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Psychosocial Contexts of Diabetes and
Older Adulthood: Reciprocal Effects
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The present study was conducted
to assess the reciprocal effects
between the psychosocial
contexts of diabetes and older
adulthood. Data were collected
from 191 community-dwelling
adults over the age of 60 with
non-insulin-dependent diabetes
mellitus. Results indicate that
older adults with diabetes

reported higher rates of selected
chronic illnesses, lower
self-rated physical health, and
higher levels of depression than
did comparison samples of older
adults without diabetes.

Compared with younger adults
with NIDDM, the present
sample of older adults perceived
fewer impacts of diabetes,
including fewer symptoms of
poor metabolic control, less
emotional impact, fewer
barriers to adherence, and less
complex regimens. Overall
levels of social support and
regimen adherence were high.
Older adults in this sample
reported wanting minimal help
from their family and friends
with self-management activities
and receiving more help than
desired with following a meal
plan and taking medications.
Implications of the unique
context of older adulthood for
diabetes self-management are
discussed.

Two factors have accelerated the increased attention to dia-
betes among older adults: the prevalence of diabetes in-
creases with age, and more people are living longer.’ The
unique psychosocial and physiological context of older
adulthood has implications for diabetes treatment and man-
agement. A recent issue of Diabetes Care was devoted exclu-
sively to diabetes mellitus in elderly people and covered
such topics as the role of the diabetologist, geriatrician, and
diabetes educator in the care of older adults with diabetes;

complications of diabetes and issues related to comorbidity;
and treatment options for older adults. To date, however,
few empirical studies of individuals with diabetes have in-
cluded older adults. Concomitantly, the gerontological liter-
ature has paid limited attention to the effect of diabetes on
physical and mental health outcomes, despite the prevalence
of the disease.

The present study was conducted to assess the reciprocal
effects between the psychosocial contexts of diabetes and
older adulthood. The first specific aim of the present study
was to compare several psychosocial dimensions between
representative samples of older adults and a sample of older
adults with diabetes. The second specific aim of the present
study was to assess several dimensions of the psychosocial
context of diabetes between representative samples of both
middle-aged and older adults with diabetes. The third spe-
cific aim was to report selected findings of a comprehensive
psychosocial assessment of diabetes used with older adults
with non-insulin-dependent diabetes mellitus (NIDDM).
Topics to be addressed include overall understanding of dia-
betes and knowledge of complications, symptoms of poor
control, regimen characteristics and adherence, social sup-
port related to diabetes, and the impact of diabetes on social
activities and emotional well-being. Results that focus on
predictors of adherence, depression, metabolic control,’ and
gender differences in the impact of social support on diabe-
tes outcomes4 have been reported elsewhere. (Although care
was taken to select appropriate secondary data sources for
contrast, caution is advised in interpreting results due to
unique characteristics of each sample.)

Dr Connell is an Assistant Professor, Department of Health Behavior and
Health Education, School of Public Health, University of Michigan.
Fundmg for this research was provided in part by NIH grants AM

20579, HL07456, and 00030.
Reprint requests toCathleen M Connell, PhD, Department of Health

Behaviorand Hcalth Education, School of Public Health, The University
of Michigan, 1420 Washington Heighb, Ann Arbor, MI 48109-2029.



365

Methods
Comparison Samples of Older Adults To compare the

present sample with representative samples on overall health
status, selected chronic conditions, social support, and de-
pression, several comparison samples were used. National
norms for self-rated physical health were drawn from the
National Health Interview Survey (NHIS), an ongoing,
cross-sectional, nationwide survey conducted by household
interview.5 A representative sample of 5,982 individuals over
the age of 65 responded to the question, &dquo;Overall, how
would you rate your physical health?&dquo; Response choices
included poor, fair, good, very good, and excellent. For this
comparative sample, 59.1 % are women, 90.4% are white,
54.7% are married, and 46.7% have completed at least a high
school education.

For estimating selected chronic conditions in the noninsti-
tutionalized population of the United States, national esti-
mates for the years 1983 to 1985 were drawn from data

provided by the National Center for Health Statistics.6 The
data were collected as part of the NHIS. Estimates are pro-
vided for a sample of 26,456 individuals over the age of 65,
the group most appropriate for comparison with older adults
with diabetes (who were all over the age of 59). For this
comparative sample, 51.8% are women and 85.5% are

white.
To compare the present sample with national norms for

coexisting chronic illnesses, data were drawn from the Sup-
plement on Aging.’ This supplement accompanied the 1984
NHIS and is based on a national probability sample of
16,148 completed interviews of noninstitutional adults over
the age of 55. Simple counts of chronic illnesses/conditions
are generated for each participant who responds &dquo;yes&dquo; to the
question, &dquo;Have you experienced this condition in the past
year/ now/ever?&dquo; The majority of this sample was female
(56.5%) and white (90.1 %).

Social support among the sample of older adults with
diabetes was compared with data reported in an earlier vali-
dation study of the Social Provisions Scale with a sample of
494 community-dwelling older adults.’ Mean age for this
sample was 73 years, 66% were women, 53qc were married,
84% were white, and average years of education was 10.

Depression scores were compared with data reported from
a community study of older adult’s scores on the Zung Self-
Rating Depression Scale.~ The 463 men and women between
the ages of 60 and 79 in their study were from the same
metropolitan area as the sample of older adults with diabetes,
and were recruited in a similar fashion. Average level of
educational attainment was 12.5 years.

Comparison Samples of Adults With Diabetes
Volunteers were recruited from the St Louis metropolitan
area through press releases in the local newspaper and on the
radio; presentations by research staff at diabetes support
group meetings; and by notices posted at local retirement
homes, housing complexes for older adults, and health

clinics.
A total of 191 community-dwelling adults over the age of

60 with NIDDM participated in the study (X age = 70.3, SD
= 6.7). Sixty percent of the sample was female, 14% black,
53% married, and 56% completed at least high school. On
average, the sample has lived with diabetes for almost 14

years. In-home interviews were arranged with each study
participant.

The Diabetes Care Profile (DCP) was developed at the
Michigan Diabetes Research and Training Center’° and was
included in a community-based assessment of 261 Michigan
residents with diabetes. This Michigan-based sample in-
cluded 28 individuals classified as having insulin-dependent
diabetes mellitus (IDDM) and 233 individuals classified as
having NIDDM. Two subsets were drawn from the sample of
233 individuals with NIDDM and were used for comparison
with the St Louis sample of older adults: (a) 162 individuals
60 years of age or older. and (b) 71 individuals less than 60
years of age. Mean age of the older adult sample (> 60) was
69.6 years (SD = 6.4), the majority were female (63.2%) and
married (61.9%), and 58.7Th had completed at least high
school. Mean age of the second comparison sample (n = 71)
was 51.7 (SD = 7.2), the majority were female (64.8%) and
married (76.1%), and 74.6% had completed at least high
school.

Measures The following measures were used:

NllmberofChronic Illnesses This value refers to the total
number of chronic illnesses that a participant reported. Pos-
sible scores ranged from 0 to 19. Chronic illnesses included
high blood pressure, low blood pressure, heart disease,
arrhythmia, heart bypass, pacemaker, angina, heart attack,
stroke, arthritis, osteoporosis, bronchitis, emphysema, asth-
ma, cancer, Parkinson’s disease, epilepsy, hypothyroid con-
dition, and hyperthyroid condition.

Depression The 20-item Zung Depression Scale was in-
cluded because of its reliability and validity and previous use
with older adults. High scores indicate higher levels of de-
pression. Raw scores were converted to index scores, ac-
cording to established procedure.&dquo; Chronbach’s alpha for
the scale was .77.

Social Support The 24-item Social Provisions Scale, 12 de-
signed for use with older adults, was chosen to assess the
perceived availability of support. High scores for an overall
summary score (SPS overall) indicate higher levels of social
support. Chronbach’s alpha for the scale was .91.

Diabetes Care Profile This multimeasure assessment of an
individual’s adaptation to diabetes includes nine subscales.

Perceived Risk of Complications is a 5-item subscale that
assesses the extent to which an individual feels that optimal
diabetes self-management will prevent eye. kidney, and foot
problems, hardening of the arteries, and heart disease. High
scorers perceive that optimal self-care will prevent compli-
cations of diabetes. This variable will be referred to as risk of

complications.
Perceived Symptoms of Poor Control is an 18-item sub-

scale that indicates the frequency with which an individual
reported symptoms of poor metabolic control (eg, reactions
due to high or low blood glucose levels in the past month, the
number of diabetes-related hospitalizations in the past year,
and the frequency with which diabetes prevented the indi-
vidual from conduc:ing his or her normal activities). High
scorers report more perceived control problems than low
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scorers. This variable will be referred to as control problems.
Regimen Adherence is a 23-item subscale that assesses

the extent to which an individual adheres to the regimen
recommended by his or her health care professional. Com-
ponents of the regimen include diet, exercise, oral medica-
tion/insulin, glucose monitoring, and foot care. High scorers
report that they adhere more closely to their regimen than do
low scorers. This variable will be referred to as adherence.

Diabetes-Specific Social Support is a 10-item subscale
that assesses the extent to which individuals perceive that
their social networks provide tangible and emotional support
related to the management of their diabetes. Items assess
whether friends and family help with taking medication,
adherence to the meal plan, foot care, getting enough physi-
cal activity, glucose testing, offering acceptance, and provid-
ing encouragement. High scorers perceive more support to
be available than do low scorers. This variable will be re-
ferred to as social support.

Social Impact of Diabetes is an 8-item subscale that as-
sesses the extent to which an individual feels that diabetes
interferes with their social activities, including traveling,
being active, eating preferred foods, having good relation-
ships with others, and meeting their work responsibilities.

High scorers perceive that diabetes has a greater social im-
pact on their lives than low scorers. This variable will be
referred to as social impact.

Emotional Impact of Diabetes is a 10-item subscale that
assesses the extent to which an individual perceives that
diabetes has had an impact on his or her overall life satisfac-
tion, self-esteem, and happiness. High scorers perceive that
diabetes has had a greater emotional impact on their lives
than do low scorers. This variable will be referred to as
emotional impact.

Benefits of Adherence is a 6-item subscale that assesses
the extent to which individuals perceive that adherence will
help them to control their diabetes, including testing for
glucose and ketones and following a meal plan. High scorers
perceive more benefits to regimen adherence than do low
scorers. This variable will be referred to as benefits.

Barriers to Adherence is a 14-item subscale that measures
the extent to which barriers prevent or discourage individu-
als from adhering to their regimen, including its medica-
tion/insulin requirements, glucose monitoring, and exercise
program. High scorers perceive more barriers than do low
scorers. This variable will be referred to as barriers.

Regimen Complexity is a 23-item subscale that assesses
the complexity of the regimen that has been recommended
by an individual’s physician or health care professional.
Regimen components include diet, exercise, meal schedule,
use of pills or insulin, and foot care. High scorers perceive
that their regimen is more complex than do low scorers. This
variable will be referred to as regimen complexity.
To address the third purpose of the present study, re-

sponses to individual items from the following subscales are
reported: (a) Regimen Adherence, (b) Diabetes-Specific So-
cial Support, (c) Social Impact of Diabetes, and (d) Emo-
tional Impact of Diabetes. Additionally, items representing
diabetes understanding, knowledge of complications, and
symptoms of poor control are reported.

Results

Comparisons With Samples of Older Adults As shown
in Table 1, the present sample of older adults with diabetes
was compared with the previously described samples of
older adults on various health status and psychosocial di-
mensions. Older individuals with diabetes reported poorer
health than did the representative sample of older adults, X2
(4, N = 191 ) = 14.86, P < .Ol . A number of chronic illnesses
were reported significantly more frequently by older adults
with diabetes than by a large representative sample of older
adults without diabetes. These illnesses included arthritis,
bronchitis, heart disease, hypertension, and retinopathy (all
P < .0001 except for hypertension, which was P < .02). The
diabetic older adults reported significantly fewer problems
with cataracts (z = -5.16, P < .0001 ) but did not differ from
the general population in terms of asthma or emphysema.
Using data from the NHIS Supplement on Aging, the aver-
age number of chronic conditions for older adults without
diabetes was 2.7, compared with 3.5 for the older adults with
diabetes, t( 16,337) =-5.33, P < .0001.

Scores indicate that approximately 53% of the present
sample is within normal range in terns of their depression
scores, indicating no psychopathology. The scores for over
one fourth of the sample (27%) indicate mild depression,
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scores for 15% of the sample indicate moderate depression,
and scores for 5% indicate severe depression. The mean
Self-Rating Depression Scale (SDS) score for the older
adults with diabetes was 49.7 (SD = 8.6), compared with
43.7 (SD = 8.0) for a sample of 463 community-dwelling
older adults. indicating significantly higher levels of de-
pression among the older adults with diabetes t(6~9) =-7.8,
P < .0001. Although the women in the community sample
were slightly more depressed than were the men (44.3 versus
42.6), the older women with diabetes were significantly
more depressed than the older men with diabetes (53.5 ver-
sus 44.5) t(187) = - 6.3, P <.0001.

In terms of the perceived availability of social support, the
sample of older adults with diabetes had scores not signifi-
cantly different from those of a comparative sample of older
community-dwelling adults. For the overall score of the So-
cial Provisions Scale, the two samples perform almost iden-
tically in terms of mean scores and standard deviations.
Overall, the present sample perceived that an adequate
amount of support is available to them if needed.

Comparisons With Samples of Adults With Diabetes As
shown in Table 2, subscale scores of the Diabetes Care Pro-
file were compared between the St Louis sample of older
adults with diabetes and the two Michigan samples. Scores
for three subscale (Regimen Complexity, Social Support,
and Social Impact) are different between the St Louis sample
of older adults with diabetes and the Michigan sample of
older adults. The present sample reports lower levels of
diabetes-specific social support and greater social impact of
the disease. Additionally, the present sample perceives that
their diabetes regimen is more complex (includes more com-
ponents) than does the comparison sample of older adults.
No significant differences between the present and compari-
son sample of older adults were discovered for the perceived
risk of complications, control problems, adherence, emo-
tional impact of diabetes, and benefits of and barriers to
adherence.

Compared with the younger Michigan sample, both sam-
ples of older adults reported fewer control problems, higher
levels of adherence, less emotional impact of diabetes, and
fewer barriers to regimen adherence. Compared with both

Michigan samples, the St Louis sample of older adults per-
ceived a greater social impact to their illness, fewer benefits,
and greater regimen complexity.

Diabetes Care Profile-Item-Level Analyses Item-level

analyses revealed the following:

Understanding of Diabetes and Knowledge of Complica-
tions One third of the sample (32%) rated their overall
understanding of diabetes as &dquo;very good&dquo; or &dquo;excellent&dquo;; one
third as &dquo;good&dquo; ( 37% ); and one third as &dquo;poor&dquo; or &dquo;fair&dquo;

(31 % ). The vast majority of the sample was aware of the
relationship between diabetes care and the delay or preven-
tion of complications, including eye problems (mentioned
by 93% of the sample as preventable with proper diabetes
care), foot problems (92%), kidney problems (89%), heart
disease (81 % ), and hardening of the arteries (71 %).

Symptoms of Poor Control Almost one fourth of the sam-

ple (23%) reported having experienced symptoms of high
blood glucose levels (ie, thirst, decreased appetite, fatigue)
more than three times in the past month. Fewer participants
( 12%) reported having experienced symptoms of low blood
glucose levels during that same time period (ie, sweating,
anxiety, trembling). Over half of the sample reported having
no symptoms of low blood glucose levels (58.9%) or high
blood glucose levels (56.3%) in the past month.

Regimen Characteristics and Adherence The vast majority
of older adults in the St Louis sample (91%) were told by
their health care provider to follow a meal plan or diet. As
can be seen in Table 3, about three fourths of the sample
(74%) was advised to follow a schedule of meals and snacks.
Of those advised to follow a schedule, over two thirds of the

sample (69%) did so on a regular basis (25% responded
&dquo;always&dquo; and 44% responded &dquo;usually&dquo;). Eleven percent
never followed a meal plan or diet, even though it was
recommended. Of the total sample, only one half followed a
meal plan or diet.

Seventy percent of the sample was advised to weigh or
measure their food, but only 21 % did so on a regular basis
(8% responded &dquo;always&dquo; and 13% responded &dquo;usually&dquo;). In
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fact, 40% of the sample reported that they never weighed or
measured their food even though they had been instructed to
do so. Of the total sample, only 15% weighed or measured
their food.

Over three fourths of the sample (84%) had been advised
to use exchange lists to plan their meals. Of this group,
almost half used exchange lists on a regular basis (26%
responded &dquo;always&dquo; and 23% responded &dquo;usually&dquo;). Another
one fourth of the sample reported that they never used ex-
change lists, even when advised to do so (23% of the sam-
ple). Of the total sample of older adults, 40% used exchange
lists.

Blood glucose testing was the most frequently recom-
mended monitoring technique (59% of the sample were told
to monitor their blood glucose levels), followed by checking
body weight (55%), and testing urine (23%). Over three
fourths of the sample reported that they usually monitor their
blood glucose levels (about 50% reported that they &dquo;always&dquo;
monitored, 26% responded &dquo;usually,&dquo; 18% responded
&dquo;sometimes,&dquo; and 1 % &dquo;never&dquo;). (See Table 3.)
As can be seen in Table 3, slightly over half of the sample

was instructed by a health care professional to exercise

(52%); over two thirds of the sample (69%) reported that
they exercised. When asked about the type and frequency of
exercise, 42% of the exercisers reported daily activity, 12%
exercised five to six times a week, and 24% exercised three
to four times a week. The activity that most exercisers en-
gaged in was walking (46% of the exercisers); 17% used a
stationary bike.
Two thirds of the sample (65%) had been told to take

special care of their feet. Of this group, over three fourths
checked their feet every day (77%) (See Table 2.) An addi-
tional 13% checked their feet at least once a week ( 13%),
and 7% never checked their feet (7%). Overall, one half of
the total sample took special care of their feet.

Almost equal percentages of the sample took pills to regu-
late their diabetes (45%) as took insulin (47%). The average
number of pills recommended per day was 2.4 (SD = 1.6).
Self-reported adherence was exceptionally high, with the
average number of pills taken per day reported to be 2.3 (SD

= 1.5). Similarly, adherence in terms of insulin administra-
tion was exceptionally high. The number of insulin injec-
tions recommended per day was 1.7 (SD = .69); the average
number administered per day was reported to be identical
(X = 1.7; SD = .69) (See Table 3.)

Diabetes-Specific Social Suppor-t Less than one third of
the sample reported wanting help in following a meal plan
(29%), getting enough physical activity (27%), taking spe-
cial care of their feet (13%), taking medication ( 12%), or
testing for glucose ( 11 %). Almost twice as many older adults
reported receiving help with following a meal plan and tak-
ing their medication than wanted help with these regimen
activities (52% received help with a meal plan, and 21 % with
taking medication). Nearly identical percentages received
help with foot care, physical activity, and glucose testing as
reported wanting help with these regimen activities.
The majority of the sample perceived that their family and

friends accepted them and their diabetes (mentioned by 92%
of the sample), listened to them about their diabetes (69%),
and encouraged and reassured them about their diabetes
(55%). Very few older adults reported that their family and
friends made them feel uncomfortable because of their dia-
betes (8%) or discouraged or upset them about their diabetes
(7%).

Social Impact ofDiabetes For the majority of older adults
in the sample, diabetes was perceived as preventing individ-
uals from &dquo;being as active as I want&dquo; (reported by 81 % of the
sample). Other impacts of diabetes on social activities in-
cluded : (a) &dquo;paying for my diabetes is a problem&dquo; (men-
tioned by 32% of the sample), (b) &dquo;going out or traveling as
much as I want&dquo; (31 %), (c) &dquo;having good relationships with
people,&dquo; (21%), (d) &dquo;having a schedule I like&dquo; (19%),
(e) &dquo;meeting responsibilities&dquo; (19%), and (f) &dquo;eating food
that I like&dquo; (10%). Overall, however, the majority of the
sample reported that diabetes did not prevent them from
engaging in their normal daily activities (78%).

Emotional Impact of Diabetes Less than one third of the
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sample felt that having diabetes made their life very difficult
(23%), felt unhappy and depressed because of their diabetes
(18%), or felt inferior to others because of their diabetes
(5%). The majority of the sample reported having no diffi-
culty taking care of their diabetes (63%) and not being afraid
of their diabetes (65%).

Discussion
Although care should be taken in contrasting the present
sample with secondary sources, older adults with diabetes
reported higher rates of selected chronic illnesses and lower
self-rated physical health than national samples of older
adults. This finding can be explained, in part, by the fact that
several chronic conditions (eg, high blood pressure, heart
disease) are associated with diabetes. In addition to the 60%
of the sample who reported that diabetes was their most
significant health problem, another 10% reported that heart
disease was, and almost 3% mentioned high blood pressure
as most important. Of the remaining 27%, most reported that
their most significant health problem was some other com-
plication or condition associated with diabetes: obesity, neu-
ropathy, blindness, vision or vascular problems, and an
amputation. Diabetes, then, may contribute to a broader con-
text of declining physical health and chronic illness in older
people.

In terms of the psychosocial context of living with a
chronic illness, the older adults with diabetes did not per-
ceive less available social support than did the older adults in
a validation sample for the selected social support scale.
Individual differences in the perception and use of support,
however, should be expected.&dquo; The present study suggests
that not all older individuals with diabetes may need or
desire a great deal of support.

Results from the present study indicate that older adults
with diabetes, especially women, are more depressed than a
comparison sample of older adults. Several gender differ-
ences in this sample may contribute to the high rates of
depression among women. Compared with the men, the
women were significantly older, reported more chronic
illnesses and lower levels of perceived social support, and
were more likely to rate their physical health as poor or fair
(all<.05).

Comparisons With Other Samples of Adults With

Diabetes The St Louis sample and the Michigan sample of
older adults with NIDDM are similar in terms of the psy-
chosocial context thought to influence the management of
diabetes. Thus, the St Louis sample can be considered repre-
sentative of community-dwelling older adults with NIDDM,
with minor exceptions. Specifically, the present sample of
older adults reports less social support and a greater social

impact of their illness. This finding may be explained, in
part, by the fact that approximately one fourth of the present
sample resided in congregate housing for older adults. Older
adults may have chosen this type of living arrangement
because their social support had diminished (ie, due to death
of a spouse) or because of physical health limitations (ie,
other chronic illnesses). Alternatively, characteristics of this
type of housing may limit access to supportive others, con-
tributing to the perception that diabetes interferes with social
activities and relationships. The present sample also reports
that their regimen is more complex than the comparison

sample of older adults, possibly reflecting the especially
high levels of comorbidity among the congregate housing
residents.

Overall, the age-based comparisons indicate that the older
adults perceive fewer psychosocial impacts of diabetes than
do the middle-aged adults. Specifically, the older adults re-
port fewer symptoms of poor metabolic control, less emo-
tional impact of diabetes, fewer barriers to adherence, and
less complex regimens than do middle-aged adults with
NIDDM. Similarly, older cancer patients have been reported
to experience less psychosocial disruption from cancer than
do younger individuals.’4 The diminished psychosocial im-
pact of diabetes among older adults may be due to a variety
of factors: (a) most older adults live with several chronic
illnesses, (b) the perception that health limitations are an
inevitable part of the aging process, (c) fewer competing
demands from work and family obligations, or (c~ the per-
ception among older adults that diabetes is not an especially
serious chronic illness. For some older adults, the fact that
diabetes is perceived to have a limited impact on their lives
may reflect a realistic adaptation to their illness. For others,
however, this perception may inhibit their efforts to engage
in self-care behaviors to manage their illness. The between-

group differences for the remaining subscales were not re-
lated to age: social impact of diabetes, social support,
benefits of adherence, and regimen complexity.

Role of Social Support in the Management of Diabetes
Previous research suggests that diabetes-specific social sup-
port is a stronger determinant of self-care behavior than

general measures of overall perceived support. 15 The as-
sumption is usually made that the availability of support will
increase regimen adherence and have a positive impact on
diabetes management. Two types of diabetes-specific social
support were assessed in this study: emotional and tangible
support.

The sample perceives high levels of emotional support
related to the management of diabetes - encouragement,
reassurance, and someone to listen. In terms of tangible
support, the majority of older adults in this sample do not
want a lot of help from their family and friends related to the
management of their illness. Of those who indicate a prefer-
ence for help, approximately equal numbers of older adults
receive desired assistance with physical activity, foot care,
and glucose testing. More older adults report receiving help
with following a meal plan and taking medications, how-
ever, than report wanting help with these activities. Provid-
ing support that is not desired, even when offered with good
intentions, may result in negative outcomes and may be
perceived as nagging or as interference.’b Thus, the potential
unintended negative consequences of an individual’s sup-
port network on the management of a chronic illness should
be anticipated. As suggested in previous research, the char-
acteristics of and the relationship between potential support
providers and recipients may determine whether support is
perceived to be helpful or unhelpful . ’ 7. ’ 8

Social and Emotional Impact of Diabetes Among Older
Adults The treatment and management of diabetes may
pose several barriers to an individual’s social activities. For
the majority of this sample of older adults, diabetes does not
prevent involvement in normal daily routines, but does limit
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activity levels. This perception of limited activity may be
due to the logistic and physiological demands of diabetes
management - planning meals and medication, fatigue,
and impairment in mobility caused by poor circulation or
foot problems.

Diabetes does not have a strong impact on overall emo-
tional health for the majority of older diabetics in this sam-
ple. As previously discussed, this may be due to the high
levels of emotional support perceived to be available. Alter-
natively, individuals may perceive a limited need for emo-
tional support related to their diabetes unless they experience
symptoms or complications or perceive diabetes to be a
serious illness. In this sample, infrequent physiological
symptoms of high and low blood glucose levels and the high
prevalence of other chronic conditions (X = 3.5) may limit
the perceived severity of diabetes. For some older adults,
diabetes may play a minor role in an older adult’s perception
of overall health status.

Conceptualization and Measurement of Adherence

Among Older Adults Overall, the sample reports a fairly
high level of understanding of diabetes and the vast majority
indicate an awareness of the relationship between diabetes
management and complications of the disease. Additionally,
the sample reports very few symptoms of either high or low
blood glucose levels. Knowledge and awareness of illness
outcomes, however, have a tenuous relationship with long-
term commitment to regimen adherence, especially when
symptoms are infrequent. 19

In the present study, individuals were first asked what

regimen components their health care professional has rec-
ommended, followed by the extent to which these behaviors
are performed. Regimen components include: following a
meal plan, exercise, blood glucose monitoring, special foot
care, and taking pills or insulin. As reported in several previ-
ous studies, self-reported adherence (behaviors performed/
behaviors prescribed) varies greatly, depending on the spe-
cific regimen component being described.~’>.2? For the
St. Louis sample of older adults, adherence ranged from 21 %
for weighing and measuring food to almost 100% for taking
pills and insulin. Research also documents the tendency for
adherence to medical aspects of a regimen to exceed that for
behavioral or life-style aspects, 11.23,21 and this finding was
confirmed with the present sample of older adults.

Self-reported adherence levels to broadly defined regimen
components (eg, diet), however, may not accurately reflect
the daily behavioral choices that influence diabetes manage-
ment (timing and choice of meals, awareness of caloric and
fat content). For example, although one half of the sample
reports following a meal plan, only a few record calories,
weigh or measure their food, or use exchange lists. Similarly,
two thirds of the sample report that they perform blood
glucose monitoring, but only one half of the sample own a
blood glucose meter. Of this number, only a small minority
record the results on a regular basis and even fewer use the
results to alter their behavior or their treatment. Interestingly,
two thirds of the sample report that they exercise, although
only one half (50%) have been instructed to do so for the
management of their diabetes. Few older adults in the sam-
ple, however, exercise on a regular basis or at a level re-
quired for cardiovascular benefit. As previously mentioned,

adherence to medical aspects of a regimen is exceptionally
high. The vast majority of the sample reports taking their
diabetes medication (pills or insulin) as prescribed. To in-
crease adherence to behavioral regimen components, the
multiple benefits of developing and maintaining healthy life-
styles should be emphasized for older adults. For example,
improved diet and exercise habits may result in weight loss,
increased stamina and strength, regulation of appetite and
sleep patterns, decreased blood pressure and cholesterol, and
increased morale.
A limitation of the present study is its exclusive reliance

on self-report measures of major study constructs. Of partic-
ular concern are self-reported measures of diabetes self-care
behaviors that may overestimate adherence when compared
with physiological data and reports from health care profes-
sionals and significant others.2’ Data collection strategies in
addition to self-report, however, are certainly recommended
for research on older adults with diabetes; these include

physician reports, observations of significant others, use of
medical records, health diary booklets, periodic telephone
calls, and qualitative methods.

Although the problems with defining and measuring ad-
herence have been discussed at length in the diabetes litera-
ture, 25 the potentially unique concerns for research involving
older adults have not been addressed. Research on adherence

usually assumes the following: (a) regimen components are
known and understood by the individual with diabetes-the
what, when, and how of the regimen; (b) the individual with
diabetes understands the prescribed regimen and its long-
term behavioral implications (changes in diet, exercise) and
intends to follow it; (c) the prescribed regimen is appropriate
to meet unique medical and psychosocial needs; (d) the regi-
men can be recalled accurately; and (e) increased adherence
will result in better disease management.

Several of these assumptions related to the conceptualiza-
tion of adherence may not be appropriate for research with
older adults. Impaired cognitive functioning, illiteracy, and
declining reading ability may limit a complete understand-
ing of a complex regimen for some older adults .21’ Because of
the relatively recent emphasis on preventive and behavioral
approaches to health care, some older adults may be more
resistant to the nonmedical aspects of their regimen (ie, diet,
exercise) than are younger adults. Additionally, health care
professionals may place less emphasis on behavioral regi-
men components based on a stereotype of older adults as
inflexible and unwilling to change existing habits. Many
older adults encounter an increasing number of health-re-
lated problems that require medical attention (eg, systolic
hypertension, urinary incontinence) and may necessitate

changes in prescribed diabetes treatment. Finally, comorbid-
ity may result in the perception that diabetes and adherence
to a diabetes regimen may be perceived both by older adults
and their health care professionals as of low priority com-
pared with the management of other illnesses (eg, heart
disease ).

Most older adults in this sample received their diabetes
regimen prescription when their disease was first diagnosed,
which for most was over 10 years ago. Thus, recall errors
may be significant, contributing to misperceptions of what
the regimen entails. If the regimen is not fully understood,
self-report adherence measures may result in misleading in-
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formation. (Perfect adherence to a regimen that differs sig-
nificantly from the one prescribed may be less desirable in
terms of diabetes management than low levels of adherence
to a regimen that is remembered correctly.) Finally, the rela-
tionship between adherence and overall diabetes manage-
ment may be unique for older adults, due in part to

physiological and perceptual processes of aging, comorbid-
ity, and polypharmacy.21

Conclusions
Findings from this study suggest that older adults perceive
diabetes to have less impact on their lives and their overall
health status than do younger adults. The variability among
older adults, however, should not be underestimated. In this

study, subtle differences in the psychosocial impact of diabe-
tes between two independent samples of older adults with
diabetes were discovered. Several determinants of the psy-
chosocial impact of diabetes and regimen adherence may
influence oider adults to a greater extent than they do youn-
ger adults; these determinants include living arrangement,
marital status, educational level, overall health status, per-
ceived severity of the illness, cognitive status, reading abil-
ity, comorbidity and polypharmacy.
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