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Abstract: Background: The aim of this study was to comprehend how people with diabetes view
their experiences of the possible barriers and facilitators in inpatient care for type 1 diabetes from
non-specialized nurses. Design: An interpretative phenomenology analysis (IPA) was conducted.
Methods: The sample consisted of people with type 1 diabetes 1 (n = 24) who use the services of the
state hospitals in Cyprus. The data were collected in two phases: firstly, focus groups with people
with diabetes (n = 2) were conducted and analysed, and then individual semi-structured interviews
with people with diabetes (n = 12) were conducted. Results: It is evident from the findings that
people with diabetes experienced several barriers in diabetes inpatient care, which is concerning
since this can have adverse effects on patients’ outcomes. No facilitators were reported. Conclusion:
Significant results were found in relation to the barriers to diabetes inpatient care. Crucially, the
findings demonstrate that all these factors can negatively affect the quality of care of patients with
diabetes, and most of these factors are related not only to diabetes care but also generally to all
patients who receive inpatient care. Interestingly, no participant reported any facilitators to their care,
which further affected the negative perceptions of the care received.

Keywords: type 1 diabetes; nurses; inpatient care

1. Introduction

Type 1 diabetes mellitus (T1DM) is a prevalent condition affecting between 21 million and
42 million people globally [1]. Onset of diabetes in childhood and adolescence is associated with
numerous complications, including diabetic kidney disease, retinopathy, and peripheral neuropathy,
and has a substantial impact on public health resources [2], concurrently increasing the burden on the
healthcare systems [3]. Hospitalized patients commonly experience a number of complications that
are associated with longer admissions, more frequent readmissions, and higher mortality [4].

Inpatient diabetes care is a growing concern because people with diabetes are more frequently
admitted to hospital than those without the condition, with diabetes reported to be among the five
most prevalent comorbidities in hospitalized and readmitted patients [5]. This worries governments
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because almost two-thirds of diabetes healthcare expenses are spent on hospitalization, with a minority
of people with diabetes contributing to the majority of this cost [6]. Furthermore, since there is an
increasing prevalence of diabetes in the general population, this has resulted in a steady increase in
beds occupied by people with diabetes [7]. At this rate, projecting forward, it has been estimated that
by 2030 more than one in four inpatients will have diabetes, while in some UK hospitals the prevalence
is as high as 30%, a prevalence already exceeded in some US states [6–8]. It is worth noting that
despite the documented frequency, most people with diabetes are hospitalized for other reasons, with
diabetes-related emergencies primarily implicated in fewer than 10% of admissions [7]. Nevertheless,
as has been said above, inpatients with diabetes have poorer clinical outcomes with longer lengths of
stay in comparison to patients without a history of diabetes, despite the fact that they may be admitted
to the hospital with the same diagnosis [9–11].

However, the care that people with diabetes receive is suboptimal and, despite the fact that
T1DM is a chronic disease with multiple admissions to hospitals for diabetes-related or unrelated
conditions [12], the impact of this type is often overlooked as focus has been on the type 2 diabetes
mellitus (T2DM) epidemic [13]. Many patients with T1DM experience inpatient care complications
because of inadequate care while the provision of reliable and proactive inpatient care for people
with diabetes is inadequate, leading diabetes inpatients to experience poor care. This is supported
by recent findings showing that hospitalized people with diabetes did not see a diabetes care team
because of understaffing and lack of process [7]. This means that patients might not receive the
necessary specialized support required for diabetes care, which can lead to several adverse effects
during hospitalization.

It is evident from the literature that the complex nature of diabetes necessitates the involvement
of nurses who have multiple roles in providing care in order to achieve effective management of the
disease. There is strong evidence to show that nurses have an important role in advising patients on
how to be more independent by managing their disease themselves [14,15]; nurses are involved in the
management of their medications, in screening for diabetes complications, in administrative duties,
and in providing patients with psychological support [16]. At the same time, evidence suggests that
people with diabetes often confront fragmented care, especially from nurses [17,18]. The literature
demonstrates that nurses and other healthcare professionals encounter many barriers to providing
optimal diabetes care. The most important findings regarding the barriers are nurses’ lack of knowledge
about diabetes, lack of resources, and lack of time [19,20]. In 2015, 31.1% of acute hospital sites had no
diabetes inpatient specialist nurses and 9.2% of sites did not have any consultant time for diabetes
inpatient care [21]. These factors contributed to a 38.3% rate of inpatient diabetes medication errors [21].

A number of initiatives have been made during the last few years in order to confront this issue,
such as the establishment of nurse-led diabetic clinics, the role of diabetes specialist nurse (DSN), the
creation of the diabetes educator, and nurse participation at various levels of the healthcare system,
such as primary care, and several other technological advancements [22–24]. These initiatives have
been shown to have good outcomes especially in regards to primary care and prevention control, as
well as having decreased unnecessary referrals to secondary care and outpatient attendances [25].
However, it is important to note that, although many countries report these initiatives, nurses’ roles
and work settings differ. For example, in Sweden and the Netherlands, almost half of the DSNs work in
primary care or in integrated care, while they also have the right to prescribe for people with diabetes.
In contrast, most DSNs in Ireland are working in hospitals in the secondary care role and not all of
them are allowed to prescribe [25]. Therefore, the role of the specialist nurse in diabetes differs among
countries, and inpatient care is provided mostly by non-specialized nurses.

Taking into consideration the large number of people with diabetes in hospitals, it is anticipated
that most nurses have sufficient capability and education about diabetes inpatient care, and that
patients with diabetes can expect sufficient and high-quality care. Remarkably, previous literature
found that patients often indicated inadequate experiences of inpatient care, particularly in relation to
the following: lack of diabetes experience amongst hospital staff (especially nurses), unsatisfactory
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data, and setbacks in being released because of diabetes—particularly when diabetes was not the
original reason for admission [7,18].

The above situation is worrying because, during the last decades, governments have taken many
initiatives to support those with diabetes, especially by giving extra attention to primary care and
prevention, whereas they have paid little attention to diabetes inpatient care and to people with T1DM.
Furthermore, no evidence has been gathered about the barriers of inpatient care from the perspectives
of people with T1DM who are the recipients of this care. Therefore, since nurses have an important
role in diabetes care, it is relevant to eliminate any barriers that prevent them from providing adequate
care, and to enhance any facilitators that allow them to provide the best quality of care. Taking into
consideration all the above, the aim of the current study was to explore and understand the views of
people with T1DM regarding the inpatient care they received from non-specialized nurses. If they
expressed that the care was good, we sought to find out why they thought the care was good, and
what factors facilitated that care. If they thought the care was inadequate, we wanted to understand
what specifically prevented them from receiving better care.

2. Materials and Methods

The current study reflects interpretivist epistemology, is informed by phenomenological social
theories, and strictly follows the IPA methodology in order to better understand how people with
T1DM, through their experiences, perceive the facilitators and barriers that affect the received care. In
line with the theoretical underpinnings of IPA, the participant sample for this study was purposive
and homogenous. More specifically, 24 people with T1DM participated in the current study. Two
sources for gathering data were used—namely, focus groups and interviews. The two focus groups
had six people each. Twelve individual interviews followed in order to gain a deeper understanding of
the experiences of the participants. All subjects gave their informed consent for inclusion before they
participated in the study. The study was conducted in accordance with the Declaration of Helsinki, and
the protocol was approved by the Cyprus National Bioethics Committee (EEBK EΠ 2012 01.104). The
sample covered the entire area of Cyprus, since participants were recruited from each city in Cyprus.
This research followed the general principles of research ethics, consent, anonymity, and confidentiality.
All the necessary approvals and licences were granted from the responsible bodies. All participants
gave their informed consent for inclusion before they participated in the study.

The analysis followed the four stages suggested by Smith and Osborn [26,27], which helped to
identify shared experiences across the group of participants, and in order to ensure the quality of coding
the process was carried out by two researchers independently. At the 1st stage of the analysis (which
Smith and Osborn named “Looking for the Themes of the First Case”), the transcripts of the first focus
group were read many times and the identified themes were written down in the right-hand margin.
The coding process continued in the same way with the next focus group until clusters of themes were
generated. In the same way, the themes that emerged were used to formulate the interview schedule
for the semi-structured interviews. After completing the semi-structured interviews, the first interview
transcript was read multiple times, finalizing the cluster of themes. The themes from the first interview
oriented the following analysis.

At the 2nd stage (which is the “Connecting Themes” stage), an Excel document was prepared with
the themes that emerged in order to look for connections or combinations. After several examinations,
some clustering themes were found and a table was prepared with the final themes. Once the results
were compiled for the focus groups, the same procedure was followed as for the first interview with
people with diabetes.

The “Continuing the Analysis of Other Cases” is the 3rd stage, according to Smith and Osborn
(2008) [26]. Since there were two focus groups with people with diabetes, at this stage of the analysis
the researcher incorporated the second focus group into the first focus group. This followed the
idiographic approach to analysis, which starts with analysing particular examples and then finally
arriving at more general themes [26,27]. For the purpose of the current study, we decided to use the
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themes that emerged from the first focus group to orient the following analysis, while we recognised
new issues emerging from the following transcript. This allowed us to identify new and different
themes. After analysing both transcripts, a final table with the dominant themes was developed and
they were then reduced not according to their prevalence but according to their richness within the
particular passages.

And at the 4th stage, the “Writing up the Results” stage, we translated the analytic themes into a
narrative account.

3. Quality Markers

The current research was focused on five criteria: credibility, transferability, dependability,
confirmability, and reflexivity to ensure quality. We employed the triangulation method by collecting
data through focus groups, and we compared the themes extracted during the focus groups and the new
themes that emerged during interviews. As Constantinou et al. (2017) [28] and Vasileiou et al. (2018) [29]
maintained, the saturation of the data is a main quality marker, so we used the comparative method
for themes saturation (CoMeTS) to achieve themes saturation in qualitative interviews. Through this
process we confirmed that there were no new data to discover, and data collection stopped.

4. Results

4.1. Views of People with Diabetes about Facilitators and Barriers to Diabetes Care

Participants were asked to describe the factors that they perceived as facilitating nursing care
or making it difficult for nurses to provide inpatient care to diabetic patients according to their lived
experiences. Interestingly, none of the participants referred to anything that facilitated nurses to care
for people with diabetes.

4.2. Resources

People with diabetes referred to the lack of resources, which might prevent nurses from providing
effective nursing care to diabetic patients. The main barrier they identified was the state of the health
system, because the participants asserted that it was the government’s responsibility for the financial
constraints. They believed that this caused staff shortages, and medications and other necessary
consumables to be unavailable for diabetes care. The following quotes show that patients tended to
highlight the importance of available resources:

In the public hospital, the resources they use are made with the cheapest materials . . . because the root
of the problem is financial. They use the money for their cars, their limousines, their suits. (Focus
Group 1)

They do not have the resources to have enough staff, doctors. Financial resources. (Focus Group 1)

Unfortunately, instead of choosing what would be best for the diabetic but also for every person who
has a disease, they choose what is more economical for the government. (Focus Group 2)

Two of the participants also referred to the government’s responsibility for the financial constraints
that limited continuing education for nurses on diabetes care. More specifically, Participant 5 and
Participant 1 explained:

My perception is that everything is about the money. That’s how it is in my mind. From my experience,
they do not provide funding for a learning programme or exchange nurses, as they do for student
exchanges. (Participant 5)

Let me say that as a health ministry they cannot provide these services due to a low amount of money...I
believe the health ministry should see these things and do these seminars we said earlier. (Participant 1)
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4.3. Healthcare System Barriers

Participants from both focus groups claimed that the healthcare system caused barriers for diabetes
nursing care. They blamed governmental and organizational factors for the inadequate care and also
indicated that there were nurses who were well-educated about diabetes care; however, bureaucratic
procedures resulted in underutilising these nurses. Most of the participants who participated in
one-to-one interviews also supported the above view by describing the healthcare system in Cyprus
as an “unhealthy system”. The words of a participant from Focus Group 1 illustrated these findings
quite well:

It is the fault of the ministry, the administration...They do not give generously to health. (Focus
Group 1)

Participant 10 also blamed the general healthcare system in Cyprus, but she correlated this with
nurses’ lack of continuing education:

I have lost my faith in public service since I started working. In Cyprus, we have this system “I am
working for the government for the rest of my life, full stop.” I assume that in all public services this
is done. But I do not know if the nurses are to be blamed for this or if the presidents should be. As
doctors are constantly learning, nurses need to do that as well.” (Participant 10)

4.4. Diabetes Specialist Nurses

Some of the participants referred to the role of the diabetes specialist nurse. They recognised the
importance of this role despite the fact that they did not see anyone with this specialization in the
wards. Specifically, a participant from Focus Group 2 stated that there are nurses who are trained and
ready to undertake such roles, however, the healthcare system does not take advantage of this resource.

There are specialized nurses for diabetes. There are many who have attended one or two seminars.
They went to the Diabetes Association and learned a lot of things. Nurses exist, they simply are not
being exploited. I believe there are more than 27. Each year, 10 nurses go for training. There are
enough nurses ready to work but they are lost in the process in state hospitals. If we recognized the
title of diabetes specialist, then they will work on this shift in this position. (Focus group 2)

When Participant 9 was asked whether she would have accepted any information from nurses,
she replied that from her experience one of the major problems with inpatient diabetes care was the
lack of a diabetes specialist nurse.

Interviewer: Would you listen to a nurse if s/he was talking to you?

Participant 9: Yeah, surely. But I didn’t have to, because they did not have a specialist nurse and I
think that was the biggest issue.

Participant 8 expressed a similar view in that he said he would have accepted and trusted any
information provided by nurses only if they were specialized:

If he was a specialist, yes. It means he studied this, and I would have trusted him. (Participant 8)

4.5. Information Provided to the Participants

Some of the participants expressed concerns that health professionals, including nurses, did not
provide them with the necessary information.

They should have given me an information leaflet. If I had it in writing, I would know where to go and
what to be careful of, like urine, analyses, what to eat, etc. (Participant 9)
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On the other hand, participants complained that the health professionals overloaded them with
information regarding their treatment and the lifestyle changes that a person with diabetes needs to
make. Most of them considered it as a barrier to effective diabetes management because it sometimes
had the opposite effect on a patient’s adherence to the treatment.

I want them to explain things to me, and they started: “You have to go on a diet, you have to do sports,
you have to control your sugar.” It was a traumatic experience for me and I said to myself, “I don’t
care: as long as I live.” (Participant 4)

The same participant reported that healthcare professionals provided conflicting information that
might cause patients to become confused and to be uncertain about the care they receive.

Because there are many opinions, but sometimes they are contradicting, and we do not know whether
they are right. For example, for the insulin dose . . . , there are doctors who will tell you that you
have to use as many units as you can, and another doctor may tell you to calculate the units based on
your meal, the amount of carbohydrates, or, for example, for the treatment of hypoglycaemia, some
say you have to drink juice too... While others say you have to wait for 5 min and redo the analysis.
(Participant 4)

Furthermore, two of the participants from the Larnaca district referred to the repeated and negative
information nurses gave them as a factor that inhibited them from following their instructions, and it
was the reason for them choosing the private sector.

They insist on some issues and they say the same thing again and again. I go to the nurse and she
talks, and the next time I go, she talks again. No, I don’t go now. I was tired of hearing the nurse for
four years telling me the same things. (Focus Group 1)

Everything they say is negative. Only negative words you heard . . . Thus I decided to go to the private
sector. (Focus Group 1)

4.6. Lack of Empathy

Some of the participants revealed difficulties in communicating with nurses, and this made them
feel that there were misunderstandings between them. A participant from the focus group explained
that the nurses did not understand her very well, and she was frustrated that nurses criticised her
regarding her glucose levels and dietary habits. She explained that one day when she was at her
scheduled doctor appointment, the on-duty nurse and the lab analyst were upset with her:

She also had the woman holding the analyses that will comment on your glucose because it is high,
there is the nurse who will comment on why you ate that thing and your glucose is up while you’re in
insulin . . . They do not understand . . . Yes, I have diabetes, yes. I have the right to eat everything,
everything . . . (Focus group 1)

The feeling that nurses did not understand them and their need to be understood was also
expressed by Participant 5, who stated that currently she felt she did not have somebody to understand
her, and this left her feeling insecure:

I need to feel secure. I would like to feel that someone understands me, I want to talk to someone and
feel that I’m talking at the same levels . . . Now, I feel like I’m talking and no one understands me.
(Participant 5)

Another participant believed that nurses did not respect people with diabetes in relation to their
disease because of their lack of knowledge about diabetes, and because they did not pay attention to
their condition:

They do not respect us because they do not know. It is not something for them. It’s not something
serious for them. Okay she has diabetes, we will give her white bread, she will eat it and she will not
talk. (Focus group 1)
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4.7. Availability of Time

When people with diabetes were asked about factors that helped or prevented nurses from
providing adequate care to their patients, some of the participants recognised that the limited amount
of time available to nurses was a barrier. Patients understood that nurses were busy with overcrowded
hospitals, which meant that nurses did not have enough time to pay them adequate attention and, as a
result, some aspects of patient care were left incomplete. More specifically, patients said:

The people don’t understand that we all have limits, and there are too many people in the hospital, to a
point that it is so full that there is no space for others. (Focus Group 2)

In the public hospitals, there are so many people. Doctors are in a hurry; nurses are in a hurry, and
they will not give you that importance you need. (Participant 1)

Because of the pressed programme and the crowd, they were trying to explain to me what my problem
was and they did not have the time to help me. (Participant 2)

4.8. Nurses’ Interest in Diabetes

Some of the participants maintained that nurses did not have an interest in diabetes. They
described nurses as relying on doctors to critically think about how to deal with diabetes cases because
they did not care about it. They assumed that nurses considered diabetes a simple disease and that
they preferred paying more attention to more critical cases.

He will not go into the process to think, “This patient has 200 mg/dl sugar [glucose], so how much
should he eat?” He will just call the doctor and ask him how much insulin he has to administer. So
they do not care. (Focus Group 1)

I think they see diabetes just as a disease...They are diabetics; a thousand of people have diabetes, so
what? They will give more importance to another person whose illness is more severe. (Participant 1)

Furthermore, Participant 5, stated that through her inpatient experience she noticed the indifference
of the nurses regarding her care and said that nurses were only involved in typical tasks, such as
measuring blood glucose.

They are typically involved only in measuring. Usually, I am admitted to the hospital because of
ketoacidosis. When this happens, I vomit. When this happens, I would like someone to take the dirty
vomiting bowl and bring me a new one. I saw some indifference. The indifference of the people.
(Participant 5)

4.9. Lack of Nurses’ Autonomy

One important finding that participants mentioned was that nurses did not have the autonomy to
take responsibility for their patients. Participant 8 clearly stated that:

Nurses do not take responsibility. They do not take responsibility to tell you whether you will reduce
or increase your insulin. (Participant 8)

Participant 10 added that it was a problem that nurses were afraid to take responsibility, and she
described her friends’ experience with a nurse who did not take the responsibility to provide him with
the necessary equipment for his insulin pump:

Another problem is the nurses’ fear of responsibility. It’s not my own experience, but a friend of mine
who has a pump and he had to pick up some sensors from the hospital. They told him that they did not
have any. My friend stayed there and pushed them to give some to him, so the nurse went down to the
warehouse with my friend and they found two boxes filled with sensors. The nurse who was with him
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still did not give him the sensors and disagreed. In the end, the nurse had to ask three doctors to take
the responsibility and give the sensors to my friend. The nurse could not make a decision on his own.
(Participant 10)

Participant 12 also said that nurses relied on physicians and that they did not “dare” take
responsibilities on their own:

They have specific instructions to follow. They will not go into the process of thinking about doing
something on their own. For example, I’ve had high levels of sugar for three days and they didn’t go to
the trouble of thinking about me needing anything else. They would not dare to find a doctor and ask
him or to suggest to him something else. (Participant 12)

4.10. Focus on Physicians’ Roles

Participants experienced different emotions when they referred to nursing care. Most of the
participants claimed that they trusted and relied on their physicians, while sometimes it was apparent
that they undervalued nurses’ competence.

However, there was variation in participants’ views and experiences. More specifically, a
participant from the focus group affirmed that diabetes care was a personal issue and that each patient
knew better about his disease than health professionals. Therefore, this participant thought there was
no need to pay any attention to the nurse but to pay some attention to the doctor whenever it was
needed. More specifically, a patient explained,

I do not believe that you need doctors to support you or nurses to explain to you, I will not get support
either from the doctor or the nurse or anyone... after 3, 4, [or] 5 years, you have to be your doctor... I
think you should not even count on the nurse. You only count on the doctor up to a point. (Focus
Group 1)

Another participant from a focus group emphasised that physicians were available and trustworthy.
They were there any time a patient needed them and they knew more, while the nurses relied on
physicians’ orders:

But the doctor is there at all times. It happened when I was measuring my glucose level and it was
200, and I told the nurse that is only 4 o’clock, what will happen until 6 o’clock when my meal will
come? And the nurse did not know, so she called the doctor. They do not know how to deal with us.
But the doctor is there. The doctor will tell her what she has to do. (Focus group 1)

The above views were further supported by participants who had one-to-one interviews. They
said that they trusted their physicians more because doctors had greater knowledge than nurses, and
that nurses needed more education in order to make them feel safe. For example, when Participant 1
was asked why she trusted her physician more, she replied:

Because I know that the doctor will know more things. That is what I believe . . . I believe that nurses
need to continue their education, especially in diseases like that, so that he can come to help me.
(Participant 1)

Participant 9 agreed with that opinion in saying that she would have accepted advice from a nurse
but she felt she could trust her physician more.

In support, Participant 6 also said that he did not trust nurses’ knowledge specifically about
pump insulin, and he preferred specialist physicians to educate him because of the greater knowledge
they have.

I believe that doctors specialized in diabetes have more knowledge in this area. Especially for the
pump—I would not trust a nurse to regulate it. (Participant 6)
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Participant 2 also trusted that physicians knew more and regarded them as the most appropriate
professional to guide them. He believed that nurses could give him general information regarding
diabetes but the responsibility for his medication clearly belonged to his physician. This opinion
had been cultivated since he was a child. He viewed the nurse’s role as simply to perform the more
technical actions.

For example, the nurse might also tell me that diabetes is a way of life and that it is a pancreatic
insufficiency. I don’t need a doctor to tell me this. However, as far as the issue is concerned about
how to regulate my insulin units, the doctor has the responsibility because he is more qualified.
(Participant 2)

From an early age, I was told that the doctor knows better. My parents told me that the doctor is the
right person to guide me. Based on this reasoning I never asked for anything from the nurses. My
nurses just changed the IV fluids and asked if I felt well. (Participant 2)

The same view was shared by Participant 10, who said that, based on her friends’ experiences, she
did not trust nurses in the state hospitals as they did not give the proper attention to their patients.
Furthermore, she stated that she trusted physicians more because nurses’ education was limited in
comparison to doctors:

I don’t trust the state hospitals ever since I was diagnosed with diabetes. I would not trust to have
an operation and stay there. And from the things I hear from acquaintances and friends who have
diabetes and have had to be hospitalized, I have no trust [in the hospitals]. They will not give me the
attention they need to give me. (Participant 10)

When she was asked if she would accept any suggestions about her medications from the nurses,
she clearly stated:

Participant 10: I do not know if I think it’s right . . . I would not listen to the nurse but I would listen
to the doctor . . . Nurses do not inspire me to trust them . . . Interviewer: Why?

Participant 10: Because you know that the doctor who will tell you what to do studied endocrinology
and it is his subject.

Participant 8 also regarded physicians as the only source for getting advice and information
regarding his medications, while he did not trust nurses because they were not physicians. When
he was asked whether the nurses could undertake this role, he stated that nurses did not have any
responsibility to advise about their medications and this was the physician’s job.

Interviewer: Would you accept a nurse telling you to reduce or increase your insulin?

Participant 8: No, I do not trust him. He is not a doctor. The nurses are doing what the doctor tells
them. The nurse has another job.

Interviewer: Can you see any other professional other than the doctor to have a role in your diabetes care?

Participant 8: Nobody else. For example, now that my sugar levels are low, the doctor can tell me to
reduce the insulin units. Unless the doctor tells me, no one else can.

Interviewer: What is the nurse’s job?

Participant 8: Treat the sick. Not to prescribe drugs. This is his job.

A range of barriers was reported by our participants. Interestingly, none of the people with
diabetes referred to any facilitator for diabetes care. However, a range of barriers was reported, which
is of great concern, since this can have adverse effects on patients’ outcomes. In the following chapter,
there will be an extensive discussion about all the results of the current study.
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5. Discussion

Several barriers were identified by our participants in the provision of diabetes care by nurses in
the hospital setting. The lack of resources was well documented in the literature in previous studies, in
both developed and developing countries, and our findings add to the evidence. The findings of our
study are in line with those of studies carried out previously [30–32]. Diabetes is a complex disease
that requires specific medicines and equipment, such as insulin, pens, syringes, and pumps, and as the
technology is constantly being updated, it can be seen that the lack of resources in diabetes care is
still a barrier, according to studies published in both developed and developing countries. However,
we consider the lack of resources to be related to the lack of time, mainly because both are factors
that lead to patients missing care. For example, a study conducted by Rivaz et al. [33] found that the
participants acknowledged the physical resources, such as sufficient and modern equipment in the
workplace, as the facilitators of care and medical processes. Participants indicated the lack of sufficient
equipment as a significant obstacle that negatively affected their work because they sometimes had to
miss important care activities or they were delayed in delivering care, and this resulted in emotional
pressures. Blackman et al. [34] also reported that inadequate physical resources and equipment predict
missed care, while the accessibility of adequate contemporary equipment has a significant impact in
enabling care delivery, decreasing stress levels, and improving patient satisfaction.

This can be considered a healthcare system issue because many countries, including Cyprus,
are currently dealing with financial constraints, and our participants also indicated that it is the
government’s responsibility because of the financial restrictions. Adding to this, Williams et al. [20]
confirmed that lack of money for equipment affects quality of care, and they explained that the
importance of “priority setting” is to decide at various system levels how to distribute limited funds to
certain groups of patients and available treatments. Therefore, it is important that decision makers at
all levels understand that “priority setting” and lack of resources are issues that lead to several other
negative outcomes and that they address this scarcity in order to improve both nurses’ efficiency as
well as patient outcomes.

Furthermore, our participants referred to the lack of diabetes specialist nurses in the belief that the
development of this role could amend the situation because of their expert knowledge. However, their
roles and work settings differ among countries, with some of the countries having them available only
in the primary settings. Therefore, the care provided in inpatient services by non-specialized nurses
who do not have adequate knowledge is still questionable since there are non-universal and announced
measures for dealing with this issue. This is supported by the next concern of our participant, who
referred to the misleading information provided by nurses. The provision of misleading information
to patients can be from the lack of knowledge by nurses or from outdated knowledge. However, no
research was found in the literature to study or support this finding.

Our participants also referred to the lack of empathy by nurses, which was well documented
and explored in the literature. Empathy is a prosocial behaviour that is beneficial to others and is
fundamental to ethical nursing practice [35]. However, Jefferey [36] argued that there is currently a
problem in the balance between the scientific–technical and psychosocial elements of patient care,
and that the reasons behind the lack compassion are the fatigue, overwork, excess demand, lack of
continuity, and a failure to see patients as a fellow human beings despite their illness. In the literature,
the most reported reason for lack of empathy from health professionals was burnout [35]. More
specifically, studies reported that nurses who experienced burnout could not show empathy to their
patients during nursing activities, and this could affect negatively the quality of care [37,38]. This
was strongly related with the participants’ responses in relation to the lack of available time from
nurses. Since nurses are struggling in overcrowded hospitals and do not have sufficient time to provide
support to patients, this can result in nurses experiencing burnout and, consequently, in a lack of
compassionate care.

Another correlated factor that can inhibit the role of the nurses in diabetes care is the “lack of
autonomy” in their profession, and this was identified by several participants. Over the past 50 years,
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there have been several studies exploring the value of autonomy in the nursing profession. Our findings
do not support the evidence in the literature, which found that approximately 60.4% of non-nursing
health workers [39] versus only 6.7% of nurses [40] considered that a nurse has professional autonomy,
which is alarming [39].

Autonomy allows nurses to make clinical decisions and exercise judgement about the care
provided to their patients, using their own professional knowledge [41–43]. Nurse autonomy should
be encouraged and allowed by the workplace, enabling nurses to make active decisions regardless
of individual characteristics [44]. The authority to make decisions can occur at three levels: clinical,
operational, and professional [41,43,45,46]. At the clinical level, nurses are allowed to make clinical
decisions about the type of care they will provide to their patients [41]. Job autonomy has to do with
the decisions nurses make in collaboration with the administrators. The autonomy at the professional
level refers to the mutual decisions that nurses make according to specific professional practices and
policies to guide them within an organization [44].

Literature on nurses’ autonomy showed evidence of job satisfaction as a result of autonomy, which
is an important element of the work environment that allows nurses to have better outcomes [46,47].
Furthermore, the literature provided evidence that nurses in settings that support nursing autonomy
express more satisfaction with their jobs, have lower rates of burnout, and are less likely to leave the
profession. Furthermore, nurses relate their ability to make autonomous decisions with better quality
of care and greater teamwork [48].

However, the literature revealed factors that limit the autonomy of the nurse in the hospital
environment that are consistent with other findings of our study. These factors include: the influence
of the physician on the work of the nurse; the deficiency of technical–scientific knowledge; physical
and emotional exhaustion from work overload; inadequate physical structure; scarcity of material;
compliance with medical orders; and the nurse’s dependence on the physician to perform some care
and/or action [49]. Therefore, one could argue that the views of our participants confirmed that
nurses lack autonomy, since most of these factors were also identified in our study. Furthermore, it
is interesting that the lack of autonomy in our nurses can negatively impact the quality of care for
patients as well as the nurses’ self-satisfaction.

Additionally, patients’ “lack of trust” in nurses was one of the most important findings that was
not consistent with the literature. For instance, our participants showed they value physicians’ roles
rather than nurses’, whereas in the literature, studies that estimated patients’ levels of trust in nurses
in other fields, and not specifically in diabetes care, indicated that nurses are highly trusted by patients.
This inconsistency between our findings and the wider literature might be due to the fact that the
medical profession has a privileged position in Cyprus society, while nurses do not. This confirmed
Loizous’ [50] findings that people with diabetes seem to rely to a great extent on their physicians not
only for their medications but also for psychological support. This is an interesting finding. Although
general trust in physicians plays a significant role in patient care, evidence in the global literature
showed that public and patients’ trust toward their medical profession has seemingly reduced [51].

However, the lack of trust in nurses from the patients’ perspective could be related to factors
previously reported. For example, some of the preconditions for the development of trust between
patients and nurses were things like nurses’ levels of education and time employed; nurses’ availability
and accessibility; their being adequately informed and communicated with respectfully; nurses’
technical or pedagogical competence; their experience and good bedside manner, continuity of service,
and holistic approach to caring [52]. Factors that hindered the development of trust in nurse–patient
relationships were things like lacking the necessary knowledge and skill to undertake nursing
procedures; using difficult scientific language; not understanding patients’ needs; depersonalising
the patient by not calling them by their names but by a room number or their diagnosis; avoiding
nursing care activities; and keeping a distance from patients. Factors that were related to their job, such
as lack of time, demanding workload, and absence of understanding [52], also undermined patients’
trust in nurses. Most of these factors were already identified as barriers to diabetes care in our study.
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Therefore, one could conclude that the nurse participants’ observations of a lack of trust from the
patients’ perspectives is reasonable and that it is a cycle with factors affecting each other.

6. Conclusions

Significant results were found in relation to the barriers to diabetes inpatient care. Crucially, the
findings demonstrate that all these factors can negatively affect the quality of care of inpatients with
diabetes, and that most of these factors are not only related to diabetes care but generally to all patients
who receive inpatient care. Interestingly, no participant reported any facilitators to his or her care,
which further affected the negative perceptions of the care received. No other studies have reported on
the inpatient diabetes care aspect, and the evidence generated in this study demonstrates an important
strength of the diabetes care nurses provide, which may also help alleviate the concerns expressed
by other healthcare professionals and groups of patients. Although beyond the scope of the current
study, future studies should also evaluate other aspects of diabetes inpatient services, such as doctors’
provision of care or the role of other health professionals involved in diabetes care, in order to have
additional data that would more comprehensively illustrate diabetes inpatient care, in general. Further
research can be conducted on the factors affecting people with diabetes, such as the data that patients
are more prone to trust doctors rather than nurses, which is opposed to other research evidence.
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