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Abstract
Background: Diabetes has reached global epidemic proportions. Type 1 Diabetes (T1D) typically
strikes in childhood and is now becoming more prevalent in young adults. Evidence suggests that
proactive harnessing of the positive attributes of a peer-to-peer mentor-mentee relationship could
help mediate and decrease prevalence, assist with better glycemic control, reverse nonadherence
and provide psychosocial support and education to people with diabetes.
Research Question: What are the requisite components of a mentor needed to establish an
effective mentorship relationship in a peer-to-peer coaching intervention for young adults with
type one diabetes from the mentee’s perspective?
Methods: A qualitative research design was used with Sandelowski’s (2010) qualitative
descriptive approach. The Right Who, Respect, Information gathering, Consistency, and Support
(TRICS) model was used as a theoretical framework (Donlan et al., 2017).
Sample: 20 young adults aged 18-30 with T1D were recruited through snowball sampling. One
semi-structured interview was completed with each participant. Data Analysis: All interview data
were audiotaped and transcribed verbatim and managed through NVIVO.
Findings/Discussion: Three themes were revealed in the data; 1) T1D is a personal journey
through self-realization and acceptance; 2) inconsistencies in social support systems and 3) a
mentor- is a companion on the journey. One supplemental theme highlights the perceived impact
of COVID-19 on participants T1D.
Conclusion: Individuals with T1D perceived there is value in cultivating a mentored form of peer
support. Developing and evaluating a mentor/mentee dyad as a supportive intervention for T1D
adults transitioning to adult care is the next step for future research.
Key Words: Diabetes, social supports, peer mentoring, chronic disease, qualitative research
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Chapter One: Introduction
Diabetes
Diabetes is a global epidemic, with the international prevalence of diabetes increasing
exponentially over the decades (Hussain, 2018). In 1964, 30 million people had a diagnosis of
diabetes (Ogurtsova et al., 2017). According to the World Health Organization (WHO), as of
2014, this number has increased to 422 million people globally (2018). Due to the significant
increase over the last five decades, it is now at epidemic proportions. In Canada’s population
alone, over 2.3 million (7.3%) citizens over the age of 12 have reported being diagnosed with
diabetes (Statistics Canada, 2017).
Diabetes is a chronic disease where the body is either unable to produce insulin or
properly use the insulin produced. Insulin is used by the body to absorb and break down glucose
to produce energy. A lack of insulin and its uptake results in hyperglycemia (Public Health
Agency of Canada, 2012). Diabetes is considered to be an “invisible” disease that affects all of
society regardless of age, gender, ethnicity or race (Blake, 1997). Symptoms include polyuria,
polydipsia, hunger, weight loss, vision changes and fatigue (WHO, 2020). If diabetes is not
controlled, hyperglycemia can cause cardiovascular disease, kidney disease, neuropathy, visual
impairments, increased hospitalization and mortality (Ogurtsova et al., 2017; WHO, 2018).
Type one and type two are the two main types of diabetes (Diabetes Canada, 2019). Type
one diabetes (T1D) is perceived to be caused by an immune-associated destruction of the body’s
pancreatic beta cells. Pancreatic beta cells produce insulin, resulting in complete dependence on
insulin replacement (Rawshani et al., 2017). Around ten percent of people living in Canada with
diabetes have T1D (Diabetes Canada, 2019). Type two diabetes (T2D) is a progressive metabolic
disease with a prevalence that has been incrementally increasing over the decades. It is
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characterized by insulin resistance leading to eventual failure of pancreatic beta cells (Rawshani
et al., 2017). T2D makes up 90 percent of Canadians with diabetes (Diabetes Canada, 2019).
In 2016, 1.6 million people around the world died as a direct result of diabetes (WHO,
2018). This creates a great strain and financial cost on the Canadian healthcare system. In 2008,
the cost of caring for diabetics was $2.18 billion with an estimated rise to $3.1 billion in 2020
(Bilandzic & Rosella, 2017). However, those who are able to properly manage blood glucose
levels are able to greatly reduce the risk of developing complications and death, which decreases
the financial burden on Canada (Diabetes Canada, 2019). Thus, the primary goal of the treatment
of diabetes is for patients to maintain proper metabolic control and to reduce the risk of health
complications (Miller & DiMatteo, 2013).
Metabolic Control
To determine if an individual with diabetes is maintaining proper metabolic control,
glycemic levels are tested. Good glycemic control is indicated by the glycated hemoglobin A1c
(hemoglobin A1c, HbA1c) levels. HbA1c is linked to sugar and a measure of the mean glycemic
levels over the previous two to three months is conducted. A target HbA1c of <7.0% is
considered optimal control and is recommended to reduce diabetic complications. However, only
13 to 15 percent of T1Ds actually meet this target and those individuals who have very poor
glycemic control are eight to ten times more likely to develop health complication and death than
the general, healthy population (Lind et al., 2014). Therefore, improving glycemic control in
those with T1D greatly reduces the risk of microvascular complications, cardiovascular disease
and death.
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Psychological Distress
Having to live with T1D interferes with normal activities and can lead to psychological
distress (Buchberger et al., 2016). Hence, looking at psychosocial needs is an essential
component of treatment. The person with diabetes is expected to take charge and make stressful
decisions about their own health. Poor adaptation can be a risk factor to mental health outcomes,
ultimately leading to emotional distress and depression (Adal et al., 2015; Channon et al., 2016).
Furthermore, psychosocial challenges prevent optimal care and can be related to poor selfmanagement and low self-efficacy. The presence of diabetes distress (DD) and/or depression
have the potential to compromise adequate self-management in a person with T1D (Strandberg et
al., 2015).
Diabetes Related Distress and Depression
Individuals with diabetes struggle with DD, a specific form of emotional distress in
relation to diabetes. DD is often confused with depression, but varies because DD is directly
linked with poor glycemic control and concerning self-care behaviours (Fisher et al., 2016). This
was demonstrated through a study conducted by Strandberg et al., who concluded that those with
diabetic-specific emotional distress had a significantly higher HbA1c than those who did not
have DD (2015). DD is more common and has a greater impact on the course of the disease than
depression. It is estimated that 44.6% of diabetics have DD and 20% struggle with depression
(Wardian et al., 2019). However, patients with DD become overwhelmed, frustrated, angry and
discouraged, which can lead to developing depression as well (Polonsky et al., 2005).
When comparing healthy individuals to diabetics, those with diabetes have double the
risk for depression (Van Bastelaar et al., 2010). Depression causes mood changes and feelings of
sorrow and hopelessness, not necessarily affecting control of blood glucose. It is associated with
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decreased quality of life, mortality and cardiovascular disease. Having appropriate
psychotherapy methods for depression that address emotional issues related to diabetes could
help emotional well-being (Van Bastelaar et al., 2010).
Nonadherence
T1D requires demanding and expensive treatments all hours of the day, seven days a
week, for the rest of the individual’s life. It is a major life changing event and has a very
restrictive treatment regime that influences all aspects of a person’s mental and physical health
(Barnetz & Feigin, 2012). Treatments include constant monitoring of blood glucose levels, diet,
insulin injections, carbohydrate counting, physical exercise, hypoglycemia prevention and more
(Barnetz & Feigin, 2012). Many people adapt and cope well to live healthy lives with diabetes,
but for others it can be difficult to accept that they have to remain on insulin for the rest of their
lives (Kalra et al., 2018). This psychological distress causes many to be unwilling to carry out
the vast changes required and can lead to nonadherence. Nonadherence is a major contribution to
poor glucose control in T1D, with a strong association to the progression of diabetes-related
complications (Miller & DiMatteo, 2013). This is especially noticed in adolescents and young
adults, with 30 to 67 percent of adolescents not adhering to their diabetes regimens (Lu et al.,
2015).
Individuals are being labeled with the identity of “diabetic”, which influences
adolescents’ and young adults’ identify formation (Barnetz & Feigin, 2012). Research suggests
that many young people feel embarrassment, anxiety and fear when discussing their diabetes
with others. They do not want to be labeled or have others notice that they are “different”. T1D
can impair someone’s ability to feel like everyone else and they may not feel a sense of
belonging at school or in the workplace. This causes nonadherence when young people feel the
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need to limit their eating habits and skip checking their glucose levels or administering insulin in
public, thus decreasing their control over the disease (Barnetz & Feigin, 2012; Lu et al., 2015)
Peer Support
Management of T1D is considered difficult because the majority of the management of
the disease is done outside of clinical encounters and diabetics often feel as if they are left on
their own to manage the disease upon diagnosis (Long et al., 2012). Statistics show that
individuals with diabetes provide more than 90 percent of their own daily care, which puts a lot
of stress on the individual (Miller & DiMatteo, 2013). Evidence suggests that proactive
harnessing of the positive attributes of a peer to peer mentor-mentee relationship could help
mediate and decrease prevalence of nonadherence and provide psychosocial support and
education to people with diabetes (Lu et al., 2015; Tully et al., 2017; Wingfield et al., 2017).
Peer support involves people voluntarily sharing their knowledge, experience and practical help
with each other (Wingfield et al., 2017). This allows for individuals with T1D to have significant
support that is not typically available through the routine healthcare interventions (Tully et al.,
2017).
A peer mentor has successfully coped with a similar condition as their mentees, allowing
them to provide emotional, affirmational and practical support (Tully et al., 2017; Williams et
al., 2019). Emotional support includes the ability to be able to actively listen and discuss
concerns with the mentee, affirmational support allows for feelings to be validated as normal,
while practical support involves the mentor sharing day-to-day management information about
diabetes since they have had to live through the experience. Having a support system has shown
to buffer stress, increase self-efficacy, improve adherence by 27 percent and to influence change
in negative health behaviours (Miller & DiMatteo, 2013; Rearick et al., 2011). Mentees are able
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to receive information and feel validated, respected and valued by their mentor (Tully et al.,
2017). Involving a peer mentor to deliver the support that a struggling diabetic may need, could
improve their attitude and commitment to change to healthier lifestyles, which may reduce the
risk of adverse health outcomes.
Positionality Statement
It is essential for me to be aware and discuss how I am very connected to this topic of
research. Both my childhood and my adult life have been packed with managing diabetes. When
I was six years old my older sister was diagnosed with T1D. In my first year of college, I myself
was diagnosed with T1D. I have been living with this disease my entire adult life. The low and
high blood sugars, the wondering of why I have to struggle with this, the never-ending doctor’s
appointments and finger pricks and again asking the question of why me? There is no reason for
either my sister or I to have this disease. Many of my questions about the world stem from this
idea of why this happened to me.
My sister and I both had amazing social support. Loving, caring parents, siblings and
friends who supported us as we struggled through the many transitions this disease causes.
Without someone there to talk to and help me, it would have been much harder to control. Over
the years, I have become a strong diabetes advocate. I have participated in half marathons
wearing a team diabetes jersey, participated in many conferences standing behind a booth, and as
a nurse educating patients. To be able to create an intervention that provides the support that so
many need and do not have is another way to help others as they go through what I did.
My ontological assumptions do shape my process of knowing. For example, I see a
diabetic as a living, thriving human being who does need help and guidance as they face the
many difficulties that will present over the course of their lives. Because I struggle with this
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disease every day, I see and question the world a lot differently than someone who does not. It
influences each decision I make every single day. A master’s degree is one way that I gain
knowledge and find out more about this disease to ultimately help others. I am an interpretivist
because I have such an interest in what other’s perceptions about the disease and how having a
support system is important to them. To give a voice to others who may not have had the same
opportunities that I did is essential. Through conversation, I hope to make a difference.
Since I am so invested in the research, I know that I have many assumptions. I assume
that everyone will be willing to discuss personal aspects of their lives with me. I assume that
figuring out what people want in a mentor to help to develop a peer-to-peer intervention will
improve lives and others control over their disease. I assume that people will want to mentor
others because I do and that young adults will be open to having a mentor because that is what I
wish I had when I was a newly struggling diabetic. These assumptions could blind me to the idea
that others may not want this or that they may not have an interest. Being aware of these facts is
so important to acknowledge before I started conducting my research.
Conclusion
Overall, this introduction has shown that there is a need for diabetic interventions to help
improve diabetes self-management. There is some evidence that peer-to-peer diabetic
interventions have been successful in the past and can positively impact T1D. However, what is
needed to create an intervention? What are the direct benefits of an intervention on T1D? Does
mental health play an important role in creating an intervention? What characteristics make up a
mentor? To answer these questions, a focused literature review was completed.
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Chapter Two: Literature Review
The intent of this chapter is to understand the relevant literature that provides both
rationale and significance to the purpose of this study with the focus on what requirements are
needed in a mentor from the mentee’s perspective in a peer T1D intervention. In order to know
what has already been done, it is necessary to evaluate what sort of interventions have been
completed successfully and what the results were. First, generic peer-to-peer interventions will
be assessed to demonstrate the breadth of interventions that occur in healthcare. Second,
feasibility studies will be examined to see how an intervention can successfully be carried out in
the public. Third, the impact that peer support has on mentees’ management of diabetes is
demonstrated. Following the impact of a mentor, guidelines of what makes a successful mentor
will be examined. Lastly, the gaps that are present in the current literature will be reviewed and
summarized.
Search Strategy
A review of the literature was conducted regarding peer-to-peer coaching interventions
and chronic diseases, with a focus on T1D. All ages, races and genders were included in the
search. Databases searched included Cumulative Index to Nursing and Allied Health Literature
(CINAHL), Nursing and Allied Health Database, Medline, Cochrane Database of Systematic
Reviews, and Ovid Healthstar. The following search terms were used: type one diabetes, mentor,
mentee, education, support, intervention, coping and quality of life. All were restricted to the
English language. Date limits were not placed on the search to obtain a full history of past
interventions.
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The inclusion criteria were that the article (1) had a peer-to-peer intervention aspect for a
chronic disease clearly written in the abstract, (2) had a concise description of the mentee or
mentor relationship, (3) was a research-based paper, and (4) was written in English.
A total of 341 articles were evaluated. Titles were visually scanned, and abstracts were
reviewed for relevance. Three hundred and twenty-four articles were excluded because they did
not meet the inclusion criteria. The remaining 43 articles were retrieved for full text review.
Nineteen articles were chosen that best fit the inclusion criteria and were included in this
literature review. The reference sections in each article were evaluated and any relevant
additional articles were scanned for inclusion.
Existing Peer-to-Peer Intervention Studies
General Diseases
There have been several influential studies that have integrated peer-to-peer mentor
interventions to create change. Peer-to-peer mentor interventions can be successfully used for a
multitude of diseases, not just diabetes. Smith and Holloman (2013) conducted a randomized
control trial that looked at 160 children with obesity. The control group received a curriculum for
eight weeks with an adult teacher in a classroom and an experimental group received the same
curriculum but with an individual teen mentor who spent additional time with them. The children
who had a mentor demonstrated improved lifestyle behaviours and health outcomes while the
control group showed no changes (Smith & Holloman, 2013).
Wu et al. (2012) carried out a randomized control trial to determine if peer support for
those with type two diabetes and a recent cardiac event improved self-efficacy, knowledge and
self-behaviour management. The intervention group received face to face sessions in the
hospital, which were followed up on with telephone calls and text messages by a peer mentor. It
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was shown that the intervention group had a significant increase in knowledge compared to the
control group (Wu et al., 2012).
Peer-to-peer support has been shown to be successful for women struggling with breast
cancer. Ye et al. conducted a randomized control trial with 113 women being placed with a
mentor group (2017). The women placed with a mentor were shown to have increased resiliency,
quality of life and emotional distress. In addition, those with a mentor felt empowered with
confidence and hope because they were surrounded by others who understood them, meaning
they felt an increased sense of belonging (Ye et al., 2017).
T1D Feasibility Studies
A feasibility study is a small test study that is done to determine the viability of a larger
study (Loiselle & Profetto-McGrath, 2011). There have been four feasibility studies carried out
on a peer-to-peer support intervention individuals with T1D. The first was completed by Daley
(1992), where an intervention for 54 adolescents with T1D was created to decrease the risk of
harmful behaviours. Adults called “sponsors” served as a confidant and role model for the
teenagers. The result was that the intervention group with the sponsors had a more positive
attitude and felt a higher potential to achieve than the control group. Daley concluded that a
sponsor-led intervention for adolescents with T1D would be viable in medical centers (1992).
In 2001, a study was performed to assess the effects of a peer group intervention on 21
adolescents with T1D and their best friends (Greco et al., 2001). An intervention was created by
the researchers where adolescents and chosen peers were educated about diabetes and attended a
support group session led by psychologists. As teenagers age, they decrease their dependence on
their parents and begin to more fully rely on peers for support. Following the intervention with
best friends as a support intervention, the study found that peers provide a greater proportion of
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support compared to family members. Greco et al. suggested that this was a positive intervention
and was feasible to continue on with (2001).
A co-population type of intervention was projected by Sullivan-Bolyai et al. (2011). Here
they did a pilot intervention that focused on social support for fathers of children with T1D. The
experimental group had social support mentors who were educated and experienced. They would
do house visits and talk on the phone with the fathers. The only difference that occurred was that
the fathers in the intervention group had a higher level of confidence, but otherwise there was no
change. Overall, the study demonstrated that fathers do need more social support and
encouragement to participate with day-to-day management in their T1D child’s needs (SullivanBolyai et al., 2011).
The most recent feasibility study was conducted in 2016. Channon et al. developed and
tested a parent-to-parent support intervention that targeted 19 parents with a child recently
diagnosed with T1D (2016). The intervention was to promote parental adjustment and coping
through information, affirmation and social support over a period of one year. Four
questionnaires given pre and post intervention were used as measures, and individual interviews
were done at the end of the study. The response was positive. Parents of newly diagnosed
children with diabetes felt they received personalized support with insights from experienced
parents. Based on the responses, Channon et al. (2016) concluded that this model of parent-toparent support service has face validity and could be used in small to medium sized clinics.
Impact of Peer Support on Diabetics
Improved Adherence and Self-Management
Mentors can provide mentees with the knowledge needed to improve adherence and selfmanagement. Qualitative studies by Barnetz and Feigin (2012) and Rankin et al. (2018) looked
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directly at the mentee perspective and found that the mentee was able to observe and imitate
others’ behaviours. This way they were able to learn skills and pick up “handy tricks” associated
with day-to-day diabetes tasks. Mentees admitted to feeling more comfortable checking blood
sugars and injecting insulin in public after seeing their mentors do it freely. This enabled the
mentees to adhere to their medical regimes and ultimately improve their self-management
(Barnetz & Feigin, 2012).
Indirect supports, such as parents and school peers, have a large influence on adherence
and self-management (Berg et al., 2010; Marshall et al., 2018; Pendley et al., 2002). Those
whose parents are highly involved positively impact a child’s management of their disease. If an
adolescent is in a good parent-adolescent relationship, it can increase adherence and the amount
of time that is put into management of the disease (Berg et al., 2010). As an adolescent ages, they
start to rely on their peers for influence more than that of parents (Pendley et al., 2002). This
changes the dynamic relationship between the parent and the adolescent, with the adolescent
taking on more self-management behaviours themselves. However, adolescent peers are able to
understand diabetes and provide more support as they age (Pendley et al., 2002). School peers
can be monitors by having the ability to recognise when their friend who has diabetes is having
an episode of hypoglycemia and the knowledge to provide them with a snack or deliver them to
the school nurse. Peers can also act as helpers to assist in performing diabetes management tasks
and reminding the individual with diabetes to check their blood glucose. These actions help the
diabetic to adhere and manage their disease (Rankin et al., 2018)
Improved Metabolic Control.
Berg et al. (2010), Løding, Wold, & Skavhaug (2008) and Marshall et al. (2018),
demonstrated that parents and peers can help increase adherence and self-management, allowing
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for better metabolic control. When parents help their children with their diabetes, children check
their blood glucose and administer insulin more frequently, resulting in a decrease of HbA1c
values (Berg et al., 2010). Løding et al. (2008) evaluated adolescent-parent engagement in
diabetes-related tasks and discovered that educated parents and adolescents who work together
increase management of their disease. This was evidenced by a significant decrease in HbA1c
values from 9.4% to 8.4% (Løding et al., 2008). Additionally, Marshall et al. concluded that
diabetics who had a higher number of supportive peers was positively correlated with better
metabolic control (2018).
Long et al. looked at 118 older adults using a randomized control trial to compare
whether peer mentors or financial incentives are superior to usual care (2012). Their participants
were African American Veterans with diabetes. They based their results on the HbA1c levels.
Levels of HbA1c decreased from 9.9% to 9.8% in the control group, from 9.8% to 8.7% in the
peer mentor group, and from 9.5% to 9.1% in the financial incentive group. These results
demonstrated that the peer mentorship group had a higher rate of improved glucose control than
the other groups (Long et al., 2012). .
Increased Coping
An in depth qualitative study looked at young women with T1D and their personal
experiences and what can be done to better support this population (Kay et al., 2009). They
found that women did not feel understood by others who did not have diabetes. Doctors and
health care providers can tell patients how to control the disease, but it was not the same as living
with it every day. These women were finding their own ways to cope with the psychological
impact of living with diabetes and were constantly changing and adapting to the disease. Being
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able to speak to someone else with diabetes was very important to them because they were able
to understand each other on so many different levels better than non-diabetics (Kay et al., 2009).
Marshall et al. (2018) and Greco et al. (2001) found similar results to Kay et al. (2009) in
adolescents with T1D. Adolescents did not want to reveal their disease to others because they felt
as if no one could understand the illness. However, the results showed that their peers admitted
to not knowing enough about diabetes, but still wanted to support them by doing diabetes-related
tasks. (Marshall et al., 2018). Greco et al. examined best friends in the role of a mentor (2001).
They found that best friends who were supportive had a positive impact on the mentee’s selfperception and diabetes-related knowledge improved for both the indivudal with diabetes and
their best friend (Greco et al., 2001).
A study by Barnetz and Feigin (2012) was conducted interviewing mentees on their
perspectives of mentors after being exposed to a peer-to-peer intervention. The results were
extremely positive. The mentors and mentees both had T1D. The mentees felt understood,
empowered and hopeful after the intervention. They were inspired by how the mentors handled
different situations and wanted to emulate them. They used the mentors as role models who were
in control of their diabetes and were living normal lives even while living with a disease.
Mentees felt as if they finally had someone to share their deep fears with and knew that the
mentor would understand. Overall, mentees felt less isolated because they had someone to talk to
and a sort of support group to decrease their social isolation (Barnetz & Feigin, 2012).
Requirements for a Successful Mentor
There are clear guidelines in each intervention on what makes up a successful mentor.
Each study has different qualities and requirements on who is involved and the aspects that they
must have in order to provide a peer-to-peer service.
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One theme that was different among studies was if the mentor themselves needed to have
T1D. Barnetz & Feigin (2012) and Long et al. (2012), deduced that the mentor must be a person
of background similar to the mentee. The mentor should someone who lives with T1D and has
been in the same stage of life. This allows the mentor to have a direct understanding of the
disease and is thus more qualified to bond with the mentee (Barnetz & Feigin, 2012). Wingfield
et al. were very open to any volunteers who either had diabetes, were community health workers
or had someone in the family with diabetes (2017). The only clear requirement was that each
potential mentor had to pass a standard mentoring and diabetes course. However, this study
admitted that their main challenge was the very high mentor dropout rate (50%). Many
participants did not develop appropriate mentoring skills or diabetes knowledge and could not
pass the course to move on to be a mentor (Wingfield et al., 2017). Blake’s (1997) only criteria
was that the mentor was an adult who was willing to be trained to be a mentor. The results were
positive, with youths learning how to better manage their diabetes. Another study by Beck and
Traficano (2015) required the mentor to be a Certified Diabetes Educator, but without a
requirement to be a diabetic themselves. They concluded that since the mentors were well
educated and experienced, they were well equipped to educate those with diabetes. However, the
perspectives of the mentees and the success of the intervention were not included in this study
(Beck & Traficano, 2015).
A second aspect is that, if the mentor is diabetic, they need to have control over their
disease. Careful regulation of their own medical regime with an ideal HbA1c, knowledge of the
many medical and mental demands of the disease, awareness of behavioural change that diabetes
can bring on and the capacity to relate to others through their own past are key traits (Barnetz &
Feigin, 2012; Daley, 1992). If the mentor has successfully integrated into normal life with the
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disease, it can signify power and hope to adolescents who can strive to achieve the same in their
own lives (Barnetz & Feigin, 2012). They are then a role model who the mentee can easily talk
to and learn from. Another study was more specific with only African American participants and
required the mentor to previously have had poor glycemic control, but was currently a wellcontrolled diabetic (Long et al., 2012). This study found extreme success in their results and one
of the perceived reasons was due to the mentors. Having a mentor that had previously struggled
with the disease and was of the same culture allowed for the mentee and mentor to create a
feeling of comradery. Mentees who had a peer mentor significantly improved their HbA1c (Long
et al., 2012).
One study was confident that a mentor should be someone outside of the family life. A
positive relationship with an adult who is not involved in the family’s personal life can bring
different life experiences to the mentee (Barnetz & Feigin, 2012). This is particularly is
important for the adolescent with T1D. An adolescent is moving away from their parents to
create their own independence and starts to rely on peers and others outside of their family
(Greco et al., 2001). However, this was the only intervention that discussed this topic and did not
factor into the results.
Regarding age, there was no consistent age that was required of a mentor. Blake (1997)
had adolescent mentees with adult mentors aged 21 to 40. Barnetz and Feigin (2012) had
adolescent mentees with adult mentors aged 20-30. Interventions that used peers the same age as
mentees were all adolescents aged 10-18. Long et al. (2012) required the mentors to be around
the same age as the mentees and looked at older adults aged 50-70. Greco et al. examined
adolescents with the peer supports being their best friends the same age as themselves (2001).
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These studies all experience some form of success in their results, allowing the belief that
perhaps age is not a determining factor to the success of creating a new intervention.
Conceptual Framework
Within this research, I went beyond listing the basic characteristics of a mentor to dig
deep into how these qualities could create lasting relationships that have the potential to cause
change to both the mentor and mentee. In order to better understand the characteristics that were
needed in the mentor and how they relate to potentiating an effective mentorship relationship, a
conceptual framework was used. It is important to acknowledge that no framework fit perfectly
with this thesis study, but this one was used to indirectly guide the research and help better
understand the findings.
Donlan, McDermott and Zaff examined high quality relationships between mentors and
youth in order to understand how supportive relationships are built between a mentor and a
mentee within a community-based group mentoring program (2017). Mentors and youth were
interviewed and with the study results, they developed the The Right Who, Respect, Information
gathering, Consistency, and Support (TRICS) model (Donlan et al., 2017). It is a five-part model
of relationship building that uses strategies to allow for mentors to connect with their mentees
(Appendix B). This model was made for youth and adult mentors but may be adapted to embrace
young adults (Donlan et al., 2017).
Within this model, trust is an essential component for the relationship-building process. It
is important in the early stages of the model to work on establishing trust between the mentee
and mentor. There is a pre- and post-trust phenomenon that occurs throughout the model. The
first part of the model (T) is where trust begins. The second part of the model (RICS) are
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strategies that allow you to build trust in order to expand on the relationship and cause positive
change (Donlan et al., 2017).
The first stage of the TRICS model is The Right Who. It describes the characteristics of
mentors who are more likely to be successful at building relationships. If you pair up a mentee
and mentor who are able to connect, then they can discuss their commonalities and get to know
each other. This helps to establish trust between the two. It is important to realize that people do
not move at the same pace and that everyone is different. Relationships will build at different
paces and that is acceptable (Donlan et al., 2017).
It is clear in the framework that specific characteristics make some people better mentors
than others. The mentor and the mentee do not need to have everything in common and they can
be very different people, but The Right Who should have certain characteristics. Nine
characteristics were discussed as important. These include shared experiences, previous
experience, leadership, openness, motivation to be a mentor, focus on victories over failings,
intuition, positive role model material and ability to place attainable expectations for mentees to
meet. The most important thing to the mentee was that the mentor has a consistent identity. The
mentor was not to put on an act when they are with the mentee, but to be the same person in
general life as when with them. If you remain true to your authentic self, then the trust remains
constant (Donlan et al., 2017).
The second phase is respect. Mentors are to show mentees respect through two practices
called Authenticity and Meeting Youth Where They Are (Donlan et al., 2017). Mentors are to be
their honest and upfront with the mentee about their backgrounds, hobbies and lifestyles with the
mentee. Not being authentic about their lives does not allow trust to grow and can stunt building
a relationship. Meeting youth where they are involves the approach that the mentors have
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towards the mentee. They are to recognise that everyone is different and may need to be
approached in different areas or ways, but it is all based in the individual’s needs. This allows for
mentors to be more personalized and able to meet the mentee on a deeper level. Once trust has
been established, then the mentee is also able to respond to the needs of the mentor as well
(Donlan et al., 2017).
The third phase is in building the mentee and mentor relationship is information
gathering. To build a solid foundation for a relationship, you need to gather basic information
about each other. You each learn about how the other grew up, what they are interested in, their
family life and so on. This allows for the mentor to be able to tailor their services to the mentee
because they can notice a gap in their knowledge or lives. One-on-one time is essential for
deeper conversations. When true trust has been established, then implicit noticing begins where
mentors are able to read body language because the mentee is more open to expressing themself
(Donlan et al., 2017)..
The fourth phase is consistency. The mentor needs to be present on a regular basis.
Repeated, regular availability has been demonstrated to be essential for relationship-building and
increasing trust. With trust in place, the relationship has the potential to last for life, with mentors
staying in contact past the time of mentorship (Donlan et al., 2017).
The last phase is support. If a mentor provides the mentee with the support they need,
success can be achieved. There are four types of support that can be provided. Instrumental
support is providing mentees with appropriate resources, emotional support is listening and
providing care, informational support is giving advice and trustworthy information and appraisal
is giving honest feedback in a caring way. If there is trust in the relationship, then it is more
likely that the mentee will accept the support being offered (Donlan et al., 2017).
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Gaps in the Literature
The Mentee Perspective Gap
There is a significant gap when looking at the important attributes and requirements of a
mentor in a peer-to-peer intervention. There is little knowledge on what aspects mentees would
find important in a mentor. The above studies do not give reasons as to why a specific quality in
a mentor was chosen and no feedback was given from the mentee perspective. Two studies were
found to look directly at the mentee perspective.
Lu et al. (2015) used a quantitative approach to study the perceptions and attitudes that
mentees and mentors had towards a peer mentoring intervention. Their findings indirectly
suggest that age is not a natural divider between mentees and mentors and that assignment of a
mentor should be need-based instead of age-based (Lu et al., 2015). However, these were
indirect findings from general surveys, not from the mentees themselves.
Barnetz and Feigin are the only ones who conducted a qualitative study in Israel, where
they interviewed diabetic adolescent mentees with a final goal of increasing independent coping
(2012). Within this study, they conducted a peer-to-peer mentor intervention, then asked mentees
what they thought of the intervention. Three themes emerged. First, there are relationships that
develop between the mentor and the mentee. Second, mentees learned well through observation,
such as how to use an insulin pump, proper injection techniques and more. The third was the
emotional effect of the encounters with the mentors. Mentees were inspired by the mentors and
felt empowerment and hope, thus allowing them to cope with fears and social isolation (Barnetz
& Feigin, 2012).
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The Population Gap
The majority of the studies that have been released focus mainly on the adolescent
population with T1D. Eight of the thirteen studies about T1D included in this literature review
have adolescent mentees (Barnetz & Feigin, 2012; Berg et al., 2010; Blake, 1997; Daley, 1992;
Greco et al., 2001; Løding et al., 2008; Marshall et al., 2018; Pendley et al., 2002). Individual
studies by Rankin et al. (2018) looked at preadolescent children, Kay et al. (2009) examined
young adult women and their perspectives on living with diabetes, and Long et al. (2012) had
mentees aged 50+. The final two studies focused on the parents of children with T1D as the
mentees (Channon et al., 2016; Sullivan-Bolyai et al., 2011). To date, there are no studies that
look at male and female young adult mentees aged 18 to 29 struggling with their T1D.
The Qualitative Study Gap
After a comprehensive literature review, it can be noted that there are two existing
qualitative research studies completed on T1D mentee-mentor perceptions. One qualitative study
was led in Israel, where personal interviews were conducted to learn the effects of a menteementor intervention that each participant had already participated in (Barnetz & Feigin, 2012). A
second qualitative study by Rankin et al. (2018), interviewed preadolescent children about their
experiences with receiving support from their friends and peers. Currently, there are no
qualitative studies that focus on young adults with T1D, in terms of exploring their perceptions
and preferred qualities in a mentor in order to help them with diabetic self-management. This
thesis will target young adults with T1D.

30

The Canadian Study Gap
Of the articles reviewed, none of them were Canadian research. Eleven studies were
conducted in the United States, one in Australia, one in China, four in the United Kingdom, one
in Brazil and two in Europe.
The TRICS Model Study Gap
To date, there is no other research that examines or evaluates the TRICS model. Donlan
et al. (2017) put forward this model, but it has not been tested or studied to any extent. This lack
of information creates a wide gap in the area of the mentor-mentee relationship building aspect
of research.
Summary
Mentee-mentor interventions have been carried out successfully throughout different
areas of healthcare. Those with T1D benefit from having a mentor. It has been shown that
mentors can improve diabetes adherence and self-management. Mentors are able to share
experiences and skills with the mentee. This leads to evidence that improved adherence and selfmanagement leads to better metabolic control. Additionally, those who have a mentee are shown
to be better at adapting and coping with their disease. Mentees are able to feel understood and
empowered through their relationships with a mentor. There are many requirements that all
studies have for successful mentors. However, there is a lack of qualitative literature, resulting in
little being known from the mentee perspective on what qualities they would prefer in a mentor.
Given the lack of data that exists on the qualities of a mentor from the mentee perspective, a
qualitative study will be conducted. The purpose of this thesis is to understand the preferences of
young adults with T1D on what characteristics and qualities they would look for in a mentor to
help with their diabetes self-management.
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Chapter Three: Methods
Research Question
What are the requisite components of a mentor needed to establish an effective
mentorship relationship in a peer-to-peer coaching intervention for young adults with type one
diabetes from the mentee’s perspective?
Research Objectives
1. To understand the learning and supportive needs of the mentee in the mentor/mentee
dyad.
2. To contextualise how peer mentoring can facilitate learning and sharing of diabetes
management skills and experiences.
3. To determine the specific requirements (characteristics, qualities and attributes) that a
mentor needs to have to participate and make an effective relationship in a peer-to-peer
relationship from the mentee’s perspective.
4. To examine how the TRICS model can provide a basis for relationship building and be
adapted for the chronic disease population.
Research Design
Within qualitative research there is no one style followed to analyze and report findings.
Qualitative researchers must select a style that fits their specific research from a vast array of
different formats, leaving it up to the researcher to choose what story to tell and how they will
tell it (Sandelowski, 1998). For this particular research, a descriptive qualitative design was
chosen over grounded theory, ethnography, phenomenology and others due to the basis that this
method focuses on being descriptive rather than interpretive. It has the least level of inference
among the many qualitative methods, allowing for the researcher to stay close to the data and

32

increase validity (Seixas et al., 2018). In particular, qualitative description in research studies are,
“those that seek to discover and understand a phenomenon, a process, or the perspectives and
worldviews of the people involved” (Bradshaw et al., 2017, p. 1). This form of methodology has
become increasingly popular in nursing and midwifery research in recent years and will allow for
the researcher to conduct qualitative research using minimal interpretation to present new
findings (Bradshaw et al., 2017).
Sandelowski’s description methodological approach with qualitative content analysis was
used to guide the research (2000). Sandelowski was chosen due to her clear, succinct design
style. There are three main ideas to keep in mind when using Sandelowski’s descriptive
methodology. First, qualitative description is categorical. Second, qualitative description studies
are less interpretive and the researcher is not to move far away from the data. Third, this
methodology does not require a highly abstract depiction of the data. Description is used as a
way to produce high-quality data produced from the information participants give the researcher
(Sandelowski, 2000).
According to Sandelowski, language is a vehicle of communication (2000). Description
depends on the “perceptions, inclinations, sensitivities, and sensibilities of the describer”
(Sandelowski, 2000, p. 335). There is no perfect nor correct description, so researchers seek to
describe, experience and transform that experience, while staying as close to the data as possible.
This guides researchers to collect as much data as possible and seek descriptive validity where
accurate accounts of events are key. By using Sandelowski, I was able to obtain information
from my participants, while still staying close and true to the data they provided me.
Researcher’s Worldview
I operated from the interpretivist worldview. As an interpretivist, the researcher is fully
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invested in the research to allow all voices to be heard with co-constructed realities (Lincoln et
al., 2018). In particular, I aligned with Edmund Husserl, the founder of phenomenology (Moran,
2005). Husserl went against the positivist view of treating human emotions and experiences as
objects (Corry et al., 2018). Just like Husserl, I had the view that humans and their emotions are
important and unique to each person. What people say about their experiences is essential to my
research. Being an interpretivist shaped the research process and methodology used. When
looking at the interpretivist worldview and applying descriptive methodology there were relating
aspects with areas of tension.
Interpretivists and descriptive methodology are both highly subjective. The researcher’s
perspective influenced the research. By using a descriptive methodology, it allowed for the
researcher to acknowledge that both the researcher and the participant are engaging and being
influenced within the research (Mackenzie & Knipe, 2006; Willis et al., 2007). Descriptive
methodology demands that the researcher know and identify preconceptions prior to conducting
the research, which coincides with the interpretivist worldview (Bradshaw et al., 2017). As in
interpretivist, researchers want to look at all phenomena and provide rich descriptions of human
experience (Mackenzie & Knipe, 2006). Although, when using qualitative description, the
researcher is getting more gritty and looking at phenomena where there is little known about it
(Bradshaw et al., 2017). As noted in the literature review, the topic of peer-to-peer support as an
intervention is a topic that is new within literature and clinical practice. This makes the topic fit
in well with the qualitative description methodology.
There was tension with having an interpretivist worldview and using descriptive
methodology. Descriptive methodology is based in a naturalist approach that aligns with a
positivist worldview. Interpretive sociology came in and challenged this approach (Corry et al.,
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2018). Furthermore, positivism came out of modeling research that used the natural sciences to
create a form of research approach that used knowledge to better change the social world
(Glesne, 2016).The fact that the research I did is aiming to figure out what needs to be put in
place to stage a health care intervention is stemmed in positivism. This struggle between
positivism and interpretivism when doing a descriptive qualitative study could have caused me
trouble. For example, an interpretivist places high regard in interpreting the world (Glesne,
2016). The descriptive methodology view is that the researcher needs to stick close to the data
with only some interpretation being done (Bradshaw et al., 2017; Sandelowski, 2000).
Setting/ Sample
Men and women were recruited using purposeful and snowball sampling. In accordance
with Sandelowski’s (2000) descriptive methodology, purposeful sampling was used because the
ultimate goal was to obtain rich information that contributed to the study. Purposeful sampling
allowed for the researcher to hand-pick select members that fit into the information needs
(Loiselle & Profetto-McGrath, 2011). For this study, young adults with T1D aged 18-30 were
targeted for the mentee perspective. The sample size estimated to be appropriate for purposeful
sampling was 16 to 20 participants, or until data saturation was reached (Loiselle & ProfettoMcGrath, 2011). For this study, purposeful sampling did not gather enough interest, so snowball
sampling was used to increase recruitment.
Recruitment posters were hung at the diabetes clinic to garner participants who were
interested. As a community member with T1D, I had an automatic rapport with this population,
allowing for increased trust, positive interpersonal interactions and more cooperation from
participants (Abbe & Brandon, 2014). However, participants did not know me personally. As
noted earlier, I am a young adult with T1D and am fully aware of my bias towards this topic. I
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was transparent about the potential level of bias through regular entries in my reflexive journal as
I went through this thesis.
Inclusion Criteria
•

Diabetic Clinic outpatients who have type one diabetes, as diagnosed by a physician.

•

Adults within the age limits of 18-30.

•

Able to read, speak and understand English.

Exclusion Criteria
•

Have pre-diabetes; or diabetes mellitus type II.

•

Major cognitive disorder precluding screening, informed consent and data collection.

•

Hearing impairment or speech impediment.

Ethical Risks
There were no expected ethical risks. A consent form was provided to each participant
that outlined the study and what was expected.
Benefits and Risks
Participants potentially faced emotional stress when participating in the individual
interviews. The researcher asked questions that explored T1D symptoms, diagnosis and social
support systems that required participants to reflect on their own experiences with diabetes.
There is a social risk in loss of confidentiality that exists in any study. However, there
was a strict adherence to protocol and all data were kept under a lock and key/ password
protection that minimized this potential risk.
Each participant maintained their usual care diabetes appointments. The participants’ care
was not directly affiliated with the research assistants, so there wase minimized risk of
particpants feeling an obligation to participate. This allowed for the participant’s care not to be
36

impacted in any way and removed the obligation/power dynamics that could occur. It allowed
each individual to make their own informed choice on if they wanted to participate or not.
Should there be an emotional risk involved that provokes feelings of distress in a
participant, I built into the interview a safety protocol, as found in appendix C of the
informational support, that they had immediate access to. These options covered access to free,
confidential, local help by telephone. Due to COVID-19, no in person access was supplied. The
participants were advised they may want to make their own appointment with their family
physician, endocrinologist or diabetes educator.
Social risks were avoided by keeping all copies of information under lock and key, with
digital files collecting demographic information under password protection. This was secured
and locked in a filing cabinet in my supervisor’s locked office. It will be secured until data
analysis is completed and deleted after one year. Only data that is de-identified will be shared.
Consent
Due to COVID-19, I was unable to meet in person, so individuals received and signed a
consent form via email and sent it back to me. All consent forms were reviewed together before
the interview started and participants were free to ask questions.
Participants received a $20 gift card for participation. No other direct monetary benefits
were involved. Participants were individuals who could share their experiences and ideas about
diabetes that may influence future peer-to-peer interventions, which may significantly improve
diabetes care as a whole. Each participant had the potential to help inform development of an
intervention that could help many diabetics self-manage globally.
The consent form outlined that each participant had the right to withdraw at any time
during the study. They could also choose not to answer a question within the interview that they
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did not want to discuss. Each participant was reminded of this before data collection and was
assured that no matter what, they would still receive the $20 gift card for participating.
Data Collection
Originally, all data collection was to take place at the diabetes clinic in a private room.
However, due to COVID-19, social isolation was in effect at the time of data collection.
Microsoft Teams was used, where individuals participated virtually from the comforts of their
own homes. Communication leading up to the interview was done through email. Participant
eligibility was obtained and if the participant was interested, a date and time for the virtual
interview was arranged, with informed consent and demographic data obtained prior to
beginning the interview.
For descriptive purposes, standard demographic and clinical data were collected,
including each participant’s age, age at diagnosis of T1D, sex, ethnicity, highest level of formal
education, marital status, employment status and household income was obtained. Once
demographic data and informed consent were taken, the researcher conducted an interview.
Sandelowski advised to use minimally to moderately structured open-ended individual
and/or focus group interviews as a way to collect data (2000). Having interviews is also a key
aspect in interpretive research as a way to interpret the world through participants’ perception
(Glesne, 2016). To gain rich data, separate interviews were done for this study to allow
participants to be able to more freely express their own views and to capture each participant’s
unique experience without influence from another person (Taylor & de Vocht, 2011). An
interview guide allowed the researcher to give all participants the same broad questions with
further probes (Appendix D). Additionally, a standardized interview guide and attention to the
power relations involved in an interview can enhance rigour (Baxter & Eyles, 1997). All
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interviews were audio recorded with a digital recorder.
It was essential for me, the interviewer, to recognise the power differentials that could
exist during an interview and how an atmosphere of power equality could be created through an
empathetic and welcoming persona (Karnieli-Miller et al., 2009). As the researcher, I was
completely dependent on the participant’s willingness to share their thoughts, emotions and
stories to gather the data needed for the study. It was me who proposed the research project,
determined what questions I am to ask of them and when the interview could stop. These facts
made it important to consider that the interview guide questions will influence the answers that I
received, which in turn determined my final data set. I tried to create an atmosphere of the least
harm and partnership by clarifying the roles, responsibilities and rights throughout each stage of
the research, to give voice to each and every participant that I interviewed (Karnieli-Miller et al.,
2009).
Data Analysis
Qualitative content analysis was Sandelowski’s (2000) strategy of choice when analyzing
qualitative descriptive studies. It is data derived with large amounts of textual data being
analyzed, and is a “dynamic form of analysis of verbal and visual data that is oriented toward
summarizing the information contents of that data” (Sandelowski, 2000, p. 338). Elo and Kyngäs
(2008) provide a concise content analysis flow sheet that was used to analyze and interpret the
data collected from participant interviews. By using content analysis, I was using the least
interpretive style of analysis, as preferred by Sandelowski (2000).
As seen in Appendix E, there are three main steps in this analysis using an inductive
approach (Elo & Kyngäs, 2008). First is the preparation stage. The researcher rereads and
immerses themselves into the data. They then select a unit of analysis that could be a letter,
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word, sentence, or time used and systematically apply a set of codes to the data. Second, the data
is organized and grouped into codes. The researcher is interpreting the data in order to place it
into categories to construct meaning. Creating categories is a way to describe the phenomena to
understand it and generate knowledge. Last is reporting the data and presenting its results. When
reporting the results, it is essential for the researcher to describe the analytic process in as much
detail as possible to increase the reliability of the study. If there are clear links between the data
and the results, trustworthiness is increased (Elo & Kyngäs, 2008).
Sandelowski (2000) notes that content analysis is both reflexive and interactive as the
data is being collected and interpreted. Researchers continuously accommodate new data and
gather new insights about different aspects of the data. According to Sandelowski, even if I
began using Elo and Kyngäs’s (2008) specific coding system, I was allowed to modify, change
the course and even discard the system I was using in favour of a new system that may better fit
with the data. Additionally, I transcribed and coded all data myself to allow me to fully immerse
myslef in the words and emerging themes (Karnieli-Miller et al., 2009).
Data Trustworthiness
There were several methods that allowed for the qualitative research to be rigorous and
trustworthy. First, I practiced reflexivity by attending to my own personal influence on the
collection, analysis and interpretation of the data (Woo, 2019). I was aware I had my own set of
values and identity that could affect the research process. A reflexive journal held notes that
recorded my thoughts and past experiences. Woo states that through self-reflection, researchers
are better able to grasp the information from the study through the lens of the participants (2019).
Since I work from an interpretivist worldview, it was important for me to be self-aware and
reflect on participants’ personal beliefs and bias to allow for accurate interpretation. Reflexivity
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allowed for me to have an open perspective towards all data. Additionally, this increased
credibility because I revealed information about myself for others to fully trust the data that is
interpreted (Woo, 2019).
Second, I used an audit trail. Since I started this program, every time I met with my
supervisor or did something related to my research, I recorded the information in a document. I
also kept all the raw data that I collected. This allowed for readers to “evaluate the soundness of
the decisions” (Woo, 2019, p. 309). For example, all transcriptions, field notes and recordings
were kept on file in a locked cabinet in my supervisor’s office at Brock University. Field notes
had a rich description of what occurred in the interviews. The rich description of the participants,
events and experiences encountered during the interview increased transferability since it
allowed for the investigator to provide enough information for contextual similarity, allowing
others to be able to replicate my study (Woo, 2019).
Third, member checking took place to improve the credibility of the research. After the
interviews were conducted and analyzed, participants were contacted to look at the initial
categories and feedback was gathered to see if I appropriately captured the main themes of what
they were trying to say. This allowed for the researcher to ensure that their interpretation of the
participant’s data was accurate and truly reflected their thoughts (Woo, 2019).
Fourth, triangulation was used to help eliminate any bias, to increase credibility and to
help capture T1D mentees’ perspective on what characteristics are needed in a mentor (Baxter &
Eyles, 1997; Woo, 2019). Source triangulation was used since I collected information from
multiple mentees in order to gain rich, full data. I used direct quotations from these respondents
to portray the data. Investigator triangulation allowed for myself and my supervisor to work as a
team and compare results by looking at the same phenomenon with similar perspectives (Baxter
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& Eyles, 1997).
Data Management
All qualitative interview data were managed through NVivo. Identifying information was
removed when entering quantitative data into SPSS for descriptive analysis. Demographic
information was transcribed, replacing names with a research ID onto a Microsoft Excel file.
Hard copies will be destroyed. The data collected contained each participant’s initials, phone
numbers and date of birth. Personal information had a password protected Excel file, only
accessible through a password protected laptop with only myself and my supervising team
having accessed these files. The data analyzed and reported were not linked to any of the
participants’ personal identifying information. A master list existed that linked participant
identifiers with the participant names/codes to ensure the research team was able to track which
participant provided what information. The data were coded so that someone accessing the data
without the master list was not able to identify the participants in any way.
All information will be stored under lock and key for one year after the completion of the
study, and then the documents will be shredded. All demographic information and inputted SPSS
data contained on the Excel files is stored on a password-protected laptop, and these files will be
deleted one year after completion of the study.
Rigour
In qualitative research, rigour is used to judge the quality, believability and
trustworthiness of the findings. In particular, rigour is ascertained by credibility, audibility and
fittingness (Lobiondo-Wood et al., 2018). When examining the rigour of this study, there are
many strengths to be found.
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To ensure credibility, or accuracy of the data, two methods were used for this study. First,
member checking was done to examine the accuracy of the data found by asking the participants
to review all themes to ensure it matched their own personal experience. Positive feedback was
returned where participants agreed with the themes found. Second, two forms of triangulation
were used. Data source triangulation was done by having 20 participants, which was the
projected maximum number of participants needed to gain rich, full data. In addition, direct
quotes from participants were used to accurately portray the data given. Investigator
triangulation was done by working with a supervisor to compare and discuss the findings and
themes to ensure all data captured was portrayed accurately.
Audibility is in place to keep the researcher accountable (Lobiondo-Wood et al., 2018).
This study is laid out very clearly that allows the reader to follow step-by-step how the study was
conducted and how I came to my conclusions. This is ensured by the way Sandelowski’s (2000)
qualitative content analysis was clearly laid out along with the use of Elo and Kyngäs’s (2008)
concise content flow sheet that was used to analyze and interpret the data. All interpretation can
be followed step by step and allows for this study to easily be replicated.
Fittingness, or transferability, demonstrates how applicable and meaningful the results are
to those individuals who were not involved in the research (Lobiondo-Wood et al., 2018). In this
study, fittingness was established through rich description. This allows for the data to be
transferable to a different population.
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Chapter 4: Findings
In this chapter, the response from in-depth interviews with 20 participants, along with
direct quotes and demographic data, will be presented. From this data, three themes were
generated. The first theme introduces the journey that each individual must go through to come
to self-realization and acceptance of their diagnosis. Theme two outlines the social support
systems that are essential and may be lacking in the individual’s life. The third theme represents
how the companion needs to help guide the path of each individual with T1D. All three themes
bind together to portray that the journey of an individual who has diabetes is an evolving
experience through different life transitions. Due to the COVID-19 pandemic that occurred
during the data collection, an additional piece that explores the impact that COVID-19 had on
individuals lives with T1D is discussed.
Demographics
Demographic information is presented in Table 1.
Table 1
Demographics of Participants
Age

Mean = 26.10

Range 21-30

Frequency

Percent (%)

Male

6

30

Female

14

70

Caucasian

18

90

South and Southeast Asian

0

0

Sex

Ethnic Group

44

African American

1

5

Indigenous

0

0

Other

1

5

Less than Highschool

0

0

Highschool/ Secondary School

2

10

Community College

4

20

University

11

55

Postgraduate Education or Higher

3

15

Single

6

30

Dating

5

25

Frequency

Percent (%)

Married/ Common Law

9

45

Divorced/ Separated

0

0

Widowed

0

0

Unemployed

2

10

Full Time/ Part Time Student

5

25

Employed Part Time

2

10

Employed Full Time

11

55

Disability

0

0

Highest Level of Education

Marital Status

Current Employment Status

Overall Household Income

45

00-9,000

2

10

10,000-29,000

4

20

30,000-49,000

2

10

50,000-69,000

2

10

70,000-89,000

1

5

>90,000

8

40

<1 Year

0

0

1-3 Years

0

0

4-6 Years

2

10

6-9 Years

5

25

>10 Years

8

65

Frequency

Percent (%)

Insulin Pump

15

75

Needles

5

25

CGM

16

80

Lancets

4

20

0-2

0

0

2-4

3

35

4-6

5

25

6-10

4

20

Length of Time Living with T1D

Use of Insulin Pump or Needles

Use of CGM or lancets to check BG

How Often BG is Checked Daily

46

>10

8

40

Yes

5

25

No

15

75

Yes

5

25

No

15

75

Yes

2

10

No

18

90

Have Previously Participated in
Mentorship Program

Emergency Room or Paramedic
Intervention in Past Year

Hospitalization in Past Two Years

There was a total of 20 participants. The minimum age was 21, the maximum age was 30
and the median age was 26.5. There were 14 female (70%) and 6 male (30%) participants. The
majority of individuals were Caucasian (90%) with one African American (5%) and one other
(5%) ethnicity.
All participants had T1D and were able to speak and read English. Forty percent of
individuals had lived with T1D for more than 10 years. Most (65%) individuals had some form
of employment and 25% were in full/part-time school. The majority (90%) were educated with a
post-secondary degree or diploma. The mean income was calculated to be $69,500. There was a
similar divide of single, dating and married participants.
The majority of individuals were from Ontario, Canada, and three participants resided in
the United States of America. Of the 20 participants, five had previously participated in a
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mentorship program. The rate of hospitalization in the past year was low with two participants
being hospitalized and five seeking emergency room or paramedic visits related to their T1D.
Theme 1: A Personal Journey Through Self-Realization and Acceptance
The first main theme that emerged was the sense that life with T1D is a long and at times,
difficult journey. It is a journey that begins with symptoms related to diabetes and a concrete
diagnosis then evolves through self-realization, to final acceptance of life with a chronic disease.
The pace at which this journey occurs and the needs that emerge depend on the developmental
stage and individuality of the participant. Ultimately, this journey informs the development of
theme two, where life informs how individuals want help and influences what perceived
characteristics are needed in a mentor.
The path to acceptance of one’s disease starts with various symptoms of T1D. The
majority of participants had similar and typical symptoms of polydipsia, polyuria, weight loss
and fatigue. As stated by a participant:
I don't know why, but I'm so thirsty. And just running upstairs to the bathroom on top of
that I just keep chugging so much water and getting up to pee every night. I have this tiny
cup by my bed, and I would wake up, down it, pee, fill it up, drink some more, bring it to
the bed and my hair was falling out. Very thin hair. And yeah, I just like had very low
energy. (P4)
Two of the participants had atypical symptoms, with one individual having only lightheadedness and another having a blood antibody test done to confirm T1D. These symptoms led
to a diagnosis of T1D.
The average age at diagnosis was 11.2 years old. Twelve participants were diagnosed at
age 12 or under, seven were diagnosed as teenagers and one was an adult at diagnosis. This
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diagnosis leads to severe life changes and a pathway to acceptance that can take many years to
evolve. From this overarching theme, several subthemes emerged. Participants experience
feeling overwhelmed, a sense of relief, acknowledgment of stigma and inconsistency with social
supports. Throughout these subthemes, education and health literacy emerges as a way to spur
individuals through their life processes. It will be demonstrated how, with the appropriate
resources and education, individuals with diabetes begin to understand the disease process and
are able to accept new life changes to gain control over their diagnosis and move on to the next
stage in acceptance.
Feeling Overwhelmed Leads to a Sense of Relief
Overall, when individuals first received the diagnosis of T1D, they generally felt
overwhelmed. Diabetes is a complex disease that needs person-specific amounts of insulin to
control it, which requires knowledge, appropriate resources and education. Upon diagnosis, there
is so much new information to learn. There are many clinical and technological decisions to be
made.
This mass amount of information being thrown at individuals newly diagnosed with
diabetes caused stress, fear and guilt to all come together to create immense feelings of pressure
in the individual. So many emotions from this diagnosis are explained by the following quote:
I was terrified. I was so afraid of needles when I was first diagnosed, and it was just so
daunting to think that my entire life had changed now, and I didn't know anybody who
had dealt with this before. I feel like there was a lot of anger around that. Because people
will be like ‘oh it's just a life adjustment’. But it's like okay but it's not their life that
needs adjusting so they don't understand where I'm coming from because they didn't have
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it. I felt like people were trying to tell me how I should be feeling about it and that made
me more angry (P1).
This individual did not know how to react or who to talk to, resulting in uncertainty that caused
this participant to feel completely lost and overwhelmed. Others did not know anything about the
disease, which resulted in feelings of guilt and blame when they had thought they did something
wrong to result in the diagnosis.
I felt as if I had done something wrong because I didn't know anything about it or why it
was happening, so I felt that it was my fault. I was really upset and confused because my
mom was also crying, so I felt like I did something wrong…It was a lot of stress on
myself because I was just starting. I actually didn't get diagnosed until the weekend
before I started Grade 9. And that was a long weekend, so now the doctors weren’t even
working at the hospital. Headed for my first week of high school, I had to check out of
the hospital, go to school and then check back into the hospital afterwards. So, it was
very isolating. It was just a confusing, stressful time (P19).
When the social, clinical and psychological aspects mixed with uncertainty from lack of
education build up, it is no surprise that participants are expressing themselves in this manner.
This leads to perhaps the least recognized, yet most essential component of becoming
self-aware and promoting disease acceptance: education and health literacy. Many participants
felt guilt or embarrassment with their initial diagnosis because they did not fully understand the
disease process. They did not have the knowledge requisite to comprehend that there was
nothing they could have done to prevent the disease. Additionally, Participant 5 explained:
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I didn't want to tell people that I had diabetes because I didn't really understand it. So, I
didn't want people to ask me these questions and maybe like I don't know either. This is
new to me. So, I just felt like not mentioning it all was the easiest thing for me.
This demonstrated that the individual did not have enough knowledge about the disease to
properly explain it to themselves or to others, which led to avoidance and hiding their diabetes
diagnosis from others.
Second, diabetes distress (DD) becomes very apparent from participants’ descriptions of
different transitions in their journey. Diabetes is overwhelming, not just upon diagnosis, but as
life goes on and natural life transitions occur. Individuals describe the general feeling of being
overwhelmed as a continuous cycle. One participant referred to diabetes as coming in waves
(P3). Sometimes they felt as if they had complete control and was handing life with diabetes
well, but then something in life would rise up and take over and their diabetes control would
decrease. There are many factors in life that influence these waves. The following quote
articulates the impact DD had on one individual:
I've definitely had two or three times where I've broke down and just been so done with
it. I had one recently where my blood sugar is just kept going low and no matter what I
did, what I ate, how I adjusted my basal rates, nothing. And then I had my insulin pump
fail and then my continuous glucose monitor (CGM) stopped working and I was finger
pricking and everything just seemed to happen at once and I started crying and I told my
boyfriend. Nobody understands what you're going through and how I feel. Not my mom,
my dad or my boyfriend or my family understands how frustrating it is when everything
goes wrong and you're trying to manage something. So yeah, it definitely feels sometimes
like it's a lot to handle (P10).
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This individual’s quote demonstrates how difficult the disease is to maintain control over and
how so many different factors, such as the CGM and insulin plump, can play a role in becoming
so overwhelmed that DD sets in.
Others found that typical life transitions were majorly influenced by their diabetes. The
transition from child to teenager, from pediatric care to adult healthcare and from living at home
to moving away for college or university were all shown to impact their lives with T1D
substantially. As a child transitioning to their teenage years, individuals were trying to take
control of their disease themselves and rely on their parents less.
I mean like adolescence for sure as you’re kind of transitioning to taking over the
management of your own diabetes. I found that that was probably the most stressful time.
Because I felt like a lot of the education was geared towards my mom and I didn't feel
like I myself was equipped with the knowledge and skills directly. I wasn't necessarily
taught to directly manage it myself. It was almost like reintroducing it all again at that
transition phase (P3).
Participants felt as if they were not equipped and did not have the knowledge or information
required for this life transition.
Third, it was overwhelming to realize that this diagnosis is lifelong and will not be cured.
It was not something that could just be treated in the hospital where one gets better and goes
home to live life as before. Diabetes infiltrates every part of a person’s life and being. It soon
becomes part of who they are and impacts their own identity. This was vividly described by a
participant who stated:
When I was in the hospital, I didn’t really feel anything. I just thought, ‘oh I’m in the
hospital, like I’m sick’. And you know, you just think you’ll go home, and you’ll be
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better. Um… so, it was only once I got home and the night that I got home I went into the
bathroom with my mom and she was showing me how to do the needles and that’s when
I like broke down and cried and I realized like, ‘okay, this is forever’. Like, they had-all
the healthcare providers had been telling me in the hospital that this was gonna be life
long and all that, but it didn’t register until I went home and realized like yeah this is
forever (P6).
Another explained it as, “this is my life now. There is no undoing it” (P19). When individuals
made the connection between a diagnosis of diabetes and the chronicity of the disease, it was a
pivotal part of their journey towards self-awareness and acceptance.
Following the initial period of feeling overwhelmed, individuals started expressing relief.
Once again, a key aspect to produce this transition was appropriate education. Once individuals
were properly educated and able to understand how T1D works in their bodies, they could come
to acceptance and maturity in their self-realization. The majority of participants had symptoms
that were causing them problems in their personal lives. They wet the bed, had to make trips to
the bathroom frequently, were too tired to participate and so on. One participant expressed the
following:
I was mostly relieved that, um, I wasn’t wetting the bed for no reason. Um, I remember
just being embarrassed about that to tell my mom, like I would wake up and change the
sheets without her knowing. So, I thought, ‘okay at least I have a reason why I was doing
that’ and not-yeah. Um and the rest, I started to feel better, so I was- I was obviously
happy that I had a reason for why I was feeling so tired and I guess like cranky and
everything too (P6).
In addition, another participant explained:
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I was partly relieved because I thought things were just wrong with me. My vision was
really bad at one point. I actually… things are really blurry. I was sleeping a lot. Once I
got home, I ate a lot. I need to pee like every 20 minutes. So, the fact that all of that was
explained was great. I was just like oh my God I am not crazy things are not happening.
All of that could be fixed. So that was relieving. But the fact that this was a crazy huge
diagnosis was not. It did not weigh up on me at that moment. But it was like scary. (P13)
With appropriate diabetes education from healthcare providers and an insulin treatment plan, all
the bed wetting, thirst, etc. would go away. Others felt relief that since diabetes is treatable, you
can still live a full, long life. Before diagnosis, participants did not know why they were having
the symptoms that they did, they were uneducated on diabetes and some even convinced
themselves they could be dying. One participant even expressed, “at least it is not cancer” (P3).
Participants did not have the knowledge of diabetes and its symptoms, but upon education and
understanding, they found relief.
Transcending Stigma
Throughout the interviews, each participant indicated that stigma played a large role in
their life. Stigma was described as delaying acceptance of life with a chronic disease in one’s
journey. Participants expressed memories of being treated differently and labelled because of
their diabetes diagnosis. This resulted in embarrassment and attempts to hide their disease so
they could appear more “normal”. Participant 14 was a toddler when diagnosed and shared:
I always kind of have an identity of being a diabetic. There are thoughts when I look back
where I wasn't diabetic but for me it's all kind of a blur. But yeah, my earliest memories
were you are different from having diabetes. So, for having that your whole life ,whether
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you label it or anyone else labels it, you live a different lifestyle than most kids I would
say.
As described by participants, those with T1D have been labelled as different by others
who do not have diabetes and are forced to accept labels that further add stress on the person
with diabetes. In order to hide that they have diabetes, participants shared that they were not
caring for themselves as they should, allowing their disease to get out of control, which lead to
long term health effects. One individual shared:
So when I was first diagnosed, I guess, um, my teacher told my class, um, so people
knew but I didn’t really have anyone involved. And then, um, when, probably at 13 is
when I just went into denial about everything, and I pretended it wasn’t there. I wore an
insulin pump, but I guess I just was telling myself like ‘oh it’s going so I don’t need to do
anything’. Um, so at that point I didn’t really tell my friends. Like, they knew but I would
just brush it off and say, ‘oh it’s not a big deal, like I can eat what you can eat, and I just
have to bolus’. So, I didn’t make a big deal about it. Um, I actually, out of high school…
I still, I didn’t go to appointments. I didn’t um, yeah… I didn’t really tell anyone (P6).
Participant 6 further revealed that now they are now having retinal effects from years of not
talking about and trying to hide their disease from others.
Despite the fact that there is a lot of stigma still circulating around T1D, there is still hope
for individuals to grow and accept their disease. It was common for participants to be teased and
allow the stigma to influence them in their childhood and early teenage years. However, as the
individuals grew and matured, they were able to come to their own and accept diabetes as a part
of themselves. This change to embrace their diagnosis was different for everyone.
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Coming to the realization that there are others who are going through the same T1D
experiences as the participants allowed for the participants to open up. In particular, when
participants became comfortable with their diagnosis, it led them to share their knowledge and
educate others as well as take control over the management of their disease. This led to many
inspiring events. Individuals spoke of increasing their health care appointments and seeking
technology that would allow them to improve metabolic control. Some participants have become
role models and started advocating for T1D on social media and online support groups, allowing
others to feel less isolated and ultimately feel like part of a community. One participant competes
in Ironman Triathlons and marathons, wearing Team Diabetes jerseys and representing diabetes
sponsors to show support. Each individual expresses their journey in different ways, but each one
is unique and demonstrates that every individual goes through various transitions that leads to
acceptance. One participant shared:
It was mostly the online community that I started following people on and realizing like
‘okay you’re not alone’ and then… and now I, with my close friends, like maybe there’s
six of them and my boyfriend, I’m very open about everything. I probably talk about it
too much because I didn’t talk about it for so long. Um, and to me now talking about my
diabetes with my friends and my mom and my boyfriend helps me just to accept things
that are happening now. Um so yeah. It’s now [clears throat] within the last four years
really different than, than um, than it was before (P6).
Secondly, participants referred to experiencing a “wake-up call”. Something impacted
their health or way of life and scared them into taking ownership over their T1D. Individuals
shared the long-term health effects that they now have in their young adulthood. One participant
shared that they have nerve damage, neuropathy, gastroparesis, dental issues and poor eyesight
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as a result of uncontrolled blood glucose over the years. Another told of how at age 16, their
doctor would not allow them to drive due to their poorly controlled diabetes. This individual said
from that moment on their life changed and they were forced to take charge and accept that if
they did not change, they could not live the life the way they wanted.
Each person’s journey towards self-realization and acceptance of their diagnosis is
different and special. But the aftereffects that occur when they reach this point are truly
inspiring. The following quote is from a young adult who changed their world once they were
able to get away from high school and grow independently as an adult:
I feel perfectly comfortable telling people and then getting questions about it and it
actually makes me happy now to be like hey this is what type one actually is. I became
very comfortable as a type one just because I was surrounded by so many people with
type one and I attended a lot of events where it was the research about T1D. So, you just
become comfortable as that being identifying feature about you. It is definitely like I am
not afraid of people finding out or uncomfortable by questions. I actually enjoy informing
people and being like this is what life is like and things like that (P5).
This all demonstrates that stigma has a vast impact on individuals with T1D. This led to the
participants sharing that it was not just them who needed appropriate education to come to accept
and embrace life with T1D, but the general public and health care providers would benefit as
well.
Lack of general knowledge of T1D in society was identified by most participants as one
of the reasons for misunderstandings or the stigmatization that surrounds diabetes. Participants
offered that if the general public was more educated, then perhaps diabetics would be more
accepted, and the stigma would decrease. “I think that the stigma comes from just people's like
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how I said misinformation and ignorance on it” (P16). It was expressed that “there was a lack of
education for other people that made you feel different. Having that responsibility of being a
diabetic is like. It is a huge responsibility and it's not celebrated. It's like shame kind of” (P14).
One large source of stigma was from healthcare providers. Participants in this study
expressed how there was little positivity in their meetings with endocrinologists and diabetic
educators. They always felt as if they were being targeted for doing everything wrong and not
encouraged for improving a previous issue.
One finding that resonated deeply was the reluctance to meet in a healthcare setting.
Participants were asked where they would want to meet their mentor for the first time. The
overwhelming response was to meet in a coffee shop or a public park, not in the healthcare
clinical setting. This was due to the feelings of anxiety and discord that the clinical setting
evoked in them. One participant explained,
Yeah, probably not a clinical setting because I - I have so much, I don’t know, no matter
what, even now I don’t mind going to the clinic but like I just feel like high anxiety when
I’m in a setting like that. And like, I might get scolded for something that I have done,
which I don’t anymore but I just feel that all the time. So, I would say not in a clinical
setting. Yeah, probably somewhere like you can meet for coffee or like say like let’s go
out for a walk or something casual like that (P6).
Another explained,
I would say yeah coffee shop probably. You see enough of the clinical medical setting as
a diabetic and it's like I don't know. It's not like an affiliated medical background is a bad
thing but that setting is, I've been there so many times that I don't want to go meet
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somebody else in a medical setting because it almost feels like a lecture. You feel like
you were going to get lectured, and I feel like it is not as personable (P7).
There were many negative connotations related to meeting at a clinic and it would be advised to
keep the meeting place in a public setting to allow mentees to feel comfortable. Participant 2
accurately described the situation and stated, “make it more non-clinical, you want to foster a
friendship or relationship rather than a sit-down interview of I'm going to the clinic” (P2).
Theme 2: Inconsistency of Social Support Systems
T1D is a disease that spans an individual’s lifetime. It would be expected that these
individuals would have a consistent form of social support to prevent the high rates of
psychological distress associated with DD, depression and nonadherence. Unfortunately, this
was not what was found in the data. There was much inconsistency and lack of sustainability
with both the personal and professional support systems in place.
Diabetes Camp. There are several diabetes camps for children and teenagers spread
across Canada and the United States. A large amount of the participants talked of the various
camps they had been to and raved about the camp experiences and people that they met. Camp
was a place where all the other campers and a lot of the counselors had T1D. One participant
described it as, “I just remember this overwhelming sense of community in a way” (P1). They
further explained how it was a place where you did not have to explain your disease but were
accepted for being who you were. Everyone had to check their blood sugars before eating and if
one person had to stop playing sports because of a low blood sugar, they all understood, and no
questions were asked. Some of these relationships that they made at camp have followed them
into adulthood, giving them a form of support over the years. One participant even moved across
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Canada for university because they had a large diabetes community in that area from camp and
wanted the support that was there.
Since everyone at camp had T1D, there was the unique opportunity for all campers and
counselors to share their experiences and knowledge about diabetes. A lot of campers were able
to listen to others’ advice of what worked for them and what did not. Several participants who
were campers discussed how they looked up to the counselors as a role models and emulated
their behaviours because they looked like they were succeeding in life. The downside is that
these camps are for children and teenagers, so once participants reached adulthood, they were not
given these opportunities and many lost touch with others. One way that campers were able to
keep in touch with each other as a form of impersonal and inconsistent support was social media.
Social Media. A major aspect that was discussed was use of social media and online
support groups. After meeting at camp, participants were able to maintain connections online.
However, due to distance and lack of constant discussion and meetings, many campers lose
touch with one another. As mentioned earlier, several participants have social media accounts
directed towards T1D. On their accounts, they will share helpful information with others to spark
conversations, which creates a diabetes online community. Participant 8 explained:
One thing that I am heavily involved with is a Facebook group with a bunch of
diabetics… People post there all the time. I-I react to posts, and I get to text people. I
think that’s the closest thing I really have to a diabetes social network right now.
One participant who created a university campus diabetes group stated:
I have a pretty vast network of people especially my age who I have met through starting
the first student organization at the University of [name not disclosed] when I was a
sophomore. There I started the first student org for students with type one so that really
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open the door to almost be a mentor to those students because they were oftentimes a
couple years younger than me (P11).
Family/Friends. Unsurprisingly, family is a main source of support for individuals with
diabetes, especially when diagnosed at a young age. Parents would take off work to go to
doctor’s appointments and be involved in their child’s diabetes care. As the participants aged, the
parents became less and less involved in their care as described by Participant 8:
My mom’s been pretty… She’s been both hands on and not hands on when it comes to
my diabetes over the years. I think when, between 10 to say 16, she would always ask me
what my sugars are, did I take my insulin and all that. She would be on me. But after that
she kind of just let me do my own thing.
While some participants stated their families were not directly involved in helping them with
their diabetes, they were still a source of social support at times when needed.
One interesting fact to note is the number of participants who had siblings who also had
T1D. One participant had a brother and a sister who also had T1D, all diagnosed within two
years of each other. This participant stated his main source of support was, “obviously my
siblings because we all had type one. We kind of literally would call ourselves the type one trio.
It was our thing” (P12). They were able to help each other out, while learning a vast amount of
information on how to manage T1D.
Several participants described how their relationships with their friends gave them the
support they needed. In particular, if the friend was educated in order to understand diabetes and
all its intricacies, they were able to either help remind them to test their blood sugars or to just be
a listening ear when needed.
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Healthcare Team. There were mixed reviews about diabetes healthcare teams. The
majority of participants found that they were able to get some form of support from their
healthcare teams in regard to their diabetes needs. One participant explained how the nurse went
out of her way to come to the house. Participant 9 relayed the following story:
And big time for my nurse, she- I remember- [thinking]… First day out of the hospital, I
forgot how to do everything, and I literally texted her, I’m like, ‘Yeah, I forget how to
test my blood sugar, can you help me?’ [laughs] and she was just like, ‘Yeah!’ So
literally she’s like, ‘What’s your address? I’ll come to you in like 30 minutes’ and I’m
like, ‘oh my God, okay, thank you!’ [laughs]. So, she came straight to my house and reshowed me how to do everything, and she’s like, ‘It’s totally okay that you forget’. She’s
like, ‘this is a whole new lifestyle for you. This is a whole new world that you’re learning
how to manage’. So, she’s just like, ‘I totally get it’. So, she’s just like, ‘If you forget
again, just let me know and I’ll come and like, I’ll show you again, and I’ll just keep
showing you until you understand’.
This nurse went above and beyond, showing both emotional and physical support. It is
something this participant will never forget.
There were also many negative thoughts and attitudes towards the healthcare team. One
participant explained that they had felt judged and discouraged after seeing their diabetic
educator and endocrinologist. This participant did not feel supported by their educators who
were:
Non-type ones who don't have the disease who are very objective on their A1cs. Their
A1cs kind of their grade book instead of it like being a map on how to guide their
disease. They see your A1c and they judge you on your last three months. I don't know if
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you've ever had an endo like that but if you've ever had a team like that it's really
discouraging, and it makes me want to try less and makes me more angry. So, I just got
fed up with that kind of attitude (P12).
Another participant even stated that they did not trust their healthcare team regarding their
mental health or their situation to the social worker assigned to them because they did not want
that worker to tell their mom or endocrinologist. Others expressed concern that the healthcare
team was only worried about the metabolic aspects of diabetes and did not care about their
mental health and psychological health. The majority of participants revealed some form of
anxiety or stress-provoking feelings when faced with going to appointments due to these factors.
Healthcare providers were shown to provide a variety of resources to their patients. At
diagnosis, the majority of participants received pamphlets, support groups, connections to social
networks, camp information and emails in regard to their insulin adjustment. However, it was
noted that a lot of the time this support dwindled as their length of diagnosis grew. This was
concerning because diabetes is a chronic disease and, with a lot of changes and new
developments and technologies advancing, that participants were not receiving ongoing
information. Others admitted to not being ready to admit to their diagnosis and refused support
groups because they were in denial about their diagnosis.
Overall, participants admitted that they experience times where they have either no
support or a lack of constant support. People drift in and out of their lives without maintaining a
continuous presence or relationship. Others get lost in the healthcare system and have no diabetic
educator or endocrinologist to go to. Some feel as if they cannot talk to others in their life.
Participant 4 explained their view about having their family as her main source of support by
stating, “I don’t want to talk to them about my problems”. Others feel that they go through good
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periods with their diabetes where they do not need to talk to others because they are independent
and do not need any help at that time. Overall, 71% of the participants denied having some form
of constant support.
Acceptance
The journey through self-realization and acceptance can be long and arduous, but each
moment along the path influences each individual tremendously. To reach that final acceptance
of T1D as part of yourself, individuals were exposed to everything and everyone around them. It
led them from a new diagnosis to overwhelming feelings and relief, from feeling overpowered
by others stigma and hiding their true selves to acceptance and advocacy and from knowing the
basics to diabetes knowledge that is shared freely with others. Each person was led on a journey
that resulted in amazing and inspiring events. It is from life that these individuals have formed
their opinions of what a mentor is and what a mentor does.
Theme 3: Companions on the Journey
T1D is a chronic disease with many factors that influence and shape who the individual
is. All the different life experiences that the individual has with their diabetes have helped to
determine what they would want in a mentor. It is important to note that what occurred as the
individual grew and matured to full acceptance of their T1D will greatly impact their view of the
ideal characteristics of a mentor. Life has informed their needs and each person’s needs can be
different.
The TRICS model, a five-part model of relationship building, was integrated into the
interview questionnaire guide (Donlan et al., 2017). The model was used to guide and encourage
participants to share the important characteristics of a mentor and the support systems that are
needed to create and build up relationships.
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Characteristics of a Mentor
Participants viewed a mentor as a companion on their journey: someone who could help
them, be part of their lives and provide experiential knowledge. Each participant was asked how
they would define a mentor. Participant 2 stated,
To me it is somebody… someone that you look up to and admire and who fosters your
growth as an independent person… I think that the good mentors are the ones that realize
that the people looking up to them have their own independence and aren’t just looking at
them as fans but looking at them as students and helping them grow.
Participant 4 said,
I think someone that you can look up to and kind of you strive to be like them. Someone
that leads a good example for you that you were like oh well they can do it and they seem
to be living fine like why can't I do it too.
Many of the preferred characteristics in a mentor that participants discussed are similar
and can relate to the TRICS model that was used to guide the interview. The Right Who was the
first stage in the model which described the characteristics of a mentor (Donlan et al., 2017). The
goal was to find characteristics that would encourage successful relationship building.
Is a Positive Role Model. A mentor is a person who is positive about their diabetes and
their experiences with diabetes. The mentee strives to be like them, and the mentor demonstrates
proper habits that others want to emulate. Diabetes is a disease where things are constantly
changing and there is no break from it, which can create negative attitudes or behaviours. There
are times where a negative behaviour may need to be discussed by the mentor. However, if the
mentor focuses on only the negative aspects of the disease, the mentee is less likely to excel with
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management of their disease or form a relationship that is positive with their mentor. One
participant explained that the mentor is:
Someone that would focus on the positives but see the negatives and not focus on them
but notice it and be like, ‘let’s work on those’. And be willing to help to work on those
negatives and see what needs to be fixed and worked on, and stuff like that (P9).
Participants mentioned that the mentor can give advice on what worked for them personally but
does not force anything on them in a negative way. This value was brought up because
participants had spoken of their previous experiences with healthcare workers who only focused
on the negative and rarely were encouraging or positive in their care. Additionally, informed by
the TRICS model, two of the characteristics discussed were focusing on victories over failings
and being a positive role model. The participants were able to identify these two attributes as
important.
Is Open and Honest. Openness and authenticity were important aspects of a mentor in
the TRICS model, and these values were shown to also be essential in a mentor by the
participants (Donlan et al., 2017). For these characteristics, the mentor needs to have moments of
vulnerability where they open up about their lives and personal struggles with diabetes. They
need to fully understand themselves and their disease process. One participant described it as,
I think being humble comes in a lot because you have to be able to fully understand your
own strengths and weaknesses before you’re mentoring somebody else and somebody
who is encouraging and patient (P2).
Across the interviews, participants said they would want the mentor to be open in their
discussion and allow the mentee to talk. The mentor is there to listen and be non-judgemental.
They are a respectful companion who becomes involved in the mentee’s life and vice versa.
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They may provide insight into the struggles that are occurring and give advice, even telling how
they have coped with a similar situation in the past. Participant 11 describes their idea for a
mentor by stating:
A mentor provides companionship. And a mentor is a teacher too. So, if you really aren't
understanding something, they can help provide their insight and what they have. They
have more experience so they can kind of help you through the things that you don't
understand.
It is important to note that the participants’ previous experiences with stigma play a role in
bringing out this preferred characteristic. When someone is labelled or looked down on because
they have diabetes, it leaves a lasting impression on them. If a mentor were to treat a mentee in
the same way, the relationship would not work.
Experiential Knowledge with Type One Diabetes. Among participants, a common
theme noted throughout the interviews was the expectation that the mentor has T1D. The TRICS
model does not specifically mention experiential knowledge. However, the TRICS model does
discuss how shared demographics and past experiences can help to build an initial connection
(Donlan et al., 2017). It was mentioned in interviews with participants how nuanced T1D is and
how challenging it would be to connect with a mentor who did not personally share the same
diagnosis. Another stated, “I am comfortable talking to anyone, but I feel like their responses to
it would be there would be more empathy there and understanding. So, I think I would get more
out of it from a mentor if they had diabetes” (P3). All participants felt that if the mentor had
T1D, they would feel more comfortable discussing their struggles with them. As stated, “as long
as someone had type 1 diabetes, I feel like they could relate well enough to me to give advice”
(P10). The idea was, if the mentor has T1D, they automatically have empathy and understanding
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of what the mentee has gone through. This allows the mentee to disclose information to the
mentor that they may not disclose to those who do not have T1D. Others stated that, if the
mentor did not have T1D, they should have a child or close family member who does so they
could be able to help and understand what the mentee is going through.
Age, Gender and Culture. Age, gender and culture were traits that many generally
agreed on. The majority of participants said that age did not matter as long as the mentor was at
an age that was older than themselves “so that the person has already gone through what you're
going through at that time” (P10). One participant’s answer varied and stated that it would
depend on what life stage you yourself are on personally in life and what you want out of the
mentorship. Others portrayed that no matter what the age, if they had T1D, you can learn from
them, as evidenced from the following quote:
I've noticed that even with type 1 if I met a 45- or 50-year-old with type 1, I can still
connect with them on a pretty easy level because if they say I'm 60 years old and I have
type 2 diabetes then I'm like oh that's cool. We'll talk what you don't feel that same
connection. If they say they are 50 or 60 and have had type 1 for over 20 years I'm like
damn tell me how you've done this. What's your tips and tricks? (P12).
Out of the participants, 85% did not care which gender their mentor was. Two female
participants said they would strictly prefer female mentors because they wanted information
related to hormones and pregnancy with diabetes. Participant 10 stated that having a female
would help her, “especially involving family planning and particularly for a woman with type 1
going through premenstrual syndrome with diabetes can be challenging, body image issues,
some women have dealt with eating disorders related to type one”. One male participant would
want a male mentor, but did not have any reasons, just stating that he would prefer a male.
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The aspect of culture varied based on the individual’s culture and life experiences. Four
of the 20 participants adamantly concluded that culture was extremely important and should be
considered when choosing a mentor. To these participants, culture is a way of life and it would
be easier for the mentee and mentor to relate to each other based on their similar cultures. One
participant explained it in the following quote:
I think it is important to address that our cultural backgrounds including our food
preferences, our religious experiences, our roles with our parents are going to be very
different if we are white, black, Asian, Hispanic, they are going to be very different. I
think this is a very important aspect and I'm very glad you asked about that (P11).
Another explained:
I think everybody has valuable experiences and knowledge to offer so I think it would be
more of a detriment to kind of cut out things based on race or pair people of similar
backgrounds or religion. It might hinder someone's ability to learn from other people and
their own experiences (P2).
Trustworthy and Respectful. The TRICS model discussed how relationships are built
on trust. Without trust, the mentee and mentor cannot build their connection to create positive
change. Since the mentor is to be a companion in an individual’s life journey, every single
participant agreed that trust and respect between the mentor and the mentee is an essential part of
creating a lasting relationship (Donlan et al., 2017). There were several views on how trust and
respect is achieved. Some individuals said that due to the fact that someone is signing up to be a
mentor, they want to help others and that provides an automatic basis for trust. If someone did
not want to help, they would not want to be in a mentorship program.
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Others believe that trust had to be earned over time. It takes time to get to know each
other and to feel comfortable sharing personal and sensitive information about their lives.
Participant 10 described, “I think that just knowing that someone is respecting you and
respecting your privacy and your information you will automatically gain trust in that person
because you know that they are a good person here to help you”. It was said by two participants
that as soon as they feel as if their personal information is discussed with someone outside of the
relationship, they will lose all respect for that mentor and the relationship will not succeed. If the
mentor is able to maintain confidentiality and authenticity, the relationship can gain trust and
blossom into friendship.
Where to Meet the Mentor. In order to gain this trust and respect, it is important to note
that in person association was considered to be the gold standard in the initial creation of the
mentorship. The initial introduction to arrange a meeting was shown to be based on what the
mentee wanted. Email, texting and social media were the preferred forms of being introduced to
each other. However, texting, emails, social media and online conversations are only the initial
form of contact and not enough to create the same bond that face-to-face discussion can. It was
described,
I feel like if I was talking to a person face-to-face I would kind of have more trust in like
what we were talking about and about it being like a genuine interaction rather than just
like, um, texting about it. Maybe like in time once you know the person it would be
different but the - the initial interaction… (P6).
This leads to the question of: where did participants want to meet a mentor in their day to day
lives?
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The majority of participants clearly stated a coffee shop would be the ideal place to meet
a mentor for the very first time, if COVID-19 restrictions were lifted. This setting allows for
them to meet in public, but to also have a quiet conversation to get to know each other. If
COVID-19 restrictions are still in place, it was said that an online conversation, like Zoom,
would also be acceptable. However, it was made clear that the face-to-face interaction is an
essential part of the relationship building process and, if possible, in person meetings must occur.
One factor that was surprising, but very important, was the adamant refusal to meet in a
clinical setting. The clinical setting was proclaimed to be anxiety-provoking to many participants
and would impede the relationship building. Participant 6 explains this in the following quote:
Yeah, probably not a clinical setting because I - I have so much, I don’t know, no matter
what, even now I don’t mind going to the clinic but like I just feel like high anxiety when
I’m in a setting like that. And like, I might get scolded for something that I done, which I
don’t anymore but I just feel that all the time. So, I would say not in a clinical setting.
Yeah, probably somewhere like you can meet for coffee or like say like let’s go out for a
walk or something casual like that. Um, where you’re able to just talk, like not even
doing an activity or anything yet, just going to have somewhere where you can talk where
it's like a mutually safe environment for both people.
In order to foster a friendship or a relationship, the meeting needs to be non-clinical, so the
mentee does not feel as if they are in an interview or being judged.
Supports
The TRICS model’s fourth phase was support. In the model it was assumed that if the
mentor provides the mentee with the appropriate resources and supports, success could be
achieved. Instrumental, emotional, informational and appraisal were the four sources of support
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needed (Donlan et al., 2017). All participants were asked questions on these supports, but
instrumental and emotional support really stood out from the others.
Instrumental. There were five main areas for which participants wanted instrumental
support. The first was information on financial aid and insurance. Diabetes is a very expensive
disease due to the cost of insulin, insulin pumps, CGMs, testing strips and other supplies. Several
participants revealed that they did not have any form of insurance to help pay for the supplies
and had to pay thousands of dollars out of pocket every year. In addition, several people have
insurance, but their insurance refuses to pay for their CGMs, forcing them to pay out of pocket.
One individual even disclosed that at times they went without supplies due to financial issues.
Participant 1 explained:
I don't have benefits and I'm trying to pay off as many things as I can as fast as possible,
but diabetes supplies are really expensive and like I said my CGM fell off. That right
there is supposed to last me two weeks of testing my blood sugars, but it fell off 5 days
early and I can't afford to replace it early. So, for the next five days until I have another
CGM I won't be able to check my blood sugar.
This is a horrible reality of life with diabetes and unfortunately happens to many individuals
without the financial resources to purchase the supplies they need.
In Ontario, there are several financial aids for individuals with T1D, which many of the
participants discussed and were aware of. The two main ones are the Assistive Devices Program
(ADP), which helps fund insulin pumps, and the Disability Tax Credit. However, many
participants stated that they did not know how to access information about these programs, or
they did not know what forms to fill to receive this life-changing funding. They wanted someone
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to assist them in obtaining more information about these resources that could help them afford
diabetic supplies.
A second instrumental support was gadget and technology information. There is a
continuous stream of new technology emerging within the diabetes world and it can be
overwhelming to find something that works for each person. Individuals wanted to be able to talk
to someone else about CGMs, insulin pumps and new software that may have worked for them.
Any tips or tricks on how to properly use settings or apply new technology was needed.
A common support needed among the female population was information on pregnancy
and menstruation. Within this age group, many young females were looking to start a family and
wanted to speak with someone else who has gone through a pregnancy with diabetes. Participant
11 explained, “the next stages of my life I would look more for having a mentor who could help
me with having a family with type 1”. Additionally, information about conception, which doctor
to choose, where care should be given, how blood sugars react with pregnancy and birth were
just some things mentioned. Additionally, several expressed the change in blood sugars around
menstruation was concerning to them and wanted reassurance that others were going through the
same experience. This was the reason that some female participants wanted to have a female
mentor. They wanted to be able to confide in and learn from another female who has the
experiential knowledge about these topics.
Nutrition and exercise information was a fourth main source. Both exercise and nutrition
were found to highly influence glucose levels among participants. Many wanted to know which
sorts of activities influence glucose and how to gain control to avoid low and high glucose levels.
Others wanted to know how to deal with fast food or going out for dinner. One participant
summed this idea up by saying the following:
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I am struggling with nutrition right now. So, something maybe that could I don't know
help me to eat some healthier meals at regular times and get that working with my
insulin. I feel like I am just opposite. Trying to catch up all the time. Some kind of yeah, I
feel like I learned a lot about nutrition as a kid for the first couple years and then it was
just total train off the tracks on my own for it. Figure it out. So definitely some kind
nutrition. And exercise information. I feel like I can't exercise without going low so then I
have to eat to replace the carbs that I just worked out and I feel like it's just moot. (P4)
Lastly, participants wanted general information about diabetes. They wanted information
on different support group resources, diabetic camps, how to drink alcohol with diabetes and
more as described in the following quote:
Um, about how they speak to other people about their diabetes. So like, how much do
you share with your family? Or like how involved do you allow your significant other to
be? Cause, like, my clinic doesn’t talk to me about that stuff. Um, or like, when you go
on vacation, like, how much extra stuff do you bring? Or when you’re, like, when you’re
drinking, um, what’s your experience? Like all the things that, that um, that people
without type 1 just don’t really understand. Um, maybe I would also hope that maybe
they could share about things that have helped them. Like, for me, I don’t know, sharing
some of the online people that I follow, that I found helpful (P6).
This participant demonstrated that they just needed someone like them to confide in and discuss
the topics that they were unwilling to talk to others about.
Emotional. Emotional support is a very essential and needed support that has been
exacerbated by COVID-19. With isolation and government shutdowns, participants expressed
the need to have someone there that they could talk to and who would listen. Active listening
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was emphasized over and over by participants. They do not even have to give feedback, but just
provide a listening ear. The conversation between Participant 1 (P1) and the interviewer (I) went
as follows:
P1: Honestly, like just having somebody. Like it sounds so stupid, but it's like really
simple things. Like for example my best friend knows what I'm going through in my dark
times. And there is nothing constructive that she can say about it that is going to make me
feel better in that moment because it's not like I'm looking for solutions, I'm just looking
to be heard.
I: Yes.
P1: So, it's like there are some things that I logically understand like that I will get
through it, that this isn't the end of the world blah blah blah. but I just need someone to be
there and just be like I understand, I hear what you were saying, I understand but it is
going to be okay.
I: Yeah. Just so you get the feeling, and you can talk to them?
P1: Yeah. exactly. I’m not looking for a solution it is just looking for somebody to
acknowledge that the way I am feeling about it is real and okay.
It was clarified that mentees don’t necessarily want to be educated when they need emotional
support, they just want a non-judgemental, safe place to talk to someone else and feel validated.
Availability. Availability is a large part of providing emotional support. All participants
agreed that if the mentee was having a rough day with their diabetes and needed someone to talk
to, they should be able to have some way to contact the mentor and ask if they would be
available to provide the emotional support needed. One individual stated:
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That would be helpful because I find that emotions around go in phases. So, I can have
weeks where I go ‘great I am on top of it’. And then a week where are you’re like ‘this is
the worst I don't want to deal with it anymore’. So, it'd be nice to have that flexibility and
not feel like oh it's not my day of the month to talk to them so I can't contact them. Just to
have that open communication would be nice (P5).
Informational. Informational support was not discussed as much as instrumental and
emotional support by participants. There appeared to be less interest in this form of support,
which resulted in less discussion and contributions by the participants. It was clearly identified
that a mentor is not there to give medical advice. One participant described “I'm really open to
tips and advice as long as the person doesn't make it seem like it's their way or the highway?
Like one of my doctors for example had T1D and he... didn't understand that the way he did
things didn't work for me” (P1). Participants do not want a mentor to tell them how much insulin
to take or how to change their basal rates. The mentor may have gone through a similar
experience as the mentee, and they can talk about it together and explore different options of
what worked for the mentor, but the mentor is not to push any decisions onto the mentee. The
mentor is just there to share and provide advice based on their experiences. However, any sort of
tips and tricks about CGMs, insulin pumps and personal experience with how to handle
technology were welcome.
Appraisal. The general characteristics wanted in a mentor play a large role in how a
mentee could accept feedback. Participants expressed a need for the mentor to be a genuine and
honest person. If a mentor is giving advice to others, it should be from a basis of wanting to help.
Then, once a relationship is made between the mentor and the mentee, rapport can occur, and
feedback can be given. However, if the mentee and mentor do not reach a place where trust is
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established, then the mentee will not be open to accepting feedback and the relationship will be
unsuccessful.
The mentor cannot be an authoritative person. Instead, they need to provide options,
discuss them with the mentee and come up with a solution together. As soon as the mentor forces
advice on the mentee, the relationship could decline, and the advice will not be accepted. One
participant explained:
If they were diabetic and they had tried it themselves and it helped then obviously doing
it from a point of not being condescending. But from a place of where they are trying to
help you. Like it is not like you need to do this so then you'll get better. It's more of a
heartfelt understanding oh that's going through it slowly. So, you don't feel stupid or
dumb or put down obviously (P4).
Another participant explained how constructive criticism is essential. He stated,
The best way to tell someone negative feedback is to give them two or three positive
feedback, tell them two or three positive things that they’re doing, and then the last one is
the negative one. And just be like, ‘Hey! So, you do this great, you’re doing this great,
but you still gotta work on this’. I guess that would be the best way of saying it (P9).
Overall, it can be hard for many to accept negative feedback, but if it is given in a caring and
genuine manner, progress can be made.
Supplemental Results Related to COVID-19
Upon the beginning of this thesis, COVID-19 was not an issue in Canada. The pandemic
started in the middle of this research study and as such, an additional question regarding COVID19 was added to further enhance the data set. It was shown that COVID-19 brought a whole new
set of perplexities to individuals with diabetes that had not been present before. It was noted that
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some individuals benefitted from COVID-19 by having more time to spend on their control,
while others had a negative experience and were unable to attend healthcare appointments or go
to the gym. Others demonstrated that COVID-19 did not affect their diabetes journey.
COVID-19 was occurring during all data collection and was shown to play a large role in
participants’ lives with T1D. Each individual was asked if COVID-19 played a role in their
diabetes management. 65% of participants were negatively affected by COVID-19, 25% were
positively affected and 10% were not affected. The majority of participants were negatively
affected by COVID-19 due to healthcare appointments. Appointments were being moved from
in-person to online or phone discussions. Participants noted that they do not feel as if they get the
same treatment as in-person meetings. One individual explained it as, “I do like the face-to-face
interaction and right now everything is over the phone so just seems - it just seems different to
me. I don’t feel as connected to the-like, the team that I have” (P6). This once again displays the
importance of mentees and mentors meeting face-to-face once restrictions are lifted. Face-to-face
meetings are the most basic way to create trust and encourage a relationship.
Others were unable to make appointments with their endocrinologist throughout the
COVID-19 pandemic or unable to attend the gym, which negatively influenced their diabetes
control. Individuals were unable to exercise, which led to increased overall blood glucose,
increased insulin use and weight gain. One participant even portrayed feelings of isolation and
said,
I don't know if it directly affected my diabetes, but it definitely affected my feelings of
isolation. Um. Because I felt really isolated. It made me a little bit scared because having
an autoimmune deficiency puts you at higher risk and then working in the hospital... It's
like the kind of worry about is this going to give me something that I'm actually going to
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have more trouble with. So, I guess it just led to more anxiety and mental health issues
than it did to my actual physical health (P1).
Others stated that they had fewer social interactions with others but had a supportive relationship
at home that allowed their mental health to be stable.
Several participants felt as if COVID-19 had a positive influence on their diabetes. They
were able to spend more time at home, which allowed for them to have less work stress and more
time to focus on their diabetes. Participant 10 stated:
If anything, I feel like my control might be a little bit better too because I just have more
time to look after myself. As a student I am not rushing to and from classes. I work parttime and I'm working part-time from home, so everything is at home. I have all my
diabetes stuff. If I need a snack, it's just right in the kitchen. If my blood sugar is high, I
have time to dose for it and everything so if anything, it's definitely better.
With more time self-care time, participants were able to gain increased control over their
diabetes.
Member Checking
As outlined in the methodology, member checking is a way to improve the credibility of
the research and to decrease researcher bias (Woo, 2019). To ensure that the data collected from
participants was accurate, six participants were chosen at random to provide feedback via email.
A word summary and an outline of the results (Appendix F) was provided. Of the six, three
individuals responded with feedback.
Overall, all themes were well received and noted to be relevant and accurate by the three
participants. In particular, one individual noted that theme one where individuals go through a
long journey to self-realization and acceptance was incredibly relevant to their life. This
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individual noted how they went through that initial overwhelmed feeling to eventual
understanding of the disease, but it took many years to come to final acceptance of the longevity
of having a chronic disease. A second individual was very appreciative of the accurate way life
with diabetes was captured and portrayed. They felt validated with how life transitions were
expressed and the impact of age on diabetes. The third individual was satisfied with the results
but expressed disappointment at not seeing much feedback regarding social isolation and the
effect on mental health. However, there was not enough data saturation on this particular topic to
include in the data set. Due to this positive feedback, we can feel comfortable that credibility was
high and bias was minimized.
Conclusion
From the in-depth interviews of 20 individuals with T1D, three main themes and one
supplemental theme were derived from the data. Theme one demonstrated that each participant
had a personal journey that led to self-realization in order to come to acceptance of their T1D
diagnosis. Within this main theme, there were two subthemes. Education was discussed as a
strategy to employ to develop agency in self-care of their diabetes and a way to encourage
individuals to progress through the tough life transitions that life with T1D brings. In the first
subtheme, individuals discussed how initially they felt overwhelmed with a new, lifelong
diagnosis. However, through education and the development of health literacy and seeking
treatment, individuals acknowledge and accept their diagnosis. Important in this data was the
finding that revealed the negative impact of perceived stigma (having diabetes) had on
participants. Stigma was regarded as a barrier and precluded personal growth and acceptance of
their T1D diagnosis. Once individuals were able to break free of the barriers of stigma, they were
able to come to self-realization and were able to inspire others to self-manage. Theme two
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highlighted the inconsistency of social support systems. Participants admitted that throughout
their journey as an individual with diabetes, they did not have constant forms of social support
around them. Theme three outlined the preferred characteristics and requirements of a mentorcompanion to join individuals on their personal journeys. The TRICS model was used to provide
a guide for these characteristics sought in a mentor. It was said by participants that a mentor
needs to be a positive role model, is open and honest, has experiential knowledge of T1D and is
trustworthy and respectful. Additionally, participants offered what emotional and instrumental
supports were considered essential if they were to successfully transition from pediatric care to
adult care of their T1D. Finally, this chapter conclude with a supplementary result discussing
COVID-19 and its influence on life with T1D. The majority of individuals were negatively
affected by COVID-19.
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Chapter 5: Discussion
In this chapter, the findings of this study will be discussed within the context of current
literature. The TRICS model will be discussed relative to the qualitative data collected. Based on
existing research literature and findings from this study, suggestions will be proposed to update
this model for use in other chronic illnesses. The impact of this research on clinical practice,
education, and future research will be discussed, and limitations of this study will be outlined.
Factors that Influence Acceptance of Diabetes Diagnosis
Age and Maturity
Living with a chronic illness, such as T1D, and coming to self-realization and acceptance
of their T1D condition was described as a very individualistic and personal journey. Across the
interviews, discussion highlighted three factors that were seen to influence a person’s acceptance
of their T1D diagnosis. First, it is important to consider the impact that age at the time of
diagnosis had on individuals’ level of acceptance of their T1D. Through the interviews, it can be
noted that age at diagnosis was thought to influence the length of time it took to accept their
disease. Those diagnosed as toddlers or before the age of 10 may not even remember life without
diabetes. Participants alluded to the fact that they have been labelled as a diabetic for the
majority of their lives with their parents taking control of their health as children. Once they
reached the age where they could take care of themselves, they had to become educated and
develop agency in managing their diabetes. They discussed having to start all over and relearn
how to deal with the disease by themselves. Even though they had been diabetic their entire
lives, these individuals on average did not reach acceptance and openness about their disease as
compared to other participants who were diagnosed as a teenager or as an adult with T1D.
Anyone diagnosed in mid-teens to adulthood revealed that they accepted and embraced their
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disease at a faster rate. In this cohort, the older the diagnosis age, the faster they realized the
importance of taking care of themselves and gaining control over their disease and were willing
to share their thoughts with others.
Others have contradicted this finding. A study was conducted by Kirkpatrick et al. (2018)
where researchers looked at age at diagnosis of a chronic disease. In particular, they looked at the
impact of when individuals obtain an untimely diagnosis. That is, if an individual obtains a
disease diagnosis at an older age that is typically diagnosed in younger individuals or vice versa,
how does it affect their acceptance of said disease. For example, older people are more willing to
accept that they have osteoarthritis as a normal part of the aging process because it is to be
expected. In the study by Kirkpatrick and colleagues (2018), they looked specifically at asthma
as a childhood disease and arthritis as an older persons’ disease. They compared the impact of a
young person getting arthritis and an older person getting asthma to see the impact on their
acceptance of the disease. They concluded that each disease was supposed to “belong” to a
certain stage of life and if it did not fit the typical, there was delayed diagnosis, treatment and
acceptance of the diagnosis. Because the disease did not fit the typical age that the public
perceives, then the individual had a more difficult time understanding and accepting it
(Kirkpatrick et al., 2018).
These findings do contradict the thesis study findings. This could be due to the fact that
T1D is a “childhood” disease that is expected of children and adolescents (Kirkpatrick et al.,
2018). If this were a true representation, then the children diagnosed with T1D in the thesis study
would come to acceptance faster than their older counterparts because T1D is seen as a juvenile
disease. Additionally, during childhood and adolescence, this is a time where typically, the
person is at peak health and having a chronic disease goes against this preconceived notion
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(Kirkpatrick et al., 2018). Having T1D as a child or adolescent is not viewed as the person being
“healthy” or “normal”. Ultimately, the article by Kirkpatrick et al. only looks at preconceived
ideas of age and chronic disease and fails to look at individual growth and development or
maturity levels of the individuals with the chronic disease (2018).
A second factor that was discussed and influenced acceptance of T1D was
acknowledging maturity level. Once individuals realized the health effects and importance of
caring for themselves and were mature enough to take control of their own lives, they had a
moment of self-realization. One participant explained how adult maturity and the proper
education in nursing school allowed her to come to the self-realization that this disease is going
to be for life, and she needed to take control for herself.
When looking at the literature, it can be seen that with other chronic diseases individuals
all go through stages of acceptance regardless of their age or maturity. For example, individuals
diagnosed with Chronic Obstructive Pulmonary Disease (COPD), go through four stages of
grieving. They start with denial, move on to resistance, then sorrow and finally acceptance of
their disease (Boer et al., 2014). Age or maturity is not discussed, but each stage may last a
different time length for each individual. It is up to the individual to progress at different time
lengths (Boer et al., 2014). Staniszewska et al. examined individuals with epilepsy and found that
early acceptance of an epilepsy diagnosis was related to improved quality of life. An interesting
statistic found was that the faster an individual accepts their chronic illness, the better quality of
life they may have (Staniszewska et al., 2017). The higher the level of acceptance, the more
optimistic and open they are to receiving treatment (Staniszewska et al., 2017). In this thesis
study, participants discussed how when they came to acceptance, they were able to be open with
others and talk about diabetes in a safe setting and did not have to hide their diagnosis. This
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allowed them to be more transparent with their diagnosis and take control off their treatments
and ultimately their disease in order to self manage.
In this study some participants found it more difficult to transition from a child to having
to self-manage as an adult. Another study corroborates this finding. Hessler et al. (2011)
examined type two diabetes and age at diagnosis. It was found that those diagnosed at a younger
age, compared to those as older adults, experienced their diagnosis as more stressful with higher
levels of depression and a harder time to manage their blood glucose levels (Hessler et al., 2011).
In this thesis study, those who accepted their diagnosis earlier discussed less long-term negative
health effects and felt they had a better quality of life and mental health. In particular,
participants discussed how when they were diagnosed as a child, they often ignored their
diabetes, felt overwhelmed, and struggled with their mental health. When you add these feelings
together, diabetes can become overwhelming, and some participants described not caring for
themselves. As a result, several participants articulated that they experienced significant negative
health effects in their mid 20s that caused gastroparesis, nerve damage and eye damage for
example. As found in the results, along this individual personal journey, the negative health
effects of uncontrolled diabetes served to act as an alert and the majority realized that they
needed to take control of their diabetes to live a full and healthy future.
Individuals in this study who were diagnosed at 16 plus years of age described coming to
acceptance of their T1D much more quickly than their young counterparts. When diagnosed at
an older age, they initially felt self-conscious at the beginning of diagnosis when discussing
diabetes and showing of their diabetes paraphernalia. However, once they felt confident using
their supplies and understood the disease process, they were much more positive and willing to
share with others what they were experiencing. Several of the older diagnosed participants, once
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educated and gaining experienced in diabetes self-care agency, went on to become sources of
support for other diabetics and one even became a huge social media influencer for T1D. Age
and developmental stage of maturity can play a role in the disease acceptance. It is different for
all chronic diseases and age groups and as such, requires tailored education and mentored
support based on the individuals learning needs and preferences.
Age and developmental stage of maturity at diagnosis is an important factor to consider
when educating an individual with diabetes. Patient age and maturity level plays a role on their
acceptance and the ability to manage their disease. As an individual approaches their teenage
years, a more individualized, specific intervention should be tailored to meet their needs. Those
diagnosed at young ages may have to be retaught diabetes self-care and develop agency as they
mature. Those diagnosed in their late teens and into adulthood appear to come to faster
acceptance and require education that fits their maturity level.
Transcending Stigma
Stigma was discussed in terms of negatively impacting one’s ability to grow and accept
their T1D diagnosis. Stigma can be defined as the social process that marks an individual as
different, undesirable and even unworthy (Engebretson, 2013). This is perhaps why participants
perceived themselves as “different” and felt they were labeled as that “diabetic”. Diabetes
became their identifying label that separated them from their “normal” peers, thus impeding
acceptance and a willingness to learn to cope with their diabetes as a chronic lifelong condition.
As noted in the literature, stigma is not a new concept and is shown to largely impact
individuals with chronic diseases. The findings from this study further provide evidence of the
negative impact of stigma. Historically, mental illnesses, HIV/AIDS, leprosy, cancer and
epilepsy were shown to stigmatized greatly and still are along with many other chronic illnesses.
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Many illnesses have physical attributes that people can see and notice immediately. However,
diabetes is a “hidden” condition where individuals physically appear normal and are able to
easily hide their diagnosis (Engebretson, 2013). By hiding their diagnosis and not telling others
about their condition, individuals in this study were denying themselves and their own personal
need for growth and placing their own health at risk. A cross-sectional, longitudinal study
examined 109 adolescents with T1D and the link between coping and glycemic control over time
(Luyckx et al., 2010). They found that active, positive coping strategies among adolescents who
were in full acceptance and control of their disease led to lower HbA1c levels. Adolescents who
did not have healthy coping mechanisms were shown to be at a greater risk for negative health
outcomes and in particular, mental health disorders (Luyckx et al., 2010). This supports the idea
that by accepting, being open about your diagnosis and finding healthy ways to cope with your
diabetes can lead to increased quality of life and better health outcomes.
In this thesis study, participants shared the memories of being stigmatized. They
expressed being labelled and felt they were treated differently because they had diabetes. This
caused individuals to feel guilt, embarrassment and increased stress, leading them to find means
to completely hide their diabetes from others. When asked why they thought this stigma existed,
many participants shared that they felt the general public lacked education and misunderstood
what diabetes is, causing stigma to occur.
As evidenced in this study, stigma is corrosive and can impact every part of an
individual’s life. It is capable of inducing psychosocial harm, increasing the risk for suicide, and
increasing the timeline and rate of death in individuals who are stigmatized (Goldberg, 2017).
When further looking at the literature, there are different types of stigma that can occur. For this
particular study, three types of stigma can be applied to how participants shared their
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experiences. First is enacted stigma. This is negative beliefs and/or feelings that society holds
towards individuals with diabetes that results in the stigmatizing behaviour given towards the
individual with diabetes (Wakefield et al., 2018). This is demonstrated by the participants
sharing how they felt labelled and treated differently by their “normal” peers. Second is
anticipated stigma. Anticipated stigma is the belief that because the individual has diabetes, they
will be treated negatively in the future because of their diagnosis (Wakefield et al., 2018). This is
evidenced by the participants hiding the fact they have diabetes, being reluctant not to tell others
about their diagnosis and avoiding giving themselves treatment in front of others so no finds out.
Third and perhaps the most damaging, is internalized stigma, which occurs when individuals
with diabetes adopt the negative societal beliefs and stereotypes, resulting in self-blame
(Wakefield et al., 2018).
As with this study that revealed many participants expressed internalized stigma in
regards to their T1D, a recent study looks at the same thing. Crespo-Ramos et al. (2018)
demonstrated the impact of internalized stigma on 65 youth aged 12-17 with T1D that nicely
emphasizes many subthemes found in the current study. Crespo-Ramos et al. (2018) looked at
diabetes-related stigma and the impact it had on Puerto Rican adolescents. They found that
49.23% of participants experienced internalized stigma in their lives. Internalized stigma causes
youth to (a) deny their disease and ultimately halt acceptance of their T1D resulting in refusal of
self-care, (b) not disclose the fact that they had T1D to anyone, (c) assume negative socialjudgement for fear they would be judged for having T1D and (d) feel different than their
“normal” peers (Crespo-Ramos et al., 2018). Results from this current study add to the literature
in this regard and further demonstrates how large of an impact stigma has on individuals with
T1D. This is why it is so essential for diabetics to have appropriate education, mentored
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supports, care and treatment by healthcare providers and mentored supports. If stigma could be
minimized or non-existent, individuals could potentially live fuller, healthier lives.
One finding that resonated deeply with all participants and is of concern to health care
providers, was the reluctance of participants to meet in a healthcare setting, possibly due to preexisting stigma towards individuals with diabetes. Participants were asked where they would
want to meet their mentor for the first time. The overwhelming response was to meet in a coffee
shop or a public park, not in the healthcare clinical setting. This was due to the anxiety and
discord that the clinical setting evoked in them. Further, participants expressed how there was
little positivity in their meetings with endocrinologists and diabetic educators. They always felt
as if they were being targeted for doing everything wrong and not encouraged for improving a
previous issue. This is an important issue to address clinically. Participants perceived this
labelling and felt stigmatized by their health care providers. Little trust or therapeutic interactions
occurred as a result. Stigma was recognized as an impediment to an effective healthcare provider
interaction and ongoing relationship.
A recent study was conducted where researchers looked at how to build trust and rapport
in the doctor and patient relationship (Dang et al., 2017). They specifically looked at new
patients with HIV and what they wanted when going to the clinical setting that would help them
keep attending appointments. They found that the individuals wanted a provider that genuinely
cares. To do this, the healthcare professional needs to provide reassurance, allow them to ask
questions, clearly explain test results and further actions, not be judged by their provider and be
able to participate in healthcare decision goals (Dang et al., 2017). These are all actions that
physicians and healthcare professionals could do with their diabetes patients to reduce stigma,
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anxiety and provide a more personable experience so that patients will continue attending their
clinical appointments.
For future practice as a health care worker, understanding the current deleterious impact
of stigma and being aware of what individuals are going through, goes a long way in being able
to provide the appropriate support, not just individuals with diabetes, but anyone with a chronic
illness (Engebretson, 2013). Being sensitive to the stigma that exists allows for healthcare
workers to reflect on what around them may be contributing to these ideas and change them for
the better. One way to do this could be to have all healthcare workers participate in implicit bias
training (Hagiwara et al., 2020).
Implicit bias refers to the stereotypical beliefs and prejudicial attitudes individuals may
have towards a certain group of people. This implicit bias results in discriminatory behaviours
towards that person or group (Hagiwara et al., 2020). If healthcare providers have implicit
prejudice towards their patients, it results in lower quality patient-provider communication and
ultimately, lower quality of care. There are specific healthcare related training systems that have
been developed. This is to ensure that each provider is aware of their implicit bias, will be
motivated to reduce bias, and will learn strategies on how to decrease this bias (Hagiwara et al.,
2020). Sherman et al. (2019) conducted a study where they did implicit training bias on 18
medical residents. The residents found that the training was very important and powerful in ways
they never realized. The results showed that participants after training had an increased
awareness of racial bias and stigma, strengthened open and safe communication skills,
discovered new practices to address bias and an increased awareness that continued vigilance
and training in implicit bias is necessary (Sherman et al., 2019). This demonstrates the positive
impact it can have on healthcare workers if they participate in implicit bias training programs.
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Consideration in developing professional competency in implicit bias training needs to occur and
may provide a non-judgemental atmosphere where care for individuals with chronic illnesses like
diabetes is not perceived as threatening.
Inconsistencies of Social Support Systems
One result that was apparent in the interviews was the positive influence that the diabetes
camp had on most participants. They felt acknowledged and accepted when surrounded by other
children and teenagers who had the same diagnosis and struggles in life as themselves. The
immediate connection and normalization of living with diabetes was not foreign. This influenced
their lives and years later, they still remembered how much fun they had and the friends that they
made at camp.
This impact has also been found by others. When looking at the research, there was
information on how camp impacted diabetes control. Winsett et al. (2010) did a study on 81
teenagers aged 10 to 16 years old who attended diabetes camp and found that it improved
individuals diabetes self-efficacy and resilience. Another study looked at how camp improved
glycemic control and allowed improved coping skills (Santiprabhob et al., 2008). However, there
is a lack of knowledge on how diabetes camp can be a source of social support for individuals
with diabetes and potential area for further research. This is an area that needs to be further
explored to allow these camps to reach their full potential.
Companions on the Journey
The results of this study showed that individuals with T1D lack social support. Other
articles have shown that having a support system helps to buffer stress, increase self-efficacy and
quality of life, improve adherence by 27% and to influence change in negative health behaviours
(Miller & DiMatteo, 2013; Rearick et al., 2011). This led to discussing what sort of features and
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personality traits are important in a mentor. Each participant’s own personal path in life
influenced their needs and wants in a mentor. There were main themes found that showed that a
mentor needs experiential knowledge, be positive, be open and honest and be trustworthy and
respectful.
Participants wanted the mentor to be a companion; someone who could help them and
provide experiential knowledge. They wanted to be able to learn from the mentor’s personal
experiences and life stories how to live a successful life with T1D. A study by Conjard and
Saint-Genis (2010) examined using experiential knowledge transfer in the workplace. They used
senior staff with years of experience to train the new staff. It was found that there was a 71%
success rate in transferring knowledge. The learners were successful in gaining skills and
becoming successful on their own (Conjard & Saint-Genis, 2010). This is promising for the
mentee to be able to learn and glean information from the mentor.
Individuals in the study explained how they wanted the mentor to be positive about
diabetes and portray attributes that the mentee would want to emulate. This correlates very well
with a journal article discussing camp counselors who have T1D themselves and work at a T1D
camp (Manning et al., 2018). Manning et al (2018) looked particularly at camp counselors and
what attributes they had that would lead to growth in the campers. They found that the most
successful counselors are someone who is enthusiastic about their diabetes and sets a good
example for how to manage diabetes. They not only have knowledge about the disease and how
to care for it but have a positive attitude as well. A positive attitude was shown to be an essential
characteristic of a good counselor. Campers who saw their camp counselor being positive and
demonstrating appropriate health care behaviours, such as checking their blood glucose, were
more motivated to manage their own self-care behaviours (Manning et al., 2018). This directly
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correlates with what the individuals in the study wanted and the article shows that success can be
found with a positive role model that mentees want to emulate.
The participants were clear in the fact that the mentor needs to be open, honest and
trustworthy. Part of this was for the mentor not to be judgemental and confidential. If the mentor
judges the mentee, participants discussed how the relationship could be lost. Garr and Dewe
(2013) examined 21 medical doctors and compared those who were mentored to those who were
not mentored in a postgraduate program. The goal was to assess and see if a mentor was
necessary and what characteristics about the mentor stood out. They found that those who were
mentored by someone who was approachable, trustworthy and empathetic had successful
mentoring relationships and found increased success. Difficulties were found between the mentor
and mentee when confidentiality was lost and trust was removed from the relationship (Manning
et al., 2018). These results directly corroborate with the study findings and indicate how
important honest and trust are in the mentor-mentee relationship.
TRICS model
The TRICS model demonstrated a five-part model geared towards relationship building.
The purpose of using this model in this study was to understand the process of relationship
building in order to determine what a mentee would want in a mentor to create a positive
relationship between the two. The TRICS model was created for underprivileged youth and was
not made for healthcare and chronic disease management (Donlan et al., 2017). However, after
conducting this study, the basis of how to build a relationship does not change even when your
population is changed. This model covers the characteristics of the companion on the journey as
discussed in theme three of the findings. Upon further examination, it can be discussed that there
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are areas where the model correlates well with the study results, areas where it did not and
suggestions for adapting this model for use across different clinical context and populations.
The Right Who
The Right Who was used in the TRICS model to describe the characteristics of mentors
and which characteristics in a mentor would be more likely to be successful at building
relationships (Donlan et al., 2017). It can be noted that there were several consistencies and
inconsistencies found when comparing the TRICS model to the findings found through this
study. The basic characteristics of a good mentor, such as openness, honesty, trustworthiness,
and respect did not change so the Right Who remains on the model (Figure 1). One characteristic
to be considered based on this study, which is not identified in the original model is having a
non-judgemental attitude. Being able to be open to new ideas and not judging others for their
decisions is a key aspect to gaining ground in an effective mentor relationship.
Figure 1
The Adapted TRICS Model for Adults with a Chronic Disease
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Donlan et al. expressed that shared experiences were not essential but were important to
forming relationships between the mentee and mentor (2017). Participants in this thesis study
agreed with this idea. It was more about sharing information with each other and getting to know
one another than having many shared experiences. Participant 2 stated, “I think it helps to have
something in common with somebody as a jumping-off point and helps you feel comfortable
with someone right from the beginning but generally no. I think you just have things in common
through whatever the common issues that you are dealing with is” (P2).
For this study, diabetes was that one commonality that was stated to automatically create
a bond. Additionally, a qualitative study was conducted that looked at the relationship between
peer mentors and their mentees who had the same chronic disease as them (Embuldeniya et al.,
2013). They concluded that a shared disease can foster a bond and create mutual feelings of
rapport because the mentor and the mentee have experienced similar challenges and disease
experiences (Embuldeniya et al., 2013). Diabetes is that shared experience that Donlan et al.
discussed (2017).
This idea allowed for me to add shared chronic disease as the main item on the suggested
model. In the updated model, there are four phases that happen in chronological order. Shared
chronic disease is now in the number one phase spot because it is the main reason why two
individuals are coming together to create a relationship. Without that shared chronicity, there
would be no need to have a mentor or mentee. This moves the Right Who to the right in the
second phase because first you find the disease in common, then you find the Right Who who has
that particular chronic disease.
There were several other aspects of the Right Who that did not particularly fit the adult
population used for this thesis, but that did not take away from the overall effect or utility of the
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model. For example, the TRICS model is particular when it utilizes the term Veteran Youth
Worker. This is a mentor who has experience with youth and have degrees in psychology or
social work (Donlan et al., 2017). Throughout the thesis interviews, it was seen that participants
did not expect their mentors to have specific experience with young adults or expected degrees.
Participants just wanted someone else with diabetes experience that was willing to talk to them.
Another term the TRICS model used was Recharged by Youth. This term was used to
demonstrate that mentors are revitalized when the youth succeed and are more likely to succeed
and be positive (Donlan et al., 2017). The words are not applicable, but the meaning behind them
was shown to be an important concept to the model and dyad relationship. In this study,
participants emphasized that having a positive outlook towards diabetes was more conducive to
creating a good relationship.
Trust and Respect
The idea of trust and respect in the model did not immediately come to the minds of
participants in the interviews. It had to be prompted by the interviewer. However, once the words
were said, participants acknowledged that trust and respect went hand in hand and were very
important to building relationships. To outline that trust and respect is an integral part of the
model, it is highlighted in yellow to emphasize its importance and make it stand out. Several
participants assumed that because there were researchers vetting the mentors prior to letting them
into the intervention, that they could automatically trust the mentor. If they could trust the
mentor, then respect for each other would grow as they got to know each other. The TRICS
model discusses respect as its own individual topic where trust is the basis of the relationship and
respect is a characteristic. Respect is shown through the mentor being authentic and adjusting
responses based on the mentee (Donlan et al., 2017).

96

The results found in this thesis do not align with the TRICS model to contribute
authenticity and interactions as the basis of trust. As noted in the updated model, it would be a
better idea to combine trust and respect together. If you trust someone, respect automatically
occurs and the foundation for a relationship is founded. In the suggested model, trust and respect
are now in phase three and have been combined together in unity. In addition, the pre and post
phase trust has been eliminated completely. For adult relationships, these phases were not seen as
important due to the fact that trust and respect are given automatically.
An aspect of trust and respect that is not discussed at all in the TRICS model is
confidentiality. This is something that according to the participants was important to consider
and is a worthy addition to the model in a subcategory of phase three. In the interviews,
participants discussed how they wanted the mentor to be able to talk to them and reveal personal
information. However, if the mentor then went behind their backs and talked to someone else
about their personal stories, all respect is gone, and the relationship will fail to progress. This is
demonstrated by the dotted line that connects confidentiality to trust and respect in the suggested
model. The dotted line represents how easy it is to break the relationship if confidentiality is not
kept. Perhaps the youth in the TRICS model did not think of this or it was not applicable for this
age range, but in a model used for healthcare, confidentiality is an essential piece of the model to
consider.
Information Gathering
The next step in the TRICS model is information gathering. This describes how
individuals gather knowledge about each other to allow a relationship to form. Once again, the
target population in the TRICS model is youth, whereas this study looks at young adults, but
small adjustments can be made to accommodate the age ranges. The TRICS model outlines that
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with youth, one-on-one conversations with each other are beneficial (Donlan et al., 2017). As
noted in the diabetes study interviews, participants acknowledged that face-to-face interaction
was essential.
In the TRICS model, the mentors are encouraged to get to know the youths family and
friends and drive them to events to participate in their lives to further create trust (Donlan et al.,
2017). This would not be applicable to the young adult population. As two adults, trust would be
built on first meeting with each other and once the trust is established, then the young adult may
feel comfortable inviting them into their personal lives. Participants revealed that they would
want to meet a mentor at a coffee shop or public park, then progress in the relationship at a pace
they are comfortable with. If the young adult was willing to introduce them to family or friends,
it would be once trust was in place, whereas with the youth, meeting their friends and family was
used as a way to gain trust.
In order to adapt this model so that it applies to adults, meeting places would have to be
re-evaluated. In the TRICS model, the mentor always went to where the mentee was because the
mentee was young and unable to meet the mentor alone. A meeting place would have to be in a
public place where both the mentor and the mentee adult felt safe. Additionally, phone numbers
and social media contact names would be exchanged so that the mentor and mentee can get to
know each other and connect using a virtual/technological platform if desired.
To update information gathering in the suggested model to reflect the information given
by participants, the name has changed. Instead of information gathering, it has been changed to
sharing information. This is an updated term that makes it sound more appealing to individuals,
as if they are having a conversation instead of gathering data on each other. Sharing information
has been added to phase three along with trust and respect. They have been put on the same tier
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because trust and respect go hand in hand with sharing information. A way to maintain and build
trust and respect is to have conversations with each other to build the relationship up. Three
subthemes have been added under sharing information that included the feedback from
participants in this study. Phase 3a is face-to-face. Participants had discussed how important
face-to-face communication is to building bonds and relationships and it had to be included as a
form of sharing information. Phase 3b is social media. The original TRICS model does not
discuss social media or any sort of technology-based interaction that is so prevalent to today’s
society. It has been added as an effective way to share information. Phase 3c is confidentiality.
This is to remind the mentor and the mentee that the information they share with each other is
confidential and should not be talked about behind each other’s backs. When confidentiality is
lost, trust and respect are broken, and the relationship cannot survive. This is demonstrated by
the dotted lines connected confidentially to trust and respect.
Consistency
The idea of consistency in the TRICS model is well written and very applicable to all
relationship building. It is expressed that the mentor needs to be available on a regular basis to
the mentee (Donlan et al., 2017). Donlan et al. (2017) defined consistency as being present on a
regular basis, 24 hours a day, seven days a week. Repeated, regular availability is essential to
building the relationship between mentor and mentee (Donlan et al., 2017). All study participants
further emphasized this point. It was shown that T1D is a difficult diagnosis with many ups and
downs. Many individuals explicitly expressed the need to be able to send a message to the
mentor if they were having a bad day or to see if they could talk.
Consistency has been added to phase four of the suggested model, but the meaning
behind it has not changed from the original model. Once you have a shared chronic disease
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(phase 1), it flows into the Right Who (phase 2), which flows into trust and respect and sharing
information (phase 3) and consistency has been placed in the final phase four along with
modeling and support. However, the first three phases flow naturally into each other as
demonstrated by single arrows. Phase three and phase four have a double arrow that allows for
the two phases to mix together without the synchronous flow as demonstrated in phase one and
two. This is because phase three and phase four can influence and be affected by each other in
positive or negative ways based on the individual’s behaviours. For example, if the mentor does
not show consistency to the mentee, then trust and respect can diminish and vice versa.
In phase four, modeling has been added to the model. Modeling was discussed in the
TRICS model by Donlan et al. (2017) as part of the Right Who characteristic. However, for the
suggested model, modeling represents how the mentor is someone who demonstrates how to live
life successfully with diabetes and is a role model for the mentor to follow. The mentee now has
someone to look up to and go to advice for and can emulate positive behaviours from the mentor.
One large part of communication that has been added to the updated TRICS model in
order to adapt it for an adult mentored relationship, is the different ways a mentor can talk to a
mentee. The TRICS model only discusses in person interaction. With current technology, social
media and the COVID-19 pandemic, this is no longer a realistic option. Text messaging, video
chats, online synchronous discussions and social media have been added in phase 3a as forms of
communication to build a relationship to make this model stronger and more applicable in
today’s world.
Support
In the TRICS model, instrumental, emotional, informational and appraisal were all forms
of support that were essential (Donlan et al., 2017). When interviewing individuals for the study,
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emotional and instrumental support really stood out as the main forms of support needed in
diabetes management. As such, support has been added to phase four with emotional and
instrumental supports as a subcategory. Individuals wanted instrumental support in the form of
information such as, financial aid, insurance, technology, hormones, nutrition and exercise.
Emotional support was explained as having someone there to listen to them who is nonjudgemental and safe to talk to. The TRICS model does not emphasize stigma anywhere in the
model, so being non-judgemental and aware of the stigma surrounding individuals with diabetes
should be emphasized in the explanation for the new model. Having a system of support is so
essential to the model that it remains in place in the adapted version of the model.
Thus, these points demonstrate that the TRICS model is indeed a viable template to
consider when creating solid relationships between the mentor and mentee that will last. The
model can easily be adapted to suit different age groups. The basic characteristics of a good
mentor are the same, regardless of age difference. Shared experiences help the relationship but
does not determine the outcome. The model could adapt the idea that trust and respect go hand in
hand and are not separate entities. One-on-one meetings are ideal to form relationships, but only
meeting in person is not realistic anymore due to COVID-19 and technology. Overall, this model
is adaptable for many different clinical contexts and provides many great strategies to form
bonds between two people and can be used for any mentor and mentee dyad.
Implications for Future Research
There are several implications for future research that this study has revealed. There are
gaps in the research regarding developmental stage and acceptance, stigma, and the healthcare
provider setting. The TRICS model was largely used within this research study but has not been
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tested in other studies. Lastly, this study will be used to influence a large-scale mentorship
intervention.
This study found that those who were diagnosed at an older age and at a higher maturity
level came to acceptance at a faster rate than those diagnosed as children. There are limited
research studies that examine these variables and none of the current studies are based directly
on T1D. To further understand how age and maturity level at diagnosis impact the rate of
acceptance, a further in-depth research study would need to be completed. One way to do this
would be to have a three-arm parallel randomized control trial with one arm investigating child
participants, arm two looking at adolescents and arm three examining adults with T1D. A control
group with a typical education program would be used and an experimental group with a tailored
intervention based on personal developmental maturity. All groups would be tested on rate of
acceptance of their diagnosis.
Stigma has been around for centuries and still exists strongly today. Stigma was found to
negatively impact individuals with T1D in this study. There was a well conducted study by
Crespo-Ramos et al. (2018) that aligned well with the findings in the current study. However,
they only looked at Puerto Rican adolescents with T1D. A newer study that broadened the age
range to also include young adults in North America with T1D would be impactful because in
the current study, we found that stigma can last into adulthood and influence them even at older
ages. A larger, multisite study with a more diverse population and larger age range would be
beneficial to examine stigma on T1D related outcomes such as glycemic control, diabetes
distress, coping skills and disease acceptance.
Another gap found was within the healthcare provider setting. Individuals in this study
emphasized how uncomfortable they were in the healthcare setting and with healthcare
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providers. There needs to be more research specifically on how to build trust and respect
between the healthcare provider and the T1D patient. One way to decrease stigma in the
healthcare setting is for providers to understand the negative impact of stigma and to recognize
implicit bias through specialized training. There are no current journal articles that look at the
impact that implicit bias training has on healthcare workers who educate individuals with T1D.
This is a large gap and needs to be further researched to understand if and how implicit bias
training would be conducive to creating better more therapeutic healthcare provider and patient
relationships.
The TRICS model was used extensively in this research study. However, it has not been
studied or researched in any other capacity. Besides the original article, no one has tested out this
model, leaving a large gap in research. This study used the model to guide the research and then,
based on its findings, offered suggestion so that it can be used successfully in the adult
population with a chronic disease. Further studies should be conducted to specifically test this
adapted version of the TRICS model and conclude if it can be used successfully to develop
mentor and mentee relationships across a variety of clinical populations.
The information found in this thesis will be used to influence a large-scale mentormentee interventional study. The title of the future study is Development and Evaluation of a
Peer-to-Peer Mentored Coaching Intervention Targeting Young Adults with Type 1 Diabetes on
Quality of Life. The goal is to use the information from the current thesis research study to
influence the type of mentors that will be chosen for the large-scale intervention study. From
this, a peer-to-peer intervention using a mixed methods approach will be developed. The desired
outcome is to be able to enhance the quality of life of young adults with T1D, improve glycemic
control and provide better psychological health through a mentor-mentee relationship.
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Implications for Future Practice
This study provides data that can impact clinical practice and includes improved
knowledge translation, shared decision making by health care providers and using mentormentee interventions globally.
Knowledge Translation
Participants discussed how when they first become diagnosed with T1D it is an
overwhelming time for them. Often individuals would blame themselves for their diagnosis
because they did not appropriately understand diabetes. It is essential for health care providers to
first, have the appropriate resources for each individual to learn the pathology and disease
process for diabetes. In addition, the educator needs to pay attention to the age, developmental
stage and maturity level of the individual. An individual transitioning from a child into a
teenager needs a different information set than that of an older teenager or adult. Things like
giving teenagers phone applications with appropriate resources on it so they can look up
information on their phones would be helpful. A study was done on 39 adolescents and adults
aged 15 to 39 who had cancer. Specifically, they asked the participants on their preferences for
navigation services that were provided to them during their cancer. It was found that based on
developmental age, individuals wanted different resources and a tailored healthcare delivery and
support strategy for optimal health outcomes (Pannier et al., 2017). Educators need to realize that
not all patients should receive the same generic handout, but that it should be tailored to the
individual and what would work for them.
The learning curve, according to participants, on diabetes related skills is significant in
addition to acquiring knowledge about diabetes. Second, it is essential for the health care
providers to teach the appropriate diabetes skills to each individual. Many participants
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recognized that at the beginning of their diagnosis, they did not know what they were doing and
that caused them to hide their needles and testing kits from others. Once they were able to
successfully master many of the skills related to diabetes, they felt more comfortable
demonstrating to their family and friends. Once they get over this knowledge deficit, one can
start to see the individual transitioning as they gain information. It is up to the health care
provider to give them the appropriate tools and information to get to that comfort level.
Third, health care providers need to be able to give the individual with T1D access to the
appropriate social supports. Diabetes is a lifelong disease that will never go away. Each
individual needs to be given the appropriate supports in their lives that they can use when
needed. For example, participants discussed how they would use social media as a way to view
others who also had T1D. If health care providers were able to find out what sort of things the
individual was interested in, they could provide a list of Instagram, Tiktok, Facebook, or Twitter
users that they could follow. Just letting them know that there are others like them in the world
can be inspiring and allow individuals to not feel so alone. There is not a lot of research that
discusses social media and type one diabetes in particular. However, one recent journal article
examined how individuals with diabetes sought out and interacted with online diabetes
communities (Oser et al., 2020). Those with T1D shared that they were not getting the
psychosocial support they needed from their healthcare providers, so they went online to find it.
By being involved in an online community, participants were able to find others with T1D that
positively influenced them, provided them with emotional and peer support, gave them tips and
generally provided the psychosocial support that they were not obtaining from the healthcare
setting (Oser et al., 2020). The world has changed significantly in past years in regard to social
media and internet and as a result, care requirements have changed. The healthcare provider
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needs to stay up to date on the current trends in order to be able to provide their patients with upto-date care. Social media is a large influence on youth today that cannot be ignored but should
instead be used by healthcare providers to provide evidence-based T1D educational supports to
their T1D patients.
Health Care Providers
Some individuals very clearly explained how they felt uncomfortable and stigmatized by
many of their healthcare providers. The healthcare setting automatically induced anxiety and
many educators were not perceived as a source of support for individuals. This is a problem that
needs to be looked more closely at because it is the health care provider who provides a majority
of the much-needed resources to individuals with T1D. In particular, participants had explained
how when they were at appointments, they always discussed the things they were doing wrong
and never felt as if they did anything right. They felt “preached” at and not involved in their own
treatment plan. This caused many to give up and their diabetes control would decline. In addition
to implicit bias training, one idea to help with this issue is for health care providers to use shared
decision making. Shared decision making is when the educator and the client discuss a goal and
come up with a treatment plan together (Wiley et al., 2014). This ensures that the client is
involved in the decision making and will feel like they are fully involved in their own care. It
also helps to get rid of the power differential between the health care provider and the individual
(Wiley et al., 2014). Wiley et al. (2014) conducted a study where they investigated type one
diabetics and the use of shared decision-making. They found that shared decision making
resulted in increased autonomy, improved glycemic control, was a preferred method by
participants and was instrumental in avoiding diabetes-related complications (Wiley et al., 2014).
This is just one way health care providers can fully involve their clients to improve the educator-
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patient relationship. In future, a larger randomized control study that looks at types of
educational resources provided by healthcare providers to individuals withT1D on glycemic and
psychosocial impact and stigma would be beneficial.
Limitations
This study has had its own challenges with many strengths and some limitations. The
strengths can be seen in the robust qualitative design through using Sandelowski, a conceptual
framework to guide the interview questions, the levels that were used to ensure credibility and
ultimately, the rigour. However, there were some limitations associated with this study that need
to be addressed and they include the COVID-19 pandemic, sample bias and the population used.
COVID-19
The global pandemic due to COVID-19 was one of the greatest sources of challenge in
this study with regards to recruitment. Initially, all recruitment was going to occur out of the
Diabetes and Endocrinology Clinic with snowball sampling occurring from clients of the clinic. I
was going to be at the clinic to recruit participants in person and have pamphlets on the walls as
an advertisement when I was not there. However, with the lockdown, patients were having phone
or video calls with the medical staff at the clinic. This delayed the recruitment process
substantially because now recruitment was limited to snowball sampling and relied on the staff at
the clinic to tell patients about the study. Despite this major limitation, I was able to get my ideal
sample of 20 participants due to a newspaper article that was released on Brock News (Patterson,
2021). From this newspaper article release, young adults were able to email me their interest and
I was not relying on the clinic anymore for participants.
The pandemic also decreased the amount of nonverbal communication received through
interviews. It limited the ability to collect data in accordance with nonverbal cues. COVID-19
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did not allow for me to meet in person with my participants as originally planned. All interviews
were via an online video chat. Due to video quality and position of the screen for individuals, I
was not always able to see their body posture and it limited my ability to read nonverbal
communication. According to Denham and Onwuegbuzie, facial communication alone can
communicate up to 55% of participant’s feelings and attitudes (2013). Nonverbal communication
that can be collected allows for a richer description and interpretation for the data set. Thus, for
qualitative research, omitting nonverbal communication as data could have threatened the quality
of the data because of lack of awareness by the researcher (Denham & Onwuegbuzie, 2013).
Due to the fact that COVID-19 is a new pandemic, there is no current research on the
influence that COVID-19 had on individuals with T1D. This was a new area of interest that was
able to illuminate the impact that COVID-19 had on individuals with diabetes. To compare,
further research needs to be completed to clarify the data found.
Despite the fact that COVID-19 was a large limitation, it also provided opportunities that
otherwise would have been missed that strengthen the study. Since all interviews were via a
virtual medium, it benefitted recruitment substantially. Individuals were able to be recruited from
all over the world instead of just the Niagara Region. This allowed for expansion into all of
Ontario, Canada and even allowed for participants from the United States of America to join the
study. The fact that it went from using one site to multiple sites across North America allowed
for a greater variety of individuals to participate and to gain a broader understanding of T1D
globally.
Population
The sample included 90% Caucasians with 14 female and six male participants. This does
not represent the diversity and multiculturalism of the global population as a whole and may
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influence the final data collected. Due to the sample being purposefully sampled, it is less
representative of the true population and makes the results less generalizable or transferable
(Glesne, 2016). Further research should include all races with an equal number of males to
females. In addition, the fact that the study only looked at young adults between the ages of 18
and 30 may make the findings less generalizable to individuals with diabetes outside of this age
range and as a result, findings may not be transferable to their experiences or perspectives.
There is the potential for sample bias within this study. Participants contacted me if they
wanted to be a part of the study. They were fully willing to go out of their way to participate, and
the majority of participants had good control and self-management over their T1D. This
excluded potential participants who may not have wanted to join the study, who may have had
little or no control over their T1D, were not willing to accept and take ownership over their
diagnosis or who were not as educated or were in a higher income level as this sample was. This
would be another avenue for future research. Another study could broaden the inclusion and
exclusion criteria to ensure that individuals with poor glycemic control and negative behaviours
towards T1D are included in a larger study to explore the similarities and contrasts.
Revisiting Positionality
At the start of this research process, I acknowledged my positionality, worldview and
potential bias that could impact my interpretation of the data. Sandelowski’s (2000) descriptive
qualitative design allowed me to collect rich descriptions of experiences from other young adults,
with T1D, to better understand their perceptions of requisite characteristics of a mentor in a Type
One Diabetes Intervention. There were similarities and differences between my thoughts and the
findings along with some surprises throughout this study.
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Theme one overall was an expected finding for me. Life with T1D is long and hard, a
difficult journey so to speak. The fact that many individuals felt overwhelmed until they received
proper education was not unexpected, as I went through that same journey. However, I was not
expecting to find so many individuals face such extreme stigma throughout their journeys. When
I go back and look in my reflexive journal, there were some interviews where I wrote “my heart
is heavy” after hearing an individual’s life story, particularly about those who were stigmatized
and felt as if they needed to ignore their diabetes because they did not want to appear “different”.
This is a horrible reality that the findings showed me and something that I wanted to strongly
portray with the hope that this study can make a difference and impact others in a positive way. I
learned that healthcare workers need to also be aware of the impact that their treatment of
individuals with T1D was at times perceived as negative and made some of the participants feel
“stigmatized” because so many participants felt down on themselves and wanted to give up on
their diabetes care after appointments. To me, this is not acceptable. I go to appointments to
glean help and information from healthcare providers and think that should be the normal intent
of all people with diabetes.
Theme two portrayed the social support systems in place and how they are inconsistent.
This theme was not unexpected to me. Some individuals have a great support system and others
do not. This is exactly what I anticipated when asking the questions regarding supports. I had
wanted to understand exactly what supports were missing and what I could do to help fill the
support gap for the future. These questions were approached in theme two and answered in
theme three.
Theme three was the main area that targeted my initial research question. The
characteristics of a mentor were expected since it outlined the basic qualities of a good mentor. I
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was surprised when participants were very adamant about not meeting in a clinical setting.
Initially, I had thought that meeting in a room in a diabetes clinic would be a common and safe
space to meet others for the first time. It was unexpected that individuals would feel
uncomfortable and have increased anxiety by just going to a clinic. This new knowledge will
impact the future intervention study of where the mentee and the mentor meet.
Overall, this study has allowed me to learn from my participants on how to choose an
appropriate mentor that would work for their individual needs. Initially, I assumed that all
individuals with diabetes would benefit from having a mentor there to provide support and was
rewarded when all participants expressed interest and enthusiasm at this concept. I feel reassured
that I was able to conduct this study without allowing my bias to interfere and I welcomed any
new knowledge that I was able to glean from the interviews. It is my hope that this study will be
able to positively influence others with T1D and provide a basis for a mentor-mentee
intervention.
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Chapter 6: Conclusion
Diabetes is a global epidemic that affects millions of individuals around the world. T1D
is an autoimmune disease caused by the destruction of the body’s pancreatic cells, requiring
insulin replacement to live. The goal for diabetics is to maintain proper metabolic control.
However, due to the difficulties of gaining control over the disease, T1D can lead to
phycological stress, diabetes-related distress and depression and negative physical complications.
Management to gain proper control and have positive mental health is considered difficult. Peer
support is one way to help individuals gain control, provide psychosocial support and educate
individuals with diabetes. A peer mentor allows for emotional, affirmational and practical
support that can influence change in negative health behaviours. This allows the mentee to feel
validated, respected and valued.
When looking at the literature on peer mentor support there was significant support on
the use of peer-to-peer interventions. There were several studies that looked at existing peer-topeer intervention studies. It was shown that peer support improved adherence, self-management,
metabolic control, and coping skills of individuals with diabetes. Each intervention made
guidelines that outlined what made up a successful mentor. Through researching the literature,
several gaps were found. There was a significant mentee perspective gap, no studies that focused
on the young adult population with T1D, few studies from the qualitative perspective and no
Canadian research done on the topic. This allowed for this thesis to examine and understand the
preferences of young adults with T1D on what characteristics and qualities that they would want
in a mentor to ultimately help them with their self-management.
A conceptual framework by Donlan et al. (2017) was used to help guide the research and
help to understand the findings. The TRICS model was a five-part model that focused on
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relationship building and how to create a lasting relationship between a mentor and mentee. Five
phases were used to outline the interview questionnaire and understand what participants were
saying in the interviews.
The final research question was: what are the requisite components of a mentor needed to
establish an effective mentorship relationship in a peer-to-peer coaching intervention for young
adults with type one diabetes from the mentee’s perspective? A qualitative research design was
used with Sandelowski’s descriptive methodological approach. This design allowed for
information to be obtained and used minimal interpretation to stay close to the data. Men and
women with T1D aged 18-30 were recruited using snowball sampling. Benefits and risks were
clearly identified to participants and consent was obtained. Due to the COVID-19 pandemic, all
interviews were held online through Microsoft Teams. To stay true to the data, a reflexive
journal was kept, an audit trail was used, member checking took place and triangulation was
used to help eliminate bias. All interview data was managed through NVIVO and demographic
information was entered into SPSS for descriptive analysis. All information was stored under
lock and key for one year following the completion of the study then will be shredded or deleted.
The findings looked at 20 participants interviews. Three main themes were revealed
through the interpretation of the data. The first theme is a personal journey through selfrealization and acceptance. Individuals received a T1D diagnosis and felt overwhelmed. With
appropriate education, they are able to understand the disease process, receive the appropriate
medication and feel relief. Stigma was a large part of each individual’s life and led to denial of
the illness, nonadherence and slower progression to acceptance. Theme two examined the
inconsistencies that exist in social support systems. Diabetes camp was shown to be an
inconsistent, but unique source of support for individuals. Social media is a way for individuals
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to look at others like them and feel less isolated. Family and friends were a main source of
support. Healthcare teams were shown to have mixed reviews. Some were able to learn much
from their healthcare team while others were intimidated and scared to go to appointments
feeling that they were focusing on the negative aspects and never being positive. Theme three
outlined the companions on the journey. These are the characteristics of the mentors that will be
there to help the mentee with their diabetes control. Mentors need to be a positive role model,
open and honest, have experiential knowledge with T1D, be trustworthy and respectful. In
addition, they need to be able to provide instrumental, emotional, informational and appraisal
support.
Supplemental findings related to COVID-19 were examined. This showed that 65% of
participants were negatively affected by COVID-19, 25% were positively affected and 10% had
no effect. The negative effects of COVID-19 demonstrated that individuals were unable to keep
their regular healthcare appointments, were unable to go to the gym, and missed the face-to-face
connections due to social isolation. Several participants felt that COVID-19 had a positive
influence because they were able to spend more time at home, had less stress from work and had
increased time to spend on their diabetes.
In the discussion, the results were discussed in relation to current literature. It was seen
that three factors influenced a person’s acceptance of their diagnosis. Age, developmental stage
and maturity level were seen to impact acceptance. Those who were diagnosed as teenagers or
adults were faster to accept their diagnosis and take care of themselves quicker with less negative
health effects than those diagnosed at younger ages. Stigma was a large negative influencer that
has shown in history to play a negative role in individuals with chronic diseases. For the future,
healthcare workers need to realize the impact age, maturity and stigma has on individuals and
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tailor their education to address these issues. The TRICS model was shown to be a great model
to use for relationship building and can be adapted to fit an adult population with a chronic
disease. Due to today’s COVID-19 and technological world, social media, texting and online
options need to be considered as opposed to just meeting in person. Implications for future
practice outlined the need to decrease anxiety at the clinic and to recognise the positive influence
mentor and mentee relationships can have in clinical practice. When looking back at my own
personal bias, it was seen that bias was eliminated with the reflexive journal and the succinct,
clear themes that emerged from the data.
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Appendices
Appendix A
Glossary
Diabetes: A chronic, metabolic disease that is characterized by elevated levels of blood glucose
(World Health Organization, 2020).
Diabetes Distress: Emotional distress that is linked to the unending worries, burdens and
concerns that occur when managing diabetes (Fisher et al., 2016)
Hemoglobin A1c: A blood test that measures the mean glycemic levels over the previous two to
three months (Lind et al., 2014).
Mentee: A novice who is guided by a mentor (Zerzan et al., 2009).
Mentoring: A dyadic psychosocial intervention where a more knowledgeable or experienced
person is brought into a relationship with a less experienced or knowledgeable person to help
provide support and guidance (Smith & Holloman, 2013).
Mentor: A more experienced person who serves as a role model, provides guidance and sponsors
an individual (Carter & Hart, 2010).
Type One Diabetes: A chronic condition where the pancreas produces little or no insulin by
itself. It is commonly referred to as juvenile or insulin-dependent diabetes (World Health
Organization, 2020).
Diabetes Self-Management: The ability to set goals and make frequent daily decisions that are
effect, fit one’s own values and lifestyle and take into account multiple physiological and
personal psychosocial factors to allow an individual to manage their diabetes successfully
(Funnell & Anderson, 2004).
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Appendix B
The TRICS Model

(Donlan et al., 2017)
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Appendix C
Safety Protocol: Informational Support
Distress Centre Niagara is a 24-hour telephone service that is able provide support to
individuals in destress or crisis. Phone number: 905-688-3711
Niagara Regional Police Service Crisis Outreach and Support Team (COAST) provide
outreach and support to Niagara residents who are in crisis with mental health issues. Phone
number: 1-866-550-5205
Brock Helpline: Telephone help line for Brock University students. Phone number: 1-833-2762533
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Appendix D
Mentee Interview Guide
Introduction: Thank you for joining me today! We are going to be discussing what you think are
important characteristics, qualities and supports that a mentor in a peer-to-peer coaching
intervention should have. First, we are going to talk about your personal experience with diabetes
then we will discuss the idea of having a peer to talk to for help with self-management.
1. I want to discuss your overall experience when you were first diagnosed with type one
diabetes.
• What were your symptoms leading up to a diagnosis?
• At what age were you diagnosed?
• Tell me about the feelings that this diagnosis evoked within you.
o Were there feeling of overwhelmingness? Grief? Relief?
2. How was your social support network when first dealing with this diagnosis? Or even
years into your diagnosis?
• Was/is there anyone in particular that you could/can talk with about T1D?
o Why could you talk to them?
o Tell me how they helped you.
o Did you have someone to show you any resources or supports to answer the
questions of a diabetic?
§ What sorts of resources or support did they give you?
o Tell me what it is like telling others about your diabetes?
• Did you have anyone with T1D going through the same thing as you?
o If so, how did this help with your feelings/symptoms/questions?
o If no, would you have like someone there to talk to you about similar
experiences?
3. We are going to discuss the characteristics of a mentor. First, when I say mentor, define
to me what you think a mentor is. What does a mentor do?
• Do you need to have something in common with a mentor? Why or why not?
o Does their age matter? What about gender, culture, race?
• What do you think about having a mentor who also has T1D?
o How many years of having T1D experience would you expect a mentor to
have?
o Tell me if having a T1D mentor would allow you to feel more comfortable
discussing your struggles with? How? Why?
• Who would you like as a role model? What are the characteristic?
o Ex. Positive focus on victory over failings, leadership style, openness,
authenticity…
4. Is respect an important aspect to you in life? Trust? Tell me why or why not.
• How would you want to get to know a mentor to create respect and trust?
o Where would you want to meet a mentor?
§ Would you want them in your personal life?
§ In a clinical setting? At a coffee shop?
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o Tell me what sorts of things you would want to know about each other to
create respect and trust.
• How would you get in contact?
o Email, text, phone calls, social media?
• How often would a mentor need to be available to be successful?
o All the time, certain days of the week that you agree on…
5. When you think about having someone to support and help you with your T1D, what
types of support come to mind?
• Instrumental support is providing you with the appropriate resources. What sorts of
resources would help you control your T1D?
• How would having emotional support assist you when you are struggling? In what
ways?
• Informational support is when a mentor gives you advice and trustworthy
information. How could this help?
• How would you accept honest feedback in a caring way?
Conclusion: That concludes my questions. Is there anything else that you want to discuss that we
have not been able talk about? Thank you so much for talking the time and talking to me today to
share all your many experiences. I really appreciate it.
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Appendix E
Qualitative Content Analysis Guide

(Elo & Kyngäs, 2008)
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Appendix F
Diagram of Results
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