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Abstract

Aim: The purpose of this study was to explore how patients with diabetes and multimorbidity
experience self-management support by general practitioners (GPs), nurses and medical
secretaries in Norwegian general practice. Background: Self-management support is recognised
as an important strategy to improve the autonomy and well-being of patients with long-term
conditions. Collaborating healthcare professionals (cHCPs), such as nurses and medical secre-
taries, may have an important role in the provision of self-management support. No previous
study has explored how patients with diabetes andmultimorbidity experience self-management
support provided by cHCPs in general practice in Norway. Methods: Semi-structured inter-
views with 11 patients with type 1 diabetes mellitus (T1DM) or type 2 diabetes mellitus (T2DM)
with one or more additional long-term condition were performed during February–May 2017.
Findings: Patients experienced cHCPs as particularly attentive towards the psychological and
emotional aspects of living with diabetes. Compared to GPs, whose appointments were
experienced as stressful, patients found cHCPs more approachable and more likely to address
patients’ questions and worries. In this sense, cHCPs complemented GP-led diabetes care.
However, neither cHCPs nor GPs were perceived to involve patients’ in clinical decisions or
goal setting during consultations.

Introduction

Self-management support is recognised as an important approach to improve the autonomy and
well-being of patients with long-term conditions (Bodenheimer et al., 2002; Powers et al., 2016).
Long-term conditions or chronic diseases, such as diabetes, chronic obstructive pulmonary dis-
ease and cardiovascular diseases, are conditions for which there is currently no cure, they are of
long duration and generally slow progression and managed with drugs, lifestyle intervention
and other treatment (2012). For healthcare professionals (HCPs), this entails not only providing
clinical care but also helping patients develop their inherent capacity and knowledge to be
responsible for their own health and well-being (Lorig and Holman, 2003; Funnell and
Anderson, 2004; Coulter et al., 2015).

When studying the value of self-management support in patients with long-term conditions,
diabetes type 1 and diabetes type 2 are common reference diseases (Piette and Kerr, 2006; Thille
et al., 2014; Beck et al., 2017). (Onward, the term ‘diabetes’ refers to both types of diabetes unless
otherwise stated.) Previous diabetes self-management interventions have shown that self-
management support is associated with improvement in glucose control and cardiovascular
outcomes (Deakin et al., 2006; Sinclair et al., 2013, Chrvala et al., 2016) and reductions in foot
ulcerations, infections and amputations (Worswick et al., 2013). In patients with type 2 diabetes
mellitus (T2DM), attending a structured diabetes education programme has been associated
with a reduction in all-cause mortality by 44%, first cardiovascular episode by 20% and stroke
by 30% (Wong et al., 2015). The psychosocial burden of diabetes is significant and can affect self-
management behaviours and outcomes of care (Nicolucci et al., 2013). Indeed, nearly 50% of all
people with diabetes report elevated levels of diabetes-specific emotional distress, interfering
with their self-management capacity (Gomersall et al., 2011; Nicolucci et al., 2013; Liddy
et al., 2014; Powers et al., 2016; Young-Hyman et al., 2016). However, research suggests that
the more patients with diabetes perceive themselves as self-managed and autonomously
able to control their lives with diabetes, the more satisfied and the less distressed they feel
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(Ryan and Deci, 2000; Williams et al., 2005; Steinsbekk et al., 2012;
Brunisholz et al., 2014, Weaver et al., 2014; Mohn et al., 2015;
Koponen et al., 2017).

Long-term conditions are responsible for the most deaths and
illnesses internationally and in Norway (2018b; 2018c). Norwegian
guidelines for diabetes care emphasise the importance of discus-
sing self-management capacity and setting realistic and personal-
ised treatment goals (2016b). However, some researchers have
problematised a lack of psychological support in Norwegian dia-
betes care (Haug J, 2017) and noted that GPs’ underlying frame
of reference is primarily disease oriented, which may hamper
the implementation of interventions that target patients’ general
health and well-being (Bossy et al., 2019). Within the primary care
context, nurse-led care can optimise patients’ self-management
skills (Coates, 2017;Massimi et al., 2017). However, organisational,
financial and cultural constraints may imply that nurses are unable
to fulfil this role today. To our knowledge, no previous study has
explored how patients with diabetes and multimorbidity experi-
ence self-management support provided by nurses or medical sec-
retaries alongside GPs in general practice in Norway.

Our analysis of patients’ experiences was guided by self-
determination theory, developed by Ryan and Deci (2000).
Self-determination theory is a relevant framework when exploring
practices of self-management support and the facilitators and
barriers for patient engagement in self-management (Kosmala-
Anderson et al., 2010). Of particular relevance, self-determination
theory outlines three primary psychological needs that must be
satisfied to motivate long-term health maintenance behaviour:
the need for competence (feeling personally capable and confident),
the need for autonomy (behaviour must be self-authored and
in accordance with the patient’s abiding values) and the need for
relatedness (feeling connected, understood and cared for by impor-
tant others) (Ryan and Deci, 2000; Ng et al., 2012).

Given the increasing number of patients with long-term condi-
tions in need of improving their self-care capacity, this study
sought to fill a gap in the research literature by posing the following
research question: How do patients with diabetes and multi-
morbidity experience self-management support provided by collabo-
rating healthcare professionals (cHCPs) and GPs?

Material and methods

Design

This qualitative study applied semi-structured interviews to gain
insight into patient experiences of self-management support in a
general practice setting in Norway.

Setting, participant characteristics and recruitment

Previous studies have shown that supporting autonomous motiva-
tionmay improve self-management in patients with type 1 diabetes
mellitus (T1DM) and T2DM (Williams et al., 1998; Julien et al.,
2009; Mohn et al., 2015). Diabetes type does not seem to account
for variance in patients’ perceptions of autonomy support
(Williams et al., 1998). On this background, the present study
explored experiences of self-management support in both types
of diabetes. Facilitating representativeness of the common patient
with diabetes seen in general practice, our strategic sample
included patients with multimorbidity, defined as the coexistence
of two or more long-term conditions in the same individual (World
Health Organization, 2016). A list of participant comorbidities can be
found in online Supplementary Appendix I. More precisely, our

recruitment criteria included participants aged 75 years and younger,
having T1DM or T2DM for more than 2 years, having one or more
long-term condition in addition to diabetes, had attended the same
general practice for his or her diabetes, seen by the same GP and
cHCP for more than 2 years and being able to conduct the interview
in Norwegian, Swedish, Danish or English.

In line with these criteria, 11 patients with diabetes (4 with
T1DM, 7 with T2DM)were recruited from 4 general practices, rep-
resenting rural and urban areas of eastern, western and southern
parts of Norway. These practices were purposively sampled, that
is, intentionally selected based on their ability to elucidate on
the specific concepts this study was set out to explore (Palinkas
et al., 2015). The practices were approached by phone, and the first
author provided written information describing the study purpose
and aims by e-mail. This information also included participant
consent forms. Staff at each practice (mostly GPs) were responsible
for recruiting participants who fulfilled the inclusion criteria and
providing them with information about the study and interview
scheduling. The GPs were free to select participants from their
patient lists who they thought could give exhaustive descriptions
about their experiences of diabetes care and self-management sup-
port. The first author interviewed participants. The interviews were
tape recorded and transcribed by the first author who continued
sampling until saturation of data was reached. This means that
in the last interviews, themes discovered during data collection
and analysis of previous interviews were confirmed and no new
information appeared related to our research questions (Braun
and Clarke, 2006).

In the present study, a diabetes specialist nurse (in two of the
practices), nurse (in one of the practices) or medical secretary1

(in two of the practices) provided routine diabetes controls inde-
pendently. As such, these cHCPs worked in parallel with the GPs,
who were only consulted when needed. All cHCPs reported to have
training in diabetes care and in patient-centred or motivational
communication skills (cHCPs’ experiences of team-based diabetes
care from the same practices are reported in another publication;
Sørensen et al., 2020). Table 1 shows the total number of GPs in the
included practices, whether they were urban or rural and whether a
nurse or a medical secretary was involved in the provision of dia-
betes care.

Table 1. Included practices characteristics

Practice
number

Included
participants

Number of
GPs in
practice

Rural/
Urban* Nurse/medical secretary

Pr1 1 5 Rural Diabetes specialist nurse

Pr2 2 7 Urban Medical secretary

Pr3 3 6 Urban Medical secretary

Pr4 5 4 Rural Diabetes specialist nurse

*Rural: city or town with a population <20 000 inhabitants; urban: city with >20 000
inhabitants.

1In Norway, ‘Medical Secretary’ is a protected professional title achieved through 3-year
high school education focusing on health promotion, communication, collaboration and
lab work. The medical secretaries in the included practices had received additional training
in diabetes care.

2 Monica Sørensen et al.
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Data collection

An interview guide was developed to ensure consistency in topics
raised during each interview. The guide focused on what patients
experienced as important when seeking healthcare in order to self-
manage their disease, what patients perceived as different between
GP-led care and care led by cHCPs, if they felt involved in care
decisions and if they perceived to have the knowledge and skills
necessary to care for their diabetes (please refer to online
Supplementary Appendix II for a detailed interview guide).
Interviews at each general practice were conducted individually
in a private consultation room by the first author and lasted
between 14 and 46 min (a mean of 25 min). One of the participants
requested being interviewed at home.

The characteristics of the interviewees are summarised in
Table 2.

Data processing and analysis

Interviews were audiotaped, transcribed verbatim and analysed
thematically, using Braun and Clarke’s methodology (Braun and
Clarke, 2006). All interviews were conducted by the same
researcher (MS), who is a non-clinical PhD candidate in health sci-
ence with previous experience in health coaching and interviewing
in research settings. The last author has extensive experience in
thematic analysis of qualitative data. Transcripts were read and
re-read by two of the authors (MS and LGH), and initial codes were
developed by identifying and grouping meaning units of text based
on their relevance to the research questions using NVivo® software.
The selection of meaning units and identification of patterns in
participant experiences and preferences were deductive in that
our theoretical framework guided the coding process (Braun
and Clarke, 2006). Inspired by self-determination theory, develop-
ing codes entailed systematically searching for meaning units that
represented patients’ needs for competence, autonomy and relat-
edness. Two of the authors (MS and LGH) compared and con-
trasted related codes and developed an initial coding tree (see

Figure 1 for an example of the coding three). Themes were then
described and interpreted to explicate connections, contradictions
and alternative meanings. All authors then discussed preliminary
sub-themes and themes to enhance the credibility of the findings
(Jennifer and Eimear, 2006).

Ethical considerations

Ethical approval of the project outline was assessed by the regional
ethics committee and not deemed necessary (ref. nb.: 2018/482D).
The Norwegian Directorate of Health’s Data Protection Officer
was responsible for data handling according to internal ethical
standards (archive number 16/2885-10). At the outset of each
interview, the first author reiterated the participant’s right to with-
draw from the study at any time without any detriment to the treat-
ment process and emphasised that data from the interviews would
be treated confidentially. Each participant gave informed consent
for the interview to be audiotaped and transcribed.

Results

Our analysis identified four themes: ‘cHCPs provide diabetes spe-
cific competence and personalised care’, ‘A desire to be heard’,
‘Perceived inadequate shared decision-making in T2DM’ and
‘Patient autonomy in T1DM’.

cHCPs provide diabetes-specific competence and
personalised care

Patients had a long experience living with diabetes (a mean disease
duration of 21 years) and a long-lasting relationship with the gen-
eral practice staff (6 years on average). They were particularly sat-
isfied with cHCPs’ extended consultation time (30–60 min, varying
between practices), their specific competence in diabetes and their
amiability, which may have led to the establishment of personal
relationships. Some patients noted that diabetes care managed
by a nurse or medical secretary was more structured and compre-
hensive compared to GP-led care. They also felt their questions
were more often answered in these consultations.

A patient with T1DM said the diabetes specialist nurse operated
as the hospital’s extended arm and that her diabetes-specific com-
petence made him feel more secure about the decisions beingmade
compared to only seeing his GP for his diabetes. One of the patients
with T2DMdescribed visits to the nurse as systematic and targeted:

Compared to seeing the GP for my diabetes, the follow-up with the nurse is
more frequent and regular. It was more sporadic with my GP, and I had to
be more involved in scheduling my controls. She is more interested in my
life with diabetes than my GP (Practice 4 (Pr4), Patient 9 (Pa9)).

Other patients, with T2DM, emphasised professional competence
and continuity as important for them to feel safe:

It is just important to see someone competent (Pr2, Pa11)
And:
You feel safe, when they know you and you know who you are meeting
(Pr3, Pa9)

A desire to be heard

Patients emphasised the value of cHCPs’ attentiveness, and many
referred to GP-led consultations as hectic and not meeting their
need to be heard. This was illustrated in descriptions of instances
where the GP had cut them off when speaking or asked patients to
limit the number of concerns they raised during a single appoint-
ment. Two of the patients associated these situations with so much

Table 2. Participant characteristics

Diabetes type (T1DM/T2DM) 4/7

Gender (F/M) 4/7

Overall age both T1DM and T2DM
(mean years, youngest–oldest)

60 (45–72)

T1DM 53 (45–65)

T2DM 65 (56–72)

Duration of diabetes (mean years,
shortest–longest)

21 (3–44)

T1DM: 39 (35–44)

T2DM: 10 (3–27)

Years of follow-up in the current team
(mean, shortest–longest)

6 (2–15)

Marital status Married/partner: 5

Divorced: 3

Single: 3

Education High school: 6

BA: 4

MA: 1

T1DM: type 1 diabetes mellitus; T2DM: type 2 diabetes mellitus.
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frustration that they had replaced their GP at least once. Indeed,
several patients revealed strong preferences for being autonomous
and visiting their physician’s office as seldom as possible. When
visiting their GP, patients wanted to sort out everything they
had on their mind. One patient with T2DM highlighted an
instance when he felt his GP did not take his worries seriously:

I want to be listened to and say everything on mymind in each visit. I don’t
like being interrupted when I speak. I had to find a new GP because the
previous one cut me off when I tried to say what’s bothering me. He didn’t
take my worries seriously and just wanted to get the next patient in
(Pr2, Pa11).

Being listened to and feeling understood was mentioned as a key
advantage of seeing cHCPs. The atmosphere in cHCPs’ consulta-
tions was described as relaxed and open for a two-way dialogue
where questions and concerns were resolved. cHCPs were per-
ceived to be sincerely interested in acquiring information about
how diabetes affected patients’ lives and psychological well-being.
Moreover, consultations with cHCPs were referred to as positively
reinforcing feelings of mastery because cHCPs were often inclined
to praise a patient’s ability to cope with diabetes and to take notice
of skills theymastered well. For example, a patient with T2DM said
she was not able to follow the GP’s advice to be more physically
active. She felt she had never had the chance to speak to her GP
about her interests, and therefore, his advice did not feel personal.

In contrast, themedical secretary had been curious about her inter-
ests, and speaking about what gave her life meaning made her feel
valuable and capable.

One person with T2DM and depression said that regular
appointments with a medical secretary, who sat down and listened
to her with compassion, felt so meaningful that seeing a psychia-
trist was no longer necessary. A patient with T1DM also explained
how close personal support from a nurse had made it possible for
him to live as ‘normal’ a life as possible. He related this to her
approach of not only being a professional but also a friend. He
referred to his relationship with the nurse as being part of a team:

It’s like having a safety net. It’s always ‘us’, not ‘you’, like being on a team
that you can rely on. It really makes life more pleasant because there are
other aspects in my life that are more important than my glucose levels.
I just couldn’t imagine being alone with my diabetes anymore (Pr4, Pa7).

Perceived inadequate shared decision-making in T2DM

Although highly valued by the patients, casual conversation about
mundane matters occurred at the expense of reaching agreements
about an individual’s specific health goals. Although all seven
patients with T2DMwere treated with oral glucose-loweringmedi-
cation (none used insulin) and could potentially halt disease pro-
gression and reduce the risk of comorbidity with lifestyle changes,

Important elements of 
care for pa�ent self-

management

Easy access

HCPs should have
enough time to

answer my
questions

I like that I can call 
any�me I have a 

ques�on

Receiving an honest 
and quick reply to 

my ques�ons is 
important for 
building trust

Con�nuity

Good communica�onI need to be allowed 
to talk freely

HCPs should like to 
talk to people

Meeting the same
HCPs that know your 

name in every 
consultation is 

important to build 
trust

Continuity makes 
me feel safe and 

care becomes more 
comprehensive

Figure 1. Example of coding three
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only one patient described a sense of responsibility towards his
weight and glucose levels. In contrast, another patient with
T2DMwas adamant that he would continue eating and drinking
what he wanted and was prepared to accept the consequences.

All but two of the patients with T2DM explicitly said they
wished they had received information about how their diabetes
or cardiovascular disease could have been prevented at an earlier
stage and how they could improve their self-management of dia-
betes to avoid complications. Overall, patients with T2DM consid-
ered their opportunities to influence the progression of their
disease as limited and believed it was the main responsibility of
cHCPs to keep patients’ HbA1C (glucose-bound (glycated) hae-
moglobin) level under control. Some attributed this low sense of
autonomy to a lack of knowledge, as two patients with T2DM
described:

I put my trust in those who work here. They decide because I don’t know
what to ask for or anything about diabetes, really. I mean, I cannot do any-
thing else than take my meds (Pr4, Pa8).

I don’t have thatmuch say in the decisionsmade concerningmy health. I do
what I can to follow my provider’s advice. Last time, my blood sugar was a
bit high [the patient shows his HbA1c registration card and the last reading
was 65 mmol/mol]. [When asked about the consequence of the high value,
he answers:] Nothing, they said nothing. Is there a big difference between
54 and 65 mmol/mol? What is a normal blood sugar? (Pr3, Pa2).

Patient autonomy in T1DM

The average disease duration in patients with T1DM was 39 years,
and in contrast to patients with T2DM, these patients asserted a
high degree of diabetes competence and autonomy. This become
apparent in the degree patients with T1DM were engaged in nego-
tiations about setting treatment targets:

They may measure whatever they want. I decide my targets even if my GP
disagrees. Once, whenmyHbA1Cwas about 86 mmol/mol, my GP wanted
me to set the target at 53 mmol/mol. I refused and said, ‘If I go too low too
quickly, my life would be all about diabetes and I would suffer’. When it
comes to taking insulin, it’s really important that I decide (Pr4, Pa10).

All patients with T1DM had experienced distress and concerns
related to managing their glucose levels. When asked what they
considered most important in diabetes care, patients with
T1DM emphasised that seeing professionals who were up to
date on new insulin types, syringes and glucose monitoring
technology was paramount. This was related to how medical
advances could help improve autonomy. For example, two
patients with T1DM referred to how receiving a continuous glu-
cose monitoring system had given them and their family more
control over their diabetes. Another benefit of seeing cHCPs
mentioned by patients with T1DM was the extended consulta-
tion time, which gave them space to learn about the uniqueness
of their diabetes and their inherent capabilities to manage their
disease. In general, patients with T1DM noted that compared to
going to an outpatient diabetes clinic, diabetes care in general
practice was more holistic, long-term and personal. The experi-
ence of a genuine relationship with cHCPs is succinctly captured
in the following comment:

At the hospital, you don’t receive the kind of personalised and continuous
care that you get in general practice. If they [the cHCPs] had not been
interested in knowing me personally and if I had met different people every
time I visited here as you do in the hospital, I would never have learned so
much about myself and my diabetes (Pr4, Pa7).

Discussion

This study aimed to explore how patients with diabetes and
multimorbidity experienced self-management support by GPs
and cHCPs in general practice. Interpreted in light of self-
determination theory, we found that cHCPs were perceived to
play a complementing role in supporting patients’ emotional and
psychological well-being through what patients described as an atten-
tive and compassionate style of interaction. In comparison, GP
appointments were often experienced as hasty and not meeting
patients’ needs for having their questions answered. Participants in
this study reported that they to a little extentwere involved in the deci-
sions that were made about their diabetes care.

Allocating 30–60 min for every consultation, cHCPs were typ-
ically described as drawing attention to how participants lived with
diabetes and allowing the dialogue to go where the patient wanted
it to go. Patients referred to several instances when informal con-
versation with cHCPs had led to the disclosure of concerns and
priorities they otherwise would not have revealed. This is in line
with previous research demonstrating that patients with long-term
conditions prefer to have their personhood rather than their illness
as the focus of clinical encounters (Carrier, 2015). Correspondingly, a
study on general practice in theUK found that in longer consultations,
more psychosocial problems are recognised, more long-term prob-
lems are dealt with and more health promotion occurs (Howie
et al., 1991). In contrast, several patients emphasised how they dis-
liked being asked to prioritise one medical concern over another in
GP-led appointments, which contrasts with the essence of self-
management support, where patients’ perspective on illness and
their need for knowledge should steer the conversation.

Whilst most participants experienced GPs as focusing primarily
on the biological effects of disease, cHCPs were described as ori-
ented towards patients’ considerations about coping with their dis-
eases, though the authors acknowledge that this finding may
pertain to GPs and cHCPs playing out their different roles.
Other researchers have made comparable observations. For exam-
ple, a questionnaire-based study among primary care patients,
nurses and GPs in New Zealand found that nurses tend to more
consistently adhere to the principles of self-management support
compared to GPs (Carryer et al., 2010). Similarly,Wagner reported
that in a US context, care involving behavioural counselling may be
considered outside the job description of most GPs (Wagner, 2000).

Based on Norwegian register data and data from electronic
medical records, only 9.8% of patients with T1DM and 16%
of patients with T2DM achieve combined treatment targets for
HbA1c, blood pressure and cholesterol (Cooper et al., 2013; Bakke
et al., 2017). In the last decade, there has been a shift in international
and Norwegian healthcare policies intending to alter the patient role
from being a passive recipient of care to actively participate in care
decisions and being responsible for their own health and well-being
(Evans et al., 2013; Kitson et al., 2013; The Ministry of Health and
Care Services, 2015; Bing-Jonsson et al., 2018). The goal of the incum-
bent health government is for healthcare services to become more
person-centred and to change the portrayal of the patient as the
sum of diagnoses and symptoms to a person with resources, abilities
and life aspirations that when activated can improve his or her health
outcomes (The Ministry of Health and Care Services, 2015; 2018a).
We found it surprising that most participants with T2DM expressed
little or no involvement in decisions regarding their treatment or in
setting lifestyle goals. Instead, several participants asserted that it was
their providers’ responsibility to attend to their diabetes and that they
themselves, although they wanted to, felt they had limited knowledge
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about how to influence their illness and its outcomes. This self-
experienced lack of self-management is worthy paying some
critical focus, given that the included practices had a special
interest in diabetes care and because previous studies have
found significant effects of diabetes self-management education
on patient knowledge and metabolic control in T2DM (Fan and
Sidani, 2009; Zheng et al., 2019) and on autonomy-motivated
behaviour, diabetes distress and emotional burden in T1DM
(Mohn et al., 2017). A qualitative study from Switzerland found
similar results. In Peytremann-Bridevaux and colleagues’ study,
patients requested better communication with their healthcare
providers and reported receiving insufficient information regarding
diabetes self-management (Peytremann-Bridevaux et al., 2012).

The national guidelines for diabetes recommend that patients
with T1DM are followed in multi-professional outpatient clinics
(2016a). This is related to the risk of specialist needs of patients
with T1DM may be overlooked. In this study, the HCPs in the
selected practices were specially trained in diabetes care. The par-
ticipants were satisfied with this arrangement, and compared to
participants with T2DM, they appeared more in control of their
disease. This is probably related to their long disease history and
the high demand for self-care. We did not assess if this assumed
control led to improvement in HbA1c. Neither do we know of
any study exploring patients with T1DM and if there is any corre-
lation between outcomes and whether they are followed in primary
or specialist care. These aspects should be further explored.

Our study showed that cHCPs may contribute in achieving the
goal of more person-centred healthcare, yet it is necessary to
increase the knowledge, skills and attitudes about self-management
support among HCPs in general practice (Emmons and Rollnick,
2001; Newman et al., 2004). Previous researchers have found that
HCPs, although assuming their care is aligned with the principles
of self-management support, continue to provide traditional,
didactic teaching or counselling (Wagner et al., 2001). Further-
more, Kennedy and colleagues studied general practice staff who
received two sessions of training in self-management support
(Kennedy et al., 2015). Despite high attendance and positive
ratings by staff, the training failed to induce change in practice.
Self-management support was afforded minimal value or priority,
and practices invested little effort in attempting to use its under-
pinning techniques or tools (Kennedy et al., 2013). In a later proc-
ess evaluation, the researchers found that the staff lacked
conviction that self-management support would be effective,
and they did not perceive any need for training. The study con-
cluded that training, even when underlined by institutional and
professional commitment, may require considerable additional
incentives to successfully lead to the embedding of self-management
support into routine practice (Kennedy et al., 2014), a finding sup-
ported by several other researchers (Bower et al., 2011; Johnston
et al., 2011; Panagioti et al., 2014; Boger et al., 2015).

Although some patients with T2DM may prefer HCPs to take
the lead in managing their disease (Moser et al., 2006), being
capable to live an independent life is key to their quality of life
and well-being (Howard and Hagen, 2012). Because the burden
of effective management of blood glucose levels is often a signifi-
cant source of psychological distress in T1DM and T2DM (Van
Bastelaar et al., 2010), focusing on individual patients’ confidence
to participate in decision making and feeling autonomous living
with illness is of primary moral importance (Moser et al., 2006).
For example, data from the Swedish National Diabetes Register
show that for patients with diabetes, a common denominator
for living a good life is finding a balance so that they are not

overwhelmed by either the diabetes itself or by the burden of man-
aging it (Svedbo Engström et al., 2016). Our study indicated that
the psychological impact of diabetes on patients’ life is evident and
that taking time to answering patients’ questions and listening to
their worries is important to build their trust, confidence and emo-
tional well-being. In this sense, cHCPs may play an important role
in complementing GP-led diabetes care by providing patients the
necessary time and interest so that psychological and emotional
needs are addressed.

Several strengths and limitations of the present study are worth
mentioning. Participating patients and general practices were
selected purposefully from rural and urban parts of Norway
based on their knowledge and experience of working multi-
professionally with patients with diabetes. Although the sample
size is limited, patients’ experiences of diabetes care were remarkably
similar between practices, and no new themes related to autonomy
and competence support emerged in the last two interviews with
patients representing the two types of diabetes, respectively (Guest
et al., 2006). However, the small sample size does not allow for gen-
eralisations. All interviewswere performed by the same researcher fol-
lowing an interview guide, and an open dialogue within the research
team continued throughout the study period. Our study has some
limitations that may influence the transferability of our results. The
participants were selected by one of the practice GPs, and their
experience could have been affected by loyalty towards the HCPs.
Nevertheless, we regard our findings as credible given that patients
reflected on the research questions from a variety of positive and neg-
ative aspects and demonstrated that although satisfied, they may not
be receiving optimal care. Due to privacy concerns and organisational
barriers, the transcripts were not presented to or verified by interview-
ees, although this could have increased the study’s credibility.

Conclusion

To our knowledge, this study is the first to explore experience of
self-management support in patients with diabetes and multimor-
bidity in Norwegian general practice. Our findings provide impor-
tant insights into patients’ experiences and preferences for diabetes
care and how cHCPs, such as nurses and medical secretaries, may
complement GPs in providing self-management support to this
group of patients. In particular, more emphasis can be placed
on training HCPs in general practice in meeting patients’ prefer-
ences for the consultation agenda and involving patients in care
decisions. However, further research is needed to explore how gen-
eral practice can be organised to more specifically meet patients’
demand for self-management and how improved patient partici-
pation can improve diabetes outcomes.
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