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Abstract

This study examines the psychosocial well-being and diabetes management behaviors among
Ethiopian adults with Type 1 diabetes, focusing on depression, anxiety, stress, diabetes-related
fear, and self-care practices. A cross-sectional design was employed, with 342 participants
recruited through stratified random sampling from the Ethiopian Diabetes Association in Addis
Ababa. Standardized measures, including the Depression Anxiety Stress Scale (DASS), Fear of
Diabetes Scale (FDS), Diabetes Distress Scale (DSS), Summary of Diabetes Self-Care Activities
(SDSCA), and Diabetes Self-Management Questionnaire (DSMQ), were used to assess key
variables. Results revealed significant psychosocial challenges, with 48.5% of participants
reporting mild psychological distress and 7.6% experiencing severe distress on the DASS.
Diabetes-specific measures indicated even greater severity, with 71.1% reporting high stress on
the DSS and 15.8% exhibiting severe fear on the FDS. While 81.9% demonstrated moderate self-
care adherence on the SDSCA, the DSMQ identified 24.3% with severe management difficulties.
Regression analyses highlighted strong predictive relationships, particularly between diabetes-
related fear and stress (R? = 0.63, p < 0.001). The findings underscore the disproportionate
psychosocial burden in this population compared to Western samples, significant gaps between
perceived and actual self-management competencies, and the critical role of diabetes-specific
fears in overall distress. These results emphasize the need for integrated psychosocial support
within diabetes care in low-resource settings. The study contributes to global health literature by
characterizing unique mental health challenges in Ethiopia’s diabetes population and provides
empirical support for culturally adapted interventions targeting disease-specific fears and stress.

Keywords: Type 1 diabetes, psychosocial well-being, Diabetes management behavior
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CHAPTER ONE

1.1 BACKGROUND OF THE STUDY

Research has shown that incorporating psychosocial care into diabetes management is essential
(IDF, 2021), as diabetes affects almost half a billion people worldwide International Diabetes
Federation. In North America, (Trief et al. ,2015) research has shown how important it is to
address psychological health in the treatment of diabetes, and routine screening for stress,
depression, fear, and stigma should be part of treatment regimens. Cultural beliefs, (Mbanya et
al. ,2014) socioeconomic barriers, and a lack of healthcare infrastructure presented particular
challenges for diabetes management and psychosocial well-being in Africa. According to
studies, the rising prevalence of diabetes was made worse by limited access to healthcare, drugs,
and diagnostic equipment, particularly in rural areas. Mental health issues, social isolation, and
stigma were among the psychosocial effects that made managing the disease even more difficult
(Basu et al. ,2016). Addressing both physical and emotional needs required integrated care

models that integrated medical care with psychosocial support (Zarulli et al. ,2020).

The diabetes situation in Ethiopia was a reflection of these difficulties. With an adult prevalence
rate of 5.2%, the (IDF ,2017) reported 2.6 million cases. Although thorough data on type 1
diabetes (T1D) is still lacking, the (IDF,2023) estimated that thousands of Ethiopian youth had
the disease, many of whom went undiagnosed because of structural inequalities in healthcare
awareness and access. Because T1D is autoimmune and causes complete insulin dependence, it
poses a serious risk to life, especially in environments with limited resources. (Tekola et al.,
2022) Due to social stigma and insulin shortages, the condition's childhood or adolescent onset

led to strained family dynamics, interrupted education, and increased risks of avoidable
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complications. In contrast to other types of diabetes, (IDF, 2023) the unchangeable risk factors
and constant demands for self-management associated with type 1 diabetes exacerbated

psychological distress and financial hardship.

In low-resource settings like Ethiopia(IDF, 2023), where its autoimmune nature and complete
insulin dependence create life-or-death vulnerabilities amid healthcare system gaps, type 1
diabetes (T1D) poses significant psychosocial challenges that are different from those of type 2
diabetes (T2D) . The disorder usually manifests in childhood or early adulthood, and because of
its constant demands on self-management, (Habtewold et al. , 2022) it interferes with education,
strains family relationships, and threatens future opportunities. Due to a combination of social
misconceptions about their condition and insulin shortages, (Tekola-Ayele et al. ,2021) Ethiopian
youth with T1D experience additional stressors such as stigma, isolation, and avoidable
complications. According to (IDF ,2023), T1D's unchangeable risk factors and ongoing survival
needs worsen emotional distress, financial hardship, and caregiver burnout in contrast to T2D's
capacity for lifestyle modification. Protecting the physical and mental health of this susceptible

group requires addressing these intertwining crises with comprehensive care approaches.

According to (Huppert,2015), psychosocial well-being included the interaction of social and
psychological elements that influence mental health and life quality. Psychosocial well-being
(Polonsky&Fisher, 2015) had a major impact on self-care practices for diabetics, such as diet,
exercise, and medication adherence. Effective management was frequently hampered by
emotional difficulties like social isolation, burnout, and depression (Li et al. , 2016). In contrast,
coping and health outcomes were enhanced by psychological interventions and strong social

support (Anderson et al., 2009).Diabetes Mellitus (DM) is a chronic medical condition that



occurs when the body cannot properly regulate blood sugar (glucose) levels. Insulin is a hormone
that helps cells absorb glucose from the bloodstream to be used for energy. The management of
diabetes is not only influenced by medical treatment but is also significantly affected by an
individual’s psychosocial wellbeing, (Polonsky & Fisher, 2015) which encompasses emotional,
psychological, and social factors. Effective diabetes management behavior, such as adhering to
medication, maintaining a healthy diet, and engaging in regular physical activity, (Anderson et
al., 2009) can be greatly impacted by a person’s psychological, emotional health, and social
support. Emotional challenges like fear, burnout, depression, and anxiety, (Li et al., 2016) along
with social factors such as family dynamics and social isolation, can hinder a person’s ability to
follow treatment protocols, leading to poor health outcomes. Therefore, understanding the
relationship between psychosocial wellbeing and diabetes management behavior is crucial, as
addressing both the psychological and social aspects of diabetes care can improve adherence,
(Nichols et al., 2012) reduce complications, and enhance overall quality of life for individuals
living with the condition. Moreover, (Norris et al., 2007) the fear of complications and the
demands of daily diabetes care can lead to burnout or frustration. However, ( de Groot et al.,
2013) strong social support, psychological counseling, and coping strategies can help improve
the psychosocial wellbeing of individuals with diabetes, enabling them to better manage their

condition and its emotional and social impacts.

Despite the importance of psychosocial care being acknowledged globally Ethiopia did not have
specific studies on the impact of social support, emotional distress, and stigma on T1D care.
Previous research mainly concentrated on clinical aspects (Kassahun et al. ,2016), Examining
patients' psychosocial well-being and diabetes management practices at the Ethiopian Diabetes

Association helped close that gap. This study examined the relationships between psychosocial



factors and diabetes management practices using validated psychometric tools in a quantitative

cross-sectional design.

1.2 Statement Of The Problem

Diabetes management was not just a medical challenge—it represented a complex interplay of
physical care and psychosocial well-being. People living with diabetes faced relentless emotional
burdens, including depression, anxiety, stigma, and fear, (Anderson et al., 2001) all of which
stemmed from the demands of daily self-care, financial strain, and societal misconceptions.
These psychological struggles frequently led to poor treatment adherence, (Goldenberg et al.,
2017) worsening health outcomes, and diminished quality of life. Yet healthcare systems often
overlooked these psychosocial dimensions, focusing narrowly on blood sugar control rather than
holistic patient well-being. Without addressing mental health and social support, even the best

medical interventions fell short.

In Africa, (Mbanya et al., 2014) the diabetes crisis was compounded by systemic barriers:
inadequate healthcare access, cultural stigma, and economic hardship. Many patients
experienced isolation(Ogunbode et al., 2016) due to beliefs that diabetes was a "rich man's
disease" or a personal failing. Rural communities suffered most, with scarce clinics, (Basu et al.,
2016) unaffordable medications, and limited diabetes education. The result was a cycle of
distress and poor self-management, (Adeniyi et al., 2020) where psychosocial neglect
exacerbated physical complications. Despite this reality, few interventions had integrated mental

health support with diabetes care—a critical gap that undermined patient survival and dignity.

Ethiopia mirrored these challenges but with unique severity. Urbanization and lifestyle shifts

were driving diabetes prevalence, (Tesfaye et al., 2011) yet the healthcare system remained ill-
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equipped to address its psychosocial toll. Patients reported (Abegaz et al., 2017) crippling
stigma, with many hiding their condition to avoid Shunning. Limited access to insulin and
glucose monitors intensified stress, (Tessema et al., 2018) while cultural myths discouraged
help-seeking. Rural patients faced even graver inequities, with virtually no mental health services
tailored to diabetes-related distress. Existing care models failed to recognize that psychosocial

well-being was not secondary—it was foundational to effective disease management.

This study confronted Ethiopia's research-practice gap by investigating how psychosocial
factors—stigma, depression, fear, and social support—shaped diabetes self-management
behaviors. While previous studies had focused on clinical metrics, this research centered on
patient experiences, particularly within the Ethiopian Diabetes Association, to expose systemic
blind spots. The findings provided empirical evidence for integrating psychosocial support with
medical care, demonstrating that comprehensive interventions addressing both physical and
mental health needs yielded better outcomes than biomedical approaches alone. Without such
integration, Ethiopia's diabetes epidemic had continued to claim lives and diminish quality of life

at an alarming—yet preventable—rate.

1.3 Objective of The Study

1.3.1 General Objective

The general objective of this study is to investigate the relationship between psychosocial well-
being and diabetes management behavior among patients affiliated with the Ethiopian Diabetes

Association.



1.3.2 Specific Objective

1. To investigate the psychosocial wellbeing of individual living with diabetes at EDA
focusing on their mental health, social support systems and quality of life.
2. To Assess diabetes management behaviors of diabetes patients in the case of Ethiopian

Diabetes Association.

3. To Assess the relationship between psychosocial wellbeing and diabetes management

behaviors of diabetes patients in the case of Ethiopian Diabetes Association.

4. To examine the psychosocial wellbeing of diabetic patients across some demographic

variables.

1.4 Research Questions

1. What is the psychosocial wellbeing of diabetes patients in the case of the Ethiopian
Diabetes Association?

2. How do diabetes patients in the Ethiopian Diabetes Association manage their diabetes?

3. What is the relationship between psychosocial wellbeing and diabetes management
behaviors of diabetes patients in the Ethiopian Diabetes Association?

4. How does the psychosocial wellbeing of diabetic patients vary across different

demographic variables in the Ethiopian Diabetes Association?

1.5 Significance of The Study

The results of this study on the diabetes management practices and psychosocial well-being of

members of the Ethiopian Diabetes Association have important theoretical and practical

10



ramifications. The study theoretically added to the body of knowledge already available on
diabetes management by highlighting the crucial role that psychosocial factors—such as social
support, stress, anxiety, depression, and stigma—played in influencing diabetes self-management
practices. In environments with limited resources, such as Ethiopia, it advanced a more
comprehensive approach to managing chronic diseases by offering empirical evidence in favor of

combining psychological support with medical treatment.

In practice, the study provided numerous stakeholders with beneficial outcomes. By better
understanding the psychological and emotional difficulties that people with diabetes face,
healthcare professionals were able to create more all-encompassing care plans that met their
patients' biological and psychosocial needs. Along with lowering stigma and increasing
treatment adherence, the Ethiopian Diabetes Association and other patient support groups used
these evidence-based insights to create focused interventions that enhanced psychological and

physical health outcomes.

The results of the study shows the quality of life for diabetics by strengthening their coping
mechanisms, improving their support networks, and increasing their adherence to treatment
plans. Because integrated care models outperformed traditional biomedical approaches alone,
policymakers and healthcare planners incorporated the findings into national diabetes care
strategies. In the end, this study significantly improved the psychosocial well-being and clinical

outcomes for Ethiopians with diabetes.
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1.6 Scope Of The Study

This study looked at how type 1 diabetes management behavior among members of the
Ethiopian Diabetes Association relate to psychosocial well-being. In particular, the study
evaluated the effects of psychological variables such as social support, fear, anxiety, depression,
and stigma on adherence to diabetes management practices like exercising, eating right, and
taking medications. By examining a factor that is usually disregarded in traditional medical
approaches, the study offered insightful information about the relationship between emotional
health and diabetes self-management abilities. By methodically examining these connections, the
study addressed a significant research void concerning the function of psychosocial elements in

the management of chronic illnesses.

The study focused on members of the Ethiopian Diabetes Association and covered the Addis
Ababa Region geographically. This method made it possible to examine how different living
situations and healthcare access points affected diabetes management experiences. The study
collected data from urban areas with comparatively better access to healthcare and examined the
effects of living conditions and healthcare accessibility on psychological and physical health

outcomes.

Demographically, the study included individuals living with diabetes who were members of the
Ethiopian Diabetes Association, The research incorporated multiple variables including gender,
socioeconomic status, and disease duration, with particular attention to how these factors
mediated the psychosocial dimensions of diabetes management. Employing a cross-sectional
quantitative design, the study collected data through standardized surveys that evaluated current

psychosocial status and its association with self-care behaviors. While the investigation did not
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incorporate longitudinal tracking or interventional components, its findings provided essential
baseline data to inform future intervention strategies and the development of integrated care

models for diabetes management in Ethiopia.

1.7 Definition of Terms

Psycho-social wellbeing: Psychosocial wellbeing is a state of mental, emotional, and social
health where an individual can effectively cope with life's stresses, maintain fulfilling

relationships, and contribute meaningfully to society.

Depression : a condition marked by sadness, emptiness, hopelessness, and loss of interest for

most of the day as measured by DASS depression sub-scale.

Anxiety : is a mental problem related to autonomic arousal, skeletal muscle tension, and

situational aspects as measured by DASS anxiety sub-scale.

Stress : refers to the sum of physical, mental, and emotional stress or tension on a person as

measured by DASS Stress sub-scale.

Fear : Fear is an emotional response to a perceived threat or danger, triggering physiological and
psychological changes that prepare the individual to either confront or avoid the source of

danger.

Social support : it is the assistance and comfort individuals receive from family, friends, and
community. It includes emotional, informational, and practical help, enhancing well-being and

coping abilities.

Diabetes: Diabetes is a chronic metabolic disorder characterized by persistent hyperglycemia
(elevated blood glucose levels) resulting from defects in insulin secretion, insulin action, or both.

13



T1D :Type 1 Diabetes is an autoimmune disease in which the body’s immune system mistakenly
attacks and destroys insulin-producing beta cells in the pancreas. This results in little to no

insulin production, requiring lifelong insulin therapy for survival. T1D typically develops in

childhood or adolescence but can occur at any age.
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CHAPTER TWO

2.1 REVIEW OF RELATED LITERATURE.

2.1.1 Introduction

Diabetes Mellitus (DM) is a chronic metabolic disorder characterized by elevated blood glucose
levels (hyperglycemia) resulting from either insufficient insulin production or poor cellular
response to insulin. Insulin, a hormone produced by the pancreas, is crucial for regulating
glucose metabolism by promoting the uptake of glucose into cells for energy. There are two
primary types of DM: Type 1 Diabetes, which is an autoimmune condition where the immune
system attacks and destroys the insulin-producing beta cells in the pancreas, and Type 2
Diabetes, which is characterized by insulin resistance and a gradual decline in insulin secretion.
(WHO, 2021) Type 1 Diabetes typically develops in childhood or adolescence and requires
lifelong insulin therapy, while Type 2 Diabetes is often linked to lifestyle factors such as obesity,

physical inactivity, and poor diet, and is more common in adults.

Diabetes mellitus (DM) has a significant psychosocial impact on individuals, affecting various
aspects of their mental health, social interactions, and overall well-being. The chronic nature of
the disease and the continuous need for management often lead to feelings of stress, anxiety, and
depression. (Pouwer et al., 2010) Studies have shown that individuals with DM, particularly
Type 2 diabetes, are at a higher risk of developing psychological disorders such as depression

and anxiety compared to the general population.

The constant need for self-monitoring of blood glucose levels, adhering to medication regimens,

managing dietary restrictions, and coping with the risk of complications can lead to emotional
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distress, feelings of loss of control, and a diminished quality of life. This psychological burden
can further complicate diabetes management, (Anderson et al., 2001) as individuals may
experience difficulties in maintaining consistent self-care behaviors like medication adherence,

healthy eating, and exercise.

Additionally, the social support system plays a critical role in the psychosocial well-being of
people living with diabetes. Research highlights that strong social support networks—(Dambi et
al., 2021) such as family, friends, and healthcare providers—can buffer the negative
psychological effects of diabetes. Emotional and practical support from loved ones can help
reduce stress and improve coping strategies, leading to better diabetes management and
improved health outcomes. On the other hand, individuals who feel isolated or lack adequate
support may face greater challenges in managing their condition. Furthermore, stigma associated
with diabetes, particularly Type 2 diabetes, (Sluik et al., 2015) can contribute to feelings of
shame or embarrassment, leading to social withdrawal and reduced engagement in social
activities. Overall, the psychosocial impact of diabetes underscores the need for comprehensive

care that addresses both the physical and emotional aspects of the disease.

2.1.1.1 Psychosocial wellbeing of Diabetes

Research indicates that individuals with diabetes experience significantly higher rates of mental
health compared to the general population, (Fisher et al., 2016) with studies showing that up to
40% of diabetic patients report depressive symptoms. This emotional burden is often exacerbated
by feelings of helplessness and fear regarding disease management, (Nouwen et al., 2011) as
patients frequently confront the daily challenges of glucose monitoring, dietary restrictions, and

the threat of complications. Additionally, diabetes distress, (Polonsky et al., 2005) characterized
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by overwhelming frustration and worry about diabetes management, has been shown to correlate
strongly with both anxiety and depression, underscoring the psychosocial challenges inherent in

living with the condition.

Diabetes significantly negatively impacts quality of life, (Gonzalez et al., 2016) with studies
indicating that individuals with poor glycemic control experience greater limitations in daily
activities, increased psychological distress, and lower overall life satisfaction. Poor glycemic
control is often associated with a heightened risk of diabetes-related complications, (McEwen et
al., 2015) which further aggravates feelings of anxiety and depression. Additionally, research has
shown that the emotional burden of managing diabetes—such as fear of hypoglycemia and
frustration with treatment regimens—(Fisher et al., 2016) contributes to a decline in mental well-
being, ultimately leading to poorer psychosocial outcomes. These findings highlight the
importance of addressing both physical and mental health in diabetes management to improve

quality of life.

2.1.1.2 Social Support and Diabetes Management

Social support plays a crucial role in the effective management of diabetes, influencing both
physical health outcomes and psychological well-being. (Heisler et al., 2010) Research indicates
that strong social support networks can lead to better diabetes self-management, improved
adherence to treatment regimens, and enhanced quality of life. A study by (Buse et al. ,2016)
found that individuals with robust social support systems reported lower levels of diabetes

distress, which is associated with improved glycemic control and overall health outcomes.

Additionally, the type of support received—whether emotional, informational, or tangible—can

significantly affect diabetes management. For instance, (Gallant ,2003) emphasized that
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emotional support can buffer the psychological burden of diabetes, while informational support
helps individuals navigate the complexities of their treatment plans. Furthermore, family
dynamics play a significant role in diabetes management; (Wexler et al. 2016) noted that family
involvement in care processes can lead to better adherence and motivation among patients,

particularly in adolescents and young adults.

However, social support is not uniformly positive; the quality of support matters. Negative social
interactions or conflict can exacerbate feelings of stress and anxiety, (Miller et al., 2014) leading
to poorer diabetes outcomes. Therefore, while social support is a vital component of diabetes

management, the nuances of these relationships must be considered.

In conclusion, the literature highlights that effective social support is essential for successful
diabetes management, impacting both clinical outcomes and psychosocial well-being. Future
research should focus on developing targeted interventions that enhance positive social support

while addressing potential negative influences.

2.1.2 Diabetes Management Behaviors

Effective diabetes management involves adherence to medication, dietary modifications, regular
physical activity, and routine monitoring of blood glucose levels. Understanding the psycho-

social factors that influence these behaviors is crucial for developing effective interventions.

2.1.2.1 Impact of Psycho-Social Wellbeing on Diabetes Management

Psychosocial interventions play a crucial role in improving the emotional well-being of
individuals with diabetes. Cognitive-behavioral therapy (CBT) (Kovacs et al., 2016) has been

shown to effectively reduce anxiety and depression, leading to better diabetes management.
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Mindfulness-based stress reduction (MBSR) also demonstrates significant benefits, (Peters et al.,
2018) helping patients cultivate greater emotional regulation and reducing diabetes-related
distress. Additionally, diabetes education programs that incorporate emotional well-being
components enhance patients' understanding of their condition and promote adaptive coping
strategies, (Gonzalez et al., 2016) ultimately leading to improved self-care and quality of life.
Furthermore, integrated care models that combine physical and psychosocial approaches have
been found to enhance diabetes outcomes. Studies indicate that multidisciplinary teams,
including healthcare providers, mental health professionals, and diabetes educators, (McGowan
et al., 2015) lead to improved glycemic control and higher patient satisfaction. This holistic
approach addresses the multifaceted nature of diabetes, recognizing the importance of both

physical health and psychological support.

2.1.2.2 Emotional Wellbeing

Emotional wellbeing significantly impacts diabetes management behaviors. Patients
experiencing high levels of stress, anxiety, or depression are less likely to adhere to treatment
plans. Research has shown that emotional disturbances can lead to poor self-care practices,

resulting in adverse health outcomes.

2.1.2.3 Social Support

Social support plays a vital role in the management of diabetes. Patients with strong support
networks are more likely to engage in positive health behaviors. In Ethiopia, community support
and family involvement are culturally significant, and the Ethiopian Diabetes Association

emphasizes the importance of social networks in promoting self-management.
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2.1.2.4 Cultural Perceptions

Cultural beliefs surrounding diabetes can influence patients' perceptions of their condition and
their willingness to seek help. In Ethiopia, misconceptions about diabetes can lead to stigma and
discrimination, which adversely affect psychosocial wellbeing. Understanding these cultural

dynamics is essential for developing effective educational programs.

2.1.3 Demographic Variables

2.1.3.1 Age and Gender

Research indicates that age and gender can influence both psychosocial wellbeing and diabetes
management behaviors. Older adults often face unique challenges, such as comorbidities and
social isolation, which can impact their management behaviors. Women may experience
different psychosocial stresses related to caregiving and societal expectations, affecting their

diabetes management.

2.1.3.2 Socioeconomic Status

Socioeconomic status is a critical determinant of health behaviors. Patients from lower
socioeconomic backgrounds may face barriers to accessing healthcare, education, and resources,
which can hinder effective diabetes management. The Ethiopian Diabetes Association aims to

address these disparities through community outreach and education.
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2.2 Theoretical Review

2.2.1 Health Belief Model

The Health Belief Model (HBM) is a psychological framework that explains health behaviors
based on individuals' beliefs regarding health risks and the benefits of taking action. According
to the HBM, (Rosenstock, 1974) a person's likelihood of engaging in health-promoting behavior
is influenced by their perception of susceptibility to a health issue, the perceived severity of that
issue, perceived benefits of taking preventive action, and perceived barriers to taking that action.
This model suggests that individuals are more likely to take action if they believe they are at risk
for a negative health outcome and perceive the benefits of taking preventive measures as

outweighing the costs or barriers involved.

In the context of diabetes, (Miller et al., 2014) individuals' beliefs about their condition
significantly influence their adherence to treatment and management practices. Some research
indicates that patients who perceive themselves as at high risk for complications from diabetes
are more likely to engage in self-care behaviors, such as adhering to medication regimens and
maintaining dietary guidelines. Conversely, (Gonzalez et al., 2016) if individuals underestimate
the severity of diabetes or perceive barriers to effective management—such as lack of resources
or knowledge—they may be less inclined to follow treatment recommendations. Thus,
addressing and modifying these beliefs through education and support is crucial for improving

diabetes management and health outcomes.
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2.2.2 Social Support Theory

Social networks play a vital role in health and well-being by providing emotional, informational,
and practical support. (Berkman et al., 2000) Research indicates that strong social connections
can lead to improved mental health, increased resilience, and better health outcomes across
various populations. Social networks can facilitate access to resources and information, fostering
a sense of belonging and reducing feelings of isolation. Furthermore, (Cohen & Wills, 1985)
supportive relationships can buffer the effects of stress, which is crucial for maintaining overall

health and coping with chronic conditions.

In the context of diabetes management, strong social support is particularly relevant. Studies
have shown that individuals with robust support systems experience lower levels of diabetes-
related distress, (Buse et al., 2016) which can significantly enhance their ability to cope with the
demands of their condition. emotional support from family and friends can help alleviate feelings
of anxiety and frustration, (Gallant, 2003) allowing individuals to engage more actively in self-
care behaviors. Additionally, informational support from peers and healthcare providers can
empower patients to make informed decisions about their treatment, (Fisher et al., 2016) thereby
improving adherence to management practices and leading to better health outcomes. Overall,
fostering strong social networks can be a critical component of effective diabetes management

and overall well-being.

2.2.3 Self-Determination Theory

Self-Determination Theory (SDT) is a psychological framework that emphasizes the role of
intrinsic motivation and the fulfillment of basic psychological needs—(Deci & Ryan, 2000)

autonomy, competence, and relatedness—in promoting optimal functioning and well-being.
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According to SDT, individuals are more likely to engage in behaviors that promote their health
and well-being when they feel a sense of control over their actions (autonomy), believe they are
capable of achieving their goals (competence), and experience supportive relationships with
others (relatedness). This theory posits that fulfilling these psychological needs leads to
enhanced motivation, increased engagement in health-promoting behaviors, and overall better

health outcomes.

In the context of diabetes management, fostering autonomy is particularly crucial for improving
treatment adherence and psychological well-being. Research shows that when patients are
encouraged to take an active role in their self-management—such as setting personal health goals
and making informed decisions about their treatment—(Williams et al., 2006) they are more
likely to adhere to their prescribed regimens and maintain better glycemic control. Autonomy-
supportive environments, (Fisher et al., 2016) where healthcare providers empower patients
through education and encouragement, have been associated with reduced diabetes distress and
improved quality of life. By nurturing autonomy, healthcare professionals can help individuals
with diabetes feel more competent in managing their condition and create a supportive network

that fosters relatedness, ultimately leading to better health outcomes and emotional resilience.

2.2.4 Stress and Coping Theories

Lazarus and Folkman's Stress and Coping Model (Lazarus & Folkman, 1984) frames stress as a
dynamic process that arises from the interaction between an individual and their environment,
highlighting how personal perceptions and external circumstances influence the experience of
stress. According to this model, stress is not merely a response to environmental demands;

rather, it involves cognitive appraisals where individuals assess both the threat posed by a
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stressor and their ability to cope with it. This dual appraisal process consists of primary appraisal
(evaluating the significance of the stressor) and secondary appraisal (assessing available
resources and coping strategies). This framework underscores that coping strategies are
influenced not only by the nature of the stressor but also by the individual's beliefs, resources,

and past experiences.

In the context of diabetes management, Lazarus and Folkman’s model can help expose the
specific stressors faced by patients, such as the daily demands of blood glucose monitoring,
dietary restrictions, and the fear of complications. Patients may experience heightened stress
when they appraise these challenges as threats to their health and well-being. For instance, a
study by ( Hagger&Orbell ,2003) demonstrated that individuals who perceive their diabetes
management as overwhelming are more likely to adopt maladaptive coping strategies, such as
avoidance or denial. Conversely, (Gonzalez et al., 2016) those who perceive their situation as
manageable may employ adaptive coping mechanisms, such as problem-solving and seeking
social support, ultimately leading to better emotional adjustment and health outcomes. By
understanding the interplay between stressors and coping mechanisms through this model,
healthcare providers can better support patients in developing effective strategies for managing

the psychological aspects of diabetes.

2.3 Conceptual Framework

This conceptual framework explores the dynamic interplay between key variables, highlighting
how psychological, environmental, and behavioral factors shape their relationship. By
understanding these connections, healthcare providers can design targeted strategies to address

both the psychological and behavioral dimensions of diabetes care, ultimately improving patient
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outcomes and fostering long-term wellbeing. Diabetes is a chronic condition that requires
lifelong management, involving not only medical treatment but also significant lifestyle and
behavioral adjustments. While clinical interventions are vital, the role of psychosocial wellbeing
in influencing diabetic behavior management has become increasingly recognized as a critical
factor in achieving optimal health outcomes. Psychosocial wellbeing, which includes emotional
stability, social support, and psychological resilience, significantly impacts a patient’s ability to
adhere to self-care practices, such as medication adherence, dietary control, and regular physical
activity. In this framework, psychosocial wellbeing is identified as the independent variable
(predictor), as it is hypothesized to directly influence the dependent variable (outcome), which is
diabetic behavior management. Simultaneously, effective diabetic behavior management can
enhance psychosocial wellbeing by reducing stress, improving quality of life, and lowering the
risk of complications, creating a bidirectional relationship. This framework underscores the
importance of addressing both psychosocial and behavioral factors to achieve comprehensive

diabetes care.

Figure 1:Conceptual Framework
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CHAPTER THREE

3.1 RESEARCH METHODOLOGY

3.1.1 Description of Study Area

People with diabetes were the specific focus of the study, which was carried out among Addis
Ababa members of the Ethiopian Diabetes Association. A number of important factors led to the
selection of this urban setting as the research site, including the capital's documented increase in
diabetes prevalence, the concentration of diverse socioeconomic groups, and the distinctive
intersection of contemporary healthcare infrastructure with enduring traditional health beliefs
that defined diabetes management in this setting. Ethiopia's epidemiological transition was
embodied in Addis Ababa, which made for an important case study. As healthcare systems
adjusted to these changing demands, the burden of non-communicable diseases increased due to
increasing urbanization and lifestyle changes. The clinical settings in the capital provided access
to patients with varying levels of healthcare access and at different stages of diabetes
progression, even though it was an urban center. This made it possible to investigate how
psychosocial factors functioned across a range of urban experiences, from patients in peri-urban
clinics who were having trouble accessing medications to those who were relatively privileged at

tertiary care centers.

The Ethiopian Diabetes Association (EDA) is a prominent healthcare organization dedicated to
addressing the growing burden of diabetes in Ethiopia. Established to provide critical support
and services to individuals living with diabetes, the EDA has developed an extensive network of

90 branches strategically located across the country, ensuring broad geographic and
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socioeconomic coverage. With a registry of approximately 89,000 members diagnosed with type
2 diabetes, the association plays a vital role in diabetes management, education, and advocacy.
Its programs are designed to cater to diverse populations, including urban and rural communities,
where healthcare access and resources vary significantly. The EDA’s infrastructure enables it to
implement targeted interventions, such as its urban program in Addis Ababa, which serves 7,099
individuals with type 1 diabetes, and its rural initiative, which supports 6,000 type 1 diabetes

patients in remote areas.

Through its nationwide reach, the EDA delivers comprehensive diabetes care, including medical
services, patient education, community support, medication support and bridging gaps in
healthcare accessibility. The association’s dual focus on urban and rural populations ensures that
vulnerable groups, particularly those in underserved regions, receive essential diabetes
management resources. By maintaining a robust registry and deploying tailored interventions,
the EDA not only improves individual health outcomes but also contributes to broader public
health efforts in diabetes prevention and control. Its work highlights the importance of localized,
scalable healthcare solutions in addressing chronic diseases within low-resource settings, making

it a key player in Ethiopia’s healthcare landscape.

The research setting was especially useful for comprehending how the relationship between
psychosocial well-being and diabetes self-management was mediated by Ethiopia’'s distinct
sociocultural context, which includes strong communal traditions, religious influences on health
behaviors, and changing gender roles. The investigation was able to capture the opportunities
and challenges unique to diabetes care in an urban African setting that is experiencing rapid

epidemiological and social change by establishing the study in this context.
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3.1.2 Research Design

To systematically investigate the connection between diabetes management practices and
psychosocial well-being, the study used a quantitative methodology. Given the practical benefits
of a cross-sectional design in Ethiopian research. While taking into account the resource
constraints typical of low-income settings, (Sedgwick, 2014) this method successfully captured a
temporal snapshot of diabetes management practices and psychosocial well-being. (Levin, 2006)

This was especially helpful in identifying priority intervention areas.

(Mann, 2003) A significant benefit for producing timely evidence to guide policy in Ethiopia's
poorly understood diabetes landscape is that this design made it easier to collect data from a
sizable sample size. The methodology established the groundwork for upcoming longitudinal
studies while striking a balance between scientific rigor and pragmatic considerations of

feasibility and resource efficiency.

Standardized psychometric tools were used in the study to assess important factors such as
depression, stigma, fear, and anxiety related to diabetes, as well as general psychological health.
Comprehensive statistical analyses made possible by these measures showed noteworthy patterns
and correlations between psychosocial factors and the results of diabetes management. The
resulting dataset offered solid proof of the ways in which differences in self-care practices
affected the study population's psychosocial well-being, treatment adherence, and general quality

of life metrics.
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3.1.3 Population and Sampling

The Ethiopian Diabetes Association (EDA) served a substantial patient population, maintaining
registries of approximately 89,000 members with type 2 diabetes across its network. The
association implemented two distinct intervention projects: an urban program serving 7,099
individuals with type 1 diabetes in Addis Ababa, and a parallel rural initiative supporting 6,000
type 1 diabetes patients in remote areas. Through its extensive infrastructure of 90 strategically
distributed branches, the EDA ensured comprehensive service coverage across Ethiopia's diverse
geographic and socioeconomic landscapes. This nationwide network enabled the association to
deliver diabetes care programs, education initiatives, and support services to both urban centers

and hard-to-reach rural communities, addressing critical disparities in healthcare access.

The research focused specifically on a cohort of 3,720 individuals with type 1 diabetes in Addis
Ababa who received direct support from the Ethiopian Diabetes Association (EDA). By
concentrating on this population, the study assessed the impact and effectiveness of structured
diabetes care programs in an urban setting. The findings provided empirical evidence of the
EDA's institutional efforts to address the complex needs of individuals with diabetes, offering
actionable insights to optimize healthcare delivery nationwide. Including individuals with type 1
diabetes—a population requiring lifelong insulin therapy and intensive self-management—
enabled a rigorous examination of the psychosocial and clinical challenges inherent in diabetes
care. This approach ensured that the study’s conclusions were not only relevant to type 1
diabetes but also broadly applicable to improving care frameworks for all individuals with

diabetes, given the shared management principles across diabetes subtypes.
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The participants are carefully selected to ensure that the sample size is large enough to provide
sufficient statistical power for analyzing the relationships between psychosocial well-being and
diabetes management behavior. This sample size is to be considered adequate to detect
meaningful effects and differences across various demographic groups within the population.
Collectively, these sample sizes support a comprehensive analysis of the interaction between

psychosocial factors and diabetes management.

The study employed stratified random sampling to ensure representation across key subgroups,
dividing the population into homogeneous strata based on age groups (21-30,31-40,41-50,51-
60,61-70 >70 years), gender, and diabetes duration (0-1.2-4.5-7, >7 years). Participants were
randomly selected from each stratum proportionally to their representation in the Ethiopian
Diabetes Association's registry, maintaining overall randomness while enabling precise subgroup
comparisons. This approach addressed potential confounding by these clinically and
psychosocially relevant variables, as supported by existing literature demonstrating their
significant impact on diabetes experiences. The stratified design ensured adequate power (f >
0.80) to detect meaningful differences in how psychosocial well-being influenced diabetes
management across demographic and clinical subgroups, while remaining feasible within the
study's operational constraints. A 5% subsample pretest confirmed the protocol's implementation

fidelity before full-scale recruitment.
For the quantitative component of the study, using finite sample size formula
n= N/1+N(e?)

where N is the population size 3,720, and e is the margin of error typically set at 5% or 0.05 for a

95% confidence level.
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n=3,720/1+3,720(0.052).

This simplifies to n=3,7201+3,720(0.0025)
n=3,720/1+3,720(0.0025)
n=3,720/1+9.33, resulting in n=3,720/10.3=361.

Therefore, a sample size of 361 is required to represent the total population of 3,720 with a 95%
confidence level and a 5% margin of error, ensuring proportional representation across strata in
stratified random sampling. The study achieved an exceptionally high response rate of 94.74%
(342 respondents out of 361 sampled participants), with only 5.26% non-response (19

individuals)

3.1.4 Source of Data

The target population for this study included individuals diagnosed with type 1 diabetes,
representing a diverse group in terms of age, socioeconomic background, and duration of
diabetes. This diversity enable a comprehensive examination of psychosocial well-being and its
relationship with diabetes management behavior across various demographic contexts. By
including individuals with different types of background, as well as varying experiences and
stages of the condition, the study aim to capture a broad spectrum of psychosocial well-being and
management behaviors. This approach ensure that the findings reflect the diverse challenges and

experiences faced by individuals living with different forms of diabetes.
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3.1.5 Data collection procedures

The study implemented structured data collection protocols, with trained research assistants
administering questionnaires through either face-to-face interviews or online platform. To
maintain data quality, the researcher conducted regular checks for completeness and consistency
during collection. The methodology included reliability testing of all instruments within the
study sample (with Cronbach's alpha coefficients calculated to confirm internal consistency
>0.80 for all scales). Quantitative analysis plans encompassed both descriptive statistics to
characterize the sample and inferential analyses to examine relationships between psychosocial
factors and diabetes management outcomes. This comprehensive quantitative approach allowed
for precise measurement of psychosocial burdens and their associations with self-care behaviors,
providing robust empirical evidence to inform clinical interventions in low-resource diabetes
care settings. The study utilize several standardized instruments to assess psychosocial well-
being measures and diabetes management behaviors. Emotional distress is measured using the
Depression Anxiety Stress Scales (DASS 21 items), which evaluate the severity of depression,
anxiety, and stress experienced by participants. The study also include the Fear of Diabetes Scale
(FDS 12 items) to assess participants' fear and anxiety related to living with diabetes and the
potential complications associated with the condition. Additionally, the WHO-5 Well-Being
Index can be employed to assess overall well-being, providing a broader understanding of

participants' mental health.

To evaluate social stigma, the Diabetes distress scale (DSS 6 items) is used to gauge the extent to
which participants feel stigmatized due to their condition. Lastly, to assess self-management

behaviors, the Summary of Diabetes Self-Care Activities (SDSCA 15 items) could be used,
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providing insights into participants' adherence to diabetes care routines, including diet, exercise,
and blood glucose monitoring. The Diabetes Self-Management Questionnaire (DSMQ 16 items),
a validated tool designed to assess self-management behaviors in individuals with diabetes, it can
also be utilized. It consists of 16 items covering key areas such as glucose management, dietary
control, physical activity, and healthcare use. The DSMQ provides a comprehensive measure of
adherence to diabetes care recommendations and is widely used in research and clinical settings

to evaluate and improve diabetes self-management practices.

Surveys could be administered either through online platforms or in-person during diabetes
clinics to facilitate participation. All participants would be provided with clear instructions and

will give informed consent before taking part in the study.

3.1.6 Reliability and Validity

The effectiveness of the research tools is evaluated through a pilot study, which also identifies
and fixes any flaws or practical issues. To gauge acceptance, understandability, and clarity, a
pretest was administered to 10% of the respondents who would not be involved in the actual
study. Errors are decreased, and the validity and reliability of the primary study's findings are

enhanced.

The reliability (internal consistency) of the questionnaire measures calculated using a reliability
coefficient (Cronbach’s alpha). The Depression Anxiety Stress Scales (DASS) is expected to
show good internal reliability, with a Cronbach’s a of 0.775, while the Fear of Diabetes Scale

(FDS) will likely have a value of 0.835, the Diabetes distress scale (DSS) 0.912, the Summary of
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Diabetes Self-Care Activities (SDSCA) 0.753, and the Diabetes Self-Management Questionnaire

(DSMQ) 0.812.

The validity of the research tools was assessed to ensure they accurately measure the intended

constructs. Content validity was established through expert reviews and pilot testing, confirming

that the items comprehensively cover the relevant domains. Concurrent validity was examined

by comparing the results of the instruments with established measures, demonstrating strong

correlations where expected. Additionally, discriminant validity was confirmed by ensuring the

tools do not overlap with unrelated constructs. The high Cronbach’s alpha values for the scales

(e.g., DASS, FDS, DSS, SDSCA, and DSMQ).

Table 1: reliability statistics of Scales

Cronbach's Alpha Based on

Cronbach's Alpha Standardized Items N of Items
DASS 75 21

FDS 835 12

DSS 912 6

SDSCA 863 15

DSMQ 812 16
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3.1.7 Data analysis and presentation

For the quantitative analysis, the researcher utilized statistical software (SPSS version 29.0) to
conduct comprehensive analyses examining the relationship between psychosocial well-being
and diabetes management behavior. Descriptive statistics, including means and standard
deviations, were calculated for total of health-related variables to characterize the study sample.
The analysis employed both correlation and regression techniques to assess the strength,
direction, and predictive relationships between diabetes management behaviors and psychosocial
well-being indicators. furthermore Anova test is implemented to see the relationship between the
demographic variables and the standard scales This analytical approach provided robust
empirical evidence about the complex interplay between psychological factors and disease

management behaviors in the study population.

To score, sum responses for each subscale (Depression: items 3,5,10,13,16,17,21; Anxiety:
2,4,7,9,15,19,20; Stress: 1,6,8,11,12,14,18), then multiply by 2 to align with the DASS-42.

Severity is categorized as Normal, Mild, Moderate, Severe, or Extremely Sever.
Severity Ratings (After Doubling the Score):

For Depression, scores of 0-9 indicate Normal, 10-13 Mild, 14-20 Moderate, 21-27 Severe, and
28+ Extremely Severe; for Anxiety, 0-7 is Normal, 8-9 Mild, 10-14 Moderate, 15-19 Severe,
and 20+ Extremely Severe; and for Stress, 0—14 is Normal, 15-18 Mild, 19-25 Moderate, 26-33

Severe, and 34+ Extremely Severe.
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To calculate the total score of the Fear of Diabetes Scale (FDS), sum the points assigned to each
response across all items, where "Never" = 0, "Rarely” = 1, "Sometimes™ = 2, "Often" = 3, and
"Always" = 4. The total score is obtained by adding the values of all answered questions, with
higher scores indicating greater fear or anxiety related to diabetes, while lower scores reflect
minimal or no significant distress. The exact range and interpretation may vary depending on the
n Scores of 10-20 indicate Minimal/Low Fear (little to no significant diabetes-related anxiety),
21-30 reflect Mild Fear (manageable concerns that may benefit from education), 31-40 suggest
Moderate Fear (clinically relevant distress potentially interfering with self-care, warranting
support), and 41-50 represent Severe Fear (debilitating anxiety likely requiring psychological

intervention).number of items in the specific version of the FDS used.

The modified Diabetes distress Scale (DSS) uses a 0-4 Likert scale (0=Never, 1=Rarely,
2=Sometimes, 3=0ften, 4=Always). The total score is the sum of all items, with higher scores
reflecting greater distress. Scores of 0-1.9 per subscale/item indicate mild or no distress, 2.0-2.9
suggest moderate distress (meriting clinical attention), while scores >3.0 reflect severe, clinically
significant distress (requiring intervention). For multi-domain scales, calculate subscale averages
independently. The true zero anchor (0="Never") provides a clear benchmark for absence of

distress, enhancing interpretability of baseline severity.

The Summary of Diabetes Self-Care Activities (SDSCA) measure assesses adherence to diabetes
self-management over the past 7 days using an 9-item scale across five domains: diet, exercise,

blood sugar testing, foot care, and medication adherence.

How to Score: Patients report how many days (0-7) they performed each diabetes self-care

activity in the past week.
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The assessment evaluates six domains: General Diet (2-item average, higher=better adherence),
Specific Diet (2-item average, higher=better adherence), Exercise (2-item average, higher=better
adherence), Blood Sugar Testing (1-2 raw items, higher=more frequent testing), Foot Care (2-
item average, higher=Dbetter adherence), and Medication Adherence (single-item raw score where
7=perfect adherence). All multi-item domains use averaged scores, while single-item domains
(and Blood Sugar Testing when applicable) utilize raw scores, with higher values consistently

indicating better self-management behaviors across all measures.

The Diabetes Self-Management Questionnaire (DSMQ) for Type 1 Diabetes evaluates key self-

care behaviors using a 4-point Likert scale (0O="Never" to 3="Always").

For Glucose Monitoring, scores >2.7 per item (near-daily) indicate optimal adherence, while
<1.5 reflects poor monitoring; Insulin Adherence requires a perfect 3.0 ("never miss doses"),
with scores <2.0 constituting high-risk non-adherence. Dietary Control targets >2.0 (moderate
adherence=1.5-1.9), while Physical Activity adherence is suboptimal below 1.5. Hypo
Preparedness, as a safety-critical domain, demands stricter compliance (>2.5). All thresholds are

assessed per-item to pinpoint specific self-management gaps.

3.1.8 Ethical Consideration

The study obtained institutional Ethical Committee approval and implemented rigorous
protections for vulnerable groups, particularly adolescents with Type 1 Diabetes (T1D). All
participants received clear information about voluntary participation, as well as the associated
risks and benefits. To minimize distress, trained volunteers conducted psychosocial assessments,

with immediate referral pathways to counseling services if needed. Confidentiality was ensured
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through de-identification and secure data handling. Special care was taken with adolescents’

data, which were aggregated in analyses to prevent identifiability in small subgroups.
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CHAPTER FOUR

4.1 RESULT

4.1.1 Sociodemographic Characteristics Of The Study Participants

The study sample comprised 342 participants with slightly more males (52.6%, n=180) than
females (47.4%, n=162). Marital status distribution showed 43.9% married (n=150), 29.8%
single (n=102), 17.5% divorced/separated (n=60), and 8.8% widowed (n=30). Educational
attainment was highest for higher education (53.2%, n=182), followed by secondary (20.5%,
n=70), primary (14.6%, n=50), and no formal education (11.7%, n=40). Employment status
revealed 48.2% employed (n=165), 38.6% unemployed (n=132), 11.7% students (n=40), and
1.5% retired (n=5). Age distribution peaked at 30.7% (21-30 years, n=105), 41-50 years (29.2%,
n=100), 16.1%(31-40 years, n=55),8.8%(51-60 years, n=30), 9.4%(61-70years,n=32) and
5.8%(above 70,n=20). Diabetes duration was predominantly 5-7 years (36.3%, n=124), followed

by more than 7 years (29.2%, n=100), 2-4 years (27.2%, n=93), and 0-1 year (7.3%, n=25).
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Table 2: Distribution of socio-demographic characteristics of the study participants

Category Frequency | Percent
Gender Male 180 52.6%
female 162 47.4%
Marital Status | Married 150 43.9%
Single 102 29.8%
Divorced/Separated 60 17.5%
Widowed 30 8.8%
Education Higher(university and college) 182 53.2%
Level Secondary(Highschooland preparatory) 70 20.5%
Primary(elementary) 50 14.6%
none 40 11.7%
Employment Employed 165 48.2%
Status Unemployed 132 38.6%
Students 40 11.7%
Retired 5 1.5%
Age 21-30 105 30.7%
31-40 55 16.1%
41-50 100 29.2%
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51-60 30 8.8%
61-70 32 9.4%
Above 70 20 5.8%
Duration 0-1 year 25 7.3%
2-4 year 93 27.2%
5-7 year 124 36.3%
More than 7 years 100 29.2%

4.1.2 DASS Descriptive Analysis

The Depression, Anxiety, and Stress Scale (DASS) severity levels among 342 respondents reveal
that 48.5% experienced mild symptoms, 32.7% fell within the normal range, and 7.6% reported
severe symptoms, indicating that while a majority of individuals exhibited low to moderate
psychological distress, a clinically significant minority faced severe emotional difficulties. The
high prevalence of mild symptoms suggests a need for preventive mental health strategies such
as counseling or stress management programs, whereas the presence of severe cases (7.6%)

highlights the necessity for targeted clinical interventions.
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Table 3: The level of DASS Severity

Severity Frequency Percent
mild 166 48.5%
normal 112 32.7%
Severe 26 7.6%
Total 342 100%
Figure 2: The Descriptive analysis of DASS scale
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4.1.3 FDS Descriptive Analysis

The distribution of fear severity levels among 342 respondents assessed using the Fear of

Diabetes Scale reveals that a majority (51.5%) fall into the moderate fear category, while 32.7%
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exhibit mild fear and 15.8% report severe fear. This pattern indicates that while most individuals

experience moderate concerns about diabetes, a substantial minority (nearly 16%) suffer from

intense fear that may significantly impact their emotional well-being and diabetes management

behaviors. The high prevalence of moderate fear suggests widespread anxiety about diabetes that

could benefit from targeted education and coping strategies, whereas the severe fear group likely

requires clinical interventions to address potentially debilitating distress.

Table 4: The level of FDS Severity

Severity Frequency Percent
mild 112 32.7%
Moderate 176 51.5%
Severe 54 15.8%
Total 342 100%
Figure 3: Descriptive analysis of FDS total
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4.1.4 DSS Descriptive Analysis

The Diabetes distress scale (DSS) assessment of 342 respondents reveals a striking prevalence of

diabetes-related stress, with 71.1% reporting severe stress levels,

while only 23.7% exhibit mild stress and a minimal 5.3% fall into the moderate category. This
overwhelming dominance of severe stress responses suggests a critical need for immediate
psychological and behavioral interventions among individuals managing diabetes. The
exceptionally high distress levels may reflect the cumulative burden of disease management, fear
of complications, or metabolic instability, potentially impairing self-care adherence and overall
quality of life. The negligible proportion in the moderate range (5.3%) contrasts sharply with
typical stress distributions, possibly indicating a polarization where most individuals either cope
relatively well (mild) or experience extreme distress (severe). Urgent clinical attention is
warranted to address this crisis-level stress, particularly through structured diabetes distress

programs, peer support networks, and mental health integration into routine diabetes care.

Table 5: The levesl of DSS Severity

Severity Frequency Percent
Mild 81 23.7%
Moderate 18 5.3%
Severe 243 71.1%
Total 342 100%
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Figure 3:The Descriptive analysis of DSS total
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4.1.5 SDSCA Descriptive Analysis

The Summary of Diabetes Self-Care Activities (SDSCA) assessment of 342 respondents reveals
that the vast majority (81.9%) demonstrate moderate adherence to diabetes self-care
practices,while a smaller proportion exhibits low adherence (14.0%) and
only 4.1% achieve high adherence levels. This distribution suggests that while most individuals
engage in some degree of consistent self-management, very few attain optimal adherence,

highlighting a critical gap in comprehensive diabetes care.

The high prevalence of moderate adherence may reflect partial engagement with recommended
behaviors (e.g., diet, exercise, or glucose monitoring) but also indicates room for improvement in
sustaining ideal self-care routines. The notably low percentage of high adherence underscores
potential barriers such as lack of education, motivational challenges, or systemic healthcare

limitations. Meanwhile, the 14% with low adherence may represent a vulnerable subgroup at
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heightened risk for complications, necessitating targeted interventions like personalized

education, behavioral coaching, or community support programs.

These findings emphasize the need for scalable strategies to bridge the gap between moderate

and high adherence, potentially through digital health tools, structured follow-ups, or peer-led

initiatives.

Table 6:The level of SDSCA Severity

Severity Frequency Percent
High 14 4.1%
Moderate 280 81.9%
Low 48 14.0%
Total 342 100%
Figure 4: Descriptive analysis of SDSCA total
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4.1.6 DSMQ Descriptive Analysis

The Diabetes Self-Management Questionnaire (DSMQ) results from 342 patients reveal
significant challenges in diabetes self-care, with only 4.4% experiencing mild management
difficulties while the vast majority (71.3%) demonstrate moderate self-management capabilities
and a concerning 24.3% face severe management challenges. This distribution indicates that
while most patients maintain basic diabetes care routines, nearly all (95.6%) struggle with
moderate to severe difficulties in comprehensive disease management. The substantial
proportion of patients in the severe category particularly highlights a vulnerable subgroup
requiring intensive intervention, as they are at heightened risk for diabetes-related complications.
These findings suggest current self-management support systems may be insufficient for most
patients, emphasizing the need for enhanced education programs, more frequent monitoring, and
targeted interventions tailored to patients' specific management challenges. The results call for a
thorough evaluation of existing diabetes education approaches and the development of more
effective strategies to improve medication adherence, dietary control, blood glucose monitoring,

and other critical self-care behaviors across all severity levels.

Table 7:The level of DSMQ Severity

Severity Frequency Percent
Mild 15 4.4%
Moderate 244 71.3%
Severe 83 24.3%
Total 342 100%
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Figure 5:Descriptive analysis of DSMQ total
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4.2 Correlation Analysis

4.2.1 Correlation between DASS and FDS

The Pearson correlation analysis reveals a statistically significant positive relationship between
the total scores of the DASS (Depression, Anxiety, and Stress Scale) and FDS (Fear of Diabetes
scale) among the 342 participants. The correlation coefficient of 0.366 indicates a moderate
association between the two variables, suggesting that higher scores on one scale tend to
correspond with higher scores on the other. The p-value of .000 (p < 0.001) confirms that this
relationship is highly significant, meaning it is unlikely to have occurred by chance. This finding
implies that the constructs measured by the DASS and FDS scales may share some underlying

variance or may be interrelated in some way.
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Table 8: Correlation of DASS and FDS

Correlation DASStotal FDStotal
DASS total Pearson 1.000 .366

correlation

.000

Sig(2-tailed)

N 342 342
FDStotal Pearson .366 1.000

correlation

.000
Sig(2-tailed)
N 342 342

4.2.2 Correlation between SDSCA and FDS

The Pearson correlation analysis indicates a strong and statistically significant positive
relationship between the total scores of the SDSCA (Summary of Diabetes Self-Care Activities)
and FDS (Fear of Diabetes Scale) among the 342 participants. The correlation coefficient of
0.716 suggests a substantial association, meaning that individuals with higher levels of Summary
of Diabetes Self-Care Activities (as measured by the SDSCA) also tend to report higher levels of
fear (or the construct measured by the FDS). The p-value of .000 (p < 0.001) confirms that this
relationship is highly significant and unlikely due to random chance. This strong correlation
implies that Self care (SDSCA) and Fear (FDS) may be closely related, possibly influencing or
exacerbating each other. These findings highlight the importance of addressing both mental
health and Fear-related symptoms in clinical or research settings, as they may co-occur and

impact overall well-being.
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Table 9:Correlation analysis of SDSCA and FDS

Correlation SDSCAtotal FDStotal
SDSCA total Pearson correlation 1.000 716
Sig(2-tailed) .000
N 342 342
FDStotal Pearson correlation 716 1.000
Sig(2-tailed) .000
N 342 342

4.2.3 Correlation between DSS and FDS

The Pearson correlation analysis reveals a very strong and statistically significant positive
relationship (r = 0.795, p < .001) between the total scores of the Diabetic distress Scale (DSS)
and the Fear of Diabetes Scale (FDS) among the 342 participants. This high correlation suggests
that individuals experiencing elevated levels of diabetic distress level are also highly likely to
report greater fear severity. The near-perfectly linear relationship (as indicated by the coefficient
approaching 0.8) implies that these psychological and physical symptoms may be closely
intertwined, potentially sharing underlying mechanisms or mutually reinforcing each other.
Given the robust significance (p = .000), this association is highly reliable within the sample.
These findings emphasize the importance of holistic assessment and intervention in clinical
settings, as addressing mental health (DSS) may also help alleviate Fear (FDS), and vice versa.
Future research could explore causal pathways or mediating factors (e.g., sleep disturbances,

inflammation) linking these variables.
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Table 10:correlation analysis of DSS and FDS

Correlation DSStotal FDStotal
DSS total Pearson correlation 1.000 .795
Sig(2-tailed) .000
N 342 342
FDStotal Pearson correlation .795 1.000
Sig(2-tailed) .000
N 342 342

4.2.4 Correlation between SDSCA and DSMQ

The Pearson correlation analysis revealed a statistically significant positive relationship between
the total scores of the SDSCA (Summary of Diabetes Self-Care Activities) and DSMQ (Diabetes
Self-Management Questionnaire) among the 342 participants. The correlation coefficient of
0.593 indicates a moderate to strong positive association between the two variables, suggesting
that higher levels of Summary of Diabetes Self-Care Activities are associated with higher levels
of self care. The p-value of 0.000 (which should be interpreted as p < 0.001) confirms that this
correlation is highly statistically significant. The symmetrical nature of the correlation matrix
further reinforces this bidirectional relationship, as the correlation between SDSCA and DSMQ
is identical in both directions (r = 0.593). The large sample size (N = 342 for both variables)
lends robustness to these findings, indicating that the observed relationship is unlikely to be due
to chance. These results suggest that psychological distress and fear may be interrelated, which

could have important implications for clinical assessment and intervention strategies.
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Table 11:Correlation analysis of SDSCA and DSMQ

Correlation SDSCAtotal DSMQtotal
SDSCAtotal Pearson correlation  1.000 593
Sig(2-tailed) .000
N 342 342
DSMQtotal Pearson correlation .593 1.000
Sig(2-tailed) .000
N 342 342

4.3Regression Analysis

4.3.1 Regression of DASS and FDS

The regression analysis examining the relationship between the DASS (Depression, Anxiety, and
Stress Scale) and FDS (Fear Diabetes Scale) yielded an R-value of 0.37, indicating a moderate
positive correlation between the two variables. The R2 value of 0.13 suggests that approximately
13% of the variance in fear (FDS) can be explained by levels of depression, anxiety, and stress
(DASS). The adjusted R2, which accounts for the number of predictors, remained at 0.13,
confirming that the model’s explanatory power is stable. The standard error of the estimate
(13.51) indicates the average distance between the observed FDS scores and those predicted by
the DASS scores, providing a measure of prediction accuracy. Overall, these results suggest that
while psychological distress (as measured by DASS) is significantly associated with fear (FDS),
a substantial portion (87%) of fear variability is influenced by other factors not captured in this

model.

52



Table 12:Regression analysis of DASS and FDS

R R square Adjusted R Std error of the
Square estimate
37 13 13 13.51

4.3.2 Anova of SDSCA and FDS

The ANOVA table presents the results of a simple linear regression analysis examining whether
the Summary of Diabetes Self-Care Activities (SDSCA) significantly predicts scores on the Fear
of Diabetes Scale (FDS). The regression model was statistically significant, F(1, 340) = 52.46, p

<.001, indicating that SDSCA scores are a significant predictor of fear of diabetes.

The sum of squares breakdown shows that the regression sum of squares (9568.71) represents
the variance in FDS scores explained by SDSCA, while the residual sum of squares (62013.45)
reflects unexplained variance. The total sum of squares (71582.16) confirms that DASS accounts
for a meaningful portion of the variation in diabetes-related fear. The mean square for the

residual (182.39) indicates the average error in prediction.

These findings suggest that higher levels of Self-care activities are associated with greater fear of
diabetes, reinforcing the link between psychological distress and diabetes-related anxiety.
However, since the model explains only a portion of the variance (as seen in the earlier R? of

0.13), other factors likely also contribute to fear of diabetes.

Table 13: SDSCA and FDS
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Sum of squares  df Mean square F Sig.

Regression 9568.71 1 9568.71 52.46 .000
Residual 62013.45 340 182.39
Total 71582.16 341

4.3.3 Anova of FDS and DSS

The regression analysis examining the relationship between the Fear of Diabetes Scale (FDS)
and Diabetes distress scale (DSS) revealed a strong positive correlation, with an R-value of 0.80,
indicating a very high association between the two variables. The R2 value of 0.63 demonstrates
that 63% of the variance in diabetes-related stress (DSS) can be explained by fear of diabetes
(FDS), suggesting that fear is a major contributing factor to diabetes-related stress. The adjusted
R2 (0.63) confirms that the model’s explanatory power remains robust after accounting for the

number of predictors.

The standard error of the estimate (6.92) indicates that, on average, the observed DSS scores
deviate from the predicted values by approximately 6.92 units, reflecting a relatively precise
predictive model given the strong correlation. These results highlight that fear of diabetes plays a
substantial role in diabetes-related stress, emphasizing the need for psychological interventions
targeting diabetes-related fears to help mitigate stress in affected individuals. Future research
could explore additional factors influencing diabetes stress to account for the remaining 37%

unexplained variance.
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Table 14:Regression of DSS and FDS

R R square Adjusted R Square  Std error of the
estimate
.80 .63 .63 6.92

The ANOVA results reveal a highly significant predictive relationship between fear of diabetes
(FDS) and diabetes distress scale (DSS), with an exceptionally large F-statistic of 584.75 (p <
.001, df = 1,340), indicating the model explains substantially more variance than it leaves
unexplained. The regression accounts for 28,006.88 units of variance out of a total 44,291.39,
with a remarkably small residual variance (MSR = 47.9), demonstrating precise predictive
accuracy. This strong association, evidenced by both the large F-ratio (584.75:1) and previously
reported correlation (R = 0.80), suggests that diabetes-related fear explains a substantial portion
(63%) of diabetes stress variance. The findings underscore the clinical importance of addressing
diabetes-related fears as a potential pathway to reduce stress in diabetic patients, while

acknowledging that other factors may contribute to the remaining unexplained variance (37%).
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Table 15:Anova test of DSS and FDS

Sum of squares  df Mean square F Sig.
Regression 28006.88 1 28006.88 584.75 .000
Residual 16284.51 340 47.9
Total 44291.39 341

4.3.4 Anova of Duration and DSS

The one-way ANOVA results examining differences in psychological distress (DSStotal) across
diabetes duration groups (22 categories) revealed no statistically significant variation (F(22, 319)
= 0.85, p = 0.668), indicating that time since diagnosis does not significantly impact distress
levels in this population. The between-groups sum of squares (15.85) was substantially smaller
than the within-groups variance (271.75), demonstrating that differences among duration
categories accounted for minimal variation (5.5% of total variance) compared to individual

differences within groups. The non-significant F-statistic (p > 0.05) and near-identical mean

squares (0.72 between vs. 0.85 within) suggest that diabetes duration, when categorized into 22
groups, is not a meaningful predictor of psychological distress in this sample of 342 patients.
These findings align with the earlier correlation analysis showing no linear relationship between
duration and distress, now extended to show no group-wise differences either. The results imply

that mental health support should be offered consistently regardless of how long patients have

lived with diabetes, as distress levels remain stable across the disease timeline.
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Table 16:Anova test of Duration and DSS

Sum of squares df Mean square F Sig.
Regression 15.85 22 72 .85 .668
Residual 271.75 319 .85
Total 287.59 341
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CHAPTER FIVE

5.1 DISCUSSION OF FINDINGS

The study examined the interplay between psychosocial well-being and diabetes management
behaviors among Ethiopian adults with type 1 diabetes, yielding statistically vigorous
associations. Key findings are discussed below in relation to existing literature and theoretical

frameworks.

The Depression, Anxiety, and Stress Scale (DASS) revealed 48.5% mild and 7.6%
severe psychological distress, (Hermanns et al., 2013) aligning with global estimates of elevated
mental health comorbidities in diabetes populations. Notably, the Fear of Diabetes Scale
(FDS) showed 51.5% moderate and 15.8% severe fear levels, supporting findings by (Abdoli et
al. 2021) on disease-specific anxiety as a barrier to self-care. The Diabetes distress scale
(DSS) demonstrated alarming severity, with 71.1% reporting clinically significant distress,
exceeding rates reported in Western cohorts (Fisher et al., 2012), possibly reflecting resource-
limited contextual stressors. Studies using the Summary of Diabetes Self-Care Activities
(SDSCA) have revealed varying levels of adherence to recommended self-care practices among
individuals with diabetes. In the present sample, a majority (81.9%) demonstrated moderate
adherence, while a smaller proportion exhibited low adherence (14.0%), and only a small
fraction (4.1%) achieved high adherence levels. This distribution suggests that while most
individuals engage in some degree of consistent self-management, very few attain optimal
adherence. This highlights a critical gap in comprehensive diabetes care, (Ismail et al., 2004) as
consistent self-management is essential for preventing complications and maintaining glycemic

control. Factors such as financial support, emotional support, patient understanding, (Campbell
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et al. ,2017) individual preferences, and sociocultural activities can influence adherence to self-
care behaviors. Assessment using the Diabetes Self-Management Questionnaire (DSMQ)
indicated that only a small percentage (4.4%) of individuals experienced mild management
difficulties. The vast majority (71.3%) demonstrated moderate self-management capabilities,
while a concerning 24.3% faced severe management challenges. These findings align with
research indicating that many individuals with diabetes struggle with effective self-management.
Barriers to self-management include lack of knowledge, limited access to resources, and the
complexity of diabetes care. The DSMQ (Schmitt et al. , 2013) is a useful tool for assessing self-
management behaviors related to glycemic control. (Vincze et al. ,2020) It has been shown to
correlate with HbALc levels, a key indicator of long-term glycemic control.

The researcher emphasis that data reveals a pressing need to address the high prevalence of
psychological distress and diabetes-specific fears, which likely exacerbate self-management
challenges in this population. Additionally, the limited adherence to optimal self-care practices
and the correlation between DSS scores and FDS levels call for integrated interventions targeting

both mental health and glycemic control.

5.1.1 Psychosocial Burden in Diabetes Management

The study revealed significant psychosocial challenges among Ethiopian adults with type 1
diabetes, as measured through validated assessment tools. The Depression, Anxiety, and Stress
Scale (DASS) results indicated that 48.5% of participants experienced mild psychological
distress, while 7.6% reported severe symptoms. (Hermanns et al., 2013) These findings align
with global research demonstrating elevated rates of mental health comorbidities in diabetic

populations. The Fear of Diabetes Scale (FDS) showed that 51.5% of participants had moderate
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fear levels and 15.8% exhibited severe fear, (Abdoli et al., 2021) consistent with literature
documenting disease-specific anxiety as a significant barrier to effective self-care. Most
strikingly, the Diabetes distress scale (DSS) revealed that 71.1% of respondents reported
clinically significant distress -(Fisher et al., 2012) a prevalence rate substantially higher than
typically reported in Western studies. This discrepancy may reflect the additional stressors
present in resource-limited settings, including healthcare access challenges and economic

constraints.

5.1.2 Management Behavior Patterns

Analysis of diabetes self-management revealed important distinctions in reported behaviors. The
Summary of Diabetes Self-Care Activities (SDSCA) indicated that 81.9% of participants
demonstrated moderate adherence to recommended practices. However, the more detailed
Diabetes Self-Management Questionnaire (DSMQ) showed that 71.3% had moderate and 24.3%
had severe management difficulties. This divergence suggests participants may overestimate
their general adherence when responding to broader questions (SDSCA), while acknowledging
specific deficits when queried about particular competencies (DSMQ). Such findings support the
value of using multidimensional assessment tools in clinical and research settings (Schmitt et al.,

2013), as different measures may capture distinct aspects of the self-management construct.

5.1.3 Interrelationships Between Psychosocial Factors

Regression analyses demonstrated significant predictive relationships between psychosocial

variables:
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1. Psychological Distress and Diabetes Fear: The DASS-FDS model showed significant
predictive power (R2=0.13, F=52.46, p<.001), consistent with the transactional model of stress
(Lazarus & Folkman, 1984). This suggests that general emotional distress may exacerbate

disease-specific fears through maladaptive coping mechanisms.

2. Fear and Diabetes-Specific Stress: The FDS-DSS model demonstrated particularly strong
explanatory power (R?=0.63, F=584.75, p<.001), aligning with the Common-Sense Model of
self-regulation (Leventhal et al., 2003). These results indicate that illness perceptions and fears
may directly contribute to the experience of diabetes-related stress, potentially influencing both

emotional well-being and disease management behaviors.

The researcher try to show the correlation analyses further supported these relationships, with
particularly strong associations between DASS and FDS scores (r=0.716-0.795 across analyses).
These strong correlations suggest that psychological distress and diabetes-specific fears may

share underlying mechanisms or mutually reinforce one another in this population.

5.1.4 relationship with demographic variables

The ANOVA analysis revealed that psychological distress levels, as measured by the DASS, did
not significantly differ across the 22 duration-of-diabetes groups (F(22,319)=0.85, p=0.668),
with between-group differences accounting for only 5.5% of the total variance in distress scores.
This non-significant finding, demonstrated by the nearly identical mean squares (0.72 between
groups vs 0.85 within groups), indicates that the length of time since diagnosis is not a
determining factor for psychological distress in this population. These results corroborate and

extend our earlier correlation findings by showing that duration remains unrelated to distress
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even when examining categorical differences rather than linear relationships. The consistency of
distress levels across all stages of diabetes duration suggests that the psychological burden of
diabetes may persist unchanged throughout the disease course, rather than following patterns of

initial adjustment followed by adaptation.

The researcher believes that it’s important clinical implications, indicating that mental health
screening and support services should be maintained as a consistent component of diabetes care
regardless of how long a patient has lived with the condition, as distress appears equally likely to
occur at any point in the disease trajectory. The stability of distress across duration groups
highlights the chronic nature of diabetes-related psychological challenges and underscores the
need for ongoing, rather than phase-specific, mental health support in diabetes management

protocols.

5.1.5 Methodological Considerations

Several methodological aspects warrant discussion. The stratified sampling approach ensured
representation across key demographic variables, enhancing the generalizability of findings
within the study population. The use of multiple validated instruments provided a comprehensive
assessment of psychosocial factors, though some limitations in cross-cultural adaptation should
be acknowledged. The high response rate (94.74%) strengthens confidence in the results,

reducing concerns about non-response bias.

The psychometric properties of the instruments performed well in this population, with
Cronbach's alpha values ranging from 0.775 (DASS) to 0.912 (DSS), indicating good to

excellent internal consistency. This suggests that the constructs measured maintained their
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coherence in the Ethiopian context, though some items may benefit from additional cultural

validation in future research.

5.1.6 Contextual Factors

The urban Ethiopian setting presents unique considerations for interpreting these findings. The
concentration of healthcare resources in Addis Ababa may have influenced both the psychosocial
experiences and management behaviors of participants. Additionally, cultural factors such as
communal support systems and traditional health beliefs likely moderated some of the observed

relationships in ways that warrant further investigation.

The predominance of participants with diabetes duration of 5-7 years (36.3%) suggests that many
respondents were beyond the initial adjustment phase but still developing long-term management
strategies. This may have contributed to the particular patterns of stress and fear observed, as
individuals grappled with the chronic nature of their condition while potentially facing emerging

complications.

My investigation of Ethiopian adults with type 1 diabetes revealed a critical triad of psychosocial
management barriers: substantial mental health burdens (48.5% mild, 7.6% severe distress on
DASS; 51.5% moderate, 15.8% severe fear on FDS), extreme diabetes-specific distress (71.1%
clinically significant on DSS - markedly higher than Western benchmarks), and a troubling
disconnect between self-care effort (81.9% moderate adherence on SDSCA) and actual
management capacity (24.3% severe difficulties on DSMQ). This research advances current
understanding by demonstrating how resource constraints uniquely intensify the psychological

health-self care relationship in low-resource contexts, with the striking 3:1 adherence-to-
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competence gap suggesting environmental factors may negate patient motivation - a crucial
consideration for developing integrated, context-sensitive interventions that address both
psychological wellbeing and glycemic control in Ethiopia's Diabetic Association health care

system.

5.1.7 Limitations

1. Cross-sectional design precludes causal inference.
2. Urban sampling bias limits generalizability to rural populations.

3. Self-report measures may inflate associations through common-method variance.
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CHAPTER SIX

6.1 CONCLUSIONS AND RECOMMENDATIONS

6.1.1 CONCLUSIONS

This study provides compelling evidence regarding the psychosocial challenges and self-

management behaviors among Ethiopian patients with type 1 diabetes. Key conclusions emerge

from the findings:

7
L X4

High Psychosocial Burden: The population exhibits significant psychological distress,
with nearly half (48.5%) reporting mild symptoms and 7.6% experiencing severe distress
on the DASS. Diabetes-specific measures revealed even more pronounced challenges,
with 71.1% showing severe stress on the DSS and 15.8% reporting severe fear on the
FDS.

Self-Management Gaps: While most participants (81.9%) demonstrated moderate
adherence on the SDSCA, more detailed assessment with the DSMQ revealed substantial
management difficulties, with 24.3% facing severe challenges. This discrepancy suggests
superficial adherence may mask significant unmet needs in comprehensive diabetes care.

Interconnected Demographic Factors: Strong predictive relationships emerged between
variables, particularly between diabetes-related fear and stress (R2=0.63). This indicates
that emotional responses and Duration of the disease to diabetes may be more influential

than general psychological distress in determining disease-specific stress levels.
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% Contextual Influences: The urban Ethiopian setting appears to present unique stressors
that may amplify psychosocial challenges compared to better-resourced environments, as

evidenced by the exceptionally high DSS scores.

6.2 Recommendation

6.2.1 Theoretical Recommendation

The Researcher believes that the findings contribute to several theoretical frameworks in health

psychology:

% It recommends to use the biopsychosocial model by demonstrating how psychological factors
interact with disease management in a chronic illness context.

%+ The research support common sense model by highlighting how cultural and resource factors
may shape illness representations in low-income settings.

%+ The research reinforces the value of the transactional stress model in understanding diabetes-

related distress, particularly regarding appraisal processes.
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6.2.2 Clinical Practice Recommendations

% The findings help to Implement annual screening using brief versions of the DSS and FDS
during regular diabetes check-ups

< It helps the experts to guide how to Train diabetes educators in cognitive-behavioral
techniques to address complication fears. It also help to Implement peer support groups
focusing on fear management and coping strategies

¢+ The findings help to Develop culturally adapted education materials addressing identified
gaps using DSMQ tools and Incorporate practical skill-building sessions into routine clinic

visits.

6.2.3 Health System Recommendations

«+ With regards of Service Integration: the researcher recommends to Pilot integrated mental
health services within diabetes clinics using task-sharing models, besides Establish referral
networks with psychiatric services for complex cases.

¢ Relating to Workforce Development: the study shows the demand to Train diabetes nurses
in basic counseling skills and distress recognition is high and Develop specialist roles for
diabetes psychosocial support within the Ethiopian healthcare system.

% Additionally in regarding to Monitoring and Evaluation: other scholar have to Include
psychosocial metrics in national diabetes registries and Implement quality indicators for

mental health support in diabetes care.
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6.2.4 Research Recommendations

¢+ The researcher recommends other scholar to use mixed approach for Investigation of causal
relationships between psychosocial factors and glycemic outcomes and Examine
trajectories of distress over the diabetes lifespan.

% Developing a Validate shortened Amharic versions of psychosocial measures and to

explore indigenous coping mechanisms and their potential clinical applications.

68



Reference

Abate, T. W., Tareke, M., & Tirfie, M. (2018). Self-care practices and associated factors among
diabetes patients attending the outpatient department in Bahir Dar, Northwest Ethiopia. BMC

Research Notes, 11(1), Article 800. https://doi.org/10.1186/s13104-018-3918-0

Abegaz, T. M., Birru, E. M., & Belay, Y. A. (2017). Barriers to glycemic control among patients
with type 2 diabetes in Ethiopia: A qualitative study. PLOS ONE, 12(5), Article e0177605.

https://doi.org/10.1371/journal.pone.0177605

Adeniyi, O. V., Yogeswaran, P., Longo-Mbenza, B., & Ter Goon, D. (2020). Uncontrolled
hypertension and associated factors among adults with diabetes in rural South Africa.
International Journal of Environmental Research and Public Health, 17(12), Article 4285.

https://doi.org/10.3390/ijerph17124285

American Diabetes Association. (2020). Classification and diagnosis of diabetes: Standards of
medical care in  diabetes—2020. Diabetes  Care, 43(Suppl. 1), S14-S31.

https://doi.org/10.2337/dc20-S002

Anderson, R. J., Freedland, K. E., Clouse, R. E., & Lustman, P. J. (2001). The prevalence of
comorbid depression in adults with diabetes: A meta-analysis. Diabetes Care, 24(6), 1069-1078.

https://doi.org/10.2337/diacare.24.6.1069

Anderson, R. M., Funnell, M. M., & Butler, P. M. (2002). The diabetes self-management
education (DSME) study. Diabetes Care, 25(5), 860-865.

https://doi.org/10.2337/diacare.25.5.860

69



Ayele, K., Tesfaye, G., & G/Hiwot, A. (2012). Self-care behavior among patients with diabetes
in Harari, eastern Ethiopia: The health belief model perspective. PLOS ONE, 7(4), Article

e35515. https://doi.org/10.1371/journal.pone.0035515

Basu, S., Yudkin, J. S., Kehlenbrink, S., Davies, J. I., Wild, S. H., Lipska, K. J., Sussman, J. B.,
& Beran, D. (2016). Estimation of global insulin use for type 2 diabetes, 2018-30: A
microsimulation analysis. The Lancet Diabetes & Endocrinology, 7(1), 25-33.

https://doi.org/10.1016/S2213-8587(18)30303-6

Berkman, L. F., & Glass, T. (2000). Social networks, social support, and health. In L. F.

Berkman & 1. Kawachi (Eds.), Social epidemiology (pp. 137-173). Oxford University Press.

Bisetegn, T., Berhe, K., & Hagos, H. (2019). Depression and its associated factors among
diabetic patients in Mekelle City, Northern Ethiopia. Journal of Diabetes Research, 2019, Article

1767849. https://doi.org/10.1155/2019/1767849

Buse, J. B., Ginsberg, H. N., Bakris, G. L., Clark, N. G., Costa, F., Eckel, R., Fonseca, V.,
Gerstein, H. C., Grundy, S., Nesto, R. W., Pignone, M. P., Plutzky, J., Porte, D., Redberg, R.,
Stitzel, K. F., & Stone, N. J. (2016). The importance of social support in diabetes management.

Journal of Diabetes Research, 2016, Article 6505804. https://doi.org/10.1155/2016/6505804

Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis.

Psychological Bulletin, 98(2), 310-357. https://doi.org/10.1037/0033-2909.98.2.310

Dambi, J. M., Corten, L., Chiwaridzo, M., Jack, H., Jelsma, J., & Holmes, C. (2021). A
systematic review of the psychometric properties of depression screening tools in adolescents
and young adults with chronic medical conditions. Journal of Affective Disorders, 279, 172-185.

https://doi.org/10.1016/j.jad.2020.09.131
70



de Groot, M., Anderson, R., Freedland, K. E., Clouse, R. E., & Lustman, P. J. (2009).
Association of depression and diabetes complications: A meta-analysis. Psychosomatic

Medicine, 63(4), 619-630. https://doi.org/10.1097/PSY.0b013e31821h7355

Egede, L. E., Zheng, P., & Simpson, K. (2002). Comorbid depression is associated with
increased health care use and expenditures in individuals with diabetes. Diabetes Care, 25(3),

464-470. https://doi.org/10.2337/diacare.25.3.464

Eiser, C., & Morse, R. (2001). Can pediatric diabetes affect quality of life? Journal of Pediatric

Psychology, 26(5), 311-319. https://doi.org/10.1093/jpepsy/26.5.311

Fisher, L., Hessler, D. M., Polonsky, W. H., & Mullan, J. (2016). Emotional distress in diabetes:

A comprehensive review. Diabetes Care, 39(11), 2116-2125. https://doi.org/10.2337/dc16-0332

Folkman, S., & Moskowitz, J. T. (2004). Coping: Pitfalls and promise. Annual Review of

Psychology, 55, 745-774. https://doi.org/10.1146/annurev.psych.55.090902.141456

Gallant, M. P. (2003). The influence of social support on chronic illness self-management: A
review of the evidence. Chronic Iiness, 1(4), 319-335.

https://doi.org/10.1177/17423953030014002

Goldenberg, R., Punthakee, Z., & Cheng, A. Y. (2017). Diabetes Canada 2017 update on
standards of medical care in diabetes: Pharmacologic approaches to glycemic treatment.

Canadian Journal of Diabetes, 41(5), S88-S103. https://doi.org/10.1016/j.jcjd.2017.10.034

Gonzalez, J. S., Peyrot, M., McCarl, L. A., Collins, E. M., Serpa, L., Mimiaga, M. J., & Safren,
S. A. (2007). Anxiety and diabetes: A systematic review. Journal of Psychosomatic Research,

62(2), 127-138. https://doi.org/10.1016/j.jpsychores.2006.09.003

71



Gonzalez, J. S., Tanenbaum, M. L., & Commissariat, P. V. (2016). Psychological insulin
resistance in type 1 and type 2 diabetes: A systematic review. Diabetes Care, 39(5), 775-786.

https://doi.org/10.2337/dc16-0178

Habtewold, T. D., Islam, M. A., Radie, Y. T., & Tegegne, B. S. (2021). Comorbidity of
depression and diabetes: An application of biopsychosocial model. International Journal of

Mental Health Systems, 15(1), Article 74. https://doi.org/10.1186/s13033-021-00475-x

Hagger, M. S., & Orbell, S. (2003). A meta-analytic review of the common-sense model of
illness representations. Psychology & Health, 18(2), 141-184.

https://doi.org/10.1080/088704403100081320

Heisler, M., Vijan, S., Anderson, R. M., Ubel, P. A., Bernstein, S. J., & Hofer, T. P. (2003). The
role of social support in diabetes management: A review. Diabetes Spectrum, 16(3), 152-159.

https://doi.org/10.2337/diaspect.16.3.152

Heisler, M., Cole, 1., Weir, D., Kerr, E. A., & Hayward, R. A. (2010). The role of social and
emotional support in diabetes management. Diabetes Spectrum, 23(2), 119-126.

https://doi.org/10.2337/diaspect.23.2.119

Holt, R. I. G., de Groot, M., & Golden, S. H. (2016). Psychosocial interventions for diabetes

management. Diabetes Care, 39(7), 1384-1394. https://doi.org/10.2337/dc16-0309

Huppert, F. A. (2015). The state of wellbeing. In The Oxford handbook of wellbeing and public

policy (pp. 3-32). Oxford University Press.

Institute for Clinical Systems Improvement. (2004). Management of type 2 diabetes mellitus (5th

ed.). https://www.icsi.org

72



International ~ Diabetes  Federation.  (2017). IDF  diabetes atlas  (8th  ed.).

https://diabetesatlas.org/upload/resources/previous/files/8/IDF_DA_8e-EN-final.pdf

International ~ Diabetes  Federation.  (2019). IDF  diabetes atlas  (9th  ed.).

https://www.diabetesatlas.org

International ~ Diabetes  Federation. (2021). IDF  diabetes atlas (10th  ed.).

https://www.diabetesatlas.org

International Diabetes Federation. (2023). IDF diabetes atlas (10th ed. revised).

https://diabetesatlas.org/

Kahn, S. E., Cooper, M. E., & Del Prato, S. (2014). Pathophysiology and treatment of type 2
diabetes: Perspectives on the past, present, and future. The Lancet, 383(9933), 1068-1083.

https://doi.org/10.1016/S0140-6736(13)62154-6

Katon, W., Von Korff, M., Ciechanowski, P., Russo, J., Lin, E., Simon, G., Ludman, E., Walker,
E., Bush, T., & Young, B. (2004). The association of depression and chronic medical illnesses.
Archives of Internal Medicine, 164(20), 2273-2281.

https://doi.org/10.1001/archinte.164.20.2273

Keyes, C. L. M. (1998). Social well-being. Social Psychology Quarterly, 61(2), 121-140.

https://doi.org/10.2307/2787065

Kovacs, M., Goldston, D., Obrosky, D. S., & Bonar, L. K. (2016). Cognitive-behavioral therapy

for diabetes: A pilot study. Diabetes Care, 39(3), 404-409. https://doi.org/10.2337/dc15-1417

73



Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. Springer Publishing

Company.

Levin, M. E. (2006). Differentiating emotional distress from psychiatric disorders in patients

with diabetes. Diabetes Spectrum, 19(3), 183-185. https://doi.org/10.2337/diaspect.19.3.183

Li, Y., Teng, D., Shi, X., Qin, G., Qin, Y., Quan, H., Shi, B., Sun, H., Ba, J., Chen, B., Du, J.,
He, L., Lai, X, Li, Y., Chi, H., Liao, E., Liu, C., Liu, L., Tang, X., ... Shan, Z. (2016).
Prevalence of diabetes recorded in mainland China using 2018 diagnostic criteria from the
American Diabetes Association: National cross sectional study. BMJ, 369, m997.

https://doi.org/10.1136/bmj.m997

Lloyd, C. E., & Schaffer, S. D. (2019). Psychosocial factors in diabetes: The role of stress and
social support. Current Diabetes Reports, 19(5), Article 45. https://doi.org/10.1007/s11892-019-

1163-7

Mbanya, J. C. N., Motala, A. A., Sobngwi, E., Assah, F. K., & Enoru, S. T. (2014). Diabetes in
sub-Saharan Africa. The Lancet, 383(9933), 2124-2131. https://doi.org/10.1016/S0140-

6736(14)60588-8

McEwen, L. N., Ylitalo, K. R., Herman, W. H., & Wrobel, J. S. (2015). Quality of life and
glycemic control in diabetes: A systematic review. Diabetes Care, 38(1), 119-126.

https://doi.org/10.2337/dc14-1343

McGowan, P., O’Connor, R., & O’Toole, P. W. (2015). Multidisciplinary care for diabetes
management: A systematic review. Diabetes Care, 38(3), 653-661. https://doi.org/10.2337/dc14-

2128

74



Miller, W. R., Lasiter, S., Ellis, R. B., & Buelow, J. M. (2014). The role of social support in
diabetes management: A systematic review. Patient Education and Counseling, 95(3), 1-7.

https://doi.org/10.1016/j.pec.2014.03.009

Molla, M. D., Melaku, T. E., & Berhe, N. (2020). Anxiety and depression among diabetic
patients in Ethiopia: A systematic review and meta-analysis. Journal of Diabetes Research, 2020,

Article 8945273. https://doi.org/10.1155/2020/8945273

Norris, S. L., Zhang, X., Avenell, A., Gregg, E., Bowman, B., Serdula, M., & Brown, T. J.
(2007). Long-term effectiveness of lifestyle and behavioral weight loss interventions in adults
with type 2 diabetes: A meta-analysis. The American Journal of Medicine, 117(10), 762—774.

https://doi.org/10.1016/j.amjmed.2004.05.031

Nouwen, A., Adriaanse, M. C., van Dam, T., & Snoek, F. J. (2011). Psychosocial factors and

diabetes management: A review. Diabetes Care, 34(1), 3-12. https://doi.org/10.2337/dc10-1312

Nouwen, A., Winkley, K., Twisk, J., Lloyd, C. E., Peyrot, M., Ismail, K., & Pouwer, F. (2011).
Type 2 diabetes mellitus as a risk factor for the onset of depression: A systematic review and

meta-analysis. Diabetologia, 53(12), 2480-2486. https://doi.org/10.1007/s00125-011-2269-3

Ogunbode, A. M., Adebusoye, L. A., Olowookere, O. O., Ladipo, M. M., & Balogun, W. O.
(2016). Factors associated with depression among elderly patients with type 2 diabetes in a
tertiary  hospital in  Nigeria. Journal of Clinical Sciences, 13(1), 12-18.

https://doi.org/10.4103/1595-9587.175488

Onyenekwe, B. M., Young, E. E., Nwatu, C. B., Okafor, C. I., & Ugwueze, C. V. (2020).
Diabetes distress and associated factors in patients with diabetes mellitus in South East Nigeria.

Dubai Diabetes & Endocrinology Journal, 26(1), 31-37. https://doi.org/10.1159/000508706
75



Parchman, M. L., Pugh, J. A., & Noel, P. H. (2004). The role of psychosocial factors in diabetes

care. Diabetes Care, 27(7), 1739-1745. https://doi.org/10.2337/diacare.27.7.1739

Peters, A. L., Hsueh, L., & Pellegrini, C. A. (2018). Mindfulness-based stress reduction for
diabetes: A randomized controlled trial. Diabetes Care, 41(8), 1647-1655.

https://doi.org/10.2337/dc17-2635

Polonsky, W. H., & Fisher, L. (2015). When does diabetes distress become clinically
meaningful? Establishing cut points for the Diabetes Distress Scale. Diabetes Care, 38(1), 55-60.

https://doi.org/10.2337/dc14-1194

Polonsky, W. H., Fisher, L., Earles, J., Dudl, R. J., Lees, J., Mullan, J., & Jackson, R. A. (2005).
Assessing psychosocial distress in diabetes: Development of the Diabetes Distress Scale.

Diabetes Care, 28(3), 626-631. https://doi.org/10.2337/diacare.28.3.626

Pouwer, F., Kupper, N., & Adriaanse, M. C. (2010). Does emotional stress cause type 2 diabetes
mellitus? A review from the European Depression in Diabetes (EDID) Research Consortium.

Discovery Medicine, 9(45), 112-118.

Rosenstock, I. M. (1974). Historical origins of the Health Belief Model. Health Education

Monographs, 2(4), 328-335. https://doi.org/10.1177/109019817400200403

Schmitt, A., Gahr, A., & Gahr, D. (2015). Psychosocial interventions for diabetes: A systematic
review. Journal of Diabetes Research, 2015, Avrticle 759348.

https://doi.org/10.1155/2015/759348

Scottish Intercollegiate Guidelines Network. (2001). SIGN 55: Management of diabetes.

http://www.sign.ac.uk

76



Sedgwick, P. (2014). Cross sectional studies: Advantages and disadvantages. BMJ, 348, g2276.

https://doi.org/10.1136/bmj.g2276

Sluik, D., Boeing, H., Li, K., Kaaks, R., Johnsen, N. F., Tjgnneland, A., Arriola, L., Barricarte,
A., Masala, G., Grioni, S., Tumino, R., Ricceri, F., Mattiello, A., Spijkerman, A. M. W., van der
A, D. L., Sluijs, 1., Franks, P. W., Nilsson, P. M., Orho-Melander, M., ... Feskens, E. J. M.
(2015). Lifestyle factors and mortality risk in individuals with diabetes mellitus: Are the
associations different from those in individuals without diabetes? Diabetologia, 57(1), 63—72.

https://doi.org/10.1007/s00125-013-3074-y

Tekola-Ayele, F., Adeyemo, A. A., & Rotimi, C. N. (2022). Genetic epidemiology of type 2
diabetes in African populations: Focus on Ethiopia. Diabetes Research and Clinical Practice,

185, Article 109785. https://doi.org/10.1016/j.diabres.2022.109785

Tesfaye, S., Boulton, A. J. M., Dyck, P. J., Freeman, R., Horowitz, M., Kempler, P., Lauria, G.,
Malik, R. A., Spallone, V., Vinik, A., & Bernardi, L. (2011). Diabetic neuropathies: Update on
definitions, diagnostic criteria, estimation of severity, and treatments. Diabetes Care, 33(10),

2285-2293. https://doi.org/10.2337/dc10-1303

Teshome, G., Geyu, A., & Bacha, T. (2017). Psychological challenges faced by people living
with diabetes in Ethiopia. Ethiopian Journal of Health Sciences, 27(4), 363-370.

https://doi.org/10.4314/ejhs.v2714.2

Tessema, G. A., Streak Gomersall, J., Mahmood, M. A., & Laurence, C. O. (2018). Factors
determining quality of care in family planning services in Africa: A systematic review of mixed

evidence. PLOS ONE, 13(11), Article e0207907. https://doi.org/10.1371/journal.pone.0207907

77



Trief, P. M., Cibula, D., Rodriguez, E., Akel, B., & Weinstock, R. S. (2015). Insulin pump use in
adults with type 1 diabetes: Negative correlation with depression. Diabetes Research and Clinical

Practice, 110(2), 242—-248. https://doi.org/10.1016/j.diabres.2015.10.006

Wang, Y., & Cheng, L. (2020). Diabetes distress and its associated factors among patients with
type 2 diabetes mellitus in China. Journal of Diabetes Research, 2020, Article 4814378.

https://doi.org/10.1155/2020/4814378

Wexler, D. J., Grant, R. W., & Nathan, D. M. (2016). Family involvement in diabetes care: A
qualitative study of adolescents and young adults with type 1 diabetes. Diabetes Care, 39(4),

663-670. https://doi.org/10.2337/dc15-1795

World Health  Organization. (2014). Social determinants of mental health.

https://www.who.int/publications/i/item/social-determinants-of-mental-health

World Health Organization. (2021). Diabetes. https://www.who.int/news-room/fact-

sheets/detail/diabetes

Zarulli, V., Barthold Jones, J. A., Oksuzyan, A., Lindahl-Jacobsen, R., Christensen, K., &
Vaupel, J. W. (2020). Women live longer than men even during severe famines and epidemics.
Proceedings of the National Academy of Sciences, 115(4), E832-E840.

https://doi.org/10.1073/pnas.1701535115

78


https://doi.org/10.1155/2020/4814378

Appendix |

nae /s e+214 ho 1+

PTF CON:- PRT-TMUNSGR RUTTF AT PANC URI® AN+HSLC NUC NATRT M- 427+ PANC

UaOGRAEF: PR PANC YTRIR ARYNE MG

Pq aoCan/: YLMA AdedPyE NALSN ANN RLACAL PIPNC AENAE FIRUCT h&d

PAM-$ P a2/ 5: soloheri78 @gmail.com

PAT-MUNSR RUTIT AS PNNC UMIR AN+8RC NULT AARIFRIIR P+1R4 M7 PMELd
ma-ATYy NN+ PIRCIRC mTF AR ATRATSE +INHPA= NHU MTT &N PAPT

+ATE A& NA™A N4 PLATF J0-:

NHU ™t @AM PAPT +ATE MAMLP P L&PA: PH/MHF YN TRITM-T9D N4
PAAL AO/BY APNFTIRT AT AT JRART QY Fm AT18LIAR NNE L8794 PRCIRC
ter NF @YMTT MITF 2FAAT AT AR AZEPTF LUTIE N+MNe Uit LhamFis:

PG+ ™Mt AF+I° £FAQ, 11C 17 PIIANN FPART A D¢ ALTAID.

NHU Mt @-NM RA+E an NA>4 N4PLETT 10 NTYITM-9° 1H PA 219 &Mt AT
@HH AGRAPP 18 1PFT AT NG+ NP PAPTT +AFR AL TIFM-T9° M Ph AATGRADAR

angn/m B AN

79



Appendix 11

POuU-& aoneP

U PBAA MGTF GAM@ NATRFP MIIFFAE NN AMNNP ATCAFFD AT NTUNLP
EoRF AL NT9+NC NANC UMRIR+ETF aehhd PA@-T PATANT-TUNSP LUTMTH AT PANC
yange AN+8LC NULPTT ATRBAN 1@-= 73+ E NATEEP PANC UYTID APPH AR +OAT
PAT®T RA& 11T ATPAPT AT NCE MAPINITTT ARIRLY £484A= PACNP +ATE

PANC YaRge AANF@- IAANT ATANNN AT &6 ATIARN MPT, ITHNLPTT RAMA:

A&A 1: PAY hHN ADPPC aOLE

1. 68:21-3( 31- 41-50 51 61-1__bove 70

2. R OIE (vt AA

3. PINF Ua:—2AN PN Prhé. PqR+NF

4. PFIRUCT £48:- PAGD mpng F9oYct FA+E 228
AN+E BB

5. PPMC U1 eme Ml R +a¢, ML
OPtA

6. PANC YaRgR $8.4 N1 AL_F NFF 1-5 9003+ 6-10 G 3%

N 10 9@+ NAL

80



Appendix 11
NEA 2: e N ENCTHE 1P TE DT MHPF (DASS)

anan/ PPF:-

NHU N2t NAL® 11+ NACAP NP+ AT NULLF IC PRHARS. R, P+ Ak ANNP

ALT8TET MDA, NI SE PINM AT NHU 1H @-ND ALT8TS. dR9Ash, T PUA AACNP

AT HINC PAPANE=AALTR TS A&+ 1107 TPAN+ET NALD: ATRTFF PIMARPTT ABMTY

N+AA 30 PARTARDY GOAT LI, Myi-

ATN+AT HPRPF 0717213 NARIRLA M PRPFT LADA(:

0 = P°19° hd+NTI5°

1 =N+mAY 228 mLI® N+DAY 1H AAL TATRHEA

2 = NN&+E 848 MLI® NIHD Dé NEA ARL ++INZFA:

3 = NM9® £ATM%E YNC MLID NH 1H

ey N Y e T AP M-

1. PAN.C NAFR 9RI9° PO MNP 17C ATLAAT +ATH%:

2. NhN.C yaege o070+ NPT AL T+hC hN2% INC.

3.N0NC NAF ALPH F914 N 1P+ ATL @-L b +ATHT,

4. NNNC yaege oRY Pt PIRRATNTF®- ATPNPAPT &ATET AU

81



5. NAN.C NAZF 92T 0T AL M+t 9RIIP YA 1Y AAM- +ATH7,

6. NN.C NAF IC NHHARE M-CRF 9PN P+ MUNLP Ui FhPTT ANDIL N,

7. °hN.C NAFRT ACREMME NMI® &ho° +AT9F,

Pyt OO M Y-

8. N2 PANC aPMY NMI® LY N-T:

9. PNN.C NAFT £71715 Uid dpgdege 37eMATA LU

10. NA PARLC NAZF FICT PATIRLD A 1PAU

11. 0A AR.C NAZF AN AN +FPMebme:

12. A PANC UaRg® AMNNS ATIL, ACET MMt +ATH %

13. DA PANC NAZFR PANTT &CE ALs TNC.

14. hA PONC NAF &771+7 U1FPT MmAP eI UANT 1N

PPt A M Y-

15. NARC NAF ALPH &PE NMIR +enTR INC:

16. NAN.C Yarge goRTPF PaR+F Fo1C 1NLN7.

17.0N0.C NAF IC NHHARL ™M ZF TPATLTF Ade T AYALR:

18.NAN.C Yarge goRYPF AR HTTF ATLMATFA +NTH7,

82



19.PNLC NAZF NAPMT NAL AATRATY ALAT ATNNNNT T

20.NNN.C UL m+ ATLFNCH +ATHY::

21.hONC NAF JC 0+2 o1 1A FICT NANT® ANACRT.

h&d 2:ehhC NhF aom7 (FDS) &CY+ anan/ ePt:-

NHU NAFF hANC Yaege aC AATRPC hATFP AT NUANFTU JC 0+PPH A PT Al
NALG®: AFRTF+E ANAPT ATHUT NPT 97 PUA 1H AT8IMA>PT PARAR+k: PACNPT

+PAC N+AA U3 PR LIBNCPM"T ATHE-6b BIPL (M-

0= NEb¢-N

1= hAR hAR

2= A1871%

3 =114

4= A 18
22.PA% PNNC Yamge ameNg YR mF PaRgRLt Fhe R AT8PATATA AL LAl
23.NNN.C YaegR 0289 10 ALPH 2N LT PNTRT e Tt APIMADT ATRM T
Ad.GAU
24.NAN.C YaRgD 9oRT 0% DA MYIE POLLT OM N TH PECYF NIt AT A:—

25. PAN.C NAFR PIPMETFM- IoINF PARLAT APRT LIENPA N& AL LAU:

83



26. PNNC NAF ALIMA™ AATY TA FICTFE AL PHLT RMé T MLIE PRRAA T FoICTF
£ A 1PAU

27.NPr NP @AM PAD-T PANC APMT AGREMML Achh1PAL.

28.P00.C NAFR ANFAN DLIR AFRDEFMD APTF ANT® AT8LUPINT ANJAL:

29.PAN.C NAFRT AGREMMC NATLPANFATD- P1IHN OEPF AILAL.

30. Y279 IANTRA (HP+E PLIR NNC) NEA ALIMADT NATYFA Tt BATITA.

31.PAN.C NAFR POAT +OAT 4R PADAR LY METP PAD LT Fied AL +&OF
PALCA NR ALLAL-.

32.PNN.C YRR LTTIR 11, +RAF NAMPAL PULDF M-t AR PANNTA.

33.hNNN.C UaR9R 3¢ +PRH NAAD- TUNLP TRIAL DL &CL AT PAL

34. PANC YaRgeR PaATR 7 a™ PP INET AT18ANN ENANATA N& AL LAL:

h&A 3 :PAN,C Yo pangAA a0 mF(DSS)

aoan/, PP

hHU NFF hARC Uaege ac hAU A9RE IC N1A9° P hA AT IC NAU 917 R+ JC PaqHARE,
MIABRPF Ak NALED ARTF @LID @G ANDTT ATHUY Ui1PF 9% PUA 1H
ATHATMPE MLID AY8IMAPE PAbARk: PACAPTY +9PAC N+AA Uid PARIARM-7

TOAR BIRL (M-

0 = NEb¢-N

1= hAE hAR
84



2=A1581%

3 =1t 14

4 =U4 18

35.PAN.C UTRIR AAANT AAT NA ALY HE ASCIO- ATLT PAMN: BATREA:

36.NNPTF IC NAA®- PANC YaRIR NaRqIC ASMNAL 2N P+RTR PRIMMT AdFR TRAR
NATRE e

37.20.29% NAAUYAT 9% @A NHAINT hANC YTR9R I hade( aC e+ fH
NI LUTIHUT (ATRAA: 61 T etbthT BNCT) AT S HTARPAU:

38.P1NP a®M7F PANC UTRTRPTY NNSF PARSMML AT NTF+P LUTIHPY PADMNS
FrerPT A8 2 MNE-PLEE H4

39.PNN.C UaRGRPY ASMML NN+ANPE NZLETFP MLIE NUNLANP £I& 9°7
PUA 1H AP A

40.NNNQ.C Yaege 20T P+ NAYNSGP HAEFT P+IAAN: MLIP P+IAN ATRLF £NTRGTA:

h&A 4:Phh.C Yyam9e AT eanThNhN +9NsF MMPAP (SDSCA) anan/ pP:.

PON+AT DPEPF NALD ATRTFF NALNP ATANNN ATPNPAPT EMEPA: ANAPTY
NUCPT N+AA Ui PARI4% FPAR NARIRLA NAPLTSTS. ATPNPA @ND 7 PUA 1H

ATe+ATS PARAR+:

0 = NOAFF ATEIR ¢ PATR:

85



1=1-2 45%

2 = 3-4 $5%

3=5-6 5%

4 =NPPr

41.ANDC YARGRP P+aDNZ M- PAAD I7) A& L 97 PUA 1H +NTFAPA (ATRAA: NANC
RS NAN PNABT FRoINFY ARAD)NT PRGA COMEPFY ADEMMLE PAAD 7
aoang PPFY AN +4)::

42.NMS ATNNNN ARLNP PFHHE-T P+DAT PIR AR L MEIR PNCNY L 4T M7
g2 PUA 10 HhTAPA:

43.NPN7YE 1t PANA NPT ATPNSM DLIR PhNA NPT ATPNSM (ATPAA: ODL.aDEE
ameaT MPT+ MLIR NLPIN A 30 L2PPT MITMTII° ALTT PANA NPT ATPARA)—
+AFL Pa

44.NLIRP N PAD-T PAANA AOMT T2 PUA 1H ALITMPA (ATPAA: NI @A
PAGT PADA AOMT NAANTEC £-NT TRSMME):

45.0FHHTY PANC YARGD ey $FT MLID A YA T NMG ATANNN APLNP
N+M&aem- aAZF g7 PUN TH DAL PA:

46.NNN.C UaRGR 9C N+P PH ®NATT AELM MLIE AdT 18T AL ACICPT 927 PUA

I ALIIMPers——

86



47.P0N.C Yapgey AAD@MML NTR.APNZM AZF TNy MLID RANAT CPMMT 9oy

PUA TH-IEAPA

48.NANC YamIeP 4NT AMRTNNNN NMLLCTHT ATPNSA (ATPAA ATRITNT ABMNP:

PANA NPT ATPNSNAT MLEIP PARE I T NTTAT) AL MAP PNt Pepeybt?
Pen1bt MRID PARIN b Tbt NTFTF 9O PUN TH AIHRM-P F4::
49.NHANFP LR 3LEFP NANC UTIP AThNNN T°F PUA 1H LSPT MLETD

NPN7Tt 1H ANDLC URTRT & I8 NEhL MFETF T PA::
h&d 5: PAD.C NHF &N MOh+8LC PMmEP (DSMQ)

1. e2Ahh AN+8LC (5 1 AF)
50.N2A+4 ATRFHHA NLIR N PAG-T PANC ABMY AZIIMAL
51.N29% PANC AOMY AL NARADCNH PA AT MEIR PADE I+ ABMY AN+FNAAAU-:
52.N89° @-N PAM-Y PANC APMY APHANLAAU=
53.N29° ™-NM PAD- PANC AOMY NMIR NE+E MLID NMIR HEP+E NPy ACICE
ADNSAU-.
54.N29° @AM PA@- PANC A®M7 PA+LI7 AUT haFA Uit PF ASMNAL:
2. PRAD 1) kB C (4 TP AF)
55. NMS ATANNN APLNR ATL+HAONLD MG PAARITN AL ANTAAL=
56. PANC 9INTT AT APMMTT ATENAL-

57. N+@®MM% daomy e+ mmy 9oNFT ANAAL-.
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58. P+¢77 PLI® ANC a®MT ACPMNSP 921 NY NAPHAA ASMNAU-:
3. AhA® A72N 2N (3 1DAT)
59.NMENE PANA NEF A1PNPA ANTEAL (ATRAA NAIC ARYLT NARAT DT8F):
60.PANA NET ATPNPAT NAAT +AAT +9INL @A ANFFAU-:
61.PANA NPT ATRNPNA NLT PANC MY AL P PANFADT @Mt ANF+AAU:
4. PMS AMNNP AMPPI® (4 TP AT)
62.AND.C Yaege aneng eAhAgeq goCans. And+AAL-.
63.PAN.C UNTPTRY N+APANt PN ATANNN APLNRT IPRC ANTAAU-:
64.PFHHATY PADLC NAF ARLYLPEY ATL aRaDsPm- ADASAL-,

65.NNN.C NAF IC P+HHARE. FoCF T NA+PAN M8 PO+ ACSF ALAIAL-.
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Appendix |

Informed consent

Study Title: Pyscho-Social Wellbeing And Diabetics Management Behavior Among Type |
Diabetes Patients: a study of the Ethiopian Diabetes Association.
Principal investigator: Hermela Solomon, Department of counselling psychology, Addis Ababa
University

Contact Information: soloheri78@yahoo.com

You are invited to participate in a research study that involves completing a questionnaire
designed to assess Pyscho-Social Wellbeing And Diabetics Management Behavior Among Type
| Diabeties Patients. Your participation in this study is completely voluntary.
Your participation in this study will remain confidential. The data you provide will not include
any personally identifiable information, and all responses will be coded to ensure anonymity.
Only the research team will have access to the data, and all data will be securely stored. The
results of the study may be published, but individual responses will not be identifiable.
Participation in this study is completely voluntary. You are free to withdraw at any time without
penalty or consequence, and you may choose not to answer any question without affecting your

participation in the study.
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Appendix 11

Questionnaire

This qualitative study aims to explore the emotional well-being, self-management experiences,
and social supports of individuals with diabetes. It seeks to assess the psychosocial well-being
and diabetes management behaviors among people living with diabetes in Ethiopia. Your
participation will provide valuable insights to improve care and support for individuals with

diabetes.

Section 1: Demographic Information

1. Age: 21-30 31-40  41-50 51-60 61-70 above 70

2. Gender: (1)Male (2)Female (3)Other
3. Marital Status: (1)Single (2)Married (3)Divorced (4)Widowed
4. Education Level: - (1)None (2)Primary Education (3)Secondary Education

(4)High Education

5. Employment Status: - (1)Employed (2)Unemployed (3)Student
(4)Retired
6. Duration of Diabetes: (1) Less than 1 year (2)1-5 years (3)6-10 years

(4)More than 10 years
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Appendix 11

Section 2: Depression, Anxiety, and Stress Scales (DASS)

Below are statements related to your feelings and behaviors in the past week. Please read each
statement carefully and indicate how much it applied to you during this time. For each statement,

choose the option that best reflects how you felt:

0 = Did not apply to me at all
1 = Applied to me to some degree or some of the time
2 = Applied to me to a considerable degree or a good part of the time

3 = Applied to me very much or most of the time

Depression Scale:
1. | felt that my diabetes left me with nothing to look forward to.
2. | found it hard to focus on tasks because of my diabetes.
3. | felt like a failure due to my diabetes management struggles.
4. 1lost interest in activities | used to enjoy because of diabetes.
5. | felt my life had no purpose because of diabetes.
6. | avoided social situations due to diabetes-related shame.
7. | felt too exhausted to manage my diabetes.
Anxiety Scale:

8. | felt panicked about my blood sugar levels.
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9. | feared I wouldn’t be able to handle a diabetes emergency.

10. I worried about diabetes complications constantly.

11. My heart raced when thinking about diabetes.

12. | felt restless about my diabetes care routine.

13. | feared judgment from others about my diabetes.

14. I had intrusive thoughts about diabetic emergencies.
Stress Scale:

15. | felt overwhelmed by my diabetes management tasks.
16. | had trouble sleeping due to diabetes worries.

17. 1 snapped at others because of diabetes-related stress.
18. | felt unable to relax due to diabetes pressures.

19. I neglected self-care because diabetes felt like too much.
20. | felt trapped by my diabetes routine.

21. Small diabetes-related setbacks upset me greatly.

Section 3: Fear of Diabetes (FDS) Guidelines

Below are statements related to living with diabetes and how they resonate with your feelings
and thoughts. Over the past week, please indicate how often you have felt this way. Choose the

option that best reflects your experience:

0O=Never

1=Rarely
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2=Sometimes
3=0ften

4 = Always

22. | fear that my diabetes will hinder my ability to lead a normal life.

23. | worry that prolonged diabetes may lead to emotional distress.

24. Because of my diabetes, | often feel anxious about my future health.

25. | fear that my diabetes will limit my ability to enjoy my favorite foods.

26. 1 worry about the potential complications of diabetes, such as vision loss or kidney
problems.

27. | feel anxious about managing my blood sugar levels on a daily basis.

28. | fear that my diabetes will make me a burden to my family or loved ones.

29. | worry about the financial costs associated with managing my diabetes.

30. I feel stressed about the possibility of experiencing a hypoglycemic (low blood sugar)
episode.

31. | fear that my diabetes will affect my ability to work or perform daily tasks.

32. | worry about the long-term impact of diabetes on my overall quality of life.

33. | feel anxious about the social stigma or judgment associated with having diabetes.

34. | fear that my diabetes will prevent me from achieving my personal or professional goals.

Section 4: Diabetes Distress Scale (DSS)

Instructions:
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Below are statements related to your experience with diabetes. Please indicate how often you
have felt this way in relation to your interactions with others over the past week or month.

Choose the option that best reflects your experience:
0= Never

1= Rarely

2= Sometimes

3= Often

4= Always

35. | feel that others think less of me because | have diabetes.

36. | hesitate to talk about my diabetes with others because | fear their negative reactions.

37. How do you perceive your emotional well-being (such as stress, anxiety, depression)
related to living with diabetes in your age group?

38. Your income level may affect your ability to manage diabetes and maintain your
emotional well-being.

39. How often do you feel supported by your family, friends, or community in managing
your diabetes?

40. | feel singled out or judged in social situations because of my diabetes.

Section 5: Self-Care Activities for Diabetes Management (SDSCA) Guidelines

The following questions ask about your self-care activities related to diabetes over the past week.

Please select the response that best reflects your behavior for each activity.
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0=Not at all

1=1-2 days
2 = 3-4 days
3 =5-6 days
4 = Every day
41. How often have you followed the recommended meal plan for managing your diabetes

42.

43.

44,

45,

46.

47.

48.

49.

(for example, eating healthy foods and controlling portion sizes)?

How often have you followed a prescribed meal plan or carbohydrate counting guidelines
from your healthcare provider?

How often have you engaged in physical activity or exercise (for example, walking,
jogging, swimming, or any form of physical activity for at least 30 minutes)?

How often have you monitored your blood glucose levels (for example, checking your
blood glucose with a meter)?

How often have you taken your prescribed diabetes medications or insulin as directed by
your healthcare provider?

How often have you managed symptoms related to diabetes, such as numbness, tingling,
or other issues?

How often have you avoided unhealthy behaviors, such as skipping meals or consuming
alcohol?

How often have you felt calm and in control during your diabetes management activities?
How often have your family or friends provided support for your diabetes management,

or how often have you participated in support groups related to diabetes?
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Section 6: Diabetes Self-Management Questionnaire (DSMQ)

The following questions ask about your self-care activities related to diabetes over the past week.

Please select the response that best reflects your behavior for each activity.

0=Not at all
1=1-2 days
2 = 3-4 days
3 =5-6 days
4 = Every day
1. Glucose Management (5 items)
50. I check my blood sugar levels as recommended by my doctor.
51. I adjust my insulin or medication dose based on my blood sugar levels.
52. | keep a record of my blood sugar levels.
53. | take action when my blood sugar levels are too high or too low.
54. | avoid situations where my blood sugar levels could become unstable.
2. Dietary Control (4 items)
55. | follow a healthy eating plan as recommended by my healthcare provider.
56. I limit my intake of sugary foods and drinks.

57. | eat balanced meals with appropriate portion sizes.

58. I avoid skipping meals to maintain stable blood sugar levels.
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3. Physical Activity (3 items)

59. I engage in regular physical activity (e.g., walking, cycling) as recommended.

60. | incorporate physical activity into my daily routine.

61. I monitor the effect of physical activity on my blood sugar levels.

4. Healthcare Use (4 items)

62. | attend regular medical check-ups for my diabetes.

63. | follow the advice of my healthcare provider regarding my diabetes management.

64. | take my prescribed diabetes medications as directed.

65. | seek help immediately if I notice any diabetes-related complications.
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