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Abstract: Objectives: The middle-aged population from rural areas of Pakistan is disproportionately
at risk of developing and mismanaging their diabetes. The purpose of this study was to explore
the self-management experiences of two focus groups in the middle-aged population with type 2
diabetes mellitus living in rural Pakistan. Methods: The study design is based on the exploratory
research using a qualitative approach. Purposive sampling was used to recruit patients with diabetes
from the metabolic outpatient clinics of medical centers in rural areas of Pakistan. The data were
collected for two focus groups consisting of 20 persons (10 men and 10 women) with type 2 diabetes
mellitus, ranging in age from 40 to 65 years, who were receiving diabetic care at a local health facility.
Focus group discussions with a sample size of 10 participants each were all recorded, transcribed,
and analyzed. The data were evaluated thematically. Results: Participants described diabetes man-
agement as emotionally, physically, and socially taxing. The analysis of the data indicated three
major themes: (1) diabetes as a challenging disease; (2) understanding diabetes and its challenges;
(3) following diabetes self-management practices. Throughout the session, participants discussed
the impact of diabetes on their daily life. This study provided new insights into the experiences of
the middle-aged population of Pakistan regarding their self-management of diabetes. Conclusions:
Healthcare professionals should become involved in diabetes self-management education as soon as
feasible to alleviate patient worry and establish better patient-centered, culturally sensitive profes-
sional abilities. Along with monitoring patients’ self-management, healthcare professionals should
place a greater emphasis on patients’ understanding of the disease and its challenges and associated
complications. It is recommended to establish diabetes support groups to encourage patients to share
their experiences of diabetes self-management.

Keywords: focus groups; self-management of type 2 diabetes; patients’ experiences; healthcare
professionals; middle-aged population

1. Introduction

Diabetes mellitus is one of the most prevalent chronic diseases worldwide, creating
a slew of health problems for the population [1]. According to the International Diabetes
Federation (IDF), there are 463 million individuals worldwide who have diabetes [2], with
type 2 diabetes being more prevalent in people aged 40 to 59 years [2,3].

The prevalence of type 2 diabetes in Pakistan is in the range of 7.6% (5.2 million
populations) to 11% [3–5], and it is estimated that it will increase to around 15% (14 million
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populations) by 2030. Pakistan ranks in the top 10 countries worldwide in terms of diabetes
prevalence among people aged 20 to 79 years [2].

This population is at increased risk of type 2 diabetes due to a higher prevalence of
overweight or obesity, physical inactivity, and unhealthy eating habits associated with a
sedentary lifestyle [1,2]. Additionally, the Pakistani region has a population with numerous
social and health inequities, which contribute to the region’s high prevalence of diabetes
and obesity [3–6].

Self-management is defined as a patient’s active participation in his or her own treat-
ment and well-being [7]. Self-management has been described by Corbin and Strauss [8]
as having three main activities: (1) adherence to medication, which includes following
the dietary recommendations; (2) behavioral management, which includes new lifestyle
modification; and (3) emotional management, which includes coping with chronic disease-
related feelings of frustration, fear, and despair. Because type 2 diabetes is a chronic disease
involving just a few visits per year to health care providers, individuals must manage all of
these components on their own for the rest of their lives.

The optimized self-management addresses all three main activities of the Corbin and
Strauss framework [8] and encourages physicians and patients to work collaboratively
to “identify problems, determine priorities, develop goals, build treatment plans, and
resolve conflicts along the way” [9]. Previous research has demonstrated that successfully
assisting patients with type 2 diabetes in self-management resulted in beneficial effect on
their lifestyle and, eventually, helped in improving the health outcomes [10–12]. However,
worldwide research indicates that the self-management support is still insufficient in many
parts of the world [13].

Therefore, a thorough understanding of public health perspectives on self-management
and how it is currently supported could aid in the creation of solutions that are more tai-
lored to the requirements of patients, preferences, and skills. Appropriate self-management
support is likely to improve health outcomes and care efficiency [13].

Self-management of diabetes is a critical activity for diabetes patients in their daily
lives and is regarded as the cornerstone of diabetes care in the literature [14]. Numerous
studies in the literature have emphasized the relevance of diabetes self-management and its
association with increased diabetes awareness, responsible patient behavior toward their
disease, and clinical success [15–17].

Diabetes mellitus has a negative impact on numerous facets on the daily life of a
person. Therefore, structured individual care is generally connected with a better control of
blood sugar [18]. Diabetic self-management education is the process by which individuals
acquire the required knowledge and abilities for diabetes self-care [19]. Diabetes care
on a daily basis (healthy diet, physical activity, blood sugar testing, and adherence to
medication) is primarily the patient’s responsibility; hence, people must be educated to
carry out self-management activities properly. Substantial research work has been carried
out to determine the numerous elements that influence self-management in people with
diabetes [14,18,19].

The main objective of this research work was to explore the understanding and experi-
ences of the focus groups about the self-management activities of Pakistan’s middle-aged
population with type 2 diabetes. Focus group discussion is frequently used as a qualitative
approach to gain an in-depth understanding of social issues. Focus groups are about
insight through guided group discussion, where participants share their thoughts, feelings,
attitudes, and ideas on subjects. Exploring such rich experiences and gaining a better
understanding of diabetes self-management activities promotes the development of more
effective techniques for teaching diabetes self-management so that afflicted individuals
may manage the condition effectively and coexist with it.
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2. Methods
2.1. Study Design

The purpose of this qualitative study was to collect information regarding the self-
management experiences of a middle-aged population with type 2 diabetes mellitus re-
siding in rural Pakistan through focus group interviews [20]. For this study, two focus
group interviews were conducted away from the medical clinics, in the main auditorium of
Al-Rehman hospital in Abbottabad, Pakistan. The study design is based on the exploratory
research using a qualitative approach. The purposive sampling was used to recruit patients
with diabetes from the outpatient clinics of medical centers in rural areas of Pakistan.

2.2. Setting and Sample Size

Patients with diabetes were recruited through purposive sampling from metabolic
outpatient clinics in rural medical centers in Abbottabad, Pakistan. The estimated popula-
tion of Abbottabad city in 2010 was 1.1719 million [3,5]. The city is located in the north of
Pakistan about 110 km from Islamabad (the capital city). Around 80% of the population
lives in rural areas, there are 19 primary healthcare clinics in that area, and five of these
clinics are associated with the hospital where this study was conducted [3,5].

The following criteria were used to determine inclusion: (a) a minimum age of 40 years,
(b) a diagnosis of type 2 diabetes five years’ prior, (c) a willingness to openly communicate
their experiences and engage in conversation, and (d) willingness to be audio-recorded.
The patients with coexisting liver, kidney, or thyroid disorder and under treatment at the
time of the study were excluded. Patients with cognitive impairment, major psychiatric
diagnosis, or surgery were also excluded.

A purposive sample of 20 participants was selected in this study. The purposive sam-
pling is a suitable sampling method in qualitative studies to identify and select information-
rich respondents to a phenomenon of interest, which was the self-management of diabetes
mellitus in this study [20,21]. Therefore, this sampling approach was used to determine the
sample size based on theoretical saturation, a point during data collection when new data
does not bring additional insights into the research question or themes.

This small sample size is adequate enough to allow in depth exploration of the ex-
periences of patients regarding the self-management of type 2 diabetes [20–22]. Car-
olan et al. [23] used a sample size of 22 participants to conduct the qualitative study for
the focus groups. The aim of this study was to explore the experiences and concerns of
individuals with type 2 diabetes mellitus, in a predominantly low socio-economic setting.
Wu et al. [24] conducted a qualitative study with two focus groups, comprising a total of
23 participants, to collect data, and group discussions were held a total of four times in
an education room. Mathew et al. [25] recruited 35 participants from a diabetes education
center (DEC) in Toronto, Canada to conduct the qualitative study to explore men and
women’s diabetes self-management experiences among the focus groups.

2.3. Ethical Consideration

The “ethics committee of the University of New South Wales, Australia” (Ref. No.:
HC16882) and Pakistan’s “Ayub Medical Institution” approved the study. Participants
were recruited as a result of responding to recruitment advertisements and leaflets. The
information sheet was provided to all participants detailing the purpose of the research,
potential risks and benefits, and concerns about confidentiality, in addition to the informed
consent form. The researchers were straightforward in communicating the study’s purpose
and methods to the participants. At any point, a volunteer could withdraw from the
research. Each participant signed an informed consent form.

2.4. Data Collection and Procedure

Focus groups were utilized in this study because they encourage discussion about
the challenges of diabetes self-management in the middle-aged population of rural Pak-
istan [21]. In general, group dynamics generate valid ideas because discussions between
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group members fosters diverse opinions and feelings [20]. The groups of males and females
were separated for discussions as there are cultural limitations in the rural areas of Pakistan;
in a male dominated society, women are unable to express their feelings openly [22].

Two sessions lasting approximately 50 min each were carried out. The discussion
guide has been provided in Appendix A to initiate the discussions among the focus groups.
This interview guide was also utilized by the authors who previously conducted the
self-structured interviews for type 2 diabetes patients [22].

The authors explained the aims and objectives of this study to participants and they
were informed that the discussions would be audio recorded and observations made to
assure accurate data collection. The main author took part in the group activity, moderated
the conversation, and prompted participants to share their experiences. The attendees were
encouraged to share their stories and voice their concerns and ideas. Through engagement
with others, they gained assistance and encouragement to express their opinions freely.
The group activity ended once the participants no longer had thoughts or ideas to share.

2.5. Data Analysis

The data collected in this study were analyzed by thematic analysis because this
method was developed to meet the needs of investigating the experiences, meaning, and
reality of the participants [26]. Our thematic analysis involved initial independent coding by
three academics. Thirty codes were identified in the preliminary analysis of the transcripts.
Codes were then clustered and used to form nine sub-themes that integrated several of the
originally identified codes and encompassed more general topics that were the focus of the
transcripts. The detailed analysis led to the three major themes that illustrated the most
significant and broad similarities or differences of diabetes self-management experiences of
focus groups and barriers to self-management. These themes were further elaborated in
the following section of results.

The following procedures were used to analyze the data: (1) all collected data, audio
recordings, logs of observation, reflective conversations, and focus groups, were tran-
scribed verbatim; (2) the transcripts were read repeatedly; (3) for the purpose of analysis,
the sentences were shortened in the text; and (4) the discussions continued until all the
authors agreed.

2.6. The Study’s Reliability

The four dependability criteria were provided and applied to ensure the study’s
rigour [27,28]. The four criteria are as follows:

(1) True value: In order to enhance the true value of the analysis, the writers of this article
examined data jointly, followed by the distribution of the article to six participants to
review the article.

(2) Scope of Application: Confidentiality was assured for ideas voiced during the group
sessions discussions by the participants to explore their experiences in a safe and
trustworthy environment, resulting in extensive descriptions.

(3) Consistency: The researcher (the first author) led each group session and engaged
personally in data collecting to avoid discrepancies in data collection procedures and
the biases were avoided.

(4) Confirmability: The researcher checked and rechecked the data throughout the study
to ensure the confirmability of the outcome of the data analysis.

3. Results
Participant Characteristics

Table 1 summarizes the participants’ characteristics of this study (n = 20). Ten men
and 10 women participated, ranging in age from 40 to 60 years (mean 55 years). Three
participants had completed grade 9 education, four had completed school education,
10 completed education at the college level, and three had achieved a university degree.
The majority of participants had married status and were employed. Men received diabetes
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therapy for an average of 12 years, while women had treatment for an average of 10 years.
The individuals’ mean glycated hemoglobin (HbA1c) level between men and women was
(8.2 and 8.5) percent respectively.

Table 1. Summary of participant demographics (n = 20).

Demographic Men (n = 10) Women (n = 10) Total (n = 20)

Age (average, in years) 58 52 55

Marital Status
Single/never married 4 2 6
Married 5 8 13
Separated/divorced 1 0 1
Widowed 0 0 0

Education
Less than grade 9 2 1 3
Some/completed high school 2 2 4
Some/completed college or
university 6 4 10

Graduate/professional degree 2 1 3

Employment
Full/part-time, self-employed 8 7 15
Unemployed 1 3 4
Retired 1 0 1
Diabetes Duration (Mean years) 12 10 -
HbA1c level (Mean %) 8.2 8.5 -

Table 2 summarizes the analysis of the data resulting in three major themes: (1) diabetes
as a challenging disease; (2) understanding diabetes and its challenges; (3) following
diabetes self-management practices. These themes and sub-themes were discussed in detail
in the context of the responses by the participants based on the detailed interview guide
given in Appendix A for the two focus groups.

Table 2. Themes and sub-themes of self-management experiences of the middle-aged population in
with type 2 diabetes in rural Pakistan.

Main Themes Sub-Themes

Diabetes as a challenging disease
• Feelings of fatigue and fear
• Blurred vision problem
• Feeling hungry and thirsty

Understanding diabetes and its challenges

• Healthy diet and sugar control
• Lack of physical activity
• Emotions influencing Diabetes

Self-management

Following diabetes self-management practices
• Diet challenges during social gatherings
• Following physical activity schedule
• Psychological burden with diabetes

Theme 1:
Diabetes Considered as “A Challenging Disease”
Patients with diabetes experience a range of discomfort, from disease diagnosis to

the realization that the diabetes is irreversible. Throughout group discussions, individuals
of varying ages and work position discussed their differing perspectives on the disease.
The theme “diabetes considered as a challenging disease” brought three sub-themes for
discussions, namely, the feelings of fatigue and fear, blurred vision, and feeling hungry
and thirsty.
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Some of the participants had co-morbidities and were concerned about future conse-
quences. Due to the unseen nature of consequences, participants referred to diabetes as a
challenging disease:

One patient noticed some apparent bodily changes and signs:

“I am rather active at my workplace.” However, if my physical power deteriorates
significantly and I experience excessive exhaustion, I feel that my blood glucose
level is gone up. . . ” (Participant 14)

“I have a new sensation, one of ‘fatigue,’ which may be related to my low blood
glucose level. . . After being diagnosed with type 2 diabetes, I am compelled to
monitor any physical changes that occur to me.” (Participant 15)

“I am living in terror of what may be impacted next. At the moment, I’m experi-
encing some nerve difficulties, which is really concerning. . . ” (Participant 6)

Another concern that the middle-aged population confronts with diabetes is blurred vision.

“I’ve noticed that I’m unable to see clearly but I used to see well, it also signals
that I am suffering with some problem and may be my sugar level is elevated. . . ”
(Participant 5)

“I have blurred vision and experience dizziness on occasion. . . When I am unable
to see clearly, my heart rate increases. Occasionally, my sugar level drops so low
that I am unable to see well.” (Participant 2)

One patient mentioned that:

“I have no idea when diabetes happened, I was feeling well, eating well but
suddenly started feeling thirsty and hungry. . . ” (Patient 10)

“The most challenging part is to cope with the conditions due to changes in our
daily routines particularly after the diagnosis of the disease—that is the time
we need more support to understand the impact of the disease and our health
condition.” (Patient 1)

Theme 2:
Understanding Diabetes and Its Challenges
The theme “understanding diabetes and its challenges” in focus groups interactions

and discussions included three emergent sub-themes: (1) healthy diet and sugar control;
(2) lack of physical activity; (3) emotions influencing diabetes self-management. During the
group discussions, the participants shared their diverse perspectives, personal experiences
of understanding diabetes, and its issues.

Sub-Themes
1. Healthy Diet and Sugar Control
In Pakistani culture, the terms “eating” and “food” have historically meant more than

simply satisfying one’s “physical need”. The participants in the focus groups utilized
their own language and situations to convey and further improve their understanding of a
variety of experiences.

“I worked extremely hard for my career and was looking forward to enjoying
delicious meals. I imagined that I might now have delicious meals daily and a
great life. However, since being diagnosed with diabetes, I am unable to enjoy
them at all.” (Participant 5)

In group discussions and interactions, patients learned about the healthy food they
need to eat as patients of diabetes. Though they are naturally not prohibited from eating
these foods, they have to control what they eat.

The group members expressed a variety of viewpoints based on their personal experiences.

“I understand that there is no problem in consuming delectable cuisine; it sim-
ply means that we must exercise control over how we eat nutritious food. . . ”
(Participant 8)
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“We can still enjoy delectable healthful foods, but adherence to a balanced diet is
important in order to maintain blood sugar. . . ” (Participant 7)

One of the female participants mentioned:

“It is always difficult to cook the diabetic friendly food in a joint family set up.
The food choices are very much dictated by the males living in the joint family.”
(Participant 9)

2. Lack of Physical Activity
Physical activity is crucial for diabetes patients to maintain a healthy blood glucose

level. Patients discussed which exercises are appropriate for them and the effect of exercise
on blood glucose control.

“It is critical to engage in physical exercise on a regular basis, as this uses glucose
and is critical for blood glucose control.” (Participant 9)

Patients discussed during group talks which exercises are appropriate and easy to
carry out on daily basis and its benefits to manage their diabetes.

“I make it a point to workout at least three days a week. Every time, I chose to
stroll for 30–40 min. . . ” (Participant 8)

“It is physically difficult for someone in their sixties to run or jump. The only
form of exercise available to us is strolling. . . After meals, I’ll take a half-hour
stroll. . . ” (Participant 15)

3. Diabetes Self-Management and Emotions
Controlling nutrition over an extended period of time causes patients with diabetes

to experience varying degrees of psychological stress. They shared their experiences in
group talks about psychological adjustment approaches for cultivating positive awareness
in order to activate pleasant emotions and further control diabetes.

“I know that eating cookies and cakes will increase my sugar level. However,
I always eat cakes knowing that it brings high spikes to my blood sugar, I am
emotionally influenced to continue doing it. . . ” (Participant 7)

Theme 3:
Following Diabetes Self-Management Practices
The theme “following diabetes self-management practices” in focus group interactions

and discussions included three emergent sub-themes: (1) dietary problems associated with
social gatherings; (2) physical activity schedule; (3) psychological burden with diabetes.
Following diabetes self-management practices is crucial for controlling the blood sugar
and maintaining the healthy lifestyle. Diabetes self-management practices in day to day
life involves overcoming diet challenges during social events, following a physical activity
schedule, and coping with the psychological burden of diabetes. Therefore, patients with
diabetes face great challenges in following up self-management practices.

Sub-Themes
1. Dietary Problems Associated with Social Gatherings
When confronted with restricted eating during special occasions, such as weddings

and other events, patients frequently felt guilty if they did not restrict themselves and lost
control. As a result, people with diabetes are constantly faced with the decision of whether
to exercise self-control in such situations.

“It is courteous to decline invitations in social gatherings with friends. If I ab-
stain from something or eat less during social gatherings, my friends become
unhappy. . . However, when I lose self-control, I experience guilt. . . ” (Partici-
pant 12)

2. Adherence to a Physical Activity Schedule
The most challenging aspect for diabetic people is adhering to a physical activity

regimen. While patients understand the importance of exercise, they frequently lack the
ability to actually perform it.
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“I am aware that I must exercise. . . However, I am powerless to perform it. I
am aware that no one wishes to suffer from chronic hyperglycemia, and that
everyone wishes to maintain control of their physical health and illness status. . . ”
(Participant 10)

3. The Psychological Burden of Diabetes
Diabetes patients must modify their lifestyles, which includes adjusting their daily

meals, making sure that they do physical activities regularly, consistently monitoring blood
sugar levels, and adhere to their prescribed regimen. The long-term application of these
self-care routines and acceptance of restrictive life limits impose a major psychological cost
on the middle-aged diabetic population.

“When I wake up in the morning, I ponder what should I eat and how much
I consume. . . I need to get some workout. I am unable to take my medication
till I have consumed food. I’m concerned that if I don’t eat anything, my blood
glucose will drop to low level. . . reduced activity may also result in poor glycemic
control. . . ” (Participant 12)

“Whatever I do, I must keep my diabetes in mind. I must monitor and manage my
diabetes on a daily basis. . . to come to terms with the fact that my diabetes disease
is for the rest of my life. It’s quite challenging and stressful. . . ” (Participant 14)

4. Discussion

This study focused on the individual (with type 2 diabetes), not the disease. Instead of
medical clinics or healthcare centers, researchers interviewed individuals at the lecturers’
auditorium or other locations of their choice. This way, participants felt more at ease
discussing diabetes and self-management. Participants expressed concern about medical
experts criticizing their diabetes self-management style, as they focus on HbA1c values
rather than patient type 2 diabetes issues.

Patients are responsible for taking care of their diabetes daily as patients of type 2
diabetes must make several decisions and perform difficult tasks to maintain sufficient
glycemic control [29]. For middle-aged people, making this decision is more difficult as
their fantasy of enjoying a variety of delicious foods during this stage of life after a lifetime
of hard work can be shattered by diabetes [22].

Patients who were diagnosed within 5 to 6 years with stable, acceptable glycemic
control may require less professional help if they receive it within a short duration after
diagnosis. Previous research has identified that stable individuals have distinct support
needs compared to episodic or progressing patients [29]. Unpredictable disease might
reduce self-efficacy, making patients feel less capable of self-management and hence more
in need of help [29,30].

The participants identified two instances of active self-management along their illness
course. Patients reported inadequate self-management assistance, which is consistent
with prior research [31]. They struggled to describe what is lacking, implying they are
unsure about how the support can be improved. Patients of type 2 diabetes require self-
management support [32].

Thus, a detailed grasp of patients experiences on self-management and how it is
currently understood and supported may benefit in the development of solutions that
are better customized to the needs, preferences, and expectations of individual patients.
Appropriate self-management assistance is expected to improve health outcomes and
efficiency of care [13].

4.1. Public Health Perspective

The focus of this study on non-medical issues is a major plus. This study looked at self-
management from a public health perspective. A person-centered approach is important
because patients are expected to manage type 2 diabetes on their own. Thus, the findings
of this study may be used to design techniques that better support the self-management of
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patients with type 2 diabetes. User-centered design develops methods from the standpoint
of the user (patient) and these solutions may boost acceptability of interventions as they
are reflecting the patients’ requirements and expectations [19].

Our findings indicate two critical considerations for developing user-centered self-
management support tools for people with type 2 diabetes. To begin, it is critical to
provide support at the appropriate times, i.e., when patients require assistance due to
changes in their daily routines or health. Our investigation discovered two such instances:
immediately following diagnosis and when difficulties start (glycemic control deteriorates).
In addition, previous research has demonstrated that as patients’ health declines, their
demand for self-management support increases [33].

4.2. Clinical Perspective

The qualitative study of two focus groups was carried out to gain a better understand-
ing of the self-management experiences of rural areas of Pakistan’s middle-aged population.
The participants reported that diabetes is a silent disease with complications and presents
numerous challenges to diabetes self-management. The effective diabetes treatment model
is to ascertain the cause of a disease, accurately diagnose the disease, effectively treat the
disease, and assist patients in recovering from the disease and regaining health [34].

However, patients who receive an accurate diagnosis of diabetes learn that the disease
is incurable and must encounter a sequence of stressful events induced by the disease; this
leads patients to interpret physical changes as warning indicators concerning their blood
glucose levels [35]. Patients self-assessed their blood glucose levels and identified links
between physical symptoms and blood glucose levels in this study. Patients of diverse
ages and professional levels discussed how they might make sense of their current physical
changes based on a variety of physical experiences during group interactions. Physical
perception should be used to detect early symptoms, and detecting these warning signs
prior to illness would assist diabetic patients in preventing disease onset [36].

Additionally, health care practitioners should consider ways to improve patients’
self-observation of symptoms prior to beginning in order to further reduce the frequency
of acute onset. Each individual’s physical reaction to blood glucose levels is unique. If
health care providers can assist patients in developing a connection with their bodies
and empathize with the process of patient-centered disease empowerment, this will be
meaningful development [37].

In rural Pakistan, meals are critical for the development of interpersonal ties. The
traditional and cultural occasions and their associated family gatherings to celebrate these
occasions put individuals with diabetes’ food control to the test. According to relevant
studies, the desire of individuals with diabetes to “not eat” at social events tends to
isolate them from others [38]. We have found differences between the perception of self-
management of type 2 diabetes between men and women in this study. The preparation of
food is managed by women in Pakistani culture but the choice of food is dictated by males.
Therefore, it is extremely difficult to prepare healthy food for the patients with diabetes.

As a result, when “unhealthy food” (not suitable for patients with diabetes) is served
at gatherings, diet management becomes challenging. During the discussions, it was
determined that diet control, namely limiting the desire to eat, was the most difficult
component for the participants and these findings are in agreement with the findings by
Huang et al. [39].

The cultural predisposition needs to be acknowledged and accepted as a necessary
component of the diabetes care approach. Healthcare professionals should relax insti-
tutionalized health education constraints and integrate diet control into daily life of the
patients. Physical Activity is the most cost-effective therapy for diabetes control. It has been
shown to decrease insulin resistance and delay the onset of problems [40]. The majority of
participants in this study were of the opinion that physical activity is a critical component
of diabetes therapy; nonetheless, they reported difficulty maintaining an exercise routine.
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However, the challenge for nurses is to incorporate physical activity into patients’
everyday lives in order to further enhance the association between physical activity and
disease, which is especially crucial for the middle-aged population. Lachance et al. [41]
provided a compelling case that peer coaching and social support are beneficial for women’s
exercise self-management in communities. The current study proposes that diabetes care
teams gradually increase the frequency of exercise management behaviors in the middle-
aged diabetic population during a typical workday and social occasions.

Diabetes is a chronic condition that requires lifelong management. Diabetes patients
must maintain strict control over their lives, which demands psychological and behav-
ioral modifications as well as self-management [1]. Accepting life limits and following
long-term self-care norms is very difficult for many patients, adding to the middle-aged
population’s psychological burden. These groups require more assistance with diabetes
self-management, including physical, psychological, and interpersonal assistance. Accord-
ing to Cryer [38], elderly diabetes patients have higher illness-related discomfort and are
more likely to experience it than other age groups of diabetes patients.

Individuals who are ill frequently endure mood fluctuations as the illness worsens. As
a result, health care practitioners should place a greater emphasis on educating middle-aged
patients about illness management rather than focusing exclusively on physiological treat-
ment. The way a patient adjusts to an illness is greatly dependent on the physician–patient
relationship, and a physician’s attention to a patient’s psychological difficulties can sig-
nificantly improve the patient’s diabetic care outcome [32]. It has been established that
offering high-quality diabetes self-management education to patients improves their self-
management [21].

Awareness of the complications from diabetes would help patients with diabetes to
act with greater determination and motivation to carry out the self-management activities.
The issue of awareness of complications is central because it is closely linked to the good
medical practice of diabetes centers, particularly in rural areas [42]. The study carried
out in Pakistan showed that people with diabetes have very low level of awareness about
diabetes and its complications and management [43,44].

It is recommended that health care practitioners listen to their patients’ self-management
concerns and collaborate with them to develop strategies for making healthy lifestyle
choices. Additionally, health-care teams should include clinical psychologists to assist
patients in developing a more optimistic outlook on life, which will enable them to adjust
to and coexist with the disease successfully.

5. Strength and Limitations

The main strength of this study is that it has provided culturally sensitive perspectives
on the middle-aged population of rural areas of Pakistan with diabetes. The focus groups
consisting of 10 women (group 1) and 10 men (group2) were divided and interviewed
separately, provided excellent opportunity for women to express their point of view freely
and without any reservations. This would have not been possible otherwise as women in
rural areas of Pakistan are reluctant to express their point of view freely in front of male’s
participants. One of the limitations is related to selection bias: participants recruited had
poor glycemic control; thus, they might have been more willing to take part in a clinical
study in order to lower their HbA1c.

This study included outpatients at two clinics of the main hospital in Abbottabad’s
rural area; consequently, the study results may not accurately reflect the self-management
requirements of all diabetes patients. Future studies should involve patients from a range
of settings to ensure that our findings are generalizable. Second, the authors collected data
on the diabetic self-management experiences of chosen focus groups at a single point in
time; hence, the results may not accurately reflect an individual’s perspective over time.
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6. Relevance to Clinical Practice

This study’s findings highlight a number of critical areas, and addressing these critical
areas may result in an improvement in the experience and self-management outcomes of
patients with type 2 diabetes. In the first instance, emotional assistance is clearly needed, as
many participants described diabetes as a significant and ongoing emotional and psycho-
logical burden. Several participants reported a need for diabetes education and information
as information searching may be challenging for persons who are underprivileged or have
limited health literacy. Furthermore, family involvement in such groups is also vital for
their own education about diabetes and for receiving information on how to best support a
family member with type 2 diabetes [45].

7. Conclusions

This study highlighted the experiences of Pakistan’s middle-aged population in rural
areas regarding diabetes self-management. Healthcare professionals should be involved
in diabetes self-management education as soon as feasible to alleviate patients’ concern
and aggravation about their glucose level and symptoms. Along with self-management,
health practitioners should focus on the diabetes self-management activities of the patients.
Our findings can assist healthcare professionals in developing better patient-centered,
culturally sensitive therapeutic abilities. In addition, it is required to form diabetes support
groups in rural areas of Pakistan to help patients of diabetes to share their self-management
experiences. The majority of patients with diabetes in rural Pakistan are unaware of diabetes
complications. Therefore, community based awareness programs should be launched in
primary health care clinics and hospitals to decrease the morbidity and mortality associated
with diabetes mellitus.
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Appendix A

Focus Group Interview/Discussion Guide

1. State your name, how long you’ve had diabetes for and why you decided to participate
in the focus group.

- What was going on in your life when you found out you had diabetes? (Describe
your overall experience living with and managing diabetes over the past year)

- Diet and nutrition
- Physical activity
- Taking medication
- Managing stress
- Care received

2. Overall, how well do you feel and think you are able to manage your diabetes?
3. What were your difficulties with having diabetes over the past year?

- Diet: social gatherings, watching what you eat
- Personal life
- Treatment
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- Fears/anxieties about having diabetes over the past year

4. What kinds of resources have been most helpful to you in managing your diabetes?

- How do your family/friends help you?
- Family physician
- Books/Magazine/Media

5. Describe your experience during your visits to the Diabetes Clinic/Center.

- Experience with the professionals and clerical staff
- Experience with the programs (one-on-one visits included)

6. How were your difficulties addressed during your visits to the Center?

- How were your fears/anxieties addressed during visits to the Center?
- Draw on prior answers for difficulties and fears

7. How would you like to see improvement in Diabetes Center services?

- Staff
- Resources
- Why didn’t you come back to the Center?
- What would keep you going back to the Center?

8. Overall, describe your experiences accessing healthcare in regards to your diabetes

- Physician
- Hospital
- Specialists

9. Summarize the general themes of the focus group/ interview and ask:

- Is this a good representation of what was said?
- Does anyone else have anything to add?
- Does it spark any ideas for anyone of you?
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