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Abstract 

Background: Type 2 diabetes is among the fastest growing diseases in the world, 

especially in India where the prevalence is 9 percent and expected to rise 

significantly. Managing diabetes involves a substantial portion of self-care and 

lifestyle changes for the patient. Hence, the nursing care to patients needs to be 

focused on promoting self-care and empowerment.  

Objective: To describe the nursing care, focusing on self-care and empowerment, 

provided to patients with type 2 diabetes at a private diabetes clinic in India. 

Method: Eleven diabetes educators with specialist training were interviewed 

individually. Data was analysed using qualitative contents analysis.  

Results: One core category called Comprehensive approach was found. Additionally, 

the data was sorted into four main categories: Nursing care interventions, 

Counselling, Health education and Health protection.  

Conclusion: The participants had a comprehensive view of the patients, the disease 

and the role of health personnel involved in the care. This holistic approach 

permeated the nursing care performed by the participants, facilitated empowerment 

and the promotion of self-care to the patients.  

Clinical relevance: The study provides a widened perspective and understanding of 

the concepts of self-care and empowerment to patients with type 2 diabetes in 

different cultural contexts. The results can serve as an inspiration to new ways of 

promoting self-care and empowerment to patients with other health problems.  

  

Keywords: Empowerment, India, nursing care, self-care type, 2 diabetes. 

 

 

 

 

 

 

 

 



 

Sammanfattning 

Bakgrund: Diabetes typ 2 är en av de snabbast ökande sjukdomarna i världen, 

särskilt i Indien. Där är prevalensen 9 procent och den befaras stiga betydligt. För att 

hantera sjukdomen behöver patienten genomföra livsstilsförändringar och behärska 

egenvård. Därför bör omvårdnaden inriktas på empowerment och att främja 

patientens förmåga till egenvård.  

Syfte: Att beskriva den omvårdnad, med fokus på egenvård och empowerment, som 

ges till patienter med diabetes typ 2 på en specialistklinik i Indien.  

Metod: Elva diabetesutbildare med specialistutbildning intervjuades individuellt. 

Materialet analyserades med hjälp av kvalitativ innehållsanalys.  

Resultat: En kärnkategori, kallad Helhetsperspektiv, hittades. Därutöver sorterades 

materialet in i fyra huvudkategorier: Omvårdnadsåtgärder, Rådgivning, 

Hälsoutbildning och Hälsoskyddande åtgärder.  

Slutsats: Respondenterna hade en helhetssyn på patienterna och sjukdomen, samt på 

den roll all hälsopersonal som var inblandad i vården hade. Denna helhetssyn 

genomsyrade omvårdnaden, hur respondenterna arbetade med empowerment till 

patienterna samt hur de stärkte patienternas kapacitet att utföra egenvård. 

Klinisk betydelse: Studien bidrar till en vidgad syn på och ökad förståelse för 

begreppen egenvård och empowerment när det gäller patienter med diabetes typ 2 i 

olika kulturella kontexter. Resultatet kan även inspirera till nya sätt att arbeta med 

empowerment och att främja egenvård bland andra patientgrupper.  

 

Nyckelord: Diabetes typ 2, egenvård, empowerment, Indien, omvårdnad. 
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1. Introduction and background 

1.1 Diabetes in the world: Prevalence and aetiology 

The world, especially the developing countries, is about to experience dramatic changes 

as the proportion of diseases linked to lifestyle and behaviour will increase rapidly during 

the next two decades (World Health Organization [WHO], 2013a). These diseases, 

including cancers, chronic obstructive pulmonary disease, coronary disorders and 

diabetes, are not passed from person to person and are therefore referred to as non-

communicable diseases [NCDs] (WHO, 2013b). Diabetes is among the most common 

NCDs in the world. More than 371 million people worldwide suffer from diabetes, 

according to the International Diabetes Federation [IDF] (n.da). Except for causing high 

blood glucose levels, diabetes can also lead to secondary health problems and diseases 

such as cardiovascular disease, blindness, kidney failure and amputations (WHO, n.d). It 

is a life-threatening disease and in 2030 WHO expects diabetes to be the world’s seventh 

leading cause of death, 80 percent of them in low- and middle-income countries. There 

are different types of the disease, but the most common and also most quickly increasing 

form is type 2, accounting for over 90 percent of the cases (ibid.). Type 2 diabetes is 

characterised by reduced production of insulin and/or an increased insulin resistance, 

which causes high levels of blood glucose, hyperglycaemia (WHO, 2013c). Heredity is 

one factor in the aetiology, but the disease is also intrinsically linked to lifestyle factors, 

such as a diet high on carbohydrates, low physical activity and obesity. Typically, 

patients with type 2 diabetes can control the blood sugar by diet and exercise alone or in 

combination with oral medication. Sometimes insulin is also needed (ibid.). Furthermore, 

there is a stage before developing type 2 diabetes called prediabetes, when it is possible 

to delay or even prevent the onset of the disease by changing the diet and increasing 

physical activity (National Diabetes Information Clearinghouse [NDIC], 2013). 

 

1.2 Nursing care   

A humanistic view should be the foundation for nursing care, according to Swedish 

Society of Nursing (2011). The patient is seen as an active and creative part of a greater 

context and the care is given on an individual level (ibid.). According to the nursing 

theorist Dorothea E. Orem the art of nursing requires knowledge of both nursing and 

humanities (Coldwell Foster & Bennett, 2002). She describes nursing as the ability to 

make creative investigations and analyses of the patient as well as its surrounding, to 
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enable correct judgment and relevant interventions (ibid.). The aim of nursing care is to 

promote, protect and optimise health and wellbeing and to prevent disease and suffering 

(American Nurses Association, n.d). In the context of patients with type 2 diabetes 

nursing care should comprise support, advice and education to enable the patient to 

participate in the care and to make her or his own well-founded decisions 

(Socialstyrelsen, n.d).  

 

1.2.1 Diabetes nursing care focusing on self-care and empowerment 

Type 2 diabetes is a condition, which by its nature requires a comprehensive care 

(Robertson, 2012). Except for the purely medical treatment it involves a great portion of 

control and patient education, managing the disease is to a great extent dependent on self-

care and empowerment (WHO, 2013c). Self-care can be defined as the patient’s personal 

abilities and actions that enable planning and performing all that is needed to maintain 

life, health and wellbeing (Coldwell Foster & Bennett, 2002). For example, a patient with 

type 2 diabetes has to be able to monitor and control the blood glucose levels by diet, 

exercise and reducing stress (Bartol, 2012). Through self-care the patient may lead a 

normal life, prevent progress of the condition and also decrease the risk for complications 

(ibid.). In a compiling report made by WHO Europe, empowerment is described as the 

process to increase the patient’s capacity to make purposeful choices and convert them 

into practical actions and results (Wallerstein, 2006). Empowerment is intrinsically 

linked to self-care and the phenomena depend on each other (ibid.).  

 

Giving up sweets, making exercise a regular routine, losing weight and dealing with 

everyday stress is an integral, yet challenging part of managing type 2 diabetes. The 

patient has to be educated to understand the disease and its causes, options for treatment, 

their risks and benefits and what resources are available to become what Johnson (2011) 

describes as an empowered patient. Motivation, confidence and skills are some of the 

other requirements (Bartol, 2012). A patient may, for example, very well know that 

exercise would increase her or his wellbeing by controlling the blood glucose levels and 

reducing weight. Nevertheless, he or she might also need practical advice on what forms 

of exercise there are, how to perform these exercises at appropriate levels and even some 

encouragement to get started. However, educating and supporting patients effectively is 

not possible without finding out what level of knowledge the patient has and what efforts 
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she or he is prepared to make (Robertson, 2012). Moreover, all individuals are unique 

and the guidance must be adjusted to each patient accordingly. Factors like family 

situation, occupation, level of education, gender and age affect the individual abilities 

and needs (Bartol, 2012).  

 

Nursing care of patients with type 2 diabetes is to enable each patient to be willing, 

strong enough and informed to be able to make decisions and take action, built on 

individual conditions, argues Bartol (2012). Though patients are responsible for caring 

for their own health, nurses have to provide the tools. The nurses are crucial in helping to 

motivate patients to be active players (ibid.). Maintaining healthiness, supporting patients 

and their families and giving guidance is part of a registered nurse’s job and will enable 

the patients to play an active roll in their health care (Socialstyrelsen, 2005). A nurse 

should also be able to identify the patient’s resources and abilities to perform self-care 

(ibid.). Nursing care of patients with type 2 diabetes is performed by other health care 

professionals as well. For example, while Boström, Isaksson, Lundman, Sjölander & 

Hörnsten (2012) argue that the diabetes specialist nurse has a key position in providing 

patient education, strengthening the patients’ self-management and preventing 

complications. They also point out that the nursing care in primary and secondary health 

care levels is performed by diabetes educators and diabetes nurses. In several studies 

from the UK it is the nurse practitioner that educate and explains treatment strategies, 

supports the patients in making lifestyle changes and maintains self-management 

(Robertson, 2012). 

 

1.3 Diabetes in India: Prevalence and causes 

India has been exceptionally hard struck by what is described as a diabetes epidemic 

(IDF, n.db). In the year 2000, less than 32 million Indians had diabetes (Wild, Roglic, 

Green, Sicree & King, 2004). Eleven years later, 2011, the number had almost doubled. 

Sixty-two million out of India’s total population of 1.2 billion had diabetes and over 77 

million had prediabetes (Joshi et al., 2012). By 2030, 87 million people in India are 

expected to suffer from diabetes, continue Joshi et al.. More than one in ten living in the 

Indian state of Tamil Nadu suffers from diabetes (Anjana et al., 2011). The prevalence of 

diabetes there is 10.4 percent and for prediabetes 8.3 percent (ibid.). The prevalence in 
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the whole of India is 9 percent compared to 4.2 percent in Sweden and 8.1 percent in the 

world (The World Bank, n.da). 

 

There is also a ticking time bomb, since many Indians with diabetes are still undiagnosed. 

In Screening India’s Twin Epidemic [SITE] study, 7.2 percent of the patients turned out 

to suffer from diabetes though they were unaware of it (Joshi et al., 2012). In an 

epidemiological study of a representative population in Chennai, capital of the state of 

Tamil Nadu, the prevalence of undiagnosed diabetes was 9.1 percent (Mohan et al., 

2007). Despite the efforts to inform the Indian public on health and risk factors, the 

common knowledge on diabetes was very low. Twenty-five percent of Indians living in 

urban areas did not even know the disease existed, and less than 50 percent knew that it is 

preventable (ibid.). 

 

India has undergone an urbanisation in the last two to three decades and very quickly 

gone from a developing country to a lower middle-income country, explain Mohan et al. 

(2007). The growing middle class in India has adopted many of the behaviours that 

increase the risk of developing type 2 diabetes. A mostly vegetarian diet has been 

replaced by fast food and food high on carbohydrates, calories and processed fat (ibid.). 

The rising prices on food, such as vegetables and meat, have also resulted in a bigger 

proportion of rice, rich on carbohydrates, in the Indian cooking (The World Bank, 2011). 

But quite contrary to most Western countries, the healthy food is still cheaper than 

groceries that a person with diabetes should avoid (ibid.). Many Indians nowadays lead a 

sedentary life with physical inactivity (Mohan et al., 2007). Moreover, Indians have a 

genetic predisposition for developing type 2 diabetes, due to an increased insulin 

resistance caused by metabolic abnormalities (ibid.).   

 

1.4 The Indian health care system  

The Indian health care system is staggering to meet the needs caused by diabetes, as well 

as other diseases. The burden of disease is double since there is a rise of both infectious 

diseases and NCDs, write Wennerholm, Muranyi Scheutz and Zaveri-Roy (2013) and 

state that the public health care sector in India is extremely under dimensioned. The 

Indian government’s total spending on public health care in 2011 was 1.1 percent of GDP 

(Wennerholm et al., 2013). Including the private sector, the total health expenditure was 
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3.9 percent of GDP, according to The World Bank (n.db). Sweden, by comparison, had a 

total health expenditure of 9.4 percent of GDP in 2011 (ibid.).  

 

The lack of capacity at government clinics and hospitals, in the form of shortage of 

doctors, nurses and hospital beds, has made patients more dependent on private health 

care (Wennerholm et al., 2013). Public health care is free as opposed to private. As of 

yet, one out of four Indians has health insurance since the health insurance system is not 

fully developed (ibid.). Consequently, many patients run the risk of being driven into 

poverty, while others refrain from seeking help.  

 

There are efforts to improve the strained situation. Most of the interventions in the 

government’s latest five-year plan are aimed at structural changes, legislation and 

financing (Health Division Planning Commission, 2012). One of the main strategies is to 

strengthen tertiary care (ibid.). Preceding the tertiary level of care is primary and 

secondary levels, at which patients with type 2 diabetes mainly get their treatment 

(Boström et al., 2012). Moreover, if diabetes is well managed patients might never have 

to enter tertiary care (ibid.).  

 

To cope with the pressure that the diabetes epidemic inflicts it is vital to focus on and 

improve the quality and efficiency of nursing care as well as the health care system 

(Boström et al., 2012). Improvements are dependent on access to relevant data 

(Wennerholm et al., 2013). There is still no national register for diabetes in India to 

measure and evaluate the quality of the care, even though there are plans to initiate one 

(ibid.). 

 

1.5 Existing research on diabetes nursing care 

Research within the nursing care field in general contributes to develop health and health 

care (Willman, Stoltz & Bahtsevani, 2011), hence research also within the field of 

diabetes nursing care is needed for improvement of the care. Treatment and management 

of diabetes is heavily dependent on the quality of the diabetes nursing care 

(Socialstyrelsen, n.d). Furthermore, the nursing care to patients from other cultural 

contexts has to be given with consideration to the patient’s beliefs and values (ibid.).  
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Patient empowerment and education of self-management for patients with diabetes have 

been found to improve both control of the disease and the health outcome (Wallerstein, 

2006). Most research on nursing care, self-care and empowerment of patients with 

diabetes is made in a Western context, adjusted to Western conditions and values. Studies 

concerning patients of a different origin than European or American often deal with 

problems being a minority group in a Western context (Fleming & Gillibrand, 2009). 

African and South Asian patients are usually found to lack in compliance and to benefit 

less than the majority population from the diabetes nursing care they are offered, leading 

to an inadequate ability to perform self-care. This discrepancy is connected both to 

socioeconomic factors, religion and cultural aspects (ibid.).  

 

1.6 Cultural aspects 

South Asian societies are collectivistic rather than individualistic, with a strong focus on 

the family (Lawton et al., 2008). The families are often extended and members rely on 

each other to a vaster extent than in Western cultures (Helman, 2007). India is a diverse 

society with many religions. About 80 percent of the population are Hindus and 13 

percent Muslims, according to a census in 2001 (Government of India, 2011). There are 

also many Christians, Buddhists and Sikhs living in India (ibid.). Religious views 

sometimes affect the perception of diseases, causes and treatments (Fleming & 

Gillibrand, 2009). Religions for example stipulate periods of fasting and eating of certain 

types of food (ibid.).  

 

2. Problem definition 

A successful management can help a patient with type 2 diabetes to lead a normal life, 

though it requires active participation from the patient on a daily basis. An important part 

of nursing care is consequently to empower the patient to perform self-care. Thus, the 

nursing care has to be adjusted to each and every individual’s values and believes. India 

has been exceptionally hard struck by the diabetes epidemic that the world is facing. 

There is, however, a lack of research on nursing care concerning patients with type 2 

diabetes in an Indian context. There is need for knowledge on how self-care and 

empowerment are implemented to patients with type 2 diabetes in India.  
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3. Objective 

The aim of this study is to describe the nursing care, focusing on self-care and 

empowerment, provided to patients with type 2 diabetes at a private diabetes clinic in 

India. 

 

4. Method 

The study was performed as an interview study with a qualitative approach, in order to 

understand how health care professionals experience the nursing care they give. 

Qualitative method has a holistic approach and is appropriate when endeavouring to get 

an understanding of the whole (Polit & Beck, 2010).  

 

4.1 Design 

The study design was empirical and had an inductive approach.  

 

4.2 Selection 

The intention was to perform interviews at a diabetes clinic in India, to get a picture of 

how patients with type 2 diabetes are educated, supported and empowered to perform 

self-care. Contact was established with a clinic in Chennai and permission to perform the 

study and interviews was obtained. The nursing care that aimed at self-care to patients 

with type 2 diabetes was performed mainly by diabetes educators [DEs] at this clinic.  

 

The criterion for inclusion of a participant was the ability to understand and speak 

English. Strategic selection was applied to find suitable participants (Danielson, 2012).  

 

The setting of the study demanded a gatekeeper, in order to get access to the possible 

participants and to make the selection according to the inclusion criterion mentioned 

above (Polit & Beck, 2010). The gatekeeper was the supervisor and coordinator of the 

diabetes education department. She was informed about the objective of the study and the 

criterion for selection. Thirteen out of the total 15 DEs available at the clinic were found 

to match the criterion and were invited by the gatekeeper to participate, all of them 

approved. 
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4.2.1 Demographic of participants 

The eleven participants were all DEs, and out of these ten had a master degree in 

nutrition or equivalent. The age range of the participants was 23-38 years, with an 

average age of 29 years. The number of years as a professional varied between three 

months and 17 years, the average was eight years. 

 

4.3 Collection of data 

The collection of data was made through semi-structured interviews with DEs at a private 

diabetes clinic in Chennai, with around 300,000 patients enlisted. It is a multidisciplinary 

clinic with an outpatient department, wards for inpatients, an emergency unit, a surgery 

unit, an obesity clinic, a foot clinic and a research department, all under the same roof. 

The DEs are involved in the nursing care of patients at the out patient department, at the 

wards and at the obesity clinic.  

 

A semi-structured interview guideline was developed prior to arrival at the site for study 

and tested on four diabetes specialist nurses in the Stockholm area, to narrow the 

guideline and clarify the objective. The interview guideline (Appendix 1) was revised 

three times before departure from Sweden and once at site it was revised a final time. The 

guideline was divided into three parts: general, self-care and empowerment, and feelings 

and thoughts. There were ten main questions with follow up questions, used as starting 

aids and to avoid misunderstandings. When the participant brought up topics from the 

interview guideline, the questions concerning this were not asked. The guideline was not 

shown to the gatekeeper or the participants.  

 

A total of 13 interviews were made, two of them were excluded due to language 

confusion. Out of the eleven interviews used in the study, nine were conducted in a 

separate classroom at the clinic and two took place in the office of the participants. An 

administrator at the clinic arranged with the classroom used during the interviews.   

According to the gatekeeper the interviews were to be performed during office hours, the 

point of time for each interview was adjusted due to the daily workload. The duration of 

the interviews were not affected. In the beginning of each interview the participants were 

informed that participation was voluntary, that the DEs could end the interview at any 

time, that it would be recorded, how the authors would use the material and that the DEs 

would be sent the finished study. The participants were also asked to switch off their cell 



 

9 

phones. Before starting the interview, the participants signed a letter of consent 

(Appendix 2) with information about the study and the authors’ contact details.  

 

The first three interviews were performed by one of the authors, the latter ten were 

performed by both. The authors alternated between interviewing and observing and at the 

end of each session the observer was invited to ask complementary questions. The length 

of the interviews was between 20 and 38 minutes, average was 26 minutes. The 

interviews were transcribed and transcriptions were made verbatim to facilitate the 

analysing.  

 

4.4 Analysis of data 

A qualitative content analysis was used as a method of analysis. The analysis was 

focused on the manifest content, meaning what was actually said, and not on latent, 

underlying messages (Lundman & Hällgren Graneheim, 2012). Conducting a qualitative 

content analysis is about breaking down data into its smallest building blocks and then 

using them to reconstruct something new (ibid.).  

 

Initially, the interviews were printed in three copies, one each for the authors and one 

copy to work on together. Each interview was then read twice by the authors 

individually. The purpose was to maintain an open approach, not narrow the perspectives 

at this stage. The first reading gave an overall impression of the unit of analysis. During 

the second, sections of text that seemed to be connected to or answered the objective of 

the study were highlighted. Comments and keywords were written in the margins. 

Secondly, all the highlighted parts and the comments were compared and reflected on by 

the authors together, to make sure there was a mutual understanding. Working together, 

units of meaning in all the interviews were identified and marked in the third copy of the 

transcribed interviews. The units of meaning had a bearing on or provided an answer to 

the objective. A total of 221 units of meaning were identified and cut out from the third 

paper copy of the interviews, as well as inserted in Excel (Table 1). In order to make the 

material more manageable, the authors condensed the units of meaning, while still 

preserving the original meaning. Four interviews were condensed in collaboration to 

ensure a uniform way of doing it. The remaining seven interviews were condensed 

individually, discussing interpretations whenever hesitating. Subsequently, the condensed 

data was further abstracted into 40 codes, reflecting on the meanings and working 
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together. The purpose was to lift the meaning to a higher level of abstraction. The coding 

also enabled a new perspective of the analysis. Whenever needed the authors returned to 

the unit of analysis to confirm the context. The codes were then sorted into categories, 

related to their meanings. All codes were fitted in to categories; however, each code was 

listed only once. 

 

Table 1. Example of analysis process 

 

 

 

Unit of meaning Condensed Code Sub 

category 

Main 

category 

“…they will not be willing to change their 

diet patterns and the exercise. So these 

kinds of patients we will be sending to the 

counselling first. So after that they will 

come back to us, we will talk to them. We 

will do our very best and tell them it’s all 

in their hands.” 

If patients are 

not willing to 

change they 

get 

counselling, 

afterwards we 

do our best 

and tell patient 

it is their 

responsibility. 

Handing over 

responsibility 

C
re

a
ti

n
g

 f
o

u
n

d
a

ti
o

n
 f

o
r 

n
u

rs
in

g
 c

a
re

 i
n

te
rv

en
ti

o
n

s 

N
u

rs
in

g
 c

a
re

 i
n

te
rv

en
ti

o
n

s 

“...we never threaten the patient. We don’t 

say your kidney is gone, your eye is gone 

(…) Nothing to worry, it CAN be 

controlled, but what you have to do is you 

have to control your diabetes. Only 

diabetes control is going to reverse these 

complications.”  

We never 

threaten the 

patient about 

irreversible 

complications, 

instead we tell 

them not to 

worry and that 

they can 

control their 

diabetes. 

Soothing by 

de-dramatising 

“…there is no point in pushing 

information on somebody who is totally in 

denial. So probably give them handouts 

and encourage them to read the handouts, 

what we have given them and come back 

and ask us the next time if they are having 

any questions.” 

If a patient is 

in total denial 

we don’t push 

on 

information, 

we give them 

handouts and 

encourage 

them to come 

back and ask 

questions. 

Awaiting 

patient’s 

preparedness 

“We have to first analyse their complete 

medical history, ok, and their personal 

history, family history. And then we have 

to analyse the anthropometric 

measurements, including height, weight, 

waist circumference.” 

We collect all 

information 

about the 

patients 

concerning 

medical, 

personal and 

family history. 

Collecting 

patient data 
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4.4.1 Nursing Intervention Classification 

To assist the final stage of the analysing process an adjusted version of Nursing 

Intervention Classification [NIC] (Delaware Department of Education, 2006) was used as 

a grid. NIC is a classification system developed by the Center for Nursing Classifications 

and Clinical Effectiveness at the University of Iowa. The purpose of NIC is to facilitate 

documentation as well as structure in research regarding nursing care. NIC includes both 

direct and indirect interventions and also independent as well as interacting nursing care 

(The University of Iowa. n.d).  As a guiding principle to land in a homogenous analysis, 

the authors have used the main areas of interventions as presented in an adjusted version 

by Delaware Department of Education (2006): Nursing care, Counselling, Health 

education and Health promotion/protection.  

 

4.5 Ethical aspects 

Several ethical areas were considered when making the study and the essential ethical 

principles as described by Bryman (2011) constituted a framework. The participants were 

all informed about the purpose of the study and how collected data would be used. A 

letter of consent was provided and signed by the participants before the interview. All 

participants were informed that they had the choice to withdraw their consent. This 

information was given both orally and in written form at the time of the interview. Also 

the Declaration of Helsinki highlights the importance of the participants’ informed 

consent (World Medical Association, n.d).  

 

The interviews made out the units of analysis. Only the authors handled the raw data. 

During transcription phase, the interviews were marked with numbers, to enable 

separation of origin. The participants were informed about the confidentiality and that the 

data would not be used for other purposes than the current study. No one but the authors 

got to attend the interviews, listen to the recordings or see the transcriptions. 

Confidentiality was remained when presenting the results. When using descriptive tables 

and quotations, no personal data or number of interview was shown, to guarantee 

confidentiality. Quotations that could be linked to the origin were not used as examples 

in the results.  
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5. Results 

A number of interventions that aimed at empowering the patient and promoting self-care 

was found. One core category was revealed, Comprehensive approach, and it served as a 

prevailing attitude in four main categories and eight sub categories that were also found 

(Table 2). The main categories were Nursing care interventions, Counselling, Health 

education and Health protection. 

 

Table 2. Core, main and sub categories  

Core category Main category Sub category 

 

C
o
m

p
re

h
en

si
v
e 

a
p

p
ro

a
ch

 

 

Nursing care 

interventions 

 Creating foundation for nursing care 

interventions 

 Carrying out nursing care interventions 

Counselling  Creating foundation for counselling 

 Interacting counselling 

 Extended counselling 

Health education  Anticipatory guidance 

 Education 

 Developing education 

Health protection  
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5.1 Comprehensive approach 

A core category that permeated all other categories was revealed (Figure 1). It was the 

basic values upon which the DEs based their nursing care interventions, counselling, 

health education and health protection. To ensure a safe self-care management of 

diabetes DEs promoted a comprehensive approach. 

“It is all together, like your five fingers in a hand. Medication could be one finger, 

your diet would be another, your fitness would be the third, diabetes education 

and awareness would be the fourth and stress management would be the fifth. So 

all together is how you going to be able to manage diabetes. Single finger alone is 

not going to be able to do the job, it has to be together, it is a teamwork.” 

 

 

Figure 1. Core and main categories 

 

5.2 Nursing care interventions 

The nursing care given to patients with type 2 diabetes consisted of practical measures as 

well as emotional tools and advice. A favourable foundation was created to facilitate the 

nursing care interventions.  

 

5.2.1 Creating foundation for nursing care interventions 

Patient data concerning psychosocial aspects of the patients’ lives, such as family and 

financial situation and stress level, was collected to be able to adjust interventions 

individually. If a patient wanted to keep fasting for religious reasons she or he got 

individualised advice. 
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"...we just ask them to contact the doctor, check their blood sugar value and 

motivate them how to be on the fasting state..." 

 

Patients were told that diabetes is not a disease, just a disorder. Another way of de-

dramatising was to tell patients not to focus on undesirable results but to make a fresh 

start. No interventions were pushed on patients who were in denial or for some other 

reason were not prepared to take on self-care. Instead they were given written 

information and were encouraged to come back with questions. The DEs tried to walk 

alongside the patients to encourage them to move on. 

“ We understand where they are, we let them be where they are and handhold 

them into moving ahead in the phases and help them manage it...”  

 

It was made clear to the patients that the responsibility for managing the disease was their 

own. 

“Definitely 100 percent, it is all in their hands. The only thing we can just 

motivate them, we can just tell them, we can just guide them. But they have to do 

the practical so we just tell.” 

 

5.2.2 Carrying out nursing care interventions 

Among the interventions were practical advices. For example, a patient with stress could 

be suggested to read books, do yoga or meditate. Patients were also provided with 

practical tools. 

"And we also give them an identity card, which talks to them about hypos 

management. It is a diabetes ID card which they can keep in their pocket."  

 

 

Patients were motivated to manage their diabetes by, for example, being told about other 

patients who had done well and led a normal life. Visual aids, like stickers in different 

colours, were also used. If the glucose level was too high a red sticker was pasted on the 

case sheet. When the glucose level came down to normal the sticker was changed to 

green. Benefits were also pointed out. 

“We will...will show them the levels, how it has come down with only this fifteen 

minutes of walk. Then again tell them that within these fifteen minutes of walk you 

have achieved this. If you do forty-five minutes of walk, definitely your Hba1c will 

improve. Or your LDL, sugars will improve. Like we’ll explain with these 

parameters and then definitely they will accept.” 
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Consequences were also used as a tool for motivating. 

“Then we’ll explain the cost of the treatment also, if you are not doing the walking, 

in your later life what will happen in your diabetes? And what will happen with 

your heart pounding capacity? Everything we will explain, then they will… Oh, we 

have to do a hard thing, we have to save the heart, to save the pancreas.... Then 

they will get started.” 

 

At times patients were given instructions, more like orders. They were told that it was 

compulsory to follow diets and instructions.  

”...based on the dietary pattern I have collected I’ll modify and tell them that 

healthy changes. So give them the target goals, what they have to achieve when they 

come for the next visit.”  

 

5.3 Counselling 

Counselling was used as a means to help the patients in their management of diabetes, 

with a focus on the needs, problems and resources of each individual, including their 

support network.  

 

5.3.1 Creating foundation for counselling  

The patient’s interest, mood and level of awareness were first evaluated, as well as the 

patient’s possibilities to make changes with regard to her or his family situation. To make 

angry or stressed patients calm down the DEs let them express feelings.  

“First patient they will come, so first we will invite with a smiling face (Shows big, 

warm smile). First, first of all...we will concentrate on this. Maybe we are getting any 

of the stress, maybe we are getting any other home problem, means don’t like that. So 

first patient must know (inaudible). So first is inviting, smiling face.” 

 

In order to create a trusting relation the DEs made sure each patient saw the same DE as 

often as possible. Personal information was noted in the case sheet to be able to ask about 

the trip to Delhi or to show empathy about the uncle that had died. The length of a 

counselling session was adjusted to each patient’s needs and varied from ten minutes up 

to two hours. 

 

5.3.2 Interacting counselling 

All counselling was based on the individual’s life conditions, worked out in collaboration 

with the patient. Instead of telling the patients what and how they should do, DEs made 
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suggestions that were discussed with the patient. A special tool, a conversation map, was 

used to make the patients come to own conclusions and thereby increase their self-

awareness. Working together, difficulties and strengths to perform self-care were 

identified as well as setting individual goals. The idea was to create a team with the 

patient. 

” It’s a kind of teamwork, it’s not like that who has the bigger responsibility. The 

patient, he has to, like he has to coordinate well with the doctor, with the dietician 

or the diabetes educator.” 

 

A lot of effort was also spent on making the patient commit to self-care and to become 

independent of others. 

”Learning to take insulin, inject by themselves, helping with their day-to-day 

activities, instead of depending on any servant, maid or anything they themselves 

can do any work, ok.” 

 

5.3.3 Extended counselling 

Often the family was involved in the counselling. If the patient was young or there was 

some sort of misunderstanding in the family DEs extended their counselling to assist. 

DEs interfered if the family was not supporting the patient in managing the diabetes, for 

example if the person that did the cooking for the family refused to replace white rice 

with brown rice.   

“Like we can ask and give a family counselling. And make the patient’s family to 

support the patient. Counselling is a way or we can telephone and talk with them. 

Or...patients can be counselled how to make the family adjustable to him...”  

 

5.4 Health education 

Patients were educated on all aspects of diabetes self-care, both individually and in 

groups. The aim was to facilitate a voluntary change of lifestyle.  

 

5.4.1 Anticipatory guidance 

In order to prepare the patient to face the challenge of making the necessary behavioural 

changes DEs informed the patients about what was going to happen.  
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”…so first compromising the patient: This is my process, sir. We’re doing it this 

way only. New patients means sometimes more time taking. So compromise first, 

so; then will do my job, starting my history. After that time only we will do.” 

 

5.4.2 Education 

First, all patients were invited to a group lecture to give them a comprehensive 

understanding of what diabetes is, how it can be managed by diet, exercise and 

medications and about complications. Knowledge was considered a prerequisite to 

perform self-care. 

"They have to know everything about the diabetes, in and out of diabetes. That is 

how to monitor the blood sugar, what are the diets to be followed, what not to be 

followed, about the exercise, about the stress management, about the medicine, 

about the insulin, everything they must know. So unless they, until they know all 

these things, definitely they can not manage their diabetes." 

 

There was a lot of focus on education about diet and why it is so important in the 

management of diabetes. Patients were individually educated about what and when to eat 

as well as what they should avoid. The information was adjusted to the patient’s level of 

education. Well-educated patients were taught about glycaemic index, while less 

educated got more of orders and no explanations:  

"Don’t take this, do take this, like that we will explain and they will accept 

because they don’t want to learn further also since they are illiterate." 

 

Patients were taught about the importance of exercising, with a focus on walking and 

motivation to do it. For personal exercise programs, patients were referred to a fitness 

instructor at the clinic. Weight management and motivation were other parts of the 

education. 

 

DEs educated about complications and how to avoid them, for example wearing well-

fitting shoes and inspecting their feet for wounds or blisters. Medication was another part 

of the education, with special focus on insulin. Patients were educated about the role of 

insulin and the DEs demonstrated how it should be administered. Dosage adjustment was 

also taught to help patients handle symptoms of hypo- and hyperglycaemia. 
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5.4.3 Developing education 

Patients were asked to fill in feedback forms about the education to make sure they had 

understood all the information, whether they found it useful and to keep the information 

updated.  

"Like whether they have understood, how they felt about the lecture program, was 

it useful or any changes has to be made. For the...to make them...more satisfied, 

we get this feedback on a regular basis." 

 

5.5 Health protection 

In order to make sure that patients could control their diabetes through self-care, for 

example by monitoring their own blood glucose levels, they were checked up by DEs. 

The case sheet was often used as a tool to follow up if patients adhered to their diet or if 

they were losing weight as planned.  

”We check to see if patients are following our advice on medications, walking 

and dietary. We compare to previous visit and ask if they follow.” 

 

 

6. Discussion 

6.1 Discussion of method 

6.1.1 Strengths and weaknesses using qualitative method 

The decision to make an empirical, qualitative study was taken since the intention was to 

get a picture of the nursing care, focusing on self-care and empowerment, provided to 

patients with type 2 diabetes. A qualitative method enables an understanding of 

wholeness and the data is not possible to measure in a quantitative manner (Polit & Beck, 

2010). There is no right or wrong answer, because the answer describes the reality as it is 

experienced by the participants (Henricson & Billhult, 2012). Nevertheless, the 

researcher is always a tool in her- or himself and it is impossible to conduct research 

completely objectively and the transferability might therefore be somewhat unreliable 

(ibid.).  

 

6.1.2 Discussion of selection 

Initially, the intention was to interview nurses at a diabetes clinic in Chennai. It turned 

out that, at this clinic, the nursing care to patients with type 2 diabetes concerning self-

care and empowerment was performed mainly by DEs. Hence there was a shift of focus 

from nurses to DEs. It is part of a strategic selection to match the questions of research to 
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the selection of participants, in other words to interview those who have the relevant 

information (Bryman, 2011). The switch was approved of by the clinic and did not affect 

the design or objective of the study.  

 

The setting of the study demanded a gatekeeper to get access to the participants. In this 

case the gatekeeper was the supervisor of the DEs, hence the participants had all been 

invited by their immediate manager. Being asked by their boss might have led to a 

feeling of being obliged to participate (Pilhammar, 1996). This might have resulted in 

reluctance towards the authors. It may also have nourished the thought that the supervisor 

would get to know what they have said during the interviews (ibid.). To balance these 

disadvantages every interview started with detailed information on the objective of the 

study, that participating was voluntary and that the content of the interviews as well as 

the DEs identities would be handled with confidentiality.  

6.1.3 Discussion of collection of data  

Semi-structured interviewing was chosen since it is a method suitable to collect data to 

understand a phenomenon (Danielson, 2012). Willman et al. (2011) argue that 

interviewing is the best method when the aim is to describe people’s experiences, 

feelings and thoughts. The questions do not have to be identical in every interview 

setting, nor does the order of the questions (Polit & Beck, 2010), and the interviewers 

were therefore free to comply in the interviews and add follow-up questions in case the 

participant brought up a subject relevant to the study. 

 

The four test interviews in Sweden and one at the clinic in Chennai were performed to 

revise the questions so that they would give an answer to the objective and thereby 

strengthening the validity of the study. Moreover, the Swedish and Indian contexts were 

not entirely comparable and some questions were revised accordingly. Danielson (2012) 

recommend test interviews to make sure the questions are adequate and that the estimated 

duration for each interview is enough.  

 

Most of the interviews were conducted in a quiet classroom located in a building next to 

the clinic. Two of the interviews were performed in an office in the obesity clinic during 

office hours. That resulted in several interruptions by phone calls and colleagues coming 
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in. The participants were astonishingly good at keeping focus and the answers were 

picked up beautifully where broken off. The transcriptions made visible that the contents 

of the interviews was not affected and therefore possible to use in the study. 

Nevertheless, the disruptions most probably affected the rhythm, direction and outcome 

of the interviews. Danielson (2012) states the importance of a setting controlled by the 

interviewers, but with a reservation for when the setting is a clinic, where there is need 

for adaptability (ibid).  

 

The authors conducted the interviews together, shifting between interviewing and 

observing. At the end of each interview the observer asked complementary questions, to 

ensure no aspect was forgotten. No interpreter was used since that might affect the 

content of the interviews (Entrena, 2013). Out of 13 interviews language confusion 

resulted in the exclusion of two. The exclusion did not affect the range of ages or number 

of years as a professional, data saturation was satisfactory all the same.       

 

6.1.4 Discussion of analysis of data 

Qualitative content analysis was made, as it is an appropriate method when making open-

ended analyses of texts, where participants describe their experience of a certain 

phenomenon (Lundman & Hällgren Graneheim, 2012). Application of the NIC model as 

a grid did facilitate the analysing, mainly by using the descriptions of the main areas of 

interventions (Delaware Department of Education, 2006) to create main categories. 

Whenever hesitating about which category a code belonged to the authors went on to 

check the NIC description of the activities listed under each main area, to make sure it 

was placed in the right category. However NIC, being a classification of interventions, 

was at times lacking to describe codes with content related to empowerment. To be able 

to manage that shortage the authors created a core category. The use of the NIC model 

ought to be seen as a guarantee to secure the transferability. If made in a similar context 

under similar conditions the study would be possible to repeat. 

 

The authors’ preconceptions as well as pre-knowledge have influenced the conduction of 

the study. Even the definitions of the concepts self-care and empowerment derive from 

another cultural context than the Indian. The authors have been aware of this fact and 

have tried to preserve an open mind when collecting and analysing data, as described by 
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Pilhammar (1996). Nonetheless, preconceptions do affect the reliability of the study 

(Lundman & Hällgren Graneheim, 2012). For example, the authors might have focused 

on certain aspects of the results just because they were unfamiliar to them. On the other 

hand, a different cultural perspective has served as an asset in the sense that seemingly 

obvious answers, thoughts and opinions have been possible to question.  

 

6.2 Discussion of results 

The nursing care at the clinic is targeted on empowering patients to self-care, with a 

focus on practical measures. The Comprehensive approach towards the patient, the 

disease and the health team is a core, imbuing all interventions and activities performed 

by the DEs.  

 

6.2.1 Comprehensive approach 

There is a mutual perspective among the DEs that permeates the whole nursing process 

around the patients with type 2 diabetes, be it practical advice, counselling or education. 

It can be described as a comprehensive or holistic approach towards the patient, seen as 

one whole of body, mind and spirit. Diabetes as a disease is also viewed as a unity, 

consisting of symptoms, causes, treatments and complications. So are all health workers 

around the patient. As one DE explained, they see the care as the five fingers in a hand, 

everyone is working together and no one is more important than the other. This 

perspective is the foundation on which DEs base all their work and it is in alignment with 

the foundation of nursing care values. The values stipulate that all human beings have 

equal rights to proper nursing care (Swedish Society of Nursing, 2011). So do all parts of 

a patient, sprit and soul as well as the body, the family as well as the individual. This 

comprehensive approach is often stressed as essential to empower patients (Todd & 

Ladon, 1998). There is however a wider aspect of the holistic perspective, addressed by 

Virginia Henderson (Yamamoto Furukawa & Swartz Howe, 2002). She raised a concern, 

pointing to a lack of collaboration among health care workers, patient and the patient’s 

family. The nursing process stresses the nurses’ independent function rather than the 

collaborative, stated Henderson (ibid.). Doctors and medicine are often described as 

something opposed to nurses and nursing, in research on nursing care. Sometimes the 

health team workers are even described as opponents in a struggle for power, as for 

example when the ideal organisation for diabetes care is discussed and the two models 

are presented as nurse-led versus physician-led care (Jutterström, Graneheim, Isaksson 
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and Hörnsten, 2012). When describing what perspective to build on for an ideal diabetes 

management a comprehensive perspective is presented as the opposite of a biomedical, 

presenting them as incompatible (ibid.). The results of the present study show that this 

view is not given by nature. The DEs work together with patients, families, doctors and 

others involved in the care. By adopting this extra dimension to the comprehensive, or 

holistic, approach the prospect to empower the patient might be enhanced.  

 

6.2.2 Nursing care interventions 

The DEs’ interventions and practical advice to patients are often planned and performed 

with consideration to the patient’s life situation, culture and religious beliefs. When 

planning the dietary advice DEs make allowance for the likes and dislikes of each 

patient, patients can even make own requests. For example Muslim patients that want to 

keep fasting during Ramadan are assisted to adjust their medication and diet advice. An 

Australian study with Muslim patients with type 2 diabetes showed that they had trouble 

to make health professionals understand or even listen to their wish to keep fasting 

(Peterson, Nayda & Hill, 2012). As a result, the patients did not tell or ask the health 

professionals for advice on fasting, but went on doing their own medication and diet plan 

(ibid.). Similarly, Muslim patients with diabetes in a British study (Hill, 2006) were 

advised to abstain from fasting during Ramadan by health personnel that did not know 

that it is more or less compulsory according to Islam. The result was that many patients 

disregarded the advice and went on fasting without assistance, running the risk of a poor 

glycaemic control and complications (ibid.).  

 

It is important to meet a patient’s wish to live in accordance with religious beliefs, culture 

and values to make them willing to take on self-care (Robertson, 2012). If health 

personnel actively listen to the needs and preferences of each individual patient and 

adjust their advice, the patients gain tools to allow them to make lifestyle changes by 

themselves.  

 

There is a somewhat paternalistic attitude towards the patients, as the DEs sometimes 

dictate what patients should do or not do. They tell, without explaining why or inviting 

the patients to take part in the decisions. The patients are expected to obey the 

instructions. It is obvious to the authors that the DEs in this course of action have the 

patients’ best in mind, driven by the conviction that the health outcome is the main 
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objective. Similarly, the nurses in a British study only offered the patients shared 

decision making in certain aspects of the care and when doing so the range of choice for 

the patients were limited (Upton et al., 2010). The nurses were found to use shared 

decision making as a tool to increase adherence and improving patients’ outcomes. The 

nurses, as well as the DEs in this study, were convinced that maximum health outcome 

can only be ascertained by making use of their professional knowledge and skills, even if 

that means restricting the patients’ possibilities to play an active role in decision making 

and planning the care (ibid.). This authoritative approach does not match well with the 

cornerstones of patient empowerment, as described by Johnson (2011). The health 

provider must acknowledge, foster and respect the patient’s autonomy in a collaborative 

process (ibid.). There is however another side to the empowerment process, mentioned 

by Rønnaug, Lien, Botten and Wandel (2005), as it has resulted in a shift in balance of 

power between health staff and patient towards a more symmetric relationship. 

According to an ethical code for nurses, the relationship has to be asymmetrical as the 

reason for the encounter is the patient’s need for care (Swedish Society of Nursing, 

2011). One side effect of when patients, in a true empowerment spirit, are educated to 

make their own decisions and even question instructions and advice may be poor 

compliance (Rønnaug et al., 2005). The patients must also be able to judge the credibility 

and expertise of the health provider to know when to trust and when to challenge 

(Johnson, 2011). It seems to the authors that the process of empowerment needs an act of 

balancing between teaching the patients independence and supporting them by using 

professional skills, sometimes tipping over either way.  

 

6.2.3 Counselling 

Many patients depend on family members or servants to inject insulin and prepare their 

food, according to DEs. The counselling accordingly has a strong focus on promoting the 

patients to become more independent. The feeling of being in control is the main factor 

that influences the patients’ ability to self-care (Murphy, Casey, Dinneen, Lawton & 

Brown, 2011). This discrepancy can be related to living in a collectivistic, rather than 

individualistic, society where family bonds are strong. As a consequence the DEs often 

extend their counselling to include spouses, children and other family members.  

 

Family involvement can be a supportive as well as a complicating factor when promoting 

self-care and empowerment for people with type 2 diabetes. In the South Asian 
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household it is the woman that is the main caretaker for the children, parents and the 

extended family (Hill, 2006). If she lacks in knowledge it can have impact on family 

members with diabetes (ibid.). One DE describes how she had to ask a male patient with 

type 2 diabetes to bring his wife for counselling. The reason was that she refused to 

exchange the white rice for more healthy brown rice, as she believed that her husband 

needed the carbohydrates in the white rice. Cultural aspects like these are important to 

consider when promoting self-care and empowerment, wherever in the world one might 

work. It calls for another balancing act to help the patient become independent, while 

preserving the support from the family and not causing split. 

 

6.2.4 Health education 

In diabetes care the stress on diabetes education is strong and the pursuit to make the 

patients increase their knowledge is going on steadily. Murphy et al. (2011) argue that 

understanding is elementary to make proper management possible. However, the heavy 

focus on education cannot stand alone. Unless the patient is willing to learn, the supply of 

education is not very useful (ibid.). A purposeful diabetes education is dependent on the 

patient’s engagement (Schäfer et al., 2013). Nevertheless, education is essential to all 

patients with type 2 diabetes and will increase the possibility of self-care (ibid.). Murphy 

et al. (2011) show that patients lack knowledge on insulin mechanism, as well as 

mechanisms of the body prior to receiving education. The patients express a sense of 

empowerment by getting education and gain understanding (ibid.).  

 

The dietary education is adjusted to the patient’s level of knowledge and capacity of 

understanding. Less educated and illiterates are not given explanations due to this, 

whereas well-educated patients receive detailed education on diet. The idea of adjusting 

the level of education is argued by Robertson (2012), who doubts that health education is 

likely to succeed unless adjusted to the patient. In a study by Søberg Finbråten and 

Pettersen (2012) about how diabetes specialist nurses experienced their patients’ level of 

knowledge in correlation to the education given, the results emphasised the significance 

of adapting the level and orientation of the education according to each patient. Diabetes 

education is one of several ways to empowerment, hence barriers to assimilate education 

are very relevant to consider. Abdoli, Ashktorab, Ahmadi, Parvizy and Dunning (2011) 

identify illiteracy as a main barrier to empowerment since the education seldom is 

adjusted to these patients. Moreover, Abdoli et al. state that the health care professionals 
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have to consider illiterate patients abilities and be innovative in finding other ways to 

educate them. A study that evaluates alternative education strategies for Moroccan 

immigrants in Spain, of whom many are illiterate or low educated, shows that education 

to the patient is essential (Jansà, Diaz, Franch, Vidal & Gomis, 2010). Interventions often 

are designed to fit patients that are literate and easily can understand given information 

(ibid.). Baradaran and Knill-Jones (2004) identify the same issue in a study conducted in 

Scotland. They call for educational interventions especially fitted for low educated and 

illiterates. Several interventions are already being used worldwide, using pictures instead 

of texts is one of the more common and is referred to as pictographs. Choi (2011) 

evaluates the efficiency of using pictographs in the care of illiterate and low literate older 

patients, and argues that pictographs ought to be a sufficient tool in any health 

educational situation. In conclusion, none of these studies indicate that illiterate or low 

educated patients are less willing to get an in depth education and gain full understanding 

of the impact of diet.  

 

7. Conclusion 

The main finding of this study implicates that a comprehensive approach is enriching 

when empowering patients to perform self-care. The comprehensive approach permeated 

all levels and areas of the nursing care provided to patients with type 2 diabetes by DEs 

at a diabetes clinic in Chennai. It affected how practical advice and educational level was 

adjusted according to the patient, as well as how patients were enabled to fast during 

Ramadan. The nursing care empowered patients to administer self-care, but was formed 

according to existing societal structures and values. Empowerment can appear in many 

guises depending on culture and context. Thus, it is merely the means that differ, the end 

is universal.  

 

8. Relevance for clinical practice 

The comprehensive perspective on type 2 diabetes as a disease, the patients and the 

health team that was found to be permeate the nursing care can hopefully contribute to a 

greater understanding of the concept and importance of self-care and empowerment 

regarding these patients. Furthermore, the results may not necessarily be limited to 

nursing care of patients with type 2 diabetes but serve as an inspiration to hearten self-

care and patient empowerment also within other areas of health care.  
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9. Suggestions on further research 

There is need for more research on nursing care of patients with type 2 diabetes in other 

contexts than European and American, as this study shows that the means to 

empowerment and self-care are not the same in all cultural settings. Furthermore, it 

would be valuable as well as interesting with more research on empowerment and self-

care from a patient perspective.  
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Appendix 1. Interview guideline   

1. Personal questions  

 What is your name? Age? Sex? 

 What is your profession? 

 What is your education? 

 How long have you worked at this clinic? 

 

2. General 

 Please describe, shortly, the patients at this clinic.  

Helper: What kind of patients comes here? Age, do for a living, lifestyle, where 

they live etc. (Possible context question which can be removed) 

 Please describe the care that patients with type 2 diabetes are given, here at 

your department?  

Helper: What information about the patients do you collect? Lifestyle, BMI, 

family situation, eating habits, stress, physical activity, use of  

 tobacco/alcohol. 

 What is your role in the care of the patients?  

Helper: Give examples of what you do. What measures are necessary in order to 

provide care for patients with diabetes type 2? Stödord: Insulin, oral medication, 

check weight and measures, talk about diet and exercise, calorie counting, weight 

loss, self monitoring, education, empowerment. 

 Follow up: How do you do it? 

 

3. Self-care and empowerment 

 What can the patient do him- or herself to contribute to their wellbeing? 

Please give examples. 

Helper: Self-help, decision-making, setting goals, weight loss, change of diet, stop 

smoking, start exercising? 

 How do you promote that behaviour? 

Helper: Encouragement, supporting, education, motivation, information, group 

activities, self-confidence, and empowerment.) 

Follow up: Have you got any tools?  

 What do the patients need to know to contribute to the care? 

Follow up: How do the patients get that knowledge? 

 What kind of difficulties do the patients meet? 

Helper: traditions, family, religion and role? Who does the cooking? 

 How much time do you spend with each patient?  

 

4. Feelings and thoughts 

 In your opinion, which is most important: lifestyle or medication? 

 In your opinion, who has the greatest responsibility for the patients’ 

wellbeing? 

Helper: health care sector, patient, doctor, family or someone else? 

 What is the most frustrating part of your work? 

 What is the most satisfactory part of your work? 

 Is there anything you would like to add or change to improve your work? 
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Appendix 2. Letter of consent 

Information to participants 

We, two students at the Red Cross University College of nursing in Stockholm, Sweden, 

are writing our bachelor level thesis. We intend to describe the nursing care given to 

patients with type 2 diabetes in Chennai, India. The study will be based on interviews 

with health professionals and have a qualitative design. 

Taking part in this study is of course voluntary. Each interview will last approximately 

45 minutes and will be recorded, transcribed and analysed by us. Your identity will not 

be revealed to anyone else. All information given will be handled with the greatest 

confidentiality and you may at any time choose to withdraw your participation.   

The information collected will be a part of our thesis and it will be available for the 

public to read through medical databases and at the library of our university. As 

participant you will be offered a copy of our thesis via e-mail.  

Please observe that if you agree to take part in this study it is possible that we may have 

to contact you afterwards for supplementary details.  

If you have any further questions, kindly contact us by e-mail anwehk11@rkh.se or 

anhehk11@rkh.se, or our supervisor Teresa Sörö at teresa.soro@rkh.se. 

 

Best regards, 

Anna Wellton and Anna Helmersson 

The Red Cross University College 

Box 55676 

10215 Stockholm 

+46 (0)8 58751600 

www.rkh.se 

 

 

 

Informed consent from participants 

I confirm that I have been informed about the study and taken part of the above 

information. I am aware of that my participation is voluntary. 

 

Signature: ………………………………………………………… 

Date: : …………………………………………………………….. 
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