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Abstract

Introduction: Diabetes mellitus is not a single disease entity but rather a group of metabolic
disorders sharing the common underlying feature of hyperglycemia. Diabetes is a major growing
health problem in the world. Poor awareness among diabetic patients about the disease and self-care
activities is one of the important variables influencing the progression of diabetes and its

complications, which is largely preventable.

Objective: The aim of this study was to assess self-care knowledge and associated factors among

type 2 diabetes on follow up visits in government hospitals of Addis Ababa, Ethiopia.

Method: Institution based descriptive cross sectional study was employed from March 15 to April
15, 2016 using pre-tested, validated, structured interviewer-administered questionnaire. A total of 422
type 2 diabetic patients whose age was 18 year and above were included. Study participants were
selected by systematic sampling technique after proportional allocation of samples to the hospitals.
Furthermore, descriptive statistics, and binary and multivariate logistic regression analyses were

employed to assess factors associated with diabetes self-care knowledge among type 2 diabetes.

Result: Out of 422 patients with type 2 DM intended to participate in the study, 412 patients actually
responded for the interview making a response rate of 97.63%. More than half of the study sample,
239(58%) had a high (70% or over) overall knowledge while the rest 173(42%) showed low (<70%)
overall knowledge level about self-care. Marital status, duration of DM, being member of diabetic
association and exposure to diabetic health education showed a significant association with good

knowledge at a 5% level of significance

Conclusion: This study reflects that there is a need to improve diabetic self-care knowledge among
the patients. Overall knowledge about diabetes self-care among patients was not adequate; some

critical knowledge gaps were also identified in specific areas.

Recommendation: Policy makers, hospital administrations and health care professionals should have
to establish well organized diabetic self-care education program and they should strength the existing
programs. Further research should be done in order to know the association between self-care

knowledge and self-care practice adherence.

Key words: Self-care, self-care knowledge, type 2 diabetes
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CHAPTER 1

Introduction

1.1 Back ground of the study

Diabetes mellitus is not a single disease entity but rather a group of metabolic disorders sharing the
common underlying feature of hyperglycemia. Hyperglycemia in diabetes results from defects in
insulin secretion, insulin action, or, most commonly, both. The chronic hyperglycemia and the
ensuing metabolic dysregulation of diabetes mellitus may be associated with secondary damage in
multiple organ systems, especially the kidneys, eyes, nerves, and blood vessels. It greatly increases
the risk of developing coronary artery disease and cerebrovascular disease compare to the general

population(1).

It also greatly increases the risk of developing coronary artery disease and cerebrovascular disease. In
concert with great technologic advances, there have been pronounced changes in human behavior,
with increasingly sedentary life styles and poor eating habits. This has contributed to the
simultaneous escalation of diabetes and obesity worldwide, which some have termed the "disability"
epidemic(2). Prevalence of both type 1 and type 2 DM is increasing worldwide, type 2 DM is rising
much more rapidly, presumably because of increasing obesity, reduced activity levels as countries

become more industrialized, and the aging of the population (3).

In concert with great technologic advances, there have been pronounced changes in human behavior,
with increasingly sedentary life styles and poor eating habits. This has contributed to the
simultaneous escalation of diabetes and obesity worldwide, which some have termed the "disability"
epidemic(1). Developing countries, which are already overburdened by communicable diseases, have
to muddle through with the additional challenges posed by the chronic non-communicable disease.
Sub-optimal treatment, inadequate health education and follow up leads to poor glycemic control and

increase the toll of unnecessary disabilities among the people(4).

Self-care is a multi-dimensional concept and has various definitions. Among the definitions, Orem’s
definition of self-care is more popular in nursing. According to her definition, self-care is a personal
activity to take care and maintain of own health and prevention of disease related complications. This

can be done through managing and continuing healthy lifestyle activities in areas of physical activity,



nutrition, medication, self-monitoring of blood glucose level, health coping and reduction of different
risk behaviors. In line with this, Orem described that as a self-care agency- which is the ability of
oneself to assess, monitor, and take decision on behalf of own life situation (5). Self-care is learned
and an ongoing behavioral process that is more associated with the concept of self-care agency. This
means the goal oriented (i.e., health and well-being) performance, maintenance, and self-regulation of
a patient(5).The American Association of Diabetes Educators identified 7 key skills that will help the
diabetic patients to take charge on their health. These self-care behaviors include healthy eating,

being active, monitoring, taking medication, problem solving, reducing risks and healthy coping (6).

Different Scholars argued that self-care in diabetes is a critical factor to keep the disease under
control and about 95 percent of care of the diseases usually carried out by the affected individual or
their families (6,7). To accomplish self-care the patient requires physical skills, cognitive, and
knowledge of how mental health affects self-care. Cognitive skills which directly implies knowledge
of self-care are helpful in the problem solving settings of an individual which is applied through

thoughts rather than in practical or action (8,9).



1.2 Statement of the problem

Diabetes is a major growing health problem in the world. In 2015, about 415 million people were
living globally with diabetes, with figures expected to increase to 642 million by 2040 (10). Type 2
diabetes accounts for 85% to 95% of all diabetes in high-income countries and may account for an
even higher percentage in low- and middle-income countries, and given the association between DM
and unhealthy lifestyles, such as poor diet and physical inactivity, there are more people with DM in
urban than in rural areas; this divide is estimated to reach 477.9 million and 163.9 million,
respectively, in 2040. In 2015, DM-related complications are major cause of disability and reduced
quality of life, and an estimated 5 million people aged 20—79 years worldwide died prematurely from

the disease(10).

About 8.6% of all deaths in the Africa Region can be attributed to diabetes; in 2013 a staggering
76.4% of those deaths occurred in people under the age of 60. Furthermore, there were more than

50% more deaths from diabetes in women compared to men(11).

Statistics for medical complications from diabetes are also concerning. Proportions of patients with
diabetic complications in sub Saharan region ranged from 7-63% for retinopathy, 27-66% for
neuropathy, and 10-83% for nephropathy. Diabetes is likely to increase the risk of several important

infections in the region, including tuberculosis, pneumonia and sepsis (12).

In Ethiopia the prevalence of diabetes mellitus is increasing with changes in people’s lifestyles(13).
Hospital based studies in Addis Ababa showed that the prevalence of diabetes has increased from 1.9
percent in 1970 to 9.5 percent in 1999(14). The overall prevalence of diabetes in the northern
Ethiopia has been reported as approximately 0.3 percent (15). Even though the actual number was not
known, World health organization has estimated the number of diabetic cases in Ethiopia to be

800,000 by the year 2000, and the number is expected to increase to 1.8 million by 2030 (16).

A systematic review of studies in Ethiopia from 1970 to 2011 suggested that DM prevalence in the
country was about 2%, rising to >5% in persons aged >40 years in certain settings (17). A
nationwide World Health Organization (WHO) STEPS survey among 2153 persons in Ethiopia found
the DM prevalence to be 6.5% (18).



A previous study in two specialized hospitals in Addis Ababa documented the trend in DM
admissions between 2005 and 2009, noting that admissions increased from 51 per annum to 245 over

this period, and majority of those admissions were type 2 DM (19).

Poor awareness among diabetic patients about self-care activities is one of the important variables
influencing the progression of diabetes and its complications, which is largely preventable. Diabetes
education, with consequent improvement in knowledge, attitudes and skills, leads to better control of

the disease, and is widely accepted to be an integral part of comprehensive diabetes care (20).

From review of the relevant literatures, it is evident that studies in self-care of diabetic patients are
generally limited in Ethiopia. Besides, there are no studies available in the country, which directly
addresses knowledge of self-care among diabetic patients, so that this study can contribute a lot as
baseline information for future studies. Almost all of diabetic self-care related studies in Ethiopia
focus on assessment self-care practice or self-management of diabetic patients, even existing little

knowledge based studies focus on general knowledge of patients about diabetes.

Inadequate diabetic self-care remains a significant problem encountered by health care providers and
populations in all settings. Inadequate self-care impacts on the patient's morbidity and mortality as
well as on an increasing the costs of medication and laboratory tests and cost in time and effort of the
care providers. In contrast, patients who have adequate self-care have better outcomes, live longer,
enjoy a higher quality of life, and experience fewer symptoms & minimal complications (21).
Literatures indicate that inadequate self-care is due to inadequate knowledge; this lack of awareness
about self-care activities may be the underlying factor affecting attitudes , practices towards its care

and occurrence of diabetic related complications (22).



1.3 Significance of the study

This study is important to identify type 2 diabetic patient’s self-care knowledge level and associated
factors which will guide the development of prevention programs in the country, contribute as
baseline evidence for evaluating intervention programs and to design future programs and techniques
for effective health education of diabetic patients. It will contribute a lot as baseline for future

diabetic self-care studies.



CHAPTER 2

Literature review

2.1 Prevalence and consequences of diabetes

Globally in 2014, 387 million people were estimated to be living with diabetes, an alarming number
that is set to rise to 592 million within the next twenty years. A further 316 million with impaired
glucose tolerance are at high risk from the disease, with projections indicating that over 1 billion

people will be living with or at high risk of diabetes in 2035(23).

According to 2015 IDF 7th edition 415 million people worldwide, or 8.3% of adults, are estimated to
have diabetes. About 80% live in low- and middle-income countries. If these trends continue, by
2040, some 642 million people, or one adult in 10, will have diabetes. This equates to approximately
three new cases every 10 seconds or almost 10 million per year. The largest increases will take place

in the regions where developing economies are predominant(10).

The World Health Organization (WHO) estimates that diabetes mellitus affects at least 285 million
people and causes 3.2 million deaths, six deaths every minute and 8700 deaths every day, and this

figure will increase by 70% in developed countries, and by 42% in developing countries by 2030 (2).

A recent estimate suggested that diabetes mellitus is the 5t leading cause of death worldwide and is
responsible for almost 3 million deaths annually(24). Approximately 5.1 million people aged between
20 and 79 years died from diabetes in 2013, accounting for 8.4% of global all-cause mortality among
people in this age group. This estimated number of deaths is similar in magnitude to the combined
deaths from several infectious diseases that are major public health priorities, and is equivalent to one
death every six seconds. Close to half (48%) of deaths due to diabetes are in people under the age of
60(10).

Currently, an estimated 19.8 million adults in the Africa Region have diabetes — a regional prevalence
0f 4.9%(10). The burden of diabetes and diabetic related mortality and disability are rising in Africa.
Increasing sedentary lifestyle, coupled with rapidly growing urban culture and modified diets, are

predicted to triple the prevalence of diabetes mellitus in the next 25 years(25).



WHO estimates the number of cases of diabetics in Ethiopia to be about 800,000 in 2000 and

projected that it would increase to about 1.8 million by the year 2030(13).

In Ethiopia, national data on prevalence and incidence of diabetes are lacking. However, patient
attendance rates and medical admissions in major hospitals are rising. The estimated prevalence of

DM in adult population of Ethiopia is 1.9%(13).

A study done in Ayder Referal Hospital indicated that 1.3% of study participants had DM. Out of
those 18% had type 1 DM and 82% had type 2 DM(26).

Finding from assessment of health care system in Addis Ababa, Ethiopia indicated that diabetes
mellitus is associated with chronic complications like neuropathy, nephropathy, retinopathy and
cardiovascular disease. Over time, diabetes mellitus can lead to blindness; kidney failure and nerve
damage. It is also an important factor in accelerating hardening and narrowing of arteries
(atherosclerosis) leading to stroke, coronary heart disease (CHD) and other large blood vessel

diseases (27).

2.2 Diabetes self-care knowledge

General knowledge of diabetes does not necessarily indicate to knowledge of diabetic self- care,

however knowledge of diabetes self-care is dependent on general knowledge of diabetes(28).

A study done in Anhui province of China indicated that two- thirds of respondents (65.4%) had
knowledge of blood glucose. About half of respondents (51.4%) reported correct items for diet; one-

third (37.7%) were aware of complications; 19.5% had a knowledge of insulin(29).

According to the study done in Pakistan mean of correct answers for glycemic control, risk factors
and complications was 33.5%, 69% and 39% respectively. Only one sixth of all the patients could
correctly answer question regarding nutrition. 92% recognized blood pressure as a risk factor while
the correct answers for hyperlipedimia, cigarette smoking, sedentary life style and body weight were
42%, 70%, 76% and 66% respectively. Awareness about eye and renal complications was also quite

low(30).

Finding from a study done in chronic diabetic patients in India indicated that 58% of study

participants were aware that diabetes can affect eyes, 54% aware about renal complications of DM



and 44% knew that DM is a cardiovascular risk factor, 44 % knew that annual eye examinations were
essential for early diagnosis and treatment. Only 14 % were aware of annual urine-protein check and
only 30% got their lipids checked annually. 40% knew their target sugar levels. Only 5% were aware
of HbA1C test. 84% patient knew about hypoglycemia and its treatment(31).

A study done to evaluate patients’ knowledge of diabetes self-care, showed that participants to have
inadequate knowledge. This was particularly significant in participants who had not attended any
training programs. In this study even participants who claimed to have attended training programs did
not demonstrate adequate knowledge or skills in any of the major areas of self-care (insulin
administration, urine testing, diet, foot care and management of hypo or hyperglycemia). Knowledge
of foot care was the least (15%), while urine testing knowledge was the highest (50%). Only 40% of
the trained insulin dependent patients could not demonstrate competence in a single area of diabetes

self-care(32).

A study done in two states of Nigeria showed that even the general performance of the self-care
knowledge items is high among type 2 DM patients(79.5%), areas such as glycosylated hemoglobin
(HbAlc), physical activities, hypoglycemic symptoms, and medication-related items performed

relatively poorly(33).

A study done to assess self-care behavior among patients with diabetes in Harari, Eastern Ethiopia
indicated that large proportion 88.3% of the respondents was knowledgeable about the sign and
symptoms of diabetes. 93.2% of them were knowledgeable about diabetes self-care practices(34). In
this study Substantial proportion (76.6%) reported that regular exercise increases blood glucose level.
41.9% of them replied that not having breakfast after taking drug increases blood glucose level. This
study also showed that 99.1% had knowledge about honey and simple sugar that have high glycemic
index. Among six different types of food which is recommended for patients with diabetes
(vegetables, cereals, rice, wheat and its products, potatoes and sweet potatoes, and fruits), 39.6%
replied that four of the food had high glycemic index. Less proportion 6.8% of them answered that
all the recommended food increase blood glucose level; whereas, only 2.3% of the respondents

agreed that all the six recommended food do not increase blood glucose level (34).

Another study done in Felege Hiwot Hospital showed that exercise and diet were reported as a life

style modification for prevention of DM in 73.2 % and 47.6% respondents respectively. However,



less than 10 % of study participants knew weight reduction as life style modification for prevention of
diabetes related complications. 31% study participants had knowledge on advisable dietary intake.
They reported that 10-20% carbohydrate (grains and fruits), 40-60% proteins (meat, egg and fish),
20-30% fat, small amount vitamins and minerals are advisable food for diabetic patients. About
82.0% of study participants knew about the importance of control of blood glucose to reduce
complication of DM. About 62.7% knew the importance of control of blood pressure for prevention

of DM complications(35).

According to study done in Jimma University specialized hospital majority (70%) of the respondents
had knowledge of the signs and symptoms of hypoglycemia and 68.4% knew what care should be
taken in the event of hypoglycemia. However, only 48% of the respondents had knowledge about

appropriate precautions for the prevention of hypoglycemia(36).

Institution based cross-sectional study done in South Gonder showed that from the total study
participants only 25.5% were found to have good knowledge about hypoglycemia prevention. In

general it was found that Knowledge on hypoglycemia prevention is poor(37).

A study in Harare, Ethiopia indicated that 85.6% of respondents have knowledge that non adherence

to medication increases blood glucose level(34).

2.3 Factors associated with diabetic self-care knowledge

A study conducted in Anhui province, China to assess awareness and practices of self-management
and influencing factors among individuals with type 2 diabetes in urban community settings found
that significant associations were found between subject awareness about self-management activities
and their education level (OR 2.096, 95% CI 1.578-2.784) and the length of disease (OR 1.307, 95%
CI 1.016-1.681). Those with good self-management were influenced by greater knowledge, (OR
2.057,95% CI 1.228-3.445), strong self-efficacy in diabetes self-management (OR 1.899, CI 1.253-
2.878), physical activity was influenced by knowledge (p<0.01 according to this study , there were no
factors significantly related to healthy dietary practices. The finding indicate that best performance in
self-management is achieved when those with type 2 diabetes have a high degree of knowledge of
diabetes, positive attitudes toward diabetes, strong self-efficacy for self-management and perceptions

of good social support(29).



A study done diabetes self-care knowledge among type 2 diabetic outpatients in south-eastern Nigeria
indicated that older persons with diabetes had less education, worse cognitive functions and more
barriers to practicing self-care than the younger age groups. Educational status was also associated
with self-care knowledge. This association was only significant up to primary school level. Results
showed the association to be different between secondary level and tertiary in terms of knowledge.
Participants at secondary level were more knowledgeable than those at tertiary. No statistically
significant associations were found between occupation economic status and knowledge of self-

care(28).

Finding from other study in Nigeria showed negative attitude to disease condition is highly associated
with knowledge of self-care among type-2 diabetic patients (chi-square value at one degree of
freedom =6.215; p=0.013). For this factor, there is a significant difference between the patients’
response and knowledge levels. However, no significant difference exists between patients’ self-care
knowledge level and their opinion regarding other likely causes of poor knowledge. This study also
indicated that Self- care knowledge was associated with level of education (p<0.001), monthly

income (p<0.001) and duration of diabetes (p=0.008)(33).

Institutional based study in hypoglycemia prevention in south Gonder showed that educational status
and being a member of diabetic association were found to be positively associated with knowledge of
hypoglycemia prevention in type 2 diabetic patients. Respondents who attained primary education
(AOR=2.14, 95%CI: 1.19, 3.84), secondary education (AOR 3.02, 95%CI: 1.53, 5.98), college and
above (AOR=2.35, 95%CI: 1.08, 5.13) were found to be more likely to have good knowledge
compared with respondents who did not have formal education. Those who were members of
Ethiopian diabetic association were about four times more likely to be knowledgeable (AOR=3.91,
95%CI: 2.26, 6.77) and six times more likely to practice hypoglycemia prevention (AOR=6.08,
95%CI: 3.34, 11.05)(37).

A cross sectional study in Addis Ababa, Ethiopia showed that not getting diabetic nutrition education
at hospitals which brought dietary management knowledge deficit was one of the main factors that

were identified to have association with the poor dietary practice of the patients (38).
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Summary of literature review

Globally prevalence of type 2 diabetes and its complications are increasing. The burden of type 2 DM
is increasing in developing countries including Ethiopia. Variety of studies showed that self-care
among diabetic patients plays the dominant role to control morbidity and mortality as the result of the
disease. For diabetic patients to care for them self; self-care knowledge plays important role. Most of
reviewed literatures indicated that over all self-care knowledge of clients was inadequate and some
critical self-care knowledge gaps in specific aspects. Variety of literatures found significant
association between diabetes self-care knowledge and educational status, marital status, exposure to
diabetic health education, duration of the disease, client’s attitude towards the disease, family history
of the disease, and other clinical factors. Review of literatures showed that there is no published study

in Ethiopia which directly addresses knowledge of self-care among type 2 diabetic patients.
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2.4 Conceptual framework.

This conceptual framework is developed by referring different literatures related to type 2 diabetes
self-care knowledge and associated factors in order to indicate relationships between variables (28-
39). It represents set of interrelated concepts that represent the association between type 2 diabetes
self-care knowledge and factors affecting it. This framework will provide guidance for the study. In
the diagram below, arrows indicate of proposed linkages among a set of concepts believed to be

related to diabetes self-care knowledge.

Being member of
diabetic
association

(Socio-demographicx (Clinical factors \

characteristics

e Co-morbidity or

° Age
. Sei presence of
. complications
e Occupation e Duration of
e Educational diabetes

status
e  Marital status
e Place of

residence

\o Monthly income) \ j

Getting diabetic
education

Figure 1: Conceptual framework of type 2 diabetes self-care knowledge and associated factors

12



CHAPTER 3

Objectives of the study

3.1 General objective
e To assess self-care knowledge and associated factors among type 2 diabetes on follow up

visits in government hospitals of Addis Ababa, Ethiopia.
3.2 Specific objectives

e To determine level of self-care knowledge among type 2 diabetes on follow up visits in
government hospitals of Addis Ababa.
e To assess factors associated with self-care knowledge among type 2 diabetes on follow up

visits in government hospitals of Addis Ababa.
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CHAPTER 4

Methods and Materials

4.1 Study area

The study was conducted in Addis Ababa, the capital city of Ethiopia and seat of African Union and
the United Nations World Economic Commission for Africa. It covers an area of 527 square
kilometers and has 10 sub cities. The city has a total population of 3,103,999 of these 1,479,000
(47.6%) are males and 1,624,999 (52.4%) are females. The city has 12 government hospitals(39).

The study was conducted in four governmental hospitals in Addis Ababa. They are Saint Paul’s
Millennium Medical Hospital, Menilik-II Memorial Hospital, Zewditu Hospital and Yekatit-12
Hospital.

Saint Paul’s Hospital is the second largest hospital of the nation found in Gulele Sub City. It was built
by Emperor Haile Selassie in 1969 with the help of the German Evangelical Church. In 2007 it
became a medical college and its core services include the provision of medical care, teaching and
research. It has 350 beds. The hospital provides service on average for 200,000 patients annually. Its
catchment population is more than 5 million peoples. In diabetes unit approximately 480 type 2

diabetic patients are seen monthly.

Zewditu Hospital is a hospital in central Addis Ababa, Ethiopia. It was built, owned and operated by
the Seventh-day Adventist Church, but was nationalized during the Derg regime in about 1976. The
hospital is named after Empress Zauditu, the cousin and predecessor on the throne of Emperor Haile
Selassie. Today the hospital is operated by the Ministry of Health. Zewditu hospital is Ethiopia's
leading hospital in the treatment of ART patients and currently treats over 6,000 each month.
Currently the hospital also provides follow-up and inpatient care for diabetic patients. In the chronic

care follow up unit approximately 300 type 2 diabetic patients are seen monthly.

Yeketatit-12 Hospital is one of government hospitals found in Addis Ababa. This hospital is built in
memory the indiscriminate massacre and imprisonment of Ethiopians by elements of the Italian

occupation forces following an attempted assassination of Viceroy Rodolfo Graziani 19 February
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1937. 1t provides diagnosis and treatment for variety of health problems and has different units. In the

diabetic referral clinic approximately 380 type 2 diabetic patients are seen monthly.

Menelik II Memorial Hospital is one of government hospitals in Addis Ababa, which is located in
Yeka sub city. It is the main training center for ophthalmology specialty in Ethiopia. It provides

follow up approximately for 420 type 2 diabetic patients per month.

4.2 Study design

Institution based cross-sectional study design was used to assess self-care knowledge and associated
factors among type-2 diabetic follow up patients. This study design was selected because it can
examine type 2 diabetic mellitus patients in various stages of development, trends, & life style
patterns with the intent to compare the phenomenon among groups. Study subjects were categorized
by group and data on the selected variables was collected at a single point in time.The collected data

was used to describe as well as to compare groups.
4.3 Study period

e The study period was from March 15 to April 15, 2016 during the routine working hours of
the hospital.

4.4 Source population
e All type 2 diabetic mellitus patients in Addis Ababa
4.5 Study population

e All type 2 diabetic mellitus patients on follow up visits in government hospitals of Addis

Ababa
4.6 Eligibility Criteria
4.6.1 Inclusion Criteria

e Diagnosed as type 2 diabetic patients for at least 6 month. It is difficult to address type 2
diabetic patients with less than 6 month diagnosis in the hospitals follow-up system except as

newly diagnosed group of diabetic patients which directly implies that they have similar
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knowledge level with non-diabetic population. Some of those categories of type 2 diabetic
patients cannot be addressed with the hospitals follow-up system because in some hospitals
diabetic patient has follow-up at least once within 3 to 6 month.

e Type 2 diabetic patients greater than 18 year.

e (apable of independent communication and giving informed verbal consent.
4.6.2 Exclusion Criteria

e C(ritically ill patients who cannot provide informed consent.
4.7 Sample size determination and sampling technique
4.7.1 Sample size determination

The sample size was determined using a single population proportion sample size estimation method
by assuming that 50% of the patients have the recommended self-care knowledge (to obtain the
maximum representative sample size since no similar study is found in the area) with 95% confidence

interval.

n=(Zo/2)2 P(1-P)
d2
Where:
e n=required sample size
e 7= critical value at 95% CI (1.96)

e p=prevalence rate (since the level of self-care knowledge not known, p is taken as 50% i.e 0.5

e Margin of error (d) to be 5% (d = 0.05)
n= (Zo/2)* P(1-P)
re
n= (1.96)2 *0.5(1-0.5) n=384

(0.05)

By considering 10% non-response rate the final sample size becomes 422
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4.7.2 Sampling technique

From 12 governmental hospitals, 4 hospitals were selected by simple random sampling because
majority of hospitals have at least separate diabetic clinic or chronic diseases follow up unit which
provide follow up treatment. After allocating type 2 diabetes from the 4-selected government
hospitals by proportional allocation to size (PAS), the participants were selected by systematic

sampling technique.

The total follow-up type 2 diabetes within four hospitals during the study period were 1580. The list
of patients was obtained from the registration books of each follow up clinics of the hospitals. Follow
up patients within one month were used because no availability of registry of total patients in some
hospitals, appointment for some patients was based on the condition of the disease which may take
extended time and tendency of many patient to discontinue or change follow up places. In addition to
above conditions appointment period of some patients was gone beyond the time available to conduct

the study.
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4.7.3 Sampling procedure

12 Government hospitals in Addis Ababa

Simple randofn sampling

4 governmental hospitals

Proporgional allocation to size (RAS)

Menelik Saint Paul’s Zewditu Yekatit-12
Hospital) Type Hospital) Type Hospital) Type Hospital) Type 2
2 DM patients 2 DM patients 2 DM patients DM patients (N=
(N=420; n=112) (N=480; n=128) (N=300; n=80) 380; n=102)

Systematic sampling

Total sample size (n=422)

Figure 2 The schematic presentation of sampling procedure to select study participants from

government hospitals in Addis Ababa
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4.8 Variables
4.8.1 Dependent Variable

e Diabetes self-care knowledge
4.8.2 Independent Variables

e Demographic factors: Age, sex, ethnicity, educational status, marital status, monthly income,
place of residence, occupation,

e Disease related factors: duration after diagnosis, presence of diabetic complication and co-
morbidity

e Exposure to diabetic health education
4.9 Data collection methods
4.9.1 Data collection instrument

Interviewer administered, pre-tested, validated, standardized questionnaire was used. The instrument
comprised three sections: the first section consisted of socio-demographic information; the second
consists of respondent’s clinical and other related conditions; while the last section included questions

that measure respondent’s knowledge of self-care — the DSCKQ-30(40) .

The DSCKQ-30 is a thirty-item tool validated by Adibe and colleagues that measures type 2 diabetes
knowledge of self-care. It is a structured measure with response choices of ‘yes’ and ‘No. Factor
analysis identified three scales of knowledge of self-care. Chronbach’s alpha of the 30 questionnaire
items was found to be 0.89. The item-to-total correlation coefficients and ranges for component 1 - 3
were 0.36 (0.25 - 0.48), 0.28 (0.23 - 0.35), and 0.34 (0.23 - 0.41), respectively, with overall average
of 0.33 (0.23 - 0.48). Items percent correctness (% C) ranged from 16.7 to 86.7 % with an overall
average of 55.6 %. Item factor loadings averaged 0.62 for the total items; averages of the three scales

ranged from 0.59 to 0.68(40).
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4.9.2 Data collection procedure

The data was collected by 4 trained diploma nurses and was supervised by 2 BSc nurses having
previous experience in data collection. Principal investigator was also make continuous follow up and
supervision throughout the data collection period. Since the questionnaire was prepared in English, it
was translated in to Amharic language for appropriate and easiness in interviewing the study subjects
in Amharic language. The Amharic version was again translated back to English to check the

consistency of meaning.
4.9.3 Pre-test

The questionnaire was pre-tested on 15 type-2 diabetic patients on follow up visit in Tirunish Beijing
Hospital to assure quality of translation to Amharic and necessary correction and amendment was

made.
4.10 Data quality Assurance

To assure data quality, training, and orientation was given for the data collectors by the principal
investigator. Additionally, on each data collection day, the collected data was reviewed and checked
for its completeness by principal investigator and appropriate design and sampling procedures were

applied. Moreover, the exclusion criteria were considered.
4.11 Data processing and analysis

The data was entered in to EPI- data version 3.1, and then the data was cleaned and analyzed by using
Statistical Package for Social Science (SPSS) version 22 statistical software. Categorical variables
were described by frequencies and percentages, and continuous variables were described by means
and standard deviations. Figures and tables were used to summarize the results. Descriptive statistics
was used. Bivariate and multivariate logistic regression was computed to assess statistical association
between the outcome variable and independent variables using Odds Ratio; significant of statistical

association was assured or tested using 95% confidence interval (CI) and p value (<0.05).
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4.12 Operational definitions

e Good Self-Care Knowledge: Refers for those study participants who answer more than or
equal to 70% of knowledge questions correctly(33,40).

e Poor Self-Care knowledge: Refers for those study participants who answer less than 70% of
knowledge questions correctly(33,40).

e Exposure to diabetic health education : If a client gets health education about diabetes and
how to care for himself/herself then client is said to be exposed to diabetic health education

e Duration after diagnosis: it is the total period of time after the client has been medically
confirmed of being diabetic patient.

e Presence of diabetic complication and co- morbidity: If a client has past or current history
of the presence of one or more additional disorders given below then he/she is considered as
having history of diabetic complication. These are: diabetic nephropathy, diabetic neuropathy,
diabetic retinopathy, diabetic foot ulcer, diabetic related heart disease and others known acute

or chronic complications of diabetes.
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4.13 Ethical consideration

Formal letter was obtained from Research Ethics Committee of Addis Ababa University Collage of
Health Science Department of Nursing and Midwifery and it was submitted to, Addis Ababa Health
Bureau, Saint Paul’s Mellinium Medical Collage Hospital, Menilik-II Memorial Hospital, Zewditu
Hospital and Yekatit-12 Hospital. So the letter was given to the hospitals in order to obtain formal
ethical clearance. Participation was voluntary and information was collected anonymously after
obtaining verbal consent from each respondent by assuring confidentiality throughout the data
collection period. In order to maintain confidentiality the participants were assured that the obtained
information would not made available to anyone who was not directly involved in the study and their

names were not be written on the questionnaire they were interviewed.
4.14 Dissemination of the result

Finally, the findings of the study will be presented to Addis Ababa University, Department of
Nursing and Midwifery as partial fulfillment of master’s degree in Adult Health Nursing.

It will be also communicated to Menilik-II Memorial hospital, Saint Paul’s hospital, Zewditu

Memorial hospital and Yekatit-12 hospital

The findings will be also presented in different seminars, meetings, and workshops as well as further
effort will be made to publish the findings on peer reviewed journal. Hard and soft copies will be
made available in the library of AAU, for graduate students as well as for other researchers and

readers
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CHAPTER S

Result

5.1 Socio-demographic characteristics of respondents

Out of 422 patients with type 2 DM intended to participate in the study, 412 patients actually
participated in the interview making a response rate of 97.63%. Among the total of respondents,
189(45.9%) and 223(54.1%) were males and females respectively. The mean age was 49.98 (SD
+12.28) years and majority of the patient’s 115(27.9%) lies between 40 and 49 years. More than half
of the participants 277(67.2%) were married and majority of respondents 156(38%) were Amhara and
130(31.6%) were Oromo. The result on educational status showed a large proportion of participants
111(26.9%) were achieved secondary education followed by read and write which accounts
92(12.1%). Regarding the religion of respondents, majority were Orthodox followed by Muslim that
accounts 247(60%) and 92(22.3%) respectively. Table 1 provides details description of the socio-

demographic variables.

Table 1: Socio-demographic characteristics of patients with type 2 diabetes in Addis Ababa
Government hospitals, 2016.

Variable Frequency %
sex Male 189 45.9
Female 223 54.1
Total 422 100
Age <30 10 3.9
30-39 70 17.0
40-49 115 27.9
50-59 112 27.2
60-69 99 24
Total 412 100
Education Illiterate 50 12.1
Read and write 92 22.3
Primary (1-8) 78 18.9
Secondary (9-12) 111 26.9
Tertiary (above 12) 81 19.7
Total 412 100
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Religion Orthodox 247 60

Muslim 92 22.3
Protestant 60 14.6
Others 13 3.2
Total 412 100
Ethnicity Ambhara 156 38
Gurage 85 20.7
Oromo 130 31.6
Tigre 38 9.2
Others specify 3 0.5
Total 412 100
Marital status Single 61 14.8
Married 277 67.2
Divorced 33 8.0
Widowed 41 10.0
Total 412 100
Occupation Unemployed 158 38.3
Employed 253 61.4
Others 1 0.2
Total 412 100
Residence Urban 353 85.57
Rural 55 13.3
Total 412 100
Monthly income <500 97 49.24
500-100 81 41.11
>100 37 18.78
Total 197 100

5.2 Clinical and other factors related to type 2 diabetes self-care

Most of the respondents 252(61.3%) had a duration of disease greater than 10 years where as 112
(27.2%) of the people were having duration between 5 to 10 years. The mean duration of diabetes

was 11.85 with SD of 8.98 years with minimum of 1 year and maximum of 62 years. Of all
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respondents, about 239 (58%) had long term diabetic complication confirmed medically. Majority
358(86.9%) respondents have been received at least once information about diabetes self-care.
Among those who received information about diabetes self-care most of them 283 (84.22%) reported
health care providers as their source of information followed by mass medias 40(11.9%). Majority
301(73.1%) of participants were not member of diabetic association found in their area. Table 2

provides details description of distribution of clinical and other related characteristics.

Table 2. Distribution of clinical and other related characteristics of type 2 diabetic patients, Addis Ababa

government hospitals, 2016.

Variable Number %
How long you have been diagnosed <5 years 112 27.2
with Diabetes Mellitus? 5-10 years 48 11.2
>10 years 252 61.2
Total 412 100
Do you have any diabetic related lon Yes 239 58
term complication No 173 42
Total 412 100
Which type of complications do Diabetic nephropathy 43 17.99
you have(multiple answer is Diabetic neuropathy 77 32.21
possible) Diabetic retinopathy 97 40.58
Diabetic foot ulcer 36 15.06
Diabetic related heart 77 32.21
Total 330 100
Have you ever received any Yes 336 81.8
information about diabetes or No 75 18.2
diabetes self care? Total 412 100
From where did you get the Heath personal 283 84.22
information about diabetes or Mass media’s 40 11.9
diabetes self care Friends or family 13 3.8
Total 336 100
Are you a member of diabetic Yes 111 26.9
association? No 301 73.1
Total 412 100
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Figure 3: Graphic description of duration of diabetes Diagnosis, Addis Ababa government hospitals,

2016.

5.3 Diabetes self-care knowledge level of respondents

More than half of the study sample, 239(58%) had a high (70% or over) overall knowledge while the

rest 173(42%) showed low (<70%) overall knowledge level about self-care.

The overall self-care knowledge correct response on modifiable lifestyles, adherence and
consequence of uncontrolled blood glucose level was 73.21%, 70.36% and 72.03% respectively.
About 23.3% responded that fasting blood sugar (FBS) test can be used to monitor blood sugar
control of 2-3 months. About 47.5% participants responded that no person should check blood sugar
and blood pressure of a diabetic patient except qualified medical doctor and other health personnel in

the hospital. Off all respondents only 26.2% of study participants responded that regular exercise

reduces the need for insulin or other diabetic drugs
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Figure 4: Pie-chart description of diabetes self-care knowledge at Addis Ababa Government Hospital,
2016.
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Diabetes Self-care Knowledge (DSCK-30) item performance

Table 3: Overall performance of respondents on Modifiable Lifestyles in Addis Ababa government

hospitals, 2016 (18 Items)

Questions Yes No Correctness
Blood glucose level should be measured before and after every | 328(79.6%) | 84(20.4%) | 328(79.6%)
physical activity.(Yes)
Fasting blood sugar (FBS) test can be used to monitor blood 254(61.7%) | 158(38.3%) | 158(38.3%)
sugar control of 2-3 months.(No)
A person with diabetes should take care of his/her teeth and brug 375(91%) | 37(9%) 375(91%)
and floss his/her teeth every day.(yes)
Tight elastic hose or socks are not bad for a person with 139(33.7%) | 273(66.3%) | 273(66.3%)

diabetes.(No)

Self blood glucose monitoring (SBGM) enables a person with
diabetes to monitor and react to changes in his/her blood sugar

levels(Yes)

364(88.3%)

48(11.7%)

364(88.3%)

Only the doctors should make plans on how a person with 163(39.6%) | 249(60.4%) | 249(60.4%)
diabetes can achieve his/her target goals.(No)

Maintaining a healthy weight is not important in management | 126(30.6%) | 286(69.4%) | 286(69.4%)
of diabetes.(No)

Self blood glucose monitoring (SBGM) allows doctor and other | 356(86.4%) | 56(13.6%) | 356(86.4%)

healthcare team to gather data for treatment planning(Yes)

No person should check blood sugar and blood pressure of a
diabetic patient except qualified medical doctor and other health

personnel in the hospital.(yes)

217(52.5%)

195(47.5%)

195(47.5%)
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Having physical activity for 20-30 minutes per session at least 3| 380(92.2%) | 32(7.8%) 380(92.2%)
days per week is essential. (Example of physical activities:

Brisk walking, house activities, climbing staircase)(Yes)

A person with diabetes should report any change in his eyesight | 384(93.2%) | 28(6.8%) 384(93.2%)
to his doctor.(yes)

There should be mutual agreement between a person with 330(80.1%) | 82(19.9%) | 330(80.1%)
diabetes and the  doctor if he/she cannot change a particular

lifestyle.(yes)

A person with diabetes should take extra care of his/her feet 383(93%) | 29(7%) 383(93%)
especially when cutting his/her toenails(yes)

Regular exercise does not reduce the need for insulin or other | 304(73.8%) | 108(26.2%) | 108(26.2%)

diabetic drugs.(No)

A person with diabetes should only ask for help when he/she fee

sick from his/her healthcare team.(no)

151(36.7%)

261(63.3%)

261(63.3%)

At the initiation of insulin therapy for a person with diabetes wh
may require it, appropriate advice on Self Blood Glucose
Monitoring (SBGM) and diets should be given to the

person.(yes)

387(93.9%)

25(6.1%)

387(93.9%)

Cigarette smoking can worsen diabetes(yes)

364(88.3%)

48(11.7%)

364(88.3%)

Monitoring blood pressure is not as important as monitoring 248(60.2%) | 164(39.8%) | 248(60.2%)
blood glucose in a person with diabetes.(No)
Overall correct performance on modifiable lifestyles 73.21%

(26.2%-93.2%)
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Table 4: Overall performance of respondents on knowledge of Adherence to diabetes self-care in Addis

Ababa government hospitals, 2016 (8 Items)

Questions Yes No Correctness
Regular medical checkups are not essential when a person with 135(38.2%)| 277(67.2%) | 277(67.2%)
diabetes is feeling well.(No)

Dietary instructions should be written out, even if the person with 270(65.5%)| 142(34.5%) | 270(65.5%)
diabetes is illiterate: someone at home should be available to interpre

it for him/her.(yes)

Instructions about drugs and other self-care practices should not be | 134(32.5%)| 278(67.5%) | 278(67.5%)
strictly followed.(No)

Taking low dose Aspirin tablet every day decreases risk of having | 187(45.4%)| 225(54.6%) | 187(45.4%)
heart attack and stroke.(yes)

A person with diabetes taking medicines when he/she feels good is | 70(17%) 342(83%) | 342(83%)
waste of money.(No)

Being drunk while on diabetic drugs is not a serious problem.(No) | 58(16.3%) | 345(83.7%) | 345(83.7%)

Diet and exercise are not as important as medication in control of

diabetes.(No)

88(21.4%)

324(78.6%)

324(78.6%)

Diabetes drugs are not taken throughout the life time of a person with

diabetes.(No)

114(27.7%)

298(72.3%)

298(72.3%)

Overall correct response on Adherence of self-care practices

70.36%

(45.4%-83.7%)
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Table 5: knowledge of respondents on consequences of uncontrolled blood sugar level in Addis

Ababa government hospitals, 2016 (4 Items)

Questions Yes No Correctness
If blood sugar is close to normal, a person with diabetes is likely t( 351(85.2%) | 61(14.8%)| 351(85.2%
have more energy, feel less thirsty and urinate less often.(yes) )

Prolonged high blood sugar level can cause eye problem or even | 368(93.7%) | 44(6.3%) | 368(93.7%)
blindness.

Prolonged uncontrolled blood sugar level can cause heart attack, | 379(92%) 33(8%) 379(92%)
stroke and kidney problems.

Shaking, confusion, behavioral changes and sweating are signs of | 341(82.77%) | 71(17.23%| 71(17.23%)
high blood sugar

Overall correct response on consequences of uncontrolled blood 72.03%

sugar level

(17.23%-93.7%)
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5.4 Factors affecting self-care knowledge

Out of socio demographic, clinical and other related factors mentioned age, marital status, education
status, residence, duration of DM cases, exposure to diabetic education, and being DM association
membership were significant at 0.2 and were entered into the final regression model. Then marital
status, duration of DM, being member of diabetic association and exposure to diabetic health
education showed a significant association with good self-care knowledge at a 5% level of

significance. The rest of factors did not meet statistical significance level.

Participants with educational status of read and write, primary, secondary, and tertiary level were
1.680, 1.079, 1.478 and 1.990 times more likely to have good knowledge as compared to those who
were illiterate respectively. Participants, who are married, divorced, widowed were 2.856, 10.322 and
13.11 times more likely to have good self-care knowledge than those who are single. Table 3
provides details description relationship between respondent’s socio-demographic characteristics and

self-care knowledge level.

32



Table 3: Relationship between respondent’s socio-demographic characteristics and self-care

knowledge level, Addis Ababa government hospitals, 2016.

Socio-demographic

Over all diabetes self-care knowledge

characteristics
COR(95% CI) p-value AOR(95% CI) p-value
Sex
Male
Female 1.112(0.65,1.443) 0.898 _ .
Age group
<30 1 0 1 0
30-39 3.000(0.975,9.232) 0.055 1.795(0.429,7.506) 0.423
40-49 2.593(0.881,7.628) 0.084 0.745(0.181,3.059) 0.683
50-59 2.778(0.941,8.196) 0.064 1.745(0.433,7.032) 0.434
60-69 1.569(0.529,4.648) 0.417 0.599(0.138,2.609) 0.495
Educational level
Illiterate 1 0 1 0
Read and write 2.416(1.188,4.915) 0.015 1.680(0.651,4.332) 0.283
Primary 1.778(0.858,3.683) 0.122 1.079(0.404,2.884) 0.879
Secondary 2.921(1.460,5.842) 0.002 1.478(0.570,3.835) 0.422
Tertiary 5.079(2.371,10.881) 0.000 1.990(0.693,5.716) 0.201
Marital status
Single 1 0 1 0
Married 0.457(0.197,1.057) 0.067 2.856(1.214,6.720) 0.016
Divorced 0.503(2.47,1.027) 0.059 10.322(2.807,37.955)  0.000
Widowed 1.537(0.526,4.490) 0.432 13.119(3.926,43.834)  0.000
Occupation
Unemployed 1 0 1 0
Employed 0.651(0.436,0.973) 0.036 0.825(0.423,1.610) 0.573
Residence
Urban 1.956(1.102,3.470) 0.022 1.809(0.813,4.025) 0.146
Rural 1 1
Monthly income
<500 1 0 1
501-1000 0.953(0.584,1.556) 0.848 1.007(0.487,2.085) 0.984
>1000 1.518(0.883,2.608) 0.131 1.340(0.586,3.064) 0.487
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As shown below in the table self-care knowledge was associated with duration of diabetes (p=0.004),
receiving education about diabetes self-care (p=0.000) and being member of diabetic association

(p=0.000).

Duration of diabetes was found to be significantly associated with self-care knowledge. Respondents
who have had diabetes over 10 years were found to be more knowledgeable than those who have had

the disease for less than 5 years with p-value of 0.004.

Receiving Information diabetes self-care and being member of diabetic association had consistent
significant association result in both bivariate and multivariate regression results (Table 4). Those who
received information about diabetes self-care were 8.7 times (AOR=8.701 ((3.324, 22.780) , p=0.000)

more knowledgeable about diabetic self-care than those who have not received self-care education.

As to being member of diabetic association, study participants who were members of diabetic
association were 7.6 times more likely to have good knowledge of diabetic self-care as compared to

those who were not been members of diabetic association (AOR=7.674 (2.979-25.723), p=0.000).

According to the current study no significant association was found between self-care knowledge and
having diabetic long term complication. Table 4 provides details description relationship between

respondent’s clinical characteristics and self-care knowledge level
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Table 4: Relationship between respondent’s clinical characteristics and self-care knowledge level,
Addis Ababa government hospitals, 2016.

Clinical characteristics of

respondents

Over all diabetes self care knowledge

Duration of diabetes
<5 years
5-10 years
>10 years

Diabetic related long term

Complications
Yes
No

Information Diabetes self-

care
Yes
No

Being member of diabetic

association
Yes
No

COR(95% CI)

1
1.255(0.737,2.138)
0.683(0.410,1.135)

0.672(0,450,1.003)
1

12.004(5.266,27.367)
1

13.248(2.303,19.335)
1

p-value

0.404
0.141

0.052

0.000

0.000

AOR95% CI)

1
0.666(0.322,1.378)
0.33(0.158,0.704)

0.792(0.452,1.387)
1

8.701(3.324,22.780)
1

7.674(2.979,25.723)
1

p-value

0.273
0.004

0.414

0.000

0.000
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CHAPTER S

5.1 Discussion

It is essential that diabetic patients should possess good knowledge about how to care for themselves

in order to improve their self-care skills and thereby prevent complications.

In Ethiopia, there is no study which intensively assessed self-care knowledge of type 2 diabetes. Thus
this study has tried to assess the type 2 diabetes self-care knowledge level and associated factors

among type 2 diabetes patients on follow up visit in government hospitals of Addis Ababa, Ethiopia.

In this study 27.9% respondents were found to be in the age group of 40-49 while 27.2% of them
were in the age group of 50-59 years. A study done in Mekele showed that 94.0% respondents were
found to be in the age group of 25 to 69 years and similar study in Nigeria indicated that majority of
respondents were at age group of 50-59 years (38.9%) followed by those in the age range of 40-49
years(21.5%). This finding is in line with IDF diabetes atlas 2015 which reported that the greatest
number of people with diabetes are between 40-59 years (10,26,33).

Over all self-care knowledge of participants in this study (58%) was lower than the findings from
study carried out in Nigeria (79.5%) and India on knowledge type 2 diabetes self-care (33). The
difference may be attributed to socio-economic status difference, educational level difference, access

to diabetic information, and availability of diabetic educators within the countries.

In line with the study carried out in Nigeria only 47.5 % of respondents responded correctly for the
item no person should check blood sugar and blood pressure of a diabetic patient except qualified
medical doctor and other health personnel in the hospital (33). This may be due to lack of knowledge
on blood glucose monitoring skill by persons other than health providers, or non-availability of blood

glucose and blood pressure monitoring devices in the patient’s home.

Only 17.23% of the patients in this study responded that shaking, confusion, behavioral changes and
sweating are not signs of high blood sugar; this response is slightly lower than the study done in
Nigeria (33.99 %)(33). A possible reason for this knowledge deficiency may be lack of clear diabetic

education on the signs of hyperglycemia and hypoglycemia.

In the current study highest self-care knowledge scores were obtained for items of modifiable life

styles and consequences of uncontrolled blood sugar Level while the least scores were reported for
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items of adherence. This finding contradicts with similar study carried out in two states of Nigeria, in
which highest scores were obtained for items of Adherence (33). This variation may be due to the fact
that unlike the study in Nigeria in the current study most of participants have at least one diabetic
related long term complications so that they would know about the complications they have and it

may increase their knowledge seeking tendency.

In line with earlier studies in Nigeria, this research revealed that majority of the respondents thought
that FBS test can be used to monitor 3 months blood sugar control. This may be due, in part, to the
fact that most of the respondents in this research are given appointment by health care providers to
come after 3 month and so they end up checking their blood glucose once in 3 months or more.

Another possible reason would be in accessibility and in affordability of other tests like HbAlc test.

In the current study large proportion (72.03%) of patient population responded correctly self-care
knowledge items on consequence of uncontrolled blood glucose level. It is slightly lower than study
done in Nigeria which is 77.52% (33). A possible explanation for this could be because about large
proportion of study participants already developed at least one chronic complication so they might

have better knowledge on self-care.

A high proportion of study participants 92.2% did know that regular exercise is helpful to control
type 2 diabetes and 78.6% of study participants responded in the way that diet and exercise are
important as medication in control of diabetes. Similar result is reported to this finding in most of

diabetic knowledge and self-care knowledge studies (28,31).

The current study showed that marital status, duration of diabetes, exposure to diabetic health
education and being member of diabetic association were significantly associated with diabetes self-

care knowledge. Previous studies have indicated similar findings in most of the variables (28,31).

In contrast to the report of two different studies in Nigeria which illustrated no relationship between
marital status and knowledge, the results of this study indicated a significant association of both
variables. Participants, who are married, divorced, widowed were 2.856, 10.322 and 13.11 times
more likely to have good self-care knowledge than those who are single This might be due to the fact
that those who have married might have influence from their partner to seek information about self-

care activities(33).
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Duration of diabetes was found to be significantly associated with self-care knowledge. Those with
duration of diabetes for greater than 10 years were more knowledgeable than those with duration less
than 10 years with p-value of 0.000. Similar findings have been recorded in other studies (29,31).The
possible explanation for association of duration diabetes with self-care knowledge would be with
longer duration, there are more opportunities for exposure to information regarding diabetes.
Repeated information’s about diabetes self-care will eventually be grasped no matter how ‘complex’.
In addition, patients who have had the diabetes for certain time might be experiencing some
complications which will make them to seek help, and they may gain more knowledge in the process,
patients with fewer years might not see the need to self-care until the symptoms are manifested,
unlike patients who had lived with the disease for many years, whose symptoms have manifested and
they go around seeking for treatments, through these exposures diabetes patients with longer duration

may gain better self-care knowledge.

Those who received information about diabetes self-care were 8.7 times more knowledgeable about
diabetic self-care than those who have not received self-care education. As to being member of
diabetic association, study participants who were members of diabetic association were 7.6 times
more likely to have good knowledge of diabetic self-care as compared to those who were not been
members of diabetic association The possible reason for association of exposure to diabetic education
and membership to diabetic association to high self-care knowledge is increased exposure of those

group peoples for diabetic educations so that they would have better self-care knowledge.
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5.2 Strengths and Limitations of the study
Strengths of the study

e Use validated structured standardized questionnaire
e High response rate

e Since there is no similar study conducted in the area, it can contribute a lot as baseline

information for future studies.
Limitations of the study

e Limitation of related literatures to compare and discuss some of the findings

e Since the study design were cross-sectional method the direction of causal relationship between

variables can’t always be determined
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5.3 Conclusion

This study reflects that there is a need to improve diabetic self-care knowledge among the patients.
Overall knowledge about diabetes self-care among patients was not adequate; some critical
knowledge gaps were also identified in specific areas. In particular, knowledge about adherence to
self-care practices was relatively low. Marital status, duration of diabetes, exposure to diabetic health
education, and diabetic association membership were significantly associated with diabetes self-care

knowledge.
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5.4 Recommendations
For policy makers

e In order to emphasize diabetic self-care education, policy makers should opening a program of
professional diabetic educators on self-care of diabetic patients and they should strength existing

programs.
For the hospitals

e The hospital administration should stress on educating clients more during follow up periods.

¢ Diabetic self-care should be incorporated in the health education program of the hospital.
For health care professionals

e They should educate patients individually about how the patients can care for themselves beyond
prescribing medications by addressing the patients’ age, educational status, occupational status,

duration of diabetic therapy and other factors.
For the patients

e Patients should adhere to all diabetic self-care educations provided by health care providers.
e Patients should continue to update their knowledge on diabetic self-care practices.

e [tis recommended if they become member of nearby diabetic association.
For future research

e Future researchers should conduct further studies on diabetes self-care practice and adherence of
diabetic patients to self-care practice in order to know the association between self-care
knowledge and self-care practice

e Since there are limited studies conducted on diabetes self-care it is recommended that further
studies should be conducted in different parts of Ethiopia and largely in Africa

e Interventional studies are also recommended in order to determine the effect of diabetic

educational programs on diabetes self-care knowledge and self-care practice of diabetic patients.
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Annex 1: Subject Information Sheet (English Version)
Addis Ababa University, College of Health Sciences, Department of Nursing and Midwifery

Graduate Studies
Dear participant!

Here, I the undersigned, at Addis Ababa University College of Health Sciences, School of Allied
Health Science, Department of Nursing and Midwifery Graduate Study Program, currently I will be
undertaking research on a topic entitled as assessment of type 2 diabetes self-care knowledge and
associated factors on follow up visits in government hospitals of Addis Ababa .For this study, you
will be selected as a participant and before getting your consent, you need to know all necessary

information related to the study which will be detailed as follows.

Purpose of the study: the purpose of this study is assessment of type 2 diabetes self-care knowledge

among patients attending government hospitals in Addis Ababa.

Participants to be included: all type 2 diabetes sampled by systematic random sampling technique

will be included in the study
Benefits and risk of the study:

Benefits: For your participation in the study no payment will be granted or has no any special
privilege to you. Your responses to the following questions are beneficial to you and other diabetic
patients as input in improvement of diabetes self-care knowledge and to identify the factors which
affect the knowledge of self-care so that recommendations will be made to responsible organizations

to fill those gaps.

Risks: The study will be conducted through interviews and you are being asked for a little of your
time, a maximum of 20 min, to help us in this study. There is no possible risk associated with

participating in this study except the time spent for responding to the questionnaire.

Confidentiality: Your name will not be written in this form and any information you tell us will not
be disclosed to third party. Your participation is voluntary and you are not obligated to answer any
question you do not wish to answer. If you feel discomfort with the question, it is your right to drop it
any time you want. If you have questions regarding this study or would like to be informed of the

results after its completion, please feel free to contact the principal investigator.
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Address of the principal investigator:

Nathan Desalegn

Cell phone: +2519174928, e-mail: nathandesalegn27@gmail.com
Are you satisfied with the information provided so far?

L.YeS oo Continue to the next page

2 N0 o I won’t participate
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Annex 2
Consent form (English Version)

In undersigning this document, I am giving my consent to participate in the study entitled as
“assessment of diabetes self-care knowledge and associated factors among type 2 diabetic patients on
follow up visits in government hospitals of Addis Ababa, Ethiopia” I have been informed that the
purpose of this study is to asses diabetes self-care knowledge and associated factors among type 2
diabetic patients on follow up visits in government hospitals of Addis Ababa, Ethiopia. I have
understood that participation in this study is entirely voluntarily. I have been told that my answers to
the questions will not be given to anyone else and no reports of this study ever identify me in any
way. | have also been informed that my participation or non-participation or my refusal to answer
questions will have no effect on me. I understood that participation in this study does not involve
risks. I understood that Nathan Desalegn is the contact person if I have questions about the study or

about my rights as a study participant.

Respondent’s signature

Interviewer

Name Signature Date
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Annex 3
Questionnaire (English Version)
Addis Ababa University, College of Health Sciences, Department of Nursing and midwifery
Graduate Studies

Questionnaire ID No------—--------
Direction for Data Collectors: Put () mark on the boxes in front of options provided.
This questionnaire is designed to assess diabetes self-care knowledge and associated factors among type

2 diabetic patients on follow up visits in government hospitals of Addis Ababa, Ethiopia Part I- Socio

demographic characteristics

S .no. | Questions Response

Q 101.| What is your sex? 1. Maleo
2. Female O

Q102.| Age? Years

Mliterate O

Read and writeo
Primary (1-8) o
Secondary (9-12) o
Tertiary (above 12) O

Q 103 | What is the highest level of education you
received?

Nk W=

Orthodox O
Muslim O
Protestant o
Others (specify)

Q 104 | What is your religion?

i

Amhara O
Gurage o
Oromo O
Tigre o
Others specify

Q 105 | What is your ethnicity?

Nk W=

[

Q 106 | What is your marital status? Single O
2. Married o

3. Divorced O
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4. Widowed o
Q 107 | What is your occupation? 1. Unemployed O
2. Employed o
3. Others (specify)
Q 108 | Where is your residence? 1. Urban O
2. Rural O
Q 109 | How much money do you earn on monthly basis? Ethiopian birr
Part II-clinical and other factors related to diabetes
S .no. Questions Response
Q201 | How long you have been diagnosed with Diabetes years
Mellitus?
Q202 | Do you have any diabetic related long term 1. Yeso
Complications? 2. Noo
Q203 | If your answer is “yes” for question no. 111 which | 1. Diabetic Nephropathy o
type of complications do you have?(Multiple 2. Diabetic Neuropathy o
answers are possible) 3. Diabetic Retinopathy O
4. Diabetic foot ulcer O
5. Diabetic related heart disease O
6. Others (specify)
Q204 | Have you ever diabetic health education about 1. Yeso
diabetes self-care? 2. Noo
Q205 | If your answer is yes to question 113 from where 1. Doctor or other heath personal O
did you get health education? 2. Mass Media’s o
3. Friends or family o
4. Other (specify)
Q206 | Are you a member of diabetic association? 1. Yeso
2. Noo
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Part III diabetic self-care knowledge questionnaire

Modifiable Lifestyles (18 Items)

Item # No. of Resp.
Questions Yes No

Q301 Blood glucose level should be measured before and after every physical
activity.

Q302 | Fasting blood sugar (FBS) test can be used to monitor blood sugar control
of 2-3 months.

Q303 | A person with diabetes should take care of his/her teeth and brush and floss
his/her teeth every day.

Q 304 | Tight elastic hose or socks are not bad for a person with diabetes.

Q 305 | Selfblood glucose monitoring (SBGM) enables a person with diabetes to
monitor and react to changes in his/her blood sugar levels

Q306 | Only the doctors should make plans on how a person with diabetes can
achieve his/her target goals.

Q307 | Maintaining a healthy weight is not important in management of diabetes.

Q308 Self blood glucose monitoring (SBGM) allows doctor and other healthcare
team to gather data for treatment planning.

Q309 | No person should check blood sugar and blood pressure of a diabetic
patient except qualified medical doctor and other health personnel in the
hospital.

Q310 | Having physical activity for 20-30 minutes per session at least 3 days per
week is essential. (Example of physical activities: Brisk walking, house
activities, climbing staircase)

Q311 A person with diabetes should report any change in his eyesight to his doctoi
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Q312 | There should be mutual agreement between a person with diabetes and the
doctor if he/she cannot change a particular lifestyle.

Q313 | A person with diabetes should take extra care of his/her feet especially when
cutting his/her toenails

Q314 | Regular exercise does not reduce the need for insulin or other diabetic drugs

Q315 | A person with diabetes should only ask for help when he/she feels sick from
his/her healthcare team.

Q316 | At the initiation of insulin therapy for a person with diabetes who may requii
it, appropriate advice on Self Blood Glucose Monitoring (SBGM) and
diets should be given to the person.

Q317 | Cigarette smoking can worsen diabetes

Q318 | Monitoring blood pressure is not as important as monitoring blood glucose i1

a person with diabetes.
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Adherence (8 Items)

Item # Questions No. of
Resp.
Yes | No
Q401 | Regular medical checkups are not essential when a person with diabetes is
feeling well.
Q402 | Dietary instructions should be written out, even if the person with diabetes is
illiterate: someone at home should be available to interpret it for him/her.
Q403 Instructions about drugs and other self-care practices should not be strictly
followed.
Q404 | Taking low dose Aspirin (Vasoprin®, Emprin®) tablet every day decreases
risk of having heart attack and stroke.
Q405 | A person with diabetes taking medicines when he/she feels good is waste of
money.
Q406 | Being drunk while on diabetic drugs is not a serious problem.
Q407 | Diet and exercise are not as important as medication in control of diabetes.
Q408 | Diabetes drugs are not taken throughout the life time of a person with diabetes.
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Consequences of Uncontrolled Blood Sugar Level (4 Items)

Item # | Questions No. of
Resp.
Yes | No
Q501 If blood sugar is close to normal, a person with diabetes is likely to have more
energy, feel less thirsty and urinate less often.
Q502 | Prolonged high blood sugar level can cause eye problem or even blindness.
Q503 Prolonged uncontrolled blood sugar level can cause heart attack, stroke and
kidney problems.
Q504 Shaking, confusion, behavioral changes and sweating are signs of high blood

sugar
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Annex 4: Information Sheet (Amharic Version)
PPeE AMPAL T TGS

(A%0 AN RZOCAL MS AL7T0 DAE: RICAYT AT TLEPLES TIUCT hFd PLVL 4P avCy “IIC
004 ePetE T 4!

Ab NHY OFF 2990409°PF NAGA ANO RLOCAE MG A2 DA NICAT AT T1LePLLL TIPUCT hEA
PLVL 9°LP avCYOINC 4914 WPT NAv-+ OPT DA% ANA Par7I0t PATHMT eolhdHh 08T 2 PanG
haod® +avAfi FNPPT RO MYt (CUFF@ AhePmNP PATF@TY h@ptS 28T 1CT AL PO
APNZLN AITAU-:: (@PPRI° (HY TGH QAT ACAL A4 T14 otavdme ALP? havate® (&t 17 eTeE?
MPAA RHT hG GATT A7LTLNTAD ANE-E-0PFAv~::

PG GA9Y: 06U TR P90 @ (A% ANO Pov Nt PAT AT 29l tae 92T 2 PG chavrg®
+avAl FNIPPTF LR MTIE NEHPF@. AdPMNP PATF AT AQPTS 287 1T1CTT TITGT AL 1@-::

PGk FAFAPTF MTrr: (ALO ANA Par¥lvE POTHAT  Polhdth 08T 2 eANC Y99y (HY TGt
OOT LA TG (e

(@A t&P PTLTFE TP AT T4 0Tk AAFATS PPHE T TIHAI 1 AA TPI° ALTFIC:: TIC 7
PACAL LI° 0T 2 LADC 490977 0L F@T M7TrE N4F@. AAaPmOP PATDT h@btS T35 11CTY
AM8SQP LLASA MHUP avAlt AParAlt@. And ANZALD. avh\dht ALSAAASS “Ittahe A19.L49
PLLIA:: (A oA NPGE AAFAFS (LOH 20 Lk havamt @ °39° ALYH Phhd @ eNIANG 9T
ALLCANPIO::

L0877 TLAMC aPmP: PACOAP O° NaPmPd @LbT AL ARIFI:: PIULAMT avlF NIPTI° aophe ANAHT
®77 A@FLI°:: (1TGh MAT PaPA+EI® PATPAFEI® A1U-9° APt 1LH P9IRLT a1 +®P etmOd
10 AATGE TGO G0t TR (LTCPT ORI AATSE PaPenLA @yt TIOP (LLALAIPT NTLntAo-
PPGD- +a02- TN W4 TITT T A

PPTD 99416 K& A

aah: 09291749287 A 124 .nathandesalegen27@gmail.com
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Annex 5: Consent Form (Amharic Version)
AL P

Ab HY OFF PP« AN NASA ANA Lot IPATHACT eolhdtee 038 2 PANC charg® +avATi
FNPPTF QLUPFDT MTrE (&F@ AdaemNP PAFATY d0.P1IG 28T TICTF ATIOP (9. MmSD- TG OO
taFd, WISWPT a0 AN POk 04PLATE AR tavalt aoPRYIP AL FAU:: hHU PPie
.70 avmeP LIPAM@- av/B° “LAMCrE e+mOP ATRTLPI 019910 +H19CTA:: OTGH @A +AFe,
aOPEI° AAGIPEI® (90 QDT OAT ToC AILTICaMATP H1ICTA:: (9PRLA° AN TGk AG PTG R
taFd, WILaOPy AN aoVF 4P TR (L.FL7 §F7 LANT PHAADT 076 PG QAN 9101C A7LIPTAIP
TL&FAU-::

O PAFED 4oL mmmm e Pav 8 A-NANLD- 4G
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Annex 6: Questionnaire (Amharic Version)

av\Q ¢P( —_—

NA40 ANA LZNCAE MG 4270 DAE PICAY AT TLEPREL TTPUCT hed CLVL 24P TE1LI°

ameP (WATIHT et (Eav)

2u oML INAN (AS.A ANO P70 PAT.H0T P9Lh I Foe 02T 2 PANC chapd® +avAi FngeP T
PLVPFALT MY (GPFF@. AAPMNP PATFALY d@.P IS +287 1ICT ATITST eHHOE Po jav::

ATLE ANANLPT avavs®: (TERPE &1 AL N HHIE@. A7 © “N « AR PL:C e

h&A A28 -9TVNER AT (1 UHA o8 aomed

.k amneP oAT

101 237 1. o3&
2. ot

102 | A9%? havt

103 PTIPUCT £L87? 1.e0F72 4005 L5 T/ fmGPP(9-12)
2 970G av9§: 5. 2§ nAg
3. W85 LLBT PanGP(1-8)

104 | heoI9F ? 1.AC+Lha 2. a>QA 9P 3.TCHOFTE 4. 0A (2100)

105 NchC ? 1.A"1¢- 2. 1D 3. hCP 4. 9% 5. A
(e108)

106 | e20F v ? 1,210 2. pA10 3.0 4.09°F e+ae

107 P0G v ? 1.a¢1% 2.0¢- P00 3.004 (£700)

108 PavG 40P Knaq, o+ 102 | 1,hvto? 2.1mC

109 POC M. 7°m7? AL E IC

56




hed vt hac varg® OC eHISF T11CT

T amee oAl hOG
201 AC 4aeg° ek PH 907 PUA LH, hav’k
LUTIA?
1. AG a2
202 NG vavav PN LomPPt Fenols | 2. A9P hvrr of,
+H .S Ahd A ? TR
®7PC 204
1. hawg vaege oC e+PLH ehAd T varge
203 APPE £1C 202 aPAOP Al NUPY 2. hhkg varge o¢ e+P9H L1C-n varge
LomarPty MG hhd L0 ? 3. ha!G vaege oC e+9PH PheT Yarg®
(A2 NAL aodPlp S FAN) 4. hang vaegd® oC e+ PH P Yarge
5. hatg vaege oC e+PPH PAC ROAT
6. MA (£700)
1. h@7 a2
204 O ARG Yar9eq CALT M7t A8 2. hAP9® hwrr og
anP A8ANPT .S TIPUCT 7L
AT @, P P? &PC 206
1. hvhy® ©L9° hAaA m.s QAav-f
205 ATE €TC 204 aPANP AOT NPT TFPUCEY 2. hIPLePT
net+ ATEH? 3. hagd oeg® n+aq
4. A (27008)
206 POC aPINC ANA V1AL PPN 1. A7 2. AA@.PI°

57




aoavCP 2. (\TELPE & A&t OHHIE A AT f “N © AR £&CT::

h&A adk:- ARG YaroTy QAFAT MG (AT PaonP dDP Ty avavHG avm@,d

Adrthha P FA PULPTE HENPT (18 aeme s T )

AT
Tk, @meHTt AD7 | hRLAP

301 PLI° G oo M7 hATPAPA 044G (A aAlt AdDCE
302 | PP9° R0 AMC aPmT AlE PR9° AMC aPM 7T h2-3 DC AGPSMMC ALINN S TAA
303 | AC PANTF AL ARG TLPP TILL RS U-APT TCOT 94PG Travpavp AANF
304 | AT TP OPLLLT NAALT (G Yard® AN AQ. aPTE hRLNIP
305 PAMC YT 0407 PRI° il aPm? (1~ AT P4-(v7 AC 9P

ATRBNMCS 1L OAT APHE PAL aPM7 ANQAT Fhe PPAT AT4PT

LLAPA
306 | G 29190 Ab4T WI&T TNt ATRANT AP Q.M PANTFA. ANTT NFGTFa
307 | MG W08t ATRTET 1067 (G YaPIPT AT TSNMC hLEATI°
308 | P47 £RI° Al aomT Né-0 aPh A hNTPTS AT MG QAT PPTF £hh9PT oL

07 PHIG. BLATPA
309 | hhhd™FG hwams MG QAoe-ePT QdvhbC 9T79° PG Fo19°PF7 029° aC

aoMm7G 8I° A4t avmT avAnt LANTIP
310 | NA9P7E R 3 7 (AL L 120-30 &P ATPALA T1LL4T ANLAL 100

(PATPAPOPLT AR1T:4.MT OCTEPT I 20T AT 67PAPAPTINGFPTT av@Lt

311

PANC UIPIOHG TIGEDTIIC 1%L AL PI°FR AQMF7 APh AR MG QAP
@L9° A\&hH4- TP AANT

58



312 | POMC vargOe A1RT PAEG.C HENL aP$PC AFA hev-q (13ava.@. avhhd ?0¢-
At aoC AT

313 PaMC Y +S AGICEE NEHT PrPE 914 AANT O HAL TRCEET
agarthha  /adatahdy

314 | 7L ATPOPO PRTOATT ORI PANTT QAC 4aPI° av QPR ANGATIT BTN

315 | PG ver+E hng +7han0PT (1497 ACKH aenfP LANT/OT Pyarg® pavt
AAT@/ Pt AQOF o
AR PG YIPIOTE PRINT UhIPG havBavs. (1§ 0407 £89° il aPm? 160

316 | naovhgtas nnheeo1 ALAT PNC AAME. PAZATPA

317 (LI 0 LG NTF7 LANAA

318 ARZE LG YaPgOG 0290 G a7 avdMMC PLI° A'C 9Ty ALIPHMM(

MP7, ARLATP

HA¢ T7.9+7(Adherence) PPt @nEPT(8 PMLPT)

goATI
e k. @ne&T AO7 | he.LAP
401 AAZE M7 ATLATIAL PG YargPE £, fUhels FPCavs-PH( checkups)
ALOLNTIP
402 A2e NG UargOHE eI NPTP° PPPONSTFA. 09291 AR ET +&d.@. avpadp
ANOF@. E NTHY 1ICTF 09244 wa. (L AT PHLATPA
403 PaoLUTF AmPPI® PTG 040 MTIEY N0 Pao P+ NP9

a0 ALNLNTI°

404

AOTETT Q70 a°m? aP@AL: AN TG PaPIAT 0907 LT

59



405 A28 (G 2919, m7rE AeTATIAL vy POAL NPT TIHY AN 1A

406 PaC F919% S ae Mt 0L ¢ PA@®

407 APDTG ArPOP0 T4 WL avU Tt 2290 AC P77 AGP$MMC mPbav
PAF@.gP

408 PANC AU TRT MWaPgP+T D, ALaPAN hLOASIP

£LI° NG aPMT? NATO(+ AATPBNMC PPLANTATFA. TICT (4 2B SHT)

oATH

T k. aomeet A7 | heLAY
501 PLI° ANC am? @FL HhhAT hrtm)D PAC YarPPHT @ NGA+G APge Tt £

POQU TI° (00T oI AIRUI° Fhefhe AATPAGT 23203 A

PLI° NC °M7 ALEI® LH NG A AL A0LT T9C A.U-9° A0Ls NOLTT
02 | aeoar efaa:

PLI° NC a°M7 ALEI® L DATSNMCIO. AN I AGOIPC 079.0-9° A-ANT TIC
503 ALOAT B TAN
504 TP TPTIONC 10026 AQMTF ATLU° LAQYT AN PANC 9PMmT PR

fav\n ez

60




Annex 7: Declaration

The researcher, undersigned, declare that this is my original work and has not been presented in this
or any other University and all sources of materials used for this research have been fully

acknowledged.

Name: Nathan Desalegn(BSc)

Signature:

Date:

Place: Addis Ababa University, College of Health Sciences, Department of Nursing and midwifery

This proposal has been submitted for examination with my approval as University advisor

Mr. Fekadu Aga, MSc, Assistant Prof., PhD St.

Signature:

Date:

Place: Addis Ababa University, College of Health Sciences, Department of Nursing and midwifery

61



62



63



