…I feel like I’m really making an effort and I’m 
working towards the 6’s, but the harder I work the further it kind of gets away 
from me… (Grace) 

 

Very diligent in her self-management, Grace calculated, measured, and planned as best 

that she could. Grace placed high expectations on herself to achieve the target HbA1c. 
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Evidently, the effort is there, but she described it has been “stressful” and discouraging 

not to see the results. Similarly, Carol was striving to lower her HbA1c to the 

recommended range.  

 
The last piece of the puzzle right now in terms of being ready for that would be 
my A1c, which as I said is just kind of a few points off right now so I’m hoping in 
the next couple of months to try and sort of just kinda get a bit tighter control so 
you know trying to as I say all of those things like calculate more correctly what 
I’m eating, get to the gym more often, do those things to see if I can just get it 
down a little bit… (Carol) 
 

Women were asked to reflect on whether having diabetes would impact future 

family planning. For those not presently thinking about motherhood, some expressed 

fear of passing diabetes on to their baby, and feared there would be challenges in 

balancing two sets of needs: the needs of the baby, and their own needs. Furthermore, 

fearing the onset of future complications, some were unsure whether bearing a child 

would be fair. In particular, Judy who has acquired minor kidney damage as a result of 

her diabetes expressed concern. 

 
…I know that there are still times when I’m going to feel really sick. There may 

still be complications down the road. I don’t want to bring a child into that kind of 
environment. (Judy) 
 

Adoption was identified as a common alternative option in the event one was not 

comfortable with becoming pregnant. On the other hand, some women did not see 

motherhood fitting into their career-driven lifestyles. Being diabetic and pregnant was 

seen as being a lot of extra work. It was seen as something that needed to be planned 

for, and monitored extensively throughout. This required intense commitment to daily 

self-management, which needed to extend beyond one’s present habits. Managing  
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diabetes would essentially become a “full-time job”, where they would have to maintain 

tight control consistently throughout the pregnancy. Some women doubted whether they 

could handle this level of responsibility. 

 
…it’s a lot of work. Your sugar has to be really managed and you have to go to 
the doctor a whole hell of a lot and um it’s just not something I think about…it’s 
something you really want you should in my mind really want to do it if you’re 
going to take that on…my entire lifestyle would have to change…it’s more like 
the extra responsibility that I don’t want to take on at all… (Ruth) 

 

Others just saw pregnancy to have added challenges, which could be conquered.   

 
…I have heard of people losing their ability to sense their low blood sugars…I’ve 
never umm gone unconscious or had a seizure or anything due to hypoglycemia 
so… it’s not something I want to experience. It’s something that is really 
worrisome to me, but it’s not something I think I’m going to let stop me from 
giving this a try. (Grace) 
 

Participants expressed feelings of nervousness, but individual goals and distinct levels of 

readiness influenced their viewpoints on motherhood. Seven of the nine participants 

were not in the right place, nor ready to become mothers. Thoughts about family 

planning were not extensively reflected upon up to this point. It was beneficial to gain 

insight about their plans moving forward, and if living with diabetes would influence their 

decision-making.  

The commitment to daily blood glucose monitoring, insulin and carbohydrate 

calculations, and the interplay of trying to live a day-to-day life at times presented 

challenges for the young women to achieve, or maintain optimal blood glucose levels. All 

were well educated, and understood the disease process, and the regimes needed to 

achieve “good control”, yet at times, factors or everyday life got in the way and acted as 

limiting factors that prevented them from being “by the book”. Diabetic regimes consisted 
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of routine blood glucose monitoring, and insulin delivery by one of two ways, multiple 

daily injections (MDI) or continuous subcutaneous insulin infusion (CSII) therapy. CSII 

therapy was identified as valuable for some in terms of facilitating flexibility in daily living 

and improving HbA1c levels, and superficially negative for others. The feeling of 

constantly being “attached” was evident for some women.   

The dualism of technology. CSII therapy was key in optimizing self-

management for seven of the nine women. This theme is organized to describe some of 

the “pros” and “cons” of the two therapy modes identified by participants. To begin, an 

overview of the CSII therapy mode will be described, followed by the “pros” and “cons” of 

CSII and MDI therapy. 

CSII therapy has evolved over the past few decades, and has been identified to 

enhance glycemic control, and quality of life in children living with diabetes (Weinzimer, 

Sikes, Steffen & Tamborlane, 2005). An insulin pump can be classified as either an 

“open-loop” or “closed-loop” system (Farmer, Edgar & Peppas, 2008). An “open-loop” 

insulin pump is characterized by the continuous delivery of small, hourly doses (called 

“basal rates”) of short-acting insulin (Humalog® or NovoRapid®) by way of a small 

cannula that lies in the subcutaneous tissue (usually the abdomen). The subcutaneous 

cannula is attached to a piece of thin tubing (approximately 80cm in length), which 

connects to a small apparatus (insulin pump). The insulin pump is about the size of a 

mobile phone, and contains the insulin cartridge, and individualized programmed 

settings, including hourly basal rates. The insulin pump is carried or “attached” to 

individuals in some way; some examples include: carrying the apparatus in a pocket, or 

clipping the pump to pants or bra. This particular device is classified as “open-looped” 



 

 48 

because individuals are still required to routinely self-monitor blood glucose levels using 

a glucometer and subsequently adjust insulin dosages accordingly. 

A CSII with continuous glucose monitoring (CGM) system, such as the “MiniMed 

Paradigm REAL-Time System” is a step forward to achieving an ideal “closed loop” 

system (artificial pancreas) [National Diabetes Information Clearinghouse (NDIC), 2008, 

p. 3]. Based on current mechanical devices, an artificial pancreas would require three 

key elements: 1) an insulin delivery mechanism; 2) continuous glucose monitoring; and, 

3) a computer program that adjusts insulin dosages corresponding to real time blood 

glucose levels (NDIC). The current CSII-CGM system encompasses the first two 

components (insulin delivery and CGM).  

The characteristics of the “open loop” system described above align with the 

CSII-CGM system; however, in addition to having a subcutaneous catheter positioned in 

the tissue, individuals also have a separate apparatus (transmitter and sensor) 

positioned in the tissue fluid, which measures blood glucose levels (Medtronic, 2011). 

The sensor creates a signal, which is linked to the amount of glucose present in the 

blood, and is connected to a transmitter that sends the glycemic information to a 

monitoring system (Medtronic). The monitoring system can be built in to an insulin pump, 

or be a separate apparatus (Medtronic). The monitoring system displays the glycemic 

value, and individuals are notified upon detection of glycemic variability (Medtronic). 

Although CSII-CGM can continuously monitor blood glucose levels, for quality assurance 

purposes, individuals are still required to routinely self-monitor blood glucose levels 

using a glucometer (Medtronic). Four participants in the current study intermittently used 

CGM. In the paragraphs to follow, the “pros” and “cons” of CSII and MDI disclosed by 

participants will be described.  
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CSII therapy offered women flexibility, and feelings of normalcy and liberty 

surfaced. It was important for them to be able to go about their daily lives and not have 

diabetes take over their being. Flexibility was described as a significant advantage of 

CSII therapy. Participants were not restricted to one standard diet or regimented 

schedule, and insulin dosages could easily be adjusted. Although routine was essential 

for most in facilitating self-management, not having to follow a set regime promoted 

more flexibility in decision-making.  

 
…it [pump] definitely did give me better control, so once I got used to wearing it 
at all times it was better and it does give you a lot more freedom in terms of 
eating and stuff like if you’re not hungry and want to skip a meal that’s fine or if 
you want to eat you know birthday cake and it’s unexpected that’s fine too. 
(Hayley) 

 

Traveling was described to be easier for Carol due to the flexibility of the pump.  

 
Traveling with the insulin pump is much easier. A few years ago I went to 
[country name] and was able to adjust my basal rates to the different time zone. 
This adjustment would have been more complicated with injections. (Carol) 

 

In both of these instances, the women liked the flexibility that the pump offered as they 

were able to go about their days with fewer disruptions.  

Individual preferences presumed in utilization of the insulin pump’s various 

features. Temporary basal rates were described as valuable in optimizing blood glucose 

levels. Temporary basal rates allowed participants to control for variation in activity 

levels. Rates could be increased or decreased depending on individual need and 

preference. Examples of situations when individuals implemented a temporary basal rate 

included periods of physical activity, stress, illness and menstruation. During physical  
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activity, during which fluctuations in blood glucose levels were common, was identified 

as an appropriate time for programming a temporary basal rate into their pumps. Jocelyn 

utilized temporary basal rates frequently as a way to attain stability in her blood glucose 

levels over time.   

 
I test a whole lot…I also manage a lot through temp basals. So if I notice I’m 
getting stressed out and my blood sugars are going up I’ll put in a temp basal for 
a few hours or for 24 hours depending on what’s going on, or when my numbers 
were wonky I cut down. When I was going low I cut down my basal, or I use 
basal a lot to adjust for exercise. (Jocelyn) 

 

Temporary basal rates were also used during periods of instability, specifically in times 

of illness, stress and menstruation, when hyperglycemia was evident. With guidance 

from the health care team, Grace implemented a temporary basal rate during the week 

when she was menstruating. In addition, for two menstrual cycles she wore a CGM 

sensor, and thus was able to control for hyperglycemia in subsequent cycles. Preventing 

fluctuating blood glucose levels was essential; setting a temporary basal rate was one 

strategy used to attain stability. 

 Participants using pump therapy had a “bolus wizard” programmed into their 

pumps. This feature enabled the pump to calculate insulin dosages for meals based on 

individualized settings. Participants had individualized carbohydrate: insulin ratios and 

correction factors to correct for hyperglycemia, which were programmed into their 

pumps. They inputted the blood sugar level into the pump, and according to the 

individualized setting, the pump calculated the recommended insulin dosage. Judgment 

and some form of control were necessary in decision-making when women decided 

whether or not to override the pump’s suggestions. Older pump models required some to 
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make mental calculations. Transitioning to a new system meant women needed to trust 

the pump. Trusting the pump was something Anne initially struggled with.  

 
I’ll input a blood sugar, input any carbs if applicable ahh and it will give a 
suggestion. More often than not I’m going off that suggestion. When I first 
started, it was that trusting thing and I was overriding a lot…when I’m trying to 
download it’ll tell you when you’re doing your own thing and when you’re taking 
the advice um sort of based on those settings and I was running about 50/50. 
(Anne) 

 

Like Anne, others started off on older pump models, which required mental calculations; 

women had to adapt to trusting the pump. Sarah’s health care team stressed, “let the  

pump think for you” when she wanted to override the pump’s suggestions. In addition, 

the pump enabled Sarah to “cheat” more when it came to making diet selections, which 

was difficult to do when she was managing by injections.  

 Advancing technology has influenced the structure and access to the health care 

team. Some participants were managing by using insulin pumps that could connect to a 

computer, and consequently displayed various trends. Health care professionals used 

the objective information during routine appointments, or email communication with the 

women. The objective was evidence of what had transpired over the past few months, 

which meant one was unable to hide.  

 
From the logbook settings, it creates a lot of graphs. It can give you stats and I’m 
kind of a stat’s orientated person…um so how many tests you are doing a day, 
what’s the average number of tests per day over a certain period of time 
so…you’re not able to hide…that was in the past; you’re seeing that right in front 
of you and that’s something you’re dealing with in that moment…you know going 
into the to the doctor’s appointments, and downloading it, that’s the first thing that 
they’re asking for. When I get in they’ll take my pump and go and download that 
to get those patterns ready. (Anne) 
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Some women found email communication with health care providers to be quite helpful.  

 
I download my pump data and my sensor data and email it to her [nurse] um as 
often as I do it. So I’m in contact with her via email at least twice a month, and if I 
have questions in between then I’m constantly in contact with her. (Grace) 

 

…if I’m away or can’t get into the clinic, I can upload and say and send her 
[nurse] an email saying ‘something’s funky can you look at my numbers and tell 
me what you think?’ and then she can give me her opinion… (Jocelyn) 
 

Commitment to tracking the glycemic trends varied, and was heavily determined by 

individual goals and priorities.  

 CSII therapy and continuous glucose monitoring. Four of the seven 

participants managing by insulin pump therapy admitted to using CGM sometimes; 

Grace and Carol used CGM intermittently, but more frequently than the others. The 

ability to continuously track blood glucose levels, and graphically display results was 

valuable in helping the women to self-manage. A routine blood glucose result provides 

an instantaneous reflection of one’s glycemia, but does not forecast objectively what will 

transpire over the next several hours, or during periods of instability. When asked if 

Jocelyn would like to use CGM more regularly, she commented: 

 
Absolutely. I think having them would improve my ability to self-manage and self-
care a whole lot because I would be able to adaptive manage much better 
because at this point I’m guessing what happens between blood sugar 
tests…and also it could help me a lot more to keep track… (Jocelyn)   
 

To some extent, individual attitudes, goals and priorities determined the degree CGM 

was used. Some were learning how to balance the demands of work and school with 

diabetes, which inadvertently influenced the time they could spend evaluating graphs 
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and trends of their blood sugars. When asked if Jocelyn paid attention to the graphs and 

trends from her CGM sensor, she replied: 

 
I do every once and a while. At this point like at this specific time in my life not 
only because I’m very busy with school and everything else and trying to finish 
my degree. (Jocelyn) 

 

Others were in different phases of adulthood, and hoping to start families, which made 

achieving, and maintaining tight control much more important. Grace’s commitment to 

self-management evolved over adulthood, where attitudes shifted, and new expectations 

developed. Wanting to start a family was a motivation for Grace to better self-manage, 

but she stressed it was not the only motivator.  

 
…I guess as you get older maybe I donno if it comes with age, acceptance, or 
maybe just in line with the other goals that you have in your life, but I just I seem 
to really…the focus has come down to good management means good things for 
me in my life as a whole. (Grace) 

 

Moreover, Grace described CGM as a “cheat device” in helping identify glycemic 

patterns during menstruation.  

Individual attitudes determined participants’ willingness to use the device. Having 

to already wear the standard subcutaneous infusion set, some did not desire wearing 

another mechanism, or having something else “attached” to them.  

 
I like the idea of it. I think it would be so nice to just be able to look at something 
and know where your sugar’s at. I don’t want to have anything else in me. It’s a 
whole other needle in you and apparatus on you and I have no desire to do that 
so. (Ruth) 
                  

Accessibility to CGM was expressed to be a concern for everyone. The device was 

described to be expensive, and was not covered by insurance, which prevented 
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everyone from utilizing it consistently. Sarah described the financial strain pump therapy 

could have:  

 
If it was covered I would [use CGM]. My last pump I got is the first pump I got 
covered through the long-term care thing…before that my parents paid for my 
pump and supplies…it’s a lot of money…It was nice because in my job right now 
I don’t have any coverage either, so it’s nice to have that and I believe it’s        
$2, 400 a year you get for it just to cover costs…mainly the supplies… (Sarah) 

 

 Some women wanted to use CGM throughout their pregnancy. Participants 

anticipated that being pregnant would be a stressful and challenging experience; 

wearing the CGM sensor would give women confidence, and reassurance that the 

sometimes-subtle internal changes were being adequately monitored, and could be 

detected sooner rather than later.   

 
I think probably what I guess what I fear happening for me worse case scenario I 
have heard of people losing their ability to sense their low blood sugars and 
subsequently passing out or have like having problems like that so that to me is 
absolutely terrifying…that is really worrisome to me…my sensors for my CGM 
aren’t covered by my health care providers so…I would have to pay for them out 
of pocket cus I would want to wear them the whole time. (Grace) 

 
 
Knowing that my BG [blood glucose] is steady gives me confidence to keep my 
BG in a tighter range and being able to see the trends helps me treat highs and 
lows before they get harder to manage. Knowing that an alarm will go off if I am 
too high or too low in the night is also reassuring. (Carol) 

 

Financial readiness was important for those who wanted to wear the sensor consistently. 

Participants shared a negative commonality of insulin pump therapy; feeling 

attached to the pump was something women found to be frustrating at times. Abby wore 

an insulin pump for one day, and quickly decided that it was not for her: 
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…I just kind of felt like I should be walking around with my IV pole, like something 
was attached to me all of the time, and then seeing more and more of it…the 
kind of ups and downs…it wasn’t for me. Like if I wake up tomorrow morning and 
my blood sugar is 22, it’s like okay, I didn’t take my insulin. I take a quick shot 
and it’s back down, whereas with the pump, you kind of have to troubleshoot. Is it 
the site? Is it the tubing? With that you know I’ll change the site; if that doesn’t 
work than what? You kind of have to figure it out, whereas with an injection you 
just take an injection and it’s fixed. There’s no trying to figure it out. (Abby) 
 

Abby’s description also supports some of the “superficial” reasons women identified for 

pump therapy. Some individuals expressed frustration with not being able to easily 

conceal the device and challenges with integrating it into their wardrobes.  

 
…on the flip side…it does help me be in better control but it’s also a machine 
that’s attached to you and that as a girl actually that’s a huge difference cus it 
sucks. Where do you put it like it’s… in my bra most of the time on the side and 
you know but and very superficial but dresses, where do you put it with dresses? 
Every time I think of an outfit for work or for going out or for anything it’s where is 
this insulin pump gonna go? (Ruth) 
 
 
…the pump it’s always there and you know as much as they say it’s so easy to 
hide it in clothing, it’s really not unless you wear sort of really baggy things, which 
people our age don’t…I was probably a little more self-conscious when I first got 
it about having it because everyone thought like ‘oh what’s that weird cell phone 
on your waistband or why do you have a giant pager when you’re 16?’…you get 
over that quickly enough and it definitely did give me better control… (Hayley) 

 

Furthermore, during moments of intimacy, one participant expressed feelings of 

awkwardness. 

 
…I mean obviously a huge thing sex is it’s kind of awkward like you’re 
deplugging yourself like a machine.  

 

Identified as superficial limitations by some, which they accepted and are learning to 

deal with, women accepted that pump therapy helped improve their control. 
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 Multiple daily injections. Initially, everyone started off managing diabetes with 

insulin injections. Insulin delivery by this mode presented more regiment and structure 

into participants’ lives, which for some was not always desired. Insulin doses were 

scheduled, and diabetes essentially had to be scheduled in. Individual lifestyles 

determined their ability to adapt to this therapy mode. Ruth’s work hours were variable, 

which made it difficult to plan every aspect of her day. She required flexibility in her day-

to-day life. Abby and Judy, were the only participants managing by using injections, and 

did not feel restricted. Abby described it as “quick and easy”. Meeting her individual 

needs, and maintaining really good control, she identified no challenges or barriers to 

this therapy.  Similarly, the regiment and structure of managing by using injections did 

not bother Judy. 

 
It’s like a little checklist and you key in your management to it. You schedule it in 
but it… keeps me kind of in a routine, which in turn helps with my diabetes 
management. (Judy) 

 

In contrast, Carol expressed less freedom when she initially managed by using 

injections.  

 
I find that with the insulin pump I have more freedom to eat on my own schedule, 
whereas with multiple daily injections I had to worry about when my long acting 
insulin would peak and taking the fast acting insulin a half an hour before eating. 
I even remember planning my wedding dinner around these times. (Carol) 
 

The underlying principles of carbohydrate counting, and correction dosages was 

the same for both therapy modes described by participants; the substantial difference 

expressed between the two modes was insulin pump therapy offered more flexibility in 

day-to-day living. Personal preferences determined women’s’ ultimate decision.  
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Balancing the “pros” and the “cons” of both therapy modes in relation to their individual 

lifestyles was something participants had to do, and ultimately influenced their decision. 

Participants favoured the flexibility that insulin pump therapy offered, which enhanced 

the feeling of normalcy; on the flip side, superficial faults, including the feeling of 

“attachment”, resulted in frustration with the therapy mode.  

Forecasting and establishing routines. “Diabetes works well when you’re in a 

routine.” Everyone spoke to the importance of routine in everyday self-management. For 

some, it was especially important that routine be incorporated into their daily lives; for 

others, lifestyles influenced the extent to which routines could be established and  

maintained. Whether managing by MDI or CSII therapy, women established individual 

routines to help them stay in control. All of the participants had similar diabetes regimes. 

First thing in the morning, the testing of blood glucose levels was the ultimate priority. 

Participants spoke of trying to maintain consistency in their diets as an effort of 

promoting stable blood sugars. Carol described a good self-management day in relation 

to planning her meals:  

 
…usually it’s a meal that I would have planned ahead, not something that I’m 
grabbing on the fly…a planned meal; something that I can measure… (Carol) 

 

Participants managed their diabetes using Humalog®, a short-acting insulin formulation, 

which meant carbohydrate counting dominated. Women managing by CSII therapy, 

inputted the carbohydrate count into their pumps and “let the pump do the work” for 

them, while some mentally calculated the appropriate insulin dosages. Routine blood 

glucose testing, accurate calculations of carbohydrates and insulin dosages, eating 

consistently, and engaging in routine physical activity were activities everyone tried to 

sustain. 
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I’ve been trying to hit the mark of 45. So 45 would be my carb count per 
meal…my dietician has suggested that perhaps that would be a good goal for me 
is to hit 45 at each meal by way of measuring, weighing, being very precise…two 
to three snacks a day. (Grace) 

 
 

…I’ve always been pretty good about like recording my sugars and making sure I 
always check before I work out and before meals…I’ve always checked my blood 
sugars four to five times a day, worked out how much insulin I should be 
taking…it’s been a lot easier to manage my diabetes since finishing university, 
just because I have a consistent, daily routine. (Hayley) 

 

…exercise helps my mood a lot and that helps me control cravings and how I 
eat…and tailoring making the what I actually do more closely relate to the what I 
should be doing… (Jocelyn) 
 
 
 Individual lifestyles determined the extent to which consistency and routines 

could be maintained. Personalizing regimes to meet individual lifestyles was important. 

Unpredictable situations dominated at times, which prompted participants to take action, 

which was not always warranted.  

 
…it’s weird with this job like having to meet clients and having meetings and it 
makes you crazy…it’s like your body knows you have to go meet somebody, or 
do something and that’s when it chooses to go low and then you’re like ‘oh god’ 
you have to you know have my little sugar tablets take those… (Ruth) 

 

Being able to anticipate, and plan for activities outside of the norm, or increases or 

decreases in activity level was important because variation impacted blood glucose 

levels, and fluctuations were something everyone was trying to avoid. In times of 

variability, being prepared for the unexpected was essential.  

 
…if I’m going away somewhere I always make sure that I have my glucagon…I 
always make sure I have money on my meal card and that’s not necessarily cus I 
always want coffee or something. It’s because if I’m low, it needs to be fixed right 
now. (Jocelyn) 
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Being spontaneous was difficult, and virtually impractical. Participants could not 

just get up and go without forecasting what lay ahead for them in the next several hours. 

 
…when you think of planning anything, travelling, anything like that it’s [diabetes] 
sort of an added thing to plan all the time for and sort of plan ahead for to make 
sure it’s not going to interfere too much. (Carol) 
 
 
…always when I first come in [to work] I put a small tube of DEX and my blood 
sugar meter on the break room table every time, so that if I can’t get back there, 
if I like if I’m having a ridiculous low I can send someone to get it, or I can… 
(Jocelyn) 
 

 Planning meant negative episodes could possibly be avoided, and participants 

could have control over their outcomes. Abby validated the importance of planning when 

she described an extreme hypoglycemic episode she endured during adolescence: 

 
…I had gone out for lunch with my friends…and I was kinda you know I was 
kinda low…had the seizure cus I didn’t bring anything with me. I mean…didn’t 
have a purse or anything, didn’t bring them to school, with all of this stuff in my 
backpack and left it at school and uh went out for lunch. So that was definitely a 
you know one of those ‘what was I thinking?’ moments. Like I know better than 
that. I should have had something with me and that could have completely been 
avoided. (Abby) 

 

“Just in case” situations were always taken into consideration because the severity of 

potential consequences was too great. Living with diabetes and driving was something a 

few participants spoke about. Having sugar on hand in the car in case hypoglycemia 

prevailed unexpectedly was essential. Ruth did not like driving because of her fear of 

going low, and not being prepared for the unexpected:  

 
…I mean I was developing major anxiety and um like having to pull over and my 
sugar would be fine like it wouldn’t be high; it wouldn’t be low; it’d be totally 
perfect, but it was the thought of it going low and what if I was stuck in a traffic 
jam, or what if I had no sugar in the car… (Ruth) 
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 Participants knew what they “should” be doing to self-manage, but acknowledged 

it was not always possible or realistic. Individual goals, lifestyles, and to some extent 

phase in adulthood determined how participants approached self-management; being 

“by the book” was not always within arms reach.  

 
…I would like to think that I’m by the book but the reality is that I’m still living a 
day-to-day life, so I’m not I’m probably not by the book 100% of the time. That’s 
the reality. (Grace) 
 

 The “should” included routine blood glucose testing, accurately calculating 

carbohydrate and insulin dosages, eating healthy, exercising routinely, paying attention 

to their internal body cues, and making the necessary adjustments during times of 

variability. Women were striving to keep all of these elements intact. There was an 

expectation to always be “on the ball”. One participant described the disease as 

“volatile”, which made it difficult for her to consistently follow set routines. 

 
…if somebody were to tell me this is exactly what you have to do to keep it [blood 
sugar] perfect, I almost feel like okay I will do that…unfortunately it’s just not that 
type of disease that you can do what I do today is going to be completely 
different from what I do tomorrow and the insulin I give myself today will react 
different than it does like it’s so ever changing and volatile that it’s…what makes 
me crazy. (Ruth) 

 

Some women spoke to the demands of their jobs, which also made it challenging to 

consistently sustain routine.   

 
…my days are all quite different. I wake up in the morning usually around like 
7ish or whatever and check my sugar right away um hoping that it will be good 
and lately it has been. Um eat breakfast. I kinda eat the same thing everyday. 
Give myself insulin; walk to work, and then it’s really hard to say. Sometimes I 
wont eat again until 2, or sometimes I won’t eat until who knows…I check my 
sugar quite frequently throughout the day…I’m checking it more to be like okay 
where is it at where is it at now… (Ruth) 
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Sarah expressed challenges in balancing the diabetes with her professional 

responsibilities. 

 
…with work um just things are really stressful like, you know, you don’t get to 
break sometimes, or it does kind of suck because I have to go, but at the same 
time, you know I have other responsibilities at work, so it’s kind of hard to do, 
toss up with the both. (Sarah) 

 

Similarly, some spoke about shift work and the challenges experienced when trying to 

plan routines. Several elements were considered when planning for shifts, some of 

which included: adjusting hourly basal rates, scheduling blood sugar testing and eat 

times, and the effect of changing sleep patterns on glycemia. Hayley had a temporary 

job, which demanded shift work. She did not like the inconsistency shift work brought to 

her life. 

 
…I was doing shift work and my mealtimes were different and you know when 
you’re doing that kind of work you’re always sort of trading off dinner times; it’s 
not the same time everyday and it’s hard to plan ahead…when you are trying to 
sort out your sugars it just makes it a lot easier if you do, if you have the same 
routine for two weeks straight… (Hayley)   
 

Inconsistent schedules did not always warrant desirable control. Planning ahead and 

establishing routines were important self-management strategies that these women tried 

to incorporate into their lives, and which to some extent helped them forecast and/or 

avoid negative events.  

Dealing with the “ups and downs”. Concurrently, while dealing with the ups 

and downs of daily living, participants dealt with the ups and downs of their blood 

glucose levels, which required relentless attention and affected them physically and 

psychologically.  
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Hypoglycemia and hyperglycemia. Most spoke about the negative impact 

hypoglycemia had on their lives. Dealing with hypoglycemic episodes was inconvenient, 

and not desired. Participants did not like how fluctuating blood sugar levels affected 

them; bad days were typically encompassed of fluctuating blood sugars levels. The 

ensuing effects of hypoglycemia followed Ruth into her day: 

 
…if I’ve been woken up with a low sugar… you’re just off for the day. You’re 
groggy. You’re tired. You’re sugar’s high then it goes then you’re overcorrecting 
so you’re going low again…it’s really those days are the really high and low days 
where you feel like you’re not even eating. When you want to eat you can’t cus 
you’re sugar’s so high and then when you don’t want to you have to cus you’re 
sugar’s so low…you really feel like you’re diabetic. (Ruth) 

 

Carol did not like the feeling of having to deal with low blood sugars because it took her 

away from other tasks and commitments.  

 
…I’m okay with a little bit above the target range sometimes too much so 
because I know that I’m not going to drop low and then have to do something 
about that and have to take time out of what I’m doing to be able to deal with 
that… (Carol) 

 

Hypoglycemic reactions were something participants were forced to deal with, 

but fearing hypoglycemia was an entirely different experience. Everyone feared 

hypoglycemic reactions; in particular, those who lived alone appeared more fearful.  

 
…in my mind, I live alone. I have to meet clients. I have to do this. Like that 
feeling of being low and trying to hold a conversation or what if I’m low and I fall 
asleep and I don’t get up? Like those are things that I’m scared of so I always I 
tend to stay on the higher side. (Ruth) 
 

Living alone meant women had no one to rely on in vulnerable situations. Sarah 

hesitated moving out of her parents’ home because she feared the unknown that came 

along with extreme low blood sugar levels. 
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It’s great to have my parents there. That is one thing that makes me nervous is if 
I were to move out by myself. I’ve lived there for 12 years. I’ve only had three 
instances where I didn’t know what I was doing due to hypoglycemia um and my 
parents were there and my sister was there to help me…what if like you know my 
blood sugar drops and I don’t know no more like and if something were to 
happen...it makes me nervous being out on my own. What would happen? 
(Sarah) 

 

A support system ensured Sarah’s security in the event outcomes of hypoglycemia 

became unmanageable. 

Similar to the work required by participants to deal with hypoglycemic reactions, 

hyperglycemic reactions entailed a process of needing to “figure it out”; hyperglycemia 

was an added frustration and fear. Fears of complications resulting from hyperglycemia 

were expressed; the psychological impact of hyperglycemia was something participants 

had to deal with.   

…what I wouldn’t want from it [diabetes], well obviously the complications in the 
long-term the just not having to worry about that would be nice. (Hayley) 
 

Similarly, Sarah felt the strain elevated blood sugar levels could have for the future.  

 
It would be nice if they had a cure. It does kind of make me nervous…I see a lot 
of end-stage people with cancer or with diabetes. I see a lot of people with renal 
failure on dialysis, amputees. It does kind of make me worry like is it because 
they have bad control, or is that just in the end like does that just happen, ah or is 
it a bit of both… (Sarah) 

 

The strain of elevated blood sugar levels was reflective in the women’s overall feelings. 

Concurrently, while committing to their daily diabetic regimes, individual mind-

sets helped participants get through difficult times, including hyperglycemic episodes.  

 
…I do my best to control it so you just still have to umm just realize that it’s not 
going to be perfect. (Hayley) 
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…I don’t let it get the best of me. It is what it is. I mean I can’t do too much about 
it…deal with the next blood sugar. (Abby) 

 

Being proactive, and following individualized regimes did not always secure desirable 

blood glucose levels. Frustration dominated when they could not “crack the code”. 

Women thought realistically and accepted that perfection would not always be within 

arms reach, and dealt with the elements, which were in their control.  

Menstruation. The role of menstruation on glycemia, and the resultant self-

management attitudes and behaviors were explored among participants. Most admitted 

that their menstrual cycles affected them, from diabetes, as well as from general 

stereotypical views, such as the emotional effects common with menstruation. 

Fluctuations in blood glucose levels prevailed during specific times in their menstrual 

cycles. Most women experienced periods of hyperglycemia a few days before, and 

during menstruation.  

 
…I want to say it tracks to ovulation kind of early, mid cycle where my blood 
sugar’s just high and it won’t come down no matter what I do and I’m just like 
okay it will be 20… or if it comes down it’s the because I’ve pumped so much into 
my body it just crashes. (Jocelyn) 

 
 

…I’m probably anywhere between 12 and 20, but my regular blood sugars are 
still around 8, 9, 10 so it’s just a slight raise, but it really depends. Situational as 
well. Sometimes it’s been a lot higher; sometimes it’s been lower; sometimes it’s 
been um mixed in with a kidney infection that’s made me more sick… (Judy) 

 

Some experienced periods of insulin resistance, whereby hyperglycemia was 

unchanged despite delivery of uncharacteristically large amounts of insulin.  
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…just the couple days before my sugars are like 15, 16 constantly and you give 
yourself it’s almost like you’re giving yourself so much insulin and sometimes I 
like raise my basal rate and it doesn’t it’s almost like your body’s sucking up 
insulin, but it won’t change anything… (Ruth) 

 

Some women also experienced periods of hypoglycemia during menstruation. 

 
…I would say my cycle affects my diabetes…I do find that before I get my period 
I have like a spike in blood sugars…and then I find once I get my period the first 
couple of days I have to be really careful of lows. I have to be more on top of like 
sort of when it’s at its heaviest I need to be really watching and probably eat a 
little bit more with a little less insulin to make sure that I’m not dropping low. 
(Carol) 

 

…they do go up during that time. They fluctuate as well. I have gone low during 
that time too and it’s a pretty weird extreme like I’ve been low to the almost to the 
stage of passing out…that actually happened during my last cycle; I dropped 
down to like 2.9 and almost didn’t have time to treat it. It was pretty intense… 
(Judy) 

 

 In contrast, Anne did not notice any changes during menstruation. She attributed 

any changes in blood sugar levels to lifestyle, such as diet, and acknowledged that as 

she got older, she needed to pay more attention to the subtle cues, which may be 

influencing her diabetes. 

 
…I personally have not really noticed a major difference between um during a 
cycle versus not…I have been trying to pay more and more attention to it as I’ve 
gotten older…I think for me…it would be more related to um lifestyle how your 
lifestyle changes when you um are having a period versus not. Um so the food 
that you’re eating and the compensating with the insulin and whatnot in that way 
um rather than um sort of more starting with the body…as I’m getting older I’m 
watching myself more closely. (Anne) 
 

Similarly, others emphasized the need to pay more attention during menstruation so 

trends could be identified and treated. CGM was a strategy Grace used to identify 

glycemic trends during her menstrual cycle.  
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…I don’t think I ever as a kid um attributed um a flux in blood sugar to 
menstruation. That for me that realization didn’t really come until I was on the 
pump, so it’s only been in the last four years. Prior to that um I just I would treat 
the highs and lows as they came… (Grace) 

 

On any given day, a combination of factors could contribute to a flux in one’s 

blood glucose levels. The connection of menstruation impacting blood sugars was not 

always made. 

 
I never really paid too much attention like to track one with the other. I just kind of 
you know just went with the blood sugars and dealt with that. I never really 
thought too much about how any of that was affecting… (Abby) 
 
 

 When their bodies were “reeking havoc”, elevated blood sugar levels were treated 

similar to other imbalances such as illness, stress or periods of physical activity;  

participants managing by using insulin pump therapy adjusted hourly basal rates, and 

programmed temporary basal rates into the pump. Hyperglycemic episodes were treated 

with correction doses of insulin and blood sugars tested more frequently. The ensuing 

feelings from hyperglycemia were not desired by anyone, but were accepted as short-

term, and dealt with.  

 
…I’ll take try and take a little extra insulin and just keep correcting, and you know 
if it’s only for a day or two than it’s not the end of the world I find. (Abby) 
 
 
…I don’t do anything really specific then I would if my blood sugars were off if I 
was feeling fine type thing…I would maybe test more, but that’s what I do if my 
sugars are off too. (Sarah) 
 
 
…I increase my basal when I’m menstruating…it was actually something that 
was suggested to me by my nurse…I purposefully wore a sensor for uh two 
cycles and we could see the difference and so she said that um that we would 
put a temporary rate in and that’s what we did… (Grace) 
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 Health care teams did not extensively discuss the role of hormones, specifically 

the effect of menstruation on the women’s’ diabetes. Typically, women were educated 

that hyperglycemia was common and adjustments to their regimes may be required, but 

for most, the conversation did not extend beyond this. Women were not extensively 

affected, or bothered by their cycles, therefore, most did not require further education 

from their teams. However, Jocelyn acknowledged that further education about the topic 

might be helpful. 

 
…I think that would be helpful cus that’s something as far as my diabetes 
management I think I know the least about. Cus things like stress I know quite a 
bit about and how different foods affect my blood sugar I know quite a bit about. 
Exercise and blood sugar I know quite a bit about, but hormones I know very 
little. (Jocelyn) 

 

Hormones evidently influenced women’s’ glycemic patterns, which warranted 

adjustments to their diabetic regimes. Menstruation caused ups and downs in blood 

glucose levels and emotions. Women dealt with and accepted the ups and downs 

caused by their cycles, and did not dwell on the outcomes. 

Fluctuating weight. Some women shared their frustration, and challenge  

of maintaining a healthy body weight. Hayley admitted that both exercise and pump 

therapy caused her weight to fluctuate.  As an alternate strategy to accommodate for 

hypoglycemia, instead of consuming additional carbohydrates, Hayley decreased her 

hourly basal rate prior to exercising    

 
…it does kind of frustrate me just in terms of weight loss. It makes it a lot harder 
to lose weight and my weight does fluctuate a lot especially on umm since 
switching to the pump on Humalog it’s really sensitive umm and if I mean I do try 
and be conscious of how many grams of carb I’m having in a day…it’s amazing 
how much it actually does it affect your body… (Hayley) 
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Grace shared Hayley’s frustration with weight fluctuations. Grace endured a significant 

period of rebellion in adolescence, which had negative repercussions to her diabetes 

management, and overall wellbeing.  

 
When I was a teenager it was it was very challenging. I was quick to figure out 
that if you stopped taking your insulin injections you put your body into 
ketoacidotic shock and lost weight, so uh weight management is something that 
I’ve since 15 had always struggled with um and so when I was 16 I consciously 
made the decision um in denial to my parents and my my doctors and my 
specialists but um I stopped taking a lot of my insulin. I went from three injections 
a day down to one injection a day and that one injection was probably about half 
of what it should have been; just enough to stop you from feeling like you wanted 
to throw up every two seconds but uh enough that the weight was coming off um 
and then I did that for about six months and I got quite sick… (Grace) 

 

A combination of insulin, exercise, self-image and attitudes influenced the ups and  

downs some women faced with managing their weight.  

 Feelings and attitudes. Feelings and attitudes towards the diabetes were two-

fold: negative and positive, and evolved over time as participants accepted and learned 

to live with diabetes. Participants worried about what the future would bring, and 

sometimes attributed negative feelings towards the diabetes: “…It’s really tough, it’s 

frustrating, it’s annoying, you hate yourself…”, “…trying not to feel guilty all the time…”,  

“it can be crappy…it can be pretty hard…”, diabetes is “an added stress…”, “…it’s that 

something else to think about all the time…” and “…my life revolves around my 

diabetes”. In addition, some felt there was a general misunderstanding of diabetes as a 

whole due to some of the circulating stereotypes of T1DM and T2DM. Judy described 

two instances, which she experienced where confusion about the T1DM disease 

process presumed: 
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One is grocery shopping with my mom when I was about 14 or 15. We’re going 
down an isle of pop and looking at diet pop. This old man comes up and he’s like 
‘you know that’s going to kill you’. Like my mom’s like ‘well you do realize if my 
daughter drank the regular stuff that would kill her faster’ and it’s just like people 
mind your own business first of all, and second of all, kind of learn all your facts 
before you go out making assumptions to complete strangers. Um the second 
thing was one of my ex-boyfriends when I first met him I told him I was diabetic. 
He’s like ‘oh I thought only old and fat people got it; you’re not fat’. (Judy) 
 

Getting through the tough times varied, but having someone to connect with over the 

diabetes was something most women found to be valuable. In particular, Ruth 

expressed that she did not have anyone she could relate to regarding the diabetes, 

which she thought was important:  

 
I think people are lacking in just in general the understanding to talk about it and 
to realize that yah it’s just it’s not cancer; we’re living; we’re fine, but it’s it can be 
crappy sometimes and it can be pretty hard so I think that’s yah I just didn’t have 
anybody to kind of connect with over that so. (Ruth) 

 

Making these connections were extremely valuable for other participants in terms of 

helping to facilitate optimal self-management attitudes and behaviors. 

 
I think it’s just all the people, especially from camp that I’ve met over the years, 
that if you know if there’s ever anything, they’re the ones to go to ask a question 
or you know you’re having one of those days when just everything’s out of whack 
that they completely understand what you’re going through and have been there, 
and it’s not something that anybody else can really relate to, but to have 
someone else who when you say ‘oh I’ve been low all day’ and they completely 
understand what it’s like cus they’ve been there. (Abby) 
 

 
…the people that I met through camp were and continue to be role models for 
me in terms of just you know like adult life role models and diabetes 
management role models… (Grace) 
  

Participants also reflected upon several positive feelings and experiences about 

diabetes.   
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I think that it’s changed my personality…and I’ve noticed it around me as well…it 
carries over, and again trying not to…um take on… poor feelings about yourself 
but at the same time taking on all the good feelings that come along…the 
independence…(Anne) 

 

Most women were diagnosed with T1DM as children; they were accustomed to living 

with it, and most could not imagine their lives without diabetes because it was so much 

part of them. Life without diabetes meant the elements of routine and structure would be 

less prominent, which for some was unimaginable. The hope for a cure lingered in their 

minds when they reflected on the future and potential obstacles, which lay ahead.     

 
…I don’t know what I would do with myself. I think I would feel like I’d be lost…it’s 
a way of life and it’s not one at this point that I necessarily mind anymore. Like 
would it be great to not have to do it, sure, but I don’t know what I would do like 
to get up in the morning and just be able to go and not have to ‘okay what’s my 
blood sugar this morning, how much insulin do I need?’ and to just be able to go. 
Or you know to come home at the end of the day and just hop into bed. Like it 
would be weird I think, and it would take some getting used to...it’s helped to 
shape me as into who I am today and I think that I without diabetes I might be a 
very different person and my life could have been very different. (Abby) 

 

Similarly, Anne found it difficult to imagine her life without the diabetes: 

 
…I would have a really tough time. I think I’d always be at a meal and 
counting…checking for carbs or you know eating a particular item versus another 
item on a menu not because I’m diabetic, but because I’ve grown accustomed to 
it…I think those ongoing behaviors would be very difficult to change and I 
wouldn’t be able to. I can’t envision my life free of those, but free of the time, and 
thought, and effort of managing, umm I’m sure I’m sure that would go away. I’m 
sure you’d fill your day with other things. (Anne) 
 

The “ups and downs" of blood sugar numbers, hormones, weight, and emotions endured 

by participants were elements of their daily lives, which they were learning to deal with in 

order to live their lives. Individual mind-sets and strategies helped them get through 

difficult times, which were sometimes as a result of their blood sugar levels.  
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Interface with the health care team. Living with diabetes meant participants 

were obliged to attend routine endocrinology appointments with their diabetes health 

care teams. The extent of commitment, and attitudes toward the teams varied and was 

influenced greatly by the breadth of the patient: provider relationship, and how the 

element of control was represented.     

 Participants distinguished between their experiences in pediatric and adult care; 

clear differences existed. They spoke highly of their pediatric experiences; in particular, 

participants appreciated the team approach that predominated during this phase.  

 
…I really struggled with the difference in care because I had gone to the clinic at 
[clinic name] and with that sort of clinic approach you spend a whole half-day 
there and you see everybody in one shot. You see your dietician; you see your 
endo; you see your nurse; sometimes um they would suggest you see a social 
worker as well to sort of hash out any problems you may or may not be having. 
There were often studies going on that I participated in so it was always like a  
half day event and it was four times a year and I looked forward to going cus it 
was all very hands on and they really took the time to kind of get to know you… 
(Grace) 
 

It’s just nice to have you know other opinions and kind of everybody working as a 
team towards it…where everyone’s kind of working together, not just the doctor 
doing what she wants to do. (Abby) 

 

There appeared to be greater attentiveness and monitoring from practitioners across 

pediatric settings.  

 
…you almost felt like in peds you were babied and you were…it was almost like 
they were pulling parent moves on me…In adult care it’s more like yah we’re 
going to tell you to do this, but we’re not going to back it up and make sure that 
you’re doing it…the aspect of monitoring you was a lot different… (Judy) 

 

Participants favoured the team approach in pediatric care; evidently, the 

collaborative model was not being applied consistently across adult health care settings. 
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It was difficult for some to adjust to the transition into adult care, a system characterized 

by new expectations, structure and processes. Moreover, finding a suitable 

endocrinologist proved to be challenging for some. 

 
…Once I turned 18 I had a hard time with the transition with finding my own 
team…this is my third endocrinologist since leaving [clinic name]. (Grace) 

 

Routine adult care appointments were structured similarly for participants, and women 

described similar distinctions between members of the health care team. Time spent 

with endocrinologists was primarily focused on blood glucose and HbA1c values. In 

contrast, diabetes educators were described as warmer and spent more time 

communicating with participants and personalizing appointments to meet individual 

needs and goals. Abby reflected on her relationships with the health care team in 

pediatric care: 

 
…I mean they [diabetes educators] knew everything about diabetes and they 
were not only…I mean the doctor would mostly come in and ask you about your 
blood sugars and this and that and trying to make adjustments. Whereas the 
…you know the educator was talking about you know new things in diabetes and 
just kind of giving you the grand scheme of things, telling you about everything 
and seeing how everything was going, and not just your you know your blood 
sugars. They kind of did all of the stuff before you saw the doctor. (Abby) 

 

Roles of health care team members varied, and women expressed more positive 

experiences with diabetes educators. Participants expected support, and resourceful 

information from the health care team. Negative experiences ensued for some, as they 

did not feel adequately supported, in particular from endocrinologists.  
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…you go and see an endocrinologist every six months. They know nothing about 
you. All they look at is your A1c. In their minds, why can’t you get it to six? Why 
can’t you get it to seven? Why are you always hovering at the eight mark? Um so 
you feel like you feel like crap. You only see them six once every six months. 
They barely know your last name yet they’re telling you have to change 
everything you do. I don’t know. Like it’s that’s the kind of stuff that kind of 
infuriates me…I don’t know what I expect; support… (Ruth) 
 

Women had individual expectations, and preferences, which were evidently not 

always being acknowledged by their teams. Hayley lived a very active lifestyle, and 

expressed challenges in learning how to concurrently manage the diabetes. Time spent 

with the endocrinologist was not always valued; appointments did not always tackle 

Hayley’s pre-determined goals.     

 
…I find the doctors umm it’s kind of like ‘well you don’t have any severe 
complications so you must be fine’, and they don’t they don’t really a lot of times 
spend the time helping you like tweak your sugars…they don’t really take the 
time to explain… I’ve just had a few doctors that were clearly used to dealing with  
older diabetics umm and they just tend to kind of brush you off and think, ‘well 
you’re young; you’re fine; you don’t have any problems that you don’t need to 
have like an hour long appointment. We can do this in five minutes kind of thing’. 
(Hayley) 

 

Diabetes was something they were living with, and learning to manage. Participants 

developed individual regimes, which were working for them; it was important for 

providers to acknowledge, and not dismiss elements of individuality, which they 

possessed and applied to their daily lives.  A disconnect between patient: provider 

expectations was sometimes evident, which influenced attitudes towards selected 

members of the health care team, and approach to self-management.  

 
I think she [endocrinologist] just kind of had this vision of what I should be doing 
and what diabetics should be doing and that I didn’t fit into that mould, so she 
was trying to get me to fit into her mould as opposed to what was working for me. 
Like not everybody, not the same things don’t work for everybody. (Abby) 
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 Participants had distinctive needs and preferences, and one distinct mould did 

not apply to everyone. Similar to Hayley’s attribution that selected doctors were custom 

to treating older diabetics, Grace believed there was not equity between Type 1 and 

Type 2 diabetic patients within health care practices. 

 
… they’re really in tune with Type 2 diabetes and seem to have this disconnect 
when it comes to their Type 1 adult patients. They don’t seem to understand why 
someone who’s managing diabetes for the past 21 years would have any 
questions, and it’s frustrating to say the least. (Grace) 

 

Although participants routinely sought out the health care team, managing diabetes was 

something they very much tried to grab hold of, and control themselves. There was 

congruency that individual responsibility and accountability was required for success in 

self-management, but there was a shared feeling of not wanting to go about it alone.  

 
…diabetes is…one of the main diseases that the sole responsibility lies on you 
like it’s again don’t want cancer but with cancer you haven’t done anything like 
once you get it and you smoked or maybe whatever but once you have it you do 
what the doctors tell you. You do the chemotherapy; you do this; you take the 
pills; you do whatever you need to do praying to god that it works. Um I don’t 
know this sounds terrible because it’s a good thing that I have control over 
diabetes, but sometimes I wish it wasn’t totally my responsibility as to my 
health… (Ruth) 

 

A combination of individualized regimes, and support from loved ones and health 

care professionals was essential to enable optimal self-management practices. In 

addition, some women spoke about the value of online support groups, blogs, and 

forums, which bestowed support and insight about variant topics. In particular, Jocelyn 

found online networking valuable in helping her to better understand the influence of her 

menstrual cycle on diabetes: 
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…I’ve noticed highs and lows and I kind of track roughly to my menstrual cycle, 
but I haven’t been able to pay enough attention to it to be like this is what’s going 
on, and I actually found online resources and not official sites, but a lot of blog 
and forum sites really helpful cus then you see what other people are thinking 
and what they found in their worlds so that’s kind of a peer sharing of self-care... 
(Jocelyn) 

 

Relationships with health care teams evolved over time; as phases in adulthood 

and priorities progressed, some women relied more heavily on the teams for guidance 

and support. Grace and Carol were in the family planning phase of their lives. Obtaining 

tight control was vital in order to fulfill their goal of becoming mothers; consultation with 

the health care team during this time was that much more important.  

 
…I think that the feeling I’ve always gotten from the diabetes clinic is kind of that 
they’ve like taken my lead and are there like even just my appointment today, 
they know that I’m hoping to get pregnant and so when I left it was kind of like 
well ‘when do you want your appointment, and how often would you like your 
appointments? and like ‘we can do every month; we can wait til the summer’ so I 
think that it’s the ball has been very much in my court in terms of how much do I 
want to, how much information do I want to send them how often do I want 
appointments; that sort of thing... (Carol) 

 

A shared feeling of making diabetes a priority existed, and was reinforced by long-term 

goals women envisioned. They had to “tighten the strings” on their management; 

seeking out and utilizing the health care team efficiently was their own responsibility.  

 
…my team is a result of me wanting more out of my team. It’s a result of 
something just setting off in my mind whether it’s age or whatever um that just it 
was time that for me to really focus in on my management…For me I need that 
person who’s going to give me a kick in the ass when I need it and call me out on 
my crap um and I think that I’m…definitely getting that now with the team that I 
have and that’s what I want so. (Grace) 

 

Varying experiences with the health care team existed. For some, teams were 

more active in self-management; others relied very much on themselves. Participants 
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needed to trust the health care team. To be in balance with the domains of their lives, 

women needed to be in the interface with the health care team. 

The Essence: Being in balance. The five themes identified from the data 

merged together to shape what I believe is the “essence”, or “whatness” of the self-

management phenomenon. Learning about and describing participants’ self-

management experiences helped shape the meaning of the concept for this group of 

individuals. “Being in balance” is the “essence”, of what I believe embodies the self-

management experiences of the nine young women living with T1DM, and who 

participated in this study.  

The concept of self-management very much involved the interplay of multiple 

factors, including commitment to the diabetes regime, individual strategies, including the 

establishment of routines, attitudes and goals, involvement of the health care team, and 

dealing with the “ups and downs”. Participants characterized the concept from similar 

standpoints; in particular self-management centered around achieving and maintaining 

stability in blood glucose levels. The output of their glucometers influenced other 

segments of their lives. Women were asked what self-management meant to them: 

 
Just be able to manage my diabetes on a daily basis by myself, and be able to 
do you know deal with the ups and downs, the highs and the lows, and just be 
able to that on a daily basis. (Abby) 
 
 
Self-management means keeping myself out of the hospital. It means just being 
healthy so I can be able to live, to work, to do what I need to do to finish going to 
school…keeping my blood sugars at a very stable range; keeping them hopefully 
lower…and just being able to control everything so I can live. (Judy) 
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…trying to keep that balance I guess between making sure that I’m in a healthy 
range, making sure that I’m eating what I need to eat and bolusing correctly and 
doing all those things in order to keep myself in that target range without having 
to without having to think about it all the time so that I can live life and do my 
job… trying to avoid lows…hopefully ending the day with a decent number… 
(Carol) 
                                            

Being in control with their diabetes regimes, and dealing with the “ups and 

downs” that came along with living with a chronic disease was fundamental. The goal of 

“being in balance” was not easily, or always attainable. Several factors influenced or 

some hindered their ability to achieve balance. They did not have control over the 

external environment and unexpected situations that confronted them; individualized 

adaptations were adopted, which enabled them to live their lives in hopes of diabetes not 

taking over their being. Establishing routines was important for achieving and sustaining 

“good control”. Some depended greatly on routine in their daily days; others had difficulty 

establishing routines due to the demands of their lifestyles. It was difficult to be 

spontaneous; forecasting and planning were dominant self-management strategies, 

which prevailed for everyone. Not planning ahead meant there was potential to lose 

glycemic control, which consequently influenced other segments of their lives.  

Learning to deal with the consequences of the “ups and downs” of blood sugar 

levels, and the consequential influence on their daily lives was part of the overall self-

management experience. Individual glycemic goals existed; women strived to stay in 

balance with their personal goals, and those set out by the health care team. Sometimes 

there was a disconnect between patient-provider expectations, which the women found 

to be frustrating. Overall, the onus of self-management lay with the participants’; 

commitment to self-management determined the outcome of blood sugar levels. Women 

expected guidance and support from the health care team, yet understood that their 
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individual actions, and commitment to self-management dictated a future, where 

outcomes could not always be predicted.  

 Technology played a significant role in promoting and optimizing self-

management. CSII therapy offered flexibility, and helped some women to stay in 

balance. Seeing the numbers and trends from the pump’s output helped participants 

optimize and evaluate success in self-management. Assessing and evaluating glycemic 

trends required immense commitment, which some admitted they did not have due to 

the demands of their lifestyles. Superficial faults of CSII therapy were identified; some 

greatly influenced participants’ decisions regarding mode of insulin delivery, while others 

were accepted as superficial frustrations. Preference of insulin delivery mode, whether 

by injections, or by CSII therapy varied and depended greatly on individual attitudes and 

preferences.  

 Women knew what the “should” of their diabetes regimes should entail, but 

admitted it was not always feasible, or realistic to live strictly by the cards they were 

dealt with. Being a “good diabetic” meant abiding to individual regimes as best they 

could, and sustaining positive mind-sets when goals were not reached.   

 
…my A1c is not where he wants it to be, but then on the flip side, I check 
religiously; I give myself proper insulin; I exercise; I eat healthy, so on that side of 
things I think I’m a pretty good diabetic…you just want to enjoy your life as much 
as possible know like but still be responsible. (Ruth) 
 
 
…I’m not always the greatest diabetic and that’s fine, and kind of coming to terms 
with that and trying not to feel guilty all the time cus you can get trapped in those 
cycles… (Jocelyn) 
 
 
…I mean obviously when you’re diabetic it’s hard; you can’t have that perfection 
all the time. You have to be realistic…I don’t really beat myself up… (Hayley) 
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Coming to terms with living with diabetes took time, and with maturity, women grew to 

accept the disease as part of their lives. Self-management was something that evolved 

over time, and something they were all still trying to grasp. To be in balance, women had 

to consider all realms of their everyday lives while concurrently managing the “ups and 

downs” of their blood glucose levels and associated symptoms. Perfecting self-

management was not the ultimate goal; their goal was being able to live their lives in 

balance with the diabetes. Ultimately, to be in balance with oneself equated to being in 

balance with the numbers. 
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Chapter 5 

Discussion 

The previous chapter highlighted the self-management experiences of nine 

young women living with Type 1 diabetes mellitus (T1DM). Five themes, and the 

essence of “being in balance” emerged from the data. This next section will make 

connections between the themes and other literature specific to T1DM and self-

management. The discussion that follows includes some literature that was introduced in 

Chapter 1; however, new literature will also be discussed in relation to the study’s 

findings.  

The experiences of living with T1DM have been extensively described in the 

qualitative literature, yet the meaning of self-management has not been explored from 

the perspective of the young adult female. The concept of self-management intrigued me 

when I began my graduate studies as no consistency was found in the diabetes 

literature regarding the terminology used to discuss chronic disease management. This 

lack of clarity, and the unique attributes and experiences exclusive to women, reinforced 

the need to exclusively focus on self-management, and explore its meaning from the 

perspective of this adult group. Chronic disease requires commitment to self-

management practices over time; women in this study expressed that this is not a linear 

process, but an iterative experience of highs and lows. 

Discussion of Themes 

The descriptions of self-management expressed by participants resulted in the 

emergence of coherent and consistent themes. The theme elusiveness of control 
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captured the participants trying to achieve and sustain stable blood glucose levels. The 

focus on the “numbers” was evident, and influenced daily outcomes and attitudes 

towards the diabetes and self-management. The meaning of self-management 

encompassed achieving and maintaining stability in blood sugar numbers. Similarly, 

Rasmussen and colleagues (2007b) identified the “basic social problem” (p. 301) in a 

grounded theory study about women living with T1DM as “being in the grip of blood 

glucose levels” (p. 301). By explicitly exploring the meaning of self-management in the 

current study, participants very much defined self-management, not only in relation to 

blood glucose levels, but how their need to attain stability in the numbers translated into 

positive outcomes in their daily living. The long-term ambiguity individuals must accept 

gives rise to an attentive focus on the fine details of the diabetic disease process. 

Attentiveness is important to prevent and avoid long-term complications, which 

participants, and other women have expressed being fearful of (Kay et al., 2009; 

Rasmussen et al., 2007b). “Being in balance” with the blood glucose levels was required 

to promote longevity and attainment of long-term goals, which would be impeded upon 

onset of potential complications resulting from diabetes.  

Self-management was described as a process that evolved over time; mistakes, 

which some participants described as learning experiences, predominated during 

adolescence and the early phases of adulthood. Paterson and Thorne (2000) described 

mastering self-management as a process, which involved several phases, and was 

strongly influenced by one’s developmental age. Specifically, they defined “rebellion” (p. 

411) as a phase characterized by several factors, including denial, need for control and 

acceptance. This rebellious phase was evident among some participants, which 
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consequently ensued negative self-management outcomes, including blood glucose 

levels.  

To some extent, the glycemic numbers influenced how long-term goals were 

shaped, especially family planning. The realization that tight glycemic control was 

required during pregnancy was especially apparent. Previous literature has described 

the transition into motherhood to be “difficult and stressful” (Rasmussen et al., 2001, p. 

632). In particular, finding appropriate resources, including an endocrinologist who could 

counsel and support women during the process of family planning was found to be 

challenging. One participant in the current study mentioned this. Moreover, motherhood 

meant the introduction of new roles; some were fearful of balancing their own needs with 

those of their baby, a feeling that is not atypical (Rasmussen et al. 2007b).  Exploring the 

prospect of motherhood, and its influence on the diabetes and self-management in the 

current study was imperative; it was found that distinct attitudes and goals influenced 

family planning decisions. It was evident that the demands placed on women to apply 

and engage in optimal self-management practices would be high during this period of 

time.   

Continuous subcutaneous insulin infusion (CSII) therapy has evolved to become 

an essential self-management strategy for individuals living with T1DM. Comparisons 

between the two primary intensive therapy modes multiple daily injections (MDI) and 

CSII have been made in the literature (King & Armstrong, 2003; Lepore, Dodesini, 

Nosari, & Trevisian, 2003; Schade & Valentine, 2002; Schiaffini, Ciampalini, Spera, 

Cappa, & Crinó, 2005). Several advantages of CSII exist, and as some study 

participants alluded to, there are also disadvantages. Some advantages of this therapy 

mode include: freedom, flexibility, and convenience in day-to-day living, decreased 
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hypoglycemic episodes, ease of making dose adjustments and correcting for 

hyperglycemia, and improved glycemic control (Chase, 2008). Moreover, Chase 

described some disadvantages, which include: a vast commitment and precision to daily 

self-management practices, including remembering to bolus and routine infusion site 

changes; financial strain; weight gain; risk of developing ketonuria or ketoacidosis and 

skin infections; and, psychological factors, including feeling attached to the pump. Apart 

from a few factors listed above, participants’ recollections very much aligned with those 

described by Chase. Women in the current study recollected more specifically on 

psychological factors, including the feeling of attachment, and personal challenges, 

including the inability to integrate the pump into their wardrobes; this re-introduces the 

idea of sex differences in the application of self-management principles. 

Although CSII offers more flexibility, findings from this study show that at times, 

flexibility may outweigh other fundamental self-management recommendations, 

including diet and exercise. Understanding the principles of CSII therapy that are taught 

at the onset of the treatment and applying them appropriately in relation to the 

fundamental basics is important, and should outweigh one’s desire for convenience and 

flexibility (Retools et al., 2007). In addition, it was evident that individual preferences 

affected the use of various CSII features. A financial constraint prevented some from 

taking advantage of CGM; for others, features such as the bolus wizard and electronic 

record keeping enhanced their ability to successfully engage in self-management.  

Scheiner and colleagues (2009) claimed, ”success with a pump takes work” (p. 

32S). Medical professionals, specifically diabetes educators and endocrinologists, play a 

key role in educating individuals about various topics including: monitoring and treating 

hypo/hyperglycemic reactions, managing during periods of instability such as illness, 
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exercise, carbohydrate counting and bolusing and record keeping (Scheiner et al.). In 

addition, it is imperative that practitioners educate individuals about the financial 

expenses associated with the desired therapy mode (Schade & Valentine, 2002).  

Continuous glucose monitoring (CMG) is fairly new; in addition to wearing a 

standard infusion cannula, a subcutaneous sensor is also positioned in the 

subcutaneous tissue. Participants that utilized CGM described several advantages, 

some of which included: early detection of hypo/hyperglycemia, identification of glycemic 

patterns during periods of instability, including menstruation, and technology’s role in 

facilitating communication of information to the health care team. Moreover, some 

expressed value and desire to wear the device during pregnancy, a period characterized 

by glycemic and hormonal variability. Undoubtedly, some adamantly believed that CGM 

could optimize their overall self-management. The qualitative reports from the current 

study are consistent with patient perceived ratings in previous quantitative work. In 

comparison to individuals managing by CSII combined with self-blood glucose 

monitoring, CSII combined with CGM was perceived more favourably by participants 

(Rubin & Peyrot, 2009). Some study participants in the current study also perceived CSII 

favourably; others believed it was too invasive. In addition, similar to the present work, in 

which some women did not fully take advantage of the CSII computer software feature, 

only 67% of the sample utilized the CSII-CGM data management system (Rubin & 

Peyrot p. 1408). Participants’ recollections of self-management experiences in the 

present study described the advantages and disadvantages of emerging technology in 

everyday T1DM self-management, which are clinically meaningful in terms of self-

management education, and future technology that aims to optimize self-management 

outcomes. 
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Identified as a valuable and essential self-management strategy for some, the 

sensors for CGM are currently not covered by health insurance plans, which creates a 

barrier to consistently utilize the device. Apart from CGM, several participants mentioned 

the funding issue, and financial strain CSII therapy could have, which for some, 

influenced self-management decisions. The financial strain of CSII therapy is not a novel 

discovery; the therapy mode is expensive and requires financial resources. Despite the 

financial commitment required to engage in this therapy mode, practitioners continue to 

support and encourage operation of the device to achieve optimal self-management 

outcomes (Chase, 2008; Scheiner et al., 2009). As technology continues to advance, the 

need for financial resources may increase. Currently, apart from individual health 

insurance plans, securing external funding support from programs such as Ontario’s 

Assistance Device Program are heavily dependent on both the individual and one’s 

health care practitioner as to how well the need for CSII versus MDI therapy can be 

articulated. The HbA1c value is the key outcome measure funding agencies request 

annually from practitioners to show evidence of maintenance and/or improvement in 

daily self-management. 

The importance of ensuring flexibility and routine in everyday self-management 

varies among individuals. Moreover, selection of therapy mode is dependent on several 

factors, particularly, the individual’s lifestyle, preference, treatment costs and HbA1c 

targets. A partnership between practitioner and individual must exist, whereby decisions 

surrounding self-management strategies, including therapy mode, consider practitioner 

recommendations, client preference, and social and environmental circumstances.    

Forecasting and establishing routines were essential self-management 

strategies, which all participants spoke to. Successful self-management relies heavily on 
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commitment to routines, such as daily blood glucose testing, routine HbA1c testing 

(every Q3 -6 months), meals, physical activity, appointments with the health care team, 

and screening for potential complications [Canadian Diabetes Association (CDA), 2008]. 

Although participants acknowledged the importance of sustaining these activities, the 

demands of everyday life, including school and work, sometimes interfered with their 

commitment. University was a challenging time for some; in particular, some found it 

challenging to balance the demands of school and the new social spheres and 

experiences common in university, with the demands of diabetes. Similarly, other studies 

that have focused on the experiences of post-secondary students with T1DM 

emphasized the significance of this phase in development; a combination of personal 

and situational factors influenced students’ ability to routinely engage in, and execute 

recommended self-management strategies, which consequentially influenced glycemic 

outcomes (Balfe, 2009b; Wdowik et al., 1997; Wilson, 2010; Wolpert & Anderson, 2001). 

Some challenges that influenced students’ self-management during post-secondary 

education, included: dealing with stress, time-management, diet, hypoglycemic 

episodes, and finances (Wdowik et al.). Findings from these studies reinforce the 

premise that this phase in human development is challenging for young people in terms 

of their ability to commit to and consistently execute the principles of everyday self-

management. Although some participants in the current study expressed challenges in 

sustaining routines, the role of routines in everyday self-management was significant. 

Balfe’s acclamation that routine assessment and monitoring of changes in the student 

lifestyle is required among healthcare practitioners is supported from the findings of the 

current study.  
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The context of the aforementioned studies is primarily in relation to the everyday 

experiences of post-secondary students, and while commonalities between findings 

exist, in the current study, the complexities of everyday self-management among 

exclusively young women were highlighted. In addition, the current study reinforced that 

the commitment to engage in and apply the fundamental principles of self-management, 

including the ability to sustain routine, is strongly dependant on individualized demands 

of daily living, and expectations and goals for self-management.  

Although the student lifestyle posed challenges for participants, adjusting to the 

demands of the workplace proved to be similarly challenging. Others have described 

womens’ transition into the workplace as a time characterized by fluctuating blood sugar 

levels (Rasmussen et al., 2007b). Similarly, in the current study, the introduction of new 

and complex responsibilities in the workplace posed self-management challenges for 

women. In particular, ensuring routine blood glucose monitoring and meals was 

challenging, which subsequently influenced participants’ ability to achieve and sustain 

target blood glucose levels. Transitions are inevitable in the course of chronic disease, 

and self-management programs acknowledge this. Individuals living with chronic 

disease(s) must learn to deal with the social, emotional and economic consequences 

that they are faced with (Holman & Lorig, 2004), which strengthens the notion that 

managing blood glucose levels is an elusive process, in which several factors enable 

and hinder individuals’ ability to stay in balance with the demands of everyday life and 

blood glucose levels.   

 Self-management descriptions among participants coalesced into the theme of 

dealing with the “ups and downs” of everyday life and blood glucose levels. While daily 

activities influenced blood glucose levels, the number on the glucometer was also a 
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good predictor of what lay ahead in the day for participants. The strain of managing 

hypo- and hyperglycemic reactions greatly affected participants, both physically and 

psychologically. The psychological impact of diabetes on the self was quite significant. In 

particular, the fear of developing complications as a result of the diabetes was evident 

among participants, and is supported in the literature (Kay et al., 2009; Ingadottir & 

Halldorsdottir, 2008; Rasmussen et al., 2007b). Participants acknowledged the need to 

take responsibility for their health came at different points in time, and for some resulted 

from negative experiences, including purposefully withholding routine insulin dosages to 

maintain a desired body weight and image. This experience is not unusual; findings in a 

review paper by Rodin and colleagues (2002) indicate that purposeful insulin omission 

begins in the pre-teen years with an inclination to increase in adolescence, and is 

highest during late adolescence and young adulthood. The interaction of diet and insulin 

therapy can induce a cyclical cascade of binge eating, weight gain, diet restriction and 

insulin omission. This process is concerning due to the risk, and presentation of 

hyperglycemia, which has implications in terms of risk of development of long-term 

complications (Rodin et al.). Findings from the present study reinforced the notion that 

acknowledgment of the risk and severity of long-term complications evolves over time, 

may not necessarily be at forefront of one’s thinking, especially during adolescence.  

Adolescence and young adulthood is characterized by several “ups and downs”, 

both psychosocially, and from a self-management standpoint. During periods of 

instability, participants valued their individual support networks; in particular, connecting 

with others living with T1DM was beneficial in terms of optimizing knowledge in self-

management by learning directly from others affected by the disease and obtaining 

support. Likewise, developing these types of relationships was positive for others, 
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especially when women felt misunderstood by those not living with diabetes (Kay et al., 

2009).  

 One aspect of forecasting included assessing the effect of menstruation on 

glycemia; participants readily shared how menstruation influenced their blood glucose 

levels and ensuing self-management regimes. Similar to this study, others found 

fluctuating blood glucose levels to be common prior to and during menstruation 

(Cawood, Bancroft, & Steel, 1993; Lundman et al., 1994; Wisdom, Diamond, & 

Simonson, 1992). Hyperglycemia has been reported to occur more frequently among 

women who also experienced premenstrual syndrome (Cawood et al., 1993). Changes 

in insulin sensitivity during menstruation have also been reported. Decreased insulin 

sensitivity during the menstrual cycle, whereby there is an increased demand for insulin 

to lower blood glucose levels, was found among a subgroup of women (Widom et al.). 

Similarly, in the current study, some women reported insulin resistance a few days 

before and days into menstruation, which resulted in increased insulin demand and 

episodes of hyperglycemia.   

Although similar glycemic patterns were identified with previous literature, the 

present work describes specific self-management strategies participants applied when 

having to deal with the “ups and downs” of blood glucose levels during menstruation, 

which significantly contributes to the self-management literature, specifically the 

understanding of womens’ self-management experiences during this period of hormonal 

imbalance. In particular, the ability to program individualized temporary basal rates and 

CGM were described as valuable during this time. The features enabled participants to 

plan ahead for potential variations in blood glucose levels. Although menstruation was 

described as a temporary event, and was something that could be dealt with, a potential 
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for glycemic variability during this phase exists, thus it is important for health 

practitioners to ensure the topic is tackled during routine appointments; education should 

focus on implementation of self-management strategies, which enable early detection 

and treatment of fluctuating blood glucose levels.  

The “ups and downs” participants experienced came in many forms, including 

fluctuations in blood glucose levels, transitions encountered throughout adolescence and 

young adulthood, and hormonal influences. It is important to appreciate the interplay of 

blood glucose levels and daily living. Participants’ blood glucose levels influenced and 

dictated outcomes of daily living; likewise, experiences of daily living were reflected in 

individual glucometer readings. 

 For some, interface with the health care team was essential to promote and 

sustain optimal self-management outcomes; for others, negative experiences influenced 

attitudes towards the health care team, and affected the subsequent actions related to 

self-management. Growing up and learning to live with T1DM implies that individuals 

possess some form of expertise in day-to-day self-management. Participants desired 

relationships with practitioners comprised of support and collaboration. Most participants 

acknowledged that the health care team had a substantial role to play in overall self-

management. However, a paternalistic inclination, whereby patient knowledge and 

expertise was not always acknowledged, occurred for some in their adult care 

experiences. The traditional compliance model approach to self-management, whereby 

practitioners direct and inform the outcomes of patient care disenfranchises individuals 

and does not promote feelings of self-efficacy in daily self-management (Thorne & 

Paterson, 2001). Practitioners need to acknowledge diabetes self-management to be 

more than a prescriptive regiment and instead support the stance whereby the individual 
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living with diabetes “…is indeed the most reliable and accurate source of information 

about his or her physiological function” (Thorne & Paterson, p. 87).   

 The battle for control in the patient- provider relationship persisted for some 

participants. The importance and need for collaborative relationships between patient 

and provider is consistently and predominately found in the literature (Funnell et al., 

2008; Holman & Lorig, 2004; Wolpert & Anderson, 2001). Such collaboration was not 

always reflected in the stories told by participants. Some participants expressed 

frustrations with practitioners; these relationships were characterized by conflicting 

perspectives on educational needs and treatment goals. Similarly, Rasmussen and 

colleagues (2007b) used a “’bad girl’ or ‘good girl’ dichotomy” (p. 304) to describe the 

feeling women had towards health professionals. For professionals, it seemed to be all 

about the numbers, which became reflective in the women’s overall sense of being. 

From this work, acknowledgement of individual goals, issues, and treatment preferences 

should be at the forefront of health care appointments; however, participants did not 

always feel attention beyond the numbers was being bestowed. According to a position 

statement developed by the American Association of Diabetes Educators (AADE) 

(2002), “…people with diabetes are not a homogenous group; they vary by type and 

treatment of diabetes, across cultural, psychosocial, demographic, intellectual, and other 

domains, and across the lifespan. They are best able to learn through a planned 

education program individualized to match their personal characteristics, learning styles, 

and diabetic care plans…” (p. 741). The numbers may be at the forefront for 

practitioners, but it is important to address the other domains individuals are affected by, 

and consequently must also learn to deal with.  

 Transition-in-care, whereby adolescents must transition from the pediatric health 
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care system into adult care is complex and may have significant repercussions to self-

management and glycemic outcomes (CDA, 2008). Follow-up beyond pediatric care is a 

problem as “between 25 and 65% of young adults have no medical follow-up during the 

transition from pediatric to adult diabetes care services…”(CDA, p. S155). Participants 

reflected upon their pediatric and adult health care experiences, and clear differences, 

including introduction of challenges upon entry into adult care were discussed. 

Consistency in care, specifically finding a suitable endocrinologist in adult care was 

something several participants struggled with. Evidently this is not just a Canadian 

dilemma; participants in a study by Rasmussen and colleagues (2001) were affected by 

the structure of Australia’s health care system. Participants described the system to be 

“…non-logical and resource consuming” (p. 630). The process for accessing specialty 

services, including obtaining a referral to an endocrinologist, was complex.  

 Dovey-Pearce, Doherty, and May (2007) validated the notion that 

misconceptions exist about T1DM, specifically the categories of individuals affected by 

the disease, which similarly, some women in this study expressed. In contrast to 

pediatric care, where the patient population is exclusively comprised of T1 diabetics, 

entry into adult care means a clinic setting that cares for a combination of individuals 

living with both T1 and T2 diabetes. As a few participants commented upon, there are 

clear differences and distinct needs for both T1 and T2 individuals with diabetes, yet at 

times this appears to be overlooked. Although the prevalence of T2DM is greater and 

diagnosis of T1DM occurs typically in childhood or adolescence (CDA, 2011), T1 

individuals still expect support and attention from practitioners regarding the fine details 

of the disease process. Challenges and expectations do not remain static from pediatric 
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to adult care; rather they grow in complexity, with an expectation that support systems 

will address these changes in complexity.  

The desire individuals living with chronic disease have for “being in balance” is 

not an unusual expectation; others have touched on the importance of attaining and 

sustaining this milestone (Ingadottir & Halldorsdottir, 2008; Paterson & Thorne, 2000; 

Paterson, Thorne, Crawford, & Tarko, 1999; Hartrick, 1998; Hernandez 1996). Paterson 

and colleagues (1999) described individuals’ experiences of living with T1DM as 

“transformational”, whereby individuals constantly discovered and learned new 

capabilities about themselves, which inevitably influenced their outlook on the diabetes 

and self. Finding a balance between the self and diabetes was found to be a process 

that individuals would continuously be engaged with. The process for attaining balance 

is not linear; rather, individuals endure several ups and downs along the way in pursuit 

of attaining this milestone. Integration, whereby individuals are both physically and 

mentally healthy, requires a combination of the diabetic and personal self and is a 

process characterized by the need for acceptance, realization and ownership 

(Hernandez, 1996). Participants’ experiences in the current study were indeed 

“transformational”, and were distinguished by their level of integration. Being in balance 

required the ability to take ownership of the diabetes and self-management, and to 

maintain cohesion with other aspects of daily living. Self-management evolved and 

changed over time; comparable to Hernandez’ conceptualization of “lifeways” (p. 47), 

participants in this study also relied on the interplay of multiple self-management 

strategies to help them achieve balance.  

Although previous qualitative literature has conceptualized the importance and 

value of sustaining balance during the course of chronic disease (Hartrick, 1998; 
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Hernandez, 1996; Ingadottir & Halldorsdottir, 2008; Paterson & Thorne, 2000; Paterson, 

Thorne, Crawford, & Tarko, 1999), it is important not to lose sight of the finding’s 

significance, meaning and relation explicitly to self-management, which was the focus of 

the current study. Self-management may very well be construed as a process, which is 

influenced by developmental age (Paterson & Thorne; Price, 1993) and level of 

integration (Hernandez), but one cannot overlook the meaning of self-management from 

the perspective of individuals living with T1DM. In the current study, self-management 

was defined by the participants in relation to achieving optimal blood glucose and HbA1c 

values; however, an individual’s goals, aspirations and experiences, as well as the 

relationship with the health care team were contributed to the essence of self-

management and its meaning. To be in balance with oneself meant one would 

concurrently have to be in balance with the blood glucose levels. The notion that 

individuals living with T1DM are “in the grip of blood sugar levels” (Rasmussen et. al, 

2007b, p. 303) was confirmed in this study. However, the notion that blood glucose 

levels resemble the building blocks of self-management is equally noteworthy; the output 

on the glucometer may very well predict the cascade of activities that follow in one’s day. 
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Chapter 6 

Conclusions 

This concluding chapter is organized in three parts. To begin, an overview of the 

study’s strengths and limitations will be discussed. Moreover, a summary proposing key 

messages from this work will be provided. To conclude, nursing implications, including 

policy, research and practice implications will be discussed.  

Strengths and Limitations 

In the context of any research study, strengths and limitations can be discussed. 

Qualitative research, in particular phenomenological research, is a valuable approach to 

employ and apply in the context of clinical practice. Health care practitioners can gain 

new insight and knowledge about not only particular disease processes, including 

symptomology and treatment decisions, but also the way individuals view themselves 

during the course of everyday self-management. By reflecting on the descriptions of 

individuals’ self-management experiences, practitioners are presented with an 

opportunity to assess and evaluate current clinical practice, and perhaps appreciate the 

unique attributes, including expertise in self-management, of their patient population.  

Specific to this study, I will touch on two potential limitations. First, the research 

question under investigation has significant meaning to me because of my personal 

experiences of living with T1DM, which may lead some to question my objectivity, and 

therefore, the credibility of the research findings. To address my impartiality, it was 

necessary for me to engage in several reflective activities. Writing a position statement  
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about my personal experiences and stance on the phenomenon under investigation was  

necessary and a valuable activity. Furthermore, the study provided an opportunity to 

“bracket” or apply “reduction” to the raw data [see Chapter 1 (declaration of personal 

interest) and Chapter 3], two key phenomenological activities specific to the descriptive 

method (van Manen, 1997). My co-supervisors were consulted routinely throughout the 

research process and were greatly involved in the analysis phase. I acknowledge that 

this study was meaningful and sparked deep thought and recollections; however, 

throughout this experience, I quickly discovered that my personal experiences were not 

necessarily reflective of others, which further obliged me to routinely acknowledge my 

feelings and inclinations throughout data collection, analysis and writing. My pursuit to 

enhance understanding of self-management was driven by my interest in this clinical 

domain and personal experiences. To conduct phenomenological research, one must 

investigate a phenomenon that “interests us and commits us to the world” (van Manen, 

1997, p. 30).  

A second potential limitation relates to the homogeneity of the sampled 

population. Participants in the current study were very well educated, employed, and in 

the high socioeconomic class. The homogeneity of the sample begs the question of 

whether or not findings from this study can be generalized to other populations, including 

women inclusive to the lower socioeconomic class. It is not the intent of qualitative 

research to generalize findings. Therefore, findings from the current study should not be 

generalized to other groups, including women within the lower socioeconomic class, and 

residing outside of North America; these groups may have different experiences as a 

result of their societal position and circumstances. A study of greater heterogeneity 
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would be valuable to determine whether or not the experiences of women across groups 

are comparable.  

Summary  

 Nine young women residing in regions within Southern Ontario, Canada, who are 

living with T1DM, participated in this phenomenological research study. From the outset, 

it was my intention to answer the following research question: what are the experiences 

of self-management among young women with Type 1 diabetes mellitus? Data analysis 

revealed five themes, including 1) elusiveness of control; 2) the dualism of technology; 

3) forecasting and establishing routines; 4) dealing with the “ups and downs”; and, 5) 

interface with the health care team. Several reflective activities and the art of writing and 

re-writing revealed the “essence” of participants’ self-management experiences:  “being 

in balance”. The themes were discussed in relation to other literature conducted in the 

areas of T1DM and self-management, and moreover, limitations and nursing 

implications were discussed. For participants in the current study, “being in balance” was 

the ideal goal; being in balance with not only the blood glucose levels, but also the rest 

of their lives was fundamental. The blood glucose numbers may influence the imminent 

future, which reinforces the need to maintain consistent target glycemic levels, but a 

desire remains to sustain normalcy, which may not always put blood glucose numbers at 

the forefront. 

Nursing Research Implications 

 It initially surprised me how closely self-management was defined in relation to 

blood glucose levels; findings from the current study pose an opportunity for further 

qualitative and quantitative inquiry. Specifically, it would be interesting to understand 

how individuals with Type 1 diabetes are socialized in the health care system, and what 
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factors, or individuals specifically, influence their viewpoint of self-management. 

Reflection following data analysis led me to believe that individuals living with T1DM may 

be socialized to focus on the numbers, and less about the psychosocial domains of 

everyday living. Moreover, in the current study, the experiences and meaning of self-

management were investigated among young women; it would be interesting to further 

investigate the meaning of self-management among other groups, including mothers, 

women of menopause age, and males living with T1DM. A concept analysis that collates 

the variant perspectives on self-management would bring clarity and further 

understanding.  

 The importance of continuity in care across health care settings is reinforced 

from findings of the current study. Challenges and barriers remain constant for 

individuals transitioning from the pediatric to adult health care system, which prompts the 

need to examine how changes to the structure of diabetic health care appointments 

across settings can be implemented and evaluated.   

 The influence of menstruation on glycemia was evident from participants’ stories; 

fluctuating blood glucose levels are common during this period of hormonal changes. 

Findings from the current study show that technology has a substantial role to play in 

everyday T1DM self-management. Technology is advancing, which highlights a need to 

understand how devices such as CGM can enhance and optimize self-management. 

Further quantitative research, which investigates the role of CGM on everyday self-

management, especially during periods of instability, such as menstruation would be 

helpful. From physiological and psychosocial standpoints, this type of research would be 

beneficial for health care practitioners and individuals living with T1DM. Specifically, 

further studies focused on demonstrating the effectiveness and value of innovative self-
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management devices, including CGM, would be exceptionally valuable. These types of 

studies could influence treatment decisions, which are ultimately aimed at optimizing 

self-management outcomes.  

Policy Implications  

 The funding issue for CSII therapy, which some participants in the present study 

alluded to, has considerable implications for self-management and self-management 

education programs. One participant expressed that individuals no longer have the 

option in terms of whether or not they attend routine health care appointments; the 

introduction of financial assistance programs has mandated individuals to routinely 

attend health care appointments, with a strong emphasis on self-management. In 

Ontario, to be eligible for CSII funding, individuals must show “…an ongoing commitment 

to blood glucose monitoring, the safe and appropriate use of the insulin pump, 

participation in an insulin pump education program and regular diabetes clinic 

attendance” (Ontario Ministry of Health and Long-term Care, 2008, para. 4). The 

mandates set out by the Ontario Ministry of Health and Long-term Care reinforce the 

importance and added pressure for individuals to engage in self-management, and 

acknowledgement of the increasing role of technology in helping to facilitate everyday 

disease self-management. 

Nursing Practice Implications 

 The long-term disposition of T1DM reinforces the need for self-management 

programs and practitioners to focus care around the individual. While clinical 

parameters, including daily blood glucose and HbA1c values may be vital in identifying 

and assessing for potential complications, in the midst of everyday living and routine 

health care appointments, the elements of individuality affecting treatment goals and 
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challenges, attitudes and lifestyles cannot be negated. Individuals living with Type 1 

diabetes know what the numbers mean and how such parameters may influence the 

future; however, in the context of the patient- provider relationship, individuals with Type 

1 diabetes appreciate and expect support and attention beyond the numbers. In the 

midst of assessing and identifying glycemic trends, the effect of daily living on the 

numbers must not be overlooked, because as the numbers influence daily living, daily 

living also influences the numbers.  
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