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Abstract
Background: Type Il diabetes mellitus (DM) is a devastatingranic health illness bringing reasons for
cessation of work and an increased attendance argemcy hospitals. Patients with type 1l DM badbed
effective self-management for their illnesses whishenhanced through patients' success in solieg t
identified problems. The current studymed to assess concerns of adult patients with DM in Mi@i&y
university hospital regarding their illneddethods. A descriptive research design was utilized fa turrent
study. All the available adult patients with typeDM meeting the inclusion criteria either admittéal or
followed their diabetes at El- Mina university hdapwithin the period between first of JanuaryJudy 2013,
were recruited to the current study (n=132). Dataencollected by three instruments: a) structurgerview
questionnaire sheet, developed by the researat@rered both patient's socio-demographic data éitddes
towards DM; b) insulin subcutaneous injection obatonal checklist adopted from (24) c) foot care
observational checklist adopted from (25); bothcglists were implemented by the research&ssults
Results showed that, (24.2%) of the study sample wWiterate; (69.7 %) of the study sample weremédes
where (51.5 %) of them were housewives. Also, (I&)aged from 41 — 65 years with mean and standard
deviation of 44.00 + 12.79. Also, statistically miicant differences were found between study seflttitudes
and their educational level, employment status, ageess to health facilities & crowding index. réfigant
differences were found between study sample'sceef-health practices of DM employment status, ime@and
access to health care services. Statistically gt difference was found between study sampletformance
of foot care and their performance of insulin suboeous injection (P=0.001). No statistically sfigaint
differences were found between either inpatiemwipatients' attitudes and self-care health prestiegarding
DM. Conclusion The majority of study sample had negative atétiénd unsatisfactory self-care practices
regarding DM.Recommendations Developing quality evidence-based clinical preetguidelines regarding
management of DM for healthcare professionals whemngatient needs clarification.
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1. Introduction

Diabetes type Il is one of the devastating chrdm@alth conditions that brings about reasons fosates of
work and, an increased attendance in emergencggstab Despite improved treatment options, diabégee I
morbidity and mortality continue to be major heatthues for adult population (Halpin, Morales-Sugvarela

& Martin-Moreno, 2010). Diabetes mellitus (DM) typleis a major public health problem worldwide, aihds
known a risk factor for many dangerous health protd such as micro vascular and macrovascular éseas
ophthalmic diseases, coronary artery disease, kiéma liver diseases (Latifa & Kaoul, 2007).The bglb
prevalence of diabetes is 6.4%, the prevalencevdrom 10.2% in the Western Pacific to 3.8% in Affiecan
region (Shaw, Sicree & Zimmet, 2010).

World Health Organization (WHO) predicts that deypdhg countries will bear the burden of this epidem
the 21st century. An estimated 285 million peoptayesponding to 6.4% of the world's adult popolatio live
with diabetes since 2010. The number is expectepide to 438 million by 2030, corresponding to 7.8%he
adult population. While the largest age group aittyeaffected by diabetes is between 40-59 year&a80 this
“record” is expected to move to the 60-79 age greith some 196 million cases. Non-communicable aliss
including diabetes account for 60% of all deathsldwide (Boden-Albala et al, 2008) & (WHO, 2013).

In developing countries, less than half of peoplth wiabetes are diagnosed. Without timely diageocsed
adequate treatment, complications and morbiditynfrdiabetes rise exponentially (American Diabetes
Association, 2009) & (kattratt, 2013). Egypt Prexale of diabetes has reached epidemic proportibns.
estimated that by the year 2030, Egypt will havéeast 8.6 million adults with diabetes which ige #leventh
most important cause of premature mortality in BEgymd it is responsible for 2.4% of all years itd lost.
Similarly, diabetes is the sixth most importantsmof disability burden in Egypt (Arafa, & Amin, 20).
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About 80% of type Il diabetes is preventable byngiag diet, increasing physical activity and impray the
living environment (Bouguerra, Alberti, Salem, RagaAtti et al, 2007).Yet, without effective previem and
control programs, the incidence of diabetes isljike continue rising globally (Zaoui, Biémont & geenni,
2007).

The financial burden borne by people with diabetss their families as a result of their disease=ddp on their
economic status and the social insurance polidi#isedr countries. In the poorest countries, peagté diabetes
and their families bear almost the whole cost efritedical care they can afford (Alhyas, McKay, Balgthiran
& Majeed, 2011).

Unless addressed, the mortality and disease bdrdendiabetes will continue to increase. WHO prigethat
globally deaths caused by these health problenisingiiease by 17% over the next decade, with tleatgst
increase in low- and middle-income countries, mainlthe African (27%) and Eastern Mediterraneab%(2
and south Asia (23-25%) regions (Summary healttistits for U.S. adults (National health interviesuarvey,
2010-2012).

The underlying premise of Healthy People 2020, elieb goal is to reduce the disease and economiefuf
diabetes mellitus (DM) and improve the quality ifé for all persons who have, or are at risk for DMis goal
does help guide in promoting the public's healthtle health of individual community members is @
inseparable from the health of the larger commufuityw.healthypeople.gov/2020/topicsobjectives20201 3).
So, successful programs to close the gap in diaketated health disparities in various populatiares built on
strengthening the links between health care prosidand the community members they serve
(www.healthypeople.gov/2020/topicsobjectives202W1 3) & (Roe & Thomas, 2009).

Like a number of other chronic disease challengéhetes prevention and self-care are less depemaen
"high-tech" clinical approaches than they are oighhalk" efforts that provide social support, @a#ch,
consistent follow-up, preventive care, community d&&mily education, and community mobilization giviey
community health care providers (Hewitt, SmeethatGtvedi, Bulpitt & Fletcher, 2011).

In fact, all health professionals and communityléesa leaders, and members are needed to arrestaheting
challenge of diabetes in their communities (Hewital, 2011). Community health nurses are uniqqgablified
to carry out culturally relevant communication amghlth promotion approaches necessary to addrabstds
within an ecological context as they are in a posito respect and honor local knowledge, speaik tamilial

language, build trust for health care delivery eyst, support people in making informed and adapgteath
choices consistent with their personal and cultwales, and help mobilize their communities tonpote
participation in planning and delivery of interviemis and identification of additional resources.m@aunity
health nurses have unique abilities to serve agges" between community members and health cavices
(Satterfield, Burd, Valdez, Hosey & Shield, 2012).

Patients with diabetes mellitus type Il make dayl&y decisions about self-manage their illnesses€r(S2011).
Whereas traditional patient education offers infation and technical skills, self-care educationches
problem-solving skills. Self-care is enhanced whatients succeed in solving their -identified pesb$ (Torres,
Rozemberg, Amaral & Bodstein, 2010).

Self-care is essential for good diabetes care. dd@gbself-care is what people with diabetes dotdajay to
control blood glucose and prevent diabetes compdics. Actually, more than 95% of diabetes cardaee by
the patient. Health care providers offer instruttidout day-to-day implementation depends on patient
themselves, who care for their diabetes "within ¢batext of the other goals, priorities, healthuess family
demands, and other personal concerns that makeeugives (King, Glasgow, Toobert, Strycker, Estaiks et

al, 2010).

People who have diabetes can live healthy when thkg on the day-to-day responsibilities of theivno
diabetes self-care. The five basic elements ofadebself-care are diet, exercise, medications,torarg, and
skin/foot care. As with any habit, these diabetel$-care habits will help maintain good health whidone
regularly (Safford, Russell, Churl Suh, Roman & &g 2005).

Regarding skin & foot care, diabetes causes chaimgasrves and blood circulation, particularly iretlower
limbs. Amputations, a major diabetes complicaticem be prevented by daily foot care should incliodding

for sores or cuts, wearing comfortable shoes anliss@and taking care of skin to prevent blisteadluses, and
cracks (American Diabetes Association, 2009).
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2. Significance of the study

Diabetes mellitus represents a significant pubkalth burden worldwide by decreasing quality oé ldnd
causing death and disability at great economic @dcsifa & Kaoul 2007). The global prevalence of DMthe
year 2010 among adults has been estimated to be (6ldlpin, Morales-Sugrez-Varela & Martin-Moren®1D).
Meanwhile, in Egypt is more than 11% of the pogatasuffers from diagnosed (type 1) diabetes. Meer, a
recent New York Times report stated “In Egypt, 48#people with diabetes experience early-stagedésease
and 5% are legally blind” (GYCA Egypt, 2013). Itastimated that by the year 2030, Egypt will haivieast 8.6
million adults with diabetes (Arafa, & Amin, 2010).

Based on that, diabetic effective self-care in fibven of patients' attention to insulin administeatj blood
glucose monitoring, meal planning, diabetic foae¢and screening for other comorbidities has lwemsidered
as essential diabetic care and is best undertakehei context of a multidisciplinary health teamo$Band
Agyemang 2013). For this reason, the current steiphasis was on assessing the adult diabetic fmtien
attitude as well as self-care practices regardiabetes mellitus.

3. Aim of the study
The aim of the current study was assessed conoépatients with diabetes mellitus through:

1- To assess attitudes of patients with diabetes telegarding their illness.
2- To assess self-care health practices of patietksdiabetes mellitus.

Conceptual framework
For the purpose of the current study, the followéngcepts were defined as follows:

Attitude : For the current study, it is what the study gaptints think, feel, imagine ...etc regarding DM thais
assessed through using the attitude rating scale.

Self-Care Health Practices For the current study they are the study pawicip' both insulin subcutaneous self-
injection and diabetic foot self-care that wereeased through using the observational checklistedth insulin
subcutaneous injection and diabetic foot care.

Concerns For the current study, they are the study paicts' attitudes and self-care health practicesrdéug
DM that were assessed through using the attitutiiegracale and the observational checklists fohhosulin
subcutaneous injection and diabetic foot care.

Crowding Index: For the current study, it is the result of divigithe number of total family members by the
number of rooms.

Research questions

1- What are the attitudes of patients with diabeteHitone?

2- What is the level of performance of patients wiiab&tes mellitus regarding their self-care health
practices?

3- Is there a relationship between attitudes of ptgievith diabetes mellitus and their self-care Healt
practices?

4. Subjects & Methods
Research design:
A descriptive research design was used for the dustady.

Setting:

The current study was conducted in Minia Universltyspital at medical wards and outpatients' clisitMinia
city. This hospital provides their services to Miiommunity (10 cities and its villages).

Sample:

Convenient sample, all the available adult patievith type 11 DM of both sexes either admitted be tmedical
ward or who came to follow up their diabetes inpatient clinics at the same period between firstasfuary to
July 2013.The total sample size was 132 patief@d@ients of them were admitted to medical ward te
remaining 67 patients were coming to the outpaténics to follow up their diabetes.

Inclusion Criteria:

Patients were included in the study according ¢oftflowing criteria:
e Adult>18 years,
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e Patients with type Il DM on insulin therapy,
* Male and female patients,
e Patients who received previous instruction aboaibelies self-care health practices.

Studylnstruments:
Data pertinent to patients' concerns of DM werdectéd through utilizing three instruments devetbpg the
researchers after extensive review of literature;

e Structured interview questionnaire sheet coveriath lpatient's socio-demographic data and attitudes
towards DM.

e Insulin subcutaneous injection observational chistkl
* Foot care observational checklist; both checkligtse implemented by the researchers.

First instrument: A structured interview questionnaire sheet wasgiesi in Arabic language by the
researchers through an extensive literature reWtes@mposed of two parts;

1% part: covered socio-demographic data of study partitipas age, gender, level of education, employment
status, crowding index ...etc .The crowding index wakulated using the formula developed by (Goodyea
Fabian & Hay, 2011). Crowding index is the ratidvieen the number of family members and the number o
rooms. 2nd part: the attitude rating scale that designed by the researchers after extensivewefiditerature

to assess patient's attitude regarding DM, it wasfoint scale with rating scores between stipagree and
strongly disagree and included 22 items. The ssakevalidated by experts.

Second instrumentinsulin subcutaneous injection observational chistllas adopted from (Kozier &
Erbs, 2008) and modified by the researchers aftegnesive literature review. It included 22 itemsassess
participants' performance regarding insulin submetais self-injection.

Third Instrument: Diabetic foot care observational checklist was aedpfrom (CDC, 2012) and
modified by the researchers after extensive litgeatreview. It included 39 items to assess paditig
performance regarding diabetic foot care. So, hmihervational checklists included 61 items to asshe
participants' self-care health practices regar@igto fulfill aims of the study.

A diabetes guidelines bookleprepared by the researchers was disseminatddstoidy participants after
their assessment as a teaching aid regarding dmbd&tease and related self -caathpractices.

Administrative design:-

« An official permission was obtained through the rappiate channels from the director of Minia
University Hospital, as well as from both headstleé medical ward and outpatient clinics after
researchers' explanation of the aim and scopeeddttidy.

Ethical consideration

» Ethical and eligibility considerations were cleatecospital authorities and study participants.

* A voluntary acceptance and informed consents wbtaired from study subjects to participate in the
study. The significance and purpose of the studg egplained to them and confidentiality of any
obtained information was ensured to them as well.

Pilot study:-

A pilot study was carried out on approximatelyl0%ni the study sample to test for clarity, feastili
applicability, and the content validity as well appropriateness of the study tools, then all thees®ary
modifications were done. Also expert validity wasreed out (i.e. a panel of expertise composed efgerts in
the field). The participants in the pilot study wexcluded from the total study sample.

Duration of the Research

« Data collection was taken approximately six morstasted from the first of January to July 2013.
Procedure:

An official permission was obtained through the rayppiate channels from the director of Minia Unisigy
Hospital, as well as from both heads of the mediaald and outpatient clinics after researcherslagmgtion of
the aim and scope of the study. Purpose, naturaseomke of the study were clearly explained forehtire study
sample. Then, the researchers obtained the patenbsl informed consents before conducting thdyst

Data pertinent to the study were collected throbigtih a structured interview with and direct obséoraof the
study participants. The researchers were presetht the study participants during their filling oof the
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structured interview questionnaire sheets. Thearebers clarified any ambiguities present in theeth So, the
total study participants had fully completed fifliout the structured interview questionnaire shewts its both
socio-demographic data and attitude scale parthepresence of the researchers. It took abo@01&inutes
for each participant to fill out the structuredentiew questionnaire sheet. After each particifisnghed filling
out the structured interview questionnaire shdw, researchers offer the equipment needed for npeirfg
diabetic foot care and insulin subcutaneous irgecfirocedures for the participant to apply bothcpdures in
the presence of the researchers. Then, researelhafsated participants' performance by using the tw
observational checklists (one was for assessingfdbé care performance and the other was for insuli
subcutaneous procedure). It took about 25-35 ménfsteeach participant to carry out both proceduaned for
the researchers to fill out both observational khsts.

Diabetes guidelines Booklet:

A designed manual developed by the researchersiniple Arabic language was disseminated to every
participant patient as a teaching aid regarding &d self- care health practices. The purpose sfdéveloped
instructional guidelines was to help patients V4 to have better dealing with their illness, toehtheir needs,
interests as well as to raise their awareness @aeticourage them to change their health behawsaon fregative
to positive one regarding DM. This manual includes following aspects: definition, early detectiand
complications of DM. Also this manual offers patisrwith DM the ideal self-care practices accordiogheir
information backgrounds and at their levels ofthweiderstanding. Pictures illustrating the impotriawints were
included for illiterate patients. Booklets were sdiminated after finishing data collection. Elabiors were
completed by giving examples about proper self-caamagement, early detection, complications of Did a
when to seek medical advice. The time spent toedigzate and illustrate this manual content for gaatient
ranged from 20— 25 minutes either for patient irdize ward or outpatient clinics.

Statistical design
* Scoring system:

In the attitude scale, the items “strongly disafrédisagree”, “neutral”, “agree” and “strongly agg” were
scored 1, 2, 3, 4, and 5, respectively. The se@® reversed for negative items. The scores oft¢hes were
summed-up and the total divided by the number efitdms and multiplied by 100, giving a mean persenre.
Then, means and standard deviations were computbd. subject was considered as having adequatedatti
whenever his/her score was equal to or exceediff, @herwise he/she was considered as having inatieq
attitude.

For insulin subcutaneous injection checklist, tberss ranged from score 0 (not done), 1 (done ag#istance)
to 2 (done independently). On the other hand, diab@ot care checklist scores ranged from scofedd done),
1 (done with assistance) to 2 (done independenflg). both observational checklists, study partictpaas
considered as having poor diabetic salf health practices, when he/she had a score of <50% out of total score;
and considered as having satisfactory diabetiecsa# practices when he/she had a score of 58856% out of
the total score; and finally considered as havingdgdiabetic self-care health practices when hédisllea score
> 65% out of the total score.

e Statistical analysis:
Data were tabulated and summarized. They were cdmnd analyzed by using computer software paskage
appropriate statistical tests. Descriptive andrariial statistics was applied. The following dgstive statistical
tests, e.g. using the numbers frequency and pagenmeans and standard deviation were calculatesihg
Statistical Package for Social science through SPGBrograms. Descriptive statistical tests, eggcentage,
means and standard deviation were calculated. Biffeests for significance were applied as chasguand T-
test. A probability level of 0.05 was adopted dsve! of significance for the applied statisticasts.

The first step in the analysis of data was to tryqtiantify the observations to facilitate data pnéation and
analysis. Sociodemographic data were collectedguia structured interview questionnaire sheetw@iog

index (i.e. number of family members/ number ofms) stated by (Goodyear, Fabian & Hay, 2011) wasest
as follows:

Crowding index
4 or more 0
4- 1
2- 2
<2 3
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Ethical consideration:
e After approval of the ethics committee, an offigi@rmission was obtained from administration of the
selected hospital directors and head of each seletgpartment for to collect data.
« Informed consents were obtained from the studyigipaints before participation in the study.
e The significance and purpose of the study wereatnet to study participants and confidentiality of
any obtained information was ensured to them.
« All needed permissions were obtained through tipeapiate channels.
5- Results

Table 1. Percent distribution of the study sametio demographic characteristics (n= 132)

Socio-demographic characteristics NO %
Gender
 Male 40 30.3
» Female 92 69.7
Age
e 18 -30years 32 24.2
e 31-40years 24 18.2
e 41-65 years 76 57.6
Mean + SD
Range 44.00 £12.79
23 - 56 years
Employment
*  Free work 36 27.3
 Employee 28 21.2
*  House wife 68 51.5
Education level
o llliterate 32 24.2
e Primary education 8 6.1
e preparatory education 32 24.2
e Secondary/ Diploma educatio 40 30.3
* University education T 20 15.2

Table 1 shows that, more than two thirds of thaltstudy sample (69.7 %) were females and more iadin
(57.6 %) aged from 41— 65 years with mean and atandeviation of 44.00 + 12.79. As regards occapait
was found that, about half of the study sample5®%) was housewives. Also nearly one third of thelg
sample's level of education (30.3 %) was seconsiengol /diploma level of education.

Table 2. Percent distribution of the study sametio demographic characteristics (n=132)

Socio-demographic characteristics NO. %
Income.

e Low (<700 LE). 96 72.7
+ Moderate 1200 — 2500 LE). 36 27.3
Access to health care services.

* Easy. 48 36.4
« Difficult. 84 63.6
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Table 2 depicts that, nearly three quarters ofstiidy sample were of low income (72.7%). As

regards access to health care services, it wasdfthat, nearly two thirds of the study sample (63.6
experienced difficulty to access health care sesric

36.4

Crowding index
O<2 W23 04 0O<4 |

Figure 1. Percent distribution of the crowding ir@enong study sample (n=132).

Figure 1. lllustrates that, more than two third$haf study sample had crowding index equal to arentizan four
(33.2 &36.4 %) respectively.

Table 3. Differences between total mean of scoréoim care & insulin subcutaneous injection among
articipants the study sample (N=132).

Foot care Insulin subcutaneous | Statistical test
Items injection
X SD X SD P-value
Total Foot care & Insulin 81.45 46.24 53.15 26.97 11.31 0.001*
subcutaneous injection
scores

(*) Statistically significant
Table 3 reveales that, a highly statistically digaint difference was found between study sampletéormance
of foot care and their performance of insulin suanaous (P =0.001%).

Table 4. Relationship between education level ampleyment status of study sample's and their dgitu
towards diabetes mellitus (n=132).

Socio- demographic data Study sample's attitude X2
Positive Negative P - value
No % No %

Education level
llliterate 0 (0) 32(24.2)
Primary education 0 (0) 8 (6.1)
preparatory education 0 (0) 32 (24.2) 9.859 0.04*
Secondary / Diploma education 4 (3.0) 36 (27.3)
University 16 (12.1) 4 (3.0)
Employment status

»  Free work 32 (24.2) 0 (0)

« Employee 16 (12.1) 12 (9.1) 5.938 <0.05*

* House wife 60 (45.5) 12(9.1)

(*) Statistically significant
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Table 4 reveals that, statistically significant@n was found between study sample's who wedeahaegative
attitude towards diabetes mellitus and who theircation level were llliterate and secondary or aliph (p-
value = 0.04),while a statistically significant fdifence was found between study sample's who wadeah
positive attitude towards diabetes mellitus andr theployment as housewives dhre< 0.05).

Table (5) Relationship between adequacy of studypsels attitudes towards diabetes mellitus and tge and
gender (n=132).

Socio- demographic Study sample's attitude X2
data Positive Negative P - value
No % No %
Age
 18-30years 8 (6.0) 24(18.2)
» 31-40years 16 (12.1) 8 (6.1) 14.564 0.001*
» 41-65 years 52(39.4) 24 (18.2)
Gender
+  Male 36 (27.3) 4 (3.0 0.296 0.586
*+ Female 76 (57.6) 16 (12.1)

(*) Statistically significant

Table 5 reveals that, a high statistically sigmifit difference was found between study sampleitidds
towards diabetes mellitus and age (P-value=0.0@)the other hand, no statistically significarffedence was
found between study sample's attitude towards thabeellitus and their gender.

Table (6) Relationship between study sample'sudttg towards diabetes mellitus and their incomecess to
health care services and crowding index charatitig1=132).

Socio- demographic data Study sample's attitude X2
Positive Negative P - value
No % No %

Income
+ Low (<700 LE) 24 (18.2) 72 (54.5)
* Moderate (700 —< 2500 LE) 24 (18.2) 12 (9.1) 11.567 0.01*
Access to health care services

* Easy 36 (27.3) 12 (9.1)

» Difficult 28 (21.2) 56 (42.4) 12.754 0.001*
Crowding index

e <2 12(9.1) 8(6.1)

e 23 8(6.1) 12 (9.1) 3.213 <0. 05*

e 4 12(9.1) 32 (24.2)

e 4 0or more 12(9.1) 36 (27.2)

(*) Statistically significant

Table 6 represents that, statistically significdifferences were found between study sample'sidé# towards
diabetes mellitus and their income, access to nemte facilities and their crowding index (P-value).01,

0.001 and <0.05 respectively).
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Table 7. Relationship between performance levedtofly sample's regarding diabetes mellitus sel-taalth
practices and certain sociodemographic charadterigt=132).

Insulin subcutaneous injection Diabetic foot care procedure
Items procedure
Poor Satisfactory] Good Poor Satisfactory| Good
No (%) No (%) No (%) No (%) No (%) No (%)
Education level
llliterate 20 (15.2) 12 (9.1) 0 (0) 30 (22.7) Q) ( 2(15)
Primary education 4 (3.0) 4 (3.0) 0 (0) 4 (3.0 3D] 0 (0)
preparatory 24(18.2) 4 (3.0) 4 (3.0) 20 (151 5(3.8) 7(5.3
education
Secondary/ Diploma 8 (6.1) 16 (12.1) 16(12.1) 26 (19.6) 4 (3.0) 1®)7.
education
University education 8 (6.1) 0 (0) 12 (12.1) 8 6.0 0 (0) 12 (9.1)
T=18 | P — value=0.213 T=0.9 P — value0.7507
Employment
Free work 20 (15.2) 8 (6.1) 8 (6.1) 19 (14.4) 0 (@.6) 7(5.3)
Employee 12(9.1) 4(3.0) 12 (9.1 24 (18.2) 0)0.0f 4 (3.0)
House wife 32(24.2) 24(18.2) 12 (9.1 42 (31.8) (42) 14 (10.6)
T=3.75 P =0<05* T P =0.<05*
=3.81

(*) Statistically significant

Table 7 depicts that, no statistically significaekation was found between performance level ofistsample
regarding insulin subcutaneous self-injection &tfoare and their educational level (p-value 0.218.8507).
Meanwhile, statistically significant relation wasuhd between poor performance of study sample degar
same previous practice with their employment asbaives (p-value 0.05).

Table 8. Relationship between performance levedtofly sample regarding diabetes mellitus self-terath
practices and sociodemographic characteristicsRar1

Insulin Subcutaneous injection procedure Diabetic foot care procedure
ltems Poor Satisfactory Good Poor Satisfactory Good
No (%) No (%) No (%) No (%) No (%) No (%)
Gender
Male 20 (15.2) 8 (6.1) 12 (9.1) 36(27.3 0 (0.0) (3D)
Female 44 (33.3) 28(21.2) 20 (15.2) 52(71.9) B 14 (10.6)
T=781 | P = 0.04* T=782 | P = 0.04*
Age
18 — 30 years 16 (12.1) 4 (3.0) 12 (9.1 8 (6.1 (11B1) 8 (6.1)
31- 40 years 12 (9.1) 8(6.1) 4 (3.0) 6 (4.5 12)9. 6 (4.5)
41-65 years 36 (27.3) 24 (18.2) 16 (12.1) 56 (42.4 10 (7.6) (16)
T=17 | P =0.683 T=15 | P =0.709

(*) Statistically significant

Table 8 shows that, statistically significant difface was found between poor performance leveltafys
sample's regarding insulin subcutaneous self-ilge& foot care and their gender as females (p-&04).
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Table (9) Relationship between performance levedtofly sample's regarding diabetic foot care proednd
their income ,health care service access and crgwddex (n=132)

Diabetic foot-care procedure

Socio- demographic data Poor Satisfactory Good X2 P — value
No % No % No %
Income
+ Low (<700 LE) 64 (48.5) 20 (15.2 ) 12 (9.1)
3.743 | <0. 05*

* Moderate (700 —< 2500 LE) 16 (12.1) 16 (12.1) 4(3.0)
* High (2500 + LE) 0 (0.0) 0 (0.0) 0 (0.0)
Access to health care services

 Easy 44 (33.3) 4(3.0) 0(0)

« Difficult 8 (6.0) 4(3.0) 72 (54.5)| 5.034 | 0.003*
Crowding index

e <2 16 (12.1) 0(0) 4 (3.0)

. 23 8(6.0 ) 8(6.0) 4(30) | 274 | 006

e 4 4 (3.0) 32(24.2) 8 (6.0)

* 4 o0ormore 40 (30.3) 4 (3.0) 4(3.0)

(*) Statistically significant

Table 9 illustrates that, statistically significendifferences were found between poor performénesd of study
sample regarding diabetic foot care and both themme and access to receive health care senpeesles =
<0. 05 & 0.003 respectively).

Table (10) Relationship between performance levelstudy sample's performance regarding Insulin
subcutaneous injection procedure and sociodemoigraphracteristics (n=132).

Insulin subcutaneous injection procedure
Socio- demographic data Poor Satisfactory Good X2 P- value
No % No % No %
Income
e Low (<700 LE) 76 (57.6) 12 (9.1) 8(6.1)
1.823 | <0. 05*
Moderate 1000 — 3000 16 (12.1) 12(9.1) 8(6.1)
LE)
Access to health care services
+ Easy 32(24.2) 12 (9.1) 4(3.0)
«  Difficult 68 (51.5) 8(6.1) 8(6.1) | 2:.053| 0.002*
Crowding index
« <2 12 (9.1) 4 (3.0 4(3.0)
. 2.3 16 (12.1) 4(3.0) o(0) | 1905| 0.04
e 4 28 (21.2) 12(9.1) 4(3.0)
e 4 0or more 40 (30.3) 0(0.0) 8(6.1)

(*) Statistically significant

Table 10 shows that, statistically significant eliinces were found between performance level dfyssample
regarding subcutaneous insulin injection procedund their income, access to health care servicésthair
crowding index (P — values = <0.05002 & 0.04 respectively)
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Table 11. Relationship between inpatients’ & ouiepds’ attitudes and self-care health practicemnding
diabetes mellitus (n=132).

In patient (No. 65) Outpatient (No. 67)
No % No % X2 P - value

Total attitude
+ Positive 8 (12.3) 7 (10.44)
* Negative 57 (87.7) 60 (89.56) 2.90 0.09
Total practice
e Poor 35 (62.5) 43 (64.18)
+  Satisfactory 14 (25) 12 (17.91) 2.042 0.16
+ Good 7 (12.5) 12 (17.91)

(*) Statistically significant

Table 11 shows that, no statistically significaiffedlences were found between inpatient and owtpasubjects
in the study sample as regards their attitudessatidcare practices towards diabetes mellitus.

6- Discussion

The current study revealed that, more than twalshaf the total study sample (69.7%) were femdles may
be related to the progressing incidence of TydgeMlin Egypt among adult women who are especialgspnted
with sedentary lifestyle, excessive junk food caonption and obesity. This result contradicts (Comioat 2013)
who found that, difference in diagnosed diabetéssray gender is not statistically significant.

Concerning study sample's age data revealed tlaig than half of the study sample's aged from 85 years.
This came in line with International Diabetes Fatien 2012 statistics (Zhang, Brown, Vistisen, &xrShaw et
al, 2010) that shows Egypt to be on the top othadl countries in the Middle East and North AfribAENA)
regarding prevalence of type Il DM reported as I%2Also (Van Dieren, Beulens, Van der schouw, Gezb&
Neal, 2010) mentioned that, middle and late adolthpopulations are thought to be the major driadrthe
increasing prevalence of diabetes in Egypt andcAfin general. While the current study resultsrarein the
same line with (American Diabetes Association, 20080 stated that, people who develop diabetesisuwally
under the age of 20.

Focusing on the female employment status it wasidothat, half of the females in study sample were
housewives. This may be related to their low edanat level that gave them no chance for employmalsio

the cultural aspect that women in Upper Egypt sthanibstly be housewives may play a significant inléhis
regard.

Regarding level of education data revealed tharlpe quarter of the study sample were illitenatéle about
two thirds had basic and secondary school /diplethacation. This is congruent with (Zhang, Brownstigen,
Sicree, Shaw et al, 2010) who stated that, religtivigh illiteracy level in Egypt (with the illitexcy rates among
women in Upper Egypt reported to be 24%). Also ihevalence rates of diagnosed diabetes are signific
lower among adults with higher levels of educati@isminment (Connecticut, 2013).

Data also revealed that, the majority of the stsa@yple had low income. This result was expectedusec of
the fact that, significant numbers of people adidgeés in Upper Egypt are under estimated and udelezloped
and no doubt that developing DM for an individuglgreatly affected by many aspects of his/her dddyas
and socio-cultural factors. This agrees with (ZhaBgwn, Vistisen, Sicree, Shaw et al, 2010) whatiomed
that around 25% of the Egypt population lives betbe poverty line. Also this result agrees withd@®hSicree
& Zimmet, 2010) who mention that, about 70% of ¢hedied cases of diabetes occur in low- and miohdieme
countries and communities. This result is conttaryinternational Diabetes Federation, 2011) whantbthat,
type Il diabetes is responsible for 85-95% of @betes in high-income countries.

As regards access of study sample to health cardces, it was found that, majority of study sample
experienced difficulty to access to health careises. This finding was expected because Minia Guwate
has only two hospitals serving the whole commuthigre with insufficient transportation means fdizens.

The current study illustrated that, more than tiiods of study sample had crowding index equalrtenore
than four. This finding correlates with sociocuétbiaspects of study sample as in people in UppgptEtp think
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in large families and prefer to have many childi@mcrease their support network.

Statistical difference between attitude and setégqaactice regarding DM among study sample, ttay be due

to lack of participants’ awareness about DM healthcomes that depend mainly on the patient’'s self-
management. This finding is supported by the figdinf (CDC, 2012) & (The World Bank report on coies,
2012) who stated that, the existence of many souftawal myths about diabetes and barriers to gtiatetes
health education and self-management may explangp between patients' attitudes and their actelél
management practices. This result is congruent @iiMaskari, El-Sadig, Al-Kaabi, Afandi, Nagelkezlet al.
2013) & (Aly, 2013) who illustrated that, patierdstitude and practice were statistically signifitg in patients
with DM.

Data also revealed that, a significant differenes found between total study sample's attitude ribsvdiabetes
mellitus and their level of education and employtmstatus. This may be related to the fact thatividdal's
behavior is effected by level of education and wemkironment. This result disagrees with (Thool2e,Ridder,
Bensing, Gorter, Rutten, 2007) who found that, kedscated study participants reported more posifticude
towards diabetes self-management intervention. Mbde, this finding agrees with (American journal
occupational therapy, 2011) who reported that,rapleyment influences on adults' ability to effeetivmanage
diabetes and study participants often experieneesidn between diabetes self-management and pattam in
valued occupations.

The current study also revealed high statisticaigyificant difference between total sample's wadtifs towards
diabetes mellitus self-care and their age. Thigltesmme in line with (Zhang, Zhang, Brown, Vistis&icree,
et.al. 2010) who concluded in his study that, pedpltheir middle adulthood stage may be may beless
about their health status and having less healtharo than older adults.

The current study showed no statistically significaifference was found between study sample'suddi
towards diabetes mellitus self-care and their geridds may be due to the fact that the vast migjari study
sample have low educational levels either malefeimales. Also in Egyptian culture in general andural or
underdeveloped areas in particular, there is rarindétion seeking concerns discriminate women froan.nt his
result agrees with (Mufunda, Albin & Hjelm, 2012)(&jelm & Nambozi, 2008) stated who found that, demn
was limited diabetes knowledge and self-care see¢madluence the risk awareness of the diseadh, fe@males
thus being more information-seeking was indicated.

The current study represented that, statisticahiiignce differences were found between study $amp
attitudes towards diabetes mellitus' self-care tma@s and their income, access to health careitfasiland
crowding index. These results synchronize with (&lm 2007) & (Singh, Armstrong & Lipsky, 2005) who
stated that, despites that, between total samipéeikh practices regarding diabetes mellitus smié-@and their
monthly income and availability of health care $se#g within their neighborhood. (Shokair, 2007) Kir(gh,
Armstrong & Lipsky, 2005) also added that, in largdatively low socioeconomic families/communitidsis
clear that, considerable number of members belgngm these families/communities have negative or
unfavorable attitudes and self-care health pragtioeards chronic diseases in general and diabefesticular.
(Eledrisi, Mohsen, Alshanti, Mohammed & Shah et2805) (Geiss, Engelgau, Pogach et al, 2005) engsths
that, early detection and management of diabeteplications; and improvements in preventive caegtment,
and diabetes care management are directly relatgurcapita income and using different communitgltie
resources.

Meanwhile, statistically significant difference wiasind between total study sample's health prastiegarding
diabetes mellitus self-care and their employmeatust This result was expected because most ofttiay
sample participants were housewives that are Hbsiomerwhelmed with housework and caring for their
families.

The current study showed that, statistically sigaifit difference was found between both study saimpgvel of
performing diabetic foot care and subcutaneousisgttion of insulin and either their income orcass to
health care services. This could be due to lacktudy setting to provide effective health educatiod training
program targeting self-care for patients with dtabesither for free or at a cost that they canrdffo

These findings agree with (Shokair, 2007), (Saadbzalwell & Gregg, 2006) &Foulton Vileikyte, Tennvall &
Apelqgvist, 2009) who emphasized in their study ttzd lifetime risk of a person with diabetes dep#étg a foot
ulcer could be as high as 25% and people at gte#kof ulceration can easily be identified byefal clinical
examination of the feet: education and frequeniofelup. They added that, all of these types of care
basically found in hospitals, outpatient clinicglgrimary health care centers.
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Also, these findings are in the same line with {Unan & eHow, 2012) & (CDC, 2011) who concludedttha
skilled self-injection technique was found to mattee diabetic patients experience less pain anddavoi
unnecessary complications and basic to effectiabeates control is teaching the patients how tolysafgect
themselves with insulin through involving them irgfiective and basically affordable training pragsathat
should be widely implemented in different commurhigalth settings.

Based on the previously discussed findings it cdagdsaid that, healthy citizens is the key to asglthy
community, and the key for healthy citizens is tomote health of its different age groups and nebddhat the
adult age group is considered a very importandattsaactually as they are the builders of themomnities. If
we to promote adult group's health, we should ptentbeir health awareness, attitudes and healtttipes
regarding health and iliness in general and reggrdhronic diseases in particular as the latteangodangerous
health problems for this age-group. Central to nlraliseases is diabetes mellitus which is commeaith
problem in Egypt and Northern Africa (Bos & Agyengar2013) & (Al-dsani, Moussa, Al-Jasem et al, 2009)
Diabetes complications are debilitating, costlyj aometimes deadly, they tend to be more severagmeople
whose diabetes is poorly controlled. Diabetes obntaichieved through diabetes care and managernmeht a
clinical preventive care practices, keeps peopth diabetes healthy and can improve health outcgidedsani,
Moussa, Al-Jasem et al, 2009) & (Funnel, Brown,l@het al, 2007). Diabetes mellitus is greatly eiffel by
many demographic and socio-cultural factors espgéiathe developing countries like Egypt. Adulbpulation

is thought to be the major drivers of the incregsprevalence of diabetes in Egypt (American Diabete
Association, 2009). Diabetes prevalence was siganifly higher in urban areas than in rural areasel,
Brown, Childs et al, 2007) (International Diabeffegleration report on , 2012).

Conclusion

Based on the results of the current study it cindldconcluded that, adult patients with type |l éigls mellitus
especially in developing countries like Egypt arerenprone to develop complications. Study sampligfsides
and self-care practices regarding diabetes meliitie affected by their level of education, empleynstatus,
family crowding index, age, income and access @theare services in the community among. Studypsa's
attitudes towards diabetes mellitus were generadigative with no statistically significant diffei@n between
being inpatient or outpatient client in this rega#dso, the self-care practices regarding diabeteslitus were
generally unsatisfactory with no statistically sfgrant difference between being inpatient or otigga client in
this regard as well.

Recommendation
1. Provide in-service training program for nurses rdigy "patients’ self-care with diabetes" to improv
their skills and knowledge.

2. Develop a high quality evidence-based clinical pecacguidelines about the management of diabetes
for healthcare professionals whenever patient neledigication

3. Nursing educators must reexamine current approacheknical teaching and seek methods to better
preparation.

4. Health education by health care staff and employiew research findings and useful strategies can
reduce the burden of the disease.

5. Nurses should work with health-promoting educatjmarticularly to enable the patients to take
responsibility for their lives and help them feafes in making their own decisions and to imprdweirt
knowledge and attitudes towards their health.

6. Provide helpful information sources and educaticaidb to be always available for caregiver with
diabetes.
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