
UNIVERSITI PUTRA MALAYSIA 

SELF-CARE PRACTICES OF PATIENTS WITH DIABETES TYPE 2 

NAZWATI BINTI TAJRI 

lp 
FPSK5 2012 2



SELF-CARE PRACTICES OF PATIENTS WITH 

DIABETES TYPE 2 

NAZWATI BINTI TAJRI 

A THESIS SUBMITTED TO THE FACULTY OF 

MEDICINE AND HEALTH SCIENCE, 

UNIVERSITI PUTRA MALAYSIA AS PARTIAL 

FULFILLMENT FOR THE DEGREE OF THE 

BACHELOR OF NURSING 

UNIVERSIT-1 PUTRA MALAYSIA 

2011/2012 © C
OPYRIG

HT U
PM



SELF-CARE PRACTICES' OF PATIENTS WITH DIABETES TYPE 2

ABSTRACT

BACKGROUND: Type 2 diabetes mellitus is defined as a heterogeneous,
multifactorial, and polygenic disease characterized by a defect in insulin's secretion
and action (Hayden, 2003). The number of the population who has diabetes is
increasing and become global problem that need serious action. This matter concerns
not only because of the increasing number of diabetes but risk of complication such
as retinopathy, nephropathy and is associated with macro vascular diseases
(Mafauzy, 2005). It is caused by increasing in obesity, population growth, aging,
urbanization and physical inactivity (Wild. 2004). Thus, blood sugar control, health-
related quality of life, and self-care behaviours are important indicators to reflect
health outcomes among individuals with diabetes. OBJECTIVES: General objective
of this study is determining the self-care practices of patient with diabetes type 2.
Associations between the relevant factors, including socio demography and
knowledge, and self-care practices were examined. METHODS: A cross sectional
study was undertaken. Data were collected from 120 diabetic adults at "Klinik
Kesihatan Kuang". A 32-item questionnaire was used to assess diabetes-related
knowledge and self-care practices regarding diet, medication, physical activity and
self-monitoring of blood glucose (SMBG). Descriptive statistical analysis was
carried out to determine socio-demography, knowledge and glycaemic level
characteristics. Chi-square test was used to determine associations between
dependent variables and independent variables with p- value ~ 0.05 considered as
statistically significant. RESULTS: The total of 120 respondents participated in the
study, which of 55.8% females and 44.2% males. The findings of this study found

, that majority of respondent were poor practice (90.8%). In term of knowledge
majority respondent have good knowledge on medication (99.2%), followed by diet
(86.7%) and exercise (73.3%). In term of glycaemic level more than half respondent
was poor control (68.3%). Significant association were found between socio
demographic and practice on age (p S 0.05) and gender (p S 0.05), association
between knowledge and practice on medication adherence (p S 0.01) and exercise (p
~ 0.036), association between glyaemic level and practice (p S 0.01).
CONCLUSION: The finding of this study indicated that more than half of the
respondents are female with good knowledge on medication, diet and exercise.
However majority of the respondent had poor self-care practice and poor control of
glycaemic level. This could be attributed to by factors such as limited education, age
and duration of diabetes. Nevertheless, this study has provided an important basis for
future interventional studies to improve the present approach to diabetes education
and management in Malaysia.

KEYWORDS: Diabetes, glycaemic level, self-care practices
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AKTIVITI PENJAGAAN DIRI DIKALANGAN PESAKIT DIABETIK JENIS..

KE2

ABSTRAK

LAT AR BELAKANG: Diabetes mellitus jenis ke 2 ditakritkan sebagai satu
penyakit heterogen, multifactorial, dan polygenic dicirikan oleh kecacatan dalam
rembesan dan tindakan insulin (Hayden, 2003). Bilangan penduduk yang mempunyai
diabetes semakin meningkat dan ia menjadi masalah global yang memerlukan
tindakan serius. Perkara ini melibatkan bukan sahaja kerana peningkatan bilangan
kencing manis tetapi risiko komplikasi seperti retinopati, nefropati dan dikaitkan
dengan penyakit vaskular makro (Mafauzy, 2005). la disebabkan oleh peningkatan
jumlah kegemukan, pertumbuhan penduduk, penuaan, kemodenan dan fizikal yang
tidak aktif (Wild. 2004). Oleh itu, kawalan gula dalam darah, yang berkaitan dengan
kesihatan kualiti hidup dan penjagaan diri tingkah laku adalah penunjuk penting
untuk menggambarkan hasil kesihatan di kalangan individu yang mengidap diabetes.
OBJEKTIF: Menentukan amalan penjagaan diri pesakit dengan diabetes jenis 2.
Hubungkait antara faktor-faktor yang berkaitan, termasuk sosio demografi dan
pengetahuan, dan amalan penjagaan diri. KAEDAH: Kajian rentas telah dijalankan.
Data telah dikumpulkan daripada 120 orang dewasa diabetes di "Klinik Kesihatan
Kuang". A 34-item soal selidik telah digunakan untuk menilai pengetahuan yang
berkaitan dengan diabetes dan amalan penjagaan kendiri mengenai pemakanan, ubat-
ubatan, aktiviti fizikal dan pemantauan sendiri glukosa dalam darah (SMBG).
ANALISIS, statistik deskriptif telah dijalankan untuk menentukan sosio-demografi,
pengetahuan dan ciri-ciri tahap glisemik. Ujian chi-square telah digunakan untuk
menentukan persatuan antara pemboleh ubah bersandar dan pemboleh ubah tak
bersandar dengan p-nilai :s; 0.05 dianggap sebagai statistik yang signifikan.
RESULTS: 120 orang responden mengambil bahagian dalam kajian ini, perempuan
55.8% dan 44.2% lelaki. Hasil kajian ini mendapati kebanyakan responden rendah
tahap penjagaan diri (90.8%). Kebanyakan responden mempunyai pengetahuan yang
baikpada ubat-ubatan (99.2%), diikuti oleh diet (86.7%) dan latihan (73.3%). Dari
segi tahap glisemik, lebih daripada separuh responden adalah rendah kawalan
glysemik (68.3%). Kaitan di antara sosio demografi dan amalan kepada umur (p :s;
0.05) dan jantina (p :s; 0.05), kaitan antara pengetahuan dan amalan pada kepatuhan
ubat (p:S; 0.01) dan senaman (p:S; 0,036), kaitan antara tahap glyaemic dan amalan (p
:s; 0.01). KESIMPULAN: Hasil kajian ini menunjukkan bahawa lebih separuh
daripada responden wanita dengan pengetahuan yang baik mengenai ubat-ubatan,
diet dan senaman. Bagaimanapun,Kebanykan respondent rendah dalam penjagaan
diri dan kawalan glysemik. Inimungkin disebabkan oleh faktor-faktor seperti umur
pendidikan, dan tempoh diabetes. Walau bagaimanapun, kajian ini telah
menyediakan asas yang penting untuk kajian masa depan untuk memperbaiki
pendekatan yang sedia ada bagi meningkatkan pendidikan diabetes dan pengurusan
di Malaysia.

KATA KUNCI: Diabetes, paras glycemia, aktiviti penjagaan diri.
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CHAPTERl

INTRODUCTION

Type 2 diabetes is the most prevalent form of diabetes, which appears later in life. It

has been estimated that the prevalence of diabetes would increase by 35% between

1995 and 2025 (Dongsheng et al., 2009). Estimated number of people with diabetes

will increase between 2000 and 2030 is ranging from 171 million to 366 million

worldwide (Wild et al., 2004). World Health Organization state that 346 million

people worldwide have diabetes where estimated of 3.4 million people died in 2004.

The number of diabetes death is estimated to be increasing between 2005 and 2030

Diabetes is also a major cause of morbidity and mortality (Shaw et al., 2010).

Diabetes is a chronic disease. It occurs when the insulin (hormone that controls blood

sugar) produced by the pancreas is not enough, or when the insulin produced was not

been effectively used by the body. The term diabetes describes metabolic disorders,

characterized by chronic hyperglycaemia with disturbances of carbohydrate, fat and

protein metabolism resulting from defects in insulin secretion, insulin action, or both,

and the effects of diabetes mellitus consist of long-term damage, dysfunction and

failure of various organs (WHO, 1999). Diabetes is divided into three categories

which are diabetes type 1, diabetes type 2 and gestational diabetes. Diabetes Type 1

is characterized by hyperglycaemia due mainly to absolute insulin insufficiency

while Diabetes Type 2 is related to relative insulin deficiency and insulin resistance

(WHO, 1999). Meanwhile, Gestational diabetes mellitus (GDM) is defined as any

degree of glucose intolerance with onset or first recognition during pregnancy

(Metzger, 1998). No country is free of diabetes. In the United States, Diabetes
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mellitus is the sixth leading cause of death and in year 200, about 65% of deaths are

associated with heart diseases or stroke (Evans, 2010). In 2007, 23.6 million people,

or 7.8% of the U.S. population had DM (Xinzhi et al., 2010).

In other country such as Korea, in 2008, diabetes is ranked fourth as cause of death

and the prevalence of people with diabetes in Korea were 22.4 per 100,000 persons.

This effect increased medical cost of type 2 diabetes in Korea (Haejung et al., 2009).

InMalaysia, the prevalence of diabetes is increasing every year. Malaysian National

Health Morbidity Survey III state, the occurrence of diabetes mellitus was 11.6%

were 7.0% is known diabetes and 4.5% is newly diagnosed (Letchumanan et al.,

2006). This raise in cases may be due to the lifestyle changes of socioeconomic,

changes in dietary habits and overweight children. (Anuar, 2000). Many factor

influenced this massive increase in diabetes. The number of people with diabetes is

increasing because of various factors such as population growth, aging, urbanization,

and increasing prevalence of obesity and physical inactivity (Wild et aI., 2004).

Malaysian society follow the path of urbanization, industrialization and motorization

which resulted the population becoming more overweight or obese and sedentary

(Mnistery of Health Malaysia, 2006). Nowadays, Malaysian are living longer

because of the improvements in diets, nutrition intake and advances in medical fields

which lengthen the lifespan of Malaysian to the age 65 years and over ( Poi et aI.,

2004). Because of that, the number of people with diabetes has also increased. (Wild

et al., 2004).

2

© C
OPYRIG

HT U
PM



1.0 Problem Statement

Diabetes is a common disease in Malaysia and the number of diabetes patients with

severe complication is increasing every year. Its increment is up to 11% in 2006 (Tan

& Magarey, 2008). The problem with diabetes is that it contributes complication

where the number of diabetes patients with complication is increasing every year.

Studies in Malaysia indicated a high prevalence of sub-optimal control and that

diabetes complication are common (Tan & Magarey, 2008). Some of the

complications of diabetes mellitus are heart diseases, stroke and kidney failure.

Another complication is retinopathy which is associated with macro vascular

diseases (Mafauzy, 2005). All of these complications are the leading causes of

blindness (Davidson et al, 2010). Vascular complications are common among

Malaysians with diabetes, according to the National Renal Registry. They have

reported that 57% of all the patients who required dialysis in Malaysia did so because

of nephropathy. (Lim & Lim, 2006). Previous studies done in Malaysia reported that

the majority of these individuals had poor glycaemic control regardless of types of

diabetes, age or treatment centers. (Ismail et al., 2001). This would means that the

Diabetes Mellitus is the dire cause of morbidity and mortality associated with

complication (Jenhani et al, 2005).

Therefore, it is important for diabetes patients to control their glycaemic level to

prevent complication by taking their medication as recommended as well as knowing

what type of medication they are taking. Patients' adherence to medication, lifestyle

changes and constant adherence to oral antidiabetic medications are also an

important element in reaching the long-term glycaemic control (Al-Qazaz et al,

2011).

3
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The main problem with diabetes patients is their lower adherence with self care such

as low compliant with medication as recommended, less physical activity, not

complying with diet plan and did not conduct their own self glucose monitoring. A

study in Iran reported that only 6.3% of patients practiced self-monitoring blood

glucose (Aghamollaei el al., 2003). One study has been done in Malaysia reported

that only 15% of the subjects performed their own blood glucose monitoring (Tan &

Magarey,2008).

Patients must understand and have the knowledge about their medication, diet and

must be fully aware of their condition. Several studies have shown that increasing

frequency of self monitoring is strongly associated with successful achievement of

dietary goals (Servick et al., 2010) & (Mahfuz & Awadalla., 2011).

Another major problem is the negative effects of diabetes towards the socio-

economic level of the country. The economic burden to cater the diabetes patients'

needs in Malaysia is rapidly escalating. One study estimated that the direct cost of

outpatient treatment for the 60,000 diabetic patients registered with the Malaysian

Ministry of Health amounted to approximately RM 14.5 million per year (Sadat et

al., 2003). In 2007 the total estimated cost of diabetes care in United States was $

174 billion in which $58 billion of it was used for treating the chronic complications

of diabetes. (American Diabetes Association, 2007).

Many studies have shown that depression is also common among people with

diabetes. (peyrot et aI., 2005). Depressive symptoms had been shown to be

associated with poor self-care practices and glycaemic control and cause of

depression of medication regimen, functional impairment and higher health care cost.

(Lin et aI., 2004).

4
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Y-~STAKAAN PERUBATAN & SAINSKESIHAiM
UNIVERSTI'l PUTRA MALAYSIA

The World Health Organization has announced that the average life expectancy of

individuals with diabetes is shortened by 10- 15 years. Diabetes is one of the top ten

leading causes of death in many countries around the world. The burden of mortality

attributed to diabetes in the year 2000 was 209 million deaths, equivalent to 5.2% of

all deaths globally. This situation was worsened by the fact that diabetes increased

premature mortality. Among individuals aged 35-64 years with diabetes, 59% of

their deaths were attributable to diabetes while among individuals with diabetes and

to those older than 64 years, diabetic was accounted for 29% of all their deaths

(WHO, 1999)

Diabetes is a fatal risk factor for more severe and progressive periodontal diseases,

infections and lesions which resulting the destruction of tissues and supporting bone

from the joints and attachment around the tooth. National survey in Taiwan reported

that deaths because of oral and maxillofacial infection are getting more serious and

worrying. Approximately 1 in every 150 cases admitted for oral and maxillofacial

infections ended up with casualties and 67% of these deaths were patients with

diabetes problem and were older than 40 years old. (Wong., 1999).

1.1 Objective

1.1.1 General objectives

To determine the self -care practices with type 2 diabetes with glycaemic control.

5
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1.1.2 Specific objectives:

1. To determine the socio-demographic characteristic of the type 2 diabetic

patients.

11. To determine self-care practices of type diabetic patients

111. To determine diabetes knowledge of type 2 diabetic patient

IV. To determine the glycaemic level of type 2 diabetic patients.

v. To determine the association between socio demographic and self-care

practices of the type 2 diabetic patients.

VI. To determine the association between knowledge diabetic and self-care

practices of type diabetic patient.

vii. To determine the association glycaemic level and self-care practices of type

diabetic patient.

1.2 Null Hypothesis

Ho = There is no significant association between self-care practices and socio-

demographic.

Ho = There is no significant association between self-care practices and knowledge.

Ho = There is no significant between self-care practices and glycaemic control.

1.3 Significant of Study

This study was designed to determine self-care practices among type 2 diabetic

patients. This study may hopefully able to identify how diabetes patients care of

themselves and how far do they understand self-care practices. Hence, the findings of

the study could be used to assist health care providers to improve diabetic health

6
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education that promotes diabetic patients' self-care practices, comply with

medication and later on reduce diabetic complications. Nevertheless, this research

could be used to guide further research studies.

1.4 ConceptualFramework

Conceptual framework in this study consist components of self-care practices which

are diet taking, compliance to medication, physical activities and self monitoring of

blood level. This study also shows the relationship between self-care practices and

socio demographic, relationship between self-care practices and knowledge, and

relationship between self-care practices and glycaemic control. Dependent variable is

self-care practices; meanwhile, independent variables are demographic, knowledge

and glycaemic control. In addition, this conceptual framework shows how the

variables affect the self-care practices as well as how self-care practice affects the

glycaemic control.

7
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1.4.1 Conceptual Frame Work .piagram

Socio demographic
factor

Age
Gender
Race
Duration of
diabetes
Educatibon

Self -care practices-

Glycaemic level

Figure 1: Conceptual framework of self-care practices
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1.5 KeyDependentand Independent Variable

1.5.1 Dependent

Self-care practices of patient with diabetes type 2

1.5.2 Independent

Socio demographic

Knowledge

Glycaemic level

1.6 Definitionsof term

1.6.1 Diabetes

The term diabetes mellitus describes a metabolic disorders, characterized by chronic

hyperglycaemia with disturbances of carbohydrate, fat and protein metabolism

resulting from defects in insulin secretion, insulin action, or both (WHO 1999) and

effects of diabetes mellitus include long-term damage, dysfunction and failure of

various organs (WHO 1999).

1.6.2 Type 2 Diabetes

Type 2 diabetes mellitus is defined as a heterogeneous, multifactorial, and polygenic

disease characterized by a defect in insulin's secretion (the beta cell secretory defect)

and action (insulin resistance) (Hayden, 2002). Type 2 diabetes mellitus is a

condition where the body cannot control the glucose level in blood circulation. Type

9
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1000718175
2 diabetes occurs- as a result of insulin resistance with relative insulin efficiency.

Patients with type 2 diabetes eve not ketosis-prone under normal condition.

Environmental factors such as obesity and sedentary lifestyle play an influential role.

Genetic play a major role as well. Type 2 diabetes constitutes 85% to 95% of the

diabetic population globally. The majority of type 2 diabetes patients are adults

above 40 years of age. However, it may also occur in younger age groups. The global

prevalence of young Type 2 diabetes has increased in the last two decades. ( WHO,

1999).

1.6.3 Self-care practices

Diabetes self -care or self- management behavior is an active, cognitive process in

which individuals with diabetes perform tasks as part of their daily regimen to

manage their diabetes condition level including appropriate diet and medication

intake, physical activity and self-monitoring (Weinger et al., 2005).

1.6.4 Knowledge

Downes, (2005) state knowledge is information and skills acquired through

experience or education whereby knowledge is the presence of cognitive information

related to specific topic that can be defined as information, skills and understanding

that have been gained through learning or experience.

1.6.5 Glycaemic Control

According to the Academy of Medicine Malaysia guidlines, the component including

in glycaemic control are fasting blood sugar where the target level is 4.4 to 6.1

mmol/l., For non-fasting blood sugar the target level is 4.4 to 8.0 mmollL and

10
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HbAlc the target level is below than 6.5 % but glycaemic target should be

individualized to minimize the risk of hypoglycaemia. This test has been used to

watch the diabetic patients' sugar control over several months (Wan Bebakar, 2009)

1.6.6 Glycoslated Haemoglobin (HbAlc)

Glycoslated haemoglobin results from linkage of glucose to erythrocyte

haemoglobin. Because of the average erythrocyte lifespan is 120 days, the HbAlc

level is proportional to ambient blood glucose level during the previous 2 to 3

months. Hence, HbAlc level has been used as an index of long-term glycaemic

control and has been associated with decreased incidence of microvascular diabetes

complications. The recommended goal is ::;6.5%.HbAlc correlates with the mean

daily blood glucose. (John & O'Brien, 2007).

1.6.7 Poor Diabetes Control

Glycoslated haemoglobin (HbAlc) is the gold standards of glycaemic assessment

according to the Academy of medicine Malaysia poor glycaemic level define as

HbAlc levels ~7%. (Wan Bebakar, 2009).

1.6.8 Good Diabetes Control

Good diabetes control is defined as HbAlc blood glucose levels ::;6.5% (Wan

Bebakar, 2009).

11
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CHAPTER2

LITERATURE REVIEW

The number of the population who has diabetes is increasing and become global

problem that need serious action. It is caused by increasing in obesity, population

growth, aging, urbanization and physical inactivity (Wild. 2004). WHO estimated

194 million adult in worldwide have diabetes. Third National Health and Morbidity

Survey found that in Malaysia, the prevalence of type 2 diabetes for adult aged 30

years and above was 14.9% in 2006 (Abougalambou et al, 2010).

This matter concerns not only because of the increasing number of diabetes but risk

of complication from the disease. The several complication such as retinopathy,

nephropathy and is associated with macro vascular diseases (Mafauzy, 2005).

Another complication that becomes serious is depression. An estimated 30% of

patients with diabetes have depression (Egede, 2009). According to Egede et al,

2009, diabetes is significant associated with mobility, mortality and health care

utilization and cost. Therefore, effective health education from health providers is

needed and diabetes self management includes diet, exercises, medication and self

blood sugar monitoring are essential for all diabetes patients to know to prevent

further health complications.

2.1 Prevalence of Diabetes

Type 2 diabetes with concurrent risk factors such as hypertension and dislypidemia

and complications has now accounted for the majority of national and global

morbidity and mortality (How, 2011). The international Diabetes Federation

12

© C
OPYRIG

HT U
PM



predicted a 72% increase in the number of diabetes from 189 million in 2000 to 224

million in 2025 (How, 2011). The prevalence of the diabetes in Malaysia is 11% in

2006 (Tan, 2008). Prevalence of diabetes increased to 6.0 % in 2007 and this number

is predicted to increase to 7.3% by 2025 (Albougalambau, 2010). This may be due to

population growth, aging, urbanization and increasing prevalence of obesity and

physical inactivity (Wild et al, 2004). WHO estimated more than180 million people

worldwide have diabetes and this number is likely to be more than double by 2030

(Al-Qazaz et al., 2011). For example, in Taiwan, it is estimated that 1.0-1.4 million

people in Taiwan are affected by diabetes (Wu et al., 2011).

2.2 Prevalence of Type 2 Diabetes

Type 2 diabetes is the most common and it is due to the combination of insulin

resistance. Individuals with diabetes need to learn several types of self-care activities

and adopt these steps into their daily routine because of its importance to maintain

quality of life. Thus, blood sugar control, health-related quality of life, and self-care

are important indicators to reflect health outcomes among individuals with diabetes.

(Tan &Mageray, 2008).

2.3 The Roles of Diabetes Education

The knowledge and skills needed for result as good self-care practices that acquired

through diabetes education. Patient education has transformed and reinvented itself

many times since its original introduction. In United States, one clinician in Joslin

Clinic was one of the first physicians that started diabetes education and emphasized

to his patient the importance of monitoring urine glucose at home (Allen, 2003).

Diabetes education programs can have long-term benefits on increasing the
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knowledge, improving the psychosocial function, and controlling the blood sugar in

diabetic patients (Zahra et aI., 2011);,

2.4 Significant of Self-care in DiabetesManagement

The United Kingdom one study had shown that individuals who adhere to daily self-

care of diabetes followed meal plan, take medication as prescribed, exercise regularly

and monitor their blood glucose levels usually achieved better short and long term

health outcomes and better in glyceamic level (Tan & Mageray, 2008).

2.5 Dietary Self-care

Dietary glucose from carbohydrate contributes to the prevailing blood glucose level.

Nutritional intervention is one strategy to improves glycaemic control of individuals

with diabetes. (Pastor et aI., 2002). Lifestyle modifications such as nutritional

interventions reduce diabetes complications by reduce cardiovascular risk factors like

hypertension, dyslipidemia and weight reduction. (Klein et al., 2004).

2.6 Factors AffectingDietary Adherence

According to the American Diabetic Association, (2004), some women with diabetes

were more obsessed with food and ate excessively when they were experiencing

times of depression (Sacova, 2004). Furthermore, the multiple care roles that women

bear requires them to balance their personal needs with those of the family resulted

in less adherence to dietary habits and adherence to medication. (Albarran et al.,

2006). In another report, some researchers have reported that there is no gender

difference in dietary adherence which is that female with better family and social

support are able to follow the recommended diet. (Klein et al, 2004).
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2.7 PhysicalActivity

Physical activity increases glucose utilization in muscles and fats and thereby

influencing the prevailing blood glucose level. For people with diabetes type 1 and

type 2, regular aerobic exercise has been shown to improve their glycaemic control,

reduced cardiovascular risk factors and weight reduction (Hu, 2005).

2.8 Factors Influencing PhysicalActivitySelf-care

According to Wanko et al. (2004), physical discomfort or illness, lack of family and

social support, lack confidence and time, depression and environmental barriers are

the major reasons for inactivity including negative attitude towards exercise.

Therefore self-efficacy and family supports are important predictors for performing

physical exercise (Wen et al., 2004).

2.9 Medication Intake

For people with diabetes, it is important for them to adhere to medication as

prescribed because it can influence the prevailing blood glucose whereby it depends

on the anti-hyperglycaemic medication prescribed, to reduce the blood glucose level

via different mechanisms of drug. For example, the functions of metformin help to

decrease the hepatic production of glucose and thiazolidinediones help to decrease

insulin resistance and increase of glucose in muscles and fats. Alpha glucosidase

inhibitors slow the digestion of complex carbohydrate and delay their absorption. So,

adherence towards medication intake can influence the prevailing blood glucose in

many ways. (Tan &Magarey, 2008)
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2.10 Factors Related to Medication Adherence

Lower-socioeconomic status leading to depression, financial problems, lack of

knowledge and poor social support are significantly factors in non adherence to

medication (Rubin et. al, 2005). Some studies have shown that younger patients are

giving more complaint than the older ones (Kuo et aI., 2003). Another factor that

decreased medication adherence is complexity of treatment like combination of

therapy, higher dosing and medication side effects (Cramer, 2004). The last factor

that decreased medication adherence is health care system. One study in New

Zealand found that communication between patient and physician improved

medication adherence by one third as compared to control groups (Claxton et al.,

2001 ).Therefore it is importance communication among health care provider to

increase patient awareness.

2.11 SelfMonitoring BloodGlucose (SMBG)

One studies found increased frequently of 5MBG and treatment modification were

associated with better glycaemic and metabolic control hut it's associated to other

factor like dietary change or exercise effects (Tan & Magerey, 200S). According to

the American Diabetes Association state tight glycaemic control and self-care

practices have been emphasizes to prevent the development of complication.

(Haejung et al., 2009). According to the Academy of Medicine Malaysia guidelines,

(2009) blood glucose targets for Type 2 Diabetes Mellitus during fasting is 4.4 - 6.1

mmollL and none fasting is 4.4 - S.OmmollL.
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2.12 Factor AffectingAdherence to 5MBG

Family support and self-efficacy w!Creassociation factor increase testing frequency

but had study found factor that decreased testing frequency is depression. (Tan &

Magerey, 2008).

2.13 Knowledge on diabetes

American Diabetes Association, (2002) have recommended diabetes patient

education because patients' understanding of diabetes mellitus and its treatment have

been viewed as essential to the management of this complex chronic illness.

Educational interventions have been shown to increase patients' knowledge of

diabetes and self-care activities. Therefore knowledge on diabetes able in increasing

patient understanding of diabetes, providing support for behaviour change, and

empowering patients to assume the primary management role for their illness.
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<?HAPTER3

METHODOLOGY
3.1 Study Design

This study has been using a cross-sectional method using a structured questionnaires

and previous-record for glycaemic level (HbAlc).

3.2 Study Location

This study was carried out at "Klinik Kesihatan Kuang, Gombak, Selangor". The

diabetes patients with regular follow up and treatment selected universally for this

study. Data and medical records of the patient were reviewed for glycaemic level.

3.3 SamplingUnit

Both genders of type 2 diabetic patients are selected for the study.

3.4 InclusionData

All type 2 diabetic male and female patients receive treatment at study location. Both

genders, regardless of ethnicity are included in the study.

3.5 ExclusionCriteria

Diabetes categories other than diabetes type 2 such as diabetes type 1 and gestational

diabetes are excluded from the sampling. The possible respondents also excluded if

they have physical or mental impairments that affect their ability to answer

independently.
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3.6 Sampling Method

Universal sampling was used for this study

3.7 Sampling size

Sample size calculation using the Daniel's (1999) formula for estimation of sample

size (Naing et al ., 2006)

n= sample size

Z= statistic for a level confident

d= the proportion of sampling error in a given situation

p= prevalence of diabetes among population in Malaysia is 11%

In this study, using level ofz = 1.96 and 5% sampling error (d=0.05)

n = Z2 (P) (1-p)

d2

n = 1.962 (11) (1-11)

0.52

n = 3.8416 (0.11) (0.89)

0.0025

n = 0.3760926

0.0025

n= 150 respondent

n= 150 + 20% considering drawn out rate

n = the estimation sample size is 180 respondent.
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3.8 Study Instruments

This study used structured questionnaire adopted from previous study from Tan and

Magarey, (2008) that has been modified to suit Malaysian context. A questionnaire

consisting of 32 questions in 4 sections has been distributed to the target group. The

questionnaire has been provided in Malay and English language. Section A contains

glycaemic data from patient's record. Section B contains socio demographic factors

such as age, gender, ethnic and marital status. Section C contains diabetes knowledge

assessment questions while Section D contains self-care practices questions. A Likert

scale has been use to assess knowledge and self-care activity diabetic patient. The

scoring has been calculated according to score for each item. For example l=Yes and

2=No.

3.9 Validity

Validity is defmed as the capability of any instrument chosen to measure the data

that is supposed to measure. For this study, the questionnaire is taken from original

research. This questionnaire has been used by Tan and Magarey, (2008) and was

validated by their study done in Malaysia.

3.10 Reliability

Reliability is the state where the instrument is able to produce similar result in the

repeated identical situation (Naing et al ., 2006). Pilot study was conducted from Tan

and Magerey, 2008 in a meta-analysis of Cronbach's coefficient alpha (n=4,286) and

the total Cronbach's coefficient is 0.73.
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3.11 Data Collection Technique,

Data was collected from patients' previous 5 months data. 4 section questionnaires

has been used to assess patients' knowledge and self care practices encompassing

diet, medication, physical activity, self monitoring blood glucose and self foot care.

Assess the current fasting blood glucose and three previous months of patient record

and HbAlc if available. Demographic data has been collected from existing records.

A structured questionnaire would assess patients' diabetes knowledge, diet plan, self

foot care and physical activity.

3.12 Data Analysis

All data was analyzed using the package for social sciences (SPSS). Descriptive

statistic includes variable, means and standard deviation has been used. Categorical

chi-square has been used to analyze internal scaled data. Statistically p value (:5 0.05)

was adopted as the significant level.

3.13 Ethical Consideration

Permission to carry out the study and ethical approval was obtained from the Ethic

Committee, Faculty of Medicine and Health Science, University Putra Malaysia.

Besides that, ethical approval will also be obtained from Medical Research Ethics

Committee, Ministry of Health Malaysia. Permission was obtained from the patients

to allow their treatment record being used in this research.
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CHAPTER4

RESULT

4.1 Socio demographiccharacteristics

Table 4.1 shows results for socio demographic characteristics of respondents (n=120)

which is respond rate is 66.7% from sample size. In socio demographic

characteristic, in term of age, 65% of them were above 60 years old, while 35% of

respondents were below than 59 years old. In term of gender, 55.8% of respondents

were female and other 44.2% were male. Percentage of respondents according to

race were 34.2% Malay, 34.2% Indian, 21.7% Chinese and 10% other race. More

than half of the respondents or 62.5% of them have diabetes for duration between 6-

10 years, followed by respondents with duration more than 10 years, 21.7%, while

percentage of respondents with duration less than 5 years is 15.8%. As far as

respondents' education is concerned, 45.8% of them having secondary education,

30.0% having primary education, another 21.7% were not having formal education

and other 2.5% having tertiary education. In term of marital status, most of

respondents were married with 67.5%, followed by widow with 13.3%, single with

10.8% and divorce with 8.3%. In term of living, majority of the respondent living

with family, 78.3%, followed by those who living with friends, 10%, while 6.7%

·living alone and another 5% living with others such as inwelfare.
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..
Table 4.1: Socio demographic characteristics (0=120)

Socio-demographic Frequency Percent (%)

(n=120)

Age

<59 42 35.0

>60 78 65.0

Gender

Male 53 44.2

Female 67 55.8

Race

Malay 41 34.2

India 41 34.2

Chinese 26 21.7

Other 12 10.0

Duration of diabetes

<5 years

6-10 years

19

75

26

15.8

62.5

>10 years 21.7

Education

Never 26 21.7

Primary 36 30.0

Secondary 55 45.8

CoUegefTertiary 3 2.5

Marital status

Single 13 10.8
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Married

Divorce

Widowed

81

10

16

67.5

8.3

13.3

Living with

Family 94 78.3

Friends 12 10.0

Alone 8 6.7

Others 6 5.0

4.2 Glycaemic Level Characteristics

Table 4.2 shows result for glycaemic level characteristics of respondents. Result

found that most of the respondents or 68.3% of them had glycaemic level >7%, while

another 31.7% had glycaemic level <6.5%.

Table 4.2: Glycaemic level characteristics (HbAlc) (n=120)

HbAlc Frequency Percent

<6.5% = (Good control)

>6.5% = (Poor control)

38 31.7

82 68.3
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4.3 Diabetesknowledgecharacteristic

Table 4.3 shows result for diabetes knowledge characteristic of respondents. It show

that 86.7% of respondents know that eating lower in fat help in reduce risk of

developing kidney problem, while 13.3 % of them do not know. From 120

respondents, 51.7% of them know that high blood glucose can be cause by taking too

much fruit. The rest of the respondents or 48.3% of them do not know. Majority of

the respondents with percentage of 99.2% know that if they not take their medicine

as prescribed by doctor, their blood glucose level will increase. Another 0.8 % of the

respondents do not know. 90.8 % of the respondents know that their blood glucose

will be increased if they skip breakfast after taking diabetes tablets/insulin injection.

The rest of the respondents or 9.2% of them do not know. Percentage of respondents

that know exercise help in decrease blood glucose is 73.3%, while 26.7% of the

respondents do not know. Most of the respondents alert that kidney problem, nerve

problem, lung problem, stroke and eye problem is complication of diabetes where the

percentage is 87.5%, 76.7%, 76.7%, 72.5% and 90.8% respectively. Percentage of

respondents that not alert is 12.5%,23.3%,23.3%,27.5% and 9.2% respectively.
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Table 4.3: Diabetes knowledge characteristic (n=120)

Diabetes knowledge Frequency Percent

1.Eating lower in fat help in reduce risk of developing

kidney problem

Yes

No

2.High blood glucose can be cause by taking too much fruit

Yes

No

3.lf you do not take your diabetes medicine prescribed by

your doctor.

your blood glucose level usually increase

Yes

No

4.lf you take your morning diabetes tabletslinsulin injection

but skip breakfast. your blood glucose level will usually

increase

Yes

No

5.Exercise help in decrease blood glucose

Yes

No

6. Kidney problem is complication of diabetes

Yes

No

104

16

86.7

13.3

62

58

51.7

48.3

119 99.2

.8

109 90.8

9.211

88

32

73.3

26.7

105

15

87.5

12.5
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7.Nerve problem is complication of diabetes

Yes

No
92
28

76.7

23.3

8.Lung problem is complication of diabetes

Yes

No
92
28

76.7

23.3

9.Stroke is complication of diabetes

Yes

No

87
33

72.5

27.5

10.Eye problem is complication of diabetes

Yes

No
109

11

90.8

9.2

4.4 Diabetesknowledgescore

Diabetes knowledge was assessed by using question that consists of 10 items where

respondents have been asked to select either the answer is yes or no. One point was

given for each correct answer with maximum score of 10 points. 2 points was

allocated for wrong answer with maximum 20 points. Score from 1-14 means good

knowledge while score from 14-20 means poor knowledge. Table 4.4 shows that

majority of the respondents have poor knowledge where the percentage is 72.5%.

Only 27.5% of respondents have good knowledge.
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Table 4.4: Diabetes knowledge Score (n=120)

Knowledge score Frequency Percent

1-14= Good Knowledge

14-20=Poor Knowledge

33

87

27.5%

72.5%

4.5 Self-care practices characteristic

Table 4.5 shows self-care practices characteristic of respondents. In term of

carbohydrate intake, 49.2% of respondents took it 3 times per day, 37.5% of

respondents took it 2 times per day, 6.7% of respondents took it 4 times per day, 5%

of respondents took it more than 5 times per day and 1.7% of respondents took it 1

times per day. In term of fruit intake, 42.5% of respondents took it 1 times per day,

22.5% of respondents didn't take it, 15.0% of respondents took it 3 times per day,

13.3% of respondents took it 2 times per day and 6.7% of respondents took it more

than 4 times per day.

In term of high fat food intake, 66.7% of respondents didn't take it, 23.3% of ook it 1

times per week, 5.0% of respondents took it 2 times per week, 3.3% of respondents

took it inconsistently and 1.7% of respondents took it 3 times per week. In term of

junk food or snack intake, 46.7% of respondents didn't take it, 38.3% of respondents

took it 1 times per day and 15.0% of respondents took it 2 times per day. In term of

sweet drink or carbohydrate drink intake, 42.7% of respondents took it 2 times per
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day, 25.0% of respondents didn't take it, 21.7% of respondents took it 1 times per

day, 9.2% of respondents took it 3 times per day and 1.7% of respondents took it

inconsistently. In term of dissert intake, 46.7% of respondents took it 1 times per

day, 34.2% of respondents didn't take it and 19.2% of respondents took it 2 times per

day.

In term of medication intake, 100% of respondents never missed taking their diabetes

medication where 95.8% of respondents didn't need help in taking medication while

4.2% of respondents need help. In term of exercise, 27.5% of respondents did it 2

times per week, 23.3% did it more than 3 times per week, 19.2% of respondent did it

1 times per week and another 19.2% of respondents didn't exercise. Percentages of

respondents that did simple, moderate and heavy exercise were 60.8%, 15.8% and

3.3% respectively. 32.5% of respondents spend time between 16-30 minutes to

exercise, 25.8% of respondents spend time between 6-5 minutes to exercise, 22.5%

of respondents spend time more than 31 minutes and 0.8% of respondents spend 5

minutes or less to exercise.

In term of physical activity during leisure time, 62.5% of respondents choose to

walk, 31.7% of respondents choose to watch and 5.8% choose to do cycling. Based

on tendency of respondents to spend their leisure time for reading activity, 27.5% of

respondents spend most of the times, 27.5% of respondents spend sometimes, 22.5%

of respondents spend seldom, 14.2% of respondents spend all the times and 8.3% of

respondents never spend their leisure times for reading activity. Percentages of

respondents that choose to do gardening during leisure time at most of the times are

35.8%, sometimes, 31.7%, all the times, 16.7%, seldom, 9.2% and never, 6.7%.
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In term of self test of blood glucose at home, 83.3% of respondents didn't test, 8.3%

of respondents did 1 test per day, 5.8% of respondents did 2 tests per day, 1.7% of

respondents did 3 tests per day and 0.8% of respondents did more than 4 tests per

day.94.2% of respondents didn't modify their diet intake or physical activity or

medicine base on glucose reading. Only 3.3% of respondents did 1 modification per

day and 2.5% of respondents did 2 modifications per day.
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Table 4.5: Self-care practices characteristic (n=120)

Self-care practices Frequency Percent

1.1Eat carbohydrate

1 times per day 2 1.7

2 times per day 45 37.5

3 times per day 59 49.2

4 times per day 8 6.7

>5 times per day 6 5.0

2.1 eat fruit

Non 27 22.5

1 times per day 51 42.5

2 times per day 16 13.3

3 times per day 18 15.0

>4 times per day
8 6.7

3.1 take high fat food

Non 80 66.7

1 times per week 28 23.3

2 times per week 6 5.0

3 times per week 2 1.7

Inconsistent 4 3.3

4.1 take junk food or snack
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Non 56 46.7

1 times per day 46 38.3

2 times per day 18 15.0

3 times per day

Inconsistent

5.1 take sweet drink or carbohydrate drink

ONon 30 25.0

1 times per day 26 21.7

2 times per day 51 42.5

3 times per day 11 9.2

Inconsistent
2 1.7

6.1 eat dissert

Non 41 34.2

1 times per day 56 46.7

2 times per day 23 19.2

7.Last week, I miss taking diabetes medication

Non 120 100.0

8.Last week, I need help in taking medication

0 115 95.8

1 5 4.2

9.In one week I do exercise

>4

3 times per week 28 23.3
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2 times per week 33 27.5

1 times per week 23 19.2

Non
23 19.2

10.The exercise that I do

Heavy 4 3.3

Moderate 19 15.8

Simple 73 60.8

Non
24 20.0

11.1 spend time to exercise

>31 27 22.5

16-30 39 32.5

6-15 31 25.8

None 22 18.3

5 1 .8

12.My leisure physical activity is

Cycling 7 5.8

Walking 75 62.5

Watching
38 31.7

13.1 reading book, magazine, news paper, computer

during leisure time

Never 10 8.3
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Seldom 27 22.5

Sometimes 33 27.5

Most of times 33 27.5

All the times
17 14.2

14.1 do gardening during leisure time

All the times 20 16.7

Most of the times 43 35.8

Sometimes 38 31.7

Seldom 11 9.2

Never
8 6.7

15.last week Itest my blood glucose at home

>4 per day 1 .8

3 per day 2 1.7

2 per day 7 5.8

1 per day 10 8.3

Non
100 83.3

16. Last Imodify my diet intake or physical activity

or medicine base on glucose reading.

2 per day 3 2.5

1 per day 4 3.3

Non 113 94.2
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4.6 Self-care practices score

Table 4.6 shows scoring of the self-care practices question. Respondents have been

asked to answer question that consist of 16 items and points from one to five was

given for each answer. Score below than 35 means good practice and for score more

than 35, it means poor practices. The result show that majority of the respondents

were in poor self-care practices where the percentage IS 90.8%. Only 9.2% of

respondents were in good self-care practices.

Table 4.6: Self-care practices score (n=120)

Practice score Frequency Percent

1= <35 Good practices 11 9.2

2= >35 Poor practices 109 90.8

4.7 Association between Socio demographic and Self-care practices

Table 4.7 shows association between socio demographic and self-care practices. The

result show there is significant association between age and self-practices (p:::; 0.023).

The result of the association between gender and self-practices show there is

significant association between gender and self-practices (p:::; 0.008). This study also

shows there are no significant on duration of diabetes, living with, marital status

between self-care practices.
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Table 4.7: Association between Socio demographic and Self-care practices

d

Good practice Poor practice f p

n % n %of

Age

<59 8 6.7% 34 28.3% 7.587a 2 .023

>60 3 2.5% 75 62.5%

Gender

Male 9 7.5% 44 36.7% 6.962a 1 .008

Female 2 1.7% 65 54.2%

Race

Malay 2 1.7% 39 32.5% 2.236a 3 .525

India 5 4.2% 36 30.0%

Chinese 2 1.7% 24 2.0%

Other 2 1.7% 10 8.3%

Education

Never 4 3.3% 22 18.3% 2.074a 3 .557

Primary 2 1.7% 34 28.3%
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Secondary

CollegelTert

iary

5 4.2% 50 41.7%

o .0% 3 2.5%

Marital

status

Single 2 1.7% 11 6.7% .802 3 .849

Married 7 5.8% 74 65.0%

Divorce 1 .8% 9 7.5%

Widowed 1 .8% 15 7.5%

Living with

Family 8 6.7% 86 75.0% 1.572a 3 .666

Friends 2 1.7% 10 6.7%

Alone 1 .8% 7 4.2%

Others 0 .0% 6 5.0%

Duration of

diabetes

< 5 years

6-10 years

4

6

3.3%

5.0%

15 12.5% 4.230a 2 .121

69 57.5%

>10 years 1 .8% 25 20.8%
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4.8 Association between Glycaemic level (HbAlc) and Self-care practices

Table 4.8 shows there are significant association between association between

HbAlc and self-care practices (p=0.04).

Table 4.8: Association between Glycaemic level (HbAlc) and self care practices

Glycaemic Good practices

level

(HbAlc)

n %

<6.5% 8 6.7%

>7.0% 3 2.5%

Poor practices df p

n %

30 25.0% 9.435a 1 0.04

79 65.8%
4.9:

Association between Diabetes knowledge and Self-care practices

Table 4.9 shows association between of diabetes knowledge and self care-practices.

There are no significant between diabetes knowledge and self-care practices p=

0.354.

Table 4.9: Association between Diabetes knowledge and Self care-practices

Good Poor practices x df p

Practices

n % n %

Good 4 3.3% 29 24.2% 0.477 1 0.354

knowledge

Poor

knowledge

7 5.8% 80 66.7%
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Table 4.10 shows association between diabetes knowledge and self care-practice.

The result shows there is significant between knowledge on medication intake and

practices which p:'SO.02and there is significant between physical activity and

practices which is p:'SO.036.There are no significant between knowledge on

medication, diabetes complication and practices.

Table 4.10: Association between knowledge and self care-practices ( n=120)

Good practices Poor practices x' df p

n % n %

lBating Yes 9 7.5% 95 79.2% .2468 1 .620

lower in fat No 2 1.7% 14 11.7%

glucose No 4 3.3%

55 45.8%

54 45.0%

1 .4052.High blood Yes 7 5.8%

3.Do not

take

diabetes

medicine

Yes 10 8.3% 109 90.8% 1 .002

No 1 .8% o .0%

4.Take

morning Yes 10 8.3% 99 82.5% .0008 1 .993

medication

but skip
No 1 .8% 10 8.3%
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breakfast

5.Exercise

help in Yes 11 9.2%

decrease No 0 .0%

blood

glucose

6.Kidney

problem is Yes 10 8.3%

complication No

of diabetes

1 .8%

7.Nerve

problem is Yes 9 7.5%

complication No

of diabetes

2 1.7%

8.Lung

problem is Yes 9 7.5%

complication No

of diabetes

2 1.7%

9.Stroke is

complication Yes 8 6.7%

of diabetes No 3 2.5%

IO.Eye

77 64.2%

32 90.8%

95 79.2%

14 11.7%

83 69.2%

26 21.7%

83 69.2%

26 21.7%

79 65.8%

30 25.0%

.180a

.000a

1 .036

.720

1 .672

1 .672

1 .986
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complication No

of diabetes

2 1.7%

100 83.3%

9 7.5%

1 .277problem is Yes 9 7.5%

41

© C
OPYRIG

HT U
PM



CHAPTERS

DISCUSSION AND CONCLUSION

5.1 Discussion

This chapter will discuss the finding of the study. The discussion will be focusing on

descriptive findings in socio demography, glycaemic level, level of diabetes

knowledge, and level of self-care practices of respondents. Discussion will also

elaborate the association between socio demographic, glycaemic level and diabetes

knowledge with self-care practices among the respondents. Then, the conclusions

will be drawn in this chapter based on the discussion of the finding with

recommendation for further study.

5.2 Socio demographic

This study found that more than half of 120 respondents were 60 years old and above

while the rest of the respondents were 59 years old and below. Intentionally, all the

respondents are patients who were 40 years and above to ensure that only patient

with diabetes type 2 involve in this study. Result of the study show that numbers of

female respondents have outcomes the male respondents which give an interpretation

that more female is having diabetes than male. That may caused by their physical

routine or diet intake.

Most of the respondents in this study are Malay and Indian with both race have score

more than 30%. It is due to the population of the area where several villages and
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estates are located near to the study area This study also found that majority of the

respondents has been diagnosed with diabetes for duration more than 6 years.

Besides that, the result shows that nearly 78% of the respondents have at least

primary education which give indication that majority of the respondents have attend

formal education. Most of the respondents were married and stay with their families.

5.3 GlycaemicLevel

This study found that more than 60% of the respondents failed to perform good

control of glycaemic level where their HbAlc have reach 7 % and above.

5.4 Levelof Diabetes knowledge

Knowledge is an essential factor in behaviour change and this study identifies that

knowledge of the respondents about diabetes was high where the score is higher than

70%. More than 80% of the respondents in this study know that lower fat intake can

help in reduce blood glucose but nearly 50% of them not realise that too much fruit

intake can increase blood glucose. Result of the study shows that almost 100% of

respondents know that they need medicine to control blood glucose but only 70% of

them realise that exercise is the another way to control blood glucose. This study also

found that more than 70% of the respondents know that kidney problem, nerve

problem, lung problem, stroke and eye problem are complications of diabetes.

5.5 Level of Self-carepractices

This study found that majority of respondents had poor practice where the score is

higher than 90%. More than 50% respondents in this study took high intake of

carbohydrate, sweet drink or carbohydrate drink where it is considered as poor
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practice in blood glucose control. Result of this study shows that more than 40% of

the respondents not having enough and proper exercise to help them control their

blood glucose. This study also found that more than 30% of the respondents spend

their leisure time for non-physical activity which considered as poor practice in

blood glucose control. While only less than 3% of the respondents having proper

control by doing regular. blood glucose test and modify diet intake or physical

activity or medicine to reduce their blood glucose level. This result similar to study

done by Padma et al. (2012) where their study found majority of respondent we!e

poor in self-care practice. This may caused by less of family monthly income and

educational status.

5.6 Association between Socio-demographic and Self-care practices among

Diabetic Type 2

The association between socio-demographic profile and self-practices is found in this

study. There is a significant association between age and self-care practices. Contrast

with study done by Zehra et al. (2011) whereby their study found no significant

association between age and self-care practice. This study shows that respondents

who are below than 59 years old have better practice (19.0%) compared with

respondent who are 60 years above (3.8%). This may happen because majority of

older ages have lack of education according to Tan et al. (2008) that found that

educational level is an important variable in improving self-care practice.

There is significant between genders and self-care practices. Between of two

genders, male perform more good practices than female. This result similarly study

done by Desalu et al, (2011) that found male perform more good practice than

female. This may be because of male responsibility on their family.
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5.7 Association between"Diabetes knowledge and Self-care practices among

Diabetic Type 2

This study found association between diabetes knowledge and self-care practices

where knowledge of the respondents about diabetes was high. However, majority of

the respondents did not follow the recommended self-care practices which means

poor in self-care practices. However, 12.1% of respondents with good knowledge of

diabetes had better practices compared with 8% of respondents with poor knowledge

of diabetes. This result has similarity with study done by Ayele et aL (2012) whereby

the study found that knowledge of respondent is very high (94.7%) but majority of

them did not follow the recommended self -care practice. This may be associated to

factors such as educational status, low income, less of awareness on self-care and not

receive formal diabetes education which is supported by study done by Adibe &

Aguwa. (2009). This result also has similarity with a study in Ethpiopia by Endalew

et al. (2012) that knowledge about diabetes had no significant statistical association

with glycaemic control and state that incomes was one of the factors that affect self

care behaviour and patient who are had formal education were more adherence on

self care.

In contrast, the study done by Karam et aL (2012) found that patients who more self

aware about the disease, having knowledge and regularly involved in self care

practices achieve better glycaemic control and better management of the disease.

Hence, health educations is importance making the patient aware regarding the

disease and encouraging self care and help achieve optimal control of the disease

with minimal long term complications. One study inUSM Malaysia done by Tan &
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Magarey, (2009) showed that patients who followed self efficacy education on self

care have brought significant improvement on self care.
"

5.7.1 Medication

Almost of respondents were aware of importance of adherence to medication

(91.6%) similarly study done by Adibe & Aguwa. (2009). Most of them (91%)

answered that non adherence to medication will increases blood glucose level. This

result similarly study done by Ayele et al, (2012).

5.7.2 Exercise

Majority of respondents were aware of importance of regular exercise decrease blood

glucose that regular exercise help to control diabetes similarly study done by Adibe

& Aguwa. (2009) but most of the respondent were less active and this could be

because of not having formal knowledge in term of the benefits of regular physical

exercise. (Endalwe et aI., 2012).

5.8 Association between HbAlc and Self-care practices among Diabetes Type 2

The findings of this study indicated that inadequate self-care practices significant
,

with poor-controlled blood sugar this finding result similar with had done by Zahra et

al. (201 I). This also is similar with study done by Al-Sultan & Al-Zanki, (2005). In

this study most of respondent had low level of their self-care practices and poor

glycaemic control there may be because of longer duration of diabetes which is most

of them 6 years and above 10 years, not adherence to dietary plans and less of

physical activity. This finding is consistent with that report by Maysaa et al. (2010),

longer duration of diabetes association with poor glycaemic control. In their study
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found poor glycaemic control was more common among patients who did not follow

dietary regimens, did not practice any physical activity, not adherent to medication
"

and not self glucose monitoring. The UK Prospective Diabetes Study (UKPDS) state,

longer duration of diabetes is to be associated with poor control because of

progressive impairment of insulin secretion with time because of Bcell failure, which

makes the response to diet or oral agents Maysaa et al. (2010).

5.9 Conclusion

From this study we can conclude that the proportion of patients with poor self-care

practice is high. Longer duration of diabetes, age factor and negative attitude of not

adherent to diabetes self-care practice were associated with poor glycaemic control.

In this study, it is found that poor glycemic control was common among patients that

were not being adherent to self-care practice. Knowledge among patient was high but

their self-care practice was poor, resulting only a small percentage of patients being

adherent to medication and physical activity. In conclusion, knowledge and self-

awareness are important to increase self-care practice among patient and supported

by proper self-care practice education by health care provider.

6.0 Limitation

The limitation of the study is Glycaemic level was only reviewed from client record.

From n=180 sample only 66.7% sample size achieved due to patients' refusal to

answer and limited time. Another limitation of this study is the limited language

offered in the questionnaire where only English and Bahasa Malaysia are used.
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6.1 Recommendations

An educational program that ,emphasizes lifestyle modification with the importance

of being adherence to treatment regimen would be of great benefit in poor glycemic

control. Therefore, patients should be motivated to aware of self-care practice. An

educational program is recommended to encourage physical activity and diet

regimen adherence with lifestyle modification for better glycemic control. Creating

health care team that focus on diabetes is very important and they must be trained to

be knowledgeable on diabetes. Involving social support groups such as family

members, friends during education program for best result in education programme

is strongly suggested. In the other hand, create health education in supportive involve

patient in exercise activity especially simple exercise like brisk walking and choose

role from previous patient who knowledgeable to help other patient in same illness.

Future research could assess the efficacy of cultural to enhance dietary self-care.

Future studies also should explore the barriers associated with 5MBG practices

among population.
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1.4.lubmlilion purpuo :
Inltitut@ of Public HOilth (IPH)

IRD/IG.C MculiOiI R@3Hmh ~\hIGi Committ@@ (MR~C)

t\f},§Hreh Regiinti@n

1.1. ProtoGOIID ~

1.1.1. Itudlnt ABdlmlG ProJIOt : Bloo@lw
1.1.1. It.udlnt AOldomlo ProJI.t Ipoclty :

1.1. RHHfOh Typo: Publio HOIlth I ~ia@miologv
1.4. Clinical Rlluroh lub Typo :

ClinioAI Roa.arch
3.0.1. ft._uroh PUrpOII: To dltermin§ \h11@lf CIImPfiiloti~§with typo 2 ailbo~3
1.0.1. RHoaroh DHcnption: INTRODUCTION

DiAD'!@§Ii i!l globil pmbl@fflloooming to \h@Wood HHIth Orglniiition (WHO). It II
MJ)ort@d thlt M6 millioft PIOPI. wm1dwio@ hlv@ dil!MtM WhiM IItlnmtl@ 3.4 million
p@opl. ai@dDltull.li@ of high blood 'UUlf in 2.004, Th@numbftl" of dilDotla dOlth
Htlmiltld will inem@ii D@M@n ~.OQeiltnd 2030 (WHO, 2(11) In MlllYiil And
numbirt of dilbit@1 Pitilnt with oompliCition II iner@i§lng @v@tyyur, Itinerom@nt Ii
up to 110/, \n 100ft (T·in " Mlglf@Y, 10(1) DiAbfttu =mp\itmtiQf\§ Oiln M d@vAlmtin;
And It InmuoOBhHft di§H§§, itfokil, Ind kidn@yfli!um, 1011of light n@umlaglOilI
=mpli~tIM3 ind @Any d@Ath(Wil}hoWlki ItKl.lbtlloo, 1900). StudltD In Millayaia
Indi~t@ it high Pflvil@nG@of Il.Ib~1ImAl eontml ind 1Mt d!lbe_ oomplle:atiQn 11'0
common(fin & MigAflY, 10(8). SwdlH in MlllYllalnalCiUt I high pf@vilencl of·
lub=optimill eontmllnd thlt dilb@toa oomplle,@Uoni 1ft} oommon (fIn & Milgll'IY,
a0(8). SOl It II importint for dilbltla Pltt@nt to =ntml their glye@lmie to provont
oomplle:atiM wtuw patlMti nHd to tIkI m@dieation aB~mm@nd@d ind know ~po
of medle:atioft thoy tik@ft, PAU@Ht ftdh@t1me@to m@diMtton, Ilfutyl@ Mlnu. Ina thl
mllnminlng Qf idh@f@ftG@10 OMI Intidilbttie mtdleatloni II§~ Import~ftt ItiP In
f@iehlng long ..t@ffl\ glYQi@mlc eontml (AI~1:i1.U @t II., 2011), rh, mlln pmb!im wtth
011=* iiIOW@fIdh@f@nc@with illf elm lueh Ii low eompli@ftG@ with mooiCitlon @I
Noomm@nd@d,lUi phyaiOlI activity, not oompling with ditt pilln And not roqulrement
H" gluOOI@monitoring, Piti@ntl mUlt I.Indl"tAnd IDaUt thoir· mldieitlon, dl@tInd
mUlt havo knowfidg@ of thwr oonaitiooa,
M~TMODOLOGV
A crOll i@ot!Milltudy doaiQnwill b@ YHd, ihilliNdV wUlH eftrriOd out It Kllnik
Koaih§tln KUilng Gombik to diabetic piti@ntl with fqUllf fOllow up Ind tNltmont will
D@ul@6tftd rAndomly for \hli itUfty. Slmpl@ lil@ will b@ oonduot@d, n5100. Diti
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a.o,a. RHUrch Dlloriptlon: Ind modiCAI meoml cftn@ PllI@ntwill be fflvi@w@dfor glYCA@miolowl. All typo 2
dllDitio mil. Ind f@mllH mcoiVi tfMtm@nt It thl §wdy 10Citicn. AIWONflO
qUHtfonn§ifO Idoptid from pmYloYI ~Ndy of Tin & MagiNY (2008) hil bMn
mooifiid to iyit. MlllYllin oontm. A (lUHUOnfUIIN eonliltiHg of 18 qUlltioni in et
Ilotion. will bo diitfibutod to thl tArolt group. ihl quoationfutlm Iipmvfdod In two
Iinguigel MillV Ind ~nglilh, S@etionA contl!nl glYM@miedim fmm pitilntl moom.
8@etion B oontlln, iOOIo d@mogfftphieflMom iyeft ftl IDOl gond@r! othnia And mAritll
Itltul. Sootlon eOOfttftinl dlibotu knowltdg@ IliNim@nt <1uoltlonl. Seelion D
oonmlnllQlf.eim pntetlO@i qUMt.ion§, A I..ik-ort 10110will D@YIDto AUHi knowtedg'
Ina .@If-..(},IfOActivity of _htlo fNltI~nlt. Tho looftn; will h Cilool&itod from tho leafinG
fOr@Aohit@m.Dltl will b@ InllYlftU Yling tho ItiUltlOi! paeliU@ for Soolll Set@ne@1
(SPSS), D@6oripttv@itfttiltie InoiYQu V.flAbl, miinllnd ltilndl.m d@vlltion will D@
YI@d. Clt@gorieol ANOVA will Di!)YftoO ID in@I\Ii@ intcmallmll@d d@tl, P@rmillion to
earry out the INdy ~md,thieil ippmvil wiHDo obtaif\@d from the Ethie CammlttH,
FiW!ty of Mldl§in@ ind H03!ttl Sei@ne@,Uniwftiti PYn MlliY§ll, Buldftl th@lt
@thle,glapJuoViI will Ilia be ootlln@d from the M@dieAlR@iHreh mhiOl Commltt@@,
Miniitfy Qf H@ilth M@IIY6il,

1.0,1. KI'_ordl: lyp@ 2 DilD@tei

'a.o.4. RUllRh Dlto atlft ~ 1W01la012
1.0.1. ft.ofOh· DUfAtlon(monttll) ~4,O
1.0'"'. LlnkURL :
1.0.1. RHfultmlnt ItAtUI: Not yot roerulting
1.0.1. Condition: ClabfttN

a 0.10. All LImit : ~ 1.0.10.1. Not AVlUlb',- Not AppllGlbl, I.O.10.a. Agi Limit Min: 11.0
1.0.10.1. Aal Limit Mu 99.0

1.0.11. Genellt: Doth
1.0.11. 1IIIibilhy : I"elullon dltl

All~p@2 di@D@tiOimll@ Ind f~mll. ftW@iw tmitm@nt @tiNdy 1000tion. loth GOnd@r,mglmlH@ of
@thnlelty.
~elU6km etit@fift
DlaD§tH ~togM@!i oth@"thIn diftbltOB type 2 iUeft II diftootH twe 1 Ind gHtfttlonl1 diID@t••
AliO ueludod if phVlleill or m@lltil imPi'lrm@ntthlt im~ot on IDllity to IniW@f ind@p@nd@nUy

1.0.11. AIDlptlbl, PIl'tlalpont: V@I
1.0 14. Tlrgot No lubJut •AUI Milin : 110 I 180
1.0.11. Tlflll Numblf 1.Tomlln numbor: 180
lubjHtln MIIQIII : a.Numbor by Ilto In tHt: 1

Cllnloal Trill
1.1.1. Study Phlll :
1.1.1. PYrpNl ~

3.1.1. Alloutlon :
1.1.4.Millking :
1.1.1. Control:
1.1••• Alllgnmlnt. •
3.1.7. Indpolnt :
1.1.1.1.OUtoomoMuluft Prtmlry :
1.1.1.1. OUtoomlMulufi .oGOndary :
1.1.11.NIIM of IntlNlotlon undlr Invlltilition :
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1.1,1,llntorvontion Typo l
1.1.10. ThorapvArH;

Ob•• rvltlonll Study
1.1.1.1. DIIHIO Aru :

1.1.1.1. DI.OIIO Afta lpulflo 01111.0 :

1.1.1.1.01'0.'. Ar" Oth.r SpooKy :
a.2.1. Purpuo :
J.2.3. 11'latlon :
3.a.~Duration :
3.1,1. TIming i
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NATIONAL INSTITUTES OF HEALTH APPROVAL FOR CONDUCTING RESEARCH
IN THE MINISTRY OF HEALTH MALAYSIA

PENGBSAHAN INSTifUSI PENYBLIDIKAN NeGARA UNTUK MENJALANKAN
PENVBLIDIKAN DI K&MSNtERIAN KSSIHATAN

This is an auto computer - generated documentlt is issued by one of the research institute under the
National Institutes of Health (NIH). These are the Institute for Medical Research (IMR), Clinical Research
Centre (CRC), Institute for Public Health (IPH), Institute for Health Management (IHM), Institute for Health
Systems Research (IHSR), and Institute for Health Behavioural Research (IHBR)
/)tJkUfflen inlmia/ah o~ta/(afi berkompUlef, StJriilig tm dlkeJutirkan o/~h salah saW fnstltusf tJlbawah Nat/oflal
In~tltlJtes of Health (NIH) 11fJituimsttlUt Penye/Jdikan Petl1tJatan (/M~),PUset PeHyeifrii/(ah KlitiikaJ (CRO),
Iflst/wr Kesihatah iJmum (lieU); lnstitut PengufUsanKesfhatan (IPK), /nstitut PetgurlJsah Sistefn Kesihatan
(/PSK), Institut PenyeJlfilklifJ fingkahiaku Kesihatan (If3TK)
Unique NMRR

NMRR-11-983-10598Registration ID :
[Nombof p~fjdaftatatll

Research Title: r:;elT-caret-'ractlces or Patients witFi I ype z uiaoenc

(fajukl
,

Protocol Number if
available:
[Nc;HnDgf pi'gmk51 jika
etta)

# Investigator Name Institution Name
IrN~u'l'u!Penv~lidikl INama Institu§n

1 nazwati binti tajri Pejabat Kesihatan Daerah Gombak

I have revi!!wed the above titled research, and approve of its design and conduct.

&ay~fe/an fflenyeftlak kaflan yang bi3l'tajuk st3pef't1dl iilta~ dan m~/uiuskf3h tekabentuk elan perlaksanaafmya.
Name of Director: Dr. Tahir Aris
fNaffl{3i51", ':'. """11
NIH Institute (IMR, CRC, IPH,
IHM, IHSR and IHBR)

Institute for Public Health (lPH)
[Nama In€:tllm~itil bawah NIH)

Signature & Official stamp : This is computer generated document,
therefore no signature is required.

[TantJat~hg~mt#m Cop
RasmiJ

Date: 14-02-2012

[faffkh}

(Note: This is a computer generated document. It may not carry any signature)
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEAL TH SCIENCES

. UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

HELAIAN MAKLUMAT RESPONDEN
.'

Tajuk projek: Amalan penjagaan diri di kalangan pesakit diabetic jenis ke 2

Anda dijemput untuk menyertai kajian ini. Sebelum anda membuat keputusan, adalah

penting untuk anda memahami tujuan kajian ini dijalankan dan siapa yang akan

terlibat. Sila baca maklumat berikut dengan teliti. Sila bertanya jika ada perkara yang

anda ragui atau tidak jelas. Kami amat berterima kasih atas kesudian anda membaca

maklumat yang disediakan.

Tujuan kajian ini dijalankan adalah untuk mentukan amalan penjagaan diri di kalangan

pesakit diabetic jenis ke 2 di Klinik Kesihatan Kuang Gombak, Dengan kajian ini

dapat menambah maklumat dan meningkatkan pengetahuan mengenai amalan

penjagaan diri bagi pesakit diabetic di Malaysia.

Apa yang akan saya Iakukan dalam pengajian ini?

Anda hanya perlu memberi maklumat dengan menggunakan 4 set borang soal selidik
yang akan mengambil masa dalam 15 minit.

Siapakab yang tidak patut melibatkan diri dalam pengajian ini?

Jika anda tidak bersetuju untuk mengambil bahagian dalam kajian ini.

Apakah kebaikan melalui penyelidikan ini?

Kepada anda sebagai subjek

Sumbangan anda dalam memberikan maklumat dalam penyelidikan ini amatlah
dihargai dan lebih memahami penjagaan diri dikalangan pesakit diabetic

Kepada Penyelidik
Data yang diperolehi daripada kajian ini akan dapat meningkatkan kualiti
perkhidmatan dan jagaan pesakit sarna ada di peringkat hospital atau komuniti.

Adakah saya akan mengalami kemungkinan risiko apabila melibatkan diri
dalam pengajian ini?

Kajian ini tidak akan membawa sebarang risiko dan kerugian pada anda.
UPM/FPSK/P ADS/TI -MJKEtikaPer/FO 1
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEAL TH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

Apakah kemungkinan jika menarik diri

Terpulang pada diri anda sendiri untuk melibatkan diri dalam kajian ini atau tidak.
Walaupun anda telah mengambil keputusan untuk melibatkan diri, tetapi anda boleh
untuk menarik diri.

Adakah penglibatan saya dalam penyelidikan ini sulit?
Segal a maklumat yang diperolehi adalah dianggap sebagai sulit. Nombor kod akan
digunakan dan hanya diketahui oleh penyelidik.

Jika anda perlu informasi

Sila hubungi personel berikut untuk mendapatkan maklumat yang selanjutnya.

i) Pengkaji selidik, Bacelor kejururawatan

Nazwati Binti Tajri

Department of Nursing unit,

Faculty of Medicine and Health Sciences,

43400 UPM Serdang.

Tel. No: 012-9008307

Email address:tajrinazwati@yahoo.com

ii)Pemantau projek
Puan Rosna Binti Abdul Raman
Department of Nursing unit,
Faculty of Medicine and Health Sciences,
University Putra Malaysia,
43400 UPM Serdang,
Tel. No: 0193883844
Email address:rosnaar@putra.upm.edu.my

iii) Pembantu pemantau projek
Dr. Huzlinda Bt Hussin
Department ofPhatology
Faculty of Medicine and Health Sciences,
University Putra Malaysia,
43400 UPM .Serdang. TeL No: 017-6724549
Email: Huzlinda@medic.upm.edu.my

UPM/FPSK/PADSJT7 -MJKEtikaPer/FO 1

© C
OPYRIG

HT U
PM

mailto:address:tajrinazwati@yahoo.com
mailto:address:rosnaar@putra.upm.edu.my
mailto:Huzlinda@medic.upm.edu.my


FAKULn PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEAL TH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

RESPONDENT'S INFORMATION SHEET

Please read the following information carefully, do not hesitate to discuss any questions you
may have with your researcher.

STUDY TITLE
Self-Care Practices of Patients with Diabetes Type 2

INTRODUCTION

You have been invited to take part in a research study. Before you make a decision, it is

important for you to understand why the research is being done and what it will involve.

Please take some time to read the following information carefully. Please do not hesitate to

ask any question if you are not clear and would like more information. We like to thank you

for reading this information sheet.

The purpose of this study to determine Self care- practices among type 2 diabetes patients

with glycaemic control Klinik Kesihatan Kuang at Gombak. This information and study also

increases the information and knowledge regarding self-care practices among diabetic patient

, in Malaysia.

WHAT WILL YOU HAYE TO DO?

You will only be required to provide information as stated in the questionnaire form that

provided, which should take about fifteen minutes.

WHO SHOULD NOT ENTER THE STUDY?

If you not agreeable to take part in this study

WHAT WILL BE BENEFITS OF THE STUDY:

(a) TO YOU AS THE SUBJECT?

Your contribution is valuable in providing information for further understanding of the Self

care practice among type 2 diabetes patient with uncontrolled glycaemic level

b) TO THE INVESTIGATOR?

The information and data from this study will be used to improve the quality of

Services either hospital or primary care setting

UPM/FPSKIP ADS/T7 -MJKEtikaPer/FO 1
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEALTH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

ARE THERE ANY RISKS?
•The study will not cause any harm or risk to you.

WHAT ARE THE POSSmLE DRAWBACKS?

It is up to you to participate or not. Even you are decides to take part, you are still free to
withdraw at any time without giving any reason.

WILL THE INFORMATION ANDMY IDENTITY REMAIN CONFIDENTIAL?

All information you are giving to us in this study will be kept strictly confidential and

only will be used in this study.

WHO SHOULD I CONTACT IF I HAVE ADDITIONAL QUESTIONS DURING THE
COURSE OF THE RESEARCH?

If you have any question about this questionaire, please do not hesitate to contact the
following personnel :

Researcher:

Nazwati Binti Tajri

Department of Nursing unit,

Faculty of Medicine and Health Sciences,

43400 UPM Serdang.

Tel. No: 012- 9008307

Email address:tajrinazwati@yahoo.com

UPM/FPSKlPADS/T7-MJKEtikaPer/F01
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEAL TH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

ii)Project Supervisor

Puan Rosna Binti Abdul Raman
Department of Nursing unit,
Faculty of Medicine and Health Sciences,
University Putra Malaysia,
43400 UPM Serdang.
Tel. No: 0193883844
Email address:rosnaar@putra.upm.edu.my

iii) Co-supervisor

Dr. Huzlinda bt Hussin
Department of Patho logy
Faculty of Medicine and Health Sciences,
University Putra Malaysia,
43400 UPM ,Serdang. Tel. No: 017-6724549
Email: Huzlinda@medic.upm.edu.my

UPM/FPSK/PADSIT7 -MJKEtikaPer/F01
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACULTY OF MEDICINE AND HEALTH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

BORANG PERSETUJU~N (RESPONDEN)

TAJUK PENYELIDIKAN : Amalan Penjagaan Diri di Kalangan Pesakit Diabetic Jenis
Ke2

PENYELIDIK ; NAZWATI DINTI TAJRI

Saya No Kad Pengenalan.

alamat. .

...... dengan ini bersetuju untuk mengambil bahagian di

dalam kajian ini*(kajian klinikal, kajian soal selidikl percubaan dadah ubatan) seperti yang dinyatakan

di atas.

Saya telah dimaklumkan mengenai sifat penyelidikan klinikal dan segi metodologi, mungkin kesan

buruk dan komplikasi (rujuk Helaian Maklumat). Saya faham bahawa saya mempunyai hak untuk

menarik diri daripada kajian ini klinikal pada bila-bila masa tanpa memberikan apa jua sebab. Saya

juga faham bahawa kajian ini adalah sulit dan semua maklumat yang diberikan mengenai identiti saya

akan kekal sulit dan persendirian. Saya juga dengan ini membenarkan rekod rawatan saya

<!_!gunakandigunakan untuk tujuan kajian di atas.

Saya ingin * tahu I tidak ingin mengetahui keputusan ujian yang dilakukan ke atas sampel
saya.

* potong mana yang berkenaan

Tandatangan '" .
(Responden)

Tandatangan '" '" .
(saksl)

Tarikh : . Nama : .

No IIC. : .

I confirm that I have explained to the respondent the nature and purpose of the above -mentioned

clinical research.

Tarikh Tandatangan '" ,..
(Penyelidik)

UPM/FPSKIP ADS/T7 -MJKEtikaPer/FO 1
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FAKULTI PERUBATAN DAN SAINS KESIHATAN
FACUL TY OF MEDICINE AND HEAL TH SCIENCES
UNIVERSITI PUTRA MALAYSIA, 43400 UPM SERDANG,
SELANGOR, MALAYSIA

CONSENT FORM (RESPONDENT)

RESEARCH TITLE : Self-Care Practices of Patients with Diabetes Type 2

RESEARCHER: NAZWA TI BINTI TAJRI

I . Identity Card No.

address .

... . .. .. . .. .. .. . hereby voluntarily agree to

take part in the clinical research *(cIinical study, questionnaire study! drug trial) specified

above.

I have been informed about the nature of the clinical research in terms of methodology,

possible adverse effects and complications (refer to Information Sheet). I understand that I

have the right to withdraw from this clinical research at any time without assigning any reason

whatsoever. Ialso understand that this study is confidential and all information provided with

regards to my identity will remain private and confidential. Ialso agree my treatment record

being use for the above research.

Iwish to *know!don't wish to know the results of the tests performed on my sample.

¥ delete where necessary

Signature .

(Respondent)

Signature .

(Witness)

Date : .. Name .. .

IIC No . ..............................................

I confirm that I have explained to the respondent the nature and purpose of the above -

mentioned clinical research.

Date . Signature .

(Researcher)
UPM/FPSK/PADS/T7 -MJKEtikaPer/FO 1
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Kaji Selidik Aktiviti Penjagaan Diabetes

. Self-care practice activities
Tarikh/ Date:------

A.Data Demografik

No ID: Pusat: _
IDNO Canter

Umur: ----
Age

tahun
Year

Jantina: 01 Lelaki
Gender Male

02 Perempuan
Female

Bangsa: 01 Melayu 02 Cina 03 India 04 Lain-lain
Race Malay Chinese Indian Others

Tempoh masa mengalami Diabetes: tahun
Duration of diabetes Year

____ Tidak pasti
Not sure

Status perkahwinan: 01 Bujang 02 Berkahwin 03 Bercerai 04 Bertisah 05 Janda
Marital status: single: married: divorced: separated: widowed:

Pendidikan: 01 Tidak pemah 02 Rendah 03 Menengah 04 Kolej 05 Univeristi
Education: never primary secondary college tertiary

Tinggal bersama:
Living with:

01 Keluarga
family

02 Kawan 03 Sendiri 04 Lain-lain
friends alone others

B.Garis dasar HbAlc: % (tarikh diambil : _'

c.Asas Pengetahuan Diabetes/Diabetes knowledge

1. Makan makanan rendah lemek merendahkan risiko buah pinggang
Eating lower infat reduce your risk of developing kidney problem

Ya /Yes 0 Tidak/ No 0
2. High blood glucose can be cause by taking too much fruit

YalYes 0 Tidak/No 0
3. Jika anda mengambil ubat diabetes tablet atau cucuk waktu pagi tetapi tidak sarapan,

darah akan meningkat
Ifyou take your morning diabetes tablets/insulin injection but skip breakfast, your blood
glucose level will usually Increase

YalYes 0 Tidak/ No 0

4. Jika anda tidak mengambil ubatan diabetes seperti yang diarahkan oleh doctor,gula
dalam darah biasanya akan meningkat
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Ifyou do not take your diabetes medicine prescribed by your doctor, your blood glucose
level usually increase

YalYes 0 .Tidak/ No 0

5. Senaman membantu merendahkan gula dalam darah
Exercise help in decrease blood glucose

YaIYes 0 Tidal! No 0

6. Masaalah mata adalah komplikasi diabetes
Eye problem is complication of diabetes YalYes 0 Tiak/No 0

7. Saraf adalah komplikasi diabetes
Nerve Problem is complication of diabetes YaIYes 0 Tidak /No 0

8. Masaalah pam-pam adalah komplikasi diabetes
Lung Problem is complication of diabetes YaIYes 0 Tidak /No 0

9. Angih ahmar adalah komplikasi diabetes
Stroke is complication of diabetes YaIYes 0 Tidak /No 0

10. Masaalah buah pinggang adalah komplikasi diabetes
Kidney problem is complication of diabetes YaIYes 0 Tidak/No 0

D. Aktiviti Penjagaan Diri

i}Pemakanan/Diet

I. Saya makan makanan berkarbohidrat seperti nasi,mee, behoon, roti
I eat carbohydrate such as rice, noodles, beehoon,bread
o} 1 kali sehari 022 kali sehari 03 3kali sehari 0 4 kali sehari 0 >5

2. Saya makan makanan tinggi lemak seperti daging merah atau makanan tenusu tinggi
lemak sebanyak
Iest high fat food such as red meat, dairy food
010 kali sehari 02 1 kali sehari 03 2kali sehari 0 3 kali sehari 0 Tidak
tentu

3. Saya makan makanan segera atau makanan ringan
I eat junk food
01 0 kali sehari 02 1 kali sehari 03 2kali sehari 0 3 kali sehari 0 Tidak
tentu

4. Saya makan buah-buahan
Ieat fruit
01 0 kali sehari 02 1 kali sehari 03 2kali sehari 0 3 kali sehari 0 >4

5. Saya minum minuman manis (atau minum minuman berkarbohidrat seperti milo,
vitagen, rebena, horlick, susu, kacang soya)
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I drank sw(tttt drink (oorbohydfaN din~milf}Jvlttlg""r'~ntt,htrlicb,mll~soy)
t:11 0 kall 8thW'i ~~ 1 kaU~ehMi t"1;J 2kall iQhlU'i t:1 3 kaU IWmri t:1 fidok
twtu

6. Soya mlkWl pwnMis mulut
I (ttlt dlss"t
t.:110 Imll iehMl el~ 1 kill! IilMorl tJ~ altai! iehlU'l e 3 kali seh.arl e TidAk
twtu

1. Dalmn seminal"' terdApat beOOrttpl lwi It~ tldllk mWllambil uoottm kweinl
mMillsuntllum kwmng mmb.'?
In on, w(t@kI mllstfll1tllw med/oollan
'tJl 0 kill slhMi t:1~ 1 !toll jQhori t:1) akwltsehvi tl 3 kall sibiri t.:1fidok
twtu

2. Dtllam 6QDlingu lillY' m~merlukWl pertolMlOll oms lain untuk meqambU
ubltlmliuntikml kllloiq JIUlnls
In on, w@(tkI n~,d h'lp to ttlhl m,dioollon
~l 0 kill 15~ ~~ 1nU 8ehorl 1J;t2lmli ~elwi IJ 3 kAlIsulwi e fidak
tWlt\!

Ui)Aktiviti tlzibll Ph"wltJql tlQltvJt.v

1 SIYlmtdttkukWl SMmn8.ll
1J1 ~ iJl3 kali IjMlhlgu 1J~2kall mningu e.!;t.llmlliemingu t:J4Q
I do ~"etl(t
1J~4 ~l J.tnrw"t (Jj Jp" w"k IJ J[J@i' w~fk

~. SmwnWl )I'O.fi1:illya llUt.~M. adallh

t:11 SmUUlll btiflt (DegupWljon_lt\lu dttnmerlqkAtkm pemWtm)
(Cootoh: bm>lflri~jQI~, bola ~Qtmk~~, bola kemnjlq, slat btmm\lJ

berbuikwjttmk
julh) tmUli)
~~ Senmntm SQderhmUl (Sedlkit kUM kenAiktm padtl delUpml jant.una DtAU
~Wl) -
(Colltoh: lmJAlon C~'plt~~ikftl~ bola. tam)lM! lmdmint~ Plna potlI! btnmMl
~tmmlJtLl'ian
poeo ..p()eo~buwUftI)

tJ} 8MMlWl fin,ku (k@IWlYMImlDimt\)
(Cootoh sepenl YOII, gult bW'jllatl 80nbd~ Tal Chl§ ~enl IWltllftM Cltla. ftlemmlcina
ditQ'pl~sunlru~menumoh)
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I s~n tliH~ to ~"ctu
IJ1 ~31 minlt IJ ~ 16.,30moot lJ~ (j:1S minit IJ '* 5 mlnit e s TItehl

Th, ex"ttl" I do
FJMtld ,g,reIH &Oil", ,asy, walktngj lui clU,fishing, (Ji'tJh,ry)
fJMtultt'{Jw~"ols, (badmlnl@14~immi~ htnnis, voUttybtlll)
rJSw{tnUOIJ8,,x,rot,~ (fflnnt~ Jogl'W,loot btlll, ~'fJuashIOHS dlstalIfJf bicycling)

4. Aktivlti ftlMllftPtmS iaya
fjl Bm-buUmll Cyolina
fja Berjillrul 8.~Ullnl fumMi Wruldnh around hom~
elJ Mooontoo tel~vlsymllmOOlbttOft bukultruQAlablsumt khllbarlmenuurm computer

Durm,I~i'~ ootMt.}! I
§, Wfltehin, t~lfwt'tfJnIf~~ItH~~~f/@tmfPu~r
e.I,t Walk flffJfWl hf)Wf~fl/1fJ;1mint
~J(;~lhW

5. Smul wIktu blpMl $Aya memtmea9 ·bmntdn eompuWf
IJTilldfJ
r:JIttMHB71tlMfII
fjkadtlns=bJdtlflg
fJhtlmplr ",,'lap mastl
fjs~ptlfflaffl mmtl

I Nading boo~ magfliln" I'HctWSptJpfr, tJtJlHpUNr during ',Isu" HIn'
r::JNttWF
gl,/dom
fJSom'tlm~1
blMost q/tim"
Mil o/mm,s

6. SoyQberlwbun ~emuClwoktu lo.ptU'lldllmn ~mUngu

fJkerap
fJhwnpir kemp
fJluWttqskdllll
lJjomnt=j~
fJtiAdtl

I do gurd,niq duriJlIl,iaur@ tim@pt, w@,k
will q/'tlm"
IJmMt q/tlm(ts
blSom,timg,s
fJS@ldom
fjN,vIJr

© C
OPYRIG

HT U
PM



Iv)Pwn~kswm swill" aulA dahun aMah (SMBOlI Sfdfmoolttwlng bltHHl a/uCM'(SMl@

1, Sayi\ IDQluukM pwnerik6M.ll ~fmdJri IUlA dilttm dW'tlh
i;Jl~ c~ 3 kill sOO1iDIIU bI~2kAli iWlngu bI!\Ilml16tmlingu bl40
I d(j 9flifmoniltJrlng blood glUOSf
t;'ll ~4 tll J~r w@@k t;'l,:tJ~r w@@k tJ41

2. Soya mtmlUlmh eom pfmuLImnWlJ Aktlvltl flmtW, peDllmbwaft ulmum bmtulU'krm
hllCwm aulA

bit ~4 bIi 3 lUlU~~I\l bl3~ kill Mmlngu blI\ lkoli fitmlingu bl4 0
I changtt my di't tlm»rdlng It)#lit(,~'f Nading
tlj "?-;/. (;j~Jp" w~@k t;I,j J~r w~~k tlolJ

TQl'imA kMlh dlaw pQl'YWftn mdti
Thank youjor yt)ur participatton
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