COMPLIANCE TO DIABETIC MANAGEMENT AMONGST ,
PATIENTS WITH DIABETES MELLITUS ATTENDING A GOVERNMENT
HOSPITAL IN KANO, NORTHWESTERN NIGERIA
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Background: The physical, social, and economic burden of diabetes mellitus result mostly from the comp!lcatlons (?f
the disease, which occur because of poor compliance to treatment. However, Physicians commonly ignore l}us
important aspect of diabetic management. This study assessed patients' compliance to diabetic control measures using
acombination of direct and indirect approaches.

Objectives: The study aimed to assess diabetic patients’ compliance to management, as well as the Sociodemographic
factors influencing their compliarce. e
Methods: A cross sectional design was used to study 240 systematically selected diabetic patients from lhc.d!abctlc
clinic of a General Hospital. Subjects were interviewed using a semi-structured interviewer admlms.lcrcq
questionnaires, and data generated were analyzed using “Mini tab” 12.21 computer statistical software. Patients
compliance was assessed using regularity of appointment visits, dictary control, regularity on drugs, modification of
life style, and scored using a Likert scale.

Results: More than one-third (37.1%) of the diabetic patients had good compliance to diabetic management, whereas
41.3% and 21.6% of them had moderate and poor compliance respectively. Compliance however varied for th.e
different methods used to control the disease, with compliance to drug use being highest. The sex of the palicnts..thmr
educational status, occupation, and their average monthly incomes were found to significantly influence the patients'
compliance to diabetic management.

Conclusion: This study demonstrates that diabetic patients are being selective on the use of the discase control

measures prescribed to them by their physicians.

INTRODUCTION

Diabetes Mellitus (DM) is an endocrine disease that results
from relative or absolute lack of insulin, and is
characterized by hyperglycaemia and disturbance of water
and clectrolytes balance.'” Diabetes mellitus was ranked as
the fourth leading cause of death globally, with an estimated
61,714 death annually.” The physical, social and economic
burden of diabetes mellitus result mostly from the
complications of the discase, which occurasa result of poor
compliance to treatment measures; and the economic
expenses for the management of diabetes complications are
farbeyond that of anaverage individual.*

Stedman's medical dictionary defines compliance as the
consistency and accuracy with which a patient follows the
regimen prescribed by a physician or other health
professionals.’ Failurc to adopt compliance however results
in default, and the persons involved are called defaulters.”
Compliance is the most important single step in the
management of chronic illnesses like diabetes mellitus,
when achievement of clinical improvement is required. In
addition, non-compliance to treatment is the single most
important factor resulting to the development of serious
compheations ranging from complicated morbidities,
disabilities to high mortality rates in chronic diseases.’

Key words: Compliance, Diabetic management, Antidiabetic measures

Direct and indirect methods are employed for the
assessment of compliance in the management of diabetes
mellitus.” Direct methods involves measurement of the
level of antidiabetic drugs in the blood or their metabolites
in urine. On the other hand, the indirect approach uscs six
(6) methods of evaluation: self reported compliance;
attendance to scheduled visit: degree of discase control;
medical judgment; level of knowledge of the discase and
Morisky - Green test,™”

A number of studies shows the importance of
compliance in the management of chronic discascs
including  diabetes mellitus."™ Other studies simil
investigated factors that influenced p
diabetic management."”

arly
atients' compliance to
" However, despite the increasing
prevalence of diabetes mellitus, compliance to antidiabetic
measures (which is crucial for the treatment and control of
the disease) is not so often cvaluated, especially in
northwestern Nigeria, Using a combination of the indirect
methods for evaluating compliance, this study asscssed
diabetic patients' compliance to diabetes management, as
well as the factors that influenced their compliance to the
treatment. Information from this study will be useful to the
physicians for better patients' management; to other
researchers, programmers and to policy makers for the
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purposc of designing and or strengthening  non-

communicable discases control programmes.

MATERIALSAND METHOD

The study was conducted in a 250-bedded Murtala
Mohammed Specialist Hospital (MMSIH) in Kano State.
On the average, 100 diabetic patients attend the weekly ran
“diabetic clinic of this hospital.

A cross scctional design was used to select a sample of
240 diabetic patients (estimated using an appropriate
statistical formula for estimating sample size fordescriptive
studies:n — Z"pq/d"). Using the weekly ehinic attendance list
as the sampling frame and by extrapolating the monthly
attendance at 400 patients per month, the monthly
attendance was divided by the sample size (400/240) to
arrive at a sampling interval of 2. Thus 1 in every 2 diabetic
paticnts attending the clinic was interviewed using a semi-
structured interviewer administered questionnaire until the
required 240 diabetic patients were interviewed.
Permission for the study was sought and obtained from the
cthical committee of Aminu Kano Teaching Hospital, Kano
and the management of MMSH. Informed consent was also
obtained from cach patient before the interview.,

The data generated were entered into a spreadshecet in
Microsoft Excel for windows and then transferred into
MINITAB USA rclease 12.21 software for data validation,
cleaning and analysis. Qualitative data were presented as
frequencies, percentages or proportions, while quantitative
data were described using measures of central tendencices
and those of dispersion as appropriate. Chi-square () test
was used to test for significance of association between
qualitative variables.

Paticnts' compliance was assesscd using regulanty of
appointment visits; dictary control; regularity on drugs; and
modification of life style, and scored using a Likert scale
(Nil=0; occasional=1; moderate=2; and regular=3), and
graded into poor, moderate and cxcellent compliance. Out
of a total of 15 points, respondents who scored 11-15 point
were adjudged as having an excellent compliance, while
those who scored between 6 10 points were adjudged as
having a moderate compliance. A score of between 0-5

points, represented poor compliance.

RESULTS
Sociodemographic profile
The Sociodemographic profile of the diabetic patients is as

highlighted in Table 1. Their mean age was 50.9 + 7.1
years. Majority were marricd, males, had formal education,

and selfemployed.

Compliance to diabetic management

Table 2 shows details of the parameters used for assessing
the compliance of the diabetic patients to diabetic
management. More than half (59.6%) of the patients had
optimum blood glucose control at the time of the survey
(Fasting blood sugar < 7 mmol/L). Majority (64.6%) of the
patients were modcrately regular on their clinic

reeular. Up to 39.6% of the patients said they were not
reeular on their appointm
transport fee to the hospita

clinic. Other reasons given by
Jdance were too sick athome (13.3%);

[ 1o visitanother clinie (8.3%):
204): not informed about

ents because cither they had no
| or they reside very far from the
the respondents for not being

reeular on clinic atter
had concurrentillness and hac
long waiting time in the clinte (9. .
next appointment (2.1%) and poor ;Il[‘llll(lc n.l health

(5.4%). The remaining 22.1% of the patients did

workers _
for not being regular on clinic

not give any reason
appointmentas shown in Tabl

More than one third (36.
studied had regular dictary control whercas only 6.2% of
o dictary control. Majority (40.0%) ol the
iin good dictary control because

¢ 3.
7%) of the diabetic patients

the subjects hadn
paticnts could not mamnt:
they believed it was expensive: 12.7% satd they were busy
and could not afford the time required to prepare diabetic
diet. while 24.1% ol the patients complained that the food
for diabetics wis monotonous and tasteless. In addition,
almost a quarter (23.2%) of the patients claimed they could
not maintain dictary control because they did nothave pood
knowledge of the foods required.

Most of the patients (81.7%) were regular on drugs.
Only 7.9% of them were crratic on drugs. I.Ong duration of
treatment (34.3%); multiplicity of drugs (19.2%); lack of
resources to buy drugs (33.1%): fear of side effects and
toxicity of drugs (8.8%) and forgetfulness (4.6%) were
cited by the non-compliant respondents for not adhering to
theirdrugs.

Up to 74.6% of the patients never smoked ciparette.
However, 7.5% of the subjects ceased smoking because
they were advised against it. Up to 27.4% of those paiients
that smoke could not give up smoking becausc of add ction,
while 13.7% of them claimed that they were never ovised
to give up smoking as part of diabetic treatmeni. The
majority of the current smokers (58.9%) however ¢ive no
reason as to why they could not cease smoking.

Most of the respondents (87.9%) do not cnzige in
physical exercise despite the health advice by health
personnel.

The proportion of the diabetic patients that still
COHSUm_cd alcohol despite health advice was 13.3%.
Imcrcs.tmg]y, 2.9% of the patients ceased drinking alcohol
following medical advice by health workers. Addiction
82?:?) and claims for never been advised against alcohol
(o o) were the reasons given by those patients that
1r15151.cd on consuming alcohol, while 55.5% of them could
notgive any reason for their conduct.

Overall, only 37.1% of the diabetic paticnts had good
’C)(])”(:{))/lml(l:'c llto diabetic management, whereas 4].3% :HI‘C!
<l _ iem had moderate and poor compliance
respectively (Table 4),

S?cindcnmgruphic factors influencing compliance 10
diabetic management

Th‘,3 sex of the patients, educational status, occupation, and
Fhmr average monthly incomes were found to sib’”im”m]y
influence the patients’ compliance to diabetic management:

appointment, whercas only 20.4% of them were very
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Respondents® apes and the distance ot thew vestdencies (o
the vhinee howeyerwere not statstically sipifiennt ity
reandasshown i table &

able e Distobotion of respondents by parmm ters wad for
wsennlngt thens complinnce to diabi e gt e nt

Parwmeters Piequency Poreentipe (%)

(n210)
Pastlug blooid suppar
Luble Lo Sociodemopraphie profile of vespondents : j::::::::;: ,';;‘ 4’;:2
CREnDaTaE $ “_‘_q“‘;:;"-" Percentage (') Regularity of appolutment visity
Lee (rears) (=20 Very repilan 19 204
"3(-., 10 19 Muoderately repulin 155 A0
W0 ED) ‘I ._'l._l Nl)t IL'l',lllt'lf 1 15.0
A0-40 R
1:‘ _ :\, :;: | 2‘:"1 Dictary control
‘N\ '. 5| :“l Regular contiol KH 6.7
) 21.2 Muderate control 72 30.0
Sex Lrratic control 05 271
AYS . 02
Male 126 No control 15 0.2
Female L 5 Regularity on drugs
Ethnicity Very regular 196 “1.7
HANICI) . Moderately repular - 25 104
Hausy/ Fulani 155 0-4.0 Erratic 19 1.9
Yoruba i 15.8 '
l\ul\u‘ ] 30 12.5 Modification of life style
Others 17 7.1 Never smoked 179 74.6
. Stopped smoking 18 7.5
Marital status Current smokers 43 17.9
Currently married 151 62.9
Widowed 0 2.5 Engage in physical
Separated 11 4.6 lixf‘,rc%sc £ 29 12.1
Df“’m“d 17 7.1 No physical exercise
Single 35 22.9 despite health advice 211 879
Educational status Never drank alcohol 201 83.8
Formal 159 66.2 Ceased alcohol
No formal 81 338 following health
) Advice 7 29
Occupation Still drink alcohol
Formally employed 43 17.9 despite health advice 32 133
Self employed 118 49.1
Unemployed 79 33.0
Average monthly income )
< N5,000 78 325
2 N5,000 162 SlES Table 4: Summary of respondents' compliance to
- diabeti t
Distance of residence to health facility = c‘ S
Within 5 Kilometers 75 31.2 Level of compliance Frequency  Percentage (%)
More than 5 Kilometers 165 68.8 (n=240)
Table 3: Respondents' reasons for not being regular ;%‘é‘i;‘:g‘géﬁ‘;;me gg -31'{;
on their clinic appointments Fon compliante 5 316
Reason Frequency Percentage (%)
Lack of transport fee 34 14.2 Total 240 100
Distance 61 254
Too sick at home 32 13.3
Busy attending another clinic
for other ailment 20 8.3
Do not like long waiting time
‘ in clinic 22 9.2
I | Notinformed about next
Appointment 5 2al
Poor attitude of health
Workers 13 54
No reason 53 22.1
Total 240 100.0
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rate of about 107e may not be unconnectad with the high - CONCLUSIONAND RECOMMENDATIONS

gastromtestnal side-effects of ;11;;:9;-‘“--\3" md U \f«l,;;.:\-: More than one thand (37 17D ot the dabetie patients studhed

state of the respondents (Pam cipants inthelr studv onlv had - had goad co:wa\.x'.‘.cc to the holistie diabetie management 1
-,:'.t;‘:.i_'-:c' glucose tolerance and may be less \\;J;-‘m o compnsing of dict, exenese and diags, The levels of |

mply with treatment, as sy mptoms may be less in them) comphanee however vanad tor the difterent methads off

(S T vl

[he reasons adduced for non-complianee with drues were  assessment, with compliance to druy use been highest, This
+ un an DRRN “ B .
1l dennted the E— i i N ) . e r
Ao idennitad in the Walker stedv.” These u"“;‘“\\' of s an ndwation that panents are bamg selective e thew ‘
3 - . .
tong duration of weatment, multiplicity of drugs: fear of  chowe of wtenentions presenbed to them by their |

side effects and toxicity of drugs and forgetfulness. Qur physicnns, Fhs practiee does notaugur well for the control 1
study in addition idennified lack of resources to buy drugsaz  ofthisdebilitatng discase.
2 reason {or non-compliance in 33.1% of xo'ho':‘::l:.:‘: |
pattents. This was not identificd as 2 factor in the Walker  In view of the findings ot ths study, we recommend as i
study. andis perhapsretlective of the difference ineconomy follows: J
of the two countnies and the difference in health care 1. Health care providers should nculcate the practice off .
financing systems. assessing wdividual patent's compliance to dabetes

The finding of 17.9%, of the respondents been curren control measures routinely e the clintes. This could |
smoXers in this study is near that of Hanko and colleagues™ help track down arcas of weaknesses in diabetes J
Where 14.8%; current smokers was reported. This has strong control that requires spectfic intervention. :
umplication, in that ;:-.-;ka‘;ng in a diabetic patient cor 1-\»-‘31\1 2. Detatled socto-demogrphic and health assessment at 4
the nisk for cardiovascular and cercbrovascular disease., the time of enrollment into the chinie has the potential to R

wdenuty enrollees with higher nisk for non-adherent ‘

Sociodemographic factors influencing compliance to behaviors, and should theretore be routinely done. [
diabetic management 3. Health care administrators should ensure that facility 3
The findings of this study suggest that male patients were and health care givers related factors (long-waiting :
more compliant with diabetes management. Perhaps time, poor attitude of health care givers, insuflicient
because the northem \:uhur-: r-cquirg_‘_\* that female patient intormation ¢.t.¢) tdentified as contnibutors to
respondents need 1o first seek and obtain consent and non-compliance are turther locally explored and
funding from the husbands before attending the hospitals addressed.
(new or otherwise). In addition. patients with some formof 4. Inview of the finding that multiplicity of drugs hinder
formal education were significantly more compliant to comphance, physicians should endeavor to use lixed
antidiabetic measures compared to those without. Patients combination drugs for treatment ot diabetic patients,
with formal education have more access to health where possible.
education. as those without formal education cannotbenefit 3. Pharmmacological approach (example “antabuse™ and
from health education pamphlets, articles in newspapers nicotine replacement theraphy) could help in curtailing
and probably matenals in English language. Further more, alcohol and  smoking amongst addicted  diabetic
those with formal education are more likely to appreciate patients. The Federal Ministry of Health (FMOI),
appointment dates and the rationale behind the Natonal Agency for Foods, Drugs Administration and
appotntments than those without. Control (NAFDAC) and Pharmaceutical Society of

This study also found that patients who are formally Nigeria (PSN) should ensure that such agents are
employed or self employed are significantly more widely available locally to support addiction control.
compliant than those who are unemployed. Patients who 0. Treatment support groups for diabetic patients should
camed five thousand naira or more in amonth were found to be constituted in clinies/ hospitals. Their role should be
be significantly more compliant to diabetic management to develop, introduce, and maintain adherence clues
than those who camed less. Lack of means to procure drugs and strategies to patients and clinic staflalike.

has carlier been cited by 33.1% of our respondents as one
reason for non-compliance with drugs.
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