Asian Nursing Research xxx (xxxx) xxx

Contents lists available at ScienceDirect

Asian Nursing Research
journal homepage: www.asian-nursingresearch.com

Research Article

“Life is Bitter and Sweet”: The Lived Experience of Ethnic Minority
Elders with Type 2 Diabetes Mellitus in Rural, Thailand
Khanittha Pitchalard,1, 2 Pawadee Wimolphan,1 Onnalin Singkhon,1
Janice B. Grifﬁn Agazio,3 Katemanee Moonpanane1, *
1
2
3

School of Nursing, Mae Fah Luang University, Thailand
Center of Excellence for the Hill Tribe Health Research (CEHR), Mae Fah Laung University, Thailand
Conway School of Nursing, The Catholic University of America, USA

a r t i c l e i n f o

s u m m a r y

Article history:
Received 6 December 2021
Received in revised form
23 May 2022
Accepted 25 May 2022

Purpose: The purpose of this study was to describe the lived experience of ethnic minority elders (EME)
with type 2 diabetes mellitus (T2DM) to understand an individual's experience, perception, and behaviors connected to T2DM in rural areas where support is limited.
Method: The hermeneutic phenomenological methodology was used to explore the lived experience of
EME with T2DM by using conversational interviews. Twenty EME were interviewed. The data analysis
and interpretation followed the thematic analysis by van Manen.
Results: Analysis highlighted an overarching theme of “Life is Bitter and Sweet” and three main themes:
(1) the struggle of living with diabetes, (2) living with inequalities, and (3) dealing with diabetes that
reﬂects the experiences of EME with T2DM living in underserved areas based on the cultures, beliefs, and
spirits.
Conclusions: The ﬁnding led to recommendations to strengthen interventions by family members,
improve supportive systems and services to improve knowledge, self-management, and maintain
physical well-being in order to increase the quality of life for the EME with T2DM.
© 2022 Korean Society of Nursing Science. Published by Elsevier BV. This is an open access article under
the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
Diabetes mellitus (DM) is a common chronic disease and a major
public health problem worldwide. The proportion of people with
type 2 diabetes is increasing in most countries and it is expected that
the number will rise to 700 million by 2045 [1]. Approximately 90%
of people with diabetes have type 2 diabetes mellitus (T2DM) [2].
The increasing prevalence of T2DM is usually attributable to factors
such as aging populations and an increasing level of sedentary lifestyles that seem to accompany economic development. According to
a current study in the United States, 22% to 33% of people over
65 years of age diagnosed with T2DM experience a higher risk of
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lower extremity amputation, myocardial infarction, visual impairment, and end-stage renal disease than the rest of the population
[3,4]. In Thailand, the prevalence of T2DM in people over 65 was
10.1% in 2014 and is already at 19.6% in 2020. Over half (52.4%) of the
elderly with T2DM failed to control their blood sugar level (HbA1c
>7%), and approximately 200 people die of the consequences of
T2DM every day [5,6]. Moreover, this situation may be worsening
due to poor access to healthcare, low levels of disease management,
and poverty, especially among vulnerable people who live in poorer
communities and rural or mountainous areas [7e10].
In Thailand, an estimated 6.1 million ethnic minorities comprise
9% of the total population and live mostly in Chiang Rai Province
[9]. The identities of ethnic minorities are displayed in multiple
ways, such as lifestyle, language, beliefs, culture, attitudes, values,
and economic status. Ethnic minorities have long been stigmatized
as alien, uncivilized, and dangerous [11,12]. Ethnic minority elders
(EMEs) are a clear example of a vulnerable group who suffer inequalities in the healthcare systems of all countries due to language
barriers, health literacy, or self-care management [13]. Apidechkul
et al. (2018) reported that over 30.0% of EMEs were not granted a
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Thai identiﬁcation (ID) card, which is used to access public services,
including free medical services [14,15].
Most of the previous studies focused on the prevalence or incidence of T2DM, factors related to hospitalization, and other comorbidities in the elderly. These studies were used to amplify treatment
regimens but did not provide a deep understanding of their experiences [11,14e18]. To date, there is little available information with
respect to the EME with T2DM. There is a need to gain a deeper
understanding of their perspectives and about their understanding
and management of their disease in rural and underserved areas
[19]. The purpose of this study is to describe the lived experience of
EME with T2DM and to understand individual experiences, perceptions, and behaviors related to T2DM in rural areas.
Methods
Study design
For this study, Max van Manen's hermeneutic approach was chosen
as a methodology that offers researchers a way to explore and understand the complexity of a phenomenon or interest by empatheticallycapturing and transmitting the sense and feeling of living through
different experiences. Van Manen's approach, which is explicitly
hermeneutic, recognizes the role of the researcher as an interpreter
and even as an inventor of meaning and provides researchers with
space to identify and understand various perspectives on human experiences. The use of hermeneutics phenomenology enables the
exploration of participants’ voices, feelings, emotions, attitudes, and
nuances of EME when living with T2DM in rural areas [20].
Van Manen's approach goal is to attempt to describe a lived
experience in a way that retains and communicates the essential
meaning of that experience [20]. Van Manen's approach offers a
strong philosophical concept grounded and built upon the works of
early phenomenological philosophers. This approach is appropriate
for this study as little is known about the investigated phenomena,
and relevant information in the current literature is scarce [21,22].
Van Manen portrays the methodical composition of phenomenology
as a dynamic interplay among six research activities: (1) identifying
the phenomenon of interest; (2) exploring evidence as it is lived and
not as it is preconceived; (3) reﬂecting on themes; (4) writing and
rewriting; (5) maintaining a strong and oriented relationship with
the phenomenon; (6) considering the parts as a whole of the phenomenon in question [20]. Following this methodology, the transcripts and textual data of the participants' stories were examined,
and the spoken accounts of their experiences were interpreted to
discover what was telling, meaningful, and thematic. From the participants' life stories, a rich textual description was produced and
interpreted for meaning. The aim of phenomenology is to transform
lived experience into a written format in a way that challenges
normative assumptions, making the text a reﬂective appropriation of
something meaningful and offering a crucial paradigm, solutions,
and relevance to nursing as a research methodology [23].
Setting and sample
Twenty EMEs with T2DM who met the inclusion criteria were
invited to participate in the study by a nurse at a subdistrict health
promotion hospital (SDHPH) during their monthly medical
appointment. Participants were recruited from two disadvantaged
villages in the Mae Chan district and were approximately 60 km, or
about 2 hours away, from the provincial capital. The following
criteria were used to recruit participants into the study: 60 years of
age or older, able to speak the Thai language, and diagnosed with
T2DM over a 5-year period with no cognitive disorders, as indicated
by a Mini-Mental Status Examination (MMSE) below 24.

Data collection
Descriptions of EME with T2DM were obtained through indepth interviews and open-ended questions. Interviews took
place from September 2019 to January 2020 and were conducted in
Thai. They were held in locations preferred by each EME, including
their home, an SDHPH meeting room, and community centers.
These meetings were conducted face-to-face, and the questions
asked were based on the study objectives.
The researchers on this project worked at a university and came
from various backgrounds. Two held doctorates in nursing and
were qualitative experts, two were advanced nurse practitioners in
chronic care elderly, and one was a community nurse professional
with extensive experience with the ethnic minority population in
these areas and qualitative method expertize. The primary investigator set up a three-day research workshop for team members to
mentor and train junior qualitative researchers in critical and reﬂexive engagement with the data and other team members, such as
trained research assistants, in overcoming language problems
during interviews.
During the ﬁrst meeting, the researchers established a rapport
with the participants by introducing the research members, asking
the participants questions, and giving them information about the
study objectives. This step was important as it allowed the participants to feel comfortable, thereby encouraging them to provide
more detailed information. The interviews were carried out by KP
and KM, who were qualitative experts with 10 years of experience,
and initiated with a broad, open-ended question that prompted the
participants to talk freely about their experiences of living with
T2DM in rural areas. Typical questions were: (1) “What do you
know about T2DM? What was it like when you were diagnosed
with T2DM?” (2) “Can you describe a typical daily activity in your
life?” and (3) “What kind of support do you have when experiencing T2DM?”
Narrative data collection can provide access to ethnic elders'
experiences of facing inequity in healthcare services by listening to
their voices and understanding their circumstances [20]. It may also
add to a continuing care model, instead of focusing on pathology
and disease. As participants narrated their stories, the researchers
prompted them to explain their particular situations with probing
questions, such as, “Could you please tell me a bit more about
that?” or “What did you think or feel about it?” For two participants
who could not speak Thai ﬂuently, trained research assistants who
were ﬂuent in Thai and could speak the same languages as the
participants helped explain and clarify particular questions. All
interviews lasted between 55 and 90 minutes, were audiorecorded, and were subsequently transcribed with the participants' permission. In addition, the participants’ diabetes personal
health booklets were reviewed after the interviews to gather
treatment history and blood sugar level.
Most
participants
were
interviewed
once
at
the
appropriate places, and the interviewing continued until we
deemed data saturation to have been reached. For three participants, more than one interview was carried out to help the
researcher probe exactly what was most important by returning to
ask participants to validate their responses to certain questions. No
more participants were recruited after 20 interviews as, at this
point, no new data, themes, or ideas emerged from the interviews,
and a good phenomenological gestalt was reached. All taped interviews were transcribed and checked for errors by a bilingual
research assistant as well as the primary investigator before being
returned to the participants for conﬁrmation and/or corrections.
Coding trees of the main ﬁndings were developed, key ﬁndings
were extracted, and data saturation was discussed among the
researchers.

Please cite this article as: Pitchalard K et al., “Life is Bitter and Sweet”: The Lived Experience of Ethnic Minority Elders with Type 2 Diabetes
Mellitus in Rural, Thailand, Asian Nursing Research, https://doi.org/10.1016/j.anr.2022.05.005

K. Pitchalard et al. / Asian Nursing Research xxx (xxxx) xxx

Data analysis
In this study, the data analysis and interpretation followed the
thematic analysis by van Manen. Initially, the interview texts were
transcribed and then reviewed by the research team several times
to gather a general understanding. Next, the main concept of the
texts was written up in two to three paragraphs (a holistic
approach), which helped the researcher immerse in the data, and
think more deeply about the phenomenon. In this approach, we
used the NVivo software package to organize the data. Each interview text was read, re-read, reﬂected transcription, and moved
back and forth between the elements of the text and the whole text
to reveal the essence and meaning of the phenomenon.
Van Manen suggests that using a team approach can strengthen
the identiﬁcation of themes by enabling the research to see beyond
the text and interpret meaning [20]. Next, the research team members exchanged views and discussed the preliminary themes. The
agreement was reached between researchers by moving ideas
around and re-visiting the original interpretation until the resulting
contents and themes were aggregated in the best possible way. Each
theme was supported by direct quotations from the participants and
captured the lived experience of EME with T2DM in rural areas.
Trustworthiness
The trustworthiness of the study was enhanced by several
strategies establishing credibility, prolonged engagement with
participants, non-participant observation, member checking, and
establishing an audit trail. Prolonged engagements ensured constant interaction with put on hold the prior knowledge about the
phenomenon of interest and abandoning ideas that were not supported by the data. We read the transcripts multiple times and
compared the coding systems results, which led to the emergence
of themes and subthemes as a measure of ensuring the trustworthiness of the data. In the course of writing the manuscript, the
emergent themes were compared with the transcripts individually
and as a whole. Sharing research ﬁndings with ﬁve participants,
three were Thai speakers and two were not ﬂuent in Thai, to
conduct a member check in order to conﬁrm its accuracy and
enhance the trustworthiness of the research. These include
reﬂecting on what participants narrated, discussed as well as issues
they did not narrate or discuss in the interviews. Finding from the
observation notes were used to validate the in-depth interview
along with a discussion of each other's interpretations which helped to identify implicit biases toward the data. Finally, contextual
information about the research ﬁndings was described in as much
detail as possible so that readers could assess whether or not the
ﬁndings were transferable. [24].
Ethics approval and consent to participate
All research protocols were performed in accordance with
relevant guidelines and regulations. All instruments and methods
were approved by the Committee (CRPPH No. 6/2562). The participants who met the inclusion criteria were informed about the
purposes, risks, conﬁdentiality, and beneﬁts before they voluntarily
decided to participate. Informed consent was obtained on a
voluntary basis. Those who could not write were asked to provide a
ﬁngerprint representing informed consent on a voluntary basis.
Results
Twenty EMEs with T2DM participated in the study (17 females
and three males) consisting of nine Lahu, six Lisu, three Mien, and
two Akha living with T2DM for an average of 10.40 years. The ages
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of the participants varied (ranging from 63 to 92 years old), and
none of the participants had attended school. The participants’
characteristics are provided in Table 1.
“Life is Bitter and Sweet”
The analysis of participant narratives revealed the overarching
theme, life is bitter and sweet, and captured the meaning of the
lived experience of the EME living with T2DM in rural areas. There
were three main subthemes. The ﬁrst, the struggle of living with
diabetes, reveals the mixed emotions of illiterate ethnic elders
diagnosed with T2DM. The second, living with inequalities, illustrates the suffering of participants who tried to access healthcare
services and faced discrimination regardless of ethnicity. The third
subtheme, dealing with diabetes, highlighted the importance of
disease management by using traditional medicine and facilitating support from family members and the community. These
three subthemes were not disparate but intertwined; the researchers interpreted them as weaving together a phenomenological interpretation of the experience of living as an EME with
T2DM in rural areas.
The struggle of living with diabetes
According to the participants’ narratives, their understanding
of T2DM depended on their level of literacy. When participants
diagnosed with T2DM were considered illiterate, most considered
themselves a burden on the family because they could not care for
themselves. Most felt overwhelmed trying to do the right thing
without a proper understanding of what they were supposed to
do.
Illiterate elders
All the participants in this study had no formal education, which
affected their ability to understand the nature of the disease, seek
information, and manage their disease. Some participants
Table 1 Detail of Participants’ Characteristics (N ¼ 20).
Characteristics
Gender
Men (mean age ¼ 74.33 years, S.D. ¼ þ15.50)
Women (mean age ¼ 68.05 years, S.D. ¼ þ4.93)
Marital status
Married
Separated
Widowed
Education
No formal education
Ethnicity
Lahu
Lisu
Mien
Akha
Number of living with T2DM
5-10 years
>10 years
(mean ¼ 10.40 years, S.D. þ 4.28)
Blood sugar level within 3 months (mg%)
<110 (mean ¼ 100.67 mg%, S.D. ¼ þ3.32)
111-125 (mean ¼ 120.67 mg%, S.D. ¼ þ4.17)
>125 (mean ¼ 146.75 mg%, S.D. ¼ þ20.47)
*data from a diabetes personal health booklet
Body mass index (Kg/m2)
<18.50
18.50-22.99 (mean ¼ 22.22 kg/m2, S.D. ¼ þ0.11)
23.00-24.99 (mean ¼ 23.94 kg/m2, S.D. ¼ þ0.49)
>25.00 (mean ¼ 27.18 kg/m2, S.D. ¼ þ1.93)

N (¼ 20)

%

3
17

15.0
85.0

16
2
2

80.0
10.0
10.0

20

100

9
6
3
2

45.0
30.0
15.0
10.0

9
11

45.0
55.0

6
6
8

30.0
30.0
40.0

2
6
12

0
10.0
30.0
60.0

-
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perceived that diabetes was not a serious disease because there was
a high number of diabetes patients in the community. They did not
realize that risk factors such as hypertension, obesity, and low
physical activity were linked to diabetes.

3e4 hours but talked with the doctor for only 10 minutes, and then
I went back to my place. It was very hard for my children, who said
that they were waiting for me for a long time. (PF3)

It was too bad … that we could not understand what was in the
diabetes handbook …. I never attended school … so the people my
age could not read or write, and some people cannot even speak
Thai. I knew I had diabetes when a nurse told me that I had very
high blood sugar and that it could lead to brain coma or damage to
my feet. Then she gave me a handbook, which was useless. (PF10)

Experiencing discrimination toward ethnic minority populations
Participants perceived alienation and differences in how they
were regarded in comparison to majority populations when
visiting the hospital. These differences led them to feel left out,
which affected their conversations, the transfer of information, and
adherence to the treatment plan. Some participants indicated
feeling frightened and intimidated when outside their community,
which affected their communication. They stated that the healthcare providers were also not proactive in providing assistance and
had not adapted to ethnic minority populations.

I can speak Thai, but sometimes I could not continue the conversation because I cannot understand, especially the medical terms in
Thai, and no one could speak my language … most of the time, so I
just said yes, no, and, okay. (PF3)

Emotional difﬁculties
The experience of illiteracy created other problems for the EME
when experiencing a disease as profound as T2DM. The problems
began when the participants were unable to gain a clear understanding of the trajectory of their disease, the treatment plan, and
self-management. This caused them to feel as if they had lost their
previously normal lives. Many participants also described feeling
frustrated, confused, overwhelmed in response to recommendations, and cognitively paralyzed, all of which caused chaos in the
lives of EME with T2DM who live in rural areas.
I cannot follow the guidelines. I cook what I have, and I decided just
live with DM …. Everything is hard … visiting the hospital back and
forth … not my life. (PF11)
The nurse said I have to exercise regularly, but I hardly do…
because I work in the ﬁeldsdit is better than exercise .... But my
sugar level remains high …. It means exercise did not help me, and I
don't think it is a problem since I can work every day (PF2).

Living with Inequalities
It was evident from participants’ narratives that their complex
living situations compounded the difﬁculties they experienced
with T2DM in rural areas. Inequalities associated with health
insecurity, geographic distances, lack of healthcare providers and
disease expertize, and poor housing conditions created barriers to
accessing better healthcare services. Another difﬁculty was that the
participants sensed that healthcare providers were condescending
or unwilling to listen, which created mistrust, active social avoidance, and degradation in the quality of their lives.
Living in isolated areas
The participants discussed a series of inequities that they
experienced as minority people. Living with T2DM in a rural area
means accepting that death is possible and that the risk of complications remains present, regardless of disease management.
Some participants mentioned that there were no diabetes specialists to care for EME with T2DM in rural areas. Their narratives
revealed a sense of despair in having T2DM while living on top of a
mountain. Some participants related their stories as follows:
There are only nurses and health ofﬁcers … no more doctor …. If
you have serious symptoms, you have to visit the doctor in the
hospital in the city … too far and I do not have money. (PF9)
I spent 300 baht ($10) to travel to the hospital when I was receiving
a subsistence allowance of 600 baht ($20) monthly …. This is half of
my income …. And when I reached the hospital, I waited for

The problem I had with the healthcare professionals was that they
did not pay much attention to me. I could feel it …. Perhaps they
don't understand what I am saying, or maybe I am too rural, or
maybe both …. I am different from them. (PF4)
Because we are a minority, we are very intimidated in the urban
community, so I don't want to visit it …. It's so painful when I speak
to them in my language .... I will be seen as an alien and recognized
as a minority. (PF18)
Dealing with diabetes
Regardless of the EMEs’ age, family caregivers are important for
helping them manage their disease by, for example, preparing food
and medication, observing the signs and symptoms of complications,
and encouraging them to use herbs based on the cultures, beliefs,
and spirits. Many participants stated emphatically that support from
the community, especially village health volunteers (VHVs)dthat is,
lay workers who took a basic health training course developed by
healthcare providersdbeneﬁtted the ethnic minority population.
Using tribal medicines and home remedies
The EME with T2DM claimed that following professional
healthcare guidance was difﬁcult. Instead of depending on modern
medicine, many participants preferred to use their cultural practices and manage disease by themselves without adverse complications, giving them a sense of freedom. Moreover, most
participants said that they believed in ancestral spirits that live
alongside them in their homes. For them, the home serves as the
most powerful place for expelling bad spirits and diseases.
Like other people, no matter what race we are. I know modern
medicine is the best … drugs are important for diabetes patients.
But for me, I used herbs, such as lady's ﬁnger tea or chrysanthemum
tea, to reduce my sugar level. My parents suggested it and I was
okay with that (PF15).
My wife said diabetes is a chronic illness and cannot be cured. I
tried to use other methods, such as ingesting bitter leaf or getting a
gua sa massage, eating black chicken soup or offering sacriﬁces to
the ancestors. It really helps me to control my sugar no need to see
a doctor and no more medicines (PF9).

Support from family members and the community
The EME with T2DM recognized that family caregivers are the
mainstay of their physical and emotional support when enduring
difﬁculties and trying to manage diabetes. They also believed that
they would have a better life when living with their family,
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described as “sweet blood family.” The EME with T2DM were also
generally satisﬁed with the support they received from VHVs, who
were willing to help elders living in remote areas.
The VHVs visit me every month to check my blood sugar, follow-up
on my health conditions, and we speak in the same language. It
really helps to prevent complications. By the way, I say thank you to
VHVs for the services provided (PF6).
Even though my son, my daughters, and I live in different places, when
I need help, they come to see me immediately. It is not only a tribal
cultural mandate to care for their parents, but I know that they are
willing to do everything for me, such as bringing me to the hospital
and giving me money. I am always happy to have my entire family
together again. Even the VHVs called us sweet blood family (PF19).
My daughter-in-law prepared food for me. She is a VHV, and she
knows about diabetes, so she cooks food for me separately from the
others, and sometimes she has brought me to the hospital too. She
said she was taught to care for her husband's family like her family
or better. I feel it really warms my heart (PF18).

Discussion
This study aimed to understand the lived experiences of EME
with T2DM. The results reﬂect van Manen's four lifeworld existentialsdlived space, lived body, lived time, and lived otherdand offer
an understanding of EME living with T2DM in rural Thailand. In this
study, the participants indicated that home was a fundamental space
for managing their disease and providing a sense of security and
spirituality, which relates to van Manen's concept of lived space [20].
The EME with T2DM expressed that home was not only a familiar
environment but also a safe place to use complementary herbal
medicines as home remedies, such as a bitter leaf, lady's ﬁnger, and
chrysanthemum, to reduce sugar levels. Similar to this study, other
research conducted in low-resource countries, such as Sri Lanka and
Nepal, has demonstrated that patients with diabetes in rural communities were willing to take herbal medicine at home, mainly due
to availability and easy accessibility [25]. Therefore, nurse practitioners or clinicians should not underestimate the role of complementary medicines or herbs in diabetes care as evidence suggests
that they are commonly used in many low-to-middle-income
countries. However, when discussing the location in other ethnic
minority contexts, 12 participants in this study mentioned that they
did not receive appropriate care because they lived in rural areas that
lacked resources, as has been shown in other studies [26,27].
Another signiﬁcant ﬁnding from this study concerns participants' low resources and limited understanding of T2DM, which
were related to disease complications. In this study, participants
also expressed feelings about their disease trajectory as well as selfcare abilities. This relates to van Manen's concept of the lived body
[20]. Understanding the lived body existential provided the participants with insight into their disease when living with T2DM in
rural areas. In this study, most participants considered themselves
illiterate, underserved, and different from the general Thai population. This vulnerable condition increases the risk of diabetes
complications and mortality rates while decreasing quality of life
and emotional well-being. These ﬁndings support the arguments of
Adhikari et al. (2021) and Omodara et al. (2021) on barriers to and
factors limiting healthcare services for diabetes management
among elderly ethnic populations in the United Kingdom and Nepal
[28,29]. The ﬁndings also clearly illustrate the need to develop inclusive knowledge and culturally appropriate information to
improve how self-care behaviors are communicated by healthcare
providers and the participants' families.
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In the current study, the participants reported that having T2DM
affected them throughout their lifespan, beginning with their
diagnosis and continuing through the trajectory of their disease
[30,31]. This relates to van Manen's concept of lived time [20].
Routine activities for managing and controlling T2DM are required,
and some participants reported that when they experienced high
blood sugar levels, their children had to leave their jobs to take care
of them and watch over them for complications at home or in
hospital. As the literature shows, diabetes is a chronic disease, and
patients may experience difﬁculty managing their disease as a
lifelong journey and require long-term services appropriate for
ethnic minority cultures and practices from healthcare providers
[32,33].
In the interviews, the participants spoke about the strong support they received from their family members, which relates to van
Manen's concept of lived other [20]. Family members can generate
a positive environment for EME with T2DM by providing information as well as physical and emotional support. Losing abilities
or being ill led participants to initially react with anxiety, fear, and
frustration. However, previous studies have reported that support
from spouses, children, and other family members is critical in
allowing them to develop a sense of security, empathetic understanding, and compassion [34e36]. Although the participants
mentioned language barriers, healthcare shortages, and experiences with discrimination, they also valued and were satisﬁed with
help from VHVs in bridging communication gaps and sharing information directly with the participants and families using a speciﬁc language. This strategy is related to the lifeworld existential
that van Manen terms the lived relationship [20].
The ﬁndings from this study have multiple implications for
healthcare professionals who provide direct physical care and
psychological support for EME with T2DM in remote areas. A regular home visit program by culturally competent and linguistically
appropriate visitors should be provided to care for EME with T2DM
at the village level [32]. This could help control their blood sugar
levels, reduce the risk of complications, and reduce the cost of
transportation. A future study on the level of support, as well as the
development of family-based intervention programs, for EME with
T2DM in rural areas would also be beneﬁcial [37].
Limitations
The study ﬁndings must be considered within the context of
ethnic elder minority interpretation when having T2DM. There is
the potential for bias in the study ﬁndings since most of the participants were women and had no education, which may affect
their experiences living with diabetes. Two participants could not
speak Thai ﬂuently, important details may not have been captured
which might affect the amount and accuracy of the information
obtained. Few questions were also translated from local languages
into Thai, opening the possibility of translation discrepancies and
loss of language-speciﬁc nuances. Another limitation was that
many of the participants were interviewed for approximately an
hour, and it could be argued that this limited amount of time may
be an inadequate reﬂection of a whole lifetime of living with T2DM
in rural areas.
Conclusion
This study is a comprehensive examination of the experiences of
EME with T2DM in rural and underserved areas of Thailand. A
phenomenological inquiry developed by van Manen [20] was used
to explore the essence of the phenomenon and gain an understanding of the lifeworld of the elderly with T2DM in an ethnic
minority context. “Life is Bitter and Sweet” emerged, which
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highlights how EME with T2DM experience their lives. “Bitter”
refers to the difﬁculties they faced, such as geographical problems,
language barriers, and discrimination from healthcare. On the other
hand, “Sweet” refers to the feelings they experience when having
high blood sugar levels while receiving care from the family
members and the community. This study also demonstrates how
EME with T2DM seeks support from the healthcare system, which
provides recommendations for living with T2DM. It also shows the
strategies they use to maintain their everyday lives. Finally, when
reading and analyzing the narrative texts, the researchers were
somewhat surprised when EME with T2DM explained the strategies they employed when dealing with their complicated situations, such as using herbal medicine and receiving visits by VHVs
when living in isolated areas.
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