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In 2017–2018, diabetes affected 4.9% of the Australian
adult population (1) and diabetes rates had nearly tripled in the previous two decades, from 1.5% in 1989 to
4.4% in 2014–2015 (2,3). Diabetes is more prevalent in
older people, with the rate among 65- to 74-year-olds
(16%) being three times higher than that of 45- to 54year-olds (5%) and almost double the rate of those
55–64 years of age (9%) (4). A recent review of a large
database comprising an Australian cohort of adults
aged $45 years with a mean age of 63.0 years (n 5
152,169) found a diabetes prevalence of 10.8% (5).
Managing diabetes involves addressing multiple aspects
of self-care and is demanding for people living with the
condition (6). A holistic approach to diabetes care is

recommended, including lifestyle management (including diet, weight management, smoking cessation, and
physical activity), attention to primary and secondary
prevention (including glycemia, blood pressure, and
lipid management and complications screening), and
access to specialist services as required (7,8). International guidelines on managing diabetes in older people
recommend that glycemic targets should be individualized based on patients’ duration of disease, functional
status, and overall life expectancy (9,10). Furthermore,
the beneﬁts of glucose management must be balanced
against the risks of hypoglycemia, falls, and polypharmacy, considering factors that can affect the ability of
older people to self-manage, such as cognitive and sensory impairment and education deﬁcits (9,11). Achieving the “right” degree of glycemic management is often
difﬁcult in older individuals, many of whom have longstanding diabetes with underlying pancreatic failure
(12) and multiple comorbidities (13). Therefore, supporting older people with diabetes in managing their
health is especially important. There is signiﬁcant room
for improvement in both diabetes self-management support and the delivery of diabetes services to older people (14).
The provision of professional diabetes guidance, medical
treatment, and technological devices tailored to individual
needs can support people with diabetes in self-managing
their condition (6). Diabetes self-management programs
can improve A1C, diabetes knowledge, and self-care
practices in people with type 2 diabetes (15). Unfortunately, few studies include strategies that support participants in managing the impact of medical conditions on
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Despite the high prevalence of diabetes in older people, there is limited information on optimal methods
to support their diabetes management, including how
to incorporate technology. This article reports on the
results of semi-structured interviews with 41 adult
participants with type 2 diabetes (mean age 74 ± 7
years) on their perspectives of a new model of care
(the Older People With Type 2 Diabetes–Individualising Management With a Specialised Community Team
[OPTIMISE] program) for older people with type 2 diabetes. The OPTIMISE program involved telemedicine
consultations, home visits by a credentialed diabetes
educator, and intermittent ﬂash glucose monitoring.
Human connection and relationships were key to the
positive perspectives expressed by participants in this
program that used technology to enhance the care of
older people in their homes.
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their everyday lives (16). Older people have particular
barriers around self-management of their diabetes. Lack
of knowledge and understanding and challenges with
implementing self-management tasks are key barriers
(17,18). Extra time and strategies aimed at speciﬁcally
addressing issues that are relevant to older people with
diabetes are warranted (17–19).

Technology can facilitate self-management, thereby helping to improve health and person-centered outcomes
through improved communication, access to health data,
education, and timely feedback (27). Telemedicine,
deﬁned by the American Telemedicine Association, is the
use of medical information exchanged from one site to
another via electronic communications (28). There are
many different types of telemedicine, including teleeducation, teleconsultation, telemonitoring, telecasemanagement and telementoring (29). The range of communication media used in telemedicine have included telephones, the Internet, mobile phones, and videoconferencing platforms, and the most common administrators of telemedicine interventions have included
nurses, primary care physicians, endocrinologists, and
diabetes educators (29). A systematic review of telemedicine to support diabetes management showed that, in all
but one study (which showed no difference to usual
care), telemedicine successfully improved A1C levels
(30). Telemedicine for self-management of chronic conditions, including diabetes, can also successfully improve
self-care skills, self-monitoring behaviors, and clinical
outcomes with high-level satisfaction reported by participants (31). However, research has shown that enabling
the uptake of technology by older people may require
additional support (18).
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Research Design and Methods
The writing of this articles was guided by the Consolidated Criteria for Reporting Qualitative Studies (32).

Intervention
The intervention is summarized in Figure 1 and has
been described more fully elsewhere (33). It followed
the approach articulated in the technology-enabled selfmanagement (TES) feedback loop (27). The TES loop
includes four key elements (communication, patientgenerated health data, education, and feedback) to support uptake of diabetes self-management and thereby
improve health and person-centered outcomes.
Our intervention consisted of a full assessment by a credentialed diabetes educator in each participant’s home
and the use of FGM (34) for a 2-week period at the start
of the program. The FGM system (FreeStyle Libre,
Abbott Diabetes Care) involves a sensor applied to the
arm that captures interstitial glucose levels and can be
scanned intermittently by the user (34).
Next, a joint telemedicine appointment was held with the
participant and the diabetes educator (in the participant’s
home) and the endocrinologist (in the hospital, via a
Web-based videoconferencing platform). Assessment
ﬁndings were discussed, and a management plan was
developed. The management plan was underpinned by a
goal-setting theory, through which the process of goalsetting facilitates behavior change by guiding a person’s
effort and attention (35). Feedback strategies were incorporated into the goal-setting practices to enhance goal
attainment (36). This approach has been shown to
improve glycemic management (37) and is recommended to be used with older people with diabetes (19).
Education was individually tailored to meet the needs of
the participant (38–40). The management plan, involving
C L IN IC A L .DIA B E T ES JOU R NA L S .OR G
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Person-centered care provided by an interprofessional
team is the approach recommended in guidelines to
support people with diabetes in achieving their optimal
management goals. Originally proposed by the Institutes of Medicine in 2001 (20), person-centered care
means individuals’ values and preferences are identiﬁed
and are used to guide all aspects of their health care.
Additionally, individuals are supported in their efforts
to achieve realistic health and life goals (21–23).
Person-centered care delivery includes a collaborative
effort to support self-management; engagement of
individuals in care decisions; effective prevention,
early diagnosis, and intervention; and provision of emotional, psychological, and practical support (24). Interprofessional practice involves team collaboration and
communication to provide person-centered care
(25,26).

We developed and implemented the OPTIMISE (Older
People With Type 2 diabetes—Individualising Management With a Specialised Community Team), a personcentered team approach to diabetes management for
older people with type 2 diabetes involving two forms
of telemedicine: 1) videoconferences involving a hospital-based endocrinologist and a credentialed diabetes
educator with the participant in the participant’s home,
and 2) the use of ﬂash glucose monitoring (FGM) technology to support diabetes management planning and
evaluation. This article reports on the perspectives of
participants in the study to assess the safety and feasibility of the OPTIMISE program.
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Telemedicine consult:
endocrinologist (at
hospital), educator in
parƟcipant’s home
• FGM sensor worn
for 2 weeks
• A1C and other
biomedical markers
collected

Full Baseline
Assessment

Development of
Diabetes Care Plan
• Based on full
assessment results
• Joint telemedicine
appointment with
educator and
endocrinologist

• Diabetes support,
both face to face and
by phone
• Endocrinologist
phone support of
educator as needed

Final Assessment
• FGM sensor worn
for 2 weeks
• A1C and other
biomedical markers
collected

ImplementaƟon of
Diabetes Care Plan

• Based on full
assessment results
• Joint telemedicine
appointment with
educator and
endocrinologist

Final Review of
Diabetes Management

FIGURE 1 OPTIMISE study ﬂowchart.

personalized treatment targets and lifestyle and pharmacotherapy recommendations, was summarized and communicated to the participant’s general practitioner via a
letter.
The diabetes educator worked with participants, assisting them in meeting goals through the provision of tailored education, practical guidance, and psychological
support. A repeat assessment by the diabetes educator
was undertaken at 16 weeks, followed by a second 2week period of FGM use and then a follow-up teleconsultation with the endocrinologist to ascertain progress
and assess the impact of the management plan. All participants were interviewed after the intervention.
This intervention was piloted to evaluate feasibility and
safety, with quantitative ﬁndings to be reported elsewhere. Here, we report on the qualitative ﬁndings.

Research Design
An inductive qualitative study design was used, through
which researchers drew meaning from the data (41).

Setting
The study was undertaken in the endocrinology department of a tertiary teaching hospital and a home care
and nursing organization providing care to people in
Northeast Melbourne, Australia. Clinical visits were
conducted in participants’ homes.

Sample
People who were $65 years of age, had a diagnosis of
type 2 diabetes, were English-speaking, and lived in the
nursing organization’s catchment area for home visits
VO L UM E 39 , N U MB E R 4, F A L L 20 21

(Northeast Melbourne, Australia) were eligible to
participate.
Ethics approval for this study was provided by the
Human Research Ethics Committees of the participating
organizations, Austin Health and Bolton Clarke.

Recruitment
Participants living with diabetes were recruited from
the community, existing home nursing clients, the local
tertiary hospital, other clinicians in the region, and selfreferrals. All participants recruited into the trial
between March 2017 and November 2018 were invited
to participate in the qualitative component, comprising
an interview conducted at the end of the study by the
research team (33). All interview environments were
private, and all interviews were conducted in participants’ homes. Two participant interviews included the
presence of family members at the participant’s request.

Research Team
The research team consisted of nine researchers (ﬁve
female), with research experience varying from limited
but with diabetes education experience (P.S.) and policy experience (T.A.), to early career (L.T.) and midcareer (R.O. and S.L.N.), to highly established (E.I.E.,
L.C., J.Z., and R.A.). Three team members currently
work within an aged and health care service organization (R.O., T.A., and P.S.), with another having previously worked for this organization (L.T.). Two team
members work as clinicians, one in a hospital (S.L.N.)
and one in primary care with a university position
(R.A.). Two hold joint hospital and university positions
(E.I.E. and J.Z.), and one works within a university
399
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environment only (L.C.). The health care backgrounds of
the research team were also diverse, with clinical training
in the ﬁelds of podiatry (R.O.), nursing and diabetes education (T.A.), physiotherapy (L.T.), general practice (R.A.),
and endocrinology (S.L.N., E.I.E., and J.Z.).

NVivo software used to organize participant quotes into
the themes (47). Differences in categorization, where
evident, were resolved by consensus. Sociodemographic
data are presented descriptively.

Trustworthiness of the Data and Analysis
Data Collection

Sociodemographic data were collected, including age,
country of birth, living situation, and postal code. Index
of Relative Socio-Economic Disadvantage (IRSD)
deciles for Victoria provided by the Australian Bureau
of Statistics were used as a proxy for participants’
socioeconomic status, through linkage with residential
postal codes (42). An indication of high disadvantage is
provided by a low decile, whereas a high decile indicates an area of low disadvantage. Additionally, a
Charlson Comorbidity Index (CCI) (43) was calculated
for participants to predict their 12-month risk of mortality based on their diagnoses and was used as a proxy for
participants’ overall burden of disease (44). The higher
the index was, the more complex the health issues
were.

Data Analysis
A theoretical thematic analysis was conducted within a
constructionist framework, guided by the process
described by Braun and Clarke (45). Three researchers
read all the transcripts separately (R.O., T.A., and L.T.)
and then met and collectively organized the data into
domains, and then categorized the meaning units
within each domain (46). The analysis sought to interpret the underlying ideas conveyed by participants at
the latent level, beyond simplistic interpretation of only
words (45). This process involved a constant comparison of the meaning of each unit to others and to the
emerging categories, until all the data were sorted, with
400

Results
Sample
Of the 47 participants approached by the diabetes educator about participating in the study, 45 chose to participate, and 41 completed the interview component.
One participant withdrew from the study before beginning the program, one declined to be interviewed, one
could not ﬁt in her interview before a scheduled surgery, and one died before completing the interview.
Table 2 summarizes the sociodemographic and health
data, including diabetes-related details, of the
participants.
During the 20-week study period, all participants
received at least two video-conferencing calls with the
diabetes educator in their home and the endocrinologist
in the hospital and attended an additional two data collection visits (for baseline and post-intervention data).
Additional contact was provided face-to-face and by
telephone as clinically required; activity data were not
collected. Interviews were, on average, 25 minutes in
length (median 24 minutes, range 13–44 minutes).
Table 3 provides glycemic information at baseline and
at 20 weeks’ follow-up.
C L IN IC A L .DIA B E T ES JOU R NA L S .OR G
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Semi-structured interviews were conducted in the
homes of participants at a mutually convenient time at
the end of the intervention. Table 1 shows the questions/prompts that were used as guides rather than followed verbatim for these interviews. The interviews
were conducted by an experienced doctorate-prepared
female qualitative researcher (R.O.) and two earlycareer researchers (L.T. and Georgia Major) who had
no relationship with the interviewees. Participants were
advised that the interviews were to seek information on
their experiences with all aspects of the program. The
interviews were audiotaped and independently transcribed verbatim. Authors (R.O. and L.T.) checked the
transcript for accuracy against the recording.

The trustworthiness of the data and analysis was
ensured through attention to credibility, transferability,
and conﬁrmability (48). Rapport and trust were established between the researchers and participants, ensuring credibility. Researchers reported conﬂicting and
contradictory comments, and transferability was supported through the provision of a rich description of the
data, through which researchers could draw inferences
to their own experiences (48). Reﬂexivity was practiced
by researchers in their continual and deep examination
of their own beliefs and assumptions while considering
participants’ transcripts (49), maintaining open dialogue and discussion about interpretations of the transcripts among the research team. We ensured
conﬁrmability through an audit trail of audio-recordings, verbatim transcriptions, and the data analysis ﬁle.
Transcripts were not returned to participants for
review. The sample size was sufﬁcient to develop a
richly textured understanding of concepts from participants’ data (50).

OGRIN ET AL.

TABLE 1 Question Guide for Interviews With Study Participants
A broad open leading question was asked, and prompts were then followed if topics were not covered by participants in their response.
Broad introductory question: Please tell me about what happened with the diabetes team in this project.

Qualitative Analysis
The interview data demonstrated that the person-centered and individualized technology-supported approach
suited participants. The participants praised key aspects
of the person-centered model, which embedded technology to support self-management of diabetes and was
delivered in their environment, with some participants
having a preference for face-to-face contact, particularly
when discussing serious health concerns. The approach
allowed time for health care providers to establish rapport, listen and understand individuals’ needs, and
develop a goal-oriented approach that ﬁt with the way
participants wanted to live their lives. Continuity of care
and a team approach allowed a professional relationship
to develop, so that participants felt the diabetes team
cared about them and understood their situation and
their individual needs. Participants felt valued.
The researchers drew three main themes from the data:
1) Person-Centered Attributes, 2) Interprofessional
Team, and 3) The Role of Technology. Each theme had
subthemes providing a more detailed understanding of
participants’ perspectives and experiences of the intervention (Figure 2). Although insufﬁcient to form separate themes, comments from participants also identiﬁed
organizational supports as important to implementing
this approach, and participants stated that the multifaceted nature of the program worked well. The major
VO L UM E 39 , N U MB E R 4, F A L L 20 21

themes and their subthemes are discussed in more
detail below.
Theme 1: Person-Centered Attributes
Participants consistently commended the way the
health care providers interacted with them and with
each other. There was strong recognition of the positive
attributes of the team members regarding the way they
treated participants (e.g., taking the time to ﬁnd out
about them and to work through any issues). Subthemes included dignity and respect; building rapport
and being caring; not judgmental and easy to understand; and knowledgeable and professional.
Dignity and Respect
Overwhelmingly, participants described the health care
providers as treating them with dignity and respect,
reﬂected through the health care providers’ pleasant
manner and courteousness.
“Courtesy is very important, and [the diabetes educator] has it, and [the endocrinologist] has it. It was a
pleasure.” (P36)
Building Rapport and Being Caring
Diabetes management requires understanding the
people with the condition, their complex
401

Downloaded from http://diabetesjournals.org/clinical/article-pdf/39/4/397/627281/diaclincd200129.pdf by guest on 23 January 2022

Prompts to draw out areas of focus for the study:
 Can you please share with me your initial thoughts and expectations about receiving care from the OPTIMISE team (the diabetes educator
and specialist)?
 Can you please share with me what your goals were for managing diabetes at the beginning of the study? What did you want to achieve?
 Can you please share with me about your experience of being seen by the diabetes educator in your home?
 How did you ﬁnd the initial testing and questionnaires?
 Can you please tell me about your experience in talking to the diabetes specialist over the computer?
o Was it easy to hear and understand the doctor?
o What did you think of having both the doctor and the educator together? Can you tell me a little bit about this?
o Is there anything else about talking with the specialist over the computer that you noticed?
o What are your thoughts about seeing a specialist over the computer like this in the future?
 What do you think worked well about this program? What were the positives?
 What challenges did you face in being part of this program?
 What do you think could have been improved?
 What have you and the educator and specialist decided about your ongoing diabetes care?
o How does this compare with your past management of your diabetes?
o How satisﬁed were you with your treatment during the study?
o Are you going to continue to follow the plan set up by the specialist?
o How conﬁdent do you feel to keep managing your diabetes now?
o Why do/don’t you feel conﬁdent now? What else do you think may help you?
 Did you seek any other help? From where?
 Would you recommend this program to your friends or family members? Why/why not?
 Is there anything else you would like to talk about with regard to being in this program?

FEATURE ARTICLE OPTIMISE Program: Perspectives of Participants

TABLE 2 Demographic and Health Data of Interviewed
Participants (N 5 41)

Characteristic
Age, years

Value
74.1 ± 7.2 (65–92)
16 (39)

Country of birth
Australia
Italy
Greece
New Zealand
Croatia
Malta
Missing

15
3
2
2
1
1
17

Living alone
Missing data

13 (32)
4 (10)

IRSD
Most disadvantaged (1–2 deciles)
Second most disadvantaged (3–4 deciles)
Middle (5–6 deciles)
Second least disadvantaged (7–8 deciles)
Least disadvantaged (9–10 deciles)

5 (12)
7 (17)
6 (15)
7 (17)
16 (39)

Duration of diabetes, years
History of diabetes education
CCI
A1C, %
A1C, mmol/mol

(41)
(7)
(5)
(5)
(2)
(2)
(41)

15.7 ± 8.8 (0–34)
33 (80)
5.56 ± 2.00 (3–10)
7.43 ± 1.2 (5.3–11.4)
57.76 ± 13.68 (34–101)

Taking injectable therapy at baseline

14 (34)

After assessment
Required injectable therapy
Required change in medication dose
Required cessation in medication
Required referral to health care providers

18 (44)
18 (44)
15 (37)
5 (12)

Data are mean ± SD (range) or n (%).

psychosocial context, and their life priorities. Part of
the model was to provide dedicated time for team
members to develop rapport with participants and to
understand their lives. By doing this, participants
could connect with the health care providers, so they
became comfortable sharing their experiences and
then developing care goals that were important for
them. This process led participants to feel cared for
and to want to take part in the program.
“When he started on me about what was going on
about it and all these things he had to do and everything like that, I thought it was really nice because I
thought it was somebody . . . caring about me, and I
thought, ‘I’m going to do this course.’” (P08)
402

Diabetes management involves many lifestyle changes,
and optimal management cannot be followed all of the
time. Participants conveyed that this sentiment was
understood by the diabetes team. Participants felt that
they could share when they were unable to follow recommendations made by the team without feeling that
they would be judged. Furthermore, the information
was conveyed in a way that was easy to understand, so
they didn’t “feel stupid.”
“I thought he was very good because I confessed to
him my sins, and he said, ‘Look, we don’t expect people to be perfect. Just try.’” (P05)
“Both [diabetes educator] and [endocrinologist] . . .
don’t used technical language . . . . Everything they
say to you is just instantly absorbed.” (P34)
Knowledgeable and Professional
Although it was important for the health care providers
to have the time and attributes to develop rapport, it
was also important for them to be knowledgeable so
that participants could have their issues addressed
appropriately and in a professional way.
“He explained everything very well, and I didn’t really
have to ask many questions because he, you know, he
told me exactly what was going to happen and what
would happen, and so on. So that was good.” (P31)
Theme 2: Interprofessional Team
Participants were very positive about the collaborative
approach used by the team, with active communication
styles and everyone treated as equals. Subthemes
included health care providers worked well together;
person felt included as part of the team; reducing confusion and conﬂicting advice; and feeling of safety from
the team approach.
Health Care Providers Worked Well Together
The endocrinologist and diabetes educator worked
together, collaboratively problem-solving to come up
with answers to any issues raised by participants. Team
members’ skills and expertise were complementary, and
when the diabetes educator needed support, the endocrinologist made time to provide it.
“Well, if [the diabetes educator] would come up with
an idea, he spoke to [the endocrinologist], and they
agreed, you know, on how much insulin to take at
C L IN IC A L .DIA B E T ES JOU R NA L S .OR G
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Female gender

Not Judgmental and Easy to Understand
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TABLE 3 Glycemic Measures Using FGM at Baseline (N 5 41) and 20 Weeks’ Follow-Up (N 5 41)
Glycemic Measure
Mean sensor glucose, mmol/L
A1C, mmol/mol
A1C, %
Time in range (4–10 mmol/L or 70–180 mg/dL), %
Time in hypoglycemia (<4 mmol/L or <70 mg/dL), %
Time in hyperglycemia (>10 mmol/L or >180 mg/dL), %

Baseline

Follow-Up

8.5 (7.6–10.3)

8.7 (7.6–10.1)

56.0 (48.0–63.0)

57.0 (50.0–61.0)*

7.3 (6.5–7.9)

7.4 (6.8–7.7)*

67.0 (46.5–83.5)

69.0 (51.0–82.0)

0.0 (0.0–2.5)

0.0 (0.0–4.8)

29.0 (13.5–52.5)

26.0 (14.0–48.0)

Person-Centered
Aributes

Interprofessional
Team

The Role of
Technology

Dignity and respect

Health care providers
worked well together

Convenient, accessible,
and comfortable

Building rapport and
being caring

Person felt included as
part of the team

Ease of use

Not judgmental and
easy to understand

Reducing confusion
and conﬂicng advice

Real-me feedback

Knowledgeable and
professional

Feeling of safety from
the team approach

Exposing previously
unidenﬁed problems

the discussions, so that all options could be explored
when goal-setting. Participants felt that they were
active members of the team.
“But when you have the specialist and the diabetes
educator actually talking the same way, it was great.
When they talked to themselves, I was next to [the diabetes educator] still, and they still knew I was there
and [were] including me, as well as talking to
themselves.” (P17)
Reducing Confusion and Conﬂicting Advice

FIGURE 2 Themes and subthemes drawn from participant
interviews.

night and so much in the morning, and they’d come
up with an answer between the two of them . . . No,
they were good together.” (P14)
There was a clear positive relationship between the two
health care providers, ensuring that participants felt
conﬁdent in their support.
“I thought it was very good that they both got on so
well together. They obviously had a very close working
relationship with regard to being across all of the data
and having a lot of experience with diabetes. That
inspired confidence, and they had respect for each
other and esteem for each. I thought that made one
feel very comfortable.” (P36)
Person Felt Included as Part of the Team
Participants were very positive about the interprofessional approach, through which there was active communication and everyone, including the participants,
was treated as equals. This approach enabled all participants to feel that they could speak up and contribute to
VO L UM E 39 , N U MB E R 4, F A L L 20 21

Participants reported that, in the past, different health
care providers sometimes gave conﬂicting advice, often
leading to confusion. Participants were relieved that, in
the OPTIMISE program, team members discussed concerns and provided supportive, consistent advice.
“About time. Because sometimes you get one person
[saying] one thing. Forget the diabetes educator at
the moment. But when you see a specialist, they’ll say
one thing, and your doctor says another thing. It can
be confusing. Well, it is confusing.” (P17)
Feeling of Safety from the Team Approach
The collaborative approach of having professionals
from the two health care disciplines as part of the team
while keeping participants’ general practitioner
involved and informed increased participants’ feelings
of safety. They felt reassured that the team was supporting them and would help them when needed.
“I know that if [the diabetes educator]—even though
[the diabetes educator] answered all my questions,
and he knew everything—I’m sure that, if there was
something not going right, he had the specialist there
403
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Data are mean (interquartile range). *N 5 40; one participant did not obtain follow-up results for A1C.
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as backup . . . . I’m very confident we would always
find a solution with whatever I had.” (P44)

However, they raised concern about whether they
would need to access the video-conferencing
themselves.

Theme 3: The Role of Technology

Convenient, Accessible, and Comfortable
All participants conveyed the convenience of using telemedicine compared with outpatient clinic visits, particularly in relation to reducing the need to ﬁnd
transportation and parking and to deal with waiting
times. Difﬁculty accessing face-to-face appointments
was a disincentive to attend visits.
“I have a problem getting out. Unless I’m assisted by
somebody, I can’t do it. It’s as simple as that. By having them come to the home, it’s really good.” (P37)
Furthermore, the long waits in busy outpatient clinics,
surrounded by ill people, were another disincentive to
attending appointments. Being in their own home—
the place they were most comfortable—was another
factor that made the use of telemedicine a positive
experience.
“There was no worry that I had to go anywhere, and
it was all presented to me in my own place, where I
feel more comfortable than ever.” (P19)
Ease of Use
The program focused on ease of use, understanding
that familiarity with technology by older community
members varied. The diabetes educator came to participants’ homes and linked to the video-conferencing,
negating the need for participants to need to know how
to access the support online or even have their own
equipment or pay for Internet access. Participants
acknowledged that this approach was very easy.
404

“Great, it was great as long as [the diabetes educator]
was using the computer. I wouldn’t know how to get
onto a computer. But yeah, that was good.” (P16)
The FGM was perceived positively by all, by virtue of
removing the need for capillary glucose testing.
Monitoring their glucose levels was much easier for
participants using the FGM system.
“Well, I didn’t have to prick my finger for one thing,
and it wasn’t painful or anything. It just sat there. I
liked the idea of just waving the thing underneath it.
Yeah, very good.” (P32)
Being able to simply swipe the reader over the sensor
was extremely convenient; it could be done anywhere,
at any time. Participants were all very accepting of and
genuinely impressed by how simple, easy, and painless
their FGM experience was.
“Taking your diabetic reading, it was so easy. I didn’t
have to do any pinpricks, nothing like that, so all I
had to do was just scan, and it shows a reading. It is
so much easier. It was noninvasive. It was very good.”
(P39)
The only issue was the potential stigma should others
see the sensor.
“I was a bit embarrassed sometimes, if you wear a
short sleeve, people might say, ‘What’s that?’” (P22)
The video-conferencing was perceived positively by
many participants, with being able to see and talk to the
endocrinologist mentioned as being very important.
Participants were pleased with the ability to see someone through the computer, and many felt it was similar
to a face-to-face clinic appointment.
“I just thought it like a normal conversation with I
ask her questions, and she tells me things or whatever
she told me the problem was. Just like a normal [visit
seeing a person]. I didn’t look at it as [though] she’s
on a computer . . . because I see her face.” (P42)
Having personal contact with the diabetes educator in
their home made the video-conferencing more palatable. The in-person contact was not only important for
troubleshooting technical issues, but also reassuring to
participants.
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The video-conferencing technology was a useful tool that
supplemented the health care providers’ support. Participants found the video-conferencing component to be convenient and easy, increasing accessibility to specialist care
for those who found physically attending appointments to
be difﬁcult. Any issues with sound or other technical
aspects of these conferences were considered minor when
weighed against the positives and were little mentioned.
This was also the case with the FGM technology, when
some participants had sensors not capturing data and/or
falling off. Participants appeared to overlook these issues.
Subthemes included convenient, accessible, and comfortable; ease of use; real-time feedback; and exposing previously unidentiﬁed problems.
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“Well, I think you can sense people. You can get the
vibes from each other, whereas from the computer, it’s
just looking at a screen, and it doesn’t mean anything,
and even though they might be able to explain things
over the computer, you don’t get that contact feeling,
you know what I mean? The personal contact, that
is.” (P31)

“I’m going to see a neurologist next week because I’ve
got a very bad back, as you can see, and I’ve had two
big operations, and I wouldn’t just want to see him on
a computer. I’d just want to be there, and I could see
what I thought of him.” (P06)
“I mean like if I’m seriously crook with diabetes and
I’ve got to go and see them I probably would rather go
and see her in her ofﬁce. I wouldn’t want to sort of do
it over the computer.” (P24)
Others suggested that it was not their ﬁrst preference,
but if they had difﬁculty accessing the specialist, they
would be satisﬁed using video-conferencing.
“[Face to face] would be my first choice, but [videoconferencing] would certainly be a very acceptable
second choice if . . . you live miles from anywhere or
your particular specialist is miles from you.” (P43)
Real-Time Feedback
The FGM system made it much easier for participants to
monitor their glycemic levels, and they could understand
the readings and act on them immediately. This was liberating for some. For others, it actively encouraged them to
monitor their glycemic levels more or to easily check
should they feel unwell. Participants found that FGM gave
them more power; the information allowed them to see
what was happening and to assess and decide whether it
was necessary for them to intervene. Importantly, they
could review the impact of their interventions in real time.
“Well [the FGM sensors] are the best thing that you’ve
ever had. They really are because that can tell you—
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“But it’s awakened me . . . to the fact that you get
more knowledgeable doing the test and seeing the test.
The test after the meals and before meals, to see what
my sugar levels are . . . . When I had grapes, I’d do the
test, and it would be reading 10. I’d think, ‘Oh, gee, I
better keep off the grapes.’ Whereas before, that
wouldn’t have registered with me. So, taking the readings on a daily basis was teaching me that things like
grapes I should steer clear of.” (P15)
Exposing Previously Unidentiﬁed Problems
That the FGM could collect the variation in glycemic
levels over 24 hours was recognized as important to
participants in that it provided practical information on
diabetes management outcomes.
“Well, it’s more reliable because I wouldn’t have had a
clue that it [blood glucose levels] dropped to below two
in the middle of the night . . . . Nobody would’ve known
that if it hadn’t of been for that monitor.” (P03)
Additional Factors of Importance
Organizational Supports
Although not sufﬁcient to include as a separate theme, it
was clear that organizational supports were important to
enable the delivery of the program. In particular, participants recognized that time is a ﬁnite resource for health
care providers. Participants appreciated that there was
allocation of sufﬁcient time for them to get the care they
needed.
“When [the diabetes educator] comes, I can talk
about it to him, and he can talk about it to me. But
you see that computer, they’ve got so long and they
have to check what day and what time, because
they are very busy at the hospital, so they only have
so much to tell you. But with [the diabetes educator], I can talk more, and he can tell me more if I
want to know something. I can ask him more.”
(P12)
The scheduling of joint appointments with the diabetes
educator, the endocrinologist, and the person with diabetes was important and was acknowledged as being
harder when they all have to be there physically at the
same time.
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Some participants did prefer face-to-face in-person
appointments rather than using video-conferencing.
They felt that the connection with their health care provider was only possible by being in the same room with
them. Others felt that in-person contact would be
important for serious consultations, for example, if they
were feeling very unwell or needed to have surgery,
which would require having conﬁdence in the person.
These situations would require physically meeting with
the health care provider.

you can just go beep and have a look and see the reading and say, ‘Jesus, that’s high’ or ‘That’s low,’ and
you’ve got it straight away. So, you can control that
straight off, which is good.” (P14)
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“But it was great to have [the endocrinologist] and
three-way. It was great because we could all intermingle with what we were talking about. It was better
than running into the hospital and out of the hospital
to hear one thing. And [the diabetes educator] might
not have been able to make it when I could make it.
So, it was really good that [the diabetes educator]
was there [and the endocrinologist] was there.” (P17)
Multifaceted Program Worked Well

“Yeah, it was all pretty good. Very informative. It’s
when it all comes together, then you start to understand what it’s all about.” (P11)
“I have much more of a regime about it. I think it’s a
consequence of that that I feel so much better.” (P36)
“I’m 1,000 times happier than what I was before.”
(P22)
Positive health outcomes also led participants to convey
a positive opinion about the intervention.
“What I think that has improved is, I know we’re talking about diabetes, but again, I tell you that this cholesterol has come down a lot, and I’m very happy
through this.” (P19)
“My tablets are reduced by more than 50 percent.”
(P11)

Participants also positively viewed the person-centered
model, which embedded technology to support diabetes
self-management. They reported feeling respected and
cared for as part of a team and that they had the ability
to self-manage. Establishing a human connection with
the diabetes team was important to participants and fundamental to their engagement in developing and implementing their diabetes management plans. Human
connection involves building trust and rapport and is
essential for sharing of information (51). Older people in
particular need the support of human connection to
actively participate in their health care (52). Self-management programs for people with type 2 diabetes that
have a primary focus of partnering with participants in
the self-care process are effective in improving A1C, diabetes knowledge, and self-care practices (15).
Person-centered care has been articulated as a multicomponent concept, in which a person’s needs are
placed at the heart of the system, the person is supported to make informed decisions, the relationship
between the practitioner and the person is a key focus,
there is a partnership approach, and that person’s experiences are valued (53). All of these components combine to promote a process of empowerment (53)
through which care delivery supports individuals in successfully achieving self-management of their chronic
condition(s), aided in this effort by appropriate
technologies (54).

Discussion
Participants positively perceived the OPTIMISE program as a whole. This project highlighted participants’
perceptions that the diabetes health care providers (i.e.,
diabetes educator and endocrinologist) had several crucial person-centered attributes and worked well as an
interprofessional team and that the program’s success
required tailored organizational supports. These supports allowed participants the time, access, and scheduling structure to develop the therapeutic relationship
necessary to support their diabetes self-care. Videoconferencing was viewed as a useful tool that allowed
participants to access trusted and supportive specialist
care in a convenient manner. Having the diabetes
educator present with participants during videoconferencing also enabled the diabetes educator to act
as a “boundary spanner” between participants and the
406

Participants in this study were very positive about both
the FGM and video-conferencing technologies. The
FGM use enabled a timely and understandable feedback
mechanism that, ﬁrst, increased their awareness of the
need for diabetes management improvement and,
second, allowed them to see the direct effect of selfmanagement changes on their glucose levels (55,56).
This process was a revelation for some. For others, they
could see that their glycemic levels were poor at night,
despite their A1C being at a near-optimal level. As in
other qualitative studies, all participants saw value in
this technology, and any technical issues when using
this technology were overlooked or downplayed in comparison with the perceived positives (57).
Video-conferencing was very convenient for participants, removing obstacles such as the inconvenience of
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Overall, participants thought that the elements of the
program worked well together and considered it in a
positive light.

diabetes specialist. Participants also positively perceived
the FGM technology, as it made the monitoring of their
diabetes management outcomes easier. Both technologies assisted the health care providers’ support of
participants.
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knowledgeable and providing useful information all contributed to a positive experience for the older people participating in the program. Providing technologies that
were convenient, accessible, and easy to use in addition
to the interaction and support provided by the health
care providers also aided participants in better managing
their diabetes. Operational supports such as allocating
the time to interact and scheduling joint appointments
also enabled improved self-care. Figure 3 depicts the
relationship among these different components.

Based on these ﬁndings, we propose that it is the relationship between the participant and the health care providers that shapes the experiences of older participants
and forms the basis for whether they perceive a program
positively. Having all team members on an equal footing
in the interactions, with the additional foundation of
health care providers having person-centered attributes
so that the interactions were respectful, considerate, and
courteous, as well as the health care providers being
Posive
percepon of
care

There were some limitations to this study. This project
involved older individuals from one region of a metropolitan city and cannot be generalized to the broader
population or to people in other geographical locations.
Furthermore, this study included very few participants
with culturally and linguistically diverse backgrounds,
and more work is needed to identify what such diverse
individuals may require to better support their diabetes
management. Finally, the study included one endocrinologist and one diabetes educator delivering the program to all participants. Results may differ when the
program is delivered by other health care providers.

Conclusion
This program’s person-centered model, which embedded technology to support diabetes self-management,
was viewed positively by older people with type 2
Enablers
• Technology
• Organizaonal supports

Knowledgeable and
useful advice

All team members on an
equal foong in the
relaonship

Health care providers
have key aributes
needed to build a
posive relaonship

FIGURE 3 Positive perceptions of care by older people with diabetes comes from health care providers having attributes necessary to
build a positive relationship and from being treated as equals in this relationship. Technology and organizational supports are additional enablers of positive perceptions of care.
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traveling to the hospital, parking, walking to the clinic,
and waiting for an appointment to start, which has also
been reported in other studies (58). The participants
considered that video-conferencing still facilitated
human contact by allowing them to see the specialist,
albeit remotely, and this helped establish positive
engagement, as did the positive attributes of the diabetes health care professionals. Some participants preferred the video interaction over in-person visits, as the
physical separation from the specialist made them feel
less threatened and more at ease to freely discuss their
nonideal behaviors; however, others preferred
in-person contact. A number of participants said that
they would strongly prefer an in-person appointment if
they felt seriously unwell. All appreciated having the
diabetes educator on hand to set up the Internet
connection and support them in person through the
appointment. Such connection with community
members has also been an issue in other studies (59).

FEATURE ARTICLE OPTIMISE Program: Perspectives of Participants

ACKNOWLEDGMENTS
The authors thank Toni Rice for signiﬁcant contributions to
the development of the full study protocol; Georgia Major
of the National Ageing Research Institute for contributing
to the coordination of administrative tasks, the writing of
reports, and study implementation, including undertaking
some of the interviews; Claudia Meyer, Georgina Johnstone, Angela Joe, Marissa Dickins, Maja Green, and Xanthe
Golenko of the Bolton Clarke Research Institute for their
input in shaping the article; and the participants for giving
us their valuable time to be a part of the study.
FUNDING
Funding support for this program was provided by the
RDNS Charitable Trust, H&L Hecht Trust, and an unrestricted grant from Sanoﬁ. These funding sources had no
role in the design of the protocol or its execution, the analysis and interpretation of data, or the decision to submit
the manuscript.
DUALITY OF INTEREST
No potential conﬂicts of interest relevant to this article
were reported.
AUTHOR CONTRIBUTIONS
R.O. and E.I.E. led the development of the protocol. R.O.
provided expertise in qualitative trial design. T.A., S.L.N.,
P.S., and J.Z. provided signiﬁcant input into project design
with respect to clinical knowledge, screening of participants, care delivery. and clinical management. R.A. and
P.S. contributed to project design clinical assessment
aspects. L.T. coordinated administrative tasks, report writing, and study implementation. R.O., T.A., and L.T. undertook analysis. All authors contributed to reﬁnement of the
study protocol and approved the ﬁnal manuscript. R.O. is
the guarantor of this work and, as such, had full access to
all the data in the study and take responsibility for the
integrity of the data and the accuracy of the data analysis.
408

REFERENCES
1. Australian Institute of Health and Welfare. Diabetes.
Available from https://www.aihw.gov.au/reports/
australias-health/diabetes. Accessed 22 December 2020
2. Australian Bureau of Statistics. National health survey:
ﬁrst results. Available from https://www.abs.gov.au/
AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?
OpenDocument. Accessed 30 October 2020
3. Australian Institute of Health and Welfare. Cardiovascular
disease, diabetes and chronic kidney disease: Australian
facts mortality 2014. Available from https://www.aihw.gov.
au/reports/heart-stroke-vascular-disease/cardiovasculardiabetes-chronic-kidney-mortality/contents/
table-of-contents. Accessed 15 November 2020
4. Australian Institute of Health and Welfare. Diabetes.
Available from https://www.aihw.gov.au/reports/diabetes/
diabetes/contents/how-many-australians-have-diabetes.
Accessed 10 November 2020
5. Zhang H, Rogers K, Sukkar L, et al.; EXTEND45 Steering
Committee. Prevalence, incidence and risk factors of
diabetes in Australian adults aged $45 years: a cohort
study using linked routinely-collected data. J Clin Transl
Endocrinol 2020;22:100240
€m M, Leksell J, Johansson UB,
6. Svedbo Engstro
€rnsdottir S. What is important for you? A qualitative
Gudbjo
interview study of living with diabetes and experiences of
diabetes care to establish a basis for a tailored patientreported outcome measure for the Swedish National
Diabetes Register. BMJ Open 2016;6:e010249
7. Gray A, Clarke P, Farmer A; United Kingdom Prospective
Diabetes Study (UKPDS) Group. Implementing intensive control of
blood glucose concentration and blood pressure in type 2
diabetes in England: cost analysis (UKPDS 63). BMJ 2002;325:860
8. Royal Australian College of General Practitioners.
Management of Type 2 Diabetes: A Handbook for General
Practice. East Melbourne, Victoria, Australia, Royal
Australian College of General Practitioners, 2020
9. American Diabetes Association. 12. Older adults:
Standards of Medical Care in Diabetes—2020. Diabetes Care
2020;43(Suppl. 1):S152–S162
10. LeRoith D, Biessels GJ, Braithwaite SS, et al.
Treatment of diabetes in older adults: an Endocrine
Society clinical practice guideline. J Clin Endocrinol Metab
2019;104:1520–1574
11. Hoogwerf BJ. Hypoglycemia in older patients. Clin
Geriatr Med 2020;36:395–406
12. Weir GC. Islet-cell biology in 2015: understanding
secretion, ageing and death in b cells. Nat Rev Endocrinol
2016;12:72–74
13. Chiang JI, Furler J, Mair F, et al. Associations between
multimorbidity and glycaemia (HbA1c) in people with type 2
diabetes: cross-sectional study in Australian general
practice. BMJ Open 2020;10:e039625
14. Sainsbury E, Shi Y, Flack J, Colagiuri S. Burden of
Diabetes in Australia: It’s Time for More Action: Preliminary
Report. Sydney, Australia, University of Sydney, 2018
C L IN IC A L .DIA B E T ES JOU R NA L S .OR G

Downloaded from http://diabetesjournals.org/clinical/article-pdf/39/4/397/627281/diaclincd200129.pdf by guest on 23 January 2022

diabetes. The person-centered attributes of the diabetes
care providers who were working as an interprofessional team, along with tailored organizational supports
and technologies, were essential to ensure that participants had a positive experience. Participants emphasized that the human connection they developed with
the team was key. Furthermore, the technologies incorporated into the program helped to increase their
awareness of the impact of the disease and track the
effect of behavioral and lifestyle changes on glycemic
levels. Thus, the OPTIMISE program was shown to be
safe and effective and well accepted by participants.
Future work should evaluate which outcomes are
important to older people when receiving professional
diabetes management support. It will also be important
to study this program in a larger cohort to determine its
feasibility and cost-effectiveness on a larger scale.

OGRIN ET AL.

15. Vas A, Devi ES, Vidyasagar S, et al. Effectiveness of selfmanagement programmes in diabetes management: a
systematic review. Int J Nurs Pract 2017;23:e12571
16. Warner G, Packer TL, Kervin E, Sibbald K, Audulv Å. A
systematic review examining whether community-based
self-management programs for older adults with chronic
conditions actively engage participants and teach them
patient-oriented self-management strategies. Patient Educ
Couns 2019;102:2162–2182
17. Pennbrant S, Berg A, Fohlin Johansson L. Self-care
experiences of older patients with diabetes mellitus: a
qualitative systematic literature review. Nord J Nurs Res
2019;40:64–72

19. Seah SJ, Zheng H, Lim RBT. Efﬁcacy of communitybased self-care interventions to improve biophysical,
psychosocial or behavioural outcomes among communitydwelling older adults with type 2 diabetes: a systematic
review and meta-analysis. Diabetes Res Clin Pract
2020;169:108411
20. Institute of Medicine. Crossing the Quality Chasm: A
New Health System for the 21st Century. Washington, D.C.,
Institute of Medicine, 2001
21. Delaney LJ. Patient-centred care as an approach to
improving health care in Australia. Collegian
2018;25:119–123
22. American Geriatrics Society Expert Panel on PersonCentered Care. Person-centered care: a deﬁnition and
essential elements. J Am Geriatr Soc 2016;64:15–18
23. Victoria State Government. Care for people with chronic
conditions guide and case studies. Available from https://www2.
health.vic.gov.au/about/publications/policiesandguidelines/
chronic-care-guide-and-case-studies#::text=Summary%
20The%20aim%20of%20the%20Care%20for%20people,provide
%20examples%20of%20good%20chronic%20care%20in%
20practice. Accessed 1 November 2020
24. King’s Fund. From vision to action: making patient-centred
care a reality. Available from https://www.kingsfund.org.uk/
publications/articles/vision-action-making-patient-centredcare-reality. Accessed 24 October 2020
25. Travaglia JF, Nugus P, Greenﬁeld D, Westbrook J,
Braithwaite J. Contested innovation: the diffusion of
interprofessionalism across a health system. Int J Qual
Health Care 2011;23:629–636
26. Braithwaite J, Westbrook JI, Foxwell AR, et al. An action
research protocol to strengthen system-wide interprofessional learning and practice [LP0775514]. BMC
Health Serv Res 2007;7:144 [LP0775514]
27. Greenwood DA, Gee PM, Fatkin KJ, Peeples M. A
systematic review of reviews evaluating technology-enabled
diabetes self-management education and support. J
Diabetes Sci Technol 2017;11:1015–1027
28. Klonoff DC. Telemedicine for diabetes: current and
future trends. J Diabetes Sci Technol 2015;10:3–5
VO L UM E 39 , N U MB E R 4, F A L L 20 21

30. Kim Y, Park J-E, Lee B-W, Jung C-H, Park D-A.
Comparative effectiveness of telemonitoring versus usual
care for type 2 diabetes: a systematic review and metaanalysis. J Telemed Telecare 2019;25:587–601
31. Guo Y, Albright D. The effectiveness of telehealth on
self-management for older adults with a chronic condition:
a comprehensive narrative review of the literature. J
Telemed Telecare 2018;24:392–403
32. Tong A, Sainsbury P, Craig J. Consolidated criteria for
reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health Care
2007;19:349–357
33. Ogrin R, Neoh S, Aylen T, et al. Older People With Type
2 Diabetes-Individualizing Management With a Specialized
(OPTIMISE) community team: protocol for a safety and
feasibility mixed methods study. JMIR Res Protoc
2019;8:e13986
34. Bailey T, Bode BW, Christiansen MP, Klaff LJ, Alva S.
The performance and usability of a factory-calibrated ﬂash
glucose monitoring system. Diabetes Technol Ther
2015;17:787–794
35. Latham GP, Locke EA. Self-regulation through goal
setting. Organ Behav Hum Decis Process 1991;50:212–247
36. Locke EA, Latham GP. Building a practically useful
theory of goal setting and task motivation: a 35-year
odyssey. Am Psychol 2002;57:705–717
37. Fredrix M, McSharry J, Flannery C, Dinneen S, Byrne M.
Goal-setting in diabetes self-management: a systematic
review and meta-analysis examining content and
effectiveness of goal-setting interventions. Psychol Health
2018;33:955–977
38. Australian Diabetes Educators Association. Guidelines
for the management and care of diabetes in the elderly.
Available from https://www.adea.com.au/wp-content/
uploads/2013/08/Elderly_full_version.pdf. Accessed 10
October 2020
39. Royal Australian College of General Practitioners; Diabetes
Australia. General practice management of type 2 diabetes:
2014–15. Available from https://www.trmc.net.au/pdf/
general-practice-management.pdf. Accessed 13 October 2020
40. Dunning T, Duggan N, Savage S. The McKellar guidelines
for managing older people with diabetes in residential and
other care settings. Available from https://outlineprint.com.
au/uploads/BH_Diabetes_Guidelines_e.pdf. Accessed 10
November 2020
41. Azungah T. Qualitative research: deductive and inductive
approaches to data analysis. Qualitative Research Journal
2018;18:383–400
42. Australian Bureau of Statistics. Socio-economic indexes
for Australia (SEIFA), 2016. Available from https://www.abs.
gov.au/ausstats/abs@.nsf/mf/2033.0.55.001. Accessed 15
October 2020
409

Downloaded from http://diabetesjournals.org/clinical/article-pdf/39/4/397/627281/diaclincd200129.pdf by guest on 23 January 2022

18. Saunders T. Type 2 diabetes self-management barriers
in older adults: an integrative review of the qualitative
literature. J Gerontol Nurs 2019;45:43–54

29. Lee SWH, Chan CKY, Chua SS, Chaiyakunapruk N.
Comparative effectiveness of telemedicine strategies on
type 2 diabetes management: a systematic review and
network meta-analysis. Sci Rep 2017;7:12680

FEATURE ARTICLE OPTIMISE Program: Perspectives of Participants
43. Sundararajan V, Henderson T, Perry C, Muggivan A,
Quan H, Ghali WA. New ICD-10 version of the Charlson
comorbidity index predicted in-hospital mortality. J Clin
Epidemiol 2004;57:1288–1294

52. Ogrin R, Meyer C, Appannah A, McMillan S, Browning C.
The inter-relationship of diversity principles for the
enhanced participation of older people in their care: a
qualitative study. Int J Equity Health 2020;19:16

44. Huntley AL, Johnson R, Purdy S, Valderas JM, Salisbury
C. Measures of multimorbidity and morbidity burden for use
in primary care and community settings: a systematic
review and guide. Ann Fam Med 2012;10:134–141

53. Pulvirenti M, McMillan J, Lawn S. Empowerment,
patient centred care and self-management. Health Expect
2014;17:303–310

45. Braun V, Clarke V. Using thematic analysis in
psychology. Qual Res Psychol 2006;3:77–101

47. International QSR. NVivo 11 for Windows. Available from
https://www.qsrinternational.com/nvivo-qualitative-dataanalysis-software/support-services/nvivo-downloads.
Accessed 5 July 2021
48. Lincoln Y, Guba E. Naturalistic Inquiry. Newbury Park,
CA, Sage, 1985
49. Dodgson JE. Reﬂexivity in qualitative research. J Hum
Lact 2019;35:220–222
50. Braun V, Clarke V. (Mis)conceptualising themes,
thematic analysis, and other problems with Fugard and
Potts’ (2015) sample-size tool for thematic analysis. Int J
Soc Res Methodol 2016;19:739–743
rarinsdo
ttir K, Kristja
nsson K. Patients’ perspectives
51. Tho
on person-centred participation in healthcare: a framework
analysis. Nurs Ethics 2014;21:129–147

410

55. Leelarathna L, Wilmot EG. Flash forward: a review of
ﬂash glucose monitoring. Diabet Med 2018;35:472–482
56. Gomez-Peralta F, Dunn T, Landuyt K, Xu Y, MerinoTorres JF. Flash glucose monitoring reduces glycemic
variability and hypoglycemia: real-world data from Spain.
BMJ Open Diabetes Res Care 2020;8:e001052
57. Gleeson A, Davies M, Roberts B, Nugent A. A qualitative
evaluation of patients’ perspectives of the FreeStyle Libre ﬂash
glucose monitor. British Journal of Diabetes 2019;19:105–109
58. Lee PA, Greenﬁeld G, Pappas Y. Patients’ perception of
using telehealth for type 2 diabetes management: a
phenomenological study. BMC Health Serv Res 2018;
18:549
59. Banbury A, Parkinson L, Nancarrow S, Dart J, Gray L,
Buckley J. Multi-site videoconferencing for home-based
education of older people with chronic conditions: the
Telehealth Literacy Project. J Telemed Telecare 2014;20:
353–359

C L IN IC A L .DIA B E T ES JOU R NA L S .OR G

Downloaded from http://diabetesjournals.org/clinical/article-pdf/39/4/397/627281/diaclincd200129.pdf by guest on 23 January 2022

46. Elliott R, Timulak L. Descriptive and interpretive
approaches to qualitative research. In A Handbook of Research
Methods for Clinical and Health Psychology. Miles J, Gilber P,
Eds. Oxford, U.K., Oxford University Press, 2005, p. 147–159

54. Risling T, Martinez J, Young J, Thorp-Froslie N.
Evaluating patient empowerment in association with ehealth
technology: scoping review. J Med Internet Res 2017;
19:e329

