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Patient Demographics
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Conclusion & Implications

Methods
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1. Informed consent 
and screening for 

eligibility

2. Exclusion of patients 
with significant 

cognitive or hearing 
impairment

3. In-person, in-depth, 
open-ended interviews

4. Professional 
audiotaping and 

transcription

5. Analysis using 
constant comparative 

method

6. Extraction of 
themes and 

development of theory

¥ ÒAndIÕvehadsugarproblemsfor manyyears. Butalwayscontrolled. AndthatÕswhyit
wasfarthestfrommymind...Thiswasa bigdisappointment,a bigsurpriseÓ(male,age
90s).

1. Surprise at 
hypoglycemia

¥ ÒDo not take insulin and donÕt eat. ÔCausethere you go in hypoglycemiaÓ (female, age 
70s).

¥ ÒI always keep orange juice around the house, so that if it was lowI would take an 
orange juice...Ó (female, age 90s). 

¥ ÒThey have a nurse around the clock, and sheÕs really good with diabetes. You know, you 
ask her some questions...she really will give you the right answersÓ(female, age 70s).

2. Adequate 
support, 

knowledge, and 
preparedness for 

hypoglycemia

¥ ÒI didnÕt want to eat too much because I didnÕt want to gain weight because my 
husband gets really upset if I gain a pound or two. HeÕs not thinking about the other, so, 
IÕm fighting two battles hereÓ(female, age 80s).

¥ ÒAnd my doctor told me... she said but never let it be over 200 in the morninÕÓ (female, 
age 70s).

3. Challenges 
balancing diet to 

avoid 
hyperglycemia, 

while minimizing 
hypoglycemia

¥ ÒFor the last month or two, it's been running kind of low... 25, 30Ó  ÒDo you ever call the 
doctor when your blood sugar is low?Ó  ÒNo... I kept track of itÓ (female, age 60s). 

¥ ÒWhen you feel dizzy and all out of it, 70- you drink your orange juice; 300, you call the 
doctorÓ  (female, age 60s).

4. Belief that 
hyperglycemia 
necessitates 

medical 
intervention, but 

hypoglycemia 
does not

¥ ÒI knew it was too much insulin to take... I should have been doing it my wayÓ(male, 
age 80s).

¥ Ò... she told me to take 8 all the way across, 8 for breakfast, lunch, and dinner. So, I, 
thatÕs why I took the 8... I was on a sliding scale... before. Now, if my sugar, glucose was 
low, I wouldnÕt take anything...Ó(female, age 80s).

5. Tension 
between clinician-

prescribed 
treatment plans 

and self-
management

1. Healthcare systems 
need to shift from 

their emphasis on the 
avoidance of 

hyperglycemia to a 
more balanced 

approach

2. Clinicians and 
patients need to work 

together to design 
treatment regimens 

that are more flexible, 
empowering, and 
patient-centered

Main Themes

1. Pervasive emphasis 
on avoidance of 
hyperglycemia

Evidenced by patients' 
surprise

Emphasis on avoiding weight 
gain and a "top number" to 

avoid

Communication of only high 
blood sugars to the 

healthcare team

2. Tension in 
management of 

diabetes
Between patients' desire to 

adhere to prescribed 
treatment plans and their 
need to adjust treatment 

based on experience

Can render patients less 
likely to communicate 

problems like low blood 
sugar to healthcare team


