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ABSTRACT

Background: Diabetes self-care practice is essential to prevent and control complications of
diabetes mellitus. There are some studies conducted regarding diabetes self-care in Ethiopia

but there is no one in type 2 diabetes adults who have comorbid peripheral neuropathy.

Objectives: The aim of this study was to assess self-care practice intype2 diabetes adults with

and without comorbid neuropathy in Addis Ababa

Methods: An institution based cross-sectional study was conducted at three governmental
hospitals: Tikur Anbessa Specialized Hospital, St. Paul Hospital, and Zewditu Memorial
Hospital. Sample size was 216 type 2 diabetes adults (108 with peripheral neuropathy 108
without it). Sociodemographic variables, neurologic states, personal and self-care practice
parameters were checked during data collection. Data coding and cleaning was done before the
analysis of the data. Linear regression analysis was used to assess the association between
dependent and independent variables.

Result: A total of 216 study participants were included in the study with the response rate of
99.1% and from this 111(55.4%) were female. In this study, type 2 DM without peripheral
neuropathy had better diet, exercise, foot care, and SMBGL practice with significant mean
difference (p-value < 0.01)).Dietary self-care practice decreases by 0.022 units for every 1
mg/dl increase in FBS while dietary self-care practice increases by 0.228 units for every 1 unit
increase in social support score in type 2 DM patients without peripheral neuropathy.
Housewife (P-vale = 0.013) and others occupational group (P = 0.030) were significantly
associated with exercise self-care practice among type 2 diabetes patients without peripheral
neuropathy. Being male was significantly associated with foot self-care practice among
patients without peripheral neuropathy (P-value = 0.019). Being student by occupation (P-
value = 0.016) and having glucometry at home (P-value = 0.003) were significantly associated

with SMBGL practice among patients without peripheral neuropathy.



CONCLUSION: Type 2 DM patients without peripheral neuropathy have good diet, exercise,
foot care, and SMBGL practice than with peripheral neuropathy.

Key Words: Type2 diabetes, self-care practice, peripheral neuropathy.
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CHAPTER I

1. Introduction

1.1.1 Background of the Study

Type 2 diabetes mellitus which is also formerly called non-insulin dependent diabetes mellitus
results from cellular insulin resistance and relative insulin deficiency. Type 2 diabetes
accounts for more than 90% of the total diabetes mallets cases(1).Type 2 diabetes is a chronic
metabolic disorder which is characterized by multiple long-term complications that affect
almost every system in the body, including neuropathy that can lead to foot ulcers and

amputation (2).

Diabetic neuropathy (DNP) is one of the most common long-term complications of type 2
diabetes. Many of the metabolic disturbance and inflammatory processes resulting from toxic
adiposity likely contribute to the development of neuropathy(3). Diabetes mellitus causes a
broad spectrum of neuropathic complications, including acute and chronic forms of
complication affecting each level of the peripheral nerve system, from the central root to the

peripheral or distal axon (4).

DPN has an insidious onset and different atypical clinical manifestations. Early screening and
diagnosis are recommended at every health institution which is the key factor for a better
prognosis and preventing diabetic foot ulcers, amputation, or disability. Diagnostic tests for
DPN are often not properly performed in resource limited settings because of lack of
diagnostic equipment like tuning fork, mono filament test equipment and poor assessment
knowledge and skills(5).DNP is characterized by neuropathic symptoms including
uncomfortable tingling (dysesthesia), pain (burning; shooting or electric-shock like;
laminating or knife-like; crawling, or aching etc., in character), evoked pain (allodynia,
hyperesthesia), or unusual sensations (such as a feeling of swelling of the feet or severe

1



coldness of the legs when clearly the lower limbs look and feel fine, odd sensations on

walking likened to *walking on pebbles® or *walking on hot sand”) (6).

Diabetes self-care has been defined as an evolutionary process of development of knowledge,
skill and awareness by learning to survive with the complex nature of the diabetes in a social
context, because the vast majority of day-to-day care in diabetes mellitus is handled by
patients or families (7). It is an essential method of self-regulation and managing the
progression of diseases processes through the performance of activities including diet
management, exercise, blood glucose monitoring, insulin injection, cessation of cigarette
smoking and alcohol consumption. Diabetes self-care practices are considered as a cornerstone

of diabetes mellitus management program(8).

Self-monitoring of blood glucose (SMBG) is an important methods of self-care practice to
monitor glucose level in pre and postprandial time are using in the diabetic self-monitoring
protocol, but the recommended frequency of testing time may varied depend on severity of
diabetes mellitus(9).Patient engagement in self-care practice is recognized as a crucial
component of diabetes management, particularly in type 2 diabetics. The engagement of
diabetic patients in the self-management of their health should be established, with the

patient’s active roles in their own healthcare practice(10).



1.1.2 Statement of the problem

Diabetes mellitus is a global health problem. According to the International Diabetes
Federation (IDF )globally 463million(9.3%) of people living with diabetes in 2019and this
will increase to 700 million (10.9%) by 2045(11). In Africa, 19 million adults (age 20-79) are
living with diabetes. This will increaseto47 million by 2045.Diabetes mellitus has high
economic burden in Africa which is 10 billion US$ spend to diabetes in 2019 this will
increase to 17 billion US$ by 2045(12).The prevalence of diabetes mellitus in Ethiopia
153.2%(13).

Diabetic foot disease is the most common complication of type 2 diabetes mellitus. It results
from deteriorating conditions such as diabetic neuropathy (DNP) and foot ulcers causing
potentially devastating squeal including morbidity and mortality (14).DPN is a major cause of
physical disability, resulting from foot ulceration and amputation of the lower limb. More than
half of DM cases (53%) have DPN, clinical problem which has a significant negative effect on

patient's quality of life (15).

The management of diabetes mellitus largely depends on patients’ ability to perform self-care
practices in their daily lives, which include adherence to medication regimen, diet
management, physical exercise, blood glucose self-monitoring, foot care, and cessation of
smoking and alcohol consumptions. Persons who have knowledge and skill about diabetes
self-care practice are better for long term control of diabetes mellitus and for reducing the

rate of complications (16,17).

Diabetes self-care is a complex behavioral and social process, requiring not only a
comprehensive understanding of the condition but also high levels of self-efficacy.
Unfortunately, having diabetes can negatively impact the quality of life for people living with
this condition (18). Lack sufficient knowledge and awareness about the risk factor, prevention,

complication, management and progression of diabetes mellitus due to illiteracy and unclear



information given to patients by health professionals can be the cause of poor engagement of

diabetes self-care practices(19).

Patients must give meaning to their diabetes and its management through a complex frame of
subjective experiential dimensions which is (cognitive/thinking, behavioral/conative and
emotional/feeling), which have an impact on the spheres of daily life that are considered to be

crucial to management of diabetes by improving diet, and physical activity

Diabetes self-care practices vary with educational level in which respondents with lower
educational level were likely to have poor self-care behavior than those with higher level of
education(20).

Diabetes self-care practices are very important to keep the disease under control and prevent
complications. Effective management of diabetes will be challenged without adequate diabetes
self-care practice(21).

Diabetes self-care practices are promising behaviors to reduce complications of diabetes
mallets and to achieve good glycemic control(22). Though some studies have assessed self-
care practice in adults with type 2 diabetes in Ethiopia, we know little whether these practices
differ between those who have and don’t have comorbid peripheral neuropathy. The purpose
of this study is therefore, to compare diabetes self-care practices in adults with type 2 diabetes
who have and don’t have comorbid peripheral neuropathy. This study also assessed factors
associated with diabetes self-care practices in type 2 diabetes adults with and without

comorbid peripheral neuropathy.



1.1.3 Significance of the study

The results of this study will help to providing baseline data on diabetes self-care practices in
type 2 DM adults with and without neuropathy in selected governmental hospitals in Addis
Ababa. The result will also help to identify variables associated with diabetes self-care
practices among type 2 DM adult with and without neuropathy. Also, the findings of this
study will be used as evidence base for improving practice by health professionals, policy
makers, health officials, non-governmental organizations, and other concerned bodies to
enhance health status and quality care of DM patients. The findings will also provide baseline

data for future interventional studies in nursing.



CHAPTER 11
1.2 Literature Review

1.2.1 Self-care practice review

Across-sectional study conducted in Malawi shows that self-care practice was 33% among
diabetes patients(23). while a study from United Arab Emirate shows that only 37.7% the
participants had good self-care practice (24). A study conducted in Romania reveals that
quality of diabetes self-care is low in patients with neuropathy than none neuropathy(25). And
according to cross-sectional study from West India self-care activities were 25.6%prevalent
(26).

According to study conducted in Jimma only 49.1% of the participant performed diabetes self-
care practice(20).The study also showed that diabetes Self-care practices were significantly
associated with level of education, family history of DM, in which respondents with lower
educational level have poor self-care practice than higher education level (AOR=3.1,
95%Cl: 1.7, 5.8), and participant who had family history of DM had better self-care practice
than other (AOR=0.5, 9%ClI: 0.3-0.9).

Studies have also revealed that diabetes self-care practices in Bihar-Dar, Addis Ababa, and
Benishangul-Gumze were 28.4% , 55.6% and 54.3% respectively (27—-29).According to this
study patients not having a glucometry, poor diabetes knowledge, poor diabetes self-efficacy,

and no social supports were associated to poor self- care practice.

According to a cross-sectional study conducted in Gondar the prevalence of poor self-care
practice among diabetes patients was 51.86%(30) .In this study, living in rural area (AOR =
3.33; 95% CI 1.61-6.88), having social support (AOR = 0.31; 95% CI 0.15-0.62), low
income (AOR = 2.16; 95% CI 1.17-3.98) were significantly associated with poor diabetes
self-care practice. According to a cross-sectional study conducted in Nek met diabetes self-

care practices were 60.7%(31).The study showed that, poor self-care practices were more
6



likely to occur among male patients (AOR = 5.551, 95% CI = 2.055-14.997, p = 0.001),
patients living in rural area (AOR = 5.517, 95% CI = 2.184-13.938, p < 0.001), patients with
duration of diabetes < 6 years (AOR = 41.023, 95% CI = 7.373-228.257, p < 0.001), patients
with poor knowledge about diabetes (AOR = 67.917, 95% CI = 8.212-561.686, p < 0.001).

1.2.1.1 Diet related practice

According to cross-sectional study in Sri Lanka, 56.6% of diabetes patients not followed
healthy diet (fruits and vegetables, less meat and dairy products) recommendation for 3 or
more days a week. In this study diet were highly associated with FBS(22) .Another study
conducted in Malawi shows that57.28% of the participants followed general diet 6-7 days per
week but none of the participants reported taking fruits and vegetables per day(23).A cross-
sectional study in Bangladesh also revealed that44.8% of diabetes patients were not adherent

to recommended diet(32).

An institutionalized based cross-sectional study conducted in Romania revealed that diabetes
self-care practices were decreased in patients with neuropathy than diabetes patients without
neuropathy (25).According to qualitative study conducted in Addis Ababa, diabetes self-care
practice is poor even though most participant have totally avoided taking table sugar and
minimized sweet drinks and foods, income were associated(33).None of the participants
reported a meal plan that considers their diabetes. Another cross-sectional study shows that in
the same area only75.9%and 83.5%diabetes patients did not adhere to the recommended diet
,marital status, monthly income and age are positively associated(21,26,34).According to
cross-sectional study conducted in Nek met, only 69.4% of diabetes patient followed adequate

dietary plan(31).

1.2.1.2 EXxercise
A study conducted in Romania shows that physical exercise was low in diabetes patients with
neuropath than non-neuropathy which is (5 points vs. 6 points; P=0.002)(25).An institutional

based cross-sectional study conducted in Sri Lank revealed that 55.3% of participant
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performed exercise for 30 minutes 3 or more days per week, while 23.7% did not perform
exercise even for 1 day per week(22). According to this study age was significantly associated
with physical exercise in which those aged <49 years had good physical activity than those
aged >50 years. (OR =2.46, 95% CI1=1.37 - 4.44, p = 0.002).

A cross-sectional study conducted in Lebanon shows that 15.9% of diabetes patients perform
physical activity(34).Another study conducted in Bangladeshi reported that 33.2%were not
adherent exercise(32).While a study conducted in Malawi revealed that 77%of diabetes

patientperformedphysically activity for at least 30 minutes more than three days (23).

Another study in Romania revealed that physical exercise is low in diabetes patients with
neuropathy than diabetes patients without neuropathy (25).A qualitative study conducted in
Addis Ababa reported that all participants do not perform exercise regularly(33). But, across-
sectional study in the same area shows that 53% diabetes patients perform physical activity
,Sex, marital status,occupation,level of education and duration of DM were associated with
exercise(26,28).The same study also described that marital status, monthly income, and
educational level were significantly associated with physical exercise. An institutionalized
based cross-sectional study conducted in Nek met revealed that 63.5% of diabetes patient

performed adequate exercise (31).

1.2.1.3 Blood glucose monitoring

According to studies conducted Australia and North Carolina self-monitoring blood glucose
(SMBG) were prevalent in15% and 45% of diabetes patients (35,36).Another study revealed
that self-monitoring of blood glucose (SMBG) in Sri Lank was poor in that 60.3%of the
diabetes patient did not measure blood glucose even a single day per week (22).While a cross-
sectional study conducted in Bangladeshi shows that non-adherence to ‘blood glucose
monitoring was around 37% prevalent(32).While a study in United Arab Emirates shows that

only 41.7% always test blood glucose,11.9% test sometimes, and 24% never test (24).



Another study in Romania revealed that diabetes self-monitoring practices was decreased in
patients with neuropathy than diabetes patients without neuropathy(25).A qualitative study
conducted in Addis Ababa revealed that all participants were not measuring their blood
glucose regularly(33).Another cross-sectional study conducted in the same area revealed that
37% of diabetes patient did not monitor their blood glucose level(37).This study reported that
level of education and marital status was significantly associated with self-monitoring of
blood glucose level in which patients attained primary education were less likely to monitor
blood glucose than those educated at tertiary educational level. A cross-sectional study
conducted in similar area also shows that 83.5% diabetes patient did not adhere to self-
monitoring of blood glucose level marital status and occupation were associated(21).This
study shows that patients who were unemployed, more likely to practice blood glucose
monitoring than merchants(AOR [95% CI] =2.4 [1.3-5.9]). An institutional based cross
sectional study conducted in Nek met hospital in 2019adequate diabetes self-blood glucose
testing was 15% which is similar to Australian 15% (31,35).

1.2.1.4 Foot care

A cross-sectional studies conducted in Sri Lanka showed that 49.7% diabetes patient did not
perform foot care (Checked feet, wash feet, soak feet) even a single day in a week (22).
Another study in Lahore shows that only 14% of respondents had good practices for foot care
(38).

Studies have shown that in Bangladeshi 43.2% of diabetes patients did not adhere to foot care
(32).butinMalawi69%werecheckingtheir feet every day and inspecting inside their shoes,foot

care practice were associated with social support(23,26).And in Tanzania only 37.9 % of the
participants foot self-inspection was done regularly (39). Another study in Sudan revealed that
half of the patients who had foot ulcers and more than 56% of the patients with feet numbness,
tingling and needles sensation or itching, had poor self-care practice, 25% had moderate

practice, and the remaining 18.2% had good practice(40).A study from Romania also reported



that diabetes foot-care practices were decreased in patients with neuropathy than diabetes

patients without neuropathy(25).

According to a qualitative study conducted in Addis Ababa regular foot care was the least
recognized self-care practice by the study participants and many of them reported as foot
injury is a common health problems for them(33).An institutional based cross-sectional studies
conducted in Ethiopia have shown that adherent to recommended diabetic foot care was
66.6%in Addis Ababa(28),37.4% in Benishangul-Gumze(29), and 82.9% in Nekemete(31).

1.2.1.5 Medication adherence

A study conducted in Malawi showed that 88.66% of study participant were taking their
medication everyday as recommended(23). While a study from Bangladesh showed 20%non-
adherence to oral hypoglycemic agent 6.6% to insulin(32).A qualitative study conducted in
Addis Ababa showed that most of the participant were not take their medication as
recommended, level of education and place of residency were associated with medication
adherence(33).Another study in the same area shows that 4.3% patients did not adhere to the
prescribed medications(21). whereas a study conducted in Jimma reveled that24.9 % had low,
and 37.2 % had high level of adherence to medications, level of education were associated
with medication adherent(20). The latter study described that respondents within the adult age
group were more likely to adhere to their medication than older aged (AOR [95% CI] =11
[1.03-13.6]). A crossectional study conducted in AA shows medication adherence was low,
place of residency and level of education were significantly associated with medication
adherence(37).

1.2.1.6 Smoking
There is too little study related to smoking in diabetes patients. A cross-sectional study in
Bangladesh revealed that 37.2% diabetes patients were not smoking cigarette(32).
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1.2.2 Conceptual Frame Work

This study adapted the Theory of Diabetes Self-Care Management (TDSCM) as a conceptual
framwork(41).The TDSCM postulates that personal and environmental factors can influence
an individual’s engagement in self-care practices and patient outcomes involving glycemic
control and development of co morbidities including peripheral neuropathy. The diagram
shows the proposed relationship between diabetic personal (Sociodemographic, psychosocial,
and clinical) factors and environmental factors with self-care practices in type 2 diabetes

adults with and without comorbid peripheral neuropathy in this study.

Personal Factors: / I
Self-Care
1. Sociodemographic:
e Age orap e Diet Health Outcomes
Exercise
o Sex * Blood sugar Glycemic control
- . g [ J .
e Religion > est g (Fasting blood
e Marital status Fes P glucose
e Residency ¢ oot_carfa andHbA1c)
e Level of education * Medication
e Occupation * Smoking
e Income
2. Psychosocial and
resource: k 7y j
e Diabetes knowledge
e Self-efficac i
: Y 4 Environmental Factor:
e Having glucometry
3. Clinical: e Social support
e Duration of diabetes
e Family history of

diabetes

Figure 1: Conceptual framework for the study of self-care practice in type 2 diabetes adults

with and without comorbid peripheral neuropathy in governmental hospitals in Addis Ababa
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CHAPTER 11
1.3 OBJECTIVES

1.3.1 General objective
The general objective of this study is to determine self-care practice among type 2 diabetes

adults with and without comorbid peripheral neuropathy, Addis Ababa, 2019/2020.

1.3.2 Specific objectives:
e To compare self-care practices among type 2 diabetes adults with and without
comorbid peripheral neuropathy.
e To identify factors associated with self-care practices among type 2 diabetes adults

with and without comorbid neuropathy
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CHAPTER IV
1.4 Methods and Materials

1.4.1 Study area and period

Addis Ababa is the capital city of Ethiopia, with a population of around 3.4 million according
to the 2013 Population Projection of Ethiopia (42). Its area is estimated to be 530 Km? with
altitudes ranging from 2200 to 3000 meter above sea level, average temperature of 22.8°C and
average rainfall of 1,180.4 mm. Addis Ababa has a total of 51 hospitals from this 11 of them
are governmental hospitals, while 40 are nongovernmental. Setting of study was at TASH, St.
Paul specialized hospital and Zewditu memorial hospital selected by lottery method among
Addis Ababa governmental hospital which has an average monthly type 2 diabetes patient
flow of 421, 310 and 50respectively. The studies were conducted from November 15- April
15/2020.

1.4.2 Study design

Institutional based cross-sectional study had been used.

1.4.3 Sources Population

The sources population of the study was all type 2 DM patients in Addis Ababa.

1.4.4 Study Population
The study population was all patients with type 2 DM attending diabetes units in selected

hospitals during data collection time.
1.4.5 Eligibility Criteria

1.45.1 Inclusion Criteria

Persons with the following characteristics had been included in this study:

e Type 2 DM patients who are 18 years old or above.
13



e Those who lived with type 2 DM for at least 6 months since diagnosis

1.4.5.2 Exclusion Criteria

Persons with the following characteristics had been excluded:

e Type 2 diabetes patient who were critically sick

e Those with hearing and/or visual problem

e Those who were not willing to participate

1.4.6 Sample Size Calculation and Sampling Procedure

The sample size (n) had been calculated using the sample size calculator of Epi-Info 7 for the

Cross-Sectional Studies (Exposed and unexposed) module. The following assumptions were

considered in the sample size calculation: two-sided confidence level of 95% or 0.05,

statistical power of 80%, percent outcome in exposed group = 52.2% and adjusted odds ratio

of 2.4(43).This is appropriate since the study was designed to estimate the proportion of the

self-care practice in type 2 diabetes adults with and without comorbid peripheral neuropathy.

Thus, the calculated sample size 198 total (99 with neuropathy and 99 without neuropathy).

After adding a 10% contingency to compensate for potential non response the final sample

size was 218, meaning 109 of those with comorbid neuropathy and 109 of those without

neuropathy.

1.4.7 Sampling Procedure

The study subject was selected using a proportional allocation depicted in the table below.

Table 1: Proportional allocation of study samples

Hospital Total Population With neuropathy No neuropathy
TASH 421 59 59

SPHMMC 310 43 43

Zewditu  memorial | 50 7 7
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Hospital

The study participant had been selected by every 3 patients.
1.4.8 Study Variables

1.4.8.1 Dependent Variable
e Self-care practice with peripheral neuropathy

e Self-care practice without Peripheral neuropathy

1.4.8.2 Independent Variables

Personal factors
Socio-demographic variables

e Age of the patient

e Sex (male, female)

e Religion

e Marital status

e Education level (no education, primary, secondary, diploma and above)
e Occupation (governmental, non-governmental, no job)

e Monthly income

e Residency
Psychosocial and resource variables:

e Diabetes knowledge
e Self-efficacy

e Having glucometry
Clinical variables:

e Duration of diabetes
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e Family history of diabetes
e FBGL
e HGBAILC

Environmental factor

Social support

1.4.9 Operational Definition

e Diabetes self-care practices: had been measured by recording how many days the
participants performed the recommended self-care behaviors (diet, exercise, self-
monitoring of blood glucose, foot care, medication adherence, and not smoking) in the past
seven days. The higher the score indicates better diabetes self-care practice.(44)

e Diabetes neuropathy: is peripheral nerve pain related to diabetes mellitus complication

when the Michigan neuropathy test result is >4 from 15 points (45)

1.4.10 Data Collection Tools

Data was collected by using semi- structured questionnaire, and by using Michigan neuropathy
screening instrument (MNSI). The questionnaire was adapted from(45) different literature
with modification. The investigator had developed the questionnaire for face to face interviews
with diabetic patients and document review (such as HGBALC, FBS). The questionnaire
consists of five parts: socio-demographic items, psychosocial items (diabetes knowledge and
self-efficacy), environmental (social support) items, diabetes self-care practice items, and

items for clinical factors. The measurement tools were described below.

e Sociodemographic factors: the Sociodemographic variables such as age and gender had
been measured using 8 individually self-contained items.
e Low monthly income: participants who had 2970Ethiopian birr and less/month

e High monthly income: participants who had > 2971 Ethiopian birr/month.
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Diabetes self-care practice: the Summary of Diabetes Self-Care Activities (SDSCA) had
been used to measure the self-care practices of the participants (44). The scale had a core
set of 11 items used to measure the diabetes self-care behaviors of diet, exercise, self-
monitoring blood glucose, foot inspection, and smoking. In addition, it consists of litem
for medication adherence measurement, totaling to 12 items for the present study.
Participants report how many days in the previous week they had engaged in a particular
self-care activity and scores had been calculated for each dimension. Score of 7 for self-
monitoring of blood glucose and medication adherence and higher score in the other
dimensions show better diabetes self-care practice.

Peripheral neuropathy: The first part of the Michigan Neuropathy Screening Instrument
(MNSI) had been used to assess for the presence of diabetic neuropathy(45). The
instrument consists of 15 self-reported ‘yes’ or ‘no’ questions on foot sensation including
pain, numbness and temperature sensitivity. Responses were added to obtain the total
score. Response of ‘yes’ to items 1-3, 5-6, 8-9, 11-12, and 14-15 were each counted as one
point. A ‘no’ response on items 7 and 13 counts as 1 point each. Item #4 that measures
impaired circulation and item #10 that measure general anesthesia counted 1 point each. A
score>4 from the total score 15 was considered abnormal(45).

Diabetes knowledge: The general knowledge segment of the revised Michigan Diabetes
Knowledge Test (DKT2) were used to measure the participants' knowledge of
diabetes(46). The instrument is scored based on the percent of questions answered
correctly. The general segment of DKT2 consists of 14-item but due to lack of relevance in
the Ethiopian context item number 4 was omitted in the present study, making a total of 13
items. The revised DKT2 has adequate reported reliability with a Cronbach’s alpha of
0.71.

Diabetes self-efficacy: The Perceived Diabetes Self-Management Scale (PDSMS) had
been used to measure the participant’s diabetes self-efficacy(47).
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The PDSMS is an 8-item tool with responses which involving 1 = strongly disagree, 2 =
disagree, 3 = neutral, 4 = agree, and 5 = strongly agree. The total score had range from 8 to
40, with higher scores indicating more confidence in self-managing one’s diabetes.

e Social Support: The ENRICHD social support instrument (ESSI) had been used to
measure the participant’s perceived social support(48).The ENRICHD Social Support
Instrument (ESSI) is a 7-item self-report survey that assessed perceived social support and
had been used with a number of cardiovascular populations. cut off points the first 6 items
use a 5-point likert scale ranging from 1 = none of the time to 5 = all the time. The 7"
item is a yes/no question, scored 4 for yes and 2 for no. Total score ranges from 8 to 34.
Higher score indicates better perceived social support.

e Glycemic control :the recommended glycemic control target by the American Diabetes
Association had been used as cut off point in this study. Accordingly the cutoff point for
HbA1c is below 7 mg/dl / and FBS below 126 mg/dl is normal(49).

1.4.11 Data Collection Procedure

Data was collected by 5 nurses and 1 Nurse (supervisor) who were trained about Diabetes self-
care practice and diabetes peripheral neuropathy screening test and who were working in
clinical area out of diabetes clinic. Those patients who attend diabetic clinic and fulfill the
inclusion criteria was undergo Diabetes self-care practice examination and Diabetes peripheral

neuropathy screening test. Some biographical data was collected from patient chart.

1.4.12 Data Quality Control

To ensure quality of the data, the questionnaire was examined by senior experts to the area of
study for content validity and pretest was done on 5% of total population at Yekatit12 hospital.
Any error found during expert evaluation and pretest had been corrected and modification was
made into the final version of the data collection questionnaire. The tool the questionnaire was
first translated from English to Amharic then back to English to ensure the accuracy of the

Amharic version of the questionnaire. Training had been given to data collectors and

18



supervisor for two days before actual data collection task and training guide had been prepare
to facilitate the training. Data quality had been controlled by designing proper data collection
materials, through continuous supervision. All complete data collection forms had examined
for completeness and consistency during data management, storage, cleaning and analysis.
The data had been entered and cleaned by principal investigator before analysis. Five nurses,
who were received Diabetes self- care practice test and Diabetic peripheral neuropathy
examination training, had been collect the data. The principal investigator of the study had
control the overall activity.

1.4.13 Data Processing and Analysis

The collected data had been cleaned and checked for any missing and inconsistency, and then
it had been entered into SPSS version 26. Both Descriptive and Analytic statistics had been
performed to identify the distribution of socio-demographic characteristics and diabetic self-
care behavior of the study participant’s linear regression analysis had been performed to
compare self-care with and without comorbid neuropathy. To control confounding effect those
variables having p-value<0.25 in the simple linear regression had been included in the
multiple linear regression analysis. Multiple linear regration had used to assess self-care
practice p-value below 0.05 with 95% confidence interval had been used to determine the

statistical significance of association between variables.

1.4.14 Ethical Consideration

Ethical clearance and approval had obtained from the Institutional Review Board (IRB) of the
College of Health Sciences of Addis Ababa University. Official letter had obtained from
Department of Nursing and Midwifery to the study settings. After explaining the purpose and
possible benefit of the study, written informed consent had obtained from each participant
before starting the data collection. The confidentiality had maintained in each level of the
project work in this study. For the purpose of confidentiality, the names and any personal
identifier of the participants had not been recorded but code number had used. The study
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participants had been informed about their rights to refuse his or her participation, ask any

question or withdraw at any time during data collection process.

1.4.15 Dissemination of the Result

The findings of this study had submitted and present to Addis Ababa University School of
Nursing and Midwifery. The result also will disseminate to TASH, SPHMMC and Zewditu
memorial hospital diabetic clinic. The findings will be published on reputable peer reviewed

journal. Hard and soft copies will be available in the library of AAU.
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CHAPTER V

1.5 RESUIT

1.5.1 Socio-demographic characteristics of the participants

A total of 216participants were included in the study with the response rate of 99.1% and from
this 111(55.4%) were female. The mean age of the participants was 57.9 + 12.6 years, and
114(66.5%) were married, 160(74.1%) were follower of orthodox Christian religion,
62(28.7%) attended secondary school education, 202(92%) were urban residents,60(27.8%)

were house wife and 129(59.7%) had low monthly income(Table 1).

Table 2: Socio-demographic characteristics of self-care practice in type 2 DM adult with and
without comorbid peripheral neuropathy Addis Ababa public Hospitals, Addis Ababa,
Ethiopia, 2020

Variables Category Frequency Percent (%0)
Sex Male 105 48.6
Female 111 55.4
Age 18 to 29 5 2.3
30to 49 42 19.4
50 to 64 99 45.8
65to 70 45 20.8
71 and more 25 11.6
Marital status Married 142 65.7
Single 8 3.7
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Religion

Level of education

Place of residence

Occupation

Divorced
Widowed

Orthodox
Muslim
Protestant
Catholic
Others

Unable to read and
write

Read and write
Primary
Secondary
Diploma

Degree and Above

Urban

Rural

Civil servant
Farmer
Self-employed
Student

Merchant

14
52

160
30
23

36

30
62
35
29

202
14

31
14
40

6.5
24.1

74.1
13.9
10.6
0.9
0.5

16.7

111
13.9
28.7
16.2
13.4

935
6.5

14.4
6.5
18.5
0.5
3.7
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Housewife
Daily laborer

Others (retirement)

Monthly Low

Income High

27.8
2.3
26.4

59.7
40.3

1.5.2 Clinical related variables of self-care practice in type 2 DM adult with and

without comorbid peripheral neuropathy

In this study 108 (50%) of the respondent had family history diabetes mellitus, 130 (60.2%)
had glucometry, 140(64.8) had FBSL of greater than 126 mg/dl, 154 (71.3%) had HA1C of
greater or equal to 7%, and 88(40.7%) lived with DM for greater or equal to 11 years (Table

2).

Table3: Clinical related factors of self-care practice in type 2 DM adult with and without

comorbid peripheral neuropathy Addis Ababa public Hospitals, Addis Ababa, Ethiopia, 2020

Variables Characters Frequency Percent (%)
Family history Yes 108 50.0
No 108 50.0
Glucometry Yes 130 60.2
No 86 39.8
FBSL 125 and less 76 35.2
126 and more 140 64.8

23



HAlc 6 and less 62 28.7

7 and more 154 71.3
Duration of DM 6 and les 69 31.9
71010 59 27.3
11 and more 88 40.7

1.5.3 Difference in self-care practice between type 2 diabetes adults with and
without comorbid neuropathy

There is a significant mean difference with regard to diet self-care practice, exercise self-care

practice, foot self-care practice and glucose self-care practice among patients with and without

peripheral neuropathy at P-value <0.05 and 95% ClI..

Table 4: Mean difference of self-care practice in type 2 DM adult with and without comorbid
peripheral neuropathy Addis Ababa public Hospitals, Addis Ababa, Ethiopia, 2020

Dependent variable Mean Std. Error p- 95% Confidence
Difference Difference  value Interval
Lower  Upper

~diet self-care practice ~ 2.40741 60466 .000* 1215  3.599

56 26

exercise self-care 1.97222 45785 .000 1.069 2.874
practice 76 69
foot self-care practice 1.27778 46794 .007 .3554 2.200
1 15

glucose self-care practice 1.57407 46898 .001 .6496 2.498
6 49
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Medication adherence 157 143 272 -.125 439
smoking cigarette 02778 02414 251 - .0753
.0198 5

0

1.5.4 Association of variables with self-care practice among type 2DM adult with

and without comorbid peripheral neuropathy

1.5.4.1 Diet self-care practice

In multiple linear regression analysis FBS, and social support were significantly associated
with diet self-care practice among patients without peripheral neuropathy at P-value <0.05 and
95%CI.

Dietary self-care practice decreases by 0.022 units for every 1 mg/dl FBS level increase, self-
care practice ability increases by 0.228 units for every 1 unit increase in social

Support score. Social support and daily laborer were significantly associated with dietary self-
care practice among patients with peripheral neuropathy at P-value <0.05 and 95%ClI.

For patients with peripheral neuropathy, diet self-care practice ability increases by 0.197 units
for every 1 unit increase in social support score. Compare to other occupational groups type 2
diabetes patients with peripheral neuropathy who were daily laborers had lower dietary self-

care practice
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Table5: Multiple linear regression analysis of factors associated with dietary self-care practice
among type 2 DM Patients with and without comorbid peripheral neuropathy Addis Ababa
public Hospitals, Addis Ababa, Ethiopia, 2020

Model B Standard Beta(p) t p-value Co linearity statistics

Error of B
Tolerance  VIF

Without peripheral

neuropathy

Constant 8.235 6.843 1.203 232

FBS -.022 .010 -.214 -2.088 .040 0.702 1.424
social support 228 107 .245 2.126 .036 0.556 1.800

With peripheral

neuropathy

Constant 12.947  4.873 2.657 .009

social support 197 .065 .263 3.023 .003 0.591 1.692
Occupation - Daily laborer -7.654 3.314 -170 -2.310 .023 0.827 1.210

Abbreviations: Variance inflation factor

1.5.4.2 Factors associated with exercise self-care practice among type 2 DM adult with

and without comorbid peripheral neuropathy

In multiple linear regression analysis, housewife and others occupational group were
significantly associated with exercise self-care practice among type 2 diabetes patients without
peripheral neuropathy at P-value <0.05 and 95%CI.

Exercise self-care practice was lower among housewife compared to non-housewife
occupational groups.

Diploma level of education, being civil servant and self-employed were significantly
associated with exercise self-care practice among patients with peripheral neuropathy at P-
value <0.05 and 95%CI. Compared to those with other educational level type 2 diabetes

patients with peripheral neuropathy who were with diploma level of education had higher
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exercise self-care practice. Similarly, compared to other occupational groups those who were

civil servants and self-employed had higher exercise self-care practice.

Table6: Multiple linear regression analysis of factors associated with exercise self-care
practice among type 2 DM adult with and without comorbid peripheral neuropathy Addis
Ababa public Hospitals, Addis Ababa, Ethiopia, 2020.

Model B Standard Beta(p) T p- Co linearity statistics

Error of B value Tolerance VIF

Without peripheral

neuropathy

Constant 8.762 2.740 3.198 .002

Occupation — Housewife -2.829 1.120 -.378 -2.526 .013 0.259 3.866
Occupation — Others -2.384 1.083 -.282 -2.201 .030 0.354 2.825

With peripheral

neuropathy

Constant 2.844 4.338 .655 514

Level of education - Diploma 2.681 .933 .298 2.873 .005 0.629 1.589
Occupation - Civil servant 3.843 1.148 .385 3.348 .001 0.503 1.987
Occupation - Self-employed 2.189 1.017 226 2.152 .034 0.615 1.625

Abbreviations: Variance inflation factor

1.5.4.3 Factors associated with foot self-care practice in type 2 DM adult with and
without comorbid peripheral neuropathy

In multiple linear regression analysis, male sex was significantly associated with foot self-care

practice among patients without peripheral neuropathy at P-value <0.05 and 95%CI. Men

compared to women without peripheral retinopathy had lower foot self-care practice

In patients with peripheral neuropathy social support and parent history of DM were

significantly associated with foot self-care practice at P-value <0.05 and 95%CI. Foot self-care
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practice increased by 0.135 unit with 1 unit increase of social support score whereas foot self-
care practice was lower among those patients who had family history of DM compared to
those without family history of DM.

Table7: Multiple linear regression analysis of factors associated with foot self-care practice
among type 2 DM Patients with and without comorbid peripheral neuropathy Addis Ababa
public Hospitals, Addis Ababa, Ethiopia, 2020.

Model B Standard Beta (P) T p-value  Co linearity statistics

Error of B
Tolerance VIF

Without peripheral

retinopathy

Constant 6.274 3.994 1.571 120

Male sex -1.546 .647 -.245 -2.390 019 0.702 1.426
With peripheral

retinopathy

Constant 14.737 5.783 2.548 .012
social support 135 .061 212 2.225 .029 0.739 1.353
Family history of DM -2.049 .644 =277 -3.181 .002 0.881 1.135

Abbreviations: Variance inflation factor

1.5.4.4 Variables associated with SMBGL self-care practice among type 2 DM adult
with and without comorbid peripheral neuropathy

In multiple linear regression analysis, Muslim religion, being student by occupation and

having glucometry at home were significantly associated with SMBGL practice among

patients without peripheral neuropathy at P-value <0.05 and 95%CI.

In multiple linear regression analysis social support, being in marriage, civil servant and

having glucometry at home were significantly associated with SMBGL practice among

patients with peripheral neuropathy at P-value <0.05 and 95%(CI.

28



Table8: Multiple linear regression analysis of factors associated with SMBGL practice among
type 2 DM with and without comorbid peripheral neuropathy Addis Ababa public Hospitals,
Addis Ababa, Ethiopia, 2020.

Model B Standard Beta t p-value Co linearity statistics
Errorof B (B) Tolerance VIF

Without peripheral
retinopathy

Constant -1.311 3.399 -.386 .701

Religion—Muslim 2.527 1.225 223 2.063 .042 0.535 1.870
Occupation—Student 8.457 3.432 213 2.464 016 0.835 1.194
Have glucometry home 2.284 755 287 3.026 .003 0.697 1.435

With peripheral
retinopathy

Constant -1.007 2.605 -.386 .700

Social support 101 .050 192 1.997 .049 0.720 1.389
Being in marriage -1.884 .599 -.299 -3.147 .002 0.740 1.352
Occupation - Civil servant 1.614 154 .180 2.141 .035 0.943 1.060
Having glucometry at home 1.552 .564 .256 2.753 .007 0.771 1.297

Abbreviations: Variance inflation factor
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1.5.4.5 Factors associated with medication intake practice among type 2 DM adult with
and without comorbid peripheral neuropathy

In multiple linear regression analysis, there were no variables significantly associated with

medication self-care practice among patients without peripheral neuropathy at P-value <0.05

and 95%CI. However, primary level of education was significantly associated with medication

self-care practice among patients with peripheral neuropathy at P-value <0.05 and 95%CI.

Table 9: Multiple linear regression analysis of factors associated with medication self-care
practice among type 2 DM adult with and without comorbid peripheral neuropathy Addis
Ababa public Hospitals, Addis Ababa, Ethiopia, 2020.

Model B Standard Beta T p-value Co linearity statistics
Errorof B (B) Tolerance VIF

With peripheral

retinopathy
Constant 4.639 1.866 2.485 .015
Level of education —Primary ~ -.765 311 -.252 -2.465 .016 0.761 1.314

1.5.4.6 Factors associated with smoking self-care practice in type 2 DM adult with and
without peripheral neuropathy

In linear regression analysis, there was no variables significantly associated with smoking self-

care practice among patients without and with peripheral neuropathy at P-value <0.05 and

95%CI.
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CHAPTER VI

1.6 Discussion
According to this study finding there were self-care practice differences among type2 DM
patients with and without comorbid peripheral neuropathy. Which is diet; exercise, foot care,
and SMBGL practice were better in respondent without peripheral neuropathy than with

peripheral neuropathy. This finding was similar with the study conducted Romania (25).

This might be due to patients with pain could not perform exercise, could not accesses
diabetes related preferred diet, forget BGL measurement and due to nerve problem might be

reduce foot care.

1.6.1 Diet self-care practice and associating factors without and with peripheral
neuropathy:

According to this study, dietary self-care practice were poor for every 1 mg/dl FBSL increase
(0.022times), this might be as a result of being reluctant, negligence and lack of awareness
about FBSL might the possible reason. Dietary self-care practice were good in without
peripheral neuropathy respondents who have social support(0.228times) and diet self-care
practice were good in with peripheral neuropathy respondents who have social support (0.197
times) than that have no, this might be due to have social support may had socio economical
and other support accesses from their family as well as the community related to their diet
preference and individuals who have social support could get better economy and materials
needed for diabetes preferred diet, and poor self-care practice, those who were daily laborer
(7.654 times) among patients with peripheral neuropathy. This might be as a result of daily
laborer were not accessed to get balanced diet due to lack of economy and time
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1.6.2 Exercise practice in type 2 DM without and with comorbid peripheral
neuropathy

According to this study Exercise self-care practice ability decrease in pts who were housewife
and other occupation(2.829, 2.384 times) respectively among without peripheral neuropathy
respondents, this might be as a result of working environment of house wife and other
occupation were mostly sedentary life style and limited from physical activity.

According to this study Exercise self-care practice ability increase in pts who had diploma
educational level (2.681times), this might be due to as level of education increase level of
awareness also increase towards exercise, increased by 2.189 units for self-employed
respondents with peripheral neuropathy. And being civil servant increase exercise practice
(3.843 times) respondents with peripheral neuropathy. This is as a result of being civil servant
may perform daily physical exercise including walking and some working area might be

suitable to perform physical exercise.

1.6.3 Foot self-care practice among type2 DM Patients without and with
peripheral neuropathy

According to this study foot self-care practice ability were decreases by 1.546 units for pts
who are male sex of the respondents without peripheral neuropathy. This might be males were
poor on sanitation activity and cleaning and washing of their foot care relative to females.
According to this study finding foot self-care practice ability increase by 0.135 units of pts
who had social support , this might be as a result of participants who had social support can
get materials access that were important to foot care and physical support from others. Foot
care practice was decrease by 2.049 units of respondents who have parent history of DM pts
with peripheral neuropathy. This might be resulted from reluctance and negligence of the

respondents.
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1.6.4 SMBGL care practice among type 2 DM Patients without and with

peripheral neuropathy

According to this study SMBGL practice ability increased by 2.527 units for pts who had
Muslim religion, this might be due to other religion followers being neglect. increase by
8.457units for pts who were being student, this might be as a result of mostly being a student
might be sensitive to use measuring units and active age of monitoring their health status and
Increase by 2.284 units for pts who have glucometry of the respondents without peripheral
neuropathy. This might be as a result of easily accessed to measuring equipment to check as

ordered.

According to this study finding SMBGL practice ability increase by 0.101units of pts who
have social support respondents with neuropathy. This might be due to participants have social
support can get monitoring equipment and socials encourage to measure BGL from their
supporter than have no social support. Decrease by 1.884 units of pts being married, this might
be due to holding more responsibility relatively, increase by 1.614 units of pts who are civil
servants and Increase by 1.552unit of pts who have glucometry respondents with peripheral
neuropathy. This might be as a result of participants has good income and awareness and

having glucometry can check their glucose level as they want respectively.

1.6.5 Medication intake care practice among type 2 DM Patients without and
with peripheral neuropathy.

According to this study there was no significantly associated with medication intake practice

among patients without peripheral neuropathy at P-value <0.05 and 95%CI.

According to this study finding medication intake practice ability decrease by 0.765 units of

patients who had primary level of education respondents with peripheral neuropathy, this

might be due to as a result educational level decrease level of awareness and practice decrease

relative to secondary educational level and other higher educational level

Smoking practice among type 2 DM Patients without and with peripheral neuropathy.
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There was no significantly associated with smoking practice among patients without and with

peripheral neuropathy at P-value <0.05 and 95%ClI.
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1.7 Conclusion and Recommendation

1.7.1 Conclusion

According to this finding Type 2 DM patients without peripheral neuropathy have good diet,
exercise, foot care, and SMBGL practice than with peripheral neuropathy, but there were no
difference in medication intake and smoking practice b/n type 2 DM patients with and without
peripheral neuropathy Variables of being married, social support, glucometry, parent history
of DM, FBS diploma degree and status, civil servant and daily laborer and self-employ were
statistically associated most of self-care practices in type 2 DM with and without peripheral

neuropathy.

1.7.2 Recommendation

Addis Ababa public hospitals
» Health care providers should give special consideration which is provide measuring
equipment, create awareness about self-care practice to patients and patients family to
type 2 DM patients, with peripheral neuropathy, being married marital status, primary

educational level, had high FBS, male , had no glucometry and social support cases.
Researchers

> Researchers should furthermore investigate using both qualitative and quantitative
study to allow deeper understanding
> Researches should also do by changing the design to detect cause and effect

relationship of variables.
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1.8 Strength and weakness

Strength

Standardized tool used as mentioned in data collection tool section
Analyzing many independent variable with six dependents variables each by each

Weakness
Cross-sectional study design, which was not indicate cause and effect relationship of
variables

Bulky number of questions in the questionnaire tool make respondents so reluctant
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Annex I: Participant Information Sheet (English version)

Good morning/Good afternoon. This questionnaire is prepared for research work to be
conducted on the type 2 diabetes self- care practice adult patients with and without comorbid
peripheral neuropathy, Addis Ababa, Ethiopia, 2019/2020. The research proposal is conducted
to fulfill the thesis requirement of MSc degree in Adult Health Nursing: Addis Ababa
University, School of Nursing and midwifery. Dear respondents, below are questions, which
are designed to assess the related factors of diabetic self -care practice. Knowing the related
factors will help us at a city level as well as country level to work on the developments of self
-care practice. You are selected for you are diabetic patient and your participation depends on
your voluntariness only. Although you are sacrificing your time there is no benefit in personal
or payment that you get for your participation in this study. But your honest response to these
questions will help us to better understand the diabetic self-care practice of patients and will
also help as the contribution for the countries level effort to develop trends of self-care
practice. You are not required to write your name, and it will never be used in connection with
any of the information you provide. We would like to express our heartfelt appreciation for

your collaboration and thank you in advance.

In case you need to contact the investigator, you may use the following address:
Name: Mezgebu Godie

Tel: 0946387248

Email: mezgebugl2@gmail.com
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Annex I1: Participant Information Sheet (Amharic version)
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hah: 251946387248

A58 & 1 mezgebugl2@gmail.com

Annex I11: Consent Form (English Version)

| am the participants of the study and I clearly understand the objective, significant of the
study and also what is expected from me. I also understand that the name, signatures and all

information that | give well-kept and not transferred to other third persons.
Do you agree to participate in this study?

[CIYes, | agree to participate in the study

[CINo, I don’t want to participate in the study

| certify that | have read the above consent procedure to the participant
Name and signature of data collector -----------=-==--=-mmemrmmmmm e

Date of consent

Name of study cite (hospital name)
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Annex IV: Consent Form (Amharic Version)

AP PSETAFLe PSETAATTRGS TPPRTI LU0 AL “INN T2 1 CFH2 &FAA
U ARG e PANTFOLEPTFAONNTTOT 7 +AALDRT L0 M STFRAU: :
AAHLYIN TS EALAMY G2 ST T ¢

P14 JE o4 C T ¢

? avZ B (N4 (Lon é&C 7 ¢ 7

Annex V: Questionnaire (English Version)

Part 1:- Socio-demographic Information

No. Question Variables

1 Age ] e

2 Sex 1. Male
2. Female

3 Place of residency 1. Urban
2. Rural

4 Marital status 1. Single
2. Married
3. Divorced
4. Widowed

5.0ther

5 Religion 1. Orthodox
2. Muslim
3. protestant
4. catholic




other

Occupation

Civil servant
Farmer
Self-employed
Student
Merchant
Housewife
Daily laborer
Others

Educational level

© O R W NP ® N O ® NP

Unable to read and write
read and write

Primary

Secondary

Diploma

Degree and Above

Income

............ ETB/month
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Part I1: peripheral neuropathy question
Michigan neuropathy screening instrument

A. History (To be completed by the person with diabetes)
Answer the following questions about the feeling in your legs and feet. Say yes if you

have or no if you have not felt.

Part I111: Diabetes self-efficacy questionnaire

No. | Question Strongly disagree disagree neutral agree strongly
agree
1 2 3 4 5
No. | Question Yes | No
1 Are your legs and/or feet numb?
2 Do you ever have any burning pain in your legs and/or feet?
3 Are your feet too sensitive to touch?
4 Do you get muscle cramps in your legs and/or feet?
5 Do you ever have any prickling feelings in your legs or feet?
6 Does it hurt when the bed covers touch your skin?
7 When you get into the tub or shower, are you able to tell the hot

water from the cold water?

8 Have you ever had an open sore on your foot?

9 Has your doctor ever told you that you have diabetic neuropathy?

10. | Do you feel weak all over most of the time?

11 Are your symptoms worse at night?

12 Do your legs hurt when you walk?

13 Are you able to sense your feet when you walk?

14 Is the skin on your feet so dry that it cracks open?

15 Have you ever had an amputation? 47

Total score




It is difficult for me to find
effective  solutions  for
problems that occur with

managing my diabetes.

Find efforts to change
things I don’t like about my

diabetes are ineffective.

I handle myself well with

respect to my diabetes.

| am able to manage things
related to my diabetes as

well as most other people

| succeed in the projects |
undertake to manage my

diabetes

Typically, my plans for
managing my diabetes

don’t work out well.

No matter how hard 1 try,
managing my  diabetes
doesn’t turn out the way I

would like.

I’'m generally able to
accomplish my goals with
respect to managing my
diabetes
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Part IV: Diabetes knowledge

No Question Choice
1 The diabetes diet is: a. the way most Ethiopian people eat
b. healthy diet for most people
c. too high in carbohydrate for most people
d. too high in protein for most people
2 Which of the following is highest | a. chicken sauce
in carbohydrate? b. cheese
c. boiled potato
d. Peanut butter
3 Which of the following is highest | a. Low fat (2%) milk
in fat? b. Orange juice
c. Corn
d. Honey
4 A1C is a measure of vyour | a.day
average blood glucose level for | b. week
the past: C. 6-12 weeks
d. 6 months
5 Which is the best method for | a. Urine testing

home glucose testing?

b. Blood testing
c. Both are equally good
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What effect does unsweetened
fruit juice have on blood

glucose?

a. Lowers it
b. Raises it

c. Has no effect

Which should not be used to treat
low blood glucose?

a. 3 hard candies

b. 1/2 cup orange juice
c. 1 cup diet soft drink
d. 1 cup skim milk

For a person in good control,
what effect does exercise have on

blood glucose?

a. Lowers it
b. Raises it

c. Has no effect

What effect will an infection
most likely have on blood

glucose?

a. Lowers it
b. Raises it

c. Has no effect

10

The best way to take care of your

a. look at and wash them each day

feet is to: b. massage them with alcohol each day
c. soak them for one hour each day

d. buy shoes a size larger than usual

Eating foods lower in fat|. a. nerve disease

decreases your risk for:

b. kidney disease
c. heart disease

d. eye disease
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12 Numbness and tingling may be | a. kidney disease
symptoms of: b. nerve disease
c. eye disease
d. liver disease
13 Which of the following is usually | a. vision problems

not associated with diabetes:

b. kidney problems

C. nerve problems

d. lung problems

Part V: Social support

No | Question None | A little | Some | Most | All of
of the |of the|of the|of the|the
time time time time time
1 2 3 4 5

1 Is there someone available to |1 2 3 4 5

whom you can count on to listen to
you when you need to talk?
2 Is there someone available to you | 1 2 3 4 5
to give you good advice about a
problem?

3 Is there someone available to you | 1 2 3 4 5

who show you love and affection?

4 Is there someone available to help | 1 2 3 4 5

with daily chores?
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5 Can you count on anyone to|1 2 3 4 5
provide you with emotional
support (talking over problems or
helping you make a difficult
decision)?
6 Do you have as much contact as | 1 2 3 4 5
you would like with someone you
feel close to, someone in whom
you can trust and confide in?
7 | Are you currently married or | Yes No
living with a partner? 1 2
Part VI: Clinical factor
2
HAlc mmmmmmees
Duration of diabetes---------------
Do you have Family history of DM? 1yes 2 N0
Do you have glucometer? 1yes 2 N0
Part VII: Self-care practice
No. | Diet No day per week
1 How many of the last SEVEN DAYS have |01 2 3 4 5 6 7

you followed a healthful eating plan?
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On average, over the past month, how many
DAYS PER WEEK have you followed your
eating plan?

On how many of the last SEVEN DAYS did
you eat five or more servings of fruits and

vegetables?

On how many of the last SEVEN DAYS did
you eat high fat foods such as red meat or full-
fat dairy products?

012 3 4 5 6 7
01 2 3 4 5 6
01 2 3 4 5 67

Exercise

On how many of the last SEVEN DAYS did
you participate in at least 30 minutes of
(Total

continuous activity, including walking).

physical  activity? minutes  of

01 2 3 4 5

6

On how many of the last SEVEN DAYS did
you participate in a specific exercise session
(such as swimming, walking, biking) other
than what you do around the house or as part

of your work?

Blood Sugar Testing

On how many of the last SEVEN DAYS did

you test your blood sugar?

01 2 3 4

5 6 7
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On how many of the last SEVEN DAYS did
you test your blood sugar the number of times

recommended by your health care provider?

Foot Care

On how many of the last SEVEN DAYS did

you inspect the inside of your shoes?

0

1 2 3 4 5 6

7

On how many of the last SEVEN DAYS did

you check your feet?

0

1 2 3 4 5 617

Medication

On how many of the last SEVEN DAYS, did | 01 2 34567

you take your recommended diabetes

medication?

Smoking

Have many days you smoked a cigaretteeven | 0 1 23 456 7

one puff—during the past SEVEN DAYS?
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Annex VI: Questionnaire (Amharic Version)
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