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Abstract
Background At present, there are no specific guidelines for the treatment of diabetes in palliative care in Norway. 
The aim of this study was therefore to explore healthcare professionals’ experiences of providing palliative care to 
individuals with diabetes in specialist as well as primary care settings.

Methods We interviewed 12 healthcare professionals from two palliative care units in specialist healthcare, one 
hospice unit in a nursing home, and one dietary care unit providing counselling in the municipality in the eastern part 
of Norway. Thematic analysis was used to analyze the data.

Results Our analysis generated three main themes: 1) “Quality of life is the main focus”, which showed that the 
healthcare professionals’ main focus was on comforting patients through engagement and communication; 2) “An 
individualized approach”, emphasizing that the treatment was tailored to the unique circumstances of each individual 
and considered factors such as life expectancy, difficult blood glucose control, and multidisciplinary collaboration, 
and 3) “Diabetes in the background”, which highlighted that they had a modest focus on diabetes. Diabetes was seen 
as another aspect of health that they had to be aware of, but their limited knowledge of diabetes guidelines, technical 
tools, and treatment choices underscored that attentiveness to the diabetes treatment was not prominent.

Conclusion The findings show that a lack of guidelines allowed for diverse approaches to the treatment of patients 
with diabetes in palliative care. Attentiveness to diabetes was based on the individual healthcare professionals’ 
experience and expertise, professional views, and the circumstances of each individual.
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Background
Quality of life is defined by the World Health Organi-
zation (WHO) as: “An individual’s perception of their 
position in life in the context of the culture and value 
systems in which they live and in relation to their goals, 
expectations, standards and concerns” [1]. Palliative 
care is an approach aimed at improving the quality of 
life of patients who have a life-threatening disease [2]. 
According to the WHO, an estimated 56.8 million people 
require palliative care, and 34% of these individuals have 
been diagnosed with cancer [2]. The largest proportion of 
patients who receive palliative care in Norway today are 
cancer patients. Because of modern cancer treatment, 
patients live longer, and other underlying diseases must 
also be followed up [3]. Among patients diagnosed with 
breast, lung, prostate, and colon cancer, more than 80% 
reported at least one comorbid disease [4].

Diabetes is a worldwide health challenge, and it is 
estimated that over 780  million people will be affected 
by 2045 [5]. The disease affects about 8.5% of the adult 
population worldwide [6]. The prevalence of diabetes 
among cancer patients ranges from 8 to 18% [4]. In gen-
eral, patients with diabetes are encouraged to meet spe-
cific agreed treatment goals in order to avoid or delay 
complications and improve their general wellbeing [7]. 
In patients with cancer, treatment of the cancer itself 
may overshadow a non-cancer diagnosis such as diabe-
tes [5]. In addition, people with diabetes often have other 
chronic diseases, such as high blood pressure, cardiovas-
cular disease, kidney disease, and neurological complica-
tions, which add to the advanced and complex state of 
disease. For patients with advanced cancer and diabetes, 
a shift may occur in the focus, from strict glycemic con-
trol to preventing symptoms of hypoglycemia and hyper-
glycemia [8, 9]. Providing care for patients with diabetes 
in palliative care imply that the treatment needs to be 
tailored to the unique circumstances of each individual 
taking difficult blood glucose control into consideration 
regardless of type of diabetes.

Diabetes research conducted in palliative care settings 
is sparse, and mostly comprises research of low method-
ological quality or expert opinions [10, 11]. The aim of 
this study was therefore to explore healthcare profession-
als’ experience of treating patients with diabetes in pallia-
tive care from the perspective of nurses, physicians, and 
dietitians.

Methods
This was a qualitative study conducted in specialist and 
primary care settings. The study is reported in accor-
dance with the COREQ (Consolidated Criteria for 
Reporting Qualitative Research) Checklist [12].

Study participants and recruitment
Participants were recruited from four palliative care units 
located in the eastern part of Norway. They comprised 
specialized palliative care units in two hospital settings, 
one hospice unit in a nursing home, and one dietary care 
unit providing counselling in the municipality. These set-
tings are mainly providing palliative care in late stage 
and end-of-life stage. The inclusion criteria were nurses, 
physicians, and dietitians who had worked for more than 
six months in palliative care, had more than six months’ 
experience of caring for patients with diabetes in a pallia-
tive setting, and were able to communicate in both writ-
ten and oral Norwegian. Participants with less than one 
year of experience as healthcare providers were excluded. 
Potential participants were approached by their man-
agers, who informed them about the study and invited 
them to participate.

Data collection
Based on the aim of the study, a semi-structured inter-
view guide (Suppl file 1) was developed by the first author 
(SS), a female diabetes nurse specialist, in collaboration 
with another diabetic nurse specialist and one cancer 
coordinator. The last author (MG), who is a Professor of 
Nursing at the university, and one palliative care nurse 
specialist (REM) provided input in connection with 
finalization of the guide. The interview guide was used 
to enable participants to respond in their own words, 
thereby emphasizing their views. A pilot interview 
was conducted with one nurse in specialist care, which 
resulted in some adjustments to the interview guide. The 
pilot interview was not included in the analysis.

We conducted interviews with eleven women and one 
man. Eight participants were nurses, two were physicians 
and two dietitians. The participants had worked with 
patients in a palliative care setting for from three to eigh-
teen years. A schematic representation of the workplace, 
further education, or specialization is shown in Table 1.

All the interviews were conducted face-to-face by the 
first author. The participants chose the location of the 
interviews. Most interviews were conducted at the par-
ticipants’ workplace during their working hours, except 
for one interview which took place in the home of the 
participant. The interviews were performed by the first 
author between September 2022 and January 2023 and 
lasted for from 17 to 77  min (average 46.5  min). They 
were audio recorded using a digital voice recorder and 
transcribed verbatim by the first author (SS).

Data analysis
The interviews were analyzed following the six steps of 
thematic analysis described by Braun and Clarke [13–15] 
(Table 2).
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Thematic analysis is theoretically flexible. It focusses on 
identifying, analyzing, and reporting patterns of meaning 
across a dataset [13]. When conducting a thematic analy-
sis, the researcher continuously moves back and forth 
between the different steps, uses open coding to develop 
themes, and revises them in all steps of the analysis 
[13–15].

Initially, all researchers read all the transcribed data 
several times to familiarize themselves with the data. 
Then each author noted down their preliminary thoughts 
and generated codes. The study team met for three 
workshops. At the first meeting, the first author shared 
her initial thoughts and preliminary codes. The other 
researchers provided feedback and added to the discus-
sion by sharing their codes to reduce researcher bias. At 
the second workshop, all four researchers shared their 
thoughts on the data material that were relevant to the 
aim of the study, assessed codes by pattern, and dis-
cussed how different codes could be combined to form 
themes. At the third workshop, all the authors reviewed 
and discussed the themes presented by the first author 
and shared their reflections on creating new codes and 
themes. The group reflected on data that fell outside the 
previous coding. The first author then continued the pro-
cess and drafted the paper.

Ethical considerations
The study was conducted in accordance with the Decla-
ration of Helsinki. All participants gave informed written 
consent to participate in the study and to the record-
ing. They were informed that they could withdraw from 

the study at any time without giving a reason. An appli-
cation was sent to the Regional Ethics Committee for 
Human Research (REK), which assessed the project as 
not requiring notification (ref. 492437). The project was 
then approved by the Data Protection Officer at AHUS 
hospital and Lovisenberg Diaconal Hospital, and the 
Norwegian Agency for Shared Services in Education and 
Research (SIKT) (ref. 550782).

Results
The analysis revealed three main themes in the health-
care professionals’ experiences of providing palliative 
care for patients with diabetes. The first, “Quality of 
life is the main focus”, shows that the healthcare profes-
sionals’ main focus was on comforting patients through 
engagement and communication. The second, “An indi-
vidualized approach”, emphasizes that the treatment was 
tailored to the unique circumstances of each individual 
and took factors such as life expectancy, difficult blood 
glucose control, and multidisciplinary collaboration, 
into consideration. Finally, “Diabetes in the background” 
showed that the healthcare professionals only expressed a 
modest focus on diabetes. The need for vigilance in man-
aging diabetes was recognized as an additional dimension 
of healthcare, but limited knowledge of diabetes guide-
lines, technical tools, and treatment options highlighted 
the insufficient emphasis on diabetes treatment.

Quality of life is the main focus
The main focus of the healthcare professionals was on 
comforting patients by optimizing their health and satis-
faction through engagement and communication aimed 
at improving their quality of life. They tried to adapt to 
the patient’s dietary wishes and emphasized that this way 
of working is necessary to provide the patients with holis-
tic care. Having enough time for conversations between 
patients and the healthcare professionals was a key issue 
in comforting the patients. One nurse expressed this as 
follows:

Table 1 Schematic presentation of the participants’ workplace, further education, and specialization
Profession Workplace Further education/specialization
Physician The primary healthcare service Specialist in general medicine
Physician The specialist healthcare service Specialist in general internal medicine
Dietitian The primary healthcare service PhD
Dietitian The specialist healthcare service No further education
Nurse The specialist healthcare service Further education in palliative care
Nurse The specialist healthcare service Further education as specialist cancer nurse
Nurse The specialist healthcare service Further education as specialist cancer nurse
Nurse The specialist healthcare service Further education as specialist cancer nurse
Nurse The specialist healthcare service Further education as specialist intensive care nurse
Nurse The specialist healthcare service No further education
Nurse The primary health care service Furter education in family therapy
Nurse The primary healthcare service No further education

Table 2 The six steps of thematic analysis (Braun & Clarke 2021)
Step 1 Familiarisation with the data
Step 2 Generating initial codes
Step 3 Searching for themes
Step 4 Reviewing themes
Step 5 Defining and naming themes
Step 6 Producing report
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Quality of life is about so many things, you know. If 
you serve an appealing plate of good food, that’s defi-
nitely quality of life. It means that they have the nec-
essary energy and have an appetite, for example; the 
opposite is people who feel nauseous and throw up 
… that’s maybe the worst case, but, yes, things like 
that. Or you sit down and talk to them, show some 
interest in their children and grandchildren and are 
interested in who they are and what they did before 
and, yes, lots of things like that. Serve a glass of wine 
to someone who wants one, there’s a lot of quality of 
life in a little alcohol (Participant 10).

An important part of supporting the patient’s quality of 
life was to allow the patients to show emotions and cry. 
In addition, calmness, having enough time and opportu-
nity to listen to the patients, and allowing the patients to 
take breaks in the conversations was experienced by the 
healthcare professionals as important to promote quality 
of life. They also noted that engaging with the patient’s 
family would benefit the patient.

Providing each individual patient with customized 
information was seen as an important factor. Patients’ 
input in conversations with healthcare providers was 
vital when determining personalized treatment and care. 
This was expressed as follows by a nurse:

But if a measure is in line with what the patient 
wants, that’s often the best thing, rather than, eh, us 
checking the level less often or a bit more often than 
the patient wants in a way, so the measure is often 
best if it is in line with what the patient thinks is 
important there and then, and that they feel okay. 
And some of them hardly notice fluctuations in their 
blood glucose level, while others feel very poorly 
because of such fluctuations (Participant 2).

Some participants emphasized the importance of main-
taining strict glycemic control for certain patients, as 
they had observed the challenges faced by patients who 
struggled to relinquish tight glycemic control. Some said 
that they would rather adjust the patients’ blood glucose 
with insulin than restrict what they could eat. It could 
sometimes be a challenge for the healthcare profession-
als to see patients refusing to eat sugary foods because 
of their lifetime experience of following a strict glycemic 
control regime. One of the dietitians said:

I think that we are really good at accommodating 
the patients, on what they themselves want. If they’re 
a bit rigid and inflexible about those things, then we 
let them be like that as well … you kind of keep in 
step with them, help them to feel okay … be able to 

eat what they want as far as possible. That’s where I 
think that we do our best (Participant 1).

They also experienced that some symptoms of diabetes 
can mimic symptoms the patients can suffer from. One 
nurse put it as follows:

It’s kind of, I don’t know … the diabetes and the pal-
liation are like, there are so many things that merge 
together in one way or another (Participant 9).

An individualized approach
The healthcare professionals emphasized tailoring and 
individualizing diabetes treatment according to each 
individual’s unique circumstances based on their life 
expectancy, difficult blood glucose control, and multidis-
ciplinary collaboration.

Tailoring diabetes care to life expectancy
Some of the patients were hospitalized for a short period, 
while others were hospitalized for symptom relief and 
were discharged to their homes. If the patients were dis-
charged to their own homes with a life expectancy of 
several months or even years, they usually followed the 
previously prescribed treatment of blood glucose-low-
ering medication and blood glucose measurements as 
they had before they were admitted. One of the nurses 
described this as follows:

If medicines have been discontinued and they are 
eating very little, then we don’t check the blood glu-
cose level if they are only expected to have a very 
short time left, hours or days, but if it’s someone who 
we expect to live for weeks or months, then we do 
check it. So there can be that difference (Participant 
2).

The participants pointed out that medication and mea-
suring blood glucose were discontinued when the 
patients stopped eating and drinking. However, they did 
not have specific procedures to follow. One physician 
said the following:

I think like, I do at least, I think that when the 
patient is no longer eating and drinking, then I 
believe it’s meaningless to give them insulin. It will, 
you know … if they get diabetic ketoacidosis, then so 
what? It makes no difference, in my view (Partici-
pant 11).

Another physician said that insulin treatment was main-
tained for somewhat longer if the patient had type 1 
diabetes:
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That we continue the insulin treatment a little longer 
in such case and are perhaps a bit more concerned 
about glycemic control, then maybe … but it’s only 
a gut feeling I have, that we are a bit stricter about 
that or that we maybe keep up this strict type 1 dia-
betes treatment a bit longer then (Participant 12).

Some noted that they tended to pay more attention to 
unpleasant symptoms and side effects caused by medica-
tions administered to treat other comorbidities, such as 
high blood pressure or high cholesterol, than the patient’s 
diabetes. They were keen to take a critical look at the list 
of medicines to eliminate discomfort and try to improve 
the quality of life.

More difficult blood glucose control
Treatment with corticosteroid was mentioned as a chal-
lenge because it tends to make glycemic control more 
unstable, more fluctuating, and difficult to manage. The 
consequence of this was more measuring of blood glu-
cose levels or insulin injections. Corticosteroids increase 
blood glucose levels and measuring blood glucose is 
therefore essential. One nurse said:

It’s not unusual for someone to be given steroid 
treatment that often has a very strong effect on the 
blood glucose level and that can be difficult to con-
trol (Participant 3).

During the analysis it became clear that it could be dif-
ficult to manage blood glucose when treating patients 
with diabetes in palliative care, and that each patient 
could react differently to the same blood glucose levels. 
The healthcare professionals stressed that the number of 
measurements was individualized based on the patient’s 
requirements, how stable their blood glucose was, and 
life expectancy. One of the dietitians put it as follows:

How high a blood glucose level people tolerate is 
variable, you know – some of them are very affected 
by it, while others can have a pretty high level with-
out seeming to be so very troubled by it (Participant 
8).

A multidisciplinary approach enables individualization
Multidisciplinary teams play a crucial role in palliative 
care, which promotes an individualized approach. The 
participants stressed that the diverse expertise of the 
healthcare professionals involved contributed to tailoring 
care based on their unique perspectives. By collaborating 
with one another, they provided holistic support. They 
emphasized that they had regular weekly meetings at 
which the voices of all team members were given priority 

and emphasis was placed on the healthcare profession-
als’ own experience. Almost all the participants stated 
that the way they worked in palliative care was unique in 
terms of cooperation between the various professional 
groups. One of the nurses put it as follows:

Everyone is present at least several times a week … 
sometimes we also have multidisciplinary meetings 
if there are some patients we find it especially chal-
lenging to help (Participant 2).

Diabetes in the background
The healthcare professionals had a modest focus on 
diabetes treatment. Consideration of diabetes was not 
prominent, but rather another aspect of the health of the 
patient they had to be aware of. The lack of attentiveness 
to technical tools and treatment choices, diabetes guide-
lines, and care-decisive competence underscored that 
awareness of the diabetes treatment was not prominent 
in palliative care.

Symptom control is the main issue
The participants emphasized that the treatment of diabe-
tes in palliative care focused on trying to avoid blood glu-
cose spikes. Symptom control was the main issue, while 
the diabetes guidelines were more in the background. 
The healthcare professionals addressed patients’ most 
troublesome symptoms, such as pain, dry mouth, short-
ness of breath, and anxiety. Diabetes received limited 
attention and was often considered a secondary rather 
than a primary concern in palliative care. One physician 
said:

I don’t feel that it’s been like … I sort of feel that dia-
betes has always been a kind of, yes, a secondary 
diagnosis. I feel that it’s never been, like, the primary 
focus (Participant 12).

Thus, the healthcare professionals focused more on the 
symptom pressure of the patient than on their diabetes 
and treatment options, described as follows by one nurse:

It’s not the diagnosis that matters, it’s more the 
symptom burden (Participant 3).

Still, the healthcare professionals expressed differ-
ent opinions to whether patients should continue with 
dietary restrictions because of their diabetes. Some par-
ticipants were concerned that the patients should have 
a diabetic diet to adapt the food to their diabetes. One 
nurse expressed it like this:
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When it comes to diet, for instance, it is very differ-
ent how we nurses practice this matter as well, so 
some have probably tried to be on the stricter side 
because they want to do everything possible in terms 
of food, while others think that the national guide-
lines should be taken notice of (Participant 4).

Another nurse emphasized that they encouraged all 
patients to eat what they wanted to:

“I think that in relation to diet, we can have the 
kitchen staff to accommodate wishes to get adapted 
food to each individual (Participant 3).

Given the fact that many patients with advanced disease 
experienced reduced appetite, they emphasized ensur-
ing that the food provided did not exacerbate any exist-
ing issues for the patients and instead tried to enhance 
the patients’ well-being. However, some of the healthcare 
professionals highlighted that they explained to patients 
that eating unhealthy food that caused too much dis-
comfort might not be worthwhile. As an alternative, they 
highlighted getting enough energy to function during 
the day or eating to experience joy without feeling guilty 
about it. One dietitian put it as follows:

That they get enough energy from the food without 
this creating problems for them, but that they none-
theless get enough energy to manage to do what they 
want to do (Participant 8).

Lack of training in technical tools for diabetes treatment
Some healthcare professionals stated that they had only 
received guidance in the use of glucose sensors from the 
patients. The patients were mostly able to use the glucose 
sensors themselves. None of the participants said that 
they had been trained in the availability and use of new 
technical tools by other healthcare professionals. One 
nurse found sensors difficult to manage:

I must say that I find it a bit difficult with those sen-
sor things when I haven’t been given training, and 
maybe I sound like an 80-year-old, but I think it’s 
difficult, you know (Participant 4).

Another challenge was that, if the sensor was con-
nected to a personal mobile phone rather than a reader, 
the healthcare professionals needed to have access. The 
patients then had to share their private login codes with 
them. Likewise, without previous experience of using 
insulin pumps it could be easier to treat patients with 
insulin pens versus insulin pumps because of the lack of 
experience.

With poorly patients, when they deteriorate …, then 
I think that it’s almost easier with a pen … of course, 
that also has to do with my experience with insulin 
pumps (Participant 3).

Lack of significant diabetes guidelines and care-decisive 
competence
Some of the participants said that they did not have much 
prior knowledge of diabetes. They pointed out that they 
relied on previous experience of treating diabetes when 
they worked with diabetes patients in palliative care. It 
was desirable to have some knowledge of diabetes treat-
ment beforehand. One nurse said:

So, there’s a lot of concerns with diabetes patients 
here that you have to be aware of, you should prefer-
ably have some prior knowledge before starting here 
(Participant 9).

The care that the healthcare professionals provided to 
patients with diabetes in palliative care depended on 
their individual experience, knowledge, and competence 
as regards diabetes treatment.

The study revealed that healthcare professionals lacked 
guidelines and procedures for diabetes treatment in palli-
ative care, and that they primarily relied on clinical judg-
ment and prior knowledge when treating these patients. 
One physician put it as follows:

It’s not like a written procedure, more that we are 
so few doctors here and that we have such exten-
sive experience that we do it, but slip-ups can occur 
because we don’t have written procedures for it. We 
don’t have procedures for it, it’s not written down in 
one of those, in a plan, you know, so you just have to 
remember it (Participant 12).

Some of the participants experienced that it might actu-
ally be difficult to have guidelines that suited everyone 
because of the different needs the patients have. One 
nurse said the following:

It’s a bit difficult to have guidelines that are suitable 
for everyone and there are a lot of needs that must 
be considered, such as, well, how much do they eat 
and how stable was their blood glucose level before, 
what do they usually do (Participant 2).

Discussion
This study explored healthcare professionals’ experiences 
when providing palliative care for patients with diabe-
tes. The findings revealed three main themes: the first 
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emphasized quality of life as the main focus, the second 
accentuated individualized care, and the third demon-
strated that diabetes was recognized as being somewhat 
in the background.

The healthcare professionals’ main focus was on mak-
ing sure that the patients had the best possible quality of 
life. They experienced that relational care and sufficient 
time for conversation could contribute to increasing 
the patient`s wellbeing. They were attentive to adapting 
to the patients and families’ wishes to promote the best 
treatment. The Norwegian general guidelines for pallia-
tive care recommend utilizing advanced care planning to 
give patients and their families an opportunity to express 
treatment preferences and receive appropriate symptom 
management [16]. Although diabetes-specific guidelines 
are lacking in palliative care in Norway, international lit-
erature describes challenges and strategies for end-of-life 
care of people with diabetes [7]. Healthcare profession-
als can help patients with diabetes by developing suit-
able care plans based on their values and preferences to 
enhance their quality of life and help them avoid bother-
some terminal treatment. To avoid troublesome terminal 
treatment, healthcare professionals should discuss the 
patient’s wishes and preferences in relation to the treat-
ment of their diabetes early in the palliative phase.

In the present study, the healthcare professionals 
stressed that patients were urged to eat whatever they 
wanted. Food plays an important part in social interac-
tion and can give a feeling of pleasure and enjoyment 
[17]. The patients were therefore encouraged to eat 
both for pleasure and to get enough energy to be able 
to do the things that were important to them. However, 
some of the healthcare professionals took a slightly dif-
ferent approach as regards diets for patients with dia-
betes. They stated that they tended to be on the stricter 
side. This attitude differed from the standpoint of the 
dietitians, who communicated that they considered this 
an old-fashioned attitude. They claimed that healthcare 
professionals at the unit could adjust the patients’ blood 
glucose levels using insulin rather than restricting what 
they could eat. Although dietitians ought to have a more 
pivotal role in the treatment and care of palliative care 
patients with diabetes, access to a dietitian’s expertise is 
unfortunately depending on the level of health care one is 
receiving and the organization of the palliative care ser-
vice. In the literature, it is stated that a flexible approach 
to food choices is beneficial for patients with diabetes in 
palliative care [10, 18, 19]. It is also pointed out, however, 
that it may be difficult for some patients not to meet their 
diabetes treatment goals at this point in life, as this may 
be perceived as giving up [20]. The participants stated 
that they had experienced that patients had found it 
challenging to relinquish strict glycemic control. These 
patients often needed more reassurance and dialog.

Previous research shows that patients may benefit from 
healthcare professionals having some diabetes expertise 
so that they can better treat diabetes ailments and sup-
port the patients in a palliative setting [10, 17, 21]. In 
high-quality palliative care providing the healthcare pro-
fessionals working in these settings with basic knowledge 
on handling diabetes in a palliative phase is important for 
the patients` feeling of optimal care and safety. Health-
care professionals should recognize that the burden 
of symptom severity is crucial for the patients in a pal-
liative phase and thus provide optimal diabetes care to 
avoid unnecessary symptom severity [22]. Our findings 
highlight that the healthcare professionals wanted to pro-
vide patient care in a holistic perspective, and that com-
munication and care planning that is tailored to patients’ 
preferences plays a crucial role. Patients want healthcare 
professionals to listen and acknowledge their own exper-
tise in managing their diabetes [21]. Nevertheless, the 
results in the present study underscore that, when the 
patients’ health deteriorated and their life expectancy 
decreased, healthcare professionals became more relaxed 
about glycemic control. This is somewhat in contrast to 
previous research on the experiences and care prefer-
ences of people with diabetes at the end of life. It under-
scores that patients prefer to be monitored closely to 
avoid hypoglycemia and hyperglycemia and to promote 
their comfort [23]. However, our results show that the 
healthcare professionals were more likely to follow up the 
patient’s more carefully with frequent blood glucose mea-
surements when the patients started on corticosteroids. 
This is in line with other literature warning that this 
medication can make blood glucose levels more unstable 
and harder to treat [24]. To reduce the risk of high blood 
glucose levels during the day while using corticosteroids, 
patients could benefit from more careful blood glucose 
measurement and being given diabetes medication such 
as insulin in the morning [20].

Symptom assessment and management is an essential 
component of palliative care, and the findings from our 
study accentuate that the healthcare professionals placed 
significant emphasis on treating symptoms in a holistic 
way. Multidisciplinary teams play a crucial role in pal-
liative care and promote individualized approaches. The 
participants in our study found this way of working to 
be satisfactory and necessary to provide the best pos-
sible care for the patients. Such diverse expertise among 
healthcare professionals can contribute to tailoring care 
based on their unique perspectives [16]. However, it was 
also evident that some of the participants displayed a 
lack of professional awareness as regards diabetes. They 
neither recognized nor found the connection between 
diabetes and other comorbidities to be important. They 
were more concerned with symptom control and allevi-
ating troublesome symptoms such as pain and nausea. 
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However, it was emphasized that the goals for diabetes 
management in end-of-life care need to focus on com-
forting and controlling distressing symptoms through 
simplified treatment regimens that promote quality of life 
[9]. Managing risks and benefits, while at the same time 
preventing hypo- or hyperglycemia situations is a con-
tinuing process [21].

The healthcare professionals nonetheless had a modest 
focus on diabetes and tended to regard it as a secondary 
diagnosis. Their attentiveness to diabetes treatment and 
the effect diabetes had on other symptoms was not prom-
inent. This has also been shown in other research that has 
indicated that healthcare professionals may not devote 
enough attention to the patients’ diabetes when they are 
admitted for other diseases [23]. Moreover, healthcare 
professionals may not take into account diabetes-related 
factors that concur with other symptoms if they fail to 
measure blood glucose consistently [23]. In this respect, 
healthcare professionals’ prior experience and expertise 
may affect the diabetes treatment given. The Diabetes UK 
End of Life Guidance for Diabetes Care emphasizes that 
it might benefit the patients if healthcare professionals 
are more attentive, reflect on their own knowledge and 
professional development needs [17, 18]. Apart from hav-
ing enough knowledge to capture the severity of symp-
toms themselves, they might consider asking for support 
by endocrinologists or specialist nurses when needed.

The findings from our study indicate that healthcare 
professionals lacked training in technical tools for dia-
betes treatment. Such tools, e.g., continuous glucose 
monitoring (CGM), have the potential to offer a less 
bothersome approach to monitoring blood glucose [25]. 
However, some of the participants found using it rather 
difficult because of a lack of training. Moreover, they 
stated that needing to know the patients’ mobile phone 
access codes when patients used glucose sensors was 
invasive in relation to the patients’ privacy. Guidelines 
from the United Kingdom (UK) state that, when patients 
cannot control the CGM themselves, it is not necessary 
to discontinue its use if the healthcare professionals are 
given adequate training in how to use it [17]. Findings 
from a previous case study show that a pre-calibrated 
CGM combined with a closed-loop system could be a 
safer and less bothersome way to measure blood glucose, 
and that it might help to individualize and follow the 
patient’s glucose goals [25].

To ensure good diabetes treatment in palliative care, it 
would be beneficial if healthcare professionals were well 
trained in managing diabetes [17, 20]. We found that 
diabetes treatments, such as measurement and insulin 
injections, were discontinued when the patients were no 
longer eating and drinking, regardless of the patient’s dia-
betes type. This is in contrast to guidelines from the UK, 
which suggest that insulin should never be discontinued 

for those who have type 1 diabetes [17]. Giving insulin a 
bit longer if the patient has type 1 diabetes might reduce 
the risk of unpleasant symptoms. Our results also show 
that some of the healthcare professionals did not see it 
as a problem that patients developed ketoacidosis as they 
approached death. This is somewhat unexpected as pre-
vious research has shown that patients may find hypo- 
and hyperglycemia quite uncomfortable [17, 23].

The importance of providing condition-specific, end-
of-life care is described in the literature [26]. The absence 
of diabetes-specific guidelines in palliative care, as shown 
in our study, may result in varying treatment approaches, 
depending on healthcare professionals’ prior experiences 
of diabetes in palliative care. In order to facilitate excel-
lent quality care, it is important to provide accessible and 
concise clinical recommendations for healthcare profes-
sionals [17].

Study strengths and limitations
This study made it possible to explore and get more 
insights in the healthcare professionals` experiences 
of providing palliative care to patients with both type 1 
and type 2 diabetes. Although these findings cannot be 
transferred directly to other palliative contexts, they 
might shed some light on challenges also experienced in 
other palliative care units. Their experiences may guide 
the healthcare professionals to give a more holistic pal-
liative care in the future. The credibility of the study is 
strengthened by the research team comprising nurses 
with extensive experience of diabetes as well as palliative 
care. Moreover, it is a strength that two of the researchers 
have considerable experience of qualitative data analy-
sis. Preconceived notions about diabetes, palliative care, 
and qualitative methods proved positive when develop-
ing the interview guide. Such expertise ensures that rel-
evant data were collected and that appropriate follow-up 
questions were found that it would be natural to ask in 
the interview setting. Although one of the interviews 
lasted only 17 min this informant managed to enrich the 
data with more variation and insight on the topic. It was 
a strength that a pilot interview was conducted since this 
made it possible to further adjust the questions. On the 
other hand, despite considerable clinical experience, a 
preunderstanding of treating diabetes and palliative care 
patients may also be a limitation in the analysis process. 
To ensure that preconceptions did not take up too much 
space, reflexive discussions were held throughout the 
analysis process. The extensive clinical experience of the 
research group in the field of diabetes care and palliative 
care facilitated reflection during the analysis, as well as 
awareness of our assumptions in this process. However, 
it might be a limitation that we did not include other pro-
fessions, such as physiotherapists and endocrinologists.
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Conclusion
The treatment approach for patients with diabetes in 
palliative care primarily emphasizes symptom relief and 
personalized adjustments, sometimes leading to the dia-
betes diagnosis being pushed into the background. End-
of-life treatment of diabetes depends on the healthcare 
professionals’ experience, professional views, and the 
circumstances of each individual. The lack of diabetes-
specific guidelines in palliative care contributes to dif-
ferent approaches. Further research is warranted to help 
improve clinical practice.
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