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Introduction

The novel coronavirus disease 2019 (COVID-19) has been 
spreading throughout the globe for over two years. At the 
beginning, the measures to respond to the COVID-19 pan-
demic included lockdown and social distancing in several 
countries. Resources were moved to acute and intensive care 
services while chronic and primary care services, included 
those for people with type 2 diabetes mellitus (T2DM; Forde 
et al., 2021), were reduced or disrupted (Beran et al., 2021). 
COVID-19 might be especially challenging for people with 
T2DM, as having the latter increases the risk of severe cases 
of SARS-CoV-2 infections (Lim et al., 2021). Furthermore, 
people with T2DM require several different activities to pro-
mote their health and manage their disease, such as physical 
activity, a balanced diet, regular check-ups, adherence to 
medications, procurement of food, drugs, and devices, which 
are referred to as self-care (Ausili et al., 2018; Luciani et al., 
2021; Riegel et  al., 2012). COVID-19-related restrictions 
affected lifestyle and access to care for those with T2DM 
(Forde et  al., 2021; Hall et  al., 2021; Wake et  al., 2020). 
Therefore, we can argue that COVID-19 created additional 
barriers to self-care for people with T2DM.

Self-care is key for people with T2DM, as it can improve 
glycemic control (Fabrizi et al., 2020) and decrease compli-
cations. Self-care is defined by the middle range theory of 
self-care of chronic illness as the “process of maintaining 
health through health promoting practices and managing ill-
ness” (Riegel et al., 2012). Self-care has three components: 
self-care maintenance or those behaviors aimed at maintain-
ing the best possible health status; self-care monitoring, 
those behaviors linked to the recognition of body changes; 
and self-care management, those behaviors aimed at respond-
ing to said changes (Riegel et al., 2012). In T2DM, self-care 
maintenance includes those behaviors around diet, physical 
activity, avoidance of alcohol and tobacco, oral and foot care, 
and adherence to medications and check-ups. Self-care mon-
itoring comprises monitoring of blood sugar values, weight, 
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blood pressure, foot conditions, and signs and symptoms of 
hypoglycemia and hyperglycemia. Self-care management 
comprises behaviors aimed at managing said signs and 
symptoms, such as adjusting sugar intake, physical activity, 
or medicines (Ausili et al., 2018).

Self-care is influenced by clinical, psychological, and 
social factors (Luciani et  al., 2021; Riegel et  al., 2012); 
therefore, it can be hypothesized by countermeasures and 
restrictions used during the COVID-19 pandemic, for exam-
ple, lockdown and isolation, closure of gyms and other 
health-promoting services, difficulties in procurement, and 
the redirection of resources toward acute settings. Previous 
studies were contrasting in describing the effects of COVID-
19-related restrictions on glycemic control (Biamonte et al., 
2021; Falcetta et  al., 2021; Ghosh et  al., 2020; Masuda & 
Tomonaga, 2022; Park et  al., 2021; Rastogi et  al., 2020), 
exercise (Ghosh et  al., 2020; Masuda & Tomonaga, 2022; 
Ruiz-Roso et  al., 2020; Shi et  al., 2020), and food intake 
(Masuda & Tomonaga, 2022; Ruiz-Roso et  al., 2020) on 
people with T2DM. Furthermore, very few studies have been 
conducted on the self-care of people with T2DM during 
COVID-19 (Shi et al., 2020; Silva-Tinoco et al., 2021). Only 
one qualitative study was conducted on patients with T2DM 
who were diagnosed with COVID-19 and interviewed dur-
ing medical isolation after discharge from an acute hospital 
in China (Shi et al., 2020). Thus, the experience of self-care 
of people with T2DM during the COVID pandemic remains 
unexplored. Having this information could help profession-
als understand the challenges faced by people with T2DM 
during the pandemic and shape clinical practice toward new 
approaches to improve diabetes care services during and 
after the COVID-19 pandemic. Therefore, the aim of this 
study was to explore and describe the experience of self-care 
of people with T2DM during the COVID-19 pandemic.

Methods

The current study utilized an interpretive description 
approach (Thorne, 2016). This methodology was chosen due 
to its closeness to applied practice and its ability to inform 
decision-making in applied health sciences (Thorne, 2016). 
Authorizations were obtained from the Institutional Review 
Boards of the participating centers and the Institutional 
Review Board of the Diabetes Patients’ Association that is 
active in the region where the study was conducted. The 
study was conducted in accordance with the Declaration of 
Helsinki (World Medical Association, 2013), and written or 
audio-recorded oral informed consent was obtained by all 
study participants before commencing the study procedures.

Sample

Participants were purposefully sampled according to age, 
gender, age of living with T2DM, and therapy. Sampling 
strategy was twofold. On the one hand, patients who were 
already involved in an ongoing study and who already 

signed an informed consent where they gave availability for 
future interviews were invited to participate. On the other 
hand, participants were recruited through snowballing via 
the Diabetes Patients’ Association of the province of Milan, 
Lombardy, Italy. Inclusion criteria were having a confirmed 
diagnosis of T2DM (American Diabetes Association, 2020) 
for at least 1 year and being able to participate in a telephone 
interview in Italian. Exclusion criteria were being unable to 
provide informed consent and having a diagnosis of neuro-
degenerative or psychiatric illness or any other condition 
that could affect the study interviews, for example the 
inability to speak on the phone or lack of memory of previ-
ous events.

Setting

All of the participants were living in Lombardy, Italy, at the 
time of the interview, the Italian region with the most cases 
of COVID-19 (Consolandi, 2021). Three phases of the pan-
demic were identified during data collection, differentiated 
by the restrictions in force: 9 March 2020—3 May 2020 
(Phase I: total lockdown, leaving the house allowed only for 
essential reasons), May—October 2020 (Phase II: no or 
almost no restrictions, mask required only indoors), and 6 
November 2020—23 April 2021 (Phase III: very strict 
restrictions, Lombardy was a “red zone”: only essential 
shops were open, curfew from 10 PM to 5 AM, middle and 
high school and universities were online).

Data Collection

We collected data using a semi-structured interview. We 
developed the interview guide informed by the middle range 
theory of self-care of chronic illness (Riegel et al., 2012) and 
available literature on self-care in T2DM (Fabrizi et  al., 
2020; Luciani et al., 2021), informal discussions with people 
from patients’ associations, and researchers’ experience. The 
main questions of the interview guide were about changes in 
lifestyle and diabetes since the start of the pandemic, sup-
plies, relationship with the National Health Service, compli-
ance with restrictions imposed during the health emergency, 
relationship with caregiver, feelings during the pandemic, 
and information received with respect to COVID-19 and dia-
betes. Interviews were conducted by telephone and audio-
recorded between May 2020 and February 2021. Participants 
were interviewed individually and once by nurses they had 
not had a previous relationship with. The average interview 
duration was 29.43 minutes (16.20–88.53). Sociodemographic 
and clinical data were collected using a self-reported online 
form.

Data Analysis

The data analysis was conducted in accordance with the 
interpretive description criteria using theoretical logic and 
thematic analysis principles (Braun & Clarke, 2006; Thorne, 
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2016). We partially avoided transcription (Halcomb & 
Davidson, 2006; Watkins, 2017) by listening to audio files 
several times. For each interview, we compiled a data extrac-
tion table summarizing data on themes defined ex ante based 
on the main questions of the interview, transcribing specific 
quotes related to the themes, and inserting data and quotes 
that were not attributable to the aforementioned themes 
(Watkins, 2017). The tables were also integrated with inter-
viewers’ notes and research journals. We used multiple 
cycles of team-based analysis to analyze single cases, and 
then we performed an across-cases analysis. Finally, we 
identified and summarized the main themes and subthemes 
and developed a thematic map to synthesize the analysis 
results (Sandelowski & Leeman, 2012; Thorne, 2016).

Rigor

The rigor of the current study was ensured mainly by meth-
odological congruence between objective, design, sampling, 
data collection, and analysis and the use of a self-care theo-
retical framework (Morse, 2015; Thorne, 2020). To ensure 
validity and reliability, the analysis was team based, with 
prolonged engagement and peer debriefing, and the meetings 
and critical discussion among the broader team acted as a 
miniature audit (Morse, 2015). In Qualitative Applied Health 
Research, saturation is deemed incompatible with the ontol-
ogy of the discipline and object and of the inquiry (Thorne, 
2020). Instead, our methodological choices were guided by 
principles of coherence and credibility and aimed at produc-
ing a detailed, in depth, and meaningful report of the phe-
nomenon in study, which could be relevant to clinical 
practitioners and further advance knowledge (Morse, 2015; 
Thorne, 2020). Last, we adhered to the principles of com-
munity involvement and credibility of results and their 
importance (Yardley, 2000) by involving a patients’ associa-
tion when designing the study and the interview guide and 
recruiting participants.

Results

A total of 30 people participated in the study, seven of whom 
were females, with a mean age of 69.9 years (60–77) and 
19.4 mean years (3–40) of people living with T2DM 
(Table 1). Five themes were developed around the experi-
ences of self-care during the pandemic: changes in diabetes, 
difficulty in accessing supplies, relationship with the health-
care system, relationship with the caregiver, and information 
retrieval (Figure 1).

Changes in Diabetes

Changes in diabetes related to the COVID-19 pandemic were 
ubiquitous among our participants. The main change linked 
to restrictions of the first and third phases was the reduc-
tion or complete suspension of physical activity, as many 

participants engaged in movement or sport regularly (run-
ning, walking, dancing, cycling, etc.), as this woman 
explained: “I used to go to the gym twice a week for postural 
gymnastics, and now the gym is closed. I tried and did move-
ment in the garden or around the house” (F, 73 years). The 
restrictions led participants to engage in different activities, 
either more rudimental, such as moving around the house or 
doing stairs, or more structured, such as the stationary bike 
or even creating a small gym in the house. The lack or reduc-
tion of physical activity induced many participants to develop 
strategies to compensate and maintain glycemic values in 
range, both with adjustments in the therapy and in the diet.

Since I could move less, I reduced my carbohydrates. My diet 
was already very low in carbohydrates, but I now have eliminated 
bread, pasta and rice. This allowed me to eliminate some 
hypoglycemic drugs and to significantly decrease insulin units. 
(M, 63 years)

For some, staying at home was an occasion to control more 
and put more attention on the diet and the food that was more 
difficult to do while working. For others, staying at home led 
to an increase in food intake, deterioration in the quality of 
food consumed, for example, by eating foods not included in 
a diabetic diet, and stress eating.

You get more gluttonous because you’re in the house with the 
lockdown and you could not go out and knowing that in the 
house maybe there is something to put in your mouth, you start 
gnawing, eating something you should not eat. (M, 62 years)

In addition, there was an increase in alcohol and tobacco 
consumption among the participants, with some even begin-
ning to drink alcohol during lockdown periods. Among 
smokers, some managed to keep the number of cigarettes 
smoked daily stable, but most disclosed smoking more. All 
of these factors led in some cases to weight gain, which 
affected 5 of the 30 participants, one of whom reported gain-
ing 20 kg since the start of the pandemic. Another conse-
quence was glycemic decompensation. Changes in glycemic 
values, often increased, were a common factor for many par-
ticipants. The causes are not always known and clearly iden-
tifiable by participants. Increased sedentary lifestyle and 
dietary changes were decisive factors, but stress and worries 
also played a significant role, as reported by this 
participant:

It was a total breakdown. [Glycemic values were] either too low 
or too high, it was some trouble. Blood sugar is a stressor. As I 
usually have it too high because I am a worried and anxious 
person. In addition, this led me to a decompensation. (F, 73 years)

Among the sample, several emotions were reported: anxiety, 
stress, fear, sadness, nervousness, discomfort, worry, bore-
dom, indifference, or lack of meaningful events. One of the 
predominant feelings was the fear of contracting the virus 
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and the stress generated by the emergency situation, also 
because having diabetes was a risk factor for complications 
in COVID-19 and the awareness of being a fragile subject 
was a source of concern for many participants. Mood also 
had an impact on the participants’ sleep. Many reported a 
worsening of sleep since the pandemic began: difficulty get-
ting to sleep, waking up at night and inability to fall back to 
sleep, and fewer hours of sleep. Some have tried natural rem-
edies, while others have started taking medication, but in 
both cases, the results have not been satisfactory. The wors-
ening of sleep led, in some cases, to a rise in glycemic val-
ues: “Those moments when I was analyzing all the problems, 
all the jobs that stopped, even the lack of income, in those 
circumstances led me to sleep a little less and the glycemic 
values were altered, they rose” (M, 72 years). In contrast, 

those who did not record significant changes in their state of 
mind reported an increase in the amount of sleep and rest: “I 
must say that I slept more because I had nothing to do” (M, 
71 years). In response to changes in glycemic values, some 
participants increased the frequency of glycemic checks 
from once a week to once a day or changed the time of the 
checks, for example, in the evening, so that they could go to 
sleep without worries. With respect to drug therapy, the 
majority of patients (76.7%) were taking oral hypoglycemic 
drugs and continued to take them despite changes in blood 
glucose values, while some participants had their therapy 
changed by their diabetologist. Among participants on insu-
lin therapy, some were able to self-manage their insulin ther-
apy effectively, while others were not able to make their own 
decisions about drug dosage and therefore had more unstable 
blood glucose values. One patient faced this problem for the 
first time during lockdown without being aware of how to 
manage insulin therapy:

I have always been convinced that if my tooth hurts, I have to go 
to the dentist, not the greengrocer. It is not like I can just decide 
on my own to do 30 units, it is not in heaven or on earth. Unless 
my diabetologist tells me—Mr. Z., look, you can handle it, if 
you see that it is going up you can do 18 units, if you see that it 
goes up from 18 you can do 22, or if you see that it goes down 
you can lower it, but they must always tell me. Until now, until 
the last visits, this problem did not exist because I managed to 
stay within the limits, always slightly high, but it was quite 
manageable. (M, 65 years)

There were also some cases of participants who did not 
change their habits due to restrictions or health emergencies: 
“I would say that it did not change at all, I follow the usual 
routine of checks and self-control, diet and so on, nothing 
special” (M, 74 years).

Difficulty in Accessing Supplies

The second theme is about the difficulty in accessing sup-
plies of food, drugs, and devices for T2DM. Almost one-
third of the sample did not leave the house during the first 
lockdown because they were afraid of COVID-19. These 
people managed to get everything they needed thanks to the 
support of family members or associations and through tech-
nology. Shopping was often done by spouses, close relatives, 
or neighbors. One method of drug procurement used by the 
majority of the sample since the beginning of the pandemic 
has been electronic prescriptions. In some cases, the partici-
pants were able to manage these themselves and found them 
very useful to avoid going out. However, the use of elec-
tronic prescriptions was not immediate for some people, 
especially the older ones, and not everyone in the sample had 
a computer or a smartphone, knew how to use it, or had 
someone close to them who could. The use of technology 
was thus found to be a double-edged sword, with great 

Table 1.  Sociodemographic and Clinical Characteristics of the 
Sample (N = 30).

Age Years
Range 60–77
  Median age 71
  Mean age 69.9
Sex N (%)
  Female 7 (23.3)
  Male 23 (76.7)
Living with someone N (%)
  No 1 (3.3)
  Yes* 29 (96.7)
Partner 27 (93.1)
  Son or daughter 8 (27.6)
  Son-in-law or daughter-in-law 1 (3.4)
Occupation N (%)
  Retired 22 (73.3)
  Unemployed 1 (3.3)
  Homeworker 2 (6.7)
  Working 5 (16.7)
Presence of caregiver N (%)
  No 26 (86.7)
  Yes 4 (13.3)
Living with caregiver 4 (13.3)
Years from T2DM diagnosis Years
Range 3–40
  Median 18
  Mean 19.4
Treatment for diabetes* N (%)
  Diet 18 (60)
  Oral hypoglycemic drugs 26 (76.7)
  Injectable hypoglycemic drugs 

(noninsulin)
3 (10)

  Insulin 13 (43.3)
  T2DM provider N (%)
  Hospital diabetologist 4 (13.3)
  General practitioner 26 (86.7)

*Multiple answers possible.
T2DM = type 2 diabetes mellitus.
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potential but currently limited to a few able to use it: “I do 
not know if you’re not used to these things here [technology] 
how do you do things and manage in this day and age” (M, 
76 years). The greatest inconvenience was experienced by 
participants on insulin therapy, who in some cases saw their 
health in serious danger due to the unavailability of the drug, 
for example:

A patient with diabetes ran out of insulin, the pharmacy was 
closed, and his GP had COVID. The region intervened, 
indicating another GP who could prescribe it for him. Another 
person had not had insulin for four days because the hospital 
center where they usually went to get it was closed. Their partner 
called me, and fortunately, one member [of the association] lent 
him his insulin. (F, 73 years)

As in the case of medication, the procurement of diabetes 
devices (needles, syringes, lancets, lancing devices and 
strips, and glucometers) was hindered by organizational 
obstacles. Among these, an insufficient number of glucome-
ter test strips are available for each person per month. One 

participant had to autonomously obtain the necessary test 
strips for adequate monitoring of the blood glucose profile:

I am entitled to 25 blood glucose strips for three months, which 
would mean measuring my blood glucose more or less twice a 
week. However, now that I was not going out it was not enough 
for me. So I bought the strips on the internet, and now I have 
about one check every day. (M, 76 years)

However, one strategy that allowed people to live the lock-
down period with more serenity was to have a stockpile of 
devices at home to use in case of emergency. “Periodically, 
because I always go to the same pharmacy, when the equip-
ment is about to run out, before it runs out, I stock up and so 
I always have everything at home” (M, 72 years).

The Relationship with the Healthcare System

The third theme is the relationship with the healthcare sys-
tem. Some of the critical points that we found were the lack 
of a true point of reference for the treatment of T2DM and its 

Figure 1.  Graphical representation of themes and subthemes.
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complications, the superficiality of the examinations and 
check-ups, the lack of trust in the National Health System as 
an organization, the lack of a preferential channel for people 
with diabetes, and the lack of education for people with 
T2DM. First, it is significant to note that the entire care path-
way of diabetic patients in the context of the study is built on 
a physician-centric idea, and nurses are almost absent, espe-
cially in regard to a global assessment and management of 
the patient and provision of education. However, except for 
some practical aspects where nurses intervene, such as medi-
cations of the diabetic foot, we found from the interviews 
that there are only two points of reference in the treatment of 
diabetes: the diabetologist or the general practitioner (GP). 
Diabetologists work within a Specialist Diabetes Service, but 
during the first phase of the pandemic, these services were 
closed, which raised several problems over time. The first is 
that all patients had their routine diabetological visits can-
celed, often without being able to reschedule them. Some 
were rescheduled for the summer or autumn and then carried 
out. For some of these participants, the only inconvenience 
was the delay of the visits, but once they had been resched-
uled, no further problems were encountered. Others sched-
uled their appointments in the following months, without the 
certainty of being able to actually attend them. Others were 
still unable to attend the visit more than a year later due to 
problems with the organization of diabetes services:

In March [2020], they phoned me and said that the appointment 
was canceled; then, no one contacted me again. I got in touch, 
and they said, “No, the prescription has expired”—because you 
know it lasts a year. So I could not get a new prescription from 
an ophthalmologist because he was unreachable. I went to the 
hospital in [town] to make the appointment, and they would not 
let me in: “You have to make the appointment on this number”—I 
called the number, and no one answered! It was disorganized. As 
a result, I had my last appointment in mid-2019, and it is now 
2021, and no one has yet been able to make the appointment. 
(M, 73 years)

The closure of the usual referral centers has put many people 
in serious difficulty. Some participants had to resort to pri-
vate health care not only for check-ups but also for the man-
agement of complications. Within the sample, many patients 
said they felt lost: “What is missing is a preferential channel 
for certain types of illnesses, for the security of the patients 
but also to avoid all these delays” (M, 61 years). The lack of 
a preferential channel for chronic diseases was also obvious 
in the total lack of a reference point to contact in case of 
need. For example, several participants tried to contact the 
diabetologist or the referral center without success, as the 
centers were closed and there was no other way to get in 
touch with the specialists or a referral professional. This was 
reported by many participants and by all those who experi-
enced more or less serious problems during the health emer-
gency. Complications were thus partly a consequence of the 
suspension of diabetes services in the first phase of the 

pandemic and the disorganization or partial closure in the 
subsequent phases. One participant stated that hospitals do 
not do enough for people like them with serious illnesses 
other than COVID-19 and that the elderly were being unfairly 
side lined. Some patients report a lack of care for and involve-
ment of the chronically ill, as well as a low quality of care 
(shorter and shorter visiting times, different diabetologist at 
each visit with a lack of continuity of care, inability to iden-
tify and respond to people’s needs, a fragmented view of the 
patient). In some cases, the distance between the participants 
and the diabetologist was so much that they did not even 
know the name of their physician. In general, we found a 
certain mistrust toward the National Health System and the 
care pathways currently reserved for patients with T2DM. In 
fact, they have not proven able to cope efficiently and safely 
with emergency situations, although months have passed 
since the outbreak of COVID-19. In addition, some patients 
with T2DM are referred to GPs. One participant who has 
been followed by the GP for 2 years defines himself as “self-
taught.” For him, there were no significant changes in the 
care he received during the pandemic, as he felt he had not 
been adequately looked after before:

To find yourself in a visit to be told—you do not need to be 
followed up anymore yearly.  .  .with all the things.  .  .see your 
[general] doctor - well, it annoyed me a little bit, because it is not 
that someone who’s just barely in the values, I will not say good, 
but above a little bit the minimum. .  .enough, you do not have to 
follow him. [.  .  .] Two years ago, I never went to see a 
diabetologist again, I am self-taught [.  .  .] I do my own check-
ups, I know that every year I have to have eye tests and blood 
tests, I go every year, I do them myself, I get the referral from 
the GP. (M, 62 years)

GPs have become a reference point for diabetes for almost 
one-third of the sample since the clinics were closed, and 
many participants were satisfied with their GP and their rela-
tionship with him. However, they can manage people with 
T2DM only when they are stable and compensated; when the 
situation changes, people need to be referred back to the dia-
betologist. Despite the efforts of the GPs, many participants 
expressed the need to find ways to be followed by experts in 
the field of diabetes even in times of health emergency. 
EHealth has been useful in the most critical phase; partici-
pants reported using phones, apps such WhatsApp, and emails 
to reach their providers, especially when the visits were being 
postponed indefinitely, as this participant recalled:

I did the visit via cell phone because with an email we were asked 
to prepare all the documents, all the documentation that normally 
the diabetologist sees on the visit, and by phone [the diabetologist] 
asked us questions and I sent everything via email scans of the 
various tests, blood tests, cardiologist, and carotid check. It was a 
“paper” visit like the previous ones, only that we did not see the 
doctor but they spoke on the phone. In addition, I was relieved 
because it is like having done the visit. (M, 61 years)
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Not everyone liked being only able to talk with a provider on 
the phone. Furthermore, similar to the use of electronic pre-
scriptions, eHealth, to work, needs adequate tools and knowl-
edge of technology, which could limit access in some people, 
as this participant highlights:

A lot of online activities have developed right now in my 
opinion, which is good. However, there is a small problem: the 
people who go online are the ones who are more experienced. 
They have an advantage because of their culture, motivation 
and desire. Older people, on the other hand, cannot even get 
online. They cannot, and many do not have computers, cannot 
see, do not have anyone. There is a segment of the population 
that needs to be taught. They need to be reached because they 
are not able to get to the information. Now with eHealth [you 
could take a significant step forward], if it actually worked 
well. (F, 73 years)

The Relationship with the Caregiver

The fourth theme is the relationship with the caregiver. The 
majority of participants described themselves as autonomous 
in the self-care of their diabetes, without the need for a care-
giver. However, 96.7% of the participants are cohabiting 
(Table 1), and almost all of the sample reported how the 
physical closeness of another person has been important for 
material and emotional support. For many, the spouse pro-
vided practical help in maintaining an adequate level of self-
care, for example, by cooking, offering support and company 
in physical activity, and reminding them of therapy and 
appointments. For most of the participants, the relationship 
with the spouse has not changed since the beginning of the 
pandemic. For others, the health emergency has been an 
opportunity to get even closer with their spouse and 
strengthen their caregiver’s contribution, for example, in the 
diet or in the physical activity. As this participant recalls, 
since the beginning of the pandemic, his wife has been more 
attentive to him; for example, when he gets hyperglycemic, 
his wife makes him dance in the house so that the values can 
be balanced by physical activity: “[My wife] keeps me in 
line on eating, she stimulates me on so many things, to walk, 

to dance, she pushes me. She’s the one who helps me in 
everything, if I’m here I owe it to her!” (M, 69 years).

Information Retrieval about COVID-19 and 
T2DM

The last theme is information retrieval about COVID-19 and 
T2DM. Regarding COVID-19, the entire sample stated that 
they had received a great deal of information since the begin-
ning of the pandemic. Some participants raised the issue of 
“too much information” stating that they were overwhelmed 
by the news and information received. The media used by 
almost all participants was television due to the large amount 
of time available at home, along with the Internet, newspa-
pers, and social networks (Figure 2). Most participants, how-
ever, found these sources unclear, confusing, and conflicting, 
and some raised the problem of how to trust information. As 
stated by this participant, an important factor for information 
retrieval was the ability of critical thinking, which allowed 
them to distinguish between reliable news and false news:

The sources did not always seem reliable to me, but frankly, I 
think I have a minimum of independence of thought and I can 
understand when a piece of news is well-founded compared to 
when it is a hoax or false and biased news. (M, 71 years)

This discrimination was not possible for everyone, as 
declared by one participant who, when asked which source 
was the most reliable, replied: “Can I say none? It was all 
chaos. It was all different information. This was very confus-
ing. In addition, it still is” (F, 73 years).

As per information about diabetes, the main source was 
health professionals, although not all participants had refer-
ence points to whom they could ask their questions. Among 
those who were able to reach their diabetologist or GP, there 
was greater satisfaction in terms of the information received: 
“The most reliable [of the sources was] absolutely my diabe-
tologist” (M, 63 years). Those who belonged to some kind of 
diabetes association had the specialists they worked with as 
their main source—experienced and trustworthy people. In 

Figure 2.  Methods of information retrieval on COVID-19 and diabetes (multiple answers possible) (N = 30).
COVID-19 = corona virus 2019.
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contrast, those who did not have a network or the opportunity 
to contact a diabetes specialist were disappointed by the 
scarce and reliable information about diabetes, as this par-
ticipant stated:

Regarding the management of diabetes in relation to the 
coronavirus period, there was no information. I did not look for it 
because I’m perfectly capable of managing it autonomously, and 
I did not expect it because I’m not naïve. Let us say that if there 
had been more, it would have been better, it would have been a 
perception of attention that would certainly have improved the 
state of mind. I’m a seasoned diabetes professional, but I have 
heard of diabetics, especially newcomers, who, especially at the 
beginning, found it very difficult to manage from an emotional 
point of view. So at that moment yes, it would have been a very 
good support, a psychological support for diabetics, it would 
have been appropriate, but given how busy the health workers 
were it seems to me quite pretentious. (M, 63 years)

The more web-savvy participants looked through official 
sources such as the World Health Organization and the 
Ministry of Health for reliable information. One patient 
relied exclusively on medical newsletters and institutional 
sites such as those of the Italian Society of Diabetology and 
the Association of Diabetes Physicians. In contrast, some 
participants reported a passive attitude and disinterest in 
information, both regarding COVID-19 and diabetes: 
“Nothing worries me, so I do not ask questions. What they 
said about diabetes is fine, but I’m not interested in COVID” 
(M, 69 years).

Discussion

This study aimed to explore and describe the experience of 
self-care of people with T2DM during the COVID-19 pan-
demic. Our findings revealed critical aspects regarding the 
organization of health services for patients with T2DM. In a 
situation of added complexity due to the COVID-19 pan-
demic, many participants found themselves having to man-
age diabetes with minimal or absent support from healthcare 
providers. Most of the participants reported a worsening of 
self-care, for example, in a lower level of physical activity, 
lower adherence to a healthy diet, and increased alcohol and 
tobacco consumption. Several participants reported that they 
did not feel cared for by the health system from the begin-
ning of the pandemic, with some extreme cases of people 
who remained without insulin. Even if some forms of eHealth 
facilitated the interactions, it remained critical. In addition, 
the sense of abandonment and the lack of points of reference 
had important psychological consequences on participants, 
such as anxiety, stress, and fear, which added up to those trig-
gered by the pandemic. Taken together, these results are 
extremely relevant, as they suggest the need to improve com-
munity care services to support patients with diabetes and, 
more generally, with chronic conditions both during and 
after the pandemic.

The worsening of self-care in people with T2DM was 
hypothesized at the beginning of the pandemic due to the 
restrictions imposed by it and the prioritization of urgent and 
high-intensity care to those affected by COVID-19 (Wake 
et al., 2020). A recent study (Forde et al., 2021) highlighted 
how people with T2DM had suffered from a severe disrup-
tion of diabetes services throughout Europe with less care 
and education provided. In our study, these disruptions are 
probably exacerbated because they are occurring in an 
already fragmented care environment for people with diabe-
tes that did not maintain continuity of care or reliance on a 
diabetes nurse case manager or family nurse. A diabetes 
nurse case manager or family nurse—who was not available 
in the context of the study—could provide care and educa-
tion, facilitating continuity of care and thus improving self-
care in people with T2DM (Ishani et  al., 2011; Li et  al., 
2017), even in complex emergencies such as COVID-19 
(Baker et al., 2021).

The use of eHealth was helpful for some of our partici-
pants, which is consistent with studies in different contexts 
that show how eHealth was useful for the care of people with 
diabetes during the COVID-19 pandemic (Ceriello, 2020; 
Jendle, 2020; Mader, 2020). However, eHealth is still under-
developed and was based more on the individual ability and 
availability of patients and providers rather than being a struc-
tured, formalized process. While COVID-19 showed the 
potential of eHealth, in our sample, there was difficulty in 
approaching and using eHealth, especially for older patients, 
as well as a disparity between those who had and did not have 
access to technology. This is consistent with other studies stat-
ing that COVID-19 accentuated inequalities and disparities 
related to access to and use of technology to facilitate diabetes 
care (Kerr & Warshaw, 2020; Monaghan & Marks, 2020). We 
also have to situate these results in the Italian context, where 
16.8% of the population has never used the Internet compared 
to the European mean of 9.4% (Digital Economy Society 
Index, 2021). Therefore, intervention to develop eHealth 
needs to be accompanied by progress in digital literacy and the 
availability of technology to patients and providers.

To be able to cope with the diabetes-related problems 
resulting from the health emergency, some participants in the 
sample self-organized in groups when the health service was 
unable to provide timely responses. For example, they were 
able to manage emergencies such as lack of insulin or the 
onset of a diabetic foot, as well as providing moral and psy-
chological support. The topic of mutual support between 
patients with T2DM during the COVID-19 pandemic is 
extremely novel, and there are no similar studies in the litera-
ture. However, similar experiences before the pandemic 
showed that people with T2DM in self-help groups had 
higher empowerment, social inclusion, psychosocial sup-
port, and coping strategies (Kofahl, 2019; Nickel et  al., 
2019). Self-help groups, therefore, could be one strategy for 
people with T2DM to improve their self-care and overall 
well-being after the pandemic.
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Limitations and Strengths

The sample of the present study was composed of elderly 
white Italians residing in Lombardy, the majority of which 
were males. The country where the study was conducted 
(Italy) has a health model that is based on the principle of 
health as a fundamental human right and guarantees univer-
sal health care to all. All together, these aspects could hinder 
the transferability of the results, especially to private health-
based countries and diverse populations. Furthermore, since 
almost all participants considered themselves autonomous in 
self-care, the caregiver role might be under represented. 
While telephone interviews might have prevented the 
researcher from capturing certain data, such as the nonverbal 
language of the interviewees, they made it possible to reach 
numerous people and to gain in-depth knowledge of the phe-
nomenon under study at a time when an in-person study 
would not have been possible. Furthermore, no previous 
studies have explored the experience of diabetes self-care 
during the pandemic. The process of data collection and 
analysis was conducted rigorously on the basis of interpre-
tive description (Thorne, 2016), thus ensuring reliable 
results. Therefore, our findings can be transferable to similar 
populations and cultural contexts. Finally, having involved a 
diabetes patients’ association was key to designing the study, 
informing the interview guide, and enrolling participants, 
assuring the voice and perspective of patients being 
represented.

Conclusion

Self-care is a key strategy for people with T2DM. We found 
that adults with T2DM struggled to maintain adequate self-
care and to access diabetes services during the pandemic. 
Although our study was conducted during an unexpected and 
severe global emergency, lessons can be learned to improve 
diabetes services both during and after the pandemic. 
Participants advised for a diabetes point of reference, con-
tinuity of care, and patients’ engagement. Developing 
advanced nursing roles and services—currently unavailable 
in the context of the study—could solve many of the issues 
reported in this study. Future research should develop and 
test the effectiveness of those services in people with T2DM 
to improve diabetes care. Based on our results, easier contact 
with health providers, continuous engagement, eHealth solu-
tions, and formal peer support should be integrated by future 
interventions to improve diabetes care.

Acknowledgments

The authors would like to thank “Associazione Diabetici Provincia 
di Milano” for the support.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iDs

Luciani Michela  https://orcid.org/0000-0001-7598-5658

Canesi Marta  https://orcid.org/0000-0003-4105-7014

Ausili Davide  https://orcid.org/0000-0001-5212-6463

References

American Diabetes Association. (2020). 2. Classification and diag-
nosis of diabetes: Standards of medical care in diabetes-2020. 
Diabetes Care, 43(Suppl 1), S14–S31. https://doi.org/10.2337/
dc20-S002

Ausili, D., Rossi, E., Rebora, P., Luciani, M., Tonoli, L., Ballerini, 
E., Androni, S., Vellone, E., Riegel, B., & Di Mauro, S. (2018). 
Socio-demographic and clinical determinants of self-care in 
adults with type 2 diabetes: A multicentre observational study. 
Acta Diabetologica, 55(7), 691–702. https://doi.org/10.1007/
s00592-018-1135-x

Baker, M., Nelson, S., & Krsnak, J. (2021). Case management 
on the front lines of COVID-19: The importance of the 
individualized care plan across care settings. Professional 
Case Management, 26(2), 62–69. https://doi.org/10.1097/
NCM.0000000000000484

Beran, D., Aebischer Perone, S., Castellsague Perolini, M., 
Chappuis, F., Chopard, P., Haller, D. M., Jacquerioz Bausch, 
F., Maisonneuve, H., Perone, N., & Gastaldi, G. (2021). 
Beyond the virus: Ensuring continuity of care for people with 
diabetes during COVID-19. Primary Care Diabetes, 15(1), 
16–17. https://doi.org/10.1016/j.pcd.2020.05.014

Biamonte, E., Pegoraro, F., Carrone, F., Facchi, I., Favacchio, G., 
Lania, A. G., Mazziotti, G., & Mirani, M. (2021). Weight 
change and glycemic control in type 2 diabetes patients dur-
ing COVID-19 pandemic: The lockdown effect. Endocrine, 72, 
604–610. https://doi.org/10.1007/s12020-021-02739-5

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychol-
ogy. Qualitative Research in Psychology, 3(2), 77–101. https://
doi.org/10.1191/1478088706qp063oa

Ceriello, A. (2020). “Diabetes as a case study of chronic disease 
management”: Eight years later. The opportunity learned 
from the COVID-19 pandemic. Diabetes Research and 
Clinical Practice, 167, 108384. https://doi.org/10.1016/j.
diabres.2020.108384

Consolandi, E. (2021). Lombardy, the Italian region most affected 
by Covid-19: Analysis of the socio-territorial aspects of the 
outbreak of the Seriana Valley. Revue francophone sur la santé 
et les territoires. https://doi.org/10.4000/rfst.863

Digital Economy Society Index. (2021). DESI - Compare countries 
progress — Digital Scoreboard - Data & Indicators. https://
bit.ly/3ysvTqg

Fabrizi, D., Rebora, P., Luciani, M., Di Mauro, S., Valsecchi, M. G., 
& Ausili, D. (2020). How do self-care maintenance, self-care 
monitoring, and self-care management affect glycated haemo-
globin in adults with type 2 diabetes? A multicentre observa-
tional study. Endocrine, 69, 542–552. https://doi.org/10.1007/
s12020-020-02354-w

https://orcid.org/0000-0001-7598-5658
https://orcid.org/0000-0003-4105-7014
https://orcid.org/0000-0001-5212-6463
https://doi.org/10.2337/dc20-S002
https://doi.org/10.2337/dc20-S002
https://doi.org/10.1007/s00592-018-1135-x
https://doi.org/10.1007/s00592-018-1135-x
https://doi.org/10.1097/NCM.0000000000000484
https://doi.org/10.1097/NCM.0000000000000484
https://doi.org/10.1016/j.pcd.2020.05.014
https://doi.org/10.1007/s12020-021-02739-5
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1016/j.diabres.2020.108384
https://doi.org/10.1016/j.diabres.2020.108384
https://doi.org/10.4000/rfst.863
https://bit.ly/3ysvTqg
https://bit.ly/3ysvTqg
https://doi.org/10.1007/s12020-020-02354-w
https://doi.org/10.1007/s12020-020-02354-w


10	 Clinical Nursing Research 00(0)

Falcetta, P., Aragona, M., Ciccarone, A., Bertolotto, A., Campi, F., 
Coppelli, A., Dardano, A., Giannarelli, R., Bianchi, C., & Del 
Prato, S. (2021). Impact of COVID-19 lockdown on glucose 
control of elderly people with type 2 diabetes in Italy. Diabetes 
Research and Clinical Practice, 174, 108750. https://doi.
org/10.1016/j.diabres.2021.108750

Forde, R., Arente, L., Ausili, D., De Backer, K., Due-Christensen, 
M., Epps, A., Fitzpatrick, A., Grixti, M., Groen, S., Halkoaho, 
A., Huber, C., Iversen, M. M., Johansson, U. B., Leippert, C., 
Ozcan, S., Parker, J., Paiva, A. C., Sanpetreanu, A., Savet, M. 
A., ... Forbes, A.; FEND COVID-19 consortium. (2021). The 
impact of the COVID-19 pandemic on people with diabetes 
and diabetes services: A pan-European survey of diabetes spe-
cialist nurses undertaken by the foundation of European Nurses 
in Diabetes survey consortium. Diabetic Medicine: A Journal 
of the British Diabetic Association, 38(5), e14498. https://doi.
org/10.1111/dme.14498

Ghosh, A., Arora, B., Gupta, R., Anoop, S., & Misra, A. (2020). 
Effects of nationwide lockdown during COVID-19 epidemic 
on lifestyle and other medical issues of patients with type 2 dia-
betes in north India. Diabetes & Metabolic Syndrome, 14(5), 
917–920. https://doi.org/10.1016/j.dsx.2020.05.044

Halcomb, E. J., & Davidson, P. M. (2006). Is verbatim transcription 
of interview data always necessary? Applied Nursing Research, 
19(1), 38–42. https://doi.org/10.1016/j.apnr.2005.06.001

Hall, G., Laddu, D. R., Phillips, S. A., Lavie, C. J., & Arena, R. 
(2021). A tale of two pandemics: How will COVID-19 and 
global trends in physical inactivity and sedentary behavior 
affect one another? Progress in Cardiovascular Diseases, 64, 
108–110. https://doi.org/10.1016/j.pcad.2020.04.005

Ishani, A., Greer, N., Taylor, B. C., Kubes, L., Cole, P., Atwood, 
M., Clothier, B., & Ercan-Fang, N. (2011). Effect of nurse case 
management compared with usual care on controlling cardio-
vascular risk factors in patients with diabetes: A randomized 
controlled trial. Diabetes Care, 34(8), 1689–1694. https://doi.
org/10.2337/dc10-2121

Jendle, J. (2020). The use of eHealth for the care of patients with 
diabetes in connection to the COVID-19 pandemic. Journal of 
Diabetes Science and Technology, 14(4), 739–740. https://doi.
org/10.1177/1932296820922623

Kerr, D., & Warshaw, H. (2020). Clouds and silver Linings: 
COVID-19 pandemic is an opportune moment to democ-
ratize diabetes care through telehealth. Journal of Diabetes 
Science and Technology, 14(6), 1107–1110. https://doi.
org/10.1177/1932296820963630

Kofahl, C. (2019). [Collective patient centeredness and patient 
involvement through self-help groups]. Bundesgesundheitsblatt, 
Gesundheitsforschung, Gesundheitsschutz, 62(1), 3–9. https://
doi.org/10.1007/s00103-018-2856-2

Li, D., Elliott, T., Klein, G., Ur, E., & Tang, T. S. (2017). Diabetes 
nurse case management in a Canadian tertiary care setting: 
Results of a randomized controlled trial. Can J Diabetes, 41(3), 
297–304. https://doi.org/10.1016/j.jcjd.2016.10.012

Lim, S., Bae, J. H., Kwon, H. S., & Nauck, M. A. (2021). COVID-
19 and diabetes mellitus: From pathophysiology to clinical 
management. Nature Reviews Endocrinology, 17(1), 11–30. 
https://doi.org/10.1038/s41574-020-00435-4

Luciani, M., Montali, L., Nicolò, G., Fabrizi, D., Di Mauro, S., & 
Ausili, D. (2021). Self-care is renouncement, routine, and con-
trol: The experience of adults with type 2 diabetes mellitus.  
Clinical Nursing Research, 30(6), 892–900. https://doi.org 
/10.1177/1054773820969540

Mader, J. K. (2020). Personal experiences with coronavirus disease 
2019 and diabetes: The Time for telemedicine is now. Journal 
of Diabetes Science and Technology, 14(4), 752–753. https://
doi.org/10.1177/1932296820930289

Masuda, M., & Tomonaga, O. (2022). Study on the effects of 
changes in lifestyle of patients with diabetes on glycaemic con-
trol before and after the declaration of the state of emergency 
in Japan. Diabetology International, 13, 66–74. https://doi.
org/10.1007/s13340-021-00505-6

Monaghan, M., & Marks, B. (2020). Personal experiences with 
COVID-19 and diabetes technology: All for technology 
yet not technology for all. Journal of Diabetes Science and 
Technology, 14(4), 762–763. https://doi.org/10.1177/193229 
6820930005

Morse, J. M. (2015). Critical analysis of strategies for determin-
ing rigor in qualitative inquiry. Qualitative Health Research, 
25(9), 1212–1222. https://doi.org/10.1177/1049732315588501

Nickel, S., Haack, M., von Dem Knesebeck, O., Dierks, M. L., 
Seidel, G., Werner, S., & Kofahl, C. (2019). [Participation in 
self-help groups: Impact on self-management and knowl-
edge]. Bundesgesundheitsblatt, Gesundheitsforschung, 
Gesundheitsschutz, 62(1), 10–16. https://doi.org/10.1007/
s00103-018-2850-8

Park, S. D., Kim, S. W., Moon, J. S., Lee, Y. Y., Cho, N. H., Lee, J. 
H., Jeon, J. H., Choi, Y. K., Kim, M. K., & Park, K. G. (2021). 
Impact of social distancing due to coronavirus disease 2019 
on the changes in glycosylated hemoglobin level in people 
with type 2 diabetes mellitus. Diabetes & Metabolism Journal, 
45(1), 109–114. https://doi.org/10.4093/dmj.2020.0226

Rastogi, A., Hiteshi, P., & Bhansali, A. (2020). Improved glyce-
mic control amongst people with long-standing diabetes dur-
ing COVID-19 lockdown: A prospective, observational, nested 
cohort study. International Journal of Diabetes in Developing 
Countries, 40, 476–481. https://doi.org/10.1007/s13410-020-
00880-x

Riegel, B., Jaarsma, T., & Strömberg, A. (2012). A middle-range 
theory of self-care of chronic illness. ANS Adv Nurs Sci, 35(3), 
194–204. https://doi.org/10.1097/ans.0b013e318261b1ba

Ruiz-Roso, M. B., Knott-Torcal, C., Matilla-Escalante, D. C., 
Garcimartín, A., Sampedro-Nuñez, M. A., Dávalos, A., & 
Marazuela, M. (2020). COVID-19 lockdown and changes of 
the dietary pattern and physical activity habits in a cohort of 
patients with type 2 diabetes mellitus. Nutrients, 12(8), 2327. 
https://doi.org/10.3390/nu12082327

Sandelowski, M., & Leeman, J. (2012). Writing usable qualitative 
health research findings. Qualitative Health Research, 22(10), 
1404–1413. https://doi.org/10.1177/1049732312450368

Shi, C., Zhu, H., Liu, J., Zhou, J., & Tang, W. (2020). Barriers to 
self-management of type 2 diabetes during COVID-19 medical 
isolation: A qualitative study. Diabetes Metabolic Syndrome 
and Obesity: Targets and Therapy, 13, 3713–3725. https://doi.
org/10.2147/DMSO.S268481

Silva-Tinoco, R., González-Cantú, A., de la Torre-Saldaña, V., 
Guzmán-Olvera, E., Cuatecontzi-Xochitiotzi, T., Castillo-
Martínez, L., Romero-Ibarguengoitia, M. E., Nahuacatl-López, 
A., Castillo-Galindo, C., Orea-Tejeda, A., Serna-Alvarado, 
J., León-García, E., & Ochoa-Moreno, J. (2021). Effect in 
self-care behavior and difficulties in coping with diabe-
tes during the COVID-19 pandemic. Revista Mexicana de 
Endocrinología, Metabolismo y Nutrición, 8, 13–19. https://
doi.org/10.24875/rme.20000063

https://doi.org/10.1016/j.diabres.2021.108750
https://doi.org/10.1016/j.diabres.2021.108750
https://doi.org/10.1111/dme.14498
https://doi.org/10.1111/dme.14498
https://doi.org/10.1016/j.dsx.2020.05.044
https://doi.org/10.1016/j.apnr.2005.06.001
https://doi.org/10.1016/j.pcad.2020.04.005
https://doi.org/10.2337/dc10-2121
https://doi.org/10.2337/dc10-2121
https://doi.org/10.1177/1932296820922623
https://doi.org/10.1177/1932296820922623
https://doi.org/10.1177/1932296820963630
https://doi.org/10.1177/1932296820963630
https://doi.org/10.1007/s00103-018-2856-2
https://doi.org/10.1007/s00103-018-2856-2
https://doi.org/10.1016/j.jcjd.2016.10.012
https://doi.org/10.1038/s41574-020-00435-4
https://doi.org/10.1177/1054773820969540
https://doi.org/10.1177/1054773820969540
https://doi.org/10.1177/1932296820930289
https://doi.org/10.1177/1932296820930289
https://doi.org/10.1007/s13340-021-00505-6
https://doi.org/10.1007/s13340-021-00505-6
https://doi.org/10.1177/1932296820930005
https://doi.org/10.1177/1932296820930005
https://doi.org/10.1177/1049732315588501
https://doi.org/10.1007/s00103-018-2850-8
https://doi.org/10.1007/s00103-018-2850-8
https://doi.org/10.4093/dmj.2020.0226
https://doi.org/10.1007/s13410-020-00880-x
https://doi.org/10.1007/s13410-020-00880-x
https://doi.org/10.1097/ans.0b013e318261b1ba
https://doi.org/10.3390/nu12082327
https://doi.org/10.1177/1049732312450368
https://doi.org/10.2147/DMSO.S268481
https://doi.org/10.2147/DMSO.S268481
https://doi.org/10.24875/rme.20000063
https://doi.org/10.24875/rme.20000063


Michela et al.	 11

Thorne, S. (2016). Interpretive description: Qualitative research 
for applied practice (2nd ed.). Routledge.

Thorne, S. (2020). The great saturation debate: What the “S word” 
means and doesn’t mean in qualitative research reporting. The 
Canadian Journal of Nursing Research, 52(1), 3–5. https://doi.
org/10.1177/0844562119898554

Wake, D. J., Gibb, F. W., Kar, P., Kennon, B., Klonoff, D. C., 
Rayman, G., Rutter, M. K., Sainsbury, C., & Semple, R. K. 
(2020). Endocrinology in the time of COVID-19: Remodelling 
diabetes services and emerging innovation. European Journal 
of Endocrinology, 183(2), G67–G77. https://doi.org/10.1530/
EJE-20-0377

Watkins, D. C. (2017). Rapid and rigorous qualitative data anal-
ysis. International Journal of Qualitative Methods, 16(1),  
1609406917712131. https://doi.org/10.1177/1609406917712131

World Medical Association. (2013). World Medical Association 
Declaration of Helsinki: Ethical principles for medical research 
involving human subjects. The Journal of the American Medical 
Association, 310(20), 2191–2194. https://doi.org/10.1001/
jama.2013.281053

Yardley, L. (2000). Dilemmas in qualitative health research. Health 
Psychology, 15(2), 215–228. https://doi.org/10.1080/088704 
40008400302

Author Biographies

Michela Luciani, RN, MScN, PhD, Postdoctoral Fellow in 
Nursing, University of Milano-Bicocca.

Camilla Maria Bigoni, RN, MScN, Intermediate Care Nurse at 
Katharinenhospital - Klinikum Stuttgart, Germany.

Marta Canesi, RN, MScN, Nurse, Pediatric Hematology and Bone 
Marrow Transplant Center, Fondazione MBBM Onlus- ASST 
Monza. Head of the Pediatric Research Training and Development 
Unit, Pediatric Department, Fondazione MBBM Onlus- ASST 
Monza. 

Matteo Masotto, RN, MScN., Family Health Nurse, ASST 
Brianza. Community Nursing Lecturer, University of Milano 
Bicocca.

Diletta Fabrizi, RN, MScN, PhD student in Public Health, 
University of Milano-Bicocca. 

Stefania Di Mauro, RN, MScN, Associate Professor of Nursing 
Science, Head of the School of Nursing and Midwifery, University 
of Milano-Bicocca.

Davide Ausili, RN, MScN, PhD, Associate Professor of Nursing 
Science, University of Milano-Bicocca.

https://doi.org/10.1177/0844562119898554
https://doi.org/10.1177/0844562119898554
https://doi.org/10.1530/EJE-20-0377
https://doi.org/10.1530/EJE-20-0377
https://doi.org/10.1177/1609406917712131
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1080/08870440008400302
https://doi.org/10.1080/08870440008400302

