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Abstract

Diabetes mellitus is an emerging public health threat with rapid increase in prevalence all over the world. Mortality and other
health care costs associated with diabetes are mainly due to its complications rather than the disease itself. Self-care
management practices are essential and is a key component in managing DM and preventing complications. Evidence shows
that patients with diabetes face several challenges and obstacles in adhering to such practices. The current study aimed to
identify the barriers to self-care management in patients with type 2 diabetes. The study was conducted using a thematic
analysis method and data were collected through Focus Group Discussions (FGDs) with 25 Type 2 DM patients using semi-
structured interview guide in a private room in selected urban primary health centres of Karnataka, South India in the year
2024. The participants were selected using purposive sampling and sampling continued until data saturation. The collected
data were analysed with NVivo software. Findings revealed wide range of barriers starting from individual perspectives to the
social and healthcare system perspective in diabetes management. Firstly, at the individual level, a lack of knowledge, limited
resources, non-adherence to medication, and financial constraints were major obstacles. Secondly, insufficient social support
and misinformation about alternative treatments also influenced patient behaviour. Thirdly, at the healthcare service level, long
waiting times and inadequate social support were identified as challenges. Lastly, limited accessibility due to transportation
issues and community resource constraints further hindered self-care. Findings revealed that patients require comprehensive
education, easy access to medical tools, and psychological support to manage their condition effectively. Families and
communities must be equipped with accurate knowledge about diabetes and trained to support patients. Healthcare providers
should improve service quality by adopting a holistic approach and collaborating with communities to ensure optimal care.
With collective efforts, it is hoped that the quality of life for diabetes patients can improve, and complications resulting from
the disease can be prevented. Designing of interventions that capitalize on how to improve patients’ desire to reduce the
progression of diabetes and the use of relevant technological devices could enhance diabetes self-management.
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Introduction world in 2017; is expected to reach 629 million in 2045.
Type 2 Diabetes Mellitus is a chronic disease that occurs Evidence from literature shows that there are poor
either when the pancreas does not produce enough insulin or adherence practices to medications and other self-care
when the body cannot effectively use the insulin it produces. practices I As a result, many of the diabetes end-up with
Insulin is a hormone that regulates blood glucose. major complications which otherwise are preventable. Self-
Hyperglycaemia, also called rgused blood glugose Is a care practices should be initiated soon after the diagnosis
common effect of uncontrolled diabetes and over time leads and consistent engagement in such practices are found to
to serious damage to many of the body's systems, especially have positive outcomes 1 A healthy diet, regular physical

the nerves and blood vessels (1}

In 2022, more than half (59%) of adults aged 30 years and
over living with diabetes were not taking medication.
Diabetes treatment coverage was lowest in low- and middle-
income countries. In 2021, diabetes was the direct cause of
1.6 million deaths and 47% of all deaths due to diabetes
occurred before the age of 70 years. Another 5,30,000
kidney disease deaths were caused by diabetes, and high
blood glucose causes around 11% of cardiovascular deaths.
The number of people living with diabetes rose from 200

activity, maintaining a normal body weight and avoiding
tobacco use are ways to prevent or delay the onset of type 2
diabetes. Diabetes can be treated and its consequences can
be avoided or delayed with diet, physical activity,
medication and regular screening and treatment for
complications.

The term ‘self-management’ refers to day-to-day activities
or actions an individual must undertake to control or reduce
the impact of the disease on their health and well-being to

million in 1990 to 830 million in 2022. Prevalence has been ~ Prevent further illness ¥ Diabetes self-management actions
rising more rapidly in low- and middle-income countries involve engagement in recommended behavioural activities
than in high-income countries. More than half of people such as healthy eating, medication adherence, being active,
living with diabetes did not take medication for their monitoring, reducing risks, problem-solving and healthy
diabetes in 2022, [1-2] coping P} which are all necessary for the successful
Diabetes mellitus is a booming public health issue with management of the disease ['*l. Level of adherence to
rapidly increasing prevalence all over the world. The diabetes self-management differs in patients, which implies
number of patients with diabetes was 425 million in the that decision-making processes for self-management are
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influenced by various factors, which could either serve as
enablers or barriers. [%]

Peyrot M et.al in their study identified diabetes related
distress as a major factor responsible for poor adherence to
self-management in patients [l Study conducted by Jones L,
et.al reported that difficulty in making lifestyle changes ['”!
and inadequate health care system communication interface
U8 were related to poor diabetes self-management. In
addition, financial constraints resulted in patients’ inability
to access diabetes clinical supplies and eat in line with
appropriate dietary recommendations 12!, Nagelkerk et al.,
24 and Ghimire @21 reported that patients’ lack of
knowledge of a specific diet plan and perceived belief in
social unacceptability of healthy behaviours ¥ hindered
healthy eating and participation in physical exercise.
Furthermore, depressive symptoms and personal belief
about medication were observed to be associated with lower
adherence to diabetes medications 23}

Qualitative research is useful for understanding and
describing human experiences, perceptions and feelings,
promoting innovation, and giving a voice to marginalized
groups as this method can provide researchers with a deep
insight into the perceptions and experiences of individuals
(251 The present study aimed to identify the barriers to self-
care practices in patients with diabetes. Accordingly, a
qualitative thematic analysis technique was employed in the
present study.

Materials and Sampling Methods

The present study is descriptive qualitative research aimed
at understanding the barriers diabetes patients face in
managing self-care. The study was conducted at selected
urban primary health centres of Karnataka, South India. It
took place from September 2024 to October 2024. The
research population included Type 2 DM patients who were
attending primary health centre to receive health care. The
information of people with Type2 DM on age, sex, duration
of diagnosis and address were obtained from OPD registers
of the PHC. Participants who verbally agreed over phone
were included in FGDs. In addition, written informed
consent was obtained prior to FGDs. The inclusion criteria
included: people who were diagnosed with T2DM by the
physician for at least 1 year and usually sought healthcare
from the hospital, people who were above 30 years old and
able to express themselves in Kannada, Hindi or English
language and were willing to participate. The exclusion
criteria included: people with T2D who sought care for the
first time and those who had comorbid chronic conditions.
All people who fell within the inclusion criteria were
selected using a purposive sampling technique and sampling
continued until data saturation. The study used a thematic
analysis method and data was collected from 25 T2DM
patients through FGDs using semi-structured interview
guide in a private room in selected urban PHC. The
participants were divided into 4 groups ranging from 6 to 7
in a group consisting of 13 women and 12 men. None of the
people approached by the researcher declined participation
in the study. The primary researcher was the moderator and
secondary researcher was an observer and was responsible
for taking note. The moderator was responsible for
managing the group interactions so that everyone would get
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opportunity to express their view. The collected data were
analysed with NVivo software.

The social-ecological model by McLeroy et al. was used to
guide the study BY The model emphasizes that an
individual’s development is influenced by multiple
interconnected levels of social and environmental factors.
The model was used to guide the interview questions
focussing on the intrapersonal, interpersonal, organizational
and community-level factors. The model assumes that the
promotion of health in the individual operates at levels that
are based on the individual's beliefs and understanding,
family and social support as well as institutional factors.

The data were collected through FGDs with the participants
using open-ended questions. After obtaining the necessary
permits and making arrangements to attend health centres,
the researcher provided some explanations about the study
to the participants who met the inclusion criteria and if they
wished, they were asked to participate in the FGD in a room
in the primary health centre away from the noise. No one
was present in the discussion room except the participants
and the researcher. The participants voices were recorded
with their consent. The duration of the FGDs ranged from 1
to 1.5 hour.

The initial questions asked in the FGDs were as follows

1. What is your understanding about Diabetes?

2. What do you mean by self-care?

3. Do you feel you have enough information to manage
your diabetes effectively?

4. Do you understand the consequences of high or low
blood sugar levels?

5. Are you able to perform recommended physical
activities, or do physical problems make it difficult?

6. Are there times when you don’t feel well, and does this
make it hard to follow your self-care plan?

7. How often do you miss taking your medication, and
what causes you to miss it?

8. Do you have a glucometer, and do you check your
blood sugar regularly?

9. Do you ever feel isolated or stigmatized because of

your diabetes?

Does anyone in your family support you with your

diabetes self-management?

What physical and mental needs do you feel concerning

these changes?

How do you cope with the stress of having diabetes?

10.
11.
12.

To obtain more information and to clarify the content of
discussion, probing questions were used such as: can you
explain more? The collected data were analysed using
thematic analysis ['¥]. After each FGD, the content of the
discussion was typed word to word in Microsoft Word.
Each interview was considered as a unit of analysis. To gain
a general understanding of the transcripts, they were read
carefully several times. Then, the transcripts were divided
into meaning units and after condensing each meaningful
unit, they were labelled as code. The codes were classified
into sub themes based on their similarities and differences.
Finally, the related sub- themes were extracted according to
the latest concepts in the transcript and by classifying them,
the themes were identified.
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Table 1: An example of data analysis

Meaning Unit Code Sub theme Theme
I don’t know what food to eat to manage my blood sugar. I La(l::k of &?ﬁwmdge
o : : orgetfulness
often forget to take medicine on time. I feel very tired, hungry L aminess Personal atiributes

Individual factors

and have no interest in work. I sometimes crave for sugary
food when I’'m extremely hungry. I have no time to do

Craving for food

Beliefs Emotions

exercise.

Time constraints

To evaluate the trustworthiness of the data in this study, the
four criteria proposed by Lincoln and Guba were used 01,
The credibility of the data was ensured by the researchers'
involvement in the subject under study for a long time and
allocating sufficient time for collecting the data. Since the
researcher knew health care providers, with their help it was
easy to gain trust of the participants, able to collect real,
enriched data on the research problem by taking into
account different perspectives. Also, researcher conducted
member check for credibility. Besides, the conformability of
the findings was ensured via peer check (having the data
reviewed by the colleagues). The dependability or
consistency of the data was confirmed via external check
(having the data reviewed by experienced experts) and also
via the code-recode strategy that was used in the data
analysis process. Finally, to improve the transferability of
the data, rich, accurate, and step-by-step descriptions were
used.

Results
The participants in this qualitative study were 25, out of

which 13 were women and 12 men with a mean age of
51.16 £ 1.15 years. The mean duration of diagnosis with
Type 2 DM of the participants were 5.72+2.5 years.
Besides, 44% of the participants had more than Pre
university education and 48% with less than Pre university
education, and 8% of them were uneducated most of them
(60%) were unemployed. Moreover, 80% of the participants
lived with their spouse and children, and 56% of them
reported a moderate-income level. Study revealed that lack
of knowledge on disease condition, duration of diagnosis
and adherence to treatment, poor socio-economic status,
lack of family support and work-related pressure hindered
patient’s self- care management.

Table 2: The participant’s demographic characteristics

Variable Mean £SD Frequency/Number
Age (years) 51.16+1.15 25
30-40 3
41-50 10
51-60 9
60 & above 3
Duration of diagnosis 5.72+£2.5 25
Sex
Male 12
Female 13
Education
Uneducated 2
Less than Pre university education 12
More than Pre university education 11
Occupation
Employed 15
Unemployed 10
Socio economic status
Poor 9
Moderate 14
High 2
Marital status
Married 20
Separated/Widowed 5
Table 3: Themes, sub-themes, and codes
Themes Sub themes Codes
Individual factors Inadeqqate knowledge and skills Lack'of knowledge Forggtﬁllness Laziness Crgving for food
Motivation & behavioural factors Time constraints Beliefs about illness Feeling unwell
Socio cultural and  [Social network and support environment Cultural| Family pressure Financial barriers mLimited resources Cultural
economic factors values &practices Financial issues diet issues Informational misconceptions
Healthcare system A " ices Quality of care Poor provider communication Long wait times Lack of
factors ceess to serv Y resources-health system Inadequate counselling
Psyciréll(())tgl?clﬁl ficctors Psychological & emotional distress Coping Stress Stigma Isolation
Envi Inaccessible community resources Lack of exercise Transportation Unsafe environment Bad
nvironmental factors weather
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Theme 1: Individual factors

The results of the study indicated that how internal or
personal factors hinders a patient’s ability to manage their
diabetes.

Inadequate knowledge and skills: Patients does not know
basic information on diabetes management practices like
healthy dietary options, importance and duration of physical
exercise, awareness about the effects of harmful practices
such as alcohol and tobacco consumption.

I don’t know how much quantity of food to be taken, I feel
extremely hungry often, so I eat instant food, sugary drinks.
I know that I should not take sugary food so I avoid eating
fruits. (Participant 9, 45 years).

I am aged enough and I can’t do any physical exercise or
yoga, I feel I'm taking my medicines that is enough to
manage my condition. I’'m tired of going for walk all these
years. (Participant 12, 62 years).

Motivation & behavioural factors: Patients hold false
beliefs about diabetes management including alternate
remedies. Some say they often feel demotivated, lazy,
forgets to perform self- management tasks.

I should do all household chores, cook for family, send
children to school. When I take my breakfast, it will be
almost 12 in the noon. I drink coffee, eat biscuit and manage
hunger. My morning dose of medicine will be skipped
sometimes. (Participant 1, 43 years).

It’s tough sometimes; I forget to take my medicine. I forget
and then remember. When I remember, it’s already time for
the next dose. So, I take the current one and skip the
previous one. My wife often reminds me, but I still forget
sometimes (Participant 14, 57 years)

Doctor suggested for monthly sugar tests, exercise but due
to my busy work schedule I don’t have time to visit hospital
for regular tests. I don’t eat in time hence I don’t take
medicine when I skip meals. (Participant 15, 40 years).

Theme 2: Sociocultural & economic factors

These focus on how patient’s social network, social event,
cultural values and practices, traditional food habits and
financial situation affect their diabetes management.

Social network and support environment: Participants
pointed to lack of family support in maintaining healthy diet
and exercise regimen. Some stated they receive misleading
advice from neighbours/friends.

My relative suggested me to take neem leaves, bitter guard
juice &certain herbs instead of diabetic medicine. I tried it
and I feel it is working so I don’t take medicine (Participant
4, 41 years).

Cultural values &practices: Patient finds it difficult to
maintain their diet during festivals and social gatherings.
They also told it’s difficult to adhere to dietary guidelines
due to cultural food preferences.

I avoid attending functions because my relatives notice me
if I don’t eat sweet and other items which elevates my sugar
level. T don’t want people to know about my diabetes. I
can’t avoid eating binge during festivals and gatherings
(Participant 10 & 11,51& 53 years).

Financial issues: Patients lack financial resources for
medication, tests, apart from the Govt. supply. Few stated
they have constraints to get nutritious food even.

126

www.allsubjectjournal.com

I can’t take the medicines regularly due to high cost, insulin
costs too much and I can’t afford for it as I’'m a daily wage
worker. Doctor prescribed few tablets from outside but I
only take freely available medicine which I get from PHC.
This disease is not for poor people like me, I'm sad for my
fate, I should die soon... (Participant 22, 54 years).

A personal glucometer allows people with diabetes to
monitor their blood sugar levels independently, anytime and
anywhere. This gives them more control over their condition
and regular monitoring helps detect sudden changes in
blood sugar levels early, allowing corrective action before
serious complications arise.

¢ I don’t have a glucometer at home. It’s quite
troublesome. Sometimes my blood sugar fluctuates
suddenly.’ (Participant 2, 55 years)

Theme 3: Healthcare system factors
These are the issues related to the accessibility and quality
of healthcare services.

Access to services: Patients complains of not getting
prescribed medicines, they need to wait long time to receive
treatment and also says there is no specialist service
available at primary health centre.

I don’t want to visit hospitals because of the long waiting
time. I should take leave or lose my daily wage in order to
get my test done and consult the doctor. (Participant 25, 49
years old).

If I visit PHC we get only sugar test done but no other tests
for my co-morbid conditions. I should wvisit
private/specialized clinic to get it done. This costs me too
much and hence I skip the tests (Participant 24, 50 years
old).

Quality of care: Participants stated they don’t get adequate
information and has unhelpful communication from
healthcare providers

I get the same medicines when I go for follow-up, my sugar
level is not decreasing, if I ask to change the medicine and
give me higher dose doctor refuses. My peer group suggest
me to change the doctor but I’'m stuck with confusion due to
my financial constraint (Participant 7, 56 years old).

I don’t get sleep in the night, I have burning sensation in my
feet and I don’t have anyone to talk about my condition. I
feel like sharing my problem but I’m unsure who to talk to. I
wanted to share with doctor in the hospital but due to
overcrowd and rush for consultation I deny and only get my
refill medicine and come back home (Participant 8, 54 years
old).

Theme 4: Emotional & Psychological factors
Psychological & emotional distress: Patients feel ashamed
of their condition and avoids social situations. They feel
burdened by the lifelong daily demands of managing
diabetes. They blame themselves for their diagnosis and
fears for injections leading to non-adherence.

I have been diagnosed with diabetes for 12 years. Initially I
was able to manage my condition. But as years passed my
physical strength is not letting me to do activities, I feel
boredom and I get angry why me? Why I don’t get support
from family...sometimes it is ok but otherwise I’'m alone,
no one can understand my situation... (Participant 17, 49
years old).
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With diabetes in hand no enjoyment in life. It’s easy to give
advice and 1 feel yes, I should follow the routine
management as told by doctor. but working in shifts,
sleepless nights, no food in time, can’t take medicines
properly, eating food from canteen, work stress etc makes
me stressful. I don’t get time to follow self- practice. It’s a
curse for life (Participant 19, 51 years old).

Theme 5: Environmental factors

External factors such as lack of space for exercise, weather
conditions like rain and cold influence patient’s self -
management of diabetes.

I skip walking during rainy season, when its cold outside,
rest of the days I regularly go for walk. When 1 am away
from home, I can’t manage to go for walk as I do at home.
(Participant 23, 38 years old).

People say you should walk, do exercise etc to control sugar
level. But we don’t have a park, space for walking in the
place I live. It’s a matter of shy too when all men walk
around, and we go for walk. (Participant 18, 46 years old).

Discussion

The present qualitative study identified the different type of
barriers affecting the self-care management in patients with
Type2 DM in selected primary health centres of Karnataka,
South India. The study was conducted using a thematic
analysis method and data were collected through Focus
Group Discussions (FGDs) with 25 Type 2 DM patients.
This study’s findings highlight significant challenges
participants face in managing their diabetes independently.
Although few participants possessed basic knowledge of
diabetes, they lacked a deeper understanding of the
recommended dietary practices and the long-term
complications that can arise from uncontrolled diabetes.
Recent studies emphasize the ongoing challenges in the self-
management of diabetes [11,12]. Patients often struggle to
control their blood glucose levels due to a limited
understanding of the disease dynamics and self-care
practices [6,10]. Despite diabetes education being a key
component of self-management programs, the effectiveness
of individual interventions remains inconclusive [

The study found that some diabetes patients missed
medication schedules due to forgetfulness. Several studies
from the Middle East, North Africa, and Saudi Arabia
consistently identify forgetfulness as a primary reason for
non-adherence. *) The research also showed that most
participants did not own a personal glucometer. As a result,
they could only measure their blood sugar levels when
visiting the hospital for routine check-ups and could not
monitor their glucose levels at home as recommended for
diabetes management.

This study found that long waiting times at diabetes clinics
were a significant barrier to patient satisfaction and
treatment adherence. Perceived waiting times, rather than
actual waiting times, have a stronger relationship with
patient satisfaction. Studies have shown that patients who
feel their waiting time is longer tend to be less satisfied with
the medical services provided and are more likely to
discontinue their treatment !l A study by Wozniak et al
(2020) 1, says lack of adequate infrastructure and
healthcare professionals in the community poses a barrier to
implementing  self-care management programs [*
Participants reported challenges like limited training
facilities, insufficient comprehensive health clinics, and
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limited access to professional medical personnel.
Additionally, the distance to the nearest healthcare facility
has become a significant issue, especially in emergencies.
This study implies that provision of ongoing self-
management education/support through the use of mobile
phones may help address the various difficulties (including
time/financial constraint, diabetes distress, and limited
access to care providers) encountered by patients and foster
adherence to recommended self-management activities,
which are necessary to prevent the risk of developing
diabetes complications. Furthermore, this study presents an
in-depth understanding of the experiences of diabetic
patients and provides useful insights to health professionals
and researchers on how to improve the frequency and
quality of self-management support provided to diabetic
patients to achieve better health outcomes.

Conclusion

This study reveals the complex challenges faced by
individuals with diabetes in managing their condition. This
study identified common gaps in the skills and self-efficacy
of people with T2DM as well as barriers to self-
management in this population. The main obstacles to
achieve optimal glucose control are a lack of knowledge
about diet and disecase management, barriers to access
healthcare resources, and limited social support. The
findings highlight the need for improvements in the
comprehensive diabetes healthcare system. There is a need
to develop diabetes education programs tailored to
participants' needs, involving community, forming Patient
support groups and utilizing various media. Additionally,
improving access to primary healthcare facilities, providing
affordable diabetes aid, and optimizing service wait times
are necessary. Diabetes health care stakeholders may
consider strategies for regular educational reinforcement in
patients in order to foster healthy coping with diabetes
stress, exercise planning to avoid hypoglycaemia,
interpreting blood glucose patterns and adjusting
medications or foods to reach the targeted blood glucose
levels. Furthermore, designing of interventions that
capitalize on how to improve patients’ desire to reduce the
progression of diabetes and the use of relevant technological
devices could enhance diabetes self-care management.
Consideration of these areas of educational reinforcement
and interventions could enhance self-care management in
patients and consequently improve their health outcomes.
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