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prayerﬂ °

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




This study was designed to detsrmine the
nature und extent of knowlcdge of cause, prevention
and treatament of diabetes among diabetic patients.
It sought to relate their disbetic managexent skills
to knowledge, social ond educational status, cs well
ags attendance of disbetic association meetings.

The study was carried out at the Medical
Out-Patient Department, University College tospital,
ibadan and was limited to the clinic setting. In all
one hundred and fifty (150) mele and female, young
and old diabetic patients were studied, after a
pre-test on twenty (20) diabetic patients at .deozo
State Hospital, Ibadnan.

A case study design was eamployed. Detailed
information was obtained at one contact. Observazion
and interview using an anterview guide were used ‘or
data collection. The interview schedule wcre drawm
both in English language aend Yoruba (Foruba l:inguzge
being the medium of communication in tuie locZla ).
Patients interviewed were selected using systeaatic
randoa aasmpling wethod. g

Bagsed on the information gathered Zita =sre

presented in s dascriptive nanner ag e:o7: 16 =ngd
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ceBo gtudiaes. OChi-squured test (12) und 2 t:st
were ugsed to verify statigtical sassocimtion betwacn
varieblos.

Tho gox distribution of the respondents showed
the males to be S4% und remaies 46%. More tnan ons
third of tho rospondents were insulin - dependent.
Varioue oymptoms led respondents to secek care in the
hospltal, prominent among which wecre, excessive
urination, persigtent thirst, excessive eating and
loss of weight.

Since the onset of diabetes, the insulin-
1 dependent rospondents wero adnitted in the hogpital
i on the avorage of 1.27 times while the non-insgulin
dependents wero admictted on an avorage of 0.50 times.
With clinic appointmcnts, the insulin dependents had
| an average of .75 appointments whilc the non-insulin

| dependente had an aversasge of 4.25 appointxents within

a period of six months.

ireas where respondents had adoquate xnaxledCe

of the managenent of disbotes were identified. 'those

included kmowlodg= of diet for diobetics enda co:i:se-
quencos of adherence to the dietery regulation;
knowledge of the complications of dirbetes; tasting
urine for super; znd the insulin dependent ~r3vondenta

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Findings showsd chat respondents ccrplied wign _heir
clinic aprointments +nd ndhored to rccormaerded
gedication reginens.

Pindings from the study identified areas where
respondents were .leficient in_the knowledge of dipbotes.
These included knowledge of the causes of diabetcs;
knowledge of measuring insulin into the syringe and
knowledge of apgropriate insulin dosaege.

Because of probiems encountered respondents
received support fron their children, perentsg, apouse,
friends gnd rolatives, hospitul, socipol welfar+< and
the Church/Mosque.

Reapondents gtated that they had knowledge of
the presence of the heslth educator and dietitian
1 assignod to the dspartmont; that they counselled and
educated patients and mombers of their families on
the canagemont, and aokills for the care of diabetes., -

Por the improvoment of services respondents
I wanted the hospital to provide medication for diz%etos
i on regular basis and to improve the ed:cationasl
- programmes orgenized for peticnts. Respondents
wanted the Diasbetic si3socimation, to improve or <he
procedure it adopts to procurec medication for its

members a2nd to engure that other diabetic mnatlints
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vi.

becomc active members of the asgociaticn.
On the besis of the rindings and the conclusions
.ﬂqunirglewﬂnb reconoendationa were made with regpect

to the health education needs of idiabetic -aticents.
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CHAPTER ONE
INTRODUCTIOR
The obJective of WHO's programme of public
information and education for health is to encourage
people to want to be healthy, to know how to stay
healthy, to do what they can individually and
collec?ively to maintain health, and to seek help whena
needed (Levin, Katz, and Holst 1976). Werner (1983)
states that self-reliance and self-care from the family
to the national level are not only prime ingredients
but also are key determinants of "health for all®,
Self-reliance satisfies the need for identity, fulfil-
ment, and optimizing the human potential as a construc-
tive social resource. Levin (1981) clsims that through
selfcare, barriers to health care (accessibility,
gsocial distance) between professional and consumer
sre reduced.
The non-prolesaional construction of health and

health care (Levin 1981) defines salf-care as the first

level and most pervssive form of primary care. Self-care
encompasses activities related to health promotion,
disesse prevention, illness and injJury treatment,

chronic disease monagement and rehabilitation. 'S8slf-

csre is not an excluaive practice for anduetraliazed
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societies nor ig it further developament appropriate only

for countries with high literacy rates and high standards
of living. It is very such a part of traditionsl health

care, it is the dominent mode 0f healih care for most

ruls
of the world‘ahpuoplo in developing countrieas.

Studiee have ohown thaot as chronic diseases begin
to dominote the morbidity patterme in the developing
vorld 68 they do in the induatralised nationa, there is
a growing need to ahift the goale and atrantegiea of
medical intervention from cure to care {Levin 198l1).

Acoording to Brioger (1983) ocoping with chronio
diseeee conditions poaca s special herdahip for patienta.
Often the dioceas¢ conditions result in crisea snd early
denth due to poor snnncement. Many of the chronic
dieeann pationts osuffer from isolation, slionation,
dicoomfort, fear asnociated with the illness and are
| depondont on othere to sake heslth or illness related

decisions.

Pisbotea Mellitus, one of the chronic diseaso
conditions common among the middle oged and elderly than
the young, deveatating in either gsetting, is one of the
main oauees of activity limitstion and one orlche mogt
oommon chronic diceaseno. Although dinbeteo wao omong
the most ancient of recorded discsses, it continues to

be o medicsl and public health provlom of great magnitude
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because of its ev.r incresesing incidence and prevalence
all over the worl:/l, und the probability of individuals
eventually acquir.ng the disease increases with age.

According to the WHO (1985) the prevalence of
diabetesjmellitus in United States of America, South of
South America, Ivury Coast, is between S5 and 10%. In
Canada, USSR, Europe, South Africa, Australia and
Nigeria it ie betwveen 2 and 5%. According to Osuntokun
et al. (1971) out of the 200,000 patients seen and
treated in the various clinics in the University College
Hospital over a period of three years, the prevalence
of diabetes mellitus (in the hospital population U.C.H.
Ibedan) was 0.43%.

At the same hospital, the total number of diabetic

new out patients ecen during the Year 1983-1985 were:

Year Mele Pemale Total
1983 72 7% 145
1984 100 80 180
1985 95 69 164

The prevalence of diunVietes mellitua in the non-hospital
populations in Nigeriu haes not been determined
{Osuntokun et al. 1971).

According to wHO (1985) eduoation snd training of
diabetic patients end their families are the foundationa

of good diabetic theragiy. Areas of inastructions that

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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should be incorporited in the patient ¢ducation
programme should inciude basic concepts of diabetes

and i1ts control; principles of dietary management; urine
testing, its importance and interpretation; complica-
tions of diabetes; exercise; personal hygiene; use of
insulin/oral hyporlycaemic agent; the diabetic
association and its importance; and the psychological
and social aspects of the disease.

Educational programmes for diabetic patients can
be conducted at the physicians' office, health educntors'
office, or at the clinic and should be carried out
according to the nceda, intereot, abilities, knowledge
and understanding of the patients. Health instructions
can either be done individually or an groups, and should
employ a variety of teaching aids such as visual equip-
ment, demonstration, books, pamphlets to oetimulate
patient interost «nd acceptance.

¥ell planned patient education programmes improve
the psychological, and eocial wellbein; of the patienta.
With the paycholoisical woellbeing; this helps in.decreasing
fear of diabetes and ite complications; it improves

acceptance of dialetos snd batter perticipation by the

patient in the diabetic mrnagement thecapy.
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Social wellbeing: Adeguote educetion on diebeétes
decreases {ear o] dianbetes by patients; reduces times
absent from work or school; decreases sense of
isolation es the patient learns to adapt management to
his/her social nceds. Furthermore patient education
programmes encouriges diabetic patients to come together
to form groups for the purpose of identifying with

others with similar problems, share experiences, inform
public via the mc¢diu of their difficulties and solicit
for their support.

Here in Ibedun, patients with diabetes mellitus
utilizing the services of the Adeoyo Stete Hospital and
University Collegc llospital, heve formed diebetic
aseociations whero they meet regularly to discuss issues
of interest relating to their chronic condition. At the
University College Hospital, the present diabetic
association was lsunched in July 1982; the association
hed earlier been launched in 1971 but folded up because
of financial and pdminietretive misunderstanding emong
membera of the group.

On the evers;se about fifty (50) diebetic petienta
attend the U.C.H. disbetic easociation meetings regularly
and take mctive part in the ectivitice of the group.

The mesetings erc held every firat Monday of the month

while diebetic clinice ere held every Mondey. The
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'ﬁ_i,lth education unit at the medical outpatient
department is in cherge of organiting the activities
of the associsticn. The objective of the unit 1s to
provide diadbetic puticnts with the knowledge of the
nature of disdbetes unhd adequate akills for its
sanagezent,

Activities orennized for the pativnts include:
1) Realth talks on the dasic concepts of disbetes

esllitus and itg control, on clinic days and

during their monthly meatinga.

i) I=sdividual and group counselling involving
demcagtrationa on how to teet urine for asugsr,
how to record tha regult of the urine test in a
noteboox and the importance of dbringing notedbook
en clinie durn to mhow the doctor/the heaslth
educater.

1543 Patients are taught the sywptoms of hypo/hyper-
glycoenia mrd sust Lo do when aynptoms appesr.

Fetients ore stoouraged to kmow thelir drugs aad

tae 2aily diooage. Fatinets on Ingulin are taught
Bov 10 aterilise syTings snd Aeedle using familiar
Eitcias I"'ii sttt m" ere TAa. %t Lowe 10 BeABETS

inpuiin and w iajectianm Seshal que.

They are sactoures 1 L0 stlare LAGGILIE 45 & 404l saviree-

Beat, L8 & Fefris wavier geelemably or wadear ¢lay
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waterpot. They nre educated on the importance of

compliannce with medication and regular attendance at

ihe Counselling of the members of the family
of the pazient with childhood diabetes is also

accomplished,

clinic.

r Studies or management of diabetes have shown that
patients who &re 'ell informed about diabetes, develop
relevant skills, restrict dietary intake and mzintaic

appropriate body weight, will manage diabetes very

In the

l effectively (“hitman et al. 1985; WHO 198S5).
light of these, this study set out to determine whether

diabetic patients utilizing the services of the

University College rnospital Ibadan, have adcquate

knowledge of diabetes, as well as the skills aad

resources required for its aanagement and also Jeter—ine

factora t.at promote regular attendance at mee=1ngs

of tae Diahetic .szociation.

the digsertacion consiats of s8ix chaptera. The
first iv:s tue background to the prodblea being stutiad,
Chepter two reviews litersture on diadetes meliitus;

thegoretical framework (that i3 mpplicadle healh

sducszion shneorios 'pd nodela) that would Yo uasful Lin
interpretis, 24=« Issues involved in wnis atudy In l3p
sresunted; *rd gell-oare Iin neplth, OReptisr L aoe
cagcritivg -0 sEROdOLGeT G5 LA BhAY L) i h ‘

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




7

waterpot. They sre educated on the importance of

compliance with medication 2nd regular attendance at

clinic. The Counselling of the members of the family

of the pazient with childhood diabetes is also

accomplished,

Studies on management of diabetes have shown that
patients wno &re :ell informed about diabetes, develop
relevant skills, restrict dietary intake cnd maintain
appropriate body weight, will manage diabetes very
effectively ("hitman et al. 1985; WRO 1985). In the
light of thesc, this study set out to determine whether
diabetic patients utilizing the services of the
University College nospital Ibedan, have adcquzte
knowledge of diazbetes, as well as the skills and
Tesources required for its nanagement and also deterzine
factors tiat promote regular attendance at mee<inEs
of tne Diabetic association.

The dissertation consists of six chaopters. The
first gives tne background to the problem being stuz:2d.
Chapter two reviews litersture on disbetes fellictus;
theoretical framework (that is spplicable healzh
educstioc thueories =nd iodels) that would Be useful In
interpretiny some issues imnvolved in thls studz is lco
ssegonted; c=d self-core in feulth. OUntpter oree

-

degeribes = ~oiLhodoloizy of the study n Sorzs oo
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statement of the problem, scope and significance of
study, the objectives of the study, the resesrch design,
sampling procedure, instruments for data collection,

reliability and validity, methods adopted in analysing

the result and limitation of the study. Chapter four

gives an enalysis of the result, the organization of
the diabetic clinic, procedure at the pharmacy when
collecting medications; Diabetic clinic personnel (their
duties and function) patients perception of health care
providers; Investigator's observation of the patient -
provider interraction; and the organization of the
diabetic association at the University College Hospital,
I1badan. PFinally four case studies are illustrated,
Chapter five interprets the results with the aid
of health education models and theories and relate the
results to other relevant studies.
Chapter six highlights results and conclusione and

make specific recommendstions to aid improvement of

services.
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CHAPTER TWO

REVIEW OF LITERATURE

| NATURE AND EXTENT OF THE PROBLEM

Patients with chronic illness have many longterm
{ concerns about their future, prominent amongst which

are the loss of their customary social roles, maintaininf
their self esteem and their need to develop & new life
style (Viney 1984). In addition the diseases require
complex and expensive diagnostic technology to define
them, and the medical interventions which are available
serve primarily to maintain or preserve function
(8molensky, 1977 and Grant, 1981).

Problems experienced by patients with chronic
disease in general, and diabetes in particular sare:
i. Socio-culturzl 1ii. FEconomic iii. Physical and
iv. Psychological in natura.

i. Regarding Socio-cultural Problems: Diabetics
mgy suffoer from lack of gocisl support
especially from members of the family, from
doctors and other health care providers, also
unpleasant dietary resatriction may curtail
their socisl life. The belief that diabetes
is sexuslly tranamitted sometimea lead to
divorce among couples,

ii. The Economic Problems include high cost of

h inauli%nlc;A%ﬁ\;ﬂEMRmz%J&pic agents, oxpenses
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of recommended diet especislly for the lower
socio-economic class.

iii. Physicel problems include those that may involve

chronic complications such as degenerative

changes in the lens of the eye, blood vessels

of the retine, capilleries in the kidneys;

nerves leading to numbness and uncomfortable

peppery burning sensation in the hands and

I feet; sexual impotence, foot ulceration,
amputation of the foot. These in turn may lead
to expensive treatment and hospitalisation and
further alienate tkhem from the family.

iv. With Psychological problems these may involve
patients having difficulty in accepting that
diabetes is longterm disease requiring treatment
for life. Diabetics may be emberrassed about
their condition and are afraid that people
will treat them differently (EZntmscher and
Marks 1971; Brieger, 1983).

With increasing rise in chronic diseases particularly
disbetes, it hes become evident that acute caro or formal
health care for meintensnce is inadequate. Patients
reguire continuous, longterm watchful csre; and there
is a need for them to mssume a greater responsibility

for eelf-casre. According to Cluff (1981) chronic
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diseases as a whole are not confined to the elderly

population {65 years and above) alone, members of the

younger population (below 45 years) are equally affected.
Diabetes mellitus, a chronic disease 18 a syndrome
characterized by relative deficiency of the hormone
insulin produced by the gland pancreas, or because of the
presence of factors that oppose tbe action of insulin
(Campbell 1974; Watkin, 1985). Disbetas is also charac-
| terized by an abnormally high blood sugar (hyperglycaemia)
and the excretion of sugar in the urine. Since water
is required for the excretion, the volume of urine 1is
increased and at the same time the loss of water from
the body is accompanied by an increased loss of salta
(Griffiths 1974). The large amount of water lost makes
the patient thirsty and this i1s the direct cause of large
intake of water (Bloom 1975). As a result of glucose
being lost through urine, more celorie must be supplied
by excessive eating by the affected person (Horrobin 19%3).
Agsin because of the defect in carbohydrate metadolism in
the body resulting in dimbetes, the glucose reserves of
the body, thet is liver glycogen are rapidly lost. Sugar
is then made from tigesue protein resulting in logs of
weight by the individual. PFurthermsore, excessive
quantities of fet are metaboliaed resulting in the

formation of fetty escids which are lator converted into
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ketone bodies by the liver and released into the

circulation (Griffiths 1974). The ketone bodies consist
of acetone, acetoacetic acid and betahydroxybutyric acid
(Horrobin 1973).

Acetoacetic acid is formed in such large amounts
that it camnot be completely oxidized. It becomes
accumulated 1n the blood and tissues ond are responsible
for a condition of acidosis (causing deep rapid breathing)
end coma (Best and Taylor, 1970: and Griffiths, 1974).

Diabetes mellitus is classified into:

a. Insulin dependent diabetes mellitus (IDDM)
b. Non-insulin dependent diabetes mellitus (NIDDM)

G Malnutrition related diabetes mellitus (MRDi)

Insulin Devendent Diabetes Mellitus (IDDM) Tgve I

This usually develops during the first 40 years of
life in patients of normal or less than normal weight
(Macleod 1982). The insulin dependent diabetes mellitus
also known as type 1 diabetes is due to damage to and
eventual loss of the B - cells of the Pancreatic islets
of Langerhans with resulting loss of insulin production
(Watkin 1983)., This type of diabetes affects mostly
young boys ond girls and the sged. Patienta with type I
diabetes depead on insulin throughout life. Without
insulin life expectsncy is only a few months. Patients

are thin ond have the tendency to lapse into ketosis due
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to deficiency of insulin. Although type I diabetes is
not directly inherited, individuals may inherit a

predisposition (Watkin, 1983).

Non-insulin Dependent Diabetes Mellitus (NIDDM) or
Type 11 Disbetes

The non-insulin dependent disbetes mellitus secretes
insulin but the anti-insulin factors present in the body
prevent the insulin from being active. The RIDDM also
known as Type II is most frequently associated with
Obesity; end in women with the birth of large babies.
The NIDDM usually appears in middle aged or elderly
patients who are often obese and non-obese {(WHC, 1985).

Environmentsl factors that may unmask type II
diabetes include sedentary life style, dietary factors,
stress, urbanization and acculéuration (wHO 1985). 1In
many cases of type II diabetes, there are atrong genetic
components, or 8 strong family history of diabetes
(Watkin 1983). Hyperglycaemia cen be controlled by

dietary means alone or by oral hypoglyceemic agents and

diet (Weller and Boylen 1967).

Malnutrition Related Diabetes Mellitus (MRDNM)

According to the recent studies by WHO, (1285), this
is believed to occur in poor communities in tropical
developing countries. It is ¥kmown to affect lasrge nuaber

of young people causing chronic ill-health and early death.
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This new category of diabetes includes the variety of

types known in the past as tropical diabetes, pancreatic

diabetes, pancreatogenic diabetes, endocrine paencreatic
syndrome end ketosis - resistant diabetes of the young.
For example high intake of cyanide producing foods
(cassava and certain beans) combined with protein
malnutrition may cause damage to pancreatic islets and

lead to Malnutrition - related diabetes mellitus (MRDM).

Factors Contributing fo Diabetes Mellitus
They include the following:
i. Beredity - when one or both parents zre diabetic
the chences of the children developing diabetes

are increased.

ii. Age -~ Disbetes is principally a disease of the

middle aged -nd elderly. (Macleod, 1982).
i1a., Sex - Mmele to femalc ratio is 1: 2 in the older

age group (¥eller, 1967; Macleod, 1982). According
to Kinnear (1963) and Osuntokun (1971), statistics
from hospital population at University College
Hospital, Ibedan indicaete that more men are affected
than women slthough it hos been explained that in
Wigeria 88 in most parts of Africa, meles come to
hospital more readily then do feweles.

-

iv. Obesity - the predispoeing factor in middle age
diebetes ig Obesity.
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V. Socio - economic factors: There is a higher
prevalence of diabetes mellitus in lower income
families.

vi. Diet - overeating combined with under activity

also predispose the middle aged and elderly to
diabetes.

vii. Stress - physical injury or emotional disturbance
is sometimes suggested as the initial cause of the
disease,

viii. Others - A few and rare cases of diabetes occur as
a result of a recognisable pathological process or
secondary to the treatment of some other conditions
such 88:

i. Pancreatic disorders
ii. Disorders of the endocrine glaads
iii. Drug induced or chemical induced condivtion

(Adetuyibi, 1976; Macleod, 1982).

Famlliar Symptoms of Diabetes

Theae include severe thirst, excessive urinataon
| (polyurie), weight loss, weskness, tiredness, deterioreting
vision, foot ulceration, sugary urine attracting
interested population of anta, paina or cramps in the
fingers or toea, drowsineas, itching of the external
femele organa, itchy akin and coma (Adetuyibi, 1976;
Maclood, 1982; Watkin, 1983; WRO, 198%),
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Treatment of Diabetes Mellitus

The aims of treatment of diabetes include:

i. To preserve life and relieve symptoms.

ii. To achieve the best possible control of diabetes
with blood glucose concentrations maintained as
near normal as possibdle.

iii. To minimise complications.
iv. To attain and maintain an appropriate body weight.
v. To enable the patients have as normal a social
life as possible (lMacleod, 1982; wWatkin, 1983 and
WHO, 1985).
Control of diabetes can bte achieved by lowering blood
glucose using either
. diet alone
ii. diet and oral hypoglycaemic agents
iil. diet znd insulin
iv. Physicel exercase 1{f affected patient is obese.

Diet

The treatment for diabetes mellitus include sone
forn of dietary restriction for statisfactory control.
Some patients with non-insulin dependent diabetes
mellitus respond adequately to restricted food intake
and dietary advise combined with a program of increased
phyaical activity while othors may roquiro thoe addition

of oral hypoglyceemic agents to the diet (WHO, 198S).
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All the patients with insulin dependent diabetes
mellitus depend on diet and insulin. Dietary advise to
patients should be nutritionally adequate taking into
consideration the age, sex, actual weight in relation
to desirable weight, activity, occupation, culture,
education and economic status of each patient., The
advise should aim at maintaining as normal diet as
possible taking into account locally available foods,
habitual foods snd mealtimes of patients should be
retained. A list of foods grouped into four categories
should be given to each patient.
it Foods with high carbohydrate content which are to

be avoided altogether. Ixamples are sweets, cakes,
sweet beverages like ovaltine, palowime, "Garri",
"Eba”, "Lafun", "Foofoo" (all prepared from
Cassava/Mannihot).

ii. ?oods with 8 relatively low carbohydrate content
which are to be eaten in small quantity. Xxamplee
are Yam, Rice, Bread, Creamcreckers, Fruits, iilk,
“fmala™ (pr reparedrom yam/unriped plantsin).

iii. Noz-carbohydrate foode which may be eaten ss
deeired: exsmples are beans, unriped plantsin,
meat, fish, tea, coffee, vegetables, ©ggs, chicken,

soda water, tonic fentm, palmoil.
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iv. The total amount of fat should be restricted

because diabetic patients have an increased risk

of death from coronary heart disease. This may

be related to the amount of saturated fat in the
diet. It is therefore recommended that intake of
foods containing saturated fat should be limited
while polyunsaturated fat intake should be increased
| (Davidson et al 1975).

V. Alcohol consumption should be restricted. This is
- because beverages with low alcoholic content such
as beer and wine do ¢ontain considerable amounts of
carbohydrate snd add substantially to the day's
carbohydrate intake. For example a 12 ounce bottle
of beer contains about as much carbohydrate ss a
slice of bresd. Unsweetened bheverages with a high
alcoholic content such as whiskey, brandy, rum and
gin if taken in small quantities do not greatly

increase glycosuria (Krall and Joslin, 1971:

Macleod, 1982 and WHO, 1985).

Oral Eypoglyceam:ic Agents and Diet

A nurber of drugs are effective in reducing hyper-
glycsemia in pastienta who would otherwise regquire ingulin.
These include:

i. Cblopropamide or Diabenese

4d4i. Dsonil or Glibenclazmide

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




19.

These are usuallyY administered once a day and they

help to stimulate the pancreas to produce more insulin

(Adetuyibr, 1976; Macleod, 1982). tetformin or
glucophage act for much shorter periods and so are
usually administered twice or thrice daily (wHO, 1985).
Diamicron or gliclazide (also an hypoglycaemic agent)
prevents blood vessel damage. 1In addition to the above
named oral hypoglycaemic agents patients are expected

I to adhere to the recommended foods written under the

section for diet.

‘ Insulin and Diet

] Two types of insulin are used in the treatment of
diabetes mellitus namely the soluble or regular insulin
and the long acting, slowly released insulin (Adetuyibi,
1976). Insulin is injected under the skin. The most
convenient sites for injection are, the sides of cthe
thighs, the upper arms, the lower abdomen (belly) and
the upper outer eurfaces of the buttocks. The insulin
dependent diabetics in addition are expected to keep to

the foods generelly recommended for diabetic petients,

(S8ee Beoction under diet).

Exercise
Planned physical activity according to the age of

the patient and physical stetus is considered e useful

pert of treatmentrformobeperdiabetice (Reitman, 19881),
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Fxercise muakea the muscle cells zore permeable to glucome
thus lowering blood glucoso levels snd eparing the beta

golle from overwork. It hus been shown to enhiunce

ineulin action in the body of patiente (Edington and
Edgerton, 1976; WHO, 1985).

Complications of Diabetes Mecllitua

Progreoeive demage to the blood veosals and nerves
esre responoible for the major complications of diabetes.

These complicotions aay be grouped under

% Short-term or Acute

b. LlLongters or Chronic Complications (Adetuyibi, 1976).

o) Shorterm (Acute) complications include recurrent
infectione such ee crope of boils, urinsry tract
infection, cheat infection, and impairment of
consciousneee (coma) may be associsted with severes
uncontrolled diabetes (Adetuyibi, 197&).

b) Chronic (Longterm) complications involve degenerative
changes in the lens of the eye (cataraot). Degene-
rative ohanges in blood vessels of the retina,
(retinopathy). Degenerative chonges in the
copillaries in the kidney - (nephropathy). Degecne-
rative changes xin the nerves (neuropathy) leading

to numdness and uncomfortable peppery burning or

tingling senaation in the hands and feet. Changee
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rogulting in sexual impotence, disorders of function
of the urinary bladder, and the rectum whose nerve
supply may be affected. Other complications include

Hypertension, Atherosclerosis, chronic foot

ulceration, gangrene (death of a tissue) which may

necessitate its surgical removal, and growth

retardation in children,

Inspite of the shortened life expectancy, especially
in diabetes diagnosed early in life, a number of these
patients survive for forty to fifty years after the onset
{Marble et al 1971). Pactors associated with this
lLongevity include low prevalence of manifestations of
atherosclerosis, kidney disease, low insulin dose and
self-care regimen necesssry for diabetic patients to
observe.

Recent studies on diabetic management have focussed
on the further purification of insulins for control of
diabetes end the use of insulin infusion pumps with the
hope that it will be of wide spread benefit. Most
importantly the ability of diabetic patients to measure
their blood glucose, and the need for improved efforts

to educate people with diabetes is being considered
(ward 1984).
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Conceptual Framework

Some health education theories and models that would
be appllied in explaining management of diabetes by
diabetic patients are presented. These are lLawrence

Green's behavoural antecedent model; the health belief

model; Herbert C Kelman theory of compliance; Indenti-
fication and Internalization; Carl Rogers theory base
for influencing change; Abraham H Maslow hierarchy of
needs; and Kurt Lewin's force -~ field theory.

¥~ According to Lawrence Green (Ross & Mico 1980),
three factors have potential {or affecting health
behaviour: predisposing, enabling and reinforcing factors.
With diabetes mellitus in mind, predisposing factors
are the patient's Xnowledge of diabetes, hie beliefs,
attitudes, values, feelings and perceptions of diabetes
that may facilitate or hinder personal motivation for
change. EInabling factors ere the resources that may
facilitate or inhibit action; money (to purchase insulin,
diebetic drugs), time, transport, skill (required to test
urine or give self ingulin), facilities, community
resources. Enabling factors allow a motivation or
aepiration to be realized. Reinforcing factors are the
behaviours, attitudes and beliefs of significant others
(friends, family, co-workers, peers, health workers)

the result of which mey either encourage or discourage -

"
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The second model 1s the health belief model

(Kasl & Cobb 1966) which is essentially a model for

preventive actions snd analysis an individual's motivation

to act, as a function of the expectancy of goal attain-

ment. It considers.,

1. The individual's psychological readiness, based
upon cultural perception of causation, stigma to
take action relative to a paerticular health
condition (a diabetic going to the hospital to seek
treatment {rom the doctor with respect to his
condition), which is determined by both the person's
perceived vulnerability to a particular condition
(i.e. continued polyuria, polydipsia, and polyphegia)
and by his perception of severity of the consequences
of contracting the condition (coma or early health),

2. The individual's evaluation of the advocated health
action (keeping to diet regimen; buying and keeping
to diabetic medication regimen; testing urine and
regular attendance at the clinic) in terms of its
feasibility (i.e. his estimate of the action'sa
potential benefits in reducing actual or perceived
susceptibility and/or severity weighed against his
perceptiona of psychological and other "“barriers"
or "costs" of the proposed action Emoney spent in

buying disdbetic medication, psociael separation f{rom
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family, foregoing other social activities and

commi ttments ).

Furthermore, a stimulus either 'internal' (perception of
bodily states or diabetic symptoms éi.e. present body
weight compared to supposed ideal body welght, dizziness,
blurred vision } or 'external' (interpersonal interactions,
massmedia, communication, personal knowledge of someone
affected by the condition,g examples books reasd on
diabetes, other diabetic patients met at the clinicg)

must occur to trigger the appropriate health behaviour,
this is termed the “cue to action."

\* The health belief model which has recently been
revised to include gencral health motivation, distinguishes
illness behaviour esd sick-role behaviour from health
behaviour (Ross and Kico 1980). According to them health
behaviour is any activity undertaken by persons who
believe themselves to be heslthy for the purpose of
detecting snd preventing disease in any asymptomatic
stage. (In some ways management of chroric illness
approaches health behaviour, this is because when
diabetes is controlled diabetics are healthy).

Illness behaviour is defined as any activity under-
taken by persons who feel 111 to discover what is wrong
and what can be done about it. while sick-role behavaour

is any activity undertaken by persons who consider
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themselves to be ill for the purpose of getting well
(this applies to behaviours diasbetics took when they

went to the hospital to seek care and adhered to

recommended regimen

The sick-role behaviour tends to involve longer
contact with a health professional; or with a treatment
setting, and a partial or total withdrawal from one's
usual aocial roles gnd obligations (diabetics restricting
their eating habits and curtailing some of their social
activities). Purthermore with sick-role behaviour,
individual has to stay in treatment and comply with
treatment regimen in order to bring about reduction in
risk or symptoms. Using diabetes as an example the sick-~
role behaviours in this case applies to behaviours that
would be expected of chronic illness patients.

With behaviour related to chronic illness, this
deals with seeking medical attention in the presence of
symptoms, especielly referral behaviour (i.e. "new"
; signs and symptoms revealed at examinsticn); it deals
with cogppliance with medical regimen; staying in treatment;
and modification of life style habits to reduce risk.
X Another theory of attitude change that would also
be used in oxplaining management of diebetes by the
patients is Herbert C RKelman processes of social change:

Compliance, IdentifisationygmhdyEnternalization
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(Kelman, 1961). Kelwan's theory is said to be social

influence arising f{rom persugsive communication.

Compliance is said to occur wher. a person accept

influence {rom &nother person or group because he hopes

to achieve a favourable reaction from the other. With

compliance a person adopts a change not because he

believes in it but because he hopes to achieve something

positive (this relates more to sick-~role behaviour).

For example attaining some specific reward or avoiding

certain specific punishments. Initially diabetics may

adopt recommended behaviours because they wish to
control polyuria, polydipsia, polyphagia.

I dentification: this 1s said fo occur when an

individual adopts a behaviour derived from anotier person
or a group because trLis behaviour is associated with a
satisfying self defining relationship to this person or

group {diabetics adopt behaviours of respected and

admired diebetic patients).

internalization occursgs when individual accepts

influence because the induced behaviour is congruent with

or homophilous with his value system. The content of the

induced behaviour is imntrinsically rewarding and he

adopts because he finds it useful for the solution of a
pProdvlem.

|| AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




27.

Behaviour sdopted in this fashion tends to be integrated
with the individusl'a existing values. With inter-
nelization diabetice asdopta recommended behsviours
because® they find it useful in controlling diabetic
syonptoms. Diabetics accepts influence because the
: recommeénded bohaviours are congruent with their value
system. Behaviours adopted due to internalization
are long lasting.
Carl Rogers ( Roas and ¥ico 1980) offers a theory
baaa for influencing change at the individual level.
"Self" he states refers te how the individual perceive
themselves in terms of 'identity' ‘eateem® and ‘offective-
ness' or in terms of ‘'knowing’' ‘doing', ‘achieving' and
‘being'. It includes how they interpret experiences and
events, snd bow experiences are reinforced or changed,
how individual develop consistency and continuity of
purpose (once diabetes is dagnosed diabetic patients
heve to redefine their idea of self and what they are/
will be capable of doing). Rogers belicvs that the
individual's personality develops Ifrom ‘'experience' (the
experience that adhering to disbetic medication and diet
| would lead to control of diabetic symptoms), and this he
defines as everything thst is accessible to the orgsnism's

awereness (knowledge of cause, treatment, management of
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diabetes; learned skills in giving self insulin, and

testing urine). Rogers believes that individuals

naturally tend to move towards growth and wholeness so
that when their ambiguous experiences are clarified for

them, they will choose a path towards self maintenance,

self enhancement and self-actualazation,

Abraham H. Maslow {Ross & Mico 1980) hierarchy of
needs and theory of self actualization developed two
kinds of needs namely:
1°% Basic needs which relate to survival, and include
life sustainers such as food, water, oxygen, slaep
satisfying sexual stress (problem of polyuria,
polydipsia, polyphagia normally force diabetics to

seek care in the hospital).

ii. MHeta-needs: These ere abstract needs; such es

goodness, beauty, justice, order, unity (examples
of meta-needs problems which force diabetics to

seek care in the hospital include weakness, loss
of weight which in our ligerian envirooment has

social implication. That is the big man socially

is expected to be of comparable physical proportions

(Osuntokun, 1971; Adetuyidbi, 1976),

The basic needs teke precedence over the mate-neceds
and must be met before en individual cen feel fulfilled.

Selfl actualization stresses the development of inherited
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potentials placing great emphasis on the need for an

appropriate environment to provide the opportunity for

these potentials to express themselves. Individuals

establish a satisfactory relationship with the environ-

ment as they steadily advonce towards meeting their

needs. With self actualization, there is need for

respect, identification to be like the other person or
group.

The sixth theory is Kurt Lewin'‘s (Ross & Mico 1980)

force - field analysis, which is epplied to an under-

standing of group bchaviour. Lewin suggest that the

ongoing forces within a group situation influences

individual behaviour. That behaviour is a result of

two sets of forces which are working constantly against

agch other either in the individual or in the inter-

dependent situation. Change forces produce pressure to

move toward a desired goal; resisting forces produce

Pressure to resist the driving forces.
That at any point in time a person's behaviour is

a joint function of his own desires, goals and abilities

and pressures, constraints the person perceives in the

environment. With respect to diabdetes, patients desiros,

goals, abilities may be identified as the wish to control

symptoms of disbetes; become well agsin, the skills he

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




30.

leearned thst would enable him give self insulin at home

and test urine to detect sugar. Pressures, constraints

mey be identified to be lack of funds to purchase

recommended medication.

Lewin explains further, that when driving forces

are strong and resisting forces weak, behaviour will be

toward sttaining the goal. When driving forces are weak

and restraining forces strong, behaviour towaerd gosel

ettainment will be blocked. When driving and restraining

forces have equsel weight, the individual or situstion
becomes immobilized end no ection 1s possible. Lewin's
unfreezing-to-refreezing theory covers fivs phases of

learning 2:nd chenge: unfreezing, problem diagnosis, gosl

setting, new behaviour and refreezing.

Lewin (Sampson & Mertbes, 1977) in his group process
enalysis stetes thet individual attitudes and habits do
not exist in isolation but rather are related to the
attitudes and habits of significent groups to which a
person belongs (e.g. the Disbetic Association)}. That
when behaviours of individuels fit with the norms esnd
guidelines of the group to which they belong/diabetic
association) they are rewnArded with acceptance and s sense

of shaering a common view of thinga (for example members
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meeting regularly to discuss better ways to msnage

diabetas; look for avenuas for government and social

| organization to assist diagbetic patients).

Diabetic Core

There is need for health care services to be planncd

for diadbetics in every community. Pertinent to this

plenning and provision of the health services is the need
to teke into account the behavioural, environmental,
social, political factors as well as the ecopomic
structures of the community - behavioural factors with
respect to the knowledge, beliefs, attitudes of the
people in the comrcupity; environmental factors with
respect to the climate of the coamazunity; sociasl factors

wbich include education, tronspert, commuaication,
health services avsilable in the community.

Politicael factors include power distridbution in the
co==unity, interest groups and religion.

Zconogic structures in terms of induetrisg aveilabdble in
the community that bring in financiel resources to tbe

community.

Diabetic control programmes at tlie community lavel
Baould smphsocize care 8t the following lovels.
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l. Bealth promotion and prevention
Qe Prompt treatment

g, Rehabilitation
Health Promotion and Prevention

Under this level, care should emphasize.

a. Identification of high risk factors in the
compunity and provision of public health
education aimed at prevention.

b. Prevention of diabetic complications.

C. Opportunities for educating members of the
cocmunity on nature and ceuses of diabetes.

d.

continous education of professional health
care providers.
ii, Prowmpt treatment

G This level «ill involve early diagnosis of

diabetes and treatment.

b. £arly recopnition and treatment of complications

of diasbetes.
iii. Rehabilitstion will invoive health education of
diabetic patients and family members on self{-~care
ssnagefent of disbetes at home, school, work place
and during eeergencies (wHO, 1985).
The comseunity cortrol prograsmes for the diabetics

could utilize primary heslth care approach which would

involve i) ¥anagement of diabetes by the patients (self-
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(that is care of diabetics at school, snd work place).

In the control programmes f{or diabetic patients, the
primary health care approach will emphasize the three
levels of care already mentioned above {(WHO 1985).

Self-Casre

According to Fonaroff and Levin (1977), care of
chronic diseases requires a high proportion of lay

(individual and family) care relative to professional

care. From the report of a scientific consultation on

Health Education in self-care possibilities and
limitation (1983), Self-Care in health refers to the
activities individuals, families, snd communities under-
take with the intention of enhancing health, preventing
disease, limiting illness, and restoring health. These

sctivities sre derived from knowledge and skills from

the pool of both professionel and lay experiences, They

are undertoken by lay people on their own bsh4lf, either
seperately or in particular collaboration with profes-
sionals. Yomaroff end Ievin (1977) claim self-care to
be as 0ld &8s human history, although some societies may
have sasigned severil functions to specialized comzunity
resources (like physicisns ond nuroes), individuals and

families gtill self edminister wost of their heslth and

medicel care.
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According to Levin {(1980) the orientation in self-
care hss always been and continues to be lowering of

dependency on the health care provider. <The objective

of self-~care practice in chronic disease is focussed on
*ts role in the reduction and control of disability and

dependency on the physician snd other health care

providers. It provides opportunities for lay persons to

develop self-~care skills and the relevance of keeping to

the self-care skills regimen (Levin et al 1976). With

diabetes mellitus, patients who learnt and practised the
relevant skills of injecting themselves with insulin,
testing urine to detect glucose, engsge in regular
physical activities would alao héve learnt to depend on

themselves for control of their chronic condition and

less on the health care providers.

To maintain active productive lifo end avoid

complications, diabetics must adhere to the following

self-care regioen.
- B Wfeight control.

ii. Daily attention to dietsry regulation.

iii. Urine end/or blood testing to detect levels of

glucose and mointaining & perasonsl medical record
for urine/blood test results.
iv. £Skin and foot cars; 3hoes should be worn outgide

the houamse always.
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V. Plenned physical exercise for patients who require
them. Such exercises should include: riding
bicycle, swimming, running, jogging end reclining
(Wweller and Boylan 1967).

vi. Give self insulin injection before mesls and
meals should not be delayed for long after wards.

Vii. Oral hypoglycaemic agents for non-insulin dependent
diabetics who require them.

viii. Join diabetic association and participate actively
in their activities.

ix. Diabetics should carry identity cards with them at
all times steting name, address, nature and dose
of their insulin or orel hypoglycaemic agents.

-4

Le2rn the symptoms of hypoglycaemia and hyper-
glycaemia and what to do when symptoms appesar.
Self-care regimen should be meinteined regerdless

of presence or absence of diabetic symptoms (Green & Roter
1976; Macleod, 1982).

Educating Patients with Disbetes Mellitus

llew advancesa for ths control of disbetes mecllitus

are of limited velue if patients do not understand what

it is 8ll about. The knowledge patients have about their

condition and attitudes of health care providerg gare

important festures in the management of diabetes
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{Ward 1984). According to the Joint Committee on

Health Education Terminology (1273), patient education
has been defined as "those health experience designed

to influence learning which occur as a person receives
preventive, diagnostic, therapeutic and/or rehabilitative
services, including experiences which arise from coping

with symptoms, referral to source of information,

preventive, diarnosis and care and contacts tith health

institutions, health personnel, family, and other

patients". The purpose of p»atient education eccording

to Levin (1980C) is to teach patients those ideas and
skills that will help them to cope with their immediate
medical problems and maintain health and avoid diseases.

The goal of patient education is voluntery behaviour

change, based on informed choice. Therafore members

of the health care team must be aware and supportive of

the rights of patients in making decisions about their

health and life styles.

Organizing Patient Education Programme

The purpose of patient education is not only to
provide patients with information and h&ve them under-
atand it, but also to change individual patient's

behaviour from acts that have o detrimental e¢ffect on
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health to those that are conducive to present and

future health,

Planned educational oxperiences provide opportunitie.
for active perticipation by the patient, enable hiam
understand alternative actions available at his disposal
based on the state of his health and the potential
consequences of ections taken. Educational programmes

i should encourage patients to essumc individual respon-

sibility as much as possible and learn to take actions

that will promote good health.

For successful implementation of the programme, the
patient educator should study the characteristics of the |
patients to enhance & successful patient education. .
Such characteristics should include the psychological end
demographic features of patients: the socio-econonic
status of the patients, their educational level, age,
sex, religion, merital status, work situation, social
obligations, the patients relevent experiences, and
attitude towards their condition. Also for effective
education, the patient educator need to take into eccount
the initisl knowledge of the patient with regoxrda to
his disease, 8ttitudes end skills of the patient and

members of the femily. These choracteristics enable the
psticent educator ;leteramine the learning needs that will
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be appropriate for each of the patient and the family
(Deeds, Herbert, Wwelle 1979).

The patient education programme should be composed
of the following:

i) Patient involvement in planning programme for

gself{-~care.

ii) Objectives of patient education programme.

iii) The patients' needs, interest, problems and
knowledge.
iv) Health instruction on cause and treatment of

diebetes,

v) Development of relevant skills and behaviours
for adequate control of diabetes by patients.
Methods and Materials in patient educatien,
vii) Follow-up visits to the hospital.

viii) Evaluation of the Programme,

i) Patient -~ involvement in Planning Prograswe for
Self-Care

The people for whom programme nre beiag
designed should take part in the planning from =he
beginning, chus ensuring planning with rather taap for
the people. The involvement of the people coctcermed
in planning ensures their cooperation end particips-
tion in all the progrsammes to be conaidered

(’i‘igla O and Keyes, ]AB;ﬁﬂ: blelﬂwﬁﬁﬁﬂﬂw’mligaoa) o
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- 1i) Objectives of Pctient Eudcation Frogramme

Por any Patient education programme to be
effective, it must be based on clear, attainable
objectives. Educators are advised to define
objectives in behavioural terms. Education objec-
tives are a guide to the selection of content,
learning opportunities, material resources and
teaching aids to mention a few (Tiglao and Keyes,
1958; Ademuwagun, 1970%).

iii) The Patients Reeds, Interest, Problems and
Knowledge

Planners of Patient education rrogrammes should
ensure that programmes they embark on focus on the
immediate health needs, interest and problems of
the patients. ¥Furthermore the patient educator needs
to deterzine the knowledge of the patient as well as
the family related to the patient's condition. This
aagesament helps the educator to determine the
learning needs of the patient (and the family)
(Ademuwagun, 1270*; Deeds, 1979).

iv) Health Instruction on Cause and Treatment_
of Diabetes

Patients need appropriate knowledge on the causges
and treatment of diabetes; hypo/hyperglycaemia, their

characteristics end how they manifest; the iuplicatiOn
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of each condition has {or health, for instance
patients should know that doing nothing during a

hypoglycaemia episode can lead to coma and deach

(Strowing 1982),

The diabetic patient needs information on what
to do about control of diabetes and how to do it. He
needs to know types of food to eat, how to measure
the gquantity of food, determine the number of calorie
in each quantity; should know and understand reasons
for controlling diet, and the rationale for each
self-care behaviour; the need to maintain normal
level of glucose in blood/urine; know what to do
when hyperglyjcaemia reappears, kmow what is responsible
and avoid its reoccurrence,

Patients should understand the complications that
may result if hyperglycaemia is not controlled. That
for a satisfactory self-care behaviour, patients
need relevant motor nnd congnitive skills. Informa-
tion presented to patients regarding diabetes and
self-care behaviour, should be rehearsed meontal)y

by patients so as to ensure retention.

V) Development of Relevant Skills and Behawiours
for Control of Diabetes by Patients

The relevant skills and behaviours for diabetics
have been discugsed under self-care on pages.

53 r— z 5 AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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vi) [letnasds znd Materizls in Patient Education

Equally importint is tne need to congider the
m=terials and methods of instruction. The planner
should plan for a veriety of methods, since no single
educational intexvention cen have a lasting effect
on health behaviour. Methods should include
individual instruction, individual counselling,
group teaching, film, use of hendouts, posters etc.
With the individual instruction/counselling emphasis
should be on the specific needs, aapirations,

problems of the patient {(Cronbach, 1957; Miller
1979).

vii) Pollow-up Visits to the Hospital

There is nced for patients to be educated on the
importance of follow-up visits to the hospitals.
Thig procedure helps in reducing broken appointments
for follow-up care, non-sdherance to recommended
regimen, unnecessary uae of ameérgency services
becsuse of reeppearance ol diabetic symptoms, and
unnecessery admissions for coaplication that could
have been prevented (Green, 1976).

viii) Ewalustion of the Progromame
Another important aspect of the pstient

education progremme is cereful planning for

evnluation. Zvaluation of_gatient education
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ogracnie should include investigation of how well

Lo,

¢ programme has met 1ts stated objectives;
systemstic review of data on patient behaviour
change On isgues such s

-_— Indices thst measure changes in knovledge.

Meajurg of day to day control of blood/ucrine
Zlucose value.

—  Pregquency of acute co=jlications.

—  Prequency of hompitaslization.

- ™ rase Of school snd work absentoelism.

= Fresent weight agdinst icenl weipght.

—~  Economic produactivity,

e Indices Deaguring patient asatiafaction can
aleo be used to evaluate programme (Graber

et sl 1977).

Behavicurs]l conditions that should be considered
___-__-_-———_———___

when Elnznigﬁ iatzrnt educsaticn programme
The followine coraizioms skould be taken iate

COrs1geration «Wes FitRRING piucational progranmes
for pmiiests fa7T affestive contrel of disleties.
o . Sslief
s byliel paris 13 AavEe avsnt Liemaslves,
the seif-care T N2 st 1ha dlanase car affest
thedy StTilete and the Jesiniens =3y Seke

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




1.

43,

regarding their problems. Patients should
believe that carrying out self-care behaviours
will lead to blood sugar control and may
decrease likelihood of longterm complications.
That self-cere will be helpful only when
patients believe thst they are competent to
cérry out the behaviours because perceiving
oneself ap incompetent mgy hinder one's
ability to carryout self-care,

Motivation

There 1s need to provide certain incentives
to patients for satisfactory self-care behaviours.
Motivation cen either be internal or external.
Internal or self induced incentives include
patient knowledge of diabetes, patient attributing
satisfactory performance of self care behaviour
to their own efforts. External incentivee include
members of the family, health care providers
and significent others, who aleo have knowledge
of diabetes end the required self-care behaviours.
Participgtion by mombore of the family in the
patient education pregrammes help in enhancing

self-care behaviours.
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Self{-satisfaction is contingent upon
achievement of goals, #s & result setting of
goals and achieving such goals hsve a motiva-
tional function. Patient educators should
assist patients to set their goals; assist
theo determine behaviours that would lead to
achievement of the set goals; assist them in
@measuring success or failure of their action
Which will a1n turn help them recognize the
consequences of their action,

iii, Stiguna

Thig is defined as a social discrepancy
between virtual and actual social identity
(Goffman 1963). BSick people especially those
with chronic diseases feel stigmatized by their
disease, are embarrasad about having it, and
are afraid that others will find out and troeat
them differently. Patient educetors when
designing patient education progrommes should
take 1nto consideration not only the medicel
sgspects of a disessa, but slso the patient
gself-egsteem and pgsychological status. One way
of achieving this, is the need for meambers of

the family of petients to be included in patient
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education prograumes to help them understand the

physicel malady and its effects, and develop produc-
tive ways of dealing with it and supporting the

patient (Walsh, 1982).

Coppliance with Management Regimen

Compliance with a prescribed treatment regimen

is an essential aspect of the control of many diseases
and disabilaties. Major variables affecting
compliance includet
i. Characteristics of Patient
According to Green and Roter (1976) age has
gone association predictive of compliance; that
the older the age at onset of diabetes the greater
the compliance. Shroeder, (1973); Rosenzweig and
Folman, (1974) suggested that patients who do not
adhere to medication regimen are the young, the
less educated, snd those that belong to the
lower socio-economic clooa. Carpenter and Davis
(1976) alao suggested that diabetica who have
the support of a8 apouse, reported greater
compliance with medication regimen than did
unparried patients,
King (1962) suggested that the culture the

patient ie born into impocea a great influence

on the patient™18¥°"HEttET 6 "Wofse; that he
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sees, feels znd does things from the perspective
of his own cultural background. According to
adewuwagun (1972) the personal beliefs, family
responsibility, 1nflue:.ce of reference group
eare other variables affecting compliance to
treatment regimen.
Characteristics of the Regimen

Studies have shown that the type of regimen
a patient is asked to follow affects compliance,
According to Osuntokun (1971) ~ood control of
d%abetes as measured by absence of glycosuria,
com3, hypoglycaemia episodes aond hyper-
El¥Ycaemia, and regular attendance of diabetic
clinic, the defaulting raote was higher among
patients on oral hypoglycaemic agents. Brieger
(1983) states that complicated drug regimen,
coupled with side effects, unfamiliar and
untasty diets, inconvenigont activity schedulea
more often than not affect conpliance.

Charecteristics of the Fatient - Prov.der
Relationship

Review of corplianca literature (Green and

Roter, 1976) has concluded that perhaps the most

procising varisbles for investigation of
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compliance is an aspect of the patient-
provaider. Open communication with patient,
establishing a patient - oriented atmosphere
have been studied and found to be positively
associated with compliance (Williams, 1967).
Williams and Omishakin (1983-19B4) stated
that the growing lack of sensitivity of
Nigerian health care providers to the health
problems and health needs of the patients,
disinterest in patients and lack of understanding
and appreciation of cultural impact on
therapeutic prccesses are some factors
affecting compliance wh medication regimen

by patients.

Impediments to Health Practace

Certain variables may hinder the sdoption of

he~alth practice.

These voriables include:
i. Planning defects

ii. Personnel problem

iii%. Economic problen

Planning defects:

k defect in the plsnning may hinder health

practice by the consumer. Somo instances include:

if plannaing does 11 CARRICANBIBITAL HEALTHREFRSITORY BROIECT ©he context
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of clearly defined obJjectives; if planning does

not reflect the human and waterial needs it will

not be functional; if plenning does not take the
target groups' actual needs, interest and problems
into consideration, the cooperation and participation

of the consumer would not be sustained (Ademuwagun,
19708y,

ii) Personnel Probleo:

Shortage of qualified personnel and lack of
effective health personnel will hinder health action
by the consumer. This is because the efficient
ioplementation of services depends on the quality
and number of personnel {(Ademuwagun, 19703).

i3d) Economic Problem:

In Kigeria every patient needs financial
resources to wmake use of available health services.
Pinancisl problems auch as transport fare, high coat
ol prescribed medicinoe, ond recommended diet but

expensive may prevent :he consumer [rom adhering to a
healtbh action.

Self-help Groups
In recent years, people have become aware of

the help they can rendar to onme snother than waa the

cage® in the pest. In matters concerning health, aick
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people are deing encouraged all over the world to
form self-help groups with the aim of meeting the
needs of the people with specific problem who would
not obtain tho support, help or advica They require
from the health/social services or other official
bodies. The essence of the group is mutual self
care.

Williamson and Danmaher (1973) considers the
development of self-help group to bte one of tho most
significant advances in '/estern medicine. Jones
(1980) defines a health group ss providing services
for their members, giving mutusl support, sharing
similar problems, and endeavouring to change the
attitudes of the society. These¢ groups are often
administered wholly or largely by their members, One
very important reeson responaible for the growth of
self-help groups is the disillusion people havo
about Western medicine. ~Por instarce, consumers feel
abgndoned by their doctcrs ond other health workers
particulsrly coneumers who have conditions thaot cennot
be amendable to medical treatment.

Benefits are derived by membera when they Jjoin
self-help groups. °A person in need of aupport joans

this gelf-help group bectuse he is able to identiry
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w1t othéers who are ir & similar position, can

shere exzerience and problems. Robinson and Henry
(1©277) h.s confirmed tiiat tnere is considerable
relief in sharing difficulties .ith other people.

All self-=help groups provide technical advice to
tembers to €llow them doal with every day dif{ficul-
ties. Usually information is disserinated by
meetings, pamphlets, teaching, counselling, film-
sto«s, bandouts end personsl visits,

Memzbers who feel socially isolated because of
their problems are assisted by the group to cope
witn feelings of loneliness, depression, worthlesgs-
ness, ridicule and rejection by frienas and relatives.
Members sre encouraged to feel they have a place in
the world, and by chenging the stigratized self
ioage, a person can be allowed to approach life in
8 more positive way.

The group attempts to inform the public via
the pedia of the difficulties thot individual probdlems
pose in the social sense and to enlighten tbe public
about the disease to ensure better understanding op

their part and solicit thtieir support.

§Wﬂ8 ry

F¥ro~ the review of Literature it can be seen

that there 185 o tremeRdoNA. Fi88 AB-ED® frequency of

N
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chronic disease in both industrialized nations and
developing countries. Chronic diseases require
longterm treatment, therefore there is a need to
shift medical intervention from “cure" to "care".

Diabetes mellitus the chromic disease on which
this study is besed requires ;everal changes in
basic behaviours on the part of the affected person.
It has been pointed out that the treatment of diabetes
should be self based; this orientation helps in
lowering dependency on health care providers. For
effective self care of diabetes, there is need for
a planned patient education programme.

Another important aspect of self-care ig the
need to ensure reinforcement of actions in form of
motivation from spouse, family, and health care
providers. For compliance with management regimen,
8 host of variables heve bYeen identified, these
include:

i. The cbaracteristics of the patient;
ii. Characteristica of the regiasen;
iii. Characteristics of patient - provider

relationship; and

iv. Diabetic Patient Asaocistion -~ Group Therapy.
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MATERI.LS aRD NETHODS

Brief Statement of Problem:

Diabetes mellitus is & chronic disease that
cannot be cured but only cared for. It requires
that the affected person assumes greater responsi-
bility for self-care and rel2es less on the health
care providers. Studies on manegement of diabetes
have revealed that patients who are well inforamed
about diabetes, have relevant skills and put these
into practice will manage it eflectively (wbitman
et al 198%; wHO 1985). This study therefore seeks
to determine whetner diabetic patients at the
University College Hospital hsve adequate knowledge
of diabetes, sicdlls and resources to manage it; as
well as determine fectors which promote regular and

irzregular attendsnce of diabetic associations

teetings.

Scope and Significance of Study

Thig in-depth case study of diabetic pationts gt
the medical out.pstient deportment, Universit’ go)lege
Hospital, focused on patient's characteristica auch

88 age, aex, educational and econoaic etetus; the
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relationship between these factors; their knowledge,
perception of diabetes and self management skills.

The study was limited to the clinic setting.
Detailed information was obtainea at one contact,
Patients were the main focus, patient-provider
interaction was observed, but no formal standardized
information was gathered regarding provider percep-
tions except data on clinic procedure.

It is hoped that the result of the study would
be useful for improving inefficient self-help snd
educational activities for diabetics and.others
suffering from chronic ailsents., Purthermore the
upderstanding of the function of the support structure
for the disbetic patients would be useful in setting
up similar support groups for patients suffering
from other chronic ailments who would benefit
equally from the formation of such groups.

Objective of the Study
The broad objective of the study wse to determine

the nature and extent of patienta knowledge of cause,
prevention gnd treatment of diabetes: to relate tbeir

skills to knowledge, social and educational status,

88 well aa attendance of association meetings.
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iv)

v)
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The stecific objectives were to determine:
The nature of the existing health education
programme orgenized for diabetic paetients.
The nature and extent of diabetic patients’
koowledge about the cause, management, and
complications of diabetes and the relationship
of the above to demographic and socio-economic
characteristic of the patients.

Fatients' perception of diabetes,

The organization ani function of the Diabetic
Association aend its role in self management,

Fatients' perception of the usefulness of the

Assoclation.

Study design, Study area and Population

This exploratory, descriptive study employed a

case study design. The investigutor was interested

in an indepth study into the background, current

status, socio-~economic cherecterietics of the diabetic

patients at the medical outpatient department,

University College Hospital, Ibaden, end to determine

whether these characteristics affact menagement of

diabetcs. The University College Hoepital, Ibedan

opened November 20th 1957 was chosen because aa the
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‘premier and leading teaching hospital in the country,
its data could be relied on. From past records there
bave always been large number of diabetic patients
seen at the hospital. The hospital was also chosen
because of 1ts convenience for the investigator.

The study was restricted to the medical out-
patient department where diabetic clinics ere held
every tionday during the morning and aftermoon hours.

The personnel involved in the running of the
Monday clinics include consultant physicians, senior
medical registrars, medical registrars, a professional
health educator, a dietitian, nursing siaters, staf{f
nurses, medical aids, and record clerks.

The consultant ph¥sicians see new patients with
guspected diabetesa and patients with diabetic compli-
cations. Out of the totel number of 700 patients
registered at the medical outpatient department as
having diabetes 8s of December 1985, en estimate
number of 340 patients visited the hospital between
January and December 1985. This was calculated using
the total attendances for 1985 i.e. 3,405 and tho avepage

8.point.gnts of ton per patient for th¢ same year.
ABoin the arrodbgement of the climic, the available

apace, and the general environsment of the hogpjital

o6nd clinic were 8ll RRGCHEREEEH RSO REEAtUD) .  BOing a
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case study the instruments for collecting data were

observation and interviewing.

It took approximately three months to gather
data on one hundred and fifty diabetic patients who
comprise nearly 44% of the diabetic patient population.
Indepth, detailed information was gathered with the

aid of open ended interview guide and participant

observation.

Sampling Frocedure

Diabetic patients interviewed were sgelected
using systematic random sampling method. Eacb clinic
day an average of 60 diabetic patients wore treated
by the physicians. Names of regpondents were selected
from all the case files of diabetic patients present
at the clinic for the day. Every Kth name was taken:
"K” was five and sn average of 12 patients were inter-
wiewed each clinic day. After each interview a mary
was made on the case filos of patients (respondentg)

elready interviewed to prevent repeat interview on

another clinic day.

To ensure thet pationts chesen for the interview
did not leave the clinic before time, they were

requestod not to leave the clinic until after the

interview.
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Jnstrument for Data Collection

The two instruments used in the collection of

asfa were observazion ana interview, using an interview
guiae.

Observation

The information that were collected through

observation were as follows:

1. Demonstration on 10w urine is tested for
sugar/glucose and the interpretation of the
result,

ii. How syringes snd needles are sterilized.
iii. Meesurement of insulin into the syringe.
iv. Sites for inJjecting insulin.
Other gener:zl observations on the sSetting snd func-
tioning of clinic, and patient - provider interaction

were made.

Intervicw

The intervie« guide uscd open ended questions
to allow for free responSe. The following information
githered through interview were cross-checked by
EO1nE throush casenotes, patioents hofpital cards
(blue cards), prescriptions to help obt&in reliaple

intor;gtion: these included nsture of treatment of
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diabetes, insulin and drug dosage, appointment

schedule atv the clinic, compliance and non-compliance

at the clinic,

Information on the demographic characteristics
of the respondents were sougnot: these included their
age, sex, marital status, occupation, religion,
monthly income, educational background and transport
fare. The knowledge of respondents about causes,
prevention, perception of diabetes, skills, attitude
2nd practice concerning diabetic management were
sought xith questions like, when end how their diabetes
was diagnosed, whet causes diabetes, whether diabetes
can be prevented, what werc¢ the complications of
diabetes mellitus, what the different treatment for
diabetes are. Another question was what changes they
had had in their life styles due to diaabetes.

Furthermore respondents were asked how diabetes
could be controlled; who tasught them how to perform
diabetic skillg; whether there had been a change in
their body weight since diabetes was diagnosed and
what brousht ebout t..e change, aleo whether patientg
téested their urine at bo-e end the technique involved,

Fatients on ineulin who injected themselves with
i1nsulin were observed on how thie 8kill wee performed;

8leo obeerved wes how.PREARRLS.BE8AUred inaulin into
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the syringe. They were asked their insulin dosgage,
where insulin was stored at home and how much was

" spel.t on insulin weekly.

’ Patients on drugs were asked to state the namre
of tne drug, the dosege and how much wae spent on
buying drugs weekly. The respondents knowledge of
food diavetics should and should not eat were sought
as well ss the reasons why some food are recommended
aBd others prohibited.

Whether respondents knew of the presence of the
health educator and dietitian st tThe medical out-~
patient department, whether patients had met them and
what their functions were. FPurther information sought
vas whether respondents had heard of the University
College Hospital diabetic association; whether they
were members; and number of times tbey hed attended
the meetings in a period of six months; why they
attend or do not attend meetinge. What the purpose or
the association wasy Which of thew activities petiente
found helpful, which were not helpful.

Respondents were 35ked to suggest Ways to improve
the gervices provided by the hospital, and the diabetic

assOociation. Each interview took approximately forty

Rinutes. Only one educsted patient preferred to write
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ut the answer to the interview. For the rest the

'incerviewers noted down answers in the words of the

rfspondents. (Por interview guide see appendix seven).

Reliability and Validity

The instruments that were u:ed in the collection

of data were tested for reliavility and validity. To
ensure thet the interview guide measured what it was

intended to measure, it was first drawn in tnglish

and then trenslated into Yoruba and later this Yoruba
version was retranslated into English. The intervaew
schedule had both the ¥nglish lunguag® and the Yoruba
versions (Yoruba language is the medium of comrunics-
tion in Ibaden and i1ts environs). This measure ensured
that all the interviewers asked uniform questions.
Kethods eof cross-checking (Mentioned under the heading
interview) were built into the interview guide to
help obtain relieble information.

» pretest of the interview guide was conducted
at ,dooyo State Hospital, Ibadan, on twenty (20)
diabptic pationts: msle, fomale, young and old
patients. The instrument Was then clarified and

COT'rected on the basis of these results.
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Four indigenes of the co-sunity, 2 men and 2
‘Jomen in their early twenties (3 school leavers

aad one under graduate s-udent) were trainea as
intervievera. The researcher accorpanied toe inter-
viewers “ndé ensured that instructions to fill in all
angvwers in the respondents own words caerried out,

Inrerview data was received each day.,

Method of Analysis

Based on the information gathared deta were
presented in a descriptive manier as examples and
case studies. Descriptive statistics were used to
buttress these. Chi squared test (x) and Z test
were ugsed to verify statistical association between
variables, An analysis of the results will be

presented in the next chapter.

Limitation of the &tudy

Limitation of finance, ticre and human resources
preveénted the investigator {rom carryimg out the
study on patients home environment, which would have
Biven better enlightenment on how diabetes as a long-
term disease was managed (a disease whose mansgement

demanded dependency on self and leés on physician gnd

other health care providers).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Fore indepth interviews ti:ht have yielded richer
information, but informant fatigue, ond the non-
feasibility of repest interviews precluded this.
Althougn the clinic setting was the most convenient
for the study, it was pPerhaps not the most conducive
environment for finding out personal beliefs and

perceptions.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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CHAPTER FOUR

RESUITS

In all 150 diabetic patients were interviewed.,
The results of the study fall into eight broad

sections:

1. Organization of diabetic clinic
2. Demographic profile of respondents
" pe NHature and type of disbetes;

4. Patients knowledge of the cause,
prevention and treatment of diabetes.

2. Management skills of diabetic patients with
B

respect to weight maintenance, injection of

| insulin, drug therapy and testing of urine,

6. Problems encountered by diabetics and
support mechanism;

7. The functions of the diabetic association as
8 support structure; functions of the heslth
educator and dietitian are discussed from the
patients' viewpoint; respondents suggestions
concerning methods for imgroving services
provided by the hospital end diasbetic associs-
tion are considered.

8. Pinally four case studies provide comprehensive
illustration.

Orgenization of Diabetic Clinic

The medical outpatient department (MOP) ia the

last of the new outpatient departGents in the hospital
eXtension. It is situated next to the children

outpatient department (CHOP). This spacioua pnd

BOdern 01 inic was A%&B&'IQ_H LTH REPOSITORY P]ricggTz'
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when pdtients arrive at the medical outpatient
(Monday being diabetics special clinic day) they sit
on one of the benches at location A after dropping
their blue hospital cards with the record clerks at
location B (see figure I). Between 8.00a.m. and
8.30a.m. when patients case notes have been brought
out {rom the records' room, patients are then called
in through door K to sit on the benches located at C.
Here they sit according to bow they were called and
are latexr called in for weighing, measuring of height
and testing of urine and blood at location I,

After this patients go out to location A agsin
to wait until about 9.00 - $.50a.m. when doctora gtart
arriving and patisents are cailed in, in batches to
8void confusion and congestion to location E to see
the doctor they are assigned. Each batch of patients
alao occupy the bench in front of their doctor’'s
€xamination room., There are usually between four to
five consulting rooms allocsated to diabetic clinac,
After examination and treatment, new diabetic patients
are provided vith health educator and dietitian
consultatxon forms for counselling and teaching, 7qpe

tWo different locations are F for dietitian ald =

for health educator. After all consultations patienta

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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go back to location B to the clerk in charge of

appointments to book for their next appointment with
the clinic &énd after which patients would go to the

University College Hospital pharmacy to purchsse

the prescribed medication.

On the first Monday of every month, clinic for
diabetics is usually delayed for about an hour to
allow members of the diabetic association hold their
meetings at location H after which diabetic patients
are called for weighing, measuring at location D and
doctors' consultation at location E. Diabetic
patients who cannot give themselves insulin at home
for one reason or the other come to tho clinic daily
and on Saturdays and Sundays they go to the general
outpetient department (GOP) for insulin injection.
They present their injection cards at location J and
@re then given the injection by one or two staeff
nurses and sometimes by student nurse eesigned to
MOF,

On alternate PFriday mornings, there is a genera)
clinic for the following categorieS of patients:
diabetacs, chest and neurology.

Looking at the sketch @ap (figute 1) one I3

able to conclude that the gediczl outpatient

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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department has an excellent set up thgst ensures

proper patient flow and discourages congestion.

Procedure at the Pharmacy

At the pharmacy the security guard on duty
i collects prescriptions from a batch of patients at a
time and hands them over to the pharwacist incharge
| of agsessing which of the drugs prescribed are
available and how much should be paid for such
drugs.

After the assessment, the security guard takes
the prescription back to the owners after which
patients go to the fee collector to make payment for
the drugs. Then patients submit their prescriptions
again, attached is the receipt of payment for the
drugs and then wait for collection of the drugs. It
takes more than an hour thirty ominutes and sometimes
up to two hours before a patient collects hig/her
drugs.

Drugs purchased at the University College
Hospital pharmacy are heavily subsidized but because

of ghortage of these drugs @nd injections patients

do not obtain enough medication to last them till

their next visit to the follow-up clinic. This 1s

alao gupported by Adetuyibi's (1976*) finding.
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‘Diabetic Clinic Personnel: Duties and Functions
i i Doctors (6)

Three consultant physicians
One Senxor Medicel Registrar
Pwo ledical Registrars

2. Nursing Starf (6)

One Senior Nursing Sister
One Nursing Sister

Pour Staff{ Nurses

3. Health Educator (1)
4. Dietitian (1)
5. Social wWorker o
6. Recording Staff (7)

One Supervisor
Six Recording Clerks

7. Medical 4ids (7)
8. Other personnel
Ons Security Guaxd

Four Porters

Doctors (6)

Two of the consultant physiciens were on

Sgbbatacal loave at the time of the study, although

one of them was due back in October 1986. The

40ctor8 diagnose patients provleds at the department

after thorough medical history takinB and examinations.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Efﬁ:ﬁb_etic Clinic Personnel: Buties and Punctions
1. Doctors (6)

Three consultant physicians
One Senior Medical Registrar
Two lfedical Registrars

2., Rursing Starf (g)

One Senior Kursing Sister
One lursing Sister

Pour Staff Nurses

3. Health Educator (1)
4. Dietitian (1)
5. Social worker (3)
6. Recording Staff (7)

One Supervisor
Six Recording Clerks

7. Medicel Aids (?
8. Other personnel
One Security Guard

Four Porters

Doctors (6)

: T?wo of the consultant physicians were on

sabbatical lcave at the time of the study, slthough
one of them was due back in October 1986. The

doctors disgnose patients problems at the departmsnt

; ¢ inations.
after thorough medlm&th;tﬁim&Xoth%%{E]c‘Pg e SRS
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They prescribe medication for patients; and determine

In addition they decide

which patients need to consult tae health educator
and/dietitien.

Nursing Staff (7)

a)

b)

Senior nursing sister (1): She is the head
of the nursing staff at medical outpatient
department. She supervises the work of the
nurses.

Nursing sister (1): The senior nurasing sister
end nursing sister are responsible for sorting
out case-notes for doctors. The nursing sister
does tha work of the senior nursing sister
when she is absent.

gtaff nurses (4): They are in chaxge of
weighing, measuring hcights of patients;
dressing wounds; testing urine and blood,
giving patients injection, and preporing

examination rooms for doctors consultatione.

The Health Educator (1)

She educateg and counsels patients with tho

following categorices of 4disesses: Hypertension

Tuberculosis, Epilepey, Cencer, S8ickle cell Anemic,

Pg7Chiatric, dermstolo

jcal, diabvetic and patients

AFRICAN DIGI§L HEALTH REPOSITORY PROJECT
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i1th endemic parasitic diseases. She educates them

on the nsture of the diseases, couses, treatment

and menagement. The health educator counsel

individual patients, mcmbers of the families of
patients, vieits homes of patients who have been

absent from the clinic for a long time.
With respect to diabetes mellitus, newly
diagnosed diabetic patients are educated on the

faetors associated with diabetes. She educates

patients on the different forms of treatment for
diabetes viz: diet alone, diet and 1insulan, and diet
and oral hypoglycaemic agents. Depending on which
is recommended the health educator emphagizes on the
need for compliance with diet, insulin and oral
agents' regimen.

pPatients are educaved on how to test urine and
the jnterpretation of the results; how results of
urine tests should be recorded in an exercise book,
and the importance of pringing the ¢xercise book to
show doctor snd health educator On clinic days.
Illiteraze patients 8rc educated on the use o
coloured pencils (crayons) to record results Oi .
urine tests, If patient is insulin dependent fe

. f with inpsulin
faught the technique of 1nJecting N
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this teaching continues for a period of timg
until the health educator is quite satisfied that
the patient can practice the skiil at home on his/
her own.

The health educator also counsels diabetic
patients who had defaulted from clinic appointments
and medication regimen. Usually she makes an attempt
to find out reagsons for defaulting; if financial,

patients are referred to the social worker; if

: connected with family, members of the family are
invited for counselling, but if otherwise the educator
counsels and educates defsulters on the importance
of control of diabetic symptoms.

Also under the progremme of activities; the
health educator emphasizes the symptoms of hypo/
hyperglycaemia; what to do to avoid such symptoms
and what to do when these symptoms appear. She gives
literate patients a small book on diabetes snd its
manageuent to read and study st home and to bring
i8Suse not clear to them for clarification. The

diabetic vbooks were donated to the diabetic clinic.

: Dietitian (1)

She is inchsrge of educating and constructing

SPecial diets for patients who need them. i

teNgive and giabeti&"BELICHLE YT TE€W exomples of
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people for whom the dietitian provides special diet

sheets. Illiterate respondents have food items on

the ahcet redad out to them by the dietitian. These

patients are then made to repeat these food 1items

for better retention.

Social Worker QQZ

One of the social workers is in-charge of

psychiatric patients while the remaining two are

incharge of other groups of patients at M.O.P. They

cater for the social problema of patients. The

social worker purchasee medication for patients who

cannot afford to buy thcm,

Recording Steff (?7)

The supervisor 18 incharge of this unit. The
recording (rogistration) clerks are incherge Of
gorting out patients case€ notes. One recoréing clerk
is responsible for booking patients for their next

appointmont with the clinic-

The Medica) Aids (7)

; ighing
. . . gtaff Nurses 1n we
= The medical aids 835150

1 for patients
, They interpret

. Lta»
and peasuring of heig

311 and issue out investigation, X-Taya,
and doctors; fi

patients.
blood and urine best forms for
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Security Guard (1)

The guard stsnds or sits at the main entrance
of the department at location "K". He sees to the
safety of sll present at the department. RKe directs

patients and gives them information when they

require.,

Porters (4)

Porters are responsibdle for cleaning the zedical
outpatient department. They go on errands for the

health care providers at the medical outpatient

department.

Patients Perception of Health Care Providers

Patients admitted that the doctors and nurses

do excellent Jjobs. But wanted the nursing stasfl to
gend them elways to the same doctor each time they
haéve appointment with the clinic, €xcept when their
Own doctors are on leave.

The health educator, the patients said, is
suitable for the job becsuse she has the interest
in her work, has Good human Telationm, is interested

in g1l ner patients and sometimes assist them

{inancially.

In their opinion, the dietitian also has good

h“man relation, does her job well and takes the pain

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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With respect to the medical aids, patients said

" that although they do their work, some of them shout
at patients who do not know their right from their
left and are in the hospital for the first time.
That medical aids do not take the pain to explain
necessary procedure tut would scold patients when

I they go to a different place to pass urine or place

bottles of urine where they were not directed.

With the recording clerks patients said they

do their work very well but sometimes delay in

producing thoir casenotes.

Investigator's Observation of the Provider-Patient

Interaction

The interaction between prov
nurses, dietitian, health

iders and patients

with respect to doctors,

' ' c of
educator is guite cordial. But nurses incharg

i i 1 ate
injecting patients with insulln fail to educ

the
patients on the importsnce of ensuring that

1 ) T time .
label on the insulin bottle 18 intact a8ll the

g 3 ance of the
Some of the patients because of this 1gRor

n the insulin bottle beconme

importance of the label ©
p insulin 1s exhausted

careless so that long before The

have come off therefore making

the label on it would
e nurase tO rightl

strenBth of th
content of the bOﬁmlmmﬂmrH REPES?I’ORYPROJECT

y oscertain the

it impogsible for th e insuline.
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Regarding the medical aids, they do a good Job

but are not humble and polite enough towards patients
| especially illiterate snd ignorent ones coming to the
clinic for the first time and who ceénnot read signs
or directions whether written in English or in Yoruba.
They scold patients when they do not follow direction
given.

The professional health educator has very good
hupan relation with her patients. She is rarely
ippatient with any of them but because she is alone
she is not able to do more than talk with patients,
counsel them snd teach them the skills regquired for
management of diabetes mellitus.

The recording clerks also do excellent work but
they fail sometimes to explein to patients when they
are unable to lay their hends on their casenotes and

appeal to them toO exercise patience.

e for the Piabetic FPatients

The Support Structur =
at the Universicy OLLOEQ Hospival, 108dan

Diabetic patients utilizing the services of the

. } .
diabetic clinic at the Unjversity College Hospital,
Ibadan formed & diabetic association 1Kk 1971 but it

folded up because ©of ¢ipancial pisunderstanding

non-insuli
among pemvers. Secondly the fact that tho sulin

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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dependent diabetics believed that the association

was mainly for the insulin dependent diabetics beceuse
they were thsas only cetegory of patients that
received free treatment from the hoaspital. The
[ asgsociation was relaunched in 1982 and has been
functioning since then.
The following are the aims of the association:

1. To provide medication for its members at

reduced cost.

2. Io facilitate discussion on financigl, socigl
and culturol problomag affecting diebetic pationtas

with respect to wonsgement of dimbotes,
3.  To gerve as a vehicle for support from the

governuent and social organizetionc.

os.
4., To educate mombers on self-core proceduros

p fo form a support mochuniso that would encourage

‘amill1es
better participation by members of the ramil

of patients in 8ll management Programfes.

A profeasional health educa | |
asgociation. She 1is

tor 1s incharge of

tho diabetic
1 ouc-patianc departmont.

ciation are expécted

the activities Of

stationed at the medicd

Mombors of the diabetic 8880

(50) kobo dvuring their xonthly moetingo.

to fift 3
Pay Y - S cheating there 1s 2
oro

To moke sure that AFRICAN DIGITAL HEALTH REPO%‘E)RCY’IEROﬁiImcs of mambvers

; ) to
Tegister and this 18 uased



dependent diabetics believed that the asgociation

was mainlyY for the insulin dependent diabeticgs because

they were the ondy category of patienta that
received free treatment from the hospital. The

asgociation was relaunched in 1982 and has been

functioning since then.

The following are the sims of the ussociation:
1. To provide medication for its members at
reduced cost.
2. Yo facilitate discussion on fimnsncial, socaal
and culturgl problems offecting diabetic patients
with respoct to manggement of diabotes.
5. To serve as a vehicle for support from the

governitent ond sociam)] organizations.
4o

S

To educante wpembers on self-care procedures.
To form & support mechanism that would encourage
better participation by members of the fowilies

of patients in gll menagement programmes,

A professional health educator is incharge of

| the activitiegs of the diabetic nseociation. She is

stationed at the modical out-patient department.,
etlic ngeociation are expected

Members of the diab
their mwonthlY mecetings.
to —ay firfty (50) kobo during

. tinge there ia 8
10 make gure that there is A0 i
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ho pay e&ch month. This monthly contribution

‘enables the association to purchsse drugs, insulin,
clinitest tablets, and these ere sold to members

at a moderate coat (members who pay their fifty

(50) kobo regularly have first priority).

Demographic Profile of Respondents

The sample for this study was selected among
the diabetic patients utilizing the services of the

medical outpatient department University College
'Bospital, Ibadan.

The 150 respondents, were almost equully divided
between the gsexes. The malos (54%) forming a
glightly larger group then femules (46%). HMaJority
of the respondents (61.3%) wero above 49 years of
age and slmost half (49.3%) the total ruspondents
were petween #0 - 59 years of age. The sex
digtribution amongst the age groupd wes alwost even
(Table 1). Almost all the reapondents (90:) were

! nce
married (Table 2), ond there wos not much differe

between the aexes.

Both Christians (52.7%) ond Muslimg (47 .3%)

_ Of tha total
weTe ,ell represented in tho semple-

Orthodox
Christipme (79) mejority 73 -4% Were

: tants ond
Protestants, 11.4% HELA pvangelicel Frotes
S ’ P

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Table 4 shows agBe and educationgl distribucion;

apongst the 67 (44.6%') who were illiterate, 92.5%

were above 40 yeurs of age. In that gge group over
half were illiterate while those under 40 years were
predominantly literate (85.3%). Literacy wss higher
amonpat males 60.5% as compnred to 49.3% amongEst
famales, but there was no statisticusl assoclration
between sex and education (Pable 5).

Table 6 shows thet the proportion of IDDHM who
"werc literntes (62,7%) waa alightly highex thaun

50 .2 for the XIDDM, Almost hulf (49.9%) of NIDDK

were jlliteratca. The usgociation between education

and nature of diabetes was not sigeificant.
As noted earlier there wWas afa ulmost equul
uslims in the somple.

{69.6%) than

number of Christians &od

Christians tended to bo mOre literate

the Muslims. %he agsociation between education and

in Yable 3.
religion was significant 83 shovn in

Of the 15C respondento agg rosided within Ibadan,

: : . 1.d outside Ibvadan.
| while the remeining 12# reside

d
[ Of all the respondents 36.0% wera tradera an
l 2% were unemployed. B.63 were

8 lgrge percent 2 . |
) g duch &3 geac)iing, Journulism,

involved in profession

fasnard.
surveying, writing evc- 6y vere
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s8 ©oxpected 1liiterate respondents were mainly
!| traders (46.%%) and farwers (8.%). Literate
II respondents constituted all the (13) professionals.
| Potty traders amongst them werec 27.7% and pensioners
were 9.6%. A large percentage of literates (19.3;)
wvere unemployed, only slightly less than the
percontage (25.4%) omongst the illiterate.

One third (32.6%) of the respondents had no
income; 28.6%, respondents who reported th2ir incone

clarwed it to be #100.00 per month only 17 (11.3)
cloimed a monthly income ¢f K300.00 and above
(Table 7).

Table 8 shows the distribution by sex and
duration of diagnosed dinbetos. tiore than half of
the mplo (67.9%) and female (63.8%) respondents had
diogbetes diognosed within ten yoersS proceeding thie
study. There wus no atactistical sspoclation bctwo?n
sex und duration of diagnosed disbetes: AR T

‘ igbeies
tion hLetween age and durataon of diagnosed d c

in Table 9.
was not sigoificaent 083 shown 1N

Phe atudy saople consigted of wale and femalo;
10 u -

Lot ond Muglius;
a; Chragtiandg

young and old rospondent

d Single. liith
$lligoratos snd 1itorates; Married &nd =20

: of thoam Vere cither peuty
regpect to occupa‘k%&Nmn“y
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THBLR 1
DISTRIALTIA! OF RESPONDZNTS RY

SEX 21D 4GE

Sex | T 0|
Age -
male Y. | Female v I Total . v ]
10 - 19 7 8.6 7 10.1 14 9.3
20 - 29 8 9.9 2 10. 1 15 10.0
30 - 39 15 18.5 14 20.3 29 19.3
40 - 49 23  23.4 18 26.1 41 27.3
50 - 59 17 21.0 16 23.2 33 22.0
60 - 69 10 12.3 6 8.7 16 10.7
70+ 1 1.9 1 1.9 2 1.4
‘ Total 01 - 100.055{_ 69 100.,09| 150 100
TABLE 2
OISTRIBUTICW OF RSS0NDIWT3 3Y IWRITAL ST-TUS
talD 583
SC X
| Marital Status Male /5 Fomale 5. Total 5~Z_|
Sinnle y 7 8.6 . 8 11.6 :.: 91:
Married | 74 91,4 o1  88.< : .
Total 51 100%| 69 100¥| 'S0 100
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TABLLE 3

%S"II!IBUTICN OF RESHQYIDERTS 8Y LRVBL OF €9UC TIMN
] fND RELIGICIY

e — =

nducation Christians i | Yoslems 5. | Total 3

l1l1literates 24 30.4 - 43 6046 07 A44.7
{ Literates 55 69.6 28 39.4 83 55.3
Total 79  100% 71  lopg| 150 100%
¥ = 13.7919 df = 1 P/ .01
T/.8LE 4

DISTRI3UTICN OF RSSPOIDRNLTS By Lzyel, OF SOUC, TIEH—NO
: gzgﬁﬁﬂr AG=

{.m —i Iotal f-:
Tducation b ~ | 30-7Syrs A
62 S3.4 67 4.7
: : S 14.7
1ll32¢crate | :
100% 150 100%
100%| 316
Total 30
g3, 1 P/ 01

X2 = 15.9779
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T.8Le S
STRISUTION OF RISPONDITS BY LEVEL OF =DUC.TICON
IND "=y
) e X
zducotion
Mide > lFemale T | Total .
. Illiterate 32 39.5 '35 50.7 67 4.7
Liter ate 49 60.5 34 149.3 83 55.3
Total 81 100% 69 100% 150 1005
=
X = 1.897 d¢ = 1 P/ 420
T21= 6
PROPORTIC OF IDX <Jid LIDD 'O RC LITR:.TR X9
ILL.ITR2 T
Bducaton I1DDM S NIDIM z J Total 7.
= = .
I1literate 22  37.3 1S 9.5 I, =y
FLitara:Q a7 62.7 48 50.5 83 55.3
Tot-1 so 100% | 91 100% | 150 1O, |
L=
2 .15
X = 2.1389 df = 1 pd
Falt 4
- LR ~48 PFrlisvugn
I3 - Ingulin Jepor GRL 2URE
= 4 - #| = i '__'s I 1 j BELS A3~
1:1 . - top-dnalu AFRICGAN DIGITAL hﬁﬂ_TH REIIDC?SITORY PR?J:ECT
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T'BLY 7
DISTRIBUTIAS OF RISPCUDEIITS DY XEPORTEL HOWTHLY
. — coMR
l raepot ted income No r Y.
| Below K180 43 28.7%
100 - 149 10 6. 7%
150 - 199 12 8.0/
200 - 249 14 9.3
250 - 299 S 3.3/
300 - 349 7 4.6
350+ 10 6.7%
NOI‘IC 119 32‘%
‘ Tot=l 150 100¢°
T,89L2 8

DISIRIBUTION OF RESPOND.TS BY 53X 'ND DUR. TiOR OF

Curation <of sex
?i%g?;id . Male % Female 24 Tatal s‘_
> 8 | |
L7
tess than a 11 13.6 | 8 11.6 19 12
Yoeoxx l N
1 - 10ycars s5 67.9 A4 63.8 e
P 211.6 32 21-3
18.2 17
11+ 15

65 100% 150 1005 |
Total I g1 100%

P/ .70
X° = C.8665 daf = 2 £

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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T'BLB 7
olsmmunm OF N3ISPONDEUTS BY KEPORTEDL LONTHLY
INCOME
- rxeported income No 2
S8clow HW100 43 | 2B.7%
100 - 149 10 G 7%
150 - 199 12 8.0%
200 - 249 14 9.3/
250 - 299 5 3.3°
300 - 349 7 4.67
35S0+ 10 ' 6.7%
Totzl 150 100"
i
T;.8LE 8

DISTRIBUTION OF RESPONDEITS py 53X '‘NO DURSTiCh @F

M

| Duration or Sex:

giiigenfzid i Male [ Fomole g Total €
.7

Lless than a 11 13.6 | 8 1.6 19 12

N 66-.

1 - 10yeacs 55 7.9 A 63.8 99 -
11+ 15 18.5 17 24.6 32 21.3
B ‘r 00% 69 100% | 150 100;.

Total gy 1

.70
¥ = C.B606S df = 2 P4

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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THBLS 9
SIRIBUTIAN OF II/SPARNENTS Y A5% D DIR-TICN OF

< DI/.BETSS

- _

| ouration of n

| T 14-39yrs. i |40-75yrs. 7 Total 3

::r dicbetes
less than o year 6 17.6 13 "y 19 12.7
] - 10 years 24 70.6 75 64.7 99 66.0
114 4 3-8 28 24.1 32 21.3

Total 34 100% | 116 100% | 150 100%Z

X* = 2.8915 af = 2 DU

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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re and type of Diabetes

There are two known types of diabetes:
‘Insulin-dependent and non-insulin depencent. <mong
the 150 respondents: 60.7% were non-insulin dependent
snd 39.3% were dependent on direct insulin intake

for controlling diobetes. The sex gistribution and
trexztment of disbetes among the non-insulin

dependent respondents was almost even. Majority

vere on drugs and controlled diet. 6 Males and 2

' femnles controlled the disease by msintaining the

prescribed diet, (see Tsble 10) .
A variety of symptoms which led respondents

to seek cure is shown in Table 31. One hundred

and eleven (111) respondents a3 9% males and 62.3%

femalos pregented with polyuria, thirst, polydipsia;

this difference was significent. Femgles presented

vith a great veriety of symptoms including itching

of the genital orgens, vig babies, miscarrigges,

diabetes diagnosed during rogulor progancd checkup.

7.‘4%) prceontcd with logs of

Hore of the femalcs (1

welght comparvd to meles (8.6%).
Majority (37.3%) of tho insulin dopundent

®ospondentg (IDDM) hed becween 2 y
. : i{x months vhile non-
A the clinic 1n %Rl&ﬁgc}TRQEAgf REP?SITORY PROJECT

1in dependent Tespondents (nypdk) (45.0%) hed

and & appointmunts
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ween > end & appointments within the same period.

the IDDM respondents aversge clinic appointment
4,75 while for LIDDM it was 4.25 (Tublo 12).

A alittle more than half (52%¢) of the 150

‘respondents, 42 nmales snd 36 fepzles were admitted

to the hospital during the course of their illness

carw.er. Patients were admitted on the average or

0.20 tipes. where was an aqual distribution of male

(48.1¢) ond femalo (47.8%) respondents who had

. ReVor becn adoitted into tlie hoaprtal (isdle 13).

Considering the nature of diasbetes snd adm1s®y0n

to Lo_pityl due to complications related to the

disezse, 74.6% of the 59 IDDM respondents had been

sdnicred ar least once Tsble l4. HaJjoricty 62.6§

ted.
0f the LIDDM respoandents had never been sdnoitted

L
Tnsulin gegendent respondents were admitted on th

r
average of 1.27 times cospored TO 0.50 taeea fo

RoL-insulin depoendent.
o compllancCy with olinic up§

noet plog

olnt=
éith raespect U

i "l'*. di d
B&nt; auoggst the 67 illiturates 80. 4G5
wWOntle
-ﬁj of tne IPPOXntsﬂﬂta Eivgn vathan & Bax §

licerntesd
Oaly 13 (13

“ od t the 7%, TH compl ed wi th
£103. Amongs
i E

1l the sppointmesta.
21 (25,3%) livgrates gigped WoE

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

%) Allaverates
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ointments. 'fhe association between educalion and
oapliance with clinics appointment was not signl-
lf&%hnt. Thirty four respondents who failed To

comply with all appointments enumerated the rollowing
reasons: travelled on day of appointment; no truns-~
port fure; forgot day of appointment; had no
complaint; involved with family affair; no money

Yor medication; waste time in the.hospital; patronized
a herbalist.

On the whole the IDDM respondents had more

edmissions 1ia the hospital than the NIDDM.

Knoviiedee of Cause, Prevention and Treotment

of Diabetos

Patients with longverm ailments because
tragtment is 2lso life long nced to lave the

¥oowledge of the cause, treatment ond pPrevention

of its numerous complications.
Of the one hundred and fifty respondents (150)

64.6% hed no ides what people onerslly think

couses giabetes: 14.6% said people hove the gentrul
)

tonception that it was cauged by too much sugor in

the ¥lood and urine; 8% belicved it to be u contigious |

94g0080: p.6¥ mentioned Lnheritence; Z# Stated That

1e8; 1.
Ple vhink it e o REANDITAHEATH REPGRITaRY FROJEF! L. 3
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T BL2 10

IRG.LTMENT OF D1°.92T2S .CCOXDING TO §3:¢ DISTH :3UTICH

h."'Dr:sl agent & diet 42 51.9 1

’ﬁ)iet alone 6 7.4 l 2

59.4 3. 55.3%

2.9 8

IE’ | 3 —[ 1
| Type of treatment f—
Mde ¥ |Fcmale 7. | Total 2
Insulin and diet 33 40.7 26 37.7 S%. 39.3%

5.4%-

|

ﬁ -

Total 81 100% 69

100% | 1350

1003

*Combined for analysis

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TR IBUTION

as.

I*BL= 11

e

: OF RZ=S5POIIURIIT, BY RCr S IVPLLtS
. URICI: L2D IRel: TOQ SEith C2Rt%7

Othe
problems =
Lo thaehie,

swirllan

OJECT

I}I__ Symbtoms [Inle 54 Female =3 Total g
: [
" : : 1
Polyuria, thirst
| Polydipsia ! 68 83.%| <3 62.3] 111 74.0%
toss of weigbt2 7 B.G: iz 17.42 19 12.7%
Ants invading urine 4
voided in opecn cpace| 2 u'B‘] 3 2.02
Diabetic coma 2 2.4% 1 14§ 3 2-031
Itching of genitzl - 2 2.84 2 1.3y
organs

. Big baby = 2 208:] 2 1-35'4'
During regular y 2 2.8 2 134
F pregnancy check up
[Miscarrs age ' 1 1.8 1 0.7
|Referrad from
Whthalno).()gy clinic|] 3 3.7 * 5.7% 78
|*Other provlems 4 4.9% 2 2.88 8w

N 81 69 L8 J

£ = 3,0396 p 7 .002
£ = 1.5926 .11
por tontien,
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THBLE 12

MRIBUTION RETMEN £ PPOINTIGNT wITH THT DIABSTIC
iIC #MD NATURS OF DILBRTES (IDDM & WIDDM'

rﬁo of clinic |
| appointment within ooM 5 | wiooin ¢ | Total &
6 months period
—
P 2 7 11.8% 15 16.5% 22 14.7
S = 6 22 37.3% 26 28 . 65 48 323
7 - 8 5 g . 55: A & . LR o 652
o - {0 4 6.88 S S.5# o 6%
— f —
Total 59 100% 91 100% | 150 100%
- .gaou!j a 4075 26.%_.2 a “‘025 | % = “0“5
X appointment 59 I

pendent Diabetes Mellitus
dent Diabetes lfellitus

IDDH -~ TInsulin De

WIDIM - 1non-insulin Depen

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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DISTRIBUTIO! CF RSSPMDZNT~ By sy
. , ‘ 2 - J‘ ”~ I'
i THE Mosprr AND TIMZS (DUITT2D

Timos admittod

in hospit&l iihle P Fencle o Total ¢
Never 39 481 33 47,83 72 4B
Quce 30 37.0% 22 31.9: $2 314.%
Twico S 6,25 8 11.%5% 13 8.7
Thrice b .22 -3 S 3 9 6107
four times 2 2455 2 2.9y < 2.6%
L Tots €1  100% 69  10¢H 150  100%
—

¥ = 121 _ 4.0

58 - 8

TABLZ 14

DISTRIBUTION OF REH2.,AT3 HY TYPS OF DI 53I°15 «+D TIMES
fONITTRD I TH: HOSFITAL

0 }
Times adwmittod IDDIY 3 NIDOM 7. Total &
in “aOSpi t-1
| = 47, - T &
Hover! 15 25:%1 57 6?.\';3 ! - -
OI\QQ 26 ‘10.31 28 30’8: ij B;qu.
Iwice i1 18 .6 2 :: . ;{-
Thrice 7 11.9¢ 2 . v-‘l
3.43 2 2.3: 4 2.6
Four timces 2 S -
I= ' 100%| 150 00%
Total 59 1008 N
X 46 _ 0,50
X tincs adoi tted ;& = TFa2? | 91

1
z 1 4 - 89 1 2 AFI@ANéGITAng\gJ‘REPOSITORY PROJECT
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TZ3L8 13
—

DISTRAIBUTIA OF RESPONDZINTS By 5=v AD TINES LDHITTSO

It Tie
| Times admittnd = 1
 in hospital M1 i Gensle 7 | Total .

Never 39 A48 .1% 33 47,89 72 7] PH
Ouce 30 37.0% 22 31.9%| s2 32.79
Twico S 6.25% 8 11.5% 13 8.74
Thrice 5 6&6.2% 3 5.3% 9 6402
Four times 2 215%: 2 2.9% 4 2. el
Totzl e1  100% 69 100% 150 100%

* = 121 0.80

%:

TASLYE 1%

- ~

DISTRIBUTION OF REF7/CIS1S3 LY Type oFf DI SETES 4D TIMES
L0 IraRb 01 THI tIOSFITAL

Times jdmittod 1DD1} x NIDO¥ % Totnl & !
in hospi tol | |
Nevor? 15 2s.3] Svr 62.%:| TR @ ‘
Twice 11 18.&: 2 2.235] 113 9;751
Thrice 7 11,9 2 2.3 2 . ;;
Four times 3 3,4 2 2,35 : .
I 1 10 150 100%
| Total 59 100% 01 o%
N 46 0.
““is adnizied | 28 = 1-27| 9f * 0% |

: ; —1 ‘1 g 891 2 AFRBAN&GITALmQIJREPOSITORY PROJECT
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every one huad it in the blood; sno:zlier 1.3¢

it occured naturally while §.55% did not
apond to the qucstion.

‘Pable 15 shows a compacison of responses
betiveen the mule (8l) ond remale (69) respondents

dﬁ their own knouvledge of causes of diabezes.

3.7% nules and 2.97 femules identitied the cuusge

to be attributed to diseased pancress; 3.7% males
and 4.3% females stuted it was an inherited conaition;
.~ , 8urprpisingly only 1.25 molo identified over-veliiht

8s 4 cause of diabetes. ‘The most common opinion

%88 "lio idea" with (69.3ﬁ))consumpc10n of sugor was
(16%) and carbohydrate was (7.3%). JAlthough slightly
fore women mentioned too much sugar in c¢he body,
there wss no significant difference betwecn males

and femalecs.,

8.85: respondeints below the age of 40 Years
8tated rhet diabetes wes an inherated condition
Conpared to (2.6%) respondonts ubove 40 Years Of

8ge; the difference wus not signifricant (I'able 16).

5£95 of respondgents below 40 Yesrs of ape ldentified

) N COog
diseased pancreas co be cauao Of diabetes s parod

dzfsw rcspondents above 40 Yoars Of agv but these

'h.

wore VeEry somnll.
Ute numbers for each Te¢spOiso

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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proportion or respondonts below 40 yeara
.6%), and above

40 years (69.0:) claimed they had

no ided of the causes or diabetes.

I
Three fousrths (77.6%») of illiterate respondents

‘gtated they had no idea of the cauce of diabetes

: us compared to 62.7% literates (Zable 17). <his
difference tas statisticolly significant. Literatos
algo gave a veriety of responses &s causes of disbetes
= inherited (7.2%); diseased puncreas (6.0x);
‘unhygtenic environment (2.4%); overueight (1.2%) ss
compared to illiterates.

Table 18 shows dastribution of age ond knovledge
of prevention o5 disbete¢s, Half of the respondents
(52.9%) in the oge group (14-~39 years) said diabetes
tould not be prevented. Slightly lurger number of
respondents (32.0%) in the ago group 40-75 yeurs
cloimed diobetos could bo preventad. The sasocietion

bctween age &nd knowladge ol provcn:ion of diabetce

Was not significont.

l i N i
fhe sgme trend occured in the Jistribution of

Tespondents by cex snd knowledge of prevention,

cloimed thot diabelo3 could be Praveniced.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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e 19 cho

w9 that tnepye W¥as no uspsocin
gspondenta ge¢

20 zls

fion batwaen
X ¢nd knowlecdge of Precvention. 1'able
0 chow thnt the aggsccintion between educution
&nd knowledge of prevention wes not DS CErith
More than four fifths (88.74) or the respondents
identified insulin and diet to be one or the treat-
ment for diabetes; almost all the reapondents 968
mentioned oral therapy and diet wnile only 1ll.5g

had the mowledge that diabetes could also be

» treated wath diet alone. 1.3% also claimed thut
diobotes could be ireated with herbs.

Tavles 18, 19 and 20 shows that 47 respondents
claimed digbetcs could be prevented: 80.95 of them
Cited compliance w.i, prescribed medicgation o3 a euns
O preventing diabetes; 34.6% cluimed adhering to
dietary regimen; 4.3% seid keeping off tedious Jjobs;
4.5% gaid keeping off starchy nad sugory roods.

#,ble 21 shows that slmost all illitcrates

(91.0%) jdentiried death as a complication Of

diobetes, Blindness was cited by 26.58 literates

Compayed to 19.9% illiterates. Ag0in more literates

8.8% jdentified sexual imPoOtence 45 3 complichtion

ed to onlY 1.5% owongst the

ciation betwoen level Of

'p.t'diabctoa compar

literates. ‘'ho A8S0

- AFRICAN DIGITAL HEALTH REPOSITORY PROJECT that diabetcs
tion &nd the respondchts
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ﬁi&;read to early death if not controlled as one
complication was statistically signirficant.

Both males (96.3%) and femanles (86.9%) perceived
?hhﬁetcs mellitus as a very serious disease. about
the same proportion of meles {(22.2%) and females
(20.3%) perceived it es an cxpensive, life long
disease (‘Pable 22).

A 52 year old woman with diabetes of one year
duration and non-~insulin dependent diabetic. ler
treatment consisted of only dietary regulation.

She perceived diabetes &s a serious disease especially
if management was not properly organized and adhercd
to. sShe identified the following s8s its complica-
tions; glaucoma (from which she is susffering),
Cataract, blindness, gangrenc, coma and e¢arly

death,

Although majority of the respondents did not

know the causes of diubotog’ many of themn had the

knOwledge of the different treatment avallable for diabetes

und j¢g com?licationﬂ, Putients perceived difbeteS Lo L~

Serious angd its treatment vory expeéngivce.

H Management of Diabetos

To control diabetes pationts huve to sdopt

¥ behaviouis which include resular insulin snd
J AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

taking; testipg urine and modify deeply hoid
I ) 4
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T.BLR 15

DISIRIBUTION OF RISPOOHINTS 'BY SuX ..3D THSIR KWNGVWLADGE

OF CAUSE OF DIABGT8S

Too
| body

0.86E9

el

P/ .12

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Knovloedge: of Causc Male ™ rFemale ’. Total 4
of diabotes
I 1
?uch sugar in the 11 13.6% |13 18.8¢ 24 1 6%
cdrbohydr ate
Inh~ri{it-~d 3 3,75 3 A.3% o 4,02
Disoased pancreas 3 3.7 | 2 2.9, S 3t3“
Unhygionic environ- 3 v.o5 | 2 voar L 2 1.3%
nont
by 007“
Overweight | 1.2.. 0 3 |
Yitchog 1 1.281 O 4 0,7
No idea 57 ?O.“‘I" i A7 68 .1% 104 6903%
s 4
. 69 150
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TABLE 16

DISTRIBUTION OF REISPQUDSITS 8Y AGE WD TMSIR
- = KNOWI.EDE_OF C/iUSE OF DINBSTES ;

\
Knowledge of cause Qe -
of diabetes 14-39 yrs 40-75 y3s K lfOtal #
.l —
|too wuch sugar in the| S 14. 7| 19 16.47) 24 16%
fb°dy -
|theriteal 3 a.85| 3 2,881 & IR I
E 2ting too much of = s.o¢l 9 7.8$i| 11 7.3R
Lcarbohydxatc . }
‘ 2.6.° > 5.3
Diseased pancreas 2 5.9:1| 3 2.6 3%
|Uthygicnic environ- 1 2.9 1 .30 | 2 1.3
aont
4 . O.
LOueruoight O 2 Lo E ”~
1 009J. 1 O.R!
Vitches o : !
| 80 69.0% 104 69,3
o PO ————————— =
116 ’150 :
B 34 _ - =iz :
—
P/ -23

1; = 11,2280

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TABLE 17

w1 TIcee OF RESGPONDEKTS BY LEVEL OF SDUCATIO!

b THEIR KNOULEDGRE OF C .USE OF Pl1..3%1¢S

pL 00k

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

tducation
Kncwledge of cause Il1literate 3 Liternte @ Total #
of diabetes '
i
Y00 much sugdr in the’| 11 16.4%0 |13 15.72% | 24 16F
body
Sating toc much of 3 6.0% | 7 B.i% |11 7.3%
carbohydrate
Inherited o) 6 T.2% 6 4.0~
Disciscd pancreas o 5 6.0% | 5 3.3%
|Whygienic environ- o) 2 2,42 | 2 1.3%
| nDont
. LA 0.7%
| Overwoight o) 1 L
. 25 ., ™
Htches o - 1.2 1
|¥o {doal 62 7.64 19
1
o i
67
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T..BLE 18

AI3UTIC: OF R2ZSPONDENTS BY .GE N2 KNOWULBEDGE OF
PREVENTION OF DIABETRS

I L M ol ———
k‘@*l?dw of Prevention A9«

: of diabetes 14-39yrs K% 40-7Syrs S | Total N
:_ - —— — ——I
Car be prevented 10 29.45% | 37 32.0%| 47 31-3’%

- —

34 100% |116 100% [150 1009
db o

r [/ -80

X

0.4693 ar = 2

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TnBLE 19

SIRI BUTIwN OF RESPONUDTNTIS 3. S AUD KNOWL<USE OF
PRIVEHTION OF DIABYTIS

noiledge of Prevention Sox
of diabetes Male S Female S Total %

_i

—‘,L-I
-Evbepxwented >4 29.6% | 23 33 .33% 47 31.3%

l|Cannot be prevented 43 53.1% |29 -2.C3%| 72 aa%

| .
J.KO idea 1 17.3% | 17 st =] 31 20. 75

-

Total im 1005 | 69 10C= [150 1007

¥ = 2.0862 df = 2 B/ .50
TABLE 20
SSTRWTION OF RESPONDSHTS 8V SOUCATIGHAL LEVEL -0
TNOWCHDGE OF PREVENT IOl

K"O\-'led I gducation

of dig?x“z;sprevernl ¥y 11litprate fF Literate % |Total &K
Hh b prevented 18 26.9% 29 34.9%| 47 31.3%
| ) B
t“not be prev-nted 32 47 75| 40 8- || Lail
1% idey 17 25.4%| 14 16.95| 31 20.7%
|

100%|150 10

AFRICAN DIGITAL HEALTHFEP |T%&)JECT
2.0733 afg = 2 yadl
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TABLE 19

RIUTI v OF RESPORDTLISG 3 S7Y AID KNOWL.&uSE OF
PREVBNTIICGI: OF DIABITAR -

wledge of Prevention 5ex
of diabetes Male @ Female & | Total -] ﬂl

r

Cannot be prevented 43 53.1% | 29 “2-‘:51’5, 72 48%

Pw\beptevented 24 29,6% |23 33.37%( 47 31.3%

fOidea 14 17.38 |17 2u.€=5| 31 20.78

Total 81 1005 | 69 100% liso  100%

x = 2.0B862 df = 2 P/_.SO

TABL'Z 20

- ! RESPONDSHTS 3Y SDUCATIONAL LEVII __ND
KNOWT EDGE OIF PRE VRNTIQN

. 1
— l

Knowled . gducation
ge £ Pre ti1on
oL diabect’e‘; daiiie < 1l1literate °F titerate % |Total &

= !

2 ﬁ]zc 34.0=| 27 31.3%
:c“ be prevented 18 26.9

7| 40 46.2%| 72 48%
.,tmm’t Le prev-onted = 47
' 16.9%| 31 20.7%
Ko jde, 17 25.4%|14
-'... |
| ’ 10 150 100%

[otal ] 67 10052 :83 Ofw |

AFRICQ\I DIGITéL HEALTH RPOZ! ORY &QECT
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TABLE 21

STR1BUTI . OF AREBSPORDENTS BY SMUCATLONAL LE /EL AND
—  KhOWLEDGT OF DIABHSTIC COMPLICATIONS

r_ - = e ————
S [11i % ' Total %
ouplications Illiterate 5 I Lite“ates : |
|
Death 61 91.0% 166 79.%% 1 127 84.7%
| % -~
| Biindness 12 17.98 |22 26.5% | 34 22.7%
ir: Hyper tension 8 11.9% 0O 12.CH 18 12% ||
o 4. B% 8 T.3%
[ Leg Ulcers 4 $.9% | 4 : .
l: q “
Cona 3 4.5% | 3 2,.5% j 6 4.0% |
| 5 3.3
Cranps 2 2.9%¢ 3 3.65 5 3.3%
2%, 2 1.3%
Visual problem 1 1 .5%1 1 i ! ’
4, R% s 3.3%
| Sexual impotonce 1 1-58] 4
2, A% 3 2.0%
|| Still birth 1 1.5%1 2
| ! 1 v - :; 1 007“
®dney problen o i |
II . 2 2al‘§' 2 1.3“]
Catzracr % glucoma| ©
: - 2.7% 2 1.3%
IMiscatriage 0 [ | |
o s 1 X
.Hﬂ lkﬂ 2 30“‘ 2-“%1 4 2 ?ﬁ |
L O [ )
t &
\ .
, Tota) 95 F‘EE : |
¥ Tk ;150 |
| 67 -
K 1#4? ;
Il'hl 1."2 ]

AFRICAN DIG!TQL HEALTH REPOSITORY PROJECT

= 2.0374 P /-
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TADLE 22

gl"IRIBUTIQs CF R"SPCWG-TZ.\TS BY SEX ALD PSRCEPVTIGH OF
DIABETLS MRLLITVS

Brception of diabetesa| = - SAX-,
Male ) Female % |Total %

IZSesious disease 78 96 .3% | 060 86.9% |[138 92%

Bpensive, life long 18 22.2% | 14 20.3% | 32 21.3%
disease

Not & disease but
something inherited | 2 2.5% 0 2 1.3%
fron parents

":o 3 25
#0t 3 serious disease (0] 3 3%

50
N h81 69 AII

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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ices such 8s diet and exercise.

Hﬁjeri&y of the respondents 8z clajue¢d tnac
‘ir body weight had altered since diabetes was

qghgnosed; 44 (29.33) stated tnzt it altered because
they adhered to the medication regimen; while 76
mé&) identified adherence to recoamended diet.
B2e table 23 for detwvils.

Of the fifty anine (59) insulian dependent
diabetics {(IDDH), S0 (84.7%) gave themselves insulin
8¢ home. The educational distribution amongst IDDid
Sliows that more thua four-fifths (89.28) of the
literates geve themselves insulin comyared to 77.3%
ilditerates (Table 24). The thighs, upper arss,
belly were the convenient injection site¢s mentioned
% respondents who Bave themselves insulin. Fatients
¥BO did not jnject thewselves relicd on femily

eBbers and the purses in the hospital.
Storage of heat sensitive injections Presents

% prodlem 1n tropical sreas: Respondents reported

Uac or thedr own or neighbour's refridgerator,

cupbgnrd’ under clay waterpot, aid on a table. 37

(%44) out of the fifty (50) iasulin q¢papdont

20 tics yho gove themsclves insulin used che

X -y fopr storing
Priate and recoamvnded tochnology 4
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
- +¢clay waterpotc)
(i.0. rerridgerstor nnd unde y 1
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The 50 (84.7%) insulin depenacnt diebetics

gave themselves insulin claimed tnzt newly

. Q“ired glass syringes and needles gre boiled to
woke them sterile snd are cleaned subsequently t.iith
nethylaeted spirit daily before use. Of the above 50
respondents, 13 of 33 (39.4%) literates could
adequately measure insulin into the syringe, and 7
out of 17 (14.2%4) illiterates did the same. 60R%

0of total respondents could not accurately neasure

- insulin dosage. There was no association bLetween
education and accurate messuring of insulin into
syringe (Teble 25).

Almost all 96% of the insulin dePendent respon-
deats gaye themselves insulin dsily the remoining

4% only injected thomselves four times o week. 1Ihose
¥ho upe digposable syringes end needles throw then
Skay, after using them once to five tiwea. Respon-

dents vaing glass ayrinzea continue to rouso thom.

Of the rifty IDDH respondents who gave themaolves

insulin, eque) proportion of 1lliterates (58.8%) and

?iterates (54.5%) kuew their ingulin dosuge. ruble

€6 8hows that there was no associstien betweon

?mcﬂti°n and ¥nowledge ©Of insulin doaagd.

88 .1% o r t he l;{éﬁC}A‘N%IéTr}L HEALTIﬁEPOSITORY PROJECT

\ are Provadad
® insulin whila the repaining 11.9% are

jcs buy
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free insulin ot the hospital Dbecause they cuan
rd to come to the hospitel daily to be injected
j%h insulin provided by the hospital. liospital
a£$iimacy, diabetic association and chemist shops
[Gié places where insulin is usually purchased. ain
" average of =9.12 is spent on insulin weekly by
respondents.

/h 60 year old married man with diabetes of two
Jeéars duration, wes insulin dependent and on 52
‘units I2S (lente) daily. He was an illiterate,
Muslip, and petty trader by occupation. ko made a
profit of less than N100.00 pcr month from the sole
of his goods in the market.

le identified testing of urine and givang self
inSulin es pensures he adopted to control diabetes,
Wiich he learnt from the health educator and the

Murses in the hogpitel. It was interesting to note

that the patient did not know the right guantity of

Uripe and water to use when tegting urino for sugar.

e gtated thav he normally used few drops of urine,

~ fow drops of water and @ clinitoagt tubloet; ineteod

I e
d clinitest
©% 10 grops of water, G drops of urine and @

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Furthermore it was discovered th,t although he

¢+ his insulin dosage (52 upits) he did not know

+ to measure these 52 units of insulin anto the
inge when asked to demonstrate.

| Of the 91 non-insulin dependent disbetics, G1.2%
were on oral hypoglycaemic agents compared to 8.8z
on diet alone. sbout half (45.88) of the 83
respondents who took drugs were presented 2 types.
Oral agents were obtained from the gume sources as
“dnsulin. an averagc of %1l0.06 vaus sapent weslly on
drugs by affected respondents.

almost all the respondents (91.5%) reported thnt
thelr diet consisted of benns; 549 ientioned yas;
6.0 rice; 42.7% mentioned smala (prepored rroa yum
and plantaarn); and 32.0%4 mentioned Eko.

On the guestion of why the above rood 1items

VeTe ecaten, 59.3% stated that the foods helped in
CONtrolling diabetes; 30.7% suid that the foods do
ROt contain much sugsr; 9.3% respondents claiWed

they Lare not cold why such food 1teds should be

®8%en ang 4.7% stated that the foods helped in

-mmraﬁlling pugar in the urine. 73he distribution

od
YeBpondaents income and reasons why certain re

i P |
BS ure recommended is Shown in Pable €7,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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§3s the zume reasons in thu same proportions. Uut
‘the 10 who htd no idea of the reasgon for adhesing

to tiiB dict, 9 bolonged to the no-income catogory.

lunch und supper. The most prominent foods for
broakipest wero pap, eko, "Akara", beans nnd "moin-
Boin". Por lunch, the promingnt dict were Vugetable,
“Amgla", Pounded Yam, Yam, otc; for supper wore "eko",
‘Yogo tablo, Beans, “Hoin-moin", Ric® c¢ue. “iEl0",
8eano and “woin-moin" uere mostly for breakfuoss ond
gupper,

Kajority of tlio l'ospondonts 98.6% idéntified

C838Bva ns tho moin food itom to bY avoided. Exemploc
Oof food propured from cosssva included "lLafun®,

"Ebu" gnd "Fufu". 44.0% respondents Fentioned

beVerageg i.e. bournvita, millo, ovéltine &5 food

it°ma to bo gvoided; 10.0% mentioned gweot bread;

Wiiile 1.3 cloimed they were not jnforred of the rind

of fcod to avoid; 10.0% mentioned olcoholic drinks

6nd 144 montioned Mmirierols.

A urine
Of the 150 respondents, gog veat their

41arly at home; B8% doponded OR

not test thoir urino 8t g s
- AFRICAN DIGITAL HEALTH aREP((sTBSJr)OJ@f Thos, 87. AL
who test their own urin

2, s1aiince

the hurses 3nd

igongat respon-

Tablo 2?8 uhows detail of food eaten for brgaghfust,
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ndents of vurious income groups gave mo:c oI
8 the sasme reasons in the seme proportions. Out

‘the 10 who had no idea of the reason for adhering
I

to this diet, 9 belonged to the no-income category.

| Toble 28 shows detail of food esten for broakfast,
E.’L-Tm.c,‘n and supper. The most promincnt foods for

" breskfast were pap, eko, "Akara", beans &nd “moin-
@oin", For lunch, the prominent diet were Vagetable,
“Amala" | Pounded Yam, Yam, etc; for supper vere "Eko",
‘lepetable, Beans, "Moin-moin", kice ctc. "Eko",

Seans and “moin-moin" were moatly for breal:fost ond
Jupser,

Fzjority of the respondents 98.6%5 identified
C8SEBv: as the main food item to be avoided. Examples
9f food prepared from cassave included “Lafun",

‘Ebs* gnd "Fufu®. 44.05 respondents mentioned
“Verages i.e¢. bournvita, millo, ovaltine ss food
Atens o pe avoided; 10.0%# montioned swest bread;
whi)e 1.3% cloimed they ¥erc not informe¢d of the i=ind
oL re0d to avoid: 10.0% mentioned 8leoholic drinkc

&nd 144 ments.oned @incrals.

. Of the 150 respondents, 90% test their urine

turly at homo; 8% depended on thé nursen and

AOt test theip urine at sll. Amoagut Fospon-

- 7
 Who teat £ 1o cATROA O HEA RepdsToRYpRoST . CELT 87.4

BNE  pialia e Aahnidiia DY UBing
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five drops of urine, ten drops of weater with
one clinitest reafent tablet; or

-:)' drops of urine with reagent strip dipped into
the urine. 12.6% respondents used incorrect
drops of urine/wiater or used their tongue.
There was no statistical association beti.een respon-~

dents skill in tesiing urine and education. Sce

fable 29.

Table 50 shows that slightly larger percentage
"bf the insulin dependent diabetics )90.9%) used the
Tight technique to test urine compared to non-insulin
| dependent diabetics (85%) - But there was no
association between the naturo of dxabetes snd
8bllity to test urine.

Among the 135 respondents who tested their
urine; §7.8% did not record results of test because
te3t for sugar was always negativé. 22,95 rocorded
fCBultg jin an exercise book ond showed it to the
d°°t4or/hea),t:h aducator on every appointaent %ith the
flhﬁc, 11.1% comit ail resul £tg to memory and infora
"9 doctor/health educator on their next appointment
vith the clinic. 6.7% did not record rasults dut

Orted at ghe hospital imaediutely Tho result of

A %, 2% rded
indicated presence Of sugal. o7 S

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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q“irs-or urine tests regularly in un exerciso

end showed the doctor only when test results
dicute presence of sugar in the urine.

Respondents reported various actions to control
jabetes. 903 adhered to wedication regimen. S6%
J'complied with recommcnded diet; 15.3% attendod

clinic regulerly for doctors’ trsatment aihd pres-
cription. 9.7% tested their urine regularly and 3. 3%
refrainod from alcoholic drinks. The literntes

" (63.94) were more apt to wmention dictary rugulation
a5 a measuroe than illiterates (46.3%). There was o
significant association betveen educstion and practice
of dietary regulation (See Tible 31).

Diabetlc patients realise the importance of
COmPlignce wi, medical regiben snd muintsancd
regulated ¢iet. Gome however do not Know tho

€OIrect dosaBec of insulin. Host of them test their

Urine using the correct method but do not record the
P&sulta.

"zﬁ2ElQEQ_Encannlaned_ann_ﬁggpOt5 Mecheniam

Diabetic patients nocd the support of their

r .
_aullleo, pcora, and other egsociation to ovtrcoae

the array of probloms they feco.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TABLE 23

;0D .DOPTED TO CONTROL BODY WJEIGHT AFTER ONSET OF
BEIES ANONG RESPONDENTS

Method adopted b
"I’Knpt to the medication regimen 14 29.3%8
Hothing | 39 26%
Frequent urir.\ation and lack of sleep ma 32 21.3%
L oe lose weiaht | 3
Kept to the diet recommended 26 17.3%
No weight change ¥ 14.75%
. Stopped eating caxbohydrate food all 13 8.7% |
the time
Gained weight when insulin injectian 3 2%
regimen was adhered to
Performed physical exercise 2 1.3%
No fdea 5 3.3%
N 150
TABLS 24
2ISTRIgyT; /\T RZSPONDS ny ~
O« OF INSULINR DEPBMDULT RS 'Y LRVEL
= OGS WHO ‘31VS _SELVES INSUL .
five : % |Literate =N Total % —|
self i Il1literate
..é_i_________ insulin .
ot give self s 22.78 | 4 10.R% 9 15.3%
insulin
Tota] 22 100% (37 100%| s9 100%

RICAN DIGITAL HEALTH REPOSITORY PROJECT

xz = 11,5074 df = 1 P/ .30
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TAB!..E 25

SIRIBUTION OF IMSGUL IH D"‘P?.t-()")h RIFPONDSNRYS BY LEVEL
LJEDUCATIOX. ~ND MIASURING OF INSUL I INTO SYRIMN

——

- r I =
+ easuring of insulin |rlliterate % ILiterate % [Total %'F
I
Cap measure insulin :
| into syringe 7 41.2% | 13 39.4% |20  10%
Qnnot measure jinsulin
2 B T5 ngo 10 58.8% | 20 60.65% r:ao 60%
| Total 1% 1008 | 33 100% |sC+- 100% |
. %% - 0.01485 dof = 1P/ .95

® out of 9 insulin Gependent respondents 9ive themselves
£“5u11n

TABLE 26

RISTRIBUTIN OF IiW3ULIN OEPSHD®NT REGPOLDAKRTS BY 1.6VsL
O IDUCATION AlD KNOAGOGE OF INSULIN  DOSAGE

0wled
,r dmg.;“e of insulia | y1y45tarate 5 |Literate %| Total &
flhﬁh ____T =1 = _#
h“ inSL1in gorage | 10 sa.0% |18 S53.58 | 28 ses
ne kﬂD .
“Hg: ¥ insulia | $1.2% | 15 #5.55% | 22 4%
lﬂu &ﬁ - 4
S~al !17 100% ik33 100% so 1003

32

S " = 0.003343 ar = 1 P/ .80

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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111.
-DISIRIBULTCN OF RESPONDSNTS BY INCOMR 4iiD KIO /LSBT OF ilY CIRTAIN

FOODS ART RECOMMIDED

FI

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Recason Below K100 |KiOO - MN299 4|| H300 - HaSO | No Incooe | Total
Good for ecntrol A
A 28 6S.1 2S5 ©1.0% 11 64. 75 4 19.,0% 30 SB.7%
S — I a
Do not contain
much suqgar or 14 32.6 13 31.7% ! 5 29 .47 13 26.5» 45 30.0%
carbohydrate l
Gaod for control _ | : ._r
O!. Qut)at in \'jtino 1 2.31 2 4.0-. 1 S-ge 3 601) 7 ..To
No idea 0 1 2.4,
Total 33 1005 | 41 100%
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T.8.5 22

FOL . =SATISN FCOR 3REAKF..S1, LUNCH AIID SUTFix

Type of Faod

'hmvita

3r2alkfast Lunch Supper

PaP 49 B3 14
Eko 45 o a2
Akar a 45 e 33
8eans 24 13 29
Moin-moin 21 1 23
Rice 18 14 21
Brxead 17 3 | 13
Tea 14 - I .3
Yan s 16 | 12
599 S 1 -
Yao Porridoge - 2 o
Anal n = S7 10
Vegoetadle = 88 e
‘as fiour - 30 12
Plantain (unrije) = k 1
Ok 2 = 43 1
Dodo . 2 3

1l

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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THABLE 29

STRIBUTICY OF RESFOIDZINT3I BY SOUC..TIO
IN T23TIn3 URING

D TECRIIWE

#135 respondents test urine at

T28L= 30

I;@chnique used Il113zer e % Aterate & Total Z
F g -
Right techaique
uged for testing 48 82.8% 70 90. 8¢ 118 87.4%
erine
= = - - -I
Yrong technique 10 Y 7.2z . Q.14 17 12.6%
used
[ Total 58 100% ?7 1005 135 100%
e
¥ = 1.9965 ar = 1 FaZ e
home

DISTRITITICSr OF R=SPrUDYNHT3 BY NATURS OF DIAB®T25 "D
TSCHNI Ve X1, T35TING URINS

o 5 1 :
Tachnique used |+ IDD mipatt A Tota 2
Uvoed righy techni- o8 85. 0. 118 87.4%
que sQ 90.9.
feed ~“ronqg tcch- 5 ' 12 15.04 17 12.6%
ﬁique ¢ ®
I 135¢
Total S3 100% | 80 100% 100%
e p /7 .30
X" = 1.0302 dr = 1 L4

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TL£ALE 31
SIRISUTLON OF RASSPOMDRNTS BY L3SVEL OF BDUC TION
ARD I'THODS OF DIABETES CONTROL
dgigafggttollinoinntem@ , | Literzta % |Total.. =
sdhere to recommended sg8 86.6..| =7 92.8- | 135 905
Sedication
I
lﬁ;&:;‘:tg? recomme nded 31 46.3. $3 63.9% 84 sS6%
B Clinic 10 1.9 13  15.7°| 23 1s.3
reqularly
?Eﬁt urine regul:‘rly 6 8.9, 5 Q.0 14 9.3
2{rain from alcohol 1 1.5 : 4 49 5 3.3
Perforn physical o 1 1.2 1 0.7
¥ {dea 3 1.5} 3 3.0 6 a5
Total 109 -
N 67 83
1
Z = 2,184 PN

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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n The ciange in their lives because of diubetes,

¢ non-insulin dependent respondents (36.3%)

n 1nsulin dependent (27.1%) clsimed diabetes had
de it impossible for them to work for a long period
of txme. 30.5% insulin dependent respondents had

0 curtgil their social activities conwured to 21.9%
non-insulin dependent respondents. 29.7¢ non-insulin
and 16.9% 1nsulin dependent diabetics hed not
experienced any change (Table 32).

: A 45 year old wurried vomen with diabetes of

One year dursction was non-insulin dependent. She

W8S plasced on Metformin 500zg twicce dsily. She wes

4 petty trader by occupation and masde an average

Eain of ¥100.00 per =zonth from the sale of her

8oods. she depended on her husband und children to
support per financially- The respondent stnted that
8he wug quite strong, hardworking end traded in ull
SOLLs of goods before onset of diasbectes, nll of

Which gre bad to forgo for something 1ess tedious
8fter 4qiubetes wus diagnosed. Therofore sho mbkes
legg gain from her sale of goods coupared to gain
de before disbotes.

Pable 33 ghows thst both mslea 92.6:) eand

'L.;'B (9?.1¢) complﬂi“ed of financisal difficulries

AFRlC.AN DIGITAL HEALT .P T PR % /] d ro h 1
6 6f the Oxpensive tredtaent Fequirs
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1"«9'. The proportion of fcwmales (65.2%) who
omplained of tiredness, weakness, depression and
1oss of weight was almost double thac of male
;';:c'Spéndents (38.3%) who complained or the ssme
prodblens. There was a significant associatlon
vetweon sex arnd problems of tiredness, wealmniess,
depression and loss of weight.

With respect to social support; 49.5% non-
insulin dependent diabetics clairmed they received
‘support from their children compared to only 18.4%
for the insulin dependents. Thero was parental
support for 16.9% insulin dependent and none tor

the non-insulin diabetics. ABein more insulin
dependent respondents (33.9%) stated that they
receaved no support f{rom anybody comgared to 24.2%
f0T the non-insulin. There was on association
bet¥een childron being the primury source of support
Shd insulin dependent/non-insulin depoendent respon-
dents, (gee pabple 34).

48 to the natul-e of support provided. Finencial

“8¢istanco topped the list with 83.3%; Soral

SUPport came second with 28.7%; third wos rnodicution

Mith 11 .1%; courth was conveyim; them to the

Pital uith 7.48; ond donation of food items

! .-T t& ‘f t h t{i t h 2 %fRICAN DIGITAL HEALTH REPOSITORY PROJECT
a ] [ ] [ ]
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TABLT 32

MANNGR OF CHANGE TW L1F3 DUE TO DIA3BRTSS AjNS
IDDM and IDDM RI3PC(DRUTS

e 1y —e==

| p—eeee —
| Mapper of change IDDit 5 | NIDDi: s || Total A

| f—

| csrtailed social 18 3c.5 | 20 =21.9 || 38 25.3
| actavatizs

Carnot work for a 1
long pPeriod vithout 16 2o, 1 33 36.3 &9 o 7

getting tired

Left a well paid job| 10 16.9 12 252 22 12.7

N¥o change 10 16.9 | 27 29.7 | 37 24.7

Prevents from
eating focd from B 13.€ 10 10.¢9 1E 1255
carbohydrate ; r«.h
products : |

Lost job s B.5 s 5.5 |10 6.7

Left school to 2 A4 o 2 1.3

sgarch for a job

Sexually impotent o 6 6.6 6 1,0

alind 0 A 4ot 4 2.7 |
|

Unible to conceive o 1 1.1 1 0.7

150

N 59 91

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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TA3L®T 33

STRIBUTIOL OF R=SPQIDELTS TY €4 raiD 2KLE .S
SQICAUNLTERCED RESULTILHG FRXY DIANTITIRES

rroblems encountered Male . | Female »- | Total
| = _"r—
lLzck monecy 75 92.6 69 97.1 | 142
L ) §

Tired, weakness.

depre;sion, loss of 31 38.3 3 0.2 76
|weight

visual problen 6 ¥. 3 2 2.9 8
L'I.aft previous job 4 4.9 2 2.9 o
Nec problerm 4 1.9 3 1.3 7
Difficulty an adjusting 3 3.7 3 4,2 6
to new diet

: b

eperated from spouse 1 1.2 1 1.
IICetS t0 school late on . 1.2 0 2
¢linic days

Ha® Tubarculosis in o 1 1.3 1 0.7
adkditior to diabrtrs

Total 132 129
'-x- o x 1.60
z = 3,42 P gCP

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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i
TAIL= 34
Mildien OF SOCIAl, SUP-GRT FOR RESPONDZ:.TS
Support 'I IDNA LLIDDA 53 Total %
¢hildren’® 11 18.4 | 45 <9.5 | s6 37.3
Parents 10  16.9 0 20 6.7
Rel \tives/friends B 13.9 5 6.5 13 8.7
Spouse 8 13.6 22 24.2 30 20.0
Hospi tal s 6.5 9 9.9 14 9.3
social “lfare 1 It: ¢ )} s 2 1.3
Chur chtiosyue 1 T4 o ai2 3 2%
Nobody 20 33.9 22 2..2 2 28
= — -
1 59 91 150
ik 4 = 4.278 P / .CO006
KEY
Iy - Insulin -~ Lependent Diudetaes l'ellitus
¥IZDH - Nop-insulin gcpeniprt Jisbetes liellitus

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




120.

islthough almost oll the patients hed rinencial

ifficulties because of the expcnsive treatment ror

diabetes, Wany of them received support {rom their
children. Pratients curtailed those activities thsat

impede c¢ontrol of diabetes.

The Diabetic Assoclation as a Support Structura

Diasbetics because thelr disease is 1ife long,
néed to share experiences and problems with other
patrents and therefore be in u position to desl

' with everyday difficulties.

Majority of respondents, 90% (155) tind heard
of the diabetic association; three fourths 115
(76.74) of respondents were members ol th¢ nssocia-
tion, the remaining 35 (23.3%) who vere not wembers
identified the tollowing rezsons; not aware ol its
éxlStence; hod no excuse for not becoming mumber;
MOt resident within Ibodan; had no time to attend
8cetinks; too old to attend mectangs; did not
Wnderstsnd the local lsnguage spoken during m“ctings;
Just learnt of the existence of the N3oociation.

Anong the 59 insulin depecndent reapondents

88.1: (52) were members of the disbetlic agsociation;

hile gmong the 91 non-insulin dependent respondants

F A 'o’ 'r.CEn
He% (63) were mombers. There Was 8 J1gmil T

Ociation betweesd HatubE bfrdkebuioo mullicus
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‘memberghip of the diabetic asgociazion,

See Table 35),

With respect to attendance at diabetic associao~-
‘tion meetings by the 115 respondents: wore than
hslf (55.6%) of respondents in the 14-39 ycurs age
group attended between once to three times whilte
about the seme proportion ol respondents (51.1%)
within the 40-75 age group attended meetings between
four to six times. (The period under review was

S1X months with meetings held once every month),
There wes no statistical association betiioon age wund
dttendancc at association meetings. (Pable 36).
fable 37 ghows that there was hardly any, among the
oale/female respondents and attendance at diabetic
4saociatjion meetings.

Of the one hundred and forty twa (142)
r08Pondents who depended on drugs ond insulin for
theptment of diabetes, 83 (72.2%8) of thew who were
meabars of the associnsion had sccess to drugs snd
133u)in yrom the association. With non members of
the associuation only 11.1% rogspondents had accezg

o drugs and insulan. Cable 38 shows that thora

2 8 pignifiesnt 8ssvciation betwoen dccosd Co drugs/

8ulin ,nd membership of diabotic arsocralion.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



122.

[ = ! G-yl .
Respondents identified several rcasons ror

nding assoclation meetings held every firsi

onday of the month. These included: to acquire

§brc knowledge about the causes of aiazbeteg; lnow

ficre ¢bout trestment, control and selfcare of disbetes;
be priviledged to purchase medication chegply from

ihe associstion; meeting dey fell on clinic day;
wished to rain support I'rom association and

experience from patients who have had diabstics for

"2 long cime.

Reasons given for not attendiny assoczation
geéerinigs included: lack of time; lack of tranaport

fare v0 venue of meetings; luck of interest in the
@ecting; not provided with free drugs like che

Patients on insulin; diabetes hes been newly uiugnosed;
0 jdea or the cxistonce of the Association; muellins
da¥s not convenient; rosident outside Ibadan; hid

BMED. 3115 pever remember day of meeting; had other
pressing comzitments on day of meetinl; occupa&tion

lnvo)ve travelling;:; often uway On meeting daya;

Student blind nobodY to convey

yno time for meetiny;

o hospitel on meeting days.

ABOng the 150 rvspondents, 00.3» iltliterates

44 6% litcrates considered providingC 3upport

CGpondants ro HROANDIETA HEASTH ReposiToryPROIEST) & O £ Lhe



123,

iution. The sume proportion of illiterates

and literstes 28.9% identified lecturing
tients on treatment and control of diabetes to be
_ihe purpose of drabetic aasociation. 3lightly
larger number of the illiterate respondents (14 .9%)
wanted the Association to be a vehicle for government
support. Table 39 shows that there was no associa-
txon between level of education and the association
being vehicle for government support.

The age distribution of respondents and purpose
of the diabetic associstion showecd that the propor-
tion or the respondents in the 40-75 years old sge
group (14.7%) who wanted support from the governoent
¥aS very puch greater than those in tbe 1#-39 years
0ld age group. 'This association was sigaificent gs
Shown in Table 40.

Of the one hundred and fifteen uenb“rs of the
8880cjation, 70.9% literates end 66.0% illiterutes
€02sidered providing medication for &embers ot
Yeduced cost to be the amost important activity or

the a89ociacion. More illiterates (15.1%) than

Literates (6.5%) considored aeeking aid from €ovarn~

BC and gocinml orgsnizatrion 88 Oneé of the iamportont

vities of the Agsociation. Furthermore 11,55



124,

& to be another activity of the issociation &a
st 3.84 by the illitorates. There was no
intion between lovel of educution nnd respondents
geeking aid fror govornment 8nd social orpunization
‘&8 shown 1in Tible 41.
despondenta adsitted that the nbove activitivug
Balred them in controlling diabetes; reduce respon-
dgats anxieties; purchase mediceovion 4t moderute
se=t; &and encourgged them to Jjoin the Diabetic
"Association,

bagority (82%4) or the 150 respondecnts had m@c
tie health edtcumcor., with distribution of ake #nhd
Eooyipdge of fuaction of tha health oducator, alamouc

B8)f of the resposdents (48.08) stated that the

Ss8lt: educator teught thes how to taest urinc. Othép

fu:.:ncng included educeting paticnts on tha isportance

124 GTtiending clinic, conzrelling diet, wiid maas¢ecant

b4 A Groater auzber of "Gapolitents

cuts ang wourds.

m.ﬁi) i, the spe group 14=39 yrars cluineg tha

Hﬂ.?_.th educy ter tuught thes= To ipjout thusselven

-

(SSGclation botween e
: ¥ to Bivu inaulip AnguciicaR

. In
i itzsulin tnen the older AL group (&2) AR

and Lha nasltii wuuSALOT

recpondencs Lo

mificant (Gee Table 48).
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, to be another activity of the issociation as
nst 3.8% by the illiterates. There was no
doclation between level of educstion snd respondents
king aid from government and Socisl orgsnization

as shown in Table 41,

Respondents admitted that tlic sbove activitaes
helped them in controlling diabetes; reduce respon-
dents anxietlies; purchase medication at moderate

tost; and cncouraged them to jJoin the Diabetic
‘agsociation.

Mojority (82%) of the 150 ruspondents had mot

the health educgtor. %with distribution of age nid
ERoklcdgo of cunction of the health oducutor, siwont
b8l of the respondents (48.0%) stated that the

bealth cducatvor tought thom how to test urine. Other
funcrions jncluded educating patients oR the importance
ol attending clinic, controlling diet, and managemont

ol cuts and wounde. & @roater numbor of respondents

(20?623;) in the age group 1l4=39 years claimed the

he .
21th educator tmught them to inject thomselvea

¥th nsulin than the older oCe @roup (6f). The

8850ciotion between age and the health cducutor

chmg roSpondontB how to give iﬂ‘ﬂlin injection

8ignificant (Sea Teble 42).
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‘Responses did not vary much accordimg to
eracy &S sceen in Table 45. & slifrhtly lsriger
portion of illiterstes cited testin(; of urine

carc of wounds than literates who emphasized

I
education on diet,

liore than four fifths (88.%%) of the respondents
bad met the dietitian snd they claxuwed she had given
them list of foods that should be eectecn; thoece to
avold and the quantity Ier breal:fast, lunch snd
'supper.

Vith respect to how services provided by
diabetic association could be improved: 13.C%
feSpondents jdentified embarking on tmcaningrul
Procedures of procuring medication for patiunts on
regular basis; 12.2% recapondents wanted the Bovern-

~ 3ent o provide free medication for patients; 11,7-

°of them yanted the association to eéncourago more
Patients ¢o join the diabetic associstiob. 2.6«
"8ited the governpent to provide less expensive drugs
and Ansulin for patients; 1.77 wanted the aocial
“lfara dopartment to help poor patients obtain fréo
;&c-rdica tion, About hglfl cthe raspondents (52.1%) dad

 Taspond oy ned no sugzedtions and deas.
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For the improvement of services provided by the

)spital; 23.3% respondents wished vhe hospitel to
_v:-ide drupgs snd ipsuiin to putiencs on regular

is; 10.7% idcntifiod providing patients with free
gedication; 10% identified improving the educutional
'p?ogrammes for patients on causes and tTreatment of
diabetes. 9.3% respondents wanted doctors to treat
. pavients on time on clinic dsys; 7.3% wanted the
nospital to carry out reseasrch on locally ovailabdle
paterials that could be used for malang drugs und
injections; 3.3» wanted an increase in th¢ number of
doctors, nurses seeing to the welfaro of diabetic
patients; 4.0% wanted health personnel secing to the

¥elfare of putients to treat them cordially vhen
they come to the clinic; 3.3% wanted the hospital
to lecture the public that diabetes 1s not a
contagilous discasec.

Many of tvhe respondents are membors of the

diBbetic associotion. Thoy derive such benefits as

B6Iing ablo to purchage their medication ¢t moderate

€ost frop the ussociation; share sigilar probloms pnd

tlve mutuul support. They wait tho apsociation to

Le in the foup.
_counage other digbetic patients to Joan (ECoup

° ~ - .
¥ al80 want the hospital to provide patients

| .tiﬂn on re EUWN Tﬂiﬁﬁﬂw REPOSITORY PROJECT
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I .®LI 35

== .[UU .D ,IIDO BRAPORDSIT S
-':é'.;@{shi}\ of the 1 [ | - ) |
asswCiation 1DDey = efoly total *
-bcr of the 4 - H
“SoCciatici n 52 df.1 | 63 9.2 115 76.7
: ";Il :
sot a membor of the
2ssnciation 7 11.9 28 30.8 35 23,3
Total s 1008 | 91 100% LISO 100%
X = 7.1576 a = 1 P/ .01
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. . - sy T D 3B D ATLELOANRCE LT
FEIEJTIE!" CF « 3P2TAE). TS 3Y Sk, )
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fll. i et
r of times X ~
fhsunﬁiteﬂs d aMale 7. fonale ¢ Total p

1 - 3 times | 26 41.1i. 26 U46.43%1 52 A5.2Y%
4 - 6 times 28 47.4. | 25 su.eu$] 53 46.1%
wever attended 5 8.5 S 8.93% 10 8.7%
— — =
Total s9 100% | S6 100% | 115 100%
Z = 0.0914 af = 2 P/ .98
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nttess to drugs ’_"mbcinzfio: .| of the asse-

and lnculin £SS506 ciation %
|_
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drege and 23 72.27 2 e b - l
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Hasg o 56 39.4%
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d Al 539

PISTRISUTICN OF RIESPCIIDZI.TS BY LSVEL OF £DU~ _TXICW /ND

1 PURPOSS OF THY DIIBRIIC .5SOCL.TICM

purpose of association l Illiternte % | Literaze SF Total % ]

H

| Provide support for 27  10.3% 37 an.6B| 64 42.7%
patiants

lecture patients on :
treatoent and contwrol 18 26.9% 24 28.9%

of diabetes.

42 28%

Pravide onportuni ta~s
for patients to live a 13 19.45
healthy life.

16 19.2§|. 20 19.3%

fssociation seen as a =| 18 128
vehicle for governuent 10 14,98 B 9.G5
spport,l

lecture patients on 6 8 .9y o 10.8x| 15 10%
selfcare

Wish to learn from [ 7.5 8 g.64] 13 B.7H
other patients,.

’eﬁtute patients on 2 2'9’: e ‘:oefj 6 4%
€L of diabetes.
16 21.75| 36 24%

lio jdea 18 20,9 i
T 150
¥ 67 83
= —

1
2 = 0.9MS P/ 36
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T;.8L8 40
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- — m o I
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B
f ovide support for ) = e
gtients. 16 47.0%: | 48 4d1.9x | 64 42.7%

lecture patients on ! -
eatment and control 12 35.3% 30 25.95 42 28.0%
jbf diabe tes

Provide oppor tunities

{foer patients to live a S 14.7; 29 20.7a 29 19.37
bealthy 1ife.
J2ctuse patiants on 4 10 8.6/ 15 10.0s
wifcare, 5 14.7 7
Hse to learn from ¥ 13 8.7%
- .7'- 8 6.9& °
01&[ Patlents_ 5 14 ’~ :
hCIDrQ patiwnts on 2 S 9% A 3,45, 6 372
32 of diatates. 3
i
" I"“Wiati.o
'Whitlg ?O:QGTI a: 1 2,07 17 4.7, 18 12%.
*Rrment support
" Leg 8 23.55 |@ .18 |36 2
SO
I 34 116 lﬁ_
-

3"
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it A oA |

915TRIBUTION OF RTZwOIDTIITS 2y LI/RL ©F BEUZ..TICN °ND
' KM ALSDSG7. QX CIL/7ITISS & o533 DI 2sTIC
..39°C1 .TIQ

m———

ffkuuunge of activities | Illiterate s | Litozate #| Total %
S 1_* - e

Providing medicction for 35  66.0% 34 70.97%21 79 68.7%
petients at reduced cost

|
|

_Sharing eXver iences 19 35.8% 25 .34 34 38.35

He=1lth talks 9 16.95 14 22.6,:| 23 20.07

S~k ai1d from go\.;erm-neni 8 1S.31;° a 6.5°| 12 10.4%
and secial organization

llold nactings to discCuss ) ,1
issues per tinent to 3 5.7 1
Benbor s of asscciztion

4 3.57

Res perbers are taught 2 383 7 11.3"| 9 7.8
ho® to test urine

Xo idea S 9.4, 2 3.25 7 6.1%

—

62 pis
i N 53 %

2 = 1.47S P/ -10
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L3LR 42
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!
f'faughtlr?ieho“ to 37 5s5.25 | 35 92.2%. | 72 <4BE
est uri

i
Counselled ne on the
izportance of the ' 27 49.3% 36 4L0.97 61 40.7%5

diabetic clinic I

|'S@ucated ne on foods 15 22.4% 27 32.57 42 28%
to eat I

Taught me howt to
cate for wounds; 15 22.4% 13 1S.7% 28 10.77
iafection;, hands
|and foot.

Taught e how to 5.9 | 10 12.07 | 14 9.3%

- p] e
Ave self insular
I’Old ne the causce s ‘1 5.91. 7 8.0}1‘; 11 703?3
| o disbates
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'Phe results showed that majority of the

spondents werce either involved in petty trading

1 attracted very poor earning or were unemployed.
'~ﬂy a few were fsrumers; few profesgiontls,

pensioners and students.

fdezlth problems which led respondents to seck

£or csre in hospital included frequent urination,
persistent thirst, increased appetite, itcning of the
"feaule genital orgons among scveral other problems.
Pindings revealecd that méjority of the responiénts
€ld not have thce knowledge of the cause of tho diabetes
it ned the knowledge of i1ts treutments and the
d¥fferont complications ascsociated with tho dascasge.
mﬁﬂ’perceivcu diubetes to bg serious and treatoent
€xpennive,

_ Severnl management behaviours adopted by ruspon-
Iaﬁﬂts for the control of diabetes included &iving thel-
Stlveg lngylin, testi;ng urino for suBuar, t&king

FeComngpded oral ayonts ond dictsry restfiction. Dé¢ens,

*8 cassavn wero minimised or non-existini in their

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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:%iﬂuihss showied that almost all the responden&s
 rinancial difficulties. Mujoxrity of them had

fortune oI being supported by femily members,

e social welfare department or even the hogpital.

| & good percentage of the respondents were

I

| registered members of the diabetic association vith

the hzalth educator orBenizing its activities. flieabers
of this assgsociation nad access to drugs and irnsulin

wbaenever these were available and benefited from other
I

activities organized by the association.

Apart from doctors and nurses respondents had
been counseclled oy the health educator and the
dietitian vho taught them hov to test urine for sugar,
glve insulin end counsclled on the nocd to comply

with clinic appointments. The dietitian gave tnen

& list of food itcms that should ma¥Xe up tiexr diBt,

I The respondents, amongst other things wanted tne

88S0ciation to encourage other diabetic patients to
~ Join the asgociation; and the hospitusl Lo provide

[ drugs and ingulin to pationts on refulur busis;
$2provo the educational Programmes organized for

aients und to carry out rosearch on locally

ilsble mgterials that could bo usad for poking

&% ond inculin for pationts and so Feduce the

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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A 15 year old femelc diabetic, single, unemployed,
003130 bY faith, with primary six education 1s
supported solely by her parents. She is insulin
dependent diabetic and there is a family history of
diabetes, her mother is diabetic.

Three Years afo, she had problems witk her
teeth, several of them were fouad to be shaking.
"4t the dental clinic where she went to seck for care,
bistory taken by the« dentist showed that the putient
wke up sgveral times at aight to drink water and
Pa3S Wripne. PFrom here she was referred to medical
out-paticnt department, University College tlogpitzcl
here Urinalysis indicated glucose in uranc¢ and diabeteg
¥a8 diapgpnosed., Sho hus been admitted onec in the
Rosp; tal zince the onset 0f her diabetes.

vhe patient claimed sbe had no ides of wvhat

People penerully think causes diubetes but she thinks
it

18 dye to too much of sugar Y foods. She had no

 Adeg whvther diabetes could be prevénted or cur ed.

® idengified loss of weight, and weokness of ine
She

~

0 be her problems Tesulting frod diybatie.

%0 boljeves that diabetes could result in early

¥ 11 not properlpy"c’ﬁW@ﬂEOilmevplgch tresataent



137

I

lﬂk-zs of 52 units of insulin (IZS) lente datiy.
units in the morning und 12 units in the evening.
', Ehe controls her diabetes by adhering strictly
To the recommuended diet, giving self insulin deily
and frequent tesving of urine. &he knows the right
guanctities of water and urine to use ithen testing
urine for glucose. 'rhe patient records resulss ol
urine tests in an exercise booi nnd reports at the
hospirtal when test indicate presence of [ lucoso in the
wrine,

She injects herself with insulin on her arcs and
LIghs. She stores insulin in her .parents refridge—
fator; ghe xnows her insulin dosoge end can measure
insulin into the syringe. She pays between H6.00

and ¥10.00, for one insulin bottle waich she uses

for seven days. Her diet consists of FAomla', Baans,

Bice, wzyon sad Yum, chogen because thiey ure good for

the control of disbetes. “"Eba®, '"Furu?, “imala lalun®

food s because they contain plenty ol Jugere.

The pationt odmitted that although she hod heaxd
Cut theg dinbe ti e 0d506ip tion she is not A& memblar and
no jdea of tho purpose O) th pagocintion.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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‘She has been counselled by the liealth educator

:p taugnv her how to test urine gad record the
gult; and @ive self insulin. She had never been
counselled by the dietitian, when asked how she knoiwr
- ¥hat oot to eat she said she cavs the same thing
with the mother since she is also diabetic. Hex
appointment with the clinic is once 1in four weeks.
She spends H3.00 gs trsnsport fare to the hospital
and back on clinic days.

The patient stated thaet diabetcs has changed her
dife because she is forced to discontinue with ner
education bhecause her parents canpnot cope with her
treatment eypenses and at the seme time be sble to
Pay for her schooling. Furthermore she hes hsd to

Curtail her esting habits by excluding most of the

carbOhydrate t'cods siie used to enjoy eating.

Lase

®F Zoith and a petty trodor by occupstion makes a

- io
24y of ¥100.00 per month irom hig salos ound

8UPPorted finpnelally and morally by his wifw.

1robloms Of
‘I'hreo Yoears ago, 14 37 pntiont hud p

: ation
311‘1333’ pergistent ghirgt, froquent urinatio

' ¢
¢1ally st night which led his €O sook for care

AFRICAN DIGITAL HEALTH REPO%I’ORY PROJI?B pitt od in tte
] cen
hoapitul. Ho hod nover
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pitul as a result of diabetcs and he is insulin

' dent. On the knowledge of diabetes, he suld

le generally think it is caused by ones enamiese
He kad no idea of the causes of diabetes nor whether
diabetes could be prevented or cured. tlls prooleas
‘resulting from diabetes included tiredness, inability
. o put in meny hours of work, and dependence on wile
for finuncial support to enable him purchase insulin

regularly. He said diabetos could result in esrly

" death if care was not taken. That because of diabetes

he is gsexually impotent and connot waike love to wifec,

His crestment consist of 40 units of insulin

(128) lente dsily. He manages diabelcs by adhcring

to the recommerded diet; injecting gelf vith insulin

aad tusting urine regularly. He does not Xmow tho

Bgat quantaty of water end urine to use when testing

urine for gugur. He does not record rosults ol urine

eaty. ,ccording to him, initially he depended on

en to record results of urine

M3iS educeted childr

Leszs for him but now he does not bother bécauto

tesrs elwayY3 show gabgencé of Bugar in urinée.

ctg higgelf with insul
g and thigha. e dooa

omory but knows the

in at
The pationt inde

hace aduindgtorod on hig arnm

t ¥now hig insulin dossge VY #

AFRICeNODIGIWIﬂIQI‘fFﬁlTC&nmc

the syrinCe.
tity of insulin
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rores the insulin in an aluminium bowl with

"and places this on top of & cupboard. lie

S the syringe and ncedle once every ucek and
eleons with methylated spirit snd cotton wool on
other days before use. Hec spends between W7.00 and
'k10.00 on insulin for seven days.

fis diet consists of mostly unripe ploatain,

. deans, "akara" (1i.e. bean cake), moin-moin, chosen
because thcy were recommended by the dietitisn and

" are good for the control of disbetes. "Iafun" 'guri',
'*fufu' are prohibdited because they contsim too much
8tarch and sugur.

although he admitted that he had heard about the
disbetic agsociation he is not a momber because he

83 no time to ntrend mectings. le hus been counselled
Y the health oducator on the technique of testang
urlng and pecording results. fie hes also been
€%Ungelled by tho dietitian who gave him a lisc of

l “Wut roods o eat ond roasons why theso were choson,
He dofaulted fros his clinic appointwent; dully
Wsulzn injection end frequent urinc tosting for zsix

sths. yhen gsked wby he dofaultvd, ho Claimed that

had serioug finpnecial difficultisg. Durxng thag
I

—ii?d' he experienced tho rogppelIanco of his diubetic

RO f1'equent
08 (scvere T 5 T2 Vs i il
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ion, thirst und blurred vigion). wincoe he
returned, ne hed been complying with recommended
chaviours,

He spends forty kobo to @Get to the hospitsl und
back home on his clinic deys. Prese¢ntly his appoint-
gent wath the clipic is once in two weeks and from

. records he hes becn complying,.
Cage 3

» 65 year old warried man, unemployed becauso
Jot 0ld age i1s not educated and he is 3 moslem by
feith. He is supported by his children and other
zeabers of his family.

At the age of 62 yearrs, the patient guffered
{rop persistent thirst, f{requent urination especially
at night ana drastic loss of wcight. This led him
to seek for csarc st the University Collogo Hospitiil
Yeere pryer series of exsm:ination aend teats the

SO tion w89 diugnogsed to be diabelef. Jortunstely
P his gover been admitted in the hodpital as a

r
€80l of diobetgs. Ho seid poople gencrally, believo

Ghat CVOrybody has diabﬁtos in the blood and boecomy

A0ireated when the body cen no longer SQIETRL AL

f'iﬁu no idea of the causos Of diuhetes or vhather

‘ould be preventode
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He identified the following to Ye his problems

ulrting from diabetes: finsncial difficulties;

weakness snd inability to sleep well at night. His
It‘!:é‘at:ment: consist of chlopropamide (Diabenese) 500mg
three times daily; Metformin (glucophage) 500mg three
Times duily. PFor the management of' disbetes, he
adheres to his drug regimen (finacizl probloems not
vithstanding); adheres to recommended diet and tests
urine frequently. Tho patient knows the quontity ofr
"'Bt:er and urine to use when testing urine for sugsr.
He does not record the result of any of the urine
tests put commits them toc his memorY. lie Knows that
Whel the colour of the urine test shows blue then

3t neans dimbetes is under control, that gll other
®@lours means thare is sugar in the urine.

For tho purchase of chloprosmide o1:d metforain
the Patent gpends betwoen k1C0.00 abnd #12.00 for oné

uuk"-‘ treartment, {lig diet consist of Yam flour,

'-Pép", beans, rice, yas and "emsla" chosen because

’ ; 4
the; contain loss gugur and sre §ood for controlling
LAV : .
__.Gafr 10 the uring. “hkufu”, oveltline, cadsava

IO -
ducts are discouraged because they contain too
- suger,

The pationt cloisa that &lthouEh he ia a cember

AFRICAN DIGITAL HEALTH REPOSITORY PROJEC CNO ou t
: . o actonaed only
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» gix meetings in six tionths becuuse he attends

n ever lhe meeting valls on his clinic day. He
‘thinks the purpose of the association 1s to help
members, by educating them on treuatwant and management
of diabetes and making medication available to members
at moderate cost.

He has been counselled by the health educator who
taught him how to take care of himself and vo keep

to all the recommended regimens. lie heg cpoken with
'the dietitian who counselled hip on the types of food
to cat rfor breakfast, lunch and supper and those to
avoiid,

Ae spends eighty (80) kobo on trsnspoxt fure

£208 his home to the hospital and beck on clinic deys.

drg €Ppolntment with the clini¢ 1 once im four

Veeks .,

c
Sese 4

A 50 year old married womsn with no education,

% zoslem by rpith and a petty tradexr by occupation,

aakes between 3“5.00 and um,oo a month as 881“ from
Gﬂlling "moin-goin' .

Yen yeprs ago, she suffered from dragstic 1NCrease

':app_eruite end subsequent lo88 of walgzZhC, frequent

t4°n. persigtont thirst, woaknéss und dizciness.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



\his led her to come to the hospitul to seck for

¢ Hesr condition was later diagnosed to be
tigbetes. She has never been admittced in the

_-ﬂ;'spital for diabetes.

She said people generally believe disbetes to

Se contracted through sexual intercourse. She has no
l‘d.‘ea vhat causes disbetes. She iadentified the

fdllowing to be her problews resulting from diabetes:

beadaeche; financisl difficulties and weakness. To

‘sake ends meet she relies on her children to provade

her food and buy her insulin regulurly. iler troatzent

consist of 38 units of insulin (IZS) lente desily.

sbeé conrtrols the¢ symptoms ol diabetes by keeping to

recopmended dict; injecting herself with insulin and

“e3ting yrine regularly. She knows the right quentity

8f water and urine to use ror The test. She docs not

200D a ;ecord of the resultg of the urine tests

Pecause her gisbetes wes under control (i.e. ail the

. T€8tlta of her urine test it always blue). vhe

Pelient claims thot diabetes hes chapged her lile

ecaus, of constont tiredneps; ond inagbility To work

N Bany houra without stoppang tO rest,

Tho patient injects herself with insulin at

gone, L On her arms cnd thighs. Bhe cannot recite her

L
it dosage snd FRICAN DISITAL HEALTH REPOSITORYPROJECT nossury 38
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of insulin into the syringe. 3he stores au:r
¥in in a nei&hbour's refridgerzvor; boils

inge snd needle once u week belfore usc and uses

aethylated spirit end cotton wool to clean cyringe
rdhd needle on other days. 3h¢ spends between

#6.00 1und 10.00 for the purchase of one bottle of
insulin vhich 1lasts for one week.

fler diet concists of beang, "moin-moin®, Elo,

end *Amala" (ysm flour) chosen because they are good
léT controlling sugar in tho body, buc “rLba", "Lufun",
“Fufu" are prohibited because thcy increase the level
of sugar in the body. She is a member of the diebetic
agsociation snd attended six meetings in six montls,
she cloims sne attends mcetings regulorly beccuuse

she is sble to purchsse insulin and clinitest tublets
at reduced price. That cthe purpose of the ascociation
18 to asEist mopbers in sll aspects of diabetic
Lanagengnt,

She has been taught by the health educator on

Low +o tect urine for sugar gnd roacord the Tosulte.

!h' 88 been taught how To E3ivO hergels insulin

¢ction; coungolled on the importsnce of compliance with,

the rocommended diet and the naed for good

Onal hygiene. UShe hzo been coungwlled by tho

= AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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f'tian and was given a ligt of feod to choose firom
- those she should avoid all the time,

iler appointment with the clinic is onco in

n weeks. She gpends k]l .00 on trangport fere riom

er home to the lospizel and beck on elinic days.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



| DISCUS510%
. i " -
discussion will be Erouped unagr the 5

f owing headings: dezograpbic profile; nature and
e of disbetes; patients knowledge of cause;
revention and treatzent of diabetes; ssnageaant
8xlis of diabetic patienta; prodlema encountered
nd sunport mechanism; the disbetic association as
FUpDOort structure; organisation of merviceeo at

w and Pstiezt - provider interaction.

Besarracnic Profile of Respondents

Dmogrephic cherascteristica like sex, npge,
Sucaziosn, religion, incoz=e influonced reapondents
Bebeviour ap it would be explained.

| There wes po zignificant cifference 1B the 58X
L Watrivution of respondents. The Bhle respondsnts
WP SAE p-2 che fessles S68, Although the Meview
B Mirerirure on factors affecting diadetes mellitus
tist pele to female FETiIE 38 1:2 is she clier

% Soup (Meller, 1967 acd haclecd, 1983), findSies
Ies sals 19 fessle Matis

AFRICAN DIGITAL HEALTH REPOSITORY PR




1x8.
s this disc"repm’cy by noting that in Kiﬁeria

5t other perts of africa, mnles come to homnital
readily than do fezales.

'F;re proportion of the younger (14-39 yenrs)
espondents t0 elderly (#0-75 years) anhowsd tlat

W of thex were in the latter age group (Tavle 1);
58h =any (89.3%) of the ruspondents in the age proup
£8 years. MNazcleod (1982) in him reviev of
$lcerature explains cthat disbetes {es principaliy a
(%i5ease of tnc zidile aged acd elderly altboufh it

SAY sppear at any age.

"l

Proz table 3, the result showed thuat tHOTE wire
M8 pany Curigriar resposndents 52.60 os there wure
Moslem 57.3%. Ihug roligion 4id not appesc to De ax
tire Tgetor with regpec:t to responienta usilizing
Aepicn) gerviceg., On the other basd, therv wes &

woats sS4 relligious
MR fioans gexosiation batween SaNCAIiOn 3 1is

[ B

Lol o f o e :
"fj!li:t: o . Pindizgss ghowed * E2t Therrn wVal't = ilzos

| B
‘-ll
e
i
T
"
L
[ 3
e
L |
s
B
-
#
s
oy
£
L 4
L2 ]
L
L1 ]
-

v isns (C4.68). This BAy be

e i -
t" ttﬂ f’_:l t#-l; tr‘r- &Id b H-—ltih -11

— YL aitasned 50

And missliong.
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;ﬂé 150 respondernts, 88% reside .ithin Ibydan

1e ¥2% reside outside Ibaden. Discussion with

esp idents who travellod down to Ibedan for trestment

sled that they were referred to the Univerzsaity
llege iospital, Ibzden to have their diagnoais
pstablished or because their diabetes jroved difficult
© cotntrol. The 12% respondents rosident outside

m2an pay up to K20.00 as transport fare and incur

Oy eXpenses as co=rared to thelr counterpl-ts
|

igiding v2thin Ibzdan. Although trangport far¢ as

&% ensbling factor was s problem for respondénts

) rasident outside Ibsdan they s8till kept to safir
Blfnic appoinr-enzs,

About cme =zivd (32.7%) of the respondents did

g

= it = o -

DS report thelr monthly incocte becsude ufy were

Seapioyed, nousewives and stucenta, JORe PESLY
5 Vool . P

IBders could nor mske categorical statemant RDLOUR

ow muck Sairn they made per Jeuk or scnth becatse

1y & ctable
Malss ip She naTLets Ars ysuelly cRpredLic .

h‘ Bay b+ @ considerabls pmdey-ruperTiing ©
S faly 1].5 reparted an
s snd Type of Diabeies
Regarding the nusber ¢f yours
' &) meve bad
Wlahetaon Eingues=: P )} belwsen
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gbetes I{or morc than tuwenty onc yesrs. Chronic

ease 3s tiac name implics is @ 1lifc long condi tion

so ig the treatment a8s agcanst acute ailment in
h treatment is for s ghort period. With chronic
disoase, good health education coupied with modified
ife style would ensure prolonged life despite
diasbetes (Viney, 1984 and WHO 1985).

The heeslth belief model whicl is a model for
preventive actions analyses an individual's motivation
t0 act as a function of the expectancy of gonl
8ttainment. The respondents who nave had diabetes
froe one up to even twenty one Years had evalusted
“fic advocatod health action (i.e. Keeping to diet
#0d pedication regimen, testing urine and regular
attendance at the clinic) and found it feasible wnen
t80Y found thet the estimated actions benofits

(control of sugar in urine) far out-woighed costs of

Ehe Propogsed health actions (i.e. spending money
p“Mhaains diabectic medication) .

4 ) - ’ o)
This behavioupr fits into Relman's Processes of

80238l inrluence arisipg fros persuasive communication

% . 0
vith respect to ‘Complisnce’ ond '‘Internslization®. It

¥ 88auned that respondents who have hod diabetes up

i . : ‘+h 1
‘the period of 21 years, initislly complied wit al

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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came rcwarding and useful in golvins their problcms,

iese behoviours became intermalized. he health

that they had long contact with treatment setting and
partial or total withdrawal from their social
activities,

Marble, et al (1971) in their review of
iiteracure states that diabetic patients have survived
for forty to fifty years after the onset inspite of
the shortened 1ife expectancy. Pactors associated
¥1th this longevity include low Prevalence of
asnifestations of kidney disease, low insulin dose

fnd gelf-care regimen,

With the use of diet alone for the treatment of
diabetegy gellitus, only 5.3% patients were on dietary
festriction, 65.3% on diet and oral hypo&lycaemic

5 ° w- CR
#8ents gnd 39.3% were on diet and ingulin. <-1nG1ngs

fevesled that Znny more non-insulin dependent diebetics

Era : : e experience
8 not placed on restricted diets beCaus P nc

J means ©Of
‘¥ that using diet alone 8S the sole S

1 | been ver
dtment in Ligerian diobetic potients had y

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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ppeinting (Kinnear, 1963; Osuntokun, 1971 and

W¥ivi, 1976). Purthermore most of the respondents

long to the low 1ncome class baced on their

ported income and connot afford anything more than
the cheapest, diet, which is very high in carbohydrate
‘low in protein. This may be responsidle for the
increase in the number of NIDDM patients trested with
“oral hypoglyceemic agents znd diet as compared with
NIDDM patients whose treatment would have been dietary
restriction clone.

#ith regards to patients compliance with clinic
appointment, findings showed that although there was
& 3light difsrerence in revour of the 1lliterate
respondents, this did not reach & significant level.
Rrom observation it was discovéred that higerian
disbetjcg share their drugs and insulin with diabetic
Patients no cannot afford to buy. This affirps
qum:okun's (1971) stotepent that the over Eenerous
Culture of liigerian people encouraged defoulting in

® discase which demands life long sttendance at

hpil°"up clinics. Some patients on the other hand
¥ho can afford to buy drugs ond insulin obtained them
02 Jocay drug storos &nd therefore tended to 3tay
e

Hay ¢ atienta may
“*¥ from the clinic.

Another resson why P

| - iapcteg in nen;: of
lt‘, is the mi 1dAFMIguRL%EALQHII;EPg%Og\RROJEgS
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3es which allow patients to default from

ic clinic appointments for several months with-

tespondents actions in going to the hospital

0 seek care when diabetic symptoms (polyuria,
‘polydipsia etc) appeared fits into Maslow's hiererchy
.o? nceds. According to him, oasic needs relates to
‘survival and include life susteiner such as food,
water, oxygen, sleep and satisf{ying sexusl stress.
'Using thig to explain respondents behaviour, :z 1s
gssuned that {he porsistent thirst, fregquent urination
€5peécizlly at nicht whcn they vwere supposea to be
8leeping rorced them to seek care in the hospital

end have their basic needs met as was the case bérore

the onset of the symptoms.

Pationts Knowledge of Cause, Preventios
Eﬁ “reatment of Disbetes

People's belief concerning the c use of diabetes

82
] 8ffeéct patyents core. ¥indings disclosed the

= a
“®11owing as beliefs of people regsording the causes

9 digbetes; (i.e. caused by too Much suEarl in tho

N diseast;
~00d and yrine; inherited; 2 natural LE2

& i e )
@B10us; caused by Ones enemi€s,
: AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
¥ iafg Of Peoplée may
it in the blood). These beile
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~1nfluonce paticnts and membera of fsmilies'
»+ of the carusaes of diavetes; it msy inhabit

s of the families from gaving patients the

t they so require for the care of their 11lness;
< pay also affect. the interaction of paticnts with
¢ir peers, workmates, members of the society and
sven members of their fooily.

‘a3 tith respect to respondents knowledge of the
Iwuses of diabetes, results showed that only 7.3%

jlliterates ond 16.7% literates had soume k¥nowledge of

i%8 causcs (i.e. too much SUE3T in the body; inherited;
See 'I'sble 15.

?76% of

diseased pancreas; and overweicht).

Bhe lsck of knowledge of csuse of diabetes by

the pespondents is due to the poor eagphasis on the

causes o: diabetves under tha organiced educstzonal

prograsmes for patients at the diabetic clinic. The

hoa1th edqucotor identified ;1iiterascy snd semi-

2lljteracy of majority of the respondents tO be

PesPongible i'or the exclusion of the cpuses 0f

diabetes in their educataional profSrsmaes . Fron

Od8ervizion, the educationol progremues orgnized

. ' N3 te DOst on
T patients at tho clanie concentrote POstly

*Nagement technique.
abetes, findin{s revealed

13t ' be prevonted.
" 1.5 reBpondéﬂwamﬁanamﬁgw%émgg?ld

B e N Y, ¢ ﬂrOVidcd illCluded:

On prevention of Gt

avelding



s Jobs; restricting consumption of starchy ond

ry foods; u:ing drugs rnd insulin prescribed by
doctora; snd dictary restriction. <Thae gbeve
sponses show that somc rospondents have the erroneous
8 that diabctes could be prevented. O©On the other
id 1t mRy be aoxplained that these respondents sare
pnfusing "prevontion” with "control" as some of their
ansvwers indicate: restricting consumptions of starchy
and sugary foods; using prescribed medication regulzrly
oand dietary restriction (See tables 16, 17 and 18).

On the knowlcdge of cause, prevention of diabstes,
a 59 year old fomale diabetic stated that she had no
2dea of the causes of disbetes; ond thut diabetes
could be prevented by following doctors orders in the
Ut of medication 8nd pdhering to rocotirended d:ret.

Cn the kxnowledgo of treatmont of diabet®s, @
Hioh Proportion of responcents 88.7% icentified
Msulin gnd diet as its trestment; ond 96% also
tdentified oral hypoglycacmic arents and diet. <“he
*88s0ng for respondents sdequate imowledge ol

$M06tment of giabetes may be due to the Aol

! . | .
*1Rogt eyery newly diagnosed elderly diabetic pationt

.'-.tired with drugs snd dict firgt and when controlled,
- d'
iChtened educated Fatients 8re later Plsced on diet

uaually changed
' If not cont?r MJNGIdTALEEE.ﬂ%EEC!)gITeO‘R’YtPROJiEg Y &



sulin end diet. Very few regpondents 11 .3

atment is rarely sugrested for patients. This
pmay therefore explein the lack of knowledge of diet
alone as trecetment for diabetes by the respondents,
97.3% respondents had knowledge of complicgtions
"of diabetes. This knowledge mey be due to the fact
that regpondents suffered from them. Coamplicationa
respondents had contracted included hypertension,
gsexual impotence, stillbirths miscarriasge, blindness,
Come, neuropathy (tingling sensgtion in the hands
8Nd feet), and surfical amputation of gangrenous foot.
according to Adetuyibi (1976") end Merble (1971)
feView of cuses had shown that poor control of disbetes,
i8 not solelyY to blame for the eppearance of diabetic
€9Bplications: age of onset, severity of diabetes,
‘UAStable ngture of the illness, insulin roaction etc.
\8P® jnvolved in the problems ©f complications, Harble
(A971) also states that meny pPecients tend to ste Tthe

SPPearajce of a complication 88 evidence ¢f their oum

"S180Ng) fpilure in dicbetic menapyeménte Zhis therefore

Y6 the need for the health personncl irvolved 1n

¢ punagement of pationts \ith ditbateés to educate

-.- ‘On the pot cntia\&ucmwﬁﬂﬁ“ree(oﬁbﬂpﬂﬂccation) whethc>
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2s is properly managced or not. Exphasis should

the fact that now modes of adaptation would be
ed forth when such complicctions finglly zppear.
w#ith respect to perception of diabet¢s, most of

2 respondents 92%, bclievcd diabetes to be a Serious
tseasc which they claimed could rcsult in acute and
lengters complications. Patients also believed

wépbetes to be a serious disease becsuse of the

treatment being lifelong and expensive. The health

| belief model suggests that 2 given behaviour may be

determined by the person‘s perceived vulnerability to

8 particular condition (continued polyuria, polydipsia

é8d polyphsgia in case of disbetes) and by his perccp-

tion of severity of the consequences of ccntrécting
ifes~
tho condition {coma, early death and prewsture nonl

' ' tion of diabetes
tation or complications). The percep

ngerous diseasc by responuents Boy

88 80 gerious snd d: | |
e for their high compliance with

%@ anid to be responsibl v
trol ©
dicbetic clinic snd their methods of coniro

IﬁiabBtCB as shown 1n table 1.

Disbetic Pagtients

Renacenent Skille of &

a
FPonaroff and Lovin (1977) state |
a hish proportzon (o)
sve ‘o PrOfeSSional

t cuore of

{ care
€idonjic 4igeases require

t
e indivi affected rels
Ne jndiyidual - % (individual and
AFRICAN DI IT%IE%HRE[@‘DRYJF@ cT
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1ly) person to develop self care skills and

with the regimen mandatory for managemcnt

onic ailments. Somc of theac sclf-ccre skills
ired for mansgem:nt of disbetcs as earlier

ntioncd include urine testing; measurement of

gulin into syringe and aelf administration of
tnsulin if insulin dependent.

¥rom observation all cepabla insulin dependent
|eh'-a_betics are educated on how to measure their

insulin dosa(e into the syringe by the health educstor
and the nurses. Although findings revealcd thst

84, 7% pespondents performed the sct of Eiving thea-

gelveg insulin st homw, ONly 40 of them knew how to

@eBgure their dosage of insulin into the syringe.

ThiS pay be becsuse as many as 42.6% of tbc respondents

were jlliterates and this could have been responsible
. . i Lo
{or patients lack of skill for measuring insulin in

i ar know the
ge gyringe. Furtherrmorsa patients 9o not

Y e adnere

. Lgh cost
0 preyiougly recommended amount; OF the hig
evious
P inBUlin may make patiepts to adhers to pPTr
. recenNt one that

: could not
‘tes an jincrease in theé dossge; Others
but could

into the syrin€e.
114n they were T'&gu im‘LAL%QEPC%%%fROJECT

show how much
what their dosage ¥Was
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ng the insulin dependent diabetics wss a 60 Jear
| male respondent with diabetes of one year duration

trhough had been tau[ht the technique of drawing

in into the syringe corld not sdequately measure
52 units of insulin into the syringe when eaked to
denonstrate .

¥indings from the study showed that insulin and
g8 were surplied at the hospital pharzacy at
‘Boavily subsidized prices, and from the diabetic
dssociation at moderate prices to the paticntas. The
subsidized sale of drugs and insulin served as an
enabling factor which encouramed responcents to comply
with their medication Tepimen. 4lthough finance
(enabling fictor) was claimcd by many of the respondents
to be g problem, ther went on a tight budget and nede

80ney gyailable to purchnge their siedication and urine

testing instruments-
Findipngs from the study ulso shoved that although

€8Jority or the responseonts belonged to the low

8o¢io their diet consigtad of both

-€Conomic class,

im%iﬂ*‘ous foods =nd carbohydrate foodss

A 70 yoar old merrieq vomon with disbetes of 20

8 duration was insulin dependent and on 70 units

5 (Yonve) doiyy. ohe hod olways purchusod her

: v and dinbetic
“ . N from the h o&ﬁl&\ﬁﬁ!}AL EQT%F%ngI%( PROJECT
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1tion ond this msay Neve boen responsible for

nggebseful mangz(ement of digbotes und surviv,l,

) yearo ofter onset of diabeteS.- she h-d no

pation &nd therefore no income¢ becavse she was

Do 0ld to tork. .he depended solely on her children.
Despite her financial problem, her diet consisted of
'Exo*", beans, pounded yem and "Oka".

With respect to testing of urime, although 90%
0f the responients tested their urine for glucose at
home, 87.47 tcsied same using the right quontitios of
water and urine (i.e. (i) 5 dropa of urine, 10 of
vater snd a clinitest tablots or {ii) drops of urine
¥ith rea;ent strip).

The rofular testing of urine b7 some of the
B6spondents (£7.4%) represenss conformity with
Lawrence Green's theory on enadling factors vhich he
defines s resources thst may facilitate action or ray
ellow aspiration to be roalized.

Plndings of the study revezied that nany

Te€opondepts did not record urine test resuitg, although

%052 of then gtated tuat they aliays remembered tho

H’ults without having to recoxd then. The 1illitcrates,

Z‘Fluse they would requiye to 4sk other peoplo to

w”‘rd results for them, OAY not comply ond npY only

. > 5o o f
if 1t showod Preaen
he r e 8 u 1 t s e erQC‘A’NQDI%I%L HEALTH REPOSITORY PROJECT
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%* 4L few respondents who kept record moy have
'Lso because of the importance they placed on

~ disease condition especially the newly diagnosed

| 6 bﬁica )
4 aighificent chenge respondents adopted since

nset of diabetes was the fact that they curtailed

soe of their social activities. Rogers in his theory

delieved that personality develops {rom expericence,

‘which he defines as everything thet 1s accessible to

the organiem's awereness. Diabetic patients valued

Yong life just like every other person, liked to keep

11 of which they had been

ealth educator

their diets and lifestyles &
used to, but because the dietitian and h

ohowed them the relationship between their foraer

lifestyles and present state of health, respondents

Blght have decided to adopt 8 different lifestyle end

eurtail some of their sociel gctivities.
n according to tne heal
1 or external) which must

. th beliefl
The *“cue to action

8ede) is the stimulus (interna

fcCur <o trigger the appropriate health behaviour.
' i ] to

*th respect to the diabetic patienta, theo cu€

Y ; Y tors
4€%i0n was the recognition °f digbetic SyOP

1085 of weight, dicziness,

plyuria’ polydipsiu, ’
- : n 1
*ted yision ond devolopment of comsplications
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|
25 wa6 not controlled. Thesc were the cues

ompted respondents to adopt the recommended

to leave school. It was interesting to note that
seeial stigma is attached to any illness involving
a loss of consciousness or confusion in which
affected patient is either labelled on epileptic or
& ps¥chotic. Such illnesses are erroneously assumed
to be infectious (Adetuyibi 197(.}"‘). This mey there-

fore account for some respondents losing€ thelr Jobs.

Frodbleps Encountered and Support Mechanism

Of 511 the problems that hrd impact on tho lives
o diabetics the most significant was the financial

Po3ition of respondents, most of whon belonged to the

30¥ g0cio_economic class. Bececuse pcople Lelieved

Uavetes to be contagious, some narried couples becsme

“€Parated, Studies have also shown that believing

|mabete8 to He contagious hEs led to divorce 3con{

e chased out of matrinonial hormes;

SOupleg; yives wer
' (Famuyiwa, 1986). Generally

% wiveg degerted husbanda

- d the
€hits were embarrascd because people treate e

crene
ne 1 y "l AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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2 of other aignificant persons (exspples

'.'ij memb'rs, peers and health workers) in
couraging or discouresging behaviour is stressed.
ndings showed thet some raspondents hsd problems
th<ir marriages since onset of diabetics end
2use this meant that there was no support forth
coning from the spouse it may account for some
réspondents having problems complying with recommended
behaviours.

A 55 yeprs old married women but separated from
ber husband hes had diabetes for 12 vears. She was
insulin dependent and on 50 ucits of insulan I2S
(lente) daily. She was a petty trader by occupation
énd depended on her children for additional financial
@ssistance to make ends meet. With respect to her
Prody eps resulting from diabetes, she statsd that

&he a5 seperated from her husband btocause he believed
Uiabstea to be contegious and that she contracted it

’ 3
*fOD anoth r pan. Initinlly, according to her she

3 : .. findin
Iwe!'lcnced lots or omotionnl problemc» (i c fin &

-difficult to accept her problem) but she is

It Bistic. now that she had survived for 12 Years

Cer the onset of diabettS.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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t';"ﬁ respect to support rendered to respondents,

them stated that otiier peorle helped them

purchasod medication. Respondonta were forced to

rely on other people for their upkeep because many

)¢ them were unemployed or lacked well paid Jobs
edpecially the i1lliterate respondents. Green's
feinforcing fectors emphasized the role of sigpificant
others who may encourage or discourcge peoplea’
‘behaviour. Findings show that respondents experienced
finsncial difficulties which would have hindered
adherance to regimen. However the gererosity erd
Support of their children, parents, relatiaves,

{riends, spouse, hospital, social welfsre gna religious
®fRunization enabled them adhere to reconmended
bhaviours. It appeared that supports rendered to
Tespondents were responsible for complisnce with
feConmendeq vehoviour patterns umong theam. 77.3%

resPOndent;g complied with all their clinic appointnents,

The - ) o
=_ Dispetic Aasociation &8s o Suprport Structure

The result of the gtudy showed thet pajority of

4
th . [
v PBsponqents 155 (90%) hed hesrd of the diabctic

.. - .
~Stciatjon University College Hospitel ranch
". of them were members. }71ndinf:;9 revealed that
. | | N |
ntg were given LHY' o REsasforekoety” 1 COFANE
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of the association or not. It was further
covered thot more (88.1%) of the insulin -
ndent 1espondonts were¢ wembers compered to 69.2%

-insulin dependents. The reason for this cay be

guse whenever the University College llospital
Tﬁmrmacy have sufficient quantity of medication,

‘patients whose treatment of diabetes depecnded on

‘insulin are normzlly provided free, “hereas those
patients on orel hypoglycaepic agents usually pay
some anount of money for agents obtsined at the

' pharmecy. The free insulin acts os a form of

fotivation for more inculin bepsndent responaents

o pecome members of the diabetic association.

] insigy the
Some theories thet would provide insigut to

ati ented.
releyvance of the diasbetic association are pres

tiC association acts 45 o

Pirst is cthat the diabe gl
paci nts . Thls 1S

IeinforCiﬂS factor to the diabetlic
ol the digbetic asso
arly &nd discuss lssues

clctien
becayse ith the help
Sehbers are uyble to meet regul
shere cXperlonc

mon thily dues peid DY

9f jmportance to them:

fron 'ith the
one another. e g nedisation

: r
B¢mders, the nssociatlon regulcsly the
ate priceﬁ so thot “f

t aodeY :
R 0 nendng ply w-th nedication

4 ring it less difficult tO €°F
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a8 a Eroup the patient can muster finsncial

For example the lioness Club of Ibadun, in

donated ¢ refridgerator to the asgociution.

% eh this eonation the ascociation hes beer cble to
hese lzrge quantivies of insulin cheaply ard storc
:‘mhe refridgcerator therefore ensuring its pot<ncye.

Maslow in bis hierarchy of needs dofines aeta-

‘peeds as abstract needs such as goodness, beauty,

unicy, ordor and Justice. Diobetic patients bocame

pepmbers of the diabetic agsociation uzhd a%
better &bdled

tended

meetings beesusc 0s o roup they felt

t6 menage their chronic conditdon ond accept their

problem, liembers also wentod to find out froa others

vho had had diabetes for a longer period how they

bave been meneging end so take & cue from them.

%urt Lewin's GTfoup Process theory 5%atcs that an

s and hsbits do not exXis

related to the &t
which a person

individual attitude t as
titudes

insolation but rather are

and habvits of significent GFovp® to
Y€longg. Individuals who oglce up the disrbetlC

1 11 <ke
88Socigrion are motivated TO comply vith ail

go as %o confornm vwithh the

T€Commended behaviours
begin to Bove from ®@ero

620UD norms. Eero they can

jevels of internalizntion.

9BP)lisnco, to highor

= - . ve a 5
Cegsful diabetlg pasients S€7
RICAN DIGITAL HEALTH REPOSITORY Pw E‘i';"h Pr ob leanm to

& OF mecberd

role models

other new member
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in the association, it is the duty of every
cr to mnintein his or her henlth and be able to
a heazlthy life despite dinbetes, £8 1t had
en explained earlier, the monthly ques paiad by

mbers cnable the association provide Lhem wiih

regular supply of drugs, inculin and clinitest tablets

jﬁd therefore ensurec coapliaace vith recomzended

‘bensviourse.

A 30 Fear old male journalis

fle has the insulin dependent type of
He

t hss had diabetes

for two Years.

dizbetes and is on 40 units 125 (1ente) deily.

wae retrenched from work the grevious Yeer snd
presontly depend on his wife and mother for bls
ation vhen

livelihood. He Jjoined the dimvetic associ

sed and attends tne apsociation

8l8 giabetes was diagno
meerings whenever it falls on hic clinic day. He
denzified the following os the activities of the
(i) 3eding gbie TO

o the

1 to him.
price compared t
(ix) sharing vievs and

) heal th education

8680ciation beneficis
Purchese ingulin at moderate

'price gold in chemist Shopsi
patients; (iii

XPeTi.nces with other
.na happy life des

| pite
how to live a healthy
etes.
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A statistically significant association was

. between membership of the diabetic associstion
wnd access to drugs cnd insulin. Respondents who
members of the association had betrcr access

to drugs cnd insulin then non-menbers of the ussocia-—
As members, respondents derived the benefit
'8f being able to purchase drugs end insulin from the
agsociation and at moderate price when aveilsable.

'\herees non-members only rely on chenist shops for

their purchase especially when the University College

Rospital Pharmacy cannot supply patients with diabetic

nedications.,

One repsoncble excuse why s09€ respondents

claiped they could not become pembers of the ssgocie-

tion was because of languzge barrier. The Toruba
laofuage is the only medium of coomunication during
Beetings. The purposes and activities of the diabetic
3880ciation by respondents showed that the objectives
of the association are Eeéared towards better menugement

of giabetes by the respondents.

¢ that majority of the respondonts

It wes found Ou
82% knew about the existé

_the pedicel out-patient de

hesclth educt tor

pertment and have had

883.7% respondents

Lrtunities of tallting with " ti

-l dietvitipn. Functlions
d spoken with th eFdeGQM&’IEm &FE)SOIT]O.RY PROJECT :

h cere Provigerns

|
a

Dondante ~1nimad thedS heclt
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d included counselling them epd mcmbers of

family on how to mensge disbetes ond the need

compliance ¥ith recomnendcd bchaviours.,
Levin (1980) in his review of Literature on

tient education stases thst 1ts purpose is to

ach patients those ideas and skills that will help

them to cope with their inmediate medical problens
ond maintain health and evoid disesse. Respondents
functions of the health educator

reaction to t he
all their efforts are

etes by repon-

and dietitian revealed that

geared towards good mansgement of dizd

dents. These health core providers sre slso rein-

forcing ractors to the disbetic paticnts bocouvse theJ

8re always at hznd at the clinic any tire of the day,

five days in a week to give moral support, counsel

patientsg whenever poticnts need reassurance OT

reinforcement .

'&rﬁﬁ%zation of Services @
Jepartrment

The gervices for the diabetic nat
1 out-patient depar

t the Medicol Out-patient

jents are well

; tm wath
Organized at the medice ens
-:adQQU&te nueber of doctoIS+ nurses, dietltizn snd

e to patients welf

alzhough the hos
o caTe OF iongc-tcrn

are. iith respect

Bedica) aldg to 8€
: wOE1
the hgolch educator, p*

ognizes her importﬂﬁce in th :
AFRICAN DlaTﬂ‘&EﬁLﬁBTosmmed to %the medicul

eSS, the health €
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tient is inadequate beczuse of several reasons:

she is not only in-charge of diabetic pazients but

o all the other categories of paticnts utilizing

gervicos at the medicel out-patient.

Care of diseases require first and foremost,
nselling of individual patients. The health
aducotor being the only one, cannot counsel patients,
gs well as have time to do other duties and functions
‘like the group teaching. The hospital sauthority

have not recognized the importance of making funds,

vohicle, and supporting staff available to the health

educztion unit. These inadequacies asltes 1t

iapossible for the unit to incorporate home visiting

into their programoe Of qctivities.

The nurseg incharge of Civirg dianbetic potiernts

insylin do not know that 6Tt of their duties is to

educate new patients on the neod to ensure the pot&ncy
of the jnsulin by storing thea 30 s cool environment,
and yhat a)l new patients Should pe oducated on tne

Mportence of the labels on She insulin bottle which

<ime 80 thaet the content and

3hould be intact ali the
be in

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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t ~ Provider Interaction

The doctor - pntient xnteraction is very cordial

_pecause of the number of patients dectrors are

quired to examine cnd treat on every climc dfw,

éy are forced to delegate some of theair duties <o
£ho dietitian, health educator, ntrscs und the nedicol
‘8xds. Sometimes for onc re&ason or the other, these
duties may not be implemented. For instance when the
doctor delegates certeain responsibility to the nurse
such os informing potients on the chenge in their

ingulin dosage because nurses are inchsrge of giving
' ] {
patients injection, the nurse inturn may direct the

patient to the health educator for the inctruction.

4 t
In the long run the function may not be carried ou

the heslth
becguse of pressure of worl: op the (eIt of th

cducator.
n observed chat the health

re provider incherte

It has also bee
€ducator is the only health c8
It is 1
nealth personnel

ortant for the
of educeting the patients. P
- el >
Pespita) authority tvo 2S3:Cn otn

< jonG.
0 4ssist her in her duties and funct

i
E‘E‘CIUB ion

In the precedinE chz o diubetic

4 skills of som
the liedacal
i_ents uti 11 Zz incAFFﬁ:ﬂmcEg_ﬁ RI:pOSITORY PROJECT
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tient Department, University College Hospital,
. Arous where patients had sufficient knowledge

51116 were identified: These areas included

oyledGe and skill in testing urine; kmowlodge und
ctice of reconmnmended diot; prectice in the control
of ‘diabetes &nd injccting self with insulin., Also
idontifiod were arema where respondents lacked
knowledge and skills: these included knowledge of
cause of dicbotes, skill in measuring insulin into

the syringe snd respon:ents insulin doaafEe. Pactors
that appeared to be associated with these deficiencies
included respondents ignorence; insdequate educatio=asl
programmes; bolief regspondents have about the causes
of diabetes; inadequate number of health educators
488igNed to tho l;edical Out-patient Depsrtment and
attjtudes of some heclth care providers,

To improve management knowledge end skills of

dizbatic pptients, efforts skould be mede tO plan for

and would ensure better

implement progrommes that

€ONtrol of dimbetves wnd acceptence of the diseese by

Patignts and family; better awarepess bY the public

of xhe cecuses, treatment ond control of céiabetes and

Proved patient-provider relationsbip at the clanic.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER SIX

CONCTLUSION AND RECOMMENDATION

USION

"his chapter proesents the conclusion and hiph-

shts the recommendation.

Reviewing the results of the study, more than
L&id_h’ of the respondents had been admitted at least
once in the hospital since the onset of their diabetes
and more then three fourths of the respondents
complied with their appointments with the clinic.

Findings showed that respondents had lnowlcage

0f the diet for diabetics, and adhered to dietary
egulation. Respondents tested their urine regularly

0 gugar and many insulin dependent respondents gave

themselves insulin at home. Respondents perceived

dtabetes to be a serious disease:; had knowledgo of

R compljcations; and how diabetes could be controll€d.
Areag vhero respondents lacked adequate lmovwledge

“ficlided tochnique of measuring insulin into tho

89inge; insulin dosage; knowledge of the cauaes of

Mobetes, ng a1l of them (except two ragpondents)

-

I’fd‘ not xnow the impcrtance of

8¢ement of diabdbetes.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Although almost all the respondents experi-

financial difficulties; social problees such
geperation from spouse, sexual impotence and

tary restriction, responseeo showed that there

re more burden on the insulin dependcnt diabetics.
y had more appointments with the clinic and more

admissions in the hospital since the onset of diabetes.

They also had less social support from members of

their families. Pindings therefore support the view

that insulin - dependent diabetics would bonofit

from more health instruction &nd counselling of
family members.

Diabotes management prograoRes ero organized

for paptients and oombers of their familios, bY the

health educator, dietitian end nurses at the sodical

°Ut"93tient dapartment. Those health care providers

30% only educate, counsel patients but sometimes

The peraonnel
e theoo tackle their dsily

i L rovide them
86518t them finenciallY- PEASAS

%¥ith inforostion to enabl
Problems., The insulin dependent respondents spend
y and the non-

£ K10.06

8% average of H9.12 on insulin ¥eekl

| o
$%8ulin gependent respondonts an averaCe

PR ora] hypoglycaemic 88entS week1ye

e GOCiBl and psyc
these P

hologicel diffi-

Po overcome th
atients formed

lties perculiar to diobeticss
AFRICAN DIGITAL HEALTH REPOSlTCéRY F&%Fﬁ'l’o Ci at i on v U n i voroi ty

‘becarie memberyg of B digbet
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il’ospital, Ibadan branch. “Three fourths of

respondents are registered as members of the

_ iation. The association provides an svenue

ere diabetics come togethcr to share experiences,
oblems nnd provide technical advice to members to
‘3llow them deal with everyday problems and solicit
}br public support.

In the areas where respondents lacked adequate
nowledge of diabetes and its mansgement, improved
educational programmes will modify the patients
perception of diabetes, ensure better control of
diatetes and compliance with recommended regimens.
Furthezmore the education of the public on the causes
and treatment of diabetes would remove some of the
€rroneous ideas people have about diabetes and ensure
better understanding by the public of patients

digeasge condition.

AECOMMENDATI ONS
In tho 1ight of the findings the following

t€Commendations are supgested.

:.z‘..‘.l_eral Government:

1.

The faderal government should fund hospitel and

of locall
community based research on the use y

aveilgble materipls for the manufacture of

i : regont
di&beti C drugs Aﬁ'WIGM@M%SlTCE{?PRgEeCTduce P
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coat of imported medication,
The federal government should subsidize cost
of drugs for diabetes 88 is the case for other
chronic diseases, like in other countries,
The federal government should sncourage locel
aenufacturers to mgnufacture diabetic medication
ond the government should provide them with the

necesséry resources and incentives.

The State Ministrxy of Health

The state public health departsents should
treatment

educate the public on the causes and

of diabetes to ensure public understanding of

the disease snd solicit for their support. The

should be the middle aged,

target population
those pcople

elderly and the high riek group (i-e.
history of diabetes).
be through fRedio end Television

; 3 thods
with a family The metho

of education should
pProgrammes. Thege Public health dePartzents
should orgenige short training courses for
suitable health workerIS (0.g8. prieary health
workers) who would then be qualified to aducate

hospitals, health centres,

the public in the

m hellg ond churcheos/mosgues .

schools, to:
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Jéhe.public hcaelth departments should place more
emphasis on the contributing fszctors of diabetes
and the need to toke adeguate steps to postpone

the onset especially amongst the high risk group.

‘The University GCollege Hoepital

The hospital should assign anothcr health educator
to the medical out-patient department to assist
the only heulth educator there presently to ensure
wider coverage of the health educetion programmes
and to promote better interactzon between the
health educator and the poatient,

The hospital authority should provide the health
education unit with a vehicle to enable them

incorporate home visiting into their programme
of activities.

The Health Educstion Unit

The health educztion unit should train nurses

: L it
and medical aids at the medical outpatie

department in the beelth education component ©of

their normal duties.

tion unit shoul
their parents and opouses,

q devote sufficient
The health oduca

nts,
t #nd control of diabetes.

1d teke into

dgs and culturce.

time to cducate psiie

ot the causes, treatmen

shou
All educational progrémnos

nee
AFRICAN DIGITAL HEALTH Rlﬁgla)BY Plgﬁaft
consideration pacxonES
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. The health educator ghould also devote adequate
time to help patients rostructure their desily
routines to accomodste the recommended regimen.
There should be freauent demonstrations of
skills with the help of audio=-visual aids by
the health educator and other henlth care
providers incharge of patients and return

demonstrations by patients to foster better

retention of skills learnt.
There should be periodic evaluation of chznged

learned skills for diabetics especially for

insulin dependent patients cach tive there iBs a

change in their jnsulin dosage. <£valuation

should involve raturn denonstration on the

managemcnt skills impartod.

®he health educator should educate diabetic
patients on the importance of @ointraining 8
record for all urine tests. Education sessions
st,ion the oducational

[Sa)

ghoulg tol:e into conside=

level of Lhe patients-

Egzﬁiotherggz Degg;fmeﬂﬁ

Zxercise therapy should b
ment fOT diabetic

eductted on its

o organized at the ph¥sio-

patients who are

therapy depert

obege and they ﬁhOU]-d be
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APPINDIX Oi%

OTNAMTI N LT INH

DISTRERITICI! CF CHRASITIA RISSCIISNTS JY

7w

Christian respondonts
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Ponoci na ti:n No =3
Orthodox Proteeta:ta . 58 ) 73.4%
Evangalical Protostants % 11.4%
Catholics 12 15.2%

Totel 79 100%
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LPPENDIX TWO

. OF MSPCHDZNTS BY OoCUr TI0i AD
EDUCATIONAL LIVSL

DISTRIBUTI

Occupation J Illitcrate # i terate Total %
Petty trador 31 36.3% | 23 27.7%| 34 36%
Unaaployed 17 25.4% | 16 19.3%)| 33 22%
rarper ° 6 Q.0% 3  3.65| 9 6%
Artisan: 4 5.9% % 1.8% 8 5.3%
Housc twifo 3 4,.5% 2 2.4% 5 3.3%
Orivor 2 2.9% 2 2. 4% % 2.7%
pusincessfan b Y .5% 2 2.4%] 3 2%
Prophct 1 1.5% 1 1.2%] 2 1.3%
Soldicr 1 1.5% 1 1.2% 2 1.3%
civil fScrvant 1 1.5% i 1.25 v 1.3%
professionai 0 13 15.72 |13 8.7~
Pensdoncr o B 9.6% 8 5.35';
studont o 7 g.an| 7 .72

J—
Total 67 100% | 83 1008 | 150 2100%
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LAPPIIDIX THRER

DETAILS OF TRUATRIIT COF DI ABS

TZSPONDENTS
F
Medication male ¢ | fomale # Total =
3 5 39.3%
Insulin derpondent 33 40, X 26 37.75 59
321
/ 40 units daily 5 | 6
30
40 - 49 units daily 17 13
11
sQ - $9 v " 7 $
60 - 69 " " 3 2 2
2
70 units and above 1 1
axral hypoqucnemic 42 S1.9% 41 59.8& 83 55.3%

agents : .
Glucophage 3 ) y
paonil e P
piabencse 12 | .

a 10 18

Glucophaga & Dacni 1

9
|
tv

Glucophaga & Dia-

micxon
9 18
Diabenosce & Gluco- o
phago
|
Di alone 6 7.47 24 2,9 8 5 .3%
et
150 100%
Total 81 69
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APPSNDIX FCUR

KNOWLEDGE OF DI=T aF An

TH1 NISMNCENTS

|
Diet } No J. ¥
Beans ' 137 93 .37
| 52,05
81
Yom |
Rice | 69 46 .08
A2.7%
- i 64
Amala (Yam, Pl-ntain) |
48 i 32.0K
gko
b | 29.3%
Mcat, fish 1 l'
1 27 - M
Yag9atabie |
l 37 24.7,
Pap
9. 3.
vam flour 29 I 19, 3»
21 14.0%
vggs
12. %
Unripe plantain 18 |
m d 11 7.33\
ca
6.0/
9
Fxuits
T
1 0.7%
Bba
) LK
2
No 1dead 1 i
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APPRIIDIX "ive.

DISTRIBUTION OF RAT31<%ID%.TS BY IDUZ TICKN ND 38° 3C1is
WHY CRATATI FOCDS /. 7 RICCLT.DSD FCR F TIGNTS

Reasons Illlizexntcs i1terato £ Total 3
Good for control F .
of diabotos 0 S9.7» 38 S7.8% BF S58.79
DOoos nut contain
puch sugac oc 17 25.3% 28 33.7% 4S5 30.0%
carbohydr ate
Good foxr contrcl
j of sugQax in the S T.5% 2 2.15 7 4 .6%
| urinc
!
r No idoa L3 758 L] 6.1% 10 6.7%
Total 67 100% 83 100% J_xso 100%
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APPENDIX SIX

WrAYS TO IMPRICVYR SRR}ICPQ PRCVILED BY Td“ DI1..8STIC
ASSOCIATI(N,

§ervicos to bo improwed NO -E
Should cmYbark on mecanginful
procodure of procuring mecdi- 15 13.0%
cation for pationts on regular
basis.
Association to got gowrnmant
to provide froo medicztion for 1< 12.28
pationts.
Encourage moro patients to Foin
the diabetic ass~ciation. A2 Rl e
Knowledgecablo diabe tic patients
should be incharge of tho 4 3.5%
assnciation,
Menbers of the association should
organize programmes thot would & 3_§g
educate the public on thae causes
and control of diabotes.
Govornment to provide loss 3 2.6%
expensive nedication for patients.
| 2]
Association to ¢gect social wwelfaro 2 1. 7%
to hclp poor diabatic patients.
22 19.1%

No suggestion, associ:tion has
been doing very well.

=
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APPENDIX SIX

WaYS TO IMPROVY SRR/ICES PROYIDZD BY THI DILB3TIC
ASHOCIATIN, URI 20 J1TY COLLE.E HOSPITAL BItANGH

— —

gervices to be improwved NO

by |

Should cmdbark on meanginful

procedurc of procuring medi-~ 15 13.0%,
cation for patiesnts on regulear

basis.

Association to gcot government |
to provide froe mcdicastion for 14 12.2%
pationts,

Encour age moro patients to join 13 11. 3%
F the diabetic association. o[t >

' Knowledgeablo diabetic patients
should be inchargo of tha 4 A.58%
asscciation.

Members of the ass~ciation should

organize prograzmes thot would 4 3. 5%
| cducato the public on the cauwses =N
l and control of diabotes.

Government to provide less 3 2.6%
| expensivo medication fer patients, )
| -

Associ.ation to get social welfare 2 1.7%

to help poor diabetic patients.

No suggestion, associztion has 27 19.1%
been doing very well, - ¥

No idec 38 35.04%
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APPERDIX SEVEN

INTERVIEW SCHEDULE POR PATIENT %1751 DIABET
HZDLITUS

DEMOGRAPHIC PEAPURES

Kume of Respondent
Oruko Oiudahun

Hospital csrd number
Ilo Xadi ile-—-iwosen

Home address/town
'o ibiti e ti le ri leta gba

How nuch 123 tho trensport fare from Yyour hone
to the hospital snd back home?

£1o ni owo oko alo ati abo lati ile re si
2le~-ivwOosan

Sex -~ llale/I'emale

age: Omo odun melo ni o
Okurin tabi Obinrin

Marital status

IT merried, are you still married to the spme
man/woman ag when your disbetes wns diagnosed?

TL o ba je okolays tabi abileko s¢ o si tun
nse okolaya obinrin/okunrin nigbati o di mimo

pe o ni aisan atogzbe
(Yes / lio)
Beeni 3acko

If seperated/Divorced 18 it becnuse of your

diabetes
Ti o ba Je pe eti pinya tebi ko era 7in sile,
i o)

ee nitor: uissn atogbe yi nm Yes
30sni Biaeko)
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%:tc is your prasant occurztion?
¥ r |

a2

ru igse wo lo r.se loo baryi 7

las your occupn.ion before our Zigbetig vas
diaznosed differens rrom <Srne present one ?

lije ige ro nicinainyi yato 51 {1 utehinwag
nigbati o di mimo pe o0 ni gisan 3zozbe ?

If yes whet was tliz reasor for the crnuange?
T1 0 ba Je puni, kini idi -e ti o fi yi ise
re pada?

Heligion - Zsin re

Specify denomination if Christisn
Cruko eybe na gxn ti ¢ ba je Ygbagbo.

Approximete monthly incoaxe
£lo ni o nwole fun o lo £0 'so

If no income bhow do You su:port yoursalfl ?
Ti o bs Je pe ovwo ko ki nvole {fuz o, dawo ni
Q Sc nri owo toju Ara re nipa jije, ninu =ti
lnawo pepejl.e migren 7

Zduca tional level - Iwa nelo lo 3 2

then was your diabetes dizsnose. i1 .ears ?

Ligba wo lo uld oino pe o ni aisca atosbe (Cour)

Any pembsr of your fomily -1th Zzabutes?
lije enikeni ninu swon 6bi re n1 3isan ato;be?

Yes No

71 o ba Je Teeni

18 Yoo
Temni (Ebeitzii)

Jho (Relmtioznohip)

=
-

vhat meclcine 4o /»u use in trea=tics” —anw Af.s
Irvu opun wo 10 nlo luti kaps gi="n n%0 be yi?

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

-
™

7

¢

'l’



I D o
199.

what is the deily dosage of your treatmont?
Ogun melo ni o nlo lojojumo?

“Check card/case note to eee whether it is
different from doctor's prescription. If it

is, note it down.

HEave jyou Leen admitted in the hespitul since
diaboeoi.os wes diagchoscd?
Kje von ti da o duro ni ile-~iwozan nitori atogcbe?

Yes Ifo

If ‘yes' how meny times?
Ti o ba Jo 'beeni' igba melo?

How often are You expected to eec the doctor?
Biawo lo se Ye ki o mea ri dokita deds si?

How oeny appointments were you given by the
doctor during thc past 6 monthe? (Check card)

E me 20 lJo yo 1212 o ri Do¥ita re larin osu mefa
sekin? (Ye kedi wo)

How meny approinvments did you migs ?
Igba melo lo ti Xuna lavi ri dokata?

°*Check case note/blue card for appointment
complisnce or veé€:xfication.

Why were sppointments nissed?
Kini o £8 ti o fi kuna la¥i ri dokita?

i/by do you need to see tho dottor oftan?
Kini o fa ti o fi ye lotli nas ri doiazta

nigbacbot:-bo?
Knowledzo of diabuces mellitus: Himo nipa uigsn
BEOLDE yi

Bow did you firat know you hand dinbetes?

the problen)
Bawo ni o so loko mo pe O ri urun Ktogho?
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What do people generally think causes diabetes?
Kini awon eniyan ro pe o nfa atogbe?

wpa§ qo Jou think causes diabetes?
Kini iwo gan ro pe o nfa atogbe?

Do you think disbetes can be prevented?
Nje o ro pe a lo ee idena fun aisan atogbe ki

o ma baa de odo wa?
Yes No

If yes how can you prevent diabetes?
Ti o ba je beeni bawo ni a ge le gbogun ti arun

atogbe?

How do you perceive this digsease diabetes?
Kini e woye nipa arun atogbe?

What are the different types of treatment for
diabetes?
Orisi itoju melo lo wa fun aigap atogbe?

Daruko won.

What are some of the (1) Heslth, (2) Social
and (3) Pinancial problems diabetic patients

bave

Iru awon isoro wo ni alaisan atogbe le ni nirpa
(1) Ilera (2) Ibegbe pepo tabi (3) Inawo

What can dipbetes lead to? (State prodlem

thar is be specific) :
Kini aisan stogbe l¢ yori s1?

What precaution should diabetic pati:nt take
regarding their bends, feet, infection or wounds?

Kini agkiyesi tabi ifura ti o ye ki omse Cege hi
slaisan atogbe nipa owo re, ose re, akoran

tabi ifarapa?

Hys diabetes changed your life?

Nje aisan yi ti mu ayi pada ba ajo re?
Yes No {Beeni Beeko)
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Low did it change your life?
Bawo lo se yi aye re pada?

Imo lori arun atogbe

Diabetic skills -

How can you control diabetes?
Bawo lo se le kapae aisan atogbe?

ho teught you to perform diabetic skills?
Ts 1o o0 e lati le ms toju ara re ninu ile?

Nips atogbe yi?

Does anybocy help you generally because of

dinbetes ?
Rje eni keni ran o lowo iori aisan atogbe yi?

Yos lio

If yes, who helps you? Ti o ba Je beeni taani?

#het kind of help? Iru iresxsn lowo wo?

weirht control:

Do you know vhother there 18 any association

between disbhetes and weight?
fije o mo boys a8fijo wa pelu atog&be ati xi

eniyan tobi? {Se alaye

Hag your weight chonged due to digbetes?
lije osunwon re yipada ni pase atogbe yi?

Yes Ho

If yes how do you know? Ti o ba Jje beeni
bawo lo se mo?

what did you do to chuange it?
Kini o se lati se astunse lori re?

Urine teating - AYewo 1to

ou test your urine at home by yoursolf?
gg g ye ito re wo ni ile re fun rag ro?
Yes o
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> 'yes' how do you do it? Ti o ba je pe
gﬁan bawo 1o se ye ito re wo? (Se alaye)

49, If 'no' who doeg the testing for you?

Ti o bs je beeko, toni o se aycwo nua fun o?

S0. What colours indicate that there is sugar in
r your urine?

Iru awo wo 10 f{i han pc sugar wu ninu 1to re?

51l. Vhat does eacn colour indicate?
Rini awon awo kokan won yi tupo si?

92. \what colour indicate that your diabetes is
under control?

Irvu awo wo lo fi hen pe won ti keps aisan
atogbe yi?

S3. Yhat do you do with tho result of Mour urine

test?
Kini o ma se pelu abajade aycwo ito re?

I, Insulin Ingection - abere aje sar’ lnsulin

oursell with insulin rt home?
Insulin ni ile fun ra re?

4, Do you inject Yy
: lijo o ngun abere
Yes lio

d do you inject_yourgelr?
£ ég ;ygg thgggni, gede ibo ni o ©i mas nfun?

g iy for you?

v ' Rol:)
29s TN ey N00.d tani o ba o gun?

Ti ki iba se be,
Why? _ Kipi ida ?
g otorce the inQUIip at bome?

itz ﬁbgrelgomgoio abere Insulain &3 NDi ile?

- A mu nikan tutu

i) Rofriggerator — Tabili
ii g T - Apoti

iii o et s a Thin inu
iv viaterp©O

steps you take pefore injection?

.'ﬂO T e lr]; ::':le( n;h%ibcmfgmglbgdupoﬁrﬂm l’;&iJEC"O to guh mbere ?
nWwo
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27+
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If 'yes' how do you do it? 7i o _ba jo pe
beeni bowo 1o se ye ito re wo? (Se alaye)

If 'no' who doea the teating for You? .
Ti o ba je beeko, tani o ae ayewo nus fun o?

What colours indicate that there is sugar in
your urine?

Iru awo wo lo fi han pe sugzr wa ninu 1to re?

WWhat does each colour indicste?
Kini awon awo kokan won yi tumo si?

\/hat colour indicate that your diabetes is
under control?®

Iru awo wo 1o fi han pe won ti kapa aisan
stogbe yi?

What do you do with the result of your urine

test?
Kini o ma se pelu sbasjade ayawo ito re?

aje sorn insulin

Insulin Injection = 4

Do you inject yourself vith insuliin ®t home?
l{Jo o ngun abere Inaulin ni ile fun ra re?

Yes Jio
‘e d ou i1nject yourgolf?
%f (;ygz’;j:h%zgni? Zede igo ni o ti nae ngun?

you?

1L lno‘ who does i for ba o GUD?

71 ki iba se be, ton: o
Why? — Kini idi ?

the inaulin bt home?

Y'here do You atorae Insulan si ni i1le?

ibo lo pa ko abere
: Refrid8erator = A ou nken tutu
% - Tabili
iz ZEhan rd - npOti
iid Cughch - Enin Apu

iv Vaterpot

take before injection?

You -
Te 11 a: :h%%cféglg%@gdgmﬁﬂwk&mc'r o to gun I:lb ere?
awon nNKLO
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65-

6c.

ms.

ﬁgw_ofcen do.?ﬂu indect yourself in one week?
‘icba melo lo ma gun. abere lose kan?

%nsulin dosuge? (Cross caeck with

it is yYour
(Ye kadi wo)

hogspitel Caxrd
*2lo ni abere Insulin ti o lo?

llow long is the needle used before you discard

it?
L Bmelo ni o ma lo abere ken ki oto so nu?

Yhere do you obtain Four insulin?
Kibo ni o ti ngba lnsulin ti o nlo?

Do you pay any nmount of money for the insulin?
IBje o san owo kankan fun Insulin?

o

Yes
Beeni Beeko

If *yes' how much do you spend on Insulin per

week/month? : '
Ti o ba je beesni, elo ni o me na ni ose tabi

osu kan?

Drug Therapy
Do you take drugs to control your dirabetes?
Nje o nlo ogun leti kapa aieaon atogbe?

Yos io

If yes, whiut is the drug called and what ie

the doeoge?
Ti o ba Je beeni, kini oruko ogun na ati

lilo re?

dhero do you obtein cthe drugs?
Ribo 1o ti ngba awon ogun wonFyi?

Do you pey for the drugs?. :
Xjo o nsan owo kankan lorx ofun ¥i7

Ir yes, how much do you spend on the drugs for

o week or month?
Tiub ba e beeni, elo lo ne lati ra ogun

atogbe ni ose tabi 0osun kan?
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DiectT - Jije

Jhat foods should diubetic patient eat?
Iru ounje wo lo ye ki als2san atogbe ma 8 Je?

“hy -~ kini idi ?

Mow mopny times did you eat yesteraay?

E melo ni o Jeun ni ana?

J/hat did jyou have for (a) Breakfast (b) Lunch

(¢) Supper
Kini lo je - aaro, oscno ati ale.

s you should not eat?

List some of the food
ti ko yc ki o ma je?

So awon die ninu ounjge
#hy? - ¥ipi idi ?

piabetic Asaociation - Egbe alatogbe

betic asgociation?

Have you heard of the dia
be alatocbe? Yes No

Nje o ti gbo nipa awon e¢

sociation?

ATe you 8 membor of the nS8
Yes No

Hje o Jje okan kera awon agbe won

ba je pe beeko, kini 1di?

If 'yes' how oany times did you attend tho

moeting the past 6 nmonthe?
Ti o bs je beeni, igbd gelo lo ti lo si ibi
ipade egbe leti 3i osu mefo (6) sehin?

ou attond the meeting?

why do Y
i o fi nlo B2 jpade won?

Kini idi ¢t

“hy don't You attend? Kini jdi ti o ko fi lo?

of the diabetic Agssociation?

+“hat is the purpose
c alatogbe se wB.7

Kini idi patakil ti egb

your diabetic groblema with?

who do you discuas
e wonyi fumn?

Toni o so awon jaoro alaiaan atog

Hamn Of P€ JAERICAN DIGITAL HEALTH REPOSITORY PRo‘JrEpTe sort of problenm
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what are the activities of diabetic
Agsociation?
Kini awon akitiyan egbe alatogbe?

Which of these activities do you find helpful?
Ewo ninu awon akitiyan wonyi lo ri pe o :ulo?

Why ~  Kini idi

Which of these activities are not helpful?
Ewo ninu awon akitiyan wonyi ni ko wilo?

Why are you told to carry your diabetic
Assoc:ation membership card anywbere you Yo7

Kini id3 ti won fi soc fun o lati maa mu kadi
omo egbe elatogbe lowo nigbakugba ati nibikibi
ti o ba nlo?

Suggest ways to improve services provided by
the diabetic Association and the hospital?

Da aba awon ona oiran ti ge ti awan omo egbe
alatogbe at: ile iwosan nse fi le dara 8i?

met tho health educator?

ggzeoygz ae alsbapade oluko eto ilera?

what did she do for you? Kini o s¢ fun o?

net the dietitian?

ou
ﬁgzeoyti ge alabapede ojogbon ounje?

what did she do for you? ~ini o se fun o?
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GLOSSARY OF POOD 175MS

a=rla (Lafun)

-

—

Pried bean cake
rlour from yawm, or plantein
Flour fron cassave

Pried ripe plantain chips

atient

Dodo -

Eba - Flour from cassava

Eko - Starch fron maize

Pufu - Starch from cassava

Foinmoin - Steamed beenceke

Pap — Starch fron maize

Oka - Same ae Amala lafun

GIOS5ARY OF HEAILH EDUCATION TERMS

Compliance - Acting in accordance with a
request or coacmand.

Counselling = Professional advice to a
for the purpose of modifying
patterns of beheviour,

Dafaulters - Patients who had dropped out from
hospital clinic attendance and
treatment regimen.

Illiterate - Unable to read or write in any

Litorate - Able to reed and write.

Man t - The ability to control diabetes

= mellitue condition or skillful
troatment of diabetes.

Rairs - Thig is systemmatic plan to jmprove

e and maintain health, P
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1f-care -

GLOSSARY

207,

HSelf-care in heml-h refsrg to

the uctivities individu:ls,
families, ind cocrunities
undertake with the i1ntention

of enhancing health, prsventing
diseuse, limiting 1llness, and

restoraing health.

OF MEDICAL TERMS

Chronic disease -

Diabetic coma -
Diabetes -
Gangrene -

Ryperglycaemia -

Expoglycaemia -

Insulan -
IDDM -
MRDM -

%IDDM =

Is a condition that lasgts for
a long time.

The casualty is quiet and appears
to be asleep, #nd his breath may

smell of acetome.

A term derived from a Greek word
meaning '"to pesa through",

Medically it applies to the
passage from the kidney to the
urine of sugsar from the blood.

This 18 death of a tissue
due to failure oif the arterisl

blood supply {rom disease or
injury.

An excesaive apount Of sugar
in the blood.

Deficiency of sugsr in the blood,

A hormone mnnufactured in the
pancroas dy little areas of
tisgues celled the islakts of

Lapgcerhens and then asocreted
{r:to the blood where it coatrolec
the digestion of cerbohydrate.

Insulin dependent diabetea
mellitus.

Malnutrition related diabetea
moellitua.

Non-inaulin dependent diabetea
mollituB.
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- Insulin Zinc Suspensions.

% Rl : occurs
1 pg i - Abnormal trirat, such as
- in those sufferaing with
untreoted diabetes.

Polyphagia - Exceasive eating.
1 - The passing of sn excessivs
pRyoria amount of urine.

1 h
ts from VeBetables 0113 suc
ﬁﬁ corn, cottonseeg, aqnflpgei,
and Soy heans oils. Oils hi@
in Polyunsaturated fats tend to
lower the level of cholestere

in the hlood.

_ Pat that is often hard at room
Saturated Fat temperature, primarily from animal
food products (like butter, Yard,—
meat fats). Gaturated fat tends
to reise the level of cholesterol
in the bvlood.

Polyunsaturated Pet -

: _ Presence of sugar in uraine/Urinsry
Glycosuria oexcretion of corbohydrate.

' ' - mpeans a
: ] sis. Ketoamcidosis, or Coma - G
gzggggignkggowhiéh the blood sufar 18 very highe. This

condition may develop if one takes less insulin tban
he needs.
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