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The psychological underpinnings of diabetes-management for young people:                            

An examination of relevant literature and lived experiences. 

Thesis Abstract 

 This thesis explores factors which may impact upon the diabetes-management and 

health-related outcomes of children and adolescents with diabetes.  

A literature review examined the evidence regarding the association between 

parenting styles and the glycaemic control, adherence, quality of life and mental health of 

children and adolescents with diabetes. Overall, the evidence regarding parenting and 

glycaemic control and adherence was inconsistent. However, when parenting and outcome 

measures were completed by the same informant (either parent or child) parenting 

characterised by responsiveness, acceptance and involvement was associated with better 

quality of life and mental health, whilst parenting characterised by psychological control, 

demandingness and low warmth was associated with worse quality of life and mental health. 

It is important to highlight that when parenting and outcome measures were completed by 

different informants, no significant associations between parenting and quality of life or 

mental health was found. The review therefore indicated that parents and children may 

experience their relationship differently, and future studies need to explore the unique 

experiences of children and adolescents with diabetes. 

A qualitative exploration of the lived experiences of adolescents with diabetes and 

poor glycaemic control is also presented. The findings indicate that participants grappled 

with intrapersonal and interpersonal conflicts as they struggled to accept and manage their 

diabetes. A cyclical pattern of glycaemic control was depicted as participants described 

feelings of guilt and shame when their poor glycaemic control and concealment of this was 
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exposed. However, subsequent improvements in their glycaemic control were short-lived as 

participants struggled with the burdensomeness of adhering to their regimes. 

The final paper examines the contributions made to theory and clinical practice, 

whilst outlining areas requiring further research. 
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Abstract 

Objective 

The aim of this literature review was to examine the evidence regarding the association 

between general parenting and the health-related outcomes of children and adolescents with 

diabetes. 

Design  

An electronic literature search utilizing PsychInfo, Web of Science and an additional hand 

search identified 14 studies.    

Results 

The evidence regarding the association between general parenting and glycaemic control and 

adherence was inconsistent. However, when the parenting and outcome measures were 

completed by the same informant (either parents or children), parental responsiveness and 

acceptance were significantly associated with better quality of life and mental health, whilst 

parental psychological control and low warmth were significantly associated with worse 

quality of life and mental health.  

Conclusions 

The evidence base is still emerging but provides a basis from which parenting interventions 

aimed at improving the health-related outcomes of children and adolescents with diabetes can 

be developed. Recommendations for future research are also made.  

 

 

 

 

 



2-8 

ASSOCIATION BETWEEN PARENTING AND HEALTH-RELATED OUTCOMES 

Introduction 

Type 1 diabetes (DM1) is the most prevalent and severe metabolic illness affecting 

children and adolescents, with the peak age of onset being between the ages of 5 and 15 years 

(Hawa & Leslie, 2001). To reduce the likelihood of developing serious health complications 

associated with DM1 such as cardiovascular disease, retinopathy, and neuropathy, individuals 

need to maintain good levels of glycaemic control by adhering to a multi-faceted and 

demanding daily regime (Jubber, Rober, Poulsen & Mandleco, 2013). Unfortunately, 

approximately half of young people neglect their diabetes care resulting in poor glycaemic 

control, which raises both medical and psychological concerns (Kovacs, Goldston, Obrosky 

& Iyengar, 1992).  

Considering the early onset of DM1, parents initially have an integral role in the 

management of their child’s diabetes as they often assume responsibility for tasks such as 

injecting insulin, monitoring blood glucose levels and managing dietary intake. However, 

these responsibilities are transferred from parents to adolescents during adolescence 

(Sherifali, Ciliska & O’Mara, 2009) and parents are often faced with a difficult dilemma as 

they want to ensure that good glycaemic control is maintained whilst also trying to relinquish 

responsibility and support their child’s autonomy (Mellin, Neumark-Sztainer, & Patterson, 

2004). This can be a difficult balance, and whilst certain diabetes-specific parental behaviours 

such as increased monitoring have been positively associated with adherence and glycaemic 

control (Ellis et al., 2007), increased levels of parental distress and stress have been 

associated with increased child depression, lower quality of life and poor diabetes 

management (Whittemore, Jaser, Chao, Jang & Grey, 2012; Cousino & Hazen, 2013).  

Whilst several studies have examined parental mental health and diabetes-specific 

parenting, far fewer studies have examined the association between general parenting 
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(encompassing parenting styles and dimensions which are not specifically associated with 

diabetes) and the health-related outcomes of children and adolescents with diabetes.  

Parenting styles are considered to reflect the degree to which parents reflect the two 

global parenting domains of warmth/responsiveness and control/restrictiveness (Maccoby & 

Martin, 1983). Parents are thought to vary with regards to their warmth (characterized by 

parental support, sensitivity, nurture and care) and control (characterized by limit setting, 

monitoring and having appropriate expectations). Based on these parenting domains, 

Baumrind (1971; 1991) developed a parenting typology classifying parenting styles into four 

groups; authoritative parents who are warm and have firm control, authoritarian parents who 

have low warmth but firm control, permissive parents who are warm but have low control, 

and neglecting parents who have low warmth and low control.  

There is a plethora of research indicating that regardless of gender or socioeconomic 

background, children whose parents have an authoritative parenting style characterised by 

being flexible, assertive and supportive have improved outcomes in areas such as school 

attainment, peer relationships, and have lower levels of depressive symptoms and behavioural 

problems (Lamborn, Mounts, Steinberg & Dornbusch, 1991; Steinberg, Lamborn, Darling, 

Mounts & Dornbusch, 1994; Liem, Cavell & Lustig, 2010). Conversely, studies indicate that 

children whose parents exhibit high levels of criticism and punishment consistent with an 

authoritarian parenting style have increased rates of depression and anxiety (Dumas, La 

Freniere & Serketich, 1995), whilst children whose parents exhibit low levels of monitoring 

consistent with a permissive parenting style have increased rates of early substance misuse 

and delinquency (Chilcoat & Anthony, 1996).  

The parenting literature has also been extended by examination of specific parenting 

dimensions. For example, psychological control, characterised by over-intrusive attempts to 
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regulate a child’s thoughts, feelings or behaviours through criticism and guilt, has been 

associated with increased rates of depression (Barber & Harmon, 2002), whilst parental 

overprotection, characterised by overanxious parenting, is thought to discourage autonomy 

(Mullins et al., 2004). 

There is increasing emphasis within the literature on the association between 

parenting and the health-related outcomes of children and adolescents. Studies have found 

that adolescents with authoritarian or disengaged parents have greater increases in Body Mass 

Index (BMI; Fuemmeler et al., 2012), whilst children and adolescents with authoritative 

parents are healthier, have lower BMIs and are more physically active (Sleddens, Gerards, 

Thijs, De Vries & Kremers, 2011). Similarly, maternal rejection have been associated with 

more severe illness status for children with asthma (Nagano et al., 2010), whilst higher levels 

of maternal acceptance and behavioural control has been associated with higher levels of 

adherence to treatments amongst children and adolescents with Spina Bifida (O’Hara & 

Holmbeck, 2013). Finally, for children and adolescents with Cerebral Palsy, a parenting style 

characterised by acceptance and autonomy-granting has been identified as the most important 

factor associated with better mental health and behavioural outcomes (Aran, Shalev, Biran & 

Gross-Tsur, 2007). 

The evidence-base regarding general parenting and the health-related outcomes of 

children and adolescents with diabetes is increasing and is in need of synthesis. To the 

authors’ knowledge, this is the first literature review examining the association between 

general parenting and the glycaemic control, adherence, mental health and quality of life of 

children and adolescents with diabetes. It is hoped that the findings will guide future research 

and the development of interventions to improve the health-related outcome of children and 

adolescents with diabetes. 
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Method  

Search Strategy 

 A systematic search of two electronic databases (Psycinfo & Web of Science) was 

conducted in March 2014. The following search terms were used; “adolesc*”, “child*”, 

“young people”, “paediatric”, “pediatric”, “diabet*”, “diabetes”, “parent*” and “parenting 

style”. Additional hand-searches of relevant reference lists and citations identified further 

appropriate papers, which were screened for relevance. 

Eligibility Criteria 

 Studies were required to meet the following criteria: 

1. Must be published in a peer-reviewed journal. 

2. Participants comprised of children and adolescents with type 1 or type 2 diabetes 

under the age of 18 years.  

3. A general measure of parenting style, parenting constructs or parenting behaviours 

completed by parents or children/adolescents must be included (measures of 

relationship quality, family constructs, or diabetes-specific parenting variables do not 

meet this criteria). 

4. A measure of participants’ glycaemic control, self-care/adherence, quality of life, or 

mental health must be included. 

5. Must be quantitative studies that clearly report how the outcome data relate to the 

parenting variables. 

Selection process 

 The study selection was undertaken in three stages (as outlined in Figure 1). Firstly, 

the 1712 papers identified from the electronic searches were screened according to their titles 

and abstracts. At this stage, 1675 papers were excluded for the following reasons; studies 
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were duplicates, not published in a peer-reviewed journal, not about diabetes, included adult 

populations, or did not include relevant outcome data or appropriate parenting measures.  

 Secondly, the full texts of the remaining 37 papers were screened resulting in 24 

papers being excluded for the following reasons; no relevant outcome data reported (n=4), 

only measures of parental mental health (n=1), parental use of language (n=1), diabetes 

specific parenting (n=8), relationship quality (n=2) or family constructs (n=8) included. 

 Finally, hand searches of the references and citations of the remaining 13 studies were 

undertaken, which identified a further six potentially relevant studies. Full text screening of 

these studies resulted in five studies being excluded for the following reasons; only measures 

of relationship quality (n=2), diabetes-specific parenting (n=2), or family constructs (n=1) 

were included. A total of 14 studies therefore met the inclusion criteria and were included in 

the review. 

[INSERT FIGURE 1] 

 

Results 

A narrative analysis of 14 studies which examined the association between general 

parenting and the health-related outcomes of children/adolescents with diabetes was 

undertaken. The findings are organised according to the following five categories; design and 

methods, sample characteristics, parenting measures, outcome measures, and findings per 

outcome variable. The final category is divided into four sub-categories; glycaemic control, 

adherence, quality of life and mental health. Extracted data is presented in chronological 

order in Table 1. A descriptive summary of the parenting and outcome measures are 

presented in Table 2 and Table 3 respectively.  
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Design and methods  

Twelve studies were cross-sectional, two of which included comparison groups. 

Graue, Wentzel-Larsen, Hanestad and Sovik (2005) included healthy controls and 

adolescents with physical disabilities, whilst Bourdeau, Mullins, Carpentier, Colletti and 

Christensen (2007) included adolescents with asthma and cystic fibrosis. Two studies were 

part of larger longitudinal treatment trials. Of these, one included assessments at baseline, 6-

months and 12 months follow-up (Saletsky, Trief, Anderson, Rosenbaum, & Weinstock, 

2014), whilst the other included assessment at baseline and 12 months follow-up (Botello-

Harbaum, Nansel, Haynie, Iannotti, & Simons-Morton, 2008). 

Sample characteristics 

Eleven studies were conducted in the USA, two in Norway and one in Canada. The 

sample size of the studies (including all children and/or caregivers who participated) ranged 

from 55 to 274. The age range of the children and adolescents who participated ranged from 

4-18 years. Thirteen studies included participants diagnosed with type 1 diabetes (DM1), one 

study included a mixed sample of participants with DM1 and type 2 diabetes (DM2; 

Eckshtain, Ellis, Kolmodin, & Naar-King, 2010), and one study only included participants 

with DM2 (Saletsky et al., 2014). The illness duration of participants ranged from less than 1 

year to 16 years.  

 Eleven studies reported the ethnicity of participants. Of these, all included white or 

Caucasian participants (10-99% of samples), eight included African American participants 

(2.3-87% of samples), five included Hispanic participants (2.3-26% of samples), two 

included Native American participants (5 and 12% of samples), one included Latino 

participants (5% of the sample) and one included Asian American participants (2% of 

sample). Of the remaining three studies, one described their sample as ‘ethnically diverse’ 

(Graue et al., 2005), one described the nationality of participants (82.9% Canadian; Sherifali 
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et al., 2009), and one did not describe the nationality or ethnicity of their participants (Shorer 

et al., 2011).  

 [INSERT TABLE 1] 

Parenting measures 

As described in Table 2, 14 different instruments were used to measure parenting 

styles or dimensions. As four instruments were applied in more than one study, 18 parenting 

measures were completed in total. Whilst all studies included at least one parenting measure, 

two studies included two measures (Graue et al., 2005; Butler, Skinner, Gelfand, Berg & 

Wiebe, 2007) and one study included three measures (Weissberg-Benchell et al., 2009). Of 

the 14 studies, nine included measures completed by parents or caregivers, two included 

measures completed by children/adolescents (Graue et al., 2005; Botello-Harbaum et al., 

2008) and three included measures completed by parents and children/adolescents (Butler et 

al., 2007; Weissberg-Benchell et al., 2009; Saletsky et al., 2014).  

A range of different parenting styles and dimensions were measured. For example; 

five studies included measures examining one parenting dimension such as parental 

overprotection, psychological control or parental authority (Mullins et al., 2004; Graue et al., 

2005; Bourdeau et al., 2007; Weissberg-Benchell et al., 2009; Jubber et al., 2013). Three 

studies included measures examining two parenting dimensions such as responsiveness and 

demandingness (Botello-Harbaum et al., 2008; Graue et al., 2005; Weissberg-Benchell et al., 

2009). Four studies examined authoritarian, authoritative and permissive parenting styles 

(Greene et al., 2010; Shorer et al., 2011; Monaghan et al., 2012; Saletsky et al., 2014), whilst 

four studies examined multiple parenting dimensions such as warmth, restrictiveness, amount 

of control and physical punishment (Davis et al., 2001; Butler et al., 2007; Sherifali et al., 

2009; Eckshtain et al., 2010).  
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The reliability of the parenting measures varied from acceptable to excellent, with the 

exception of the Parenting Dimensions Inventory (PDI; Power, 1993), as the internal 

consistency of its subtests ranged from poor to acceptable. 

 

[INSERT TABLE 2] 

Outcome measures 

As described in Table 3, many studies included numerous outcome measures. Overall, 

eight studies examined glycaemic control, seven studies examined adherence, four studies 

examined quality of life and four examined mental health. It is important to highlight that 

although good glycaemic control cannot be achieved without adhering to the diabetes regime 

(Rhee et al., 2005), adherence and glycaemic control are considered to be separate constructs. 

Indeed, even if a young person adheres to their diabetes regime, common illnesses such as 

influenza can still negatively impact on glycaemic control (Diabetes UK, 2010). Whereas 

glycaemic control may therefore provide an objective indication of a young person’s 

adherence behaviours, adherence measures enable subjective appraisals of adherence 

behaviours to be examined. 

Whereas glycaemic control was measured by blood tests measuring HbA1c values, 

and one study measured adherence through nurse reports (Saletsky et al., 2014), the 

remaining studies included measures completed by the child/adolescent or by parent-proxy 

reports. Of these, two studies included measures completed by parents (Davis et al., 2001; 

Monaghan et al., 2012), and five studies included measures completed by 

children/adolescents (Mullins et al., 2004; Graue et al., 2005; Butler et al., 2007; Botello-

Harbaum et al., 2008; Greene et al., 2010;). Five studies included measures completed by 

parents and children/adolescents (Bourdeau et al., 2007; Sherifali et al., 2009; Weissberg-

Benchell et al., 2009; Eckshtain et al., 2010; Shorer et al., 2011). 
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Five of the seven studies examining adherence reported the reliability of the measures 

used, which varied from acceptable to good (= .73-.80). Four studies examined diabetes-

related quality of life (DRQOL) and one study also examined general health-related quality 

of life (HRQOL). The reliability of these measures ranged from fair to excellent (= .63-.92). 

Three of the four studies examining mental health included measures of depressive symptoms 

whilst one study included a measure of general mental health. Three studies reported the 

reliability of these measures which ranged from good to excellent (= 0.80-0.94). 

 [INSERT TABLE 3] 

 

Findings per outcome variable 

 Glycaemic control. Eight studies examined the association between parenting and the 

glycaemic control of children and adolescents with diabetes.    

 Comparison of maternal and paternal parenting. Three studies explicitly compared 

the associations between glycaemic control and maternal and paternal parenting styles. 

Whilst both Greene et al. (2010) and Shorer et al. (2011) identified that maternal and paternal 

parenting had different associations with the glycaemic control of adolescents, some of the 

associations found were contradictory. For example, Greene et al. (2010) found that maternal 

but not paternal authoritative parenting was significantly associated with better glycaemic 

control, whilst Shorer et al. (2011) found that paternal but not maternal authoritative 

parenting was significantly associated with better glycaemic control. Furthermore, Greene et 

al. (2010) found that both maternal and paternal permissive parenting were significantly 

associated with poor glycaemic control, whilst Shorer et al. (2011) found no significant 

association between these variables. However, both Greene et al. (2010) and Shorer et al. 
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(2011) consistently found no significant association between authoritarian parenting and 

glycaemic control.  

Similar to Shorer et al. (2011), Jubber et al. (2013) found a significant association 

between paternal but not maternal parenting and glycaemic control. Specifically, paternal 

(but not maternal) use of psychological control was significantly associated with poor 

glycaemic control. Overall these findings may tentatively indicate that paternal rather than 

maternal use of psychological control is more closely associated with poor glycaemic control. 

However, this evidence-base is within its infancy and further research comparing the 

associations between maternal and paternal parenting and glycaemic control is required 

before any firm conclusions can be made. 

Comparison between age groups. Few significant associations were found between 

general parenting and the glycaemic control of children and adolescents with diabetes. 

Indeed, studies including younger children (under 12 years old) such as Monaghan et al. 

(2012) found no significant differences between parents reporting high or low levels of 

authoritative parenting and glycaemic control. Similarly, Sherifali et al. (2009) found no 

significant association between parental support, control and structure and glycaemic control. 

Amongst this younger age group, the only significant association found was reported by 

Davis et al. (2001) who found that parental restrictiveness but not parental warmth was 

significantly associated with poor glycaemic control.  

Similar to the insignificant associations found between parenting and glycaemic 

control amongst younger samples, Graue et al. (2005) found that although adolescents with 

DM1 described their parents as more controlling than adolescents with physical disabilities 

and healthy controls, no significant association between glycaemic control and parental care, 

control or bonding was found. Similarly, Eckshtain et al. (2010) found no significant 

association between parental involvement and inconsistent discipline and the glycaemic 
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control of adolescents with either DM1 or DM2. However, a significant association was 

found between low levels of parental monitoring and poor glycaemic control. These findings 

may tentatively indicate that the association between parenting and glycaemic control may 

change with age, with high levels of restrictiveness being negatively associated with the 

glycaemic control of younger children and low levels of monitoring being negatively 

associated with the glycaemic control of adolescents. It is therefore important to consider that 

younger children are less likely to be responsible for their diabetes management, and parents 

may adjust their parenting styles as their child takes increasing responsibility during 

adolescence.  

 Summary. Overall the evidence indicating that general parenting is associated with the 

glycaemic control of children and adolescents is inconsistent. Indeed, the literature is limited 

by the fact that the majority of parents in studies such as Monaghan et al. (2012) and Greene 

et al. (2010) endorsed authoritative parenting styles thus limiting the ability of studies to 

meaningfully examine effects across different parenting styles.  Further research including 

more heterogeneous samples is therefore required. Furthermore, considering the evidence 

indicating different associations between parenting and the glycaemic control of children and 

adolescents, longitudinal studies may be helpful in understanding whether associations 

change over time. 

Adherence. Seven studies examined the association between general parenting and 

the adherence of children and adolescents to their diabetes regimes.  

Comparison of maternal and paternal parenting. Two studies explicitly compared the 

associations between maternal and paternal parenting and the adherence of adolescents to 

their diabetes regimes. Greene et al. (2010) found that maternal but not paternal reports of 

authoritative parenting were significantly associated with child-reports of better adherence, 

whilst Shorer et al. (2011) found that paternal but not maternal authoritative reports of 
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parenting was significantly associated with child-reports of better adherence. Furthermore, 

Greene et al. (2010) found no significant associations between parent reports of permissive 

parenting and adherence, whilst Shorer et al. (2011) found that maternal reports of permissive 

parenting were significantly associated with child-reports of poor adherence. No significant 

associations between authoritarian parenting and adherence were found by either study. 

Considering that only two studies have examined the association between paternal 

and maternal parenting and adherence, and the inconsistent results found, further research is 

required before any conclusions can be made. 

Comparison of glycaemic control and adherence. Despite the fact that adherence is 

considered to be an important prerequisite of good glycaemic control, both outcomes have 

been found to have different associations with parenting. For example, Greene et al. (2010) 

found a significant association between permissive parenting and poor glycaemic control but 

not adherence. Similarly, Shorer et al. (2011) found that maternal reports of permissive 

maternal parenting was significantly associated with poor adherence but not glycaemic 

control. This contrast has also been reflected in younger children as Monaghan et al. (2012) 

found that high levels of authoritative parenting were significantly associated with better 

adherence but not glycaemic control, and Davies (2001) found that parental warmth was 

significantly associated with better adherence but not glycaemic control.  

Overall, the evidence regarding permissive parenting and adherence and glycaemic 

control is inconsistent. However, the studies indicate that for younger samples, authoritative 

parenting characterised by warmth is more closely associated with better adherence rather 

than glycaemic control. Further research exploring these associations may therefore be 

important in understanding the possibly distinct processes underlying adherence and 

glycaemic control. 



2-20 

ASSOCIATION BETWEEN PARENTING AND HEALTH-RELATED OUTCOMES 

Comparisons across informants. Considering the significant discrepancies found 

between the views of children/adolescents with DM1 and their parents (Miller & Drotar, 

2003), and recommendations outlining that parent proxy reports should be considered 

alongside the views of children and adolescents with DM1 (Sherifali & Pinelli, 2007), this 

may be an important limitation. This was addressed by the following studies which compared 

measures completed by children/adolescents and their parents. 

Regardless of whether measures were completed by parents or children/adolescents, 

Bourdeau et al. (2007) found no significant associations between parental overprotection and 

adherence. Conversely, discrepancies were reported by Saletsky et al. (2014) as child-reports 

(but not parent-reports) of permissive parenting at baseline were a significant predictor of 

better adherence at 6 months follow-up. However, these results are constrained by 

methodological limitations as adherence was measured by nurses counting the number of 

pills remaining in blister packs rather than using validated measures.  

Butler et al. (2007) also compared parenting measures completed by 

children/adolescents and their parents and found significant discrepancies. Indeed, whilst 

neither parent nor child reports of parental psychological control or firm control were 

significantly related to child-reports of adherence, parent-reports (but not child-reports) of 

parental acceptance were significantly associated with child-reports of adherence. Although 

these findings are consistent with previous findings indicating that authoritative parenting is 

associated with better adherence, it is important to consider whether a social desirability bias 

may have impacted upon parental self-reports of parenting thereby impacting upon the 

associations found.  

Quality of life. Four studies examined the association between general parenting and 

the quality of life of children and adolescents with DM1.  
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Different informants. When different informants completed the parenting and quality 

of life measures, no associations were reported. For example, Sherifali et al. (2009) found 

that parent-reports of parental support, control and structure, were not significantly associated 

with child-reports of health-related quality of life (HRQOL). Similarly, Weissberg et al. 

(2009) found that child–reports of parental psychological control were not significantly 

associated with parent-proxy reports of HRQOL or diabetes-related quality of life (DRQOL). 

Consistent informants. When the same informants (either parent or child) completed 

the parenting and quality of life measures, significant associations were reported. Sherifali et 

al. (2009) found that parent-reports of parental structure were significantly associated with 

parent-proxy reports of better HRQOL. Consistently, Botello-Harbaum et al. (2008) found 

that child-reports of parental responsiveness were significantly associated with child-reports 

of better DRQOL at baseline and 12-month follow-up. Significant results were also found by 

Graue et al. (2005) who found that child-reports of parental care and involvement (with 

exception of the ‘worry’ subscale) were significantly associated with child-reports of better 

DRQOL.  

Parenting behaviours were also significantly associated with decreased quality of life. 

For example, Weissberg et al. (2009) found that child–reports of parental psychological 

control significantly predicted child-reports of lower HRQOL and diabetes-related quality of 

life (DRQOL). Similarly, Graue et al. (2005) found that child-reports of parental control were 

significantly associated with child-reports of lower DRQOL, whilst Botello-Harbaum et al. 

(2008) found that child-reports of parental demandingness were significantly associated with 

child-reports of lower DRQOL at baseline but not 12-month follow-up.  

Overall, the results indicate that parenting characterised by responsiveness and care is 

associated with better DRQOL, whilst parenting characterised by psychological control and 
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demandingness is associated with worse DRQOL. However, it is important to consider 

whether asking the same informants to complete both parenting and quality of life measures 

was more likely to produce significant associations between parenting styles and quality of 

life outcomes. Further research should therefore give close consideration to these 

methodological issues to clarify the findings. Furthermore, it is important to highlight that 

considering the findings by Botello-Harbaum et al. (2008) who found no significant 

associations between parenting and DRQOL at 12-months follow-up, further longitudinal 

studies are needed to examine whether associations change over time as this would inform 

any interventions developed to improve the quality of life of children and adolescents with 

diabetes. 

Mental health. Four studies examined the association between general parenting and 

the mental health outcomes of children and adolescents with diabetes.   

Different informants. Consistent with findings regarding quality of life, when different 

informants completed parenting and mental health measures, no associations were found 

between these constructs. Mullins et al. (2004) included the youngest sample of children with 

DM1 and found that parent-reports of parental overprotection were not significantly 

associated with child-reports of depressive symptoms. Butler et al. (2007) also found that 

parent- reports of parental psychological control, firm control and acceptance were not 

significantly associated with child-reports of depressive symptoms. Consistently, Eckshtain et 

al. (2010) included a mixed sample of participants with DM1 and DM2 and found no 

significant association between parent-reports of poor monitoring, involvement and 

inconsistent discipline, and child-reports of depressive symptoms.  

Consistent informants. Significant associations were identified between parenting and 

the mental health of children and adolescents with diabetes when the parenting and mental 

health measure was completed by the same informants. Butler et al. (2007) found that child-
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reports of acceptance were significantly associated with lower child-reports of depressive 

symptoms. Similarly, Graue et al. (2005) found that child-reports of parental care and 

involvement were associated with child-reports of better mental health. 

Negative parenting styles were also significantly associated with poor mental health 

outcomes. Butler et al. (2007) reported that child-reports of maternal psychological control 

were significantly associated with greater child-reports of depressive symptoms whilst 

maternal firm control was associated with increased depressive symptoms only for older 

adolescents. Similarly, Eckshtain et al. (2010) found that parent-reports of inconsistent 

discipline and low warmth were significantly associated with parent-proxy reports of 

increased depressive symptoms. Finally, Graue et al. (2005) found that child-reports of 

parental control were significantly associated with child-reports of poor mental health. 

Overall the results indicate that when parenting and mental health measures were 

completed by the same informant, parenting characterised by acceptance, care and 

involvement was positively associated with mental health, whilst parenting characterised by 

low warmth, inconsistent discipline and parental control was negatively associated with 

mental health. However, the results should be interpreted with caution as this is based on a 

small number of studies and it is again important to consider methodological issues regarding 

whether consistent informants completed the measures. Furthermore, considering that only 

one study included participants under the age of 10 years, this highlights the dearth of 

literature currently examining the association between parenting and the mental health 

outcomes of younger children with diabetes.  

 

Discussion 

The aim of this literature review was to examine the association between general 

parenting and the glycaemic control, adherence, mental health and quality of life of children 
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and adolescents with diabetes. The majority of the fourteen studies examined children and 

adolescents with DM1 with only two studies including adolescents with DM2.   

Overall, the evidence regarding the association between parenting and the health-

related outcomes of children and adolescents with diabetes was mixed with evidence 

regarding glycaemic control and adherence being inconsistent. For example, evidence 

indicates that paternal (rather than maternal) use of psychological control is associated with 

poorer glycaemic control, whereas authoritative parenting characterised by warmth is 

associated with better adherence. Despite the largely insignificant associations found between 

general parenting and glycaemic control, differences across ages were found with high levels 

of restrictiveness being negatively associated with the glycaemic control of younger children 

and low levels of monitoring being negatively associated with the glycaemic control of 

adolescents. However, further research exploring these associations is necessary before any 

firm conclusions can be made.  

The evidence regarding mental health and quality of life was more consistent. 

Although no significant associations were found between parenting and mental health 

outcomes when measures were completed by different informants, when measures were 

completed by the same informant, parenting characterised by responsiveness, acceptance and 

involvement was associated with better quality of life and mental health, whilst parenting 

characterised by psychological control, demandingness and low warmth was associated with 

worse quality of life and mental health. The findings therefore indicate that consistent with 

studies undertaken with healthy children and adolescents (Dumas, La Freniere & Serketich, 

1995), the evidence indicates that parenting style is associated with the quality of life and 

mental health of children and adolescents with diabetes.  

It is important to highlight that the literature is limited by the small sample sizes 

included in some studies and by the high rates of authoritative parenting styles reported, thus 
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limiting the ability of studies to meaningfully examine effects across different parenting 

styles.  Furthermore, methodological issues were raised as the majority of studies included 

parenting measures completed by parents, which may have been influenced by a social 

desirability bias. It is striking that no significant associations were found between parenting 

and quality of life and mental health outcomes when measures were completed by different 

informants which may indicate that parents and adolescents experience parenting in distinct 

ways (Butler et al., 2007). It is also important to highlight that the majority of studies were 

cross-sectional and therefore potentially reciprocal associations and bi-directional 

relationships between parents and children/adolescents could not be examined. 

Theoretical and Clinical Implications 

Although causality could not be inferred from this review, the findings are consistent 

with the developmental literature indicating that authoritative parenting may have a 

protective role enabling children and adolescents to “cope with the stressors related to 

managing their disease” (Bottello-Harbaum et al., 2008, p678), whilst intrusive parenting 

may inhibit autonomy and negatively impact on emotional wellbeing. 

In light of these findings, it may be useful to examine the effectiveness of parenting 

interventions in improving the quality of life and mental health of children and adolescents 

with diabetes. Although studies indicate that multi-component family-based interventions can 

reduce family conflict and improve the glycaemic control of children and adolescents with 

diabetes (McBroom & Enriques, 2009), these interventions are often costly and many 

paediatric services do not have adequate resources to support them (Wysocki et al., 2007). 

Contrarily, parenting interventions are often delivered in group formats and are 

associated with lower costs. Indeed, despite the dearth of literature evaluating the 

effectiveness of parenting interventions, a randomized controlled trial is currently underway 

examining the effectiveness of an online intervention (which has an adolescent and parent 
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component) in improving the mental health, quality of life and adherence of adolescents with 

DM1 (Hackworth et al., 2013). Specifically, the parenting intervention is focused on 

acceptance-based strategies aimed at strengthening parent-child relationships. Although this 

study is on-going, it highlights the increasing emphasis being placed on parenting and the 

health-related outcomes of children and adolescents with diabetes. 

Limitations  

 Although the aim of this literature review was to examine general parenting, perhaps 

examining diabetes-specific parenting would also have been beneficial to develop a more 

rounded understanding of the various parenting behaviours associated with the health-related 

outcomes of children and adolescents with diabetes. However, various studies have already 

demonstrated that diabetes-specific parenting behaviours such as monitoring are associated 

with improved outcomes (Ellis et al., 2007) and therefore the aim of this review was to 

examine general parenting. This review is also limited by the fact that a formal quality 

assessment tool was not used to evaluate studies and qualitative studies which may provide 

further insights into the association between parenting and diabetes were not included. 

Research Implications  

 Future research examining the association between parenting and the health-related 

outcomes of children and adolescents with diabetes need to address the numerous 

methodological limitations highlighted in this review. Firstly, the finding that no significant 

associations were found between parenting and quality of life and mental health when 

measures were completed by different informants indicates a disparity between the way 

children/adolescents and parents view or experience parenting. Although it has been argued 

that “it is the child’s experience of parenting that is most important to consider during 

adolescence” (Butler et al., 2007, p1234), nine of the fourteen studies included in this review 

only included parenting measures completed by parents. Studies therefore appear to neglect 
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the experiences of adolescents with diabetes and future studies are likely to benefit from 

collating information from various sources such as children/adolescents, parents and 

observational measures to develop a more overarching understanding. Furthermore, 

considering the inconsistent evidence regarding parenting and glycaemic control and 

adherence, qualitative studies examining adolescents’ experiences may provide new insights 

into factors which may positively or negatively impact upon adherence and glycaemic 

control.  

The majority of studies included in this review adopted cross-sectional designs which 

could not capture potentially reciprocal associations between children/adolescents and their 

parents. Future studies may therefore benefit from adopting prospective longitudinal designs 

which could capture transactional associations. Furthermore, instead of assessing parenting at 

one time point thus indicating that parenting is a static concept, longitudinal designs could 

capture the dynamic nature of parenting and how this may change over time. It is also 

important to highlight that differences were identified between paternal and maternal 

parenting, with studies tentatively indicating that paternal rather than maternal parenting is 

more closely associated with glycaemic control. Indeed, the majority of parents included in 

the studies were mothers rather than fathers, which provides support for arguments that the 

role of fathers has not been adequately considered with regards to the adjustment of children 

and adolescents to chronic illnesses (Dashiff, Morrison, & Rowe, 2008).  

Although the evidence regarding the association between general parenting and 

diabetes is still emerging, it provides a basis from which parenting interventions aimed at 

improving the health-related outcomes of children and adolescents with diabetes can be 

developed.  However, future research needs to address the methodological limitations raised 

and therefore needs to ask adolescents about their views or experiences rather than relying on 

parental reports, before any firm recommendations can be made. 
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Table 1 

Summary of studies examining the association between parenting variables and the health-related outcomes of children and adolescents with 

T1D and T2D.  

References  

Country 

 

Sample 

characteristics 

 

 

 Child           Parent    

Disease 

information 

 

Design 

 

Parenting 

measure 

Health-

related 

outcome 

measures 

    Summary of results 

1. 

Davis et al.  

(2001). 

 

USA. 

n = 55 

M = 24 

F = 31  

 

Aged 4-10 

years. 

 

58% 

White 

non-

Hispanic 

16%  

Black 

26% 

Hispanic 

n = 55 

M = 9         

F = 46 

 

DM1 

27% of the 

sample diagnosed 

for less than 1 

year. 

Average HbA1C 

= 8.7% 

Cross-

sectional 

PDI 

 

Mean 

HbA1C over 

2 blood tests. 

SCI  

 

Glycaemic control                                                           

- Correlational                                                            

Parent-reports of parental warmth was not 

significantly associated with glycaemic 

control.  Parent-reports of parental 

restrictiveness was significantly 

associated with poorer glycaemic control 

(p<0.05).  

Adherence                                                                             

- Correlational                                                     

Parent-reports of parental warmth was 

significantly associated with better parent-

proxy adherence ratings (p<0.001). 

However, parent-reports of parental 

restrictiveness were not.                                                                       

- Regression analysis                                              

Controlling for demographic variables, 

warmth was the only significant predictor 

of adherence, explaining 27% of the 

variance (p<0.001). 
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2. 

Mullins et 

al. (2004). 

 

USA. 

n = 43 

M = 15 

F = 28 

 

Aged 8-12 

years 

(mean age 

= 10.1 

years). 

 

93% 

White 

2.3% 

African-

American 

2.3% 

Hispanic 

2.3% 

Other 

 

n= 43 

M = 0 

F = 43 

 

 

DM1 

 

Duration range = 

2 months - 8 

years 6 months. 

Average   

HbA1C = 9.02%. 

Cross-

sectional 

PPS  CDI  

 

 

Depressive symptoms 

- Correlational 

Parent-reports of parental overprotection was 

not significantly associated with child-

reports of depressive symptoms. 

 

 

3. 

Graue, 

Wentzel-

Larsen, 

Hanestad, 

& Sovik  

(2005). 

 

Norway. 

n = 115 

M = 60 

F = 55 

 

Aged 11-

18 years 

(mean age 

= 14.5 

years). 

 

 DM1 

 

Duration range = 

1-16 years 

(mean duration = 

6.99 years). 

 

Mean HbA1c = 

9.3%. 

 

 

Control 

study  

 

Healthy 

controls 

(n=9345) 

 

Physica-

lly 

disabled 

controls 

(n=291). 

PBI  

 

The 

Parental 

Involve- 

ment 

Scale. 

 

 

 

 

HbA1C in 

a recent 

blood test. 

 

Diabetes 

Quality of 

Life 

Questionn

-aire 

modified 

for 

Youths.  

Participants with T1D reported higher levels 

of parental involvement and described their 

parents as more controlling than participants 

in the control groups. 

  

Glycaemic control  

No significant association between 

glycaemic control and child-reports of 

parental care, control or involvement was 

found. 

 

 



2-37 

ASSOCIATION BETWEEN PARENTING AND HEALTH-RELATED OUTCOMES 

Described 

as 

ethnically  

diverse. 

 CHQ-

CF87  

Diabetes-related quality of life (DRQOL) 

- Partial Correlation coefficients adjusted for 

age and gender 

Child-reports of parental care was positively 

and significantly associated with child-

reports DRQOL (p<0.001). Child-reports of 

parental involvement (with exception of the 

‘worry’ subscale) was also positively and 

significantly associated with child-reports of 

DRQOL (p<0.001). Child-reports of parental 

control was significantly and negatively 

associated with child-reports of DRQOL 

(p<0.001). 

 

Mental Health 

- Partial Correlation coefficients adjusted for 

age and gender 

Child-reports of parental care and 

involvement were positively and 

significantly associated with child-reports of 

mental health (p<0.001).  Child-reports of 

parental control was significantly negatively 

associated with child-reports of mental health 

(p<0.001). 

 

4. 

Butler, 

Skinner, 

Gelfand, 

Berg, & 

Wiebe 

(2007). 

n = 78 

M = 41 

F = 37 

 

Aged 11-

17 years 

(mean age 

n = 78 

M = 0 

F = 78 

 

 

 

DM1 

 

Duration of a 

minimum of 1 

year. 

 

Cross-

sectional 

CRPBI  

 

PRPBI 

SCI 

 

CDI 

  

 

 

Adherence  

- Correlational 

Child-reports of parental psychological 

control, firm control and acceptance were not 

significantly related to child-reports of 

adherence. 
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USA. 

 

 

= 14.21 

years). 

 

99% 

European-

American 

HbA1C values 

were only 

available for 53 

children 

 

Mean HbA1c = 

8.66%. 

 

Maternal-reports of parental psychological 

control and firm control were not 

significantly associated with child-reports of 

adherence. However, maternal-reports of 

parental acceptance was significantly 

associated with child-reports of better 

adherence (p<0.05). 

 

Depressive symptoms                                                   

- Correlational 

Child-reports of parental psychological 

control was significantly associated with 

child-reports of greater depressive symptoms 

(p<0.01). Child-reports of parental firm 

control was not significantly associated with 

child-reports of greater depressive 

symptoms. Child-reports of parental 

acceptance was significantly associated with 

child-reports of lower depressive symptoms 

(p<0.05). 

Maternal-reports of parental psychological 

control, firm control and acceptance were not 

significantly associated with child-reports of 

depression. 

- Regression analysis  

Significant interactions were found as firm 

control was associated with higher 

depressive symptoms among older more than 

younger participants. Higher levels of 

acceptance was associated with lower 

depressive symptoms amongst girls but not 

boys. 
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5. 

Bourdeau, 

Mullins, 

Carpentier, 

Colletti, & 

Christen-

sen 

(2007). 

 

USA. 

 

 

n = 124 

M = 92 

F = 108 

 

Aged 8-18 

years 

(mean age 

12.3 

years). 

 

82% 

Caucasian 

7% 

African 

American 

5%  

Native 

American 

1.5% 

Hispanic 

4.5% 

Other 

 

Mixed 

sample 

mothers 

& 

fathers 

 

 

DM1 

 

Mean duration of 

illness = 4.4 

years. 

 

Compar-

ison 

groups  

Asthma 

(n=48),  

Cystic 

Fibrosis 

(n=28). 

PPS  SCI  Adherence 

- Regression analysis 

For the DM1 sample, after controlling for 

age and income, parent-reports of parental 

overprotection was not significantly 

associated with child-reports or parent-proxy 

reports of adherence.  

6. 

Botello-

Harbaum, 

Nansel, 

Haynie, 

Iannotti, & 

Simons-

Morton 

(2008). 

n = 81 

M = 36 

F = 45 

 

Aged 11-

16 years 

(mean age 

= 13.3 

years). 

N/A DM1 

 

Duration of a 

minimum of 

1 year (mean 

duration = 7.7 

years). 

 

Baseline 

& 12 

month 

follow-

up. 

 

Study 

was part 

Authorita-

tive 

Parenting 

Index  

DQOL  

 

DRQOL 

- Correlational 

Child-reports of parent responsiveness was 

significantly associated with child-reports of 

DQOL at baseline and 12-month follow-up 

(p<0.01). 

Child-reports of parent demandingness was 

significantly associated with child-reports of 
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USA. 

 

85% 

White 

11%  

Black 

4%  

Other 

 

of a 

larger 

Interven-

tion trial. 

 

DQOL at baseline (p<0.01) but not 12-month 

follow-up. 

- Regression analysis 

At 12-month follow-up even after controlling 

for demographic and diabetes-specific 

variables, parent demandingness remained a 

significant predictor of HRQOL (p<0.00). 

 

7. 

Sherifali, 

Cliska, & 

O’Mara 

(2009). 

 

Canada. 

n = 216 

M = 108 

F = 108 

 

Aged 5-12 

years. 

 

82.9% 

Canadian 

17.1% 

Other 

 

n = 216 

M = 39 

F = 177 

DM1 

 

Duration of a 

minimum of 1 

year. 

 

 

Cross-

sectional 

PDI HbA1C 

during 

previous 

3-4 

months. 

 

(PedsQL) 

3.0 type 1 

diabetes  

 

Glycaemic control 

- Correlational 

Parent-reports of parental support, control 

and structure were not significantly 

associated with glycaemic control. 

 

Health-related Quality of Life (HRQOL) 

- Correlational 

No significant associations between parent-

reports of parental support, control and 

structure, and child-reports of HRQOL were 

found.   

No significant associations between parent-

reports of parental support and control, and 

parent-proxy-reports of HRQOL were found. 

A weak significant association between 

parent-reports of parental structure and 

parent-proxy reports of HRQOL was found 

(p<.01). 

 

8. 

Weissberg-

Benchell et 

al. (2009). 

n = 120  

M = 60 

F = 60 

 

n = 120 

M = 7 

F = 110 

DM1 

 

Cross-

sectional 

Authorita-

tive 

Parenting 

Index  

(PedsQL) 

3.0 type 1 

diabetes  

 

HRQOL  

- Path models and multiple regression 

After controlling for other parental 

behaviours and demographic variables, child-
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USA. Aged 9-

14.5 years 

(mean age 

12.1 

years). 

 

71.7% 

Caucasian 

11.7% 

African 

American, 

9.2% 

Hispanic. 

7.4% 

Other 

 

Other 

relative

s = 3 

Duration of a 

minimum of 1 

year 

(mean duration = 

64.85 months). 

 

Mean HbA1c = 

8.10%. 

 

Psycholo-

gical 

Control 

Scale   

 

Parental 

Authority  

 

PedsQL, 

DM 3.0 

type 1 

diabetes.  

 

reports of high levels of parental 

psychological control significantly predicted 

lower levels of child-reported HRQOL 

(p<0.05). Child-reports of parental 

psychological control was 

not associated with parent-proxy reports of 

HRQOL.  

 

DRQOL  

- Path models and multiple regression 

After controlling for other parental 

behaviours and demographic variables child-

reports of high levels of parental 

psychological control significantly predicted 

lower levels of child-reported DRQOL 

(p<0.01). Child-reports of parental 

psychological control was 

not associated with parent-proxy reports of 

DRQOL. 

Child-reports of parental responsiveness, 

demandingness, authority and parent-reports 

of authority were not associated with child-

reports or parent-proxy reports of HRQOL or 

DSQOL.  

 

9. 

Greene, 

Mandleco, 

Roper, 

Marshall, 

& Dyches 

(2010). 

n = 29 

M = 14 

F = 15 

 

Aged 10-

18 years 

(mean age 

n=29 

 

Mixed 

sample 

mothers 

& 

fathers 

DM1 

 

Duration for a 

minimum of 2 

years 

(mean duration = 

6.23 years) 

Cross-

sectional 

 

 

62-item 

Parenting 

Practices 

Report  

  

Mean 

HbA1C 

over 4 

blood tests 

 

The 

Diabetes 

Higher rates of maternal and paternal 

authoritative parenting style than 

authoritarian or permissive styles were 

reported. 

 

Glycaemic control 

- Correlational 
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USA. = 14 

years).  

 

90% 

White 

 

 

 

 

 

 

 

Mean  HbA1C 

over 4 blood tests 

= 8.5% 

 

Self-Care 

Instrument 

 

Maternal reports of authoritative parenting 

was significantly associated with better 

glycaemic control (p<0.05). Maternal reports 

of permissive parenting was significantly 

associated with poor glycaemic control 

(p<0.05). Maternal reports of authoritarian 

parenting was not significantly associated 

with glycaemic control. 

Paternal reports of permissive parenting was 

significantly associated with poor glycaemic 

control (p<0.05). Paternal reports of 

authoritative and authoritarian parenting 

were not significantly associated with 

glycaemic control. 

- Regression analysis 

After controlling for demographic variables  

maternal authoritative parenting accounted 

for 

25% of the variance in mean HbA1C values, 

was the strongest predictor of glycaemic 

control (p<0.01) 

 

Adherence 

- Correlational 

Maternal reports of authoritative parenting 

was significantly associated with better 

child-reports of adherence (p<0.01). 

Maternal reports of permissive and 

authoritarian parenting were not significantly 

associated with child-reports of adherence. 

Paternal reports of authoritative, permissive 

and authoritarian parenting were not 
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significantly associated with a child-reports 

of adherence. 

- Regression analysis 

After controlling for demographic variables  

maternal authoritative parenting positively 

predicted child-reports of adherence and 

accounted for 36% of the variance (p<0.001). 

 

10. 

Eckshtain, 

Ellis, 

Kolmodin, 

&  

Naar-King 

(2010). 

 

USA. 

n = 61 

F = 62%  

M = 

 

Aged 10-

17  

years 

(mean age 

= 14.3 

years). 

  

87% 

African-

American 

10% 

Caucasian 

3% Other 

n = 61 

M = 2 

F = 59 

 

 

DM1 = 85 

DM2 = 15 

 

Duration of a 

minimum 

of 1 year 

(mean duration = 

4.42 years). 

 

HbA1C of 8% or 

higher (mean 

HbA1C = 

11.78%). 

 

Cross-

sectional 

APQ 

 

 

 

 

 

 

 

HbA1C in 

most 

recent 

blood test. 

 

CBCL  

 

YSR  

Glycaemic control 

- Correlational 

Parent-proxy reports of low parental 

monitoring was significantly associated with 

poor glycaemic control (p<0.01). Parent-

proxy reports of low involvement and 

inconsistent discipline were not significantly 

associated with glycaemic control. 

 

Depressive symptoms 

- Correlational 

Parent-proxy reports of low 

involvement/warmth (p<0.01) and high 

levels of inconsistent discipline (p<0.05) 

were significantly associated with parent-

reports of increased child depressive 

symptoms.   

Parent-proxy reports of low 

involvement/warmth, high levels of 

inconsistent discipline and low levels of 

parental monitoring were not significantly 

associated with child-reports of depression. 
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11. 

Shorer, 

Btech, 

Schoenber

g-Taz, 

Levavi-

Lavi, 

Phillip, & 

Meyerov-

itch  

(2011). 

 

Israel. 
 

n = 100 

M = 53 

F = 47 

 

Aged 11- 

18 years 

(mean age 

= 14.37 

years).  

 

Ethnicity 

not 

reported 

 

n = 142 

M = 63 

F = 79 

DM1 

 

Duration for a 

minimum of 1 

year (mean 

duration = 4.92 

years) 

 

Mean HbA1C = 

8% 

Cross-

sectional 

Parental 

Authority 

Questio-

nnaire   

Mean 

HbA1C 

over 1 

year 

period. 

 

Adherence 

to  

Diabetes 

Treatment 

Regimen 

Questio-

nnaire.  

 

 

Glycaemic control 

- Correlational 

Maternal reports of authoritative, permissive 

and authoritarian parenting were not 

significantly associated with glycaemic 

control. 

Paternal reports of authoritative parenting 

was significantly associated with better 

glycaemic control (p<0.005). Paternal reports 

of permissive and authoritarian parenting 

were not significantly associated with 

glycaemic control. 

 

Adherence 

- Correlational 

Maternal reports of permissive parenting was 

significantly associated with poorer 

adherence (p<0.05). Maternal reports of 

authoritative and authoritarian parenting 

were not significantly associated with 

adherence. 

Paternal reports of authoritative parenting 

was significantly associated with better 

adherence (p<0.05). Paternal reports of 

permissive and authoritarian parenting were 

not significantly associated with adherence. 

 

12.    

Monaghan, 

Horn, 

Cogen, & 

Streisand 

Aged 8-11 

years 

(mean age 

= 9.3 

years)  

n = 95 

M = 7 

F = 87 

DM1 

 

Duration for a 

minimum of 6 

months 

Cross-

sectional 

PSDQ   Mean 

HbA1C 

over 3 

blood tests 

 

97% of parents endorsed an authoritative 

parenting style and 3% endorsed a 

permissive parenting style. 

Authoritative scores were dichotomized to 

represent high and low scores. 
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(2012). 

 

USA. 

64% 

Caucasian  

21% 

African 

American 

5%  

Latino 

10%  

Other 

Grand-

mother 

= 1 

(mean duration = 

3.42 years) 

 

Mean HbA1C = 

7.96 

 

SCI  Glycaemic control 

- Analyses of covariance 

No significant differences were found 

between parents reporting higher levels of 

authoritative parenting behaviours and 

parents reporting lower levels of 

authoritative parenting behaviours with 

regards to glycaemic control. 

 

Adherence 

- Analyses of covariance 

Parents reporting higher levels of 

authoritative parenting behaviours reported 

that their child engaged in more self-care 

behaviours than parents who reported less 

authoritative parenting behaviours (p<0.01). 

 

13. 

Jubber, 

Roper, 

Yorgansen, 

Poulsen, & 

Mandleco 

(2013). 

 

USA. 

 

n = 85 

M = 36 

F = 49  

 

Aged 8-18 

years 

(mean age 

=12.6 

years). 

 

96% 

Caucasian 

 

n = 85 

 

Mixed 

sample  

of 

mothers

& 

fathers. 

 

DM1 

 

Mean duration = 

4.69 years  

 

Mean HbA1c = 

7.94% 

 

Cross-

sectional 

16-item 

adaptation 

of 

Barber’s 

(1996) 

psychologi

cal 

control. 

Mean 

HbA1C 

over 4 

recent 

blood 

tests. 

 

 

 

Glycaemic control 

- Correlational 

A significant association between poor 

glycaemic control and parent-reports of 

paternal (but not maternal) use of 

psychological control was found (p<0.01). 

 

 

14. n = 137 

M = 46 

n = 137 

 

DM2 

 

Particip-

ants 

Modified 

version of 

Medicat-

ion 

Adherence 



2-46 

ASSOCIATION BETWEEN PARENTING AND HEALTH-RELATED OUTCOMES 

Saletsky, 

Trief, 

Anderson, 

Rosenbau

m, & 

Weinstock 

(2014). 

 

USA.  
 

 

 

 

 

 

 

 

 

F = 91 

 

Aged 10-

17 years 

(mean age 

= 14.5 

years). 

 

34% 

Hispanic 

American 

30% 

African 

American 

22%  

White 

12% 

Native 

American 

2% Asian 

American 

 

Mixed 

sample 

of 

mothers 

& 

fathers 

 

Duration of less 

than 2 years 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

enrolled 

in the 

TODAY 

trial. 

 

Baseline, 

6 month 

& 12 

month 

follow-

up. 

 

 

the 

Behaviou-

ral 

Autonomy 

Scale  

 

 

 

 

 

 

 

 

 

 

 

 

 

adherence 

determin-

ed by 

nurses 

counting 

pills in 

blister 

packs over 

two 3-

month 

periods.   

 

 

 

 

 

 

 

 

 

 

 

- Multivariate analysis of covariance 

(ANCOVA). 

Controlling for demographic variables and 

baseline levels of adherence, child-reports 

but not parent-proxy reports of permissive 

parenting was a significant predictor of 

medication adherence at 6 months. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note.  M, Male; F, Female; T1D, Type 1 Diabetes; T2D, Type 2 Diabetes; HbA1C, glycated haemoglobin levels; SCI, Self-Care Inventory; PSDQ, 

Parenting Styles and Dimensions Questionnaire; PDI, The Parenting Dimensions Inventory; PedsQL 3.0 type 1 diabetes, The Pediatric Quality of 

Life; APQ, Alabama Parenting Questionnaire; CBCL, Child Behaviour Checklist; YSR, Youth Self-Report; PPS, Parent Protection Scale; CDI, The 

Children’s Depression Inventory; CRPBI, Child-Report of Parent Behavior Inventory; PRPBI, Parent-Report of Parent Behavior Inventory; CDI, 

Children’s Depression Inventory; PedsQL, Pediatric Quality of Life Generic Core 3.0 type 1 diabetes; PedsQL, DM, Pediatric Quality of Life 

Diabetes Module; DQOL, Diabetes Quality Of Life Scale; IFIRS, The Iowa Family Interaction Scales; PedsQL, Pediatric Quality of Life Inventory; 

PBI, Parental Bonding Instrument; DQOL-Y, Diabetes Quality of Life Questionnaire modified for Youths; CHQ-CF87, Child Health Questionnaire; 

TODAY, Adolescents and Youth trial. 

. 
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Table 2. 

Summary of parenting measures.  

Study Parenting 

measure 

 

 

Constructs measured 

 

Internal consistency using 

Cronbach’s alpha  

Informant 

 

 

 Mother     Father    Caregiver    Child 

1. 

Davis et al.  

(2001). 

The Parenting 

Dimensions 

Inventory (PDI). 

- Warmth 

- Restrictiveness 

- Amount of control 

- Physical punishment 

 = 0.85  

 = 0.72 

 = 0.61 

 = 0.85 

X X   

2. 

Mullins et al.  

(2004). 

 

Parent Protection 

Scale (PPS). 

- Parental  

  Overprotection 
 = 0.69 

 

X    

3. 

Graue et al.  

(2005). 

 

The Parental 

Bonding 

Instrument (PBI). 

 

The Parental 

Involvement 

Scale. 

- Control 

- Care 

 

 

- Parental Involvement 

 = 0.63 

 = 0.75 

 

 

 = 0.88 

   X 

 

 

 

X 

 

4. 

Butler et al.  

(2007). 

 

Child-Report of 

Parent Behavior 

Inventory 

(CRPBI).  

 

Parent-Report of 

Parent Behavior 

Inventory 

(PRPBI). 

- Psychological control 

 

 

- Firm control 

 

 

- Acceptance  

 

 = 0.90 (child version) 

.90 (parent version) 

 

 = 0.81 (child version) 

=.81 (parent version) 

 

  = 0.93 (child version) 

 = 0.77 (parent version) 

 

 

 

 

 

 

 

X 

 

 

 X 
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5. 

Bourdeau et al.  

(2007). 

Parent Protection 

Scale (PPS). 

- Parental  

  overprotection 
 = 0.61 X X   

6. 

Botello-

Harbaum et al. 

(2008). 

 

Authoritative 

Parenting Index.  

- Responsiveness 

 

 

- Demandingness 

 

 = 0.88 (Baseline & 12 

months) 

 

 = 0.67 (Baseline) 

 = 0.66 (12 months) 

 

   X 

7. 

Sherifali et al.  

(2009). 

 

The Parenting 

Dimensions 

Inventory (PDI). 

- Support 

- Control 

- Structure 

(Overall internal consistency) 

 = 0.56 - 0.79 

 

X X 

 

  

8. 

Weissberg-

Benchell et al. 

(2009). 

 

Authoritative 

Parenting Index.  

 

Psychological 

Control scale. 

 

Parental 

Authority. 

 

- Responsiveness 

- Demandingness 

 

- Psychological 

  control 

 

- Parental Authority 

 = 0.76  

 = 0.67  

 

 = 0.70   

 

 

 = 0.76  (child version) 

 = 0.84 (parent version) 

 

 

 

 

 

 

 

 

X 

 

 

 

 

 

 

 

X 

 

 

 

 

 

 

 

X 

X 

 

 

 

X 

 

 

X 

9. 

Greene et al.  

(2010). 

62-item Parenting 

Practices Report.  

 

- Authoritative style 

 

 

- Authoritarian style 

 

 

- Permissive style 

 = 0.91 (mothers) 

 = 0.88 (fathers) 

 

 = 0.87 (mothers) 

 = 0.86 (fathers) 

 

 = 0.75 (mothers) 

 = 0.75 (fathers) 

 

X X   
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10. 

Eckshtain et al.  

(2010). 

 

Alabama 

Parenting 

Questionnaire  

(APQ). 

- Poor monitoring 

- Involvement   

- Inconsistent  

   discipline 

 

 = 0.81 

 = 0.51 

 = 0.65 

 

X X   

11. 

Shorer et al.  

(2011). 

Parental 

Authority 

Questionnaire.   

- Authoritative style 

- Authoritarian style 

- Permissive style 

 

Internal consistency not 

reported. 

X X   

12.   

Monaghan et al. 

(2012). 

 

Parenting Styles 

and Dimensions 

Questionnaire. 

(PSDQ).  

 

- Authoritative style 

- Authoritarian style 

- Permissive style 

 = 0.84 

 = 0.70 

 = 0.74 

X X X  

13. 

Jubber et al.  

(2013). 

 

Psychological 

Control scale. 

- Psychological control 

 
 = 0.78 (mothers) 

 = 0.81 (fathers) 

X X   

14. 

Saletsky et al.  

(2014). 

 

Behavioural 

Autonomy Scale 

 

- Authoritative style 

- Authoritarian style 

- Permissive style 

(Overall internal consistency) 

 = 0.78 

X X  X 
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Table 3. 

Summary of outcome measures. 

Study Outcome 

measure 

 

 

Constructs measured 

 

Internal consistency using 

Cronbach’s alpha  

Informant 

 

 

 Mother    Father    Caregiver    Child 

1. 

Davis et al.  

(2001). 

Mean HbA1C 

over 2 blood tests. 

 

Self-Care 

Instrument (SCI). 

 

Glycaemic control 

 

 

Regimen Adherence 

 

 

 

 

 = 0.79 

 

 

 

X 

 

 

 

 

X 

  

 

 

 

2. 

Mullins et al.  

(2004). 

 

Children’s 

Depression 

Inventory (CDI). 

 

Depressive symptoms  = 0.83    X 

3. 

Graue et al.  

(2005). 

HbA1C in recent 

blood test 

 

Diabetes Quality 

of Life 

Questionnaire 

modified for 

Youths.  

 

Child Health 

Questionnaire 

(CHQ-CF87). 

 

Glycaemic control 

 

 

DRQOL 

 

 

 

 

Mental Health  

 

 

 

Subscales range 

= 0.88-0.92 

 

 

 

Subscales ranged from                           

 = 0.80-0.94 

    

 

 

X 

 

 

 

 

X 
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4. 

Butler et al.  

(2007). 

 

Children’s 

Depression 

Inventory (CDI). 

 

Self-Care 

Instrument (SCI). 

 

Depressive symptoms 

 

 

 

Regimen Adherence  

 = 0.90 

 

 

 

 = 0.73 

 

 

 

 

 

 

 

 X 

 

 

 

X 

5. 

Bourdeau et al.  

(2007). 

 

Self-Care 

Instrument (SCI). 

 

Regimen Adherence   = 0.80 X X  X 

6. 

Botello-

Harbaum et al. 

(2008). 

 

Diabetes-related 

Quality of Life 

(DQOL).  

 

DRQOL   = 0.75 (Baseline) 

  = 0.81 (12 months) 

 

 

   X 

7. 

Sherifali et al.  

(2009). 

 

HbA1C during 

previous 3-4 

months. 

 

Pediatric Quality 

of Life 

Diabetes Module 

(PedsQL, DM) 

 

Glycaemic control 

 

 

 

DRQOL 

 

 

 

 

 = 0.63-0.88 (child report)         

 = 0.68-0.89 (parent-report) 

 

 

 

 

 

 

X 

 

 

 

 

 

X 

  

 

 

 

X 

8. 

Weissberg-

Benchell et al. 

(2009). 

 

Pediatric Quality 

of Life 

Generic Code 

(PedsQL).  

 

Pediatric Quality 

of Life 

HRQOL 

 

 

DRQOL 

 = 0.88 (parent & child 

report) 

 

 = 0.87 (parent & child 

report) 

X 

 

 

X 

 

 

X 

 

 

X 

 

 

 

 

 

 

 

 

X 

 

 

X 
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Diabetes Module 

(PedsQL, DM).  

 

9. 

Greene et al.  

(2010). 

Mean HbA1C 

over 4 blood tests. 

 

Self-Care 

Instrument (SCI). 

 

Glycaemic control 

 

 

Regimen Adherence 

 

 

 

 = 0.79 

    

 

 

X 

10. 

Eckshtain et al.  

(2010). 

 

HbA1C in most 

recent blood test. 

 

Child Behaviour 

Checklist  

(CBCL). 

 

Youth Self Report 

(YSR). 

 

Glycaemic control 

 

 

Depressive symptoms. 

 

 

 

Depressive symptoms 

 

 

 

Not reported. 

 

 

 

Not reported. 

 

 

 

X 

 

 

 

X 

  

 

 

 

 

 

 

X 

11. 

Shorer et al.  

(2011). 

Mean HbA1C 

over 1 year 

period. 

 

Diabetes 

Treatment 

Regimen 

Questionnaire.  

 

Glycaemic control 

 

 

Adherence 

 

 

 

Not reported. 

 

 

 

 

X 

 

 

 

 

X 

  

 

 

X 

12.   

Monaghan et al. 

(2012). 

 

Mean HbA1C 

over 3 blood tests 

 

Glycaemic control 
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Self-Care 

Instrument (SCI). 

 

Adherence  = 0.79 X X X 

13. 

Jubber et al.  

(2013). 

 

Mean HbA1C 

over 4 recent 

blood tests. 

Glycaemic control 

 

     

14. 

Saletsky et al.  

(2014). 

 

Medication 

adherence was 

determined by 

nurses counting 

pills in blister 

packs over two 3-

month periods.   

 

Adherence Could not be conducted.     
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Figure 1. Study selection.

Number of records 

identified through database 

searching 

n = 1712 

n 

Number of records excluded based 

on title and abstract screening 

n=1675 

Reasons: Duplicates, not published 

in a peer-reviewed journal, not 

about diabetes, adult population, no 

relevant outcome measure, no 

general parenting measure included. 

 

Number of records 

following title and abstract 

screening  

n=37 

Number of records excluded on the 

basis of full text screening n=24 

Reasons: no relevant outcome data 

reported (n=4), only measures of 

parental mental health (n=1), 

parental use of language (n=1), 

diabetes-specific parenting (n=8), 

relationship quality (n=2) or family 

constructs (n=8) included. 

 

Number of records 

following full text 

screening 

n=13 

Reference and citation 

search identified a further 

6 records 

n=19 

Number of records excluded on the 

basis of further full text screening 

n=5 

Reasons: Measures of relationship 

quality (n=2), diabetes-specific 

parenting (n=2), and family 

construct (n=1) included. 

 

 

No measure of health related 

outcome: 3 

Parenting not analysed with self care 

as outcome (Dashiff): 1 

 

 

Non English language articles (11); 

Inappropriate sample (7); Non 

experimental design (6); Papers not 

available through Bangor University 

(5); Supplementary papers (2) 

Number of records 

meeting the inclusion 

criteria and included in 

the review  

n=14 



 
 

 

 

 

 

 

 

Section 3 

Empirical paper 
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Abstract 

Objectives 

The aim of the study was to explore adolescents’ experiences of having diabetes mellitus 

(DM1) and poor glycaemic control.  

Methods 

Six adolescents aged 12-17 years undertook individual semi-structured interviews. 

Transcripts were analysed according to the principles of Interpretative Phenomenological 

Analysis (IPA).  

Results 

Participants described numerous intrapersonal and interpersonal conflicts as they struggled to 

accept and manage their diabetes. Participants described feelings of guilt and shame when 

their poor glycaemic control was exposed in the diabetes clinic. However, improvements in 

their glycaemic control were always short-lived, with participants struggling to maintain a 

regime. A cyclical pattern of deteriorating and improving glycaemic control was therefore 

described.  

Conclusions 

The impact of poor glycaemic control on the identities and relationships of these participants 

highlighted the need for further research. The clinical implications suggest the possible 

effectiveness of acceptance-based interventions and the potential benefits of developing 

training for healthcare professionals working with these adolescents. 
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Introduction 

  Diabetes Mellitus (DM1) or Type I Diabetes is a chronic and life-threatening disease 

whereby the immune system destroys the cells which produce insulin. As insulin is a 

hormone which regulates the body’s blood glucose levels, successfully managing DM1 

requires individuals to manage their blood glucose levels by following a complex daily 

regime, which often involves coordinating insulin injections, monitoring blood glucose levels 

and managing diet and exercise levels (NICE guidelines, 2004).  

The incidence of DM1 has increased five-fold over the past sixty years and has been 

described as a ‘global epidemic’ (Tuomilheto, 2013) with more than 24 per 100,000 children 

aged 14 years or younger in the UK receiving a diagnosis every year (International Diabetes 

Federation, 2011).  To reduce the likelihood of children and adolescents developing serious 

health complications, the National Institute for Health and Clinical Excellence (NICE) 

recommend that glycated haemoglobin levels (HbA1C) of under 7.5% (58 mmol/mol) should 

be maintained (NICE Guidelines, 2004).  

The life expectancy of individuals with DM1 is reduced on average by 23 years as 

having poor glycaemic control contributes to the development of serious health problems 

such as kidney disease, blindness, and cardiovascular disease (Department of Health, 2007). 

Furthermore, poor glycaemic control is associated with increased rates of depression, anxiety 

disorders and eating disorders (Hood et al., 2006; Anderson et al., 2002; Rodin et al., 2002). 

It is therefore recommended that adolescents with DM1 should have “timely and on-going 

access to mental health professionals” (NICE guidelines, 2004, p32) and that clinical 

psychologists should be an integrated part of diabetes care teams (Leichter, Dreelin & Moore, 

2004).  
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Evidence suggests that adolescence is a crucial time for individuals with DM1 as they 

not only have to manage the physiological, psychological and social changes of adolescence, 

but they also take increasing responsibility from caregivers for adhering to their diabetes 

regimes. Evidence also suggests that adherence to diabetes regimes deteriorates during 

adolescence which negatively affects glycaemic control (Rausch et al., 2012). This 

deterioration has been associated with factors such as increased family conflict and stressful 

life events (Helgeson, Escobar, Siminerio & Becker, 2010). 

Qualitative methodologies are increasingly being utilized to examine factors that may 

influence the management of diabetes among adolescents with DM1. A systematic review of 

this qualitative literature was undertaken by Spencer, Cooper and Milton (2010) which 

indicated that intrusive parental input and peer difficulties inhibited the development of 

successful diabetes management whilst increased parental support facilitated this process. 

However, limitations were identified as only six of the twenty studies reviewed explicitly 

stated an epistemological viewpoint and only three applied a theoretical framework. 

Furthermore, whereas eighteen studies were conducted in the USA, only one study was 

conducted in the UK (Waller, Eiser, Heller & Knowles, & Price, 2005) thus indicating that 

the experiences of adolescents in other countries remain largely unexplored.   

It is also important to highlight that whilst three studies have specifically compared 

the experiences of adolescents with varying degrees of adherence to their diabetes regimes 

(Kyngas & Hentinen, 1995; Kyngas, Hentinen, & Barlow, 1998; Williams, 1999), only three 

studies have explicitly examined the experiences of adolescents with poor glycaemic control 

(defined as HbA1c ≥8.0%; Carcone, Ellis, & Naar-King, 2012).  

Leanord, Garwick and Adwan (2005) interviewed adolescents aged 14-16 years 

regarding the role of their parents in their diabetes management. Content analysis revealed 
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that adolescents considered their parents’ involvement to be annoying, which resulted in 

increased conflicts. A second study recorded the sessions of a coping skills group attended by 

adolescents aged 13-17 years and conducted a content analysis.  The main findings indicated 

that adolescents wanted “individualised and non-judgemental care from parents and health 

care professionals” (Davidson, Penney, Muller, & Grey, 2004, p72). Finally Schur, Gamsu 

and Barley (1999) examined the experiences of adolescents and young adults (aged 16-22 

years) of living and coping with DM1. Using Interpretative Phenomenological Analysis (IPA; 

Smith, 1996) it was identified that participants felt different from their peers and feared that 

diabetes would overwhelm them. Despite this, none of these studies explicitly asked 

participants about having poor glycaemic control and how this may have affected their lives.  

The aim of the present study was therefore to examine the experiences of adolescents 

aged 12-17 years of having DM1 and poor glycaemic control. The study also aimed to 

examine whether having poor glycaemic control affected adolescents’ sense of self and 

relationships with others. To the authors' knowledge, this is the first study to address this 

research objective, and therefore a qualitative methodology was chosen.  

 

Method 

Participants  

Participants were six adolescents recruited from a hospital-based paediatric service 

between July 2013 and January 2014. All participants met the following inclusion criteria. 

1. Aged 12-17 years.  

2. Adolescents with a diagnosis of DM1 for a minimum of 1 year. 
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3. Adolescents identified as having poor glycaemic control. This was defined as having 

average glycated haemoglobin levels (HbA1c) of ≥8.0% (expressed in the UK as 64 

mmol/mol) over their two most recent blood tests at the time of recruitment. This 

measurement gives an average of a person's glycated haemoglobin levels over a period of 

approximately three months.  

As a fairly homogeneous sample is sought when conducting IPA (Smith, Flower, & 

Larkin, 2009), the exclusion criteria included adolescents with learning disabilities. 

Adolescents with ‘insulin pumps’ to administer medications were also excluded as their 

diabetes management and routines are different to those who inject insulin. Table 1 details 

participants’ demographic data. 

[INSERT TABLE 1] 

Procedure 

Ethical approval was granted by Bangor University School of Psychology Ethics 

Committee (see Appendix 5A). NHS research approval and Research and Development 

approval was also granted by the relevant organisation (see Appendix 5A). 

Clinicians working in a hospital-based paediatric service, were provided with a 

‘Participant Recruitment Information Sheet’ (see Appendix 5B), outlining the study rationale 

and inclusion criteria. Clinicians were asked to give eligible adolescents and their guardian an 

information pack (see Appendix 5B) containing a ‘Participant Information Sheet’, a 

‘Parent/guardian information sheet’ and an ‘Opt-In form’. Adolescents and their guardian 

were asked to complete the opt-in form, if they wanted the primary researcher to contact them 

via telephone to answer questions and possibly arrange an interview.  
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On receipt of the Opt-in form, telephone contact was made by the primary researcher 

and interviews arranged. Prior to the interviews, written consent was provided by all 

participants on a ‘Participant Consent Form’ (see Appendix 5B) and written assent was 

provided by guardians on a ‘Parent/guardian Assent Form’ (see Appendix 5B). 

Semi-Structured Interviews  

Individual semi-structured interviews were conducted by the primary researcher 

(L.G.). The interviews were audio-recorded, transcribed and analysed consecutively. As 

recommended by Smith and Osbourne (2008) the interviews were guided by an interview 

schedule (see Appendix 5B) developed with the research team. The interview schedule 

focused on participants’ experiences of managing their diabetes, and whether their poor 

glycaemic control affected their sense of self and relationships with others. 

All participants received a £5 gift voucher as a thank you for participating. Three 

participants chose to be interviewed in the hospital and three chose to be interviewed at 

home. Three participants chose to conduct the interview in English and three participants 

chose to conduct the interview in Welsh. The translation of the Welsh transcripts into English 

was undertaken by the primary researcher, which further enabled the researcher to become 

immersed in the data. Review articles examining translation issues in qualitative research 

have identified that researchers who complete the translation of transcripts themselves are 

provided with “significant opportunities for close attention to cross cultural meanings and 

interpretations and potentially brings the researcher up close to the problems of meaning 

equivalence within the research process” (Temple & Young, 2004, p168.). The lack of “one 

to one relationship between language and meaning” (Temple & Young, 2004, p168.) was 

therefore openly acknowledged and the researcher endeavoured to translate the transcripts to 

accurately reflect the meanings and interpretations made by participants. 
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Study design 

Interpretative Phenomenological Analysis (IPA) was chosen as the most appropriate 

qualitative methodology as it views individuals as experts of their own experience and allows 

in-depth examination of how people make sense of their personal worlds (Smith, Flowers & 

Larkin, 2009). 

It is important to note that IPA is concerned with phenomenology, and therefore with 

personal or subjective accounts of events rather than pursuing objective truths (Smith & 

Osborn, 2008). Furthermore, as hermeneutics, the theory of interpretation, is an important 

theoretical underpinning of IPA, the dynamic nature of research is openly recognised. Within 

IPA, the researcher is engaged in a ‘double hermeneutic’ as “participants are trying to make 

sense of their world; the researcher is trying to make sense of the participants trying to make 

sense of their world” (Smith & Osborn, 2008, p53).  

Another important facet of IPA is idiography, as detailed analysis of the 

phenomenology of a fairly homogenous group of people is undertaken (Smith, Flowers & 

Larkin, 2009). Although generalizations are thus made cautiously, IPA has particular 

relevance to health psychology, as there is a growing recognition of the constructed nature of 

illness (Brocki & Wearden, 2005). 

Data Analysis 

The transcription, translation and analysis of the interviews were undertaken 

consecutively. The interviews were therefore read and re-read several times enabling the 

researcher to become immersed in the data. As recommended by Smith, Flower and Larkin 

(2009), line-by-line analysis of the interviews was undertaken making descriptive, linguistic 

and conceptual comments, which enabled more abstract concepts to be identified. These 

concepts were then continuously compared to develop emergent themes. Through a 
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subsequent process of abstraction, where areas of commonality and divergence both within 

and between transcripts were examined, super-ordinate themes were developed.  

The quality and validity of the data analysis was guided by the frameworks outlined 

by Yardley (2008) and Elliot et al. (1999). The researcher’s subjective recollections and 

perspectives were noted following each interview and efforts were made to bracket these to 

reduce subjectivity and allow the researcher to focus on the original data. Initial transcripts 

were also analysed simultaneously by another member of the research team (R.R.) who also 

examined the researcher’s initial comments and themes to check their validity in relation to 

the transcripts (see Appendix 5C for a section of an annotated transcript).  

 

Results 

Four super-ordinate themes emerged from the analysis; ‘impact on self’, ‘the social 

self’, ‘the self and relationships’ and ‘the cyclical nature of glycaemic control’, which are 

summarized in Table 2. Pseudonyms have been used to denote the quotations.  

[INSERT TABLE 2] 

Theme 1: Impact on self 

Many participants described experiencing a fragmentation of their sense of self as a 

result of having diabetes. This may be particularly salient during adolescence as this is a 

period when the sense of self is being developed (Blasi & Milton, 1991). Participants 

described struggling to establish a firm sense of self as they oscillated between rejecting their 

diabetes and subsequently having poor glycaemic control, to then wanting to adhere to their 

regimes and having improved glycaemic control. This is illustrated in a passage from Chloe 

who described that the intensity of this internal struggle resulted in a splitting of the self. 
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“Sometimes it seems like there’s two different people… like I’m angry at myself and 

then I’m angry at this… other per, other Chloe who’s got diabetes… and… it’s like 

it’s weird… cos I don’t want it I split like myself in two… and like sometimes… we 

both merge together and that’s when my diabetes is really, really good”  Chloe 

In this extract Chloe described how having diabetes at times, felt like it divided her 

into two different people. She described how the opposing selves merged, when her 

glycaemic control was ‘good’, indicating that having poor glycaemic control may be pivotal 

when she feels split in two. In the following extract Chloe appeared confused as she 

described trying to preserve an identity, which was not dominated by her diabetes. 

  “It’s like the defining factor of me… and I just don’t, I want it to be the opposite way

 around, I want me to be the defining factor of me rather than the… diabetes” Chloe 

This is similar to the following passage from Shaun, who rejected that diabetes was 

part of his identity and referred to it as something separate from himself. However, Shaun 

also acknowledges that he becomes more irritable when he has high blood glucose levels, 

which ‘turns’ him into a person who others dislike. 

“Diabetes is nothing on my personality or whatever I am… Unless I am unless, unless 

I am a bit high… and which I turn into a… person you can’t stand” Shaun 

 Many participants appeared to wrestle with the fact that having poor glycaemic 

control negatively impacted on their mood and behaviour, as highlighted in the following 

passage from Lucy. 

“I get angry when I’m high… And… pretty dopey when I’m low… Just like I get

 confused” Lucy 
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In fact, all participants described how difficult it was to oscillate between having high 

and low blood glucose levels with many appearing to struggle to make sense of their 

identities and sense of selves when embroiled in these opposing states. This is highlighted in 

the following quote from Chloe, who describes that the anger she directs towards her diabetes 

becomes directed towards herself. 

“Like I become more angry at, like at the other side of me… but then… it’s the

 same person, like when I’m angry at the diabetes I’m angry at me…umm… and it’s

 confusing” Chloe 

In addition to anger, four participants described struggling with feelings of guilt and 

shame, which resulted in them feeling angry and scolding themselves when their health 

deteriorated and their poor glycaemic control was exposed to healthcare professionals or 

parents. 

“You feel bad about yourself cos you really want to try your best with it but like…

 sometimes it’s like stuff it doesn’t matter but then thinking about it properly you

 have to control it right or you’ll get ill” Lucy  

“I get angry with myself again then cos… I know I need to do better sometimes like

 now I get I’m high a lot” Sarah 

Building on the feelings of guilt and shame, three participants went on to make more 

global negative evaluations about themselves, describing themselves as ‘pathetic’, ‘horrible’ 

and ‘childish’. It is therefore important to consider the detrimental effect these negative 

beliefs could have on the developing self-esteem and forming identities of these adolescents 

as they transition into adulthood. 

  “I’m not strong enough and stuff to like battle myself like… So it makes me feel like

 I’m a weak person… because I’ve been ill and I can’t make myself better” Amy  
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“I feel umm disappointed in myself… like I’m a like not a poor excuse of a person, but

 just a weak person… like the motivation to be healthy should be enough for someone

 to just do their injections every single day… and look after themselves… it’s like I’m,

 it’s stupid, I feel stupid in myself” Chloe 

It is also important to note that whilst participants described feeling extremely 

negative about themselves, this was juxtaposed with four participants imagining having a 

more positive self-concept if their glycaemic control were to improve. This highlighted the 

importance placed by participants on their glycaemic control and the effect this had on their 

sense of self and self-worth as well as a direct impact on their mood. 

“I’m sure I’d feel better as a… person or how I am like with my moods and stuff”

 Sarah 

Theme 2: The social self  

The difficult feelings described by participants regarding their sense of self was 

particularly acute in the context of their social worlds. A struggle was described between 

feeling ‘different’ yet wanting to be ‘normal’ with their peers. This struggle is captured in the 

following extracts with Lucy listing how diabetes made her feel different. Furthermore, both 

male and female participants described how diabetes affected their appearance. 

 “I’ve got a lot of bruises… on my arms and legs… the fact that I have to do it, the  

 fact I have to… carry a bag, the fact that I can’t eat whatever I want like everyone

 else… or I can’t go drinking or go to a party or something… generally everything

 about it” Lucy 

“Just the… look of the whole thing like marks on my tummy, marks on my legs and

 that, and I felt like… not a normal 14 year old girl” Amy 
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Two participants described that having diabetes and not being ‘normal’ was 

‘embarrassing’ and a reason for them not to follow their diabetes regime.   

“With the pressure of school and everything I just like give up, wanted to be like

 everyone else like didn’t want to do injections, didn’t want to check my blood so I just

 left it and didn’t do it but I told everyone that I was doing it… So I was like faking

 everything” Amy  

Two participants spoke of how diabetes had stolen their ability to have a ‘normal’ 

adolescence and that by rejecting their regimes they attempted to reclaim their ‘normality’. 

Furthermore, five participants emphasised the importance of their peer relationships with 

Lucy describing worrying more about not being able to socialize with friends than dying as a 

result of her poor glycaemic control. 

“I was actually scared that I was going to die… but the thing is I panic more about

 not being able to do things everyone else can do… with my friends and that” Lucy 

Similarly, in the following extract Sarah describes being more concerned with the 

wishes of her peer group rather than her deteriorating glycaemic control. Indeed, due to her 

diabetes Sarah was allowed to have one friend accompany her to have ‘early lunch’ in school. 

However, despite knowing that her blood sugar levels were too low and feeling as though she 

may develop hypoglycaemia, she would often wait for her friends to decide who would 

accompany her rather than eating immediately. 

 “It takes at least 5 minutes for them to decide even though they know that I’m hypo…

 so I start feeling worse… I start to panic and I start to cry” Sarah 

A fear of being perceived negatively by her peers resulted in Sarah neglecting her 

own needs. Several participants described being concerned with what other people thought of 



3-19 
ADOLESCENTS’ EXPERIENCE OF DM1 AND POOR GLYCAEMIC CONTROL 

them and compared themselves unfavourably with others. Three participants spoke of having 

a negative sense of self at a wider societal level. 

“Cos well I’m a hindrance to the NHS… I’m a waste of tax… payers money” Shaun 

“Like I’ve been like a horrible person, and like I feel sick with myself like how can 

you be making yourself ill… when there’s so many people out there who are really, 

really ill, like people with terminal cancer or like people in Africa who have no food 

and water… but I’ve got the opportunity to… make myself better… and to be 

healthy… and like they don’t have no chance at all but I do” Chloe 

Theme 3: The self and relationships 

All participants described how having poor glycaemic control negatively impacted on 

their relationships with parents or healthcare professionals. Indeed, all participants described 

having conflicts with their mothers, who encouraged them to improve their glycaemic 

control. For example, in the extract below Ben describes arguing with his mother about his 

blood sugar readings. 

“Basically she says my numbers which I don’t agree with and she goes I don’t

 even know why I bother helping you [laugh]… Cos I always say no to everything… 

 she says” Ben 

Whilst many adolescents described not wanting help or input from family members, 

they also recognised that they found the help useful. This highlighted that these participants 

were very much in transition between childhood and adulthood as they grappled between 

wanting to elicit care from parents, enjoying being ‘looked after” and also wanting to be 

independent.  



3-20 
ADOLESCENTS’ EXPERIENCE OF DM1 AND POOR GLYCAEMIC CONTROL 

“I don’t like that they’re constantly on me like do this do that but also I need them

 there to check” Amy 

In response to their parents’ questions and to avoid getting into trouble two 

participants described frequently lying to their parents about their adherence behaviours 

including their diet, insulin injections and blood glucose testing.  

“Mum was like, or she’d ask when I get home, ‘have you done the injection?’ ‘Yes’…

 it’s just easy to say it” Amy  

“I lie… but I think that’s the worst thing you can do ‘cos you just get into lies… like

 one big lie and you can’t get out of it… So it sort of becomes a habit that I lie every

 time my blood isn’t right” Lucy 

Participants described that lying to their parents resulted in both inter-personal and 

intra-personal conflicts as they argued with their parents alongside feeling extremely guilty as 

they believed their parents no longer trusted them. It is therefore important to consider not 

only the effect these behaviours had on their relationships but also on the way the participants 

viewed themselves and their roles within relationships.  

“I remember going to bed at night and… I couldn’t sleep and I’d lie there for

 ages and think about everything I’d done and that I’d lied and just feel really bad

 about yourself and everything you’ve done” Lucy   

“I felt awful because I was… like really upset and that because I felt like I had

 betrayed them kind of thing… Because with me doing everything wrong and that…

 because they trusted me to… do it myself” Amy 

Participants described times when they were overwhelmed by feelings of guilt and 

shame about how their lies and poor glycaemic control effected family members. 
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Furthermore, participants recognised that it was the consistency with which they told small 

lies that corroded their relationships in the longer term. 

  “I say sorry so often to them and like they don’t think I mean it” Sarah 

Similar to the feelings of guilt evoked when participants concealed the truth from 

their parents, many described intense feelings of shame when attending the diabetes clinic as 

the ‘truth’ about their lack of adherence behaviours was revealed. Whilst some participants 

considered health professionals to be helpful, many described being criticised by them as ‘too 

much’. Furthermore, three participants believed that health professionals were angry with 

them, but were disingenuous in trying to conceal their true feelings and ‘act ok about it’. 

 “It was just like how they spoke to me… they were like dismissive and… they’d

 always see like the negative… side of things rather than the what I’m doing… good”

 Chloe 

 “They don’t give me a row but you feel the way they speak to you, you can just tell

 that they… want to go nuts with you type of thing” Lucy 

It is important to consider whether these evaluations were accurate or whether the 

participants were projecting their negative evaluations of themselves onto professionals. In 

the following quotes Shaun and Chloe emphasise that as it was the professionals ‘job’ to care 

for them, thus indicating that professionals’ did not understand the burdensomeness of 

diabetes as they were not diabetic themselves; evoking a sense of isolation and difference. 

“It’s her job… That’s generally how I feel towards her” Shaun 

“Doctors who haven’t got it, it’s like… they come into clinic and they think I’ll tell

 you this and you’re not doing well, you’re not injecting… and they can just walk out

 of clinic and they’re like… they’re fine… it’s like their job” Chloe 



3-22 
ADOLESCENTS’ EXPERIENCE OF DM1 AND POOR GLYCAEMIC CONTROL 

Shaun’s lack of identification with professionals led him to ignore the guidance and 

advice provided. 

 “I just sort of sit there and listen, that’s my bit… and then I leave… and I don’t do

 anything that she says” Shaun  

In addition to describing difficult relationships with healthcare professionals, many 

participants described attending clinic as a ‘nerve wrecking’ experience, because they knew 

their blood glucose levels would be shared with their parents. As illustrated in the following 

extracts, three adolescents described experiencing high levels of anxiety prior to attending 

clinic.  

“It’s just like this horrible like sick feeling you get before clinic… and then it feels

 like… I’m going to let them down, like I don’t want to let them down” Chloe  

“I know that I’ve been doing my bad habits and it’s going to show in clinic like and

 they’d know the truth and stuff about things… and I just hate saying it” Amy 

These participants described being ‘exposed’ in the diabetes clinic, indicating that 

attending was often a shaming experience, resulting in them feeling guilty and bad about 

themselves. Furthermore, in the following extract Lucy describes that the guilt evoked in 

clinic was not limited to herself as her mother also felt blamed, which in turn appeared to 

perpetuate Lucy’s sense of guilt.  

 “I don’t like to go there because… the truth comes out there all of it… If I’ve lied or

 something or if the blood’s high it makes mum feel rubbish cos she feels to blame”

 Lucy 

Theme 4: The cyclical nature of glycaemic control     

 The final theme represents the constantly changing and cyclical nature of the 
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thoughts, feelings, behaviours and glycaemic control of participants. All participants 

demonstrated knowledge of DM1 and the associated health complications, and initially 

described being motivated to adhere to their regimes. Furthermore, they described worrying 

about their futures and the complications associated with poor glycaemic control.  

“Mum warns me a lot cos with my feet and my eyes and that cos there’s damage or

 something to my eye already… and just with like… my organs and that… If I don’t

 look after myself it will affect them too” Lucy   

However, although very knowledgeable of the risks involved with non-adherence, 

participants described that in reality they only managed to adhere to their regimes for short 

periods of time, before slipping back into poor glycaemic control. 

“I’ll start doing it for like two days and I’ll lose motivation and then about a week

 later I’ll check again and do it again for like two days” Sarah  

 The inability of participants to adhere to their regimes in the long-term appeared to 

be perpetuated by oscillating between feeling distressed by their poor glycaemic control and 

then feeling ambivalent about adhering to the regime and ‘giving up’. Perhaps reflecting their 

developmental stage, five adolescents portrayed a sense of indestructability, rebellion and 

ambivalence regarding risks, which in turn enabled them to stop adhering to their regimes. 

“I don’t really care what the consequences are at the moment” Shaun 

“I feel that because I’m diabetic… and I’m not supposed to eat loads of sugar and

 that, I do eat lots of sugar… Because I know I’m not supposed to, so I do” Amy 

Furthermore, their ambivalence appeared to be reinforced by hidden hopes that a 

diabetes cure would be found. Three participants fantasised that their diabetes was not real or 

permanent, which negatively impacted on their adherence behaviours. 
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“There’s a part of me like that… that wants to believe that… there will be a cure , it 

will just magically stop or like it’s not really diabetes, it’s just something… in my 

pancreas… that’s stopping the insulin… and they just haven’t found it yet… I think 

that’s a reason for me not wanting to inject… and test because… always think what’s 

the point putting myself through this… if I don’t have it” Chloe 

“Well I don’t know how long it will take them or if they are going to find a cure for 

it… I’d like them to find it before I sort of grow up” Lucy 

Ambivalence regarding the need for adherence resulted in non-adherence in the short-

term. However, non-adherence was not sustainable in the long-term due to deteriorating 

glycaemic control and the resurfacing of associated feelings of guilt, thus resulting in a 

cyclical pattern of deteriorating and improving glycaemic control. Perhaps being ambivalent 

initially served as a buffer which protected participants from their self-critical thoughts. It is 

also important to consider whether the ambivalence served as a façade enabling participants 

to hide their difficult feelings from others. Unfortunately, regardless of the function of this 

ambivalence, it seems that it ultimately deepened the participants’ intra-personal struggles 

with guilt and shame. Indeed, this indicates that if adolescents were better able to accept their 

diabetes, their glycaemic control and psychological wellbeing could improve. The oscillating 

model of glycaemic control captured in this theme is represented diagrammatically in Figure 

1.   

 

Discussion 

This study aimed to explore adolescents’ experience of living with DM1 and poor 

glycaemic control.  The four superordinate themes indicated that participants struggled to 

develop a cohesive identity as they attempted to reject their diabetes and associated feelings 
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of difference and burdensomeness. Participants not only compared themselves unfavourably 

with others but described overwhelming feelings of guilt and shame when their poor 

glycaemic control and lies were exposed to parents and health professionals in the diabetes 

clinic. This led to a cycle of oscillating glycaemic control as the feelings of guilt caused 

participants to scold themselves and improve their glycaemic control in the short term. 

However, adhering to the regime quickly became burdensome and participants grew 

ambivalent, thus resulting in deteriorating glycaemic control. 

Comparisons With Published Literature 

Some of the themes identified are consistent with existing literature. For example, 

studies have identified that adolescents with DM1 struggle with feeling different from peers 

(Herrman, 2006), having conflicts with parents (Weinger, O’Donnell, & Ritholz, 2001) and 

having difficult relationships with healthcare professionals (Kyngas, Hentinen, & Barlow, 

1998). Adolescents with poor glycaemic control have also described grappling with dilemmas 

such as whether to tell the truth about their glycaemic control (Davidson, Penney, Muller & 

Grey, 2004), whilst adolescents with poor adherence to diabetes regimes have described 

growing accustomed to lying (Kyngas & Hentinen, 1995).  

The findings of the current study also expand this literature as the intense feelings of 

guilt and shame described by adolescents with regards to lying to parents was not previously 

described. Indeed, although Kyngas and Barlow (1995) identified that feelings of guilt 

contributed to the development of depressive symptoms for adolescents with DM1, the 

enduring negative evaluations made regarding the self and the cyclical nature of glycaemic 

control has not been previously reported.  

 Attempting to reject diabetes and the associated regime appeared to be an important 

factor impeding the ability of participants to adhere to their regimes and develop a positive 
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and coherent sense of self. Conversely, high levels of acceptance have been associated with 

reduced anxiety, depression and “better emotional, social and physical functioning” (Casier et 

al., 2013, p1338) for adolescents with various chronic illnesses such as cystic fibrosis (Casier 

et al., 2011), asthma (Kinter, 2007) and sickle cell disease (Masuda, Cohen, Wicksel, 

Kemani, & Johnson, 2011). Higher levels of acceptance have also been associated with 

improved wellbeing (Casier et al., 2013), adherence and adjustment (Graue et al., 2004) for 

adolescents with DM1. 

Further support for the role of acceptance can be found within the qualitative 

literature as adolescents with DM1, who did not specifically have poor glycaemic control 

have acknowledged that acceptance of DM1 develops over time (Burke & Dowling, 2007). 

However, participants in the present study did not describe a linear trajectory of adjustment 

but rather a continuous struggle, as they oscillated between rejecting their diabetes and 

having poor glycaemic control to then trying to accept it and having improved glycaemic 

control. The experiences of participants may therefore be better understood within The 

Shifting Perspectives model (Paterson, 2001) which stipulates that living with a chronic 

illness “is an ongoing, continually shifting process in which people experience a complex 

dialectic between themselves and their ‘world’” (Paterson, 2001, p23). This model therefore 

advances traditional stage models of adjustment by acknowledging that social and personal 

contexts influence the shifting perspectives of individuals with chronic illnesses. Indeed, the 

cyclical model of glycaemic control presented also advances upon current theories by 

capturing the oscillating nature of glycaemic control for adolescents and the shifting feelings 

associated with this process. 
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Clinical Implications 

 It is important to note that although participants demonstrated good knowledge of 

DM1 and associated health complications, they continued to struggle with adherence and 

hence poor glycaemic control. The findings therefore indicate that poor glycaemic control did 

not arise from a lack of knowledge, but rather from oscillating feelings towards and 

acceptance of their diabetes. This is consistent with evidence indicating that educational  

interventions have only yielded low to medium effect sizes with regards to improving the 

glycaemic control of adolescents with DM1 (Hampson et al., 2001). The importance of 

acceptance may also provide insight into why only weak evidence supports the effectiveness 

of psychological interventions such as cognitive-behavioural therapy (CBT), as their focus is 

on controlling thoughts or eliminating distress rather than encouraging individuals to notice 

that they are engaged in a futile battle with their experience (Winkley, 2006), and enabling 

them to move towards acceptance of their diabetes and what this entails. 

Over recent years, an emerging evidence base has emphasised the value of applying 

acceptance-based interventions, such as Acceptance and Commitment Therapy (ACT; Hayes, 

Strosahl, & Wilson, 1999). Gregg, Callaghan, Hayes and Glenn-Lawson (2007) conducted a 

randomized-controlled trial, where adults with type 2 diabetes were assigned to a one day 

workshop consisting of education alone or a combination of education and ACT. At 3 months 

follow up, no significant differences were found for individuals in the education intervention. 

However, at 3 months follow-up the glycaemic control of individuals in the combination 

workshop significantly improved.  

ACT interventions have also provided positive results for adolescents with chronic 

pain (Wicksell et al., 2007) and sickle cell disease (Masuda et al., 2010), whilst 

Hadlandsmyth, White, Nesin and Greco (2013) have proposed an ACT intervention for 
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adolescents with DM1. Although this evidence-base is in its infancy, clinicians should be 

aware of the growing emphasis placed on acceptance-based interventions, which may in the 

future enable adolescents to disrupt the cyclical nature of glycaemic control described by 

participants in this study. 

Another important finding is that participants described difficult relationships with 

healthcare professionals and described that attending the diabetes clinic evoked feelings of 

anxiety and shame. It is important to consider whether healthcare professionals are aware of 

the intrapersonal and interpersonal conflicts described by participants. Indeed, perhaps the 

sense of ambivalence described by participants is more apparent to professionals, which in 

turn may evoke more negative responses from them. Developing training for clinicians to 

increase their awareness of the difficulties faced by adolescents, may therefore be helpful in 

reducing these negative experiences and helping them develop a shared understanding of 

their patient’s difficulties.  

Although the mental health of participants in this study was not assessed, participants 

made global negative self-evaluations as they struggled to develop a coherent identity that 

incorporated their diabetes. Indeed, evidence suggests that individuals with DM1 who fail to 

develop a strong identity, have higher levels of depression and diabetes complications during 

early adulthood (Luyckx et al., 2008). The findings therefore indicate that multi-disciplinary 

assessments which include screening for mental health problems, may be beneficial for 

adolescents with DM1 and poor glycaemic control (Delamater, 2009). Within the UK, only 

about 10% of diabetes care teams regularly screen for psychological problems, whilst only 

31.5% of individuals with DM1 have access to specialist psychological provision (Diabetes 

UK, 2008). This lack of equity across the UK therefore needs to be addressed at a national 

level to ensure that the psychological wellbeing of adolescents with DM1 is not being 

overlooked.  
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Limitations 

Due to the qualitative methodology, a small sample size was selected, which limits 

the generalizability of the findings. However, key themes were described by several 

participants thus indicating that the findings may have wider applicability. A key assumption 

within IPA is that participants are able to clearly articulate their thoughts regarding a key 

phenomenon (Smith & Osborn, 2008). However, it is acknowledged that due to the 

developmental age of participants and emotive topics discussed, participants may have 

chosen not to disclose certain experiences or may have struggled to express themselves. 

Social desirability bias and contextual cues may have also resulted in participants 

withholding difficult beliefs, especially for those who conducted the interviews in a hospital 

setting. These factors were addressed by the researcher adopting an open, non-judgemental 

approach, and the richness of the data suggests that participants were able to meaningfully 

articulate difficult thoughts and feelings. 

Future Research 

 The experiences of adolescents with DM1 who have poor glycaemic control remains 

an under-researched phenomenon. Further research is therefore required to determine 

whether the findings have wider applicability.  As adolescents with DM1 and poor glycaemic 

control have an increased likelihood of developing physiological and psychological 

difficulties (Delamater, 2009), longitudinal studies examining these factors as individuals' 

progress through adult services are needed. 

 Considering the findings indicating that acceptance may be a key factor influencing 

adolescents’ adjustment and adherence to DM1 management, further research is required to 

examine the effectiveness of acceptance-based interventions such as ACT (Hayes, Strosahl, 

& Wilson, 1999) in improving the glycaemic control and psychological wellbeing of 
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adolescents with DM1. Qualitative studies examining adolescents’ experiences of 

undertaking these interventions would provide insight into how adolescents respond to and 

evaluate their effectiveness.  

 Finally, in light of the difficult experiences described by participants with regards to 

attending the diabetes clinic, establishing the level of psychological provision or training 

available to diabetes care teams may be useful to establish any gaps in service provision. 

Undertaking qualitative research with healthcare professionals could also provide insight into 

how professionals view adolescents with DM1 who have poor glycaemic control, which in 

turn could inform any training developed for care teams.  
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Table 1. 

Demographic profile of interviewed participants. 

Participant 

Number 

Psudonym Gender Age Age 

diagnosed 

with DM1 

Ethnicity Language 

completed 

interview 

P1 Shaun Male 16 14 White 

British 

English 

P2 Ben Male 13 8 White 

British 

English 

P3 Chloe Female 17 7 White 

British 

English 

P4 Amy Female 16 10 White 

Welsh 

Welsh 

P5 Sarah Female 14 8 White 

Welsh 

Welsh 

P6 Lucy Female 12 6 White 

Welsh 

Welsh 
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Table 2. 

Super-ordinate Themes Following Analysis 

 

 

 

 

 

Super-ordinate theme  

1. Impact on self 

 

 

Fragmentation of self 

Rejecting diabetes  

Guilt and shame regarding glycaemic control 

Impact on self-concept 

2. The social self Feeling ‘different’ yet wanting to be ‘normal’ 

Prioritizing peer group 

Downward comparisons with others 

3. The self and relationships Conflicts with mothers  

Lying about glycaemic control and subsequent 

guilt 

Difficult relationship with healthcare professionals 

and attending clinic 

4. The cyclical nature of glycaemic 

control 

Knowledge of DM1  

Burdensomeness and ambivalence 

Hopes of a cure 

Guilt and improving glycaemic control 
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Figure 1.  

A conceptual diagram depicting the oscillating nature of glycaemic control.
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Introduction 

 The aim of this thesis was two-fold: the literature review examined whether general 

parenting is associated with the health-related outcomes of children and adolescents with 

diabetes, whilst the empirical paper enabled an in-depth exploration of the lived experiences 

of adolescents struggling with one of these health-related outcomes (poor glycaemic control). 

Whereas the evidence regarding general parenting and glycaemic control and adherence was 

inconsistent, parenting characterised by responsiveness, acceptance and involvement was 

associated with better quality of life and mental health, whilst parenting characterised by 

psychological control, demandingness and low warmth was associated with worse quality of 

life and mental health. Although these findings provide valuable insights, methodological 

limitations were also raised as the majority of studies neglected the views of adolescents and 

only included parenting measures completed by parents. This appeared to be a poignant 

limitation considering that no significant associations between parenting and quality of life or 

mental health were found when the parenting and outcome measures were completed by 

different informants. 

Through qualitative exploration, the empirical paper explored the lived experiences of 

adolescents with poor glycaemic control. The findings indicated that participants struggled to 

develop a cohesive identity and experienced intense feelings of guilt and shame when their 

poor glycaemic control and subsequent lies about their adherence behaviours were exposed to 

parents. An oscillating cycle of glycaemic control was described as participants scolded 

themselves and improved their glycaemic control in the short-term, but quickly found that 

their regimes became burdensome, which gradually slid into ambivalence and deteriorating 

glycaemic control. Similar to the inconsistent findings identified by the literature review 

regarding parenting and glycaemic control, a clear association between parenting and 
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glycaemic control was not described by participants. In fact, a complex picture was presented 

as glycaemic control appeared to be affected by an on-going interplay between intrapersonal 

and interpersonal conflicts. 

Implications for future research and theory development 

Addressing methodological limitations  

A clear implication for future research is the need to address the methodological 

limitations in the diabetes literature as highlighted by the literature review. The majority of 

studies included parenting measures completed by parents and insignificant associations 

between parenting and mental health and quality of life were found when parenting and 

outcome measures were completed by different informants. These findings are consistent 

with the developmental literature indicating that significant discrepancies are consistently 

found between parent and child reports of various outcomes such as child emotional and 

behavioural problems and family functioning (Achenbach, McConaughy, & Howell, 1987; 

Feinberg et al., 2000). Such discrepancies have been described as a methodological nuisance 

(Reidler & Swenson, 2012), which “hinder the interpretation of research findings as well as 

diagnostic and treatment decisions in clinical practice” (Guion, Mrug, & Windle, 2009, p17).

 Historically, parents have been considered to be more accurate informants than 

children, which is highlighted by the fact that only 9% of studies examining quality of life 

have included self-report measures completed by children (Ravens-Sieberer & Bullinger, 

1998). However, recent studies have argued that discrepancies between parent and child 

reports should not only lead “to consideration of which informant is most objective or valid, 

but also to questions about what meaning these differences have” (VanRoy, Groholt, 

Heyerdahl, & Clench-Aas, 2010, p11). Studies have therefore theorized that discrepancies 

between parent and child reports may reflect poor family communication (Guion, Mrug, & 
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Windle, 2009). Furthermore, studies have found that larger discrepancies between parent and 

child reports are significant predictors of poor child adjustment and increased internalising 

problems (Reidler & Swenson, 2012). It is therefore important to recognise that albeit having 

different views regarding parenting, the perspectives of parents and adolescents may be 

equally valid thus highlighting the need to understand the complexity of these relationships. 

Future studies may benefit from incorporating the views of various informants 

(including child and parent reports) as discrepancies between them may provide clinically 

meaningful information regarding the outcomes of children and adolescents with diabetes. 

For example, it may be useful for future studies to examine whether larger discrepancies 

between the views of children and parents are in and of themselves predictors of worse 

health-related outcomes for children and adolescents with diabetes. Furthermore, it may be 

useful for future studies to adopt longitudinal rather than cross-sectional designs to not only 

examine reciprocal associations between parenting and child outcomes but to also examine 

whether discrepancies change over time (Guion, Mrug & Windle, 2009). 

Discrepancies between maternal and paternal parenting 

 The literature review also identified discrepancies between maternal and paternal 

parenting and their association with glycaemic control and adherence. This may indicate that 

mothers’ and fathers’ have different parenting styles, which is consistent with the findings of 

a meta-analysis, which identified that fathers generally interact and communicate with their 

children in distinct and different ways to mothers (Russell & Saebel, 1997). Indeed, fathers 

have not only been found to dedicate more time to leisure activities with their children, but to 

also encourage more independence than mothers (Hauser et al., 1986).  

Unfortunately, despite the evidence indicating that fathers’ have distinct parenting 

styles, the majority of parents included in the reviewed studies were mothers, thus reflecting 
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the fact that “in studies of paediatric patients, little attention has been devoted to fathers” 

(Seiffge-Krenke, 2002, p441). Future studies may therefore benefit from examining the 

distinct role of paternal parenting and the health-related outcomes of children and adolescents 

with diabetes. This may be especially important considering that the literature review found 

more evidence indicating that paternal rather than maternal use of psychological control was 

associated with worse adherence. Furthermore, Seiffge-Krenke (2002) found that fathers of 

diabetic adolescents encouraged independence less than fathers of healthy adolescents, which 

highlights the need to further examine and clarify the roles of fathers with regards to 

parenting children and adolescents with diabetes. The findings of such studies could inform 

future interventions for the parents or families of children with diabetes, thus highlighting 

that mothers and fathers may require different support or input. 

Examining adolescents’ mental health and oscillating glycaemic control 

Another implication for future research is the need to further examine the feelings of 

guilt and shame described by adolescents in the empirical paper. Although the empirical 

paper did not examine mental health, longitudinal quantitative studies may be invaluable in 

identifying whether adolescents’ feelings of guilt and shame are associated with negative 

mental health and quality of life outcomes. Considering the negative evaluations made 

regarding the self, with participants describing themselves as ‘stupid’ and ‘weak’, future 

studies may also benefit from examining the self-concept and self-esteem of adolescents with 

poor glycaemic control as they transition from adolescence into adulthood.  

The oscillating model of glycaemic control proposed stipulates that when adolescents’ 

poor glycaemic control is exposed to parents and health professionals, they scold themselves 

and improve their glycaemic control in the short-term. However, adolescents quickly find that 

their regimes became burdensome and they attempt to reject their diabetes as they gradually 
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grow increasingly ambivalent and their glycaemic control deteriorates. This model is the first 

to describe the process of poor glycaemic control during adolescence and therefore it needs to 

be further examined and developed to identify whether it captures the experiences of other 

adolescents who have poor glycaemic control. Asking adolescents whether they feel the 

model accurately reflects their experiences of poor glycaemic control may be an important 

part of this process in order to develop a model which is closely related to their lived 

experiences. Indeed, the current model highlights that adolescents’ attempts to reject their 

diabetes is a key factor which appears to contribute to deteriorating glycaemic control. It may 

therefore be invaluable to explore whether acceptance-based interventions such as 

Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999) can help 

adolescents to accept their diabetes thus disrupting this cycle, enabling them to develop better 

glycaemic control.   

Exploring the awareness of parents and professionals  

Perhaps bridging the findings of the literature review and empirical paper, future 

qualitative studies with both parents and adolescents may benefit from examining whether 

parents are aware of the difficult feelings and conflicts experiences by adolescents with poor 

glycaemic control and whether adolescents want their parents to be aware of this. Although 

previous qualitative studies have identified that parents of children with diabetes want to 

protect their children from health complications and the stigma associated with having 

diabetes (Nurmi & Stiber-Roger, 2012), parents’ understanding of their children’s thoughts or 

experiences have not been examined. Considering that the literature review identified that 

parenting characterized by responsiveness, acceptance and involvement is significantly 

associated with better quality of life and mental health outcomes for children and adolescents 
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with diabetes, it may be useful to examine whether children of parents with increased 

understanding of their psychological difficulties also have better outcomes.  

There is a dearth of literature examining professionals’ understanding of the 

experiences of adolescents who have poor glycaemic control. Furthermore, there is also a 

lack of research examining the experiences of professionals who are working with these 

adolescents and the possible stressors and challenges they face. Exploring these issues may 

provide valuable insights into professionals’ understanding of the psychological processes 

underlying poor glycaemic control, the feelings this may evoke for professionals and how this 

may influence the decisions they make. The results of such studies may therefore help to 

identify any additional training needs or support required by professionals working with 

children and adolescents with diabetes.  

Implications for theory development 

With regards to theory development, the proposed model of oscillating glycaemic 

control needs to be empirically tested to quantify the findings and possibly develop a theory 

of poor glycaemic control during adolescence. Quantitative studies could therefore examine 

whether adolescents’ attempts to reject their diabetes regimes negatively impacts on their 

glycaemic control. Indeed, although there are several theories examining child and adolescent 

adherence to chronic illness treatments, many do not apply directly to the findings of the 

empirical paper or literature review, thus highlighting the importance of testing the proposed 

model of poor glycaemic control. 

The Children’s Health Belief Model (Bush & Iannotti, 1990) examines adherence to 

treatment and emphasises both child and parent factors, whilst also highlighting the role of 

the young person’s cognitions, emotions, environment and motivation. However, this model 

does not capture the conflicts described by adolescents in the empirical study and emphasis is 
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placed on illness-specific parental attitudes and beliefs rather than the role of parenting styles. 

Similarly, the adapted version of The Childhood’s Adaptation Model to Chronic Illness: 

Diabetes Mellitus (Whittemore, Jaser, Guo & Grey, 2010), considers both child and parent 

factors, whilst also examining psychological responses such as self-efficacy and depression. 

However, the oscillating nature of glycaemic control and subsequent feelings of guilt and 

shame described by adolescents in the empirical study is not captured within this model.  

 Considering current models of adherence and adjustment to chronic illness, perhaps a 

more integrated and dynamic model is required to capture the complexity of the experiences 

of adolescents with diabetes. In light of the findings of the literature review and empirical 

paper, such a model would need to consider how child, parental and professional factors 

interact to influence not only glycaemic control, but also adherence, quality of life and mental 

health. However, to develop such as model, further research is required examining these 

constructs and the reciprocal relationships between them. The proposed model of glycaemic 

control provides a good basis as it captures dynamic interpersonal and intrapersonal 

processes; highlighting how glycaemic control changes over time. 

 

Implications for clinical practice 

Parenting and health-related outcomes 

 A clear implication for clinical practice arising from the literature review is the need 

to further consider the role of parenting in adolescents’ management of their diabetes and 

mental health. It is well established that adolescence is a difficult period of transition where 

individuals often strive for independence, yet continue to rely on the support of their parents. 

Indeed, the role of parenting cannot be overlooked as the findings of the literature review 
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highlight that adolescents with diabetes whose parents are responsive and accepting have 

better quality of life and mental health outcomes. Considering this, it may be important for 

services to consider what support is available for parents with regards to parenting children 

and adolescents with diabetes, and how positive parenting behaviours can be promoted.  

NICE guidelines (2004) recommend that the families of children and adolescents with 

diabetes should have ongoing access to psychosocial support and be offered family 

interventions to reduce family conflict. However, no recommendations are made with regards 

to how caregivers should be supported in parenting children and adolescents with diabetes. 

Furthermore, although the Welsh Assembly Government (2007), acknowledges that parents 

of children with diabetes may experience grief, depression and frustration, and therefore 

require access to psychosocial support, no specific recommendations are made with regards 

to the type of parental support required. Based on the findings of this thesis, parents may 

benefit from interventions aimed at developing positive parenting styles. Providing parents 

with psycho-education regarding the intrapersonal and interpersonal difficulties experienced 

by adolescents with diabetes may also encourage parents to discuss difficult topics such as 

poor glycaemic control with their children in an open and supportive way.  

A mapping exercise may therefore be useful to determine what support is being 

offered to parents of children and adolescents with diabetes, which may then contribute to the 

development of standards and equity across services. Involving parents in this process may be 

helpful to determine whether in fact parents want additional support and if they do, what 

format they would like this to take. Holtslander, Kornder, Letourneau, Turner and Paterson 

(2012) asked parents of children with diabetes what they would like from an online support 

intervention. Four main themes were identified which were: wanting straight answers to 
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medical questions, help with parenting, help with transitioning the responsibility for diabetes 

management to their child and help connecting with other parents of children with diabetes.   

Parenting interventions 

The evidence regarding the effectiveness of parenting interventions for parents of 

children with diabetes is in its infancy. Grey, Jaser, Whittemore, Jeon and Lindemann (2011) 

randomly assigned parents of children with diabetes to a group-based educational 

intervention or a coping-skills training intervention. Although no improvements in the 

glycaemic control of their children was found, parents in both groups reported improved 

parental coping and quality of life at 12 months follow-up. The findings therefore indicate 

that regardless of the content of the intervention, group-based parenting interventions resulted 

in improved outcomes for parents of children with diabetes.  

In light of these findings, it may be useful for services to examine whether group-

based interventions which are associated with low financial costs, may be a way of improving 

the wellbeing of parents and perhaps promoting more positive parenting behaviours. This 

could enable future studies to examine whether improvements in parental quality of life are 

associated with improved parenting behaviours and whether this in turn is associated with 

improved health-related outcomes for children and adolescents with diabetes.  

Interactions with healthcare professionals 

It is important to highlight that many participants described having difficult 

interactions with healthcare professionals, who were sometimes perceived as being angry or 

dismissive of them. This is consistent with the literature indicating that children and 

adolescents with chronic illnesses struggle to talk openly with healthcare professionals 

(Beresford & Sloper, 2003). This is an emerging evidence-base as research has traditionally 
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focused on interactions between professionals and parents, which again indicates that the 

views of children and adolescents with chronic illnesses have largely been neglected (Tates & 

Meeuwesen, 2001).  

In a qualitative study examining the experiences of adolescents with a variety of 

chronic illnesses, Beresford and Sloper (2003) found that adolescents described several 

barriers to interacting with doctors. For example, they described that the presence of a parent 

could both inhibit and support interactions, whilst doctors who directed information towards 

parents inhibited communication. Furthermore, some adolescents described that doctors 

mainly asked questions about their medical condition, rather than encouraging them to ask 

questions. Interestingly, it was also found that adolescents were less likely to ask questions if 

they anticipated a negative response and therefore were less likely to disclose ‘risky’ or poor 

adherence behaviours. Woodgate (1998) similarly examined the experiences of adolescents 

with chronic illnesses and found that adolescents wanted clinicians to treat them as a person, 

try to understand their difficulties and give them encouragement. 

Considering the consistencies between the findings of these studies and the 

difficulties described by participants in the empirical paper, this indicates that perhaps further 

exploration of interactions between adolescents with diabetes and clinicians is required. 

Qualitative methodologies such as discourse analysis would enable these interactions and the 

language used to be directly analysed, therefore potentially providing invaluable insights into 

how the roles of clinicians and adolescents are shaped within consultations (Starks & 

Trinidad, 2007). Furthermore, qualitative studies exploring clinicians’ views of such 

interactions may be useful to identify any difficulties or training needs.  

Channon, Hambly, Robling, Bennert and Gregory (2010) completed a survey with 

doctors and specialist diabetes nurses and identified that they found engaging families to be a 
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significant challenge. In addition, despite many clinicians reporting that they tried to 

encourage behaviour change, some struggled to quantify how they did this. In light of such 

findings, Robling et al. (2012) conducted a cluster randomised-controlled trial of the ‘Talking 

Diabetes’ programme which provided training to diabetes clinicians about how to guide 

communication, set shared agendas and have more constructive consultations. However, the 

intervention had no impact on glycaemic control and despite having a positive short-term 

impact on the self-reported coping skills of adolescents with diabetes, a negative longer-term 

impact on elements of adolescents’ self-reported quality of life was found. Considering this, 

it was advised that the programme not be disseminated within the NHS and that perhaps 

modifying the training by adding an active listening component may be helpful. It therefore 

appears that further exploration of the communication between clinicians and adolescents 

with diabetes is required before any firm recommendations can be made with regards to how 

this can be improved.  

Screening for psychosocial difficulties 

Although the mental health of participants in the empirical study was not examined, 

several participants described struggling with intense feelings of guilt and shame which 

negatively impacted upon their sense of self. Such findings are consistent with the literature 

indicating that adolescents with diabetes and poor glycaemic control are at increased risk of 

developing mental health difficulties such as anxiety, depression and eating disorders (Hood 

et al., 2006; Anderson et al., 2002; Rodin et al., 2002). Furthermore, evidence suggests that 

psychosocial difficulties or a lack of psychosocial support are the most important factors 

affecting diabetes management (Hanas, Donaghue, Klingensmith & Swift, 2009). 

Considering such findings, NICE guidelines recommend that adolescents with 

diabetes should not only have timely access to mental health professionals but that 
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adolescents with “consistently poor glycaemic control should be offered screening for anxiety 

and depression”  (NICE guidelines, 2004, p30). Furthermore, Welsh Assembly Government 

guidelines outline that psychological and social difficulties are commonly associated with 

poor glycaemic control and that “timely intervention may be the most effective way to 

improve control” (Welsh Assembly Government, 2007, p.8). The importance of mental 

health screening for adolescents with diabetes has been consistently reported within national 

and international guidelines as screening could enable psychological provision to be allocated 

to those at increased risk therefore preventing future complications.  

In light of such recommendations, Schwartz, Axelrad, Cline and Anderson (2011) 

developed a 30-minute psychosocial screening method, including a variety of psychosocial 

measures, which can be adopted by clinical psychologists in paediatric settings. Although the 

screening method was only piloted, it was effective in identifying adolescents who were at 

increased risk of developing difficulties with their diabetes management and it provided a 

basis for the development of treatment goals. Furthermore, Perfect et al. (2011) examined the 

acceptability of a mental health screen for adolescents with diabetes and their parents and 

found that although adolescents were not embarrassed or distressed by the process, some 

concerns were raised with regards to confidentiality and the potential outcomes of the 

screening. These issues would therefore need to be carefully considered by services 

developing screening programs. 

It is important to highlight that despite the emphasis placed on mental health 

screening and the integration of psychological provision within diabetes care-teams, the 

provision of these services is inconsistent across the UK (Department of Health, 2007). 

Despite evidence indicating that psychological input can improve glycaemic control (Gelfand 

et al., 2004), 87% of children and adolescents with diabetes never see a psychologist 
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(Diabetes UK, 2010) and only 10% of diabetes care teams regularly screen for psychological 

problems (Diabetes UK, 2008). Services may therefore benefit from undertaking a mapping 

exercise to establish what psychological provision is available within diabetes care-teams to 

develop equity across services. Furthermore, services may benefit from adopting 

psychosocial screening methods to identify adolescents who are at increased risk of 

experiencing difficulties and are likely to benefit from psychological provision. Adopting a 

screening method could potentially enable all children and adolescents with diabetes to be 

screened for psychosocial difficulties, thus providing a baseline measurement which could be 

repeated and reviewed at later time-points if necessary. Crucially, a screening method may 

also enable psychological provision to be targeted towards individuals who are identified as 

being at increased risk of developing difficulties, thus ensuring that NHS resources are 

targeted towards individuals with the greatest needs. 

Service-user involvement  

Many issues raised by both the literature review and the empirical paper highlight that 

the views of adolescents with diabetes have largely been overlooked. Not only were the 

majority of parenting measures included in the literature review completed by parents but the 

empirical paper indicates that adolescents feel unable to discuss difficult topics with 

healthcare professionals and parents. Considering this, involving adolescents in the planning, 

delivery and evaluation of diabetes services may be an effective way of ensuring that their 

views are considered. Indeed, it is important to highlight that the National Health Service Act 

(2006) places a legal duty on NHS trusts to involve service-users in service development and 

delivery. Furthermore, the Children’s Act (2004) outlines that services should work 

collaboratively with young people in the development of services.   
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Multiple potential benefits exist for involving adolescents in the planning of services 

such as developing services which are more responsive and accountable (YoungMinds, 

2005). Furthermore, it has been highlighted that involving children and adolescents in 

diabetes services could empower young people, and foster respect and stronger relationships 

between them and healthcare teams (Diabetes UK, 2007). There are several ways of 

facilitating the involvement of adolescents in diabetes services such as developing 

consultation or focus groups. Staff facilitating such groups would need to be adequately 

trained to ensure that adolescents feel able and confident expressing their views and therefore 

any cultural or language needs would need to be carefully considered. In addition, it would be 

crucial that the contribution of adolescents be used in a non-tokenistic and meaningful way to 

guide service delivery.    

 

Reflective commentary 

 Actively reflecting on the experience of conducting the research was an important part 

of the process of collecting and analysing the data. Keeping reflective notes throughout the 

data collection and analysis enabled me to become aware of my own preconceptions and 

attempt to bracket them to focus on the lived experiences of participants. 

Conducting the interviews  

 As a researcher who had not previously undertaken qualitative interviews, the 

experience was both a challenge and a privilege. During the interviews, I became aware of 

the influence of my own training within clinical psychology and my experience of working 

within a paediatric setting. Although this training may have helped me to establish and 

develop rapport with participants, I became aware of my desire to sometimes challenge 
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difficult beliefs or provide alternative interpretations as would be the case within a clinical 

session. Throughout the process I therefore re-directed myself to the principles of 

Interpretative Phenomenological Analysis (IPA; Smith, Flower & Larkin, 2009) to ensure 

that the interviews were conducted in a way that enabled participants’ lived experiences to be 

at the fore, whilst attempting to bracket my own views.  

 During the interviews participants described their experiences of concealing the truth 

and struggling to discuss their poor adherence behaviours with adults, including their parents 

and healthcare professionals. I therefore became acutely aware of the power-dynamics that 

could enfold during the interview and I tried to encourage participants to share their 

experiences without feeling inhibited. Although participants were given a choice of whether 

to conduct the interviews at the hospital or at home, upon reflection I think that conducting 

three interviews in the hospital setting may have prompted social desirability cues, which 

may have been an additional barrier to them openly describing their experiences. Despite this, 

I admired the ability of participants to openly describe complex and emotive topics and I 

believe that giving participants the choice of conducting interviews through the medium of 

Welsh or English facilitated this process.  

Three participants chose to conduct their interviews in Welsh and whilst doing so 

flexibly alternated from using Welsh and English phrases in what appeared to be a very 

conversational and natural way. I personally believe this enabled participants to be ‘free’ in 

their reflections without worrying about finding the correct words in one particular language. 

As some participants appeared relieved that they could conduct the interview in Welsh, I 

recognised that as an adolescent, I may also have felt similarly, and upon reflection I was 

quite proud that I was able to facilitate this. Although transcribing the Welsh transcripts into 
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English was a time-consuming process, I am pleased that I undertook this task as it ensured 

that I became immersed in the data in a very detailed way. 

It was interesting to reflect that for some participants, their conflicted feelings and the 

oscillating nature of their glycaemic control appeared to be replicated within the interview. 

For example, some participants described difficult feelings associated with poor glycaemic 

control, such as guilt and shame, and then immediately appeared to shift to a stance of 

ambivalence or indifference. At times, I found this to be quite striking as participants 

appeared to be actively grappling with their conflicted feelings during the interview, thus 

indicating that this is an ongoing and ever-present struggle for them.  Perhaps unsurprisingly, 

following the interviews I found myself empathizing with the participants and upon 

reflection, feeling quite guilty for not appreciating the extent of their difficulties prior to 

undertaking the interviews. As the interviews progressed, my appreciation or understanding 

of the complexity of their lives intensified and I felt a responsibility to capture their lived 

experiences within the analysis.  

Data analysis 

 Despite initially feeling overwhelmed by the task of analysing the data, in accordance 

with the principles of IPA, I was committed to being actively engaged in a ‘double 

hermeneutic’ as I tried to make sense of participants’ making sense of their experiences. By 

immersing myself in the data, I found myself becoming increasingly aligned with the 

theoretical underpinnings of IPA, as I realised there is no ‘objective truth’ regarding the 

experiences of adolescents with glycaemic control, as it is often contradictory and complex. 

Throughout the process of analysing the data I regularly met with members of the research 

team and endeavoured to ensure that the emergent themes were grounded in the experiences 

of participants without over-interpreting the findings based on my own preconceptions or 
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biases. Equally, I did not want the interpretations to be too shallow as I felt that capturing the 

complexity of participants’ lives was central to their experiences. During the analysis, I tried 

to represent every participant but concede that given the richness of some interviews, some 

participants were represented more than others.  However, I do not believe that this is a 

weakness, but rather a reflection of the interviews themselves.   

Finally, it is important to highlight that at several points during the analysis, I felt 

confused by the often contradictory statements made by participants before realising that an 

oscillating process of glycaemic control was being described. Indeed, my confusion appeared 

to echo theirs and I realised that glycaemic control is a fluid construct that changes over time 

depending on the intrapersonal and interpersonal conflicts experienced by these adolescents. 

Personally, I believe that a strength of this study is that participants described grappling with 

feelings of both shame and ambivalence, therefore challenging over-simplified accounts of 

their experiences or poor-glycaemic control. In light of such findings, I found myself wanting 

to give voice and advocate for them.  

Conclusion 

Both the literature review and empirical paper highlight areas requiring further 

exploration and I believe the findings provide new and valuable insights into the complex 

lives of adolescents with diabetes. Furthermore, given the evidence indicating that the views 

of children and adolescents have been previously under-represented within the literature, I 

hope that future studies appreciate that only by putting the experiences of these adolescents in 

the foreground can we begin to understand and effectively address the difficulties they face.  
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Emergent Themes Original Transcript 
 

Exploratory comments 

 I:  It’s on… ok cool. So the first question is… how old are you?  
 

 

 P: I’m seventeen 
 

 

 I: Seventeen ok, and how would you describe your ethnicity? 
 

 

 P: … umm… normal? [laugh] 
 

 

 I: [laugh] ok, ok so I’d describe myself as white British  
 

 

 P: ye same thing, that thanks 
 

 

 I: that’s alright… and how old were you when you were told that 
you had diabetes? 
 

 

 P: Seven 
 

 

 I: Seven ok … ok great, so the first question is… umm what is your 
experience or what has it been like for you living with diabetes? 
 

 

 P: Rubbish [laugh] 
 

First answer to describe diabetes is ‘rubbish’ 

 

 I: Rubbish [laugh] ok, so tell me a bit more about that what… 
 

 

 P: I hate it… I just… umm it’s just been really like h… really hard 
 

Appears hesitant initially, is it difficult talking about it? 
Strong emotions ‘I hate it’ ‘really hard’ 
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 I: Ok 
 

 

Feeling different 
 

P: Umm not in the sense that there’s been no one to support me 
or anything cos there has, I’ve got so much support… but it’s just 
umm… like being the only child in my family to have it 
 

It’s not difficult because there’s no support, she 
emphasises that she has support, but it’s difficult 
because she’s the only child in the family to have 
diabetes. Does it make her different? 
 

 I: Ok 
 

 

Wanting to hide 
diabetes 
 

P: Umm and… it’s just like it’s not something discrete, it’s so… 
like… you have to tell people, it’s not like you can just keep it… 
quiet, so it’s like it really sets you apart  
 

She has no option but to tell people, she can’t ‘keep it 
quiet’. Indicates that she possibly might like to do so? 
Wants it to be a secret? Indication that she is different, 
‘It sets you apart’. Echoes previous comment, she’s the 
only child in her family to have diabetes. 
 

 I: Ok 
 

 

Burdensome 
 

P: Umm and it’s just… remembering to do it every day… umm… 
and it’s like…remembering to do homework, sometimes you 
remember  

Appears hesitant but is willing to elaborate without 
prompt. It’s difficult to remember to do it every day, 
which may imply it’s a burden? Monotonous? Says 
‘remember’ twice. Compares it to doing homework, 
reflecting her age. 
 

 I: Ye 
 

 

Changing motivation 
– rejecting diabetes 
 
Changes over time 

P: and you’ll be like oh I really really want to get into this and like 
finish it and then sometimes you’re like… just you just wanna just 
go to sleep and you just wanna forget about it and you don’t 
want to do it…and that’s just… I think you go through like 
different stages… umm and I definitely have, like it’s just… like 
the stage where you don’t want to do it are just really hard  

Continues with the comparison. Things change, 
sometimes she really wants to do it and sometimes 
she wants to forget about it. Feelings and motivation 
change. Repetition of ‘really’ to indicate that she 
sometimes really wants to do it. Describes going 
through definite ‘stages’, it changes over time. The 
stage where she doesn’t want to do it is ‘really hard’. 
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 Also used these words at the beginning. Indicates a 
struggle with her diabetes? Although her motivation 
changes her diabetes doesn’t. 
 

 I: Ok 
 

 

Rejecting diabetes 
 
Wanting to be normal 
 
Poor adherence 
 

P:  and … cos you go… there’s a definite stage… umm where you 
just don’t want it anymore and you’d do anything to just not have 
it… umm and you just don’t inject… you don’t test… you don’t 
wanna listen to advice from anyone, you don’t wanna take 
support from anyone, you just want to cut everyone off, you just 
wanna, you just, you just want to be normal again. 
 

Repetition of ‘definite stage’ and ‘don’t want it 
anymore and you’d do anything not to have it’. 
Possibly providing insight into her inner dialogue? The 
struggle of living with diabetes. Is she trying to reject 
it? Repetition and listing highlighting all the things she 
doesn’t want to do. These feelings make her not want 
to adhere to her regime and accept support. She wants 
to be ‘normal again’. Similar to her describing earlier 
that diabetes sets her apart. Impact on sense of self. 
 

 I: Ok 
 

 

Relationship with 
parents 
 

P: umm… and especially going from when it was, when I was 
seven and  my mum and dad got told everything… they did it for 
me  
 

It’s changed from her being seven and people doing it 
for her. Have things changed as she has developed? 
Have the expectations placed upon her changed? 
 

 I: Ok 
 

 

Changes over time P: and going from being seven… to being fifteen, sixteen, 
seventeen, and having to start doing it by myself    
 

Repetition and listing of ages underlines that diabetes 
is a constant in her life. However, her management of 
it has changed. 
 

 I: Ye 
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Transferring 
responsibility 
 

P: was even harder cos you have to start all the way from the 
beginning and do it all again … so it’s like being diagnosed twice… 
and that was crap… and I didn’t it’s just really hard… but umm… 
I’m sort of figuring it out a bit more now… 
 

Doing it herself was harder, compares this to being 
‘diagnosed twice’, so was it possibly traumatic? 
Responsibility transitioning from parents to her was 
‘crap’ and ‘really hard’. Continuing to struggle with it 
‘sort of figuring it out’. Is it ever a finished process? 
 

 I: Ok 
 

 

 P: But overall it’s… it’s rubbish [laugh]  
 

Summarizes that it is overall ‘rubbish’, which is the first 
word she used. 

 

 I: [laugh] so overall rubbish ok… so you said, it sounded like, you 
felt like you’d been diagnosed twice 
 

 

 P: Twice ye  
 

 

 I: So when was it when you started having to do it all yourself?  
 

 

 P: Umm when I was about… fifteen 
 

Hesitant, possibly she’s not sure when she started to 
manage her diabetes, approximately aged 15. Is this 
transition complete? 

 

 I: Ok 
 

 

Relationship with 
parents 
 
Transferring 
responsibility 

P: They started like saying, you know try and get more 
independence and umm… do it, do more things yourself… y my 
mum was like still doing stuff  
 

This transition was instigated by other people, use of 
‘they’ telling her to get more independence. Mum still 
doing ‘stuff’. Is transition a difficult process/handing 
over responsibility?  

 

 I: Ye 
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It changes over time 
Negotiating parent 
role 
 

P: but she backed off a lot… but then like I’d go through stages 
where I’d do it loads by myself, do everything and she’s only be 
reminding me… to… not then, like totally changing it and mum 
would do everything again and then we would like, it was like… 
keep swapping 
 

Indicating a lot of change, use of ‘totally changing’ and 
‘stages’. Her and mum ‘keep swapping’ roles. The 
transition of responsibility not straight forward. 
‘backed off’ – indicating conflict between her and 
mum? Possibly a difficult process for both of them? 
 

 I: Ok so it changed a lot then?  
 

 

 P: Ye ye  
 

 

 I: Ok  
 

 

Relationship with 
mother 
 

P: and umm… and it was just it’s re like, really confusing like… so 
now… I’ve totally said to my mum this is me doing it by myself 
now ok, no messing around, but she still does like… have you 
been doing your injections? Have you done this, have you done 
your test? What was your test today? Why don’t you show me 
your test? 

Hesitation. ‘really confusing’. She’s now told mum that 
she’s doing it herself, taking control? Possibly Imitating 
dialogue between them here - ‘doing it by myself now 
ok, no messing around’. But mum still checks on her 
asking lots of questions. Repetition of questions 
indicating the repetitiveness of this, how much she is 
checked upon. 
 
 

 

 I: How does that make you feel? 
 

 

Relationship with 
mother – wanting 
help but not wanting 
help 
 

P: … Like she doesn’t… it makes me feel nice… in a way like ‘cos 
she still wants like to look after me but 
 

Conflicting feelings about mum. ‘Nice in a way’. She 
likes that mum wants to look after her. 
 

 I: Ok ye 
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Not feeling trusted 
 

P: I just want her to let me do it like otherwise I’m never going to 
do it and it makes me feel a bit like… umm like she doesn’t trust 
me… 
 

However, she wants to learn to do it herself. Seeking 
independence? Hesitation when describing feeling 
that her mum doesn’t trust her.  
 

 I: Ok 
 

 

Not feeling trusted 
 
Being told what to do 
 

P: and like the… the umm you don’t feel trusted at home and in 
school sometimes cos… umm in school and they were like… oh ye 
ok when you’ve done your test go report it to reception … go tell 
them when you’ve done your injection, when you’ve done your 
test, what your test was and then we can send them off home… 
and it was a bit like well if I’m trying to do this myself why why 
am I doing this…  
 

Describing not feeling trusted at home or at school. 
Repetition of instructions ‘go’ indicating that people 
are constantly telling her what to do.  
 

 I: Ok 
 

 

Not feeling trusted 
 
Difficult relationships 
with professionals 
 

P: to send home for them to look over and it didn’t feel like it 
was… it felt like it was… a test, like it was all like one big like test 
and if I didn’t go and report it then they’re going to get mad at 
me and… umm people are going to shout at me… and it feels a bit 
like that for, it used to feel like that to me with clinic 
 

Appears to be a conflict between being told to be 
independent and then being told to report her tests to 
reception. Realisation of ‘why am I doing this?’ 
Conflicting messages. 
 
‘Felt like it was a test’ ‘one big like test’. Repetition 
here. Powerful imagery, is diabetes a test that she’s 
failing? Similar to homework imagery earlier. People 
checking up on her. Difficult interactions if she doesn’t 
do as she’s told ‘they’re going to get mad at me, shout 
at me’. She describes that the clinic is similar. 
Appears isolated with adults scolding her. 
 

 I: Ok 
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Impact on sense of 
self 
 
Being criticized 

P: and… cos it was just a bit… umm sometimes it can just be a 
bit… umm too much… and like I know they’re only doing it for my 
own benefit but I don’t… I didn’t like… the negative …side of it, 
like the criticisms  

Hesitation, is it difficult to talk about clinic? Is she 
nervous to do so? Starts sentence four times. 
Acknowledges that attending clinic is for her benefit 
but dislikes the ‘negative side’, criticisms’ ‘too much’. 
Is the whole process overwhelming?  
 

 I: Ye, so tell me more about that, the negative side, the criticisms 
of it 
 

 

Difficult relationship 
with professionals 
 
Negative feelings 
about the self 
 
Disappointing others  
 

P: Umm… it’s just like for clinic, when they, when you come in like 
it’s just like this horrible like sick feeling you get before clinic… 
and then it feels like… it feels like I’m going to let them down, like 
I don’t want to let them down… 
 

Hesitation, ‘horrible sick feeling’ before attending 
clinic. Indication of anxiety? Anticipation? Physical 
symptoms. Repetition of ‘let them down’ doesn’t want 
to do so. Impact on sense of self, is she feeling guilty? 
Has she failed? Echoing previous comparison of it 
being a test. 
 

 I: Ok 
 

 

Difficult relationship 
with professionals 
 
Negative feelings 
about the self. Being 
criticized 
 

P: I hate public humiliation, I hate umm… failing things… so like 
when umm…when I came, when I come to clinic… when I used to 
come, just used to feel like when my mum and dad were in there 
with me, if I didn’t have a good sugar reading… I’d like failed 
them and they were going to shout at me and like my dad would 
go away and he’d be like well you need to do better at this, you 
need to do better at that and… umm I used to sort of like, I 
always thought that [name of Paediatrician] and [name of 
diabetes nurse] like be like really umm… sort of like they’d they’d 
be unhappy with me and angry at me… umm  
 

Strong imagery ‘public humiliation’. Is it a shaming 
experience? Repeats ‘failing’ and ‘failed them’, 
possible negative impact on sense of self.  
 
Feelings spill over from clinic to the home when 
parents went in to the clinic with her. Repeats ‘shout 
at me’ here. Her father was angry with her about her 
poor control. Again, use of repetition ‘need to do 
better’ indicates how often people tell her what to do 
or what she isn’t doing right. Impact on parent-child 
relationship. Hesitation when describing that 
healthcare professionals were unhappy and angry with 
her. Appears that her perception of adults thus far are 
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angry/negative with her -  school, parents and 
professionals. 
 

 I:  And did you think they were angry with you? 
 

 

 P: Ye 
 

 

 I: Ok, ok how how did you know that or what made you think 
that? 
 

 

Difficult relationship 
with professionals 
 

P: It was just like how they spoke to me, it was a bit like… they 
were… they were like dismissive and… umm very umm 
authoritive… rather than like… they’d always see like the 
negative… side of things rather than the what I’m doing… good  
 

Professionals spoke to her in a ‘dismissive’, 
‘authoritive’ way and ‘always see like the negative’. 
Use of ‘rather than’ indicating that she would have 
liked them to see ‘what I’m doing… good’. Doesn’t 
appear to be balanced. Is it all negative? Is the 
responsibility/blame placed solely on her? Possibly 
shaming experience. 
 

 I: Ok 
 

 

Diabetes being used 
as a weapon by 
others 
 

P: Umm and like at home, my mum and dad like used my test as 
like a threat to me like if I was angry… just like normal anger 
 

Parents used her test as ‘a threat’, when she 
experienced ‘normal anger’. Is she not allowed to feel 
normal emotions? Diabetes being used against her. 
 

 I: Ye 
 

 

 P: My mum would be like right go do a test you’re obviously high 
and…  
 

Mother attributing normal anger to blood sugars being 
high. Invalidating her feelings? 
 

 I: Ok  
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Emotional impact 
Diabetes being used 
against her 

P: like she’d use it as a threat but like she’d never do it any other 
time, it would just be like… a threat to me, like cos [name of 
sister], my sister doesn’t have it, and it would be like a direct hit 
to me 
 

Repetition of ‘threat’ twice here. Use of words ‘direct 
hit’ evoking imagery of war-fare and conflict, with her 
being the target. Mother using diabetes against her, 
comparing how different she is to her sister. 
 

 I: Ok 
 

 

 P: She couldn’t do that to [name of sister]… and it was like, it’s 
umm… it was a lot more personal… 
 

Repetition of comparison with her sister, are people 
using diabetes against her? Diabetes is personal to her. 

 I: How did it make you feel when she when she said that? 
 

 

Emotional impact P: I used to hate it, it made me so angry 
 

These conflicts create intense feelings ‘hate it, it made 
me so angry’. 
 

 I: Ok  
 

 

Emotional impact 
 
Wanting to be normal 
 
Rejecting diabetes as 
part of the self 
 

P: I used to get so... frustrated and angry with her and umm 
upset, it used to make me really upset… umm cos it was like why 
why use it like that… it’s umm… like I can, I am a normal person 
as well, I do have… normal emotions, diabetes doesn’t affect 
my… emotions… I know it’s… like frustrating that like that she, it 
felt like I wasn’t being taken seriously, it felt like diabetes was just 
like something that people could like… use against me 
 

Repetition here of ‘frustrated’ and ‘angry’. First time 
indicates ‘upset’ and then ‘really upset’. Repetition of 
‘why’ indicating that she’s trying to make sense of why 
diabetes is used against her. Is it seen as her 
weakness? Similar to earlier, repeats that she is 
normal. Is she trying to distance herself from diabetes? 
Repeating that it doesn’t affect her emotions. She 
sounds isolated, are her emotions reduced to the 
effects of diabetes? Invalidating?   
 

 I: Ok   
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 P: and manipulate… and it felt a bit… umm intrusive 
 

Use of ‘manipulate’ and ‘intrusive’, does the diabetes 
give people permission to tell her what to do or 
interpret her emotions? Indicating a lack of privacy? 
 

 I: Ok  
 

 

Diabetes as a 
weakness 
 

P: like umm people like just trying to get at me through my 
diabetes and it’s like my weakness…  
 

Again, indicating here that diabetes makes her a target 
or a victim. ‘people like trying to get at me through my 
diabetes and it’s like my weakness’. Does diabetes 
makes her vulnerable? 
 

 I: Ok 
 

 

Rejecting diabetes 
 

P: and I just… hate it so much… 
 

‘hate it so much’, she dislikes how diabetes is used. 
Hate is a word previously used.  
 

 I: ok, so it sounds like… or did it change the way people were 
towards you? 
 

 

 P: Ye, like when… when you’re… umm a teenager, obviously like 
you know there’s all the normal teenage like things, like getting a 
boyfriend and friends and stuff, and I used to have the pump 
  

Describes ‘normal teenage’ things and introduces the 
fact that she used to have an insulin pump. Again 
referring to ‘normal’. 
 

 I: Ok 
 

 

Relationship with 
professionals/parents 
 
Non-adherence 
 

P: and umm… I was sort of, I was forced in to it mostly about my 
dad… but I felt a bit forced by the doc, like doctors and nurses 
and stuff, cos they were all like, this is what you need to have, it’s 
gonna make everything better… and like people would be like… 
like when I’d have it in at school and people would be like www 
what’s this, what’s that, and like you’ve got like this tube coming 

Repeats ‘forced’ by her dad, the doctors and nurse to 
have the pump. Strong imagery. Repetition of ‘they 
were all like’ and use of listing indicating that people 
bombarded her. People told her the pump would 
make ‘everything better’ but they were wrong.  
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Impact on her social 
self 
 
Non-adherence 

out of you and oh that’s so weird and… it was just so, it was like, 
it was like a pressure… and I used to take it off like unclip it… and 
I just used to like… still put it in my pocket but just unclip it for 
the whole day…    
 

Pump drew attention to her in school, made her 
different, impact on her sense of self/social self? 
‘that’s so weird’, peers asking lots of questions was a 
‘pressure’ so she unclipped it – non-adherence with 
medication. Was the social pressure of being different 
not worth adhering? Reflecting developmental age. 
Did people warn her about this? 
 

 I: Where you meant to do that or… sorry I don’t really understand 
about those things 
 

 

 P: No, like when it was a canular on my back or stomach 
 

 

 I: Ye 
 

 

 P: and the pump had a line coming from it with a little umm thing 
that connected on to the top of the canular 
 

Describing pump. 
 

 I: Ok  
 

 

Poor adherence P: and… it looked a bit like umm like a fencing sword… umm and 
it just used to connect on and I just used to take it off  
 

Pump was unsightly, maybe scary? Strong imagery ‘like 
a fencing sword’. Similar to earlier imagery of war-fare.  
Minimizing non-adherence with the use of ‘just’ or is 
she indicating how easy it was not to adhere to the 
regime? 
 

 I: Ok, why why do you think you took it off? 
 

 

Diabetes drawing 
attention to her 
Social self 

P: it was just, people used to just look at it  
 

Confirming that she took it off as people used to look 
at it. Dislike of drawing attention to herself and of 
being different.  
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 I: Ok 
 

 

 P: and be umm… like when I’d tell them, they’d be like, oh you’re 
diabetic, oh do you have to do this, do you have to do that, do 
you have to do this, and it’s like I understand like people wanna 
ask questions and stuff but it was just like… it was embarrassing 
and it’s like… something you don’t want people to know about 
 

Describing how people react when they find out that 
she’s diabetic, people change. It appeared to give 
them permission to ask questions/be intrusive. Use of 
‘oh’ to indicate people’s exaggerated responses. She 
understands that people want to ask questions, but ‘it 
was embarrassing’. Echoes previous statements ‘you 
don’t want people to know’.  
 

 I: Ok 
 

 

Wanting to be normal 
– wanting to hide 
diabetes 
 

P: Umm because they treat you different, they treat you like… 
you need to be looked after and… oh you’re always ill and bla bla 
bla and it’s like I just want to be treated like a normal person… 
 

People treat her differently, like ‘you need to be 
looked after’, people make assumptions, which 
appears to make her angry ‘oh you’re always ill bla bla 
bla’. Again, repeats that she wants to be ‘treated like a 
normal person’. Conflict between how she wants to be 
treated ‘normal’ and how people actually treat her. 
 

 I: Ok, cos you’ve mentioned that a couple of times now, wanting 
to be treated like like a normal person 
 

 

 P: Ye 
 

 

 I: so could you tell me a bit more about that or how how diabetes 
affects that? 
 

 

Relationship with 
parents – restrictions 
 

P: ye like people, like my mum and dad are always sort of like… 
you can’t do, you can’t do this… because you’re diabetic, you 
can’t do… 
 

Because of diabetes people tell her ‘you can’t’, she 
repeats this. Diabetes and her parents stop her from 
doing things. People telling her what to do. 
Restrictions placed on her. 
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 I: like, like what? 
 

 

 P: I was going to go on a trip to [name of country]  
 

 

 I: Ok 
 

 

 P: and they were like, well there’s not really like any hospitals like 
around where you’re going that’s close enough so if something 
happened then you’d be in the middle of nowhere…  

School trip not close enough to a hospital so she can’t 
go. Restricting the activities she can do. 
 
 

 I: Ok 
 

 

People asking 
intrusive questions 
 
 

P: and… like… it’s just like people always ask me questions and 
things like… umm what about when you have kids, when you 
when you want children, can you, can you still do that like with 
diabetes… and it’s like ye I can… and can you, can you still go to 
[name of country], and like ye I can do it, it it’s like it doesn’t stop 
me from doing it 
 

People asking intrusive questions. Diabetes resulting in 
a lack of privacy? Three questions about her ability to 
have children. Future orientated. She says here that it 
doesn’t ‘stop’ her. She appears to be in a conflict with 
her diabetes, positioning herself against it. Indication 
that diabetes is something that is trying to stop her. 
 

 I: Ye 
 

 

Rejecting diabetes. 
Impact on sense of 
self 
 

P: people like have this perception that diabetes is this thing 
where it’s like… like loads of things get cut off and you’re only 
allowed to take one certain path in life and choose certain things 
 

Describes other people’s perception of what diabetes 
is ‘things get cut off’, ‘only allowed one path in life’, 
‘choose certain things’. She disagrees, which 
contradicts her earlier description that it does stop 
her. 
 

 I: Ok 
 

 

Impact on sense of 
self  

P: umm and it’s just like… it like when you’re, when you’re talking 
to people and like you have like a cert, like you get angry or you 

Repetition here that people attribute her emotions to 
her being diabetic. Are people being 
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Establishing a self 
which is separate to 
diabetes 
 

get upset or you just don’t feel well, people are always like oh is it 
your diabetes? And it’s just like no it’s just me 
 

patronizing/dismissive? ‘ohh is it your diabetes?’. 
Seems like a struggle with her trying to form her own 
identity and be seen as a person rather than her 
diabetes ‘no it’s just me’. Is she not taken seriously? 
 

 I: Ok 
 

 

Impact of poor 
glycaemic control 
 
Emotional impact 
Sense of self – 
diabetes not part of 
self 
 

P: being a person who gets angry or upset or I’m just ill, like it 
does affect those things sometimes but it doesn’t mean it 
changes me as a person… and then people have described like my 
boyfriend and my mum and my dad, they say like when I’m high, 
I’m I’m like a different person.  
 

Recognition that diabetes may sometimes affect her 
emotions ‘but it doesn’t change me as a person’, her 
sense of self, trying to form an identity which is 
separate from her diabetes. However, introduces here 
that her boyfriend, mum and dad say that she is ‘like a 
different person’ when she’s high. Contrast here. Does 
she change? 
 

 I: ok, so you say high, is that your your blood sugars? 
 

Poor glycaemic control 

 P: Ye  
 

 

 I: Ok, so what what do they mean by different person? 
 

 

 P: Like they… cos like I tend to get angry and umm… like my all 
my emotions are heightened   
 

Describes her emotions are effected when she’s high. 
Emotional impact of poor glycaemic control. 
 

 I: mmm 
 

 

Sense of self – impact 
on identity formation 
 

P: and it feels like any little tiny thing can like just throw me 
totally off… umm it’s like… they think of me as a like an angrier 
person or a nastier person, but it’s like they… I’m not angry when 
I’m not high but I’m still the same… person  

Contradiction here with earlier where she rejected 
people attributing her emotions to diabetes. She is 
angrier/nastier when she’s high ‘but I’m still the 
same… person’. Echoing earlier – grappling with who 
she is and how diabetes fits with it. 



5C-15 
 

Emotional impact of 
poor glycaemic 
control 
 

  

 I: Ok 
 

 

Rejecting impact of 
diabetes – not a part 
of who she is 
 

P: when I’m high, it’s just diabetes affects my emotions but it 
doesn’t affect, it doesn’t change me physically 
 

Trying to differentiate that whilst diabetes may affect 
her emotions it doesn’t change who she is – her sense 
of self.  Seems to be a conflict between the two. She 
rejects that it affects her sense of self. 
 

 I: Ye 
 

 

Negative sense of self 
 

P: and it’s like when they say I’m like a different person, it’s like 
makes me feel umm… bad about myself 
 

When people say that she’s ‘like a different person’ it 
makes her feel bad about herself. Shame? Guilt? 
Powerful emotions. Similar to earlier when she said 
that she ‘failed’. Impact on sense of self. 
 

 I: Ok 
 

 

Rejecting diabetes  
 
Social self – impact on 
peer relationships  
 
Wanting to be normal 
 

P: umm like… I don’t know, I just don’t want it anymore, like I 
wish I could do all the normal things, eat what I want, just not 
have to like, like when you’re around people that like are the 
same like, different from you, like don’t have diabetes, it’s like 
you don’t wanna… you don’t want to… do it like you don’t want 
to get you’re insulin out and be like oh I’ve got to do an injection 
now… or I’ll do a test now or I can’t eat that umm… cos it’s 
embarrassing  
 

Rejection again of diabetes ‘I just don’t want it 
anymore, like I wish I could do normal things’. Again 
here grappling with whether she can be ‘normal’, 
describes people without diabetes as ‘different from 
you’. Repetition 3 times of ‘you don’t wanna’, ‘you 
don’t want to’, ‘you don’t want to’, describing the 
intensity of her feelings about adherence. Rejecting it.  
 
Use of ‘ohh I’ve got to do an injection now’ to indicate 
that it’s a charade? Repetition of what she has to do, 
sounds overwhelming. Use of ‘embarrassing’ again 
here. Is she worried what people might think? 
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 I: Ok tell me a bit more about embarrassing, how is it 
embarrassing? 
 

 

 P: It’s just like, in class, I used to umm, I started doing my test in 
class and like the tester would like beep when it was ready   

Describes the practicalities, testing in class. Machine 
bleeps. 
 

 I: Mhm 
 

 

Social self – impact on 
peer relationships 
 

P: or beep when it was done, I’d press a thing and everyone 
would be turning round like oh it’s fire alarm, it’s a fire alarm and 
I’d have to be like no it’s ok it’s just my testing kit 
 

Would draw attention to her. Exaggerated/dramatic 
responses by peers ‘ohh it’s a fire alarm’. She then 
reassures them. 
 

 I: Mm 
 

 

How peers perceive 
diabetes 
 
Impact on peer 
relationships 

P: and like everyone would be like, once I explained it, they’d be 
turning round like www so what do you have to do, what do you 
have to do and like can you do it again, do it again like, show us 
how you do it and like can you inject yourself, can you inject 
yourself and like it was like a… like something to entertain people 
 

Once people know she’s faced with a barrage of 
questions. Repeats seven questions here in quick 
succession, highlighting the intensity of it. Peers want 
her to demonstrate ‘do it again, do it again’. Seeing it 
as ‘something to entertain people’. Similar to 
exaggerated language previously used. Seems like 
she’s the focus of all the attention because of her 
diabetes. Must be difficult when she’s rejecting it/ 
maintaining it’s not a part of who she is? 
 

 I: Ok 
 

 

 P: umm and it was, it was just… I… I sort of like wanted everyone 
to know so they were aware of it   
 

Contrast to earlier where she said she didn’t want 
people to know. Here she says she wants everyone to 
know. 
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 I: Ye 
 

 

Conflicting feelings – 
wanting people to 
know yet not wanting 
people to know 
 

P: but at the same time, I didn’t want them to know because I 
hate being… not questioned about things just embarrassed  
 

There seems to be a struggle here, she wants them to 
know but also does not want them to know as she gets 
embarrassed. 
 

 I: Ok,  drawing attention, so what would be good about them 
knowing like you said like you wanted them to know 
 

Does she want people to get used to her testing? 
 

 P: umm… like say like in the future they’d be like oh she’s just 
doing her test 
 

 

 I: Oh ok ye 
 

 

 P: she’s just diabetic it’s ok… umm or like if if I if something 
happened to me everyone would be like she’s type 1 diabetic, 
like they’d know what to do  
 

Future orientated. People knowing will keep her safe, 
‘they’d know what to do’ if something happened. 
Indication that she is aware of health risks.  
 

 I: Ok 
 

 

Sense of safety in 
people knowing 
 

P: Like it’s a sense of safety 
 

First time described that other people knowing can 
keep her safe ‘like it’s a sense of safety’. Does she feel 
scared or unsafe? 
 

 I: Ok 
 

 

Social identity – 
shaped by diabetes 
 

P: And but at the same time like I, at the same time I didn’t, I 
hated it, I just, like I don’t want to have to be like a… the diabetic 
one, cos I’m the only one in my year   

A struggle seems evident again here. On the other 
hand ‘hated it’. Sense of self and identity – ‘I don’t 
want to have to be like a… the diabetic one’. Is that 
what defines her? Is she nothing more? Echoes what 
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Impact on sense of 
self 

 she said earlier about her feelings being reduced to 
the effects of diabetes. 
 

 I: Ok 
 

 

Rejecting diabetes 
Feeling different 
 
Impact on sense of 
self/identity 

P: so it’s like… oh ye it’s [participants name], she’s diabetic, it was 
like that’s how people… like explain me to other people… and it’s 
like the defining factor it’s not like oh [participant’s name] she’s 
got [colour] hair or [participant’s name], she’s really funny… umm 
it’s like [participant’s name] she’s got diabetes 

Describes that nothing else defines her, no personal 
characteristics. Diabetes is the ‘defining factor’. 
Contradiction between how she sees herself as 
separate from the diabetes and how she thinks others 
perceive her, with diabetes being the focus. 
  

 I: How does that make you feel? 
 

 

Emotional impact P: Horrible 
 

Horrible. Short answer. Intense feelings.  
 

 I: Ok 
 

 

Negative impact on 
sense of self 

P: It’s just like… like it makes me feel bad about myself cos it feels 
like there’s nothing else that defines me in a way that it defines 
someone else… umm  
 

Repeats here ‘makes me feel bad about myself’. 
Impact on sense of self and self-esteem, ‘there’s 
nothing that defines me in a way that defines someone 
else’. Diabetes defines her. Is she by rejecting it trying 
to fight against this? 
 

 I: Do you think that’s true? 
 

She’s not sure if she’s accurate. 

 P: I don’t know 
 

 
 

 I: Ok 
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 P: Like, I haven’t heard anyone explain me in any other way, 
apart from like if I like, my friends if I ask them they’d be like oh 
no we wouldn’t explain you like that 
 

Is her belief based on reality? Possibly not but 
disregards her friends reassurances. Not heard anyone 
describe her this way. Is she projecting her own self-
image onto others? 
 

 I: Ok 
 

 

Social self/value 
 
Impact on identity  

P: but then you just know that if they were to go up to someone 
they’d be like oh ye it’s [participant’s name] she… she’s got 
[colour] hair, but she’s got diabetes as well and they’d know cos 
like everyone knows there’s a diabetic girl in year [school year] 
cos it’s like everyone has to know 
 

Repetition of earlier. She’s ‘the only diabetic girl’ in her 
school year. Indication of a lack of privacy. Repetition 
of ‘everyone’ knows. Nothing else defines her. 
Struggling with how she thinks people perceive her – 
conflicting identities. 

 I: Oh ok 
 

 

Impact on sense of 
self –wrestling with 
the diabetes 

P: and it’s like that’s it’s like the defining factor of me… and I just 
don’t, I want it to be the opposite way around, I want me to be 
the defining factor of me rather than the the diabetes  
 

Repetition and contrast ‘it’s like the defining factor of 
me’ and ‘I want me to be the defining factor of me’ 
Struggle here. 
 

 I: Rather than it being the diabetes, ok… so sounds like there are 
lots of conflicting things going on then? 
 

 

 P: Ye 
 

 

 I: So you mentioned about umm the food and what you could 
eat, what do you have to do in a typical day to manage your 
diabetes? 
 

 

Burdensome - 
Restrictions 

P: Umm… well like on the food and drink bit, I sort of just… like 
when like when you first get diagnosed, they’re always like well 

When asked about food, she lists the things she was 
told when diagnosed that she couldn’t have. Repeats 
‘you can’t’ four times.  
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 you can’t eat cake, you can’t eat biscuits, you can’t eat sweet 
things, you can’t drink fizzy drinks… umm but like I don’t like 
really fizzy drinks anyway and that’s sweet, I don’t have a sweet 
tooth 
 

 

 I: Ok 
 

 

Burdensome - 
Restrictions  
 

P: but I still like… cakes and sweets and chocolate… but I sort of 
like… as I’ve grown up with it, I’ve sort of… like it’s… like when 
you first get diagnosed, it’s like this thing that, there’s like a set of 
guide rules  
 

She still likes those foods, but says she has grown up 
with it, has she adjusted to it then? 
 
 
 
 

 I: Ok 
 

 
 

Burdensome - 
Restrictions  
 

P: that… that defines diabetes for every single person 
 

Rules that define ‘diabetes for every single person’. 
Use of the word ‘define’ again. Dislikes living by 
‘diabetes’ rules? 
 

 I: Oh ok  
 

 

Ambivalence 
 
Rejecting diabetes 
management  

P: and… but what I like try to explain to people is that, it doesn’t 
like… things might work for me that don’t work for someone else 
or I might be able to eat cake… and be ok with it and someone 
else might not, it might throw their sugars off by loads but it 
would be ok for me, but I just think what what’s the point of of… 
why let the diabetes define what I do and what I eat… when like I 
should be just be able to eat what I want and if I have to inject I 
have to inject, that’s like, it’s my choice 

She tries to explain that people with diabetes are 
different from one another and she may be able to eat 
things that other people can’t, ‘things that might work 
for me that don’t work for someone else’. Repeats ‘but 
it would be ok for me’. Is she in denial? Is it really ok 
for her or is she not adhering?  
‘why let the diabetes define what I do and what I eat… 
when I should be able to just eat what I want’ ‘it’s my 
choice’. Indication she is fighting against it.  
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 I: Ok 
 

 

 P: umm be ye like in the mornings like I have to wake up and I 
usually have to wake up earlier… umm than my sister because I 
have to test, I have to inject, I’ve got to make sure I eat properly, I 
have a full like breakfast like porridge or … I just can’t run out of 
the door with an apple 
 

However, the reality is that she does have to eat 
differently. Wakes up earlier than sister to test, inject 
and eat properly. Needs to have a full breakfast in the 
morning. ‘can’t run out the door with an apple’, is this 
what other girls her age are doing? Is her life more 
regimented? 
 

 I: Ok 
 

 

Burdensomeness – 
adhering to the 
regime 
 

P: or like… like a piece of toast, I have to sit down and eat like an 
omelette or something, umm and then like you… you go to 
school and, and after like break time you have to test and inject 
again, like I’ve only just realised that I have to inject for things like 
an apple  
 

Monotony of her life ‘I have to sit down and eat’. Has 
to inject after everything, still learning about diabetes 
‘only just realised’ indicates that her management and 
understanding changes with time and is developing. 
 

 I: Ok 
 

 

Burdensomeness of 
managing diabetes 
herself 

P: or a packet of crisps or like a drink of tea or orange juice or 
anything like that and it’s it’s really strange to have going from 
mum and dad doing that for me to me… to realising I have to 
inject after every single little thing, it’s it’s annoying it’s like a pain 
in the backside… and umm then like for lunch I have to inject and 
test again and… and then when I go home… I do the same again 

Reflecting on the difference between her parents 
doing it for her and her doing it herself ‘really strange’. 
Monotony and extent of what she needs to do, has to 
inject ‘after every single little thing’, ‘after lunch I have 
to inject and test again… and then when I go home… I 
do the same again’. Constant management of it, all day 
every day. She appears frustrated with it, ‘it’s annoying 
it’s like a pain in the backside’.  
 

 I: Ok 
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Burdensomeness 
 
Feeling different 

P: and then for dinner… and like I have to make sure I’m eating 
regularly… I can’t like do a diet… I can’t like just go without for 
like… a few hours… and like I can’t just, can’t like maybe eat how 
other people eat, like when I’m with my boyfriend, he’s like oh 
we’ll be having dinner in like three hours and I’d be like well I 
need something before that 
 

Repetition here of what she can’t do, how her life is 
different to ‘other people’. Repetition of ‘I can’t’ four 
times here. She has to eat regularly. Has to constantly 
manage it. Seems to be a nuisance, makes her 
different. She can’t wait for food like other people. 
 

 I: Ok 
 

 

Demonstrating 
knowledge of 
diabetes 
 
Forgetting the regime 
 

P: umm cos the more structured I eat, the better my sugars are 
going to be, umm… so then at night time I’ll do my lamptis before 
I get into bed, umm… but it’s hard doing the lamptis now by 
myself cos I forget cos I just fall asleep really early 
 

Demonstrating awareness of how she needs to eat 
‘the more structured I eat, the better’. Contrast with 
her saying earlier ‘why let the diabetes define what I 
do and what I eat’. Conflicted, shifting perspectives. 
Describes that it is difficult doing her lamptis by herself 
before going to bed as she forgets. Is remembering 
difficult then? Life gets in the way, she falls asleep.  
 

 I: Ok 
 

 

Forgetting the regime 
 

P: happens a lot, but that affects my sugars as well if I fall asleep 
early, ye mum will ask me if I’ve done it and like, or I’ll wake up, 
get up at three a clock in the morning to go to the toilet and then 
I’ll be like oh I didn’t do it and I’ll do it then   
 

Admits that poor management happens ‘a lot’ and 
that affects her sugar levels. Indicates that this 
happens accidently, she falls asleep and then she 
remembers when she gets up. Typical of real life? 
People forget things but she has responsibilities.  
 

 I: And how does it make you feel when you remember that 
you’ve not done it? 
 

 

Poor adherence - 
negative impact on 
sense of self  

P: … like I’ve… like I’ve let myself down, like cos I want to be able 
to have kids and I I want to be healthy… but then like at the same 
time it’s just so hard it’s like people are like why why do you not 

Hesitant. Repeats here again ‘like I’ve let myself 
down’. Indicative of shame? Has it affected her self-
esteem, sense of self? Recognises how conflicted she is 
‘I want to be healthy… but then like at the same time 
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Guilt – scolding 
herself 
 
Thinking about the 
future 

inject, like don’t you want to, don’t you want to have kids, don’t 
you want to be healthy like you’ll… people are always telling me 
like these horror stories about like people with diabetes losing 
their legs  
 

it’s just so hard’ Seems like it’s difficult to follow the 
regime yet she wants to be healthy.  
 
People constantly asking ‘why’ ’why don’t you want to 
have kids, don’t you want to be healthy’. Seems 
conflicted in herself and pressurised by others. People 
telling her ‘horror stories’ about the medical 
complications. Oscillating between extremes. 
 

 I: Ok 
 

 

Oscillating feelings 
 
Ambivalence vs Guilt 
 
Cannot maintain good 
control 
 
Constantly changing 
 
Oscillating control 

P: Or their eyesight and things and it’s sort of like… it hasn’t like 
sunk in, it just sort of washes over me and I don’t really care… but 
then at the same time I do, like if I think, if I sit down and think 
about it… like I sort of like go ye, I do want to do it but then… like 
I do it really good for a few days and then I’ll lose it… 
 

Recognition of the potentially serious health 
complications ‘hasn’t sunk in, it just sort of washes 
over me and I don’t really care’. Is she in denial? Is the 
future to distant? Yet she is conflicted, ‘I do, like if I 
think, if I sit down and think about it’. Does this 
indicate that she manages to avoid thinking 
sometimes? But when she does think ‘I do want to do 
it’.  
Thinking about the complications makes her ‘do it 
really good for a few days and then I’ll lose it’ Appears 
that the effect doesn’t last long. Does she get scared 
and then it dissipates?  
 

 I: Ok, what do you think happens when you lose it, what happens, 
what happens then? 
 

 

Forgetting, bargaining  
with self 
 

P: I’ll just like just keep forgetting to do it like for lunch I’ll sit 
down and I’ll have lunch and then… I just won’t… and I’ll say to 
myself, ok inject, but then I’ll be like ok inject in ten minutes and 
then I’ll like totally forget 
 

Indicates again here that she forgets to do it.  She 
delays injecting and then forgets. Possibly representing 
inner dialogue of arguing with herself ‘I’ll say to 
myself, ok inject, but then I’ll be like ok inject in ten 
minutes’. Is this to avoid the embarrassment of 
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injecting? She appears to know what she’s meant to 
do. 
 

 I: Ok  
 

 

Motivation to adhere 
wains with 
burdensomeness  
 
Ambivalence vs 
wanting to adhere 
 
Poor adherence 

P: and it’s just like my structure and my routine just goes out of 
the window and it just totally like… I’ll be injecting like this bit 
here and this bit there and… I sometimes I’ll go for like… two 
weeks without doing a test… because it’s just a waste of time… 
like it’s like it’s some sometimes to me it seems like a waste of 
time but then I see the point in it and it’s like you know you need 
to do it but it just takes so long to do it… that like doing it in class, 
if I do a test I miss… like five minutes of someone talking 
 

Importance of structure and routine.  Describes what 
happens when she has poor control, structure ‘goes 
out of the window’. ‘I’ll be injecting this bit here and 
this bit there’.  
Does she simply have enough and then rejects the 
whole diabetes management and avoids it altogether? 
‘because it’s just a waste of time… like it’s like it’s 
some sometimes to me it seems like a waste of time 
but then I see the point in it and it’s like you know you 
need to do it but it just takes so long’. Conflict 
between rejecting/avoiding diabetes and knowing that 
she should do it. Oscillating between the two 
extremes.  
 

 I: Ok 
 

 

Burdensomeness 
 
Peer relationships 
 

P: and then to do an injection… like if I’m wearing like a skirt and 
tights… I can’t just pull down my tights and do it in class, I have to 
go out to the toilet to do it… so then I miss like ten minutes… but 
if I’m with a friend, they’ll do it in my arm for me 
 

It gets in the way of her lessons. Practical difficulties of 
it, can’t pull her tights down in class, missing lessons. 
Friends will inject for her.  
 

 I: so your friend would do it for you? 
 

 

 P: Ye 
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 I: Ok 
 

 

Burdensomeness 
 
Diabetes holds her 
back 
 
Poor adherence 

P: but if I’m wearing trousers I do it through my trousers which 
I’m not supposed to but I do it anyway because I think it’s better 
than losing ten minutes of my lesson… umm so it’s just I think it’s 
something that holds me back… umm 
 
 
 

Will not do her injections like she’s supposed to as it 
makes her miss lessons. Which is more important to 
her? Does she not prioritise diabetes? Sees diabetes as 
something that ‘holds me back’. Similar to earlier 
describing it as something which stops her from doing 
things. 
 

 I: So sounds like on the one hand you know about the ill effects 
but then sometimes it’s really difficult to do it? 
 

 

Oscillating control 
and motivation over 
time. 
Conflicting feelings 
 
Ambivalence 

P: Ye sometimes I say to myself I really really want to do it, I want 
to be good at it, I want to be healthy, I really want to be good at 
it… but on the other side I just can’t be bothered    
 

Conflicting feelings. Motivation and feelings change. 
Typical of adolescence? Constantly oscillating between 
the two extremes, seems to change all the time. Not 
straight forward. Repetition of ‘really’ three times 
indicating how much she sometimes wants to do it. ‘I 
really want to be good at it… but on the other side I 
just can’t be bothered’. Too much effort? Too much 
involved? Motivation wanes. 
 

 I: Ok 
 

 

 P: but I think that’s like the epitome of every teenagers life 
[laugh] just can’t be  bothered  
 

She normalises this feeling of ‘can’t be bothered’ as 
being typical of teenagers. Maybe this will be different 
in the future? Is it a way of rebelling? 
 

 I: OK, so sounds like there are lots of things involved in managing 
it… and you know I’m really interested in finding out what it’s like 
to have poor glycaemic control and talking to young people who 
have poor glycaemic control, so is there anything that makes it 
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easier to have good control or anything that makes it more 
difficult?  

 

 P: Umm… no 
 

Denies that anything makes good control easier or 
more difficult. Definite answer. 
 

 I: Ok 
 

 

 P: it’s just like it just depends on… on on me as a person and if, if, 
like it’s the same as exercise, if one day I’ll come home and be 
like really really wanting to do exercise, and then another day I’ll 
come home and I’ll be like all I want to do is lie in bed, drink tea, 
watch tv and eat chocolate 

It comes back to her ‘as a person’. Similar to describing 
it to homework earlier, she describes it to exercise 
here. Perhaps trivialising it a little? Does she realise or 
believe that diabetes has more serious implications for 
her? Describes motivation changes from one day to 
the next.  

 I: Ye 
 

 

Motivation and 
adherence changes 
over time 
 

P: That’s all I want to do… and it’s the same with my diabetes, it’s 
like one month I can just be like, I just don’t want to do it… and 
it’s… nothing affects it… like nothing will make that happen and… 
it’s just the way… it just happens…  
 

Indicates here that she has no control over her change 
in motivation ‘it just happens’, varies from one month 
to the next ‘nothing affects it’. Lack of insight perhaps? 
Minimizing the effect of other things? Indicating that 
she’s a passive recipient? Is it too overwhelming? 
 

 I: Ok  
 

 

Difficult life 
experiences impact 
on diabetes 
 

P: umm and then one month I’ll be… like say if I… maybe it’s 
organizing it… like the more organized I am with everything else, 
the more organized I am with my diabetes, umm maybe things 
like… umm my life, like my life in general, if they’re in turmoil 
then my diabetes will go into turmoil 
 

Describing perhaps more insight here. Importance of 
organisation ‘like the more organized I am with 
everything else, the more organized I am with my 
diabetes’. Similarly ‘if life in turmoil then my diabetes 
will go into turmoil’. Management of diabetes 
reflecting what is happening in her life, the better 
things are, the better her management. 
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 I: ok, tell me a bit more about that  
 

 

 P: If I’m just having a hard time like with… with school work, or 
with my boyfriend, or my mum and dad… umm then… if if 
something’s off… it it changes something else, so it will affect my 
diabetes… my control of my diabetes, like I’m behind in essays 
because… my relationship with my… mum and dad at the 
moment isn’t so good 
 

Wider factors affect her glycaemic control. If she’s 
having a difficult time with her school work or 
relationships ‘it will affect my diabetes, my control of 
my diabetes’. Her diabetes does not exist in isolation, 
it is affected by other aspects of her life. 
 
 

 I: Ok 
 

 

 P: so it’s like a knock on affect, it’s like if I’m not… if I’m not 
having a good time in my personal life 
 

 

 I: Ye   
 

 

Impact on sense of 
self 
 

P: it affects… my diabetes, it affects me which affects my diabetes 
 

Differentiating here between ‘me’ and ‘diabetes’. 
Awareness that if she is having a difficult time this will 
affect her which in turn will affect her diabetes. She 
knows what contributes to good or bad control. 
Diabetes is just one aspect of her life. 
 

 I: Ok ye 
 

 

 P: like a like a cold… like if I have a cold it will affect my health 
which will affect my diabetes… 
 

Gives more examples, such as being ill, her 
relationships and academic work. They all affect her 
diabetes. It’s complicated. 
 

 I: so like a knock on affect then 
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 P: ye 
 

 

 I: Ok… is there anything you quite like about having poor 
glycaemic control? 
 

 

Likes having poor 
glycaemic control 

P: … it… it’s like I know… like I’ve done that… 
 

She does sometimes like having poor control – 
knowing that she’s done it. 

 I: Ok 
 

 

 P: it makes me feel like… I’ve got… I’ve got the control to be able 
to make it go really bad or really good… and sometimes when 
there’s total loss of control in other parts of my life, knowing that 
I have control… over my diabetes… makes it better. 
 

She likes the control, repeats the word ‘control’ three 
times here. She has the power ‘to make it go really bad 
or really good ‘when there’s total loss of control in 
other parts of my life, knowing that I have control… 
over my diabetes… makes it better’. But it appears that 
this is in the context of having poor control? Exercising 
control in a dangerous way. Self-destructive? 
 

 I: Ok  
  

 
 

Negative impact on 
sense of self 
 
Wanting to be normal 
 
Feeling different 

P: and sometimes… I want to make it bad… because I don’t want 
to be… a nice person, sometimes I just want to be a really 
horrible awful person, that doesn’t want to get on with people, 
that just wants to shout at everyone all the time, and be really 
grumpy… and like… it’s like I missed out on like… this like… how 
every other teenager has got this space… like where their parents 
can just go oh it’s just hormones, they’re just going through that 
teenage phase, like I missed out because it was like no she’s not 
going through that hormonal stage, she’s got diabetes that’s 
what it is, its her diabetes, that’s what’s wrong… and it’s like if… I 
can just maybe make my diabetes… make me a horrible person 

Associates having poor control with not being a nice 
person. ‘sometimes… I want to make it bad… because I 
don’t want to be… a nice person’. Does it give her 
permission not to be nice? Rebelling? Describes that 
she ‘missed out’ (repeats this twice) on having a 
teenage phase where teenagers are given space and 
‘parents can just go oh it’s just hormones’. Instead 
they say to her ‘no she’s not going through a hormonal 
stage, she’s got diabetes’. Is she not allowed to be a 
normal teenager? Similar to earlier, describing that her 
behaviour and emotions are all attributed to her 
diabetes.  
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then they’ll be like oh she’s just maybe going through a teenage 
growing up thing… cos I missed out on it…  
 

 I: so is it a sort of way of getting that back almost? 
 

 

Impact on social 
self/how she is 
perceived 

P: Ye 
 

Having poor control is her attempt to be seen as a 
normal teenager. Misguided? Surely poor control 
increases people’s emphasis on her diabetes? Unclear. 
‘if… I can just maybe make my diabetes… make me a 
horrible person then they’ll be like oh she’s just going 
through a teenage growing up thing’. Real sense of 
loss of ‘teenage’ experience, emphasising how other 
people perceive her. 
 

 I: Ok 
 

 

Wanting to be normal 
 

P: It’s umm, it’s childish, but it works. 
 

Describes herself as ‘childish, but it works’. Secondary 
gains? Poor control gives her something that she won’t 
otherwise get? Allowing herself to be a teenager? 
 

 I: Ok   
 

 

Diabetes draws 
attention to her 
 
Rejecting diabetes 

P: And umm… my diabetes has always been umm… like a source 
of attention… umm but it wasn’t like… people always say to me 
umm like my sister’s a brat and I hate her… and I always tell 
people that I don’t like her and she’s so like, she gets everything 
her way and… they’re always like maybe she… it’s just because 
you had lots of attention when you were younger when you got 
diagnosed, that she’s maybe missed out a bit… and that makes 
me so angry cos it’s like I didn’t ask for it, I didn’t, I would have 
rather them give me attention because I did well in school 

Describes difficult interactions with sister. The effect of 
diabetes on her sibling. She got a lot of attention for 
her diabetes, people indicating that her sister is a 
‘brat’ because ‘she’s maybe missed out a bit’. Appears 
very angry at this ‘makes me so angry’. Repeats that 
she didn’t want or ask for diabetes. She would rather 
receive attention for something positive. Is diabetes 
the only thing she gets attention for? Does she feel 
blamed for her sister’s behaviour?  
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 I:  Ye 
 

 

Physical changes 
associated with 
diabetes 
 
Rejecting diabetes 
 

P: Because I really did well from being athletic, because I was 
athletic, and the diabetes totally screwed that up for me and I 
suppose I hated, hate diabetes because it’s screwed up so many 
things, like I was su- I was such an athletic person, but umm 
 

Diabetes has taken things away from her – athleticism. 
Repeats that diabetes ‘screwed that up’, ‘screwed up 
so many things’. Anger at diabetes ‘I hated, hate 
diabetes’. Rejection of diabetes. Does not seem to 
have accepted it. 

 I: So how how did that change? 
 

 

Physical changes 
associated with 
diabetes 
 

P: It’s like with… one month I can… be say eight stone… in weight 
and then another month I can put on one and a half, two stone… 
but I’ll be eating the same things, it’s just the control of my 
diabetes 
 

Recognition that her glycaemic control affects her 
physically. It affects her weight, which can vary from 
one month to the next. She can gain a lot of weight 
whilst eating the same things. How much is she 
concerned about this? 

 I: ok, so how does that work?  
 

 

 P: it’s like if my, if my diabetes are constantly low 
 

 

 I: Ye 
 

 

Blaming diabetes for 
things she has 
lost/rejecting it 
 
Knowledge of 
diabetes 

P: then I’ve obviously I’ve got to eat more… to bring them up or if 
they’re… if they’re just like it’s like my hormones are like 
heightened… from the diabetes… but then it also like makes me… 
if I put on weight it takes me twice as much effort and hard work 
than it would take for you or someone who hasn’t got diabetes to 
lose the weight…. Umm so like when I was having like a really 
good athletic period in my life, umm and I put on a bit of weight 
and I wasn’t as fast anymore… and so I stopped training… 

Shows understanding of what she needs to do with 
regards to food, but is there a conflict here between 
her knowing that she needs to eat when her sugars are 
low and her maybe not wanting to eat more because 
it’s so difficult for her to lose weight? 
 
Did she give up athletics because of diabetes? 
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