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Introduction: Lifelong medical management is the main intervention to reduce diabetes-
related morbidities and premature deaths; yet, social support can be a vital intervention to
improve diabetics’ health. Therefore, this study aimed to determine the magnitude, types, and
role of social support in diabetes management in southern Ethiopia.

Methods: A multi-stage systematic sampling was applied to recruit 634 adult diabetics from
the three-tiered healthcare system in the region. We proportionally distributed the sample size
between randomly selected ten health-care facilities across the hierarchy. Pretested ques-
tionnaires and checklist; Epi-Info, and SPSS software used for data collection; entry, and
analyses, respectively, and the statistical significance was determined at a P-value <0.05.
Results: A total of 240 females and 356 males completed the study, and the overall
magnitude of the social support was 50.20% [95% CI: 46.19%, 54.21%], and it was
categorized into non-material and material with 44.13% [95% CI: 40.14%, 48.12%] and
34.23% [95% CI: 30.42%, 38.04%] magnitudes, respectively, and social support was left to
the patients’ families and friends whereas formal institutions and the public sectors were
rarely offering when the patients needed it. Though sex, educational level, and health-care
hierarchy were not significantly associated with the social support, residence, some occupa-
tions, presence of diabetic family members, acute medical conditions, blood glucose level,
compliance to medical follow-ups, treatment adherence, and taking anti-diabetic drugs a day
before the current visit to health-care facility were all statistically significantly associated
with social support.

Conclusion: One of every two adult diabetic patients in southern Ethiopia was receiving
any social support, and social support for diabetic people reduces medical follow-ups
absenteeism, improves treatment adherence, glycemic level controlling, and helps lifestyle
modifications. Therefore, to keep diabetic people healthy and achieve diabetes management
goals, the Ethiopian healthcare system, institutions, and concerned stakeholders should
strengthen the social support for diabetic patients.

Keywords: diabetes mellitus, disease management, magnitude, social support, southern
Ethiopia

Introduction

Diabetes mellitus has become the major health threat for the global community, and
this concern is mainly attributable to the increasing disease burden, devastating
diabetic complications, loss of productivity, and high health-care costs.' For
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example, global estimates indicated there were 151 million
diabetics in 2000, and this figure increased by three folds,
463 million, between 2000 and 2019, and the developing
countries contributed two-third of the global diabetes bur-
den. Moreover, the projections show unless robust preven-
tive measures are implemented to avert this trend, by
2030, the diabetes burden will rise to 578 million
globally.”

Ethiopia is one of the sub-Saharan African countries
(SSA) where the diabetes burden is alarmingly increasing.
For instance, in 2019, the number of diabetics in Ethiopia
was 1.7 million that put the country among the top four
leading African countries. However, the international dia-
betes federation’s (IDF) projection indicates 68.10% of
diabetic people in Ethiopia live undiagnosed, and every
single hour nearly three peoples’ deaths are attributable to
diabetes mellitus.

Ethiopia’s low socio-economic status, growing demand
for healthcare, high communicable diseases burden, increas-
ing non-communicable diseases trends, and poor health-care
services quality put the country among the nations with very
poor health-related indicators.*® Lack of health-care ser-
vices accessibility and affordability has also become signifi-
cant challenges for millions of Ethiopians, specifically for the
rural and urban poor communities.*’

Thus, diabetes mellitus became one of the health
threats of all population segments, particularly for the
poor in developing nations like Ethiopia, and it brings
unbearable burdens to the health, social and economic
affairs of the people.” Nevertheless, evidence indicates
prevention of the disease progression, specifically the
type II DM, is modestly achievable; and accessible and
affordable health care for any DM type significantly
decreases the negative effects t00.*” For example, proper
management of diabetes mellitus reduces admission rates,
health-care costs, and premature death rates, and increases
productivity, and improves the quality of life.”

However, in order to achieve the desirable diabetes
management goals, cost-effective and ongoing clinical
care, preventive practices, and person-centered goal setting
and its implementation are more effective than managing
the disease and its complications. To this effect, involving
the diabetic patients’ families, communities, significant
others, and public sectors are vital for the patient to lead
healthy and productive life (hereafter social support).’

Social support is an interpersonal bonding system that
takes individuals at the center of the support and consists
of several triangulating constituents and practices by both

individuals themselves and other supporting bodies around
them,'® and presented in (Figure 1). Besides, it involves
self-evaluation of actual or perceived social ties with
families, friends, relatives, colleagues, organizations, and/
or significant others that can offer emotional, material,
monetary, or personal backing when required.'"'?

Studies demonstrated that social support for diabetic
patients is one of the enabling factors to accept and main-
taining good self-care practices in diabetes management.'>'*
People who perceive or ensure to have better social networks
and support are more likely to demonstrate better health
outcomes'> which is also specifically essential in predicting
the implementation of healthy practices to manage chronic
illnesses like diabetes mellitus.'

For instance, studies confirmed that social support for
diabetics’ was positively associated with blood glucose
monitoring, good adherence to healthy diets, and doing
regular physical exercises. Hence, social support for dia-
betic patients plays a vital role in enhancing diabetes self-
management behaviors and improving clinical outcomes.'”
Moreover, better social support yields good health-related
decision-making, implementation of healthy behaviors in
chronic illness management, and good health status'*'®
and it is one of the determinant factors to reduce diabetes-
related negative health consequences.'’

To this effect, ongoing and focused social supports for
diabetics’ from self-help associations, governmental, non-
governmental, and faith-based organizations, families, and
significant others can be very important and rewarding inter-
vention, Nevertheless, social supports for diabetic patients is
not well documented and there is a paucity of evidence on
social support in Ethiopia and southern Ethiopia in particular.
Therefore, this survey aimed to determine the magnitude,
types, and role of social support in diabetes management
among diabetic patients, in southern Ethiopia.

The finding of this study will play a vital role to establish
evidence-based decision making to improve the health of the
diabetic patients in the region in particular and beyond, and
the study may be eye-opening research to see diabetes man-
agement as comprehensive, continues and participatory
rather than merely focusing on clinical practices.

Objectives of the Study

General Objective
e To determine the social support magnitude, types,
and its roles in diabetes management among diabetic
patients in southern Ethiopia.
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Specific Objectives
e To determine the magnitude of social support to
diabetic patients in southern Ethiopia.
e To identify the major types of social support that
diabetic patients receive in southern Ethiopia.

Methodology
Study Setting

This study was conducted in south nations’ nationalities
and people’s regional state (SNNPRS) of Ethiopia.
Hawassa is the capital of SNNPRS, and the city is located
at 280 km distance to the south of Addis Ababa (the
capital city of Ethiopia). Two of the sixteen zones (sub-
provinces: Hadiya and Kembata Tembaro zones) were
randomly selected, and the sub-province has dry, tempe-
rate, and cold climatic conditions. The main livelihood
activities in the study area were un-mechanized agricul-
ture, livestock rearing, and small businesses.

According to the region’s finance and economic devel-
opment bureau report,'® the 2020/21 projected population
was 2,690,735; 15.2% of the population were urban inha-
bitants, and 50.9% were females.'® Similar to the national
administrative structures, each sub-province is administra-
tively divided into districts (woredas), and there were 28
districts (7 urban and 21 rural) in the study area.

The region’s public healthcare system, similar to the
national one, is hierarchically organized into a three-tier
system: tertiary (referral hospitals), secondary (general
hospitals) and primary health-care units, PHCUs (which
comprises primary hospitals, health centers, and health
posts) in the descending order; except the health posts,
all health-care levels deliver diabetes screening and clin-
ical care; however, the service entry point and referral
system begin at health centers, where only routine diabetes
screening and blood glucose monitoring takes place,
through referral hospitals, where specialty services are
delivered, and the next upper level serves as an immediate
referral center for its lower levels. In sum, there was one
referral hospital, one general hospital, six primary hospi-
tals, and 88 health centers, and 102 other health-care
facilities such as drug stores and pharmacies in the sub-

province."’

Study Design and Period
A facilities-based cross-sectional study was carried out
from May 01 to August 30, 2020.

Study Population
Adult diabetic patients who were on routine follow-ups in
the health facilities during the study period

Inclusion Criteria

Diabetic patients who were on routine follow-ups at least for
one year; age eighteen years and older, Ethiopian citizens,
and patients who were willing to participate in the study.

Exclusion Criteria

Patients with communication barriers, psychiatric pro-
blems, and unable to communicate due to their underlying
medical conditions were excluded.

Sample Size Determination
The sample size (n) required for this study was computed
by using the formula to estimate a single population pro-
portion, and the following assumptions were considered to
calculate. A 50% proportion (P), 95% confidence level
(Zos2), 5% margin of sampling error (d), 1.5 design effect
(D), and 10% attrition rate (equation 1.1).
2
_— ((Za/2) *iz(l P))xD (1.1

n = 576 plus 58 (the 10% attrition rate)

Hence, the sample size required to accomplish the

study became 634 patients.

The Data Collection Tools

We used semi-structured questionnaires (for patient exit inter-
views) and checklists (for medical record reviewing). The tool
was developed by reviewing the available literature and then
contextualized by considering socio-economic, cultural and
other related factors in the study area.*”'*?*%3 The tools
were prepared in English and translated into the Amharic
language, the official language in the study area, and then
back into the English language by two different expert transla-
tors and then pre-tested and improved accordingly.

Sampling Procedure and Study Population

Recruitment

A multi-stage systematic sampling technique was employed to
reach the study subjects. Initially, the study region was divided
into 16 zones (sub-provinces). Two sub-provinces: Hadiya and
Kembata Tembaro zones were selected by lottery method. The
two zones were further divided into 28 districts. Eight of 28
districts were randomly chosen, and then all public health
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Figure | A conceptual framework on social support for diabetic patients in southern Ethiopia, 2020.

facilities in the selected districts were listed in a paper along
with their hierarchies.

Then, the only referral hospital (Nigist Ileni Mohamed
memorial referral hospital from Hadiya zone), and a general
hospital (Dr. Bogalech Gebre memorial general hospital from
Kembata Tembaro
Additionally, four out of the six available primary hospitals

zone) were purposively chosen.
along with one of its five satellite health centers were selected
randomly from the list. However, health posts were excluded
from the list because the health posts do not give any DM-
related services to the patients. Based on their last six months’
patient load, the sample size was proportionally distributed
among the selected health facilities, and patients who came
to the health facilities for routine follow-ups during the data
collection period and satisfied the inclusion criteria were sys-
tematically selected and invited to participate voluntarily in the
study.

Data Collection Procedure

After getting informed written consent from each patient,
patients were allowed to choose one of the three com-
monly spoken languages as media of communication

(Amharic, Hadiyissa, or Kambatissa) depending on his/
her preference and ability to speak the languages, and
At first
demographic related data were collected; to assess the

then exit interviewing was done. socio-
magnitude of the social support single “yes/no” question
was asked; and once the patient replied “Yes” to the
question, then he/she was probed and asked to list the
types and support giving bodies as much as possible.
Finally, we reviewed each patient’s medical record to get
further information on disease history, medical conditions,

treatment modality, and other relevant biomedical data.

Data Management and Quality Control

The questionnaire and checklist were developed based on
the available literature and contextualized by considering
the local contexts; double-blind translated and pre-tested.
We recruited the research team and trained them on data
collection procedures, tools, ethical considerations, and
how to obtain informed consent. Additionally, strictly
supervising, checking for consistency and completeness,
and correcting the errors on-site or before starting the
next day’s data collection were carefully followed
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throughout the fieldwork. Data cleaning was done and we
applied robust statistical software and methods.

Study Variables
Dependent Variable
Social support magnitude, types, and its role on diabetes

management.

Independent Variables

Socio-demographic, clinical, behavioral, and all other vari-
ables, except the dependent variables, indicated in this
study were treated as independent variables.

Operational Definitions of Terms

Social support was defined as any type of material (quan-
tifiable aids, financial, instrumental ... etc.), and/or non-
material (unquantifiable, emotional, psychological ... etc.)
supports given to the diabetic patients because he/she was
a diabetic, from any social support-giving bodies as men-
tioned by each patient.

Social support-giving bodies include: the public sector,
offices, diabetic patients’ associations, family members,
friends, colleagues, and other community institutions
such as churches and mosques.

The glycaemic level was calculated by getting the last
three consecutive scheduled visits’ fasting blood glucose
(FBG) mean values and considered as “Controlled” if the
mean FBG value was <130 mg/dL.

Good adherence to routine follow-up: if the patient
attended on average >80% of the scheduled follow-ups
during the last six months and vis-a-versa.

Data Analysis

Data entry was done in Epi-info version 3.5.1 and then
exported into, cleaned, and analyzed in SPSS version
21.0. Descriptive statistics were calculated for all vari-
ables, and then bivariable analyses were done by
applying the chi-square test and binary logistic regres-
sion to explore any association between each indepen-
dent variable and the outcome variable. Finally, all
variables with a P-value <0.05 on bivariate analyses
were selected and analyzed in the logistic regression
model to ascertain the most significant determinants of
the dependent variable while simultaneously adjusting
for potential confounding factors at a P-value of <0.05.

Result
Socio-Demographic Characteristics of
Study Participants

A total of 634 adult diabetics were recruited as partici-
pants in this study, but 596 of them (40.3% females and
59.7% males) completed the study. Eighty-four percent of
the patients were in the age category of 18—60 years, and
the patients’ mean age was 45+14.65 years. The vast
majority of the study population 419 (70.30%), were
protestant Christians, and the rest: 84 (14.10%), 42
(7.10%), 40 (6.70%), and 11 (1.90%) were Orthodox,
Catholic, Muslim, and other religions, respectively.
More than two-thirds (68.80%) of the study participants
earn less than two US dollars per day, and nearly 15% of
the patients were economically very dependent on
families and/or significant others, and 51.85% of the
study population has Radio or Television at his/her
home. Still, 100% out-of-pocket spending for medical
care was 51.20% in the study area (Table 1).

Health Status and Lifestyles Practices

About 128 (21.50%) of the study participants were type
I diabetics, and the remaining 468 (78.50%) were type 11
DM patients; type I DM was more prevalent among rural
patients but type II diabetes was more common among
patients from urban settings. Eighty-four percent of the
study participants lived for less than ten years with dia-
betes, and only 66 (11.10%) of the patients had ever
participated in programmed diabetes education. Based on
the national diabetes management protocol, 385 (64.6%)
study participants were eligible for statins preventive
only 36.10%
Moreover, 289 (48.49%) study participants confirmed

treatments but, of them received it.
that they knew the availability of senior clinicians like
internists in their respective health-care facilities, but
unless they had emergency medical conditions, they
never got an opportunity to consult the seniors during
the last 12 months.

Concerning the risky lifestyle practices of the patients:
before they knew their DM status, 98 (16.44%), 203
(34.10%), and 97 (16.28%) of them were tobacco users,
alcohol consumers, and Khat, a green leaf plant which
contains Cathinone and associated with multiple health
risks like causing damage to the endocrine system,**
chewers, respectively; however, once they knew their sta-
tus and got help from others 6.30% of the tobacco users,
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Table | Socio-Demographic Characteristics of Diabetic Patients in Southern Ethiopia, 2020

Variable Category N (%) Type 1 DM N (%) Type Il DM N (%)
Sex Female 240 (40.27) 59 (24.58) 181 (75.42)
Male 356 (59.73) 69 (19.38) 287 (80.62)
Residence Rural 283 (47.48) 71 (25.09) 212 (74.91)
Urban 313 (52.52) 57 (18.21) 256 (81.79)
Marital status Unmarried 100 (16.78) 71 (71.00) 29 (29.00)
Married 441 (73.99) 56 (12.70) 385 (87.30)
Widow or separated 55 (9.23) I (1.82) 54 (98.18)
Education level No education 146 (24.50) 14 (9.59) 132 (90.41)
Primary 209 (35.07) 31 (14.83) 178 (85.17)
Secondary & above 241 (40.44) 83 (34.44) 158 (65.56)
Occupation Employed 95 (15.94) 13 (13.68) 82 (86.32)
Business 120 (20.13) 14 (11.67) 106 (88.33)
Farmer 127 (21.31) 12 (9.45) 115 (90.55)
Housewife 150 (25.17) 24 (16.00) 126 (84.00)
Daily Laborer 18 (3.02) 10 (55.56) 8 (44.44)
Other 86 (14.43) 55 (63.95) 31 (36.05)
Monthly Income <2279 (<$2) 410 (68.79) 104 (25.37) 306 (74.63)
2280-5700 ($2-5) 125 (20.97) 13 (10.40) 112 (89.60)
25701 (>5%) 61 (10.23) 11 (18.03) 50 (81.97)
Diabetic Family Present 127 (21.31) 28 (22.05) 99 (77.95)
Absent 469 (78.69) 100 (21.32) 369 (78.68)
Current treatment OGLA 265 (44.46) 0 (0.00) 265 (100.00)
Insulin 290 (48.66) 128 (44.14) 162 (55.86)
OGLA + insulin 41 (6.88) 0 (0.00) 41 (100.00)
Average BMI Normal 370 (62.08) 87 (23.51) 283 (76.49)
Underweight 70 (11.74) 29 (41.43) 41 (58.57)
Overweight 128 (21.48) 11 (8.59) 117 (91.41)
Obese 28 (4.70) I (3.57) 27 (96.43)
Own glucometer Yes 87 (14.60) 14 (16.09) 73 (83.91)
No 509 (85.40) 114 (22.40) 395 (77.60)
Treatment adherence Good 357 (59.90) 99 (27.73) 258 (72.27)
Poor 239 (40.10) 29 (12.13) 210 (87.87)
Yesterday took the treatment Yes 559 (93.79) 114 (20.39) 445 (79.61)
No 37 (6.21) 14 (37.84) 23 (62.16)
Sometimes feel Hassled taking Rx No 277 (46.48) 74 (26.71) 203 (73.29)
Yes 319 (53.52) 54 (16.93) 265 (83.07)
Acute medical condition Absent 221 (37.08) 70 (31.67) 151 (68.33)
Present 375 (62.92) 58 (15.47) 317 (84.53)
Mean fasting blood glucose Controlled 279 (46.81) 70 (25.09) 209 (74.91)
Uncontrolled 317 (53.19) 58 (18.30) 259 (81.70)
Medical follow-up adherence Good 259 (43.46) 74 (28.57) 185 (71.43)
Poor 337 (56.54) 54 (16.02) 283 (83.98)

Abbreviations: DM, diabetes mellitus; N, number; BMI, body mass index; OGLA, oral glucose level lowering agents; $, USD.
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24% of alcohol consumers and 9.20% of the Khat chewers
dropped these practices. In contrast, no patient has
reported that s/he had started practicing any of these
risky behaviors after he/she was diagnosed with diabetes.
Even so, Our study result on the patients’ lifestyle mod-
ification practices indicated that 242 (40.60%), 393
(65.94%), and 130 (21.81%) of the patients did not follow
healthy meal plans, did not do regular physical exercises,
and sometimes stop taking treatment when they feel
healthy, respectively, and 217 (36.41%) of the patients
self-rated their general health status as poor.
Additionally, though 87 (14.60%) of the patients own
functional glucometer, only 32 (36.78%) were regularly
monitoring their blood glucose levels. Furthermore, the
magnitude of uncontrolled blood glucose level, comorbid-
ity, acute and chronic diabetic complications were 51.19%,
54.87%, 63.26%, and 51.34% in that order (Table 1).

Social Support

The magnitude of social support for diabetic patients in
southern Ethiopia was 50.20% (95% CI: 46.31%, 54.09%),
and mainly it has been received from families and close
relatives or friends than from formal institutions. For
instance, 149 (25%) of the diabetic patients reported that
they were members of the Ethiopian diabetic patients’
Association (EDPA), yet, only 93 (15.60%) of them get
any support from the EDPA, and only 60 (10.07%) of the
patients stated that they sometimes receive some supports
from the public sector.

Concerning the support types, our study result showed
that non-material support was more prevalent than objec-
tive or material support: 263 (44.13%) versus 204
(34.23%), respectively. The support type matrix is pre-
sented in Table 2.

The role of social support on diabetes management was
assessed by comparing and contrasting the “yes” answer
against the “no” to the question on bivariate and multi-
variate analyses. Adjusted odds ratio (AOR), P-values, and
95% CI were considered to determine their associations.
For instance, even if it was not plausible on multivariable
analysis, the odds of getting social support increased by
10% as the educational attainment advanced. It might be
confounded with something that was not taken into con-
sideration (Table 3). However, among the variables that
showed association during the bivariable analyses model:
Residence, occupation, presence of diabetic families, pre-
sence of any non-diabetic acute medical condition, blood
glucose level, medical follow-up compliance, treatment

adherence, and taking the anti-diabetes medicines yester-
day became independent predictors of social support on
multivariable analysis (Table 4).

Discussion

In this study, one of every two adult diabetic patients in
southern Ethiopia receives any kind of social support
when s/he needs it. This figure is comparable to prior
study findings from Ethiopia, where the magnitude of
social support for diabetics’ ranged from 43.10% to
63.50%>> %7 and a study finding from Malaysia, where
51.30% of diabetic patients received it.?’ In contrast, the
current study finding opposes some other study reports
from Ethiopia.?®* ' The reasons for the discrepancies
might be that, unlike the other surveys, this study
assessed the magnitude of social support as its primary
objective; involved a higher number of participants, and
included patients from all the three hierarchies of the
healthcare system.

Studies done elsewhere indicated that social support
for diabetics’ is one of the vital interventions to achieve
the desirable DM management goals; it helps patients to
maintain optimal glycemic level, adhere to lifestyle mod-
ifications, increases productivity, improves health, and
which, in turn, improves the quality of life of the
patients.”'%*? The result from our study also confirmed
that the odds of having blood glucose level controlled,
good treatment adherence, and taking the prescribed regi-
men a day before the current visit to health facility were
each three times higher for patients who had received
social support than those who did not and the odds of
medical follow-up adherence was five times higher for
patients who obtained social supports than those who did
not get.

Similarly, the odds of getting social support for those
patients from diabetic families and patients who had acute
non-diabetic medical conditions were twice more than
their counterparts. Therefore, it is crucial to strengthen
social support for diabetic patients, which, in turn, will
help to achieve the desired diabetes management goals.

On the other hand, the current study result indicated
that a significantly higher proportion of social support for
diabetic patients was given by patients’ families, friends,
or significant others than formal organizations, institutions,
or public sectors. Furthermore, the types of social support
given by these main actors significantly vary too. Thus, it
looks like social support for diabetics’ was almost left to
patients’ families and/or friends.
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Table 2 Tabular Presentation of Social Support Types for Diabetics’ in Southern Ethiopia, 2020

Support Giving Body

Subjective or Non-Material Support 263
(44.13%)

Objective or Material Support 204 (34.23%)

Patients’ Families

® Accompanying during HF visits 24 (4.0%)

® Encouragement 240 (40.3%)

o Health education 18 (3.0%)

® Blood glucose monitoring/ measuring 2 (0.3%)

o Giving reminder to take the treatment 22 (3.7%)
® Psychological or emotional 249 (41.8%)

o Informational support 61 (10.2%)

® Foot inspection and other 17 (2.9%)

e Caregiving 13 (2.2%)

o Diet management 75 (12.6%)

® Buying drugs and supplying 69 (I1.6%)
® Injecting Insulin 9 (1.5%)

o Financial support 187 (31.4%)

o Other materials assistances 79 (13.3%)

Diabetic patients’ Association

o Informational or Health education 44 (7.4%)
o Drug distribution 39 (6.5%)
® Emotional or psychological 30 (5.0%)

o Financial 17 (2.9%)

e Supplying drugs, syringes 18 (3.0%)

o Giving free reading materials and other 36
(6.0%)

Other formal organizations or

institutions

® Health education 2 (0.3%)

® Psychological | (0.2%)

o Informational 13 (2.2%)

® Drug distributing | (0.2%)

o Keeping in touch through phone calls 33 (5.5%)
® Making prayers for the patients 48 (8.1%)

® Social networking and other 20 (3.4%)

® Drug supplying 37 (6.2%)
o Financial 1(0.2%)
® expenses coverage and other 7 (1.2%)

Friends, colleagues, and significant
others

® Accompanying during HF visits 11 (1.8%)
Emotional 137 (23.0%)

o Appraisal and understanding 25 (4.2%)

® Listening to and following their needs 12 (2.0%)
® Experience sharing 88 (14.8%)

® Referring to others 5 (0.8%)

o Keeping in touch through phone calls 180 (30.2%)

o Drug, syringe supplying 7 (1.2%)

® Social networking 48 (8.1%)

o Financial & other direct materials support 75
(12.6%)

® Informational 36 (6.0%)

® Positive social interaction 61 (10.2%)

Our study finding showed that the odds of getting
social support was roughly two times higher for patients
from rural areas than those who were from urban settings;
and even if it was not statistically plausible in our study,
other studies demonstrated that social support positively
influences self-management practices among males than
females.*

With regard to the study participants’ occupations,
employed (those people who are hired and getting monthly
salaries from their employer like public or nonpublic sec-
tor) were less likely to receive any social support than
those patients in the “others” category, which included
students, jobless, and patients with disabilities. The higher
odds of social support for other occupations may be asso-
ciated with the fact that one-fifth of our study participants
were economically very dependent on others and did not
have any considerable incomes. Therefore, they might

have looked for more support than the employed ones.
Besides, in this study, the patients in the “other” categories
were less educated than those employed; thus, they may be
more aware of and hunted for social support.

According to our study, 21.31% of the study subjects
confirmed the presence of at least one another diabetic
family member. This result did agree with prior survey
findings from Ethiopia®'~* but, it was inconsistent with
others’ findings.?’”*° Additionally, the current study indi-
cated that being from a diabetic family has increased the
odds of receiving social support by two folds as compared
to their counterparts. It might be related to becoming more
familiar with diabetes and its care among people with
diabetic family members and, this, in turn, might have
improved the social support-seeking behaviors.

This study finding established that receiving any social
support reduces absenteeism to diabetes management follow-
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Table 3 Factors Associated with Social Support for Diabetic Patients in Southern Ethiopia, 2020

Variable Category Social Support COR 95% C.1
Yes No Lower Upper

Sex Female 131 109 1.00

Male 168 188 1.34 0.97 1.87
Residence Rural 163 120 1.00

Urban 136 177 1.77 1.28 2.45%
Age (in years) <29 68 35 1.00

3049 100 148 2.88 1.78 4.65*%

250 131 114 1.69 1.05 2.73*
Education level No education 85 6l 1.00

Primary 97 112 1.61 1.05 2.47*

Above primary 117 124 1.48 0.98 2.24
Occupation Employed 34 6l 1.00

Business 55 65 0.66 0.38 .14

Farmer 55 72 0.73 0.42 1.26

Housewife 88 62 0.39 0.23 0.67*

Daily laborer 4 14 1.95 0.59 6.40

Other 63 23 0.20 0.11 0.38*
Monthly income (EBR) <2279 223 187 1.00

2280-5700 53 72 1.62 1.08 2.43*

25701 23 38 1.97 1.13 3.43*
DM type Type | 78 50 1.00

Type |l 221 247 1.74 1.17 2.60*
Own glucometer Yes 35 52 1.00

No 264 245 0.63 0.39 0.99*
Diabetic family Present 75 52 1.00

Absent 224 245 1.58 1.06 2.35%
Mean fasting blood glucose Controlled 174 105 1.00

Uncontrolled 125 192 2.55 1.83 3.54*
Medical follow-up adherence Good 188 71 1.00

Poor 11 226 5.39 3.78 7.69*
Treatment adherence Good 219 138 1.00

Poor 80 159 3.15 2.24 4.44*
Yesterday took the anti-diabetic treatment Yes 290 269 1.00

No 9 28 335 1.55 7.24%
Any acute medical condition Present 204 171 1.00

Absent 95 126 1.58 1.13 221*
Healthcare hierarchy Primary (PHCU) 123 135 1.00

Secondary 77 86 1.02 0.69 1.51

Tertiary 99 76 0.70 0.48 1.03
Self-rated general health status Good 182 203 1.00

Poor 17 94 0.72 0.51 1.0l

Note: *Significantly associated at P-value <0.05.
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Table 4 Determinants of Social Support for Diabetic Patients in Southern Ethiopia, 2020

Variable Category Social Support AOR 95% C.I.
Yes No Lower Upper

Residence Rural 163 120 1.00

Urban 136 177 1.65 1.07 2.54*
Age (In Years) <29 68 35 1.00

3049 100 148 1.74 0.83 3.68

250 131 114 0.77 0.35 1.68
Education level No Education 85 6l 1.00

Primary 97 112 1.33 0.77 2.30

Above Primary 117 124 1.43 0.72 2.83
Occupation Employed 34 6l 1.00

Business 55 65 0.50 0.22 1.12

Farmer 55 72 0.99 0.38 2.62

Housewife 88 62 0.48 0.18 1.25

Daily Laborer 4 14 2.53 0.50 12.84

Other 63 23 0.36 0.13 0.98*
Monthly Income (EBR) <2279 223 187 1.00

2280-5700 53 72 1.02 0.53 1.96

25700 23 38 1.18 0.48 2.90
DM Type Type | 78 50 1.00

Type Il 221 247 1.26 0.66 2.38
Own Glucometer Yes 35 52 1.00

No 264 245 0.62 0.33 1.20
Diabetic Family Present 75 52 1.00

Absent 224 245 2.11 1.28 3.50*
Mean fasting blood glucose Controlled 174 105 1.00

Uncontrolled 125 192 2.66 1.77 3.98%*
Medical follow-up adherence Good 188 71 1.00

Poor Il 226 5.44 3.54 8.36*
Treatment adherence Good 219 138 1.00

Poor 80 159 2.72 1.78 4.15%
Yesterday took the anti-diabetic drug Yes 290 269 1.00

No 9 28 2.86 1.12 7.30%
Any acute medical condition Present 204 171 1.00

Absent 95 126 1.76 1.15 2.70*

Note: *Significantly associated at P-value <0.05.

Abbreviations: C.I., confidence interval; ETB, Ethiopian Birr; DM, Diabetes Mellitus.

ups by more than five times than those patients who did not get
when they needed it. This finding supports other study findings
from Malaysia®® and Iran?' where social support was posi-
tively associated with and improves medication adherence.
Other existing studies also indicated that social support posi-
tively influences the patients’ behaviors to manage and engage
in healthy recommendations.*

Additionally, our study demonstrated that the odds of
treatment adherence was nearly three times higher among
patients who were getting social support than those who did
not. This result is in line with previous study findings that
showed a positive association between social support® and,
also, this study result substantiates a meta-analysis result
done by DiMatteo MR that determined social support to
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diabetics’ increases the likelihood of medication adherence
by nearly two folds.*® Furthermore, the current study
revealed that taking anti-glycemic drugs a day before the
current interview date was positively associated with getting
any social support. This is one more point that indicates any
social support for diabetic patients plays a significant role in
attaining desirable diabetes management goals.

The odd of having blood glucose levels controlled in our
study was 2.7 times more likely among diabetic patients
who received any support than patients who did not get it.
This finding agrees with study findings from China®” and the
United States of America®*

glycemic level was associated with the availability of social

where maintaining optimum

support, and a narrative review from Iran also acknowledged
that social support has a positive effect on glycemic level
controlling among Iranian diabetics.*?

Our study finding revealed that the odds of receiving any
supports was 1.7 times higher among patients who had
suffered from non-diabetic acute medical conditions than
their healthier diabetic counterparts. It might be related to
patients’ higher perception, seeking and receiving the sup-
port they need when they encounter additional health issues.

Conclusion

In southern Ethiopia, one of every two adult diabetic patients
received any social support when she/he needed it. And
residence, some occupations, the presence of a diabetic
family member, non-diabetic medical conditions, adherence
to medical follow-ups, treatment adherence, having glyce-
mic level controlled, and taking anti-diabetic drugs a day
before the current visit to health-care facility were statisti-
cally significantly associated with social support.

Given that blood glucose level controlling and keeping
good health status are multifaceted and determined by
many internal and external factors, social support for dia-
betic patients plays a crucial role in minimizing and/or
averting diabetic complications and other health and
related impacts that may occur from poor diabetes man-
agement. Therefore, social support for diabetic patients is
a fundamental intervention to improve their health and
achieve desirable diabetes management goals.

Here we, in our strongest terms, recommend to
Ethiopia’s public healthcare system, governmental and non-
governmental institutions or organizations, and other stake-
holders to join hands to reach the diabetic patients through
social support, which, in turn, contributes to achieving the
set sustainable development goals of reducing the non-
communicable diseases related mortality rates by 2030.

Strengths and Limitations of the
Study

This study exclusively depended on oral reports from the
social support receivers that might have missed some data
from the supply side (providers’ side). And there might be
social desirability biases and the cross-sectional nature of
the study. However, we did our best to minimize the
limitations. Apart from the limitations, this study was the
first of its kind to be conducted on social support among
diabetic patients in Ethiopia by recruiting patients from all
the
a contextualized approach and robust statistical methods.

three-tiered  health-care levels and applied
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