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Restrictors of the effectiveness of
diabetes self-management education:
A qualitative content analysis

Faridokht Yazdani'? , Parvaneh Abazari??, Fariba Haghani*, Bijan Iraj®

Abstract:

BACKGROUND: A key step for improving the effectiveness of diabetes self-management
education (DSME) is to identify its restrictors.

OBJECTIVES: The aim of this study was to explore the restrictors of the effectiveness of DSME.

METHODS: This descriptive qualitative study was conducted in March 2016-2017. Participants
were 16 DSME providers (viz., physicians, nurses, nutritionists, and psychologists) and nine DSME
receivers (viz., patients and their family members) — 25 in total. Semi-structured interviews were held
for data collection. Interviews were transcribed word by word and analyzed through conventional
content analysis approach proposed by Graneheim and Lundman.

RESULTS: The restrictors of the effectiveness of DSME were categorized into three main categories
and 11 subcategories, namely patients’ limited welcoming of DSME classes (allocating limited time
for participation in DSME classes, inadequate knowledge about diabetes mellitus [DM] importance,
inappropriate educational environment, and financial problems), unfavorable adherence to
treatments: serious challenge (inattention to educations, poor motivation for adherence to medical
recommendations, and inattention to the psychological aspects of DM), and the difficulty of adult
education (the difficulty of changing health-related attitudes and behaviors, mere information
delivery during education, adults’ physical and perceptual limitations, and diabetes educators’ limited
competence in adult education).

CONCLUSION: The findings of the present study provide an in-depth understanding about the
restrictors of the effectiveness of DSME. DM management authorities and policymakers can use
these findings to develop strategies for improving the effectiveness of DSME.

Keywords:

Content analysis, diabetes educators, diabetes mellitus, patient education, self-management

Ineffective DM management can result
in many different acute and chronic
complications such as cardiovascular disease,
cerebrovascular accidents, retinopathy,

Introduction

iabetes mellitus (DM) is a complex chronic
disease which necessitates continuous

blood sugar control, medical care, and risk
factor management."! The global prevalence
of DM is 8.4%. According to the statistics
provided by the International Diabetes
Federation, the number of adult people with
DM will reach from 463 million in 2019 to 700
million by 2045.% In 2019, there were 5,387,000
adult people with DM in Iran.”! This value is
estimated to reach 9.2 million by 2030.”
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nephropathy, and neuropathy® and face
patients with many different problems.
DM also imposes heavy costs on health-care
systems so that the annual mean cost of DM
for each afflicted person is estimated to be
around 1000 dollars.™

Effective self-management can significantly
improve the outcomes of DM management.
However, studies reported poor
self-management status among patients
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with DM due to many different factors such as their
limited knowledge about DM, their poor adherence to
treatments and dietary regimens, and their ineffective
management of DM complications.l"! Diabetes
self-management education (DSME) is one of the
strategies for improving DM self-management. DSME is
critical for patient empowerment, glycemic management,
and DM complication prevention.* The main goals of
DSME are to obtain better clinical outcomes and improve
health and well-being.!*"!

In Iran, since about two decades ago, based on the
national program for the follow-up and control of
diabetes in all public and private diabetes centers and
clinics, diabetes education for patients has been done.!"’!
Over the years, Iranian researchers, like researchers in
other parts of the world, have measured the impact
of diverse models of patient education on patients’
knowledge, attitudes, and performance, and have
published the results of their studies as a reference
to medical staff in patient education.”?! However,
numerous studies in Iran show that patients have
insufficient knowledge about the care and control
of diabetes.?*?8] Nonetheless, there is limited data
about the factors affecting the effectiveness of DSME.
Therefore, the present study was conducted to explore
the restrictors of the effectiveness of DSME.

Methods

This descriptive qualitative study was conducted from
March 2016 to September 2017 by using a conventional
content analysis approach. Participants were 25 patients
with DM, family members, nurses, endocrinologists,
general physicians, psychiatrists, psychologists, and
nutritionists. They were purposively selected from
an endocrinology and metabolism center and public,
private, and charity DM clinics in Isfahan, Iran.
Inclusion criteria for patients were a history of affliction
by DM (either Type I or Type II) for at least 2 years,
no comorbid chronic condition or physical disability,
ability to share personal experiences, and agreement
for participation in the study. Inclusion criteria for
family members were a history of caregiving to a family
member with DM for at least 2 years and agreement for
participation. Inclusion criterion for nurses, nutritionists,
and psychologists was a history of DM education for at
least 3 years, and inclusion criterion for physicians was
a history of DM treatment for at least 3 years. The only
exclusion criterion for all participants was voluntary
withdrawal from the study.

Data were collected by the first and the second
authors through semi-structured interviews. Before
the interviews, the goals and reasons for doing the
research were explained to the participants. Interviews

were started using a broad question: “May you please
talk about your experiences of DM education?” Then,
specific questions were used to continue the interviews.
Examples of specific questions for education providers
were, “What are the restrictions of DSME?” “How do
these restrictions affect DSME?” Examples of specific
questions for DSME receivers were, “What restrictions
did you face in receiving DSME?” “What factors
prevented you from receiving DSME?” The interviews
were held in a private room at DM care centers and
lasted 30-45 min. Data collection was continued up
to data saturation, i.e., when the interviews provided
no new data about the study aim. All interviews were
audio-recorded and transcribed word by word.

The five-step conventional content analysis approach
proposed by Graneheim and Lundman was used for data
analysis./! Initially, each interview transcript was read
for several times to arrive at a general understanding
about its manifest and latent content. Then, meaning
units were determined and coded, and the codes were
grouped according to their similarities into subcategories
and main categories.

Credibility of the data was ensured through data
immersion, peer checking, data source triangulation,
providing representative quotations, and member
checking by five participants. To ensure dependability,
the first two authors independently analyzed excerpts of
the data, compared their findings, and made necessary
revisions to reach agreement. Transferability was
ensured through sampling with maximum variation
among health-care providers and receivers with different
experiences and characteristics.

Ethics

This study has the approval of the Ethics Committee
of Isfahan University of Medical Sciences, Isfahan,
Iran (code: IRRMUILREC.1396.3.215). All participants
were verbally informed of the study aims and methods
and ensured of confidential data management and
voluntary participation in and withdrawal from the
study. Written informed consent was obtained from
all participants. One of the participants did not consent
for audio-recording of her interview and hence, her
interview was documented through written notes.

Results

In total, 25 patients, family members, and health-care
providers participated in the present study. Table 1
shows their characteristics. The restrictors of the
effectiveness of DSME were grouped into three main
categories, namely patients’ limited welcoming of DSME
classes, unfavorable adherence to treatments: serious
challenge, and the difficulty of adult education [Table 2].
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Table 1: Participants’ characteristics

Participants Gender Age Experience in DM
Female Male (years) education (years)

Nutritionist (bachelor’s degree) 2 1 40-60 10-16

Nurse (Bachelor’s degree) 7 0 32-57 3-8

Endocrinology specialist 1 0 36 6

Endocrinology subspecialist 1 0 42 6

General physician 1 0 57 4

Internal medicine resident 0 1 24 4

Psychiatrist 1 0 46 13

Clinical psychologist (bachelor’s degree) 1 0 30 3

Patients (illiterate to university education) 5 1 12-64 -

Family members (illiterate to university education) 2 1 25-60 -

DM=Diabetes mellitus

Table 2: The categories and subcategories of the restrictors of the effectiveness of diabetes self-management

education

Main categories

Subcategories

Patients’ limited
welcoming of DSME
classes

Unfavorable adherence
to treatments: serious
challenge

The difficulty of adult
education

Allocating limited time for participation in DSME classes
Inadequate knowledge about DM importance

Inappropriate educational environment

Financial problems

Inattention to educations

Poor motivation for adherence to medical recommendations
Inattention to the psychological aspects of DM

The difficulty of changing health-related attitudes and behaviors
Mere information delivery during education

Adults’ physical and perceptual limitations

Diabetes educators’ limited competence in adult education

DSME-=Diabetes self-management education, DM=Diabetes mellitus

First category Patients” limited welcoming of
diabetes self-management education classes

Patients’ limited welcoming of DSME classes and their
nonattendance at DM care centers were among the most
important restrictors of DSME effectiveness. The four
subcategories of this category were allocating limited
time for participation in DSME classes, inadequate
knowledge about DM importance, inappropriate
educational environment, and financial problems.

Allocating limited time for participation in diabetes
self~-management education classes

Participating patients allocated limited time for participation
in DSME classes due to the necessity of going a long
distance from their homes to the classes. Accordingly,
despite health-care providers” announcements about
DSME classes for patients and family members through
telephone contact or text message, patients avoided
attending these classes and did not allocate adequate time
for them. The daughter of an elderly patient said,

They hold sport classes and inform us about them through
text messages. However, we can’t attend these classes
because our home is far from the DM center (F1).

Childbearing-related and household activities also
prevented patients and family members from attending

DSME classes. Some patients had participated in some
DSME classes just to receive the necessary certificates
for completing their medical records. The mother of a
patient said,

I had no time to attend classes because I had many
childbearing-related and household activities. I just
attended one of the classes as a requirement for my child’s
medical records (F3).

Besides, factors such as occupational activities
and having no leave during office hours prevented
some patients from attending DSME classes. A nurse
said,

Most patients are employed and say that they can’t attend
our educational classes because their employers don’t give
them leave (N5).

Inadequate knowledge about diabetes mellitus importance
Patients” and family members’ inadequate knowledge
about the importance, characteristics, complications, and
treatments of DM was associated with their disinterest
in attending DSME classes. A nurse said,

It seems that patients and their significant others have
limited knowledge about DM. They infrequently refer to
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DM center probably because they don’t have an accurate
understanding of DM complications (N2).

Inappropriate educational environment

Lack of a calm, private, and standard environment and
standard facilities for DSME was a major barrier to
patients’ participation in DSME classes. A nurse noted,

The educational environment is not standard and is very
noisy. In such environment, patients easily get tired and
hence, they infrequently attend DSME classes (N2).

The inappropriate physical design and structure of
DSME classes were also among diabetes educators’
problems in providing effective individual or group
DSME. An internal medicine resident said,

We need educational halls specifically designed for patients
with DM, where we can provide necessary educations to
these patients (S1).

Moreover, small, tiresome, and uncomfortable DSME
environment made patients disinterested in attending
DSME classes. A patient highlighted,

Although they have tried to create an interesting
environment through floral design in the yard, rooms
designed for healthcare service provision are small, pokey,
and poorly ventilated and hence, you barely can breathe
there. They need to develop this center in order to increase
our motivation for attending here (P6).

Financial problems

Financial problems, unemployment, limited insurance
coverage, and the high costs of medications and
diagnostic and therapeutic procedures were among
the serious barriers to patients” participation in DSME
classes. The daughter of an elderly patient said,

We cannot frequently refer to this center due to our
financial problems. We don’t have enough money and the
prescriptions are expensive. We also cannot afford the high
costs of transportation (F1).

Financial problems also acted as a barrier to patients’
adherence to educations. A nutritionist said,

Most patients who refer to this center are under financial
strain. They even can’t afford the costs of buying alternative
foods and hence, rarely refer to us for receiving educations
about nutrition (D3).

Second category Unfavorable adherence to
treatments Serious challenge

Treatment adherence refers to self-care activities
and focuses on the agreement between patients and
health-care providers. In other words, it shows the degree

to which patients perform behaviors related to accurate
medication use, healthy eating, and lifestyle modifications
recommended by health-care providers. Unfavorable
adherence to treatments and poor self-management
can increase the burden of DM. The three subcategories
of this category were inattention to educations, poor
motivation for adherence to medical recommendations,
and inattention to the psychological aspects of DM.

Inattention to educations

Participants’ experiences showed that some patients
disregard health-care providers’ educations and
recommendations and attached limited importance to
educations and treatments. A patient noted,

I didn’t want others to know I have DM. My doctor had
told me to take two pills a day; but I became my own
doctor and just took one pill. I also used sugar-lowering
teas recommended on the internet. Therefore, I'm now
hospitalized for high blood sugar (P2).

Moreover, some patients avoided doing even simple
care-related activities despite the repetition of
recommendations by different health-care providers.
Some of them did not accept to change their unhealthy
daily habits and lifestyle behaviors despite experiencing
frequent hypoglycemic events. Habits had turned into
routine behaviors for patients and were unintentionally
repeated. Breaking habits was among the most difficult
tasks for patients, which needed adequate time and
absolute determination. A nutritionist said,

Patients with type I DM who have received educations for
five or ten times still don’t perform simple recommendations
such as taking snacks. They still experience hypoglycemia
but say that they haven’t been accustomed to taking
snacks (D1).

Poor motivation for adherence to medical recommendations
DM affects all aspects of personal, familial, occupational,
and social life and thereby, negatively affects the morale
of patients and their motivation for treatment adherence.
Patients’ or their family members’ beliefs about DM, its
outcomes, and the necessity to engage in the treatment and
care programs significantly affected patients” motivation
for treatment adherence. The mother of a patient noted,

We don't have a good life. My husband is unemployed and
my daughter suffers from this untreatable disease since
childhood. She has fainted several times so far. We referred
to several clinics in two large cities and they taught me
how to inject insulin for her. It isn’t clear how long this
condition will continue. This is God’s will (F3).

Inattention to the psychological aspects of diabetes mellitus
Some participating patients and their family members
reported a series of psychological problems such as
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stress, anxiety, depression, anger, frustration, and
negative emotions. Inattention to the psychological
aspects of DM was considered by participants as a barrier
to treatment adherence. A nurse said,

In my opinion, the psychological aspect of health is the most
commonly disregarded aspect by nurses, physicians, and
patients’ family members (N6).

Patients and their family members needed psychological
counseling for these problems in order to access
appropriate strategies for maintaining their mental
health and adopting a healthy lifestyle. A clinical
psychologist said,

Most these patients have personal, sexual, familial,
psychological, emotional, and financial problems and suffer
from depression. Therefore, psychological counseling is
provided to them to inform them about strategies for healthy
living (R1).

Third category The difficulty of adult education
Adult education includes systematic educational
processes which result in behavioral modification. The
effectiveness of adult education largely depends on
learners’” experiences. According to the participants,
behavioral modification among adults is difficult because
they have extensive experiences and strong presumptions.
This main category had four subcategories, namely the
difficulty of changing health-related attitudes and
behaviors, mere information delivery during education,
adults’ physical and perceptual limitations, and diabetes
educators’ limited competence in adult education.

The difficulty of changing health-related attitudes and
behaviors

Attitude determines viewpoints, decisions, and
behaviors. Participating patients and family members
needed help respecting their learning-related habits,
beliefs, and attitudes. Their negative attitudes and
beliefs were determined as a barrier to attain educational
goals. Yet, changing their attitudes was difficult and
necessitated continuous education and appropriate
context and culture. A nurse said,

Most patients have misconceptions which affect education.
For instance, some of them believe that they can control
their blood sugar using opium or opiates. We cannot
change their attitudes with such limited time we have
for education. Education should be provided at macro
level (N2).

Moreover, the participants noted that health-related
behavioral modification was difficultand time-consuming
and necessitated adequate time. Complex treatment
regimen and psychological problems such as depression

also acted as barriers to behavior modification.
Therefore, friendly relationship between health-care
providers and patients and active engagement of
patients in decision-making based on their preferences
were considered necessary for effective behavioral
modification.

Behavior modification among adults is difficult and
necessitates time, strong friendly relationships between
patients and physicians or nurses, adequate support by
families and peers, and involvement of patients in decision
making (N7).

Mere information delivery during education
Participants’ experiences showed that some diabetes
educators provided information merely through lecture
in individual or group education sessions and did not
consider patients’ and family members’ understanding
of the provided educational materials. In other words,
they recommended some strategies to patients and
family members without seeking their feedback about
educations. Therefore, patients did not find their
recommended strategies useful. Besides, they did not
take into account barriers to learning such as age and
did not perform follow-up assessments for patients’
ability to adhere to recommendations. A 60-year-old
male patient noted,

Sometimes, they provide us with a series of information
through rote repetition, some of which are not useful,
some are not understandable, and some are not easily
applicable (P6).

Adults’ physical and perceptual limitations
Participants considered low literacy level together with
age-related changes such as forgetfulness and memory,
motor, and audiovisual impairments as barriers to
effective DSME. Moreover, they noted that adults are
cautious about new information and critically evaluate
it based on their past experiences. Other factors such
as tiredness or sociocultural and financial backgrounds
also affected their understanding about DSME materials.
A nurse said,

Patients forget educational materials due to their old age.
They need reqular education using simple sentences. They
are also cautious about recommendations. Patients from
the suburb do not easily accept our sayings and hence, we
need to spend a great deal of time talking to them (N5).

Participants also believed that low literacy level among
most patients with DM reduces their learning ability.
According to them, providing education to patients who
have limited literacy is very difficult and necessitates
frequent repetition, greater amount of time, and family
members’ collaboration. A nurse said,
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We need to talk a lot with patients who have low literacy
level. Modifying the lifestyle of these individuals is very
difficult. Family members’ collaboration can greatly
facilitate their learning (N5).

Diabetes educators’ limited competence in adult
education

Diabetes educators need to have great knowledge and
skills respecting DM care. However, the participants noted
that some diabetes educators have limited competence
because they do not receive necessary educations, do
not have updated DM-related information, and provide
DSME based on their own personal experiences. A nurse
noted,

We have limited number of diabetes educators. I haven’t
recently received new education and my educations to
patients are solely based on personal experience (N3).

Discussion

This study explored the restrictors of the effectiveness of
DSME. The findings showed patients’ limited welcoming
of DSME classes, their unfavorable adherence to
treatments, and the difficulty of adult education as the
main restrictors of the effectiveness of DSME.

Patients’ limited welcoming of diabetes
self-management education classes

Structured education is the key component of effective
DM management.®! Nonetheless, our findings showed
patients’ limited welcoming of DSME classes as a main
category of the factors affecting the effectiveness of
DSME. Some former studies also reported patients’
limited participation in DSME classes.**** In 2019,
the prevalence of DM in Iran increased by 9.4% and
the number of patients with DM reached 5,387,000."!
Patients’ limited welcoming of and participation in DSME
classes denote that the prevalence of DM-related
complications may considerably increase in the next
years. A meta-analysis study in Iran estimated that
the prevalence rates of diabetic foot, cardiovascular
disease, retinopathy, neuropathy, and nephropathy
among patients with DM were 3%, 33%, 36%, 38%, and
43%, respectively."! The increase in the rates of DM
complications will definitely increase the annual costs of
DM management and face patients with many financial
problems.

One of the reasons for such limited welcoming of
DSME classes was the allocation of limited time for
participation in classes. A study showed that almost 98%
of DM-related care is performed by patients.! Therefore,
they need to allocate adequate time to attend DSME
centers to learn the principles of DM self-management.
However, our findings showed that patients with

DM allocated limited time for participation in DSME
classes due to having limited time for these classes,
occupational problems, and problems in childbearing
and household activities. Three earlier studies also
reported the same finding.*'*I Studies in Europe, Asia,
America, Canada, and Australia showed that barriers to
effective DSME delivery (such as patients’ nonattendance
at DSME centers) are an international problem which
is mostly related to the characteristics of DM such as
its gradual progression.’**! The wide prevalence of
patients” nonattendance at DSME centers highlights the
importance of developing strategies for its management.
Examples of these strategies are improving referral
systems, making appointment with patients, allocating
adequate resources to DSME, increasing the flexibility
of DSME time and place, improving patients’ insurance
status, and using health volunteers for DSME.

We also found that patients” and family members’
inadequate knowledge about DM importance had
significant effects on their welcoming of DSME classes.
Early diagnosis and response to DM symptoms,
management of acute phases of DM, lifestyle
modification, and adherence to complex treatment
regimen of DM depend on patients’ and family members’
adequate knowledge about the importance of DM and
its consequences. A study showed that inadequate
knowledge about DM and its complications can be
associated with poor health-related outcomes.”!

Inappropriate educational environment was another
factor affecting patients” limited welcoming of DSME
classes. A former study also reported the same finding.”*’!
International DM education standards highlight that
easily accessible quality educational resources and
appropriate physical or electronic learning environment
are determining factors affecting the effectiveness of
education and the fulfillment of patients” educational
needs.®™ Designing health-care centers based on the
latest standards can make these centers more interesting,
facilitate quality service delivery, enhance staff and
patient satisfaction, and reduce the costs related to
building and maintaining these centers.!!

Patients’ financial problems were the last main
reason for their limited welcoming of DSME classes.
It was associated with their nonadherence to medical
recommendations and discontinuation of some
medications and care services. This is in line with the
findings of two former studies.**!!

Unfavorable adherence to treatments Serious
challenge

The second main category of the study was unfavorable
adherence to treatment: serious challenge. In order
to attain the goals of DSME and improve patients’
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self-management ability, educations should result
in closer treatment adherence. However, our study
showed unfavorable adherence to treatments as a serious
challenge in DSME. One of the reasons for patients’
unfavorable adherence to treatment was their inattention
to educations. This is in line with the findings of a
former study.! Patients’ knowledge, beliefs, prejudices,
emotions, behaviors, and problems in behavioral
modification should be assessed in order to determine
the reasons for their unfavorable adherence to treatments
and their inattention to educations.

Another reason for patients” unfavorable adherence to
treatment was their poor motivation for adherence. In
other words, poor adherence to medical recommendation
can be due to the patient’s beliefs, attitudes, and
expectations that affect patients” motivation to begin
and continue the treatment regimen. This may
happen when patients and health-care providers
have miscommunication about therapeutic plans. In
addition, capacities and resource limitations can reduce
patients” motivation to implement their decisions to
follow medical recommendations (e.g., problems of
accessing prescriptions and costs) and sometimes involve
individual restriction (e.g., problem of remembering
doses and numerical calculations). Two former studies
reported that poor motivation for treatment adherence
can be due to DM-associated problems and strains,
patients” sociodemographic characteristics, quality of
interactions between diabetes educators and patients,
and type of health-care system.*%]

Our findings also showed inattention to the psychological
aspects of DM as another reason for patients’ unfavorable
adherence to treatments. We found that some diabetes
educators were aware of patients’ psychological
problems but were unable to assess and manage them.
Therefore, integration of mental health specialists in
DM management teams is necessary for the better
management of patients” psychological problems and
the improvement of their treatment adherence.**4! In
addition to focusing on increasing the knowledge of
patients with diabetes, psychosocial factors are also
important in achieving sustained behavioral change
and glycemic control. Psychological issues can affect the
self-management of diabetes. Most patients with diabetes
suffer from diabetes-related distress symptoms and need
psychological care. Issues that are particularly stressful in
diabetes self-management include diet, physical activity,
adherence to medical recommendations, emotional
distress related to glycemic control, and coping with
social situations. Diabetes-related distress assessment
can be helpful in identifying and overcoming barriers
to diabetes self-management. Psychosocial interventions
are planned to improve the mental and physical health
of patients with diabetes. Therefore, educational

interventions that can improve both self-management
skills and psychological performance will have an
overall two-fold benefit for the patient, improve
self-management behaviors, and reduce anxiety.

Furthermore, if we look more closely at the concept of
adherence challenge, the reason for the lack of motivation
and disregard of education should be sought in how
to design and implement self-management education.
If DSME has a scientific and logical structure and
the client-centered training process, it can guide the
patient towards adherence.*?! Abazari et al.’s studies
show serious problems with insufficient investment in
educating patients about diabetes self-management,
including that there is no specific curriculum for
training qualified nurses to educate patients with
diabetes.?**IWhen patients show poor self-management
outcomes due to their unfavorable adherence to
treatments, diabetes educators need to establish close
relationships with them in order to evaluate and
overcome barriers to close adherence and effective
self-management and improve their engagement in
DM-related decision-making.*! Together with strong
support for patients, such relationships can increase
patients” motivation for adherence and result in the
identification and fulfillment of their psychological
needs.

The difficulty of adult education

The third main category of the restrictors of DSME
effectiveness was the difficulty of adult education. Adult
education is an organized process for improving adults’
knowledge and skills, facilitating their progression
toward evolution and transcendence, and helping them
develop their abilities.*! Our findings showed that there
were different barriers to quality adult education, one
of which was the difficulty of changing health-related
attitudes and behaviors. Patients in the present study
needed interventions to change their DM-related attitude
and improve their self-efficacy for self-management. This
is in line with the findings of a former study.*! Some
studies also reported that patients’ personal perceptions
and attitudes toward self-care are determining factors in
their behavioral intention.!*¢47)

We also found that mere information delivery during
education was a major problem in DSME for adult
patients. Evidence shows that most nurses in Iran do
not receive necessary educations for DM care, provide
DSME to patients with DM mainly based on their daily
experiences, and hence, patient education is confined to
the simple provision of some information.*#! Improving
diabetes educators’ knowledge about learning theories
can help those select better teaching methods and
thereby increase the effectiveness of their DSME for
adult patients.?!
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Another factor contributing to the difficulty of adult
education in the present study was adults’” physical and
perceptual limitations. The findings showed that age-related
changes such as altered physical, perceptual, reading,
and mathematical abilities can create difficulties in adult
education for patients with DM. A former study also found
the same finding.”" Effective DM management among
elderly people necessitates regular functional, psychological,
and social assessments and hence, DSME provision to them
requires adequate time and workforce, patience, repetition,
and home-based individualized education. Low literacy
level among older patients also reduces their motivation for
learning health-related educational materials and therefore,
these patients are at greater risk for health problems.
Contrarily, a former study on 23,400 adult patients with DM
in South Korea showed educational level and family income
as factors negatively affecting their regular participation in
DSME. That study attributed this finding to inequities in
DSME programs and insurance payments.*?

Diabetes educators’ limited competence in adult education
was another restrictor of the effectiveness of DSME
for adult patients. Our findings showed that diabetes
educators acted mainly based on their personal experiences
and without having adequate knowledge about learning
theories. Therefore, having professional teaching
license for DSME seems to be an essential requirement
for diabetes educators. Such license guarantees that
diabetes educators have necessary knowledge, skills,
and abilities for providing DM-related care at any level
of DM management.®! A former review study showed
that diabetes educators should have teaching and clinical
skills, cultural competence, and knowledge about DM
pathophysiology and epidemiology.®™ Therefore, they
should receive updated information about DSME through
in-service education programs.®®!

In Iran, several studies have investigated the level of
knowledge, attitude, and practice of patients with diabetes,
and most findings have confirmed the poor knowledge and
practice of patients, however few studies have described
the factors influencing this problem. On the other hand,
the present study with triangulation in data collection
sources attempted to address the factors involved in the
inadequacy of DSME by describing the lived experiences
of various stakeholders in DSME. This study may for the
first time in Iran, instead of addressing patients” lack of
knowledge and its consequences such as poor control of
blood sugar and the incidence or exacerbation of diabetes
complications, attempted to describe how the challenges
of the DSME process were formed.

Conclusion

This study showed that many different personal,
organizational, and social factors can restrict the

effectiveness of DSME. DSME is a complex clinical
measure which necessitates fundamental planning at
macro level, competent workforce, and physical and
socioeconomic infrastructures. Competent diabetes
educators can improve patients’ self-management
knowledge and skills and thereby empower them for
lifestyle modification and effective DM management.
The findings of the present study provide an in-depth
understanding about the restrictors of the effectiveness
of DSME. DM management authorities and policymakers
can use these findings to develop strategies for improving
the quality and the effectiveness of DSME educations and
care services for patients with DM.
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