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Abstract

Background

Although diabetes mellitus is of high concern in Iran, and the level of control is unacceptable, few qualitative studies have
been carried out to reflect the experiences of patients on the barriers and motivators to self-care. This study aimed to explore
aculturally based experience of Iranian diabetic patients regarding the persona and environmenta barriers to and facilitat-
ing factors for diabetes self-care.

M ethods: Six focus groups were conducted among type 2 diabetic patients in the Charity Foundation for Special Diseases
diabetes clinic. Purposeful sampling was used. Newly diagnosed patients (less than six months) and al type 1 diabetic pa-
tients were excluded. Three focus groups were held on for each sex. A total of 43 patients participated in the study. Frame-
work analysis was used to extract the themes from the data.

Results Data anal ysis showed five main barriers: physical barriers (such as physica effects of diabetes); psychological bar-
riers (such as health bdiefs); educational barriers (such as lack of knowledge about diabetes); socia barriers (such as group
pressure); and care system barriers (such as service availability). Along with the barriers, there were some motivators that
the participants mentioned as a stimuli to control their diabetes. They include beliefs about diabetes, perceived responsibil-
ity for family, religious bdliefs, and the views of significant others.

Conclusion: Culturally based interventions are needed to improve diabetes care management in Iran. In addition to personal
factors, diabetes health educators should pay attention to the environmental factors when they develop programs.

K eywords: Diabetes Mellitus, Self Care, Focus Groups, Iran

Introduction

According to the national Survey of Risk Fac- abetes in lran was 7.7% (95% CI 7.5-7.9) in
tors of  Non-Communicable  Diseases 2008. About one-haf of these cases were pre-
(SURFNCD) (2008), totd prevaence of di- viously undiagnosed (1). Given the increasing
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life expectancy of Iranians, not surprisingly, the
incidence of complications for diabetes is high.
This fact and increasing incidence of diabetes
makes this disease one of the country's main
health care concerns in coming decades (1).
The prevdence rate of both types of diabetes
have been estimated to be about 7-17% in sev-
eral adult urban populations and the prevalence
of type 2 diabetes mellitus has been reported at
3-5% in rural communities (2).

Diabetes self-care is the digbetes related tasks
that patients do and self-management is the
cognitive-behavioral  self-regulation  around
those tasks (monitoring, god setting, planning,
and evaluation). Diabetes self-management
education is a process in which knowledge and
skills are provided for patients to perform self-
care on adaily basis (3). Optimizing glycaemic
control via self-management is the cornerstone
of care in diabetic patients (3). Several studies
show that maintaining blood glucose at near
normal levels minimizes complications of di-
abetes (4-6). In spite of this, many diabetic pa-
tients have poor glycaemic control (7). In fact,
the maintenance of good glycaemic control is,
in practice, very difficult for patients and health
care professionals.

Although diabetes mellitusis of high concern in
Iran, and the level of control is unacceptable,
few studies have been carried out to reflect the
experiences and perceptions of patients on the
barriers and motivators to care in Iran (8, 9). In
a study conducted to understand the barriers to
and facilitators of empowerment in Iranians
with digbetes, fear of diabetes' complications,
and hope for better future were reported as be-
ing crucial to empowerment (8). Limited data
are available on the Iranian population regard-
ing maintenance of glycaemic control; rising
pattern of diabetes is an aarming sign of poor
control.

This study was conducted as part of a multi-part
project on designing an educationa program for
digbetic patients based on “Intervention Map-
ping” (10). The study aim was to gain a cultu-
rally based understanding of diabetes in Tehran
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by identifying personal and environmental fac-
tors influencing self-care for those with di-
abetes.

M aterials and M ethods

Data collection and sample

In this phenomenologica study, after gaining
approval from Tehran University of Medical
Sciences (TUMS) Ethics Committee, we re-
cruited the participants from Charity Founda-
tion for Specia Diseases (CFSD) diabetes
clinic. This is a large team-focused clinic with
about 5500 registered diabetic patients. In a
purposeful sampling approach, we worked with
practice receptionists to issue invitations to
participate in interviews until an appropriately
diverse sample had been recruited. We wanted
a variety of patients such as insulin users, oral
hypoglycemic agents' users, life-style adapters,
and those from all 22 regions of Tehran to en-
sure a range of demographic variables and ex-
periences. People with confirmed type 2 di-
abetes were included. Newly diagnosed patients
(less than six months) and all type 1 diabetic
patients were excluded. In all, 43 of 44 patients
we approached agreed to take part in the re-
search. We continued to recruit participants un-
til no new data emerged (Sampling to the point
of saturation) (11). Because of cultural issues,
we interviewed three focus groups of men and
three of women to encourage free expression.
Each focus group had sx to nine persons. Par-
ticipants included 22 women and 21 men (n =
43).

Focus Groups

The first author moderated all focus groups.
Interviews were recorded using a digital voice
recorder and were transcribed verbatim. The
sessions averaged 45 minutes in length. A
trained note-taker monitored the voice recorder
while recording on paper as much of the discus-
sion as possible and making notes of observa-
tions of nonverbal communication (11). Tran-
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scripts were compared with the tgpes for accu-
racy. We distributed pamphlets and booklets
related to diabetes care and made available di-
abetes physicians to answer questions after the
focus groups as incentives to the participants.
We used a focus group interview guide of top-
ics to cover to make sure that the research
questions were addressed. Discussion questions
were derived from the Socid-Ecological model
(12), the Health Belief Model (HBM) (13), and
Simmons et d studies (14). We used the HBM;
because it has been shown to have some pre-
dictive validity for diabetes self care (10). The
Social-Ecological Model comprehensively de-
scribes the behavior in awider context from so-
cial to personal factors. We used Simmons et a
study, because it was a large multiethnic study
with both quditative and quantitative methods
in which the researchers investigated barriers to
digbetic care and listed diabetes self-care bar-
riers comprehensively. This study could be
helpful for our study as a framework.

The meeting guide elicited the participants
perspectives on knowledge, attitudes and be-
liefs about diabetes and diabetes care issues.
Even though we made sure that all topics were
covered, we allowed the conversation to flow as
naturally as possible. A brief, nine-question
demographic questionnaire was distributed at
the beginning of each focus group.

We obtained verbal consent from the partici-
pants. It is recommended in qualitative research
that researchers reevaluate interviewees con-
sent to participate in the study. So, we renego-
tiated informed consent at the end of each focus
group by discussing and clarifying the partici-
pants understanding of the investigation and
their continued willingness to have their infor-
mation included in the study. The participants
were ensured that al information collected will
remain confidential. Anonymity was secured by
code-numbering in the interviews.

Trustworthiness
In qualitative research, the issue of validity is
referred to as trustworthiness (11). We asked
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participants to support their statements with ex-
amples, and the interviewer probed answers for
further detail. In order to increase the dependa-
bility of qualitative findings, two independent
coders conducted the analysis and interpretation
of data (investigator triangulation) (11). This
tactic helped us to offset the subjective bias of
any one researcher. If two significantly differ-
ent interpretations of the data emerged, we con-
sulted a third investigator to interpret data and
discuss the anaysis until consensus was
reached. Moreover, confirmability was
achieved by keeping notes about the raw data,
field notes, and categories (15).

Data analysis

As the study was grounded in the theoretical
frameworks; i.e.,, Simmons’ (16) framework of
barriers to care, HBM and Socia Ecological
Model, the plan for the analysis began with the
concepts of the above-mentioned frameworks
and then was developed to identify themes un-
rated to the initial frameworks.

The analysis began during the first field activi-
ties, and as the study proceeded, we made revi-
sions in research questions and refined the
analysis. We initiated reading and coding while
the data were being collected in the field. We
wrote “memos’ to help us clarify that how con-
cepts fully integrated with one another and how
analysis resulted in the research report (15).
The ‘framework’ method was used for the anal-
ysis. This method includes five steps of ‘fami-
liarization’, ‘identifying a thematic framework’,
‘indexing’, ‘charting’ and ‘mapping and inter-
pretation’ (17). For the ‘familiarization’ step,
we listed key ideas and recurrent themes by
listening to tapes, reading transcripts, and stud-
ying notes (18). We used a content summary
form which was developed for each discussion
session (17). The form included preliminary
codes in the columns and the participants cha-
racteristics in the rows. For the second step,
‘identifying a thematic framework’, we devel-
oped a preliminary thematic framework based
on the focus group discussions and the theoreti-
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cal frameworks (18-20). Then, for the ‘Index-
ing’ step, we applied the thematic framework to
al the data in textual form by annotating the
transcripts with numerical codes from the index
(18). The two coders discussed codes and re-
conciled coding decisions. For the ‘charting’
step, one table was produced for each ‘theme’.
The rows were assigned to the focus group ses-
sions and columns to the sub-themes. The anal-
ysis‘charts’ allowed usto transfer data onto the
tables to compare the views of participants
across different themes and to compare the
views of different participants about each
theme. Depending on how often the themes ap-
peared across the data and how rich or complex
the ideas related to that theme, we incorporated
the sub-themes into the coding scheme. Finaly,
for the *‘mapping and interpretation’, we found
associations between themes with a view to
providing explanations for the findings. The
thematic framework was updated in the process
of the andysis (18) by noticing that certain la-
bels began to cluster and others separated out.
Thus, the initial framework of 20 themes was
reduced to five themes as the analysis devel-
oped.

Results

The mean age of the 22 women and 21 men
was 50.7 years with a range of 33 years to 62
years. The mean education level of the partici-
pants was 9.9 years with a range of O years of
education to PhD degree. Most participants had
at least some high school education. Among the
patients, 30.2% were treated with insulin. The
results are classified and reported in two sec-
tions: 1) Barriers, and 2) Motivators.

Barriers to diabetes care The data were clus-
tered into 5 themes: (a) Physical barriers; (b)
Psychological barriers; (c) Educationa barriers;
(d) Socia barriers; and (e) Care system barrier.
Examples for one theme cluster are presented in
Tablel.

149

Theme 1: physical Barriers

The physica barriers consisted of physical ef-
fects of diabetes, long-term health conditions,
physical effects of treatment, and no symptom
cues. Feelings of listlessness, and faintness
were the most cited physical effects of diabetes
that influenced self-care. Although the partici-
pants seemed to know the relationship between
physical activity and blood glucose control,
lack of energy due to diabetes was cited as a
barrier to exercise. Moreover, most of the pa-
tients stated that these symptoms and increased
appetite compelled them to eat more. The par-
ticipants believed that pains and illnesses did
not alow them to go to get the treatment they
needed. Believing that they could feel high
blood sugar, while in fact they could not, may
have kept them from routinizing treatment:
“whenever my sugar goes up, | can fedl it; i.e.
when | feel well, | understand that my sugar is
in balance” [P5IM]".

Theme 2: Psychological Barriers

The psychologicd barriers consisted of health
beliefs, cognitive barriers, negative perception
of time, negative perceptions of Iranian medi-
cines, and stigma. Some participants believed
that cause or cure should be seen as “God’s
will”, faith, or destiny; however, they men-
tioned that their beliefs did not allow them to
put their responsibility for care off: * God should
be beneficent and merciful. He draws our desti-
nies... everything is in his hands... but we do
our part’ [P30]".

Psychological barriers such as lack of motiva-
tion and negative attitudes played an important
role in determining self care activities. Partici-
pants also frequently evaluated their attempts at
self care as not related to healthy behavioral
outcomes: “I say by myself, ok, | control my
diabetes, what | will gain? Health? | don’t want

" Participant's number in Insulin users group (men)
" Participant number N in Oral hypoglycemic agent users
group (women)
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it. | more want to die” [P3I]*. Almost al of the
participants said that they were depressed.
Women in the study had a problem making di-
abetes care a significant priority; i.e., they felt
that others' needs, especialy children’s and
spouses’, were priorities over their own. The
insulin-users mentioned that they felt embar-
rassed injecting insulin in public.

Almost all of the participants thought that they
were too busy to have time to have a healthy
lifestyle. However, when patients seemed more
aware of the benefits of self-care, they made
fewer complaints of being busy. Lack of self-
efficacy to change lifestyle was a prominent
theme among the patients. Some had little or
no confidence for caring their diabetes: “...yes,
if I can control myself, there is a hope, but it is
really hard work” [P6L]°,

Some of the male participants mentioned that
they felt embarrassment when injecting insulin.
They mentioned that they were compelled to
explain their disease to others in order that
people do not think that they are drug injectors.

Theme 3: Educational Barriers

The participants cited that they had little
knowledge related to diabetes. They described
the following factors as educational barriers:
lack of knowledge about diabetes, heath ser-
vices life-style requirements and aternative
therapies.

Patients who did not have a family member
with diabetes had little knowledge of diabetes
and were eager to know more about their dis-
ease: “| had diabetes for 20 years, but it is just
2-3 days that | know what blood sugar is and
how the diabetes is developed” [P1L]. Many
participants thought that diabetes was attributed
to events or agents outside the body. Most of
the participants attributed their disease to psy-
chological stress related to a specific period or
event in their lives or to the stress of daily life

* Participant number N in Insulin users group (women)
$ Participant number N in Life style adapters group
(women)
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including economic difficulties and social
problems. They also lacked knowledge about
how to achieve healthy life-style knowledge.
They did not know what to eat, what to restrict
or what type of exercises are useful for them.
Iranian cuisine typically includes fatty and fried
foods. The participants said that they lacked the
knowledge of providing healthy foods.

Most of the participants had incomplete infor-
mation about aternative therapies. Using herbal
remedies was very popular among the patients
and was discussed by al groups, but many par-
ticipants were not sure if they were effective or
approved by physicians. The participants talked
about using walnut tree leaves as a tea to treat
diabetes. Most of them said that nettle (Gaza-
neh) and fenugreek (Shanbalileh) powder were
good for lowering blood glucose. Most of the
participants thought that home remedies had to
be mentioned in the education plans.

Some of women stated that their disease com-
menced as gedtational diabetes. They men-
tioned that despite having gestational diabetes,
their relatives recommended them not to restrict
their food during pregnancy and lactation in or-
der that the fetus or infant could grow properly.
These women believed that not taking care of
gestational diabetes resulted in their develop-
ment of type 2 disease.

Theme 4: Social Barriers

Social barriers comprised group pressure, lack
of family support, lack of public awareness of
diabetes, unsupportive macro-environment, and
various difficulties in the socia system, lack of
appropriate programs in media, and lack of
standard resources to educate people.

There was a difference between men and
women’s views about family support. Men ac-
knowledged the family support related to diet,
whereas women generally thought that they had
no support at home and that pressure from fam-
ily interfered with diabetes care: “They have so
many expectations, ... they want me to cook
separate foods for them, and because it is hard
to cook two kinds of food, | am obliged to eat
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with them” [P5I]. They also said that they expe-
rienced pressure from the family not to adhere
to advice, especidly related to diet: the family
tells me if you do not sit beside the table, we
will not begin our food. | say do not compel me
to git, if so | will eat more than the right
amount. But they insist on it” [P1L].

The participants felt that some healthy people
are ignorant of diabetes because patients do not
look sick or have noticeable symptoms: “when
in aparty, | feel my blood sugar is dropped and
| consume a little candy or..., | hear that rela
tives say: did you see? She says she has di-
abetes but she eats what she wants. All she says
isjust alie’ [PAL].

The participants also thought that the diabetes
had an adverse effect on their socia relation-
ships: “when | am anxious, they say, ok. Her
blood glucose was raised again” [P71]. Partici-
pants disliked speaking about their problems
due to diabetes with others. They requested
meetings with other diabetic patients in which
they could exchange their experiences and re-
ceive support to enhance their coping with dis-
ease i Ssues.

Group members described lack of support in the
community including cost and access to ser-
vices. For example, access to physical activity
facilities was an important issue, especialy for
women was an important issue. Some partici-
pants reported having to register in a club and
pay for expensive exercise facilities. However,
everyone agreed that walking was not expen-
sive or culture bound, and that new free exer-
cisefacilities at public parks could be an asset.
A recurring theme in the study was that of so-
cial problems. The patients, especially men,
thought that various difficulties such as high
inflation rate, low income, as well as high liv-
ing costs resulted in stresses that did not allow
diabetes to be as a priority. Another mentioned
issue was lack of resources to educate people
about diabetes. Participants believed that media
programs are not appropriate and coordinated:
“we cannot trust on T.V. one day they say
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something and another day something else”
[P5IM].

Most of the participants believed that the public
should bear more responsibility for diabetic pa-
tients. In fact, they seemed to bestow more
public responsibility as compared to self-re-
sponsibility for health.

Theme5: Care System Barriers

The participants mentioned some insufficien-
cies in the hedth care system. Patients com-
plained that there are no loca services that the
patients identify as their ‘own’. They described
making long trips to receive services. Some
participants, who lived in the suburbs of Te-
hran, complained about issues such as location
of the clinics and the inconvenience they had to
bear in transportation system.

The magority of respondents had financia
problems and was unable to afford the cost of
care. Insurance coverage was not adequate to
meet their needs. Some necessities for self care
such as blood glucose test strips, glucometers,
and scarce types of insulin that are more effec-
tive and convenient are not covered by insur-
ance systems: “ Test strips are very expensive
and the insurance system doesn’'t cover it. On
the other hand, doctors recommend us to check
our blood glucose 3-4 times a day. But we can-
not afford it. So we are obliged to check it
every other week” [P6IM]. Most patients de-
scribed problems accessing treatments and
technologies that are routine in many other
countries. The cost issue was not cited by the
patients early in the sessions. By providing free
discussion and probing the barriers, and after
that one patient cautiously mentioned the cost
issue, suddenly all stated that the cost was their
main barrier in self-care. It seemed they were
ashamed of speaking about their financial
problems.

Mistrust of heath care providers advice was
often expressed: “we don’t know to whom we
can trust. Every doctor says something” [P5Q].
Some of the participants complained about lack
of delivery of culturaly congruent services: “I
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go to the work long day. How can | provide
snacks for the definite times? At 10, at 4, |
work on my taxi and | have no time to pay to
these issues’ [P3IM], or: “it is expensive to
have fish or fruits regularly; sometimes | cannot
do the recommendations’ [P2L]. Participants
said that they have challenges in substituting
healthy foods instead of the traditional diet of
rice, bread, and beans that they thought was full
of carbohydrates.

One important issue related to diabetes patients
is that some may have good access to care but
the care is not perceived to have quality. Par-
ticipants consistently mentioned lack of educa
tion by physicians about diabetes and lack of
time spent with clients by physicians. They felt
doctors tended to limit care to the prescription
of medicine: “I go to endocrinologist. He is too
busy. He writes me a tab and don’t say how |
have to use it. Someday a doctor asked me how
| use my pills. | said after breakfast and after
dinner. He said that it iswrong...l said | didn’t
know...The doctor just wrote me the tabs and
asked me to lower my sugar” [P7L]. Some
complained from non-standard approaches in
giving services. “We are confused here. They
refer us to various clinics, but | do not know if
they, themselves know what are they doing’
[P2IM].

Motivators

Along with the barriers, there were some moti-
vators that the participants mentioned as a sti-
muli to control their digbetes. The motivators
found in this study, were generally psychologi-
cal. Example for one theme cluster is presented
inTable 2.

Beliefs about diabetes Beliefs about diabetes
included perceived diabetes susceptibility and
perceived diabetes severity. The participants
who controlled their blood sugar thought that
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didbetes and the complications are serious
enough that they have to care for themselves: “I
think | must control my blood sugar, because |
don’'t want to be blind, or | do not want to lose
my kidney” [P8L]. Some of them mentioned
that they observed in their friends or relatives
blindness or heart problems resulting from di-
abetes.

Perceived responsibility for family The partici-
pants stated that they had emotional and finan-
cial supportive roles for family members. Some
described motivational factors such as being
healthy to care for the children. Most partici-
pants worried about their children. In addition,
they believed that their family members rely on
them and if they performed effective self care,
their family members would benefit: “My fam-
ily’ eyes are on my hands. | have to meet my
health needs to care for them properly “[P60OM]
(Participant number N in Oral hypoglycemic
agent users group (men).

Religious beliefs

Some respondents thought that they had re-
sponsibility for their body and if they did not
care themselves, it was like a suicide attempt
and it was sin: “We must care ourselves. It is
our religious duty” [P1L].

Significant others view and advice

Some believed that if they did not care for
themselves, it was not acceptable socially: “We
must control our disease, if not, what people
will say “[P7L]. Hedth care providers encou-
ragement for self care was a kind of motivating
factor. Most of the participants that had healthy
self care behavior cited that the recommenda-
tion by their physician or health care providers
had encouraged them to do. Some participants
said that they had self care based on recom-
mendations by their relatives and friends.
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Table 1: Selected examples of significant statements and a theme cluster: Schematic view of thematization for
barriers of self-care

Sample statements

Codes Sub-themes Theme

"At 4 in the morning, which wise man wakes up with hunger? |
usually wake up at 4 for eating food”.

“I say | will not eat, but I cannot control myself. | like eating
cookies, cakes...”

“Sometimes | have no energy to get up of bed”.
“I have knee pain, neck pain... | like to stay a& home most of
thetime”.

“I bring vacuum cleaner but | have no

sense to clean home, | fedl ill al the time”

“Eating these much medication makes me sick. Some times |
cannot bear them”.

“They are like a piece of chalk. When | eat them, | think it got
caught in my heart

and it burnsme"

“I didn’t know that my sugar is high. | was hungry most of the
time, but | didn’t know it is diabetes symptom. | went for a
routine check up, doctor said that | have digbetes’

“The nature of human beingsis surprising.

Just like a car that when it is damaged, it makes noises, our
body tells us what to eat and what not to eat... it shows the
ones.
Itislikeasense...

Feeling of hunger

Overedting
Physical effects

Feelings of liss of diabetes

tlessness,

and faintness

Continuous pain and

discomfort Long-term health

Feeling ill most of conditions

thetime

Nausea due to

treatment Physical effects of Physica
treatment barriers

Heart burn dueto

Treatment

Inability to recog-

nize No symptom cue

Symptoms

Lack of serious
symptoms

Table 1: Selected example of significant statements and a theme cluster: Schematic view of thematization for
motivators of self-care

Sample statements Codes Sub-themes Theme

“1 always say that first health; if you are hedthy you have

everything. Y ou may berich but if you don’t feel healthy, it Importance of health

doesn’t worth so much”

Percelved diabetes

“Nowadays, we see that everyone has diabetes. When | go  Perceived diabetes  susceptibility
to the pharmacy, | see that majority of medications which incidencerisk

are sold are diabetes drugs”

"l think 1 must control my blood sugar, because | don’t want Perceived digbetes Beliefs on
to beblind, or | don’t want to lose my kidney” complications' risk Perceived didbetes diabetes
“...yes, | know that it is critical. My sister-in-law died from Perceived risk of death  severity

diabetes’

Discussion

In this qualitative study, we explored the expe-
riences of Iranian diabetic patients regarding
the barriers to and facilitating factors for di-
abetes self-care. Through focus groups discus-
sions, we found five main physical, psychologi-
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cal, educational, social, and care system bar-
riers. Motivators included beliefs on diabetes,
perceived responsibility for family, religious
beliefs, and the views of significant others. In
our study, the many barriers were similar to

Published by Tehran University of Medical Sciences (Www.tums.ac.ir)


http://www.tums.ac.ir/

Iranian J Publ Health, Vol. 40, No.4, 2011, pp.146-158

barriers of other studies around the world (21,
22). These common barriers represent universal
aspects of living with diabetes. However, ap-
proaches to overcome even these common bar-
riers must be grounded in the culture of the pa-
tient. In addition to these common barriers, we
found some aspects of culture-specific diabetes
self-care: 1) prioritizing the family before self;
2) experiences of stigmatization; 3) strong so-
cia relationships and group pressure; 4) spiri-
tual beliefs that relate to health beliefs; 5) wide
application of aternative and herba medicine;
and 6) negative perceptions of Iranian medi-
cine.

In our study, women reported that they put the
needs of family members at a higher priority
than self-care activities. However, thisis not an
issue to be exclusive to Iranian culture (23, 24),
the participants’ statements about perceived re-
gponsibility for family members may be im-
portant as a motivating factor for ones self-care.
Iranian patients may be able to see caring for
the family as a reason to care themselves and
protect their own health. Such approaches can
be identified by diabetes educators to address
the low priority that patients have for them-
selves.

Men in the study frequently reported fear of
stigmatization related to insulin injection.
Stigma is a culturaly social label that changes
individuals' perception about themselves and
the way they are viewed by others (25). Stigma
is reported in other diabetes studies. For exam-
ple, Tessaro et a (7) showed that diabetic pa-
tients blame themselves because of the disease
and the self-blame has negative effects on so-
cia relationships. MacLean (26) reported that
diabetic patients were concerned about what the
reactions of others’ would be once the diagnosis
of diabetes was discovered. Health educators
will need to find ways to make injecting insulin
less objectionable, for instance highlighting the
benefits of the treatment, working on strategies
for increasing privacy for injection, and pro-
moting community awareness of the disease
and its treatments.
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Some participants in this study, especially
women, responded to lack of family support
and even family pressure counter to self-care.
Waiting for older adults to participate indicates
respect; however, the participants felt it as fam-
ily pressure. Moreover, offering food and
edibles (Taarof) and insisting on it is a cultural
custom in Iran, which may be felt as pressure
by patients. As family support and family at-
tachment are important in Iranian culture, it
seems to be essential to train important family
members to help manage digbetes. Maillet et a
noted that family members can be supportive of
a patient following a special diet but they are
not interested in following such a diet them-
selves (27). Other studies mostly emphasize on
supportive relationships with hedth care pro-
viders and rarely mention strategies to improve
family support (28-30). In our study, the pa-
tients wanted the caregivers to provide infor-
mation on educating significant family mem-
bers, especially on modifying traditional me-
thods of food preparation.

Spiritual beliefs seemed to influence health de-
cisions among our participants. They believed
in “God’s will”, faith, or destiny related to both
care and cure. Other research studies also report
that cultural beliefs have influential role in ill-
ness perceptions and its management (16, 31).
For example, Ashing et d identified Asians be-
lieve that just God could control the illness
(32). In order to deliver desirable health educa-
tion, it is essentia to recognize health beliefs
among patients of different cultures to consider
them in developing programs.

Most of the participants used herba remediesin
order to control their diabetes and thought that
home remedies had to be mentioned in the edu-
cation plans. Knowledge insufficiencies and
ingppropriate sources result in using incorrect
and outdated information by diabetic patients,
which in turn result in seeking and using alter-
native therapies rather then physician-recom-
mended treatment to help them manage ther
disease (7). These kinds of therapies can either
interfere with their medications or result in dis-

Published by Tehran University of Medical Sciences (Www.tums.ac.ir)


http://www.tums.ac.ir/

Shakibazadeh e al.: Patients' Perspectives on Factorsthat I nfluence Diabetes ...

connecting them. As there are a variety of her-
bal medicines using by lay people for control-
ling blood glucose in Iran, policy makers
should pay more attention to this issue. Newly
established school of Traditional Medicine at
Tehran University of Medical Sciences can be a
central setting to study these herbal medicines
and their impact on blood glucose. If patients
do not receive proper information regarding
their disease, they will seek dternative sources
and ways in order to manage their disease (31).
Regarding common barriers, physica barriers
were mentioned repeatedly by the participants
as a preventive factor in self-care. As Coonrod
et al. stated, diabetes management is influenced
by physical barriers and physica factors can
hinder self-care (33). Because of limited re-
sources, especidly in developing countries,
meeting these barriers appears to be beneficia
in promoting self-care behaviors in diabetic pa-
tients. It can facilitate self-care behaviors
among individuas with diabetes. Overcoming
these barriers need either less cooperation with
external systems or less challenges in changing
attitudes and beliefs.

Another most mentioned barrier among the pa
tients with diabetes was depression. There is a
mutual relationship between depression and the
self-care in diabetes. In a study by Gonzalez et
a in 2007 to examine the association between
depression with self-care behaviors in diabetes,
the researchers showed that even low levels of
depression are associated with non-adherence to
important aspects of diabetes self-care. This
study also showed that less than 60 per cent of
patients who screened positive for major de-
pression in the study had depression listed in
their medical record (34). Therefore, it seems
that depression screening is needed in diabetic
patients. Psychological wellbeing should be
discussed with patients in order to identify
those individuals who may need a referra to
psychiatrist for evaluation and treatment; and
diabetes education programs should include the
management of mental heath. Diabetes care
professionals should learn how to recognize the
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more common menta illnesses (i.e., mgjor de-
pression, bipolar disorder, anxiety disorders)
and refer the patients whenever appropriate.
Lack of knowledge as a barrier is reported by
our study and many other studies (21, 35). The
participants suggested group meetings with
other diabetic patients in which they could ex-
change their experiences could be helpful. Re-
search studies showed that using socia network
interventions, such as lay or natura helpers
could help to diffuse hedth information and
provide formal and informal support for beha-
viora and socia change (29, 36, 37). All edu-
cationa plans should begin with a thorough as-
sessment of patients’ levels of understanding. In
addition, strategies for delivering information
should be evaluated within the cultural context,
as important differences exist regarding the best
way to present material (38, 39).

A recurring theme in this research was that of
socia barriers to improving heath. The patients
thought that various difficulties in the society
system and resulting stresses do not allow them
to care themselves appropriatdy. It shows that
health educators have an essentid role in omit-
ting these barriers by collaborating with other
professionals to manage the problems.
Regarding the system of care, the participants
mentioned some difficulties. Mot of the pa-
tients had problem with new treatments and
technologies that were not covered by insurance
system, while these kinds of treatment are rou-
tine in many other countries. In generd, pa
tients with diabetes are being recommended to
increase their use of health care services, while
as Simmons et al. (21) reported, a significant
number of patients cannot afford to pay for reg-
ular blood glucose self-monitoring, because of
high out-of-pocket costs. Some studies reported
aso that the most common adherence chal-
lenges included paying for medications (40).
Spending money for diabetic patients is an in-
vestment, because the complication prevention
actualy saves money. Zgibor et a. reported that
individuals reporting externa barriers, particu-
larly related to persona finance, were less
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likely to perform blood glucose monitoring
(41). The partial coverage of insurance system
in lran seriously limits the patients ability to
manage diabetes. These care system barriers
have to be met case by case. For example, re-
garding acceptability, providing appropriate
communication with patients is critical in pro-
moting diabetic patients health. In general, ap-
propriate decisions by health administrators can
remove or minimize existing barriers. For ex-
ample, in the UK, community-based clinics ra-
ther than hospital-based clinics have established
to enhance access and it has been associated
with greater patient attendance and satisfaction
(6).

Finally, motivational factors should be noticed.
However, these factors are mostly culturaly
oriented; there are few studies that explore
them. Identifying these factors and working on
them will help the planners to design programs
that are more effective.

This study addressed an important issue in
health research. The theoretical framework of
the study considers the behavior in the socid
context. Therefore, people should be regarded
in the context of their environment, which helps
to understand the influencing factors in a wider
view and to design programs that are more
comprehensive. Moreover, the study used the
advantages of the focus groups; i.e. the sessions
were flexible, stimulating, elaborative, assistive
in information recall, and cgpable of producing
rich data (11).

The study, however, had some limitations. The
study was carried out with patients who had
sought care in a diabetes clinic and it might not
be representative of the general population of
the diabetic patients. In addition, we did not
measure digbetic control in our informants and
al information we received was self-report of
the patients. A final limitation was that some
participants might have responded with state-
ments they thought were consistent with socia
standards. This social desirability bias might
cause patients did not give us their own views,
especially when in agroup setting.
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