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The increasing number of emerging adults with diabe-
tes (EAWD) being cared for in adult health care set-
tings requires a better understanding of the needs of
EAWD and their interactions with adult health care
providers (HCPs). This article describes findings from
interviews with endocrinologists and diabetes nurses
from a safety-net health care system to investigate
HCPs’ perspectives regarding influences on EAWD
self-management and HCP interactions with EAWD.
HCPs frequently perceived lower EAWD engagement
in diabetes management, which was complicated by
barriers such as the emotional burden of diabetes,
busy lives and multiple responsibilities, and limited
access to resources; however, HCPs valued the role
of information and communication at visits in tailoring
care for EAWD. Measures to tailor care should address
the psychosocial burden related to the life stage goals
and priorities of EAWD, identification of resources for
EAWD and HCPs, and further elucidation of effective
self-management guidance and communication strate-
gies to support EAWD in safety-net settings.

Emerging adulthood (18–30 years of age) is a develop-
mentally distinct period in life during which individuals
with diabetes may be learning to manage and cope with
diabetes while simultaneously transitioning from ado-
lescence to the independence and responsibilities of
adulthood, including navigating the tasks of identity
exploration, establishing gainful employment, and
forming adult relationships and family units (1). As the
prevalence of diabetes among adolescents and young
adults grows, adult diabetes care providers are seeing

an increasing number of younger patients with diabe-
tes, especially among minority youth (2). In recent
years, estimates have suggested an incidence of
452,000 per year for adults aged 18–44 years and
210,000 per year for youth <20 years (3,4).

Emerging adulthood offers opportunity for develop-
ment of lifelong habits promoting effective diabetes
self-management and early intervention to ameliorate
complications of diabetes. However, research suggests
that emerging adults with diabetes (EAWD) may have
needs and challenges that differ from those in other
age-groups (5–7). Moreover, although clinicians and
EAWD alike identify the importance of caring for EAWD
within the context of this life stage to improve diabetes
care and outcomes (8,9), specific diabetes management
considerations to ensure the quality and effectiveness of
care for EAWD have yet to be fully elucidated. For dis-
advantaged and minority EAWD, this dearth of knowl-
edge is even more pronounced (10–12).

Health care providers (HCPs) who care for EAWD play
an important role in diabetes management. The quality
of patient-HCP communication has been shown to
improve diabetes self-management, follow-up, and
health outcomes (10,13,14). Prior research findings
suggest that EAWD value these interactions as impor-
tant to their diabetes self-management (15,16) but may
desire a different approach to care at visits (6,13,17).
As key members of health care teams of EAWD, HCPs
offer valuable insight to optimize diabetes care specific
to the needs of these individuals. Moreover, HCPs’
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perspectives inform the care they provide to EAWD, and
understanding these perspectives may help to align the
goals of EAWD and HCPs and to improve communica-
tion between them.

However, few studies have examined perceptions of
HCPs in the adult health care system regarding their
interactions with EAWD (18,19), and, to the authors’
knowledge, no studies have specifically investigated
HCPs’ perceptions within safety-net care settings. The
purpose of this study was to explore perceptions of
HCPs working with EAWD in an outpatient safety-net
health care setting to gain insight into how the needs of
HCPs and EAWD can be better addressed to improve
diabetes care for EAWD. In particular, this study
focused on HCPs’ perceptions of factors influencing dia-
betes self-management of EAWD and HCP interactions
with EAWD during diabetes care visits.

Research Design and Methods

Study Design and Participant Recruitment

This qualitative study of HCPs was the first phase of a
larger sequential study to develop a diabetes visit intake
questionnaire designed to improve the care of EAWD at
visits within a safety-net setting based on HCP inter-
views and EAWD focus groups. All research activities
were approved by the Emory University Institutional
Review Board, and administrative approval was
obtained from the hospital system in which participants
were employed. HCPs were recruited via convenience
sampling from a diabetes care center in metropolitan
Atlanta, GA, that provides comprehensive diabetes care
in a safety-net health care system. This facility was
selected because HCPs see a large number of people
with diabetes and were likely to interact with EAWD at
a greater frequency. Endocrinologists, diabetes nurse
providers, and diabetes nurse educators providing out-
patient diabetes care to EAWD were invited to partici-
pate in the study, as their roles in this facility offered
the broadest perspective of EAWD. Endocrinologists
and nurse diabetes educators were recruited via e-mail
invitation. Nurse providers were recruited during a
group informational session. Target recruitment was
10–12 participants based on prior research regarding
sample sizes required to identify the majority of themes
in qualitative studies but allowing for flexibility in that
target number based on ongoing review of data for suf-
ficient redundancy, consideration of the study aims,
and a finite pool of HCPs within this single setting
(20,21).

Data Collection

A semistructured interview guide was developed to
assess HCPs’ perspectives on 1) factors influencing
diabetes self-management of EAWD based on a
simplified socioecological perspective of personal,
social, and environmental influences (22) and 2) visit
interactions with EAWD, including communication at
visits. Key topics guiding interviews are presented in
Supplementary Figure S1. Questions were adapted for
EAWD based on prior work by study author K.K.M. to
identify psychosocial factors relevant to patient care
and visit interaction among emerging adults in prena-
tal care (23). To ensure relevance to HCPs’ interac-
tions with EAWD, the interview guide was piloted with
an endocrinologist at the diabetes center and revised
with study team feedback. Interviews were conducted
between October 2019 and January 2020 on the hospi-
tal campus. All interviews were conducted by the same
individual on the research team. After written
informed consent was obtained, interviews were held
in person in participants’ private offices, audio-
recorded, and transcribed verbatim.

Data Analysis

Data analysis consisted of a six-step process of data
organization/preparation, initial review of data, coding,
description, representation, and interpretation (24).
Both deductive and inductive coding were used to ana-
lyze interviews (25). Data were transcribed, reviewed,
and imported into MAXQDA 2020 software (VERBI
Software, Berlin, Germany). After the initial review of
transcripts, conceptual categories broadly reflected by
interview questions were used to organize transcript
data for additional analysis. Multiple cycles of inductive
coding were used to identify themes within this concep-
tual framework and to allow for identification of addi-
tional themes regarding HCPs’ perceptions of their
interactions with EAWD. Coding was performed by
author R.A.W. Codes and coding strategies were then
presented to a second researcher (L.P.K.) for secondary
review. Strategies used to facilitate data analysis and
transparency included the use of memos and reflective
notetaking throughout data collection and analysis to
document observations and decision-making processes
and to assist with transcript coding. A codebook was
created to refine and organize codes. A record trail of
iterative concept mapping and tables was used to
identify, organize, and collapse codes throughout data
analysis (26).
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Results

Description of Participants

A total of 11 HCPs participated in interviews. Partici-
pants included five nurses providing care to a desig-
nated caseload of patients at the diabetes center, as
well as four endocrinologists caring for patients at the
center. The endocrinologists reported an average of
24 years (SD 17 years) in practice. Nurses reported
an average of 15 years (SD 13 years) in practice. Two
nurses serving as the hospital’s diabetes educators and
providing group outpatient diabetes education classes
and inpatient diabetes education also participated.
Interviews lasted a mean of 45 minutes (range
20–83 minutes).

Qualitative Findings

HCPs were asked about and described their perceptions
regarding factors influencing engagement of EAWD in
diabetes self-management behaviors. Using the socio-
ecological perspective, these influences were catego-
rized into intrapersonal, interpersonal, and structural
factors. Self-management influences are presented
briefly below and described further in Table 1, along
with exemplary quotes. HCP were also asked to describe
their interactions with EAWD at visits. HCPs’ descrip-
tions of these interactions included four major topics of
focus: engagement of EAWD in diabetes care, goals of
EAWD and HCPs at visits, visit productivity, and strate-
gies for engaging EAWD in diabetes management. Visit
interaction topics are presented in the narrative below.

Self-Management Influences of EAWD

HCPs identified a variety of intrapersonal, interper-
sonal, and structural factors perceived to influence the
self-management of EAWD. Intrapersonal influences
were subcategorized into Mental Health and Emotional
Burden and Perception of Risk as a Young Adult. Inter-
personal factors included Busy Lives and Multiple
Responsibilities and Social Norms and Activities of
EAWD. Structural factors included Access to Resources,
Technology, and Health Care “Adulting” and a New
Environment. Busy Lives and Multiple Responsibili-
ties—especially work (n = 11) and school (n = 7)—
and Access to Resources were the most frequently cited
influences on self-management for EAWD. HCPs’ obser-
vations also illustrated how intrapersonal, interper-
sonal, and structural barriers acted synergistically to
complicate diabetes self-management, particularly with
regard to the lack of access to appropriate resources
(e.g., healthy food options, tailored medications/

monitoring, and income) on intrapersonal and interper-
sonal barriers.

Visit Interactions

Engagement of EAWD in Diabetes Care
Engagement was an overriding theme among HCPs
when discussing their perceptions of EAWD. Most HCPs
(n = 9) felt that the level of engagement in diabetes
management often distinguished EAWD from older peo-
ple with diabetes. Diabetes clinic nurses, especially,
observed that EAWD may not be as engaged in manag-
ing diabetes during visits or in taking ownership for
self-management outside of visits. As one put it, “I feel
like my young adult patients are more in a hurry to get
in and out of here. I don’t know if it’s apathy or some-
times if they don’t understand how important it is. But I
feel like, sometimes, the older patients care a little bit
more. The younger patients are always on their phone
and give yes-and-no answers instead of big explan-
ations” (HCP #3).

Goals of EAWD and HCPs at Visits
Two themes were identified related to HCPs’ percep-
tions of goals for diabetes care visits. Those included
perceptions of goals of EAWD and progress and a sense
of accomplishment as a shared goal.

Perceptions of goals of EAWD. The majority of HCPs
(n = 10) believed that a goal of many EAWD was to get
in and out of the clinic quickly and return to their daily
activities. Most HCPs (n= 8) thought EAWD came for
visits primarily for supplies. As one said, “It’s not
uncommon that you don’t feel that you have really
touched them in [a way that will help them] . . .
improve diabetes control because they are just there
because they have an appointment. They just need the
insulin, the prescription, but they are not really prone
to listen to you, and you know that from the beginning”
(HCP #11).

Progress and a sense of accomplishment as a shared
goal. HCPs perceived that EAWD (n = 7) and HCPs
(n = 8) alike often desire progress in diabetes manage-
ment, which for HCPs included meeting A1C targets,
observing incremental progress toward those goals dur-
ing visits, or taking steps during visits to enable achiev-
ing progress. When discussing interactions at visits,
many HCPs (n = 5) indicated that both HCPs and
EAWD may feel frustrated by a lack of progress and
stagnation in managing diabetes at and between visits.

Several HCPs described how they managed visits to
ensure a sense of accomplishment for EAWD. For
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TABLE 1 HCPs’ Perceptions of Influences on Diabetes Self-Management Among EAWD

Self-Management Influence Description Exemplar Quotes

Intrapersonal

Mental Health and Emotional
Burden (n = 10)

Mental health and the emotional burden
and fatigue of living with diabetes on a
daily basis may serve as barriers to
diabetes self-management activities.

“You’re uncontrolled, and you go to the doctor,
and they say you have to do this and this, and
if you don’t have the means to implement that
plan, I think you probably get more depressed
and feel more helpless, like, ‘Oh I can’t do this.
They want me to do more. It’s just too much. I
can’t do it, so I won’t do anything’ . . . . So, I
think there is that apathy/diabetes distress.”
(HCP #7)

“From day one when I started work here, that
was something that I saw—that, if the mental
health is not being treated, then the diabetes is
never going to be treated until we get to the
mental health together.” (HCP #5)

Perception of Risk as a Young
Adult (n = 7)

EAWD often fail to perceive the health
risks associated with diabetes and the
importance of their behaviors in
decreasing risk.

“They haven’t seen any complications yet, so
they’re doubtful that it’s doing anything to them.
‘I feel fine, and everything is good.’” (HCP #5)

Interpersonal

Busy Lives and Multiple
Responsibilities (n = 11)

EAWD take on many roles and
responsibilities such as work, school,
and parenting, which may take priority
in their lives.

“It’s not just diabetes that they have going on in
their lives. So, sometimes, I feel like it takes the
back burner [to] everything else that goes on in
their life.” (HCP #3)

“It’s hard when you have little kids, and they
want a lot of fast food. And you’ve got a single
mom who is working. Fast food is easy, it’s
quick, and it feeds the family, but it’s not
necessarily a healthy thing.” (HCP #8)

Social Norms and Activities of
EAWD (n = 8)

The social activities and norms
associated with being a young
adult may interfere with diabetes self-
management.

“I think with the younger group, peer acceptance
is hard . . . sometimes to tell your friends that
you can’t go out and hang out and do the things
they’re doing . . . . They just wanted to forget
that they were diabetic for a little bit . . . . So, I
think it is really hard for the younger group to
tell their friends, their family, ‘I can’t do this, or I
have to stop because I have to go take my
insulin.’” (HCP #9)

Structural

Access to Resources (n = 11) EAWD may have limited access to
resources such as medications, healthy
food, stable housing, income, and
insurance that would allow for better
diabetes self-management.

“They get tired of sticking their finger.
Unfortunately, . . . [a continuous glucose
monitoring (CGM) system is] just unaffordable
for so many people, but I think compliance
would be so much better if some of the tools for
diabetes were less expensive. But that’s a whole
other issue. If everybody could get [a CGM
system] and check their blood sugar without
sticking their finger, or if it was just more
affordable, I think they would do it all the time.
[A] patient I had just yesterday who wanted
pens . . . said, ‘I’ll take it if I can get a pen.’”
(HCP #8)

Continued on p. 94 »
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example, calling EAWD before appointments allowed
nurses to adjust visits for maximum productivity. One
HCP said, “I may tell them, ‘Let’s reschedule that
appointment to a later time when you’ve had a chance
to take your medicines and get things a little in control
before you come back so [you] won’t be frustrated that
you left here 2 weeks ago with a 400 [mg/dL] blood
sugar, you still haven’t picked up your medicines, and
when you come in 4 weeks, it’s still going to be 400
[mg/dL]. So, you won’t be frustrated, [and] I won’t be
frustrated’” (HCP #1).

Visit Productivity
HCPs described visit productivity related to three
themes. Two themes were related to the level of
engagement of EAWD at visits: showing up matters and
showing up is not enough. A third theme related to visit

productivity was that relationships and understanding
matter.

Showing up matters. Several HCPs (n = 6) com-
mented on the importance and significance of EAWD
attending appointments, acknowledging that showing
up is often more difficult and requires additional moti-
vation and organization, especially given the social
roles and responsibilities of EAWD. One HCP observed,
“I believe the younger adults miss more appointments
than the older adults. What happens if your kids are
sick or you have so many things going on?” (HCP #11).
However, when EAWD show up, HCPs can tailor man-
agement and help them navigate the health care sys-
tem. One HCP said, “It’s the first step. You have the
resources. [Now you are not only] . . . just going by
symptoms of how you feel, but now we have numbers

« Continued from p. 93

TABLE 1 HCPs’ Perceptions of Influences on Diabetes Self-Management Among EAWD (Continued)

Self-Management Influence Description Exemplar Quotes

“The bulk of the younger folks have non-office
jobs [and are] frequently, almost always, without
insurance.” (HCP #6)

“People want to have income. They want to have
stability. You have to have those things before
you can take care of diabetes adequately . . . .
Education, people really want to pursue it, . . .
but it is not always feasible given financial and
social constraints.” (HCP #10)

Technology (n = 9) EAWD often have greater interest in
and knowledge of technology such as
smartphones and diabetes management
technologies, which may be helpful for
self-management, but which is
sometimes seen as a distraction at
visits.

“They are very interested, the younger adults, in
how to treat diabetes with technology, the use of
CGM . . . . I think younger adults are more
prone to [interest in] technology compared to
the older adults.” (HCP #11)

“When they come in, they have their cell phone
in their hand. I’m asking them [for] information.
. . . They’ll look up [then] go back to their cell
phone . . . . [They] may have to take a call in
the visit. That’s what I get a lot.” (HCP #2)

Health Care “Adulting” and a
New Environment (n = 5)

EAWD may lack understanding of how
to navigate the adult health care
system.

“Some of the responsibilities . . . . I think older
patients understand things about how the
systems work: insurance, Medicare, Medicaid,
those type of things. How to acquire things:
money, finances, that type of thing. [With a] lot
of our younger patients, I’m not sure they have a
great understanding of . . . practical aspects of
how medical care would work, and I think that’s
a difference, because it does impact things.
Having the ability to know what you could get,
so, if you could qualify for insurance [or] if you
could qualify for aid, and having that thought in
your mind . . . . Adults are faced with that on a
daily basis.” (HCP #10)
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because we are watching your A1C [and] we are look-
ing at your blood sugars. The doctors might draw more
labs. So, you are just getting a little bit better care”
(HCP #9).

Showing up is not enough. Nevertheless, HCPs also
believed that showing up was not enough to maximize
diabetes care visits. They described visits as a necessary
opportunity for engaging EAWD in assessment for both
medical decision-making and guidance.

Need for hard data from EAWD. For all HCPs, assess-
ment data (whether from the laboratory, from a blood
glucose meter, or self-reported by the EAWD) allowed
HCPs to make informed medical decisions and to
engage in problem-solving around self-management.
All nurses observed that EAWD may not bring their
meter and blood glucose logs. As one put it, “They may
come in with no numbers to show me, and then they’d
tell me about the times when they’re experiencing
things. But if you don’t have anything to show us, then
the doctor doesn’t have . . . an accurate way to adjust
your medications. So, I kind of feel like sometimes it’s
not pointless, but it’s not good that you don’t come in
with any information for us, because how can we help
you if you’re not keeping the record of your numbers?”
(HCP #3).

Need for active engagement from EAWD. For the
majority of HCPs (n = 9), the difference between pro-
ductive and less productive visits depended on the
engagement of EAWD at the visits. Productive visits
were frequently defined by the level of engagement, in
addition to a sense of progress. Less productive visits
with EAWD were all defined by a lack of active engage-
ment. Active engagement included EAWD actively proc-
essing information and actively participating in
conversations. As one HCP described, “I like it when I
feel like I am not just talking at them but that they are
actually involved in it, and they are playing it back and
figuring out ways . . . they are going to balance it all out
in their day-to-day life” (HCP #9). Even active resis-
tance to change during a visit was appreciated over
nonengagement. One HCP said, “I think when patients
are like, ‘Okay, all right. Okay, fine.’ Like, you tell them
whatever, and they don’t want to talk. I’m okay even
with arguing because that means you are somewhat
engaged. I think a bad visit is when [I hear], ‘All right,
okay,’ [and] nothing [else]” (HCP #7).

HCPs (n= 8) often observed that EAWD did not volun-
tarily share information, although HCPs described the

importance of querying EAWD for information to iden-
tify barriers, and particularly those related to problems
with glycemic control (n = 9). As one HCP put it, “I
need feedback in order to tell them what to do moving
forward, how to make changes, how to improve. With-
out knowing where they stand, it’s kind of hard to help
them improve the situation” (HCP #4). The more accu-
rate and granular the information provided, the more
confident the HCPs felt in being able to provide useful
guidance.

Relationships and understanding matter. HCPs
(n = 9) described the value of building a therapeutic
relationship with EAWD. Listening to and hearing
EAWD were described as vital to addressing the anxi-
eties, frustrations, and fears these patients may bring to
visits. A therapeutic relationship meant understanding
the individual’s past experiences, present situation, and
goals. Many expressed empathy for the challenges of
living with diabetes as a young adult and acknowledged
the importance of validation and understanding. As
one noted, “It’s an interesting thing because sometimes
you want to scold them, [and] sometimes you want to
hug them and make them understand that, ‘Okay. I feel
you. I know what you’re going through’” (HCP #5).
Several HCPs (n = 6) observed that EAWD often fear
judgment and needed their HCP to provide nonjudg-
mental care.

HCPs also noted that continuity (i.e., an ongoing rela-
tionship) with an HCP furthers the relationship and
allows HCPs to better individualize care, motivate
EAWD, and make interactions more productive. One
said, “And I think that really does help if you [the
patient] are not retelling the story every single time; I
think that’s part of breaking that barrier because you
have to repeat yourself every time. It’s frustrating. You
don’t feel like you are getting anywhere” (HCP #10).
Diabetes center staff had started making phone calls
between visits, and one HCP reflected positively on this
outreach, saying, “It’s really been helping. They are very
thankful, grateful, that you did call them. They are
appreciative. [They say], ‘Oh, well thank you for calling
me [and] checking up on me’” (HCP #1).

Strategies for Engaging EAWD in Diabetes Management
In describing their interactions with EAWD and infor-
mation exchange during visits, all HCPs reflected on
their role beyond the performance of standard visit pro-
cedures, and especially their role as a facilitator of self-
management for EAWD. Several different approaches
were identified in HCPs’ descriptions of visits with
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EAWD. Table 2 summarizes different strategies they
described for engaging EAWD in self-management and
presents exemplar quotes representing the use of these
strategies. Although most HCPs had distinct overall
styles for approaching self-management guidance, most
described using a combination of strategies in their
interactions with EAWD.

Discussion

In this exploration of the HCPs’ perceptions of caring
for EAWD within a safety-net health care setting, HCPs
observed that engagement in diabetes self-management
often represented a distinguishing difference between
EAWD and older people with diabetes. Emotional bur-
den, multiple responsibilities such as work and school,
limited access to resources, and challenges in adapting
to an adult health care setting were identified as fre-
quent barriers to self-management for EAWD. HCPs
also viewed diabetes care visits with EAWD as an oppor-
tunity to improve their diabetes management through
the use of strategies to identify and address barriers to
self-management. Yet, HCPs acknowledged the need for
active engagement on the part of EAWD and for cultiva-
tion of the patient-HCP relationship to provide the most
appropriate care for EAWD during visits.

In a multilevel framework for engagement, patient
engagement has been defined as “patients, families,
their representatives, and health professionals working
in active partnership at various levels across the health
care system . . . to improve health and health care”
(27). In this study, HCPs described engagement at the
patient level in terms of EAWD participating in diabetes
care activities and in information processing and
exchange at visits with a view that these actions facili-
tate diabetes care and health outcomes. Evidence that
EAWD may not be as engaged in daily diabetes self-
management tasks or in regular clinic attendance for
routine diabetes care has been presented in surveys of
EAWD but not necessarily corroborated by HCPs them-
selves (7,28). This study suggests that HCPs in a safety-
net setting also perceive lack of engagement as a chal-
lenge especially pertinent to EAWD.

Yet, importantly, when describing self-management
influences, HCPs observed that lack of active engage-
ment may not be an entirely personal decision for
EAWD, who may be confronting many social and struc-
tural factors that hinder engagement at and between
visits. Every HCP in this study acknowledged the
broader context of both interpersonal barriers such as
balancing work and family and structural barriers such

as a lack of insurance, limited finances, or difficulty nav-
igating the complex health care system in which self-
management occurred. In a study of younger, lower-
income women with gestational diabetes (29), HCPs
observed that patients’ inability to effect change given
these barriers may lead to further disengagement in
care, a reflection echoed by the HCPs in this study.
Moreover, the perceptions of HCPs in this study align in
many respects with the views of EAWD; they, too, have
described how diabetes fatigue and burnout, lack of
time, and multiple responsibilities hinder diabetes self-
management (16,17,30). This concordance indicates
that HCPs and EAWD have some degree of shared per-
ception that reflects an interdependent socioecological
context of intrapersonal, social, and structural barriers
to engagement in care.

Despite revealing a shared understanding of several
barriers to self-management, the study findings suggest
that, although HCPs recognize the roles of effective
communication and a strong patient-provider relation-
ship in diabetes management for EAWD, these condi-
tions may not always be optimal. HCPs reported relying
on information collected from EAWD to optimize care.
They needed contextualized and open communication
but reported not always being fully informed of perti-
nent life context issues of EAWD. HCPs here and else-
where have reported that patients may not always share
information, either unintentionally or deliberately,
because of a fear of being judged (29,31).

For EAWD, too, a positive and trusting relationship with
their HCP and continuity of care are important, yet they
describe challenges engaging in open discussion with
HCPs (13,15,17,32). For example, a desire among
EAWD to prioritize certain topics during their limited
clinic time may be an influencing factor in information
exchange (17). In a study of uninsured EAWD, despite
EAWD having a high number of psychosocial stressors,
HCPs were unaware of many of these stressors (33).
Better assessment and communication strategies may
therefore be needed to provide appropriate care to
EAWD, especially within safety-net settings.

With regard to self-management guidance during com-
munication at diabetes visits, some research indicates
that HCPs regularly offer such guidance as a component
of diabetes care, although the extent to which this
occurs may vary (34). In this study, HCPs frequently
described their role in encouraging EAWD in diabetes
self-management and gave additional insight into strat-
egies they used to engage EAWD. HCPs detailed offer-
ing not just informational support but also affective and
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TABLE 2 Strategies HCPs Reported Using to Engage EAWD in Diabetes Self-Management

Strategy Description Example

Education/reinforcing
education (n = 7)

Providing core diabetes education and/or
reiterating diabetes management basics for
self-management

“We normally tell them about goals as far as
getting your A1C down below 7[%], exercising
throughout the week, making sure your eyes
are [examined] once a year, and then taking
your medications.” (HCP #3)

Emphasizing why (n = 7) Explaining the connections between
a person’s self-management behaviors and
health outcomes

“I hear so much of, ‘Oh, I don’t check my
sugar. I’m tired of sticking my finger.’ And, ‘I
can tell’—so many times—‘I can tell when my
sugar is up.’ It’s like, ‘Well how can you tell
how high it is or how low it is?’ ‘Well, I can’t
really tell that, but I can tell if it is high.’ So,
it’s like that. We talk about that and why it’s
important to actually know the exact number
and not just go by feelings and symptoms.”
(HCP #8)

Problem-solving barriers
(n = 10)

Identifying specific barriers to self-
management and helping a patient identify
specific actions to overcome these barriers

“A lot of times, they do have a clue or know
what it is, but they haven’t really, themselves,
made the logical steps to fix it. [One patient]
said when he works on the ladder, he just
doesn’t take his insulin. ‘Well, okay, you
don’t have to not take it. Why don’t you just
take half as much?’ So, you problem-solve
those kinds of things.” (HCP #6)

Reframing (n = 8) Reframing a patient’s affective or cognitive
perception of diabetes self-management (e.g.,
making the task seem doable and normalizing
diabetes self-management within life goals/
activities)

“Typically, the way I approach the really hard
ones is, ‘Just do one thing.’ . . . . If I
approach them saying, ‘If you just do this,
just do this one thing,’ they are like, ‘That’s
manageable. I can do it.’” (HCP #7)

‘What I encourage them to do is to make it
unique to [themselves]. ‘This is something
that you have, and it is different, and it can
be complicated, but it doesn’t have to be if
you go ahead and do what you need to do.
So, you’re unique. So, make the disease
and the way you handle it unique. You’re
a football player. You are a basketball
player . . . . You are doing what you need to
do in order to be able to stay on the team.
So, use that as your motivator to take your
medicine, eat right, and eat carbs . . . .
Diabetes is no longer a disease that is like
a monster in the closet that’s going to
devour you.’” (HCP #5)

Navigating care (n = 5) Helping a patient navigate the health care
system through education or linkage to
resources

“A lot of times, I will tell them when we are
doing—even with the insulins—when we are
ordering it, I say, ‘If [you] want, make sure
when the pharmacy tells you [that] your
insurance won’t pay for this medication, you
need to call your insurance to see what they
will pay for, and then call me back, and then
we can send the correct drug [order] to the
pharmacy.’” (HCP #1)
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cognitive support (through reframing and problem-solv-
ing strategies). Given the relationship of adaptive cop-
ing skills and outcomes in EAWD and the call for HCPs
to work with EAWD to identify more individualized,
short-term motivators for realistic self-management
practices, these communication strategies may be par-
ticularly appropriate (35–37). Moreover, affective strat-
egies such as reframing diabetes self-management may
be useful given that EAWD report the need for encour-
agement from HCPs and experience a high psychosocial
burden associated with diabetes (7,9). Problem-solving
and adaptive coping skills have also been associated
with better diabetes outcomes among EAWD, a popula-
tion that may still be maturing with regard to executive
function skills (35,38,39). Further investigation of these
various communication strategies could be instructional
in guiding both individual HCPs and multidisciplinary
teams in caring for EAWD.

With respect to visit goals, HCPs expressed that both
they and their patients who are EAWD desire progress.
However, EAWD and HCPs may conceive different defi-
nitions of progress, which require alignment. For exam-
ple, HCPs often evaluate progress based on biometric
outcomes and recommend tighter glycemic manage-
ment for younger adults, with an understanding that
this goal can prevent complications later. In contrast,
EAWD report a need and desire to evaluate progress
based on more individualized goals and nonnumerical
standards adapted to their life situation (17). Proposed
shifts from more paternalistic approaches to working
alliances with patients may be a more effective
approach to bridging such differences in perspective
and facilitating care for EAWD (40). Moreover, “person-
centered care” has been distinguished from “patient-
centered care” in that person-centered care recognizes
individual goals of a meaningful life beyond the metrics
of functional living (41). Although patient-centered
care is now recognized as integral to diabetes care prac-
tices that include medication selection, glycemic tar-
gets, and diabetes education (8,42–44), for EAWD
especially, an expanded conceptualization of person-
centered may be particularly salient, and whole-person
approaches such as life coaching may be useful in facili-
tating such care (45).

HCPs’ recognition of the complex interactions between
unmet resource needs and life challenges of EAWD
within this study further reflects that facilitation of care
may also depend on resources and system structures
available to EAWD and HCPs, particularly for EAWD in
safety-net care settings. Even interventions specifically

designed for socioeconomically disadvantaged EAWD
may underestimate the role of resource barriers to dia-
betes self-management (46). Given some of these chal-
lenges, an adaptive, multilevel, multifaceted approach
may improve diabetes management and engagement on
the part of EAWD. For example, flexible appointment
times offered within a short-term time frame and virtual
or telephone contact between visits could better adapt
to the busy, more rigid, and less predictable work/life
schedules of EAWD and help to ensure continuity of
care. EAWD may also require additional support sys-
tems for navigating unfamiliar health care systems and
accessing resources. For socioeconomically disadvan-
taged EAWD, these support systems may be even more
crucial (47).

Although this study offers a better understanding of the
views of HCPs working in a safety-net care facility
regarding their patients who are EAWD, the findings
may not represent the views and experiences of all dia-
betes HCPs. Interviews were limited to available partici-
pants within one facility, and additional interviews may
have led to expansion and refinement of study findings.

Although prior literature suggests that the views of
these HCPs are similar in some respects to the views of
EAWD regarding self-management challenges, these
views represent only a partial perspective on diabetes
management by EAWD and require follow-up in other
settings and among other stakeholders interacting with
EAWD in safety-net settings, as well as EAWD them-
selves, who may have different responses and insights
into the same issues. Other providers with key roles in
diabetes care such as dietitians, pharmacists, and social
workers were not included in this study and may offer
additional insight.

These findings were limited to self-report, and HCPs’
views may be influenced by particularly salient encoun-
ters with EAWD. Observation of encounters between
EAWD and HCPs may be useful to confirm and elabo-
rate on the nature of HCPs’ interactions with EAWD,
especially in comparison with HCPs’ interactions with
older adults with diabetes. Additionally, although this
study did identify social and structural determinants of
self-management that serve as facilitators (e.g., technol-
ogy) and barriers (e.g., limited access to resources and
difficulty navigating health care systems), the study was
exploratory and focused especially on interpersonal
communication at visits. A systematic investigation
focused on social and structural determinants of self-
management would provide a more detailed
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understanding of these barriers, particularly given the
patient population under study.

Conclusion

HCPs caring for EAWD in adult care safety-net settings
offer insight into the needs of EAWD within such set-
tings. HCPs in this study observed that many intraper-
sonal, interpersonal, and structural barriers affect self-
management for EAWD, including their roles, priorities,
and resource limitations. HCPs value communication
with their patients who are EAWD, particularly because
it allows for better decision-making regarding care of
and the provision of self-management guidance to these
patients. Diabetes requires a large degree of patient
engagement, and HCPs acknowledge that engagement
for EAWD is often challenging. However, interventions
tailored to the self-management barriers of EAWD and
interventions that facilitate improved communication
between EAWD and HCPs at visits may offer an oppor-
tunity to optimize diabetes management during this life
stage and to positively affect health care behaviors and
quality of life beyond young adulthood.
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