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ABSTRACT

Diabetes is a chronic metabolic disease associatiéd hyperglycaemia as a result of disturbanceateel to
carbohydrate, protein as well as fat metabolisrmgw® malfunctioning of the pancreas with particukference to insulin
production or secretion, action or both. Diabetedlitus is a chronic medical disorder associatéti abnormalities in
glucose uptake. In Africa and Ghana in particutaseems that diabetes mellitus is viewed as mioa@ o biomedical
disease as patients hold certain health beliefsp@nceptions around the condition apart from whkatriown about the
scientific causes and treatments of the diseaseinBtance, there are specific scientific treattmen protocol for diabetes
which chiefly centres on medications, diet, exercimonitoring of blood glucose and education. Thesgine medical
care are important to enhance glycemic controlhaf affected persons to prevent complications astmtiwith the
disease. It is also known that based on scierntdigses of diabetes, we clearly understand the tgiemanifestations
associated with the condition and how they aretétband managed. It has been observed that asdeudimentary
medical care and practices that are offered toetébpatients there are held health beliefs andeptons and similar
related issues which need to be considered indahe af persons living with diabetes in Ghana. Tlannpurpose of this
study was therefore to explore factors which neelie considered in the care of individuals livinghwtype 2 diabetes
mellitus in a Ghanaian Hospital. The study emplofwdnty seven (27) newly diagnosed patients withet? diabetes
mellitus between August and October 2009 at a halsioi Ghana. Through hermeneutic phenomenologiparoach to
gualitative research, in-depth interviews were iedrrout in Ghanaian Twi language as well as in BhglHowever,
participants who could not speak English were ingsved in Twi and subsequently translated into Emglish by the
investigator. The research data was analyzed uSmegwell (1998) method of qualitative data enquiFiiis approach
provided a rich account of the important structuwéshe phenomenon under investigation. The fingiidgentified to be
considered in the care of type 2 diabetes pateamgred on (a) traditional beliefs about the osgif diabetes mellitus (b)
social connotations ascribed to diabetes mellit)sp@tients’ responses/reactions to diagnosis abates as well as
resolution and (d) patients’ perceptions/conceptseeking cure for diabetes mellitus. These findintay offer healthcare
providers a better understanding of how to manadistitally diabetes patients in Ghanaian contéxtthis sense it is
noted that a biomedical care approach single-hdpdedy not enable healthcare providers to succégsnanage and
treat this protracted condition in Ghanaian peoptsmetheless through the inclusion of an undergtgnof their health
and illness beliefs and perceptions, the healthaar&ers may understand what it is like for Ghanal@betes patients to
live with diabetes, and how to offer them the nekedapport and care. This research creates a ptatigron which
healthcare providers may advance educational akaseinformative programmes for patients living twiiabetes in

Ghana as well as the general Ghanaian populatcagdress misconceptions or inappropriate belegfanding diabetes in
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Ghana and other important programmes of diabetes wdiich may take into consideration the culte@itext of Ghana.
The findings may be imperative for nursing educdafio Ghana and diaspora, because curriculum devglopmay need
to consider these findings with regards to diabates other chronic conditions in general, so thasing students will
understand the social-cultural behaviours of p#dieturing training and subsequently be able toradfgpropriate and

cultural sensitive care later in their professidifal

KEYWORDS: Care of Type 2 Diabetes Patients, ConsideratiomsDiabetes Care, Diabetes and Hermeneutic
Phenomenological Enquiry, Persons Living With DiaiseMellitus

INTRODUCTION

Diabetes mellitus is a chronic medical disordepeisged with abnormalities in glucose uptake. Toedition is
made up of 3 major types. These are type 1, typad2gestational diabetes mellitus. Type 1 diabetesirs when the
pancreas loses its capacity to produce insulinchviiesults in uncontrolled elevations of blood gke [1]. Type 2
diabetes on the other hand develops when the Isodgtiable to use effectively the insulin that pla@creas produces. In
type 2 diabetes, insulin production is primarily initially unaffected; nevertheless cell tissuesdme resistant to the
action of insulin [1]. In reaction or response le upsurge of blood glucose level, insulin levéde |and, for a period of
time, compensate for insulin resistance. Subselyyexriter a number of years there is eventual impeant to the pancreas
due to an overburdening of cells in the pancre&s. third type of diabetes is the Gestational Diebéflellitus (GDM)
defined as “any degree of glucose intolerance witket or first recognition during pregnancy” [2]hi§ is because
pregnancy is said to be diabetogenic as pregnamityiced hormones become antagonistic to the prastueatid function

of insulin [3].

Global prevalence of diabetes mellitus among adided between 20 and 79 years was 6.4% at thefet@il0
affecting 285 million adults, which was projectedrise to 7.7% constituting 439 million adults hetyear 2030 [3].
In the same vein, it was reported by the IDF in2@1at 382 individuals between the ages of 40 &gears had diabetes
mellitus of which 80% of the affected persons wienend in the developing countries [3]. SimilarhlpH noted that by
2035 the number of people aged between 40 and &8 péfected with the disease as noted above igdllto 592 million
people with accompanying complications [3]. It ated that the prevalence of type 2 diabetes inquédat is on the rise as
it forms about 90% of all diabetes cases worldwigle The global picture of the prevalence of diasets not different
from Ghana as 6.3% of Ghanaians are estimatedvi® th@ condition, with type 2 diabetes taking al®@@195% of total

cases of diabetes [4, 5].

It seems that most of research studies which haee done in Ghana on chronic diseases in genataliabetes
in particular have focused on perspectives on heaftd healthcare beliefs as well as issues onmggdt practices,
protocols, challenges associated with human resswuand equipment and instruments besides preveforinstance in
2012 De Graft Aikins and others set off to inveastggthe knowledge of respondents on diabetes dsagvés causes and
their treatment in general [6]. In their study seddactors were linked with diabetes such as smmpkind drinking strong
liquor in addition to the consumption of toxic faofb]. It was also noted that diabetes is causespijtual forces and for
that matter treatment of diabetes in general shfmdds on spiritual interventions. This is analog¢éo what Twumasi [7]
and Assimeng [8] had previously noted in their Eadn Ghana that “treatment of spiritual disedasgshana are based on

social analysis, a process in which the traditidresdler seeks to analyse the possible causeseaithant of illness from
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social and spiritual real” [7, p.28]. It is beli@/¢hat in such circumstances, the traditional heateomplishes or does
certain procedures or sacraments and gets cledrém @pirit which is alleged to be instigating eiciting the disease
condition [7]. Similarly, Owusu-Daaku and Smith] [@vestigated the health seeking behavior of Glaamavomen
dwelling in London and Kumasi by means of snowbgllapproach. In London, 16 Ghanaian women who cspéhk
either Twi or English language were considered @ophrt of the study whereas 18 women resident imé&&i were
sampled to take part in the study. Data were daeltton one-on-one interviews and analyzed usindecoranalysis.
Findings indicated that Ghanaian women in Londdribatted chronic diseases such as diabetes and diseases to
lifestyle factors including stress, tiredness, pd@t, poor hygiene and lack of exercises [9]. tidiion ageing and
hereditary were considered responsible for chrdiseases in general [9]. On the other hand the wam&umasi noted
that chronic diseases come about as a result afgiebsecondary to poverty in addition to tirednesgeing, hereditary
reasons, stress, poor quality of drinking water podr general hygiene among other factors [9F thbught-provoking to
note that witchcraft as well as supernatural poviergeneral were mentioned by the participants imidsi as major
causes accountable for diseases such as diabeitgs dehnot respond to medical treatment the “sdiennedicine” [9].
In the same way, factors such as “evil eye”, “spai forces” according to Owusu-Daaku and Smi#h,Were found to
play substantial role in the causality of diseaseditions attributable to spirits such as diahetascers, tuberculosis and
HIV/AIDS to mention a few. The conditions attriledtto spirits according to the Kumasi responderdgsuaually treated
with prayers, reliance on the Supreme Being (G@dhnversely, Ghanaian participants residence in bordid not note
that supernatural factors cause diseases, theyMeoweinted out that such beliefs are associatéil the people living in
Ghana [9]. Both groups however established thain@laas in general adjourn in seeking health pradeats’ advice on
time when there is disease condition until the @dydbecomes severe and “these are attribute@itoeptions and actions
in Ghana” [9, p. 73]. It may be important to nthat the respondents in the two studies share canbratieves in the
external factors including the supernatural powsesg accountable for many diseases such as di&alett that the
management of such diseases conditions also extbiei spiritual realm [9, 6]. From the two studisach perceptions
were connected to participants who were dwellelShiana. These perceptions associated with myst@eedes of chronic
diseases may be owing to the cultural orientatroshana, as in many situations Ghanaians tenchkoelkistences of

events and situations as well as diseases andtimomadio supernatural powers [10].

Initially, De Graft Aikins [11] found that diabetegas associated with too much consumption of sufgogs as
well as eating contaminated foods with agro chelwiaa people use agro chemicals to spray food ciposddition to
what De Graft Aikins [11] identified, Korsah [5]sal noted that diabetes is contracted when somdeepsson the same
bed with the affected person or when another pevealks across affected person’s urine. Similarifigd have been
identified from other parts of Africa. For instandeutebemberwa et al. [12] found that diabetesassmitted to other
people when the affected individual coughs in agnopnvironment in addition to expending or shafoay utensils of the
affected person, and siting nearby the affectetiehdial [12]. In both Korsah [5] and Rutebembervtak [12] studies, it

is perceived that diabetes is contagious and carabsmitted to other people.

Other studies in Ghana have also focused on thémant practices as well as protocols. Accordin@aokwa
[13], on the prevalence of diabetes and it treatraed resources available in the management afdhdition in the Cape
Coast Metropolis, it was found that treatment mitiéal are based on medication, diet, exercises,itorimg of blood
glucose levels and general education targetingéimeral population and persons living diabetesaniqular. However, it

was identified that limited number of healthcarefpssionals as well as in adequate supply of damgsequipment exist
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in the hospitals to manage the condition [13]. dsvironic to found that in all the seven healthlitées studied in the Cape

Coast Metropolis, none of them had neurologist.[13]

Additional studies have also stressed the needoaiot efforts of the various healthcare personnathsas
diabetologists, ophthalmologist, neurologist anggitian specialist as well as specialist nursesrgnuthers in the care of
persons living with diabetes [14]. It is also imgigre to recognize the role of other professiosalsh as nutritionists and
dieticians in the management of diabetes mellitusugh planning of meals appropriate for diabetindition [14]. Aside
the human resource factors important for the mamagé of persons living with diabetes, other resesirsuch as
equipment and instruments are likewise essentiathSequipment and instruments include sphygmomatesmeo
measure blood pressure, electrocardiograph for umiegs heartbeat, spectrophotometer for determirting glucose
concentration in urine as well as glucometers feasuring the blood glucose levels [14]. Howevestualy on chronic
non-communicable diseases and challenges of uaiveesilth by De Graft Aikins et al., [15] found tthe rising burden
of chronic non-communicable diseases in low anddfeidhcome economies like Ghana is associated bdth human
resources challenges as well as the limited supplgquipment and instruments required to take cdrendividuals

suffering these conditions including diabetes rhedli15].
Problem Statement

From the background, at least for Ghanaians liviith diabetes mellitus, it seems that the condittomore than
a biomedical disease as the health perceptionsriargl around the condition indicate that aparnftbe scientific causes
and treatments, there are held beliefs in Ghanafdmch in general about the diabetes mellitus. Néwe noted specific
scientific treatment or protocol for diabetes whiakes into consideration medications, diet, eseramonitoring of blood
glucose and education [16]. These routine medimad are important to enhance glycemic levels obffected persons in
order to avoid complications associated with tle=dse, such as neuropathy, nephropathy, hearandlar conditions as
well as lower limb amputations to mention a few.aladition, what we do know is that based on sdientiauses of
diabetes, we clearly understand the scientific featations associated with the condition and hoesy thre treated and

managed in general [16].

In my interactions with persons living with diabgtduring my years of practice as a professionaseum a
hospital, and also teaching in a nursing schoal @tiversity in Ghana, | have observed that the candered to diabetics
are usually centred on medical care in generalingtance, the need for medications, exercisesoappte diet, regular
monitoring of blood sugar levels, general educatondiabetes care focused on foot care, managipgdhycemia, life
style modification and taking care of the eyes &ntion a few. Apart from these rudimentary or noaitmedical care and
practices that we offer to diabetes patients, tiheag be health beliefs and perceptions and simdiated factors which
may be considered in the care of persons livindy @itbetes in Ghana. In this sense a biomedical wexdel alone may
possibly not enable healthcare providers to sufdssnanage and treat this protracted conditiorGimanaian populace,
however through the inclusion of an understandihgheir health and illness beliefs and perceptidhs, healthcare
workers may understand the certainties of what likie for Ghanaian diabetes patients to live withbetes, and how to
offer them the needed care. Hence, the need tomxfdctors which must be considered during the opersons living

with type 2 diabetes in a Ghanaian hospital usemgnieneutic phenomenological approach to qualitatgearch.
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Purpose of the Study

The main purpose of this study was to explore factehich need to be considered in the care of perfuing
with type 2 diabetes mellitus in a Ghanaian Hos$pithese factors may impact or influence healthgamviders on the
type of care essentially and really required todrelered to the patients diagnosed with type 2etésh Essentially, most
of the care we give to these patients are elementabasic in nature which focus on medication,ieelon diet, exercise
and foot care among a lot, without actually consigethe patients’ perceptions and concepts reggrdiabetes mellitus
in their care. The findings of this phenomenolobitevestigation may therefore offer healthcare jmlevs a better
understanding of how to render comprehensive aatbese patients diagnosed with type 2 diabetebtusein Ghanaian

context.
Research Question

What factors are considered in the care of diahsaéents?
Significance of the Study

The findings of the study will provide healthcareoyiders information on factors that are to be @ered
essentially in the care of diabetes type 2 patidfbs instance, the findings may give us directionshow to include
patient held beliefs on health and illness in tleaire besides the routine care that are rendertitbio. The findings may
also be used by the Ministry of Health in Ghanaaf&hHealth Service, the Nurses and Midwives CodaciGhana and
similar health related bodies to formulate policiisich may improve the care of patients with chcooonditions in
general and diabetes in particular. The study figdimay equally uncover other areas for futurearedeassociated with

chronicity of diseases in broad terms.
Literature Review

Several studies have been done to identify factdish influence the care and management of dialgitisnts.
Specifically, these factors hover around facilitateas well as barriers to diabetes care and maregem general. For
instance, Rickheim et al., [17] found that diabgiaBent education empowers them to adhere to @ialieatment as the
type of diabetes education offered to the patiegtspped them to understand the realities of livirign and managing the
condition. In a similar research, Naik et al., [18)ked at the usefulness of diabetes educatiorpatidnt empowerment
approach for self-management of diabetes. It wasdhat the end of the study that the patients warevinvolved in the
diabetes education and empowerment training demaiedtgreater understanding of diabetes as weleis individual
values of glycated haemoglobin, HbAlc, blood chieles level, and blood pressure. They also shovettebknowledge
on target goals and emphasized the need to ensyeveerment based approach to diabetes care andgemasat to
obtain better outcomes in self-management of degbetellitus in the affected individuals. The fingnof Rickheim et al.,
[17] and Naik et al., [18] are not different fronhat Ozer et al. [19] in a Turkish study with typeidbetes patients found
that there were variances in well-being betweepaedents who took part and had not joined in aeatesh education
training programme as the patients who participatettie training experienced better a metabolicmbrtompared with
non-attendants [19]. In the same vein, Tankovd.g{20], pointed out that structured training pragnme enhanced the
quality of life as well as metabolic control of jgats living with diabetes mellitus. All the foutuslies [17, 18, 19, 20] are
considering patient education and training prograsifior diabetes patients as empowerment strategiapproaches to

augment patient well-being.
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It has also been found that self-monitoring of blaglucose and regular measurement of blood presmere
imperative for the well-being of individuals livingith diabetes mellitus [21]. Further, a study bydéew [22] found that
home or self-monitoring of blood glucose is a ma@ament of active self-management of diabetesitorelind that self-
monitoring of blood glucose has demonstrated dffeand active for patients with types land 2 diebenellitus. It may
be possible for these patients to manage indepégdeith their disease with self-monitoring of bid@lucose which
ultimately may lead to a better quality of life [2%elf-monitoring of blood glucose as well as iisw@dministration or
injection are considered indispensable for dailypagement and care of patients with diabetes melifelf-monitoring of
blood glucose is intended to collect data or infation on blood glucose levels of patients at défferperiods of time that
permit the patient for the judicious identificatiohhigh levels. This is one of the effective wafsnanaging patients with
both type 1 and 2 diabetes mellitus who may begusiaulin, as the information about the patients’od sugar level is
essential to regulate the insulin prescriptionglasages, which may improve glycemic control andicaeomplications
[24].

It is also noted that culture influences healthganactices of individuals and societies in genarad therefore
may affect diabetes outcomes. Members of manyicdnd social groups have specific attitudes, behs well as values
associated with health and iliness. These cultfaeators make the development of cultural competeinchealthcare
essential for every healthcare provider [25]. Ustlarding the culture of individuals may offer thealihcare providers
better knowledge on how to render culturally appiaip care to patients living with diabetes andguds in general. For
instance a study from Thailand indicates that Ttdture impacts diabetes perceptions and manageasetiitey believe
that diabetes is perceived as a sugar and faetellisease condition and that taking too much sagdrfat in diet may
cause diabetes mellitus. The study emphasizesaibe to have culturally appropriate care and manegeguidelines for
diabetes patients and also to consider the impoetan certain foods in the management of diabetdssagar as well as
fat in particular in the cause of diabetes mellf268]. Similarly, Korsah [5] in a qualitative reseh found that diabetes
mellitus is caused when individuals consume toohaugary foods, eat contaminated or toxic foodhidting vegetables
and fruits, and when someone sleeps on the samwibled person with diabetes, as well as when agrewalks across
affected person’s urine. These perceptions anéfsedire inappropriate and may offer us a betteergtanding of how to
care for patients with such health and illnessei®l[5]. Additionally, similar misconception is as$ated with insulin
administration for the treatment of diabetes mgdlins Caballero et al., [27] has pointed out thatiises blindness to
diabetes patients after commencement of insulirafiyeand continuous administration of insulin ialuktes patients may
also lead to dependence [27]. Both Catherine gf2&l] and Korsah, [5] are qualitative studies vihibrow light on sugar
as a causative factor for diabetes mellitus from plerspectives of their research participants. Wewethere are other
factors which can cause diabetes mellitus whichsKb1[5] identified but Catherine et al., [25] diot find. For instance, a
person crossing the urine of diabetes patientssteeping on the same bed with the affected patieyt contract the
condition, in which case diabetes is consideredraagjious disease [11, B{.is only Caballero et al., [27] among the four
studies reviewed in this section which has noteddrerse effect of insulin on vision of persondwdiabetes mellitus. In
my view, one issue that we need to consider asrelsers is that there is a sense in what the r@sgmrticipants are
saying in Caballero and colleagues’ work in 200mbRbly, their assertion of insulin injection leaglito blindness is
based on their observations and experiences witbnps who are put on insulin therapy for the tmeextt of diabetes. This

assertion may need further investigations.
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Another factor which may impact diabetes managensetiite social support which the patient may rexdiom
friends, family members as well as healthcare gleng. Social support covers numerous proportionishwhifferently
impact specific diabetes health-related resulteudcomes as well as behaviours [28]. The effettooial support have
been identified in quite a few studies. A qualitatstudy by Moser et al., [29] noted that self-ngmaent of diabetes is
greatly influenced by health professionals’ suportl recommendations. This is because, understaticknprocedures
and processes that underlie self-care allowed thabexpert nurses to offer diabetes appropriat@smling which goes
beyond the education, manifestations managementpleance as well as metabolic control. Equally tipgration in the
care of diabetes patients by family care giver® désl to a successful self-management as the faoaihe givers
enthusiastically took part in the mundane self-cativities of the affected patients. A similandy, though quantitative
in nature among African Americans indicated thagety?2 diabetes patients received primary suppooj4fiom their
attending physician, followed by support from thies family members (20%) including the spouse sigdificant others
[30]. The two studieMoser et al., [29] and Targf al., [30] are different in terms of design, theywever agree on social
support as a crucial factor in diabetes self-casnagement, whatever form it takes, but what we dowkis that
satisfaction with social support may be a predicfoenhanced diabetes quality of life as well asblglucose monitoring
[30].

Being able to identify barriers to diabetes selecenanagement practices is essential in accompjstptimal
health outcomes for affected people [31]. A studpducted by Elizabeth et al., [32] indicates thelf-smanagement of
diabetes has various impacts such as patient &dtealth care staff factors as well as social @mdronmental factors.
These issues need to be addressed to help patiesuscessfully dealing with their diabetes medlitd qualitative study
by Onwudiws et al., [31] among low income minottipe 2 diabetes patients showed that health infdomavhich were
received from their healthcare providers were earcas they were confusing, and not able to inditiae target blood
glucose level as well as normal blood pressuresé@tserved as key obstacles for improved self-manegeof diabetes
mellitus. It is also important to note that knowdeds crucial in order for diabetes patients to aggntheir condition. Lack
of knowledge ranks high in research studies examittie hurdles or barriers to self-managementatietes mellitus. We
do know that knowledge of diabetes care has beltedeto activities including compliance with meation, diet,
exercise, blood sugar monitoring as well as fooe ¢a8]. It is equally important to note that pat® with low or poor
knowledge of their disease conditions are likelyhave challenges or difficulties in learning thevaced as well as
innovative self-care skills required to improve agynic control. Additionally, there is high probatyilfor literacy as a
factor to predict individuals who may profit fronm éntervention programme for self-care managem@8i. [It seems to
me that the three studies [31, 33, 28] are all hingearound lack of knowledge as a barrier to aessful diabetes self-
care management. The only difference in their pra¢ion is that Onwudiws et al., [31] consideredklaof clear
information for the patients in diabetes managemérgreas Ahola [28] utilizes the knowledge levepafients as a factor
in self-management and its effect on glycemic aintiowever Rothman et al., [33] stresses on litgilavel of patients, a
factor to predict patients who may benefit fromf-eare management programme. Further studies hiaeeidentified
motivation as a barrier to diabetes self-manageniémre are two types of motivation, extrinsic anlinsic [34]. For
instance, extrinsic motivation encompasses engagitan action in order to gain a reward, such &ga of motivation
provided by health team members to their patientgreas intrinsic motivation is determined by innewards which
seems more important in active self-managementtipesc Examples of intrinsic motivation are depi@ss anxiety,

apprehension, fatigue and loss of interest mayctffew an individual patient may actively be inwdvin his or her self-
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care. This is because such psychological manifestafs noted above may negatively affect how iddals take care of
themselves as these may reduce their decisiongtaibility in diabetes care and management in géfie4h Ahola and
Groop [34] have specifically looked at the effeatsnotivation and other psychological factors imtjgalar as barriers for

self-care management of diabetes mellitus.

We have noted from the reviewed literature thatepatempowerment through health education as wetha
level of knowledge and cultural orientation of patis may also impact diabetes self-care in eitlositipe or negative
manner. In addition, it has been identified that-s®nitoring is a major element of active self-ragement of diabetes
mellitus. Similarly, availability of social suppdirom friends as well as significant others inchglifamily members may
ensure positive outcomes in patients with chroiseakes such as diabetes mellitus. Equally, tbealiire indicated that
internal motivational factors such as depressionjedy, loss of interest and similar ones may neght impact self-care
of people living with chronic conditions such aalites mellitus. The review of the literature fds tpresent study seems
to suggest that most of the research studies donfaators influencing diabetes care and manageinegéneral were
conducted in the western world. These factors wegrecifically identified in different settings whes®cio-cultural
environment as well as other factors may be digainfiom the Ghanaian context, hence the need tmaeton this study
in a Ghanaian hospital to explore factors whichdnte be considered in the care of individuals withe 2 diabetes

mellitus.
METHODS

In this study hermeneutic phenomenological apprdachualitative research was employed. Hermeneutic
interpretive phenomenology suggests that humangbeame portion or part of the world, and that indlials are not
detached from their world [35]. Hermeneutic applo&c qualitative research proses that “meaningscardeveloped
through our shared humanness and life experier8%’ This suggests that in hermeneutic phenomeiabgesearch, it
may be impossible for the researcher to separateohinerself from the research participants antl@s exactly what |
have done in this research study, as | have irtetagith the patients in many years of my nursiregctice. Kafle [36] has
pointed out that hermeneutic phenomenological stoegtres on development of rich and in-depth accaidnthe
experiences of a phenomenon being explored. Henmienghenomenology is used in this current studgabee it is
realistic when research questions which try to fimelnings of a phenomenon are inquired [35]. Intiag hermeneutic
phenomenological approach to qualitative researels employed to study type 2 diabetics becausentééhod is
concerned about subjective experiences of persomgeh as group of individuals in which interprétat and explanation
of lived experiences of a phenomenon is a primampgse [36]. Therefore, hermeneutic phenomenolbgicguiry was
able to reveal what needs to be considered in #weagement of diabetics from the lived experiendaype 2 diabetes
patients in a Ghanaian hospital, and that bradjethyself as a researcher was not possible, asetbeanmcher is a

professional nurse in Ghana who has had previonsemions or interactions with type 2 diabetesqudasi.
Sample and Sampling Procedure

A sample of 42 newly diagnosed patients with typdiabetes were recruited through convenience s$etect
approach of patients who attended the OPD, onmadie basis at the diabetic clinic in a Ghanaiaspital. The names of
newly diagnosed patients with type 2 diabetes mmsllivere obtained from the OPD attendance regikgdters were
written to 54 individual patients with type 2 diab® to invite them to partake in this study, anthgpenewly diagnosed

confirmed that the participant would be in a paositto remember all their early responses to theadis when it was
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detected in the hospital. Out of the 54 patierZsrebponded to the letter and were ready to takeipthe study. Patients
with type 2 diabetes mellitus who had been idesdifor diagnosed by a physician within a periochoéé (3) months and
was prepared or willing to take part in the studyravincluded. They were also given informationesti@s well as consent
form to read to know the purpose and implicatiohthe study. The patients who had read these dentsvand signed the
consent form were finally invited for the interview this research. However saturation of data aeclion the 27

participant out of the 42 respondents who retoibethe invitation to take part in the study.
Data Collection

Data was collected through the use of semi-stradtimterview guide. This approach allowed the nedea to
ask open ended questions in order to ensure thaecsation is centred on important issues pertitettie problem being
studied. Similarly, this method permitted the egsh participants freely and openly to conversé hie researcher on
issues from their own point of views on experienttesy felt were essential to be discovered [37]sThethod allowed
more questions to be asked as well as permittiogipg of questions based on the type of issuedquutard by the
researcher for clarification and further delibevas [37]. Flexibility on the part of the researcieensured by the use of
the semi-structured interview guide as this fordeftnes the speed or pace, tempo as well as flamfefmation from the
respondents [38]. Open ended questions were enployéhe researcher in order to get as much asedaatbrmation on
the matters being studied. Information being gibagnthe research participants was also examinechéydsearcher in
order to point out areas which needed further fitation and extensive exploration to ensure tleé¢want areas of the
issue being studied were fully covered. Intervievthe research participants was done by the usaudibtape recorder
after their permission had being obtained. Theyewrterviewed between a minimum of 45 minutes amdaaimum of
one hour at a place of their choice. They wereruiggved in both English and Twi languages (locab@dian language).
The respondents who could not speak the Englisk s@nversed with in the Twi language, but it wasrl&ranslated into
English by the researcher. Data collection lastedHree (3) months between August and October9 2@ata collection
from the research participants continued until datiiration occurred at the"2ihterview when no new information was
forthcoming [39].

Data Analysis

Data in this study was analyzed using Creswell [40htent analysis approach and this was carried out
simultaneously with the interviews. In this appioagerbatim transcribed data from the researchoredgnts were read
several times to get some thoughts or ideas, where noted down as they came to the mind of theareker. This was
followed by a second step whereby sentences ateirstats, words and phrases from the respondenthwdescribed
particular dimensions of the phenomenon under tigation were taken from each transcript. Meaningse then put
together from important statements and ideas flwrdata were developed into research themes. Ttleisters were then
developed out of which theme categories were adanc evolved [41]. Findings were then presenteal iich graphic or
descriptive format to depict the phenomenon untletysfrom the informant’s lived experiences accogdio Creswell’'s
1998 approach to data analysis. Finally, confirorator validation of research findings was sougbirfrthe research
participants to be sure of the information they lgaden to the researcher was exactly what was ptedeo the public
[40]. Verbatim quotes from the participants’ nairres were then used as exemplars to represent tivetwere saying

under each major and sub themes.
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Ethical Considerations

The permission to carry out this research was pbthirom the Research Ethics Committee of the Baail
Health and Life Sciences of the De Montfort Univigrén the United Kingdom. The ethical approvaltéetwas obtained
on the 2% April 2008 with Reference Number 347. Authorizativas also acquired from the authorities in Ghaharev
the research was done including acquiring of pesimisletters from the hospital and the municipahltiedirectorate.
Diabetes patients’ consent to participate in tteeaech was also sought after inviting and explaitie research to them
on individual basis. In addition they were assuwégrivacy, confidentiality and anonymity and amgognizing evidence
or information would not be incorporated in thenseribed transcript or any report or productiornhaf research findings.
In addition biographic data of the respondents segmrated from the interview data to avoid anyagés between them.
Pseudonyms were used to represent the researdaigzants to protect their anonymity. They were alformed that their

decision to take part or withdraw from the studyuldonot affect their treatment in the hospital.
Findings

In this hermeneutic phenomenological approach #litgtive research, four main findings were discede
1. Traditional Beliefs about the Origins of Diabets Mellitus

The traditional beliefs regarding the origins dadlofttes mellitus were identified under four mainugiags. These
are mystical causes, consuming poisonous foodsuooing sugary foods as well as walking across betis patients’

urine or sleeping on the same bed with someonedidthetes mellitus.
Mystical Causes of Diabetes Mellitus

Participants of the study ascribed diabetes mesllitu mystical powers in many ways such as a rexuthe
nefarious activities of witches through witcheryth@r participants also noted that the condition 8ald to him in an open
market in a mystical way through buying and sellwdich signifies diabetes as a ‘bought diseasea similar way some
of the respondents mentioned that diabetes meliitayg be contracted mystically when an individuagiien food to eat

by another person. In this sense the food is seasedmedium through which diabetes mellitus iggiout to the victim.
A participant noted that the condition was coneddhrough spiritual means. This was what he said:

“As for diabetes, one gets it when spiritual adtas are carried out on individuals by witches amdards as

well as similar bodies”.
Another participant who perceived that the conditizas sold to him in an open market has this to say

“This condition was sold to me in the market. Ia tharket one can get everything to buy so in ataplrway the

disease was sold to me. The one who sold the disease is my devil because the person does ndtmeaio

live”.

Similarly, a participant who thought that he gat tondition from the food given to him by someoaé khis to
say:

“As for me | had the condition from the food giterme by a family member. In a mystical way theatis was

transferred to me through the food | got from tfzahily member”.
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Consuming Poisonous Foods

The increasing incidence of diabetes mellitus was attributed to toxic foods as a result of pood darmful
farming practices which have affected the qualitfjomd stuffs we have in Ghana. For instance assalt of the use of
agro-chemicals such as pesticides on food cropse ks apparent contamination of food stuffs intlgdomatoes, garden
eggs, cucumber and lettuce to mention a few. It m@ed by the participants that when prices of fgodup, there is
always increasing pressure on farmers to increizd@ gf food crops in order to increase their grafargins. In this way,
farmers are motivated to use all sorts of poor fagnpractices to increase yield. These farming tiwas were perceived
by the participants to lead to serious health diows such as diabetes mellitus. One of the ppgits said this in
connection with contamination of food stuff.

“The food that we buy from the market have beerantinated because they use all sorts of chemicatptay
the farm crops. Even at times they employ some ichkEmwhich will force the vegetable like tomatdesipe
prematurely. When one eats such vegetables,ikely lto get diseases such as diabetes. Fertiliaegused these

days to grow yam, cassava, cocoyam and the restesare eating poisonous foods everyday”.

A participant mentioned that farmers are eagerabhigh prices for their farm produce when priceshigh;

hence they spray their farm crops to ripe preméture

“When demand for food stuffs go up, the farmersddheir crops to ripe prematurely in order to degh profit
margins. Crops like tomatoes, garden eggs, andairanes can be forced to ripe, you sell at goodgand get

your profit”.
Consuming Sugary Foods:

The research participants related diabetes metlitiuke consumption of too much sugar in diet. phdicipants
used two Twi (local language in Ghana) terms wtdch employed simultaneously to show that there @®ranection
between sugar consumption and the development alfeths mellitus. These are ‘asikyire yare’ (sugaeabe) and
‘asikafo yare’ (disease for the wealthy) as the lthgahave money to buy sugary foods and therefoeeliely to get

diabetes mellitus. Some of the participants lind&detes to sugar consumption in this way.

“The condition is ‘askyire yare’ because it is cadsby too much consumption of sugar. When the@oisnuch
sugar in the body, it is diabetes, so if someomesgmes too much sugar it settles in the blood ande diabetes

in people”.

Another person had this to say in connection whth wealthy in society and their way of life in t&a to

diabetes development.

“People who eat very sweet foods such as beverageyday may also get diabetes. Some of thosegbapk
money and can afford sweet foods every day. Tregtdrigh risk of getting the condition. That isywdiabetes is
called ‘Asikafo Yare’ because they have money yosiweet things to eat and if you are not fortungte; get the
disease”.

Walking Across a Diabetes Patients’ Urine or Sleepg on the Same Bed with Someone with Diabetes Mé&lis:

It was also perceived by the participants that kiveg across the urine’ of someone with diabetdiédy to get
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diabetes. In some Ghanaian communities it may flieudt to get public urinals as well as toiletsdaat such places when
individuals have the urge to urinate, they do senbp This means if a person with diabetes urinated someone
accidentally ‘walks across the urine’, the indivadlunay get diabetes mellitus. People may have & leag distances
outside their houses nevertheless may not comsse@ommunal toilet or urinal and therefore hdnegropensity to
urinate anyplace unrestricted. Similarly, the p#ptints also perceived that sleeping on the samdenita someone with
diabetes may lead to diabetes mellitus. It thiseediabetes was seen as an infectious conditiochwdlan be contracted

by individuals. Two of the participants had thissty, first.

“I know that when you walk across someone’s urind the person has diabetes you can also get thditomm

So you have to pray that you do not walk acrosseuof someone with diabetes”.
The second participant also had this to say:

“Even if you sleep on the same bed with somebottytive condition it can be transmitted to youslaivery bad

condition because it can be transferred to you faoma person to another”.
2. Social Connotations Ascribed To Diabetes Mellits

The social terms ascribed to diabetes mellitus Hey garticipants in this study were related to diebes a
‘Cursed disease, Demonic disease, Bought diseagehaféft disease, Bad disease as well as Chrasiade’. These
meanings attached to the condition tell us abaasturce of the condition, its nature, what it darto the affected person
and how it tags the diabetes patient. They ar@exed to the social, cultural, spiritual as wallraligious beliefs of

Ghanaians. Some of the participants noted theviilig.

“If you have diabetes, it means you are curseds iki because the condition has no end. Lot of pames
associated with it and every day you have to tagdicine either by injection or by mouth. People whwe it are

cursed”.

“This condition is from the devil or the Satan, ydrad disease and always you have to battle witBvién it can
be sold to people in the market, if you meet vexy flierson who is a devil to you can sell it to yoa mystical
way. Family members who want your down fall cah iséb you so that you battle with the conditionyiour
life”. That is why it is called ‘Nto Yare' (Bouglitisease). The bad person sells it you, even yoemdr a family

member can do that to you”.
Similarly, other participants mentioned the followgi

“Witches and wizards can cause diabetes. When gy it people it becomes a chronic disease whigven

goes off in one’s life”.

“It is a bad disease, because it causes other pnoisl in the body if the affected person does nébigimeatment.
That is why | am saying it is a bad condition”.d\e seen someone who got eye problems from diatetasise

it was not treated”.
3. Patient’'s Responses/Reactions to Diagnosis ofibéetes as well as Resolution:

At the beginning of patients’ diagnosis of diabetesre were developing processes of social behagsociated

with patients’ responses to the diagnosis of disbend how the patients subsequently came to teitnghe condition.
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For instance, some of the patients said that thegewiot worried of diabetes because their parert® wiabetics.
However, others were with the view that no one hagd diabetes in their family, so diagnosis of diabewvas clearly
disturbing. Patients’ reactions were also basedheir previous knowledge of diabetes mellitus tlgyio reading via
internet and textbooks. The patients were neversisehble to come to terms with the condition folfgmhe diagnosis in

various ways. A participant reacted this way up@guaosis.

“When | was diagnosed, | never became worried bsedioth parents were all diabetics, so definitdtpéw that
| would get it in my life, so that day there wasproblem at all when | was told by the doctor ahd hurses. My

father has lived with it for many years and thexevas no trouble, so it is about management”.
However, another patient reacted in a different:way

“Ah, no one has diabetes in my family, so whentltge news from the doctor, | was devastated. Tihaevof
that week, | could not eat well, because | waskihip about my future, what would happen to me with bad

condition, but God is alive, will protect me frorhevils”.

Similarly, another reacted based on his previousdt@dge about the condition through internet but hape for

the future:

“Me, | have read about the condition from the imtet, | know some of its manifestations, very bagspso when
| was diagnosed, based on what | have read alrebdys somehow scared about what is likely to hagpeane,
however | know that if God is on your side, one gaercome the condition. Again if you accept thediion and

attend hospital regularly, there will be no problgm
4. Patients’ Perception/Concept of Seeking Cure fddiabetes Mellitus:

Despite the chronicity of diabetes mellitus, théigras remained optimistic that their diabetes wooé cured
either through God or mystical ways or through tlee of biomedical therapy or amalgamation of twotlmee

passageways noted above. This is what they mentione

“As for this condition if you want to survive, yoieed to look at God as well as the need to go @mpital
treatment. At times one has to use special powsrs,need to use spiritual powers to drive awaydéeil that
causes it. In some situations you have to comHtirtaeathree ways to combat this condition, usingdGspiritual

powers as well as hospital treatment to tacklecalhers, so that cure can take place”.

“This is not only a hospital disease and so if y@ve it, you must see the people who have doubteteysee the

causes of the diseases. Hospital management canommit, if you need a cure, it is only the spiaituvay”.

These findings as noted above inform us about wieanheed to consider in the care of type 2 diabefite
findings point to a particular direction, as thegicate some specific elements associated with 2ygh@betics which need
to be addressed in their care. These importantezissimay be able to offer healthcare professiandalstter understanding
of how to give culturally specific care to thesdigats. The findings show that diabetes in Ghanad@rtext is more than a
biomedical condition and therefore the use of bidiced model alone in its management may be limitedthe specific
elements from the findings must be considered allemsed comprehensively during patients’ careraadagement in
general. As a professional nurse, teaching in thiesiNg School and working with diabetes patientths hospital wards

for over 20 years, | have observed that most otcdre rendered to patients are rudimentary, whidet around serving
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medications, checking of vital signs, writing thé our report, bathing and feeding patients as agfollowing specific
protocols of treatments. We rarely consider thésments in the findings as noted above when it cotaeatients’ care
which may be due to several reasons. From thisysiubdave come to realize that addressing theseesssaised in the
findings may go a long way to impact the outcomeliabetes care in a meaningful and positive marffarinstance we
need to consider and address the inappropriatengsiticoncepts and perceptions of diabetes aspeiseived that the
condition emanates from walking across the urindialbetes patients or contracting diabetes by Bigegn the same bed
with a diabetic. We also need to address inappaitgosocial meanings ascribed to diabetes by thbaedian diabetics as
well as their negative reactions following diagresd the condition. | am certain that it is not yogjiving them the
medication prescribed by their doctors and offethmgy services noted above but addressing theiphogpiate folk beliefs
identified in this study in a comprehensive apploatay influence the outcome of their care. Foransé following
diagnosis of a patient, it may be the duty of thalth professional to find out the individual’'s amgruous perceptions of
the condition and identify suitable and fittingwasll as culturally and personalized educationamntions to limit the

negative effects of such beliefs on diabetes ouémom
DISCUSSION

Findings from the study indicate that diabetes ashmnic condition is contracted by individuals rigally
through the activities of witchcrafts by way of isjpial buying by the affected person or spirituahting a particular food
offered to the victim by another person. This mikir to what De Graft Aikins et al., [42] identfi, as diabetes mellitus
was thought to be associated with supernatural poimeluding witchery as well as necromancy or spyactivities. In
2008, Kottack, categorized disease causation ihf@et main domains, including personalistic, naistial and
emotionalistic realms [43]. The naturalistic linedisease causations lays emphasis on the scteafifiroach to causality
in which diseases are associated with microorgasismereas emotionalistic causes of diseases wdrithiseases to
factors such as anxiety, depression, and similastiemmal factors [43]. However, personalistic diseastributable causes
tend to look at supernatural factors such as wicheds, persons, ghosts as well as inanimate telii@enention a few
[43]. In the present study, the findings associavét diabetes causation from the perspectiveyé € diabetes patients
is similar to personalistic disease theory propaanhfly Kottack [43] in which diseases are believecbé caused by
supernatural beings as well as individuals purgbttebe having spiritual powers to cause diseasegher people. In a
similar way, Helman [44] noted 4 areas of diseamgsativeness. These are factors with the persensstives, from the
environment, social factors including interpersostakss as well as supernatural factors such d@gyled individuals,
witchcraft activities and sorcery few to mentiomJ4In the same vein, personalistic approach teatise causation by
Kottack [43] is comparable to supernatural factfrdisease etiology by Helman [44] and De GraftiAsket al., [42] and
these concepts of disease causal theories by kd&¢, Helman [44] and De Graft Aikins et al., [4&re built on by
findings of the current study. This is because @¥pitabetes patients in the current study perceivattheir condition was
brought about by supernatural beings including éscand similar bodies. Other findings of the aurstudy indicate that
diabetes is brought about by individuals eatingt@minated foods as a result of spraying food critls agro chemicals
by farmers, individuals consuming too much sugandsk, and walking across urine of diabetes patesisell as sleeping
on the same bed with someone with diabetes mellAgswe have noted in the above discussion, indalsl in each
culture have their own way of defining and descmpiliness and how the disease comes about. Cufiaraeptions and
beliefs held by patients with regards to illnesgémeral strongly control their opinions, viewsaasdl as insights about the

condition including its treatment and choices theke about the disease management in broad teGhslHese current
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findings about the causes of diabetes from typmBeatles patients’ perspectives are culturally sjpetti Ghanaian patients
but similar to the findings by the Chew, Tan andi (3&] in a Chinese disease categorization in wtdideases were
grouped based on their perception on disease @a$d5]. For instance, Chinese hold belief tha*much heat” or “too
much cold” in the body of an individual may leadat@isease condition. Similarly, “too much wind"thre abdomen of a
person may also lead to “abdominal pain” or evéjoiat pain”. Further, eating specific diets such ‘avatermelon” may
also allow “too much air to enter someone’s bodgéaose diseases. In addition, consumption of giagdrgarlic may also
eliminate air from the human intestine to avoicedises [45]. Though, these concepts of diseasetmausaChinese sense
are culturally different from the causes of diabatethe current Ghanaian study as noted abovewhestudies carry or
convey analogous concepts of disease causationitiutlifferent diseases in mind, nonetheless athem employ folk or
traditional approaches in their explanations ofedse causality or relationship. In other words, ¢hases of type 2
diabetes as perceived by Ghanaian diabetes patsrtperceived causes of certain disease conglitio@hinese spheres

or circles convey and portray similar conceptsigedse formation, they are however presented fierdiit cultural sense.

The findings of the current study also include abt¢erms ascribed to diabetes mellitus. These temsie
connected to diabetes mellitus as a ‘Cursed dis&sesaonic disease, Bought disease, Witchcraft deseBad disease and
Chronic disease’. These labels of diabetes patametsimilar to what Metta et al. [46] found, inialindiabetes was noted
as ‘a disease of the rich’ as they can pay for eatd'good food’ and ‘sweet things’. In a similarivediabetes patients
were branded as having HIV/AIDS because of the ritgvef reduction in weight of the affected indivadls [46]. This
phenomenon has been reported in other African cesnivhere patients with diabetes are stigmatizedhaving
HIV/AIDS due to severe weight reduction [12, 47heBe perceptions or sensitivities may able to disbe undiagnosed
individuals from looking for medical treatment fégar and anxiety of being stigmatized and regardedIV/AIDS
positive individual. In Denis-Antwi’s [48], thoughot related to diabetes mellitus, similar meaniwgse given to patients
with a chronic disease, as sickle cell patienteevabeled as ‘people with stunted structure’. Om€Es$e disease groupings
by Flaw and Sionneau [49] branded diabetes asamisalisease when management of diabetes in theenvesorld was
matched with the Chinese traditional medical care] noted that diabetes mellitus has its origiosnfdevil, gods and
other supernatural powers. By comparative analgdlighe authors, Metta et el., [46], Rutebembeswal., [12], Gill et
al., [47], Denis-Antwi [48] and Flaw and Sionneal®] are talking about similar issues around bragdif individuals
using their disease conditions. Most importanthese social meanings attached to these diseaséicosdell us the
extent to which the condition affects the indivilaad again inform us in some cases the sourceeotdndition, what the
condition can do to the affected person, and fynlllt not the least, how that condition may bet&ea[5]. This idea by
Korsah [5] has been emphasized in Downe-WambolaieBand Coulter [50] that cultural as well asiabmscriptions or
meanings allotted to illness or health situatiodésermined by the individuals and community merabeno experience
that particular condition based on their social andtural experiences in addition to their eduaaiobackground,

economic status and psychosocial issues few toiomejg0].

When people begin to adjust to a chronic non-caategdisease condition such as diabetes, may erazsmp
some changes to individual’s daily routines or wéyife in general. This may be affecting everydags, distressing in
nature and also difficult to handle. When individuare diagnosed with chronic diseases such a®tigbnellitus, it
generates numerous feelings, emotional reactiomgedsas imaginations which health professionalsudth recognize and
comprehend. In this current study, reaction to wiéesis of diabetes mellitus was reported by patiémtéarious ways.

Their reactions were basically based on their égpees with the condition, as the findings indiddt&t the patients were
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not worried upon diagnosis because their parents di@abetes patients. Others also noted that tlerg worried because
none of their parents were diabetes patients, whieother findings indicated that patients werprapensive because
they had read about diabetes and they knew whatkeasd of them. However, in their own ways, theyevable to come
to terms with the condition variously, first, evited by their reliance on God, second, acceptiagémdition as part of
themselves, and thirdly, making remarks that thaients lived with the condition without troubl@$e findings in Peres
et al., [51], in a study to find the feelings of men after diagnosis of type 2diabetes showed #ainys as well reactions
observed among these women just after diabetesal#égcentered on “anger, rage, sadness, fearighd’ {51, p. 104].
It was however evidenced that over time the wonegalne used to having a long-lasting disease likeedés mellitus, as
most of the women said that diabetes mellitus haflany longer worried them, because it becamé gfeehem and had
to accept it [51]. The reactions to diagnosis abdites as portrayed by Peres et al., [51] areaginalwhat ljaz and Ajmal
[52] identified among their diabetes respondentjctvtincluded diabetes interrelated stress, and sgesternness or
severity of the condition which hovered arounditétbility, fear, depression, anger, weeping, temsigadness, shock,
regrets, hopelessness and denial, as well as ‘&sgredss and disappointment”. These reactions Jiered as these
diabetes patients remarked that their diabetesfesations continued to soar in spite of the ragméatments with insulin
injections three times daily, which made them galhemisery and unhappy [52]. In general sense HeisRoss and
Kessler [53], identified five stages of reaction fiigople and these include “denial, rage or angangdining, depression
and acceptance”. The reactions identified by batts et al., [51] and ljaz and Ajmal, [52] are aliaive in nature, which
agree with the general reaction category exhildiiggatients and propounded by Kubbler-Ross andl&efs3], but the
patients’ reactions from Pers et al., [51], ljad é&mal, [52] and Kubbler-Ross and Kessler [53E aelatively different
from what the diabetes patients showed in thiserurstudy. My impression seems to suggest thatioga a diagnosis
of a chronic disease like diabetes is individualjzbased on the distinctive experiences of theepatbut the general
processes they go through is what has been presbypt&ubbler-Ross and Kessler, [53], however it may be every

person who should move through these approved glgskubbler-Ross and Kessler, [53].

The hope for cure of diabetes in this study wasgieed based on the patients’ reliance on the SupiBeing,
God, as well as using the powers of other spiitsaddition to the use of hospital treatment caerod cure to patients
with diabetes. Awah [54] as well as De Graft Aikjdid] have noted that, it is through the spiritpalwers of God and
other gods that a chronic disease such as diabedgsbe cured. Similarly, Awah [54] has pointed that chronic
conditions do not occur in Africa as traditionahgtitioners have the powers to cure all chronicditioms in Africa. In
addition, it was perceived that if a lingering ciiath is cured and the signs and symptoms of theeseondition resurface,
that may be regarded as a fresh attack by thes#isgndition [54]. However, according to Hjelm aktavine [55], it was
noted among their diabetes participants that médiemagement failed in their care to cure diabetad, that served as a
major factor for them to shift to the traditionaaiers and spiritualists in the informal sectortfeatment with herbs and
similar substances in Uganda. This perception abfmuthope for cure of diabetes by the use of fggraach may be
explained based on the individual's beliefs abcealth and illness which influence natural and sogerral forces in
causing diabetes mellitus, and subsequently thd fereuse of folk treatment to cure the conditi@®]f As we have
discussed above, it is imperative to observe thatesdiabetes patients seek help from the traditiseetor to cure their

diabetes mellitus which medical care is unable éamage [56].

The six authors, Awah [54] as well as De Graft A&k[11], Hjelm and Nambozi [56] and Hjelm and Ateif55],

seem to indicate that traditional treatment anditspli management of chronic diseases such as témbmellitus is
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imperative in African situation. However, the pat®in this current study in addition to what Aw&H], De Graft Aikins
[11] and Hjelm and Atwine [55] recognized as tramtil and spiritual treatments to cure diabetes, réspondents

remarked that the cure for diabetes may also beetefrom medical management.

RECOMMENDATIONS AND CONCLUSION
Implications for Nursing Education

The findings may be imperative in nursing educatio@hana and Ghanaians in the diaspora, becauseutum
development may need to consider the perceptigraténts and clients with regards to chronic dissdike diabetes, as
students undergo training, so that these studeiltsumderstand the socio-cultural behaviours ofigrets and clients
associated with chronic diseases in general. Thioffer the students a better understanding oftio give needed and
appropriate care to their patients as well as ddidfor example, social meanings as well as cafsdiabetes and patients’
reactions to diagnosis were identified in this gtudhich to a greater extent defines and deternyadients’ health seeking
behaviours. When the students are able to ideitiége behaviours and perceptions of Ghanaian @ghstients in
course of their training, it will situate them ipmopriate manner in order to care for these pttibased on their ever

varying demands in a socio-cultural complex or Bmesway.
Implications for Nursing Practice and Overall Service Dispensation

The findings may be important in Ghana becauseeptti belief systems in general inform nurses teednto
offer the appropriate cultural sensitive care wirtpatients as well as clients. The findings iatikcand inform nurses how
they should support their patients even beyondepeiwith diabetes but include those with chroméeases in general. In
addition, the findings show that there is a reladiup between biomedical and folk healthcare systasthe two systems
are equally employed by patients in Ghana and ifgpdra, and therefore there is the need to prpjpradgrate the two
for our patients. This may be possible when bogibds which interfere with their integration aresgly examined and

interventions identified. This may require a futoesearch.
Implications for Inclusive Patient and Public Educdion

Bearing in mind these inappropriate beliefs anad@ations in connection with the causes of diabates social
meanings ascribed to diabetes, as well as thaitioes to diagnosis of diabetes by diabetes patienGhana, there is the
need to intensify overall patient education ondfaetes. The author is with the view that suchcation should even go
beyond diabetes patients patronizing and visitimgliomedical facilities including hospitals anthids. Therefore, there
is countless need to embrace the general populatitre education regarding diabetes hovering enctmical signs and
symptoms, as well as informing the patients andphklic in general the need to show themselvesnupeialthcare

facilities for quick action to be initiated, foniely diagnosis and management.

In conclusion, this study has noted that the typease rendered to diabetes patients in Ghanayaieatly
focused on medical care in general, for instartee,need for medications, exercises, appropriate migular monitoring
of blood sugar levels, general education on digbetze which centre on foot care, managing hypegiya, life style
modification and taking care of the eyes to menddew. However, apart from these fundamental atine medical care
and practices that are offered to diabetes patiémtse are held health beliefs and perceptionsaases of diabetes, as
well as social meanings attributed to diabetesitas]l patients reactions following diagnosis oft@ites and patients’

concept of cure of diabetes, in addition to simikdated issues are imperative to be considerétkicare of persons living
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with diabetes in Ghana. In this sense it is arghatl a biomedical care model in particular maysgig not be enable to

offer healthcare providers a meaningful and sigaift insights to efficaciously succeed in managing treating this

protracted disease among Ghanaians, converseludiirthe inclusion of their held health and illndssliefs and

perceptions and reactions to diagnosis, the heakhgroviders possibly will appreciate the conwiet or certainties of

what it is like to live with diabetes, and how ender them the required care.
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