Research Article

Patients’ and family members’ knowledge
and views regarding diabetes mellitus and

HN Shilubane, MA Cur

Junior Lecturer, University of Venda

E Potgieter, D Litt et Phil

Its treatment

Associate Professor, University of South Africa

Correspondence address:
ProfE Potgieter
Department o fHealth Studies
PO Box 392,

UNISA. 0003.

Tel: (012) 429-6545
Fax:(012)429-6688
E-mail:potgie@unisa.ac.za

Abstract: Curationis 30(2): 58-65

Diabetes mellitus affects millions o fpeople worldwide and its related complications
continue to be ofgreat concern. The outcome of diabetes depends mainly on the
patients self-management. Health care professionals therefore have a major
responsibility to assistpatients to acquire the essential knowledge, skills and attitudes
towards self-management.

A quantitative survey was conducted to identify diabeticpatients and family members’
knowledge and views about diabetes and its treatment regimen. A convenientsample
0f32 diabetics and 32family members who attended Wo health carefacilities in the
Mopani district, Limpopo Province, was drawn. Two similar questionnaires, onefor
each group respectively, were completed by the subjects. The data was analysed by a
computerprogramme, the Statistical Packagefor Social Sciences. Findings revealed
that the diabetics andfamily members lack adequate knowledge on diabetes and its
treatment. Recommendations regarding the required health education and assistance
to be given to these patients and theirfamily members were made.

Opsomming

Miljoene mense reg deur die wéreld ly aan Diabetes Mellitus en die verwante
komplikasies bly ngrootbron van kommer. Diegevolge van Diabetes hang grootliks
afvan die pasiént se self-hantering van die toestand. Gesondheidsorg werkers het
gevolglik nbelangrike verantwoordelikheid tot ondersteuning van diepasiénte sodat’
hulle die nodige kennis, vaardighede en houdings teenoor self-hantering kan verwerf.
‘n Kwantitatiewe opname is gedoen om diabetiesepasiénte enfamilielede se kennis en
beskouings van diabetes en die behandelings regime te identifiseer. n Gerieflikheids-
steekproefvan 32 diabete en 32familielede wat twee gesondheidsorgfasiliteite in die
Mopani distrik, Limpopo Provinsie besoek, is getrek. Twee soortgelyke vraelyste, vir
elke groep onderskeidelik, is deur die deelnemers voltooi. Die data is deur n rekenaar
program, die Statistiese Paket vir Sosiale Wetenskappe, geanaliseer. Die bevindings
het getoon dat diabete enfamilielede nie oor voldoende kennis van diabetes en die
behandeling daarvan beskik nie. Aanbevelings aangaande die vereiste
gesondheidsvoorligting en ondersteuning wataan hierdiepasiénte en hidfamilielede
gegee behoort te word, is gemaak.
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Introduction

Diabetes mellitus is a significantpublic
health concern in many countries
because o fthe demand itplaces on health
care services and the detrimental effect it
has on the quality of life ofthose who
have to live with the disease. Apartfrom
being a leading cause o fdeath, it causes
major disabilities including blindness in
adults, cardio-vascular degeneration,
end-stage renalfailure and non-traumatic
amputations. As much as 80% of
diabetics develop acute and long-term
complications. Non-compliance by
diabetics is a major problem faced by
health care professionals. It has been
reported that manypatients on treatment
drop outofcare within ayear andonly a
minority adhere to all the
recommendations necessary for
adequate control o fdiabetes (Bopape &
Peltzer, 2002:39; Sakamoto, Alberti &
Hotta, 1995:9). There is sufficient
evidence that early detection, long-term
normoglycaemia, improved delivery of
care, and adequate health educationfor
diabetes self-management, delay or
attenuate the complications ofdiabetes
(Black, Hawks & Keene, 2001:1150;
Huddle AK alk 2000:7).

The patients' records which are kept in
the hospitals and clinics in the Limpopo
Province in South Africa, show an annual
increase in the number o fdiabetics This
study was undertaken to establish
diabetics’ knowledge and views about
diabetes and its treatment in order to
recommend ways of strengthening
support to patients as there is a lack of
information in the literature about
diabetics ’ perspectives of the disease
(McCord & Bradenburg 1995:267).
According to Nurymberg, Kreitler and
Weissler (1996:26), successful
management can be improved by a more
patient centred approach, ie considering
patients ’ knowledge, understanding,
views and goals as cognitive contents
(beliefs) are expected to be related to
compliance.

Literature Review

Although diabetes affects mostly adults
from 25years to 75years, it also affects
children asyoung as 3years old (referring
to Type 1 which is usually diagnosed
before 30 years ofage). The majority of
diabetics however (90% to 95%), suffer
from type 11 diabetes which results from
an increase in the sensitivity of the
pancreatic cells to insulin and a decrease

in the amount o finsulin produced, with
onset ofthe disease after the age of 40
(Black, Hawks & Keene, 2001:1149).
Whittemore, Chase, Mandle and Roy
(2002:18) reports that type 11 diabetes
accountsfor 80-90% ofall cases in the
United States o fAmerica and according
to Ascott-Evans and Kinvig (2004:624),
40%ofAmericans over the age 0 f80 are
diabetics. Molleutze and Levitt
(2005:110,111,112,) cite a landmarkstudy
conducted in 1998 in South Africa which
included 13,827 adults older than 15
years, who reported a prevalence of
diabetes in males and females 0f2.4%
and 3.7% respectively. However, astudy
done in the Western Cape by Levitt and
co-workers (including 974 respondents)
showed aprevalence 0f10.8% o fdiabetes
type Il in the age group 30-65 years.
According to these authors the global
incidence ofdiabetes was 124 million in
1997, with 0.82 million in South Africa and
it was estimated to double to 221 million
in 2010. Theprevalence in South Africa
by 2010 was estimated to be 4.1% in
adults (Molleutze & Levitt 2005:113).
The criteria for diagnosis of diabetes
mellitus is a causal plasma glucose of
11. Immol/L or higher, orfastingplasma
glucose of 7.0mmol/L or higher
(Friderichsen andMaunsbach 1997:56).
The raised blood glucose levels
characteristic of diabetes leads to
abnormalities in the metabolism of
carbohydrates, proteins and fats. The
resulting hyperglycaemia may lead to
acute metabolic complications and long-
term cardio vascular and neuropathic
degenerative changes. Acute
complications include polyuria,
polydipsia, hypo/hyperglycaemia and
keto acidosis and long-term
complications involve peripheral
vascular disease, retinopathy,
nephropathy, neuropathy, sexual
disfunction, infections and skin
disorders (Cleaver and Pallourios,
1994:175; Ganguli, 2003:6; Reuter, 2001:2;
Smeltzer & Bare, 1992:1022,1057).

The desired outcomes of the medical
management of diabetes include the
restoration and maintenance of blood
glucose levels to as near normal as
possible by balancing diet, exercise and
the use oforal hypoglycaemic agents or
insulin. Diabetes can be controlled if
patients adhere to aprescribed treatment
regimen as there is sufficientproofthat
glucose control delays the
atherosclerotic process and neuropathy
(Campbell et al, 1997:55; Lewis and
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Collier, 1992: 1304). The aim of the
treatment o fdiabetes is to maintain blood
glucose concentration between 4 to 12
mmol / L. Patients have to take
responsibility for their own care and
should therefore acquire the essential
knowledge andskills to monitor urine and
blood glucose levels, recognise and take
preventive measures towards hypo/
hyperglycaemia and the complications
ofdiabetes (Matwa, Chabeli, Muller and
Levitt, 2003:12; Shilubane 2003:2).

Mason (1985) found in his study that
diabetics were confused about the
nature of their condition and lacked
essential information pertaining to the
management o ftheir disease (Cleaver &
Pallourios 1994). Keller (1998) maintains
that the diabeticpatient’s adjustment to
the disorder depends largely on family
support, and thatsome negative patterns
ofinteraction within thefamily affect the
adherence to the diabetic regimen, and
can lead to tack ofcontrol and even to
attacks of ketoacidosis, for example,
alcoholism in the family. A study by
Anderson, Donnelli and Dedrick (1990)
reported misconceptions amongpatients
about diabetes. Thosepatients who were
on tablets or on a controlled diet, believed
that their disease was less serious
because they did not have to take insulin
injections.

According to Baumann, Chang and
Hoebeke (2002:192), the prevalence of
diabetes is higher in minority groups and
among those who are socio-economically
disadvantaged, but the reason for that
has not been given. Toljamo and
Hentinen (2001:626) indicate the
importance ofsocial supportforpatients
with chronic diseases as it promotes
adherence to self-care, thereby achieving
better metabolic control. They further
indicate that emotional support might be
a motivating factor in improving
adherence to health recommendations.
This is supported by the findings of
Chen-Yen and Fensle (1996), Gowers,
Jones, Kiana, North and Price (1995),
Keller in Cleaver and Pallourios (1994)
and Ruth (1999), that the patient?’ type
ofsupportsystem does have an influence
on his/her adherence to the diabetic
regimen. Individuals are more likely to
adhere to their diabetic health regimen if
the quality of their interaction and
relationship with their health providers
isgood and ifthe individuals have good
social support. Patients whosefamilies
are supportive take their medication



correctly, follow a diabetic diet such as
lowfat, high carbohydrate andfruit, and
participate in various exercises such as
walking, running, rugby and swimming
(Gowerseta! 1995).

Savoca and Miller (2001:334) indicate that
previous research showed that people
with diabetes found the most difficult
component o ftheir self-care regimen to
be adhering to a healthy diet. People with
diabetes were reported to be more
resistant to dietary change when
compared to people with other chronic
diseases. Fukunishi and Akimoto
(1997:1367) and Whittemore et al
(2002:23) affirm this reporting that
diabetics seem tofail in keeping to an
appropriate dietfor various reasons.

According to Bain (2001:4,15) diabetes
as a self-managed condition which
requires from patients relevant
knowledge, skills and attitudesfor the
successful management of diabetes.
Councelling and health education should
include information on regular home
monitoring ofblood and urine glucose
levels, weight control, dietary
restrictions, regular exercise, foot care,
eye care and social contact with local
interestgroups. They must be reassured
about the continuity of care and the
value ofcompliance with the treatment
regimen, and the family should be
involved in the treatment regimen to offer
support and encouragement. This is
affirmed by Kyngas and Rissanen
(2001:771) who indicate that thepredictor
ofgood compliance includes support
form nurses, Physicians, parents and
friends. Rasmussen, Wellard &
Nankervis (2002:629) state thatifpatients
are encouraged to activelyparticipate in
decisions, they ultimately achieve higher
levels o fcompliance.

According to Westaway, Rheeder, Van
Zvland Seager (2002:69), various studies
have indicated the importance ofclear
communication and information,
courtesy, consideration, partnership
building, more social conversation, more
immediate and positive non-verbal
behaviour and interpersonal competence
when dealing with diabeticpatients. The
length of consultation, frequency of
contact, technical competence and
service availability were identified as
factors which increase patient
satisfaction.

Research objectives

The objectives o fthis study were to:

. detetmine diabetics *andfamily
members ’knowledge and views
about diabetes mellitus and its
treatment

. make recommendations with
regard to strengthening
support to diabetics and their
family members.

Research design

A quantitative, descriptive sur\>ey design
was used to assess the knowledge of
patients andfamily members regarding
diabetes mellitus and its treatment.
Sun’eys are designed to study a wide
range of phenomena and provide
informationfrom populations regarding
the prevalence, distribution and
interrelations between variables (Polit &
Hungler 1999:200-201)

Research setting

The study was conducted at Nkhensani
Hospitaland Giyani Health Centre which
fall under the Lowveld Region, Mopani
District in the Limpopo Province (RSA).
The hospital has an average bed
occupancy of253. It catersfor the health
needs ofpeople who are referred to it
from 20 clinics. The majority o fthe clients
are black. Giyani Health Centre has a bed
occupancyoflOandis 2.5 bn south-east
o fNkhensani Hospital. Itrefers its clients
to Nkhensani.

Population and Sampling
procedures

The studypopulation consisted o fall the
diabeticpatients and theirfamily members
in the Mopani District thatfalls under
the Lowveld region in the Limpopo
Province, South Africa. The respondents
were diabetic patients re-admitted to the
hospital due to their condition, and those
that visited the Satelite Health Centre
together with their family members
including spouse, parents, older children
and in-laws. Hospital records were used
to trace those in the community, as they
provided their residential addresses. A
convenientsample o f64 respondents was
chosen using snowball sampling, 32 were
diabeticpatients and 32family members.
The diabetics andfamily members were
not related. Convenient sampling was
done during visits to the hospital,
satellite clinic, and in the community over
asix month period.

The respondents were selected to meet
specific criteria. Inclusion criteriafor the
diabetic patients were: being diagnosed
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with diabetesfor at least5years, mentally
sound to give informed consent, willing
toparticipate, 18years or older, ofeither
genderor any race. Inclusion criteriafor
thefamily members were: living with a
diabeticpatient, mentally sound, willing
toparticipate, 18years or older, ofeither
gender or any race.

Method of data collection

Self-report questionnaires were used to
collect data on the respondents’
knowledge of diabetes mellitus and its
treatment regimen. The content of the
questionnaires was based on a literature
review and consisted of a section A
(demographic data such as age, gender,
level of education and income) and a
section B aimed at determining the
knowledge and views of diabetics and
family members (including items on the
diabetic diet, treatment regimen, exercise,
footcare, emotional and otherproblems
experienced). Closed ended questions
were mostly asked with three optionsfor
responding: agree, unsure or disagree.
There were afew open ended questions.
Only two additional questions were
added for the diabetic patients’
questionnaire which related to changes
in bodyfunctions and reasons therefore
—the other questions were the samefor
both questionnaires.

The researcherpersonally delivered Wo
questionnaires, one to diabetic patients
and the other to family members of
diabetics. The respondents were found
in the wards, during visiting times, the
satellite clinic and at their homes.
Questionnaires were in both English and
Xitsonga, to enable those who did not
understand English to answer in
Xitsonga. Those respondents who could
not read were assisted by the researcher
who remained with the them while they
were completing the questionnaires to
explain questions that were not clear.

Reliability and validity
Reliability

The two questionnaires which were
completed by the diabetic patients and
family members respectively, revealed
consistency in responses. According to
Politand Hungler (1999:411), reliability
refers to the consistency with which an
instrument measures the attribute it is
designed to measure. Data collector bias
was minimised by the researcher being
the only one to administer the
questionnaires, exhibiting similar
personal attributes to all respondents,



e.g., friendliness, support and
clarification ofquestions when needed,
ensuring privacy, confidentiality and
general physical comfort. All
questionnaires were completed in the
presence o fthe researcher.

The questionnaires were pre-tested on
six respondents meeting the set criteria
atthe Givani Health Centre, three diabetic
patients and threefamily members. Allof
them could answer the questions and no
clarifications or changes were necessary.
The questionnaires were translated into
Xitsonga by the researcher (whos home
language is Xitsonga) and discussed
with two respondents (who could speak
both English and Xitsonga) during the
pre-testto ensure reliability.

Validity

Content validity ofthe instruments was
achieved by including a variety of
questions based on information gathered
during the literature review to ensure that
these were representative of what
patients should know about diabetes
mellitus and its treatment. The questions
wereformulated in simple languagefor
clarity and ease o funderstanding.

For validation, the questionnaires were
submitted to another researcher and
statistician. As a result more questions
were added to ensure higher
representativeness. Rephrasing ofsome
questions was done to clarify the
questions and appropriate alternative
response choices for the closed-ended
questions were indicatedfor provision
of meaningful data analysis (Burns &
Groveé 1997:373).

Ethical considerations

Written permission to conduct the study
was obtainedfrom the AssistantDirector
ofNkhensani Hospital and the Research
Committee ofthe Department o fHealth
and Welfare of Limpopo's Provincial
Office. The Department of Health
Studies *Research Committee at Unisa,
approved the research instruments.
Verbalpermission was obtainedfrom the
persons in charge ofthe Adult Medical
and Surgical Wards ( Nkhensani
Hospital) and Giyani Health Centre. The
respondents ’ consent was obtained
before they completed the
questionnaires. They were informed of
their rights to voluntary consent or
decline to participate, and to withdraw
participation atany time withoutpenalty.
Anonymity was ensured by not
disclosing the respondents name on the

questionnaire and research reports and
detaching the written consentfrom the
questionnaire. Confidentiality was
maintained by keeping the collected data
confidential and by not revealing the
respondents ’identities during reporting
or publishing of the study. The
researcher maintained scientific honesty
by recording truthfully the answers of
those subjects who could not read or
write. Manipulation o fdata could not be
done as an independent statistician
entered the datafrom the questionnaires
into the SPSS computerprogramme.

Data analysis

Data analysis was done by a computer
softwareprogram called SPSS (Statistical
Package for Social Sciences). For the
closed-ended questions descriptive
statistics were used whereas datafrom
the few open-ended questions were
analysed by the researcher through
content analysis.

Results and Discussion

The results are discussed according to
the demographic data, followed by a
discussion ofthe knowledge and views
of diabetes as portrayed by the
responses of the diabetics and their
family members. The discussion is
supported by relevant literature. Table 1
provides asummary ofthe mainfindings.

Demographic data

The majority o fthe respondents included
in this study were adults, 93% of the
patients and 87.5% o fthefamily members.
They are literate and educated and the
majority receive and income, only 21.9%
receive no income. All respondents live
within five kilometres of the available
health sei'vices. They therefore have the
ability and means to adhere to the
diabetes mellitus treatment regimen.

Knowledge of patients and family
members about diabetes mellitus

Table 1portray thefindings obtainedfrom
both groups.

The majority of the subjects could not
explain the tertn diabetes mellitus well and
62.5% patients as well as 62.5% family
members indicated that it can be cured.
There are still afew misconceptions that
treatment of the disease can be done
through withdrawal ofsugar and that
once the blood sugar is normal, the
treatment can be discontinued. Many
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patients (59.4%) as well as family
members’ (84.4%) responses indicated
they have never attended organised
programmesfor diabetic patients, which
actually serve as support and source of
information. According to Chen-Yen
Fenske (1996:468) and Gowers et al
(1995:995), adherence to the diabetic
regimen is influenced by the type of
support system the patient has.

A highpercentage o fpatients (43.8%) and
family members (50%) are not aware of
the warning signs ofhypoglycaemia and
will therefore not know how to behave
pro-actively toprevent thepatientfalling
into a hypoglycaemic coma.

The majority ofthe patients (75%) do not
test their urine, which was confirmed by
59.4% family members, and 56.3%
patients indicated they never visit the
clinicfor glucose monitoring, confirmed
by 87.5% family members. This is
alarming as the majority o fthe subjects
in this study are on treatment including
tablets and insulin which necessitate
proper control. Regular attendance of
diabetic clinics forms part of the
management of diabetes. These clinics
exist to review treatment and control of
blood glucose, to screen for early
detection of complications like
retinopathy and neuropathy, andfor the
provision ofongoing health education
and patient support. Coates (1994:265)
found that clinic attendance is associated
with reduced diabetic morbidity. Patients
who were attending the clinic
infrequently hadpoor glycaemic control
in comparison to those who attended
regularly. Patients and family members
should be instructed on how to do blood
glucose monitoring as it ispreferable to
urine glucose monitoring because of
accuracy. Itshould be done daily and the
data used to self-adjust the diet, exercise
and medication. Blood glucose
monitoring assists in identifying and
treating hyper- and hypoglycaemia
(Lewis et al, 1996:1455; The Primary
Health Care Packagefor South Africa

2002).

Almost halfof the patients (46.9%) do
not carry snacks with them, which is
essentia! to prevent hypoglycaemia.
This, together with the high percentage
ofpatients and family members who do
not know the signs ofhypoglycaemia, is
cause for concern. Almost half of the
patients (46.9%) and family members
(46.9%) have not been counselled on
nutrition and therefore the correct diet



Table 1 Findings on knowledge and views of patients and family members about diabetes mellitus

Knowledge about diabetes mellitus
Diabetes mellitus can be cured
Withdrawing sugar treats diabetes
Diabeticprogramme attendance
Warning signs o fhypoglycaemia
Urine testing

Visit the clinicfor glucose monitoring
to

Patient carry snacks

hypoglacaemia

prevent

Goingfor nutrition counselling

Exercise daily

Needfor sexual educationalprogrammes
Feetare examined daily

Visit the podiatrist

Visit the ophthalmologist

Views of patients and family members on
diabetes mellitus

Traditional healers know better how to treat
diabetes

Visit traditional healers

A person with diabetes is a burden to the
family

Lack o fmoney interferes with management
ofdiabetes

People with diabetes should loose theirjobs
and status

for diabetic patients. According to
Savoca and Miller (2001:225) most
diabeticsfail to adhere to a healthy diet
which might be due tofailure to attend
nutrition counselling offered by a
dietician.

More than halfofthe patients (65.6%)
indicated that they exercise every day
(most o fthem walkfor exercise and this
was confirmed by 46.9% of the family

Patients
Agree Disagree Unsure
20(62.5%) 12 0
7 20 5
13 19(59.4%) 3
18 0 14(43.8%)
8 24(75%) 0
14 18(56.3%) O
17 15(46.9%) 2
17 15(46.9%) O
22(65.6%) 10 0
29(90.8%) 1 2
19(59.4%) 13 0
2 30(93.8%) 0
16 16(50%) 0
2 19(59.4%) n
10(31.2%) 22 0
11 (34.4%) 17 4
24(75%) 0 8
0 30(93.8%) 2

members), but there is apercentage who
do notwalkatallfor exercise. Liska, May
and David (1997:99)found in their study
that diabetics are less likely to follow
medical recommendations particularly
with regardto diet and exercise. Exercise
should be part ofthe daily activities of
diabetics as it lowers blood glucose
through increasing the uptake o fglucose
by the body muscles, improve insulin
utilisation, and reduces cardio vascular
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Family members

Agree Disagree Unsure
20(62.5%) 12 0

7 22 3

2 27(84.4%) 3

16 0 16(50%)
13 19(59.4%) O

4 28(87.5%) O

18 14(44.8%) O

17 15(46.9%0 0O
15(46.9%) 1 6
30(93.7%) 2 0

5 27(84.4%) O

10 22(68.8%) 0

2 20(62.5%) 10
7(21.9%) 25 0
6(18.8%) 21 5
23(71.9%) 8 1

1 29(90.6%) 2

riskfactors.

With regard to sexual problems, 50% o f
the patients affirmed experiencing
problems and 90.6% o fthem indicated a
needforsexual educationalprogrammes.
Diabetics often sufferfrom some degree
of neuropathy (peripheral, autonomic
and spinal nerves can be affected) and
autonomic neuropathy includes ie
urinary and sexual disfunction for



diabetic patients. According to Savoca
andMiller (2001:225) most diabetics fail
to adhere to a healthy diet which might
be due to failure to attend nutrition
counselling offered by a dietician.

More than halfof the patients (65.6%)
indicated that they exercise every day
(most ofthem walkfor exercise and this
was confirmed by 46.9% of the family
members), but there is apercentage who
donotwalkatallfor exercise. Liska, May
and David (1997:99)found in their study
that diabetics are less likely to follow
medical recommendations particularly
with regard to dietand exercise. Exercise
should be part of the daily activities of
diabetics as it lowers blood glucose
through increasing the uptake ofglucose
by the body muscles, improve insulin
utilisation and reduces cardio vascular
riskfactors.

With regard to sexual problems, 50% of
the patients affirmed experiencing
problems and 90.6% o fthem indicated a
needfor sexual educationalprogrammes.
Diabetics often sufferfrom some degree
of neuropathy (peripheral, autonomic
and spinal nerves can be affected) and
autonomic neuropathy includes ie
urinary and sexual disjunction.. Elevated
blood glucose levels over a period of
years have been indicated in the etiology
of neuropathy (Naudé 2003:2).
Neuropathy can beprevented or delayed
through bloodglucose control (Campbell
etal 1997:55; The Viagra Boom 1998:20).

More than halfofthe patients (59.4%)
and 93.7% offamily members affirmed
that diabetics examine theirfeet and the
greater majority ofpatients (93.8%)
indicated they never visit the podiatrist
—this was confirmed by 84.4% of the
family members. According to Sanders
(1995:10) and New fast Acting Insulin
(1997:50) diabetics should examine their
feet for redness, blisters, calluses and
ulceration daily and should visit a
podiatrist ever}’six weeks. Reuter (2001:1)
reported that most cases ofgangrene in
diabetics occur as a result of severe
arterial occlusions in the lower
extremities. Several studies showed that
the incidence o flower limb amputations
in diabetics could be reduced when afoot
care teaching programmefor diabetics
was offered (Matwa etal (2003:12). The
examination ofdiabetics *feet by health
care providers during clinic visits is
essential as peripheral vascular disease
causes arterial occlusion in the lower
extremities with the result that wounds
healpoorly andfoot injuries easily occur

because of the loss ofsensation due to
neuropathy. Diabeticfoot ulcers are the
mostcommonfoot injuries that may lead
to amputation. Self-management of
diabetes includes proper foot care and
therefore careful instructions to patients
(Naudé, 2003:2).

Only 50% ofthe patients indicated that
they visit an ophthalmologist, thisfinding
being affirmed by 68.8% of the family
members. Retinopathy is one o fthe long-
term complications of diabetes and
accordingto Campbelletal (1997:69) and
Coates (1994:268), regular monitoring o f
diabetics'vision is essentialfor they will
not benefitfrom treatment once they
already experience loss o fvision.

Views of patients and family

members on diabetes mellitus

More than halfofthe patients (59.4%),
and 62.5%family members do not believe
that traditional healers know how to cure
diabetes, and only 31.2% o fpatients and
21.9% o ffamily members indicated that
patients had visit traditional healers. This
is an interesting findingfor thisgroup as
according to Setswe (1999:56), up to 80%
of African diabetics in South Africa
consulta traditional healer before going
toaprimaiy health carepractitioner.

Only 34.4% patients and 18.8% family
members regard diabetics as a burden to
the family and gave the reasons as
because of the need for care and the
special diet that has to befollowed. The
patients experience living with diabetes
as stressful because of the medication
they have to take, the inability to satisfy
their partners ’ sexual needs and the
special diet they have to follow. Although
the majority offamily members do not
regard the patients as a burden, they do
regard living with diabetics as difficult
because of the dietary restrictions and
the need for money to attend the health
clinic on a regular basis. Ruth (1999:420)
found that diabetics who are supported
by family take their medication as
prescribed, follow the correct diet and
exercise regidarly.

The majority o fpatients (75%) andfamily
members (71.9%) experience lack of
money as an interference with diabetes
control because ofproblems ofgetting
to the health sen’ices andpurchasing the
correct food. Bauman et al (2002:191)
reported the morbidity’from diabetes to
be more severe in low income groups and
less than halfofthe type Il diabetics in
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their study achieved a blood glucose
level of less than 7 mmol/L. Both the
patients (93.8%) and family members
(90.6%), acknowledged that patients
should stay in theirjobs because ofthe
financial benefit which enables them to
adhere to the treatment regimen.

Patients indicated that they experienced
feelings of denial, hurt, shock,
uncertainty and depression when first
diagnosed with diabetes mellitus. Family
members confirmed this. More than half
of the patients in the sample reported
they fear injury, blindness, divorce and
death. Bain (2001:3)found in his study
that 21-24% ofdiabetics had one episode
of depression before being diagnosed
with diabetes and patients who are
depressed are less likely to control their
blood glucose levels. Toljamo and
Hentinen (2001:619) indicate thatsocial
and specifically emotional support, are
important to patients suffering from
chronic diseases and is a motivating
factor in adhering to health
recommendations and self-care.

Limitations

Findings can only be generalised to
diabetic patients in the Mopani district
in the Limpopo Province, South Africa,
who visit the Nkhensani Hospital and
Satelite Health Centre. This was the major
limitation. Other limitations include the
sample size and that only adult diabetics
who have been diagnosed with diabetes
for at leastfive years, were involved in
the study.

Conclusion and
Recommendations

It is evidentfrom this study that diabetics
andfamily members caringfor diabetics
do not have adequate knowledge ofthe
disease itself its treatment, how to avoid
complications, and how to maintain a
healthy lifestyle. Proper self-management
of diabetes could be improved by-
enhancing diabetics’ knowledge and
understanding of the disease and its
treatment. The importance of being
supported by their family members
cannot be over emphasised. Diabetics
and their family members should
therefore be well informed and receive
ongoing support from health
professionals.

The following recommendations are
proposed:
. Health professionals should



giveproper health education to
patients andfamily members on
diabetes mellitus and the
required treatment regimen. It
should be explained that
diabetes is an incurable chronic
disease which requires lifelong
adherence to the treatment
regimen to control the disease,
thereby preventing short term
and long term complications.
Explaining diabetes mellitus and
its causes to the patients might
help them to understand and
accept their condition. It must
be explained to patients that the
aim o fthe treatment is to
maintain a normal bloodsugar
level, and that once treatment
is discontinued, complications
may set in.

Informingpatients andfamily
members about organised
programmesfor diabetics in their
area and encouragement to
participate in these on a regular
basis, could serve as a basis of
support.

Patients andfamily members
mustbe coachedon the warning
signs and symptoms of
hypoglycaemia and
hvperglycaemia and how to act
pro-actively in such a situation
to prevent hypo/
hyperglycaemic coma.

Health professionals should
teach patients how to test their
urine and bloodfor glucose
levels. It must be emphasised
that blood glucose monitoring
ispreferable to urine glucose
monitoring because itprovides
more accurate readings. The
importance o fregular visits to
the clinicfor glucose monitoring
must be emphasised and
records o fpatient appointments
should be kept.

Proper counselling on nutrition
should be given to patients as
well asfamily members. Health
professionals should explain
why smaller meals should be
taken more often and snacks
taken in between meals.
Patients must be advised on the
essentialfoodfor diabetics as
well asforbiddenfood. If
available, health professionals
should referpatients to a
dietician.

The availability o fhealth
professionals who listen to
patients fears and uncertainties
is extremely importantfor
maintainingpsychological
wellness. Many o fthefears
experienced by diabetics can be
alleviated byproviding them
with more information on
diabetes and the prevention of
complications. Visits to spiritual
healers can be encouraged but
it must be emphasised that
regular visits to the health clinic
are essential. Patients must be
observedfor signs of
depression and referred to a
psychologist or psychiatrist if
necessary.
Health professionals must
advise patients andfamily
members that daily exercise is
essential as it increases the
effect o finsulin and therefore
the uptake ofglucose by the
body cells. It helps with losing
weight, strengthens the body
and creates afeeling o fwell
being and relaxation. Exercise
can be in theform o fwalking,
gardening, swimming, athletics,
aerobics, playing soccer and
doing domestic work.
Educationalprogrammes on
sexualproblems could be
organised at health clinics
where physicians as well as
nurses can be involved in
providing information to
patients.
Appropriate advice to patients
onfoot care is essential. The
wearing o fcomfortable leather
shoes, proper cleaning o ffeet,
daily inspection offeetfor
colour changes and cracks as
well as 6 weekly visits to the
podiatristat the health clinicfor
properfootand nail care, must
be emphasised and
appointments must be madefor
patients.
It is suggested that diabetics
visit an ophthalmologist
annuallyfor eye tests and even
for a routine glaucoma
evaluation every 2-5years. By
making these appointmentsfor
them health professionals can
ensure better control.
Family members o fdiabetics
should ideally be counselled by
64
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health professionals on the
importance o fsupporting the
patients psychologically
because ofthe negativefeelings
experienced when diagnosed
and having to live with an
incurable disease. They must
be made aware ofthe
supportive role they play by
supervising patients with
regard to their diet, the taking
ofmedication and regular visits
to the clinicfor glucose
monitoring.
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