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Abstract 
 
Introduction: Living with type 1 diabetes mellitus (T1DM) pose several challenges, 
particularly for athletes involved in physically demanding sports. Previous research has 
focused predominantly on clinical and physiological aspects of T1DM. How athletes in 
Sweden perceive themselves and the diagnosis in sports and within the sporting community, 
however, remains largely unknown.  
 
Aim: To understand how living with T1DM affects the identity and experience of being an 
athlete in a physically demanding sport.   
 
Method: Qualitative in-depth interviews with a semi-structured approach were used. A total 
of ten interviews with participants aged 19-44 years were conducted in Swedish over 
telephone or Skype, recorded and transcribed verbatim. Data were analysed using template 
analysis methodology. 
 
Results: Three main themes were identified: 1.) “I am me, not diabetes”, 2.) Challenging but 
manageable and 3.) Mostly an open community. Acceptance was central, and the disease was 
sometimes seen as motivation, but not as identifying the individual or dominating their life. 
Maintaining adequate blood sugar values was, however, considered as the biggest challenge 
due to its impact on sports performance. The sporting community was overall perceived as 
understanding and accepting but the knowledge among coaches and others regarding T1DM 
was considered insufficient.  
 
Conclusion: Despite T1DM being a substantial part of their lives, it did not solely constitute 
their identity as individuals or athletes. Good control and constant watch were considered as 
key from a disease management perspective, but it was also challenging. The sporting 
community was perceived as mostly open despite lacking in knowledge about the disease.  
 
 
 
Key words: type 1 diabetes, athlete, illness identity, diet, glycemic control, sporting 
community 
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Titel: ”Jag är jag, inte diabetes” – En kvalitativ studie bland vuxna idrottare med diabetes 
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Författare: Emma Höglund 
 
 

Sammanfattning 
 
Introduktion: Att leva med diabetes mellitus typ 1 (T1DM) kan innebära flertalet 
utmaningar, i synnerhet för idrottare inom fysiskt krävande sporter. Tidigare forskning som 
rör idrottare har främst riktats mot de kliniska och fysiologiska aspekterna av T1DM. Hur 
idrottare i Sverige uppfattar sig själva och sin diagnos inom sin idrott och idrottsvärlden 
generellt utgör däremot ett i princip outforskat område. 
 
Syfte: Att förstå hur T1DM påverkar identiteten och upplevelsen av att vara idrottare i en 
fysiskt krävande sport. 
 
Metod: Kvalitativa semistrukturerade intervjuer tillämpades i studien. Totalt intervjuades tio 
personer i åldrarna 19–44 år på svenska via telefon eller Skype. Intervjuerna spelades in och 
transkriberades. Data analyserades med templatanalys (template analysis). 
 
Resultat: Tre huvudteman identifierades: 1.) ”Jag är jag, inte diabetes”, 2.) Utmanande men 
hanterbart och 3.) Mestadels en öppen omvärld. Acceptans och att ha en positiv inställning 
var centralt och ibland användes sjukdomen som en motivator men den ansågs inte identifiera 
individen eller dominera dennes liv. Att bibehålla adekvata blodsockervärden betraktades 
dock som den största utmaningen eftersom detta påverkade prestationsförmågan. 
Idrottsvärlden överlag ansågs vara öppen, förstående och accepterande gentemot sjukdomen 
men kunskapsnivån gällande T1DM hos tränare och andra aktörer ansågs vara bristfällig.  
 
Slutsats: Trots att T1DM ansågs vara en stor del av deras liv utgjorde sjukdomen inte hela 
deras identitet, varken som individer eller idrottare. God kontroll och ständig uppsikt var 
essentiellt för att hantera sjukdomen men betraktades också som svårt. Idrottsvärlden ansågs i 
sin helhet vara öppen och förstående trots bristande kunskaper kring sjukdomen.  
 
 
 
Nyckelord: typ 1-diabetes, idrottare, sjukdomsidentitet, kosthållning, glykemisk kontroll 
idrottsvärlden 
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1. Introduction 

1.1 Living with type 1 diabetes 
Living with a chronic disease can be both stressful and struggling, and a life including type 1 
diabetes mellitus (T1DM) entails several additional obstacles. Öhman et al. (2003) displays a 
three-dimensional approach to living with chronic illness: a fluid state between suffering and 
enduring, where reformulating ‘the own self’ emerge as a third aspect in between. One term 
commonly stated among individuals with T1DM is diabetes distress. Fisher et al. (2015) 
described distress among adults with T1DM, characterised by feelings such as powerlessness 
to control the condition, negative social perception and fear of hypoglycaemia. Fear of 
hypoglycaemia or symptoms of depression or anxiety are common among individuals with 
T1DM (Polonsky, 1999; Alvik Torgauten, 2013). In a Swedish study, Svedbo Engström et al. 
(2016) concluded that the disease is challenging and often combined with the individual 
experiencing both barriers and feelings of courage and ability. Furthermore, accepting the 
disease facilitates its incorporation into one’s identity, despite experiencing simultaneous 
feelings of the disease as burdensome and challenging (Commissariat et al., 2016). 
Understandings of the experiences of living with a chronic disease such as T1DM is therefore 
of great importance. 
 
T1DM is an autoimmune, chronic and lifelong disease characterised by a lack of function in 
the insulin-producing 𝛽-cells in the pancreas, resulting in an absence or insufficient production 
of insulin (American Diabetes Association [ADA], 2014). The lack of insulin production causes 
absolute insulin deficiency which results in elevated blood glucose levels. Due to the 
progressive autoimmune destruction of the 𝛽-cells and the insulin deficiency which follows, 
individuals with T1DM are dependent of exogenously supplied insulin for survival (Chiang et 
al., 2014). In contrast, type 2 diabetes mellitus (T2DM) causes relative insulin deficiency due 
to either impaired insulin secretion or an increased insulin resistance, and is highly influenced 
by lifestyle; overweight, obesity and lack of physical activity are all risk factors for disease 
development (ADA, 2019). The condition is commonly treated with dietary changes and 
increased physical activity, in some cases in combination with insulin (Sagen, 2013b). The 
global prevalence of T1DM is approximately 5-10 % of the diagnosed cases while T2DM 
accounts for 90–95% (ADA, 2019). In Sweden, the National Diabetes Register stated that 
approximately 57 000 patients were living with T1DM in 2018 (Svensson et al., 2019). As this 
thesis aims at studying individuals with T1DM, this form of diabetes will be the focus for the 
rest of the text. 
 
Insulin is a regulatory hormone produced by the 𝛽-cells located in the pancreas, and one of its 
most essential functions is facilitating uptake of glucose to the cells when blood glucose levels 
are increased, like after a meal (Mulder, 2017). A constant requirement and struggle for 
individuals with T1DM is therefore to maintain adequate blood glucose levels and avoid 
circumstances causing them to either rise too high or fall too low. Hypoglycaemia, or low blood 
glucose levels, is a serious and potentially fatal condition if not treated properly (Sagen, 2013b). 
Hypoglycaemia can be induced in situations where the dose of injected insulin is excessive or 
when food intake is insufficient. Hyperglycaemia, or high blood glucose levels, usually 
originates from excessive food intake, inadequate dosage of insulin or possibly also infections 
(Burke & Deakin, 2015). 
 
Insulin can be delivered through multiple daily injections (MDI) where the individual manages 
the insulin injections themselves using a syringe or insulin pen, and insulin pumps (continuous 
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subcutaneous insulin infusion [CSII]) which delivers insulin automatically and additional short-
acting insulin analogues are added manually for meals (Måløy, 2013). Different types of insulin 
are available, which are used and mixed in different constellations depending on individual 
requirements and preferences. Recent technological developments have resulted in the 
implementation of continuous glucose monitoring (CGM), a technique which can facilitate 
blood glucose monitoring by continuous measurements and tracking of rapid fluctuations 
(Tagougui et al., 2019).  
 
Blood glucose levels are highly influenced by the food consumed. Diet is therefore an essential 
part in managing T1DM, and healthy eating patterns is one of the key components of diabetes 
control in general (Evert et al., 2014). The predominant focus of nutritional intake and T1DM 
is careful regulation of insulin requirement to the food consumed for blood sugar control, and 
particularly carbohydrates is affecting blood glucose levels (Aas, 2013). Despite the 
inconclusiveness in evidence for evaluating different percentages of carbohydrate intake in the 
diet, carbohydrate monitoring is a valuable approach to increase postprandial glucose control 
(Evert et al., 2014).  
 

1.2 Lifestyle and physical activity 
Similar to healthy individuals, physical activity has also been stated as beneficial for improving 
health in individuals with diabetes. Possible health outcomes have been acknowledged, such as 
beneficial effects on cardiovascular risk factors, improved overall fitness and strength, and 
reduced requirements for insulin (Bohn et al., 2015; Chimen et al., 2012; Yardley et al., 2014). 
The American Diabetes Association thereby recommends physical activity to all individuals 
diagnosed with diabetes (Colberg et al., 2016). Although there are no official recommendations 
for physical activity in individuals with T1DM in Sweden, the Swedish Professional 
Associations for Physical Activity [Yrkesföreningar Fysisk Aktivitet, YFA] (2016) 
recommends a minimum of 150 minutes of moderate-, 75 minutes of rigorous- or a minimum 
of 90 minutes of mixed intensity aerobic exercise per week for  individuals with T1DM. This 
corresponds to the recommendations for physical activity for health promotion in the general 
population in Sweden (Public Health Agency of Sweden, 2019). 
 
1.2.1 The diabetic athlete  
Athletes with T1DM faces several obstacles when engaging in various kinds of sports, and they 
need to pay significant consideration to nutrient intake and physical activity in order to properly 
manage their condition. Physical activity and exercise can make the athlete prone to both hyper- 
and hypoglycaemia (Gallen, 2012; Riddell, 2012). Blood glucose levels need to be continuously 
monitored throughout the day and especially in connection to exercise in order to estimate the 
appropriate amount of insulin and food (Colberg et al., 2016). Adequate nutrition is essential to 
all athletes for optimal performance, but this aspect becomes particularly important for those 
with T1DM. Crucial for such athletes is therefore to carefully plan their food intake prior, 
during and after exercise to maintain adequate blood glucose levels.  
 
To complicate matters further, the type of sport performed also affects the blood glucose levels 
during and after exercise. Aerobic exercise increases the risk of hypoglycaemia during 
prolonged activity (Riddell, 2012). In contrast, anaerobic exercise stimulates hepatic glucose 
production and the risk of hyperglycaemia occurs instead. Additionally, it is not uncommon 
with an early post-exercise induced hyperglycaemia immediately following or late post-
exercise hypoglycaemia several hours after exercise (Riddell, 2012). Athletes are therefore at 
greater risk for both hyper- and hypoglycaemia depending not only on the type of exercise, but 
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the timing as well. This calls for adequate T1DM management strategies in order to optimise 
athletic performance. The technological developments of CSII and CGM can therefore prove 
particularly suitable for athletes as a way to alleviate the burden of constantly monitoring blood 
glucose levels (Houlder & Yardley, 2018; Tagougui et al., 2019). This can be exemplified in 
the ability to alter the rate of basal insulin before exercising and a better understanding of blood 
glucose changes during and after exercise. 
 
Most research involving athletes and T1DM has aimed at investigating and mapping clinical 
and physiological aspects of the disease. A majority of the studies focus on nutrient intake and 
timing for athletes in various sports (Gallen et al., 2011; Murillo et al., 2015) or the effect of 
different types of exercise on glycaemic response and control (Iscoe & Riddell, 2011; Tonoli 
et al., 2012; Yardley et al., 2013). However, research of a qualitative nature involving athletes 
and T1DM is scarce. Information on how athletes perceive the disease and their experiences of 
how T1DM is met within the sporting community is lacking. One Canadian study explored 
athlete’s perspectives on managing T1DM in high-performance exercise, where constant 
glycaemic control and peer mentoring were two emerging themes (Dizon et al., 2019). Pennell 
et al. (2012) stated the many clinical challenges of athletes with T1DM such as avoiding 
hypoglycaemia during exercise and the requirement of constant planning and preparation in 
order to manage the disease. Clausi & Schneider (2017) interviewed non-athletic young women 
on their perceptions of life with T1DM, finding that the unpredictability of the disease was one 
of the most difficult aspects.  
 
The scope of research regarding T1DM and athletes in Sweden is similarly scarce. Primarily, 
the focus has been on glycaemic control during exercise in individuals with T1DM. Mattsson 
et al. (2019) investigated the effect of carbohydrate loading followed by a high intake of 
carbohydrates during a long exercise session in physically active individuals with T1DM. 
Furthermore, Adolfsson et al. (2015) explored how a large supply of carbohydrates during long 
exercise bouts affected glucose control in individuals with T1DM. Research of a qualitative 
character regarding athletes and T1DM in Sweden, to understand their experience of managing 
their disease together with their sporting commitments, has not been found to this date.  
 

1.3 Theoretical understanding 
Several theoretical frameworks can be applied when aiming at exploring the identity and the 
self. Identity theory and social identity theory are two examples, both in which identity is seen 
as taking a reflexive position, enabling categorisation of the self into roles or groups. Identity 
theory describes self-categorisation as placing oneself in a certain role, embracing the values 
and meanings embedded in that role, which thereafter translates into a guide for behaviour 
(Stets & Burke, 2000). Social identity theory on the other hand describes self-categorisation 
into groups rather than distinct roles, and the groups constitutes members with similar social 
identification (Stets & Burke, 2000). Hence, social identity theory reflects the sense of self 
depending on which group they categorise themselves into and what properties it has. This 
categorisation cultivates sensations of us and them, and the construction of in-groups versus 
out-groups where the in-group represents the group of belonging (us) and the out-group 
represents individuals not belonging to the same group (them). Central in social identity theory 
is the identification with the in-group and the behavioural aspect of commitment to the group 
(Stets & Burke, 2000). The theoretical framework for this thesis strived for including the aspect 
of chronic illness and how this affects the athlete’s identity rather than particular focus on group 
affiliation or identification, and the concept of illness identity was considered more appropriate. 
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Illness identity as implied by Charmaz (1995) can be explained as the way in which individuals 
with chronic illness integrate the illness into their lives and suggests how having a chronic 
illness does not only affect the body but simultaneously poses a threat to the individual identity 
itself. This can be dealt with in several ways such as adapting, ignoring, minimising, struggling 
against and embracing the illness (Charmaz, 1995). Commonly, most individuals living with 
chronic illness experience several, if not all of them throughout their lives. Charmaz (1995, p. 
658) states in her text on adapting to impairment that “…successful adaptation means living 
with illness without living solely for it.” Hence, adaptation to illness is crucial but not to the 
extent of the illness constituting the entire self. In line with this, a study by Clausi & Schneider 
(2017) displays participants describing T1DM as influencing the perceived self. 
 
Based on the concepts mentioned above, Oris et al. (2016) further developed the concept to 
include four main elements that describe the extent to which the illness was integrated in the 
lives and identities of adolescents and young adults with T1DM, namely: engulfment, rejection, 
acceptance and enrichment (Figure 1). The first two elements represent either a lack of 
integrating the illness into one’s identity, or an unfavourable way of doing it. Engulfment refers 
to individuals who consider the illness to dominate their lives and thereby find their own self 
completely emerged in the disease. Rejection is explained as individuals rejecting the thought 
of their illness as being a part of their identity at all and may result in possible desertion of 
illness management as a way of distancing oneself from the illness. The remaining two 
elements, however, represent a more adaptive approach to identifying with the disease. 
Acceptance describes individuals who have accepted the illness as being a part of their identity, 
but not as the only feature and thereby do not consider the illness to be overwhelming. 
Enrichment is embraced by individuals who consider the illness as beneficial to some extent 
and enhancing their identity in a positive way. Individuals with feelings of acceptance or 
enrichment in regard to their diabetes appeared to benefit compared to those who experienced 
feelings of rejection or engulfment (Oris et al., 2016). In a study on patients with congenital 
heart disease, Oris et al. (2018) found similar patterns in less depressive and pain symptoms 
among individuals who displayed a greater level of acceptance, emphasising the role of 
accepting the illness. 

 
 

Figure 1. The four main components of Illness Identity as described by Oris et al. (2016) 

Illness 
identity

Acceptancce

EnrichmentEngulfment

Rejection
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Hence, understanding to what extent chronic illness is integrated into the individual identity 
could provide valuable information on how individuals navigate themselves in life. To consider 
the approach of illness identity to athletes is therefore important, and aspects of identity in 
athletes in this thesis will be discussed according to the illness identity concept as illustrated 
above. From this perspective, qualitative research on how athletes with T1DM perceive 
themselves and their diagnosis might provide important insights for further understanding this 
disease in relation to individuals who are active in high intensity and elite sporting activities. 
Considering the lack of qualitative studies among adult athletes and T1DM in Sweden, this 
poses an interesting area of research. 

2. Aim 
The aim of this thesis is to understand how living with T1DM impacts the identity and 
experience of being an athlete in a physically demanding sport. This comprises three main 
research questions: 
 

- In what ways do adult athletes with T1DM perceive their diagnosis as affecting their 
individual identity? 

 
- How does living with T1DM, and in particular, the constant watch over diet and insulin 

requirement, affect their sporting activities? 
 

- How do adult athletes with T1DM perceive that their diagnosis is met by others within 
the sporting community? 

3. Method 
3.1 Study participants 
The study participants are athletes with T1DM living in Sweden. No consistent definition of 
the term athlete exists (Araújo & Scharhag, 2016). In this thesis, it is defined as individuals 
participating in a minimum of three exercise sessions per week in a sport enlisted by the 
Swedish Sports Confederation [Riksidrottsförbundet, RF] (2018). The list was modified by the 
author to include only physically demanding sports.  
 

3.1.1 Inclusion and exclusion criteria 
The participants were recruited using the following inclusion criteria: 
 

• 18 years of age or older  
• Diagnosed with T1DM at least three years prior to recruitment  
• Speak either Swedish or English 
• Currently active in sports included in the modified RF list for at least three exercise 

sessions per week 
 

Adult individuals were chosen for ethical reasons when recruiting and interviewing, and the 
minimum time of having lived with the diagnosis was specified in order to receive a variety of 
participants. Moreover, newly diagnosed T1DM has a different set of challenges which was not 
the focus of this study. Since the aim was to recruit individuals with a relatively high exercise 
frequency, a minimum of three exercise sessions per week was considered appropriate. 
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Participants were also required to be able to participate in an interview over phone, Skype or 
similar video chat tools, or meet in person.  
 
The following groups were excluded from the study: 

• Pregnant women 
• Individuals with congenital heart disease or other chronic diseases such as asthma and 

cardiovascular diseases 
• Cognitive impairment 
• Individuals currently taking medication for mental illness such as depression or anxiety 

 
The above groups were excluded as their conditions could potentially impact the participants’ 
responses and hence prove difficult in connecting their responses to the diabetes diagnosis 
alone.  
 

3.2 Sampling and recruitment process 
The study used a combination of convenience and snowball sampling, both being examples of 
non-probability sampling (Bryman, 2016/2018). A convenience sampling is conducted through 
sampling individuals who are available to contact and recruit, given that they meet the 
established inclusion criteria. In snowball sampling, some individuals are initially recruited to 
the study and they are in turn used by the author to gain contact with other potential participants.  
 
An information letter was created with all relevant information pertaining to the study, see 
Appendix A. The information letter was shared on the author’s own Facebook-page, allowing 
friends and acquaintances to do the same. In addition, the information letter was shared with 
four sports clubs in Uppsala, one school with a sporting profile in Uppsala, a dietician involved 
with diabetes and sports, and one local diabetes organisation in Uppsala. The full recruitment 
process is illustrated in Appendix B. Of the two Facebook-groups, one addressed individuals 
with T1DM only and the other, individuals with both T1DM and T2DM. The groups were 
private, and the group administrators were therefore contacted for permission to enter the 
groups and distribute the relevant information. The local diabetes organisation was contacted 
in late January 2020, while the sports clubs and the school were contacted in the beginning of 
February 2020. Contact and publication of information letters in the two Facebook-groups was 
similarly performed in the beginning of February 2020. A second round of posting to groups 
was carried out in the middle of March 2020 in order to reach an adequate number of 
participants and reach sufficient information power to address the research questions (Malterud 
et al., 2016). All subjects who were interested in partaking in the study were asked to contact 
the author via telephone or email. Individuals who indicated their interest to participate were 
asked about their exercise frequency and whether they had any additional diseases or were 
currently taking medication for mental illness. If inclusion criteria were met, a letter of consent 
was sent by email or through the social media platform Messenger for the participants to sign 
and send back prior to the interview, see Appendix C. Subsequently, a suitable time for the 
interview was decided between the author and each participant. 
 
The participants consisted of six men and four women, ages varying between 19–44 years and 
the number of years diagnosed with T1DM ranged from five to 41 years. The time they had 
been active in their sport varied from one year to some who had practiced it their entire life. 
Table 1 shows a summary over participant characteristics in this study. Further 
sociodemographic data such as occupation or relationship status was not asked since it was not 
considered as relevant to answer the research questions. However, most of the participants 
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mentioned that they were currently working or studying. As for exercise frequency, a couple of 
the participants had three or four exercise sessions per week while most had five or more per 
week. All participants were actively competing in their sports. 
 
All participants were given pseudonyms based on the order of interviewing to ensure 
confidentiality. Ten names were selected in alphabetic order A-J: the first participant was given 
the name Andreas, the second participant Bea etc.  
 

Table 1. Summary of participants’ age, gender, years diagnosed with T1DM, type of sport and years active in 
the sport 

 

Study participants Gender Age Years with 
T1DM Sport/sports Years active 

Andreas Man 44 41 Cycling All life 

Bea Woman 26 19 Gymnastics All life 

Cecilia Woman 34 10 Skiing, orienteering, running  All life 

David Man 27 16 Ice hockey 21 

Erik Man 22 21 Cycling 1 

Filip Man 31 22 Cycling 5 

Gustav Man 43 41 Cycling 26 

Hektor Man 34 24 Running, triathlon, cycling, 
skiing 25 

Indra Woman 38 29 Football (soccer) 33 

Jennifer Woman 19 5 Floorball  8 

 

3.3 Interviews  
Since the study required certain aspects of athleticism and T1DM to be explored in-depth, semi-
structured interviews were considered as an appropriate choice for data collection. Interviews 
as a data collection method is well used in qualitative research and within the social sciences, 
as it is flexible and provides the opportunity to explore and gain deep understanding of a chosen 
phenomenon (Bryman, 2016/2018; Kvale, 2007). Interviews pose several different advantages, 
such as the ability to interact with the subject and follow up interesting information during the 
interview, as well as clarifying any uncertainties that might occur.  
 
3.3.1 Interview guide & piloting process  
An interview guide was developed prior to the interviewing phase to cover relevant topics 
during the interviews required to answer the research questions. The interview guide consisted 
of three main parts: diabetes and identity as an athlete, control of diabetes in sporting activities 
and diabetes and the sporting community, the full interview guide can be found in Appendix D. 
The majority of the questions were open-ended, while probing questions could be of an open- 
or closed-ended form. The order of the questions in the interview guide was not fixed but 
flexible to follow the natural development of the interviews depending on how the topics were 
brought up by the participants. Kvale (2007, p. 25) describes how “…open research interviews 
involve on-the-spot decisions about following up unanticipated leads from the subjects with 
questions that cannot be determined in advance”, an approach used for the interviews in this 
thesis. Thus, if a topic was brought up by the participants themselves, questions from the 
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interview guide on the same topic were not asked again by the author unless there were gaps in 
the exploration. Instead, probing questions not included in the interview guide could be asked 
to further develop the topic. 
 
Bryman (2016/2018) also cautions about avoidance of leading questions which might impact 
the respondents’ answers when conducting qualitative interviews. Therefore, diet as a topic was 
not asked directly in the interviews since the aim was to understand what they really felt about 
the strict control required for T1DM, and whether it seriously impacted them as an athlete. 
Hence, the topic was allowed to emerge from the participants instead and all participants 
brought this up on their own without any prompts from the interviewer. 
 
Two pilot interviews were conducted in order to test the interview questions and for the author 
to familiarise herself with the method (Bryman, 2016/2018; Magnusson & Marecek, 2015). The 
pilot interviews were held towards the end of February 2020 and lasted for approximately 13 
and 51 minutes respectively. The first pilot interview was conducted with an acquaintance of 
the author while the second participant was recruited through Facebook, and both met the 
inclusion criteria. The first pilot interview was transcribed verbatim and modifications to the 
interview guide were made to make the questions more suitable for the topics and elicit more 
in-depth responses. Additionally, it also provided insight on how the author could improve her 
interviewing technique, a crucial step in the interview process according to Magnusson & 
Marecek (2015). The second pilot interview which followed thereafter was also transcribed 
verbatim and preliminary analysed in order to assess whether the research questions were being 
adequately addressed, and to evaluate the modifications made to the interview guide. The first 
pilot interview was not included in the final analysis whereas the second one was, as it provided 
rich and deep data and few changes were made to the interview guide afterwards. It was 
therefore considered valid to include in the final analysis.  
 
3.3.2 Data collection 
Data were collected during week 8-13 in February and March 2020 by the author of this thesis, 
and a total of ten interviews were held in Swedish. Due to the Covid-19 crisis and current 
recommendations for social distancing, two interviews were conducted as video chats via Skype 
and the remaining eight were held over telephone. Interviews were carried out either from the 
author’s home or in group rooms at Ekonomikum, Uppsala University. This also ensured a 
secluded and calm environment. The time for and form of each interview was chosen in 
agreement with the participants to facilitate their participation. The interviews lasted between 
34-73 minutes (mean 49 minutes), were audio recorded with recording device Olympus WS-
650S and later transcribed verbatim. Each participant was only interviewed once, and none of 
the participants included in the final results were acquainted with the author beforehand. The 
study had no dropouts.  
 
Each interview started with the author presenting herself and the purpose of the study. All 
participants gave their consent for the interviews to be audio recorded, and consent for 
participation in the study was also audio recorded at the beginning of each interview. The author 
kept track of the interview guide to make sure all aspects were covered, but the overall 
atmosphere was open, and the author was flexible: subjects were allowed to speak freely and 
bring up other topics if they desired (Magnusson & Marecek, 2015). At the end of each 
interview, the participants were asked if they wanted to add anything else. Additionally, 
permission for the author to contact the participant again if questions and uncertainties should 
emerge was asked and vice versa. 
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3.4 Data analysis 
Each recorded interview was listened through and transcribed verbatim. Pauses, laughter, sighs 
and similar events were marked in order to capture the interview and its attitude and atmosphere 
as accurately as possible (Magnusson & Marecek, 2015). This procedure initiated a preliminary 
analysis process where the author started making notes over possible themes emerging from 
the transcripts that might be meaningful. When the transcription of an interview had been 
carried out, the recorded file was listened through again while simultaneously reading through 
the transcript. This was made in order to find possible errors that might have occurred in the 
transcription process, such as missing or misunderstood words. Transcription and data analysis 
occurred simultaneously with the data collection. The analysis was theoretically informed, as 
the illness identity theory was chosen as a theoretical framework beforehand and applied when 
possible during data analysis, but all information perceived as important for the research 
questions was included.  
 
3.4.1 Template analysis 
Template analysis was used to analyse and interpret the data. Template analysis is a form of 
thematic analysis which contains a slightly more structured profile but shares the flexible 
approach to analyse qualitative data (Brooks et al., 2015; King, 1998). In template analysis, the 
main approach is to develop a coding template with a list of codes from a subset of the data 
which is then used for further coding and analysis of subsequent data (Brooks et al., 2015). It 
is also flexible in the number of levels applicable when coding, as template analysis allow as 
many levels as needed, and allows the use of a priori themes if they are considered helpful to 
the analysis. The template organises data hierarchically where codes in the highest level 
represents the most abstract and broad categories, while codes in the lowest level represents 
narrow categories close to the data. There are six main steps in template analysis according to 
Brooks et al. (2015): Become familiar with the data, Preliminary coding, Organise themes into 
meaningful clusters, Define an initial coding template, Apply initial template to further data 
and modify and Finalise template and apply on full data set, which are described below. The 
process of template analysis is illustrated in Figure 2. 
 

 
 

Figure 2. Process and steps in template analysis 
 
Once the transcripts were checked, the process of reading them through multiple times was 
initiated in order to familiarise with the data and begin the deeper analysis. Subsequently, three 
interviews were chosen, and relevant parts of the data were marked and coded. The interviews 
were selected to provide as broad and rich subset of the data as possible and to cover an 
extensive part of the experiences found in the full data set, an approach recommended by 
Brooks et al. (2015). NVivo12 (QSR International Pty Ltd, 2018) was used to code the data and 
due to a large amount of transcribed material, only data which was relevant for the study 
purpose and research questions was coded. Table 2 shows an example of how a transcribed 
sentence or section in the transcripts was condensed and coded into different levels. Several 
different terminologies regarding the codes in the coding template have been used in previous 
research when conducting template analysis, and this thesis will use the definition by King 
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(1998) where the levels are named level-one codes, level two codes and so forth. Level-one 
codes represent broad central issues and the highest level of abstraction, while level-five codes 
represent codes closest to the data (Table 2).  
 

Table 2. Example of the coding process 
 

Meaning 
unit 

Condensed  
sentence 

Level-five 
code 

Level-four 
code 

Level-
three  
code 

Level-two  
code 

Level-one 
code 

Many times, 
I haven’t said 

anything 
either 

because I can 
handle it, like 
I know how 
it works and 
what to do… 
so no it has 
been quite 
OK… so I 
don’t feel 
like it’s 

necessary in 
that way 

Haven’t told 
others because 

one can manage 
the disease and 

then it’s not 
necessary  

 
 
 
 
  

 Can 
manage 

disease by 
myself 

 
 
 
 
 
 
 
 
  

 Not 
necessary to 

tell  
 
 
 
 
 
  

Telling 
others 
about 

disease 
 
 
 
 
 
  

Both a disease 
and a way of life 

 
 
 
  

"I am me,  
not diabetes" 

 
 
 
 
 
 
 
 
 
 
 
 
  

 
Emerging codes from the initial three interviews were then grouped together hierarchically to 
explore possible relationships between and within categories, and an initial coding template 
was created. Successively, the initial coding template was applied to two more interviews in 
order to test its applicability and whether the template covered the codes emerging from these 
interviews. The template was then modified: some subcategories were changed; and others were 
taken out; some were found to be too broad resulting in further sub-divisions; and in other cases, 
new codes were added. This process resulted in the final template which was then used for 
coding the remaining five interviews and reapplied to the initial ones. The final template can 
be found in Appendix E. 
 

3.5 Ethical considerations 
The entire process of the study followed the four main principles for research ethics: the 
requirements of information, consent, confidentiality and usefulness (Swedish Research 
Council, 2002). Participants were informed about the purpose of the study and were assured of 
voluntary participation and their right to withdraw from the study at any time during the process 
without stating a cause. This information was also provided in the information letters. Each 
participant was then asked to sign a written letter of consent for their participation in the study 
and for having received the information stated above, as well as for the interviews to be audio 
recorded. The letter of consent could either be signed digitally or printed out and signed 
manually. In case of the latter, the participant was asked to take a photograph of the signed 
letter and send to the author via telephone or email. The same consent was also recorded orally 
in the beginning of each interview. Pseudonyms were used in order to ensure confidentiality 
and anonymity of the study participants when presenting and discussing the results so that no 
individual identification was possible. Furthermore, participants were also informed that the 
recordings and transcripts from the interviews were only to be used by the author and for this 
thesis alone. The data was handled and kept accordingly, and no one other than the author had 
access to information about the participants, the recorded material or the transcripts.  
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3.6 Literature search 
A literature search was conducted through Google Scholar, PubMed and Uppsala University 
online library ub.uu.se with search terms “diabetes + athletes”, “diabetes type 1 + athlete”, 
“diabetes + athlete + perception”, “diabetes + sport”, “type 1 diabetes + sport + nutrition”, 
“physical activity + Sweden”, “chronic disease + perception”, “type 1 diabetes + perception”, 
“illness identity + diabetes”, “illness identity”, “illness + identity”, “chronic illness + identity”, 
“thematic analysis”, “template analysis”, “qualitative method” and “qualitative analysis” 
Abstracts were read and if they were considered to provide valuable information for the topic, 
the full text was downloaded and read more thoroughly. Additional literature was found by 
reviewing the reference lists of downloaded articles. In addition to scientific articles, web pages 
and methodological books were also used as well as books on diabetes. The literature search 
was initiated in January 2020 and updated throughout the entire thesis process. 

4. Results 
The interviews resulted in 141 A4 pages of transcribed text. The final coding template consisted 
of three level-one codes, six level-two codes, 21 level-three codes, 37 level-four codes and 
eleven level-five codes. The final template is found in Appendix E, while Table 3 displays 
coding levels one to three. Level-one codes will be described in more broad terms and the lower 
level codes are exemplified with extracts from the interviews. 
 

Table 3. Summary of all codes in levels one, two and three 
 

Level-one codes Level-two codes Level-three codes 

1. “I am me, not diabetes” 

 
Both a disease and a way of life  
 
 
 
 
 
 
 
“We fight the same fight” 

 - Control over disease 
 - Depends on personality 
 - Difficult having diabetes and doing sports 
 - Easier to manage disease with higher acceptance  
 - Have had diabetes a long time 
 - Range of attitude  
 - Telling others about diagnosis 
 - Thinking about diagnosis  
 
 - Learning from others 
 - Mutual understanding  
 - No need to network with others 
  

2. Challenging but manageable 

Good control is key  
 
 
 
Long way to the top 

 - Avoid hyper- and hypoglycaemia 
 - Knowledge of own body 
 - Planning 
  
 - Harder to reach elite level but easier to manage once 
you do 
 - Insufficient knowledge within health care 

3. Mostly an open community 

Opinions of others 
 
 
“Many don’t know how it works” 

 - Impressed by ability to do sports 
 - Involvement from coaches and teams 
 - Varying attitudes 
 
 - Not enough knowledge in sporting communities 
 - Prejudice 
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4.1 Main theme 1: “I am me, not diabetes" 
This theme describes aspects of the participants’ individual identities, i.e., how they perceived 
themselves as individuals; how they perceived their special situation; and how they perceived 
themselves amongst other athletes with T1DM. 
 
4.1.1 Both a disease and a way of life  
A common opinion amongst the study participants was the importance of acceptance of one’s 
condition. Acceptance was seen as necessary to facilitate a life with the disease and to manage 
different aspects of the disease well, such as maintaining adequate blood sugar values. Most of 
the participants had lived with diabetes during the main part of their lives, and therefore they 
didn’t really know life as an athlete without it. One participant for example, described his 
diabetes as a mobile phone that one never forgets when leaving home. Some reflected on the 
difference of their own experiences compared to those who have had the diagnosis a shorter 
time and suggested that it was probably more difficult for those individuals to adjust and adapt 
as they have experienced life without the disease. Most participants, however, agreed that while 
an acceptance of the disease was essential, they did not identify themselves solely with diabetes. 
The disease was often referred to as something that was a part of the participants’ lives, hence 
being both a disease and a way of life. Learning to live with it and making the most out of the 
situation were ways to manage it. 
 

I’ve never been ashamed of the disease or anything like that… it’s more like ‘no 
it’s my way of living’ you know, it’s what I have to adjust to and I can make the 
best out of it… there is no one else who can make it better for me so I have to be 
the one to handle it and then things will turn out fine 

Andreas, 44 
 
Taking diabetes shots openly and not being ashamed of doing it was a clearly expressed 
opinion. It was required for survival and if others had a problem with it, they were welcome to 
look away. When asked about what role diabetes played in their lives, some study participants 
mentioned control over the diagnosis as an essential part. It was considered important to be the 
one in charge of the diagnosis rather than the other way around and not letting the disease take 
over one’s life, while at the same time maintaining a level of respect due to its seriousness. 
Some of the participants explicitly stated that if there was anything they wanted to do then they 
did it, and diabetes was not going to stop them. A few also expressed this as a part of their 
upbringing, with parents making the statement in the family which resulted in the athletes 
bringing it with them into adulthood. When specifically asked how the participants felt 
regarding telling others about their disease, the main point was that the participants were 
confident and not in any way ashamed of it. Some also mentioned how this had not always been 
the case, but that they had grown confident in conveying it to others. They also felt that it was 
not always considered necessary to tell because they could manage the disease satisfactorily 
themselves and saw no need to entrust this to others unless asked about it. However, one 
participant perceived it to be burdensome for the people she had previously informed and 
therefore felt less inclined to do so nowadays.  
 

“It has never been noticeable on me that I have diabetes so people that I’ve 
known my whole life who have found out today are like ‘oh do you have 
diabetes?’ but that’s only because I feel like… a lot have been that it burdens 
other people when I say that I have diabetes because I don’t want to burden 
others as many get scared when I say it” 

Indra, 38 
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Overall, several participants mentioned that even though they may not think about their diabetes 
constantly, it was still somewhere in the back of their head at all times and thereby always 
present. Keeping track of and regulating their blood sugar with insulin had to be done constantly 
and consistently, and the risk of getting high or low during training or in life in general could 
not be forgotten. This displayed the participants’ perceived difficulties in have diabetes while 
being active as an athlete. The struggle to keep track of food intake and training in combination 
with blood sugar levels and insulin requirement was considered challenging. There were also 
opinions about not being able to compete with the same conditions as others without the disease, 
as well as the frustration when things did not work out as planned.   
 

“There has been many times when it has felt so extremely pointless, like ‘why 
am I even doing sports’ on days where you just can’t make it work… like you 
think that you have done everything right and then the result is not what you 
think… you get too low or too high during a competition or training or 
something like that and those times are just awful… and I think many have that 
experience” 

Erik, 22 
 

On the other side of the spectrum, the disease as a motivation emerged as a positive 
consequence. Several of the participants mentioned a desire to prove that one can become a 
successful athlete when having diabetes, setting an example for others in the same situation.  
 
4.1.2 “We fight the same fight” 
When asked about meeting other diabetic athletes, mutual understanding was brought up by 
some and referred to how other athletes with diabetes could understand the struggles of the 
study participants when being involved in sporting activities. Another aspect was the ability to 
learn from others. It was acknowledged and appreciated by some of the participants, as this 
showed that they were not alone in their condition and they could share information and receive 
tips on how others managed the disease while being an athlete. Some mentioned participating 
in training camps for individuals with diabetes, how this had provided valuable insights, and 
how web forums and Facebook groups were other sources of information.  
 

“I’ve met some people within the sporting community who have diabetes and 
then… it becomes a topic for conversation basically so he understands me, she 
understands me, I understand him, I understand her eh… just as good as they 
understand me like… we fight the same fight” 

Filip, 31 
 
This view was however, not shared by all participants. Some thought that meeting other athletes 
with diabetes was fun and interesting, but not something that they felt was necessary in order 
to manage the diagnosis better. For others, this kind encounter was considered neither 
interesting nor necessary. One participant stated that diabetes camps and meetings had never 
been of any interest for her because they did not identify with presenting themselves with the 
disease. 
 

“For me it’s like I want to be identified with the person Bea and not the 
disease… there are many who have been to these diabetes meetings and so on 
and I’ve never identified myself with that, you know… that it’s like ‘Hi my name 
is Pelle and I have diabetes’ because I think that it’s very few with any other 
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disease, at least that I know that presents themselves like ‘Hi my name is Pelle 
and this and that’ so I never appreciated those camps” 

Bea, 26 
 

4.2 Main theme 2: Challenging but manageable 
This theme focuses on the practical aspects of living with T1DM with respect to their sporting 
activities. On one hand, it describes the tight control required to be active in high-intensity 
sports; while on the other hand, it also expresses some of their frustrations with respect to their 
sporting aspirations. 
 
4.2.1 Good control is key  
The study participants stated that the most central and difficult part of having diabetes and being 
active in sports was maintaining adequate blood sugar levels, due to the effect of hyper- or 
hypoglycaemia on performance. Several participants expressed feelings of frustration and 
described the negative impacts of diabetes on sports, like having to stop during a competition 
or even cancel training sessions due to high or low blood sugar. Others mentioned how their 
blood sugar values were affected by very normal reactions, such as nervousness during sporting 
events. 
 

“You have to have such good control before like what you eat and that you take 
the right amount of insulin to what you’ve eaten to avoid getting too high or too 
low and that you always have something with you when you go in case you get 
low during a workout so I guess that’s the irritating part… if you get low during 
a session and have to cancel it that’s like the worst thing ever because you get 
so annoyed” 

Cecilia, 34 
 
When asked about experiences of serious high or low blood sugar in situations involving sports, 
most participants reported that they had experienced low blood sugar but not at a level that had 
not been manageable. Furthermore, they did not express particular worry or stress over possible 
outcomes of hyper- or hypoglycaemia. Planning was essential in order to manage diabetes as 
an athlete, according to the participants. This involved, for instance, carefully considering food 
and insulin intake during the day or bringing diabetic aids such as insulin shots or food to 
competitions or training sessions. Some stated that they previously had started competitions 
with a higher blood glucose level in order to avoid the risk of getting low during the activity. 
Several participants also mentioned technology as an important part of their diabetes 
management and how the technological development had facilitated their participation in 
sporting activities. Particularly CGM was emphasised as it provided a possibility to monitor of 
blood glucose levels during training sessions or competitions in a completely different way. 
Most participants also expressed feelings of difficulty in planning for managing their diabetes.  
 
The type of sport and elements of the training was considered problematic as it was difficult 
sometimes to estimate the energy expenditure in training sessions. This could result in 
complications when estimating the amount of insulin required. When asked whether there were 
any positive aspects to having diabetes as an athlete, several of the participants mentioned 
greater knowledge of the own body and its possible advantages. This included strategies for 
finding out what worked for them, such as specific types of food items and improved meal 
patterns or training routines to better manage the diagnosis.  
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“Well it’s that you get to know your body a bit more than everyone else, that 
you get to learn very well how it works and how it reacts in certain situations 
which one perhaps don’t do in the same way if one doesn’t have diabetes… like 
some things work better than others and approximately how to prepare and you 
get quite a good receipt on how it works or what the end result is” 

Erik, 22 
 

4.2.2 Long way to the top 
Practicing sports on elite level was mentioned by several of the participants, and they mentioned 
how role models could play an important part in inspiring diabetic athletes to pursuit elite 
careers. Some explained how they themselves had once been interested in pursuing a career as 
a professional athlete, but due to their own perceptions of this as an impossibility when having 
T1DM, they never did.  
 

“I wanted to become the best in the world at soccer… but then one thought that 
‘Beckham doesn’t have diabetes, Ronaldo doesn’t have diabetes’ and there was 
nothing that told me that I could be the best in the world so then… one started 
playing for fun instead, like didn’t take it seriously and perhaps skipped some 
trainings and so on” 

Filip, 31 
 

However, two participants had been involved in sports on an elite level, and they reflected on 
how managing the disease became easier as they reached the higher levels. Their view was that 
elite level teams contained staff with more knowledge and insight into the disease compared to 
lower level teams, as well as the provision of equipment and diabetes aids. 
 

“It has worked very well for me because I really get the… if you can call it help 
but I have all the necessities that I need and so on but… I’ve kind of felt that the 
higher level I’ve reached in my sport the better conditions I’ve gotten with 
everything I need… I have a trainer who works daily with me who is employed 
and who knows about diabetes, we have an equipment manager and all these 
kind of things but when one was… fifteen or sixteen perhaps then you had a 
team leader who knew that you had diabetes but you don’t have as many people 
around you… you always had to bring things yourself“ 

David, 27  
 
One topic that emerged from the data and not the interview guide was how information on 
athletes and diabetes was portrayed within the healthcare sector. Several of the participants 
perceived a lack of knowledge among doctors and diabetic nurses in how athletes with T1DM 
who engaged in sports on higher levels should eat and train to optimally manage their condition. 
Provided recommendations for physical activity were not sufficient, according to the study 
participants. Thus, most adopted a trial-and-error approach; testing different strategies 
themselves regarding nutrition and exercise to find suitable practices. 
 

4.3 Main theme 3: Mostly an open community 
The final theme focuses on the participants’ understanding of others’ attitudes towards athletes 
with T1DM within the sporting community; and about the prevalent knowledge about T1DM 
within this community. 
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4.3.1 Opinions of others 
Other’s attitude to the diabetes diagnosis were perceived by the participants as diverse and 
varying. The main point, however, was that most had not encountered any problems and their 
experiences had overall been positive. Some also stated that even if people would have a 
problem with it, this was nothing that they would care about.  
 

“After you’ve explained a bit about how it works to do sports and say like ‘this 
is what it’s like when I’m high, this is what it’s like when I’m low’ then they 
usually have a great understanding for that you might say ‘can we stop a minute 
because I’m low and I have to eat something’ or if you’re on a long distance 
session and you might have to stop to eat something and take insulin… so 
usually when you’ve explained how diabetes is and how it works then there are 
never any problems” 

Erik, 22 
 

Some participants mentioned how attitudes vary: some are curious about the diagnosis while 
others don’t care at all and concluded that they had neither experienced specifically good nor 
bad attitudes of others, but overall neutral. However, one participant stated that even though 
they had been overall well met, they had experienced feelings of being unwanted on their team. 
 

“Well… it kind of feels like they don’t want you there eh because it’s extra 
work… so that’s the way it feels sometimes, that encounter has been quite 
clear… not that it has been said out loud but the underlying meaning has been 
kind of ‘what are you doing here’… sometimes it’s been like that” 

      Indra, 38 
 
Others expressing admiration for the athletes participating in their sports despite having T1DM 
was mentioned by some of the study participants. This appreciation emerged from family 
members, friends and in the media. Another aspect mentioned was that of the involvement from 
coaches and teams. One of the participants involved in a team sport stated that the coaches had 
been very supportive, both when she got her diagnosis and afterwards during trainings, and that 
she had no problem telling them if something was off. However, coach involvement did not 
seem to always be the case. Another participant mentioned that throughout their career, only 
once had a coach been caring about the disease, but that time had been perceived as positive. 
 
4.3.2 “Many don’t know how it works” 
When asked about the knowledge of others within the sporting community, all participants 
agreed that knowledge about T1DM was lacking. Several gave the example of people within 
the sporting community having heard about diabetes but that few know the differences between 
T1DM and T2DM. Furthermore, some stated that most people don’t know what to do or 
whether to give sugar or insulin if they met a hypoglycaemic person with T1DM. 
 

“Well people have started to notice it a bit more it is talked about a bit more but 
it is mostly about type 2 diabetes and then people don’t know that to do if 
something happens… if you’re low or high should you have sugar or insulin, 
they don’t really know… many think that if you’re low like ‘right then you need 
insulin’ and you’re like ‘no not really’… many don’t know how it works and 
they have very little knowledge about it” 

Andreas, 44 
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Prejudice was also discussed by the study participants in connection to other people’s 
knowledge about diabetes within the sporting community. Most of them had received common 
questions such as how they could possibly have gotten diabetes since they were not overweight 
and were in such good shape, whether they had consumed excessive amounts of sugar during 
childhood or that individuals with diabetes were prohibited to eat sugar because of their 
condition. However, a few other aspects also emerged, such as the sports performance being 
connected to the disease and not the individual, and how a bad performance could be blamed 
on the diagnosis.  
 

“It’s this whole thing with seeing the individual and not just a disease like it has 
been with some teachers and coaches… that it hasn’t been, you know, that when 
you do something good it’s like ‘wow this was good’ but more like ‘are you high 
or low’ and so on… like if the performance was bad then the question came if it 
was because of my blood sugar that it was bad instead of seeing it… it could be 
a bad performance simply because I wasn’t ready for that exercise” 

Bea, 26 

5. Discussion 
This thesis looked in-depth at the impact of T1DM on the identity and experience of being an 
athlete. There were three main findings. First: the athletes regarded themselves as individuals 
with different kinds of aspirations, not a disease. While acceptance of the disease and a good 
attitude were seen as essential, the disease was not considered as solely identifying the 
individual. Not letting the disease control one’s life was of great importance. Second: having 
T1DM as an athlete was considered challenging but manageable most of the time. Adequate 
blood glucose control was central in disease management as an athlete and the level of diet 
regulation required was comprehensive. Due to the impact on sports performance, episodes of 
hyper- and hypoglycaemia were to be avoided or minimised which required careful 
considerations of food and insulin. Third: there was a lack of information and understanding of 
the athlete’s needs and conditions within the health care sector, which forced them to rely 
entirely on themselves or seek support elsewhere. However, the level of knowledge about 
T1DM within the sporting community was inadequate and prevented their active engagement 
beyond a certain level of openness and acceptance.  
 

5.1 Discussion of results 
5.1.1 Diabetes and the athlete’s identity 
Illness identity as a theoretical concept, put forward by Charmaz (1995) and modified by Oris 
et al. (2016), comprises four elements: engulfment, rejection, acceptance and enrichment. In 
the present study, the latter two were predominant, while some traits of rejection or engulfment 
could be discussed in terms of specific scenarios. The overall view of the participants was 
diabetes was always present in their lives, but the participants mostly got to decide to what 
extent. This was similarly mentioned in a study by Clausi & Schneider (2017), in which some 
of the study participants mentioned that T1DM was always present in their lives, as a part of 
the individual, but this also resulted in adapting to the disease. However, it was discussed in the 
current study in the context of importance and to constantly keep track of blood sugar values 
was indeed considered tiresome but vital and not necessarily a part of their identity per se.  
 
When discussing acceptance, all participants stated they had achieved some level of acceptance 
and how this not only made management of the disease easier to perform, but also made it easier 



 24 

to cope with the situation. Likewise, a positive attitude was considered to facilitate 
management. This has similarly been shown in previous studies (Oris et al., 2016; Schmitt et 
al., 2014) where diabetes rejection or lower diabetes acceptance was connected to poorer 
diabetes care and management. Correspondingly, a common opinion was that participants were 
in control of the disease rather than the other way around, which limits engulfment and rejection 
in this study sample since being in charge of the disease can also be seen as a way of 
acknowledging it. Participants in the study by Ryninks et al. (2015) also voiced the importance 
of being in control of the disease and the ability to do anything, mirroring findings in the current 
study. Another aspect is how the disease predominantly had been part of the athlete’s lives for 
a long time, which was similarly expressed by some participants in the study by Clausi & 
Schneider (2017). It might be feasible to think that individuals diagnosed in a very young age 
and who thereby are unknowledgeable of life as an athlete without T1DM experience it 
differently from individuals who have participated in sports before receiving the diagnosis, 
which was also stated in the current study.  
 
Some voiced how the disease motivated them in training and competing at the same levels as 
non-diabetics and a strive for becoming a successful athlete despite having T1DM, a finding 
mirrored by Dizon et al. (2019). This could reflect enrichment as mentioned by Oris et al. 
(2016). A feasible aspect to the positive categories of illness identity of the participants in this 
study could be that because of their acceptance of the disease, they are able to perform in 
demanding sports despite having T1DM. Previous research has suggested poorer glycaemic 
control and inadequate T1DM self-care among individuals with lower acceptance (Schmitt et 
al., 2014) and an emphasis of diabetes incorporation into one’s identity for improved disease 
management (Commissariat et al., 2016). The importance of acceptance for self-management 
has also been described by Smith et al. (2018). Control of T1DM is demanding, as previously 
stated, and acceptance might thereby be required in order to manage the disease alongside the 
additional demands in sports participation. Further research could help exploring whether 
athletes might have higher levels of illness acceptance regarding T1DM and, in case of such 
outcomes, possible reasons to this.  
 
Overall, participants in the study declared no shame in having the disease, taking diabetes shots 
openly or telling others about it, but telling was not always considered necessary in sporting 
contexts. Some participants also found peer support from other individuals with diabetes 
valuable. Dizon (2019) found that some participants in their study decided not to discuss 
diabetes with peers and coaches due to a prominent lack of knowledge. With the results from 
the current study in mind where knowledge within the sporting community was perceived as 
similarly scarce, this could constitute a reason to not tell. Previous research also supports the 
current finding of peer support as valuable (Balfe et al., 2013; Ng et al., 2019).  Particularly 
peer support from other individuals with T1DM has been found appealing due to mutual 
understanding of the situation (Balfe et al., 2013). This was partly mirrored in the current study 
as some participants found it valuable to share the experience with others. No uniform pattern 
for appreciating or disliking the idea of connecting with other individuals with diabetes could 
be found in the present study, however. The time diagnosed with T1DM did not seem solely 
influential for the study sample, though it is possible that individuals with shorter experience 
of the disease find such support groups more valuable due to less experience of disease 
management. Although highly individual, peer support from other individuals with T1DM 
might be perceived as beneficial for some athletes. 
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5.1.2 Diet and glycaemic control for managing T1DM as an athlete  
Managing diabetes as an athlete contained several perspectives, but the main point among the 
study participants was the importance of adequate blood sugar control and complexity involved 
in adjusting food and insulin requirement. In order to manage T1DM, planning was declared as 
essential for nutrient intake and insulin adjustments before, during and after exercise. The 
importance of tight glycaemic control and its close relationship with food intake monitored 
constantly through methods such as carbohydrate counting for diabetes management has been 
well-established (Aas, 2013; Chiang et al., 2014; Evert et al., 2014, Gallen et al., 2011). All 
participants brought up this topic in spite of not being prompted by the interviewer, indicating 
its significance. Bringing diabetes aids to trainings and competitions, as well as checking blood 
glucose levels before to exercise are approaches stated in previous research (Campbell et al., 
2015; Dizon et al., 2019; Fredette et al., 2016; Zaharieva & Riddell, 2015), and were mirrored 
in the current study as approaches to managing blood glucose control as an athlete. Athletes 
benefit greatly by an increased knowledge of their own body and nutritional aspects as they are 
essential for optimal performance (Burke & Deakin, 2015; Torres-McGehee et al., 2012). 
Knowing what to eat and when in combination with appropriate insulin supply is necessary to 
facilitate participation in sports for athletes with T1DM.  
 
The constant requirement for blood glucose monitoring during trainings and competitions was 
described by the participants as particularly challenging. Although the concept of diabetes 
distress as described in the introduction was not coherently displayed among the study 
participants, these examples voice the similar sense of powerlessness as described by Fisher et 
al. (2015). The inability to control one’s condition despite persistent attempts was perceived as 
both infuriating and tiresome, which is also described in previous research (Clausi & Schneider, 
2017; Polonsky, 1999), where the unpredictable character of the disease was voiced as 
worrisome and difficult. Particularly for competitive athletes where performance is central, this 
inability might devastate crucial events and competitions. Nervousness, which is a very normal 
and common reaction in such situations, has a large impact on glycaemic response and 
strategies to address similar reactions may therefore be extremely valuable.    
 
One interesting finding from this study was the absence of fear of hypoglycaemia among the 
participants, since this commonly is stated as one of the main barriers for individuals with 
T1DM to partake in physical activity (Hohendorff et al., 2019; Kennedy et al., 2018) and also 
constitutes the greatest risk for elite athletes or athletes involved in endurance sports (Shugart 
et al., 2010). A possible explanation could be the fact that the participants had not experienced 
that type of serious episodes of hypoglycaemia during sporting events. Several concluded that 
they had lived with the disease for a very long period of time and had gained broad knowledge 
of their own body. The study by Balfe et al. (2013) displayed similar views, where neither 
having nor managing the disease appeared to be particularly burdening or caused distress for 
some participants in the study. Furthermore, many concluded that they recognised symptoms 
of hypoglycaemia fairly well and could manage themselves should it occur, which might 
explain the untroubled feelings. Participants were not explicitly asked about the reasons to not 
experiencing fear, which may have brought further clarity to the matter.  
 
Several of the participants reflected upon the technological advances over the years as a 
contributor to facilitating their diabetes management during physical activity and sports, and 
particularly the CGM-technology. This is also recognised in previous research where Yardley 
(2019) points to the technological evolution of knowledge, tools and resources regarding blood 
glucose monitoring as a catalyst for improving physical activity among individuals with T1DM. 
More specifically, Houlder & Yardley (2018) concludes that the CGM-technology provides 
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assistance to individuals with T1DM and will likely continue on being an important equipment 
for many diabetics involved in physical activities. Appropriate diabetes management tools are 
crucial and improved ability to monitor blood glucose levels is likely to encourage sports 
participation among individuals with T1DM, perhaps also in pursuing careers as elite athletes. 
However, technology could parallelly pose as inhibiting by a mindset characterised by the 
constant chase of perfect values, as suggested by Hofmann & Svenaeus (2018). Educating the 
athlete in how to properly read, interpret and evaluate such values is therefore important. 
 
The aspiration for elite level performance had been a dream for the majority of the participants, 
but feelings of inability to reach this level with T1DM served as an inhibiting factor in most 
cases. While an elite career in sports with T1DM does indeed require extra care and 
management, it is not an impossibility (Riddell, 2012; Sagen, 2013a). Sagen (2013a) 
emphasises the importance for the athlete to get to know their body and their diabetes 
thoroughly to find what works for the individual in different situations, what foods to eat and 
insulin requirements. This also shows the importance of providing sufficient support for 
diabetes management to aspiring athletes at lower levels. As stated by Clausi & Schneider 
(2017), peer support can be of great importance in showing that one is not alone in having 
T1DM. Hence, this suggests the need for further involvement from athletes on elite levels or 
others willing to engage in increasing awareness and displaying the possibility to participate in 
sports despite having T1DM. 
 
5.1.3 Perceptions of T1DM in health care and the sporting community  
The current study indicates that coach engagement and knowledge of the disease might be 
beneficial, as some participants voiced this to be welcome and beneficial. Health care and the 
sporting community are two important pillars in the lives of athletes with T1DM with respect 
to disease management and sporting aspirations. Jimenez et al. (2007) provides a position 
statement of the role of athletic trainers and emphasises the importance of their involvement in 
an athlete’s diabetes management for identifying and avoiding hyper- and hypoglycaemia, as 
well as being knowledgeable of how it is treated. However, previous studies have 
simultaneously indicated that adolescents find worries from teachers and peers to be 
unnecessary to some extent and believe in their own ability to decide what they could and could 
not do (Ryninks et al., 2015). This could suggest that a level of involvement from coaches or 
instructors might be beneficial, but that it should be up the athlete to decide to what extent.  
 
Most participants recognised a greater awareness and acceptance towards the disease within the 
sporting community nowadays, but the general knowledge regarding T1DM was still lacking. 
Commonly, there was a confusion regarding whether to give insulin or sugar to a person with 
symptoms of hypoglycaemia, and that the knowledge of diabetes was mainly referred to T2DM. 
The latter aspect has similarly been shown in previous studies, such as Browne et al. (2014), 
who found that individuals with T1DM in Australia experienced the association with T2DM as 
the most prominent form of stigmatisation. Participants in the current study did not explicitly 
express the knowledge gap between T1DM and T2DM as stigmatisation but emphasised the 
frequent mix-up of the two, indicating that this is commonly occurring for individuals with 
T1DM. Similarly, the question was brought up whether the diabetes was due to consuming 
large amounts of sugar, or a history of overweight or obesity, also frequently presented in 
previous literature (Balfe et al., 2013; Browne et al., 2014). Furthermore, the athletic 
performance itself was sometimes associated with the disease and not the individual. A 
disappointing performance could be immediately followed by a question whether it was due to 
blood sugar levels. This further highlights the need for an understanding of the position of the 
diabetic athlete among coaches and teams.  



 27 

Furthermore, participants expressed a lack of understanding among health care professionals 
for the physical and nutritional requirements of sports and how this affects diabetes 
management. Ryninks et al. (2015) showed similar desire of exercise advice from the health 
care sector among adolescents with T1DM, though on a lower level. Research specifically on 
the knowledge of health care and sports is lacking, however, and previous research have 
touched somewhat on the subject in non-athletic populations: in the study by Balfe et al. (2013), 
young adults explained how health care professionals rarely had the time to engage in or provide 
the desired support. Similarly, Svedbo Engström et al. (2016) concluded that support from 
diabetes care was an important part in diabetes management, but that this was not always 
provided satisfactorily and participants in that study experienced variations in its quality. This 
implies that diabetes care support is essential across several groups in society. However, the 
desire for support and information from heath care in this particular context could be 
problematic, as few health care professionals appear to have experience of working with 
athletes on higher levels. Diabetes management among athletes commonly results in a trial-
and-error approach in order to understand the functioning and requirements of the individual 
athlete (Bracken et al., 2012; Dizon et al., 2019). The indication from this study is a lack of 
information and support from the health care sector regarding athletic performance and T1DM, 
an aspect which suggests potential improvement areas for the health care sector. 
 

5.2 Methodological considerations  
5.2.1 Interviews 
One of the limitations with the study was that the interviews were conducted over phone. 
Telephone interviews instead of meeting in-person results in an inability to read body language 
or facial expressions, aspects that could have provided additional important information 
(Bryman, 2016/2018). One strength, however, could be that the participants might have felt 
more comfortable during the interviews as they were able to decide the place. Other qualitative 
methods were considered challenging and unsuitable due to the narrow inclusion criteria as it 
might have resulted in too few participants. 
 
Two pilot interviews were conducted which was extremely useful. Pilot interviews provide both 
an opportunity to evaluate the interview questions and simultaneously familiarise with the 
interviewing process (Bryman, 2016/2018; Magnusson & Marecek, 2015). By testing the 
interview guide beforehand, questions can be modified and elaborated further if required. To 
familiarise with and improve interviewing skills is very valuable as a researcher as this can 
provide higher quality in the subsequent interviews. Indeed, the initial process of conducting 
interviews was difficult and challenging but the author improved over time and with experience. 
 
Saturation is a commonly used concept in qualitative research for describing a point in the data 
collection where no new information emerges (Braun & Clarke, 2019). However, it is debated 
whether saturation is the most suitable measure for when to stop collecting data. Malterud et al. 
(2016) discusses information power in contrast to saturation and concludes that the more 
relevant information a sample holds, the fewer participants are required, and can be used as an 
alternative to saturation in qualitative research. If the study aim is narrow, the sample has a 
dense specificity, is supported by established theory, has a strong quality of dialogue and a case 
analysis is performed, the information power of a study can be considered high (Malterud et 
al., 2016). In the author’s opinion, the study sample had a dense specificity as most participants 
had lived with T1DM a long time and had similarly been active in their sport for several years. 
The quality of dialogue was overall considered to be strong, although an improvement over 
time was apparent. The study aim was considered as rather broad, which lowers the information 
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power. Theoretical framework was used, however, the concept in which it is applied is 
relatively new which also alters information power. As the data material was analysed as a 
whole and did not aim at conducting cross-case comparisons, the case analysis approach can be 
considered to strengthen the information power in the study.  
 
The concept of information power as described here was applied in this thesis. Some areas were 
discussed by all participants, such as T1DM affecting sports performance. All participants 
expressed different aspects of T1DM as affecting their sports performances and the 
requirements to try and manage the effects. In these, the relevant information provided by the 
participants were broad and extensive. It was similarly displayed when all of the participants 
mentioned the importance of diet and insulin control in order to manage their diabetes as 
athletes, making it a key finding. Another example can be seen in the views of a knowledge gap 
regarding diabetes within the sporting community, as all participants shared the same opinion 
on this. In regard to illness identity and the theoretical approach of this thesis, all participants 
considered themselves as accepting of the disease or, in some cases, enrichment was discussed 
when considering the disease as a motivator. Enough information power was therefore 
considered to be achieved for the main findings in the study. There were also areas that in the 
author’s opinion had insufficient information power. One example is that of involvement from 
coaches and teammates in managing the diabetes diagnosis. Since not all participants were 
involved in team sports, information was relatively sparse from those who were and the ability 
to draw conclusions on this is limited. Furthermore, the absence of fear of hypoglycaemia was 
only voiced by a few of the participants while the remainder did not bring it up. It was also not 
explored further in depth, information power in this regard was therefore considered 
insufficient.  
 
5.2.2 Transferability and reflexivity 
Transferability comprises in what way the results of this study could be found in other, similar 
populations (Bryman, 2016/2018). As the study setting is Sweden, health care is well 
developed, which is likely to facilitate the ability for individuals with T1DM to receive desired 
diabetes aids. Furthermore, physical activity is strongly valued in Sweden. The results may 
therefore be transferable to similar populations engaging in high-intensity sports in other high-
income countries, where the participants have lived with the diagnosis for most part of their 
lives and where physical activity is valued and prioritised in a similar way.  
 
Reflexivity addresses where the researcher stands in the analysis, the ways in which data have 
been observed and from what perspective, and the significance to critically reflect upon one’s 
own research (Green & Thorogood, 2014). The same authors also state the importance in noting 
the inability of complete objectivity from the researcher within qualitative research. A certain 
level of preunderstanding is therefore inevitable due to previous experiences. The perspective 
of the author in this thesis can on one hand be seen as that of a completely outside perspective 
since the she does not have T1DM herself. This aspect could be considered a strength as it 
might suggest that fewer predetermined assumptions of what diabetes means for an athlete. On 
the other hand, the author has a background of several years within different sporting 
communities. Additionally, Green & Thorogood (2014, p. 107) states that “Those being 
interviewed will ‘place’ the interviewer in terms of their institutional allegiances, their 
presumptions about what they want to find out, and their social and cultural characteristics.” 
This might have influenced the participants’ perceptions of the author and thereby also shaping 
their responses. For example, several participants asked whether the author themselves had 
diabetes, and might have addressed questions differently if that would have been the case. 
However, some participants frequently used medical terms connected to the diagnosis which 
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the author was not knowledgeable about and had to ask for an explanation, which might imply 
perceptions of greater knowledge due to the author’s academic background.  
 
A strength of the study is that the author conducted all steps included and drove the entire 
research process: from planning, recruitment and data collection to transcription, data analysis 
and writing the report. As a result, the author has had great insight in and gained deep 
knowledge about the material used. Familiarising with the data was initiated early on in the 
process as the interviews were conducted by the author and led to the ability to initiate a 
preliminary analysis already during data collection. This also meant that impressions and 
reflections from the interviews were taken into the phases of transcribing and analysis, which 
provided an extensive knowledge of the data. Frequent discussions were held with the 
supervisor when needed, such as the development of the interview guide or discussing the 
coding template, but the main part of the research process was conducted independently by the 
author. 
 
5.2.3 Study sampling, participants and recruitment 
Individuals aged 18 or older who had been diagnosed with T1DM for at least three years prior 
to recruitment and were currently active in a sport enlisted by the RF a minimum three sessions 
per week were sought for this study. Only physically demanding sports were included, as 
T1DM was predicted to have a greater impact on these athletes. Intensity and duration of 
physical activity are two main components affecting metabolic response and physically 
demanding sports could therefore be considered to have a substantial impact on blood glucose 
levels (Riddell, 2012). Exercise frequency of minimum three training sessions per week was 
selected in order to reach many possible participants. Eight of the ten participants participated 
in five or more exercise sessions per week, whereby the sample was thereby considered having 
a high exercise frequency. A minimum of three years with T1DM was chosen in order for the 
study participants to have had some time to adapt to disease management. All participants had 
been diagnosed with T1DM for five years or more, and nine out of the ten participants had been 
diagnosed for at least ten years, whereby this aim was considered to have been fulfilled.  
 
Furthermore, the sample could be seen as a strength in the way that it provides perceptions from 
a heterogenous group of participants. With large differences in age (18-44 years), type of sport 
and time active (1 year to all life), the participants presented a broad range of experiences and 
perspectives. However, the variation in participants’ ages and sports could also pose as a 
limitation. The range of years diagnosed with diabetes varied from five to 41 years, possibly 
implying that the knowledge and experience in acceptance and how to manage the disease 
might differ significantly. There may also be a possibility that the individuals agreeing to 
participate in the study had an overall positive attitude and greater acceptance towards their 
diagnosis, and that individuals feeling enriched and motivated are more likely to want to share 
their opinions.  
 

5.3 Relevance to food service and nutrition profession 
The field of foodservice and nutrition concerns many areas within our society and the range of 
possible professions is extensive. Nutrition is a key component for athletes and working with 
this group requires great insight in the role that nutrition plays for both health and performance. 
Naturally, this component becomes especially prominent in athletes with special conditions 
such as T1DM, where nutrition is not only the fuel for the particular athletic performances but 
simultaneously it is a matter of life and death. For instance, participants in this thesis stated that 
acceptance of one’s condition was essential in order to manage the disease well, as well as the 
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obstacles caused by the disease regarding sports performance. Knowledge beyond the scope of 
the physiological aspects of T1DM for athletes can therefore be of importance when working 
with individuals in this population. Greater understanding for how athletes perceives 
themselves and their diabetes, both individually and within the sporting community, might 
facilitate the work for professions involved in sports nutrition and athletes of varying levels.  
 
As previously mentioned, dietary aspects of athleticism and T1DM was brought up by each 
participant in this thesis which suggests that diet does indeed play an important role for them 
as athletes. Since the study merely scratched the surface of this broad area, further qualitative 
research regarding the dietary aspects of athletes with T1DM could provide valuable insights. 
Furthermore, the perceived knowledge gap on athletes with T1DM in the health care sector 
illuminates the need to address diet when working with elite- or high-intensity athletes. 
Including personnel knowledgeable in nutrition is therefore an asset when addressing athletes 
with T1DM.  
 

5.4 Conclusion 
Despite T1DM being a big part of the athletes’ lives, they did not consider it as solely 
identifying themselves as individuals or athletes demonstrating a predominant acceptance of 
the disease. Maintaining adequate blood glucose values was considered the biggest challenge 
for athletes with T1DM, which required constant watch and careful planning of diet and insulin. 
Overall, the sporting community was perceived as mostly open and supportive but was found 
to lack the level of knowledge needed to engage more actively. This study provides valuable 
insights in an area with an identified knowledge gap and indicates a need for future research on 
the topic. The findings widen the understanding of the position of the athlete with T1DM in 
Sweden, and points to areas of improvement to optimise conditions for sports performance.    
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Appendix A. Information letter  
 
 
 

 
Är du idrottare med typ 1-diabetes och vill dela med dig av dina 

erfarenheter och tankar? 
 
 

Mitt namn är Emma Höglund och jag skriver just nu min masteruppsats i kostvetenskap vid 
Uppsala universitet inom idrott och typ 1-diabetes. Jag vill få insikt i idrottarens åsikter och 
tankar kring sin diabetesdiagnos och hur man upplever att diagnosen bemöts inom 
idrottsvärlden. Ett ämne som sällan diskuteras, men som är mycket viktigt att lyfta! Jag söker 
därför personer till en intervjustudie som: 
 

• Är 18 år eller äldre 
• Har haft diagnosen typ 1-diabetes i tre år eller längre 
• Talar svenska eller engelska 
• Är aktiv inom någon av nedan listade idrotter hos Svenska Riksidrottsförbundet (se 

nästa sida) 
 
Vad innebär det att delta i studien? 
Vid deltagande kommer du att intervjuas av mig (Emma) via telefon, Skype eller på plats i 
Uppsala om möjligt. Intervjun beräknas ta ca 30–45 minuter och kommer att spelas in med 
ljudupptagning. 
 
Att delta är frivilligt och du har full rätt att avbryta ditt deltagande när som helst under 
studiens gång utan att ange anledning. Insamlat material från intervjun kommer att behandlas 
konfidentiellt och kosas så det inte går att koppla svar till en enskild person. Den data du 
lämnar kommer endast att hanteras av intervjuaren och enbart användas till denna uppsats, 
sparas till dess att uppsatsen är godkänd och sedan raderas. 
 
Intresserad? 
Kontakta mig på mail emma.hoglund.1627@student.uu.se eller på telefon 070-274 22 38 vid 
intresse av att delta eller om du har några frågor! 
 
 
Ansvarig för studien: Emma Höglund (070-274 22 38) 
emma.hoglund.1627@student.uu.se  
 
Handledare: Meena Daivadanam, universitetslektor (018-471 23 28) 
meena.daivadanam@ikv.uu.se 
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Lista över möjliga idrotter 
 

• Amerikansk fotboll 
• Badminton 
• Bandy  
• Baseball och softball 
• Basket 
• Boxning 
• Brottning 
• Budo och Kampsport (t.ex. BJJ, kickboxning, MMA, thaiboxning) 
• Cheerleading 
• Cykel 
• Danssport 
• Fotboll 
• Friidrott 
• Fäktning 
• Gymnastik 
• Gång 
• Handboll 
• Innebandy 
• Ishockey 
• Judo 
• Kanot 
• Karate 
• Klättring 
• Konståkning 
• Landhockey 
• Mångkamp 
• Orientering 
• Ridsport 
• Rodd 
• Rugby 
• Simidrott 
• Skidor 
• Skidskytte 
• Skridsko 
• Squash 
• Styrkelyft 
• Taekwondo 
• Tennis 
• Triathlon  
• Tyngdlyftning 
• Volleyboll 
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Appendix B. Recruitment process 
 

  

Total: 10 participants

Additional 3 participants 
recruited

CONVENIENCE SAMPLING
(Second publication of information letter)

Facebook groups 
(3)

Additional 2 participants 
recruited

SNOWBALL SAMPLING 
(recruitment of subsequent participants)

5 participants recruited

CONVENIENCE SAMPLING
(distributing information letters)

Facebook groups 
(4)

School with 
sporting profile in 

Uppsala
(0)

Author's own 
Facebook page

(1)

Dietitian involved 
with diabetes and 

athletes
(0)

Local diabetes 
organisation in 

Uppsala
(0)

Sports clubs in 
Uppsala 

(0)
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Appendix C. Letter of consent  
 
 
 
 
    Deltagare ID: ___________________ 
 
 
 
SAMTYCKESFORMULÄR 
 
Studie om typ 1-diabetes och idrottande  

 

Jag har fått information kring studien genom ett informationsbrev och ger härmed mitt 

godkännande att delta i studien. Jag har fått förklarat för mig vad studien innebär och 

eventuella frågor har besvarats. Genom att skriva under detta dokument understryker jag att 

jag är medveten om vad mitt deltagande i studien innebär. Jag förstår att intervjun kommer att 

spelas in med hjälp av ljudupptagning, transkriberas och därefter användas för analys, samt att 

det insamlade materialet endast kommer användas till den aktuella studien. Ifall jag önskar att 

dra mig ur studien har jag informerats om att detta är fullt möjligt när som helst under 

studiens gång.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
Deltagarens namn (TEXTAT): 
 
 
Deltagarens signatur: 
 
 
Datum: 

 
Intervjuarens namn (TEXTAT): 
 
 
Intervjuarens signatur:  
 
 
Datum:  
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Appendix D. Interview guide  
 
 

Intervjuguide 
 
 
Det är en studie där jag vill få insikt i hur man som idrottare upplever sin egen 
diabetesdiagnos, hur det påverkar den sport man tränar och hur man upplever att andra inom 
idrottsvärlden ser på typ 1-diabetes. Har du några frågor innan vi börjar?  
 
Intervjun kommer spelas in. Är det ok att jag startar inspelningsutrustningen nu? 
 
Du har rätt att när som helst utan att uppge anledning välja att avbryta ditt deltagande i 
studien, och det är bara att kontakta mig ifall du önskar att dra tillbaka ditt deltagande så 
raderas din data direkt. 
 
Informationen som framkommer i intervjuerna behandlas konfidentiellt och det innebär att 
den inte kommer gå att spåra till enskilda personer. Jag kommer även att föra anteckningar 
under intervjuns gång om det är OK med dig? 
 
Används bara till denna studie och kommer hanteras av mig. Examinatorer, opponenter och 
handledare kommer läsa slutliga versionen av uppsatsen men ingen kommer ha tillgång till 
det inspelade materialet, vilket raderas efter det att uppsatsen blivit godkänd. 
 
Ger du ditt medgivande till att delta i denna intervju? 
 
Bakgrundsfrågor: 

§ Ålder 
§ Kön 
§ Vilken typ av idrott utövar du? 
§ Hur länge har du varit aktiv i din sport? 

 
Idrottare och diabetes (IDENTITET) 
Jag skulle vilja börja med att be dig berätta lite om när du fick din diabetesdiagnos och hur 
gammal du var. 

- Minns du något om hur det kändes att få diagnosen? 
- Hur reagerade kompisar/skola osv? 

 
Vilken roll tycker du att diabetes har i ditt liv?  

- Som person? 
- Som idrottare? 

 
Hur skulle du säga att din inställning är till diagnosen?  

- Tror du det spelar roll vilken inställning man har till sin diagnos? Hur/på vilket sätt? 
 
Hur tycker du det är att vara idrottare och ha diabetes? 

- På vilket sätt? 
- Hur menar du då? 
- Kan du ge något exempel på det? 
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Hur påverkar diabetes dig som person? Som idrottare? 
- Tror du din diabetes påverkar dig annorlunda som idrottare jämfört med individer som inte 

idrottar? På vilket sätt? 
- Påverkar det hur du ser på dig själv som idrottare? På vilket sätt? 
- Påverkar det hur du tror att andra ser på dig som idrottare? På vilket sätt? 

 
Diabeteskontroll och idrottande 
Har du någon gång känt att din diabetes hämmat dig i ditt idrottande? 

- På vilket sätt? 
- Hur kändes det? 
- Hur hanterade du det? 

 
Vad har du tyckt är svårast med att ha diabetes och idrotta? 

- Varför har det varit svårt? 
- Hur har det känts? 
- Vad gör du för att hantera det? 

 
Har du upplevt allvarliga episoder av högt/lågt blodsocker? 

- Skulle du vilja berätta vad som hände? 
- Hur kändes det? 
- Hur hanterade du det? 
- Är det något du tänker på nu när du idrottar? I vardagliga livet? 

 
Finns det något som du upplever är positivt med diagnosen för dig som idrottare? 

- På vilket sätt är det positivt tycker du? 
 
Diabetes och idrottsvärlden generellt 
Hur upplever du att andra ser på typ 1-diabetes inom idrottsvärlden? 

- Finns det fördomar mot typ 1-diabetes? Vilka? Hur bemöter du dem ifall du gör det? Om inte 
– varför? 

- Tror du det finns tillräckligt med kunskap kring typ 1-diabetes i idrottskretsar? Varför/varför 
inte?  

- Hur tror du det skulle kunna förbättras? 
 
Hur känner du inför att berätta för andra i idrottssammanhang om din diabetesdiagnos?  

- Finns det situationer där du vill/inte vill berätta? I vilka typer av situationer skulle det kunna 
vara? 

- Varför känner du att du inte vill berätta i dessa situationer? 
 
Hur upplever du att du som diabetiker bemött inom idrottsvärlden av exempelvis lagkamrater 
eller tränare?  

- Varför är det så tror du? 
- Önskar du att du blev bemött på ett annat sätt? Varför/varför inte? 
- Tycker du att du blir bemött annorlunda i idrottssammanhang jämfört med personer som inte 

har diabetes? 
- Skulle något kunna förbättras i hur du som idrottare med diabetes bemöts inom idrottsvärlden? 

I så fall vad? 
- Om du fick beskriva det optimala bemötandet av dig som en idrottare med diabetes, hur skulle 

det se ut? 
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Har du upplevt någon form av särbehandling på grund av din diagnos? 
- Vad och hur? 
- Hur reagerade du på det? 
- Varför är det så tror du? 

 
Träffar du andra idrottare med diabetes? 

- Hur har det känts för dig att träffa andra idrottare med diabetes? 
- Viktigt? 
- Varför/varför inte? 

 
Avslutande del 

- Finns det något du skulle vilja tillägga till det vi pratat om idag?  
- Är det något du tycker att jag missat att fråga om? 
- Har du några frågor innan vi avslutar intervjun? 
- Får jag kontakta dig igen ifall frågetecken eller funderingar dyker upp? Du får 

självklart kontakta mig ifall du har egna funderingar eller kommer på något du skulle 
vilja tillägga i efterhand. 

 
Förslag på probingfrågor 

- Kan du berätta lite mer om det? 
- Hur menar du då? 
- På vilket sätt? 
- Hur reagerade du på det? 
- Varför är det så tror du? 
- Du nämnde att… vill du förklara det lite närmare? 
- Har jag uppfattat dig rätt att…? 
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Appendix E. Final template  
 
1. “I am me, not diabetes” 
 1.1 Both a disease and a way of life 
  1.1.1 Control over disease 
   1.1.1.1 I’m the one in charge 

1.1.2 Depends on personality 
  1.1.3 Difficult having diabetes and doing sports 
  1.1.4 Easier to manage disease with higher acceptance 
  1.1.5 Have had diabetes a long time 
   1.1.5.1 Don’t know life without disease 
  1.1.6 Range of attitude 
   1.1.6.1 Negative 
   1.1.6.2 Neutral  
   1.1.6.3 Positive 
    1.1.6.3.1 Take diabetes shots openly 
    1.1.6.3.2 Motivation 
  1.1.7 Telling others about disease 
   1.1.7.1 No problem telling 
   1.1.7.2 Not necessary to tell 
    1.1.7.2.1 Can manage the disease by myself  
    1.1.7.2.2 Don’t want to burden others 
    1.1.7.2.3 Not a lecturer 

1.1.8 Thinking about disease 
 1.1.8.1 Disease is always in the back of my head 
 1.1.8.2 Don’t think about getting low  

 1.2. “We fight the same fight” 
  1.2.1 Mutual understanding  
   1.2.1.1 Others understand my situation 
   1.2.1.2 Face the same obstacles  
  1.2.2 Learning from others  
   1.2.2.1 Sharing tips 

1.2.3 Don’t feel a need to network with others 
 1.2.3.1 Don’t present myself as diabetes 

 

2. Challenging but manageable  
 2.1 Good control is key  
  2.1.1 Avoid hyper- and hypoglycaemia  
   2.1.1.1 Affects performance 
    2.1.1.1.1 Low blood sugar lower performance 
    2.1.1.1.2 High blood sugar lower performance  
   2.1.1.2 Serious episodes of high or low blood sugar 
  2.1.2 Planning 
   2.1.2.1 Higher blood sugar to minimise complications 
   2.1.2.2 Eating during sporting event 
   2.1.2.3 Difficulty to plan  
   2.1.2.4 Bringing diabetes aids 

2.1.2.5 Technology 
 2.1.2.5.1 Facilitates management  

  2.1.3 Knowledge of own body  
   2.1.3.1 Eating routines 
   2.1.3.2 Learnt what works for me 

 
2.2 Long way to the top 

  2.2.1 Harder to reach elite level but easier to manage once you do  
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   2.2.1.1 Can’t train as hard 
   2.2.1.2 Lack of role models 

2.2.1.3 Thought elite level was an impossibility 
2.2.2 Insufficient knowledge within health care 
 2.2.2.1 Not enough info to high level athletes 
 

3. Mostly an open community 
 3.1 Opinions of others  
  3.1.1 Varying attitudes 
   3.1.1.1 Curious about disease 

3.1.1.2 Don’t care about disease 
3.1.1.3 Neutral about disease 

3.1.2 Impressed by ability to do sports  
  3.1.3 Involvement from coaches and teams  
   3.1.3.1 Asking about diabetes status 
   3.1.3.2 Assisting with diabetes aids  

3.2 “Many don’t know how it works” 
  3.2.1 Not enough knowledge in sporting communities 
   3.2.1.1 Need to inform others 
   3.2.1.2 Others’ must be interested in learning 
   3.2.1.3 Mix up T1DM and T2DM 
  3.2.2 Prejudice  
   3.2.2.1 Don’t care much about prejudice  
   3.2.2.2 Cause of disease 
    3.2.2.2.1 Used to be overweight 
    3.2.2.2.2 Ate too much sugar 
    3.2.2.2.3 Diabetics can’t eat certain things 
   3.2.2.3 Performance is connected to disease 
     
   
 


