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ABSTRACT

Living with diabetes is not simple. Beyond those like eating healthy food, keeping active
and taking medication, often ignored is a struggle on emotion, spiritual and psychological.
Numerous studies suggests for the best way of managing people with diabetes is through
holistic or functional approach. They need support to success, which involve a patient-centred
collaborative approach to promote self-care activities, education and empowerment. However,
to date, initiative to support people with type-2 diabetes and healthcare professionals to
achieve those have largely been segregated which results in delayed process of adaptations
and engagement of self-care. Hence, this study attempts to explore the process undertaken
by people with type-2 diabetes engaging in and adaptingself-management behaviour
from the nursing perspective. This is part of a larger study in developing a support system
strategy to assist vulnerable population of people with type-2 diabetes in self-management
adherence. Views from health professionals and family members also considered. The research
study used qualitative methods of reflective and personal diaries, individual interviews, focus
group and longitudinal observations. Thirty individual were repeatedly interviewed over two
yearsin various setting, within a central region of Malaysia from June 2013 to December 2015.
Opportunity to spend time over nine months with six people with type-2 diabetes provide
in-depth understanding of this study in making constant comparison and triangulation. Rich
data were electronically recorded and transcribed verbatim. Data generation and analysis
occurred concurrently, which enabled the identification of emerging themes and issues from
earlier data to guide future study in topic areas. There are four major themes emerged; Denial
Associated Behaviour, Uncertainty and Unpredictable, Engagement and Disengagement,
Self-Efficacy & Coping Strategies.

INTRODUCTION self-managementperformance involves; gender
Self-care of type-2 diabetes is an important part h;gh social position, so}cllall s1.1p[l)ort, high self-
in diabetes management. This is because most of efficacy, and good psychological status [9-16].

the care practices are carried out by individuals Other factors also reported having less self-

in their homes [1-4]. This situation make them Management performance such as minority

vulnerable to both positive and negative influence ethnic groups, and in a vulnerable financial

that may affects their decision about self-care; ~Pposition, comorbidities, low self-efficacy and

social networking; interaction with health care living in high social responsibility demands

providers, families and society. Fach of these
factors will eventually become as an influencer
or barrier to self-management behaviour [5-8].

Facilitators and barriers to self-management
behaviour have been described extensively by
many scholars. Factors associated with successful

[17-25]. To date, there are a huge amounts
of research related to factors affecting self-
management performance, but the pattern of
behaviour development in the face of dealing
with those challenges on day-to-day basis was
not properly documented.
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Learning to perform self-management activities
themselves and to practice these behaviours in
daily life in the face of other responsibilities is
psychologically complex and burdensome to
most people [26]. However, people differ in
their judgment, and so as the ability to deal
effectively with the demands of diabetes self-
management [27]. Subgroups of patients with
diabetes are more psychologically vulnerable
than others and need special attention [28].
This experience can negatively affect the well-
being and ability to function of the person.
Because of this complexity, healthcare providers
need to have not only re-teach skills, but the
most important is a good understanding of the
psychosocial impact of diabetes on daily living
and behavioural studies to improve people’s

ability to cope.

This study is to highlight the impact of diabetes
and psychosocial needs of people with diabetes
and their families. It is part of a larger study
with the intention to empower people with
type-2 diabetes to effectively self-managing
their disease. The goal is to provide participants
with knowledge and skills in handling self-
management tasks themselves. These findings
informthe future research in developing strategy
for a support system by integrating behavioural
and emotional component in self-management
education program for people with type-2
diabetes.

The discussion in this study lies on the
assumption that life modification of people
with type-2 diabetes is critical, and they need
supports throughout the process and at different
levels of self-management adjustments. Lifestyle
modification is not easy to achieve and maintain
[29-32]. Thereby, distress related to diabetes
management seemsto be a norm in everyday life
that includes; fear of hypoglycaemia and long-
term complications [33-35]. This condition can
last fora year after diagnosis manifesting itself
emotions such as anger, fear, and disappointment
[36-38]. This is the reason for the development
of clinical depression is more common in
diabetes than in the general population [39].
However, various types of cognitive strategies
and behavioural approaches have proven effective
in helping patients to cope with the demands of
diabetes self-management and the conditions
related to stress [40-45]. The role of health care
professionals in this regard is essential. It is their
obligations to provide support based on the
principles of transparency, trustworthy, and not
to make assumptions about whothe people are,
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instead of what they need or need to appreciate,
or what motivates them.

m Definition of self-care from the nursing
perspective

The term self-care and self-management are
used interchangeably by scholars from various
disciplines. In nursing, the concept of self-care
is considered as a process of maintaining health
through certain practices that promote health
and maintain well-being [46]. Everyone involved
in some form of self-care in daily routine such
as brushing teeth, food choices etc. but when
someone gets sick, disease management become
a priority while at the same time, needs for self-
care remain.

The concept of self-care is relatively more
significant to people with chronic diseases such
as diabetes. Engage in self-care make people
active participants in their own care. Self-care is
unique to an individual, in which, the number
of activities that sound reasonable to one person
may not suitable to the other. These justifies
for the need of a middle range theory in this
field [47]. Middle range theories reflect the
views of reality associated with a phenomenon
and a limited number of variables. The middle
range theory of self-care described by Riegel
et al. consists of three key concepts; self-care
maintenance, self-care monitoring and self-care
management [48].

m Self-care maintenance

Self-care maintenance refers to behaviour by
an individual to improve well-being, maintain
health or to maintain physical and emotional
stability. This behaviour is mostly associated
with lifestyle modifications, medical regimen,
keeping active and handles daily pressures.
Self- care maintenance would be benefited to
a person from reflecting on their expanding
behaviour consistently, fully commitment and
evaluatecontinuously to assess the effectiveness.
Thereby, adherence behaviour is an essential
component in self-care maintenance.

m Self-care monitoring

Self-monitoring is common to all people. In
diabetes, self-monitoring of blood sugar helps
to achieve physical and emotional stability.
Three criteria necessary to monitor the effective
self-care are clinically significant changes made
over time, the presence of reliable tools to detect
the change, and finally the response should be
measurable. People with chronic illnesses who



are competent in self-care monitoring can deliver
better information to healthcare professionals
through discussion and care recommendations.
In other word, self-care monitoring is the
relationship between self-care maintenance and
self-care management.

m Self-care management

Self-care management involves an evaluation
of changes in physical and emotional signs and
symptoms to determine if action is needed.
These changes may be affected by the disease
or living environment. An effective person in
self-care comprehends the meaning of such
changes and capable to make good decision in
options for a course of his/her actions. Another
important point about self-care management is
a self-modification related to the treatment may
need to consult the health care provider through
therapeutic interactions.

m Underlying principles of self-care
Decision making

The basic process that makes self-care practices
are complex is the need for effective decisions
making. As well noted, self-managing in diabetes
involve cognitive decision making in response
to the symptoms of a disease. While, the basis
for effective decision making on the other
hand, requires a person to use an analytical and
systematic methods to weight the evidence before
making selection for a course of actions in self-
care management [49]. Unfortunately, it is come
to realize that patients rarely use such methods, a
rational decision making process, and they rarely
generate and compare options in systematic
fashion. A better description of the process used
by patients in self-care is naturalistic decision
making. It reflects the automatic, impulsive,
contextual decision that people make in complex
real-life situations [50].

Reflection

Reflection or contemplation is related to
knowledge acquisition and both are essential
in self-care. People with poor knowledge and
lacking in an in-depth understanding of the
rationale for self-care may perform insufficiently
[51]. Unfortunately, there are many people
performing self-care activities without knowing
the reasons behind it. Some of them even
dutifully monitor their blood sugar without
knowing what to do with that information.
Reflection in a structured and targeted education
may increase their performance in self-care

and for this case; it can be promoted through
situation based discussion [52].

Another issue observed among diabetes, is
about those who possessed the knowledge and
reflective but chosen not to adhere to self-care.
This phenomenon often referred to in the
literature as reasoned decision making [53],
intelligent non-adherence [54], or self-regulation
[55]. Little known on the ethical approaches to
interact with this group of people and after all,
we must respect for their autonomy and freedom
to choose. One example of evidence-based
approach to handling these challenging situations
known as motivational interviewing [56]. The
ideal characteristic of a person with diabetes is
purposive, reflective, sufficient, and reasoned
self-care [57]. They are well informed about the
self-care needed for their diabetes condition.
They perform self-care with understanding and
making sense with the data they gather and
make good decision about what to do when the
abnormal symptoms arises. To reach a state of
reflective, knowledgeable and sufficient in self-
care, a person must be motivated and having
received the targeted education from healthcare
professionals or have successfully seeking
information and contemplating their options.

= Support of health professionals team

Support initiative for people living with diabetes
and healthcare professional in this country
has been largely segregated. No overarching
coordination between both patients and
healthcare professional; and efforts to recognize
the potential mutual reinforcement is still vague.
The role of patient-healthcare professional
relationships in this sense to provide a critical
juncture for exchange of information, and decision
making for diabetes in the community [58].

Health professionals can provide support on
lifestyle modification and health outcomes
through development of skills and confidence
[59]. The main goal is to prepare patients to
engage with the medical regimen, maintain a
role in life and manage negative emotions such
as fear and depression [60]. Other sources of
information for self-management support is
include the use of significant technological
advances to facilitate the implementation and
delivery of self-management within healthcare
setting [61-65]. However, the important issue
arises on the respond of people with diabetes in
the community in the usage of such technologies.

Meanwhile, the interaction and communication
between professional and patients often seen as
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interaction between an unequal position, and
conflicts of expectation in self-care [66]. Certain
aspect of this consultation can influence or
impede the patient’s behaviour and wellbeing.
People with diabetes in the community are in
vulnerable state. Ongoing interactions, can help
and support them to get back on tract, thus
the sharing of information and action now are
crucial [67]. Delays and stresses caused by lack
of communication, trusts and poor services can
result in delayed process of adaptations and
engagement of self-care. These extra pressures
and risks on the person and family, overtime can
lead to non-adherence behaviour to self-care.

Hence, this study explored the process undertaken
by people with type-2 diabetes engaging in and
adapting  self-management behaviour among
vulnerable population in the community setting,
This is part of a larger study in developing support
system strategies to assist for their success in self-
management. Views from health professionals and
family members also considered.

Material and Methods
= Grounded theory

This research study applies the constructivist
grounded theory; a modified version of the Strauss
and Corbin grounded theory approach through
interpretivisms and symbolic interactionism
reflecting the basic beliefs of constructionism
as a paradigm of inquiry [48]. Through this
approach, the theoretical sensitivity is enhanced
using literature review as an additional source
of data. Followed by data coding, analysis
maps, concepts and discourse analysis with
categorization and sub-categorization. The aim is
to discover the concepts attributed to the relevant
generating theory and the understanding of how
professionals, people with diabetes and their
partner or family members engaged with self-
management activities.

m Sampling in grounded theory

This research was undertaken in a central
region of Malaysia where access was given to a
Public Community Health Centre, Diabetes
Counselling Unit and the Primary Care Team
at one of the tertiary hospitals who care for
people with progressive type-2 diabetes on a
referral basis. The keypersons from healthcare
professionals from publicinstitutions were chosen
first to seek their perspective for the relevance of
the proposed research. The Diabetes Educator
at an outpatient clinic within the community
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primary care centre and diabetic counselling
unit selected people who comes for regular
check-up and fulfilled the inclusion criteria to
be included in this study for the interview. As
for longitudinal observation, purposive sampling
was used. Older than 18 years old, Malays and/
or English speaking and diagnosed with type-2
diabetes was considered and informed about the
study. Agreed participants gave verbal informed
consents before the interview (TABLE 1).

= Data collection

Data collection involved three stages. First
stage was with the health professionals to seek
perspective of the usefulness of the proposed
research to get good grounding in the local
service provision for diabetes. Second, conduct
interviews with people with diabetes in the
community. Then, the researcher spends time
with people having type-2 diabetes at workplace
and meet on monthly basis over nine to ten-
month period. Data was collected using focus
group, semi structured interviews, longitudinal
observations, personal and reflective diary
(FIGURE 1). Minimum of two years of
diagnosis with type-2 diabetes, and concerning
their perceptions of self-management in the
context of diabetes service delivery received.
Through the data analysis, these methodologies
interplayed and complimented each other to
support the creation of considerable theory.
Constant comparisons began as soon as the first
items of data was collected and continued until
saturation point was reached.

m Ethical consideration

This study has been conducted in accordance to
Guidelines of Research Ethic of KPJ Healthcare
University College for the entire researcher.
Approval obtained is for collection of data
in the community. Focus group interviews
were conducted as part of the agenda of one
Community Health Program which organized
in collaboration with the local community
leaders. The local leader also helps to invite
people with diabetes to attend the health talk
and consented for their participation in focus
group interviews. Individuals were informed
about confidentiality status and voluntarily basis
of participation during the briefing prior to the
interview. As for participation for longitudinal
observation, all participants were invited to join
the Diabetes Support Group formed by the
researcher that meeting on monthly basis. The
participant was informed about the aim and
rationale of conducting the study to protect
participants interest, trust and to ensure for high
ethical standards of this study.
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Figure 1. Framework for data collection process.

Table 1. Actual sample of people with Type-2 diabetes participated in longitudinal observation.
First
Res_e'arch Employment Age Gender recognised .Year Of. A ge at'
participant diagnosis diagnosis
symptoms
DM1 Project Consultant| 53 years Male 2008 2010 47 years
DM2 Admins Executive | 34 years Female - 2007 24 years
DM3 Lecturer 43 years Female 1997 2003 30 years
Laboratory
DM4 - 53 years Female - 2000 37 years
Supervisor
DM5 Executive 34 years Male 2009 2010 28 years
DM6 Retired Teacher 56 years Male - 2006 46 years
Results m Themes

= Demographic

Participants demographic are listed in TABLE 1.
There were thirty (30) participants recruited for the
interviews. Average age of participants was 55.0 years;
range of 40-70 years old with ten males (33.3%) and
the rest are female (66.7%) (TABLE 1).

There were five (5) themes emerged through
inductive  analysis and  generating = self-
management issues from study population.
Each category will be discussed separately;
denial associated behaviour, uncertainty and
unpredictability, moral engagement and self-
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efficacy and coping strategies. All themes are

tabulated below TABLES 2-4.
m Denial associated behaviour

Denial can be a way of escapism of behaviour
or suppressing the seriousness of something
that is affecting oneself, such as a serious
disease like diabetes that has no cure or active
treatment [68]. Participants in this study have
two common defence identified that is denial
and disobey or disavowal. Denial was reported
by focus group participants as at the early stage
of diagnosis which dragged them to more than
years till at least five years. As on observation during
consultation at physician clinic, denial commonly
reflects on patient’s rejection towards the treatment
change, from oral tablet to insulin injection. Further
interview revealed that they reject the changes of
treatment modebecause they think the disease is
progressive and getting more critical.

“... 1t is hard for me to accept it actually...I think
there must be a mistake...” (FIGURE 1)

Demographic

Single/never married
Married
Separated/Divorced
Widowed

Less than primary education
Lower secondary school
Higher secondary school
Completed college or university college
Graduate /professional degree

Part time/Self-employment
Unemployed/fulltime housewife
Retired
Fulltime working

Less than a year (newly diagnosed)
>1 year - 3years
>3 years - 5 years
>5 years - 7 years
>7 years - 10 years
>10 years

Oral hypoglycaemic agent
Insulin injection
Combination of both (oral & insulin injection)

Marital status (no. of participants)

Education (no. of participants)

Employment (no. of participants)

Length of diabetes (no. of participants)

Type of current treatments (no. of participants)

‘. the doctor said. .. the drugs just to prevent myself
from getting it...” (FIGURE 2)

“..well...I am perfectly find...that’s why, I don’t
see the need for me o take the insulin.” (Observed
participant-4)

On the other hand, disavowal means that a
person adopts dual thinking as the way they
manage themselves and deal with the disease and
their prognosis. In this study, people often appear
to have a rational discussion with professionals
about their future, but at the same time remain
with a set of beliefs that appear irrational, as the
way to minimize the impact.

They also often make up story that is more
lucrative than what happened to them and move
between their diagnosis and minimize their own
version of events depending on what they are
experiencing at the time. Majority of participants
in this study has some level of disavowal in terms
of questioning about the blood investigation
results which confirmed the diagnosis, and

Table 2. Demographic characteristic of participants involved in interviews.

Men (n=10) \?:::;:;1 Total (n=30)
0 0 0
5 10 15
1 2 3
4 8 12
0 3 3
0 5
5 8 13
3 3 6
2 1 3
4 5 9
0 6 6
3 5 8
3 4 7
2 3 5
1 5 6
2 4 6
1 3 4
2 2 4
2 3 5
7 15 22
0 1 1
3 4 7
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Background
factors Behavioural Attitude toward
1 .
Personal belief >|  the Behaviour
Self-esteem

Personality traits
Locus of Control
Emotions

Health concerns

Normative Belief

{

Demographic

Age, gender, race,
ethnicity,

—>| Subjective Norm

\4

Intention

education, income,
religion

Environment
Diagnosis

Perceived Behaviour

Control Beliefs

Stress
Media exposure

Behavioural Control

Figure 2. Theory of planned behaviour model.

1.Denial and Complacency
2 .Dependency on Medical Personnel
3.Confidence on Healthcare Services

Subthemes
Uncertainty & Inconsistency Experience
Unpredictable Outcomes
Subthemes

2.Autonomy and Control Over Support
Subthemes
Self-Esteem & Self-Worth
Coping Skills Strategies

4 .Role Conflicts & Rapport with Healthcare Team

1 .Culture Belief & Moral Engagement towards Self-Care

Table 3. Major themes of self-management behaviour pattern.
Subthemes

Major themes

Denial Associated
Behaviour

Major themes

Uncertainty and
Unpredictability

Major themes
Engagement and Disengagement

Major themes

Self-effiacy and
Coping Strategy

claimed there could be mistakenly interpreted.

I know...I shouldn’t have done that (bad eating
habits) but it just cannot be resisted...”

“..] must take snacks while doing work. .. otherwise
1 cannot do my work...”

m Uncertainty and unpredictability

Dealing with uncertainty and unpredictability
related to the disease progress and self-care
activities affects most people in this study with
various threats and challenges throughout their
journey.

“...1 used to be like...whenever I feel like eating
my favourite desserss. .. cooked and served them to
my friends...and I just feel satisfied watching them
enjoying it...”

“...before I used to depend on my daughter in law

so much. .. but when I think back. . .she also has her
own commitment...”

However, at one point of these uncertainty
situations, it has turned some of those
participants into opportunities for them to make
a change in behaviour as they started to praise for
future hopes and the good life.

“ Well...I did that [the change] ...because I am
tired of getting sick.. . after all, life has to go on...”

They go through these processes and getting life
back into control through coping mechanisms
and embrace self-management. A hope in
life may be associated with optimisms and
positivisms that reflect in behaviour. Participants
also recognizes the importance to engage in self-
management behaviours can improve their self-
control, quality of life and well-being.
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Table 4. Theory of planned behaviour of self-management and adherence behaviour.

Variables of the Theory

of Planned Behaviour

Attitudes towards
behaviour
(Behaviour Belief)

Subjective Norm

Perceived Behaviour

(Normative Beliefs)

Description

Favourable or
unfavourable
evaluation of the
behaviour

Perceived social
pressure to perform/
or not performed the

behaviour

Perceived capability

Perception of Self-Management Adherence

Understanding the concepts of self-care management,

personal experience of independence and adaptation process,

self-control, quality of life, self-identity and autonomy. Re-
establishing a role and the value of lives
(Cognitive Domain)

Psychosocial expectations of adaptation of functional.
Psychological and social changes
(Affective Domain)

Demonstrating self-coping and self-control through self-

Control to perform the
(Control Beliefs) behaviour

confidence
Locus of control
(Internal and External)

= Engagement and disengagement

Shame and guilt are uncomfortable emotions
and that make people use various strategies to
prevent these feelings. For some, the sense of
shame and guilt for poor behavior can lead to
the development of positive character, warmth
mature, generativity and integrity [69]. This
scenario is observed as ‘a hidden phenomenon’ in
an environment for people with diabetes in this
study. It affects them directly and indirectly with
the development and use of moral disengagement
for just to ensure that their adherence behaviour
will be ‘seen’ by others. In particular is to fulfil
their healthcare professional’s expectation, thus
they doing those in the act of self-protecting
from sarcastic comments on their failure.

“...the only time I worked very hard is before going
to see my doctor...like one week before, I started
dieting strictly...desperately...to bring down my
sugar level...well..maybe it sound ‘cheating’...but
1 have no choice...”

Moral disengagement was not identified as a focus
within middle range concepts during the review
of literature in this study raising the question
about the impact of moral disengagement on long
term adherence and behaviour change. Although
moral disengagement has been identified as a
significant barrier to behaviour change it was not
being appropriately addressed in research.

m Patients autonomy

Autonomy can be translated into a group of
related terms; individual liberty, privacy, freedom
of choice, self-governance, self-regulation and
moral independence [70]. Personal autonomy as
the personal rule of the self, including decision
making and other activities by the individual,
that is free from both external interference and
personal limitations [71]. Participants in this
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study frequently expressed their feelings about
having constraints in life on making decision for
them and showed concerns about their values
and culture.

“..yes, diabetes disturbed me especially diet. ..
because taking sugar don’t really matter with me. ..
bur most important is the rice...for me living
without rice.. . will make my body very weak...
FIGURE 2-P8

“...1 think...the most and foremost, they need to
explain clearly what we should do, how can we

manage better rather than nagging at us like a
‘policeman’.. FIGURE 2-P4

“....and flexibility. ... always motivate us. .. like say
to me ‘It’s ok, once a while you can eat that favorite
Jfood but just in small amount...” (FIGURE 2)

“...well, I was humiliated in front of everybody in
the room for doing it incorrectly...” (P4-Intv)

Health professional must respect patient’s
autonomy, by at least acknowledging their right
to hold views, make choices, and to take actions
based on personal values and beliefs. Information
and involvement of health professional is at the
heart of patient-centred approach.

= Dependency and role conflicts of health
professionals

In the participants’ eyes, health professionals
are deemed looked as an expert who is
knowledgeable, well trained and have the power
to cure, caring, able to relieve their pain and
discomfort. Through this power and by the
virtue of their knowledge based and expertise,
health professionals are given a trust, authority
and control of their patients. In this sense, when
they are unwell and having problem with self-
care and health; they want help and support of
health professionals to get them back on tract,
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thereby their sharing of information and action
to them is crucial.

“...it is not fare asking us to do all those pricking
... especially at home.. I am just a housewife. .....
anything happens, we suffer ourselves....” (FG2-P2)

However, most of the time, their attempts to
get further explanation about the disease was
confronted with the indifferent attitude of
health professionals and thus, make them feeling
disappointed and decided to keeping it for

themselves.

“.... L did try ro talk ro the doctor. .. but somehow, I
see them not really pay attention...and I taught ...
yeah...maybe they are busy...(FG2-P2)

“...normally, they just talk about our blood result. ..
and that’s all. .. (FG2-P6)

“....at times, they did ask me what I eat and whether
I do my exercise...in a very short conversation...”

(FG2-P4)

“...1 dare not to ask questions. .. because I see them
busy writing...and sometimes talking over the

phone.. .seriously...” (FG2-P3)

These delays and unnecessary stresses of people
with type-2 diabetes can result in delayed process
of adaptations and engagement of self-care due
to the extra pressures and risks on the person and
family.

m Self-efficacy and coping strategies

Self-esteem is a concept of personality which
describes the extent to which we value ourselves.
We need to have self-worth to promote that and
it will be sought by embracing the challenges
for success. Participants in this study showed
some elevation in level of anxiety, depressions
and other emotional reactions towards their
unsuccessful efforts of self-care which altered
their self-esteem and self-confidence.

“...1 personally don’t like depending on people so
much, that’s why now I really feel that I have made
my life inconvenience to my son’s family especially
my daughter in-law because she has to do extra
work, besides cooking for the entire big family. ..
now she has to prepare a different dish for me...”
(FG2-P2)

Often participants feel a failure or a burden to
others if they are no longer able to achieve what
they once could, can demoralising to them.

“...but the problem is...after had all these constraints
...my blood sugar still no change...I just couldn’t
think of the reasons for that .... Something wrong

somewhere. .. (FG2-P8)

In addition, the adjustment to self-care can also
be influenced by other variables such as aspects
of the individual personality, the availability of
various types of support and their understanding
and appraisal of their experience. However,
participants in this study also found that the past
life performance was to be the most significant
overall predictor for either success or otherwise.

“..1 wish to have someone for ‘being there’ for
me when I have problem...like recently I was
not feeling well...very weak and no appetite. ...
and I was just having a fear to decide anything
...not even to take my insulin because once I had
that before...and I was just ended up to be in the
hospital...” (FG2-P4)

Identification and taking effort in developing
self-strategies to cope and self- control are differed
in levels and complexity in all participants in
this study. However, most of them claimed to
have an increasing in knowledge overtime and
keeping updated with information about disease
and care from various resources. According to
Theory of Planned Behaviour by Ajzen, human
action is influenced by three major variables
of behavioural beliefs, normative beliefs and
control beliefs (FIGURE 2). The application
and relevance of this model to engage with self-
management and self- efficacy through planned
behaviour has been set out in TABLE 2 under
the variables of theory planned behaviour model.

Discussion

This study provides a base of knowledge
and understanding for the concept of self
-managements among people living with type-
2 diabetes, the meaning and interpretation of
those within their psychosocial context. This
exploratory research has shown that living with
diabetes is an ongoing process and the meaning of
those experiences may change alongside with the
progress of the illness within the unpredictable
daily life circumstances.

m The needs of patient’s empowerment as
‘self-manager’

It has been widely accepted that patient’s
empowerment must begin with the patient
acquiring information and therefore should be
viewed as an outcome of the educational process.
However, the level of empowerment among
individual often affected by the environmental
factors such as emotional status, spiritual, social
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efficacy, and cognitive living with the diabetes
itself [72-75]. Many traditional diabetes self-
management education (DSME) has been
overlooked of all these aspects in their curriculum.
Finding of this research informs a future study
which attempts to incorporate social support
to help individuals develop the skills and self-
awareness in the management of stress, coping,
social support, goal setting, problem solving and
motivation. Similarly, individuals with diabetes
are also being educated on how to use the health
care system and other community resources that
can help them with their diabetes management.

To be a successful ‘self-manager’, a person with
diabetes not only require coping strategy but
also a personal skill such as self-leadership and
good communication which consist of specific
behavioural and cognitive strategies designed
to positively influence personal effectiveness
[76]. The concept of self-leadership is derived
primarily from research and theory in two areas
of psychology. The first, Social Cognitive Theory
(SCT), views the adoption and change of human
behaviour as a complex process with many parts.
It recognizes that we influenced by the world in
which we live [77]. SCT places importance on
the capacity of a person to manage or control
him/herself particularly when faced with difficult
yet important tasks. This viewpoint serves as the
primary basis for researcher to understand the
interaction of people with diabetes and their
psychosocial environmental SCT also recognizes
the human ability to learn and experience tasks
and events through vicarious and symbolic
mechanisms—that is by observing others and
by using imagination. Finally, SCT stresses
the importance of our perceptions of our own
effectiveness or potential to be effective.

m Partnership, support and networking
with healthcare professionals

Majority of participants expressed concerns about
their doubt on information and knowledge they
received from healthcare professionals which they
described as too technical for them to understand.
Working with professionals usually seen as a
partnership and reciprocity of information,
knowledge and shared decision-making [78]. As
a matter fact, healthcare professionals can also be
a social network where people involved will feels
the bonding as they part of the process. While
at the same time, it should be careful to ensure
that it do not become hierarchical, where there
might make people involve with diabetes feelings
vulnerable at times, then it became too difficult
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to be truly engage with too many people [79].

In respect to the professional power, it was
expressed for the reasons of them not to asking
further during their diabetic visits because they
afraid to interrupt professionals work and fear
of misunderstanding in their intentions. Despite
those, they also raised concerns about differences
in expectation of care consultations which
causing some conflicts sometime. Therefore, they
decided to seek help from others such as friends,
family members or neighbours. These might be
placing them at risks for decisions or suggestion
that might be taken based on inadequate
information and that the value of support from
others again justified. While having said that,
people with diabetes again were challenged in
facing with challenges such as partners being
ignored and taken a back seat, not knowing
them or their condition. The development of
personalised plan for people with diabetes will
allow them interacting more meaningfully with
health professionals and partner/family members
to set out goals and targets which are related
to coping with self-management tasks at home
on daily basis [80-83]. This could set out their
independence, self-management and coping
strategies.

It is observed that most of the emphasis on
self-management support strategies in this
country was developed based on professionals
personalised care plan, care pathways, and
professional care records which were written by
professionals and very limited are shared with
the patients. The researcher proposes that real
consideration should be given to a personal plan
with support a development by professional to
enhance the self-management and self-efficacy of
people with type-2 diabetes. This plan would also
be useful to families in setting out the boundaries
and support that they can provide to the person
with diabetes.

Conclusion

Finding of this study sought to contribute to the
knowledge of based and understanding of the
concepts of self-management behaviour in terms
of reality, meaning and interpretation of people
with type-2 diabetes in the progressive of their
illness, the complexity of the self-management
tasks and having those to living in the challenges
psychosocial environment on day-to-day basis.

This research has demonstrated that living with
diabetes is an ongoing process and that means,



the experience of people might change alongside
with the changes of theirillness as it progresses and
so as the circumstances that they are facing with
throughout their life. The uncertainty of living
with diabetes confront people with numerous
treats and challenges in life. However, finding
of this study revealed that people will reach ‘a
turning point’ where they make a transformation
of that uncertainty event into some opportunities
of getting life back ‘on tracts’ through coping
mechanisms and embraced self-management
tasks. Healthcare professionals should be made
aware of this important ‘turning point’ which
can be taken the opportunity for them to use

their medical power to influence people with
diabetes to engage in self-management behaviour
to improve their health and wellbeing.

Support strategy should be taking consideration
on the potential personal barriers to self-
management such as lack of information
resources, internet access, and social isolation,
physical, cognitive and emotional barriers.
Giving people time during consultation to
discuss their coping, allow them to ask questions,
provide feedback with respects; and focusing on
health behaviour to set the target goal and plan
for strategies to achieve those.

Taking a Moment to Pay Respects to People with Type-2 Diabetes RESEARCH
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