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Diabetes mellitus is a most common chronic metabolic disorders 

characterized by hyperglycemia. The hyperglycemia may be caused by a relative 

insulin deficiency due to decreased insulin secretion, impaired insulin action, or 

both. Consequent chronic hyperglycemia causes glycation of tissues that 

typically results in acute metabolic disorders, irreversible organ damage, and 

serious complications with adverse health consequences. 

Self-care is a significant strategy for controlling blood sugar, blood pressure, 

and cholesterol. Self-care behaviors improve quality of life and health, in 

addition to increased patient satisfaction, reduced healthcare costs, symptom 

management, and survival. 

Objectives 

The objective of the present study is to evaluate the effect of the self –care 

instructional program on the knowledge and behavior for patients with type 2 

diabetes. 

Methodology 

Quasi-experimental design with the use of pretest and posttest approach 

for two groups of the samples (study and control) was conducted in Al- 

Diwaniyah Teaching Hospital from the period of 15
th

 July, 2022 to 17
th

 May, 

2023. 

The instrument used in the study is composed of two aspects: first aspect 

demographic variables like the age, gender, education level, marital status, and 

clinical variables was used smoking, disease duration, type of treatment, family 

history of T2DM and BMI. And second aspect diabetes Self-Care Scale (DSCS): 

The Diabetes Self-Care Scale was created in 2005 by American researchers 

Fisher and Lee to assess the self-care of people with DM. The original scale had 

a Cronbach alpha of 0.80. The results of the pilot study revealed that after being 

Abstract 



  

 

II 

applied to 10 patients with T2DM, the reliability of scale's Iraqi version was (r = 

0.84).  

Results 

The majority of patients with diabetes mellitus type 2 were 33 (55 %) 

female while male respondents 27 patients (45%) attended to endocrine and 

diabetes center at Al-Dewaynia Teaching Hospital. almost (61.7%) of them were 

between 50-60 years old and (71.65%) were married, in addition, The most of 

participants in both groups have educational level no reading & no writing 

(33.3%) and most the participants are bravely monthly income. The diabetes 

self-care scale showed that improved self-care among diabetic patients after 

intervention significantly from 1.79±0.360 to 3.17±0.546 (P: 0.01). 

Conclusions 

The study concludes that instruction program improves diabetes patients' 

self-care activities, knowledge, and adherence to diet, physical activity, and 

medication among those with type 2 diabetes. 

Recommendations 

Encourage the health care provider to improve diabetic patients' self-care 

activities and focusing on all domain aspects of self-care. The ministry of health 

should get attention to the availability of active sessions to educate diabetes 

patients on how to cope with their disease and improve patients' awareness about 

the method of healthy coping 
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Chapter One 

Introduction 

1.1. Introduction: 

Diabetes mellitus (DM) is a most common chronic metabolic disorders 

characterized by hyperglycemia. The hyperglycemia may be caused by a relative 

insulin deficiency due to decreased insulin secretion, impaired insulin action, or 

both. Consequent chronic hyperglycemia causes glycation of tissues that 

typically results in acute metabolic disorders, irreversible organ damage, and 

serious complications with adverse health consequences (Petrovic et al., 2019; 

Ouyang, 2007). 

Diabetes is divided into three types: type I, type II, and gestational 

Diabetes. Type I diabetes is defined by an insulin insufficient that requires daily 

insulin therapy. However, type II diabetes is caused by the body's inefficient 

utilization of insulin, while gestational diabetes is hyperglycemia that begins 

during pregnancy or is initially diagnosed at that time. As a result, insulin 

therapy is often an essential aspect for controlling diabetes and is a cornerstone 

of type I diabetes treatment. It may also be used to control many type II diabetes 

patients (American Diabetes Association, 2014).   

Type 2 diabetes, previously referred to as noninsulin-dependent diabetes 

or adult-onset diabetes, accounts for 90-95% of all diabetes. This form 

encompasses individuals who have relative) rather than absolute) insulin 

deficiency and have peripheral insulin resistance. At least initially, and often 

throughout their lifetime, these individuals may not need insulin treatment to 

survive (Baynest, 2015). 

Insulin resistance and reduced insulin secretion are the two primary issues 

with insulin in T2DM. Insulin resistance is known as a reduction in the 

sensitivity of cells to insulin. Insulin normally attaches to specific receptor on 



   
 

Chapter One: Introduction  

 

 

3

cells surface and triggers a sequence of glucose-metabolizing processes (Ajlan 

& Mahmood, 2011). 

Diabetes is a chronic illness that requires continuous medical care for life 

and education and support for patient self-management to prevent acute 

complications and risk of long-term complications such as nephropathy, 

retinopathy, and neuropathy. Diabetes self-care activities are behaviors 

undertaken by people with or at risk of diabetes to successfully manage the 

disease on their own. Self-care management of diabetes is complex. It needs a 

multi-faceted approach which requires the patient to follow certain guidelines 

such as healthy eating, being physically active, regular monitoring of blood 

sugars, taking regular medications, good problem-solving skills, healthy coping 

skills and risk-reduction behaviors to achieve an optimum glycemic control, and 

prevent complications in future (Garg et al., 2017). 

Therefore, diabetes treatment requires education. Diabetes education aims 

to change the patient's behavior by increased motivating them to follow 

therapeutic recommendations, improving their quality of life, establishing a 

partnership within the treatment process, preparing them for self-care, increasing 

their awareness of cardiovascular risk factors, and improving their psychological 

resilience. However, several factors, including the patient's psychological and 

socioeconomic characteristics as well as educator-related variables, influence 

the educational process. Diabetes education has been demonstrated to primarily 

help patient self-care and metabolic management. (Swiątoniowska et al, 2019). 

Self-care plays a crucial role in the management of diabetes, these 

activities including maintaining healthy eating, regular exercise, and self-control 

blood sugar levels by monitoring, and taking prescribed medications. If these are 

neglected, the disease will worsen, but if followed, they can help prevent 

cardiovascular complications, which account for as much as 80 % of deaths 

among diabetics. As a result, self-care activities are considered to be crucial in 

managing chronic diseases like diabetes (Arulmozhi and Mahalakshmy, 2014). 
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However, Self-care may be difficult to apply and often requires changes 

in lifestyle, which most patients ignoring despite receiving medical recommend 

leading to an increase in the problems. Patients' compliance with self-care 

activities is important for achieving the desired outcomes. Patients with type II 

diabetes may benefit from program that are specifically designed to help with 

their knowledge deficits and poor self-care behaviors if these problems are 

determined (Gesare, et al., 2014; Mohebi, et al., 2014). 

 On the other hand, Self-care is an important strategy for controlling blood 

sugar, blood pressure, and cholesterol. Self-care behaviors improve health and 

quality of life, as well as increased patient satisfaction, reduced healthcare costs, 

symptom management, and survival (Vazini & Barati, 2014). 

Seven crucial diabetic patient self-care behaviours with expected positive 

outcomes, These include following a healthy diet, having good problem-solving 

skills, have body with energy, taking treatment regularly, monitoring blood 

glucose level , using healthy coping mechanisms, and engaging in risk-reducing 

behaviours, all of which have been displayed to be positively related to blood 

glucose control, which decreases complications and improves quality of life 

(Gopichandran et al., 2012; Shrivastava et al., 2015). 

Moreover, Diabetes management is associated with lifestyle management, 

medication adherence, meal planning, physical activity, weight control, 

monitoring blood glucose, and patient psychological management. Self-care 

behaviors adherence is important to avoid diabetes mellitus complications and 

improved the quality of life (Putra et al., 2019) 

Controlling blood sugar levels is still important in the management of 

diabetes mellitus, particularly to avoid microvascular risks. Controlling glucose 

levels takes time to improve macrovascular problems (Dandona  & Chaudhuri, 

2017). 

Self-management of glycemic levels can significantly decrease the 

incidence of diabetes-related complications. However, self-management of 
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diabetes and glycemic control are challenging and can be further problems 

common related to treatment plan adherence. Most diabetes studies have found 

that a significant percentage of patients fail to engage in adequate self-

management. Inadequate adherence to self-management is well documented as 

negatively effecting outcome in patients with diabetes (Carpenter et al., 2019). 

Therefore, patients with type 2 diabetes who adhere to prescribed 

treatment regimen had a reduced risk of all-cause mortality and hospitalizations. 

Despite this, a significant number of people with Type-2 diabetes continue to 

not take their medication as prescribed, resulting in poor outcomes. Therapeutic 

inertia and a failure to adhere are the primary reasons that are not achieving 

targets (Khunti et al., 2019).  

On the other hand, diabetes management requires several complex self-

care behavior, including lifestyle modifications (such as dietary control, regular 

exercise, and psychological coping skills) and medical self-care (medication 

prescription and self-monitoring of blood glucose). To prevent complications 

and prolong life, self-care must be continuous. Diabetes severity increases 

annually because of the patient's decrease of knowledge and poor self-care. 

Well-informed patients can better control hyperglycemia and cardiovascular risk 

factors. Poor self-care can lead to poor long-term metabolic control and diabetes 

complications such as retinopathy, neuropathy, nephropathy, and atherosclerotic 

problems. Thus, patients need self-care education ranging from lifestyle 

education to medication prescription (cardiovascular risk factors like smoking, 

obesity, regular medical and ophthalmological examinations, foot care and diet) 

(Jackson et al., 2014). 

Focusing on self-care management of diabetes mellitus in developing 

countries such as Iraq, where resources are limited and treatment costs are 

raising, may improve treatment outcomes and costs, particularly when 

medication compliance is low due to lack of knowledge about the disease and its 

complications. 
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1.2. Importance of the Study: 

Diabetes is one of the most common non-communicable chronic diseases, 

451 million people globally had diabetes in 2017, and by 2045, that number is 

expected to rise to 693 million, according to the International Diabetes 

Federation (IDF). Uncontrolled diabetes may result in both macro- and 

microvascular problems including heart disease, stroke, kidney failure, 

blindness, and lower limb amputation. An estimated 5 million deaths globally in 

2017 were directly related to diabetes (Marathe et al, 2017). 

More than 135 million people had diabetes globally in 1997, according to 

the World Health Organization (WHO), and by 2025, the number will increase 

by 120%. In the United States, around 50% of diabetes patients remain 

undiagnosed. The National Health and Nutrition Examination Survey 

(NHANES) revealed that despite advancements in pharmacology, diabetes 

treatment devices, and a focus on treatment adherence, 43–45% of diabetes 

patients did not attain the glycaemic target of HbA1C 7%. Diabetes causes 

nearly one million deaths each year, with developing nations accounting for 

two-thirds of these deaths. Diabetes was most often associated with chronic 

microvascular and macrovascular complications (Ali et al., 2018). 

However, diabetes type II is a chronic disease that often develops without 

manifestations for years. It is the most common type of diabetes worldwide, 

followed by Diabetes type I and gestational. About 85–95% of diabetes cases 

are type II. Diabetes and affluence -related diseases including cardiovascular 

disease and obesity are serious health problems in the 21st century. The number 

of diabetics is expected to rise to over 330 million by 2025 (representing 6.5% 

of the world's population) and increased to 600 million by 2035 (Rosiek et al., 

2016). 
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In addition, DM is one of the main causes of death.  Around 60 million 

people in Europe, or 10.3% of men and 9.6% of women over 25 years old, were 

diagnosed with diabetes. The WHO estimates that 347 million adult in the world 

have diabetes, and that the number of deaths caused to the diabetes would 

double between 2005 and 2030 (Fadhil & Wang, 2019). 

According to Aziz et al. (2018), about 75–80% of type 2 diabetes patients 

resided in low-and middle-income countries. After China, India has more than 

69 million type II diabetic patients, a number that is expected to increase by 

double in 2040. There are 36.5 million people in India who have impaired 

glucose tolerance (IGT), a condition that may progress to type II diabetes. 

In Iran, the number of diabetes patients is expected to rise to six million 

by the year 2030, according to the World Health Organization report. Control of 

diabetes is important because diabetes is one of the most serious health problems 

facing people all over the world, and because vascular disorders caused by 

diabetes are a leading cause of morbidity and mortality. Diabetes complications 

can be reduced by controlling blood sugar (Zareban et al., 2013). 

 Jordan has the highest diabetes prevalence in the world, making it a 

serious health problem. From 2002 to 2004, the diabetes prevalence in Jordan 

increased from 6.3% to 7.4%. The prevalence of diabetes among Jordanians 

aged 25 and older increased by 31.5% between a 1994 survey and a 2008 study 

(Alghadir et al., 2016).  

In addition, diabetes affecting 366 million people worldwide, half of them 

was undiagnosed. Six of the top 10 diabetes countries are in the Middle East 

(Kuwait, Lebanon, Qatar, Saudi Arabia, Bahrain, and the United Arab 

Emirates). Nearly 20.5 million Arabs had diabetes and 13.7 million are in the 

prediabetes stage had impaired glucose tolerance in the 20 countries 

(International Diabetes Federation., 2011).   
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However, Meo et al., (2019) stated that diabetes affects 425 million 

people worldwide, including 39 million persons in the Middle East and North 

Africa (MENA) region. In Arab, the Kingdom of Saudi Arabia has the highest 

prevalence of diabetes (31.6 %), followed by Oman (29 %), Kuwait (25.4 %), 

Bahrain (25%), and (25%) of the United Arab Emirates  

While the prevalence of Type II diabetes mellitus in Iraq reached 

epidemic levels in 2007, impacting nearly 2 million individuals, or 7.43% of the 

country's total population. Long-term consequences are more likely with 

diabetes in any type. These may not show up for between 10 and 20 years (Ali et 

al., 2019).  

The International Diabetes Federation reported in December 2011 that 

showed (21.1%) in Kuwait, (20.2%) in Qatar, (20.2%) in Lebanon, (20.0%) in 

Saudi Arabia, (19.9%) in Bahrain, and (19.2%) in the United Arab Emirates 

seemed to have the highest prevalence of diabetes in adults aged 20–79years.  

Diabetes prevalence in Iraq is uncertain, based on 2006–2007 surveys; 

Iraq has a medium prevalence (9.3%) of diabetes in the Middle East. According 

to studies done in 2010, about 21.9% of Iraqis living in Sweden were diagnosed 

with diabetes.   In the study of adults in Basra, which was conducted in Southern 

Iraq, they showed that one of every five subjects had diabetes (Mansour et al., 

2014). 

Also diabetes is the second-highest level in patients under the age of 60 in 

the MENA region (Middle East and North Africa), and an estimated 51.8 % of 

deaths in those under 60 years of age. The estimated T2DM prevalence in Iraq 

ranges from 8.5 to 10.9% (Mikhael et al., 2019).  

Therefore, from above information, the researcher noticed the importance 

of construct instructional program that enhances type II diabetic patients‘ self-

care in Al-Diwaniyah City.  Therefore, the need for a more understanding of the 



   
 

Chapter One: Introduction  

 

 

9

difficulties of self-care of  patients individuals who have positive attitudes 

towards diabetes management will be more likely to adjust the self-care 

behavior in order to control sugar levels in the blood of those who have negative 

attitudes. The primary emphases of this study will be on the performance of 

primary self-care activities.  

1.3. Problem Statement:  

          The broad objectives of this study was to investigate the degree of 

reported frequency of performing different diabetes self-care behaviors, and to 

identify background characteristics and factors that influence those 

performances among adult Patients with type II diabetes mellitus in Al- 

Diwaniyah Teaching Hospital who received instructional program about 

diabetes self-care. The ultimate goal was to improve self-care behaviors and 

therefore control of type 2 diabetes and thus to better health outcomes and 

quality of life. It is to be hoped that this study will serve as the basis for future 

efforts to formulate health policies to improve diabetes self-care and therefore 

may possibly to decrease morbidity and mortality among type 2 patients in Iraq  

1.4. Objectives of the Study: 

The present study aims are to: 

1. Assess the diabetes patients need for instructional program on self-care . 

2.  Finding an instructional program to enhance self- care for patients with 

diabetes mellitus type II. 

3. Evaluate effectiveness of an instructional program on self-care for patients 

with diabetes mellitus type II in pre and post applied instructional program. 

4. Determine the effect of demographic and clinical data on the effectiveness of 

the instructional program on self-care for patients with diabetes mellitus type II. 
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1.5. Hypotheses 

Null Hypothesis: 

There is no significant positive effectiveness of the program on patients‘ 

self-care with diabetes mellitus type II in Al-Diwaniyah City 

Alternative Hypothesis: 

There is significant positive effectiveness of the instructional program on 

patients‘ self-care with diabetes mellitus type II in Al-Diwaniyah City  

1.6. Research Question 

Is there significant positive effectiveness of the program on patients‘ self-

care with diabetes mellitus type II in Al-Diwaniyah City? 

1.7. Definition of the Terms: 

1.7. 1. Effectiveness: 

a. Theoretical definition: 

Demonstrates the success attained when using the resources to complete 

the stated objectives by comparing the outcome obtained with the outcome that 

was predicted by the program (Florina, 2017).  

b. Operational Definition: 

Positive desired outcomes required after exposing diabetes mellitus 

Patients to an instructional program focusing on self-care. 

1.7. 2. Instructional Program: 

a. Theoretical Definition:  

        It is instruction list or training list provided by institution for their 

employees. The program is held at the institution and is designed to increase 

workers' knowledge, abilities, and competence in a given subject. It may also be 

used as part of personnel development (Nam et al., 2011). 



   
 

Chapter One: Introduction  

 

 

11

b. Operational Definition:  

An instructional plan prepared for patients with diabetes mellitus type 2 for 

teaching and instructing them about self-care to understand how to perform right 

daily self-care to avoid complication. 

1.7. 3. Self-Care: 

a. Theoretical definition: 

The individual's activities and behaviours that aimed to promote good change 

that are directed to well-being related to physical, psychological, and spiritual 

states (Maikeow, 2012). 

b. Operational definition: 

 Self-activities performed by the diabetic patient to maintain his health status 

and prevent complication. Which included healthy eating, exercise, monitoring, 

medications, stress management, general hygiene, weight control and body 

safety domains.   

1.7. 4. Patients: 

a. Theoretical Definition: 

A person who is the recipient of health care or treatment (WHO, 2012). 

b. Operational Definition: 

Is an individual who suffers from diabetes mellitus type II who has deficient 

knowledge about self- care attend Al- Diwaniyah center for diabetes and 

endocrine disorders 
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1.7. 5. Diabetes Mellitus Type II:  

a. Theoretical Definition: 

Type II diabetes mellitus also known as non-insulin dependent diabetes mellitus 

is the most common form of diabetes mellitus characterized by hyperglycemia, 

insulin resistance, and relative insulin deficiency (Khatoon et al., 2018). 

b. Operational Definition: 

Type II diabetes mellitus is a form of diabetes that is characterized by high 

blood sugar, insulin resistance, and relative lack of insulin. 
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Chapter Two 

Literature Reviews 

        One of the most important aspects of scientific research is a review of 

related literature, which includes information and studies on research problems. 

2.1 .  Historical background       

Diabetes is a very old disease; it was first recorded by the ancient 

Egyptians. And described in an Egyptian medical document called the Ebers 

Papyrus, written around 1552 B.C., as a condition characterized by excessive 

urination. Patients reported extreme thirst, weight loss, boils, and infections. 

Susrata, an Indian physician, recognized gluttony in diabetic patients in 400 

B.C., especially when eating too much rice, flour, and sugar. He examined for 

diabetes by pouring urine near an anthill; if the ants swarmed over the anthill, 

the urine clearly contained sugar, and the patient was diagnosed with diabetes. 

The term "diabetes" was invented five hundred years later, in the second century 

A.D., by Greek physician Aretaeus, who described diabetes as a alarming 

problem, uncommon among men, characterized by the breakdown of flesh and 

limbs into urine. Although ancient physicians could describe the noticeable 

symptoms of diabetes, they had no idea how to effectively treat it or alleviate 

patients' suffering (Ambrose, 2014). 

The term "diabetes" or "to pass through" was used by the Greek 

Apollonius of Memphis in 230 BC. During the Roman Empire, the disease was 

considered uncommon, with Galen stating that he had only seen two cases 

during his career. This might be because of the ancients' diets and lifestyle, or 

because the symptoms were noticed during an advanced stage of the disease. 

The disease was named "urine diarrhea" (Poretsky, 2010; Laios et al., 2012(. 
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However, Menon el at., ( 2015) declared that the diabetes is derived from 

Latin and ancient Greek and literally means "a passing through; a syphon". 

Diabetes, which means "running through a syphon", is based on the ancient 

notion that in this condition, all fluids consumed rapidly run through the body to 

be excreted in urine, resulting polyuria. Mellitus is a Latin word that means 

"honeysweet". It was given the name mellitus by Thomas Wills in 1675 because 

patients with diabetic urine had a sweet taste. However, the ancient Greeks and 

Indians had already commented on this sweet taste. 

In 1776, Thomas Wills, a professor who discovered the sweetness of 

urine, described the relationship between diabetes and frequent urination as 

Pissing evil. The first description of hyperglycemia was published in 1776 by 

Liverpool physician Matthew Dobson, who found that the serum and urine of 

one of his patients tasted delicious (Pickup and Williams, 2003). 

Arctaeus of Cappadocia used the name diabetes. Its root is the Greek term 

Diabaincin, which was created by combining the verb beinein (to walk or stand) 

with the prefix dia- (across, apart). The name diabetes derives from the Greek 

diabeinin, which means to stride, stroll, or stand with legs apart. As a result, it 

refers to someone who straddles, more specifically a compass or syphon. The 

"sense siphon" caused an illness characterized by increased urine output 

(Dobson, 2011). 

However, Scottish physician John Rollo developed the first medical diet 

for diabetes, which included rotting meat, blood pudding, and a combination of 

milk and limewater. He added the term mellitus to distinguish diabetes from 

diabetes insipidus (the Greek word for honey) (Poretsky, 2010). 
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2.2 .  Theoretical Framework   

The theoretical framework is a guide for the research presented in 

dissertation. It provides direction for the study and a framework for defining the 

philosophical, epistemological, methodological, and analytic. An Eisenhart 

description of a theoretical framework is s ―a structure that guides research by 

relying on a formal theory…constructed by using an established, coherent 

explanation of certain phenomena and relationships‖. Therefore, the theoretical 

framework includes the theory (or theories) selected to support the thinking 

about how they understand and plan to investigate the problem as well as the 

relevant concepts and definitions from that theory (Osanloo & Grant, 2016  .(  

2.2.1. Orem’s self-care theory 

 Orem theory of self-care focused on behavior for the maintenance of life. 

Human beings use their health and well-being to their advantage. When applied 

successfully, they help to maintain people's completeness and activity (Neta, et 

al., 2015(. 

Self-care refers to the actions of people included to ensure stable 

functioning, continual personal growth, and well-being. Self-care is further 

characterized to include regular evaluation of symptoms and commitment to 

medication. The theory of self-care is the basis for three other hypotheses, 

including self-care theory, self-care deficit theory, and nursing systems theory 

(Orem, 2002). 

Dorothea Orem's theory is widely used in the healthcare setting and helps 

nurses in improving the health condition of patients by making them 

independent. A nurse can help a patient recover quickly by integrating scientific 

principles into the procedure. It is usually used in primary care and rehabilitation 

facilities, where patients are encouraged toward self-care (Younas,  2017 .(  
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The active participating of patients with diabetes in self-care activities is a 

critical component in the treatment of Diabetes. More than 95% of the 

management is done by the patient and their family (Neta et al., 2015). 

Orem self-care model is one of the most comprehensive self-care theories 

available, providing a useful clinical guidance for planning and executing good 

self-care principles. Orem believes that people are able to care for themselves, 

and that when this ability is distorted in a patient, nurses may help patients 

restore this ability by providing immediate care and compensating instructional 

supports (Borji et al., 2017(. 

According to Dorothea, nursing care is required when the patient is 

affected by disabilities that affect their practice and self-care needs. Diabetes 

mellitus is an example of these limitations; the self-care should be handled in a 

manner that the client or his family will get support as much as possible to 

recover the patient's self-care ability (Kirkevold, 2000  .(   

Therefore, Orem theory consists of three integrated theories: (self- care, 

self-care deficit, and nursing systems). The philosophy of self-care deficit 

nursing is created for patients who are unable to manage their condition 

requirements, even with the help him by family members of the management. If 

they are unable to provide essential management, there will be a need for self-

care, which a nurse may provide (Johnson and Webber, 2015). 

According to Hagran and Fakharany ( 2015),  The theory of self-care 

deficit decides when nursing care is required. Nursing is required when an adult 

(or in the case dependent, the parent) is unable or restricted in the providing of 

persistent effective self-care. A self- care deficit existing when the therapeutic 

self-care requirement exceeds self-care ability . 
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Dorothea Orem classified three types of nursing practice in nursing 

systems: 

1. Wholly compensatory system, in which nursing replaces 

individuals in self-care; 

2. partially compensatory system, in which people require nursing 

only to assist them in carrying out what they are unable to do on 

their own; and 

3. Supportive-educative system, in which people are capable of 

performing self-care but require nurses to teach and supervise them 

while performing it. Informal caregivers might receive from the 

supportive-educational system (Queiros et al., 2014). 

 

 

 

 

 

 

 

Figure (2-1) Self-Care Deficit Nursing Theory (Orem, 2001) 

The patient is unable to perform any self-care activities and must rely on 

the nurse to perform them in the wholly compensatory system while in the 

partially compensatory system; both the patient and the nurse perform self-care 

activity, with the nurse taking on a main role as the self-care demand changes.  
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When patients regain the ability to provide for themselves, their need for nursing 

care reduced (Johnson and Webber, 2015  .(  

According to Mohammed & Hamza, (2016), In Orem theory there are (5) 

specifies methods which the nurses could apply to help in meeting the self-care 

patient‘s needs : 

• Performing activities for others . 

• Managing and leading. 

• Applying physical supports . 

• Applying psychological support. 

• Environmental and teaching support should be provided. 

2.3. Diabetes Mellitus overview 

2.3.1. Definition of Diabetes Mellitus 

Diabetes Mellitus is a persistent metabolic, progressive endocrinological 

problem of the carbohydrates, proteins, and fat metabolism characterized by 

increased blood glucose level due to either an absolute insulin deficit in type I 

diabetes or a relative insulin deficiency and insulin resistance in type II diabetes 

(Jackson et al., 2014). 

Diabetes refers to a collection of metabolic illnesses defined by an 

elevated blood glucose level resulting from abnormalities in insulin production, 

insulin action, or both. Diabetes causes long-term organ damage, malfunction, 

and failure, particularly in the kidneys, eyes, nerves, heart, and blood vessels 

(American Diabetes Association [ADA], 2013).  
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2.3.2. Classification of Diabetes Mellitus 

Diabetes is divided into the following categories: diabetes type I (due to 

autoimmune -cell destruction, usually leading to relative insulin deficiency), 

diabetes type II (due to a progressive loss of adequate β-cell insulin secretion 

commonly on the background of insulin resistance), gestational DM (DM 

diagnosed in the second or third trimester of pregnancy that wasn't clearly overt 

diabetes before to gestation), specific types of diabetes due to other causes, e.g., 

monogenic diabetes syndromes (such as neonatal diabetes and maturity onset 

diabetes of the young), diseases of the exocrine pancreas (such as cystic fibrosis 

and pancreatitis), and drug or chemical induced diabetes such as with 

glucocorticoid use in the management of HIV/AIDS, or after organ 

transplantation (American Diabetes Association, 2014a).  

Diabetes type I and type II are heterogeneous disease in which varying 

clinical manifestations and disease progression.  Although categorization is 

crucial for defining treatment, some people can't be categorized as type I or type 

II diabetics at the time of diagnosis. Diabetes type II occurs in adults while 

diabetes types I in children, so the old classifications are no longer accurate. 

Diabetes type I is characterized by polyuria/polydipsia and diabetic ketoacidosis 

(DKA) and about one-third of children (Dabelea et al., 2014). 

2.3.3. Diabetes Mellitus Type II 

Diabetes Mellitus Type II (also known as non-insulin dependent DM) 

affects usually exclusively adults and is described by insulin resistance 

manifested as hyperinsulinemia and hyperglycemia. It is closely related with 

obesity, physical inactivity, and a family history of DM and it accounts for 90% 

of all diabetes (Ouyang, 2007). 
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In addition, type II diabetes is a metabolic diseases described by chronic 

hyperglycemia resulting by resistance of insulin in the peripheral tissues, 

insufficient insulin secretion, and decreased suppression of glucagon secretion in 

response to ingested glucose (Boada et al, 2013). 

Therefore, Insulin resistance and decreased insulin secretion are the two 

major insulin disorders in diabetes type II. Reduced tissue insulin sensitivity 

causes to the insulin resistance. Insulin is a hormone that binding to specific 

receptors on the surface of cells and starting a series reaction including glucose 

metabolism.  Intracellular reactions are reduced in diabetes type II, and causing 

insulin less effective at stimulating glucose absorption by tissues and regulating 

liver glucose release. In the diabetes type II the specific mechanism causing 

insulin resistance and decreased insulin secretion are unknown; however genetic 

factors are believed to play a role (Hinkle and Cheever, 2018). 

To prevent blood glucose accumulation and overcome insulin resistance, 

increased insulin must be secreted to keep the glucose level normal or increases 

level slightly. Glucose levels rise and type 2 diabetes occurs when beta cells 

can't keep up with increasing insulin demand. In addition, insulin resistance also 

led to metabolic syndrome, a group of symptoms including abdominal obesity, 

hypertension, hypercholesterolemia, and other abnormalities (Grossman & 

Porth, 2014). 

Moreover, People with type 2 diabetes are also concerned about their 

blood sugar. The problem for those individuals is that, while they can make 

insulin, their cells aren't sensitive to the message it delivers. If cells aren't 

sensitive to the message delivered by insulin, their body will secrete more 

insulin in order to give the message to the cells to open and receive glucose. A 

major problem arises when cells become exhausted because they eventually stop 

secrete insulin on their own. The combination of over production of insulin, the 
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body‘s inability to regulator blood sugars, and increased blood sugar levels 

result in increased health complications (Frazer, 2019 .(  

Furthermore, type 2 diabetes is described by decreased insulin production 

from pancreatic beta-cells and insulin resistance in peripheral tissues. Moreover, 

insulin resistance increased fatty acids in plasma, resulting in reduced glucose 

transport into muscle cells and increased fat breakdown, which causes an 

increased glucose production from liver.  DM type 2 progress when pancreatic 

beta -cell dysfunction and insulin resistance occur (Al-Goblan et al., 2014).   

2.3.4. Pathophysiology of Type II Diabetes Mellitus 

Type II Diabetes Mellitus involves at least two primary pathogenic 

mechanisms: (a) a progressive decline in pancreatic islet cell function resulting 

in reduced insulin secretion and (b) peripheral insulin resistance resulting in a 

decrease in the metabolic responses to insulin. This dynamic interaction between 

insulin secretion and insulin resistance is essential to the maintenance of normal 

glucose tolerance (NGT). The transition from the normal control of glucose 

metabolism to type 2 diabetes mellitus occurs through the intermediate states of 

altered metabolism that worsen over time. The first state of the disease is known 

as prediabetes, and consists of a set of metabolic disorder characterized by a 

great hyperglycemia, enough to increase of retinopathies, nephropathies and 

neuropathies incidence. If we advance in the T2DM temporal sequence we 

found a remarkable change in the pancreatic cells population that form the 

Langerhans islets, mainly caused by amylin fibers accumulation over these cells 

from polypeptide hormone called amyloid polypeptide or IAPP. The IAPP 

hypersecretion and amylin fibers deposition attached to the endoplasmic 

reticulum stress caused by excessive workload due to biosynthesis 

overproduction of insulin and IAPP result in β-cell apoptosis. In addition to 

these alterations, we must also consider the changes observed in incretins 
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profiles like GIP (glucosedependent insulinotropic polypeptide) and GLP-1 

(glucagon-like peptide 1) directly related to glucose homeostasis maintenance. 

Risk factors that predispose to a healthy individual to develop T2DM are 

several, but the most important is the obesity. The body mass index (BMI) has 

been used in numerous epidemiological studies as a powerful indicator of 

T2DM risk. Lipotoxicity caused by circulating free fatty acids increased, 

changes in lipoprotein profiles, body fat distribution and glucotoxicity caused by 

cells over-stimulation are other risk factors to consider in T2DM developing 

(Boada et al, 2013).   

2.3.5. Risk Factors 

Pre-diabetes and Type 2 diabetes mellitus are significantly influenced by 

lifestyle factors such as nutrition, physical activity, sedentary lifestyle, stress, 

and sleep. Regardless of obesity levels, many of these activities, such as sugar 

eating, lead to impaired glucose management (Spruijt-Metz et al,. 2014). 

The global changes in lifestyle brought on by social progress and rapid 

urbanization are an important factor contributing to the ongoing increase in the 

number of people with T2DM. Some of them had sedentary lifestyles, don't 

follow healthy nutrition guidelines, consume a lot of processed foods, and are 

stressed and exhausted. This is true not just for developed countries, but also for 

those with citizens who have a medium or low social status. Regardless of social 

status, the problem of this disease's incidence involves the overall world. 

Therefore, diabetes is both a health and an economic problem. Many T2DM 

patients were middle-aged and at the top of their professions' and economy's 

productivity (Rosiek et al., 2016  .(  

Stated that gender (Male) has been recognized as a risk factor for diabetes 

type 2 development. It is unknown why males are more likely than females to 
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contract this illness. Another potential contributing factor is the general rise in 

obesity rates. However, men appear to be at higher risk of developing diabetes 

type 2 than do women with similar BMI, and obesity seems to be more common 

in men than in women (Nordstrom et al., 2016). 

T1able 2.1: Causes and Risk Factors of Diabetes Mellitus: 

 Risk factors 

Modified Non-modified 

Sedentary lifestyle Age 

Obese people Family history  

Metabolic syndrome Gender  

Dietary factors  Ethnicity  

Intrauterine environment History of gestational diabetes 

Previously identified IGT/IFG  Polycystic ovary syndrome 

Inflammation  

(Yadav, et al., 2008; Holt and Hanley, 2012; Talwalkar, 2015). 

2.3.5.1. Obesity/ Body Mass Index (BMI) 

Obesity is considered one of the most common and neglected public 

health problems in developed and developing nations, according to the WHO. 

Hypertension, diabetes, dyslipidemia, CVDs, and some cancers are associated 

with obesity. Approximately 88% of type 2 diabetes patients were overweight or 

obese, contributing to the epidemic (Vasanthakumar & Kambar, 2020). 
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Most people who are overweight or obese have some degree of insulin 

resistance, but type 2 diabetes only occurs in those who do not secrete enough 

insulin to meet the level of insulin resistance. The glycemic control of these 

individuals is impaired even if their insulin levels are high (Al- Goblan et al., 

2014( 

Obesity is the most important environmental trigger of TIIDM. Obesity is 

described as including a body mass index of 30 or greater. Genetics have a big 

part in obesity and, in developing TIIDM. Somehow, to have a lot of fat in the 

body this can produce insulin resistance. For so many years, TIIDM can be 

managed with diet regimen and practicing exercise. Reduction of weight with 

growing the muscle size while reducing the total body fat can facilitate the body 

for better utilization of insulin. Also there is association between TIIDM and the 

location of storing fat. People with excess fat in the abdomen; they can have 

more chances of developing TIIDM than those with increasing fat on their hips 

and thighs (Holt and Hanley, 2012). 

However, in type II diabetes there is unknown specific etiology, with no 

autoimmune damage of B-cells can occur; but the most of patients with TIIDM 

are obese. Obesity can cause insulin resistance (Defronzo et al., 2015). 

2.3.5.2. Unhealthy Diet      

Diabetes is caused by an unhealthy diet (high in sugar, salt, fat  and 

deficient in  fruits, fiber and vegetables). Non-communicable diseases (NCDs) 

like diabetes can be prevented by a healthy lifestyle that includes regular 

exercise, restricted alcohol and cession smoking, and a diet rich in fruits, 

vegetables, and low in salt, sugar, and saturated fats  (Caperon et al., 2019 .(  

Moreover, dietary habits contribute to general health. According to 

population-based studies, particular unhealthy eating behaviors, such as missing 
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breakfast, snacking between meals, and eating at night, are related with an 

elevated risk of diabetes (Huang et al., 2017). 

2.3.5.3. Physical inactivity 

One of the most important modifiable risk factors for diseases like 

diabetes is a lack of physical activity. Physical activity reduces metabolic risks 

and improves blood glucose and lipid profiles in diabetes patients, helping them 

weight management (Sarbazi et al., 2019 .(  

Physical inactivity has been studied a lot as a factor in how Type 2 

diabetes develops. Physical inactivity increases the risk of type 2 diabetes and 

makes its management more difficult. On the other hand, regular physical 

activity can not only prevent the development of T2DM, but it can also increase 

the effects of the antidiabetic drugs therapy, which improves glycemic control 

(Anjana & Mohan, 2016  ( . 

Furthermore, several studies showed that the risk of diabetes rises when 

physical activity decreases. Physical activity is a necessity for maintaining 

human health, preventing or delaying the onset of type 2 diabetes, effectively 

managing diabetes, and decreasing mortality. Public health and chronic disease 

treatment, particularly T2DM priority achieving the optimum physical activity 

level (Abramczyk, 2018).  

The majority of urbanites now have sedentary lifestyles that include 

constant use of automobiles, even for short distances, long hours spent sitting at 

offices or study tables, and a greater emphasis on watching television and using 

computers throughout their entire lives. The prevalence of diabetes and heart 

disease has increased as a result of these practices (Raman, 2016 .(  

 



  
   

 

Chapter Two: Literature Reviews  

 

 

27

2.3.5.4. Smoking 

Cigarette Smoking is a major modifiable risk factor for DM. Smoking 

causes vascular damage, endothelial dysfunction, and blood-clotting cascade 

activation; therefore it is not unexpected that high blood glucose and smoking 

exacerbate vascular damage in diabetes smokers. (Campagna et al., 2019.( 

Smoking and diabetes increased mortality and morbidity. People who 

smoke with diabetes are risk coronary heart disease and microvascular 

complications. Smoking and diabetes contribute 65% of cardiovascular deaths. 

Smoking increases insulin resistance, decreased diabetes control, increasing risk 

of hypoglycemia risk (Georges et al., 2019). 

Also Smoking is a modifiable risk factor for chronic illnesses such CVD, 

cancer, asthma, chronic obstructive pulmonary disease, and diabetes. Smoking 

effects on diabetes are often underestimated. Smoking causes inflammation and 

oxidative stress, which directly damage beta-cell function and decreased 

endothelial function (Chang, 2012). 

2.3.5.5. Stress 

Stress is a major problem for patients with diabetes. Stress and 

psychological distress contribute to the development, progression, and 

chronicity of diabetes (Alonso-Moran et al., 2014). 

Changes in blood pressure, heart rate, and cardiac output are all effects of 

stress- induced sympathetic activation of the autonomic nervous system, 

whereas activation of parasympathetic influences heart rate variability. High 

blood pressure increases the risk of diabetes (Hackett & Steptoe, 2017). 

Moreover, Diabetes and stress are both causes and effects of one another. 

In other words, diabetes can be thought of as both a cause and a result of stress. 
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However, stress raises glucose levels and glycated hemoglobin (HbA1c), as well 

as diabetes and its complications can raise stress levels in patient with type 2 

diabetes ,in addition it may cause other physical, behavioral, and mental 

disorders (Zamani-Alavijeh et al., 2018). 

2.3.6. Clinical Manifestation 

Type II diabetes often stays unrecognized for several years as the 

circulating glucose develops progressively and there are no recognizable 

symptoms in early stages of the disease (Vij, 2008; Hillson, 2015). 

According to Awuchi et al. (2020), symptoms of type 2 diabetes can be 

slow for years or absent. Diabetes classical signs include: 

1. Weight loss. 

2. Increased hunger (polyphagia). 

3. Increased thirst) polydipsia). 

4. Increased urination (polyuria). 

Other signs and symptoms are: 

1. Vision obscured. 

2. Delay wound healing. 

3. Exhaustion and tiredness. 

4. Multiple skin rashes in diabetes are known as diabetic dermatomes 

5. Headache  

2.3.7. Complications of diabetes mellitus type II 

Primary complications of diabetes are damage to the eye, nerve, and 

kidney caused by damage to the small blood vessels. Diabetic retinopathy, 

caused by retinal blood vessel damage, can cause progressive vision loss and 

finally blindness (Awuchi et al., 2020(. 
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A common problem of the disease, renal disease is a subset to diabetic 

microvascular alteration in the nephritic system. Few people with type II 

diabetes eventually develop ESRD. Within ten years of being diagnosed with 

diabetes, they may develop renal disease (Whitehouse et al., 2018; Garza et al., 

2017). 

Furthermore, diabetes patients have a significantly higher prevalence of 

coronary artery disease (CAD), peripheral vascular disease, and cerebrovascular 

disease than non-diabetics. Atherosclerosis, which is the primary underlying 

cause of all these complications and is accelerated in diabetics, increases the 

prevalence of macrovascular disease (Yan et al., 2015 .(  

 Estimated prevalence of 12–15% among all people with diabetes, foot 

ulcers are the most frequent medical complication among diabetic patients. 

More hospital stays are brought on by diabetic foot ulcers than by any other 

diabetes complication. Up to 90% of lower extremity amputations in diabetic 

patients result from ulcers, which can have devastating complications 

(Yazdanpanah et al., 2015 .(  

However, long-term complications are more likely in all types of diabetes. 

These typically appear after 10 to 20 years, but they could be the first symptoms 

in people who had not previously been diagnosed. The possible complications of 

diabetes include retinopathy, neuropathy, and nephropathy. Significant long-

term complications are caused by blood vessel damage. Cardiovascular diseases 

are two times more likely to develop in people with diabetes, and coronary 

artery disease accounts for about 75% of their deaths.  Other macro-vascular 

diseases include peripheral artery disease, and stroke (Awuchi et al., 2020). 

Comorbidities and complications of diabetes include high blood pressure, 

high cholesterol, vascular disease (including coronary artery, cerebrovascular, 
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and peripheral artery disease), kidney disease, eye disease, and nerve damage. 

Poor control of glucose, blood pressure, and cholesterol, as well as negative 

emotions, lead to these complication (Chew et al., 2018). 

According to Baynes (2015), complications of diabetes mellitus include : 

1. Acute complications 

1.1. Hypoglycemia 

1.2. Hyperglycemic crises 

1.2.1. Diabetes Ketoacidosis (DKA) 

1.2.2. Hyperglycemic hyperosmolar state (HHS) 

2. Chronic complications: 

2.1 Macrovascular disease complications 

2.2 Microvascular complications 

2.2.1. Retinopathy 

2.2.2. Nephropathy 

2.2.3. Neuropathy 

3. Other complications and associated conditions 

3.1. Impaired growth and development 

3.2. Associated autoimmune conditions 

3.3. Hyperthyroidism 

3.4. Hypothyroidism 

3.5. Celiac disease 
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3.6. Vitiligo 

3.7. Primary adrenal insufficiency (Addison‘s disease) 

3.8. Lipodystrophy (lipoatrophy and lipohypertrophy) 

3.9. Necrobiosis lipoidica diabeticorum 

3.10. Infections seen in patients with diabetes 

3.11. Non-alcoholic fatty liver disease 

3.12. Limited joint mobility 

3.13. Edema. 

2.3.8. Assessment and Diagnostic Findings 

The decision of test used to determine whether a patient has diabetes 

should be left up to the health care professional's assessment, who should also 

consider whether it would be practical to test a patient or a group of patients. 

The performance of diabetes testing when necessary is perhaps more important 

than the option of diagnostic test. There is depressing evidence suggesting that 

many at-risk patients still do not receive adequate testing and treatment for this 

disease that is becoming more prevalent or for the cardiovascular risk factors 

that frequently accompany it. 

2.3.8.1. Fasting Plasma Glucose Level 

The foundation for a laboratory diagnosis of diabetes mellitus is the 

measurement of blood glucose levels. A normal blood glucose level is when the 

glucose level is less than 100 mg/dl. If the result of a fasting blood glucose test 

(which can be done after an 8-hour fast) is >126 mg/dL, diabetes can be 

identified (Defronzo, et al., 2015 .(  



  
   

 

Chapter Two: Literature Reviews  

 

 

32

2.3.8.2. Casual Plasma Glucose (CPG) 

The accuracy of a fasting blood sugar test might be doubted on occasion. 

casual plasma glucose is tested regardless of the last meals eaten. If the CPG is 

greater than 200 mg/dL and diabetic symptoms are present, a diabetes diagnosis 

is confirmed (Williams and Hopper, 2015). 

2.3.8.3. Oral Glucose Tolerance Test (OGTT) 

The oral glucose tolerance test is another method for diagnosing diabetes. 

This test is used to check the patient's blood glucose at intervals after drinking a 

concentrated carbohydrate beverage. After 2 hours, diabetes is diagnosed when 

the blood glucose level is 200 mg/dL or above (Smeltzer, et al., 2010).   

2.3.8.4.  Glycohemoglobin test: 

Also known as glycosylated hemoglobin, or HbA1c [hemoglobin A1C] is 

used to gather data and assess the development of diabetes control. The RBC, 

which has a lifespan of about three months, binds glucose in the blood to 

hemoglobin. It expresses the rate of plasma glucose for the previous two to three 

months after measuring the glucose that is bound to hemoglobin. Additionally, it 

helps in defining the degree of utility of the treatment plan for the patient. 

Normal HbA1c ranges from 4% to 6%. If the result was 6.5% or higher, the 

diagnoses is diabetes (Williams and Hopper, 2015(. 
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2.3.9. Medication 

         The medication of DM can be shown in the table ( 2-2 :(  

Medication Action Side effect 

First-Generation 

Sulfonylureas 

Acetohexamide (Dymelor) 

Tolbutamide (Orinase) 

Induce pancreatic beta cells 

to produce insulin; may 

enhance insulin binding to 

insulin receptors or increase 

insulin receptor. 

Hypoglycemia, Weight gain, 

Mild GI symptoms, Skin 

reactions   Medication 

interactions (warfarin, 

NSAIDs)  

Second-Generation 

Sulfonylureas 

Glimepiride (Amaryl), 

Glipizide (Glucotrol), 

Glyburide(DiaBeta, 

Micronase) 

Stimulate release of insulin 

from beta cells of the 

pancreas. 

Hypoglycemia, dizziness, 

headache, nausea, 

nervousness, anxiety, 

diarrhea, tremor. 

Biguanides  

Metformin(Glucophage) 

Improve insulin sensitivity in 

muscle and fat; decrease 

hepatic gluconeogenesis and 

glycogenolysis. 

Vomiting, loss of appetite, 

metallic taste, diarrhea, 

lactic acidosis  

Alpha-Glucosidase 

Inhibitors  

Acarbose (Precose), 

 Miglitol (Glyset) 

Locally inhibit carbohydrate 

breakdown and glucose 

absorption in the small 

intestine. 

Abdominal distention or 

discomfort, severe decrease 

of plasma glucose, diarrhea 

and flatulence. 
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Dipeptidyl Peptidase-4 

(DPP-4) Inhibitor 

Sitagliptin (Januvia) 

Alogliptin (Nesina) 

Linagliptin (Tradjenta) 

Saxagliptin (Onglyza) 

 

Inhibiting endogenous 

incretion breakdown 

improves insulin secretion 

and lowers glucagon 

secretion. 

headache, cough, upper 

respiratory tract,  

Nasopharyngitis, urinary 

tract infection,  Infections 

Arthralgia, back pain, weight 

gain and increased incidence 

of hypoglycemia when 

added to a sulfonylurea 

Meglitinides 

Nateglinide (Starlix) 

Repaglinide (Prandin) 

Stimulates pancreatic insulin 

secretion and  leads to 

opening of calcium channels; 

increased calcium influx 

induces insulin secretion 

Hypoglycemia, upper 

respiratory infection, 

dizziness, back pain, 

Headache,  flu-like 

syndrome 

Insulin:  

Rapid-Acting 

Apidra, glulisine 

Humalog, lispro 

Novolog, aspart 

Short-Acting 

Humulin R, Regular,  

Novolin R 

Intermediate-Acting 

Humulin N, Novolin N, NPH 

Long-Acting 

Lantus, Levemir, detemir 

A hormone produced and 

secreted by the beta cells of 

the islet of Langerhans in the 

pancreas. Inhibits glycogen, 

fat, and protein breakdown. 

Increases glucose absorption 

by muscle and adipose tissue. 

swelling, redness, and 

itching at the injection site, 

wheezing,  shortness of 

breath, weight gain, 

constipation, weakness 

dizziness, blurred vision, 

sweating,  fast heartbeat 

and muscle cramps 
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2.4. Self-Care for Type 2 Diabetes Mellitus 

Self-care can be defined as the practice of activities that people perform 

independently to maintain life, health and well-being. The development of this 

practice is directly related to skills, limitations, values, cultural and scientific 

rules and the self (Gomides  et al., 2013(. 

Self-care considered an important method to control the disease which 

depends on patient's readiness and interest in implementing self-care actions. 

These activities include, healthy eating to control the blood sugar, doing 

exercise, stress management, general hygiene that include personal and foot 

care, weight control and body safety (Mohebi et al., 2014 .(  

 Diabetic patient's self-care can help to increase information or awareness 

by learning to persist with the difficult nature of the diabetes in a community 

environment. Patient with diabetes and their families have to handle most the 

daily care; they can cooperate in handling the daily self-care management 

(Shrivastava et al., 2015).  

Type II diabetes is essentially a self-managed disease, and the options 

patients make for themselves have an impact on their health because they are 

ingrained in their regular daily activities. Effective self-management requires 

constant individual effort and a variety of focused, difficult cognitive and 

behavioral tasks.  

The management responsibilities include: 

1. Medical management (such as administer medication, following a specific 

diet or exercise program( 

2. Role management (making new significant behaviors or have role in life). 

3. Emotional management (educating to adjust psychologically to his condition 

which may correct the individual‘s view in the future) . 
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The skills needed in self-management which a person may represent on to 

achieve their management tasks include, problem solving, decision making, 

resource utilization, and activity planning (AL-Taie, 2010). 

Diabetes education is essential but it must be altered to activities for the 

patient beneficial. Reducing the level of patient‘s glycosylated hemoglobin may 

be the final aim of self-care of diabetes. There must be an evaluation to be done 

to measure the changes in self-care activities like patient participation in 

achieving and maintaining specific glycemic targets by self-monitoring of blood 

glucose control. It will give information about current blood glucose condition, 

allowing for assessment of treatment and directing in adjusting diet, exercise and 

medication in order to achieve optimal glycemic control. But still 

recommendation should include those adults with diabetes, should continue to 

engage in regular physical activity (Shrivastava, et al., 2015(. 

The weak commitment to self-care activities for diabetic people can 

increase the problem. Many factors can influence the self-management of care 

related to personal, social, economic and cultural order, as well as parts 

associated to the disease treatment. Moreover, Health and nursing professionals' 

duty help to promote patient adherence to medical treatment by encouraging 

important behavioral changes to have an effective control of the disease (Neta, 

et al., 2014 .(  

Nevertheless, Self-care is the cornerstone of good diabetes treatment. The 

ADA has identified seven important activities that have been demonstrated to be 

positively correlated with better health in people with diabetes. They include 

(Mahjouri et al., 2011) : 

 Monitor of blood glucose, medication adherence,  

 Being physically active , 



  
   

 

Chapter Two: Literature Reviews  

 

 

37

 Healthy eating , 

 Protect feet from injury and infection, and get medical care if indication). 

 Problem-solving skill (e.g., inspecting feet and identifying foot issues early, 

 Risk-reduction behaviors, and Healthy coping skills (such as practicing deep 

breathing  .(  

 The following specific self-management activities are related diabetes care 

and living with diabetes are: (Smallwood, 2015 ( . 

 Establish the relationships between foodstuff, activity and medications. 

 Carry out self-monitoring of blood glucose, blood pressure and having 

retinal screening . 

 weight loss, foot care, injection technique and self-monitoring activities. 

 Management of acute complications (hypoglycemia and hyperglycemia(. 

           On the other hand, diabetes treatment requires self-care in diet, exercise, 

medicine, glucose monitoring, and symptom management to avoid severe 

mortality and morbidity. Self-care behavior assessment is difficult and an 

important problem for clinical care and research because there are no diabetic 

regimens that include all of these dimensions (Weinger et al., 2005).  

2.5. Type 2 Diabetes Mellitus Controlling and Management 

People with type 2 diabetes mellitus have lifelong complications from the 

condition. Effective self-management is required for people who have type 2 

diabetes. Dietary control, regular exercise, regular medication, and self-

monitoring of blood glucose levels are the four basic diabetic self-management 

skills recommended for T2DM patients by the Global Guideline for T2DM (Yao 

et al., 2019).  

In addition, Self-management of diabetes includes a number of lifestyle 

modifications, including physical activity, diet, weight loss, regular blood 
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glucose monitoring and adherence to medication. Diabetes complications and 

burden can be reduced through self-management. Diabetes patients should 

actively participate in self-management activities (Damayanti et al., 2018). 

Lifestyle management, which includes self-management support, self-

management education, and lifestyle modification, are major aspect of DM care. 

People must take care of themselves on the basis of deliberate action because 

self-care is a human regulatory function. Self-care as deliberate action is an 

action with a predetermined result that is preceded by investigation, reflection, 

and judgment to assess the circumstance and by a conscious decision regarding 

what should be done (Lambrinou et al., 2019). 

Furthermore, Ouyang, (2007) indicated that diabetes can be prevented and 

treated by eating a healthy diet, exercising frequently, maintaining a normal 

body weight, and abstaining from tobacco use. For those who have the disease, 

it's important to maintain proper foot care, control blood pressure, and take care 

of eyes. 

While Khunti et al, (2019).declared that Good adherence is related to a 

reduced risk of all-cause mortality and hospitalization in patients with Type 2 

diabetes mellitus, making glycaemic control a crucial goal. However, many 

Patients with type 2 diabetes do not take their medication as prescribed and have 

poor outcomes. Therapeutic inertia and lack of adherence are major causes of 

failure to achieve goals. 

Nevertheless, diabetes Control and Complications Trail (DCCT) showed 

that the long-term complications of diabetes such as retinopathy, nephropathy 

and neuropathy can be decreased by as much as 50% to 70% with intensive 

glycemic control when compared to more conventional therapy. However, 

comprehensive patient education is required to provide the patient with the self-
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care skills that are necessary to achieve such as level of glycemic control. In the 

United States, only about 35% of individuals with diabetes have attended a 

diabetes class or education program and only about 33% check their blood 

sugars on a regular basis (Ouyang, 2007). 

2.5.1. Healthy Eating 

According to nutritionists, diet is crucial in the management of diabetes, 

including both the types and quantity of foods which affect blood sugar levels. 

Meal should be taken at regular intervals with low fat, high fiber, and restricted 

carbohydrate content (Sami et al., 2017(.  

Healthy eating patterns like the DASH diet and the Mediterranean diet are 

typically advised, but there isn't any evidence to suggest that one is better than 

the other according to the ADA, people with diabetes type 2 who are unable to 

attain the glycemic target or where decreasing anti-glycemic medication is a 

priority may benefit from very-low or low-carbohydrate diets, as they have the 

most evidence for glycemic improvement. For overweight individuals with 

diabetes type 2, a diet that achieves loss of weight is effective (Awuchi et al., 

2020 .(  

In addition , Healthy eating affects weight and metabolic rate is important 

for diabetes health care behavior. Low-carbohydrate diets are not widely 

applicable or well-tolerated by patients, as evidenced by the lack of compliance 

seen in trial settings. In TIIDM, whether managed by diet, pills, insulin, or a 

combination of the three, six months of low carbohydrate diets containing as 

few as 50-120 g/day appears safe. Patients who follow a low-carbohydrate diet 

are unlikely to require oral hypoglycemic medications or insulin injections. 

Dietary options for weight loss that improve glycemic control can be offered to 

people with TIIDM, such as simple caloric restriction, low fat intake, and the 
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use of carbohydrates with a low glycemic index (Scottish Intercollegiate 

Guidelines Network, 2014). 

Healthy eating affects weight and metabolic rate is important for diabetes 

health care behavior. Low-carbohydrate diets are not widely applicable or well-

tolerated by patients, as evidenced by the lack of compliance seen in trial 

settings. In TIIDM, whether managed by diet, pills, insulin, or a combination of 

the three, six months of low carbohydrate diets containing as few as 50-120 

g/day appears safe. Patients who follow a low-carbohydrate diet are unlikely to 

require oral hypoglycemic medications or insulin injections. Dietary options for 

weight loss that improve glycemic control can be offered to people with TIIDM, 

such as simple caloric restriction, low fat intake, and the use of carbohydrates 

with a low glycemic index (Scottish Intercollegiate Guidelines Network, 2014). 

Carbohydrates effect insulin more than fat or protein. High insulin levels 

decrease satiety, influence eating behavior, and down regulation lipolysis. 

Figure -2 shows how carbohydrate reduction helps lower insulin resistance. 

Patients with higher insulin levels benefit more from carbohydrate restriction. 

Insulin affects the "set point" of eating behavior and body weight regulation, 

similar medication therapy and surgery but not calorie restriction alone. 

Therapeutic ketosis is being studied for its ability to reduce hunger and appetite 

surges caused by dietary restriction (Kelly et al., 2020). 
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Figure 2-2: A model that describes the process by which lowering total energy  

and carbohydrate consumption may reverse the pathogenesis of diabetes type 2. 

Following a very low-calorie diet, type 2 diabetes remits in 46% of patients after 

one year, according to the diabetes remission clinical trial (Kelly et al., 2020) 

Patient with TIIDM advised to eat not too much sugar, few fatty foods, 

and plenty of fruit and vegetables. Calorie restriction is essential for patients 

with TIIDM. This restriction must continue and of long duration to make an 

impact on body weight. Patient must avoiding excessive alcohol consumption as 

part of calorie restriction (Taylor and Batey, 2012).  

Moreover, Awuchi et al., (2020) illustrated that a low-carbohydrate diet 

can help reduce the amount of glucose the body is exposed to, resulting to 

benefits in the areas of weight loss, decreased obesity risk, and improved control 

of diabetes and other metabolic disorders. Low-carbohydrate diets include less 
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than 20% carbohydrate, according to the American Academy of Family 

Physicians. 

Therefore, A good diet, regular exercise, and a normal weight can usually 

delay or prevent type 2 diabetes, which represents for 85–90% of all cases 

globally. Higher levels of exercise (more than 90 minutes per day) reduce the 

risk of diabetes to 28% (Ouyang, 2007). 

2.5.2. Physical Activity or Exercise 

Exercise plays essential role in diabetes control. Physical activity reduces 

cardiovascular risk, improves glycemic management, helps weight loss, and 

improves health.  Regular physical activity for 8 weeks‘ period can lower 

HbA1C in people with TIIDM, better than those with type I diabetes.. It can 

improve health condition like increased muscle strength, cardiovascular fitness 

and insulin sensitivity. In the absence of contraindications, older people with 

diabetes type II should do resistance exercise three times per week (Gesare  et 

al.,2014; Cefalu, 2015). 

Exercise is another behavioral predictor of improved life quality in people 

with diabetes, as it is related with lower hyperinsulinemia, increased insulin 

sensitivity, lower body fat, lower blood pressure, and better lipid profiles in both 

type I  and type I I diabetes (Ouyang, 2007 (  

Moreover, regular exercise is an important factor in the prevention and 

treatment of diabetes type 2. Previous studies have shown that people of any age 

can benefit from regular physical activity and a reduction in body mass. 

According to World Health Organization guidelines, all healthy adults should 

engage in at least 150 minutes of moderate-intensity aerobic exercise or at least 

75 minutes of intense aerobic exercise every week. Regular physical activities 

decrease the risk of type 2 diabetes (Klimek et al., 2019). 
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Physical activity refers to any type of movement that uses more energy, 

whereas exercise refers specifically to such planned and structured activity. 

Exercising helps people with type 2 diabetes maintain a healthy weight, 

improves their cardiovascular health, and improves their well-being. Type 2 

diabetes mellitus may be prevented or delayed if regular exercise is followed 

(Colberg et al., 2016) . 

Albikawi and Abuadas, (2015) stated that physical activity is essential for 

both physiological and psychological health. To increase patients' optimism and 

self-confidence, activity must be increased; therefore, now is the time to help 

patients with diabetes mellitus in discovering and converting the feeling that 

comes with exercise into internal gain. 

On the other hand, regular exercise is related with diminishing the risk of 

developing type 2 diabetes. People with TIIDM should be advised to be 

involved in physical activity or structured exercise to get better glycemic control 

and reduce risk factors for cardiovascular (Scottish Intercollegiate Guidelines 

Network, 2014). 

Taylor and Batry, ( 2012) mentioned that Individuals are encouraged to 

walk rather than driving or taking the bus, to use the stairs rather than the lift, 

and to engage in recreational activities. In addition, physical activity is 

recommended for two reasons: For starters, it will help with energy balance. 

People gain weight when they consume more calories than they burn in their 

daily lives. Second, people with TIIDM are more prone to heart attacks and 

CVA, which can be reduced with regular exercise. 

The International Diabetes Federation (2012) recommended practicing 

physical activity or exercise or because it is considered important part 

components for preventing and managing in typing 2 diabetes. Although, the 
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word exercise or physical activity are utilized interchangeably on time, physical 

activity be known at the same time as the movement of the body trigger through 

skeletal muscle contractions have been occurring in substantial increase within 

power spending whereas exercise is known the same as a physical activity part 

have carried out with the goal to improve physical health (Gabish & 

Mohammed,  2018). 

According to Gabish & Mohammed, (2018), confirmed that individuals 

who have type 2 diabetes patients that perform together aerobic and resistance 

training had recommended a lower within glycated hemoglobin, blood pressure, 

lipid profile and obesity. This study had informed this exercise for 150 minutes 

weekly have resulted in controlling of HA1C and different cardiovascular risk 

factors diseases within type 2 diabetic patients. 

2.5.3. Self-Monitoring of Blood Glucose  

 Diabetics need self-monitor their blood glucose levels to determine if 

their treatment is effective and if their glycemic targets are being reached. It may 

also be used to avoid hypoglycemia and insulin dosages after meals, adjust 

medicines, medical nutrition treatment, and physical activity (Gesare et al., 

2014 .(  

Self-monitoring blood glucose (SMBG) aims to keep blood glucose levels 

as close to normal as possible in order to prevented long-term complications, to 

make appropriate decisions regarding exercise,  diet, and medication, to assess 

the effects of these decisions, and to detect hyperglycemia and hypoglycemia 

(Hortensius et al., 2012). 

While, Weinstock, (2019) indicated that Self-monitoring of blood glucose 

levels is important for people who have Type 2 diabetes mellitus who use 

insulin or other medication that can cause hypoglycemia. The healthcare 



  
   

 

Chapter Two: Literature Reviews  

 

 

45

provider can assist the patient to identify the frequency of blood glucose 

monitoring based on the patient's condition (Weinstock, 2019 .(  

Therefore, it is obvious that good glycemic control is one of the most 

important aspects in avoiding and delayed diabetes-related problems. This needs 

thorough education, active self-monitoring, effective lifestyle modifications, and 

a therapeutic plan (Muralidharan et al., 2017 .(  

Whereas Svartholm and Nylander, (2010) confirmed that Self-monitoring 

of blood glucose levels is essential to improving the effectiveness and safety of 

treatment for TIIDM patients receiving insulin. Blood glucose levels should be 

checked at least four times per day, before each meal and at bedtime. By doing 

so, the patient's glucose levels can be controlled and hypoglycemia will be 

prevented. 

Nevertheless, Diabetes patients have found that self-blood glucose 

monitoring is important because it enables them to monitor their glycemic 

targets and assess how well their treatment is working. Additionally, it aids in 

the management of medications, postprandial insulin dosages, medical nutrition 

therapy, and physical activity. Hypoglycemia is prevented. The best timing and 

frequency for patients with type II diabetes receiving non-insulin therapy to 

check their blood sugar levels have remained debatable (Farmer et al., 2007). 

Kirk & Stegner,  (2010) stated that self-monitoring of blood glucose 

levels by patients is an essential component of intense glycemic therapy and is 

commonly regarded to enhance blood glucose control and health outcomes. In 

furthermore, the United Kingdom Prospective Diabetes Study found that a 

decrease in HbA1c was associated with a reduced risk of microvascular 

problems in people with T2DM.  
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2.5.4. Medication Management           

Pharmacologic therapy for patient diabetes type 2 can help with good 

control by normalizing A1C with insulin and lowering A1C by 0.5 to 2% with 

oral diabetes medication. Despite the benefits of pharmacotherapy, medication 

adherence has been reported to be poor, ranging from 36 to 85% for oral 

medications (Gesare, et al., 2014 ( .  

On the other hand, if treatment of diabetic patient with oral antidiabetic 

agent cannot control of the high blood glucose then insulin should be used in a 

combination with oral therapy to decrease the danger of hypoglycemia and 

weight gain (Svartholm and Nylander, 2010).   

Effective management of type 2 diabetes requires the performance of 

several complex self-care behaviors including both lifestyle change (i.e. regular 

exercise and dietary control), and medical self-care (such as medication use, 

glucose testing, recording blood glucose levels and foot care. Although dietary 

therapy is importance of diabetes care, diet has been identified by many patients 

as one of the most challenging aspects in management their diabetes (Ouyang, 

2007).   

2.5.5. Stress Management 

Stress is a factor in everyone's life including the diabetic patients. Stress 

management help to learn relaxing techniques to lower the amount of stress in 

their life for better health. Diabetic patients must learn yoga, meditation, and 

deep breathing to help in stress management (Abbas, 2013). 

Techniques for stress management may help patients in managing their 

blood glucose levels, which may help them to avoid long-term complications 

associated with diabetes such diabetic foot ulcers and blindness. It was 

demonstrated that stress training program helped diabetic women control their 
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blood glucose levels while reducing their levels of stress, anxiety, and 

depression (Hamid, 2011).  

Stress is an integral part of modern day life. Stressors can be internal and 

external. The body reacts to stress by fight or flight reaction and recurrent stress 

may cause unsuccessful regulator occurrence of hypothalamus leading to less 

effective hormonal dominance through feedbacks. This may cause many 

alterations in different functioning parts of the body which cause different 

diseases. Like risk of DM with stress, the results are worse than expected, but 

differences remain personal because of the different behavior (Abbas, 2013). 

Social support is considered as a facilitator of healthy conduct in social 

psychology. Social support has been shown to be useful in physiological, social, 

and psychological adaptability, as well as stress and depression reduction in 

chronic conditions. As a result, social support and self-efficacy in people with 

T2DM are associated with self-care behavior adherence as well as diabetic 

adaption (Gao et al., 2013 ( . 

2.5.6. Personal Hygiene  

Diabetes patients are at risk to infection. Skin is less effective as a first 

line of defense. Uncontrolled diabetes leads to loss of fat deposits under the 

skin, glycogen reduction, and proteins damage in the body. Losing Protein may 

impede inflammatory and healing response, weaken WBC function and 

migration of WBC to infection site (Al Ebrahimy, 2003). 

Abbas, (2013) added that body hygiene requires more than just being 

uncontaminated. It involves several skills that aid individuals to live well. 

Patients must be alert of the harm which can happen, and apply simple practices 

e.g. hand washing frequently can assist in avoiding or preventing in some 

occasion fatal diseases from spreading. 
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In addition, bacterial killing and phagocytosis are included in fighting 

infection. Reduced blood supply to certain parts of the body can interrupt 

healing. The skin must remain clean from pathogenic bacteria as needed. 

Frequently, contamination can be happen in warm and moist areas that help in 

organism's growth in specific areas in the body e.g. (between the toes, under the 

axilla and breast, and groin) (Oleiwi, 2012; Abbas, 2013). 

2.5.7. Foot Care  

Complications related to diabetes in the foot, which may be more 

common in the elderly, can reduce by enhance people's quality of life. The risk 

of foot complications can be reduced by preventative measures such as hygiene, 

daily examination of feet, medical attention, and used of appropriate footwear 

(Matricciani & Jones, 2015).  

Therefore, diabetes causes a lot of difficulties, so diabetic individuals 

need to take care of their feet. They are more prone to neurovascular disease, 

which can lead to impaired circulation, loss of protective sensation in the feet, 

and slow healing of wounds on the feet. Each of these situations contributes to 

the rise in amputation rates. Even in the absence of nerve and vascular signs, a 

patient's feet could still be at risk (Tomar and Lester, 2000). 

According to (WHO) standards, diabetic foot is an infection with tissue 

destruction, or ulceration that is associated by neurological abnormalities and 

peripheral vascular disease in the lower extremities. Additionally, it is regarded 

as a major problem in chronic disorders that change protein, fat, and 

carbohydrate metabolism as a result of an endocrine disorder or a relative or 

complete lack of insulin (Al Ebrahimy, 2003). 

Diabetes foot ulcers result from improper footwear. Routine examining 

shoes for any pieces, unusual objects, or linings is important. Patients should be 
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informed about appropriate footwear, diabetes patients needing to pay attention 

to the size and type of their shoes and avoiding pointed-toe and open-toe shoes, 

high heels, and sandals. Patient should examine footwear material and structure. 

More than 50% of these amputations and diabetic foot complications can be 

avoided by educating patients' daily self-management skills and this can be done 

every day (Mohammed-Ali & Hamza, 2016). 

Pourkazemi et al.,( 2020).confirmed that diabetic foot complications and 

amputation can be avoided with Good knowledge and practice toward diabetic 

foot care. American Diabetes Association recommends annual knowledge, 

skills, and behavior assessments for diabetic. 

Patients who have diabetes should be advised against walking barefoot on 

sand or water, using natural ointment on feet to prevent skin from drying, 

cracking, and remembering not to apply between toes, and using mild foot 

powder on the soles of their feet to avoid blisters and other skin irritations 

(Oleiwi, 2013). 

In addition, patients should carefully dry their feet, especially between 

their toes, and not wear new shoes for more than an hour to avoid injuries. The 

best time to trim nails is after a shower. Toenails should be clipped evenly and 

straight, without cutting the corners (Abbas, 2013 .(  

A group of symptoms associated with diabetic foot might lead to tissue 

destruction. Neuropathy and ischemia are TIIDM symptoms that enhance the 

risk of infection in TIIDM patients. About 50-70% of TIIDM patients have a 

lower extremity amputation that begins with an ulcer. The prevalence of diabetic 

foot ulcers is 4.6%, sensory neuropathy is 14.9%, lower extremity ischemia is 

7.5%, and amputation is 1.7%. Foot ulcers were mostly related with male 
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gender, neuropathy, and a longer duration of diabetes (Albikawi and Abuadas, 

2015) . 

If necessary, the patient should cut his or her own nails. They must 

straighten the nails and file the edges. It should not be too long, as this might 

cause wounds, nor too short, as this can cause the nail to grow inwards. If they 

develop calluses or corns, they must seek expert assistance. Diabetics must 

change their socks on a daily basis to dry and clean socks that fit properly. The 

feet must be kept warm at night, and socks may be an option if they are cold. 

During the winter and on rainy days, it is vital to wear socks and shoes. Before 

putting on their shoes, the patient should inspect them to see if there are any 

defect (Svartholm and Nylander, 2010). 

Prevention and caregivers education for the patient, blood glucose control, 

wound cleaning, infection control, revascularization, off-loading of the ulcer, 

and reconstructive surgery if required are all part of the gold standard for 

diabetic foot therapy. Hyperbaric oxygen treatment may also be helpful (Khan et 

al., 2017). 

2.5.8. Maintain a Healthy Weight  

The problem of overweight in TIIDM is common. Over 80% of people 

with TIIDM are obese, some of them at the diagnosis. Weight gain is not only 

undesirable, but it also considered an essential medical problem that can become 

a barrier to the positive management of glycemic control. So far, most 

hypoglycemia medication worsens overweight (Jones and Khan, 2007(. 

Clinically significant decrease in blood glucose, HbA1c, and triglycerides 

are produced by lifestyle modifications that lead to modest and long-term weight 

loss. Even greater advantages result from additional weight loss, such as lower 

blood pressure, improve of low-density lipoprotein (LDL) and high-density 
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lipoprotein (HDL) cholesterol, and less need for medication to regulate blood 

sugar, blood pressure, and lipids (American Diabetes Association , 2016).   

Oleiwi, (2012). Reported that Insulin resistance happens due to 

overweight, when the body does not use insulin well. Even a weight loss of (5 - 

10) kilograms can improve blood sugar control but it will also lower blood 

pressure. After weight loss, patient may need less diabetes medications. 

Therefore, weight management is a vital part for diabetic patient with 

(BMI >30 kg/m2). Decrease weight in obese persons has been related with 

decreases in mortality, blood pressure, lipid profiles, arthritis-related disability 

and other consequences (Norris, et al., 2011.) 

Weight loss can reduce the risk of cardiovascular disease, result in a 

partial recovery in people with diabetes, or prevent the progression of 

prediabetes into type 2 diabetes. There is no one diet that is best for everyone 

with diabetes (Ouyang, 2007(. 

2.5.9. Body safety   

Diabetics' patient when they want to apply the physical safety should 

recognize the most important reasons that make it exposed to situations of 

dangerous (to avoid falling, accidents, injuries, etc.). The disease will affect the 

balance of the patient, so they need to learn and practice sport balance to avoid 

falls associated with injury and loss of consciousness (Powell, et al., 2005). 

Diabetic patient must identifying hyperglycemia and hypoglycemia in 

order to protect himself from the risk of complications. Hyperglycemia has an 

impact on the perception and activities which are necessary as in hypoglycemia. 

It affects the majority of patients with diabetes who are unable to reach 

therapeutic goals. Blood sugar self-monitoring detection of body signals and 

interventions should be prepared toward prevention disabling hypoglycemia and 
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undesirable hyperglycemia. With long period, chronic hyperglycemia is a risk 

for cognitive decline. Acute and frequent hyperglycemia, over 15 mm/L can also 

lead to have an impact on cognitive motor tasks. Maintaining blood sugar to 

avoid hyperglycemia in diabetic workers will help to improve safety in the life 

activities, As well as to avoid falling and fainting (Lee, et al., 2011; Toh, et al., 

2011). 

Also Diabetic patient ordered to maintain the safety of himself by keeping 

something sweet with him at all times to treat hypoglycemia, if the patients are 

able to check their blood glucose level or when the patient feel signs of 

hypoglycemia, he should always keep with him sugar cubes or 1 tablespoon 

honey or syrup, 4-7 small pieces of candy, and 1/2 cup fruit juice, then the blood 

sugar can be checked again (Oleiwi, 2012). 

2.5.10. Education  

Diabetes self-care education can be defined as continuous practice for 

teaching and training simplify skills, knowledge and capability significant for 

management of diabetes self-care. Evidence based knowledge have used headed 

for guide diabetics to integrate their requires, expectation and experience in this 

course of action for caring. Empower patients with decision making tools are the 

main goals of the education in addition to trouble solving skills toward reinforce 

cooperation by the diabetes managing group to gain optimistic clinical outcome, 

enhanced quality of life with health status (Funnell et al., 2012). 

The goals of diabetes mellitus managing are keeping plasma glucose level 

within normal range, arrival to normal metabolic functions of patients within 

diabetic, maintenance plasma glucose range within normal level  and to decrease 

predisposing  factors of diabetes mellitus - associated complications. It is as well 

intended to delegate clients for managing diabetes self-care skills and to return 
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clients with diabetic to normal lifestyles dependent on better healthy conditions 

(Akanji, 2013.( 

Self-care education programs reduce the risk of type 2 diabetes mellitus 

complications and increase patients' self-management, self-efficacy, and quality 

of life (Syikir & Irwan, 2020). 

Type 2 diabetes mellitus patients require self-care education programs to 

change lifestyles (diet, exercise and self-monitoring). To achieve glycemic 

control, patients must manage their conditions (Shrivastava et al., 2013). 

2.5.11. Smoking Cessation  

The Korean Diabetes Association recommends smoking cessation to 

reduce diabetes-related cardiovascular problems. Many studies had   indicated 

that smoking has negative effects on diabetes mellitus, including diabetic 

macrovascular complications, but the direct relationship between smoking and 

diabetes and the evolution of diabetic micro vascular problems is unknown 

(Chang, 2012). 

The risk of developing diabetes type 2 can be reduced by smoking 

cessation alone. Smoking cessation is strongly recommended in patients with 

diabetes to improve health outcomes in clinical guidelines for the management 

of diabetes, including the American Diabetes Association's and the National 

Institute for Health and Care Excellence guidelines (Cho et al., 2018). 

Results from the Nurses' Health Study and the Health Professionals 

Follow-Up Study analyzed by Liu and colleagues showed that in former 

smokers with type 2 diabetes, the risk of cardiovascular disease and mortality 

was reduced after smoking was stopped but only if the person did not gain 

weight as a result. Gaining weight after quitting smoking is associated with a 
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lower risk of death from cardiovascular disease in people with type 2 diabetes 

(Stower, 2020). 

2.6. Previous Studies Related to the Patients self-care  

         A study was carried out by (Abed and Jassim, 2021) to evaluate 

(Effectiveness of a Coping Style- related Instructional program on Self - Care of 

Patients with Diabetes Mellitus Type II at Endocrinology and Diabetes Center in 

Al-Basra City).  Descriptive analytic (quasi – experimental) design. Sample 

composed of (60) patients were divided into two groups study and control 

group, (30) patients in each one. The self-report questionnaire was containing 

three parts which are: part I consist of demographic data, part II consists of 

clinical data, and part III consists of three domains (1) Michigan Diabetes 

Knowledge Questionnaire True/ False/, (2) Summary of Diabetes Self Care 

Activities Scale Expanded Version. And (3) Diabetes Coping Measure Scale. 

The researcher evaluate effectiveness of program by applying pre-test and post-

test, the instructional program consist of three sessions was given. After that 

applying the post-test. The data were analyzed by using two statistical 

approaches: Descriptive and Inferential statistics. The study findings Showed s 

that participants' age group at a level (46-65 years) were (67.7%) of the study 

group, and (56.7%) of the control group. (56.7%) of the study group were male, 

while (53.3%) of the control groups were female. The study also confirmed  that 

the effectiveness of a Coping style related instructional program on Self - Care 

of Patients with Diabetes Mellitus Type II at Endocrinology and Diabetes Center 

in Al-Basra City. 

A study was carried out by (Gabish, 2018), to assess the effectiveness of 

educational program on improving diabetic foot self-efficacy concerning 

managing their feet. A descriptive analytic (quasi – experimental) design study 

was carried out at Diabetic and Endocrinology Center in Baghdad- Rusafa 
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Sector from 2 
nd

 of May 2017, to27
th

 June 2018. Non-probability sample of (80) 

male and female diabetic patients were selected. The study instruments 

consisted of two major parts: first part related to sociodemographic 

characteristic and the second part is related to diabetic foot self-efficacy. The 

researcher examined the patients‘ self-efficacy by introducing the pre-test then, 

the teaching program of three lectures was given. one – hour lecture was given. 

Afterward, the post-test. The data were analyzed by using two statistical 

approaches: Descriptive and Inferential statistics. The study revealed that the 

diabetic foot self-efficacy regarding foot self-care was 60.0% (acceptable) for 

the post-test as opposed to the pre-test which was 37.5% (weak). 

Recommendation: The study recommended that type 2 diabetic patients should 

be encouraged to attend specific educational programs and workshops 

concerning diabetic foot self-care and effect of self-care to improve self-

confidence 

Taha et al., (2016) conducted a study at Zagazig University Hospital in 

Egypt (Impact of a health educational guidelines on the knowledge, self-

management practice and self-efficacy of patients with type-2 diabetes), 

Diabetes is a common costly condition associated with significant morbidity and 

mortality. The process of teaching individuals to manage their diabetes had been 

considered an important part of the clinical management. The goals of self-

management education are to optimize metabolic control, prevent acute and 

chronic complications, and optimize quality of life; To evaluate the impact of a 

health education intervention guidelines for T2DM on Patients‘ knowledge, self-

efficacy, and self-management practices. Methods: Design: quasi-experimental 

uncontrolled design on 50 patients evaluated at pre-intervention, post-

intervention, and 6-month follow-up. The study was carried out in the outpatient 

clinics of Endocrinology and Metabolism at Zagazig University Hospital. Tools: 

three tools were used, 1st tool was an interview questionnaire to assess socio-
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demographic data and patients‘ knowledge, self-efficacy scale and patients‘ self-

reported self-management behaviors concerning self-care practices. There were 

statistically significant improvements in patients‘ knowledge (p < .001), self-

efficacy (p < .001), and self-management (p < .001), which continued through 

follow-up. Multivariate analysis showed that the knowledge and self-efficacy 

scores positively predicted the scores of self-management. Conclusions: The 

study demonstrates the effectiveness of health educational intervention 

guidelines in improving T2DM patients‘ self-management behaviors and self-

care practices through provision of sound information and fostering their self-

efficacy. The slight decline at the follow-up phase indicates the need for 

periodic booster doses of the intervention. Therefore, the study recommends 

generalization of such educational guidelines in all health care settings providing 

services to T2DM patients. Such guidelines should particularly address the 

patients with low educational attainments, long history of T2DM, and those 

residing in rural areas. More research is needed to investigate the long-term 

effect of such educational interventions.  

Chaurasia et al., (2015), entitled a self-care management awareness 

study among diabetes mellitus patients in rural Nepal. Study aimed to determine 

the self-care management of diabetes mellitus among a convenience sample of 

192 diabetics. A structured validated questionnaire was administered during 

community diagnostic program in March 2014. The mean self-care knowledge 

score of 192 patients ( 18 years) was 5.406 ± 1.709. Among them, 61 (31.77%) 

had poor knowledge of diabetes mellitus, 110 (57.29%) had moderate 

knowledge, and 21 (10.93%) had good knowledge. Most people who had  

diabetes knew self-care reduces complications. The majority of them engaged in 

self-care (physical activity, hand and foot care,  general health check-up) They 

found that more than two-thirds of the participants had uncontrolled blood sugar. 
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Albikawi and Abuadas (2015) studied diabetes self-care management 

behaviors among jordanian type II diabetes patients. This study aimed to assess 

the status of diabetic self-care management behaviors in Jordanian patients with 

TIIDM and their connection to demographic variables. This study used a 

descriptive correlational design and a convenience sample of 149 Jordanian 

patients with TIIDM who were being treated at the Specialized Diabetes Center 

in Amman, Jordan. Medication taking was the most commonly performed self-

care management behaviour, followed by foot care, food adherence, and 

exercising, and blood glucose monitoring was the least frequently completed 

behaviour. Diabetes self-care behaviours were discovered to be related to age, 

gender, degree of education, and length of diagnosis. The findings of this study 

can help health providers be trained to give suitable self-care management 

interventions that may improve self-care management habits in diabetic patients. 

Rajasekharan, et al., (2015) conducted a study entitled self-care 

activities of diabetic patients attending a Tertiary Hospital in Mangalore, 

Karnataka, India. The purpose of this study was to investigate the self care 

activities of diabetics attending a tertiary care hospital in Mangalore.  In 

Mangalore's Government Wenlock Hospital, a facility-based cross-sectional 

study was conducted. After receiving their agreement, a summary diabetes self-

care activities questionnaire was administered to a total of 290 individuals with 

diabetes lasting more than one year. The statistical study was conducted using 

descriptive statistics and the relationship between variables. Findings indicate 

that 45.9% of the individuals adhered to a healthy eating plan on a daily basis, 

43.4% performed in 30 minutes of daily exercise, and 76.0% monitored their 

blood sugar regularly. Regarding adherence to oral hypoglycemic medicines and 

insulin, 60.5% of patients were daily adherent to medication and 66.9% were 

daily adherent to insulin injections. Conclusions of study Self-care was 

inadequate except for blood sugar monitoring and drug adherence. As these 
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practices are critical for preventing problems   and improving quality of life, 

greater efforts should be made to educate diabetics. 

2.6.1. Summary of previous disease   

Using previous studies provides the researcher with important information 

and a general idea about the topic he intends to study, and thus helps the 

researcher not to make the mistakes that other researchers have made. Previous 

studies provide the researcher with a large amount of important information, 

which saves him effort and time. Previous studies provide a large amount of 

references and sources that the researcher can use. Reviewing previous studies 

will give the researcher the opportunity to learn about the best methods used in 

this topic, and thus will facilitate the task of choosing the appropriate research 

method. Previous studies enhance the value and credibility of scientific research, 

and provide the researcher with a good basis and important information for his 

research. Reviewing previous studies helps the researcher know the areas in 

which other researchers have researched and the results they have reached in his 

field of study, and thus will avoid repeating information or researching a 

problem or issue that has been answered. Including previous studies in scientific 

research will provide justification for the research; Because it will define its goal 

and emphasize its importance and the reason for the need for further research 

and analysis on the topic under study. 
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Chapter Three 

     Methodology 

In this chapter, the researcher outlines the study methods, including the 

study design, administrative arrangements, ethical issues, study setting, study 

sample, and program.  The study design, research instrument, pilot study, data 

collecting, data analysis, and limitations will be discussed. 

3.1. The Study design: 

        Quasi-experimental design with the use of pretest- posttest approach for two 

groups of the samples (study and control) was conducted to determine 

(Effectiveness of Self-Care Instructional Program for Adult Patients on 

Controlling Type II Diabetes Mellitus in Al- Diwaniyah Teaching Hospital) from 

the period of 15
th
 July, 2022 to 17

th
 May, 2023. 

3.2 Administrative Agreements: 

        For obtaining administrative and formal permission the following steps 

took place: 

1. Protocol paper was filled as a first step to obtain formal approval of the study 

by the Scientific Committee of Adult Nursing Department- College of 

Nursing- University of Babylon. 

2. A study proposal, title, objectives and importance, were presented in special 

seminar which carried out by the Scientific Postgraduate Committee - 

University of Babylon - College of Nursing in order to obtain formal 

agreement to start the study. 

3.   After obtaining agreement from of the AL- Diwaniyah Health Director and 

then obtaining agreement from Training and Development Department- An 

official permission is obtaining from AL- Diwaniyah Teaching Hospital / 
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Endocrine and Diabetes Center as a proper setting to facilitate data collection 

(Appendix A1, A2, A3, and A4). 

3.3. Ethical Consideration 

Respect for values and self-respect is one of the fundamental data 

collection principles. The University of Babylon - Faculty of Nursing Ethics 

Committee granted this approval (Appendix A1).  

After explaining the study goal to each participant, the researcher assured 

them that their personal information would be kept private and that their regular 

visits and care would not be interrupted in any way by their participation in the 

study. In addition to the subsequently, the researcher also informed each 

participant that their participation is completely voluntary and that they are free 

to leave at any moment, whether or not the interview was finished. After 

obtaining verbal consent from the patients, face-to-face interviews were used to 

collect data, while height and weight were measured by the researcher. 

3.4. Setting of the Study: 

The study was done in the Endocrine and Diabetes Center in AL- 

Diwaniyah Teaching Hospital. The center provides services for diabetes patients 

such as treatments (tablets and insulin) and also teaches diabetic patients how to 

maintain a healthy lifestyle. 

These are the reasons why the researcher selected this hospital:- 

1. This hospital is the only specialist teaching Hospital in Al-Diwaniyah City 

that treats diabetes patients. 

2. To obtain a large number of patients within a short period of time so as to 

effectively reach the target population. 
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3. The staff was extremely cooperative throughout the program's 

implementation. 

3.5. The Study Sample: 

Non-probability (purposive) sample drawn from the target population 

who satisfied particular requirements over a set period of time. (10) patients 

were chosen to evaluate the patient's requirements for this program, and another 

(10) individuals were chosen to participate in the pilot study, while (60) patients 

with Diabetic millets type II having the same inclusion criteria are were divided 

into two groups: (30) patients act as study group (17) females and (13) males, 

and the other (30) patients were  treated as control group (16) females and (14) 

males, who scheduled for  frequent visits to the center for treatment and 

consultation. According to the specific characteristics that delimit the study 

sample through the eligibility criteria  

3.5.1. Inclusion Criteria 

The study samples subjects are were selected as follows: 

1. Adult patient's between18 to 60 years age group. 

2. Patients should have one or more year of affect with diabetes millets type 

II. 

3. Patients have to be able to communicate and have fully consciousness. 

4.  Patients who scored less than 60% in the pre-test in the study group were 

chosen. 

5. Patients should live in the Al Diwaniyah governate. 

3.5.2 Exclusion Criteria 

The study excludes patients: 

1. Newly diagnosed patients with type II diabetes mellitus. 

2. Refused to participate and adhere to the schedule of the program. 
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3. Those suffering from any psychological illness or unable to care for 

themselves. 

3.6. Steps of the Study: 

The study objectives was to evaluate the effectiveness instructional 

program on self-care for patients with diabetes mellitus type II at the endocrine 

and diabetes center in Al- Diwaniyah City, the researcher conducted the 

following steps: 

3.6.1 Assessing the Needs of Patients Concerning Self-Care Diabetes 

Mellitus Type II:  

Before starting the instructional program, the initial assessment was 

conducted, which aims to assess patients' self-care activities and their 

knowledge. The questionnaire of the initial assessment prepared by the 

researcher is based on the review of relevant literature and experiences of the 

researcher. The researcher used a close-ended questionnaire format answers (yes 

/ no). 

The sample consists of (10) patients who were admitted to the Endocrine 

and Diabetes Center in AL- Diwaniyah city. The questionnaire of the initial 

assessment is composed of (10) items concerning diabetes self-care. Each 

patient requires (10-20) minutes to answer the questions. 

The majority of patients, according to the findings of the initial 

assessment, indicated signs of a knowledge deficit. The result showed that 

(76%) of the sample recorded poor knowledge related to diabetic self –care 

(Appendix B). 

This outcome has clarified the need to develop an instructional program 

for diabetic patients to enhance their knowledge and self-care about T2DM. 
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3.6.2 Construction of self-care instructional program: 

The program was designed and developed according to the American 

Diabetes Association (ADA) and International Federal Diabetes (IDF), as well 

as the results of a preliminary test evaluation of a measurement for diabetes 

patient knowledge about self-care. It contains related components with the 

aimed of the study to improve the level of knowledge and the performance of 

self-care. 

After completing all sessions of the study instructional program, the 

researcher offered the program to a group of experts for assessing its scientific 

content and experts marked their notes and suggestions on some points to make 

it better as possible and to meet the needs of the participants and the aims of the 

study. Through period 1/7/2022-15/8/2022. 

The instructional program was designed to provide the patients' 

knowledge and improve self-care including information about diabetes mellitus 

type II (definition, clinical manifestation, risk factors, causes,  complications, 

and diagnosis, medication adherence, a healthy lifestyle, self-care and 

controlling for patients with T2DM) (Appendix D). 

 Sessions of the Instructional Program 

 1- The first session: 

Topic: Introduction about diabetes mellitus type II 

Objective: The program aims to increase the knowledge of patients about 

Diabetes mellitus type II. 
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Contents: 

o Definition of diabetes mellitus. 

o Definition type II diabetes mellitus. 

o Risk factor of type II diabetes mellitus. 

o Signs and symptoms of type II diabetes mellitus. 

o Diagnosis of type II diabetes mellitus. 

o Complications of type II diabetes mellitus. 

Place of lecture: At classroom in the Endocrine and Diabetes Center in Al-

Diwaniyah City 

Time of lecture: 45 minutes 

Learning devices that are used in all sessions are: 

A. Lecture with discussion. 

B. Computer. 

C. Booklet at end of the program. 

2. The second session: 

Topic: Self- Care for DM type II.  

Objectives: The program aims to increase the knowledge of patients about the 

self- care and medication of DM type II. 

Contents: 

o Diabetes Self Care 

o Dietary planning. 

o exercise and daily life activities  

o Medication 

o Self- Monitoring blood glucose 
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Place of lecture: At classroom in the Endocrine and Diabetes Center in Al-

Diwaniyah City. 

Time of lecture: 45 minutes  

Learning devices that are used in all sessions are: 

A. Lecture with discussion. 

B. Computer. 

C. Poster with pictures.  

D. The booklet at the finish of the program. 

3. The third session: 

 Topic: Controlling and management DM type II 

Objectives: The program aims to increase the knowledge of patients with 

DM type II about self-care and prevent complications. 

Contents: 

o The relationship among self-management, diabetes, and health. 

o Stress management 

o Prevention diabetic foot 

o Eye care 

Place of lecture: At classroom in the Endocrine and Diabetes Center in Al-

Diwaniyah City. 

Time of lecture: 45 minute  

Learning devices that are used in all sessions are: 

A. Lecture with discussion. 
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B. Computer. 

C. Booklet at the end of the program. 

3.6.3. Implementation of the instructional Program 

The instructional program was implemented to the study sample at the 

classroom in the Endocrine and Diabetes Center at AL- Diwaniyah Teaching 

Hospital  throughout three lectures. 

Each lecture took approximately (45) minutes. The presentation was used 

through introducing, discussion, the laptop is used for presentation the lecture 

pictures, and video as educational methods for participants (Appendix G).  

3.6.4. Evaluation phase:  

        Each participant was tested three times using the same data collecting 

instruments. This was performed during the period of recruiting (pretest), 

immediately following the end of the recommendations for the instructional 

program (posttest 1), and again after one month (posttest 2) as follow-up. 

3. 7. Instrument of the study: 

For the purpose of evaluating effectiveness of self-care instructional 

program for adult patients on controlling type II diabetes mellitus in Al- 

Diwaniyah Teaching Hospital, the researcher used Diabetes self-care scale 

(DSCS) the study instrument to attain to the objectives of the study. The study 

instrument consists of three parts (Appendix C1-C2), including the following 

Part I: Patients Socio-Demographic Characteristics: 

The first part of the questionnaire concerned with the collection 

demographic data of the patients that includes (7) items related to the patients, 

who treated in the Endocrine and Diabetes Center in AL- Diwaniyah Teaching 
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Hospital that included: age, gender, educational level,  marital status, monthly 

income, occupation status, and residency (Appendix C1,C2). 

Part II: Clinical Characteristic of Patients with DM type II: 

The second part of the questionnaire sheet was consisted of (7) items that 

concerned with smoking status, duration of diagnosis, type of treatment, 

previously received an education about diabetes self-care, family diabetes 

history, have DM complications, and body max index.  

Body mass Index (BMI) was calculated by using the formula: 

    
               

          
 

Based on BMI, patients were classified in to five groups: 

 Underweight                    (BMI 18.4 kg/m
2
) 

 Normal                              (18.5 to 24.9kg/m
2
) 

 Overweight                        (25 to 29.9 kg/m
2
) 

 Obese                                 (30 to 34.9 kg/m
2
) 

 Severely obese                    (BMI 35 kg/m
2
) 

Part III:  Diabetes self-care scale (DSCS): 

 The Diabetes Self-Care Scale was created in 2005 by American 

researchers Fisher and Lee to assess the self-care of people with DM. The 

original scale had a Cronbach alpha of 0.80. The results of the pilot study 

revealed that after being applied to 10 patients with T2DM, the reliability of 

scale's Iraqi version was (r =0.84). The scale has 31 items and is a 4-option 

Likert scale; each is a 4-point Likert scale with response options never (1), 

sometimes (2), frequently (3) and always (4). The scale has a minimum score of 
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31 and a maximum score of 124; the higher the score, the better the diabetes 

patient's level of self-care. The scale includes factors like diet frequency and 

status, engaging in regular physical activity, following treatment 

recommendations, measuring and recording blood glucose, understanding the 

value of foot care, going to physician follow up for blood glucose control, using 

personal hygiene techniques, and being aware of diabetes and potential 

complications. 

3.8. The validity of the Instrument: 

The content of the program and the study instrument (the questionnaire) 

were presented by a committee of experts, who have experience in their fields 

and with regard to diabetes, its complications, how to care for diabetic patients 

to investigate the content of the program. The experts surveyed for this research 

are professors and assistant professors, doctors and practitioners who have 

extensive experience working in many areas within universities and educational 

health institutions in Iraq. these experts briefed the program and the tool by 

reviewing the instrument, the content program, clarity, relevance, and 

sufficiency, some elements (such as those that were not relevant to the topic) 

were excluded as well as adding some other elements (such as it is closely 

related to the topic that the researcher may forget to mentioned and appropriate 

to setting, culture and population), and all comments and recommendations were 

taken into account.  added These experts were (3) faculty members at the 

College of Nursing in the University of Babylon (4) faculty members at the 

College of Nursing in the University of Baghdad, (1) faculty members at the 

College of Nursing in the University of Al Kufa, (1) faculty members at the 

College of Nursing in the University of Karbala and (3) endocrinologists from 

Diabetes and Endocrinology Center in the AL- Dewaynia Teaching Hospital.   
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3.9. Pilot study 

A pilot study was conducted on (10) patients who were attending in the 

Endocrine and Diabetes Center in Al- Diwaniyah Teaching Hospital. They were 

excluded from original sample of the study. 

The purposes of pilot study are to: 

1. Recognize the obstacles that can be faced throughout the collection of data 

procedure 

2. Estimate the best approach needed to make patients collaborated with the 

researcher and to recognize the problems that the researcher might meet. 

3. Measure the reliability of the questionnaire. 

4. Determine the typical time needed to collect data for each subject. 

5. Obtain the clarity and the relevancy of the questionnaire. 

Nieswiadomy, (2012) mentioned that using of pilots study to examine a 

new tool or to assess a presented instrument. It also can be used to decide the 

time needed perform to collect data, and to estimate the patients' reaction to 

method of data collection. 

3. 10. Reliability of the instrument  

Reliability is refers to an extent to which a question 

naire reports the same results on repeated time measure. Briefly it refers 

to consistent scores over times or raters (Bolarinwa, 2015). 

 The reliability of the instrument was determined through the computation 

of Correlation Coefficient; internal consistency method was used for 

determining the reliability. The Correlation Coefficient was applied to determine 

the reliability of the present study instrument by application of Statistical 

Package for Social Science Program (IBM SPSS) version 22.0. 
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Reliability is concerned with the consistency and dependability of a 

research instrument to measure a variable of interest. Determining the reliability 

of the questionnaire depends on the Pearson correlation coefficients (stability 

and reliability of the test and retest method obtained by accessing (10) patients 

selected from the diabetes and endocrine center.  

Table (3-1) was statistically created to test the reliability coefficient of the 

instrument used in the present study, and the result shows that there is an 

acceptable level of the reliability value of correlation coefficients for the table, 

and then there is an acceptable level of reliability scale. 

Table 3-1: Reliability of the Studied Questionnaire: 

Scale study Number of Items Actual value Assessment 

Self-care items 31 0.84 Accept 

The degree of reliability may be determined by a correlation analysis. 

Coefficients of reliability are determined by a number range from (-1 to +1), and 

a value of 0.70 is considered acceptable. The patients' self-care had a coefficient 

of reliability of 0.84 throughout all domains. The estimated results of the 

questionnaire indicate that the research tool can measure the phenomenon in 

question at any time in the future (Barton & Peat, 2014). 

3.11. Analysis 

The appropriate statistical methods were used in this study to analyze data 

and obtain the results. SPSS (version 22) statistics package program for social 

sciences was used for the statistical analysis. A descriptive statistical analysis is 

used to describe the distribution of demographic characteristics of sample; 

frequency and percentage were the appropriate statistical analysis used. An 
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inferential statistics was used ―ANOVA‘‘ test that utilized in both control and 

study groups, and t-test also used to identify the result of comparing between 

pre-test for both control and study group. 

3.11.1. Descriptive data analysis: 

1. Frequency distribution: used to calculate the description of demographic 

characteristics.   

2. Percentage (%)  

100% x
sizesample

sFrequencie
                                     (Polit D and Hungler, 2004) 

3-Mean: use to estimate the value of the data  

                                    
n

if
x¯ 




 

4-Mean of scores "M.S.":  

    
             

         
      

 

5-Standard Deviation (SD):  

 

 

3.11.2. Inferential data analysis: 

This approach is performed through the application of the following:  

1. Sample Independent t-test: 

A. Paired Sample t-test 

In order to measure the significance of the difference in two tests 

administered to the same group, as in a before-and-after intervention group. 
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B-Independent Sample t-test 

To evaluate the significance of the measurement difference between two groups, 

such as the pre-test of the study group and the pre-test of the control group, 

based on the following question. 

  
           

  √                         
 

2- Measure analysis of variance (ANOVA) Test: is analysis tool used in 

statistics that splits an observed aggregate variability found inside a data set 

into parts systemic factors and random factors.   

 

P-value (≤0.05) 

 

 Chi-Square test (X²) to test the independence of observed frequency 

distributions and to measure the type-specific association between 

study variables. 



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Chapter Four 

Results of the Study 

This chapter presents the results of the data analysis systematically in 

tables and these corresponded with the objectives of the study as follows: 

Table (4-1): Distribution of Demographic Data of Both Groups (N=60) 

Demographic Data 

Control 

N=30 

Study 

N=30 

F % F % 

Age / 

Years  

20-29 2 6.7 1 3.3 

30-39 4 13.3 1 3.3 

40-49 6 20.0 9 30.0 

50-60 18 60.0 19 63.3 

 M ± SD 49.56± 9.75 

Sex 
Male 14 46.7 13 43.3 

Female 16 53.3 17 56.7 

Marital 

Status 

 

Single 4 13.4 1 3.3 

Married 20 66.6 23 76.7 

Separated 1 3.3 0 0 

Divorced 1 3.3 1 3.3 

Widowed 4 13.4 5 16.7 

Education 

Unable to Read and Write 10 33.3 12 40.0 

Read and Write 5 16.7 5 16.7 

Primary school Graduate 6 20.0 8 26.7 

Intermediate school 

Graduate 
2 6.7 2 6.7 

Secondary school Graduate 2 6.7 0 0 

Institute Graduate 3 10.0 2 6.7 

College Graduate 2 6.7 1 3.3 

Occupation 

Employee 5 16.7 3 10.0 

free businessman 5 16.7 8 26.7 

Unemployed 1 3.3 1 3.3 

Student 1 3.3 1 3.3 

Retired 6 20.0 4 13.4 
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Housewife 12 40.0 13 43.3 

Income 

Sufficient 7 23.3 4 13.3 

Barely Sufficient 15 50.0 14 46.7 

Not Sufficient 8 26.7 12 40.0 

Residency 
Rural 12 40.0 11 36.7 

Urban 18 60.0 19 63.3 
*F=frequency, %= percentage 

As clarified in (Table 4.1), a total of 60 patients with type2 diabetes 

were included in the study, and divided equally into control and study group 

(30 patients at each group). The participants' age group at a level (50-60 years) 

for both control and study group were (60% and 63.3%) respectively and the 

mean age was (49.56± 9.75) for study and control group.  

Regarding the gender (53.3% and 56.7%) respectively of the control 

and study group was female. Relative to marital status participants of both the 

control and study group were married (66.7% and 76.7%) respectively.  

Concerning educational level, the distribution of findings in the control 

and study group as unable read and write (33.3% and 40.0%) respectively. 

Majority of participants in the control and study group were housewife (40.0% 

and 43.3%) respectively. Both group control and study residents in urban areas 

and make barely sufficient Income. 
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Table (4-2): Distribution of Clinical Data of Both Groups (N=60). 

Clinical Data 

Control 

N=30 

Study 

N=30 

F % F % 

Smoking status 

Smoker 5 16.7 5 16.7 

Non-Smoker 24 80.0 21 70.0 

Ex-Smoker 1 3.3 4 13.3 

Disease duration 

Less than 3 years 2 6.7 3 10.0 

3-6 years 7 23.3 8 26.7 

7-10 years 15 50.0 11 36.6 

More than 10 years 6 20.0 8 26.7 

Type of treatment 

Oral antidiabetics 9 30.0 6 20.0 

Insulin 5 16.7 7 23.3 

Oral antidiabetics plus insulin 15 50.0 15 50.0 

Oral antidiabetics before and 

insulin now 
1 3.3 2 6.7 

Do you receive an education 

about diabetes management self-

care? 

Yes 2 6.7 3 10.0 

No 28 93.3 27 90.0 

Family diabetes history 

Non 13 43.3 3 10.0 

Father  side 12 40.0 14 46.7 

Mother  side 5 17.0 13 43.3 

D
M

 c
o

m
p

li
ca

ti
o

n
s 

Eye 
Yes 13 43.3 15 50.0 

No 17 56.7 15 50.0 

Neurological 
Yes 7 23.3 5 16.7 

No 23 76.7 25 83.3 

Cardiovascular 
Yes 7 23.3 6 20.0 

No 23 76.7 24 80.0 

Diabetic foot 
Yes 5 16.7 4 13.3 

No 25 83.3 26 86.7 

Renal 
Yes 2 6.7 3 10.0 

No 28 93.3 27 90.0 

Hepatic 
Yes 0 0 1 3.3 

No 30 100 29 96.7 

Body mass index 

Under  weight 2 6.7 2 6.7 

Normal  weight 5 16.7 8 26.7 

Over  weight 11 36.7 12 40.0 

Obese 8 26.7 5 16.7 

Severely  obese 4 13.3 3 10.0 

 F=frequency, %= percentage 



   
 

Chapter Four: Result of the Study 

 

 

78

Table (4-2) shows that the smoking status for both group control and 

study were nonsmoking (80.0% and 70.0%) respectively. Regarding the 

duration of disease, a larger proportion (50% and 36.7%) respectively for both 

group control and study were between 7-10 years. Relative to the treatment, 

about (50%) of patients used Oral antidiabetics plus insulin. Concerning 

receiving of health education about the self-care activity, the study results 

show that (93.3% and 90%) respectively of the control and study sample are 

not receiving education. Concerning the past diabetes family history, the 

study results indicate that 40% and 46.7% of the control and study have a 

positive family history from father side respectively. Relative to the 

complication, the highest percentage (43.3% and 50%) are suffering from eye 

complication for control and study respectively and Majority of patients in 

both groups with overweight body mass index (36.7% and 40%) respectively. 

Table (4-3a): Summary Statistics for Control Group Respondents in the 

Pre-test Measurement for their Answers  

Items Response 
Pre-Test Measurement 

F % Mean Evaluation 

1) I eat my meals at the same 

time everyday 

Never 1 3.3 
1.96 Poor  

Sometimes 29 96.7 

2) I always eat my snacks 

Never 5 16.7 

2.56 Fair  
Sometimes 8 26.7 

Frequently 12 40.0 

Always 5 16.7 

3) I keep bound to my diet 

when I eat out in the 

restaurants 

Never 7 23.3 

2.16 Fair  
Sometimes 13 43.3 

Frequently 8 26.7 

Always 2 6.7 

4) I stick to my diet when I go 

to invitations (to others, 

friends, meetings 

Never 8 26.7 

2.03 Fair  
Sometimes 16 53.3 

Frequently 3 10.0 

Always 3 10.0 
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5) I keep bound to my diet even 

when the people around me 

bound I do not know I am 

diabetic 

Never 11 36.7 

1.80 Poor  
Sometimes 16 53.3 

Frequently 1 3.3 

Always 2 6.7 

6) I do not eat excessively 

Never 11 36.7 

1.73 Poor  
Sometimes 17 56.7 

Frequently 1 3.3 

Always 1 3.3 

7) I do exercise regularly 

Never 9 30.0 

1.73 Poor  Sometimes 20 66.7 

Frequently 1 3.3 

8) I do my exercises even when 

I don‘t feel like exercising 

Never 5 16.7 

2.23 Fair  
Sometimes 16 53.3 

Frequently 6 20.0 

Always 3 10.0 

9) I do exercise adequately 
Never 19 63.3 

1.36 Poor  
Sometimes 11 36.7 

10) I measure my blood sugar 
Never 25 83.3 

1.16 Poor  
Sometimes 5 16.7 

11) I keep records of my blood 

sugar measurements 

Never 23 76.7 
1.23 Poor  

Sometimes 7 23.3 

12) I take my oral anti diabetic 

drugs as recommended 

Never 13 43.3 

1.80 Poor  Sometimes 10 33.3 

Frequently 7 23.3 

13) I take my insulin injections 

as recommended 

Never 16 53.3 

1.60 Poor  Sometimes 10 33.3 

Frequently 4 13.3 

14) I adjust my insulin dosage 

according to my blood 

sugar measurements 

Never 11 36.7 

2.06 Fair  
Sometimes 8 26.7 

Frequently 9 30.0 

Always 2 6.7 

15) I keep a lump sugar with 

me when I‘m out/away 

from home 

Never 19 63.3 

1.50 Poor  Sometimes 7 23.3 

Frequently 4 13.3 

16) I eat a lump sugar when my 

blood sugar drops 

Never 14 46.7 

1.80 Poor  Sometimes 8 26.7 

Frequently 8 26.7 

17) I regularly go and see my Never 7 23.3 1.96 Poor  
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doctor Sometimes 17 56.7 

Frequently 6 20.0 

18) I consult my doctor when 

my blood sugar level rises 

extremely. 

Never 15 50.0 

1.73 Poor  
Sometimes 9 30.0 

Frequently 5 16.7 

Always 1 3.3 

19) I consult my doctor when 

my blood sugar level drops 

extremely. 

Never 8 26.7 

1.76 Poor  Sometimes 21 70.0 

Frequently 1 3.3 

20) I regularly check my feet. 

Never 12 40.0 

1.63 Poor  Sometimes 17 56.7 

Frequently 1 3.3 

21) I always wear shoes, by all 

means, outside of the 

house. 

Never 13 43.3 

1.60 Poor  Sometimes 16 53.3 

Frequently 1 3.3 

22) I always wear a slipper 

or a house-shoe when inside 

the house  

Never 5 16.7 

1.90 Poor  Sometimes 24 80.0 

Always 1 3.3 
 

Table (4-3a): Cont.…. 

23) I always wear socks. 

Never 5 16.7 

2.23 Fair  
Sometimes 15 50.0 

Frequently 8 26.7 

Always 2 6.7 

24) I keep my toenails short 

and straight. 

Never 11 36.7 

1.76 Poor  
Sometimes 16 53.3 

Frequently 2 6.7 

Always 1 3.3 

25) I brush my teeth every day. 

Never 5 16.7 

2.13 Fair  
Sometimes 17 56.7 

Frequently 7 23.3 

Always 1 3.3 

26) I carry a diabetes 

identification card on me. 

Never 6 20.0 

2.23 Fair  
Sometimes 13 43.3 

Frequently 9 30.0 

Always 2 6.7 

27) I talk with the other 

diabetes patients about how 

Never 10 33.3 
1.80 Poor  

Sometimes 16 53.3 
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they care for themselves Frequently 4 13.3 

Always   

28) I consult nurses, doctors, 

and other health care 

providers/specialists about 

how to prevent 

complications. 

Never 17 56.7 

1.43 Poor  

Sometimes 13 43.3 

29) I read the hand-outs and 

brochures about diabetes, 

when given. 

Never 7 23.3 

1.80 Poor  Sometimes 22 73.3 

Frequently 1 3.3 

30) I do research on the 

internet to find information 

about diabetes. 

Never 28 93.3 
1.06 Poor  

Sometimes 2 6.7 

31) Use the things I learn to 

avoid any complications 

that can occur about 

diabetes. 

Never 29 96.7 

1.03 Poor  
Sometimes 1 3.3 

Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-

4), %= percentage; f= frequency. 

The findings demonstrated assessment of the patient responses in the 

pre- test for control group. The study results indicate that the control group at 

the pre-test are poor self-care about type 2 diabetes mellitus in all studied 

items except, the items number (2, 3, 4, 8,14,23,25 and 26) the responses were 

fair knowledge about self-care for type 2 diabetes mellitus. 

Table (4-3b): Summary Statistics for Control Group Respondents in the 

Post-test Measurement for Their Answers 

Items Response 
Post-Test Measurement 

F % Mean Evaluation 

1) I eat my meals at the same 

time everyday 

Never 12 40.0 

1.93 Poor 
Sometimes 9 30.0 

Frequently 8 26.7 

Always 1 3.3 

2) I always eat my snacks 

Never 16 53.3 

1.63 Poor Sometimes 11 36.7 

Frequently 1 3.3 
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Always 2 6.7 

3) I keep bound to my diet 

when I eat out in the 

restaurants 

Never 12 40.0 

1.93 Poor 
Sometimes 12 40.0 

Frequently 2 6.7 

Always 4 13.3 

4) I stick to my diet when I go 

to invitations (to others, 

friends, meetings 

Never 16 53.3 

1.73 Poor 
Sometimes 8 26.7 

Frequently 4 13.3 

Always 2 6.7 

5) I keep bound to my diet even 

when the people around me 

bound I do not know I am 

diabetic 

Never 16 53.3 

1.66 Poor 
Sometimes 9 30.0 

Frequently 4 13.3 

Always 1 3.3 

6) I do not eat excessively 

Never 18 60.0 

1.66 Poor 
Sometimes 5 16.7 

Frequently 6 20.0 

Always 1 3.3 

7) I do exercise regularly 

Never 18 60.0 

1.50 Poor Sometimes 9 30.0 

Frequently 3 10.0 

8) I do my exercises even when 

I don‘t feel like exercising 

Never 26 86.7 
1.13 Poor 

Sometimes 4 13.3 

9) I do exercise adequately 

Never 19 63.3 

1.53 Poor Sometimes 6 20.0 

Frequently 5 16.7 

10) I measure my blood sugar 

Never 9 30.0 

2.16 Fair 
Sometimes 10 33.3 

Frequently 8 26.7 

Always  3 10.0 

11) I keep records of my blood 

sugar measurements 

Never 20 66.7 

1.5 Poor 
Sometimes 6 20.0 

Frequently 3 10.0 

Always  1 3.3 

12) I take my oral anti diabetic 

drugs as recommended 

Never 20 66.7 

1.70 Poor 
Sometimes 3 10.0 

Frequently 3 10.0 

Always  4 13.3 

13) I take my insulin injections Never 13 43.3 2.13 Fair 
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as recommended Sometimes 4 13.3 

Frequently 9 30.0 

Always  4 13.3 

14) I adjust my insulin dosage 

according to my blood 

sugar measurements 

Never 6 20.0 

2.43 Fair 
Sometimes 9 30.0 

Frequently 11 36.7 

Always 4 13.3 

15) I keep a lump sugar with 

me when I‘m out/away 

from home 

Never 3 10.0 

2.56 Fair 
Sometimes 12 40.0 

Frequently 10 33.3 

Always  5 16.7 

16) I eat a lump sugar when my 

blood sugar drops 

Never 14 46.7 

2.02 Fair 
Sometimes 5 16.7 

Frequently 7 23.3 

Always  4 13.3 

17) I regularly go and see my 

doctor 

Never 5 16.7 

2.33 Fair 
Sometimes 14 46.7 

Frequently 7 23.3 

Always  4 13.3 

18) I consult my doctor when 

my blood sugar level rises 

extremely. 

Never 11 36.7 

1.80 Poor Sometimes 14 46.7 

Frequently 5 16.7 

19) I consult my doctor when 

my blood sugar level drops 

extremely. 

Never 15 50.0 

1.56 Poor Sometimes 14 46.7 

Always  1 3.3 

20) I regularly check my feet. 

Never 3 10.0 

2.26 Fair 
Sometimes 19 63.3 

Frequently 5 16.7 

Always 3 10.0 

21) I always wear shoes, by all 

means, outside of the 

house. 

Never 9 30.0 

2.20 Fair 
Sometimes 9 30.0 

Frequently 9 30.0 

Always  3 10.0 

22) I always wear a slipper or a 

house-shoe when inside the 

house  

Never 13 43.3 

1.90 Poor 
Sometimes 8 26.7 

Frequently  8 26.7 

Always 1 3.3 

23) I always wear socks. Never 14 46.7 1.76 Poor 
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Sometimes 9 30.0 

Frequently 7 23.3 

24) I keep my toenails short 

and straight. 

Never 3 10.0 

2.76 Fair 
Sometimes 7 23.3 

Frequently 14 46.7 

Always 6 20.0 

25) I brush my teeth every day. 

Never 7 23.3 

2.20 Fair 
Sometimes 13 43.3 

Frequently 7 23.3 

Always 3 10.0 

26) I carry a diabetes 

identification card on me. 

Never 19 63.3 

1.56 Poor 
Sometimes 7 23.3 

Frequently 2 6.7 

Always 2 6.7 

27) I talk with the other 

diabetes patients about how 

they care for themselves 

Never 4 13.3 

2.16 Fair 
Sometimes 19 63.3 

Frequently 5 16.7 

Always 2 6.7 

28) I consult nurses, doctors, 

and other health care 

providers/specialists about 

how to prevent 

complications. 

Never 11 36.7 1.93 Poor 

Sometimes 12 40.0 

Frequently 5 16.7 

Always 2 6.7 

29) I read the hand-outs and 

brochures about diabetes, 

when given. 

Never 24 80.0 1.30 Poor 

Sometimes 4 13.3 

Frequently 1 3.3 

Always  1 3.3 

30) I do research on the 

internet to find information 

about diabetes. 

Never 20 66.7 1.56 Poor 

Sometimes 5 16.7 

Frequently 3 10.0 

Always 2 6.7 

31) Use the things I learn to 

avoid any complications 

that can occur about 

diabetes. 

Never 9 30.0 2.16 Fair 

Sometimes 9 30.0 

Frequently 10 33.3 

Always 2 6.7 

Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-

4), %= percentage; f= frequency. 
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The findings demonstrated assessment of the patient responses in the pre- test 

for control group. The study results indicate that the control group at the pre-

test are poor self-care about type2 diabetes mellitus in all studied items except, 

the items number (10, 13, 14, 15,16,17,20,21,24,25 and 31) the responses 

were fair knowledge about self-care for type 2 diabetes mellitus. 

Table (4-3c): Overall Evaluation of Patent's Knowledge at Pre-test and 

Post-test Measurement for Control Group 

Periods of 

Measurements 

Level of 

Knowledge 

Statistical parameters 
Evaluation 

F % Mean ± SD 

Pre-Test 

Poor 25 83.3 

1.76 ± 0.203 Poor  
Fair 5 16.7 

Good 0 0 

Total  30 100 

Post-Test 

Poor 20 70 

1.89±  0.284 Poor  
Fair 10 30 

Good 0 0 

Total  30 100 
Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-

4). %= percentage; f= frequency 

Table (4-3C) shows that the patients had a low knowledge level 

during the pre-test period (mean ± SD=1.76 ± 0.203) (n=25; 83.3%). also in 

post-test same level(mean ± SD=1.89 ± 0.284) (n=20; 70%). There were 

unobservable progress in passing items among control group post-test because 

they did not exposed to any intervention related knowledge.  
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Table (4-3d): Mean Difference (Paired T-Test) between the Control Group 

Responses at Two Levels of Measurement (Pre-Test and Post-Test)  

Periods of 

measurement 
Mean N SD 

t-

value 
d.f. p-value 

Pre-test 1.76 30 0.203 
1.836 29 

0.077 

NS 
Post-test 1.89 30 0.284 

 

Findings illustrated that there is non-significant difference between the control 

group responses in two periods of measurements (pre-test and posttest) at p-

value 0.07. 

Table (4-4a): Summary Statistics for Study Group Respondents in the 

Pre-Test Measurement for Their Answers  

Items Response 
Pre-Test Measurement 

F % Mean Evaluation 

1) I eat my meals at the same 

time everyday 

Never 12 40.0 

1.90 Poor 
Sometimes 11 36.7 

Frequently 5 16.7 

Always 2 6.7 

2) I always eat my snacks 

Never 6 20.0 

2.73 Fair 
Sometimes 4 13.3 

Frequently 12 40.0 

Always 8 26.7 

3) I keep bound to my diet 

when I eat out in the 

restaurants 

Never 11 36.7 

2.16 Fair 
Sometimes 5 16.7 

Frequently 12 40.0 

Always 2 6.7 

4) I stick to my diet when I go 

to invitations (to others, 

friends, meetings 

Never 11 36.7 

1.83 

 

 

Poor 

 

 

 

Sometimes 14 46.7 

Frequently 4 13.3 

Always 1 3.3 
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5) I keep bound to my diet 

even when the people 

around me bound I do not 

know I am diabetic 

Never 12 40.0 

1.63 Poor Sometimes 17 56.7 

Frequently 1 3.3 

6) I do not eat excessively 

Never 18 60.0 

1.70 Poor 
Sometimes 6 20.0 

Frequently 3 10.0 

Always 3 10.0 

7) I do exercise regularly 

Never 46.7 14 

1.73 Poor Sometimes 33.3 10 

Frequently 20.0 6 

8) I do my exercises even 

when I don‘t feel like 

exercising 

Never 11 36.7 

2.1 Fair Sometimes 5 16.7 

Frequently 14 46.7 

9) I do exercise adequately 

Never 22 73.3 

1.33 Poor Sometimes 6 20.0 

Frequently 2 6.7 

10) I measure my blood sugar 

Never 18 60.0 

1.60 Poor 
Sometimes 7 23.3 

Frequently 4 13.3 

Always 1 3.3 

11) I keep records of my blood 

sugar measurements 

Never 25 83.3 

1.23 Poor Sometimes 3 10.0 

Frequently 2 6.7 

12) I take my oral anti diabetic 

drugs as recommended 

Never 13 43.3 

1.93 Poor 
Sometimes 8 26.7 

Frequently 7 23.3 

Always 2 6.7 

13) I take my insulin injections 

as recommended 

Never 19 63.3 

1.60 Poor 
Sometimes 5 16.7 

Frequently 5 16.7 

Always 1 3.3 

14) I adjust my insulin dosage 

according to my blood 

sugar measurements 

Never 11 36.7 

2 Poor Sometimes 8 26.7 

Frequently 11 36.7 

15) I keep a lump sugar with 

me when I‘m out/away 

from home 

Never 19 63.3 

1.43 Poor Sometimes 9 30.0 

Frequently 2 6.7 
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16) I eat a lump sugar when 

my blood sugar drops 

Never 9 30.0 

2.16 Fair 
Sometimes 9 30.0 

Frequently 10 33.3 

Always 2 6.7 

17) I regularly go and see my 

doctor 

Never 7 23.3 

1.90 Poor Sometimes 19 63.3 

Frequently 4 13.3 

18) I consult my doctor when 

my blood sugar level rises 

extremely. 

Never 5 16.7 

2.53 Fair 
Sometimes 8 26.7 

Frequently 13 43.3 

Always 4 13.3 

19) I consult my doctor when 

my blood sugar level drops 

extremely. 

Never 12 40.0 

1.76 Poor Sometimes 13 43.3 

Frequently 5 16.7 

20) I regularly check my feet. 

Never 13 43.3 

1.63 Poor Sometimes 16 53.3 

Always 1 3.3 

21) I always wear shoes, by all 

means, outside of the 

house. 

Never 20 66.7 

1.60 Poor 
Sometimes 4 13.3 

Frequently 4 13.3 

Always 2 6.7 

22) I always wear a slipper or a 

house-shoe when inside the 

house  

Never 10 33.3 

1.86 Poor 
Sometimes 15 50.0 

Frequently 4 13.3 

Always 1 3.3 

23) I always wear socks. 

Never 6 20.0 

2.13 Fair 
Sometimes 16 53.3 

Frequently 6 20.0 

Always 2 6.7 

24) I keep my toenails short 

and straight. 

Never 16 53.3 

1.66 Poor Sometimes 8 26.7 

Frequently 6 20.0 

25) I brush my teeth every day. 

Never 15 50.0 

1.76 Poor 
Sometimes 8 26.7 

Frequently 6 20.0 

Always 1 3.3 

26) I carry a diabetes 

identification card on me. 

Never 11 36.7 
2.13 Fair 

Sometimes 7 23.3 



   
 

Chapter Four: Result of the Study 

 

 

89

Frequently 9 30.0 

Always 3 10.0 

27) I talk with the other 

diabetes patients about 

how they care for 

themselves 

Never 9 30.0 

2.13 Fair 
Sometimes 11 36.7 

Frequently 7 23.3 

Always 3 10.0 

28) I consult nurses, doctors, 

and other health care 

providers/specialists about 

how to prevent 

complications. 

Never 10 33.3 

1.80 Poor Sometimes 16 53.3 

Frequently 4 13.3 

29) I read the hand-outs and 

brochures about diabetes, 

when given. 

Never 22 73.3 

1.43 Poor Sometimes 3 10.0 

Frequently 5 16.7 

30) I do research on 

the internet to find 

information about 

diabetes. 

Never 15 50.0 

1.80 Poor Sometimes 6 20.0 

Frequently 9 30.0 

31) Use the things I learn to 

avoid any complications that 

can occur about diabetes. 

Never 13 43.3 

1.73 Poor Sometimes 12 40.0 

Frequently 5 16.7 

Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-

4), %= percentage; f= frequency. 

The findings demonstrated assessment of the patient responses in the 

pre- test for study group. The study results indicate that the study group at the 

pre-test are poor self-care about type 2 diabetes mellitus in all studied items 

except, the items number (2, 3, 8, 16, 18, 23, 26 and 27) the responses were 

fair knowledge about self-care for type 2 diabetes mellitus. 
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Table (4-4b): Summary Statistics for Study Group Respondents Levels of Measurement (Post-Test)  

Items Response 
Post-Test I Measurement Post-Test II Measurement 

F % Mean Evaluation F % Mean Evaluation 

1) I eat my meals at the same 

time everyday 

Sometimes 0 0 

3.66 Good 

4 13.3 

3.50 Good Frequently 10 33.3 7 23.3 

Always 20 66.7 19 63.3 

2) I always eat my snacks 

Never  0 0 

3.30 Good 

1 3.3 

3.06 Good 
Sometimes 2 6.7 4 13.3 

Frequently 17 56.7 17 56.7 

Always 11 36.7 8 26.7 

3) I keep bound to my diet 

when I eat out in the 

restaurants 

Never  0 0 

3.43 Good 

1 3.3 

3.26 Good 
Sometimes 2 6.7 1 3.3 

Frequently 13 43.3 17 56.7 

Always 15 50.0 11 36.7 

4) I stick to my diet when I go 

to invitations (to others, 

friends, meetings 

Sometimes 3 10.0 

2.96 Fair 

7 23.3 

3.83 Good Frequently 25 83.3 21 70.0 

Always 2 6.7 2 6.7 

5) I keep bound to my diet 

even when the people 

around me bound I do not 

know I am diabetic 

Never 2 6.7 

2.80 Fair 

0 0 

2.80 Fair 
Sometimes 5 16.7 8 26.7 

Frequently 20 66.7 20 66.7 

Always 3 10.0 2 6.7 

6) I do not eat excessively 

Sometimes 8 26.7 

3.23 Good 

11 36.7 
 

3.03 
Good Frequently 7 23.3 7 23.3 

Always 15 50.0 12 40.0 

7) I do exercise regularly 
Never 1 3.3 

2.80 Fair 
0 0 

2.80 Fair 
Sometimes 6 20.0 10 33.3 
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Frequently 21 70.0 16 53.3 

Always 2 6.7 4 13.3 

8) I do my exercises even 

when I don‘t feel like 

exercising 

Never  0 0 

2.26 Fair 

1 3.3 

2.36 Fair 
Sometimes 24 80.0 18 60.0 

Frequently 4 13.3 10 33.3 

Always 2 6.7 1 3.3 

9) I do exercise adequately 

Sometimes 12 40.0 

2.73 Fair 

12 40.0 

2.66 Fair Frequently 14 46.7 16 53.3 

Always 4 13.3 2 6.7 

10) I measure my blood sugar 

Never 1 3.3 

3.53 Good 

0 0 

3.13 Good 
Sometimes 2 6.7 8 26.7 

Frequently 7 23.3 10 33.3 

Always 20 66.7 12 40.0 

11) I keep records of my blood 

sugar measurements 

Sometimes 14 46.7 

2.60 Fair 

10 33.3 

2.70 Fair Frequently 14 46.7 19 63.3 

Always 2 6.7 1 3.3 

12) I take my oral anti diabetic 

drugs as recommended 

Sometimes 2 6.7 

3.76 Good 

2 6.7 

3.66 Good Frequently 3 10.0 6 20.0 

Always 25 83.3 22 73.3 

13) I take my insulin injections 

as recommended 

Sometimes 2 6.7 

3.63 Good 

2 6.7 

3.56 Good Frequently 7 23.3 9 30.0 

Always 21 70.0 19 63.3 

14) I adjust my insulin dosage 

according to my blood 

sugar measurements 

Never 1 3.3 

3.20 Good 

1 3.3 

3.30 Good 
Sometimes 4 13.3 1 3.3 

Frequently 13 43.3 16 53.3 

Always 12 40.0 12 40.0 
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15) I keep a lump sugar with 

me when I‘m out/away 

from home 

Sometimes 3 10.0 

3.20 Good 

2 6.7 

3.23 Good Frequently 18 60.0 19 63.3 

Always 9 30.0 9 30.0 

16) I eat a lump sugar when 

my blood sugar drops 

Frequently 11 36.7 
3.63 Good 

11 36.7 
3.63 Good 

Always 19 63.3 19 63.3 

17) I regularly go and see my 

doctor 

Never 1 3.3 

3.06 Good 

  

3.16 Good 
Sometimes 4 13.3 3 10.0 

Frequently 17 56.7 19 63.3 

Always 8 26.7 8 26.7 

18) I consult my doctor when 

my blood sugar level rises 

extremely. 

Sometimes 9 30.0 

2.80 Fair 

10 33.3 

2.76 Fair Frequently 18 60.0 17 56.7 

Always 3 10.0 3 10.0 

19) I consult my doctor when 

my blood sugar level drops 

extremely. 

Sometimes 5 16.7 

3.06 Good 

7 23.3 

2.93 Fair Frequently 18 60.0 18 60.0 

Always 7 23.3 5 16.7 

20) I regularly check my feet. 

Sometimes 2 6.7 

3.43 Good 

1 3.3 

3.43 Good Frequently 13 43.3 15 50.0 

Always 15 50.0 14 46.7 

21) I always wear shoes, by all 

means, outside of the 

house. 

Sometimes 2 6.7 

3.33 Good 

0 0 

3.40 Good Frequently 16 53.3 18 60.0 

Always 12 40.0 12 40.0 

22) I always wear a slipper or a 

house-shoe when inside the 

house  

Sometimes 2 6.7 

3.46 Good 

2 6.7 

3.40 Good Frequently 12 40.0 14 46.7 

Always 16 53.3 14 46.7 

23) I always wear socks. 
Sometimes 2 6.7 

3.66 Good 
2 6.7 

3.60 Good 
Frequently 6 20.0 8 26.7 
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Always 22 73.3 20 66.7 

24) I keep my toenails short 

and straight. 

Sometimes  0 0 

3.66 Good 

1 3.3 

3.53 Good Frequently 11 36.7 12 40.0 

Always 19 63.3 17 56.7 

25) I brush my teeth every day. 

Sometimes 1 3.3 

3.43 Good 

1 3.3 

3.43 Good Frequently 15 50.0 15 50.0 

Always 14 46.7 14 46.7 

26) I carry a diabetes 

identification card on me. 

Sometimes 1 3.3 

3.53 Good 

1 3.3 

3.53 Good Frequently 12 40.0 12 40.0 

Always 17 56.7 17 56.7 

27) I talk with the other 

diabetes patients about 

how they care for 

themselves 

Sometimes 3 10.0 

3.40 Good 

2 6.7 

3.43 Good Frequently 12 40.0 13 43.3 

Always 15 50.0 15 50.0 

28) I consult nurses, doctors, 

and other health care 

providers/specialists about 

how to prevent 

complications. 

Sometimes 4 13.3 

3.33 Good 

4 13.3 

3.33 Good Frequently 12 40.0 12 40.0 

Always 14 46.7 14 46.7 

29) I read the hand-outs and 

brochures about diabetes, 

when given. 

Sometimes 11 36.7 

2.76 Fair 

11 36.7 

2.73 Fair Frequently 15 50.0 16 53.3 

Always 4 13.3 3 10.0 

30) I do research on the 

internet to find information 

about diabetes. 

Never 29 96.7 

1.03 Poor 

14 46.7 

1.96 Poor Sometimes 1 3.3 3 10.0 

Frequently  0 0 13 43.3 
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31) Use the things I learn to 

avoid any complications 

that can occur about 

diabetes. 

Sometimes 1 3.3 

3.63 Good 

1 3.3 

3.50 Good Frequently 9 30.0 13 43.3 

Always 20 66.7 16 53.3 

Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-4), %= percentage; f= frequency. 

The findings demonstrated assessment of the patient responses in the post- test for study group. The study results 

indicate that the study group at the post-test I are good self-care about type 2 diabetes mellitus in all studied items 

except, the items number (4, 5,7, 8, 9,11, 18, 29 and 30) the responses were fair and poor  knowledge about self-care for 

type 2 diabetes mellitus. While the results indicate that the study group at the post-test II are good self-care about type 2 

diabetes mellitus in all studied items except, the items number (5,7, 8, 9,11, 18,19, 29 and 30) the responses were fair 

and poor  knowledge about self-care for type 2 diabetes mellitus. 
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Table (4-4c): Overall Evaluation of Patient's Knowledge at Pre-test and 

Post-test Measurement for Study Group 

Periods of 

Measurements 

Level of 

Knowledge 

Statistical parameters 
Evaluation 

F % Mean ± SD 

Pre-Test 

Poor 23 76.7 

1.83±0.214 Poor  
Fair 7 23.3 

Good 0 0 

Total  30 100 

Post-Test I 

Poor 0 0 

3.17± 0.156 Good  
Fair 3 10 

Good 27 90 

Total  30 100 

Post-Test II 

Poor 0 0 

3.15 ± 0.149 Good  
Fair 6 20 

Good 24 80 

Total  30 100 
Poor knowledge (mean 1-2); fair knowledge (mean 2.1-3), good knowledge (mean 3.1-4). 

%= percentage; f= frequency 

 

Table (4-4C) shows that the patients had a poor knowledge level 

during the pre-test period (mean ± SD=1.83 ± 0.214) (n=23; 76.7%). while in 

post-test1 and post-test11 the patients had a good knowledge level (mean ± 

SD=3.89 ± 0.156) (n=27; 90%) and (mean ± SD=3.15 ± 0.149) (n=24; 80%) 

respectively.  The study results indicate that level of self-care remains the same 

even if it is measured over period of time  
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Table (4-4d): Mean Difference (Paired T-Test) between the Study Group 

Responses at Three Levels of Measurement (Pre-Test and Post-Test I; Post-

Test I and Post-Test II) 

Periods of 

measurement 
Mean N 

Std. 

Deviation 

t-

value 
d.f. p-value 

Pre-Test 1.83 30 0.214 
32.92 29 0.001 

HS Post-Test I 3.173 30 0.156 

Post-Test I 3.173 30 0.156 
1.152 29 

0.259 

NS Post-Test II 3.152 30 0.156 

 

The results of table (4-4d) shows that there is a high-significant difference 

between the pre-test and post-test I   at p-value 0.001, while there is non-

significant difference between the post-test I and post-test II  at  p-value less 

than 0.259.  
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Figure (4.1) Summary Statistics of the Overall Patients' Knowledge (Study and 

Control Group) at Pre and Post Application of the Program (N= 30). 

Table (4-5): Comparison of Total Patients' Knowledge between study and 

control group at Two Levels of Measurement (Pre-Test and Post-Test) 

Periods of 

Measurement 

Study Control Independent 

t-test 
df 

p-

value Mean ± SD Mean ± SD 

Pre-Test 1.83 ± 0.214 1.76 ± 0.203 1.274 58 
0.208 

NS 

Post-Test 3.17 ± 0.156 1.89 ± 0.284 21.555 58 
0.001 

HS 

 

The findings of aforementioned table demonstrated that there  is a non-

significant difference between the study and control groups in the pre-test 

concerning self-care of participants at p-value (0.208)more than 0.05, while 

there is a high significant difference between the study and control groups at the 

post-test with p-value(0.001) less than 0.05. With respect to the statistical mean 

the study results indicate that there is an improvement in the study group 

responses after the application of the program compared with the control group. 

Table (4.6): Analysis of Variance (ANOVA) of the Patients' Knowledge 

after Application of the Program According to Their Demographic Data. 

Demographic Data 
Sum of 

Squares 
Df 

Mean 

Square 
F 

p-

value 

Age / Years 

Between Groups 11.367 15 0.758 

2.652 
0.038 

S 
Within Groups 4.000 14 0.286 

Total 15.367 29  

Marital 

Status 

Between Groups 30.933 15 2.062 

2.741 
0.033 

S 
Within Groups 10.533 14 0.752 

Total 41.467 29  

Education 

Level 

Between Groups 61.100 15 4.073 

3.222 
0.017 

S 
Within Groups 17.700 14 1.264 

Total 78.800 29  

Occupation 

Between Groups 52.167 15 3.478 

0.816 
0.651 

NS 
Within Groups 59.700 14 4.264 

Total 111.867 29  

Income 

Between Groups 11.900 15 0.793 

5.647 
0.001 

HS 
Within Groups 1.967 14 0.140 

Total 13.867 29  
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Table (4.6)  Finding illustrated there were a significant difference 

between self-care of participants and demographical characteristics, the results 

show the age and marital status was significant  with patient‘s knowledge about 

type 2 diabetes  self-care when (P < 0.05). Besides, the association between 

Income of participants and their self-care, the results proves high significant 

difference when (P < 0.05). While the occupation of the sample shows there 

was non-significant difference at P-value (0.651) more than 0.05. 

Table (4.7): Mean Difference (independent sample T-Test) of the Overall 

Patients' Knowledge according to their gender and Residency 

Variable N Mean 
Std. 

Deviation 

t-

value 
df 

p-

value 

Gender 
Male 13 2.95 0.448 

0.287 28 
0.776 

NS Female 17 2.90 0.544 

Residency 
Urban 11 3.02 0.518 

0.798 28 
0.431 

NS Rural 19 2.87 0.491 

Findings illustrated that there was non-significant differences between patient's 

knowledge about diabetes type 2 self-care and gender (p=0.776). also, current 

table shows there was non-significant differences between resident of 

participants and their knowledge, the results demonstrates non-significant 

association when  (p=0.431) after educational programs with regard rural and 

urban residents. 
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Table (4.8): Effect of application of the program according to their clinical 

data 

Clinical Data X
2
 Df P value Assessment 

Smoking Status 2.903 4 0.574 NS 

Disease Duration Since 

Diagnosis 
7.757 6 0.256 NS 

Type of Treatment 7.759 6 0.256 NS 

Do you Receive an 

Education 
11.329 4 0.023 Sig. 

Family Diabetes History 0.020 2 0.990 NS 

Body Mass Index 0.593 2 0.743 NS 

DM Complications 

Eye complications 1.960 2 0.375 NS 

Neurological 

complications 
6.295 2 0.043 Sig. 

Diabetic foot 8.677 2 .013 Sig. 

Renal complications 2.286 2 0.319 NS 

Hepatic complications 1.647 2 0.439 NS 

X
2
 = Chi-square ,Sig = significance, N.S = non significance, 

  P value ≤ 0.05 

 

Table (4.8) Finding illustrated there were a significant difference between 

self-care of participants and clinical characteristics, the results show the do you 

receive an education was significant with patient‘s knowledge about type 2 

diabetes self-care p-value (0.023) respectively. While the smoking status, 

disease duration since diagnosis, type of treatment, family diabetes history and 

body mass index of the sample shows there was non-significant difference at P-

value (0.574) (0.256) (0.256) (0.990) and (0.743) respectively more than 0.05. 

Regarding complications, there was non-significant between eye complications, 

renal complications and hepatic complications with patient‘s knowledge about 

type 2 diabetes self-care p-value (0.375) (0.319) and (0.439) respectively. While 
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the neurological complications and diabetic foot of the sample shows there was 

significant difference at P-value (0.043) and (0.013) respectively less than 0.05.
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Chapter Five 

Discussion of the Results 

           The major issues presented in chapter four (Results) are 

highlighted in this chapter. Results were evaluated in an organized, methodical 

manner with a fair discussion that is backed up by the majority of prior studies 

that were relevant. 

Part I: Discussion of Participants Sociodemographic Characteristics 

(Table4-1(  

With regard to the sociodemographic characteristics of patients, there 

were significantly most participants of the study and control groups  who have 

been more half between fifty and sixty years old,. This finding is consistent with 

study that had been carried out by Smalls et al., (2012), who had found that 

T2DM takes place at advanced age in (54%) of cases. Additionally, Salahen et 

al. (2020) discovered that, most participants have been between (40 and 50) 

years old. At a percentage of 53.19%. 

These results are supported by Mosleh et al., (2017), who examined 330 

participants for their study on the factors influencing T2DM patients' self-care 

management behaviors. They stated that most participants (35.20%) were 

between 57 and 68 years old. Also these findings were agreed with 

study conducted in Sudan by Amer et al., (2018), which showed that more than 

50% of study sample was older than 51 years old (N;392=63.8%). 

Moreover, Putra et al (2019) who conducted a study on 177 patients with 

diabetes mellitus, they reported that most participants were aged 56-65 years. 
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The researcher explains that the reason behind this finding was due to the 

study target sample were individuals with T2DM, which commonly occurs at an 

old age rather than a young age group. 

In terms of patient gender, the study results showed that more than 50% 

of study sample's participants have been females. These results are consistent 

with study conducted by Tarabay et al., (2017) about improving a healthy 

lifestyle in people with T2DM in rural areas, which indicated that most study 

sample was female. While these findings contrast with study by Shin et al., 

(2013), who did the study with 430 participants, which finding more than 

50% of participants (N=283; 65.8%) were men. 

In additional, this result is disagreement with Yokota et al., (2019) study 

conducted to determine (effectiveness of a self-care footing tutorial to prevent 

diabetic foot disease) which the males were about (58%) compared to the 

females. 

Moreover, Chao et al., (2019) study concerning improved self-efficacy 

and behavioral improvements among diabetes patients noted that more than 

50% of study sample's participants were men. This is in disagreement with our 

findings.  

Concerning marital status, most of participants in this study and 

control groups, have been married. These results  agreement with finding  of a 

study done by Ghonem and Aliin (2019) to assess "Effectiveness of health 

education program of foot self-care on risk for the development foot ulcer 

among diabetic patients" show that (76-70%) of the control and study groups are 

married.  
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Also another similar study was conducted by (Al Mansour, 2020) about 

"the prevalence and risk factors of type 2 diabetes mellitus (T2DM) in a semi-

urban Saudi population". The majority of the sample was married (36.3%)  

Concerning educational levels, the higher percentage of the control and 

study group one-third patients were unable to read and write educational level. 

This outcome is consistent with previous studies conducted by AL Ani and 

Oleiwi (2012) and Chaurasia et al. (2015) discovered that most of the study 

individuals are illiterates.  

While, this result disagrees with study done by Mersal (2018) in Egypt, 

which indicates that the highest percentages had basic educational level (read 

and write) for both groups.  

Regarding occupation, one –third of participants were of the control and 

study groups. This result is similar to that of Hamza and Mohammed-Ali (2016), 

who discovered that housewives made up the bulk of participants (43.5%), 

whereas freelancers made up 30%. 

Also this result is consistent with a study done by Solan et al., (2016) they 

conduct to determine the (Diabetic Foot Care: Knowledge and Practice) in 

which women were housewives (38%). 

Concerning monthly incomes, the most of sample results indicate that of 

the control and study samples have monthly incomes that are barely sufficient. 

These results were disagree with a study done by Abed (2021), who found that a 

higher percentage of both the control and study groups had insufficient incomes 

ranging from (150,000-300,000IQ), at (53.30% and 63.30%) respectively.  

These results were in contrast with a study by Rajasekharan et al. (2015) 

and AL Ani and Oleiwi (2013), who discovered that most study sample has not 

enough monthly income. Moreover these results were in line with a study by 
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Abd El Latif et al., (2016) on quality of life and socioeconomic condition of 

T2DM patients in Egypt. More than 75% of the study sample had a low 

socioeconomic status level.  

In terms of place of residence, more half of the study and control groups 

were primarily from urban regions. These results were agreed with a study 

done by Hamza and Mohammed-Ali (2016), who found that 78% of participants 

were from urban regions. Additionally, these finding concur with a study by 

Asa'ad et al., (2019), which aims to "assess quality of life of the patients who 

have type II diabetes in Erbil city". It demonstrates that almost all patients 

(81.9%) were from cities. 

Part II: Discussion of Patients' Clinical Information Table 4-2. 

According the history of patient smoking results indicate that most control 

and study group were nonsmoker. This agrees with the findings of Jackson, et 

al., (2014), who showed that his sample consisted of nonsmoking female 

patients with mean disease duration of about 1-5 years. 

Also study done by El-Haddam et al., (2018), they find that the majority 

number of patients were no alcohol intake; no smoking and the most number of 

sample have chronic diseases.  

Most participants in the study and control groups one-third and half 

participants respectively had diabetes between seven to teen years at the time of 

their diagnosis. These results disagree with study done by Salawu Rasadi and 

Ajibade Olapeju (2020), who found that higher study sample percentages had 

T2DM diagnoses for 0 to 5 years in the control as well as the study groups 

(48.1% and 65.5%, respectively). 

 Half of study and control group use oral antidiabetics plus insulin .This 

finding is supported by study Celik et al., (2022). Assessment the effect of 
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diabetes education on self-care behaviors and glycemic control in the turkey 

nursing diabetes education evaluating project, which found that (57.8%) used 

oral antidiabetics plus insulin. 

While study by Petrovic et al., (2019), disagree with our finding which 

found that 61.1% of participants utilized oral anti-diabetic drugs. Whereas 

(15%) utilized both insulin and OAD, and (23.9%) injected the insulin. Another 

research that supports our findings was conducted by Aladhab and Alabood 

(2019), where more participants used oral antidiabetics (49.8%), fewer used 

insulin (15.2%), and a greater proportion used both (insulin + oral) (32.9%). 

Concerning diabetes management self-care education, the majority of the 

control and study groups did not receive education (93.3 and 90.0%, 

respectively). This result disagree with the findings of Dinar et al., (2019), 

which indicate that the diabetes education has been delivered to about 52.5% of 

patients by doctor, nurses or dietitian 34.4%. The diabetes has been associated 

with other diseases in about 42.6% of patients.  

Concerning the past diabetes family history, the study results indicate that 

40% and 46.7% of the control and study have a family history from father side. 

Relative to the complication, half patients are suffering from eye complication 

for control and study respectively. This is corroborated by (Clothier, 2019) 

study, which found that most participants (52.30%) had family history of 

diabetes and that the most common diabetic complication among patients was 

peripheral neuropathy (59.2%), whereas the least common diabetic problem 

among patients was retinopathy (35.5%).  

In terms of BMI, almost all the study and control groups one-third were 

overweight. These results agree with study done by Panduranga et al. (2010), 
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who carried out study with 120 individuals and reported that the majority of the 

study sample was overweight (N= 88; 72%). 

In addition, another study carried out in Iran by Didarloo & Shojaeizadeh, 

(2014) on 352 participants, who mentioned that approximately a half of the 

participants in the study sample suffered overweight BMI. 

Furthermore, Amer et al. (2018) study on 392 participants, which 

examined impacts of self-efficacy management on the self-care activity 

adherence and treatment outcomes in T2DM, supported these findings. They 

reported that more than half of the study sample (N= 250; 63.8%) was 

overweight or obese. 

Part III: Distribution of control and study groups responses at pre 

and posttest about Self-Care Instruction regarding Controlling Type II 

Diabetes Mellitus: 

 A total of 31 items have been used to assess respondents' knowledge of 

self-care about diabetes mellitus type 2. At the pretest phase of assessment for 

both study groups, patients knowledge poor self-care about diabetes mellitus 

type 2, according to the pretest control group results (M ± SD=1.76 ± 0.203) 

(table 4-3c) and study group (M ± SD=1.83± 0.214) (table 4-4c). This is a 

worrying finding for dealing with self-care for diabetic patients. 

According to results in (Table 4-3d), the control group did not show any 

changes in terms of self-care. The study findings show that there is no 

enhancement in patients self-care at post-test in comparison with pre-test scores 

because the control group at post-test had the same results regarding self-care 

and there was no statistically significant difference between the control group 

overall responses in two periods of measurements (pre-test and post-test). 

Although such patient might occasionally obtain information from sources other 
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than the specific investigator, it could not occur in this work for unknown 

reasons. In contrast, the study group findings, which are presented in Table 4-4d, 

show that the study group demonstrated high levels of self-care at the post-test, 

almost all post-test responses were at a good self-care level, and there was a 

highly significant differences between the study group's overall responses in the 

two periods of measurements (post-test and pre-test) at a p-value test (0.001) 

<0.05. These findings suggest that the patients' self-care at the post-test has 

improvement in comparison with pre-test scores. this finding showed that this 

study's instructional program has been successful and might benefit intervention 

group by improving all aspects of self-care. This may be done to improve 

quality of life for diabetic people and reduce the complications associated with 

diabetes.  

The results in table (4-4d) shows that there is a high-significant difference 

between the pre-test and post-test I at p-value 0.001, while there is non-

significant difference between the post-test I and post-test II at p-value less than 

0.259. 

Table (4-5) results demonstrate that there is a non-significant difference 

between control and study groups in pre-test at p-value test (0.208) >0.05,  while 

there is a highly significant difference between control and study groups at post-

test with p-value test (0.001) <0.05. When comparison the study with the control 

group, the study group reactions improved after the program was applied, 

according to the statistical mean. 

 Those findings are similar to those of the study by Dinar et al. (2019), 

which examined the impact of diabetes education on self-care and diabetes 

management amongst the diabetic patients at the King Fahad Hospital in Al-

Baha. That demonstrated a significant improvement in the diabetes self-care 

scale following intervention, going from 2.4 to 3.3. 
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 Additionally, this finding is supported by (Konstantinos, 2018) study was 

showed diabetes self-care activities of the intervention group score showed an 

improved difference between pre and post-program exercise (3.10 to 3.23), diet 

(4.2 to 4.6), foot care (2.18 to 2.33), medication (6.8 to 7.0), and blood glucose 

test (6.53 to 6.8) are the most important factors. Whereas there are no noticeable 

changes for the control group, they remain at the same level. 

Also study conducted byAbubakr et al., (2020) supported our findings, 

and there were inadequate self-care activities performed by the patients before 

the awareness but improved after that. The researchers hypothesized that these 

individuals were responding to this awareness as a red alarm. The results of this 

work confirm the ongoing need for increased diabetes education geared toward 

enhancing self-care practices among diabetics.  

Moreover, In a cluster randomized controlled trial in primary care, Khunti 

et al. (2012) have examined efficacy of diabetes education and self-management 

program (DESMOND) for patients with newly diagnosed T2DM. They discover 

that patients in intervention group perform better on the post-test in comparison 

with pre-test scores than patients in control group (non-intervention group). 

Also, this finding is supported by study Jaililan et al., (2014) that 

examined the evaluation of the efficacy of a self-management promotion 

educational program among the diabetic patients. They discover that average 

response for the severity, benefit, susceptibility and self-management among the 

intervention group has significantly improved. Among the intervention group, 

the average response to self-management barrier reduced following intervention. 

This indicates that the education program is crucial for improving DM patients' 

knowledge on self-care.  
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Another study supported finding done by Cani et al. (2014), that find that 

knowledge of diabetes, medications, correct insulin injection method, 

medication adherence, and home blood glucose monitoring methods 

considerably enhanced in the intervention group, also remained unchanged in 

control group. At the conclusion of the study, mean HbA1c values in 

intervention group have been considerably lower than the ones in the control 

group, which remained unchanged. The quality of life associated with diabetes 

dramatically enhanced in intervention group, yet considerably declined in the 

control group. This outcome demonstrates the value of an education program for 

the patients, particularly for the individuals who have some chronic illnesses like 

the DM. 

Part IV: Relationship between demographical and clinical data with 

instructional program on self-care for T2DM patients: 

Tables (4-6) (4-7) and (4-8): show that there is a significant relationship 

between the patient's self-care activities and their (age, marital status, levels of 

education, monthly income, do you receive an education and complications), 

while there is a non-significant relationship with other demographic and clinical 

data. 

Regarding complications, there was non-significant between eye 

complications, renal complications and hepatic complications with patient‘s 

knowledge about type II diabetes self-care p-value (0.375) (0.319) and (0.439) 

respectively. While the neurological complications and diabetic foot of the 

sample shows there was significant difference at P-value (0.043) and (0.013) 

respectively less than 0.05. 

This finding was consistent with a study that has been carried out by 

Bhatti et al., (2018) entitled as "impacts of socio-demographic factors on self-
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care practices among patients with type II diabetes in Lahore, Pakistan," which 

found that the performance of suggested self-care was related to socio-

demographic factors including age, educational attainment, marital status, and 

household income per month.  

Berhe et al., (2013), Singh & Viji (2014), and Freitas et al., (2014) studies 

provide support for this study findings. They stated that patients' education 

levels had a highly substantial impact on their self-care behaviors. The study 

finding disagree with Frietas et al., (2014) and Mohebi et al., (2014), the 

association between the patient's monthly income, age, and self-care activities is 

not statistically significant.  

In additional, this result similar to study conducted by Mahalakshmy and 

Arulmozhi (2014) as well as Kueh et al., (2014) that showed the gender of the 

patient has no significant impact on their self-care behaviors. Those findings 

may also be attributed to the study sample's homogeneity in terms of knowledge 

due to the fact that they visit the same center for management and follow-up. 

Thus, they receive same health education and information about their medical 

issues from this institution. As a result, neither their place of residence nor their 

cultural differences have an impact on their participation in self-care activities. 

For the same reason, neither has their occupation. 

Moreover, this result is comparable to study done by Hamza and 

Mohammed-Ali, (2016) that found a non-significant relation between other 

demographic and clinical data (age, gender, occupation, marital status, duration 

of disease and residency) and patient self-care activities, whereas a highly 

significant relation was found between those variables (level of education) and 

patient self-care activities. Also the results study agree with the results of the 

study done by Jackson et al., (2014) that observed the Self-care knowledge was 

associated with level of education (p<0.001) and monthly income (p<0.001). 
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The patients' adherence to the self-care activities will decrease the 

incidence of complications, so the study results reveal that there is a significant 

relationship between self-care activities and complications. Furthermore, the 

study results reveal that there is a non-significant relationship between the 

patients‘ self-care activities and (duration of disease, heredity). These results 

might show because the study sample are including patients who have duration 

of disease more than one year and the study did not include those who have less 

than one year in the sample, also patients will be more stable after one year due 

to adherence to the self-care activities during that year, and their activities 

toward control of their disease is still relatively constant (the researcher). 



 
 
 
 

 

 



   
 

Chapter Five : Conclusions and Recommendation 

 
 

 

115

Chapter Six 

Conclusions and Recommendations 

       6.1. Conclusions:  

6. 1. 1. There is relationship between the patients self-care activities and their 

(age, marital status, levels of education, monthly income, receive of education, 

and complications), but there is no relationship with other demographic and 

clinical variables. 

6. 1. 2. The study concludes that instructional guideline is effective to improve 

diabetes patients' self-care activities among those with type 2 diabetes.       

6. 1. 3. Accepting the alternative hypothesis and supported by the findings of our 

study, which demonstrate significant differences between pre-intervention and 

post-intervention conditions. The diabetes self-care scale showed that improved 

self-care among diabetic patients after intervention significantly from 

1.79±0.360 to 3.17±0.546 (P: 0.01). 

6. 1. 4. The results of this study show the efficiency of instructional program in 

enhancing T2DM patients' self-management activities and self-care practices 

through the reinforcement of disease information and the promotion of self-

efficacy. The slight decline observed during the phase of follow-up indicates the 

need for periodic dosing of the intervention. 

6.2. Recommendations: 

Based on the results and conclusions of the present study, the 

researcher recommends the following: 

6.2.1. An instructional program should be designed and implemented to increase 

patients' information about self-care regimen for diabetes mellitus in order to 

reduce or prevent complications 
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6.2.2. Encourage the health care provider to improve diabetic patients' self-care 

activities and focusing on all domain aspects of self-care. 

6.2.3. To increase knowledge and improve self-care for type 2 diabetics, patients 

need full understanding, confidence and support from families because some of 

the patients depend on their families to do so. In additional, follow systematic 

health care through the use of modern management policy because diabetes is a 

chronic disease and because many complications so need to support with social 

and economic resources. 

6.2.4. According to previous and current studies, diabetes will increase in the 

future years, and this requires more studies on diabetes and its complications. So 

the researcher suggests conducting research with larger samples and determining 

the results of the self-care of diabetic type 2. 

6.2.5. The ministry of health should get attention to the availability of active 

sessions to educate diabetes patients on how to cope with their disease and 

improve patients' awareness about the method of healthy coping. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

References  118 
 

 

 

118

References 

   (. 95ا٣٥خ ) –اُغيء اُؼْوٕٝ  –اُووإ اٌُو٣ْ، ٍٞهح اَُ٘ٔ  
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(اٍزٔبهح رو٤٤ْ ؽبعبد ٓو٠ٙ اٌَُو١) ٫ُٝ٢ااُزو٤٤ْ   

(Initial assessment need)   

 % لا % نعم السؤال ت

 03 03 33 33 هل تتبع نظام غذائً متوازن ٌومٌا  .1

كنت متعبهل تمارس الرٌاضة حتى اذا   .2  13 13 03 03 

 03 03 33 33 هل تتناول بعض الطعام قبل ان تمارس الرٌاضة  .3

4.  
 مرة كل فضفاضة )واسعة(  فً قطنٌة جوارب ترتدي هل 

داخل المنزل( المشً ذلك فً )بما فٌها تسٌر  
43 43 63 63 

5.  
 جوانب إزالة وعدم مستقٌم خط فً قدمك أظافر هل تقص

ةمناسب بطرٌقة الأظافر  
33 33 03 03 

 63 63 43 43 هل تعتقد ان العناٌة بالقدم ٌجنبك من الاصابة بالقدم السكري  .6

0.  
هل تعتقد اجراء فحوصات منتظمة مع طبٌبك ٌساعدك على 

 اكتشاف العلامات المبكرة لمضاعفات السكري 
23 23 03 03 

 03 03 13 13 هل تزور طبٌبك  بصورة منتظمة  .0

0.  
بحثت على شبكة النت عن مرض هل قرات بحثا او كتاب او 

 السكري والعناٌة به
13 13 03 03 

 03 03 23 23 هل تفرش اسنانك بعد كل وجبة طعام  .13

 

 

 



 
 
 
 

 

 

 

 اٌغضء الاوي: اٌّؼٍىِبد اٌذَّىغشافُخ

 عٕخ                                    اٌؼّـش  .1

    اٌغٕـظ: .2

 أٔضـً                         روـش   

 اٌؾبٌـخ اٌضوعُـخ .3

 

 اهَٓ            ٓطِن                 ٓ٘لَٖ                 ٓزيٝط    اػية           

 اٌّغزىي اٌزؼٍٍُّ: .4

                     ٣ٌٝزـت ٣وـوأ                ٣ٌزـت             ٫ ٫ ٣وـوأ ٝ   

  فو٣ـظ اُلهاٍـخ أُزٍٞطـخ                         ا٫ثزلائ٤خفو٣ـظ اُلهاٍـخ 

                   ٓؼٜـل  فو٣ـظ                           فو٣ـظ اُلهاٍـخ ا٩ػلاك٣ـخ

                                     فو٣ظ ٤ًِخ   

 اٌّهٕـخ  .5

   ٫ أػَٔ            ًبٍت                      ٓٞظـق         

    هثخ ث٤ذ        ٓزوبػل                   ٛبُت      

 اٌذخـً اٌشهـشٌ ٌلأعـشح : .6

٣ٌل٢ ٗٞػب ٓب            ٣ٌل٢   ٫ ٣ٌل٢           

 اٌّؼٍىِـبد اٌغشَشَـخ اٌغضء اٌضبٍٔ: 

 ؽبٌخ اٌزذخُٓ  .1

 ٓلفٖ ٍبثن                      ؿ٤و ٓلفٖ                                               ٓلفٖ         

 

 

 

                  

 



 
 
 
 

 

 فزشح الاطبثخ ثبٌغىشٌ .2

 

  ٖٓ ٍَ٘ٞاد        2اه 

  ٖٓ2-6 ٍ٘خ             

  ٖٓ7-90           ٍ٘خ 

 

 اٌؼلاط ٔىع .3

 اُلْ                             ٛو٣ن ػٖ اٌَُو ٓٚبكاد 

 ٖا٤َُٞٗ٧                                                       

 ٝا٤َُٞٗ٧ٖ              اُلْ ٛو٣ن ػٖ اٌَُو ٓٚبكاد 

 ا٥ٕ   ٝا٤َُٞٗ٧ٖ هجَ اُلْ ٛو٣ن ػٖ اٌَُو ٓٚبكاد 

ب ؽٍٞ اُؼ٘ب٣خ ثلاء اٌَُو١ )اُوػب٣خ اُنار٤خ(؟ .4 ًٔ  َٛ رِو٤ذ ثوٗبٓغب رؼ٤ِ

 ٗؼْ                                                         ٫       

 ربه٣ـ اُؼبئِخ ُلاء اٌَُو١ .5

 ٫ أؽل 

  ٫                  ٗؼْ     اُزبه٣ـ اَُبثن ُِٔوٗ ٖٓ عبٗت ا٧ة؟    

  ٫                  ٗؼْ       اُزبه٣ـ اَُبثن ُِٔوٗ ٖٓ عبٗت ا٧ّ؟ 

 ٓٚبػلبد ٖٓ كاء اٌَُو١ َٛ ُل٣ي .6

 ٫ رٞعل ٓٚبػلبد  اُؼ٤ٖ ٓٚبػلبد

 ػٖج٤خ ٓٚبػلبد 

 ٝا٧ٝػ٤خ  ٓٚبػلبد اُوِت

 اُل٣ٞٓخ 

 ّاٌَُو٣خ ٓٚبػلبد اُول 

  ا٤ٌُِخ ٓٚبػلبد ك٢ 

 ٓٚبػلبد ك٢ اٌُجل

 لُبط وزٍخ اٌغغُ .7

 اٌطىي ...........     

اٌىصْ...........



 

 

 

 إٌىع اٌضبٍٔ اٌغىشٌ ٌّشػً اٌزارُخ ِمُبط اٌشػبَخ: اٌضبٌش اٌغضء

 

 كائٔب ثٌَْ ٓزٌوه اؽ٤بٗب اثلا اَُئاٍ د

     ٣ّٞ ًَ اُٞهذ ٗلٌ ك٢ ٝعجبر٢ أر٘بٍٝ  .9

      اُقل٤لخ ٝعجبر٢ كائٔب آًَ  .2

2.  
 أر٘بٍٝ ػ٘لٓب اُـنائ٢ اُزيّ ث٘ظب٢ٓ

أُطبػْ ك٢ ثبُقبهط اُطؼبّ  

 

    

4.  
 ا٠ُ أمٛت ػ٘لٓب اُـنائ٢ ث٘ظب٢ٓ أُزيّ

 ٝا٧ٕلهبء ٦ُفو٣ٖ) اُلػٞاد

 (ٝا٫عزٔبػبد

    

5.  

 إ اُـنائ٤خ ؽز٠ ثبُؾ٤ٔخ ِٓزيٓب اثو٠

  ؽنه٢ٗٝ ٢٘ٓ أُووث٤ٖ ا٫ّقبٓ

 ٖٓبة ثؤ٢ٗ اػوف اًٖ ُْ ا٢٘ٗ

 ثبٌَُو١

    

     ٓلوٛ ثٌَْ آًَ ٫  .6

     ثبٗزظبّ اُو٣بٙخ أٓبهً  .7

 أّؼو ٫ ػ٘لٓب ؽز٠ رٔبه٢٘٣ أٓبهً  .8

 اُو٣بٙخ ٓٔبهٍخ ك٢ ثبُوؿجخ
    

     ًبفٍ  ثٌَْ اُو٣بٙخ أٓبهً  .9

     ك٢ ك٢ٓ اٌَُو َٗجخ أه٤ٌ  .90

 ك٢ اٌَُو ُو٤بٍبد ثَغ٬د اؽزلع  .99

 ك٢ٓ
    

 ػٖ ٌَُِو١ أُٚبكح ا٧ك٣ٝخ أر٘بٍٝ  .92

 ثٚ ا٠ُٕٞٔ اُ٘ؾٞ ػ٠ِ اُلْ ٛو٣ن
    

 ػ٠ِ ث٢ اُقبٕخ ا٤َُٞٗ٧ٖ ؽوٖ أر٘بٍٝ  .92

 ثٚ ا٠ُٕٞٔ اُ٘ؾٞ
    

 ٝكوبً ا٤َُٞٗ٧ٖ عوػخ ثزؼل٣َ أهّٞ  .94

 اُلّ ك٢ اٌَُو ُو٤بٍبد
    

 ػ٘لٓب ٓؼ٢ اٌَُو ٖٓ ثوطؼخ اؽزلع  .95

 أُ٘يٍ ػٖ ثؼ٤لاً/  أُ٘يٍ فبهط إًٔٞ
    

 ٣٘قل٘ هطؼخ ٖٓ اٌَُوػ٘لٓب أر٘بٍٝ  .96

 اُلّ ٌٍو
    

     ٛج٤ج٢ ٝأهٟ ثٖٞهح ٓ٘زظٔخ أمٛت  .97

 َٓزٟٞ ٣ورلغ ػ٘لٓب ٛج٤ج٢ أٍز٤ْو  .98

 .ًج٤و ثٌَْ ك٢ٓ ك٢ اٌَُو
    

     َٓزٟٞ ٣٘قل٘ ػ٘لٓب ٛج٤ج٢ أٍز٤ْو  .99



 

 

 .ثٌَْ ًج٤و ك٢ٓ ك٢ اٌَُو

     .ثبٗزظبّ هل٢ٓ أكؾٔ  .20

29.   ٜٓٔب ٣ٌِق  ، اُؾناء كائٔب أهرل١

 .أُ٘يٍ فبهط ا٧ٓو،
    

ب أهرل١  .22 ًٔ  ؽناءًا أٝ (فقّجْجبً ) كائ

 أُ٘يٍ كافَ إًٔٞ ػ٘لٓب ٓ٘ي٤ُبً
    

     اُغٞاهة أهرل١ كائٔب  .22

     َٝٓزو٤ٔخ ه٤ٖوح أظبكو١ أثو٢  .24

     .٣ّٞ ًَ أٍ٘ب٢ٗاٗظق   .25

 فبٕخ رؼو٣ق ثطبهخ ػبرو٢ ػ٠ِ أؽَٔ  .26

 .اٌَُو١ ثٔوٗ
    

 ا٥فو٣ٖ اٌَُو١ ٓو٠ٙ ٓغ أرؾلس  .27

 ثؤٗلَْٜ اٛزٔبْٜٓ ٤ًل٤خ ؽٍٞ
    

28.  

 ٝؿ٤وْٛ ٝا٧ٛجبء أُٔوٙبد أٍز٤ْو

/  اُٖؾ٤خ اُوػب٣خ ٓول٢ٓ ٖٓ

 ٓ٘غ ٤ًل٤خ ؽٍٞ أُزق٤ٖٖٖ

 .أُٚبػلبد

    

 ػٖ ٝاٌُز٤جبد أُْ٘ٞهاد هوأد  .29

 .اػطبئ٢ ػ٘ل اٌَُو١ ٓوٗ
    

20.  
 ا٩ٗزوٗذ ػ٠ِ ثؾش ثبعواء أهّٞ

 ٓوٗ ؽٍٞ ٓؼِٞٓبد ػ٠ِ ُِؼضٞه

 .اٌَُو١

    

29.  
 أ١ ُزغ٘ت أرؼِٜٔب اُز٢ ا٤ّ٧بء اٍزقلّ

 ثْؤٕ رؾلس إٔ ٣ٌٖٔ ٓٚبػلبد

 .اٌَُو١ ٓوٗ

    

 

 

 

 

 

 

 

 

 



 

 

 

 

 

Part I: Demographic Data: 

1. Age (years) 

2. Gender  

Male                                  Female   

3. Marital status  

Single                          Married                    Separated         

  Divorced                    Widowed     

4. Education Level  

               Unable to Read and Write                

                 Read and Write                 

                 Primary school Graduate  

                 Intermediate school Graduate                                                       

                 Secondary school Graduate                                                        

                 Institute Graduate              College Graduate   

5. Occupation 

Employee                              free businessman      

Unemployed                          Student                                                                                                                                  

Retired                                  Housewife   

6. Income 

 Sufficient                Barely Sufficien          Not Sufficient 

                                         

7. Residency  

Urban                                Rural        



 

 

 

Part II: Clinical Data: 
1.  Smoking status  

Smoker                            Non-Smoker              Ex-Smoker  

2. Disease duration since diagnosis 

Less than 3 years  

3-6 years    

7-10 years           

More than 10 years    

3.  Type of treatment  

Oral antidiabetics  

Insulin  

Oral antidiabetics & insulin  

Oral antidiabetics before and insulin now   

4. Do you receive an education about diabetes management self-care  ?  

      Yes   1                               No 2 

          

5. Family diabetes history 

 None   

 Past history of disease from father side?     Yes           No  

 

 Past history of disease from mother side?    Yes          No  

 

6. Have DM complications  

None                                                 Eye complications                                 

Neurological complications                    Diabetic foot 

Renal complications                               Hepatic complications               

cardiovascular complications                   

7. Body mass index  

Height………….                                   weight………… 

 

Part III: Diabetes self-care among of diabetic patients 



 

 

 

No. Items Never Sometimes Frequently Always 

1 I eat my meals at the same 

time everyday 

    

2 I always eat my snacks     

3 I keep bound to my diet when 

I eat out in the restaurants 

    

4 I stick to my diet when I go to 

invitations (to others, friends, 

meetings 

    

5  I keep bound to my diet even 

when the people around me 

bound I do not know I am 

diabetic 

    

6  I do not eat excessively     

7 I do exercise regularly     

8 I do my exercises even when I 

don‘t feel like exercising 

    

9 I do exercise adequately     

10 I measure my blood sugar     

11 I keep records of my blood 

sugar measurements 

    

12 I take my oral anti diabetic 

drugs as recommended 

    

13 I take my insulin injections as 

recommended 

    

14 I adjust my insulin dosage 

according to my blood sugar 

    



 

 

measurements 

15 I keep a lump sugar with me 

when I‘m out/away from 

home 

    

16 I eat a lump sugar when my 

blood sugar drops 

    

17 I regularly go and see my 

doctor 

    

18 I consult my doctor when my 

blood sugar level rises 

extremely. 

    

19 I consult my doctor when my 

blood sugar level drops 

extremely. 

    

20 I regularly check my feet.     

21 I always wear shoes, by all 

means, outside of the house. 

    

22 I always wear a slipper or a 

house-shoe when inside the 

house 

    

23 I always wear socks.     

24 I keep my toenails short and 

straight. 

    

25 I brush my teeth every day.     

26 I carry a diabetes 

identification card on me. 

    

27 I talk with the other diabetes 

patients about how they care 

for themselves 

    

28 I consult nurses, doctors, and     



 

 

other health care 

providers/specialists about 

how to prevent complications. 

29 I read the hand-outs and 

brochures about diabetes, 

when given. 

    

30 I do research on the internet to 

find information about 

diabetes. 

    

31 Use the things I learn to avoid 

any complications that can 

occur about diabetes. 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 جامعة بابل                                                              

 كلٌة التمرٌض                                                                 

 تمرٌض البالغٌن
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سٌطرة على للالبالغٌن  مرضىلل  الذاتٌةبالعناٌة  فاعلٌة البرنامج الارشادي

التعلٌمً الدٌوانٌة الثانً فً مستشفىالنوع  -السكري  

 إػذاد

ؽشِظ ؽّضح ػلاء:  اٌذوزىساح ؽبٌت  

 ثإششاف

ِؾُجظ عجش فخشَخ:  د.أ  



 

 

 

 

 السكري من النوع الثانًلمرضى العناٌة الذاتٌة الارشادي  برنامجال

َٓز٘يكب  ٝثبء٣ؼزجو كاء اٌَُو١ ٖٓ اًضو اُزؾل٣بد اُٖؾ٤خ ك٢ اُووٕ اُٞاؽل ٝاُؼْو٣ٖ ؽ٤ش إجؼ 

ُِٔٞاهك اُجْو٣خ ٝأُبك٣خ ٣ٜٝلك اُلٍٝ أُزطٞهح ٝاُ٘ب٤ٓخ ػ٠ِ ػ ك ٍٞاء , ام إ أُٚبػلبد اُ٘بعٔخ ػ٘ٚ 

اُؼٖج٢ ٝثزو اُولّ ٝاُؼ٠ٔ رٞك١ ع٤ٔؼٜب ا٠ُ  ٝا٫ػز٬ًٍؤٓواٗ اُوِت ٝاُْوا٤٣ٖ ٝاُلَْ ا١ٌُِٞ 

ػ٠ِ اُلوك ٝ  ا٫هزٖبك٣خ ا٧ػجبءكهعبد ٓزلبٝرخ ٖٓ اُؼغي ٝاٗقلبٗ َٓزٟٞ اُؾ٤بح ُلٟ اُلوك ٝى٣بكح 

ٝؽَت روو٣و ُٔ٘ظٔخ اُٖؾخ اُؼب٤ُٔخ أظٜو إٔ اُزؼ٤ِْ ٝاُزله٣ت ٝاُزضو٤ق ٖٓ فبَُ  .ٝأُغزٔغ ا٥ٍوح

 ا٥ر١٢ هل ؽون ثوآظ ٖٓٔٔخ ف٤ٖٖبً ُٔو٠ٙ اٌَُو

 ا٧عَفل٘ َٗجخ ؽلٝس أُٚبػلبد اُو٤ٖوح ٣ِٞٛٝخ 1 -

  اَُل٤ِخ ا٧ٛواففل٘ َٗجخ ؽلٝس ثزو  2 . 

 .ى٣بكح اُٞػ٢ اُنار٢ ثبَُٔئ٤ُٝخ ٝروجَ أُوٗ ٝكٓغٚ ك٢ اُؾ٤بح ا٤ٓٞ٤ُخ3 .

 . ُِٔوٗ ٝا٫عزٔبػ٤خفل٘ اُزٌب٤ُق اُطج٤خ  4 .

 .ٝأُلهٍخفل٘ َٗجخ اُزـ٤ت ػٖ اُؼَٔ 5 .

 .ا٥فو٣ٖػٖ  ا٫فز٬فرقل٤ق اُْؼٞه ثبُؼيُخ أٝ  6 . 

 ك٤ٜب ا٩هبٓخ٣وَِ ٖٓ ػلك ٓواد اُلفٍٞ َُِٔزْل٠ ٣ٝوَِ 7. 

 اٌغىشٌ إٌىع اٌضبٍٔ مذِخ ػٓ داءاٌّؾبػشح الأوًٌ: ِ

 الأهذاف:

 رؼو٣ق أُْبه٤ًٖ ثٔوٗ كاء اٌَُو١ اُ٘ٞع اُضب٢ٗ. .9

اُز٢ ري٣ل ٖٓ كوٓ ا٩ٕبثخ ثلاء اٌَُو١  ٝا٫ٍجبة اُؼٞآَرؼو٣ق أُْبه٤ًٖ ثآ٤ُخ ا٩ٕبثخ ٝ .2

 .ٖٓ اُ٘ٞع اُضب٢ٗ

 ر٤ٙٞؼ اُؼ٬ٓبد ٝا٧ػواٗ ٝأُٚبػلبد اُقبٕخ ثلاء اٌَُو١ ٖٓ اُ٘ٞع اُضب٢ٗ. .2

 ر٤ٙٞؼ ٛوم اٌُْق ػٖ كاء اٌَُو١ ٝٛوم اُٞهب٣خ ٓ٘ٚ. .4

 ٓوًي أٓواٗ اٌَُو١ ٝاُـلك أُٖبء ك٢ ٓل٣٘خ اُل٣ٞا٤ٗخ. ِىبْ اٌّؾبػشح:

 كه٤وخ  45 ِذح اٌّؾبػشح:

  اٌىعبئً اٌزؼٍُُّخ اٌّغزخذِخ:

 ٓؾبٙوح ػ٠ِ اُٞهم

 ثوّٝٞه

 الإَؼبػوعبئً 



 

 

 اَُجٞهح

 عٜبى اُؾبٍٞة

 

 اٌّمذِخ

ك٢ ًبَٓ أٝ َٗج٢ ُ٘ؤ ٗز٤غخ اُلّ ك٢ اٌَُو َٓزٟٞ ثي٣بكح ٣ز٤ٔي ٓيٖٓ ٓوٗ ٛٞ اٌَُو١ ٓوٗ  

رَزِٜي اُز٢ ا٧َٗغخ ػ٠ِ ا٤َُٞٗ٧ٖ رؤص٤و هٞح ك٢ ُقَِ أٝ, اُلّ ا٠ُ اُجٌ٘و٣بً ٣لوىٙ اُن١ ا٤َُٞٗ٧ٖ  

 ك٢ ٓيٓ٘خ ٓٚبػلبد أُزٌوه ا٫هرلبع ٛنا ػٖ ٣ٝ٘زظ, ٝاٌُجل اُل٢٘ٛ ٝا٤َُ٘ظ اُؼ٬ٚد ٓضَ اُـًِٞٞى

  اُغَْ ٖٓ أػٚبء ٓقزِلخ

رْ  مُي ٧ٝعَ ٔغزٔغ اُؼواه٢ ثَ اُؼبُْ ًِٖٚٓ ا٧ٓواٗ أُيٓ٘خ اُقط٤وح اُز٢ رٞاعٚ آُوٗ اٌَُو١ 

اُجوٗبٓظ ٤ٌُٕٞ ك٤َُ ػَٔ ُِٔو٠ٙ أُٖبث٤ٖ ثلاء اٌَُو١ ٝمُي ُز٤ٌْٜٔ٘ ٖٓ اُو٤بّ ث٘بء ٝػوٗ ٛنا 

 .ثبُؼ٘ب٣خ اُنار٤خ ٖٓ ف٬ٍ أُؾبٙواد اُز٢ ٍزـط٢ أثوى أُٞٙٞػبد ماد اُؼ٬هخ ثنُي

 إٌىع اٌضبٍٔ اء اٌغىشٌد

 ٤َُٞٗ٨ُٖ, ٣ٝز٤ٔي ٛنا اُٜ٘ٔ ٖٓ اٌَُو١ ثٞعٞك ٓوبٝٓخ ا٤َُٞٗ٧ٖٝ ٠َٔ٣ ثبٌَُو١ ؿ٤و أُؼزٔل ػ٠ِ 

 ٬ٝا٤َُ٘ظ اُْؾ٢ٔ ك٢ اُغَْ, ك ٝاُؼ٬ٚدأُقزيٗخ ٝأَُزٌِٜخ ٌَُو اُـًِٞٞى, ًبٌُجل  ا٧َٗغخٖٓ هجَ 

 .٣بٛب٬عي٣ئبد اُـًِٞٞى ٖٓ اُلّ ا٠ُ كافَ ف ٩كفبٍرَزغ٤ت ُٚ 

 هشِىْ الأغىٌُٓ ِب هى

ٛٞ ٛوٕٓٞ ٣َبػل اُغَْ ػ٠ِ اٍزقلاّ اُـًِٞٞى ُِؾٍٖٞ ػ٠ِ اُطبهخ, ٣ٝزْ اٗزبعٚ ٖٓ هجَ  ا٤َُٞٗ٧ٖ

ا٠ُ ٓغوٟ اُلّ  ا٣ٖ٤َُٞٗ٧ب ث٤زب ك٢ اُجٌ٘و٣بً اُن١ ٣وغ ث٤ٖ أُؼلح ٝاُؼٔٞك اُلوو١. ٣ٝلوى اُجٌ٘و٣بً ٬ف

اٌَُو  ا٤َُٞٗ٧ٖاٌَُو ك٢ ٓغوٟ اُلّ.. ٣ٝلُفَ  ع٫هرلبثؼل ر٘بٍٝ اُْقٔ ُِطؼبّ, ٝمُي اٍزغبثخ 

 .اُق٣٬با٠ُ ( اُـًِٞٞى(أُٞعٞك ك٢ اُلّ 

, ٣ٝلوى ك٢ اُلّ كزؤفنٙ فب٤ُب اُغَْ ا٩َٗبٍٕ ا٤ُٜب اُـناء اُن١ ٣ؤًِٚ ٣ٌَْ اُـًِٞٞى اُطبهخ اُز٢ ٣زؾٞ

اُن١ ٣غؼَ  ا٤َُٞٗ٧ُٖؼ٤ِٔبرٜب اُؾ٣ٞ٤خ. ُٝلؼَ مُي ك٢ٜ رؾزبط ُٜوٕٓٞ  ا٬ُىٓخاُطبهخ  ٩ػطبئٜبٝرؾوهٚ 

 .اُق٣٬باُـًِٞٞى ٣زؾوى ٖٓ ٓغوٟ اُلّ ا٠ُ 

ُقلٚٚ. أٓب اما اٗقل٘  ا٤ًٖٔ٤َُٞٗ٧خ أًجو ٖٓ ًِٔب اهرلغ َٓزٟٞ اُـًِٞٞى ك٢ اُلّ, أكوى اُجٌ٘و٣بً 

 .ا٤َُٞٗ٧َٖٓزٟٞ اُـًِٞٞى كبٕ اُجٌ٘و٣بً ٣وَِ أٝ ٣ٞهق اكواى 

https://www.mayoclinic.org/ar/diseases-conditions/type-2-diabetes/symptoms-causes/syc-20351193


 

 

٣ب أُلب ك٢ اُجٌ٘و٣بً ٝ ٣ؼَٔ ثٌَْ ٣ٝ٬لوى اُجٌ٘و٣بً ٛوٕٓٞ آفو ٝٛٞ اُـًِٞب ًٕٞ ؽ٤ش ٣لُوى ٖٓ ف

اُطج٤ؼ٤خ ٣ؾبكع اُغَْ ػ٠ِ َٓزٟٞ اُـًِٞٞى ك٢ اُلّ  ا٧ؽٞاٍك٢  .٣ٝوكغ ٌٍو اُلّ ٤َُٞٗ٨ُٖٓؼبًٌ 

ٌَُ ك٤َ٣ِزو, ٝمُي ػجو آ٤ُخ رٖٚٔ اُؾلبظ ػ٠ِ َٓزٞاٙ ؽز٠ ُٞ  ب ٤ِٓـوآ 920ٝ 70ث٘طبم ٣زواٝػ ث٤ٖ 

ٝاُـًِٞبؿٕٞ  ا٣ٖٝ٤َُٞٗ٧ؼَٔ  .ٕبّ اُْقٔ ٓلح ٣ِٞٛخ ػٖ اُطؼبّ, أٝ ثبُؼٌٌ ر٘بٍٝ ٤ًٔخ ًج٤وح ٓ٘ٚ

 .ٙ ثبُطبهخ٣بف٬ذ ُِـًِٞٞى ك٢ اُلّ, ٝر٘ظ٤ْ ري٣ٝل اُغَْ ٝٓؼب ُِؾلبظ ػ٠ِ َٓزٟٞ صبث

واٌؼىاًِ اٌّغبػذح ػٍىبلاطبثخ ثبٌغىشٌ إٌّؾ  عجبة أ هٍ ِب

 :؟اٌضبٍٔ

o ٌٍغىشٌ اٌؼبئٍٍ اٌزبسَخ 

o واٌغّٕخ اٌىصْ صَبدح 

o أوضش ِٓ اٌزوىس الإٔبس :اٌغٕظ 

o اٌذَ ػغؾ اسرفبع 

o اٌذَ فٍ اٌضلاصُخ واٌذهىْ اٌىىٌغزشوي ِغزىي اسرفبع 

o  ٌٍّشأح ثبٌٕغجخ اٌؾًّ ثغىش الإطبثخ 

o ًِّٔؾ اٌؾُبح غُش اٌظؾٍ فٍ اٌغزاء وإٌشبؽ اٌجذٍٔ اٌخب 

 ثبٌَُو١  ا٩ٕبثخػواٗ ا

 ًضوح ػلك ٓواد اُزجٍٞ ٓغ فوٝط اُجٍٞ ث٤ٌٔبد ؿي٣وح ك٢ ٓؼظْ أٝهبد ا٤ُّٞ  

  ثب٫هرٞاءػطِ ّل٣ل ًٝضوح ّوة أُبء ٝاٗؼلاّ اُْؼٞه  

 اُلْ ٝاُغِل ٝاَُِبٕ ُلهعخ اُزْون  علبف 

 ؽلٝس اُٖٞٛ ٝاُزؼت ٝٙؼق اُولهح ػ٠ِ اُؼَٔ ثٌَْ ٓزيا٣ل  

 رُْٞ اُولهح ػ٠ِ اُوإ٣خ اُٞاٙؾخ  

 كولإ اُٞػ٢ ٝاُـ٤جٞثخ ثؼل كزوح ٣ِٞٛخ َٝٓزٔوح ٖٓ اهرلبع ٌٍو اُلّ  

 أُؼلح ثبُطؼبّ  آز٬ءاُغٞع اُلائْ ٝػلّ اُْؼٞه ثبُْجغ ػ٠ِ اُوؿْ ٖٓ  

 ؼ اُغوٝػ ثَُٜٞخ ٕٝؼٞثخ ّلبئٜب فٖٕٞبً عوٝػ اُول٤ٖٓرو٤ 



 

 

 

 

 

 

 

 

ؽشَمخ 

 رشخُض داء اٌغىشٌ ِٓ إٌىع اٌضبٍٔ:

٢ٛ ػ٠ِ  اُ٘ؾٞ  ،  ٓؼب٤٣و اُزْق٤ٔ اٌَُو١ ٖٓ اُ٘ٞع اُضب٢ٗ(ADA)ٝكوآ ُغٔؼ٤خ اٌَُو١ ا٧ٓو٤ٌ٣خ

 اُزب٢ُ:

 : Fasting Blood Glucose Test (FBG)-افزجبه ٌٍو اُلّ اُٖبئْ -9

اٝ اًضو ٖٓ  خَٓب٣ٝ اَُ٘جخ اُطج٤ؼ٤خ  رٌٕٞ ٍبػبد اٝ اًضو 8ر٘بٍٝ ا١   ٢ّء ُٔلح ػلّ 

 .FBG ⩾ 126mg/dlِٓؾ/ك٤ِ٤َ٣زو(  926)

 ))ِٓؾ/ك٤ِ٤َ٣زو200َٗجخ ٌٍو اُلّ اًضو ٖٓ  رٌٕٞثؼل ٍبػز٤ٖ ٖٓ اُطؼبّ  -2

 =hour post meal blood glucose 2 ِٓؾ / ك٤َ٣ِزو  200

(: ٣و٤ٌ ٝعٞك اُغًِٞٞى ػ٠ِ ٓلٟ ا٧ّٜو اُض٬صخ ٬٣HbA1Cر٢ )افزجبه ا٤ُٜٔٞؿِٞث٤ٖ اُـ٤ٌِٞى -2

 .HbA1c ⩾ 6.5: (48) .ا٠ُ ا٧هثؼخ أُب٤ٙخ

ثـ٘ اُ٘ظو ػٖ افو  Random Blood Sugar Test (RBS) :افزجبه ٌٍو اُلّ اُؼْٞائ٢ -4

 99.9ِٓؾ / ك٤َ٣ِزو ) 200كزوح ر٘بُٝذ ك٤ٜب اُطؼبّ كؤٕ َٗجٚ اٌَُو ك٢ اُلّ رٌٕٞ اًجو اٝ رَب١ٝ 

 ٤ٍِِٓٔٞ / ُزو(.

 ؽشَمخ لُبط ٔغجخ اٌغىش فٍ اٌذَ

  ّٗـََ ا٤ُل٣ٖ ثبُٔبء ٝاُٖبثٕٞ ٓغ اُؾوٓ ػ٠ِ اٍزؼٔبٍ أُبء اُلبرو، ؽ٤ش ٣َبػل ػ٠ِ رلكن اُل

 ك٢ ا٤ُل ٓٔب ٣َبْٛ ك٢ هواءح ع٤لح َُ٘جخ اٌَُو ك٢ اُلّ. 

  اػبهخ ػ٤ِٔخ اُو٤بً.ٗغلق ا٤ُل ٖٓ أُبء ع٤لا؛ً ٧ٕ ثوبء أُبء ػ٠ِ ا٤ُل ٍٞف ٣زَجت ك٢ 

  ٗلفَ ّو٣طبً ٖٓ ا٧ّوٛخ أُلهعخ ك٢ أٌُبٕ أُقٖٔ ك٢ عٜبى ه٤بً اٌَُو 

  .ًٗغوػ ا٧ٕجغ عوؽبً ث٤َطبً ثبٍزؼٔبٍ ْٓوٛ ٕـ٤و اُؾغْ ٣ؤر٢ ٓغ اُغٜبى ػبكح 



 

 

  ٜٗٚـٜ ػ٠ِ ا٧ٕجغ ثوكن ٖٓ أعَ افواط هطوح ٖٓ اُلّ، صْ ٗٚغ هطوح اُلّ ػ٠ِ اُْو٣

 أُلهط.

 ٕٝ ٖٓ اُلّ ا٠ُ اُْو٣ٜ أُٞٙٞع ك٢ عٜبى ه٤بً اٌَُو.ٗزؤًل ٍٞ 

  ؽز٠ رظٜو اَُ٘جخ ػ٠ِ ّبّخ اُغٜبى. اُو٤بًٗؾبكع ػ٠ِ اُٞٙؼ٤خ ك٢ أص٘بء اُو٤بّ ثؼ٤ِٔخ 

 .اَُ٘ت أَُزقوعخ، ٝٗزجغ اهّبكاد اُطج٤ت ٕ ّٝ  ٗل

 .ٗٚجٜ ماًوٙ اُغٜبى ٖٓ أعَ ؽلع اَُ٘ت ؽز٠ ٣واٛب اُطج٤ت ٖٓ أعَ أُزبثؼخ اُٖؾ٤خ 

 ٓ ِٔأُْوٛ أَُزؼَٔ ك٢ عوػ ا٧ٕجغ ؽز٠ ٫ ٣زؼوٗ أؽل ُِقطو. ٗزق ٖ 

 .ًٗـََ ا٧ٕجغ أُغوٝػ، ٝٗطٜوٙ ع٤لا 

  

 ِؼبػفبد  اٌغىشٌ

ػ٠ِ اُوؿْ ٖٓ إٔ ٓوٗ اٌَُو١ ١ ػٌزجو ٖٓ اأُٔواٗ أُيٓ٘خ, ؽ٢ سٌ اٍ ١ ٓبٍٚ ُؼبُغٚ ٝا٤َُطٌوح 

ُٜنا أُوٗ, أٝ اُزقل٢ ٌف ٖٓ ؽلح ٛنٙ ػ٤ٌِٚ أَُجب ة ٓزؼلكح, أٜٛٔب: ٓ٘غ ؽلٝس أُٚبػلبد أُٖبؽجخ 

أُٚبػلبد إ ؽلصذ, ٝمُي ػٖ ٛو١ ٌم أُؾبكظخ ػ٠ِ َٓزٟٞ اٌَُو ك٢ اُلّ ٖٙٔ أَُزٟٞ 

 :اُطج٢ ػ٢ٌ أُطِٞة ٖٝٓ ٓٚبػلبد ٓوٗ اٌَُو١

 اٌفشً اٌىٍىٌ -1

 , ػًّ , اػزبَ ػذعخ اٌؼُٓخ اٌؼُٓ اػزلاي شجى -2

• رظٍت اٌششآَُ • اؽزشبء ػؼٍخ  اٌمٍت  •اػزلاي ػؼٍخ اٌمٍت  ) ٓواٌششاَُِشاع اٌمٍت ا -3

 .(اسرفبع ػغؾ اٌذَ

 اٌغىزخ اٌذِبغُخ , الاػزلاي اٌؼظجٍ اٌزارٍ,    الاػزلاي اٌؼظجٍ اٌّؾُطٍ -4

 اٌؼؼف اٌغٕغٍ -5



 

 

 رأخش إفشاؽ اٌّؼذح  )الإعهبي , الإِغبن , ػغش اٌهؼُ( -6

 اٌغشغشَٕب وثزش اٌمذَ  -7

 

 

 

 

اٌّؾبػشح 

 بُٔخاٌض

 اٌضبٍٔ إٌىع-اٌغىشٌ ٌّشػً اٌظؾُؾخ اٌؾُبح ؤّؾ اٌزارُخ اٌؼٕبَخ اٌّؾبػشح: ػٕىاْ

 الأهذاف:

 فٍ ٔهبَخ اٌغٍغخ َىىْ اٌّشبسن لبدسا ػًٍ:

 ٓؼوكخ اُ٘ظبّ اُـنائ٢ اُٖؾ٢. .9

 رغ٘ت اُؼبكاد اُـنائ٤خ اُقبٛئخ .2

 كٞائل ٓٔبهٍخ اُو٣بٙخ ثٖٞهح ٕؾ٤ؾخ .2

ك٢ ٓل٣٘خ  ك٢ َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ ٓوًي أٓواٗ اٌَُو١ ٝاُـلك أُٖبء ِىبْ اٌّؾبػشح:

 اُل٣ٞا٤ٗخ.

 كه٤وخ  40 :غٍغخ ِذح اٌ

 ؟اٌزارُخ اٌؼٕبَخهى اٌهذف ِٓ  ٌّشَغ اٌغىشٌ ؟ وِب اٌزارُخثبٌؼٕبَخ  ِب اٌّمظىد

اٌشػبَخ اٌزارُخ ثأٔهب "الأٔشطخ  2222اٌزارُخ ٌّشع اٌغىشٌ: ػشفذ اٌظؾخ اٌؼبٌُّخ فٍ ػبَ  اٌشػبَخ

اٌزٍ َمىَ ثهب الأفشاد والأعش واٌّغزّؼبد اٌّؾٍُخ ثهذف رؼضَض اٌظؾخ واٌىلبَخ ِٓ الأِشاع واٌؾذ ِٓ 

أو ثبٌزؼبوْ ِغ اٌّشع واعزؼبدح اٌظؾخ. وَزُ اٌمُبَ ثهب ِٓ لجً اٌّشػً أفغهُ، إِب ثظىسح ِٕفظٍخ 

 ِخزظٍ اٌشػبَخ.

رزٖٚٔ رؼ٤ِْ أُو٣٘ ٝ رضو٤لٚ   اُؼ٘ب٣خ اُنار٤خ ُٔو٣٘ اٌَُو١ ٖٓ اُؼ٘بٕو ا٧ٍب٤ٍخ ُِؼ٘ب٣خ اُطج٤خ.  

ػٖ ٛو٣وخ أفن اُؼ٬ط ٝ رـ٤٤و ٜٗٔ اُؾ٤بح ٝ اُؼبكاد اُـنائ٤خ ٝ ه٤بً اٌَُو ك٢ أُ٘يٍ ثؾ٤ش ٣زٌٖٔ ٖٓ 

ؼبَٓ ٓغ أُٚبػلبد ر٘ظ٤ْ ٓؼل٫د اٌَُو ك٢ اُلّ ٤ُزغ٘ت ٓٚبػلبد ٓوٗ اٌَُو١ ٝ ٣زٌٖٔ ٖٓ اُز

اُؾبكح أٌُٖٔ ؽُٖٜٞب ثَجت اهرلبع أٝ اٗقلبٗ اٌَُو ك٢ اُلّ ٝ ٣ٌٕٞ ٓزؼبٝٗب ٝ ٓز٘بؿٔب ٓغ اُلو٣ن 



 

 

اُطج٢ ٍؼ٤ب ُٜلف رؾ٤َٖ عٞكح ؽ٤برٚ ثطو٣وخ رٌٕٞ ا٧هَ ك٢ اُزٌِلٚ ٖٓ اُ٘ٞاؽ٢ أُبك٣خ ٝ ك٢ اُٞهذ ٝ 

 أُغٜٞك.

 ِىىٔبد اٌشػبَخ اٌزارُخ فٍ ِشع اٌغىشٌ 

ُّخ اٌغزائُخ:اٌؾ 

.)َٓالأٔشطخ اٌجذُٔخ )اٌزّبس 

.)ٌُٓالاٌزضاَ ثبلأدوَخ )ثّب فٍ رٌه الإداسح اٌزارُخ ٌلأٔغى 

َاٌّشالجخ اٌزارُخ ٌٍغٍىوىص فٍ اٌذ (SMBG) 

.)َِهبسح ؽً اٌّشبوً) اسرفبع او أخفبع ِغزىي اٌغىش فٍ اٌذ 

والأعٕبْ  (.اٌؾذ ِٓ اٌّخبؽش )الإللاع ػٓ اٌزذخُٓ،  اٌؼٕبَه فٍ اٌؼُٓ، اٌمذ ,َ 

 ٌاٌزىُف اٌظؾٍ )إداسح الإعهبد، واٌمؼبَب إٌفغُخ الاعزّبػُخ واٌضمبفُخ، واٌذػُ الأعش

 والاعزّبػٍ(.

 

 

 

 

 

 

 

 

 

 اٌؾُّخ اٌغزائُخ

ِهّخ عذا. رٕبوي صلاس  اٌىعجبد إٌّزظّخ ,) إٌظبَ اٌغزائٍ ٌٍغىشٌ هى ٔظبَ غزائٍ طؾٍ ٌغُّغ إٌبط

 .اٌظجبػ، ِٕزظف إٌهبس واٌّغبء. رغٕت اٌفغىاد اٌطىٍَخ ثُٓ اٌىعجبد –وعجبد فٍ اٌُىَ 

ّقٔ ٍٞاء ٖٓبثب ثبٌَُو١ أٝ  ٠ُا٠ٕٞ٣ ثب٩هّبكاد اُٖؾ٤خ اُزب٤ُخ ك٢ اُزـن٣خ أُزٞاىٗخ أُٞعٜخ 

 ؿ٤و ٖٓبة، ٢ٛٝ روعٔخ ػ٤ِٔخ ٧ٛلاف اُـنائ٤خ اُٖؾ٤خ أُُْٔٞخ ثبُٜوّ اُـنائ٢:

 ٝأُؼبكٕ ٝا٤ُ٧بف .ر٘بٍٝ ٛؼبٓب ً ٓز٘ٞػب ُِؾٍٖٞ ػ٠ِ اُوله اٌُبك٢ ٖٓ اُل٤زب٤ٓ٘بد 9

 .رغ٘ت ا٩كواٛ ك٢ ر٘بٍٝ اُلٕٛٞ أُْجؼخ ٝا٤ٌَُُٞزوٍٝ 2



 

 

 ٝعجبد ك٢ ا٤ُّٞ 6-4ٛؼبٓي ا٢ٓٞ٤ُ ػ٠ِ  رو٤َْٝ.ر٘بٍٝ ٝعجبد إٔـو  2

 ٝأَُي .ر٘بٍٝ اُِؾّٞ ا٧هَ اؽزٞاء ػ٠ِ اُلٕٛٞ أُْجؼخ ٓضَ ُؾْ اُلٝاعٖ 4

 أًضو اؽزٞاء ػ٠ِ اُلٕٛٞ أُْجؼخ٧ٜٗب .هَِ ٖٓ ر٘بٍٝ اُِؾّٞ اُؾٔواء  5

 هله ا٫ٌٓبٕ .رغ٘ت ا٧ٛؼٔخ أُو٤ِخ أٝ هَِ ٜٓ٘ب 6

 .رغ٘ت اُؾَبء اُلٍْ 7

 ٝٓٞاك ؽبكظخ ت اُِؾّٞ اُجبهكح ٝأُؼِجخ ٫ؽزٞائٜب ػ٠ِ اُلٕٛٞ ث٤ٌٔبد ًج٤وح.رغ٘ 8

 .هَِ ٖٓ ر٘بٍٝ ٓ٘زغبد ا٧ُجبٕ ًبِٓخ اُلٍْ 9

 .رغ٘ت ا٩كواٛ ك٢ ر٘بٍٝ ِٓؼ اُطؼب90ّ

 رؾز١ٞ ػ٠ِ ا٤ُ٧بف اُز٢ ٛؼٔخا٧.ر٘بٍٝ 99

 .أًضو ٖٓ ر٘بٍٝ اُلٞاًٚ ٝاُقٚبه اُطبىعخ92

 (ٌٍو أُبئلح)ٌُٔوه.هَِ ٖٓ ر٘بٍٝ اٌَُو ا92

.رغ٘ت أُؤ٫ًٞد أُٖ٘ؼخ اُـ٤٘خ ثبٌَُو أُوًي 94

 ٝاُلٕٛٞ

 .رغ٘ت اٌُؾٍٞ رٔبٓب  95

ٖ اُلٕٛٞ ٓ ٫.ر٘بٍٝ اُي٣ٞد ؿ٤و أُْجؼخ ثل 96

 أُْجؼخ

  ًٞثب ٖٓ أُبء 92ً.ر٘بٍٝ ٤ٓٞ٣ب ٓب اٍ ٣وَ ػٖ  97

 .رغ٘ت أُآًَ أُؼِجخ اُـ٤٘خ ثبُٖٞك98ّٞ٣

  غُش طؾٍاٌ حإٌّؾ اٌؾُب غُشر

 ٝاُؾ٤بح ا٤ٓٞ٤ُخ أُؼزبك ػ٤ِٜب ؟ ٓو٣٘ اٌَُو١ ٖٓ اُ٘بؽ٤خ اُـنائ٤خأ٣ٖ رٌٖٔ ٌِْٓخ 

 هجَ ظٜٞه ا٩ٕبثخ اٌَُو٣خ ُل٣ٚـنائ٤خ ك٢ أٗٚ ُْ ٣ٌٖ ُل٣ٚ ٗظبّ صبثذ ُِٞعجبد اُ .9

ػ٠ِ ٝعجبد ٓزؼلكح ك٢ ا٤ُّٞ، ثَ ًبٕ ٣غٔؼٜب ك٢ ٝعجخ ٝاؽلح ٓزقٔخ  ٝعجبرخ اُـنائ٤خُْ ٣ٌٖ ٣ٞىع  .2

 .أٝ ٝعجز٤ٖ 



 

 

إٔ أُو٣٘ ٣زَٔي ثؼبكاد ٤ًٍِٞٝبد ؿنائ٤خ ؿ٤و ٕؾ٤خ ٓؼزولا أٜٗب ٕؾ٤ؾخ، ًؤٕ ٣ز٘بٍٝ اُلٍْ  .2

 ٝاُلٕٛٞ ثٌضوح، أٝ إٔ ٣ز٘بٍٝ ٤ًٔخ ًج٤وح ٖٓ اُِؾّٞ ك٢ ٝعجخ ٝاؽلح

اُي٤٘ٓخ ث٤ٖ رؤص٤و ا٧ك٣ٝخ اُقبكٚخ ٌَُو اُلّ اُز٢ ٣ز٘بُٜٝب  ُلزوحأٗٚ ٣زٞعت ػ٠ِ أُو٣٘ إٔ ٣ؼ٢ ا .4

 ـنائ٤خأٝ ٣ؾوٜ٘ب ٝٓٞػل ر٘بٍٝ اُٞعجخ اُ

 .ث٤ٖ اُغٜل اُجل٢ٗ ٝاُلٝاء ٝاُـناء اُلزوح اُي٤٘ٓخ٣غت إٔ ٣ؼ٢  .5

٣ؼ٢ إٔ آ٤ُخ اُغٞع اُطج٤ؼ٤خ هل إٔجؾذ  ٫أٗٚ ٣وثٜ ٓٞػل اُطؼبّ ثبُْؼٞه ثبُغٞع ػبكح ٝ .6

 ثٔوٗ اٌَُو١ ٓٚطوثخ ثَجت ا٩ٕبثخ

 ؾ٤ٔخ، ٝإٔ اُؾ٤ٔخ رؼ٢٘ اُغٞع ٝاُؾوٓبٕاُػزوبك أُو٣٘ إٔ اُ٘ظبّ اُـنائ٢ اُؼ٬ع٢ ٛٞ ا .7

 وإػذاد اٌغزاء اٌظؾٍٍ خطىاد ٌزٕظُُ اٌغزائ

 .رؾل٣ل اُٞىٕ أُضب٢ُ ُِْقٔ اٌَُو١ 9

 .رؾل٣ل ٤ًٔخ اَُؼواد اُؾواه٣خ ا٬ُىٓخ ُِٖٔبة اٌَُو١ ٤ٓٞ٣ب 2

ًوث٤ٛٞلهاد ٝثوٝر٤ٖ ٝكٕٛٞ،  ػ٠ِ اُؼ٘بٕو اُـنائ٤خ أُقزِلخ ٖٓ (اُؾواه٣خاَُؼواد ).رٞى٣غ ٤ًٔخ  2

صْ ؽَبة ا٤ٌُٔبد اُٞى٤ٗخ ٖٓ ًَ ػٖ٘وؿنائ٢، صْ رٞى٣غ ا٤ٌُٔبد ػ٠ِ اُٞعجبد اُوئ٤َ٤خ ٝاُٞعجبد 

 اُقل٤لخ.

٣زْ ٝٙغ ٖٓ اُٞعجبد ا٤ٓٞ٤ُخ، ٝ .اٍزؼٔبٍ هٞائْ اُجلائَ اُـنائ٤خ ا٫فز٤به ٗٞع ٤ًٔٝخ اُطؼبّ ٌَُ ٝعجخ 4

 إُٞلخ اُـنائ٤خ ثَٔبػلح اُطج٤ت

 ِبرا رؼًّ فٍ هجىؽ عىش اٌذَ؟

ط ٛجٞٛ ٌٍو اُلّ كائٔب رلف٬ كٞه٣ب ثز٘بٍٝ أُٞاك اٌُوث٤ٛٞلهار٤خ ٝاٌَُو٣خ ث٤ٌٔبد ٓؼوٝكخ ٣٬زطِت ػ

ط ا٩ٍؼبك٢ ُؾٞاكس ٛجٞٛ ٬ِٓؾ / ك ٍ أٓب اُؼ 980ِٓؾ / ك ٍ ٝكٕٝ  100رؼَٔ ػ٠ِ هكغ ٌٍو اُلّ كٞم 

  :اُلّ ك٤ٌٕٞ ًبُزب٢ُ ٌٍو

 ألشاص عٍىوىص )ِضً دَىغزشوعىي( 3َّىٕه اعزخذاَ 

اُطؼبّ كٞها ُِٖٔبة اُٞاػ٢،  ٣ولّ ُٚ ّواثب ٓؾ٠ِ ثبٌَُو، أٝ ػ٤ٖو كٞاًٚ أٝ ّب١ ٓؾ٠ِ  .٣ول9ّ

ثبٌَُو أٝ ٓبء ٓناة ك٤ٚ ِٓؼوزبٕ ًج٤وربٕ ٖٓ اٌَُو، صْ ٣واهت ٌٍو كٓٚ ثؼل ٍبػز٤ٖ ُِزؤًل ٖٓ ػلّ ٛجٞٛ 

  .ٌٍو اُلّ ٓوح أفوٟ

ثبُؼََ أٝ اُلثٌ أٝ اُوطو اُٖ٘بػ٢ أٝ  .اما ًبٕ أُو٣٘ كبهلا ُِٞػ٢، ٣ط٠ِ ثبٖٛ كٔٚ ٖٓ عٜخ اُقل٣ٖ 2

 ثَبئَ أُوث٠ ػلح ٓواد، ك٤ؼٞك ُٚ ٝػ٤ٚ ثؼل ػْو كهبئن روو٣جب.



 

 

ٕ ٞك٢ اػبكح اُٞػ٢ ُِٔو٣٘ أُٖبة ثٜجٞٛ ٌٍو اُلّ ٣ؾوٖ ثبثوح اُغًِٞبع م .اما ُْ ر٘لغ ٛنٙ اُطو 2

ْل٠ ٝثؤٍوع ٓب َزوة ٓرؾذ اُغِل أٝ ك٢ اُؼَٚ أٝ ثبُٞه٣ل، ٣َٝزلػ٠ اُطج٤ت كٞها أٝ ٣٘وَ ا٠ُ أه

.ٌٖٔ٣ 

ِٓؾ، ث٤٘ٔب ٣ؼط٠ اُطلَ  9ٕ ٍٞ٘خ اُغوػخ اٌُبِٓخ ٖٓ ٓؾٍِٞ اُغًِٞبع ٣.99ؼط٠ اُطلَ كٞم ػٔو  4

 ٍ٘ٞاد ك٤ٌل٢ اػطبإْٛ صِش اُغوػخ. ٬سا٧هَ ٖٓ مُي ٖٗق اُؾو٘خ، أٓب ا٧ٛلبٍ كٕٝ ػٔو اُض

 رَو٣جب ٝه٣ل٣ب..٣ٝزْ ؽوٖ ٓؾٍِٞ ٛوٕٓٞ اُغًِٞبعٕٞ ػ٤ِٚب أٝ رؾذ اُغِل أٝ  5

.ثؼل ػٞكح اُٞػ٢ ُِٔو٣٘ ٣ؼط٠ ٝعجخ ٣ْٞٗخ ؿ٤٘خ ثبَُٞائَ ٝاُجوٝر٤ٖ ٣ٝلكؤ، ٣ٝواهت ٌٍو كٓٚ ًَ  7

 ٍبػخ.

.٣لَٚ إٔ ٣لهة أُو٣٘ ٣ٝضوق ثؤٓٞه ٓوٗ اٌَُو١ ُٔؼبُغخ ٗلَٚ ث٘لَٚ ك٤ز٘بٍٝ اُطؼبّ ك٢ اُٞهذ  8

 ٤ُخ كٕٝ رؤف٤و.اُٖؾ٤ؼ ٝأُ٘بٍت ٣ٝؼبُظ ٛجٞٛ ٌٍو كٓٚ ٓ٘ن ثلء ا٧ػواٗ ا٧ٝ

 : وِّبسعخ اٌزّبسَٓ اٌشَبػُخ إٌشبؽ اٌجذٍٔ

٣زواٝػ اُْ٘بٛ اُغَٔب٢ٗ ث٤ٖ رؾو٣ي اُؼ٬ٚد أص٘بء اُغًِٞ ك٢ اٌُوٍـ٢ ٝث٤ٖ ٓٔبهٍخ اُو٣بٙخ اُجل٤ٗخ. 

ٝٛ٘بى ٍٝبئَ ٓزؼلكح ُٖٔ ٣ؼ٤ْٕٞ ؽ٤بح رقِٞ ٖٓ اُلؼب٤ُخ اُغَٔب٤ٗخ ُي٣بكح ْٗبْٜٛ اُجل٢ٗ ٩ٝػبكح اُضوخ 

ػ٠ِ ٓٔبهٍخ ٛنا اُْ٘بٛ، ٓضبٍ مُي، اُو٤بّ ثٔغٜٞك ػ٢ِٚ أص٘بء اُؼَٔ ٝػلّ اٍزقلاّ أُٖؼل  ثولهارْٜ

اٌُٜوثبئ٢، ٝٝٙغ اَُـ٤بهح ك٢ ٓٞهق ثؼ٤ل ػٖ ٓٞهغ اُؼَٔ ُٔٔبهٍخ ه٣بٙخ ا٢ُْٔ ًَ ٣ّٞ. ٛ٘بى ٗٞػبٕ 

 ٖٓ اُو٣بٙخ اُجل٤ٗخ:

 



 

 

ػ٠ِ هٞح اُغٜل، ُٔلح ٓؾلٝكح  د ٝرؼزٔل: اُو٣بٙخ اَُبً٘خ / اُز٢ رؼزٔل ػ٠ِ ّل اُؼ٬ٚ.إٌىع الأوي 1

 اُغَْ. ٣ٝ٘غْ ػٖ مُي ى٣بكح ٗٔٞ ثؼ٘ ػ٬ٚد

 .إٌىع اٌضبٍٔ: اٌشَبػخ اٌّغزّشح اٌزٍ رؼزّذ ػًٍ عشػخ ؽشوخ اٌؼؼلاد 2

ه٣بٙخ اُغو١ ٝا٢ُْٔ اَُو٣غ ، ٝٛنا  ٝٛٞ اُـًِٞٞى، ٓضبٍ مُي،طبهخ ا٫ٍزؼٔبٍ ا٧ًَغ٤ٖ ٝاٍز٬ٜى اُ

 اُلبئلح أُطِٞثخ ٖٓ اُزله٣ت أُلهًٝ ػ٠ِ ٓٔبهٍزٚ. ٣ؼط٢ اُ٘ٞع ٖٓ اُو٣بٙخ

 

 

 

 

 

 

 

 فىائذ اٌشَبػخ اٌجذُٔخ:

 ٍىوىصىصَبدح اؽزشاق اٌ 

 ػٕذ اٌشخض غُش اٌّظبة ثبٌغىشٌ: - 1

ُٞؽع إٔ  اُْقٔ ؿ٤و أُٖبة ثبٌَُو١. ٝهل ًطبهخ ُؾوًخ٣يكاك آزٖبٓ اُؼ٬ٚد ُـًِٞٞى اُلّ 

 20 – 7ٓٔبهٍخ ه٣بٙخ اُغو١ ٓضبٍ ري٣ل ك٢ ٓؼلٍ آزٖبٓ ػ٬ٚد اُوع٤ِٖ ُـًِٞٞى اُلّ ؽٞا٢ُ 

ٓوح كٞم أُؼلٍ ا٧ٍب٢ٍ. ٣ٝواكن ٛنٙ اُي٣بكح ك٢ ا٫ٓزٖبٓ ى٣بكح ْٓبثٜخ ك٢ ٛوػ اُغًِٞٞى ك٢ اُلّ 

 ٖٓ اٌُجل، ُٝنا ٣جو٠ َٓزٟٞ اٌَُو ك٢ اُلّ ٖٙٔ اُؾلٝك اُطج٤ؼ٤خ.

 شخض اٌغىشٌ:ػٕذ اٌ - 2

 ًضوح ؽلٝس ٗؤ ٌٍو اُلّ ثب٬٣ٖ٤َُٞٗ٧ؽع ك٢ ا٧ّقبٓ أُؼبُغ٤ٖ 

ػ٘ل ٓٔبهٍخ اُو٣بٙخ اُجل٤ٗخ ُلزواد ؿ٤و ه٤ٖوح، ٗظوا ُٔب رَججٚ اُو٣بٙخ ٖٓ ى٣بكح آزٖبٓ ا٤َُٞٗ٧ٖ 

ٝرلؼ٤َ كٝهٙ ٖٓ ٓٞهغ اُؾوٖ رؾذ اُغِل، فبٕخ اما ًبٕ ٓٞهغ اُؾوٖ ٖٙٔ اُغيء أُزؾوى ف٬ٍ 

ُٝنُي ٬٣ؽع اهرلبع َٓزٟٞ ا٤َُٞٗ٧ٖ ك٢ اُلّ ك٢ ٓضَ ٛنٙ اُؾبُخ، ٓوبثَ اٗقلبٗ  .ٓٔبهٍـخ اُو٣بٙـخ



 

 

َٓزٟٞ اٌَُو ك٢ اُلّ، ٓٔب ٣ئٛت ُؾبكصخ ٗؤ ٌٍو اُلّ . ُٝزغ٘ت مُي، ٣ٖ٘ؼ ثؾوٖ ا٤َُٞٗ٧ٖ ك٢ 

عواء ً ٝهبئ٢ ػ٠ِ اُجطٖ أٝ اُنهاػ٤ٖ ثلٍ ػٖ اُلقن٣ٖ ُِزقل٤ق ٖٓ ٍوػخ آزٖبٓ ا٤َُٞٗ٧ٖ اُلٝائ٢ ًب

ٍج٤َ أُضبٍ. إٔ اُٞهب٣خ ٖٓ ٗؤ ٌٍو اُلّ رزٖٚٔ ر٘بٍٝ ٝعجخ اٙبك٤خ ٖٓ اٌُوث٤ٛٞلهاد هجَ ٓٔبهٍخ 

اُو٣بٙخ أٝ ك٢ ٓ٘زٖق ٓلح اُزٔو٣ٖ أٝ ثؼل اُزٔو٣ٖ. ٝاما اٍزٔو ؽلٝس اُ٘ؤ هؿْ مُي ر٘ؤ عوػخ 

ٝػ٘ل رله٣ت أُٖبة  .٢ اُو٣ب٢ٙا٤َُٞٗ٧ٖ اُز٢ ٣زٞاكن ىٖٓ رؤص٤وٛب ٓغ كزوح ٓٔبهٍخ اُغٜل اُجلٗ

٤َُٞٗ٨ٖ ريكاك، ٝثبُزب٢ُ ُثبٌَُو١ ػ٠ِ ٓٔبهٍخ اُْ٘بٛ اُجل٢ٗ ػ٠ِ أُلٟ اُط٣َٞ كبٕ اٍزغبثخ اُغَْ 

روَ اُؾبعخ ُِغوػخ ا٬ُىٓخ ٤َُِطوح ػ٠ِ ٓؼلٍ اٌَُو ك٢ اُلّ. ٝػٌٌ مُي ٕؾ٤ؼ، ام إٔ اُقٍٔٞ ٝػلّ 

ثبكفبُٚ ا٠ُ اُقب٢ُ أَُزٌِٜخ ٝري٣ل ٖٓ ٓوبٝٓخ اُغَْ  اُؾوًخ ٣و٬ِٕ ٖٓ اٍزو٬ة اُـًِٞٞى ك٢ اُغَْ

ؽز٠ ػ٘ل اُْقٔ ؿ٤و أُٖبة ثبٌَُو١، ٝٛنا ٖٓ َٓججبد اُؾبُخ ٓب هجَ اٌَُو١ ) ُلؼَ ا٤َُٞٗ٧ٖ

 )ثٌَْ ػبّ

٣ٌٖٔ ُِْ٘بٛ اُو٣ب٢ٙ اُجل٢ٗ ٓزٍٜٞ اُْلح ٓضَ ا٢ُْٔ اَُو٣غ أٝ  :صَبدح اٌىفبءح اٌمٍجُخ واٌزٕفغُخ

ثؼ٘ ا٢ُْء،. ٢ٌُٝ ٣ؼط٢ ٛنا اُْ٘بٛ اُجل٢ٗ كبئلرٚ كبٕ ػ٠ِ أُٝئي اُوبكه٣ٖ ً إٔ ٣ٔبهٍٞا اَُجبؽخ إٔ رل٤ل 

ْٗبٛب ً ثل٤ٗب ًج٤وا ًبك٤ب ُوكغ ٍوػخ ٗج٘ اُوِت. ٝهل صجذ إٔ اُْ٘بٛ اُو٣ب٢ٙ أُزيا٣ل ٣وَِ ٖٓ ؽلٝس 

  .خ اُوِج٤خ ٝأٓواٗ اُْوا٤٣ٖىٓا٥

إ اُْ٘بٛ اُغَٔب٢ٗ، ؽز٠ ُٞ ًبٕ ٓزٍٞطب، ٣ٔ٘غ   :صَبدح اٌىزٍخ اٌؼؼٍُخ واٌمذسح اٌؼؼٍُخ فٍ اٌغغُ

ٙٔٞه اُؼ٬ٚد اُ٘بعْ ػٖ ٗؤ اُلبػ٤ِخ اُل٤ي٣بئ٤خ ك٢ اُؾ٤بح ا٤ٓٞ٤ُخ. ٖٝٓ أُؼوٝف إٔ ثوٝر٤٘بد 

ؽ ك٢ ا٤ُّٞ. ٣ٝئك١ ٗؤ اُلبػ٤ِخ اُل٤ي٣بئ٤خ ك٢  200اُؼ٬ٚد رَزِٜي صْ ٣ؼبك ث٘بإٛب ثٔؼلٍ ٣َب١ٝ 

لٍ اػبكح ث٘بء ثوٝر٤٘بد اُؼ٬ٚد، ٝثبُزب٢ُ ٣لول رله٣غ٤ـب عيءا ٖٓ اُز٣ٌٖٞ اُؾ٤بح ا٤ٓٞ٤ُخ ا٠ُ اٗقلبٗ ٓؼ

٣ظٜو ثَجت رواًْ اُْؾّٞ ك٢ ٗلٌ اُٞهذ، ٌُٖٝ اُغَْ ٣لول هلهرٚ ػ٠ِ  ٫ إٔ مُي هثٔب ا٫اُؼ٢ِٚ، 

 .ٓٔبهٍخ أ١ ْٗبٛ ػ٢ِٚ ثل٢ٗ كبػَ َٓزوج٬

٣وؿجٕٞ أٝ ٣َزط٤ؼٕٞ  ن٣ٖو٠ٙ اٌَُو١ اًُض٤وا ٓب ٬٣ؽع إٔ ثؼ٘ ٓ :اٌفىائذ إٌفغُخ ٌٍشَبػخ اٌجذُٔخ

رؾَٖ  ا٣ٚب ٬٣ؽعٝا٫ٍزٔزبع ثبُْ٘بٛ اُو٣ب٢ٙ. ٌُْٜٝ٘ ػ٘لٓب ٣زولٕٓٞ ك٢ أُٔبهٍخ ٣ْؼوٕٝ ثبَُؼبكح  

ٝظبئق اُغَْ ثبُو٣بٙخ ٝفلخ اُؾوًخ ٝاٍزؼبكح ٓوٝٗخ أُلبَٕ. ٝر٘بهٔ ا٩ؽَبً ثبُقٍٔٞ ٝاٌََُ 

وه أُٖبة ثبٌَُو١ ى٣بكح ْٗبٛٚ ا٢ٓٞ٤ُ كجغت ػ٤ِٚ إٔ ٣لؼَ ػ٘لٓب ٣و .و٣ب٤٤ٖٙ ْٜٓ٘اُن١ ٣٘زبة ؿ٤و اُ

 مُي رله٣غ٤ـب ٩ٝؽَبً ثبُزؼت ٝا٩هٛبم اُ٘بع٤ٖٔ ػٖ ػ٘ق اُْ٘بٛ اُغَٔب٢ٗ اُيائل. 

 

 رؼٍُّبد ِهّخ ٌٍزّشَٓ

 .ّاكؾٔ َٗجخ اٌَُو ك٢ اُلّ هجَ ٝثؼل اُزٔو٣ٖ ُزلبك١ فطو ا٩ٕبثخ ث٘ؤ اٌَُو ك٢ اُل 

  ب ُزو٤َِ فطو ا٩ٕبثخ ثبُغلبف اَُٞائَ)ؽبكع ػ٠ِ ًٔ  (ّوة أُبء هجَ اُزٔو٣ٖ ٝاص٘بءٙ ٝثؼلٙ أٓوًا ٜٓ



 

 

 اهرلِ أؽن٣خ ٝعٞاهة ٓ٘بٍجخ ٬ٓٝثٌ ع٤لح اُز٣ٜٞخ ٝٓ٘بٍجخ ُِطوٌ ُٔ٘غ ْٓبًَ ) اُِجبً أُ٘بٍت

 .(اُولّ ٝٙوثخ أٌُْ

 َجت ُي ر٘لٌ ثٌَْ ٛج٤ؼ٢ ػ٘ل رله٣ت ، ٫ رؾجٌ أٗلبٍي ، كول ٣ئصو مُي ػ٠ِ ٙـٜ كٓي ٣ٝ

 اُْؼٞه ثبُلٝاه.

 اثلأ ثجٜء اما ً٘ذ عل٣لاً ك٢ ٓٔبهٍخ اُو٣بٙخ ، أٝ اما ً٘ذ ؿ٤و ْٜٗ ُلزوح ٣ِٞٛخ 

 

 اؽزس ِٓ ِّبسعخ رٌه

.ٓٔبهٍخ ا٧ػٔبٍ اُجل٤ٗخ أُغٜلح ٓضَ اُؾلو ٝهكغ ا٧ٝىإ اُضو٤ِخ كٕٝ اُزيٝك ثٔٞاك ًوث٤ٛٞلهار٤خ  9

 ثلٞإَ ى٤٘ٓخ ٓ٘بٍجخ

أُزؼت هجَ ر٘بٍٝ اُٞعجخ اُطؼب٤ٓخ اُوئ٤َ٤خ أٝ ا٩ٙبك٤خ ػ٠ِ اُوؿْ ٖٓ أفن  .ٓياُٝخ اُغٜل اُجل٢ٗ 2

 اُلٝاء اُقبك٘ ٌَُو اُلّ أٝ ا٤َُٞٗ٧ٖ

 .ٓٔبهٍخ اُؼَٔ اُجل٢ٗ اُْل٣ل ٝهذ مهٝح ا٤َُٞٗ٧ٖ  2

 ضبٌضخاٌّؾبػشح اٌ

 اٌّؾبػشح: اٌؼٕبَخ اٌزارُخ ٌمذَ اٌغىشٌ والاعزخذاَ اٌظؾُؼ لأدوَخ اٌغىشٌ ػٕىاْ

 الأهذاف:

 فٍ ٔهبَخ اٌغٍغخ َىىْ اٌّشبسن لبدسا ػًٍ:

 رؼو٣ق أُو٠ٙ أُْبه٤ًٖ ثؤ٤ٔٛخ اُؼ٘ب٣خ ثبُول٤ٖٓ  .9

 رؼو٣ق أُو٠ٙ أُْبه٤ًٖ ث٤ٌل٤خ اُؼ٘ب٣خ ثبُول٤ٖٓ .2

 ٓٚبػلبد اٌَُو١ ػ٠ِ اُولّ ا٤َُطوح ػ٠ِ  .2

 رغ٘ت اُؼبكاد اُقبٛئخ ك٢ اٍزقلاّ اك٣ٝخ اٌَُو .4

ك٢ ٓل٣٘خ  ك٢ َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ اٌَُو١ ٝاُـلك أُٖبءٓوًي أٓواٗ  ِىبْ اٌّؾبػشح:

 اُل٣ٞا٤ٗخ.

 كه٤وخ  40غٍغخ:ِذح اٌ

 اٌمذَ اٌغىشَخ:

رؼزجو اُؼ٘ب٣خ ثبُول٤ٖٓ ٖٓ أُزطِجبد اُٖؾ٤خ اُٚوٝه٣خ ٌَُ ّقٔ ٝػ٘لٓب ٣ٌٕٞ اُْقٔ ٖٓبثب 

٤ًٔخ رلكن اُلّ ٝهِخ ُٕٝٞٚ ٕ ٓوٗ اٌَُو١ ٣وَِ ٖٓ ٫ثبٌَُو١ رٌٕٞ اُؼ٘ب٣خ ثبُول٤ٖٓ اًضو ٙوٝهحً 

٣ْؼو أُو٣٘ ثؾٖبح  ا٠ُ اُول٤ٖٓ ٝٓغ ٓوٝه اُٞهذ ٣لول ٓو٣٘ اٌَُو١ اُْؼٞه ك٢ اُول٤ٖٓ كول ٫

كافَ اُغٞاهة , ٓٔب هل ٣ئك١ ا٠ُ عوٝػ ٝهوٝػ ٣ٌٖٔ إٔ رئك١ ا٠ُ ْٓبًَ ك٢ اُولّ .كبُؼ٘ب٣خ ثبُولّ 



 

 

أًضو ٖٓ مُي اما ًبٕ ٛ٘بى رـ٤و ك٢ اُولّ أٝ أُٖبث٤ٖ ثلاء اٌَُو١ , ٌُٖٝ  ا٧ّقبٜٓٓٔخ عًلا ُغ٤ٔغ 

, فله , ٝفي كبُغوٝػ أٝ اُزووؽبد ػ٠ِ اُول٤ٖٓ اٍ رُْل٠ ٝا٩ؽَبًإٔبثغ اُولّ ,أُْ , كولإ اُْؼٞه 

ثَُٜٞخ كٌِٔب ًبٕ ٓو٣٘ اٌَُو١ ٣ؼز٢٘ ثول٤ٓٚ ًَ ٣ّٞ , ٣ٌٔ٘ٚ مُي ٖٓ فل٘ كوٕخ كولإ إجغ اُولّ , 

 .اُولّ , أٝ اَُبم

 ا٧ػٖبة ك٢ رِق ٣ؾلس ٣ِٞٛخ ُلزواد اٌَُو١ ٓوٗ ػ٠ِ ا٤َُطوح ٝػلّ اُلّ ٌٍو اهرلبع ٣َجت

 أُو٣٘ ّؼٞه ٝػلّ اُول٤ٖٓ، ك٢ ٝر٤َٔ٘ فله ٣َجت ٓٔب اُلّ، رلكن ك٢ ٝٙؼق اُول٤ٖٓ ك٢ أُٞعٞكح

 ثبُؼلٟٝ، اٌَُو١ ٓو٣٘ هلّ إبثخ فطو ى٣بكح ٝثبُزب٢ُ اُولّ، ك٢ إبثخ أٝ ثغوػ إبثزٚ ؽبٍ ك٢

 ثٌَْ ػ٬عٜب ػلّ ؽبٍ ك٢ اٌَُو٣خ اُولّ ثزو ا٠ُ رئك١ هل ّل٣لح ٝٓٚبػلبد ٝاُزووؽبد، ٝا٫ُزٜبثبد،

 .ٓجٌو

 رمشؽبد اٌمذَ:

رؾلس ؿبُجبً ك٢ ٓولٓخ اُغٜخ اَُل٤ِخ ٖٓ اُولّ أٝ ثبٖٛ اثٜبّ اُولّ، ٝرظٜو اُزووؽبد ػ٠ِ عبٗج٢ اُولّ 

 ؿبُجبً ثَجت اُؾناء ؿ٤و أُ٘بٍت.

 اٌغشغشَٕب:

ػلّ ٍٕٝٞ اُلّ ثٌَْ ًبَٓ ا٠ُ اُق٣٬ب أٝ ا٩ٕبثخ ثؼلٟٝ ثَجت  ٛٞ ؽبُخ رؾلس ػ٘ل ٓٞد ا٧َٗغخ

 ّل٣لح.

 

 :اٌفؾض اٌزارٍ ٌٍمذَ، ورٌه ػٓ ؽشَك



 

 

  ّاُجؾش ػٖ آصبه ُِغوٝػ ٝاٌُلٓبد ٝٓ٘بٛن اُٚـٜ ٝا٫ؽٔواه ْٝٓبًَ ا٧ظبكو، ٣ٌٖٝٔ اٍزقلا

 أُوآح ػ٘ل اُلؾٔ.

 ّٝٓلٟ رٞهٜٓب )ا٫ٗزلبؿ(. رؾٌَ ًَ هل 

 .كؾٔ ٓب ث٤ٖ ا٧ٕبثغ 

 .ّاُزؾون ٖٓ ا٩ؽَبً ك٢ ًَ هل 

  اُزو٤ًي ػ٠ِ أُ٘بٛن اَُزخ اُزب٤ُخ ك٢ ثبٖٛ ًَ هلّ: ٛوف ا٩ثٜبّ، ٝثبٖٛ ا٩ٕجغ اُٖـ٤و

 )اُقٖ٘و(، ٝثبٖٛ ا٩ٕجغ ا٧ٍٜٝ، ٝاٌُؼت، ٝؽلٝك اُغيء ا٧ٓب٢ٓ ٖٓ اُولّ.

 ٍزْبهح اُطج٤ت.رغ٘ت ٓؾبُٝخ ػ٬ط أ١ ٢ّء ثلٕٝ ا 

 

 ٤ًل٤خ اُؼ٘ب٣خ ثبُول٤ٖٓ

 

 .ٚٓؿَِٜب ٤ٓٞ٣بً ثبُٔبء اُلاكئ ٝاُٖبثٕٞ، ٝاُزؾون ٖٓ كهعخ ؽواهح أُبء هجَ اٍزقل 

 .رغ٘ت ٗوغ اُول٤ٖٓ ك٢ أُبء 

 .٣ٖ٘ؼ ثزغل٤لٜب ػٖ ٛو٣ن اُطجطجخ ثبُْٔ٘لخ ٝاُزو٤ًي ػ٠ِ اُزغل٤ق ث٤ٖ ا٧ٕبثغ 

 ٌُو٣ْ ث٤ٖ ا٧ٕبثغ.رو٤ٛجٜب ثبٌُو٣ٔبد أُوٛجخ ٝرغ٘ت ٝٙغ ا 

 .رو٤ِْ ا٧ظبكو ثٌَْ َٓزو٤ْ ٝرغ٘ت هٔ ىٝا٣ب اُظلو ُزلبك١ اُغوٝػ 

 .اث٬ؽ اُطج٤ت كٞهًا ػٖ أ١ ٌِْٓخ رؾلس ٨ُظبكو 

 ٖرغ٘ت اٍزقلاّ أُؼؤبد ٝأُواْٛ ٝأٌُبكاد اَُبف٘خ ٝا٧كٝاد اُؾبكح ُِول٤ٓ 

 ١٧ ٖٓله ؽواهح )ٓضَ:  أُؾبكظخ ػ٠ِ رلكئزٜب ػٖ ٛو٣ن اهرلاء اُغٞاهة، ٝرغ٘ت رؼو٣ٜٚب

 اُلكب٣بد(.

 اُ٘ب٣ِٕٞ ٖٓ ٖٓ٘ٞػخ أٝ ٤ٙوخ رٌٕٞ إٔ ٣غت ٫ٝ ٝأُو٣ؾخ أُ٘بٍجخ اُغٞاهة اهرلاء 

 ٍفبٕخ هط٤٘خ أٝ ٕٞك٤خ عٞاهة اٍزؼٔب 

 كّ ثوغ أ١ فِٞٛب ٖٓ ٖٓ اُزؤًل ٓغ ٤ٓٞ٣ب اُغٞاهة رـ٤٤و 

 عٞاهة ٗظ٤لخ ٝعبكخ ٝرـ٤٤وٛب ًَ ٣ّٞ، ٝرغ٘ت اهرلاء اُغٞاهة أُضوٞثخ. اهرلاء 

 ٘ثٌَْ ٓجبّو ُِضِظ ٝأُطو ُول٤ٖٓا ػلّ رؼو٣ 

 .ٖرغ٘ت ٝٙغ هلّ كٞم ا٧فوٟ ُلزوح ٣ِٞٛخ؛ ٧ٗٚ ٣ٔ٘غ ٖٓ رلكن اُلّ ا٠ُ اُول٤ٓ 

 .ٖرغ٘ت اُزلف٤ 

 .ٖرغ٘ت ا٢ُْٔ ؽبك٢ اُول٤ٓ 

  ٚٝاُزؾون ٖٓ ٓوبٍٚ ع٤لاً.اُزؤًل ٖٓ إٔ اُؾناء ٓو٣ؼ هجَ ّوائ 



 

 

  رغ٘ت ا٧ؽن٣خ ماد اُطوف أُلثت ًٝنُي ماد اٌُؼت اُؼب٢ُ، ٝافز٤به اُؾناء م١ اُطوف

 اُٞاٍغ.

 .ّٞرغ٘ت رٌواه اهرلاء ُجٌ اُؾناء اُٞاؽل ًَ ٣ 

 .ٚرؾٌَ اُؾناء ٖٓ اُلافَ ثب٤ُل هجَ اهرلائ 

 .ٍّل هثبٛ اُؾناء ثبػزلا 

 اٌغىشٌ ٔظبئؼ اٌؼٕبَخ ثبٌمذَ إرا وبْ ٌذَه ِشع

 )ٖاؿََ اُول٤ٖٓ ثبُٔبء ٝاُٖبثٕٞ)ؿ٤و ٍبف 

 ّاص٘بء اُـ٤ََ ٗوْ ثبعواء كؾٔ ّبَٓ ُِول 

 ّٖطق ثبُٔبء اُلاكئ ٝٗزغ٘ت أُبء اَُبف 

 .ٗغلق اُول٤ٖٓ ثؼ٘ب٣خ,  فبٕخ ث٤ٖ ا٫ٕبثغ 

  ُّٖٞ ٗٚغ ُّٖٞ ٓوٛت فب٢ُ ٖٓ اُؼطٞه ٝاٌُؾٍٞ ٓجبّوح ثؼل ر٘ظ٤ق اُول٤ٖٓ . ٌُٖ ٫ ٗٚغ

 ث٤ٖ ا٫ٕبثغ 

 ٣ٌٖٔ ٨ُؽن٣خ اُـ٤و ا٫ٕبثغ اهرل١ أؽن٣خ ر٘بٍت هلٓي ع٤لا ثلٕٝ اُزَجت ك٢ ٙـٜ أٝ كوى .

 اُغِل ٝاُووؽخ ْٝٓبًَ ا٧ظبكو. قٓ٘بٍجخ إٔ رَجت َٓب٤ٓو اُولّ ٝرِ

  ٝٝؽبٍٝ رغ٘ت اُغًِٞ  ا٫ٓبًٖ فبهط اُج٤ذ٫ ر٢ْٔ ؽبك٢ اُول٤ٖٓ أثلا، فٖٕٞب ك٢ اُؾل٣وخ أ

 ٓغ اَُبه٤ٖ أؽلٛٔب كٞم ا٧فوٟ.

 َٝٓزو٤ٔخ ه٤ٖوح ؽبكع ػ٠ِ أظبكو. 

 .ّهْ ثٔؼبُغخ َٓب٤ٓو اُولّ أٝ اُغِل اُِٖت ػٖ ٛو٣ن أفٖبئ٢ اُول 

  اثؾش ػٖ اُؼ٬ط ٖٓ ف٬ٍ ٛج٤جي أٝ أفٖبئ٢ اُولّ ك٢ ؽبٍ ػلّ اُزئبّ ثضٞه اُولّ أٝ ا٩ٕبثبد

 ثَوػخ.

 ،ٍَبػخ، ٝفبٕخ اما ًبٕ ٛ٘بى اؽٔواه أٝ رٞهّ ك٢ ع٤ٔغ  24ف٬ٍ  ػبُظ اُووؽخ ثٌَْ ػبع

 .أٗؾبء أُ٘طوخ

 اٌؼٕبَخ ثبلاظبفش

  ٕرؾزبط اظبكو اُولّ ا٠ُ ػ٘ب٣خ ثٌَْ ٓ٘زظْ ٫ٕ ا٫ظبكو اُط٣ِٞخ اٝ ا٤ٌَُٔخ ٣ٌٖٔ ا

 رٚـٜ ػ٠ِ إبثغ اُولّ أُغبٝهح ٝرَجت رووؽبد ٓلزٞؽخ 



 

 

 ٖٗبئؼ رو٤ِْ ا٫ظبكو 

 

 

 

 

 

 

  ْا٫ظبكو ثٌَْ َٓزو٤ْرو٤ِ 

 ٫ روطغ ك٢ ىٝا٣ب ظلو اُولّ. ٣ٌٖٔ ٣َجت مُي ظٜٞه ظلو ٗب٢ٓ رؾذ اُغِل 

 ّ٫ رَزقلّ اٌَُب٤ًٖ اٝ أُوٖبد اٝ ّلواد ىبُؾ٬هخ ُؤ اظبكو اُول 

 

 

 

 

 اسشبداد ؽىي ثؼغ اٌؼبداد اٌخبؽئخ  ػٓ ادوَخ اٌغىش

 ًبٗذ عوػخ اُلٝاء ىائلح، ًؤٕ ٣ي٣ل أُو٣٘ عوػخ ا٤َُٞٗ٧ٖ فطؤ ثلٕٝ اٍزْبهح اُطج٤ت اما .9

 اُزوبهة ك٢ ٓٞاػ٤ل ؽوٖ ا٤َُٞٗ٧ٖ ٝػلّ ا٫ُزياّ ثبُزٞه٤ذ اُي٢٘ٓ ٌَُ عوػخ ثٌَْ كه٤ن .2

ؽوٖ عوػبد اٙبك٤خ ٖٓ ا٤َُٞٗ٧ٖ كٕٝ ؽَبة َٓجن، ًؤٕ ٣ؾوٖ أُو٣٘ ٗلَٚ ثغوػبد  .2

اَُو٣غ ٖٓ أعَ ر٘بٍٝ ٤ًٔبد ٓقزِلخ ٖٓ ا٧ٛؼٔخ ٝاُؾ٣ِٞبد ك٢ ا٧ػواً اٙبك٤خ ٖٓ ا٤َُٞٗ٧ٖ 

 ٝا٫ُٞئْ ٓضبٍ.

 أؽ٤بٗب ثَجت ر٘بٍٝ ثؼ٘ ا٧ك٣ٝخ اُز٢ ُٜب رؤص٤و ٓلؼَ ٧ك٣ٝخ اٌَُو١ .4

ٖجبػ ٓغ ؽجٞة افنٛب ثبُٞهذ أُؾلك )عوػخ اُاُؾجٞة اُقبكٚخ ٌَُِو اُز٢ ٢َٗ أُو٣٘  افن .5

 (أَُبء

 ُئخ اثزؼذ ػٓ رٌه / ػبداد ع

 اُقبك٘ ٌَُو اُلّ أٝ ا٤َُٞٗ٧ٖ ٝكن ىٖٓ رؤص٤و اُلٝاء حخ أُووهـنائ٤ٓٞػل ر٘بٍٝ اُٞعجخ اُ و٤.رؤف 9



 

 

 ثبُؼبكاد اُقبٛئخ .ػلّ ر٘بٍٝ اُلطٞه ثؼل ؽوٖ ا٤َُٞٗ٧ٖ اُٖجبؽ٢ ثَجت اُزَٔي 2

 .ػلّ ا٫ُزياّ ثز٘بٍٝ اُٞعجبد اُقل٤لخ اُز٢ أّبه ثٜب اُطج٤ت ك٢ اُٞهذ أُؾلك 2

 ٓز٘بع ػٖ ر٘بٍٝ اؽلٟ اُٞعجبد ا٧ٍب٤ٍخ أٝ رؤع٤ِٜب ثؼ٤لا ػٖ ٓٞػلٛب أُ٘بٍت.ا٫ 4

 .ر٘بٍٝ ٝعجبد كو٤وح ثب٣ُْٞ٘بد ًؤٕ ٣ٌزل٢ أُٖبة ثبٌَُو١ ثز٘بٍٝ اُِؾْ ٝاَُِطخ كٕٝ اُقجي ٓضبٍ. 5

 ٤خ ٝرجبػل اُلزواد ث٤ٖ ٝعجخ ٝأفوٟـنائ.ػلّ ا٫ٗزظبّ ك٢ ٓٞاػ٤ل ر٘بٍٝ اُٞعجبد اُ 6

 ٝهذ مهٝح ا٤َُٞٗ٧ٖ اُن١ ؽو٘ٚ أُو٣٘ ٝعجخ ؿنائ٤خٍ .ػلّ ر٘بٝ 7

 هجَ ٓٔبهٍخ ا٧ّـبٍ أُوٛوخ ٓضَ ؽوس ا٧هٗ أٝعٔغ اُضٔبه أٝ ر٘ظ٤ق اَُغبكـناء .ػلّ ر٘بٍٝ اُ 8

 ٌُٓاٌؼلاط ثبلأٔغى 

   هو هُرمون ينتجه البنكرياس، ويوجد حيوياً في عدد من عمليات الأيض  (Insulin)الأنسولين

(Metabolism) والتي أكثرها شهرة عملية التحكم في مستويات السكر في الدم. 

 اٌغشػبد ػذد: 

 ٣ؾلكٛب ٝاُز٢ اُلوك٣خ أُو٣٘ ؽبعخ ٝثبفز٬ف أَُزقلّ ا٤َُٞٗ٧ٖ كٝاء ٗٞع ثبفز٬ف اُغوػبد رقزِق

 ر٘بٍٝ ٝهجَ ٤ٓٞ٣بً، ٓواد أهثغ ا٠ُ ٝاؽلح ٓوح ث٤ٖ ػبّ ثٌَْ اُغوػخ رزواٝػ ٌُٖٝ أُقزٔ، اُطج٤ت

 .اُّ٘ٞ هجَ ًٝنُي كه٤وخ 45 ا٠ُ 20 ثـ اُطؼبّ

 اٌغشػخ: 

 .أُو٣٘ ٖٓ هجَ اُطج٤ت ا٫فزٖبٓ اؽز٤بعبد ثؾَت أَُزقلّ ا٤َُٞٗ٧ٖ كٝاء ٝٗٞع اُغوػخ رزؾلك

 اٌفؼبٌُخ ثذاَخ: 

 كه٤وخ 60 - 95: ا٧ٓل ه٤ٖوح كبػ٤ِخ. 

 ٍبػبد 4 - 9: ٓزٞإِخ أٝ ا٧ٓل ٓزٍٞطخ كبػ٤ِخ. 

 اٌفؼبٌُخ ِذح 

 ٍبػبد 8 - 6: أُلٟ ه٤ٖوح كؼب٤ُخ. 

 ٍبػخ 24 - 92: ٓزٞإِخ كؼب٤ُخ. 



 

 

  ُثبلأٔغىٌُٓوُفُخ ؽمٓ اٌغغ 

 ٗظق ا٤ُل٣ٖ ع٤لاً، ٝ آَؼ ٓ٘طوخ اُؾوٖ ثبٌُؾٍٞ. -9

 ثؼل علبف اٌُؾٍٞ ، آَي اُغِل ث٤ٖ إٔبثؼي، ٝاكفَ ا٩ثوح ًِٜب ك٢ اُغِل، ٓغ اُٚـٜ ػ٤ِٜب.   -2

 اروى اُغِل ٖٓ إٔبثؼي ٝاٍؾت ا٩ثوح.  -3

 ٖٗق كه٤وخ اٙـٜ ػ٠ِ ٌٓبٕ اُؾو٘خ ُٔلح  -4

 

 

 

 

  ٓفٍ اٌغغُ  الأٔغىٌُٓأِبوٓ ؽم 

 . 9-ك٢ اُجطٖ ٝؽٍٞ اَُوح ثـ 2ٍْ

 2- اُنهاع ٣ٝلَٚ اُغيء ا٧ػ٠ِ اُقِل٢ ُِنهاع. 

 2-اُلقن ك٢ اُغيء ا٧ٓب٢ٓ. أُئفّوح ك٢ اُغيء ا٧ػ٠ِ ٜٓ٘ب.

 ُٔظبئؼ ٌؾمٓ الأٔغىٌُٓ فٍ اٌغغ 

 ٖث٘لٌ أُ٘طوخ ُزغ٘تّ ر٤ِلّٜب.  رغ٘تّ اُؾو 

 .ًّٖل ٖٓ ٗظبكخ اُغِل هجَ اُؾو  اُزؤ

 .رغ٘تّ اُؾوٖ ك٢ ٓ٘طوخ ٓزٞهٓخ أٝ ٓ٘زلقخ 

  .ٓوّح َّ  اٍزجلاٍ اثوح اُؾوٖ ك٢ ً

  ثجٜء.  ا٤َُٞٗ٧ٖرلو٣ؾ اُؾو٘خ ٖٓ اُٜٞاء. رلو٣ؾ عوػخ 

  .رغ٘تّ اُؾوٖ ك٢ أٓبًٖ اُزؼوم 

  ًجبد.ثبٍزٔواه هجَ ٝثؼل اُٞع ا٤َُٞٗ٧ٖه٤ب 

  ا٤َُٞٗ٧ٖاُزؤًل ٖٓ ػلّ ٝعٞك أ١ روٍجبد أٝ رٌز٬د ك٢ ؽو٘خ . 

  هجَ اٍزقلآٜب.  ا٤َُٞٗ٧ٖهط ػِجخ 

 الأٔغىٌُٓ ؽمٓ رخضَٓ ؽشَمخ. 

 .اُض٬عخ ك٢ ا٤َُٞٗ٧ٖ ػجٞاد ؽلع ٣غت -9

 اُض٬عخ فبهط اُـوكخ ؽواهح كهعخ ك٢ اُؾوٖ رؾلع اُْزبء كَٖ ك٢ -2



 

 

 ُِؾلبظ ٝمُي ،(اُؼٌو) اُجط٢ء هجَ اُؾو٘خ ك٢( اُٖبك٢) اَُو٣غ ا٤َُٞٗ٧ٖ ٍؾت ا٧كَٚ ٖٓ -2

 .اَُو٣غ ا٤َُٞٗ٧ٖ ٕلبء ػ٠ِ

 . ثبُلو٣يه اُؾوٖ ؽلع ػلّ -4

 .رو٤ًجزٚ ك٢ رـ٤و أٝ ا٤َُٞٗ٧ٖ رِلٚ ُزغ٘ت ا٤َُبهح ك٢ أٝ اُزِلبى ػ٠ِ ٝٙؼٜب ػلّ -5

 ربه٣قبٕ ُٜب ك٢ٜ اُؼجٞح، كزؼ ػ٘ل اُزبه٣ـ ٝرل٣ٖٝ ا٤َُٞٗ٧ٖ، ٬ٕؽ٤خّ ُزبه٣ـ ا٫ٗزجبٙ ٣غت -6

 اٍزقلآٚ أَُٔٞػ اُلزوح ٓوٝه ثؼل ٝاُضب٢ٗ أُٖ٘غ، ٖٓ اُؼجٞح ػ٠ِ َٓغَّ اؽلاٛٔب ٬ُِٖؽ٤خّ،

 .كزؾٚ ثؼل ثٜب

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 لبئّخ اٌخجشاء

 

 

 

 

 

 الاخزظبص اٌذلُك ِىبْ اٌؼًّ اٌٍمت اٌؼٍٍّ اعُ اٌخجُش د
عٕىاد 

 اٌخجشح

 ٍ٘خ 29 رٔو٣٘ ٕؾخ ٓغزٔغ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثبثَ  اٍزبم ك. ا٤ٖٓ ػغ٤َ ا٤ُبٍو١  .9

 ٍ٘خ25 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثـلاك  اٍزبم ك. ٝكاك ًبَٓ محمد  .2

 ٍ٘خ 24 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثـلاك  اٍزبم ك. ٛلٟ ثبهو ؽَٖ  .2

 ٍ٘خ 27 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثبثَ  اٍزبم ك. ٍؾو أكْٛ ػ٢ِ  .4

 ٍ٘خ 27 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثبثَ  اٍزبم ك.ّنٟ محمد ٍؼل١  .5

6.  
 ك. هعبء اثوا٤ْٛ ػجل

 
 ٍ٘خ 24 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘ عبٓؼخ ثـلاك اٍزبم 

 ٍ٘خ 24 رٔو٣٘ اُجبُـ٤ٖ ٤ًِخ اُزٔو٣٘ / ًوث٬ءعبٓؼخ  أٍزبم َٓبػل ك. كبٛٔخ ٢ٌٓ ٓؾٔٞك  .7

 ٍ٘خ98 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ اٌُٞكخ  اٍزبم َٓبػل ػ٢ِك. ٤ٙبء ًو٣ْ ػجل   .8

 ٍ٘خ 92 رٔو٣٘ ثبُـ٤ٖ / ٤ًِخ اُزٔو٣٘عبٓؼخ ثـلاك  اٍزبم َٓبػل ك. ٕبكم ػجل اُؾ٤َٖ  .9

 ٛج٤ت اٍزْبه١ ك. ػ٬ء ػجل اُؼجبً  .90
َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ /ٓوًي 

 اٌَُو١ ٝاُـلك أُٖبء
 ٍ٘خ 20 افزٖبٓ ا٫ٓواٗ اُجب٤٘ٛخ

 ٛج٤ت اٍزْبه١ ك.ػ٢ِ اُؾ٢ِ  .99
َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ /ٓوًي 

 اٌَُو١ ٝاُـلك أُٖبء
 ٍ٘خ 25 افزٖبٓ ا٫ٓواٗ اُجب٤٘ٛخ

 ٛج٤ت اٍزْبه١ ك. ػجبً  ؽٔيح ٗغْ  .92
َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ /ٓوًي 

 اٌَُو١ ٝاُـلك أُٖبء
 ٍ٘خ 92 افزٖبٓ ا٫ٓواٗ اُجب٤٘ٛخ

Appendix E 



 

 

 

 

 . هلاُلّ ك٢ اٌَُو ثبهرلبع رز٤ٔي اُز٢ ٤ّٞػًب أُيٓ٘خ ا٤ٚ٣٧خ ا٫ٙطواثبد أًضو ٛٞ  اٌَُو١ ٓوٗ

٣ٌٕٞ ٍجت اهرلبع اٌَُو ك٢ اُلّ ٛٞ ٗؤ ا٤َُٞٗ٧ٖ اَُ٘ج٢ ثَجت اٗقلبٗ اكواى ا٤َُٞٗ٧ٖ أٝ ٙؼق 

ػَٔ ا٤َُٞٗ٧ٖ أٝ ٤ًِٜٔب. ٣زَجت اهرلبع اٌَُو ك٢ اُلّ أُيٖٓ اُ٘برظ ػٖ مُي ك٢ ؽلٝس َٗجخ اٌَُو ك٢ 

بء اُن١ ٫ هعؼخ ك٤ٚ ، ا٧َٗغخ اُز٢ رئك١ ػبكح ا٠ُ اٙطواثبد اُزٔض٤َ اُـنائ٢ اُؾبكح ، ٝرِق ا٧ػٚ

 .ػ٤ٌَخ ٝٓٚبػلبد فط٤وح ماد ػٞاهت ٕؾ٤خ

اُوػب٣خ اُنار٤خ ٢ٛ اٍزوار٤غ٤خ ٜٓٔخ ُِزؾٌْ ك٢ َٗجخ اٌَُو ك٢ اُلّ ٝٙـٜ اُلّ ٝا٤ٌَُُٞزوٍٝ. رؼَٔ 

 رو٤ًٍَِٞ٤ِبد اُوػب٣خ اُنار٤خ ػ٠ِ رؾ٤َٖ ٗٞػ٤خ اُؾ٤بح ٝاُٖؾخ ، ثب٩ٙبكخ ا٠ُ ى٣بكح هٙب أُو٠ٙ ٝ

 ب٧ػواٗ ، ٝاُجوبء ػ٠ِ ه٤ل اُؾ٤بح.ث اُؼ٘ب٣خخ اُٖؾ٤خ ، ٝاُوػب٣ ًِلخ

ُِوػب٣خ اُنار٤خ ػ٠ِ أُؼوكخ ٝاَُِٞى  ا٫هّبك١ا٧ٛلاف: اُٜلف ٖٓ ٛنٙ اُلهاٍخ ٛٞ رو٤٤ْ رؤص٤و اُجوٗبٓظ 

 .2ُٔو٠ٙ اٌَُو١ ٖٓ اُ٘ٞع 

 إٌّهغُخ:

ػز٤ٖ ٖٓ اُؼ٤٘بد )اُلهاٍخ ُٔغٔٞ اُوج٢ِ ٝٓبثؼل ا٫فزجبهرْ اعواء ر٤ْٖٔ ّجٚ رغو٣ج٢ ثبٍزقلاّ ٜٗظ 

 .2022 ا٣به 97ا٠ُ  2022 رٔٞى 95( ك٢ َٓزْل٠ اُل٣ٞا٤ٗخ اُزؼ٢ٔ٤ِ ٖٓ اُلزوح ٖٓ ٚبثطخٝاُ

اٍزقلاّ أُزـ٤واد اُل٣ٔٞؿواك٤خ ٓضَ اُؼٔو اُغبٗت ا٫ٍٝ  ٓخ ك٢ اُلهاٍخ ٖٓ عبٗج٤ٖ:رزٌٕٞ ا٧كاح أَُزقل

زلف٤ٖ ٝٓلح أُوٗ ٝٗٞع اُؼ٬ط )اُ خاَُو٣و٣ ادأُزـ٤وٝاُغٌ٘ َٝٓزٟٞ اُزؼ٤ِْ ٝاُؾبُخ ا٫عزٔبػ٤خ ٝ

ٓو٤بً اُوػب٣خ  ٝاُغبٗت اُضب٢ٗ  . (ٝٓئّو ًزِخ اُغَْ اُ٘ٞع اُضب٢ٗ ثبٌَُو١ ٝاُزبه٣ـ اُؼبئ٢ِ ُ٪ٕبثخ 

ٖٓ هجَ اُجبؽض٤ٖ  2005اُنار٤خ ُٔوٗ اٌَُو١: رْ اْٗبء ٓو٤بً اُوػب٣خ اُنار٤خ ُٔوٗ اٌَُو١ ك٢ ػبّ 

٤٤ْ اُوػب٣خ اُنار٤خ ٨ُّقبٓ اُن٣ٖ ٣ؼبٕٗٞ ٖٓ ٓوٗ اٌَُو١. ًبٕ أُو٤بً ا٧ٓو٤٤ٌ٣ٖ ك٤ْو ٢ُٝ ُزو

ٓو٠ٙ ٣ؼبٕٗٞ ٖٓ  90رطج٤وٜب ػ٠ِ  ثؼلأُٖـوح . ًْٝلذ ٗزبئظ اُلهاٍخ ( 0.80)ا٢ِٕ٧ ًوٝٗجبؿ أُلب 

 (. 0.84ٔو٤بً )ه = ُِاَُ٘قخ اُؼواه٤خ  صجبدًبٗذ  ،اٌَُو١ اُ٘ٞع اُضب٢ٗٓوٗ 

  :بئظإٌز

:( 45ٓو٣ٚب ) 27اُنًٞه  ًبٕ:( ٖٓ ا٩ٗبس ث٤٘ٔب 55) 22 اُضب٢ًٗبٕ ؿبُج٤خ ٓو٠ٙ اٌَُو١ ٖٓ اُ٘ٞع 

:( ْٜٓ٘ رزواٝػ أػٔبهْٛ 69.7اُزؼ٢ٔ٤ِ. روو٣جب ) اُل٣ٞا٤ٗخٓوًي اُـلك أُٖبء ٝاٌَُو١ ك٢ َٓزْل٠  ك٢

 أُْبه٤ًٖ ك٢ ٬ً أُغٔٞػز٤ٖ اؿِت ثب٩ٙبكخ ا٠ُ ٓزيٝع٤ٖ،:( ًبٗٞا 79.65ٍ٘خ، ) 60-50ث٤ٖ 

. أظٜو ٓو٤بً ٓزٍٜٞ اُْٜو١ كفِْٜٝٓؼظْ أُْبه٤ًٖ (. 22.2) تٌز٣ووا ٫ٝ ٫٣  َٓزٞاْٛ اُزؼ٢ٔ٤ِ

ثٌَْ  اػطبء اُجوٗبٓظاُوػب٣خ اُنار٤خ ُٔوٗ اٌَُو١ إٔ رؾ٤َٖ اُوػب٣خ اُنار٤خ ث٤ٖ ٓو٠ٙ اٌَُو١ ثؼل 

 (.0.09: ٤ٔخ ث٢ ه) 0.546 0  ±2.97 ا٠ُ  0.260 ±0 9.79ِٓؾٞظ ٖٓ 

 :عزٕزبعبدالا

٣ؾَٖ أْٗطخ اُوػب٣خ اُنار٤خ ُٔو٠ٙ اٌَُو١  ٝأُؼوكخ   هّبك١جوٗبٓظ ا٫اُ إ ٝفِٖذ اُلهاٍخ ا٠ُ

.2ٝا٫ُزياّ ثبُ٘ظبّ اُـنائ٢  ٝاُْ٘بٛ اُجل٢ٗ  ٝا٧ك٣ٝخ ث٤ٖ أُٖبث٤ٖ ثلاء اٌَُو١ ٖٓ اُ٘ٞع 

 المستخلص



 

 

 
 

 

 البالغين للمرضى الذاتية للرصاية الإرشادي البرنامج فاصلية

 مستشفى في الثاني النوع من السكري مرض صلى للسيطرة

 التعليمي الديوانية

 الى مقــــــدمة اطروحة

الدكتوراه جامعـة بابل كجزء من متطلبات نٌل درجة / مجلس كلٌــة التمرٌض

 علوم التمرٌـضفً  فلسفة

 

 مـن قبــل

 علاء حمزة حرمس

 

 بأشـــــراف

 فخريت جبر محيبس الدكتورالأستاذ 
 
 
 

2323 اٌار                                   هـ                        1444شوال 

 جمهورٌة العراق 

 وزارة التعلٌم العالً والبحث العلمً

 جـــــــامعــــــــــــــة بــــــــــابـل

 كــــلٌــــــــــــــــة التمــــــــرٌض



 
 
 
 

 

 


