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ABSTRACT 
 

There is an observable worldwide trend of rising non-communicable diseases (NCDs) 

that poses both health and socio-economic threats in the 21
st
 century. This has led to a 

projection that the number of individuals with Diabetes Mellitus will continue to 

increase in the years to come. The 2008 Steps report estimates indicate that Zambia may 

be one of the countries with a high Prevalence of non-communicable diseases in the 

world. The annual mortality rate per 100,000 people from diabetes mellitus in Zambia 

has increased by 67.2% since 1990, an average of 2.9% a year. However, the 

experiences and challenges of adults with type 2 diabetes mellitus and how they are 

coping with the condition or what coping strategies are available to them remain 

unknown. The objectives of this study were to explore the experiences, psychosocial 

challenges and coping strategies of adults living with type 2 diabetes mellitus presenting 

at UTH in Lusaka. By means of a phenomenological qualitative study, purposive 

sampling was used to select 28 participants for In-Depth Interviews at UTH‘s clinic 5 

during clinical visits. The study findings show that despite living healthy lives with 

diabetes, most of the respondents reported experiencing weaknesses and frequent 

illness. Complaints ranged from headaches, abdominal pains, hyperglycaemia, heat 

episodes,   etc. 

A few respondents reported having no psychosocial challenges while most of them 

expressed feelings of frustration, stress, depression and anger towards their social 

environment. The results also show that most of the respondents tried coping methods 

such as food combinations that involve the use of millet meal and vegetables, chewing 

garlic and pumpkin seeds. Water therapy, prayer, and medicinal herbs were also 

mentioned as coping mechanisms. Diabetics have a number of physical sicknesses and 

their psychosocial challenges require professional attention. The coping methods used 

by the respondents are emotion-focused and not problem focused as listed in Lazarus 

and Folkman‘s model which may serve as a weakness in diabetic management. In 

addition, social services designed specifically for diabetics are required to help with 

diabetic challenges, strengthen the patients‘ coping efforts and improve their quality of 

life. 

Key words: adherence; A1C; adult diabetes; compliance; psychosocial depression 
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CHAPTER ONE: INTRODUCTION 

1.1 Background 

The global trend of rising non-communicable diseases (NCDs) such as diabetes mellitus 

strongly poses health and socio-economic threats in the 21
st
 century (Tuei et al. 2010). It 

has been projected that the number of individuals with Diabetes Mellitus will continue 

to increase in the near future (WHO, 2013). In a discussion in 2015 by the ‗Disabled 

World‘, Type 2 diabetes mellitus was said to be caused by a combination of factors, 

including insulin resistance, a condition in which the body muscle, fat, and liver cells do 

not use insulin effectively, the body can no longer produce enough insulin to 

compensate for the impaired ability to use insulin. Symptoms may develop gradually 

and can be subtle, some people with type 2 diabetes remain undiagnosed for years and it 

develops often in middle-aged and older people who are also overweight or obese. 

 

Internationally, an estimated 422 million adults were living with diabetes in 2014, 

compared to the 108 million in 1980, which is almost three times the number in 1980. 

The worldwide prevalence of diabetes has nearly doubled since 1980, rising from 4.7 

percent to 8.5 percent in the adult population (WHO, 2016).  In the same 2014, 

the International Diabetes Federation (IDF) estimated that diabetes resulted in 4.9 

million deaths (IDF, 2014), while in 2012, about 1.5 million deaths were attributed to 

diabetes (WHO, 2012), making it the eighth leading cause of death. Type 2 diabetes 

mellitus is the most prevalent and steadily increasing chronic metabolic disorder. An 

estimated 80 percent of people with type 2 are living in low and middle-income 

countries (Olokoba et al. 2012).  

 

Diabetes commonly found among adults (Type 2) makes up about 90 percent of the 

cases (Vos et al. 2012). It affects both men and women equally (Shi and Hu, 2014). 

Four out of five people with diabetes live in low- and middle-income countries. In these 

countries, the disease grows faster and is affecting people at younger ages than typically 

observed in more developed countries (WHO, 2013).  

https://en.wikipedia.org/wiki/International_Diabetes_Federation
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This echoes an increase in associated risk factors such as being overweight or obese. 

Most of the deaths that are attributable to high blood glucose or diabetes occur before 

the age of 70 years and are most frequent in low- and middle-income countries than in 

high-income countries (WHO, 2016). 

 

In Africa, there are approximately 13.6 million people with diabetes. Sub-Saharan 

Africa, counts approximately 7 million people with diabetes. Type 2 diabetes mellitus is 

the most common form of diabetes (90-95%) in sub-Saharan Africa (Tuei et al. 2010). 

As of 2008, estimates indicate that Zambia may be one of the countries with a high 

Prevalence of non-communicable diseases in the world (MOH, 2008).  A population 

based survey conducted in Zambia in 2012 found the prevalence of Type 2 diabetes to 

be 2.1 percent among males and 3.0 percent among females (Nsakashalo-Senkwe et al. 

2011).  

 

Interventions are being implemented worldwide to support type 2 diabetics. For 

example, the International Diabetes Federation (IDF) is leading the way in the search 

for concerted action to tackle diabetes and its complications. The Federation‘s 

BRIDGES (Bringing Research in Diabetes to Global Environments and Systems) 

program is a major achievement in translational research (IDF, 2014). Another example 

involves the diabetes association of Zambia (DAZ) who in October, 2015 started 

research on certain factors of DM in Lusaka, Kafue, Petauke and Chipata districts. 

Diabetes mellitus is known to impede the people and the economies of the poorest 

populations‘ even more than infectious diseases. This represents a public health 

emergency increasing at a slow rate (Ban ki-moon, 2009). The treatment of type 2 

diabetes mellitus requires an appropriate adherence to suggestions for diet, exercise, 

medication and blood glucose monitoring. However, those profound behavioural 

changes are achieved by only a minority of patients in most societies (Wing, 2001). The 

disease is reported to cause stress (Hapunda et al. 2015) and in some cases causes 

depression (Hapunda et al. 2014).  
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Acceptance of disease and adaptation to stress may occur in the course of disease 

evolution and requires the type 2 diabetic patient to comply with treatment guidelines 

and cope with the condition. The control and treatment of diabetes and its complications 

mainly depend on the chemical or biochemical agents, but the fact is that it has never been 

reported that someone had recovered totally from diabetes. The role of stress and adjustment 

including coping strategies in diabetics have been reported in developing countries like 

India (Chouhan and Shalini, 2006) (Garay-Sevilla et al. 2011). However, evidence on 

the experiences and coping strategies among adult diabetic type 2 patients in sub-

Saharan region including Zambia is limited (Azevedo and Alla, 2008). A better 

understanding of coping behavior may induce better strategies for the management of 

diabetes. Given the above background, this work explored the experiences, psychosocial 

challenges and coping strategies of adults living with type 2 diabetes mellitus in Lusaka. 

 

1.2 Statement of the problem 

Type 2 diabetes mellitus is becoming an emerging public health concern in Zambia and 

is a long-term process where patients may have difficulties, mental problems or stress as 

a result of efforts to comply with treatment guidelines (Azevedo, 2008). It is a life-long 

process that is associated with stressful conditions and coping challenges (Garay-Sevila, 

2011). In Zambia, the annual mortality rate per 100,000 people from diabetes mellitus in 

Zambia has increased by 67.2 percent since 1990, an average of 2.9 percent a year. For 

men, the deadliness of diabetes mellitus peaks at age 80+. At 597.2 deaths per 100,000 

men in 2013, the peak mortality rate for men was higher than that of women, which was 

526.5 per 100,000 women. Women are killed at the highest rate from diabetes mellitus 

in Zambia at age 80+ (WHO, 2016). The World Health Organization (WHO) in 2016 

estimated 1710 deaths of both men and women aged 30 to 70+ due to diabetes (WHO, 

2016). A population based survey conducted in Zambia in 2012 found the prevalence of 

Type 2 diabetes to be 2.1 percent among males and 3.0 percent among females 

(Nsakashalo-Senkwe et al. 2011).  
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A major factor in managing diabetes mellitus is good adherence to all treatment 

guidelines; here the person living with diabetes and his/her association with their 

physical and social environment is very vital. Studies have shown that depression is a 

common comorbid health problem among Zambian people with diabetes (Hapunda et 

al. 2014) and many diabetic patients face significant challenges in accessing diagnosis 

and treatments. If left unchecked diabetes may contribute to high mortality and 

prevalence of complications in sub-Saharan Africa (Hall et al. 2011).  In Zambia, efforts 

are being made to prevent diabetic complications and help patients to adhere to 

treatment guidelines.  

 

However, the experiences and challenges of adults with type 2 diabetes mellitus and 

how they are coping with the condition or what coping strategies are available to them 

remain unknown. Studies in Zambia on Type 2 Diabetes Mellitus are scarce leaving a 

gap that needs to be filled in. This presents a paucity of evidence to understand coping 

strategies of type 2 diabetes mellitus patients (Hapunda et al. 2015). This study may 

benefit people living with type 2 diabetes by enabling their understanding of their 

condition when they learn what fellow diabetics experience and how to cope with the 

condition. The study may also benefit various stakeholders in resource provision for 

diabetics because knowing their experiences may expose the needs of these patients to 

concerned stakeholders. 

 

1.3.0 Research Questions 

This study sought to answer the following questions: 

1. What are the experiences and psychosocial challenges encountered by adults 

living with type 2 diabetes mellitus in Lusaka? 

2. What are the coping strategies adopted by adults living with type 2 diabetes 

mellitus in Lusaka?  
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1.3.1 Rationale/Justification 

The coping strategies of adults living with diabetes mellitus in Zambia remain 

unknown. Constantly seeking treatment and engaging in everyday self-care activities 

such as frequent glucose monitoring, following a meal plan, and correctly preparing or 

remembering to take oral medications at the right times can be a source of diabetes-

specific emotional stress. It can also be difficult to follow a regime in times of stress for 

people with diabetes causing problems in relation to adherence to treatment guidelines 

(Lloyd et al. 2008). In Zambia, psychosocial problems such as stress, anxiety and 

depression are common in patients with diabetes. However, evidence on experiences 

and coping strategies of patients with type 2 DM and their compliance to treatment 

guidelines in Zambia are scarce (Hapunda et al. 2015). There is a need to better 

understand the realities of living with diabetes in order to tailor adequate and 

appropriate medical and psychosocial interventions (Griffiths et al. 2007) (Paterson et 

al, 1998).   

 

Many studies outside Zambia have focused on quality of life, patient activation, 

resource utilization or the clinical aspects of diabetes, but there has not been a concerted 

effort to research and address all of these in Zambia. This study will serve as a starting 

point for further diabetic research in the country and intends to inform practice and 

policy on the experiences and challenges tackled by type 2 diabetics which in turn may 

improve the management of diabetes among diabetic patients. 

 

1.3.2 Objectives 

 

1.3.3. Main objective 

To explore the experiences, psychosocial challenges and coping strategies of adults 

living with type 2 diabetes mellitus presenting at the University Teaching Hospital in 

Lusaka. 
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1.3.4   Specific objectives  

1. To explain the experiences and psychosocial challenges of adults living with type 2 

diabetes mellitus with regards to coping with their condition presenting at UTH. 

2. To determine the coping strategies used by adults living with type 2 Diabetes 

Mellitus presenting at UTH. 

1.3.5 Conceptual Framework 
Lazarus and Folkman‘s theory of psychological stress and coping (1980), sometimes 

known as the Cognitive-Relational approach states that the individual and their 

environment are seen as coexisting in a dynamic relationship, where stress is the 

psychological and emotional state that is internally represented as part of a stressful 

transaction (Folkman et al. 1986). In the current study, the individual/s living with 

diabetes is seen to coexist with their environment that is characterized by factors that 

influence blood sugar levels either negatively or positively.  

 

These factors on a day to day basis are suggested to cause a psychological or emotional 

state called diabetes-related stress/distress. The two key concepts in this process are 

appraisal and coping (Cox et al. 2000). Coping is vital because it is important to find out 

how diabetics are managing the stress as a result of their treatment regime in relation to 

their environment. 

 

Folkman et al (1986) describes primary appraisal as the first stage of the appraisal 

process, where encounters are subjectively evaluated to see what is at stake in terms of 

potential risk (Perrewe and Zellars, 1999). Park and Folkman in 1997 wrote that the 

attribution of meaning that individuals give to events, can be framed by existing beliefs 

based on their global meaning. These are enduring beliefs and valued goals, based on 

fundamental assumptions; theories of reality (e.g. religion), self-worth, and life 

experience. They propose that the making of situational meaning is what occurs when 

an individual‘s global beliefs and goals interact with the specifics of a particular person-

environment transition. These are defined by the processes of appraisal and coping.  

 

If a situation is evaluated as potentially stressful, then secondary appraisal occurs (Park 

and Folkman, 1997). In the current study, the potentially stressful situation was reported 
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by respondents in the study. The individual evaluates if the potential harm (stress) can 

be altered, avoided or prevented (Park and Folkman, 1997). This can also be referred to 

as coping.  Potential actions or ways of coping are assessed, informed by past coping 

experience, personality and personal resources. Folkman and Lazarus (1980) suggested 

that coping behaviors could be aggregated into two major categories of coping response: 

problem-focused coping (attempts to cope using more rational problem solving type 

approaches) or emotion-focused coping (emotional-oriented coping approaches) each of 

which are suitable in different kinds of situations. The current study sought to identify 

the coping methods used by adults living with type 2 diabetes mellitus in Lusaka which 

were found to be emotion-focused and not problem focused.  

 

Once possible coping methods are assessed and selected, then the final stage of the 

model occurs, where coping is implemented. The coping methods used by the 

respondents in this study are not so many and implementation is poor. Park and 

Folkman (1997) also suggest that coping is the main method by which incongruence 

between global meaning and situational meaning is managed. A failure to cope 

successfully (from excessive demands or lack of resources) is likely to lead to stress and 

negative health and organizational outcomes (Cox et al. 2000). Lazarus and Folkman‘s 

theory of psychological stress and coping is shown in figure 1 as adapted to this study. 

 

The first box shows demographic and personal factors of the person living with diabetes 

under Lazarus and Folkman‘s personal system. The second box shows an environmental 

system which is represented by lifestyle changes that are made by the person living with 

diabetes. The center circle shows life crises and transitions which in this study were the 

experiences and challenges in the person living with diabetes brought about by the 

correlation between the personal and environmental systems. The fourth circle shows 

cognitive appraisal which determines if stress is present and coping responses that are 

used to cope with the established stress. The last circle shows the state of health and 

wellbeing that is attained after successful coping strategies are implemented; in this case 

it is cardinal to have normal blood sugar levels. This is shown in figure 1 below. 



8 
 

 

 

Figure 1: A conceptual framework of the coping process adapted from Folkman and Lazarus (1980) and Moos and Schaefer 

(1993).
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1.5 Conceptual Definitions 

1. Type 2 diabetes mellitus: Caused by insulin resistance in the liver and skeletal 

muscle, increased glucose production in the liver, over production of free fatty acids by 

fat cells and relative insulin deficiency. Insulin secretion decreases with gradual beta 

cell failure. 

2. Coping strategy/ies: Specific efforts, both behavioral and psychological, that people 

employ to master, tolerate, reduce or minimize stressful events. 

3. Adulthood: A person who is fully grown or of age 
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Epidemiology of type 2 diabetes mellitus 

Type 2 diabetes mellitus is a long term metabolic disorder that is characterized by high 

blood sugar, insulin resistance, and/or relative lack of insulin. It is the result of failure to 

produce sufficient insulin and insulin resistance. Elevated blood glucose levels are 

managed with reduced food intake, increased physical activity, and eventually oral 

medications or insulin (Rosenbloom et al. 1999). In 2013, about 382 million people had 

diabetes worldwide (Shi and Hu, 2014). Worldwide, 3.2 million deaths are attributable 

to diabetes every year. One in 20 deaths is attributable to diabetes; 8,700 deaths every 

day; six deaths every minute. At least one in ten deaths among adults between 35 and 

64 years old is attributable to type 2 diabetes mellitus (WHO, 2004).  

 

The number of people with type 2 diabetes mellitus is increasing in every country with 

80 percent of people with DM living in low and middle income countries (Olokoba et 

al. 2012). Data on prevalence of type 2 DM in sub-Saharan Africa are quite scarce and 

have included estimates of all types of diabetes. However, type 2 DM remains the most 

prevalent, constituting about 90-95 percent of all cases reported (Tuei et al. 2010). 

Diabetes is a condition primarily defined by the level of hyperglycemia giving rise to 

risk of micro vascular damage (retinopathy, nephropathy and neuropathy). It is 

associated with reduced life expectancy, significant morbidity due to specific diabetes 

related micro vascular complications, increased risk of macro vascular complications 

and diminished quality of life (WHO, 2006). 

 

Due to the increase in the number of people with diabetes, a comprehensive and up-to-

date systematic literature review of papers on epidemiological trends and public health 

implications of diabetes in Sub-Saharan Africa was conducted between 1999 and 2011.  

This provided data on diabetes prevalence, outcomes (chronic complications, infections, 

and mortality), access to diagnosis and care and economic impact. The results support 

the fact that Type 2 diabetes is the most common type of diabetes accounting for well 

over 90 percent of diabetes in Sub-Saharan Africa. It should also be noted that diabetes 

is likely to increase the risk of several important infections in the region, including 

https://en.wikipedia.org/wiki/Metabolic_disorder
https://en.wikipedia.org/wiki/Hyperglycemia
https://en.wikipedia.org/wiki/Hyperglycemia
https://en.wikipedia.org/wiki/Insulin_resistance
https://en.wikipedia.org/wiki/Insulin
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tuberculosis, pneumonia and sepsis. Meanwhile, antiviral treatment for HIV increases 

the risk of obesity and insulin resistance. It was concluded that diabetes exerts a 

significant burden in the region, and diabetic patients face significant challenges 

accessing diagnosis and treatment, which contributes to the high mortality and 

occurrence of complications observed (Hall et al. 2011). 

 

2.2 Treatment and Adherence to Type 2 DM 
Initial intervention for type 2 diabetes mellitus is lifestyle changes and metformin. 

Under lifestyle changes, overeating and low levels of physical activity are 

commonplace in many modern societies and are two major factors behind the global 

epidemic of obesity. As overweight and obesity are major risk factors for developing 

type 2 diabetes mellitus, it seems unsurprising that changes in lifestyle such as 

decreased caloric intake and increased physical activity have a positive impact on 

glycemic control and other CVD risk factors (Ryan et al. 2003).   

 

Unless contraindicated or not tolerated, metformin is generally the recommended initial 

pharmacotherapy in combination with lifestyle changes, as it has been shown to reduce 

glycaemia effectively with a low risk of hypoglycemia and no weight gain or modest 

weight loss (Nathan et al. 2009) (Bolen et al. 2007). In current type 2 diabetes treatment 

algorithms, there are over 10 drug classes approved for the treatment of type 2 diabetes 

mellitus in the US. In addition, numerous studies have been carried out with the 

purpose of identifying the best way to manage the disease to minimize the enormous 

burden of its complication given the enormous proliferation of medical evidence and 

pharmacotherapy that has taken place over the past 2 decades (Inzuchi et al. 2012). 

 

The goal of diabetes treatment is to secure a quality of life (QOL) and lifespan 

comparable to those of healthy people, and a prerequisite for this is the prevention of 

onset and progression of vascular complications (Kohei, 2010). Adherence to diabetes 

treatment guidelines has proven difficult due to different circumstances and may lead to 

hospitalization. Poosakew in Thailand aimed to determine the potential risk factors for 

hospitalization due to hypoglycemia among diabetes mellitus patients. He concluded 
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that receiving insulin injection, poor knowledge and self-care of hypoglycemic 

prevention were the best predictors of hospitalization due to hypoglycemia among 

diabetic patients. In short, poor adherence led to hospital visits (Poosakew et al. 2014). 

Non-adherence to drug therapy is also an important cause of treatment failure among 

patients with chronic conditions like diabetes. In a study in Nigeria, it was found that 

personality traits of diabetic patients can influence their adherence to treatment. Patients 

with neuroticism personality traits and specific concern medication beliefs tend to be 

non-adherent to medication (Aderinan et al. 2015). 

 

In Zambia, an institutional-based cross-sectional study was conducted at UTHs diabetic 

clinic in which the researcher examined the glycaemic control status and associated 

factors in diabetic out-patients. The results showed that a total of 198 patients were 

sampled and out of these, 75 (38.7 percent) had good glycaemic control status and 119 

(61.3 percent) had poor glycaemic control status in those whose data was complete. The 

glycaemic control status was associated with adherence to anti-diabetic treatment, type 

of anti-diabetic treatment, systolic blood pressure and fasting plasma glucose. This 

study established that non-adherence, insulin treatment and raised blood pressure and 

fasting plasma glucose influenced HbA1c level (Musenge, 2014). 

 

2.3 Conditions associated with type 2 DM 
The prevalence of depression and the factors associated with it among type 2 diabetes 

mellitus patients was 12.3 percent in a study in North-east Malaysia. The level of 

education and presence of complications were significantly associated with depression 

(Mohamed, 2012). Evidence on stress and depression in type 2 diabetics was provided 

by a study that determined the relationship between high depression, anxiety, and stress 

symptoms in Diabetes Mellitus (DM) patients in comparison to the control group. The 

study suggested that DM subjects had severe depression, severe anxiety and severe 

stress scores compared to healthy controls. Anxiety scores were higher more frequently 

among diabetic patients in comparison to depression and stress scores (Bener et al. 

2011). However, stress may sometimes unmask diabetes, by causing blood glucose 

levels to rise after a heart attack or stroke (Kahn and Weir, 1996).  
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In a survey, the occurrences of anxiety and depression symptoms in patients with Type 

2 DM with regard to sex and body mass index (BMI) were studied. It was suggested 

that the occurrence of anxiety and depression symptoms is strongly related to the sex 

(female) of individuals with Type 2 DM, as well as with the BMI (Zoe et al. 2009).  

 

Besides stress and depression, cognitive function is a vital issue in patients with Type 2 

DM. A study aimed to determine the relationship between hypercorticolemia and 

cognitive function with Type 2 DM. Hypercortisolemia appears to exacerbate cognitive 

dysfunction in Type 2 DM only in the presence of poor glycemic control (Hamed et al. 

2013). In another study to explore the socio-demographic and clinical factors associated 

with depression in Zambia, results revealed that compared with control subjects, 

depressive symptoms were significantly more common in patients with diabetes. It was 

found that depression was a common comorbid health problem among Zambian people 

with diabetes (Hapunda et al. 2014). 

 

2.4 The challenges of adults with type 2 DM 
Depression is one of the many challenges that patients with type 2 diabetes mellitus 

encounter. Individuals with major depressive disorder (MDD) experience reduced 

functioning and decreased quality of life, as well as higher health care utilization and 

costs, and disability (Bijl and Ravelli, 2000). The point prevalence of depression in 

diabetes patients is nearly twice as high as the prevalence found in non-diabetic adults. 

In the United States, results showed that the age-adjusted prevalence of lifetime 

diagnosis of anxiety was 19.5 percent in people with either type 1 or 2 diabetes and 10.9 

percent in those without diabetes. Disordered patterns of eating appear to be more 

prevalent in individuals with diabetes than non-diabetic individuals. Data from a survey 

suggested that the prevalence of binge-eating disorder (BED) was 2.0 percent in the 

diabetic population in the US (Hudson et al. 2007).  

 

In another study to examine stress, coping, and regimen adherence as determinants of 

chronic and transient metabolic control in diabetes, the interaction of biologic 
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vulnerability and psychosocial risk factors to see if Type 1 or Type 2 diabetics had 

greater responsiveness to psychosocial risk factors was also examined. It was found that 

for Type 2 diabetes, self-controlling persons had better glycaemic control for reasons 

other than regimen compliance. There was an interaction between biologic and 

psychosocial factors, with psychosocial factors accounting for more variance in 

glycaemic control within Type 1 patients. Stable psychosocial resources (i.e., education, 

being married, and positive coping styles) were associated with better chronic 

glycaemic control, while stress and regimen non-adherence were associated with worse 

transient glycaemic control (Peyrot, et al. 1999). This study was conducted almost 20 

years ago which entails that diabetic patients, possibly of all types of diabetes have had 

stress in the way they cope with the condition from the time the condition was 

discovered.  

 

One study of 3,000 primary care patients found that individuals with diabetes were 2.4 

times more likely to have either bulimia nervosa or BED than those without diabetes. 

Type 2 DM is also more prevalent among individuals with serious and persistent mental 

illnesses such as bipolar disorder and schizophrenia than in the general US population 

(Citrome et al. 2005).  

 

Other factors that present challenges for diabetics include poor health seeking behaviors 

in low resource countries because of inaccessible quality health care. This results in late 

presentation and is a possible reason why the majority of patients in these settings 

present with complications (Nwafor and Owhoji, 2001). The cost of management of 

DM is expensive in poor resource countries where majority of the population live below 

a dollar per day. Diabetes mellitus exacts costs on purchase of medications, and 

glucometers, visits to the health care facility to see professionals (general and 

specialist), and money spent on hospitalization for diabetes and diabetic complications 

(WHO, 1998). Health services in most African countries and living conditions are poor 

(Bougerra et al. 2007). Patients tend to visit local traditional healers before going to the 

hospital (Adeleke et al. 2010). 
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2.5 Coping in adults with type 2 diabetes mellitus 
The term coping refers to the ways that people respond to and interact with problem 

situations and coping strategies are approaches that people use in order to deal with 

stresses, pain, and natural changes that we experience in life (Zamble and Gekoski, 

1994). Despite the fact that data on coping for adult diabetics is limited in Zambia, a 

study in India examined the role of stress and adjustment in diabetics (high and low 

blood sugar) and suggested some coping strategies.  Mean scores revealed that level of 

stress in all the groups was higher for both high and low blood sugar groups and 

average for normal respondents (Chouhan and Shalini, 2006).  

 

Social-cognitive perspective suggests that self-efficacy can regulate human functioning. 

A study in Mexico in 2013 by Hattori-Hara and González-Celis examined the 

association between coping strategies and self-efficacy in Type 2 Diabetes Mellitus 

patients. The results showed that the most common kind of coping used by the sample 

was self-recreation and religious faith. It was then concluded that there are relationships 

between self-efficacy beliefs in diabetes management and active coping. The 

correlation found can be used to guide future interventions with these patients (Hattori-

Hara and González-Celis, 2013).  

 

Another study was conducted in Mexico in 2011 on the influence of diverse 

psychosocial factors on adherence to treatment in patients with Type 2 Diabetes 

Mellitus. In a cross sectional design, adherence to diet and medication, and its 

relationship with coping strategies for diabetes, belief in conventional medicine, social 

support, and the perception of the burden of treatment cost on family finances were 

examined. The results showed that male DM patients had better adherence to 

medication and social support. Adherence to diet was associated with belief in 

conventional medicine and marginally related to fatalistic CS (Garay-Sevilla et al. 

2011).  

 

Hapunda (2015) carried out a study that explored sources of stress, stress coping 

strategies, stigma and perceived quality of life and care as experienced by adolescents 
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living with Type 1 Diabetes in Zambia. Results showed that stress was commonly 

reported by adolescents mainly stemming from social, psychological and physical 

sources which are not surprising because adolescents experience life differently 

everywhere even when they do not have diabetes. In addition, low quality of life among 

adolescents and their families is characterised by poor diet, low socioeconomic status 

and lack of m58edicine (Hapunda et al. 2015). 

 

2.6 Type 2 diabetes studies in Zambia 
The aim of this study was to explore the experiences, psychosocial challenges and 

coping strategies of adults living with type 2 diabetes mellitus presenting at the 

University Teaching Hospital. A literature search revealed that research concerning the 

above topic in Zambia is scarce, but other studies related to T2DM were found and 

discussed as below. In a descriptive study to determine the knowledge, attitudes and 

practices of diabetic clients towards their illness, it was concluded that the diabetic 

clients do not have adequate knowledge on their condition (Chiyengo, 2002). This may 

actually be the current situation 15 years later. 

 

More research was conducted to determine the diagnostic accuracy of waist 

circumference measurement alone in detecting Metabolic Syndrome (MetS) in type 2 

Diabetes Mellitus (Type 2 DM) patients in a cross-sectional hospital based study of 400 

medical outpatients with type 2 DM. The results showed that the prevalence of MetS 

was 73 percent. The presence of abdominal obesity had sensitivity of 90 percent in 

women and 92 percent in men and specificity of 86 percent in women and 91 percent in 

men, in detecting metabolic syndrome. It was concluded that there was a high 

prevalence of MetS among type 2 DM patients in the study and when used alone, waist 

circumference measurement has a relatively good diagnostic accuracy for MetS in type 

2 DM patients. Therefore it can be used alone as a simpler and cheaper surrogate test 

for diagnosing MetS in type 2 DM patients in resource limited countries (Chanda, 

2011). 
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Another study aimed at evaluating patients‘ knowledge of their anti-diabetic medication 

in relation to drug name, duration of therapy, dose, side effects, administration, storage, 

purpose of medication and to identify the sources of patients anti-diabetic medication 

information. This was conducted in a cross-sectional study. The results showed that out 

of the 377 patients 52.2 percent, 20.7 percent and 27.1 percent had good, average and 

poor individual knowledge of their anti-diabetic medication respectively and of the 377 

patients 80.6 percent and 63.4 percent knew the name(s) and dose of their diabetes 

medication respectively. A significant association between level of education and 

patients‘ knowledge was observed (Kapawa, 2014). 

 

Further, a study aimed to assess serum insulin and fatty acids synthase in patients with 

T2DM and their relationship with hypertriglyceridemia. An analytical cross-sectional 

study was undertaken. The results showed that participants with T2DM had 

significantly higher insulin and FASN levels (p < 0.001 and p = 0.022 respectively). 

Serum triglycerides were also significantly higher in diabetics (p = 0.039). It was 

concluded that hyperinsulinaemia and high FASN are characteristic of T2DM (Sinkala, 

2014). 

 

A cross-sectional study to determine the risk factors and patient attributes that may 

predispose T2DM patients to be in hypercoagulable state was conducted and Chi-square 

analysis revealed that hypercoagulability in T2DM patients was associated with age, 

sex, glycaemic control, duration of diabetes, BMI and knowledge on type 2 diabetes 

mellitus. It was concluded that age, sex, poor glycaemic control, duration of diabetes 

and obesity should be taken into account in the management of T2DM patients as these 

variables are independent risk factors of hypercoagulability in T2DM patients 

(Mwambungu et al. 2014). 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.1 Study Design 
The study used descriptive qualitative design, in a phenomenological study of adults 

living with type 2 diabetes attending clinic 5 at the University Teaching Hospital 

(UTH). Qualitative research is useful to explore opinions, attitudes and behaviors and 

explain how the population feels about a certain issue.  

 

3.2 Study Site 
The research was conducted at The University Teaching Hospital on patients who are 

captured from the adult filter clinic and referrals from other health facilities around the 

country. UTH was picked as the study site because it is the largest tertiary referral 

hospital which provides specialized hospital services for most of the population of 

Zambia. This ensured variety in participants as they were from different parts of Lusaka 

and Zambia.  

 

3.3 Study Population 
Adult patients with type 2 diabetes mellitus attending the out-patient and in-patient 

clinics in the department of Internal Medicine at UTH made up the study population 

that satisfied the following criteria. 

 

Inclusion criteria 

 Patients with known type 2 (non-insulin dependent) diabetes mellitus.  

 Adults (Age ≥ 20 years and 75+ years).  

 Male and female 

 

Exclusion criteria 

 Patients who had severe medical illness including physical or mental handicaps, 

or are bedridden or pregnant. 

 Failure to give consent 
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3.4 Sampling Procedure and Sample Size Determination 
Participants (adults with diabetes) were recruited using a purposive sampling method 

that involved selecting research participants according to the needs of the study. 

Participants were selected using patient file records. The records were reviewed by 

clerks and participants were picked according to the inclusion and exclusion criteria. 

Since purposive sampling was applied, there was no need for a sampling frame. The 

sample size was 28 adults living with T2DM. The sample was determined by 

comparing samples used in a number of qualitative studies. 

3.5 Data Collection 

This process involved patients being called by name in the ques as they sat waiting for 

medical treatment or review at clinic 5. They were given full details of the research, that 

is to say all participants were issued with information sheets and consent forms. The In-

depth interviews were conducted with the aid of a structured topic guide and meetings 

were held in doctor‘s consultation rooms at UTH‖s clinic 5. The average recording time 

of interviews was 30 minutes.  

3.6 Data Entry 
This process involved transcribing the interviews and translating the ones that were in 

local language into English. Thorough editing was carried out to check that all vital 

questions were answered. The transcript documents were organized using Atlas.ti7 as 

primary documents (Friese, 2015).  

3.7 Data Management and Analysis 
On concluding of the interviews, firstly, the in-depth interviews were transcribed into 

electronic format by listening to the recordings thoroughly and writing down 

everything. The transcripts and other relevant documents were then organized as 

primary documents in Atlas.ti7 (Friese, 2015).  Using the code and memo managers, 

codes were created and defined. Then quotations were added to these codes and output 

was produced. This output was printed out and the codes categorized. This concluded 

the first cycle of coding.  
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The categorized codes were compared to one another to recognize similarity of coded 

data and the information was used to generate and summarize major and sub-themes 

from the given responses. This is the Second level coding. Then the Third level of 

coding to further analyze results from the first two stages and discover how the new 

themes and sub-themes interrelate with one another was also conducted. Interview 

transcripts and all documents related to this project are stored on a password protected 

computer.  

3.8 Ethical Considerations  

The study was submitted to the university of Zambia biomedical research ethics 

committee (UNZA-BREC) for review and approved for research on 17
th

 august 2016. 

Permission from the management of UTH to carry out the research was sought and 

granted. Written informed consent was sought from participants before they took part in 

the research. An explanation was provided to participants that they had the option of 

withdrawal at any point during the research without any consequence on their decisions. 

Permission to carry out voice recordings during interviews was also sought from the 

participants. They were also informed that access to information they provide was 

permissible.  

 

The respondents were assured of privacy and confidentiality of data collected as no 

identifying information was linked to individuals and none of the information they 

submitted was shared publicly excerpt for what is shared in this document.  No names 

were mentioned in this final thesis or in the publications. There were no risks to the 

participants and the community involved in this research. The benefits however, were 

that the participants took the interviews as an opportunity to ask questions concerning 

their condition and the interviewer answered within her capacity.  
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CHAPTER FOUR: RESULTS 

4.1 Background Characteristics 

The research had a total of 28 respondents for which 11 were males and 17 were 

females. The ages of the participants ranged from 38 years to 75 years old. Among the 

participants, two of the females were disabled. One was blind and one used a 

wheelchair for movement. Tables 4 shows the age of the respondents in nine-year age 

groups formulated according to the demographic characteristics of the study population.  

 

The occupational distribution of the population shows that most of the respondents are 

in informal employment, some are retired, unemployed and others are in formal 

employment. Marital status distribution shows that most of the respondents were 

married and some were single. Further, education levels of the respondents in the 

research where high for secondary school, followed by primary school and lastly for 

those who never went to school. The study also shows that half of the respondents live 

in medium cost residential areas, some in high cost residential areas and the rest live in 

low cost residential areas.  

 

The respondents were also asked how long they had lived with diabetes mellitus and the 

most frequent duration with diabetes mellitus was four years. The shortest time period 

lived with diabetes was two months and the longest was 22years. There were 11 

females and six males in informal employment, one female was unemployed and four 

males and five females were retired. Most of the respondents in the informal 

employment category went to primary and secondary school. Table 3 and 4 below show 

the background characteristics of the respondents. 
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Table 1: Demographic characteristics of the participants 

 

Characteristic Count (number) Proportion (%) 

GENDER 

Male 

Female 

TOTAL 

 

11 

17 

28 

 

39.3 

60.7 

100 

AGE(years) 

36-45 

46-55 

56-65 

66-75 

TOTAL 

 

6 

8 

11 

3 

28 

 

21.6 

28.5 

39.3 

10.8 

100.0 

OCCUPATION 

Formal employment 

Informal employment 

Unemployed 

Retired 

TOTAL 

 

1 

17 

1 

9 

28 

 

3.6 

60.7 

3.6 

32.1 

100.0 
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Table 2: Demographic characteristics of the participants continued. 

 

Characteristic Count (number) Proportion (%) 

MARITAL STATUS 

Married 

Single 

Missing 

TOTAL 

 

21 

6 

1 

28 

 

75.0 

21.5 

3.6 

100.0 

EDUCATIONAL LEVEL 

Primary 

Secondary 

Tertiary 

No schooling 

Missing 

TOTAL  

 

7 

15 

4 

1 

1 

28 

 

25.0 

53.6 

14.3 

3.6 

3.6 

100.0 

RESIDENCE 

High cost 

Medium cost 

Low cost 

Missing 

TOTAL 

 

6 

14 

5 

3 

28 

 

21.4 

50.0 

17.9 

10.7 

100.0 

DURATION WITH 

DM(years) 

0-4 

5-9 

10-14 

15-19 

20-24 

TOTAL 

 

11 

7 

6 

1 

3 

28 

 

39.3 

25.1 

21.5 

3.6 

10.7 

100.0 
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4.2 Qualitative Findings 
Table 3: Major and subthemes that emerged from the analysis. 

Major themes Subthemes 

Experiences Physical experiences 

              Sight 

              Sexual dysfunction 

              Lower limbs 

              High blood sugar 

              Chest cavity 

Mental 

Family support 

Poor/non-adherence 

Inadequate IEC 

Challenges Psychosocial 

Financial 

Medicinal side effects 

Transportation  

Diet 

Work schedule 

Coping strategies Food combinations 

Herbal options 

Hydro-therapy 

Prayer 
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Three major themes emerged from the analysis namely experiences, challenges and 

coping strategies. Experiences as a theme has sub themes that include physical, mental, 

family support, poor/non-adherence and inadequate IEC. The challenges of T2 diabetics 

include psychosocial, financial, dietary, etc and coping strategies include food 

combinations, herbal options, hydro-therapy and prayer. These are summarised in table 

5 above. 

 

4.2.1 Experiences 

Physical Experiences 

Although some respondents said that they experienced healthy lives with diabetes, most 

of the respondents reported that they were weak and fall ill often. Their physical well-

being is constantly affected. Complaints ranged from conditions that affect the chest 

cavity, lower limbs, sight, sexual and other parts of the body.  

‗My life hasn‘t been healthy since my Diabetes Mellitus diagnosis. I am sickly 

mostly. I wake up just feeling powerless sometimes. This is not how I used to 

be. I was able to do a lot of work when I wake up but now I can‘t even sell my 

products because I have no strength‘ (Female, 49 years old). 

Other illnesses that could not be categorized properly included headaches, heat 

episodes, numbness on hands and legs and mostly fatigue. Most of the respondents 

reported that they felt fatigued and could not work as they used to before the diabetes 

diagnosis. However, a few respondents also reported to experience sharp pains. 

‗After I was diagnosed with DM, I used to have terrible headaches. Like fire had 

been placed on my head.‘ (Female, 45years old). 

Abdominal pains, bloated stomach, liver swells, difficulties with breathing in the night, 

painful ribs and kidney malfunctions were also common conditions reported by some of 

the respondents. 



 

26 
 

Sight and sexual dysfunction 

Type 2 diabetics also experience vision problems like poor sight and total blindness. 

Diabetes mellitus also affects patients by causing sexual dysfunctional conditions such 

as libido effect for men and vaginal itchiness and discharge for women.  

‗My sight is not very good. I read with glasses. I even have fungus‘. (Male, 54 

years old). 

 ‗Libido effect or in better terms, erectile dysfunction and kidney pains. It is 

difficult to do more than one round of sexual intercourse.‘ (Male, 67 years old). 

Swelling of Lower limbs 

In the lower parts of the body that consists of the legs, the respondents complained of 

painful legs and hands and also swelling legs.  

             ‗I have very painful legs and ribs, especially the left hand‘ (Male, 62 years old). 

High blood sugar 

Most of these above mentioned conditions lead to the largest problem of why these 

respondents are even called diabetes mellitus patients, hyperglycaemia. Type 2 DM 

patients experience mostly elevated blood sugar levels because of their surrounding and 

how body mechanisms function. These sugar levels lead to doctors‘ visits and hospital 

admissions. Narrations included how most of the respondents experienced sicknesses 

and hyperglycaemia despite their good or bad adherence to treatment guidelines. Other 

respondents found their clinical follow ups inconveniencing though helpful. 

            ―Mostly I experience high blood sugar levels‖ (Female, 51 years old). 

In other circumstances, the respondents that have lived with the T2DM for many years 

said that they are used to all the mentioned experiences and are able to determine that 

their sugar levels are elevated even without testing and take up control measures on 

their own.  
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‗I am able to tell if the blood sugar levels are high. I stop what I am doing and 

rest for a while, and then I continue‘. (Male, 60 years old). 

 

However, physical experiences where not the only experiences that the respondents in 

the current study reported. Other experiences include mental, family support, poor/non-

adherence and inadequate IEC. 

 

Inadequate IEC 

Information, education and communication (IEC) refers to a public health approach 

aiming at changing or reinforcing health-related behaviours in a target audience, 

concerning a specific problem and within a pre-defined period of time (ZNFPC, 1998). 

Diabetics experience inadequate IEC. This is evident as some respondents narrated that 

after being adherent to treatment they felt better and thought that they had been cured. 

For example, one male respondent said that after feeling better, he thought he was cured 

and started taking alcohol again. But he eventually started to fall ill and went back to 

the hospital. This shows that the patients do not have enough information concerning 

their condition because T2DM is not curable, at least not yet. 

In some cases, T2DM has been mistaken for things like witchcraft. A male respondent 

narrated how he is living as a diabetic and how his father died exhibiting the same 

symptoms years ago but was not diagnosed with T2DM. He said that his family thought 

that someone was bewitching them. But this was not the actual case. The respondents 

further proved IEC inadequacy as 23 of them had not heard of any social or medical 

services provided by the government or NGOs to aid diabetics. The five respondents 

that had heard of such services have not been there because they feared that they had to 

know someone there for them to be allowed access to the services. 

Poor/non- adherence 

The results also indicate that the respondents try by all means to comply with treatment 

guidelines i.e. the lowest level of compliance indicated was half of the population and 

the highest was 100 percent. The most challenging experience reported was that it was 
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difficult for the respondents that are employed to take medicine and eat regularly 

because of the nature of their employment that keeps them away from home and places 

with healthy food. While one respondent reported that sometimes she felt lazy to take 

the medicine because she takes it every day, another respondent compared adherence to 

treatment guidelines of diabetics as being in a prison where they are forced to take 

medicine every day and restricted to what food they eat even though they want to eat 

something else that is being craved for.  

‗Sometimes I eat in good time. It just depends on circumstances. I do manage to 

inject myself on time but sometimes I feel lazy and just say, ―I will sleep like 

this without injecting tonight.‖ And I take the injection in the morning.‘ 

(Female, 52 years old). 

Family support 

The results also show that 22 of the respondents are emotionally supported by family 

and friends in their living with the condition while six do not receive the support. The 

respondents experience a life of anguish as they are emotionally challenged by their 

loved ones. For example, one female respondent is teased by her children for being 

diabetic.  

‗I have it very tough as a diabetic. My children really give a hard time, they 

tease    me. Sometimes they get my clinical card and play with it.‖ (Respondent 

starts to cry). When I buy these DM recommended foods, they complain that I 

am buying expensive food. When in actual sense the same food doesn‘t even 

taste nice. So my heart is really troubled.‖ “Sometimes he pretends to be 

listening and understanding but the moment I move away he says bad things 

behind my back.‘ (Female, 48 years old). 

Mental/diabetes-related distress 

The results also point to the fact that diabetics undergo diabetes-related distress as 

alluded to in the literature review. The respondents reported having experienced 

emotional/mental challenges and situations that presented feelings of frustration, anger, 

stress and depression. Even though some respondents described not having vital 
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emotions, most of them have gone through a number of psychosocial challenges but 

have learnt to prevent them with time.   

‗I get very angry. I even get depressed sometimes‘. (Participant breaks out 

crying)  ‗I hate myself. I feel very bad because I am the only one that is sick. 

Everyone else is healthy.‘ (She continues to sob) ‗They tease me as if they are 

not my children. So I feel frustrated.‘ (Female, 48 years old). 

4.2.2 Challenges 

Psychosocial challenges 

Psychosocial simply means relating to the combination of psychological and social 

behaviour. As conversed about in this section, diabetics may undergo diabetes-related 

stress and psychosocial challenges in the way they relate with other people. A few 

respondents reported having no psychosocial challenges while 17 of them expressed 

feelings of frustration, stress, depression and anger towards or brought about their social 

environment. For example, a number of respondents narrated being angry at workmates 

and family members because of stress as a result of adhering to treatment guidelines. 

Thoughts of how to get medicine when it runs out or how to purchase the required food 

increase stress levels and encourage depression. 

Further psychosocial challenges were explained by respondents who said that taking 

medicine every day and attending parties without eating the food served there aroused 

feelings of depression and seclusion from social circles. It was also reported that living 

with diabetes and expressing too much emotions played a key role on altering blood 

sugar levels i.e. if one gets too angry or stressed, he/she gets hyperglycaemia. The 

respondents that have lived longer with diabetes said that they have resorted to ignoring 

all psychological emotions in order to maintain optimum health.  

‗I get depressed sometimes because if one goes to a function, one can‘t eat the 

food they serve their freely. So it makes me feel out of place. Also, I am forced 

to eat that food despite the food not being healthy for me.‘ (Male, 60 years old). 
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Financial challenges 

The study results also show that diabetic living presents financial challenges. Even 

though some respondents explained how they struggle to buy medicine and food 

recommended as part of their nutritional therapy, others still manage to purchase the 

required food and medicine. Despite UTH management providing medicine, it is not 

enough to last until the next review date forcing the patients to buy on their own in 

order to supplement the hospital shortage.  

‗They give medicine here but it doesn‘t last long, so I buy to supplement the 

shortage. The medication is a bit expensive. But I have no option but to buy.‘ 

(Male, 64 years old). 

‗On medications, there‘s a challenge because of course at UTH they give us the 

drugs when we come for follow-up visits like I have come. They give for like 3 

months but sometimes the drugs run out before the next review date. Then I 

have to buy. I therefore recommend that they provide enough medication. Then 

sometimes the prescribed drugs are out of stock at the pharmacy.‘ (Male, 60 

years old). 

Medicinal side effects 

Another challenge that was highlighted by the respondents in this study is that the 

medicine presents side effects in some patients and others find the process of taking the 

medication exhausting. Some side effects mentioned were nausea and diarrhoea. 

Work schedule 

The respondents that are employed are challenged by food sources when at work 

because most restaurants do not have diabetic menus. It should also be noted that the 

section of respondents that are employed asserted that work disrupted their meal and 

medicine schedules.  

‗I eat the right food. Roller meal, pure juice, coke zero, no cakes, brown bread 

etc. I even move with brown bread. My work affects my compliance. I leave 
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work at 5 to order my apples and go back home around 18: 00hrs. So I don‘t 

manage to eat every 2 hours. I am usually busy. We do cook at our shop but 

sometimes we are too busy to cook.‘ (Female, 45 years old). 

Transportation 

Another challenge faced by diabetics involves travelling by public transportation. A 

male respondent that expressed frustration narrated how bad it felt to travel on a public 

bus over a long distance with the rest of the passengers that are only interested in 

reaching their destination. 

‗I manage to eat in time. When travelling, like when I was on my way coming 

here on the bus, I couldn‘t take any liquids because sometimes I have to tell the 

driver to stop the bus. Over a long distance like between Kasama and Mpika we 

can stop for over 3 times. People on board complain about the stops. So when 

we started off on Tuesday, I only took the medicine in Mpika and took some 

water. I had to go out and inconvenience other passengers. I only took a 

beverage when we were almost in Lusaka‘ (Male, 57 years old). 

Food 

Apart from diabetic nutritional therapy being expensive, the respondents also reported 

that some diabetic foods are scarce and do not work the way they are supposed to, that 

is some foods do not reduce the blood sugar levels in the patients as the labels indicate. 

 

4.2.3 Coping Strategies 

Food combinations 

This study also sought to find out if diabetics used their own coping strategies apart 

from the treatment guidelines as issued by doctors at the time of diagnosis or during the 

course of diabetic management. The results show that a few of the respondents did not 

use any coping strategies whereas most of them tried a few methods in order to keep 

their blood sugar levels as close to normal as possible. Among the strategies or methods 
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used to manage diabetes, the most common methods involve food combinations like the 

use of millet meal and vegetables, chewing garlic and pumpkin seeds, chewing soaked 

dry groundnuts, boiling mango leaves and cooking quail soup. The respondents that 

mentioned these methods agreed that they helped them to cope by making them feel 

better after eating or drinking.  

‗Yes, I hear of coping strategies used by others concerning herbs, but I have not 

tried out anything myself. I have a brother in Mazabuka, he is a doctor. He 

refuses me to use traditional herbs.‘ (Female, 56 years old). 

The results also show that some respondents had heard of a lot of coping mechanisms 

suggested by many people but had not tried the methods themselves due to fear or 

disbelief. For example, one respondent said that he feared using herbs as a coping 

mechanism because even the people that prescribe them do not know the actual dosage 

which may lead to over or under dosing. Despite these respondents expressing fear, 

others admitted to using herbs and stated that they were efficient coping solutions.  

‗A lot of people whisper different ideas, medicines to use but they are not 

helpful except the one that involves chewing garlic and pumpkin seeds.‘ (Male, 

60 years old). 

Herbal options 

Furthermore, the results also show that some of the respondents used medicinal herbs 

such as moringa as a way to cope. These respondents narrated that the moringa helped 

them to feel better. Even though some of them could use moringa, others were afraid of 

using herbs because dosages for these are not easy to come up with. Additionally, 

others have been advised by doctors and relatives not to use herbs.  

‗I drink Moringa sometimes. Someone told me about it. But I don‘t drink it all 

the time.‘ (Female, 54 years old). 
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Hydro-therapy 

There are many therapeutic processes that could aid in coping with T2DM but some 

respondents in this study reported to have put themselves on water therapy as coping 

strategies. This mechanism was also reported to be efficient by the users. The therapy 

was specifically drinking a certain amount of water for a specific period of time. 

           ‗Yes, I drink a lot of water.‘(Female, 52 years old). 

Prayer 

Further some respondents confirmed using prayer as a coping mechanism. They 

exhibited belief in God to heal them from the condition. 

‗I have heard of a few things from other people. I do them too. I also pray at 

church. But I don‘t go to witchdoctors‘ (Female, 45 years old). 
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CHAPTER FIVE: DISCUSSION 
 

This study aimed at exploring the experiences, psychosocial challenges and coping 

strategies of adults living with T2DM presenting at UTH. Based on the results in this 

research the experiences of diabetics were categorized as physical, mental, poor/non-

adherence, family support and inadequate IEC. The physical experiences were illnesses 

that were associated with the chest cavity and lower limbs, sight, sexual dysfunction, 

high blood sugar and other general illnesses. These experiences were influenced by the 

environment surrounding T2 diabetics among the respondents in this case.  

 

This study has also highlighted psychosocial challenges which by name are depression, 

frustration, anger and stress that are suffered by the respondents in this study. Apart 

from the psychosocial challenges, the study revealed financial, medicinal side effects, 

transportation, diet and work schedule challenges. These other challenges 

singlehandedly or combined were what caused the psychosocial challenges reported by 

the participants in this study. Further, this study established 12 distinct coping 

strategies. Even though some respondents did not use any coping strategies, the 

respondents that used coping strategies employed mechanisms such as food 

combinations, herbal options such as Moringa, water therapy and prayer. 

 

Demographic characteristics 
The age composition of the study population had the youngest respondent at 38 years 

and the oldest at 75 years confirming past WHO and IDF publications that state that 

T2DM has its onset in adulthood (WHO, 2014:2016). A study in Zambia and Western 

Cape aimed to determine the prevalence of and risk factors for diabetes mellitus and 

examine its diagnosis and management concluded that the highest risk groups for 

diabetes identified were those of older age and those with obesity (Bailey et al. 2016). 

Although the current study did not focus on issues of weight and obesity, the age 

characteristics of the populations in both studies are consistent. The most challenging 

experience reported was that it was difficult for the respondents that were employed to 

take medicine and eat regularly because of the nature of their employment that keeps 
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them away from home and places with healthy food. It is also not surprising that most 

of the respondents were married because this is probable in adulthood.  

 

5.1 Experiences of adults with type 2 diabetes mellitus 

Fatigue is a common and distressing complaint among people with diabetes as shown 

by responses that were given in this study. In a review of the literature about diabetes-

related fatigue conducted with an eye toward creating a framework for beginning to 

conduct more focused studies on the subject through a literature search, the results of 

this study indicated that diabetes presents many potential pathways for fatigue, but 

focused studies on this symptom are rare (Fritschi and Quinn, 2010). Even though 

literature on fatigue in diabetics is rare, it does not mean that it‘s not present. The 

respondents in the current study narrated that they felt week most of the times which 

made it difficult for them to do their daily chores or operate at optimum efficiency level 

at their workplaces. 

 

          ‗Mostly I experience weakness. I have no strength‘ (Male, 54 years old). 

 

Diabetic eye disease is the leading cause of new cases of legal blindness in American 

adults under the age of 65 years. Diabetic persons are at risk for visual loss due to 

diabetic retinopathy, glaucoma, and cataracts. An approach to prevent visual loss which 

requires that diabetic patients be systematically screened, referred, and treated has been 

in use around the world (Herman et al, 1983). The approach is still in use even in 

Zambia as some respondents in the current research narrated how they attend the eye 

clinic for eye checkups. Despite the screening, a number of people have sight problems 

and eventually become blind. For example, in the current study, one female participant 

was completely blind and a number of respondents reported to poor sight that 

progressively becomes worse with time.  

           ‗No, it‘s just my eyes that are not ok. I only see dimly‘ (female, 51 years old) 
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There is a need for comprehensive eye care services that can address cataract, posterior 

segment disease and diabetes mellitus in the Zambian population if the aim of VISION 

2020 is to be achieved (Lindfield et al, 2017). 

Erectile dysfunction is defined as the inability to achieve and maintain an erection 

sufficient to permit satisfactory sexual intercourse. About 50 percent of men with 

chronic diabetes mellitus are reported to have erectile dysfunction, although this 

number dramatically increases with age.  Chronic renal failure has frequently been 

associated with diminished erectile function, impaired libido, and infertility (Shindel et 

al. 2014). In the current study, some of the male respondents experienced sexual 

dysfunction of some kind. Libido effect was commonly reported. Improved techniques 

in diagnoses and treatment of impotence have given the male with diabetes some hope 

in the management of this prevalent and emotionally disturbing complication (Chu and 

Edelman, 2002).  

‗Libido effect (erectile dysfunction) and kidney pains. It is difficult to do more 

than one    round of sexual intercourse.‘ (Male, 67 years old)   

 

Female Sexual Dysfunction or Disorder (FSD) is more difficult to define and specific 

studies in diabetics are limited (Jackson, 2004). In the current study, five of the women 

complained of vaginal itchiness and discharge.   

The results of the current study show that physical sickness and hyperglycemia was one 

of the greatest experiences of diabetes. This situation can be compared to the study in 

Thailand as discussed in literature review aimed to determine the potential risk factors 

for hospitalization due to hypoglycemia among diabetic patients (Poosakew, et al. 

2014). Poosakew‘s conclusion can be related to the findings in this study by suggesting 

that the physical sicknesses presented may be due to poor self-care which can be 

intensified by poor knowledge of the respondents on their condition. These factors 

qualify to be predictors of the diabetic hospital visits and admissions in wards that the 

respondents narrated to experiencing from time to time making the results consistent. 
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Unlike the Nigerian study by Aderinan on how personality traits of diabetic patients can 

influence their adherence to treatment, the respondents in this study faced one common 

problem that made them non-adherent to the treatment guidelines.  For example, it was 

at work places where they found it tough to maintain their diet and medication 

schedules. The study in Thailand which concluded that poor knowledge of 

hypoglycemic prevention were the best predictors of hospitalization due to 

hypoglycemia among diabetic patients can be linked to this study where the results 

demonstrate that there is inadequate IEC or put simply poor knowledge on diabetes 

among Zambian T2DM patients. The long-term success of diabetes therapy is strongly 

dependent on education of the patient. This education of patients is not only aimed at 

making them more knowledgeable about their disease, but it‘s also to help them better 

manage their treatment and adapt the diabetes control to the constant changes in daily 

life (Assal et al. 1997).   

The current study showed that T2DM patients who had support from family and friends 

were healthier and happier than those that did not have the support. Other studies also 

show that social support from family provides patients with practical help and can 

buffer the stresses of living with illness (Dimatteo and Miller, 2013).  Mayberry and 

Osborn in a 2012 study concluded that the participant reports of family members‘ non-

supportive behaviors were associated with being less adherent to one‘s diabetes 

medication regimen. The respondents in the current study experienced a life of anguish 

as they were emotionally challenged by their loved ones who did not care for them in 

their T2DM treatment regime.  

‗No, my children tease me. I feel so sad. They make fun of my sickness‘   

(Female, 48 years old). 

 

5.2 Challenges of adults with type 2 diabetes mellitus 

Positive psychological health may sustain long-term coping efforts and protect diabetic 

patients from the negative consequences of prolonged emotional disorders, illness 

perception and thus facilitating diabetes self-management behaviors and better physical 
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health (Chew et al. 2014). Another study by Parildar and colleagues (2015) which 

evaluated the relationship between depression, coping strategies, glycemic control and 

patient compliance in type 2 diabetic patients demonstrated that T2DM patients do 

experience depression. It was concluded that the likelihood of depression was frequent, 

and was associated with gender, educational status, coping strategies, duration of 

diabetes and patient compliance with treatment (Parildar et al. 2015). Results from the 

current study share similar conclusions about diabetics experiencing depression because 

of their condition.  

 

The extent to which mental/psychological challenges are present in diabetics is high. A 

substantial amount of behavioral science research has demonstrated that psychosocial 

factors play an integral role in the management of diabetes in both children and adults. 

However, provision of psychosocial support is generally inadequate due to its 

challenging nature of needs and demands on the healthcare systems (Chew et al. 2014). 

There is need for a review article in Zambia that examines patient‘s psychological 

aspects in general, elaborates in particular about emotional effects on health, and 

emotions in relation to other psychological domains such as cognition, self-regulation, 

self-efficacy and behaviour.  

 

In another study, many patients (41 percent) had poor psychological wellbeing. 

Providers reported that most patients had psychological problems, yet providers often 

reported they did not have the resources to manage these problems, and few patients (10 

percent) reported receiving psychological treatment (Peyrot et al. 2005). In Zambia, 

psychological treatment like doctors professional counselling is not common. Most 

counselling and psychosocial help is given through the church. Psychologists are 

needed in Zambia, as evidenced from the current research where the respondents have 

displayed a great need to get rid of the depression, anger, frustration, etc. that is 

experienced.  

 

‗Yes, I feel depressed because I have to take medicine every day and eat the 

same food.‘(Male, 54 years old) 
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Diabetes and its complications bring about substantial economic loss to people with 

diabetes and their families and to health systems and national economies through direct 

medical costs and loss of work and wages (WHO, 2016). If left unaddressed, the 

growing prevalence of diabetes in the world will pose a tremendous challenge to the 

healthcare systems (Soewondo et al. 2013). In another study to quantify the increased 

health resource use and lost productivity associated with diabetes in 2012, a prevalence-

based approach indicated that the total estimated cost of diagnosed diabetes in 2012 was 

$245 billion, including $176 billion in direct medical costs and $69 billion in reduced 

productivity (ADA, 2012). The results in the current study show how the respondents 

admitted to having personal financial challenges because of diabetic treatment regimen. 

Challenges faced included costs to supplement the hospital monthly medication supply, 

costs to purchase the food needed to meet the diabetic nutrition therapy and costs for 

the purchase of glucose monitoring machines although not all the respondents 

encountered these challenges.  

 

‗Some foods and medicines are expensive, while others are affordable.‘(Female, 

63 years old) 

 

5.3 Coping strategies of adults with type 2 diabetes mellitus 
Diabetes self-care requires the patient to make many dietary and lifestyle changes. In 

the  US, a study aimed to identify the coping methods of adults with type 2 diabetes, 

explore whether a patients race and gender influenced coping styles, and then analyze 

the relationship between coping and self-assessed diabetic control where whites 

reported significantly more problem-focused methods than African-Americans. Males 

reported, overall, fewer methods, less emotion-focused, yet more problem-focused 

methods than females. Emotion-focused coping was associated with poorer self-

assessed diabetic control; problem-focused coping was associated with better control 

(Decoster and Cummings, 2005). The current study established 12 distinct coping 

strategies categorized as food combinations, herbs, reading, hydro-therapy and prayer. 
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These strategies are quite few compared to the ones reported in the US study. It may be 

because in the current study, the population is not fully aware of what coping strategies 

are and it‘s also difficult to tell if their actions can be considered as coping efforts. 

The food combinations listed by some respondents in the current study are made of 

Zambian traditional food. Millet meal prepared in porridge, nshima or other forms has 

been known to decrease blood sugar levels among T2 diabetics. Millet is amongst the 

major crops of Africa that is consumed as a staple food in some areas (Singh and 

Raghuvanshi, 2012). Sorghum is yet another vital food component for diabetics and 

important staple food grain in Asia and Africa. Grown generally in non-irrigated and 

rain fed lands, with very little agricultural inputs as compared to wheat and rice, it is 

important for food security in Asia and Africa. It has been reported that the incidence of 

diabetes mellitus and gastro-intestinal disorders are minimal among the population 

using these sorghum and millet as staple food (Reddy et al. 2003). It should be noted 

that millet and sorghum were not the only foods used to control blood sugar levels. 

‗My sugar levels started dropping so somebody suggested that I take soup from 

quails, to break 3 quail eggs and drink it. They make me feel better. I was weak 

in my arms and legs but started feeling better when I started to drink the eggs.‘ 

In the current study, the most commonly used herb was moringa. The herb was reported 

to help the respondents that used it to cope better with T2DM. Moringa oleifera (MO) 

has rich antioxidant content and diverse therapeutic abilities. Previous investigations 

identified MO with the ability to prevent the occurrence and complications of diabetic-

induced kidney injury through its protective effect on the oxidative status and 

inflammatory cytokines in the kidneys of diabetic rats. This plant has been reported to 

have some analgesic, anti-diabetic, antispasmodic, diuretic, antihypertensive, 

cholesterol lowering, antioxidant, antibacterial properties and plays beneficial roles in 

modern medicine (Omodanisi et al. 2017). 

Even though herbs may be useful in diabetic management, it is strongly significant to 

pay close attention to traditional medical therapeutics and natural medicines for 

treatment of diabetes mellitus and its complications (Li et al. 2003). Several medicinal 
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plants have been investigated for their beneficial effect in different types of diabetes. 

Other alternative therapies such as dietary supplements, acupuncture, hydrotherapy, and 

yoga therapies are less likely to have the side effects of conventional approaches for 

diabetes (Pandey et al. 2011). MOs effectiveness in treating hyperglycemia has been 

reported by some respondents in this study. MO is being sold on a large scale in Zambia 

and the population is encouraged to use it to treat more than just diabetes mellitus. 

However, caution needs to be exercised with regard to use of herbal remedies that have 

no health benefits or exposes individuals to health problems.  

‗Sometimes when my sugar levels are not alright, I take herbs to help me control 

them and the levels go down.‘ (Female, 51 years old) 

The use of spiritual coping strategies is restricted to individuals who hold religious 

beliefs (Baldacchino and Draper, 2001). The theories on stress-coping (Folkman & 

Lazarus 1984) and the numinous experience (Otto 1950) outline the rationale for the 

use of these strategies which are applicable to both the believers and nonbelievers. A 

review suggested that the onset of illness may render the individual, being a believer or 

nonbeliever to realize the lack of control over his/her life (Baldacchino and Draper, 

2001). 

 

5.4 Study Limitations 

The researcher‘s presence may have affected the responses given in an attempt to 

impress the interviewer or avoid embarrassment. For example, some men felt shy when 

reporting erectile dysfunction condition by looking down and not speaking loud 

enough. Data was collected from a few cases or individuals so findings cannot be 

generalized to a larger population. However, the study shed light on experiences and 

views with regard to diabetic mellitus among individuals receiving care at UTH. 

Generally, diabetic patients did not know what type of diabetes they had. This made 

participant selection a little difficult. 

http://onlinelibrary.wiley.com/doi/10.1046/j.1365-2648.2001.01814.x/full#b28
http://onlinelibrary.wiley.com/doi/10.1046/j.1365-2648.2001.01814.x/full#b28
http://onlinelibrary.wiley.com/doi/10.1046/j.1365-2648.2001.01814.x/full#b62
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5.5 Study Strengths  

Firstly, all responses were examined in detail and in depth because the respondents gave 

the answers freely unlike using closed-ended questionnaires.  The interviews were not 

restricted to specific questions but were guided/ redirected by the researcher in real time 

ensuring that all the required information was given. Lastly, the research framework 

and direction was quickly revised as new information emerged, for example the data 

collection tool was edited to simplify the language according to the level of 

understanding of the respondents.  

 

5.6 Conclusion 

The experiences and challenges especially of the psychosocial nature of T2 diabetics 

appear to be very overwhelming for the patients. Their lives are clearly not easy and 

need a lot of support both emotional and financial from people around them. Their 

coping strategies are mostly of food intake exposing the need to employ behavioural, 

intellectual and psychological strategies therapy to deal with the emotions experienced. 

However, particular attention should be paid to the patient's self-care coping strategy, 

and self-care protocols should be tailored to complement the different patient types. 

 

5.7 Recommendations 

Based on the findings from this study, the following are recommendations to be 

considered. 

 

For policy makers and implementers 

There is need to design an effective IEC program towards diabetes to educate diabetics 

and the general population on what is and how to live with diabetes. This study found 

that some respondents do not even know what diabetes mellitus is. There is also need to 

devise Zambian focused diabetic guidelines because IDF diabetic treatment guidelines 

are more applicable to developed countries than to less developed countries. Lastly, 

there is need to fund diabetic programs and provide incentives for the diagnosed 

population such provision of medicine and the introduction of diabetic recuperation 

groups for easier coping in patients living with diabetes.  
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For the general population 

Health care providers must encourage the general population to test for diabetes 

mellitus regularly because most of the respondents in this study reported being sick for 

a long time before arriving at the diabetes diagnosis. Diagnosed diabetics must undergo 

screening for diabetic complications such diabetic foot ulcers, retinopathy, nephropathy, 

etc at least every year. 

 

For travelling diabetics  

Because some respondents reported facing difficulties when travelling by public 

transport and over long distances, here are some recommendations for diabetics that 

wish to travel to anywhere. 

The patients must carry sugar measurement devises with them and they should check 

their blood sugar regularly. This is because immobility or disorder in meals (overeating 

or anorexia) could change blood sugar levels. It is also advisable to carry medication 

placed at least in two different places. Bags could be robbed and this might cause stress 

or a drop in blood sugar. If one suffers from motion sickness (may have nausea or want 

to vomit in vehicles), ask a physician for anti-nausea pills.  

 

During travel one must have a bag of carbohydrates with them. Remember that the 

schedule will not progress as planned, flights or buses might be delayed, there might be 

traffic etc. Consult with a physician about travelling to foreign countries. Furthermore, 

learn some important English or local language sentences such as ―I have diabetes‖ and 

―give me sugar please‖. These sentences would be helpful in emergency circumstances.  

 

For researchers/scientific community 

There‘s need for research to develop psychosocial therapies that can improve regimen 

adherence, glycemic control, psychosocial functioning, and quality of life in diabetics 

because the respondents reported psychosocial challenges. Research is also needed to 
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address how family support (emotional support) is linked to outcomes for diabetic 

patients because how some diabetics cope is dependent on family support. 

 

An examination of the economic burden of diabetes at both individual and national 

levels must be conducted. These costs could be direct/indirect medical costs. The 

effects of diabetes on productivity must also be investigated. This is because diabetes 

poses serious economic challenges worldwide.  
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APPENDICES 
 

APPENDIX A: INFORMATION SHEET 

 

PARTICIPANT INFORMATION SHEET 

You are being invited to take part in a research study as part of my student project.  

Before you decide it is important for you to understand why the research is being done 

and what it will involve.  Please take time to read the following information carefully 

and discuss it with others if you wish.  Please ask if there is anything that is not clear or 

if you would like more information.  Take time to decide whether or not you wish to 

take part. 

 

Thank you for reading this. 

Who will conduct the research? 

Ms. MWILA KUNDA FAITH 

University of Zambia,  

School of Medicine, 

Nationalist Road,  

PO. Box 50110 

Lusaka, ZAMBIA 

 

Title of the Research 

EXPERIENCES, PSYCHOSOCIAL CHALLENGES AND COPING STRATEGIES 

OF ADULTS LIVING WITH TYPE 2 DIABETES MELLITUS PRESENTING AT 

THE UNIVERSITY TEACHING HOSPITAL (UTH) IN LUSAKA 

As the above topic has hinted, this study will investigate the experiences and challenges 

and what coping strategies or how diabetics are adjusting to their condition. It is known 

that diabetics live to adapt to treatment guidelines given to them by doctors or health 
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workers due to diabetes mellitus but it is not known how adult type 2 diabetics cope 

with stress brought about by their condition. 

What is the aim of the research? 

The main aim of this research is to explore the experiences, psychosocial challenges 

and coping strategies that adults with type 2 diabetes mellitus face through their lives. 

 

Why have I been chosen? 

You were purposively selected to take part in this study. You have been chosen because 

you meet the following criteria; 

Inclusion criteria 

 Patients with known type 2 diabetes mellitus. 

 Adults (Age ≥ 30 years and ≤60 years)  

 Male and female 

Exclusion criteria 

 Patients who have severe medical illness including physical or mental handicaps 

or pregnancy. 

 Failure to give consent 

 

What would I be asked to do if I took part? 

As the researcher, I will moderate interviews (in-depth interviews) using an interview 

schedule. As a participant, you are only expected to give responses to the questions 

asked during a face-face or phone interview with the researcher. 

 

Time commitment 

You will be involved in face-to-face or phone interview sessions for the entire data 

collection period with each interview lasting approximately 40 minutes. 

 

Participant’s rights 



 

57 
 

You may decide to stop being a part of the research study at any time without 

explanation. You have the right to ask that any data you have supplied to whatever 

point be withdrawn/ destroyed. You will be appreciated for your contribution by word 

of mouth. 

You have the right to omit or refuse to answer or respond to any question that is asked 

of you if you feel that the question is sensitive or personal without penalty. 

 

You have the right to have your questions about the procedures answered (unless 

answering these questions would interfere with the study‘s outcome). If you have any 

questions as a result of reading this information sheet, you should ask the researcher 

before or during the study begins. 

 

Benefits and risks 

There are no direct benefits to participants, however, the results and recommendations 

made are hoped to possibly and ultimately benefit participants.  Patients will however 

receive reimbursements for transport and time. Coping strategies of diabetics will be 

disseminated appropriately within communities for better coping with the condition. 

There are no risks to participation; however, questions to be asked on past experiences 

and challenges of diabetics may bring discomfort and painful memories about their 

condition. However, if you experience any distress following participation you are 

encouraged to inform the researcher using the contact resources provided at the end of 

this sheet. 

What happens to the data collected? 

The data collected will be published by the University of Zambia. The data is intended 

for use by public health professionals and health workers to help make life easier for 

diabetic patients. The government and stakeholders will use this data for policy 

formulation and promotion.  

 

How is confidentiality maintained? 
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 You are assured of the confidentiality of data collected as no identifying 

information about you will be revealed in written or other communication. Your 

personal characteristics will not be linked in any way to reveal your identity. 

 The data collected for this study will be stored securely and only the researchers 

conducting this study will have access to this data.  

 The files on the computer will be encrypted (that is no-one other than the 

researcher will be able to access them) and the computer itself is password 

protected.   

 At the end of the study, hard copies of answered questions on the topic will be 

kept securely in a locked cabinet for 10 years after which they will be destroyed.  

 

What happens if I do not want to take part or if I change my mind? 

It is up to you to decide whether or not to take part.  If you do decide to take part you 

will be given this information sheet to keep and be asked to sign a consent form. If you 

decide to take part you are still free to withdraw at any time without giving a reason and 

without detriment to yourself.  

 

Will I be paid for participating in the research? 

There is no payment for participation in this research. Appropriate compensation will 

be made for any inconveniences in time management and any out-of-pocket expenses. 

 

What is the duration of the research? 

The study is expected to take approximately 2 months.  

 

Where will the research be conducted? 

The research will be conducted at The University Teaching Hospital (UTH) Clinic 5 

where diabetics are attended to. Patients at clinic 5 are captured from the adult filter 

clinic and referrals from other health facilities around the country. The University 

Teaching Hospital is a tertiary referral hospital which provides high quality hospital 
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services for the population of Zambia. The interviews will be held in a private place 

convenient for the participants. 

 

Will the outcomes of the research be published? 

The results will be summarized and reported in a dissertation/thesis and will be 

submitted for publication in an academic or professional journal at the university of 

Zambia. 

 

Contact for further information 

Supervisor: Ms. C. Jacobs will be glad to answer your questions about this study at any 

time. You may contact her at  

University of Zambia,  

School of Medicine, 

Nationalist Road,  

PO. Box 50110 

Lusaka, ZAMBIA. 

Choolwe2003@yahoo.com 

Mobile; 0965346014 

 

The chairperson, 

University of Zambia,  

Biomedical research ethics committee, 

Ridgeway campus 

P.O. Box 50110 

Lusaka, Zambia. 

 

If you want to find out about the final results of this study, you should contact me on  

Mobile: 0965/0978 242461. Everlynmwila@gmail.com 

mailto:Choolwe2003@yahoo.com
mailto:Everlynmwila@gmail.com
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APPENDIX B: INFORMED CONSENT FORM 

 

PARTICIPANT INFORMED CONSENT FORM 
 

Study Title: Experiences, psychosocial challenges and Coping strategies of adults 

living with type 2 diabetes mellitus presenting at the University teaching hospital (UTH) 

in Lusaka. 

Principal Investigator: Ms. Mwila Kunda Faith, the University of Zambia, school 

of medicine, Department of public Health, P.O. Box, 50110, Lusaka. Mobile: 

0965/0978 242461 Everlynmwila@gmail.com 

Principal supervisor: Ms. C. Jacobs, University of Zambia, School of Medicine, 

Nationalist Road, PO. Box 50110, Lusaka, ZAMBIA. Choolwe2003@yahoo.com 

Mobile; 0965346014  

Special Instructions: 

This consent form may contain words that are new to you.  If you read any words that 

are not clear to you, please ask the person who gave you this form to explain them to 

you. 

 

Purpose: 

This study is a vital part of my graduation requirements for a master of public health in 

population studies, which I am pursuing at the University of Zambia, School of 

medicine. The purpose of the research is to determine coping strategies of adults living 

with type 2 diabetes mellitus presenting at UTH in Lusaka. To do so, I first want to find 

out experiences, psychosocial challenges and later what coping strategies adult diabetic 

patients are using to adapt to their diabetic lifestyle. Using a topic guide, I will ask 

participants questions concerning my research topic in in-depth interviews. You are 

being asked to take part in this research study because you have type 2 diabetes mellitus 

and meet the other inclusion criteria. 

Procedures: 

mailto:Choolwe2003@yahoo.com
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This is a qualitative study that will be conducted using in-depth interviews at UTH at 

clinic 5 where you come for clinical visits concerning diabetes at the clerk‘s office.  

Each meeting will last approximately 40 minutes of one-to-one interviews 

It will take about 2 months to complete the survey. 

Payment for Participation:  

There is no payment for participation in this research. Appropriate compensation will be 

made for any inconveniences in time management and any out-of-pocket expenses. 

 

Voluntary Participation/Withdrawal: 

Your decision to take part in this research study is entirely voluntary.  

You may refuse to take part or you may withdraw from the study at any time without 

penalty or loss of benefits to which you are normally entitled. 

If you decide to withdraw, your data may be destroyed or kept at your request. 

You may be asked to leave the study for any of the following reasons: 

    1. Failure to follow the investigators instructions; 

    2. A serious adverse reaction which may require evaluation; 

    3. The investigator thinks it is in the best interest of your health and welfare; or 

    4. The study is terminated. 

Statement of Your Consent: meaning of your signature 

I have read the above description of this research study. I have been informed of the 

risks and benefits involved, and all my questions have been answered to my satisfaction.  

Furthermore, I have been assured that any future questions I may have will also be 

answered by a member of the research team.  I voluntarily agree to take part in this 

study.  I understand I will receive a copy of this consent form.  

_________________________          _________________________ 

Printed Name of participant                                                Participant‘s thumb print    

 

      

________________________                                              ______________________ 

Participant‘s Signature      Date 
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APPENDIX C: TOPIC GUIDE 

 

INTERVIEW TOPIC GUIDE 

 

BACKGROUND AND DEMOGRAPHIC CHARACTERISTICS 

 

1. How old where you on your last birthday? 

2. What is your occupation? 

3. What is your marital status?  

4. What is the highest education level you have attained? 

5. Where do you live? 

6. For how long have you lived with type 2 diabetes mellitus? 

 

EXPERIENCES  

7. Do you have any illness other than diabetes? 

8. Do you experience any diabetic complications? 

9. Explain the circumstances leading to your diabetes diagnosis? 

10. Were you given treatment guidelines by a health professional at the time of 

your diagnosis? If yes to above, answer question 10. If no to above, skip to 

Q13. 

11. Have the treatment guidelines/doctors‘ orders been helpful in your diabetes self-

care? Why? 

12. Overall, how do you evaluate your compliance with doctor‘s orders concerning 

your diabetes self-care on the scale of 0 % (never) to 100% (always). 

13. Narrate your experiences of life as a type 2 diabetic. 

      

CHALLENGES 
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14. What have been the challenges and problems you have experienced because of 

diabetes and its treatment guidelines?  

15. Did the diabetic treatment guidelines such as the purchase of nutritious food, 

medicine and sugar monitoring equipment present negative economic costs? If 

the costs were high, did you seek financial assistance and from who? 

16. Did you undergo stress, depression and anxiety at any point in the management 

of your diabetes? Are there any other emotions that you experienced but are not 

mentioned here?  

17. How did you manage your time in terms of food intake and medication? 

18. Does your family or friends offer you support during your management of 

diabetes? Did this support if it was offered, help you adjust well to your 

treatment guidelines? If the support is not offered, how does it make you feel?  

 

COPING STRATEGIES 

19. How have you coped with the challenges you have encountered because of 

being diabetic? Have you used any specific strategies to help you cope with the 

diabetes apart from the treatment guidelines given to you at the hospital? 

20. Do you know any social and medical services either by the government or Non-

Governmental Organisations that exist to help address problems faced by adult 

type 2 diabetics? Who provides these services?  

21. What recommendations can you make to your fellow (but newly diagnosed) 

type 2 diabetics in order to help them cope better?  

22. Do you have anything else to share? 

 

 

 

 

 



 

64 
 

APPENDIX D: TRANSCRIPTS 

 

Interview number 1/28 

Date of interview: 9/11/16 

Respondent ID: 01 

Gender: MALE 

Location of interview: UTH CLINIC 5 CONSULTATION ROOM 

Duration of audio file:26 MIN 

Original audio recording language: BEMBA 

Interviewer: KUNDA MWILA FAITH 

Acronyms: I: interviewer: KUNDA MWILA 

                    R: respondent 

 

  I: Q13: Narrate your experiences of life as a type 2 diabetic. 

R: ‗when I was first diagnosed, I was given medicine (tablets), I used to drink alcohol 

and started feeling better. I thought I was cured and decided to start taking alcohol. I 

took alcohol for 4 years continuously. I drank and drank but then I started feeling sick. 

So I came here at the hospital. I found Dr Nsokolo who straight away told me that I was 

not looking well.   

I realised that the DM issues were back. My brother from 10 miles came with me to 

UTH. They admitted me for 5 days. They put me on water drips and did tests which 

confirmed that my blood sugar levels were high. At first I used to feel pain somewhere, 

I said I was feeling pain and they told me to go for scanning. When I went they said that 
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they found that nothing was wrong with me. I wanted to hide the fact that I was 

diabetic, but my elder brother said that I had been diagnosed with DM before. That‘s 

when they tested me and found that my sugar levels were very high. I can‘t remember 

the actual figures. 

         I was told to be coming to get medicine. I followed all instructions‘ 

I: Q1: How old where you on your last birthday? 

R: ‗38‘ 

I: Q2: What is your occupation? 

R: ‘I am a bus driver. It‘s my bus, today I‘m not working because I came for review. I 

gave my friend to drive today.‘ 

I: Q3: What is your marital status?  

R: ‘yes, I am married.‘ 

I: do you have any children? 

R: ‗yes, 6.‘ 

I: do you only have one wife?  

R: ‗yes, it‘s only good to have one wife.‘ 

I: Q4: What is the highest education level you have attained? 

R: ‘grade 9‘ 

I: Q6: For how long have you lived with type 2 diabetes mellitus? 

R: ‘9 years ago‘ 

I: Q7: Do you have any illness other than diabetes? 

R: ‘no, only DM, not even hypertension.‘ 

I: Q8: Do you experience any diabetic complications? 

R: ‘it‘s only this same DM.‘ 

I: has the DM given you any problems?  
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R: ‗no.‘ 

I: Q9: Explain the circumstances leading to your diabetes diagnosis? 

R: ‘I was diagnosed with DM at Maina Soko hospital. I used to feel thirsty and drank a 

lot of water which made me frequent the toilet very much. Then I wondered what was 

wrong, so I went to Kamwala clinic and explained what I was feeling like. I didn‘t even 

know that there was such a thing as DM. then they told me to go to Maina Soko hospital 

where they drew my blood and ran some tests in the laboratory. They found that my 

blood sugar levels were high and my heartbeat beat faster. Then they put me on 

injections and water drips and told me I had DM. then they admitted me at Maina Soko 

hospital for a day. I was discharged around 23; 00 and they gave me treatment 

guidelines.‘ 

I: Q10: Were you given treatment guidelines by a health professional at the time of your 

diagnosis? 

R: ‘a staff sergeant talked to me and told me about how diabetics should live. He told 

me not to be frustrated because I was sick but to live in harmony with everyone else. He 

gave me all the treatment guidelines and now I‘m used to living by following them. I 

even have a food chart. 

They also told me to exercise and gave me metformin with instructions of how to take 

it.‘ 

I: do you exercise? 

R: ‗yes I do, I run a bit or jog sometimes. I also take walks.‘ 

I: that is good because even walking for like 15minutes with your friends is healthy. 

You do not have to run a marathon. 

I: Q11: Have the treatment guidelines/doctors‘ orders been helpful in your diabetes self-

care? R: yes, they are very helpful. 

I: Q12: Overall, how do you evaluate your compliance with doctor‘s orders concerning 

your diabetes self-care on the scale of 0 % (never) to 100% (always) 
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R: ‘at first I was not compliant with the instructions. I drank a lot of alcohol and got 

sick again. But now I have stopped drinking because of the sickness.‘ 

I: Q13. Narrate your experiences of life as a type 2 diabetic. 

R: ‘Do you know what I can say, compliance is difficult. Especially with the food. 

Sometimes we travel and feel hungry elsewhere. In such instances one eats what‘s 

available.‘ 

I: Q12. Overall, how do you evaluate your compliance with doctor‘s orders concerning 

your diabetes self-care on the scale of 0 % (never) to 100% (always) 

R: ‗I am 50% compliance. I work in town. It‘s difficult to eat according to treatment 

guidelines.‘ 

I: but in town, are you not able to buy coke-zero and other low sugar foods? 

R: ‗I buy what I find.‘ 

I: try to buy as much sugar free food as you can find. 

I: Q14: What have been the challenges and problems you have experienced because of 

diabetes and its treatment guidelines? 

R: ‗the problem with DM is that sexual energy is reduced.‘ 

I: Q15: Did the diabetic treatment guidelines such as the purchase of nutritious food, 

medicine and sugar monitoring equipment present negative economic costs? 

R: ‗no, I manage buying everything.‘ 

I: Q16: Did you undergo stress, depression and anxiety at any point in the management 

of your diabetes? 

R: ‗no, I am not depressed. I am just normal. I‘m just the way I am.‘ 

I: Q17: How did you manage your time in terms of food intake and medication? 

R: ‗as a bus driver, they cook rice for me when I am leaving home. When I feel hungry 

as we wait in line to get passengers on our bus I eat. If they have not cooked, I come 
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into town at engine filling station and buy brown bread. I eat the slices slowly. I also 

buy apples.‘ 

I: that is very good. 

I: Q18: Does your family or friends offer you support during your management of 

diabetes? 

R: ‗yes, they support me. Friends and family support me.‘ 

I: Does anyone get frustrated because of your medicines intake or food consumption? 

R: ‗No, everyone understands. I buy my medicine from a shop at k3.‘ 

I: Q19: Have you used any specific strategies to help you cope with the diabetes apart 

from the treatment guidelines given to you at the hospital? 

R: ‗I am coping well. I just follow what the treatment guidelines from the hospital.‘ 

I: Q20: Do you know any social and medical services either by the government or Non-

Governmental Organisations that exist to help address problems faced by adult type 2 

diabetics? 

R: ‗no, I have not seen any organisations.‘ 

I: Q21: What recommendations can you make to your fellow (but newly diagnosed) 

type 2 diabetics in order to help them cope better? 

R: ‗I can just tell him/her that what we are complaining about I also have, so let‘s 

follow the treatment guidelines.‘ 

I: Q22: Do you have anything else to share? 

R: ‗No, nothing.‘ 

-End of Interview- 
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Interview number 2/28 

Date of interview: 9/11/16 

Respondent ID: 02 

Gender: FEMALE 

Location of interview: UTH CLINIC 5 CONSULTATION ROOM 

Duration of audio file: 43 MIN 

Original audio recording language: BEMBA 

 

I: Q5: Where do you live? 

R: ‗John Laing‘ 

I: When where you born? 

R: ‗1971‘ 

I: Q1.How old are you? 

R:  ‗45 years‘ 

I: Q2: What is your occupation? 

R: ‗I am a business woman‘ 

I: what do you sell? 

R: ‗fruits‘ 

I: where do you sell from? 

R: ‗Soweto market, near where they sell potatoes. Do you know the place?‘ 

I: yes 
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I: Q3: What is your marital status? 

R: ‘I am married‘ 

I: how many children do you have? 

R: ‗5, they are all boys.‘ 

I: Q4: What is the highest education level you have attained? 

R: ‘grade 4, which mean I didn‘t do any schooling.‘ 

I: no, it‘s not like that. Knowledge from school is different from nature‘s brains, nobody 

ever knows it all. I know something you don‘t know and you know something I don‘t 

know. 

I: Q6: For how long have you lived with type 2 diabetes mellitus? 

R: ‘5 years ago‘ 

I: Q7: Do you have any illness other than diabetes? 

R:‘ no, only DM. I have no other illnesses.‘ 

I: Q8: Do you experience any diabetic complications? 

R: ‗Yes. The problem I have after I was diagnosed with DM, I used to have terrible 

headaches. Like fire had been placed on my head. I came to see the Dr and explained 

how I felt. They told me that the headaches, where because of DM. then I also had 

abdominal problems, had very severe diarrhoea. Then I came and told the doctor that I 

had severe diarrhoea. Then he told that it was because of DM.  

Then he prescribed some more medicine for me apart from the DM medicines I take. 

Then those problems finished. So now the headaches (very painful) and the diarrhoea 

have stopped. After some time my legs were not ok. I started feeling heat in my 

legs/feet, as if I was on fire. So whenever I slept, I did not cover myself with blankets. 

Sometimes it got too hot, I would get a face towel, make it wet and place it on my head. 
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Then I would sleep peacefully. I still came back to the doctor who told me once again 

that it was DM in play. I asked what to do about it and he gave me another prescription.  

After taking that medicine, the heat subsided. I also used to feel numbness on my hands. 

Like if I lean on the hand, it used to go numb. I couldn‘t stretch it. I used to stay like 

that the whole day. The numbness couldn‘t go away. Again I came back to the doctors 

and explained what I was experiencing. Sometimes it was the leg or the hand that 

became numb. Then I was given another prescription to take with the DM medicine. I 

felt better after that medication. So now everything that used to bother me has stopped.‘ 

I: that is good then. 

R: ‗sometimes I felt so powerless when I woke up. They told to me to utilize the 

treatment guidelines. So now I follow all instructions and all complications are gone.‘ 

I: you were diagnosed with DM in 2012. 

I: Q9: Explain the circumstances leading to your diabetes diagnosis? 

R: ‗what happened was that in 2009 I was pregnant. This same thing for having baby 

boys only, I usually have sufficient energy during all my pregnancies. I could work and 

do other chores. I stopped working when I drew nearer to the due date. I was very 

powerless. I was so weak. I could not leave the bed. I couldn‘t even go to the market. So 

I thought that my body was changing and I was going to give birth to a baby girl 

because I had never felt that powerless. I didn‘t know exactly what was happening. It 

was not even time to give birth when I felt my stomach get cold and the baby stopped 

moving. I went to the clinic.  

After some tests they referred me to UTH. At UTH they ran tests and told me that my 

baby had died inside the womb. They gave me medicine to flush out the deceased child 

who was almost 5kg. I stayed from 2009 to 2012, that‘s when I got pregnant again. 

Even during this pregnancy I felt weak, though not as weak as I felt during the previous 

pregnancy. So after the pregnancy grew, it was even time to go to labour ward. I went to 

the clinic, I was releasing water. They referred me to UTH where I was taken to B03.  
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They told me that my water had broken but the pregnancy was not strong. I stayed in 

hospital for almost a weak and they wanted to take me to post labour but they said that 

the pregnancy has not reached its expected time of delivery. They decided to discharge 

me saying I should come back after a week or anytime if I felt any pain or saw anything 

strange.  

After a few weeks I went into labour. I didn‘t want to go the clinic so I came straight to 

UTH. The doctors told me that the baby was now mature enough to be born and 

recommended a caesarean section. I didn‘t want to argue with doctors because a lost my 

previous child so I agreed to do the C-section. The doctors signed all the necessary 

paperwork. While we were waiting in the cue to go to the OR, but before they came to 

take me to the OR I gave birth to a baby boy, 4.8kg.  

The child did not cry after birth. The nurses came and took him to check him, he cried. I 

stayed in the labour ward after giving birth for an hour on a bench. No one was showing 

me my baby. I asked a nurse about my child but she told me to sit down first. I got 

scared because I remembered losing my previous pregnancy. I sat for an hour and no 

one gave me my child. The nurses sulk so much I was scared to ask. So I asked the 

matron when she passed by and I explained my situation to her. She asked where I had 

given birth from. I told her. She told the nurses to give me my child.  

A nurse brought my child, she didn‘t even give him to me, and she just showed me 

saying, ―Elizabeth, this is your child.‖ Your child doesn‘t look active and he looks blue. 

We will take you to d-block. I felt powerless. Is history going to repeat itself? The nurse 

took the child to d-block in a very fast manner. My husband even reached the hospital 

because I had called him saying I had given birth.  

They had taken me to b03. At 16; 00 hrs they took me to see the child with my husband. 

At d-block, I found the child surrounded by doctors (Caucasian doctors) and hooked on 

a lot of machines that were beeping. A lot of cables were plugged onto him. I got really 

scared. They confirmed if that was my child and asked if I was diabetic. I said no, I had 

not suffered from DM before.  
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They insisted and asked if I had tested for DM before. I said no. they said this child 

looks like this maybe because you have DM. and when you were in the labour ward, 

your sugar levels must have been high. Everything about this child is big because of the 

DM you have. Then they tested me for DM just there and then and I was found to have 

very high blood sugar levels. They told me, ―See, you were refusing that you didn‘t 

have DM‖. I didn‘t know anything. So I explained what happened in 2009. 

Then they said it‘s possible I lost the other child due to very high blood sugar levels. 

That‘s why the baby died in the womb. Even this child would have died because he‘s 

not active. Your blood sugar levels have caused the child to be like this. That is how I 

found out I had DM. then they started treating my baby who his blood needed sugar 

levels lowered. Then I was removed from b-block to c03. They gave me a bed as a 

patient. Then I started coming for clinical follow-ups to this day.‘ 

I: is the child well now? 

R: ‗yes he is. He doesn‘t have the DM like me. He‘s almost 5 years old.‘ 

I: Q10: Were you given treatment guidelines by a health professional at the time of your 

diagnosis?  

R: ‗no, when they discharged us, they just told me to come to filter clinic where they 

sent me to clinic 5.‘ 

I: where you counselled at clinic 5? 

R: ‗Yes, I was given treatment guidelines and given papers with food charts on them. 

They told me what to and what not to eat and how to take care of myself and exercise. 

Doctors counselled me.‘ 

I: Q11. Have the treatment guidelines/doctors‘ orders been helpful in your diabetes self-

care? Why 

R: ‗Yes, they are very helpful. We have substituted unhealthy for healthy foods e, g 

roller meal, less oil intake.‘ 
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I: Q12:  Overall, how do you evaluate your compliance with doctor‘s orders concerning 

your diabetes self-care on the scale of 0 % (never) to 100% (always) 

R: ‗100%, I eat the right food. Roller meal, pure juice, coke zero, no cakes, brown bread 

etc. I even move with brown bread. My work affects my compliance. I leave work at 5 

to order my apples and go back home around 18: 00hrs. So I don‘t manage to eat every 

2 hours. I am usually busy. We do cook at our shop but sometimes we are too busy to 

cook.‘ 

I: Q14. [Refer to q8]What have been the challenges and problems you have experienced 

because of diabetes and its treatment guidelines?  

R: ‗I come for review depending on my blood sugar levels.‘ 

I: Q15: [refer to q8 and q13] Narrate your experiences of life as a type 2 diabetic 

R: ‗not really, I manage the food cost and they give us (diabetics) medicine for free at 

the hospital. They give medicine for 1 month when the next appointment is in 3 months. 

So we use the prescriptions to supplement the shortage by buying on our (diabetics) 

own. The prices are manageable because I work. That‘s the only way to ensure good 

health. Sometimes even the pharmacy doesn‘t have. So they tell us to buy. Metformin is 

common here, not the other one.‘ 

I: Q16. Did you undergo stress, depression and anxiety at any point in the management 

of your diabetes? 

R: ‘When one has DM and gets angry, they feel sicker. I don‘t feel depressed but my 

body pains very much. I feel sick though I am well. I feel very weak. I don‘t feel angry, 

even my children understand. They don‘t even get me upset. They help me to not get me 

upset by doing the right thing. At work I get annoyed. I end up feeling weak so I ignore 

my workmates though they get me angry.‘  

I: Q17: refer q13, 14. 

I: Q18: Does your family or friends offer you support during your management of 

diabetes? 
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R: ‗yes my family support me. My children are really helpful.‘ 

I: Q19: Have you used any specific strategies to help you cope with the diabetes apart 

from the treatment guidelines given to you at the hospital? 

R: ‗I have heard of a few things from other people. I do them too. I also pray at church. 

But I don‘t go to witchdoctors.‘ 

I: Q20: Do you know any social and medical services either by the government or Non-

Governmental Organisations that exist to help address problems faced by adult type 2 

diabetics? 

R: ‗I have heard of such places but I have never been there myself. Do you know where 

these places are?‘  

I: no, but when I find out I will let you know. 

I: Q21: What recommendations can you make to your fellow (but newly diagnosed) 

type 2 diabetics in order to help them cope better? 

R: ‗I can advise the person the same way the doctors counselled me initially. I can tell 

the person how to lower the sugar levels or to control them.‘ 

I: Q22: Do you have anything else to share? 

R: ‗for how long should we take the medicine for DM? This is for as long as you live. 

There‘s no cure for DM. the medicine helps you control your blood sugar levels.‘ 

 

-End of Interview- 

 

 

 

 


