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Background: All types of diabetes can damage the heart, blood vessels, eyes, kidneys, nerves
and increase the overall risk of disability and premature death. Diabetes mellitus requires a range
of self-care practices, scientifically recommended to control the glycemic level and maintain the
patient’s health. However, perceived barriers that hinder patients from fully implementing these
diabetes self-care practices and obstacles have not been thoroughly explored. Therefore, this
study aimed to explore the barriers to diabetes patients’ self-care practices from the perspective of
health care providers in two public hospitals in Harar City, Eastern Ethiopia.
Methods: Researchers conducted an exploratory qualitative study among 26 health care
providers working in two public hospitals from March to June 2021. The study participants
were recruited from different disciplines working on diabetes care. Interviews were con
ducted in the Amharic language until the saturation point was reached. The interviews were
tape-recorded, transcribed, and translated to English. Each transcript was read, re-read, and
then exported to ATLAS.ti 7 software for coding. Field notes were used to supplement
verbatim transcriptions. Initial codes were generated. The consistency between the two
coders and their alignment with research questions were checked and applied to all subse
quent transcripts after reached on consensus. The thematic analysis was employed in line
with the primary set research question.
Results: Researchers identified barriers to diabetes patients’ self-care practices such as system,
health care providers, and patient-level. These barriers were categorized under three main
themes: lack of organized diabetes care services, limited collaborative care practices, and
perceived lack of knowledge on self-care practices. In addition, the lack of multidisciplinary
team care, lack of training for health care providers on diabetes self-care practices, and avail
ability of laboratory tests and diabetes medication were prominent barriers.
Conclusion: Multi-level barriers to diabetes patients’ self-care practices such as system,
health care providers, and patients were identified. Therefore, interventions targeting proper
service integration, building providers’ and patients’ capacity on diabetes self-care practices,
and ensuring the sustainability of laboratory tests and medication supplies are essential.
These interventions need to be accomplished through multi-level stakeholders’ engagement
and one-to-one or group interventions covering the multi-level challenges.
Keywords: diabetes, self-care, barriers, health care providers, holistic care, Eastern Ethiopia

Introduction
Diabetes mellitus (DM) is a metabolic disorder characterized by the presence of
hyperglycemia1 that occurs when the body cannot produce enough insulin or
ineffective response to insulin.2,3 There are two significant categories of diabetes
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mellitus: Type 1 diabetes, which usually occurs in child
hood, and Type 2 diabetes, which often occurs in adults,
but gradually affects children and adolescents. Both types
of diabetes can damage the heart, blood vessels, eyes,
kidneys, nerves, increasing the overall risk of disability
and premature death.3 Evidence suggests that Type 2
accounts for about 90% to 95% of all DM cases. In
addition, the changes in population age, social, economic,
cultural aspects, and degree of urbanization contribute to
a more inactive lifestyle, and consuming an unhealthy diet
leads to obesity.4
Globally in 2019, 9.3% (463 million) of people aged 20
to 79 had diabetes, with the number of people with diabetes
predicted to rise 10.2% (578 million) by 2030, and more
than three quarters (79.4%) live in low- and middle-income
countries.4 Additionally, data indicate that around
four million deaths were attributed to diabetes annually.1
In Ethiopia, diabetes increases5 while most people remain
undiagnosed until serious complications become evident.6 In
2017, the projected national diabetes prevalence among peo
ple aged 20–79 was 5.2%, and there were 2.6 million diabetic
cases in the country.2 Likewise, a recent systematic review
indicated that the magnitude of diabetes ranged from 2.0% to
6.5%.7 As a result, the Federal Ministry of Health (FMoH)
conducted a national survey to determine the prevalence and
common risk factors to inform public health policy. At the
same time, the ministry endorsed further investigation of
determinant factors and pocket-sized studies to generate
evidence locally for the implementation of NCD prevention
and control activities.8 Moreover, an analysis of policy was
made, and strategy gaps were suggested to develop targeted
strategies to reduce behavioral risk factors in Ethiopia.9
Patients with diabetes have an increased risk of mor
bidity and mortality.10 In addition, they have the risk of
developing other chronic non-communicable or infectious
diseases.1 Therefore, continuous and regular quality care
with multiple risk-reduction strategies is adequately
initiated and practiced.1,11 Diabetes self-management edu
cation, medical nutrition therapy, psychosocial care, and
self-care have paramount importance in reducing their
risks.12 Diabetes self-care behaviors include healthy eat
ing, regular physical exercise, proper medication followup, blood glucose self-monitoring, problem-solving skills,
coping with the illness, monitoring disease progression,
and eye care.13–15 Commitment to these activities can
reduce the risk of complications and improve quality of
life.16–18 However, despite these facts, diabetes self-care
has been poorly practiced,19 contributing to suboptimal

4336

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2147/DMSO.S335731

DovePress

glycemic control20 and resulting in an increased risk of
overall diabetes complications.21–23
Therefore, active engagement of the patients and health
care providers (HCPs) is crucial for high-quality health
care services. Active participation helps to establish
a partnership, have shared decisions, and encourage the
patients to own their lifestyle goals and action plans.24,25
Thus, improving self-care behaviors is the basis for
improving the health status of patients with diabetes.26,27
However, there is limited evidence indicating the barriers
to diabetes patients' self-care practices that requires further
exploration from various perspectives. Therefore, this qua
litative study aimed to explore these barriers from the
perspective of the health care professionals in two public
hospitals found in Harar City, Eastern Ethiopia.
Furthermore, this study has significant implications for
nurses, which comprise the majority of the health care pro
viders in the country.28 The increase in diabetes patients may
require nurses who educate the patients to manage their
disease. Along with this, providing standard, evidencebased, and cost-effective care can improve the health care
quality and the patient’s health condition.29

Methods
The methods are based on the consolidated criteria for
reporting qualitative research (COREQ) framework, con
sisting of 32-items mainly grouped into three domains:
research team and reflexivity, study design, and data ana
lysis and reporting. The checklist helps report essential
aspects of the research team, study methods, context of
the study, findings, analysis, and interpretations.30

Research Team and Reflexivity
Two researchers with experience in qualitative research
methods and an understanding of the subject matter were
used to collect data. They are also proficient in both the
Amharic and English languages. One of the researchers’
team has a master’s degree in nursing specializing in
chronic diseases, while the others had a Ph.D. degree in
Public Health and Nursing with the academic rank of
assistant to associate professors. There were no prior inter
actions between the researchers and participants before the
commencement of the study. Therefore, the potential influ
ence of unbalanced power between researchers and parti
cipants was minimized. The modifications we made
included the appropriate use of medical jargon, vocabul
aries, tone of voice, and interview mode since the
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participants were from different professions, levels of edu
cation, and gender.

Study Design and Period
The research team conducted an exploratory qualitative
study utilizing health professionals working in diabetes
care in two hospitals through in-depth interviews. The
study was conducted from March to June 2021.

Study and Data Collection Settings
Harari Region is found in eastern Ethiopia, and the
capital City is Harar, located 526 kilometers away
from Addis Ababa, the capital city of Ethiopia. There
are two public hospitals in the city, Hiwot Fana
Specialized Comprehensive Hospital and Jugal
Hospital, where the study was undertaken. Both hospi
tals provide services for the entire community of eastern
Ethiopia. The hospitals have several departments that
deliver services. These include Medical, surgical, pedia
tric, obstetrics, gynecology wards, Intensive Care Units
(ICUs), outpatient departments (OPDs), radiology,
pathology, laboratory, and pharmacy departments. In
addition, the hospitals also serve as teaching centers
for health and medical sciences students. More than
2707 people with DM are followed in the outpatient
clinics of the hospitals. Thirty nurses, 12 residents, 13
internists, and 13 general practitioners are involved in
DM care in the OPDs and medical wards. The inter
views were conducted in separate rooms of the hospitals
for the suitability, confidentiality, and assuring privacy.

Letta et al

Participants
Participants were the health care providers (HCPs) who
directly engaged in providing diabetes care at the OPDs,
medical ward, and medical ICU in the last three months.
The nurses usually facilitate documentation and follow-up
while ward nurses participate in medication administration
and patient education. General practitioners (GPs) and
internal medicine resident students evaluate the patients
at OPDs and in the wards assisted by consulting internists.
Among physically communicated HCPs, two physicians
were dropped out due to their busy schedules.

Sample Size and Sampling Strategy
The study participants were recruited from nurses, general
practitioners, internal medicine resident students, and gen
eral internists using the purposive sampling technique. The
inclusion criteria were having experiences and direct
involvement in diabetes care as primary caregivers.
There were 13 internists, 12 resident students, 14 general
practitioners, and 30 nurses working in outpatient depart
ments, medical wards, and medical ICU of both hospitals.
The participants were primarily approached by phone, and
then the face-to-face discussions were made. Finally, they
were invited by the research team for interviews at
a jointly arranged time (Figure 1).

Data Collection Procedure
Written informed consent was obtained from all the inter
viewees on the interview day before initiating the inter
view. The interviews were carried out using pre-tested
semi-structured guides. The interview guides were

Figure 1 Schematic presentation of sampling strategy of the health care professionals working in Hiwot Fana Specialized Comprehensive Hospital and Jugal Hospital, Harar,
Eastern Ethiopia.
Abbreviations: HCPs, health care providers; GPs, general practitioner.
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prepared in English and translated into the Amharic lan
guage by a bilingual translator. This interview guide con
tains demographic information of participants and a series
of open-ended questions, mainly concentrating on the bar
riers to diabetes self-care practices. These were sample
questions: “Please would you tell me about diabetes selfcare?”; “How are you assisting your diabetes patients in
achieving optimal self-care practices?”; “What are the
existing barriers to diabetes patients’ self-care practice?”,
and “How do these barriers independently hinder patients’
self-care practices?” All these questions were used for
initiating in-depth interviews. In addition, the participants
were encouraged to describe the detail of the challenges
through probing where it was necessary. Two voice recor
ders were used to record interviews simultaneously for
backup in case of recording problems. In addition, field
notes were taken to supplement the verbatim transcription.
Each interview took approximately 30 to 60 minutes.
Accordingly, the interviews were continued until the
saturation point was attained.

consistency of the data across all the interviewees. Lastly,
after completing the analysis, the key findings were pre
sented to all participants for further validation and
feedback.

Ethical Clearance
This study explored the views of health care providers
towards the barriers of diabetes patients’ self-care practices
through an in-depth interview. Several actions were put in
place to assure the study participants’ privacy, comfort, and
dignity. Each interviewee was conducted in a separate private
office. Recording interviews took place after written
informed consent was obtained from an individual intervie
wee that included publication of anonymized responses.
They were assured that data or information obtained from
them were kept confidential except for authorized research
ers. Personal identifiers were not used. Ethical approval was
obtained from the Institutional Health Research Ethics
Review Committee of the College of Health and Medical
Sciences, Haramaya University (IHRERC). We also checked
that this study complies with the Declaration of Helsinki.33

Data Management
The in-depth interviews were recorded, transcribed daily
by the interviewer and note-taker, and translated into
English by two bilingual research team members. The
data were analyzed following the thematic analysis
approach.31 First, the transcripts were read and re-read to
be familiarized with the data’s depth, breadth, and con
tents, then exported into ATLAS.ti 7 software for coding.
Initial codes were generated to identify the data features in
line with the research questions, and the consistency of
codes between the two coders was checked. After reached
on a consensus about coding and the codes were applied to
all subsequent transcripts. The preliminary generated
codes with similar ideas were grouped into thematic head
ings. Those potentially identified themes were reviewed,
refined, split up, or combined based on their relevance to
the research questions. Then themes were defined and
named. Finally, the researchers produced the report by
linking memos with the quotations and finalized the writeup.32 The quality of this study was assured through several
ways: first, the interview guide questions were developed
from existing literature, gaps identified during quantitative
survey we did and evaluated by the teams who have
sufficient experience in diabetes care and qualitative
research. Secondly, the respondents validated the summar
ized information at the end of each interview. Thirdly, the
same interview guide/questions were used to maintain the
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Results
Sociodemographic Characteristics of
Study Participants
A total of 26 in-depth interviews were conducted with
nurses, general practitioners, internal medicine resident
students, and internists who have engagement in diabetes
care in the two public hospitals. The mean age of the
participants was 30.4 ±5.9 years, and most of the partici
pants 21(80.8%) were males (Table 1).

Barriers to Diabetes Patients’ Self-Care
Practices from Health Care Providers
Perspective
The analysis of barriers to diabetes patients’ self-care practices
from perspectives of HCPs in nursing and medicine disci
plines was conducted following the typical thematic analysis
approach. Though there was a complex interrelationship
between themes and sub-themes, the findings were system
atically presented. Initially, 28 subthemes emerged in the early
stage of analysis, and later, these were condensed to 14 subthemes. Among all sub-themes, six were categorized under the
central theme named lack of organized diabetes care services,
which corresponds to the health care system, whereas four
were categorized under the theme of limited collaborative
practices, which corresponds to health care providers related
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Table 1 Demographic Characteristics of the Study Participants
Variable

Category

Number

%

Age, year

Mean(±SD)

30.4±5.9

–

≤30

15

57.7

>30

11

42.3

Male

21

80.8

Female

05

19.2

Nursing

10

38.5

Medicine

16

61.5

Nurses (Diploma to MSc)

12

46.2

Internal Medicine Resident students

06

23.1

Internists

08

30.7

Mean(±SD)

6.4±4.7

–

≤5

15

57.9

>5

11

42.3

Sex

Professional Category

Level of Education/Specialty

Working Experience, year

barriers. The last three sub-themes belonged to lack of knowl
edge about diabetes and its care which corresponds to diabetes
patient-level barriers. Each sub-theme was presented in the
table with its description. Moreover, the theme and sub-themes
were adequately explained in the text (Table 2).

Theme One: Lack of Organized Diabetes
Care Services
Lack of Well-Integrated Services for Diabetes Care
The informants stated that the diabetes care-related ser
vices are not well-integrated. The service areas are not
well aligned; the patients move from one building to
another to get laboratory and pharmacy services.
Electronic communication means that serve for easy
exchange of patients’ information among the units are
not established. The patients must often wait for long
periods at each service entry. On top of this, the lack of
proper handling and documentation of the patients’ med
ical records affects clinical decision-making. There are
also delay in the referral and consultation system between
specialty clinics. Periodical evaluation for eyes, teeth,
kidneys, and heart are not adopted. The services are poorly
organized, not easily accessed, not centered on the
patients’ multiple needs, and do not acknowledge their
role in their health issues. As a result of these, the patients
interrupted the regular follow-up. The support and services
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obtained from health care providers were ceased, then they
were discouraged from practicing self-care. In support of
this, one of the participants stated:
“The services which are given in the record room, phar
macy and laboratory facility for diabetes patients are not
synchronized to one corner or around the endocrinology
unit.” (Participant 10, Internist)
“I know a patient who was admitted to the medical ward
for treatment but developed gangrene over his lower leg.
He has spent 15 days without any treatment due to an
ineffective referral system between medical and surgical
wards.” (Participant 8, BSc nurse)

Unavailability of Experts (Endocrinologists)
Some participants reported that the unavailability of
experts affects overall diabetes care in some way. For
example, the lack of endocrinologists significantly weak
ens collaborative efforts among departments. It also con
tributes to frequent interruption of laboratory services
related to diabetes and an unsustainable supply of essential
diabetes medications that affect the continuity of diabetes
self-care practices. Moreover, they expressed that this lack
worsens integrating the diabetic services under the
Endocrinology unit, which might be a base for compre
hensive diabetes care.
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Table 2 Summary of Barriers to Diabetes Patients’ Self-Care Practices from Health Care Providers’ Perspectives in Hiwot Fana
Specialized Comprehensive Hospital and Jugal Hospital, Harar, 2021, Eastern Ethiopia
Category

Main Themes

Sub-Themes

Descriptions

Health Care

Lack of organized diabetes care

Lack of well-integrated services for

Arrangement of services entry points into one

System

services

diabetes care

corner for easy access

Unavailability of experts
(Endocrinologists)

Sub-specialists who make the correct diagnosis
and treatment

Lack of in-service training of health

On-job training for health workers about diabetes

workers
Lack of trained diabetes nurse

care
Trained nurses who educate and assist patients in

educators

self-care practices

Inconsistent availability of laboratory
tests and drugs

HbA1c, lipid panel, electrolytes, and organ
function tests

Poor response to Covid-19 pandemic

Lack of home care, glucose monitoring, and
telephone consultation

Health Care

Limited Collaborative Practices

Providers

Patients with
Diabetes

Lack of knowledge about
diabetes and its care

Lack of multidisciplinary team DM

Services delivered by interprofessional teams of

care
Unavailability of holistic care

HCPs
Package of cares that addresses the whole aspects

provision
Inadequate patient-centered diabetes

of patients
Care considers patient’s interests, values, and

care

decision

Limited and contradictory
information provision

Unstructured and incomplete diabetes care
information

Misperception about diabetes and its
care

Misunderstanding about DM and its life-long selfcare practices

Lack of self-motivation to practices

Lacks self-courage and inspiration to engage into

self-care
Incapable of changing dietary habits

self-care
Eat their usual diet or any diet they get due to

Low health literacy level

food insecurity
Unable to read, write, and understand health
information

“The existing DM care-related problems will decrease at
least by 50% if an Endocrinologist is available so that the
correct diagnosis and treatment can be made. All services
rendered for patients with diabetes can be organized, and
the continuity of the services can also be guaranteed”
(Participant 12, Resident)

Lack of Diabetes Nurse Educators
Some interviewees reflected that diabetes nurse educators
are a neglected component of the current ongoing service in
the two hospitals. As a result, there were no qualified nurse
educators. Timely identifying the patient’s health care needs
and working collaboratively with the patient and healthcare
provider team to develop the most appropriate treatment
plan and nutrition education might require diabetes nurse
educators. In addition, a qualified nurse educator works to
increase the patients’ understanding of diabetes self-care
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practices. Furthermore, they promote self-care, identify bar
riers, and supporting patients with diabetes in acquiring
skills that enable them to carry out their diabetes self-care.
“The lack of a dedicated nurse who is specifically trained
for diabetes management is significant as they can con
tribute a lot.” (Participant13, Internist)
“Diabetes nurse educators are required to assist the
patients in carrying out diabetes self-care practices.”
(Participant 14, BSc Nurse)

Lack of In-Service Training of Health Care Providers
The participants described that most health professionals
directly engaged in diabetes care had no additional train
ing on diabetes management though there is integrated
national guideline for non-communicable diseases. As
a result, nurses, residents, and internists reported a lack
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of the most updated information on diabetes. The nurses
expressed that they lack adequate knowledge about dia
betes, and self-care dimensions. In addition, they
explained the lack of basic communication skills, coun
seling skills, and knowledge about recommended dia
betes diets specific to the patients’ socio-cultural
context. The communication skills may help to establish
an excellent rapport with the patients. The health care
providers who lack of these knowledge and skills cannot
adequately teach and counsel the patients to motivate
them to perform their self-care.
“I have no additional and adequate training on diabetes
management. I only try to apply directly the sciences that
are in the textbook. The communication skill is also an
important skill by itself, and this directly benefits the
patients.” (Participant 3, General Practitioner)
“I have not been trained to educate, counsel or provide
diabetes self-care other than the training I received during
my baccalaureate study.” (Participant 6, BSc Nurse)

Inconsistent Availability of Laboratory Tests and
Essential Drugs
Many participants expressed that HbA1c, lipid panel, and
electrolyte tests are not consistently available despite
HbA1c being the most reliable and good indicator of
glycemic control. In addition, a lipid panel is helpful to
assess the risk of cardiovascular problems. They explained
that diabetes ketoacidosis (DKA) is managed without
appropriate blood glucose monitoring, urinalysis, and elec
trolyte tests. In addition, there is a lack of glucometers and
urine dipsticks for bedside monitoring. These tests are
available but costly in private hospitals. This irregularity
adversely affects the success of diabetes self-care.
“Recently, HbA1c test was started in our hospital, I am
requesting now, but I am not requesting a lipid panel
although it is indicated for patients with diabetes due to
its unavailability.” (Participant 12, Resident)

Almost all the participants reported a shortage of essential
medications, such as insulin. Patients who live in remote
areas cannot obtain sufficient prescriptions to reduce unne
cessary visits and expenses. In addition, regular insulin for
DKA management is not consistently available. Participants
reported that patients with diabetes do not have access to
newer and safer medications. The patients who have no
health insurance certificate could not get free Lente insulin.
They are obligated to purchase their insulin from the private
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pharmacy where they do not receive comprehensive diabetes
care, resulting in poor glycemic control.
“But now, the patients will get only two vials of insulin
per month. Even if I prescribe for three months, no one
supplies them.” (Participant 5, Resident)
“There is no supply of other safer medications other than
metformin and Glibenclamide” (Participant 11, Internist)
“Medication supply is a big challenge. Soon we started to
manage DKA with regular insulin; we heard the news that
the stock ran out. Besides, those who do not have health
insurance cannot get Lente insulin and are forced to use
only regular insulin or buy from a private pharmacy”.
(Participant 21, BSc Nurse)

Poor Response to Covid-19 Pandemic
Many of the participants witnessed a significant disruption
of the routine care of diabetes during the Covid-19 pan
demic. Diabetic patients discontinued their regular followup and blood glucose checking at the health facility, and
most patients do not have a glucometer at their home; they
were buying and taking their medication from the private
pharmacy without knowledge of their glycemic control. In
addition, as the pandemic progresses, there has been an
increase in admissions due to acute diabetes complica
tions. One coping strategy during the pandemic was to
give several months’ worth of prescriptions; however,
there was a shortage of medications in the hospital.
Furthermore, no remote electronic consultation (media,
telephone, or other means) revealed the lack of resources
and readiness, resulting in a poor response to DM selfcare. Hence, the patients were not able to carry out their
diabetes self-care at home.
“Many patients discontinued their follow-up, medications,
and glucose monitoring, and no alternative home-based
service delivery was arranged.” (Participant 6, BSc Nurse)

Theme Two: Limited Collaborative
Practices
Lack of Multi-Disciplinary Team Care
Almost all respondents reflected that currently, the patients
are not receiving the multi-disciplinary team care
approach. As a result, this practice has been neglected
among different disciplines and within the same discipline.
For example, some participants stated that patient care and
decision-making rely on one discipline that does not con
stitute the provision of comprehensive diabetes self-care
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services. On the other hand, some mentioned that
a multidisciplinary team remains unattainable when one
does not appreciate the contribution of others in the team.

“I do not fully involve all patients in their care issues. It
depends on the patient’s ability to understand my instruc
tions.” (Participant 4, General Practitioner)

“Diabetes care is continued with none of the nurses, nutri
tionist, psychologist’s involvement.” (Participant 9,
Internist)

“If I consider patients’ preference and allow them to
decide on their care, almost all of them prefer to take the
pill rather than insulin injection.” (Participant 9, Internist)

“Nurse can contribute a lot in diabetes self-care practices.
But our misperception is that we as physicians can address
all things”. (Participant 13, Internist)

Unavailability of Holistic Care Provision
Most of the participants expressed that diabetes patients
visit the health facility to get a package of services. The
patients might have concomitant social, psychological, or
emotional problems which necessitate holistic interven
tions. The diabetes care currently provided is not compre
hensive. It is targeted to achieve glycemic control, making
patients lose confidence in the services. While the patients’
multiple needs are left unaddressed, they are dissatisfied
and demotivated to have diabetes self-care practices.
“No doubt, holistic care benefits the patients, but our
primary target is controlling blood glucose so that the
patients received incomplete services and failed to stick
to suitable self-care practices.” (Participant 5, Residents)
“Holistic care requires a multidisciplinary approach. This
inclusive approach is required to address multi-sided pro
blems via diabetes self-care practices.” (Participant 6, BSc
Nurse)

Inadequate Patient-Centered Diabetes Care
Most participants stated that much of the diabetes care
responsibilities go to the patients themselves—this
demands active involvement in their care. However, the
implementation has limitations. They believed that the
current care provision is provider-centered, limiting the
patients’ interests and shared decision-making roles. The
participants also reported perceived reasons for nonpatient-centered care, such as high patient load and inabil
ity to establish a patient partnership. In addition, some
participants reported that it would be challenging to imple
ment patient-centered care when patients have insufficient
knowledge about care options. However, most participants
appreciated that diabetes self-care practices are necessary
and best achieved through the consistent implementation
of patient-centered care.
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Limited and Contradictory Information Provision
Almost all participants reported that they provide limited,
inconsistent, and insufficient information. This limitation
does not prepare the patients to be fully aware of diabetes
and engage in self-care practices. They outlined that the
failure to convey adequate diabetes education information
to their patients is attributed to health care providers’ lack
of adequate knowledge and language barriers. This study
setting was a teaching hospital, where the students of
different disciplines with varying knowledge levels about
diabetes self-care practices were engaged in service provi
sions. Furthermore, there is a lack of educational
resources, such as TV programs and leaflets, to facilitate
learning about self-care practices.
“There is insufficient information provision about proper
care and available treatment options.” (Participant 1,
Resident)
“Some of the nurses have a language barrier while others
lack adequate knowledge to guide and support the patients
in self-care practices.” (Participant 7, Diploma Nurse)

Theme Three: Lack of Knowledge About
Diabetes and Its Care
Misperception Towards Diabetes and Its Care
The interviewees involved in this study felt that most
diabetes patients under their care have misperceptions
about the nature of DM and its lifelong self-care practices.
The patients perceived diabetes as if diabetes is a curable
disease. As a result, they discontinued their medication
once their health condition improved. Moreover, they pre
fer to take herbal medicines rather than modern medicines.
Therefore, they experienced poor glycemic control and
recurrent diabetes emergencies. This misperception
resulted from a lack of appropriate information from
untrained nurses and busy physicians.
“Some of the diabetes patients believe that DM is shortly
curable. Then, they discontinue their follow-up after get
ting treated for months.” (Participant1, Resident)

Diabetes, Metabolic Syndrome and Obesity: Targets and Therapy 2021:14

Dovepress

“Some of the diabetes patients have the misunderstanding
about the disease course and its treatments so that they
discontinued their medication, and search for the herbal
ists.” (Participant 26, BSc Nurse)

Lack of Self-Motivation to Practices Self-Care
Many interviewees expressed that most diabetes patients
are not interested in integrating diabetes self-care practices
into their daily lives. The healthcare providers associated
the lack of self-motivation with a lower literacy level and
awareness about diabetes self-care practices. Additionally,
it was also noted that the patients have never received
structured and adequate information to potentially increase
their motivation and confidence to make an informed
decision. The chronic nature of diabetes causing them to
lose focus and motivation to integrate self-care practices
into their daily life.
“Patients with diabetes have lower awareness about the
disease and lack motivation for diabetes self-care prac
tices”. (Participant 1, Resident)

Incapable to Change Dietary Habits
Most patients with diabetes consistently consume the same
type of diet as expressed by many of the subjects. While
some patients are resistant to modify their usual diets,
others are more compliant to change their diets. In addi
tion, some patients have a shortage of food; as a result,
they eat any food they can access without choices. Such
non-adherence to dietary self-care recommendations leads
to uncontrolled blood glucose and increases the risk of
diabetes complications. The following interview transcript
can ascertain this.
“Most of the patients do not know diabetes diet. Some are
resistant to change their habits. E.g., if it is ‘injera, they
always eat ‘injera.’ If it is bread, they usually eat the
bread. They have no experience of eating varieties of
diet.” (Participant 3, BSc Nurse)
“Socioeconomic condition of the patients is another serious
challenge that put them difficult to eat healthy diets that do
not increase blood sugar.” (Participant 8, BSc Nurse)

Low Level of Patients’ Health Literacy
The participants expressed that most diabetes patients
were uneducated; they lacked functional, interactive, and
numeracy skills. Diabetes patients are unable to read,
write, and understand essential information about their
health. Hence, they cannot follow the health care
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provider’s instructions, including the dose of medications.
Additionally, as it was expressed, there is inadequate
health information provided by health care providers.
They also felt inadequate to provide relevant and up-todate information for diabetes patients to maintain self-care
practices.
“The majority of patients who came from rural areas are
not educated. They are not able to understand medication
instructions. They do not know numbers to take the right
dose of insulin even after they are demonstrated.”.
(Participant 3, BSc Nurse)

Discussion
This exploratory qualitative study was conducted on
barriers to diabetes patients’ self-care practices. The
findings suggested that lack of well-integrated services,
unavailability of Endocrinologists, lack of in-service
training for health care providers, lack of trained dia
betes nurse educators, inconsistent availability of labora
tory tests and DM medications, and poor response to
Covid-19 pandemic were health care system barriers.
Moreover, lack of a multi-disciplinary team, unavailabil
ity of holistic care, inadequate patient-centered care, and
limited and contradictory information provision were
barriers related to health care providers. Lastly, the
patients’ related barriers included lack of selfmotivation, misperception about the disease and its treat
ment, low literacy level, and inability to modify dietary
habits, which were barriers to the diabetes patients’ selfcare practices.
The lack of well-integrated services for diabetes care
was found a significant barrier. The services rendered from
each department, such as the Endocrinology unit, record
room, laboratory, and pharmacy, were fragmented. There
was also a poor referral system for getting specialty care
such as neurology, ophthalmic and dental care, hindering
the patients’ self-care practices. Previous evidence showed
that integrating services improves the quality of care,
patient satisfaction, quality of life, and system efficiency.
The fragmented and poorly integrated services lead to poor
diabetes care outcomes.34,35 The provision of comprehen
sive care necessitates integrated health care services.36
This finding is essential for hospital administrators to
integrate diabetes care services to facilitate easy access
and enhance the diabetes patients’ service-seeking beha
vior and satisfaction.
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The unavailability of Endocrinologists who provide
specialized services was a barrier to diabetes self-care
practices. This finding was in line with a study conducted
in Ghana that identified the lack of Endocrinologists
affected the quality of care11 when there were complex
diabetes cases.37,38 Furthermore, several studies showed
that Endocrinologist-based care, both as a consultant or
DM care team, significantly reduces the length of hospital
stay.39,40 However, the management of chronic diseases
might not draw the attention of stakeholders like infectious
diseases. Consequently, there are few specialists in the
country. Moreover, telehealth could be an alternative solu
tion to increase patients’ access to expert care if feasible,
and scaling up an enrollment for the endocrine subspecialty is essential.
We identified that a lack of adequate in-service training
of health care providers was an existing barrier to diabetes
self-care. Evidence from sub-Saharan African showed that
health care providers had inadequate training on diabetes
care.41 For example, a recent study in Nigeria revealed that
physicians treated diabetes patients without in-service train
ing after they graduated from medical school, significantly
hindering the patients’ self-care practices.42 Similarly,
another review indicated a limited knowledge of nurses in
diabetes care associated with a lack of additional in-service
training on diabetes29 which adversely influences the provi
sion of quality diabetes care.43 However, this finding con
tradicted the national action plans that endorsed the training
of health professionals to provide quality diabetes care.44 In
our context, most in-service training has been highly donorbased so that it is not sustainable. Moreover, the stake
holders might not incorporate in-service training into the
national health care system plan.
The lack of diabetes nurse educators was one main
barrier voiced by the interviewees. Diabetes patients’ edu
cation is the foundation of diabetes care. In most settings,
nurses are trained to assist diabetic patients in establishing
healthy lifestyles.45 Therefore, those nurses trained for dia
betes care could better educate and support the diabetes
patients to accomplish their diabetes care.29,46 These in
turn improves clinical outcomes, quality of life,47,48 and
satisfaction of people with diabetes.49 The nurse population
in the study setting was the majority with ample clinical
experience, but they were the less utilized healthcare pro
fessionals. Therefore, extending the nurse’s role with ade
quate training is cost-effective, and it is critically important
to facilitate patients’ access to diabetes education to enrich
their knowledge of diabetes self-care practices.50
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Inconsistent availability of laboratory services and
essential medications were potential barriers to diabetes
self-care practices. This finding was in line with another
similar study conducted in Cambodia, where laboratory
tests and supplies of essential medications scarce.51
Several other studies also reported how laboratory and
medications unavailability likely deter diabetes self-care
practices.11,43,52 Although the national guideline recom
mends a periodical screening of HbA1c, lipid panel, and
urine analysis,53 blood glucose and other patients’ condi
tions were not consistently monitored. In addition, the
patients could not purchase the medications from the pri
vate pharmacies to aid self-care practices. Consequently,
the glycemic goal remains unattainable for the patients,
which significantly increases the risk of long-term diabetes
complications. This problem was made worse by the
recent Covid-19 global pandemic, which shared many of
the same resources and impeded the constant supply of
laboratory tests and essential diabetes medications.
The poor response of the Covid-19 pandemic was found
to be a barrier to ensure continuity of diabetes self-care
practices, manifested through discontinuation of follow-up
and monitoring blood glucose levels.54 This finding was
consistent with a study in Wuhan, China, and a brief report
of Covid-19, which indicated several clinical follow-ups
were postponed. The patients had been under stress, but
not have support through digital health services, and physi
cal activity was poorly performed.55,56 However, it is well
known that even if numerous related studies were con
ducted, its effects were wide-ranging and continuing, and
the related knowledge continues. Hence, further exploration
will be required to distinguish its impact on diabetes selfcare practices.
The lack of multidisciplinary team-based DM care was
another barrier to diabetes self-care practices. This finding
was congruent with a study from Ghana that reported that
the lack of multi-disciplinary teams negatively affects the
diabetes patients’ self-care practices.11 Many findings from
the developed countries indicated the availability of multidisciplinary team-based diabetes care,57–60 which hastened
the glycemic target and shortened the length of stay in
hospitalized patients.61 Moreover, the multi-disciplinary
team approach significantly improves the psychosocial
and clinical outcomes in diabetes patients.62,63 On the
other hand, ineffective multi-disciplinary care can nega
tively affect the patients’ safety and resources through
fragmented care.64 Though integrating several disciplines
for complex diabetes care received wide recognition, there
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was a delay in launching the multi-disciplinary team care
in the study setting. This discrepancy might be that many
developing countries were suffering from infectious dis
eases which might not equally deserve integrated multidisciplinary care as chronic non-communicable diseases
with various complications and co-morbidities. This
means that a few years ago, chronic non-communicable
diseases may not be perceived as a priority health problem
of the country.
The unavailability of holistic care provision was
a significant barrier identified which agreed with a study
done in Mauritius that holistic care lacked much attention
and focused on the drugs-based model.65 The holistic care
approach benefits the patients by giving equal weight to their
physical, psychological, social, and spiritual well-being.66
A study in Iran showed a higher level of satisfaction of patients
with holistic care.67 In this study, the concept of holistic care is
well known by health care providers but it was not applied to
practice. First, most medical and nursing education focused on
the physical needs than the biopsychosocial needs of the
patients. Therefore, they only dealt with treating the physical
problems in their practical attachments. Secondly, the nurses
spend much of their time on other routine care, such as
monitoring vital signs, bed making, and assisting physicians
than assessing and addressing the patients’ needs through the
nurses’ care plans.
Inadequate patient-centered care (PCC) was a barrier to
diabetes self-care practices against the existing guidelines
and international recommendations.63,68 Our findings
agreed with the growing evidence from Sub-Saharan
African countries where patient-centered care remains
poorly implemented.69,70 However, the role of patientcentered care is a well-recognized dimension of quality
health care.68 The ADA and European Association for the
Study of Diabetes (EASD) consensus report highlights the
PCC’s role in enhancing the patients’ engagement in dia
betes self-care practices.25 The most recent study in the
Netherlands reported that PCC increased patients’ activa
tion level, diabetes perceptions, and improved clinical
outcomes.71 American Diabetes Association highlights
that patient-centered care is one of the priority areas to
achieve optimal diabetes management.72 The present find
ings imply the need for the health care reform to change
from provider-center to a patient-centered care model that
warrants patients’ autonomy and guides the decisionmaking about their health care. Furthermore, it also pro
poses advocating patient-centered care and its successful
execution and transformation into practice.
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There was limited and contradictory diabetes self-care
information for the patients due to language barrier, lack
of diabetes self-care knowledge, lack of in-service training
of health care providers, and lack of educational resources
(guideline, leaflets and posters). The current finding was
consistent with previous evidence that the language
barrier,73 lack of training, having limited knowledge, and
lack of confidence to care for patients with diabetes
complications51 though they expected to have better dia
betes self-care knowledge to treat and teach the patients.74
This might be due to non-adherence to the national guide
line so that the health care providers transmit incorrect
information, which interferes with patients’ self-care prac
tices. Another reason might be that the study settings are
training centers for health and medical sciences students
with different years of study and diverse knowledge levels
that could expose the patients to inconsistent and contra
dictory information.
The patients’ misperceptions about the treatment and selfcare practices of diabetes mellitus were prominently revealed.
Some felt cured and discontinued their medication after
months of treatment, whereas others used herbal medicine.
This is in line with a recent review done in Sub-Saharan Africa
revealed that many patients had a misperception about dia
betes treatment, and used herbal medicines are good treatment
and opted as one alternative therapy,75 whereas a study in
southern India indicated that nearly half of them perceived
that diabetes is a curable disease.76 A study conducted in
Taiwan identified misperceptions that insulin affects the kid
neys and eating vegetables can regulate blood glucose.77 The
reason might be that there was no context-based education
program, no diabetes nurse educators who assessed educa
tional needs, planned, and provided counseling for diabetes
patients to address these misconceptions. A holistic patient
assessment would be warranted to identify more profound
patients’ misperceptions about diabetes and the required stan
dard care and lifestyle change.
We found that providers feel that patients are not selfmotivated to integrate self-care practices into their daily
lives, which was a significant barrier. This finding was
consistent with the studies done in Ghana, which disclosed
that lack of motivation hampered self-care practices and
physical exercises.78 Furthermore, lack of low or lack of
motivation is associated with a lack of knowledge about
the risks of diabetes complications resulting from poor
self-care management.79 In addition, evidence showed
that depression is a co-morbidity affecting people’s moti
vation to adopt effective diabetes self-care practices and
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increased risk of diabetes complications.80,81 This might
be that there were no structured, need-based diabetes edu
cation and counseling services that potentially motivate or
empower the patients to practice self-care and absence of
depressive symptoms screening. Another reason might be
that the study area is where khat is predominantly used,
which might influence patients’ motivation.
The incapable of changing dietary habits was identified as
a barrier in this study. The finding was in line with a study in
Cambodia and Ghana that reported dietary modification was
the most challenging self-care. The patients could not modify
their favorite diets they have eaten for an extended period.51,78
In addition, a study in China identified dietary-related barriers
in patients with poorly controlled type 2 diabetes. The feeling
of deprivation, eating away from home, lower levels of diet
knowledge and empowerment, and more negative appraisal
indicated the difficulty of dietary change.82 Another review
reported that barriers to lifestyle modification include estab
lished food habits, lack of self-efficacy, motivation, social
support, inadequate knowledge, low socioeconomic status,
food culture, and poor time management.83 Dietary nonadherence behavior might be due to the lack of trained nurses
or dietitians in the study setting who assess patients’ barriers
and provide ongoing dietary counseling and support beha
vioral modification that leads to safer and healthy dietary
practices.
Low health literacy level was a barrier to diabetes selfcare. This finding was consistent with a study conducted in
Iran where low health literacy was associated with poor
diabetes self-care practices,84 and the patients with lower
health literacy did not adequately understand instructions
to perform diabetes self-care.85,86 This lower literacy
might be that no best strategy was implemented to enhance
patients’ health literacy levels. In addition, there was no
well-designed diabetes patients’ education that considers
literacy, culture, languages to enhance their literacy levels
through multiple strategies, including video-assisted edu
cation, which might enhance self-care practices.

Strengths and Limitations
The study allowed us to thoroughly explore and under
stand diverse barriers of diabetes patients’ self-care from
multiple perspectives, such as nurses, general practi
tioners, internal medicine residents, and internists. As
a result, we believed that this study generated important
shreds of evidence that might be used by various stake
holders, including policymakers, regional health officers,
hospital administrators, health care providers, and
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researchers, to design multi-pronged strategies to improve
the self-care practices of patients with diabetes. However,
the study did not include views of other health care pro
viders and experiences of patients with diabetes and their
families regarding self-care practices.
Besides, face-to-face interview techniques of data col
lection might introduce social desirability bias. Hence,
future qualitative research needs to incorporate and trian
gulate the perspectives of health care providers with
experiences of patients with diabetes and their families
deemed necessary along with the quantitative study to
determine the magnitude of these barriers.

Implications for Nursing Practices
This study identified several barriers affecting diabetes
patients’ self-care practices and the way forward to improve
overall diabetes care. In addition, the finding has some
implications for nursing practices since they are the major
ity health care professionals in the health care system, and
they are spending 24 hours with the patients and accessible
to them and their families. The nurses were aware of knowl
edge gaps in diabetes care in which they need to improve in
delivering diabetes care. They need to fill their knowledge
gaps through in-service capacity-building training or con
tinuous professional development programs. The nurses
also perceived that patient-centered care and holistic care
provision were limited. Therefore, they prepare themselves
to implement patient-centered holistic diabetes care that
may assist the patients in overcoming various barriers to
achieve desired goals. The finding also suggested empow
ering nurses with more independent roles such as diabetes
nurse educators as a possible initiative to improve the
patients’ health outcomes.

Conclusions
Multiple barriers that hindered diabetes self-care practices
were identified, which included lack of well-integrated ser
vices for diabetes care, unavailability of Endocrinologists
and diabetes nurse educators, lack of in-service training for
health care workers, inconsistent availability of tests and
essential drugs, lack of multidisciplinary team, lack of holis
tic care, inadequate patient-centered care, limited and contra
dictory information provision, patients’ misperception about
the disease and its care, low health literacy level, lack of
motivation and difficulty of changing dietary habits were the
prominent barriers to diabetes self-care practices. Therefore,
we recommend integrated services that can facilitate better
patient care, establishing a context-based multidisciplinary
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team centered around the patients to address the patient’s
needs and enhance diabetes self-care practice, achieve target
glycemic control, and prevent complications.
Capacity-building training is also recommended for
health professionals who provide direct care and support
for diabetes patients—for example; training diabetes nurse
educators is essential to regularly provide standard dia
betes self-management education (DSME) and targeted
counseling services that improve patient’s literacy, motiva
tion, and misperceptions to overcome perceived barriers to
diabetes self-care practices. In addition, the hospital
administrators should ensure the continuous supply of
laboratory materials and stock pharmacies with safer and
adequate essential diabetes medications for augmenting
the effectiveness of diabetes self-care practices.
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