International Journal of Diabetes Research 2017, 6(1): 7-15
DOI: 10.5923/j.diabetes.20170601.02

Effect of Self-learning Package on Quality of Life of
Diabetic Patients at Mohaiel Asser Region, KSA

Fathia Attia Mohammad"’, Ancy Yohannan®

"Lecture of Medical Surgical Nursing, Faculty of Nursing Zagazig Unevirsity, Egypt
?Lecturer of Medical Surgical Nursing, College of Applied Medical Sciences, Mohail Assir, King Khalid University, Egypt

Abstract Back Ground: Diabetes Mellitus is one of highest challenges worldwide, represent major public health
problem in Kingdom of Saudi Arabia for various reason with huge impact on quality of life. Individual's physical, emotional,
and social well-being, are affected. It demand necessary steps to improve the quality of life of those patients, decrease cost
management, avoid related complications and improve all level of health and maintain proper daily living activities.
Objective: The main aim of this study was to assess the competency of illustrated self-learning package in improving
quality of diabetic patients life. Subject & Method: A quasi experimental study with one group pretest posttest design was
followed. The sample consisted of 50 diabetic patient selected based on inclusion criteria. A 36-items short form health
survey questionnaire was used to assess participants quality of life in the pre-posttest. A self-instructional package in the
form of illustrated booklet and CD, was distributed for all participants. Result were indicates to majority of participants
were female and had a hereditary family diseases with compliance to daily treatment, majority of QOL dimensions posttest
were improved compared with pretest. Conclusion: Diabetes care is a lifelong responsibility, an educational self-learning
illustrated package can serve as a choice method for patients with diabetes to enhance their disease-related knowledge,
skills and compliance to strategies that improve QOL. There is a needs to initial QOL assessment, enhance awareness for
newly diagnosed Pt. and periodically. An educational self-learning illustrated package can serve as a choice method for
patients with diabetes to enhance their disease-related knowledge, skills and compliance to strategies that improve QOL.
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There is a fact that most world countries reported a
1. Introduction permanent increase of the DM prevalence and incidence, so
prevention measures are required, including optimizing the
lifestyle and simultaneous control of body weight.
Irreversible chronic complications in patients with
uncontrolled diabetes mellitus leading not only to a poor life
quality but also to a 2-5 times increase of costs of
management, and it is necessary to tight follow-up of these
patients for the rest of their lives [6].
[2]. . . . . . Saudi Arabia is one of the 19 countries and territories of
D1.abetes melhtus (DM) 15 a chronlc, corpplex d1segse, the IDF MENA region. 415 million people have diabetes in
require continuous medical care, with strategies of reducing the world with more than 35.4 million people in the MENA
the multi-factorial risks beyond the glycemic control [3]. Region; will rise to 72.1 million in 2040. There were 3.4
DM considered a sixth cause of death worldwide; every 7 million cases of diabetes in Saudi Arabia in 2015 [7]. DM in

Se,conds’ one person dies from DM [4]. The International Saudi Arabia represent 23.9% of the population compared to
Diabetes Federation (IDF) reported that, at present, there are 23.1% in Kuwait, and 19.8%, in Qatar. The global average
415 million people worldwide suffering from DM, aged figure is far | owe; at 8.3% [Sj

between 20 and 79 years old, the global prevalence being of 3 to 4 out of 18 million Saudi residents between the age of
8.8%, and it is estimated that in 2040 their number will grow 20 to 79 years of which approximately 70% are Saudi
up to 642 million, with a prevalence of 10.4% [5]. nationals suffered from DM [9], about 3.6 million have
s ding auth diabetes, about 90% of them have T2D [10]. In Saudi Arabia,
orrésponding author: . .
dr fathia@yahoo.com (Fathia Attia Mohammad) among Pt. with DM over .tl.le age of 30, an estlmat.ed 40.3%
Published online at http://journal.sapub.org/diabetes are unaware of their condition [8]. Furthermore, with 25.5%
Copyright © 2017 Scientific & Academic Publishing. All Rights Reserved of Saudi population above the age of 30 displaying signs of

Diabetes mellitus (DM) is a major public health problem,
its complications represent a significant medical, social and
economic problem [1]. Many people's with diabetes have
complications of DM and/or other long-term conditions.
Nearly 1 in 5 people with DM have clinical depression and
anxiety that increase health care related costs by around 50%
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pre-diabetes and 28.7% of the Saudi population categorized
as obese and hence at risk of T2D, the number of people with
T2D is expected to rise significantly [11-14]. Indeed, by
2035, the number of Pt. with DM aged between 20 and 79
years old is estimated to reach 7.5 million in Saudi Arabia
[15], with the increase in economic and societal burden, it is
predicted that around 15% of complication related costs,
estimated to be SAR3.9 billion per year are due to
sub-optimal therapy compliance and persistence [7, 15, 16].

The epidemiologic transition in the Kingdom of Saudi
Arabia has been fast that leads to remarkable increase in
living standards, characterized by unhealthy dietary patterns,
and decreased physical activity [17] & increase in the
prevalence of T2DM, in addition to genetic predisposition of
Saudi people to diabetes, and a high prevalence of
consanguineous marriages [18].

Table 1. Increased Risk of Complications and Healthcare Costs over the
Lifetime of a Non-Compliant patients with DM

Percent increased risk versus Complication
compliant patients with DM P
286% More likely to have end stage renal
disease
24% More likely to have a heart attack
26% More likely to have a stroke
40% More likely to have an amputation
1% More likely to go blind (severe vision
loss)
>SAR103,500 Estimated extra.cojc.t t(.) the healthcare
system over their lifetime

Adopted from IMS Institute for Health care Informatics
[20].

Quality of life (QOL) is defined as, an individual’s
perceptions of their own life in the context of their culture,
value , goals, standards, and concerns [21]. Quality of life
from healthcare professionals view is a reflection of an
individual’s whole health, including physical, psychological,
and social wellbeing [22]. QOL consisted from: Physical
health, psychological condition, independence, relationships
with others, and the environment where one lives in [23, 24].

Through studies QOL for diabetic patients can be identify
optimal treatment and care methods based on a given
patient's life situation [25]. DM significantly affects the
patient’s lifestyle, psychological comfort, and wellbeing,
contributing to increased sensitivity, a sense of losing control,
increased stress, and undermine quality of life [26]. Quality
of life assessment must be a routine part of diabetes care, the
information gained through a full patient’s assessment,
challenge factors in treatment, enables the comprehensive
understanding of the patient’s situation, development of new
methods of management and education, then evaluation the
effectiveness of these methods [27].

DM is a disease that affects major aspect of patients' life
and continuously increasing financial costs of management,
to optimize clinical management and increase the
effectiveness of health interventions there is a needs to

conduct research on their quality of life [28]. DM is a main
contributing factor in overall health status, morbidity,
mortality and impaired QOL, uncontrolled diabetes increases
health problems & reduced QOL [29].

Assessment of the diabetic psychosocial aspects are
important to improve self-monitoring and treatment
maintenance. The DQOL questionnaire was designed to
measure diabetes-specific quality of life. It contains five
separate categories: satisfaction with treatment; impact of
treatment; worry about the future effects of diabetes; worry
about social and vocational issues; and overall well-being
[30]. Patients QOL & self-care activity is critical outcomes
of disease treatment and control. Self-management &
changing lifestyle has direct application for metabolic
control & efficient prognosis as measured by DQoL [31].
Quality of life is a significant indicator of treatment
effectiveness, used parallel with clinical and functional
assessment [32].

DM has various complications on body systems, with
significantly and negatively affect the health and QOL in
patients with diabetes. Sense of responsibility, diet
restrictions, daily use of medications & incompatibility of
social roles, self-management and increased costs of drugs,
have a significant impact on the general health, well-being,
and the QOL of diabetic patients [33]. Diabetic patients
suffer from lower QOL compared with the non-diabetic
patients [34], and with those without chronic diseases [37,
38].

Reduced QOL was reduce life satisfaction & impact on
the results of treatment and care through affecting one’s
commitment to the health-care directives [33]. There is
relationship between the control of diabetes symptoms
and improving the QOL by educating the patients. Training
is the basis of disease treatment and achieve
satisfactorily-controlled diabetes related complications,
those patients need to actively participate in disease
management such as daily monitoring of blood glucose,
direct meetings with medical personnel, regular exercise
program and changes in diet and lifestyle [37]. On the other
hand, nurses can determine the negative impact of the
disease on the patients’ QOL and design special care
programs to correct them through examining the patients’
health status and QOL [38]. Improving QOL not only
valuable for diabetic patients, but also reduces the associated
health care costs, improving Pts. knowledge & performance,
improve control of metabolic status and performing the
suitable self-care behavior, so, diabetic patients should
undergo training about their disease and improve their
knowledge and skills [39].

All patient who suffer from chronic disease such as DM
must be live a good quality of life, there is a need to be
educated about management of their illness. A structured
education is essential to provide diabetic patients with the
necessary self-management knowledge and skills to achieve
accepted blood sugar control. The results of systematic
review showed that structured diabetes education has a
positive impact on biomedical and quality of life on diabetic
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patients especially with some degree of reinforcement at
additional points of contacts. Further research is needed to
evaluate the effect of education on longer duration [40].

Health education programs (HEP) considered as a
significant part in therapeutic strategies, aims to help patients
gained accurate healthy knowledge, develop skills that better
health-concern and quality of life. HEPs are available in
various formats and types and have widely proven to be
useful in improving biological, psychosocial and behavioral
parameters [41].

Many studies conducted to evaluate QOL of diabetic
patients reported significant improvement in the intervention
group compared to the control group at the end of
intervention, some reported significant improvement either
in bodily pain and vitality scales of quality of life at the end
of 3 years follow up, or improvement in all domains of
quality of life in intervention group compared to control
group at the end of the study at the end of 6 months follow up
[42-44]. The diabetic educational program should have four
criteria to be effective: structured written curriculum
conducted by trained educators and be reviewed and quality
assured [45]. Study showed that self-management education
has little effects on the quality of life in a relatively short
term follow up, the improvement of quality of life occurs in
long term interventions ,more than 2 years [46].

A structured diabetes education has a short and long term
positive effect especially on HbAlc and quality of life. It is
recommended that all people with diabetes should be
engaged in a structured diabetes education program long
term research to evaluate the effectiveness of structured
diabetes education on the diabetes complications and
mortality rate is recommended because of the natural
progressing history of diabetes and the educational message
may decline over time and may need reinforcement [47].

A displaying training video leads to a positive impact on
all dimensions of QOL of patients with diabetes, the mean
overall QOL of these patients was significantly increased. In
this regard, it is stated that treatment acceptance and
adherence to the self-care principles by the diabetic patients
is very valuable in disease management and brings about
disease control and the necessary lifestyle changes. The
field’s literature emphasizes that QOL is an important and
valuable consequence in patients with diabetes which has to
be routinely evaluated along with training assessments.
Teaching approach based on interactive multimedia tools is a
good choice for diabetics Pts. for enhancing their knowledge
about self-care and increasing their QOL. Results can be
used as guidance for nurse managers and practitioners in
nursing training programs to consider the importance of
video training in patients with diabetes [48].

DM is negatively impacts many aspects of a person’s life,
including the psychological impact of being chronically ill,
dietary restrictions, changes in social life and eventually
lifelong disabilities [49]. Implementation of a health
education program about life style modification and
glycemic control for diabetic patients, and measures to
improve quality of life are highly needed [50].

Self-care training affects the mean score of QOL of
patients with diabetes, the pre mean score of QOL increased
from 46 to 75.52 after the training (P = 0.04) [51]. The
effective self-care behaviors in diabetic patient lead to
glycol-sylated hemoglobin levels closer to normal and an
improved QOL [52]. The overall diabetic management goal
is to prevent acute and chronic complications with
preserving a good quality of life. QOL is an important health
outcome in its right, representing the ultimate goal of all
health interventions [53]. Several studies have demonstrated
that diabetes has a strong negative impact on QOL especially
in the presence of complications [54].

2. Subject & Methods

2.1. Aim of the Study

This study aimed to assess the effectiveness of
self-learning package on Quality of Life of patients with
diabetes mellitus.

2.2. Hypothesis

There is a significant difference between quality of Life of
patients with diabetes mellitus, pre-post administering the
self-learning package.

2.3. Design

A quasi-experimental, of one-group pretest-posttest
designs was followed to conduct this study.

2.4. Subjects & Settings

This study conducted at Mohaiel Asser hospital,
community health care center at Mohaiel Asser region. A
non-probability convenient sampling of 50 patients with
diabetes mellitus who attend to receive treatment or follow
up in the above mentioned setting with normal level of
consciousness & willing to participate and didn’t
participated in similar study before.

2.5. Instrument Tool

Data were collected by using a questionnaire sheet that
divided to two parts, first: covered demographic variables &
the second was the SF-36 health survey to assess QOL [55].
This instrument provides state of health profiles and is one of
the most widely used generic scales in the assessment of
clinical results. It is applicable to both the general population
and to patients with a minimum age of 14 and can be used in
descriptive as well as evaluation studies. It included 8
dimensions of physical functioning, physical role restrictions,
bodily pain, general health perception, energy and power,
social functioning, emotional role restrictions, and mental
health.

Score is based on the short-form 36 (SF-36) standard
measure. The 3-item question with scores of (0, 50, and 100),
the 5-item question with scores of (0, 25, 50, 75, and 100),
and the 6-item question with scores of (0, 20, 40, 60, 80, and
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100) were considered, where higher scores indicate better
QOL performance.

2.6. Preparatory & Implementing Phase

Quality of life questionnaire was translated in Arabic
version & revised by an expert. Review of the current and
past literature related to various aspects of the problem was
done using textbooks, scientific journals, and internet. A
pretest was conducted, then based on the finding, an
illustrated booklet was prepared & revised by specialist for
clarity & reliability, it covered the required knowledge
regarding definition, types, signs & symptoms, complication,
management of DM. as well as meaning of QOL, its
component, why DM impact on QOL and possible strategies
that can be followed to improved, then distributed to all
subject both hard & soft copy, an e-mail and telephone
number were given to all participants for any additional
explanation. After 3 months from package distribution the
post test was conducted by the same pretest questionnaire
sheet that takes 30 minutes to fill it.

2.7. Ethical Considerations

The study was approved by ethical committee in college
of applied medical sciences, Mohail and taken letters to
mentioned setting directors to accomplish research. Patients
were informed about the purpose of the study and about their
right to withdraw at any time. The confidentiality of the
information was secured and ensured.

Statistical analysis

Data coding, entry and statistical analysis were done using
SPSS version 16.0. Descriptive and inferential statistics were
used in the analysis of the study. Paired sample test is used
for the testing of hypothesis.

3. Results

The findings based on the descriptive and inferential
statistics analysis are presented under the following headings

1- Distribution of demographic variables.

2- Distribution of statistical value of pretest and posttest
regarding Quality of life.

3- Distribution of percentage of samples in pretest and
posttest under five domains.

The participants were divided into four categories based
on age, 1. 20-29- (4%); 2. 30-39(56%); 3. 40- 49 (32%) & 4.
50- 59 (8%). Among them 92 % were females and 8 % were
males. Out of them 12 % were unmarried and 88% were
married. According to the number of dependents 4 % had no
dependents, 52% had one dependent, 32% had 2 dependents,
8 % had 3 dependents, 4% had 4 dependents. Nearly 2 third
of subject (64%) were not working, 20% had occupation, and
92% were having hereditary disease & taking regular
treatment. Regarding their level of education, 20% of
participants were illiterate, 12 % were able to read and write
only, 6% have preparatory school, 36% had secondary

school & 24 % were university graduates. Regarding the
place of healthcare audited it was found that 72% of
participants were from government sector, 20% were from
partial health insurance and 8 % were from complete health
insurance sector. 20 % of participants were earning a
monthly income less than 5000SR, 72 % were earning
between 5000- 10000 SR, and 8 % had more than 10000SR
income (Table 2).

Table 2. Percentage distribution of subjects demographic variables (N=50)

Demographic Variables Frequency (%)
1 age 20-29 years 2 4.0
30-39 years 24 48.0
40-49 years 16 32.0
50-59 4 8.0
>59 4 8.0
2 | Gender male 4 8.0
female 46 92.0
3 Marital status  Unmarried 6 12.0
Married 44 88.0
4 Number of dependents 0 2 4.0
1 26 52.0
2 16 32.0
3 4 8.0
4 2 4.0
5 | Occupation does not work 32 64.0
retired 10 20.0
working 8 16.0
6 | Educational level illiterate 10 20
read and write only 6 12.0
preparatory 4 8.0
Secondary 18 36.0
university 12 24.0
7
Place health care audited
government sector 36 72:0
partial health insurance 10 20.0
s el BE
8 Monthly income
less than 5 thousand riyals 10 20.0
5 to 10 thousand riyals 36 72.0
> 10 thousand riyals 4 8.0
9 Is there a hereditary disease Yes 46 92.0
No 4 8.0
10 Are you influenced by it
yes, very much influenced 36 72.0
yes a little 14 28.0
1 Do you comply to daily treatment
Yes 46 92.0
No 4 8.0
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Table 3 support the acceptance of research hypothesis,
where pretest total mean score was found to be 72.48 and
posttest mean score was found to be 84.38. The calculated T
value was 5.95 was significant (P value<0.05). It was
highlighted that there was a significant difference between
the pre-post-test quality of life total mean scores. Hence
hypothesis was accepted in turn, the illustrated educational
self-learning package was significant improved health
related quality of life for Pt. who suffer from DM.

Table 3. Participants quality of life total mean scores pre- post test

Quality of Life Mean T value P value
Pre test 72.48
Post test 84.38 5.595 P=<0.05

Figure 1, showed that percentage of participants in
pre-posttest regarding physical function during pretest was
18% poor category, 64 % moderate category and remaining
18% were under good category of quality of life, whereas in
posttest 2%, 80% and 18% were under poor, moderate and
good category respectively.

Figure 2 demonstrate the percentage of participants in
pre-posttest regarding participants role limitation, which in
pretest was 12%, 40%, and 48% categorized as poor,
moderate & good & in posttest test were 10%, 48% and 42%
respectively.

When the quality of life was analyzed under domain pain
in pretest it was found that 30% were under poor category,
34 % were under moderate category and remaining 36%
were under good category of quality of life, whereas in
posttest 24%, 40% and 36% were under poor, moderate and
good category respectively (Figure 3). Regarding
participants general health pretest was 4%, 86%, and 10%
poor, moderate & good respectively, in posttest were 2%,
88% and 10%. respectively (Figure 4).

Figure 5 illustrated the energy in pretest, it was found that
20%, 74%, and 2% of participants were in poor, moderate
and good quality of life whereas in posttest it was found as
8%, 86% & 6% respectively.
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20
10
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Figure 1. Percentage distribution of participants pre-posttest physical

function domain
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Figure 2. Percentage distribution of subjects pre-posttest role limitation
domain
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Figure 3. Percentage distribution of subjects pre-posttest pain domain
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Figure 4. Percentage distribution of subjects pre-posttest general health
domain
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Figure 5. Percentage distribution of subjects pre-posttest energy domain
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4. Discussion

Saudi Arabia ranks the second highest in the middle East
& is a 7™ highest rate in the world. Several challenges
management needed, direct expense of diabetes is costing
around 13.9% SR of total health expenditure that increased
to 180 billion SR in year of 2014, implement strategies that
improve QOL of diabetic Pts. is crucial to delay or prevent
formidable issues [56].

A systematic review reported that diabetic patients had a
lower related QOL than healthy people and those with better
socio-economic status and better control of cardiovascular
risk factors had better health related QOL [57].

Fahad Al-Shehri study concluded that most diabetic
patients (78.7%) had negative (i.e., unfavorable) audit of
diabetes dependent quality of life scores. Diabetic patients'
age, education and occupation were not significantly
associated with their QOL. Female patients had significantly
worse QOL than male patients (p = 0.026). Married patients
had significantly worse QOL compared with non-married
patients (p = 0.012). Patients with type 2 diabetes had
significantly worse QOL than those with type 1 diabetes
(p =0.029). The degree of diabetes control was significantly
and directly associated with QOL score (p < 0.001). The
worst QOL was expressed among poorly controlled diabetes
while the best was among patients with excellent control
[58]. Diabetic patients face great challenges in all quality of
life dimensions. Epidemiologists, public health researchers,
and health policy makers should work together to develop
comprehensive programs for health promotion and disease
prevention through increasing public awareness [59].

The samples in current study were divided in to four
categories or bio-functional age groups, Percentage of
samples categorized in to the groups were 20-29- (4%);
30-39(56%); 40- 49 (32%); 50- 59 (8%). 92% were females
and 8 % were males, 12 % were unmarried and 88% were
married. According to the number of dependents 4 % had no
dependents, 52% had 1 dependent, 32% had 2 dependents,
8% had 3 dependents, 4% had 4 dependents, which is not
constant with study conducted by Levterova. et.al. found that
less than half were females (52.9%), married (74.3%) and
living in urban areas (61.4%) [60].

Type 2 DM has negatively affected all domains of quality
of life of the study group [60]. Result of current study were
agreement with this result where many of participants didn’t
work, majority were female, nearly to half were aged more
than 40 years, and 92% of the sample were having hereditary
disease & taking regular treatment, high percentage of
heredity diseases demonstrated that consanguineous
marriage still followed in south Saudi Arabia. Regarding
their educational level, 20 % were illiterate, 12% able to read
and write, 8% have preparatory school, 36% had attended
secondary school & university graduates were 24%, this
education level illustrate why nearly to two third weren’t
work & or may be due to participants age . In this study 20%
of samples were earning a monthly income less than SO00SR,
72% were earning between 5000- 10000 SR, and 8% had

more than 10000SR income, which indirectly showed that
high prevalence of DM was noticed in low and moderate
economic status.

In the current study the researchers noticed that there is a
significant difference between the pre-posttest mean scores
regarding quality of life. Therefore patients can have a
change in the quality of life if their knowledge level is
improved by self-learning educational package. This result
was concurrent with systematic review study that showed a
structured diabetes education has a positive impact on
biomedical and quality of life on diabetic patients especially
with some degree of reinforcement at additional points of
contacts [47].

A significant increase in general health perception,
physical functioning, social functioning, pain, and mental
health; however, there was no statistically significant
increase in energy and fatigue and role emotional [48]. The
present study result were constant with this result where we
found an improvement in participants QOL domains after
administer an illustrated self-learning package.

5. Conclusions

The main result of current study were indicates to:

1. Majority of participants were female and had a
hereditary family diseases with compliance to daily
treatment (92%), aged more than 30 years &
dependent on family members on response to daily
living activities (96%).

2. Nearly 2 third didn’t working (64%), only 24% were
graduated from university and nearly three quarter
were following government health care sectors with
monthly family income ranged between 5-10SR
(72%).

3. A posttest total QOL mean score was statistically
difference  improved after administering a
self-illustrated learning package compared to a
pretest mean score (P value < 0.05) that supported a
research hypothesis.

4. Majority of QOL dimensions posttest were improved
compared with pretest.

6. Recommendations

DM had worst impacting in QOL. Based on results of
present study and research hypothesis, we concluded that

- There is a highlight needs for take steps in order to
improving diabetic Pts. QOL.

- An educational self-learning illustrated package can
serve as a choice method for patients with diabetes to
enhance their disease-related knowledge, skills and
compliance to strategies that improve QOL.

- There is a needs to initial QOL assessment, enhance
awareness for newly diagnosed Pt. and periodically.



International Journal of Diabetes Research 2017, 6(1): 7-15 13

REFERENCES

(1]

(2]

(8]

(9]

(10]

[11]

[12]

[13]

American Diabetes Association. (2013). Economic costs of
diabetes in the US in 2012. Diabetes Care. 2013; 36(4):
1033-46.

NHS England, Medical Directorate. (January 2014) Action
for diabetes Available: www.england.nhs.uk/wp-content/upl
0ads/2014/01/act-for-diabetes.pdf Last accessed: 17th March
2016.

American Diabetes Association. Standards of Medical Care
in Diabetes - 2015. Diabetes Care 38 (Suppll): S8-S16, 2015.

World Health Organization: The top 10 causes of death.
Accesed on 1 feb 2016.

International Diabetes Federation. IDF Diabetes Atlas — 7th
Edition. Accesed on 1 feb 2016.

Sandu M M., Protasiewicz D C., Firanescu A G., Lacatusu E
C., Bicu Ml., & Mota M.: Data Regarding The Prevalence
And Incidence Of Diabetes Mellitus And Prediabetes . Rom J
Diabetes Nutr Metab Dis. 23(1):095-103

doi: 10.1515/rjdnmd-2016-0012.

Murray Aitken: IMS Institute for Health care Informatics:
Improving Type 2 Diabetes Therapy Compliance and
Persistence in the Kingdom of Saudi Arabia PP. 7, July 2016.

Diabetes in the Gulf: The policy challenge. September 2015
The policy challenge.

International Diabetes Federation Diabetes Atlas, Seventh
Edition, 2015. Available at http://www.idf.org/idf-diabetesat
las-seventh-edition. Last accessed on 24 March 2016.

Alqurashi KA, Aljabri KS, Bokhari SA. Prevalence of
diabetes mellitus in a Saudi community. Ann Saudi Med.
2011; 31(1): 19-23.

Al-Rubeaan K, Al-Manaa HA, Khoja TA, Ahmad NA, Al-
Shargawi AH, Siddiqui K, Alnagqeb D, Aburisheh KH,
Youssef AM, Al-Batel A, Alotaibi MS, Al-Gamdi AA.
Epidemiology of abnormal glucose metabolism in a country
facing its epidemic: SAUDI-DM study. Journal of Diabetes.
2015;7:622-632.

Adult obesity at a glance. Available at

http://www .healthdata.org/sites/default/files/files/Projects/K
SA/Adult-Obesity-At-a-Glance.pdf. Last accessed on 31
March 2016.

Al Quwaidhi AJ. Epidemiological modeling of type 2
diabetes in Saudi Arabia: predicted trends and public health
implications. Institute of Health and Society, Faculty of
Medical Sciences, Newcastle University. Available at
https://theses.ncl.ac.uk/dspace/bitstream/10443/2168/1/A1%2
0 Quwaidhi,%20A.%2013.pdf. Last accessed on 5 April
2016.

Mugharbel KM, Al-Mansouri MA. Prevalence of obesity
among type 2 diabetic patients in al-khobar primary health
care centers. J Family Community Med. 2003; 10(2): 49-53.

Guariguata L, Whiting DR, Hambleton I, Beagley J,

[17]

[18]

[20]

(28]

Linnenkamp U, Shaw JE. Global estimates of diabetes
prevalence for 2013 and projections for 2035. Diabetes
Research and Clinical Practice. 2014; 103: 137-149.

Kingdom of Saudi Arabia, Ministry of Health Portal,
Statistics and Indicators, 2015. Available at:
http://www.moh.gov.sa/en/Ministry/Statistics/Pages/Budget.
aspx. Last accessed on 11 April 2016.

Al-Hazzaa HM. Prevalence of physical inactivity in Saudi
Arabia: a brief review. East Mediterr Health J 2004; 10:
663-670.

Elhadd TA, Al-Amoudi AA, Alzahrani AS. Epidemiology,
clinical and complications profile of diabetes in Saudi Arabia:
a review. Ann Saudi Med 2007; 27: 241-250.

Memish ZA, El Bcheraoui C, Tuffaha M, Robinson M,
Daoud F, Jaber S, et al. Obesity and Associated Factors -
Kingdom of Saudi Arabia, 2013. PrevChronic Dis 2014;
11:140236.

Aitken M.,: Institute for Health care Informatics : Improving
Type 2 Diabetes Therapy Compliance and Persistence in the
Kingdom of Saudi Arabia PP. 7, July.

Theofilou, P. Quality of Life: Definition and measurement.
Eur. J. Psychol. 2013, 9, 150-162.

Post, M.W. Definitions of quality of life: What has happened
and how to move on. Top Spinal Cord. Inj. Rehabil. 2014, 20,
167-180.

Lewko, J.; Kochanowicz, J.; Zarzycki, W.; Mariak, Z.;
Gorska, M.; Krajewska-Kulak, E. Poor hand function in
diabetics. Its causes and effects on the quality of life. Saudi.
Med. J. 2012, 33, 429-435.

Lewko, J.; Zarzycki, W.; Krajewska-Kulak, E. Relationship
between the occurrence of symptoms of anxiety and
depression, quality of life, and level of acceptance of illness in
patients with type 2 diabetes. Saudi. Med. J. 2012, 33,
887-894.

Theofilou, P. Quality of Life: Definition and measurement.
Eur. J. Psychol. 2013, 9, 150-162.

Rasmussen, B.; Hendrieckx, Ch.; Clarke, B.; Botti, M.;
Dunning, T.; Jenkins, A.; Speight, J. Psychosocial issues of
women with type 1 diabetes transitioning to motherhood: A
structured literature review. BMC Preg. Childbirth 2013, 13.

Huber, C.A.; Schwenkglenks, M.; Rapold, R.; Reich, O.
Epidemiology and costs of diabetes mellitus in Switzerland:
An analysis of health care claims data, 2006 and 2011. BMC
Endocr. Disord. 2014, 14. research in rural population. Med.
Arch. 2015, 69, 190-195.

Boryana Levterova, Georgy Levterov, Elena Dragova.
Quality of Life in Patients with Type 2 Diabetes Mellitus in
Bulgaria: A Cross - Sectional Study. European Journal of
Preventive Medicine. Vol. 4, No. 1, 2016, pp. 7-12.

Shrestha P, Ghimire LA. Review about the Effect of Life style
Modification on Diabetes and QOL. Global Journal of Health
Science. 2012; 4(6):185-190.

Morales MC, Navas AF, Jimenez MFR, Ramos JMR (2015)
Health- Related Quality of Life in Patients with Type 2
Diabetes Mellitus in a Rural Area. J Diabetes Metab 6: 572.



14

[33]

[34]

[33]

[36]

[37]

[38]

[41]

[42]

Fathia Attia Mohammad et al.:

Effect of Self-learning Package on Quality of

Life of Diabetic Patients at Mohaiel Asser Region, KSA

Kiadaliri AA, Najafi B, Mirmalek-Sani M. QOL in people
with diabetes: a systematic review of studies in Iran. J.
Diabetes Metab. Disord. 2013; 12: 1-10.

Guglani, R.; Shenoy, S.; Sandhu, J.S. Effect of progressive
pedometer based walking intervention on quality of life and
general wellbeing among patients with type 2 diabetes. J.
Diabetes. Metab. Disord. 2014, 13.

Raaijmakers LG, Martens MK, Hesselink AE, de Weerdt I, de
Vries NK, Kremers SP. Mastery and perceived autonomy
support are correlates of Dutch diabetes patients'
self-management and quality of life. Patient Educ Couns.
2014; 97(1): 75-81.

Oliva J, Fernandez-Bolanos A, Hidalgo A. Health-related
quality of life in diabetic people with different vascular risk.
BMC Public Health. 2012; 12: 812.

Akinci F, Yildirim A, Gozu H, Sargin H, Orbay E, Sargin M.
Assessment of health-related quality of life (HRQoL) of
patients with type 2 diabetes in Turkey. Diabetes Res Clin
Pract. 2008; 79(1): 117-23.

Hosseini Nejhad Z, Molavi Vardanjani H, Abolhasani F,
Hadipour M, Sheikhzadeh K. Relative effect of
socio-economic status on the health-related quality of life in
type 2 diabetic patients in Iran. Diabetes Metab Syndr. 2013;
7(4): 187-90.

Guo J, Whittemore R, Grey M, Wang J, Zhou ZG, He GP.
Diabetes self-management, depressive symptoms, quality of
life and metabolic control in youth with type 1 diabetes in
China. J Clin Nurs. 2013; 22(1-2):69-79.

Raaijmakers LG, Martens MK, Bagchus C, de Weerdt I, de
Vries NK, Kremers SP. Correlates of perceived self-care
activities and diabe—tes control among Dutch type 1 and type
2 diabetics. J Behav Med. 2015; 38(3):450-9.

Saeid Pour J, Jafari M, Ghazi Asgar M, Daryani Dardashti H,
Teymoorzadeh E. The impact of self-care education on life
quality of diabetic patients. J Heal Admin (JHA). 2013;
16(52): 26-36.

Mohamed OI. & Hassanein M.,: Can Structured Education
Improve Metabolic Outcome and Quality of Life in Diabetes?
A Systematic Review of Randomised Controlled Trials.
middle east journal of family medicine volume 14 issue 2,
March 2016.

Steinsbekk, A., Rygg, L. O., Lisulo, M., Rise, M. B., &
Fretheim, A. (2012). Group based diabetes self-management
education compared to routine treatment for people with type
2 diabetes mellitus. A systematic review with meta-analysis.
BMC Health Services Research, 12, 213

Bosi E, Scavini M, Ceriello A, Cucinotta D, Tiengo A,
Marino R, Bonizzoni E, Giorgino F, on behalf of the
PRISMA Study Group. Intensive Structured Self-Monitoring
of Blood Glucose and Glycemic Control in
Noninsulin-Treated Type 2 Diabetes The PRISMA
randomized trial. Diabetes care. 2013; 36 (10): 2887—2894.

Melkus G, Chyun D, Vorderstrasse A, Newlin K, Jefferson V,
Langerman S. The effect of a diabetes education, coping skills
training, and care intervention on physiological and
psychosocial outcomes in black women with type 2 diabetes.
Biological research for nursing. 2010; 12 (1): 7--19.

Sturt J. One-to-one structured education using the Diabetes

[50]

[51]

[56]

Manual: evidence of effectiveness. Diabetes and Primary
Care. 2008; 10 (6): 363--370.

Department of Health. National service framework for
diabetes. Structured Patient Education in Diabetes 2005.

Newman S, Steed L, Mulligan K. Self-management
interventions for chronic illness. The Lancet 2004; 364:
1523-1537.

Mohamed O. M & Hassanein M.,: Can Structured Education
Improve Metabolic Outcome and Quality of Life in Diabetes?
A Systematic Review of Randomised Controlled Trials.
Middle East Journal Of Family Medicine Volume 14 ISSUE 2,
March 2016

Baraz S, Shahbazian H B, Miladinia M, and Zarea K.: Video
Training Programs and the Quality of Life of Patients With
Type II Diabetes. Jundishapur J Chronic Dis Care. 2015
October; 4(4): €29611.

Pichon-Riviere A, Irazola V, Beratarrechea A, Alcaraz A,
Carrara C, 2015. Quality of life in type 2 diabetes mellitus
patients requiring insulin treatment in Buenos Aires,
Argentina: a cross-sectional study. Int J Health Pol Manag,
4(7): 475-480.

Abd El Latifl FI., Abd El Wahid HA., Amina Ahmed
Mohamed AA. and Farg HK., :Physical and psychological
health domains of quality of life in type 2 diabetic patients in
relation to clinical factors of diabetes mellitus in Egypt .
International Research Journal of Medicine and Medical
Sciences Vol. 4(1), pp. 7-16, March 2016.

Saeid Pour J, Jafari M, Ghazi Asgar M, Daryani Dardashti H,
Teymoorzadeh E. The impact of self-care education on life
quality of diabetic patients. J Heal Admin (JHA). 2013;
16(52): 26-36.

Shayeghian Z, Aguilar-Vafaie M, Besharat MA, Parvin M,
Roohi Gilani K. The Association between Self-Care and
Control of Blood Sugar and Health-related Quality of Life in
Type II Diabetes Patients. Iranian J Endocrino Meta. 2014;
15(6): 545-51.

Pichon-Riviere A, Irazola V, Beratarrechea A, Alcaraz A,
Carrara C, (2015). Quality of life in type 2 diabetes mellitus
patients requiring insulin treatment in Buenos Aires,
Argentina: a cross-sectional study. Int J Health Pol Manag,
4(7):475-480.

Jain V, Shivkumar S, Gupta O, (2014). Health-related quality
of life (HRQol) in patients with type 2 diabetes mellitus.
North Am J Med Sci, 6(2):96-101.

Alonso J, Regidor E, Barrio G, Prieto L, Rodriguez C, et al.
(1998). Population reference values of the Spanish version of
the Health Questionnaire SF-36. Med Clin (Barc) 111:
410-416.

AL-Dawish MA, Robert AA. Braham R, Al Hayek AA, Al
Saeed A, Ahmed RA, & Al Sabaan FS.: Diabetes Mellitus in
Saudi Arabia: A review of the recent literature. Curr diabetes
rev.2016 Jn 26.

Kiadaliri AA, Najafi B, Mirmalek-Sani M. QOL in people
with diabetes: a systematic review of studies in Iran. J.
Diabetes Metab. Disord. 2013; 12: 1-10.

Fahad S. Al-Shehri, Quality of Life among Saudi Diabetics,
Journal of Diabetes Mellitus, 2014, 4, 225-231 Published



International Journal of Diabetes Research 2017, 6(1): 7-15 15

Online August 2014 in scirp.org/journal/jdmhttp://dx.doi.org  [60] Levterova B, Levterov G, Dragova E,: Quality of Life in

/10.4236/jdm.2014.43032 Patients with Type 2 Diabetes Mellitus in Bulgaria: A Cross -
) ) ) Sectional Study. European Journal of Preventive Medicine.
[59] Chandramohan S. A current status of diabetes mellitus and its Vol. 4, No. 1, 2016, pp. 7-12.
risk factors in Saudi Arabia: a review. Int J Health Sci Res. doi: 10.11648/j.ejpm.20160401.12.

2015; 5(2): 390-395.



	1. Introduction
	2. Subject & Methods
	3. Results
	4. Discussion
	5. Conclusions
	6. Recommendations

