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ABSTRACT
The adherence to diabetes-related self-care activities (DRSCA) is not optimal, although
studies about DRSCA have progressed much. Additional information about the factors
associated with the level of DRSCA is necessary for supporting patients in diabetes
management. This study aimed to examine the DRSCA of people with type 2 diabetes
mellitus (T2DM) and associated factors. First, a systematic review with a meta-analysis
was used to synthesize the effects of theory-based self-management education on
DRSCA, which aimed to provide implications and clues for the second phase of the
study. Second, an empirical study investigated background information and outcome
information related to DRSCA. DRSCA were measured at two time points.
The systematic review included 22 studies with 6,099 participants after selecting
the included studies from five databases. The empirical study used the survey method
two times, involving 251 participants with T2DM the first time, and 155 participants
completed a valid questionnaire about DRSCA the second time. At the first time point,
the information was collected as follows: the background information consisted of
demographic information, health information, social support and optimism; the
outcome information included negative feelings and positive health. The subsequent
DRSCA, covering three months, were measured in order to test the association of social
support and optimism with subsequent DRSCA.
The systematic review indicated that theory-based self-management education had
more effects on DRSCA than routine care, and this implied that it is necessary to
encourage people with T2DM to actively perform DRSCA. The empirical study
provided encouraging information with which patients with T2DM could improve
DRSCA. The main findings showed that objective support, support utility and
optimism were significantly and positively associated with the level of DRSCA. In
addition, DRSCA were associated with reduced perceived stress (one component of
negative feelings) but not with anxiety and fatigue after adjusting for covariates.
DRSCA can improve one component of positive health but this is not significantly
associated with resilience and DRQoL after controlling covariates. The study provides
additional information to encourage patients to be more involved in DRSCA in order
to improve their subjective well-being and to reduce perceived stress. In addition, the
role of optimism in DRSCA was examined, and this may help to draw attention to its
role in diabetes care.
KEYWORDS: diabetes self-care activities, negative feelings, positive health, optimism,
social support
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TIIVISTELMÄ
Hoitoon ei aina sitouduta parhaalla mahdollisella tavalla, vaikka tutkimusnäyttö
diabeteksen omahoidosta (diabetes-related self-care activities, DRSCA) on vahvistunut. Lisätietoa omahoitoon liittyvistä tekijöistä tarvitaan tukemaan potilaita
diabeteksen hoidossa. Tämän tutkimuksen tarkoituksena oli analysoida tyypin 2
diabetesta sairastavien henkilöiden omahoitoon liittyviä tekijöitä. Ensiksi, systemaattista katsausta ja meta-analyysiä käytettiin muodostamaan käsitys teoriapohjaisen
omahoito-opetuksen vaikutuksista omahoitotoimenpiteisiin, ja perustakse empiiriselle
tutkimusvaiheelle. Toiseksi, empiirisellä tutkimuksella analysoitiin omahoitotoimenpiteiden taustatekijöitä ja hoitotuloksia. Omahoitotoimenpiteitä mitattiin kahdessa
aikapisteessä.
Systemaattisessa katsauksessa valittiin viidestä tietokannasta 22 tutkimusta, joissa
oli yhteensä 6,099 tutkimushenkilöä. Empiirinen tutkimus koostui kyselyistä kahdessa
aikapisteessä, joista ensimmäisessä 251 ja toisessa 155 tyypin 2 diabeetikkoa palautti
omahoitoon ja siihen liittyviin tekijöihin kohdistuvat kyselylomakkeet. Ensimmäinen
lomake sisälsi potilaiden taustatietoja demografista tekijöistä, terveydestä sekä tietoja
sosiaalisesta tuesta ja optimismista; hoitotuloksiin liittyen kerättiin myös tietoa
kielteisistä tunteista ja myönteisistä terveysvaikutuksista. Toisessa aikapisteessä tuen
ja optimismin vaikutusta diabeteksen omahoitotoimiin mitattiin 3 kuukauden kuluttua.
Systemaattinen tarkastelu osoitti, että teoria-pohjainen omahoidon opettaminen
vaikuttaa omahoitoon enemmän kuin rutiiniomainen opetus, ja että tyypin 2
diabeetikkoja tulisi motivoida ottamaan enemmän vastuuta hoidostaan. Empiirinen
tutkimus toi esiin seikkoja, joiden perusteella voitaisiin kehittää omahoidon laatua.
Sosiaalinen tuki, tuen hyväksyminen ja optimismi olivat merkitsevästi yhteydessä
omahoidon tasoon. Omahoito liittyi matalampaan koetun stressin määrään, joka on yksi
negatiivisten tunteiden komponenteista, mutta ei ahdistuneisuuteen tai väsymykseen,
kun vakioivat tekijät huomioitiin. Omahoito voi parantaa koettua terveyttä ja
hyvinvointia, joka on yksi hyvän terveyden komponenteista, vaikka tilastollista
yhteyttä resilienssiin tai sairauteen liittyvään elämänlaatuun ei kyetty osittamaan.
Tutkimus tuottaa lisätietoa siitä, miten yksilöitä voidaan rohkaista aktiivisempaan
rooliin omahoidossaan subjektiivisen hyvinvoinnin parantamiseksi ja stressin
vähentämiseksi. Lisäksi optimismin roolia omahoidossa tutkittiin, mikä saattaa auttaa
optimismin merkityksen huomioimisessa diabeteksen hoidossa.
AVAINSANAT: diabeteksen omahoito, negatiiviset tunteet, positiivinen terveys,
optimismi, sosiaalinen tuki
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1

Introduction

Diabetes is a global health issue. Approximately 415 million people (9% of the
population) were diagnosed with diabetes in 2015 and this will increase, maybe
rising to 693 million by 2045 (IDF Diabetes Atlas, 2017). In China, 11.6% of females
have type 2 diabetes mellitus (T2DM) and 9.9% of males have T2DM (Yang et al.,
2016). The complications of diabetes can lead to multiple-organ damage and impact
on the quality of life (QoL) (Chawla et al., 2016). The complications of diabetes can
cause an economic burden for both individuals and the medical service system (Hu
et al., 2015).
Therefore, to prevent complications, performing diabetes self-care activities well
and achieving better health outcomes are important (Haas et al., 2014). It is of
importance to encourage people with diabetes to improve their diabetes-related selfcare activities (DRSCA) and make their own decisions in their care plan (Diabetes
UK, 2007; Yang et al., 2015). However, it is no easy task to perform DRSCA, which
demand great effort, and it has been found that it is difficult for people to integrate
DRSCA into their daily life (Shaw et al., 2010). Some demographic and
psychological factors related to diabetes care have been studied in China (Luo et al.,
2015). However, a great number of people with T2DM fail to achieve good
glycaemia control and experience complications (Shaw et al., 2010; Guo et al., 2012;
Zhou et al., 2013). Therefore, for promoting DRSCA, it is of great importance to
identify factors associated with DRSCA (Guo et al., 2018).
A review showed that perceived benefits, which belong to Rosenstock’s health
belief model (1974), can increase the corresponding self-care activities (Luo et al.,
2015). Perceived benefits refer to one's belief about how effective an advised action
will be in solving the health condition (Rosenstock, 1974). Therefore, providing
more information for patients and health care staff about the benefits of DRSCA may
encourage people to perform DRSCA. Of note is that evidence shows that there are
few published studies on encouraging DRSCA by exploring the beneficial factors
associated with DRSCA (Schulman-Green et al., 2016). Besides the benefits of
controlling blood glucose (Zhou et al., 2013), DRSCA may also facilitate decreasing
distress and improving positive health, which is also an important goal in pursuing a
positive life (Sato & Yamazaki, 2012). In this study, the promotion of DRSCA was
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studied from the following perspective: examining the level of DRSCA, the
association of background information with DRSCA and the association of DRSCA
with outcome information consisting of negative feelings and positive health.
The study aimed to provide new knowledge on the associated factors of DRSCA
and to add information in order to increase the DRSCA and overall health of people
with T2DM.
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2

Review of the Literature

The literature review included four parts and summarized previous literature in the
field of DRSCA and their possible associated factors, including background
information and outcome information. The four parts are: the main concepts of the
study, the level and importance of DRSCA, factors associated with the level of
DRSCA and a summary of the literature review. To limit the research scope, the
research was focused on two aspects of the associated factors: negative feelings and
positive health. The components of negative feelings were based on the distress that
commonly existed among people with T2DM (Eom et al., 2011; Grigsby et al., 2002;
Drivsholm et al., 2005). The components of positive health were selected according
to the common definitions of positive health in previous studies (Seeman, 1989;
Locker & Gibson, 2006; Cloninger et al., 2012). The four parts were presented as
follows: the main concepts of the study, the present level of DRSCA and the
importance of DRSCA, factors associated with the level of DRSCA and a summary
of the literature review is formed.
In the literature review, a systematic exploration of the literature was conducted
in the databases of PubMed and PsycINFO. The search items were based on the
concepts of DRSCA, negative feelings, positive health and factors associated with
the level of DRSCA. The search terms included: ‘self-care activities’, ‘self-care’
‘self-management’ ‘life style’, ‘T2DM’, ‘type 2 diabetes’, ‘type II diabetes’,
‘diabetes mellitus, Type 2’, ‘factors associated with self-care’, ‘factors associated
with self-management’, ‘stress’, ‘anxiety’, ‘fatigue’, ‘resilience’, ‘subjective-wellbeing’, ‘disease-related quality of life’ and ‘health-related quality of life’. The
Boolean operators ‘and’ and ‘or’ were used to limit the search phrases in order to get
a view of the publications. The search was limited to publications published from
1980 (the related databases became dominant in the 1980s) to May 2018 and written
in English. In total, 127 studies were selected and reviewed. In the associated factors
about diabetes education, theory-based education has obtained increasingly attention
(Glanz & Bishop, 2010; Michie & Prestwich, 2010; Craig et al., 2013), the sub-study
(Paper I) systematically reviewed the effects of theory-based self-management
education. The search terms included ‘self-care education’, ‘self-management
education’, ‘patient education’, ‘health care education’, ‘life style programme’,
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‘diabetes mellitus’, ‘T2DM’, ‘Type 2’ and ‘randomized controlled trial’. The
selection of published articles was based on screening from the title, abstract or full
text, which included the theory basis for self-management education. In total, 22
randomized controlled trial (RCT) studies updated with 6,099 participants were
selected in the meta-analysis. An overall risk of bias was found in seven of the 22
included studies.

2.1

The main concepts of the study

In this study, the main concepts included DRSCA, negative feelings, positive health,
social support and optimism. Some of the definitions of the concepts were not
determined in previous studies and were defined in this study based on previous
literature.
The DRSCA of T2DM
DRSCA are defined as the activities of people taking care of themselves and
managing the disease, which includes taking medication, regulating diet, selfmonitoring blood glucose (SMBG) regularly, doing physical activities and foot care
(Toobert et al., 2000). These activities play an important role in overall diabetes
management (Zhou et al., 2013).
As for the definition of T2DM, the Chinese guideline recommends criteria for a
diabetes diagnosis and the classification of the World Health Organization (WHO)
(Guo et al., 2016). Type 1 diabetes mellitus is classified by autoimmune β-cell
destruction, generally causing absolute insulin deficiency. T2DM is classified by the
disease causing a progressive decrease of the function of β-cell insulin secretion due
to insulin resistance (American Diabetes Association, 2018). In this study, the
population of people with T2DM was investigated.
The medication used for people with T2DM includes oral medications, insulin
and insulin analogues when life style interventions do not work for glycaemic
control. There are three lines of oral anti-diabetes agents for people with T2DM (Hu
& Jia, 2018). The first-line oral medication for people with T2DM is metformin.
Chinese people with T2DM tend to have postprandial hyperglycaemia, alphaglucosidase inhibitors or insulin secretagogue recommended for the treatment of
newly diagnosed gastrointestinal side effects (Hu & Jia, 2018). If metformin
monotherapy treatment cannot control glycaemic, secondary oral medications, such
as sulfonylureas, thiazolidinediones and dipeptidyl peptidase 4 inhibitors, are
recommended. The third oral medication option was a glucose-like peptide 1
analogue. People who are newly diagnosed with T2DM are recommended to use
insulin and insulin analogues if they fail in taking oral medication or if they have
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severe pancreatic islet β-cell dysfunction, poor blood glucose control for long-term,
or acute or chronic complications (Hu & Jia, 2018). It is obvious that treatment with
medication is important for diabetes management. However, beside medication use,
other DRSCA, such as diet regulation, physical activity, foot care and SMBG, also
belong to the main components of diabetes management (Wu et al., 2011).
In China, people with T2DM receive diabetes information from physicians,
nurses, TV, other media and a small number of certified educators of diabetes (Zhou
et al., 2013). People with T2DM in China have high adherence to medication but
SMBG was least practiced, which may due to pain or the test cost (paid from one’s
pocket) (Yang et al., 2015) and the performance of foot care was also poor (Yang et
al., 2015).
Negative feelings
There is no universal definition for negative feelings. In Collins English Dictionary,
feelings are defined as emotion and/or bodily consciousness or sensation (Collins
English Dictionary, 2018). Negative was defined as referring to a fact, situation or
experience that is unpleasant, depressing or harmful (Collins English Dictionary,
2018). Previous studies have not given a universal definition for negative feelings,
and they were defined or described based on the different study population and
situation. For example, negative feelings were described as including tension,
sadness and insecurity in a study of the desire to eat in bulimia nervosa (Alpers &
Tuschen-Caffier, 2001). Negative feelings also were thought of as taking the forms
of stress, anxiety, depression and pain in a study discussing the importance of the
negative feelings of people when assessing well-being (Grinde, 2016). Negative
feelings were regarded as similar to negative emotions, which included stress,
anxiety, depression and burnout in a study about emotional intelligence and negative
feelings among primary school teachers (Karakuş, 2013). Based on prior studies and
the dictionary definitions, together with considering the situation of the study
population, in this study, the concept of negative feelings was defined as unpleasant,
depressing emotions and/or experiencing tiredness. In this study, people with T2DM
had a high prevalence of negative feelings including stress (Eom et al., 2011),
anxiety (Grigsby et al., 2002) and fatigue (Drivsholm et al., 2005).
Positive health
The definitions of positive health are ambiguous and not consistent (Locker &
Gibson, 2006). For example, positive health has been defined as effective body
functions, coping and responsiveness (Seeman, 1989). Positive health has been
considered to include well-being, coping and adaptation (Locker & Gibson, 2006).
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Positive health can also be summarized as comprising wellness and healthy
functioning (Cloninger et al., 2012). In addition, according to Seligman (2008),
positive health includes independent variables like subjective feeling (such as
physical well-being and confidence), biological health and functional health. Based
on these different definitions, the common meaning of positive health includes
coping and adapting ability (resilience), subjective well-being (SWB), and physical
and functional ability (diabetes-related QoL). In the present study, positive health
consists of resilience, SWB and disease-related quality of life (DRQoL). Resilience
means coping with difficulties, adapting to a stressful situation, recovery from
setbacks and keeping an optimistic mind (Masten, 2014); SWB means experiencing
a state of health, happiness and prosperity, and satisfaction with physical and mental
well-being (New Economic Foundation, 2012); and DRQoL involves domains
related to physical, mental and social functions (El Achhab et al., 2008).
Social support
Social support is defined as assistance from family, friends, neighbours or
community organizations. The assistance can be practical help and emotional
comfort (Koetsenruijter et al., 2015). Therefore, social support is regarded as the
perceived supporting social resources or objective support provided in both formal
and informal contexts and in helping relationships (Cohen et al., 2000). Therefore,
in this study, the concept of social support includes perceived subjective support,
objective support and also the utility of the support (which was also an important
part in evaluating the role of social support based on the study of Xiao [Xiao,
1994;1999]).
Optimism
Optimism is defined as anticipating the most favourable outcome, looking on the
positive side of the events of an endeavour (Matthews et al., 2004; Scheier & Carver,
1985). Optimism has been indicated to be associated with better problem-solving
coping skills and using denial less frequently (Puig-Perez et al., 2017). People, who
are optimistic, as compared to people who are pessimistic, are more active in
pursuing their goals and they cope more effectively when confronting difficult life
situations. In this study, optimism is defined as a tendency to expect favourable and
desirable outcomes (Matthews et al., 2004; Scheier & Carver, 1985).
The definitions of the main concepts in this study are presented in Table 1.
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Table1.

The definitions of the main concepts in this study

The main concepts

Their definition in this study

DRSCA

DRSCA means taking care of oneself and managing diabetes care in
daily life. It included medication, regulating one’s diet, regular physical
activities, SMBG and foot care (Toobert et al., 2000; Zhou et al., 2013).

Negative feelings

Negative feelings mean unpleasant or harmful emotions or physical
sensations. Negative feelings include perceived stress, anxiety and
fatigue (Collins English Dictionary, 2018; Alpers & Tuschen-Caffier,
2001; Grinde, 2016; Karakuş, 2013).

Positive health

Positive health means human functioning and effective coping and
adaptation. Positive health included resilience, SWB and DRQoL in this
study (Locker & Gibson, 2006; Seeman, 1989; Cloninger et al., 2012).

Social support

Social support means the available or actual assistance from family,
friends, neighbours or community organizations. Social support included
subjective support, objective support (the actual help of financial support,
comfort and care that have been received in solving practical problems)
and support utility (Koetsenruijter et al., 2015; Cohen et al., 2000; Xiao
SY, 1994;1999)

Optimism

Optimism means anticipating the most favourable outcome and looking
on the positive side of an endeavour. Optimism is a positive life attitude
and a tendency to expect that outcomes will be favourable and desirable
(Matthews et al., 2004; Scheier & Carver, 1985).

2.2

The level and importance of DRSCA

This sub-chapter summarizes the information about the level and importance of
DRSCA in order to provide the basic information with which to further explore the
associated factors of DRSCA.
Diabetes mellitus (DM) has become one of the most common chronic health
problems globally (Shaw et al., 2010). Diabetes self-care activities can prevent
diabetes complications (Haas et al., 2014). It has been reported that poor levels of
DRSCA were a barrier for the effective management of diabetes complications (Tiv
et al., 2012). People with T2DM have to maintain lifelong self-care activities in daily
life in order to prevent the development of complications (Frei et al., 2009; Kav et
al., 2017). DRSCA constitute an essential part of the self-management of T2DM and
are aimed at optimal glycated haemoglobin (HbA1c) and other health indicators
(Zhou et al., 2013).
However, poor DRSCA (like SMBG and foot care) have been indicated among
people with T2DM (Guo et al., 2012). Significant number of people with T2DM
have poor DRSCA (Kassahun et al, 2016). People with T2DM only achieved 60%
of self-care activities in previous studies (Simon-Tuval et al., 2016; Yang et al.,
2017) and about 50–55% of them in another two studies (Wu et al., 2011; Yang et
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al., 2015). Taking medication was the most frequently reported of the DRSCAs and
SMBG was the least frequently reported (Wu et al., 2011; Al-Khawaldeh et al., 2012;
Yang et al., 2015). Diet was the second most frequently performed activity (AlKhawaldeh et al., 2012; Yang et al., 2015). In the exercise of DRSCA, specific
exercise sessions and inspections of the inside of shoes were less frequently reported
DRSCA (Al-Khawaldeh et al., 2012). An international survey showed that only
13.6% achieved HbA1c level of less than 6.5% (Fu et al. 2012). Blood glucose
control has not been well achieved in China (Chen et al., 2017). The people with
T2DM have to seek help from a hospital when their blood glucose is out of control.
These previous studies provide insights into the level of DRSCA and have shown
the necessity of understanding the level of DRSCA.
Therefore, in order to supplement the stable information of DRSCA and gain a
deeper understanding of the DRSCA of people with T2DM, it could be good to test
the subsequent DRSCA over some period of time, following the same people with
T2DM through their normal life without intervention. In addition, diabetes can cause
complications; besides understanding the level of DRSCA sufficiently, it is very
important to promote DRSCA among people with T2DM. There are several reasons
why performing DRSCA is important.
First, DM is a worldwide issue, and China has shown a rapidly increasing trend
for the prevalence of DM, which may be due to the rapid changes in life habits and
aging. DM affects over 425 million people globally in 2017, and it may affect 693
million people in 2045 (IDF, 2017). An epidemiological study conducted in China
showed the prevalence of DM was 0.67% in 1980 (National Diabetes Research
Group, 1981) and this increased to 10.96% (among people aged from 18 to 99 years
old) (IDF Diabetes Atlas, 2017) over 37 years. The most common type of DM is
T2DM (IDF Diabetes Atlas, 2017). There are many different treatment patterns for
T2DM. However, the blood glucose control of people with T2DM is not adequate
(Hu & Jia, 2018; Mash et al., 2014).
Second, a lot of global mortality is caused by DM and also decreased QoL has
relationship with DM (Oliva et al., 2012). DM can cause long-term complications
and has the potential for damaging organs. Serious long-term complications include
kidney, vascular, retinal, renal and neurological complications and premature
disability (Khaw et al., 2004). In addition, DM can cause the greater use of medical
services and bring financial burdens to the national health system (Hu et al., 2015).
In China, 6% of China’s total health expenditure was accounted for by the DM health
expenditure of adults aged 20–79 (Zhang et al., 2010). DM also has a financial
burden on individuals and households. In mainland China, there are mainly four
types of medical insurance: medical insurance for urban workers, medical insurance
for urban residents, the new rural cooperative medical system and ‘out-of-pocket’
payments. On average, slightly higher than 30% of total expenses were paid out-of-
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pocket by people with T2DM for their treatment (Chen, 2014). In view of the longterm health damage and economic loss caused by DM and their complications, it is
very important to improve DRSCA and prevent the complications of DM
Third, DRSCA are important for people with DM to achieve better health
outcomes (Haas et al., 2014) but are not optimal (Zhou et al., 2013). According to
the Chinese guidelines for T2DM, DRSCA (including regulating diet and exercise
regularly) are the foundation of DM treatment and these activities should be
maintained throughout the whole DM control process (Hu & Jia, 2018). The DRSCA
can be improved in different ways. Several forms of diabetes self-care education
have been found to be effective in diabetes management among individuals with
T2DM. For example, behavioural change techniques in web-based self-management
programme can lead to positive outcomes (van Vugt et al. 2013). Peer education is
more effective in improving self-management in people with T2DM than usual care
groups (Liu et al., 2015). In addition, an online disease management program of a
multidisciplinary health team can help people with T2DM achieve greater decreases
in HBA1c at six months than usual care patients, but the difference was not
significant at 12 months (Tang et al., 2013).
Some factors associated with diabetes self-care also have been identified in
China (Luo et al., 2015). However, the adherence to DRSCA was not optimal
although factors associated with the level of DRSCA, seen from multiple
perspectives, have been explored internationally (Luo et al., 2015; Schulman-Green
et al., 2016). A large multi-centred, cross-sectional study (Ji et al., 2013) was
conducted in China, which was called the ‘3B Study’and aimed to survey the control
of blood glucose, blood pressure and blood lipid (the 3Bs) in people with T2DM, the
majority of people with T2DM (94.4% of them) did not achieve all three target goals
(Ji et al., 2013). Poor DRSCA, like poor foot care and SMBG, have been reported
among people with T2DM and the reason why Chinese adults have poor compliance
with DRSCA is not clear (Guo et al., 2012). Given the increasing epidemiological
and economic burden of DM, there is a critical need to identify factors associated
with the level of DRSCA from multiple perspectives and to develop effective selfcare education to target such factors (Guo et al., 2018; Schiotz et al., 2012).
DRSCA have gained global attention. For example, the DAWN™ (Diabetes
Attitudes Wishes and Needs) programme was an international cooperation project
that was initiated in 2001 and reissued in 2013 that aimed to build a foundation for
improving diabetes care nationally and internationally (Novo Nordisk, 2014).
DRSCA can reduce complications and benefit people with T2DM (Kent et al., 2013).
Studies have started to focus on synthesizing the effectiveness of self-management
interventions on T2DM in order to promote DRSCA (Minet et al., 2010). For
example, researchers (Chrvala et al., 2016; van Vugt et al., 2013) have conducted
systematic reviews of self-management in diabetes and web-based self-management
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education with behavioural change techniques in order to produce positive outcomes
in HbA1c or self-care behavioural change. Some systematic reviews (van Vugt et
al., 2013; Chrvala et al., 2016) have pooled the effects of self-management education
on people with T2DM. Researchers have also suggested that ‘Health promotion
interventions with a theoretical basis are more effective than interventions that lack
a theoretical basis’ (Glanz & Bishop, 2010, p. 399). Craig et al. (2013) also suggested
that best practice for complex interventions should be based on proper theory. In
diabetes management studies, theory-based education has been emphasized.
However, robust evidence is needed to support and confirm the possible benefits of
theory-based diabetes education on DRSCA. To add robust evidence of the effect of
theory-based diabetes education on diabetes care and to add new knowledge to the
study about the factors associated with diabetes care, a systematic review was
conducted. The systematic review in the study aimed to synthesize the results of
theory-based education in RCTs on people with T2DM (Paper I).
The whole study aimed to examine the factors associated with DRSCA. The
perspective of the first phase was that of patient education. It synthesized the effects
of theory-based education on diabetes management to robustly confirm that it is an
important and effective factor associated with DRSCA in diabetes education. In
diabetes education, the education method has been regarded as an important factor
associated with DRSCA (van Vugt et al., 2013; Chrvala et al., 2016). However, the
robust evidence of the effects of theory-based diabetes self-management education
on DRSCA called for by researchers (Craig et al., 2013) was lacking. The systematic
review in this study was adopted in order to confirm that theory-based diabetes selfmanagement education is a strong factor contributing to DRSCA. On the other hand,
this systematic review also provided the implications of and rationale for the factors
that were still needed in order to further explore promoting DRSCA; the role of
people needed to be more involved and more encouraging information about
DRSCA should be provided for people with T2DM.

2.3

Factors associated with the level of DRSCA

A variety of factors associated with the level of DRSCA have been studied (Luo et
al., 2015; Schulman-Green et al., 2016). However, there is still a lack of literature
that also focuses on optimism and social support, and at the same time on subsequent
DRSCA. Studying them together can provide a more comprehensive picture about
the how social support and optimism considered together associated with DRSCA.
On the other hand, some studies showed that depression and anxiety influenced
DRSCA (Alavi et al., 2018; Devarajooh & Chinna, 2017; Pandit et al., 2014); these
studies implied that negative emotions were a barrier for DRSCA. From a different
perspective, whether or not taking the initiative in the actions of performing DRSCA
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could reduce negative feelings and improve positive health was unknown. Therefore,
examining whether actively performing DRSCA is associated with reduced negative
feelings and improved positive health can provide important information for diabetes
care. The following sub-chapter demonstrated the factors associated with the level
of DRSCA and the necessity of this study.
Factors associated with the level of DRSCA have gained a lot of research
attention. Schulman-Green et al. (2016) conducted a qualitative synthesis of 53
studies worldwide. The study found five categories of factors associated with the
self-management of chronic disease: lifestyle characteristics, health status,
resources, systems of health care and environmental characteristics. Recent studies
from different countries (Pandit et al., 2014; Mut-Vitcu et al., 2016; Devarajooh et
al., 2017; Browne et al., 2015) also indicate that anxiety and depression can lead to
poor DRSCA. Diabetes education is also considered to be associated with the
DRSCA and health of people with T2DM. According to a systematic review,
diabetes self-care education can reduce HbA1c (Chrvala et al., 2016). Researchers
also suggested that diabetes education with a theoretical basis tend to produce better
and longer-lasting effects compared to those which have no theoretical base (Glanz
& Bishop, 2010; Michie & Prestwich, 2010; Craig et al., 2013). Therefore, in order
to provide strong evidence for this, another systematic review with a meta-analysis
showed theory-based diabetes self-management education was more effective than
routine diabetes education on HbA1c and DRSCA among people with T2DM (Paper
I).
It is necessary to encourage people with T2DM to implement DRSCA well and
by themselves. The systematic review with the meta-analysis in this study also
implied that the role of people with T2DM should be more involved. It implied that
there was a necessity for a study that could provide information that would encourage
people with T2DM to be actively involved in DRSCA and pay attention to the
internal strength of individuals to achieve clinical effectiveness of education.
In addition, based on the health belief model, the perceived benefits of outcome
of performing an activity is a promoter of forming and sustaining the behaviour
(Rosenstock, 1974; Becker, 1978). Beyond the known information that DRSCA are
associated with HbA1c and lipid profiles (Rosal et al., 2011), this study aimed to
provide more positive and encouraging information for promoting self-management,
especially for the people who are newly diagnosed with DM. On the one hand, the
verified association of DRSCA with improved positive health and reduced negative
feelings in the study can become perceived benefits of performing DRSCA. On the
other hand, according to social cognitive theory (Bandura, 1999), people can learn
and maintain behaviour by self-experienced reinforcement and symbolic modelling.
The association to be confirmed could act as a self-experienced reinforcement for
the people with T2DM who perform DRSCA well, and it could also act as a symbolic
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model (demonstrated via books, online media and other media sources) for those
who fail to perform DRSCA and newly diagnosed DM patients. They can be
encouraged to better self-manage their disease through such symbolic modelling and
this can be reinforced again by improved positive health and reduced negative
feelings.
It has also been suggested that both the clinical effectiveness and costeffectiveness of education are needed (Teljeur et al., 2017). There was a necessity
for a study that could provide information that would encourage people with T2DM
to be actively involved in DRSCA and pay attention to the internal strength of
individuals. Therefore, it is meaningful and imperative to mobilize people’s inner
enthusiasm and inherent resources in order to improve their self-care level. It is
effective for people with T2DM to implement DRSCA well by themselves (Kent et
al., 2013). People with T2DM must be stimulated to make their own decision to
perform DRSCA based on their awareness and self-discipline. To be able to do this,
more encouraging information about more benefits of DRSCA was needed in order
to promote DRSCA (Luo, 2015). Correspondingly, more information about the
factors associated with the level of DRSCA was necessary.

2.3.1 Background information
In this study, the background information consisted of demographic information,
health information, and information on social support (including subjective support,
objective support and support utility) and the optimism of the people with T2DM. In
the next chapters, this information will be described in detail.
Demographic information on DRSCA
In the previous studies, the associations of demographic information with DRSCA
were not consistent. Previous research has shown contradictory findings about the
associations of demographic information (like age, gender and education) with
DRSCA. There are studies that showed that advanced age was associated with
regular T2DM self-care activities (Huang et al., 2014). In contrast, another study
(Wu et al., 2007) showed that age had no relationship with self-care activities.
Gender was also a factor that may associate with DRSCA. Gender was a factor
associated with DRSCA, but the result was not aligned across different studies. Bai
et al. (2009) found that men performed self-care activities better than women and
men were reported to perform SMBG more frequently than their female counterparts
(Mogre et al., 2017). Baumann et al. (2010) found that men tended to do more regular
physical activity and women tended to follow the recommended diet. However, Luo
et al. (2015) indicated in a review that women were found to have better overall
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DRSCA performance than their male counterparts. Education was potentially
associated with the level of DRSCA: people with T2DM who had low educational
attainment were associated with low DRSCA ability (Bai et al., 2009) and people
with T2DM who had a higher educational level performed DRSCA better (Huang et
al., 2014). Another background information factor, living alone, was shown to have
negative relationship with DRSCA (Luo, 2015). Given the lack of enough supporting
studies or the inconsistency of the results regarding their association with DRSCA
in previous studies, the association of demographic information and DRSCA
included information on age, gender, education and living alone and was investigated
in the population of this study.
Health information on DRSCA
Patient’s health status was shown to be associated with self-care (Schulman-Green
et al., 2016). Health information included health status and information associated
with DM in this study, which acted as a potential factor that may associate with the
level of DRSCA. Previous studies have preliminarily shown the association of
diabetes information with DRSCA. For example, the diabetes information in the
previous studies included diabetes duration and diabetes education. The association
of diabetes duration with DRSCA was not identified consistently in previous studies.
Bai et al. (2009) and Wu et al. (2007) indicated that the long duration of having
T2DM was positively associated with high self-care ability, but this was not
confirmed by another study (Huang et al., 2014). Diabetes education and a high level
of general education in patients’ background were shown to be associated with
improved DRSCA. Diabetes education was associated with improved DRSCA (Wu
et al., 2007). Another study discovered the disadvantage of the low educational
attainment and awareness in relation to DRSCA (Samuel-Hodge et al., 2008).
Whether or not patients felt diabetes-related symptoms before getting a diabetes
diagnosis and if this was associated with the level of DRSCA were not considered
in previous literature. This issue was given consideration in this study as the
researcher of this study was not sure if people with T2DM reacted differently in
terms of their performance of DRSCA when they did not feel diabetes-related
symptoms before diagnosis. If the person did not feel symptoms before his or her
diabetes diagnosis, he or she may have made no psychological preparation and think
that the onset of DM was sudden. In such cases, the adaptation time tended to be
longer than those that had symptoms before being diagnosed. The prolonged and
inadequate adaptive process possibly leads to reduced well-being and increased
anxiety (Lehti, 2016). Other health information (like family history, body mass
index, systolic blood pressure and diastolic blood pressure) was also considered in
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this study as it contained important indicators in diabetes care (Khunti et al., 2012;
Davies et al., 2008).
Social support and optimism in relation to DRSCA
It has recently been suggested that an individual’s internal strengths can be used to
promote the health behaviour of people with T2DM (Al-Hassan et al., 2017; Wu et
al., 2011). For example, intrinsic motivation (Al-Hassan et al., 2017) and selfefficacy (Wu et al., 2011) were effective in promoting DRSCA. Optimism is an
important inner strength which plays a protective role in taking care of oneself (Nabi
et al., 2010). People with greater optimism are more likely to change behaviour or
engage in behaviour that is helpful in adapting to situations (Matthews et al., 2004;
Nabi et al., 2010). As people’s efforts to maintain health behaviour often happen in
a social context and in interaction with the social environment (Rintala et al., 2013),
social support is an inevitable factor that should be considered in DRSCA.
Therefore, the association of both the social support from the social context and
optimism from inner strengths with DRSCA were considered in this study. An
increasing number of studies have contributed to diabetes self-management and the
DRSCA of T2DM. Luo (2015) summarized multiple factors associated with the level
of DRSCA including demographics and the health belief model among the Chinese
population while Schulman-Green et al. (2016) conducted a qualitative synthesis
from international studies and summarized five categories (lifestyle characteristics,
health status, resources, environment and the system of health care) related to the
self-management of chronic diseases, including DM DRSCA have been a focus of
chronic disease research. However, a systematic review showed the performance of
DRSCA among people with T2DM was not optimal (Luo, 2015). DRSCA take place
in a social context (Rintala et al., 2013; Rosland et al., 2008). Understanding how
social support associates with DRSCA can provide meaningful information for
health practice (Miller & Dimatteo, 2013), especially for understanding its influence
on DRSCA in combination with internal strengths.
Social support is an important environmental support resource in the family and
social environments in which people’s DRSCA are carried out (Rintala et al., 2013).
In this study, social support covered three dimensions: subjective support, objective
support and support utilization (Xiao, 1994). Based on earlier studies, social support
is positively associated with the level of DRSCA among people with DM (Miller &
Dimatteo, 2013; Schiotz et al., 2012). Studies showed the influence of social support
on DRSCA, but how it associated with subsequent DRSCA is unclear, especially the
details of its dimensions, including subjective support, objective support and support
utility.
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An individual’s internal strengths have been suggested to be associated with
DRSCA recently (Wu et al., 2011; Al-Hassan et al., 2017). One of the internal
strengths is optimism, which can protect individuals from developing diseases,
which has drawn the attention of researchers (Nabi et al., 2010). Optimistic people
have more confidence, less perceived stress and they look for the best aspects of any
situation in order to achieve goals (Puig-Perez et al., 2017). Thus, optimism is
possibly associated with health-protecting behaviour (Matthews et al., 2004; Nabi et
al., 2010). Given the association between optimism and health behaviour, it is
necessary to consider the protective role of optimism in self-care behaviour among
a vulnerable population with T2DM. This examination of their relationships would
provide new knowledge and a new perspective for health policy and health
promotion aimed at improving DRSCA.
Research on both how different levels of social support and optimism relate to
subsequent DRSCA and on whether optimism mediates the relationships between
social support and subsequent DRSCA can provide new information for diabetes
management. Although optimism is possibly associated with DRSCA, how it
mediates the relationships between social support and subsequent DRSCA has not
been explored previously.

2.3.2 Outcome information
In this study, the outcome information consisted of negative feelings, including
perceived stress, anxiety and fatigue, and positive health outcomes, including
resilience, SWB and DRQoL. In the next chapters, these concepts and their possible
relationships with DRSCA will be described in detail.
DRSCA and negative feelings
This sub-chapter mainly focuses on the necessity and possibility of the association
of DRSCA with reduced negative feelings. The component concepts chosen for
negative feelings were based on the definition in Collins English Dictionary (2018)
and abstracting from previous studies. Regarding negative feelings, for people with
DM the disease itself is an additional stressor as it brings the necessity of unwanted
lifestyle changes. The long chronic stress and the risk of diabetes-related
complications also induce anxiety (Bickett & Tapp, 2016). Moreover, the severity of
diabetes symptoms (Fritschi & Quinn, 2010) and blood glucose level (Jain et al.,
2015) are significantly related to fatigue.
On the basis of theory of stress and coping (Lazarus and Folkman, 1984;
Lazarus,1999), a problem-focused coping strategy, formed of task-oriented actions
(Folkman, & Moskowitz, 2000), allows for a sense of control in attaining a specific
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goal, which is effective in managing the stress. Performing DRSCA regularly is a
positively problem-focused reaction to the negative feelings, which include
perceived stress, anxiety and fatigue. Therefore, DRSCA theoretically have a
possibility to be associated with reduced perceived stress, anxiety and fatigue.
There are already studies about how negative emotions, like anxiety and distress,
influenced the performance of DRSCA (Alavi et al., 2018; Devarajooh & Chinna,
2017; Pandit et al., 2014). But there is a lack of attention paid to whether taking the
initiative to perform DRSCA can be associated with reduced negative feelings
(consisting of perceived stress, anxiety and fatigue) (Alavi et al., 2018; Devarajooh
& Chinna, 2017; Pandit et al., 2014).
DRSCA have been regarded as the cornerstone for diabetes management (Lee et
al., 2016). Although people with T2DM understand the importance of DRSCA, it is
still not easy to sustain them in daily life. Researchers have noticed this and begun
to pay attention to how to stimulate people with T2DM to integrate their diabetic
self-care into their lifestyle (Linmans et al., 2015; Meunier et al., 2016). People with
T2DM tend to have stress, anxiety and fatigue compared to the general population
(Eom et al., 2011; Drivsholm et al., 2005; Grigsby et al., 2002). DRSCA may have
associations with negative feelings (consisting of stress, anxiety and fatigue).
Previous studies have found that negative emotions, like anxiety, depression and
distress, influence adherence to DRSCA (Alavi et al., 2018; Devarajooh & Chinna,
2017; Pandit et al., 2014). Patients with depressive symptoms (Kim et al., 2015) and
distress were less likely to adhere to DRSCA (Pandit et al., 2014).
This study examined whether the high performance level of DRSCA was
associated with reduced negative feelings (consisting of stress, anxiety and fatigue)
in people with T2DM. The aim was to provide more encouraging information
regarding performing DRSCA. The following paragraphs discuss about the rationale
of studying the association of DRSCA with negative feelings based on the previous
studies.
A study has indicated that people with T2DM have a higher perceived stress
level than the general population (Eom et al., 2011). Perceived stress causes the body
to release cortisol which helps individuals cope with events in life in the short term,
but long-term perceived stress may lead to chronic disease and disease development.
Therefore, it is essential to reduce the perceived stress of people with T2DM.
Whether perceived stress leads to inadequate DRSCA has been studied recently
(Chlebowy et al., 2018). From another perspective, taking the initiative to conduct
DRSCA may also be associated with reduced stress. Esch et al. (2013) suggested
that self-care strategies, like taking measurements, help oneself to cope with a
difficult situation and decrease perceived stress in a health care programme. This
suggestion implicated that DRSCA may possibly associate with reduced perceived
stress. The limited available literature (Esch et al., 2013) implicated that examining
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the relationship between DRSCA and perceived stress may add useful knowledge
related to managing the perceived stress of people with T2DM.
Generalised anxiety disorder has 14% prevalence among adults with DM, and
40% of people with DM have anxiety symptoms based on the review conducted by
Grigsby et al. (2002). More recently, a study showed the prevalence of anxiety
symptoms in China was 43.6% (Sun et al., 2016). Smith et al. (2013) indicated that
people with DM tend to have anxiety as individuals worried about the risk of
diabetes-related complications (Bickett & Tapp, 2016) and failure to achieve the
blood glucose level suggested by physicians (Fritschi & Quinn, 2010). Previous
studies have indicated that people with DM who have anxiety were less adherent to
DRSCA (Pandit et al., 2014; Devarajooh et al., 2017; Alavi et al., 2018). However,
DRSCA were also intended to reduce the anxiety which is often linked with chronic
illness (Riegel et al., 2012). There are a lack of studies addressing whether taking the
initiative to perform DRSCA is associated with reduced anxiety.
Fatigue is a common problem and affects 61% of people with DM (Drivsholm
et al., 2005). It is indicated that initiating insulin injection increases the burden of
people with DM, which is related to fatigue (de Sonnaville et al., 1998). However,
bringing blood glucose under control in turn may decrease fatigue. Poor disease
management and elevated HbA1c have been indicated to be associated with fatigue
(Park et al., 2015). Besides this, diabetes symptoms have been strongly associated
with fatigue (Fritschi & Quinn, 2010). Therefore, it is implicated that DRSCA which
control the blood glucose level and reduce diabetes symptoms (Kent et al., 2013)
may have a relationship with fatigue. Although fatigue should receive more
consideration for people with T2DM due to the high prevalence among them, the
direct association of DRSCA with fatigue is not studied much in empirical research
(Singh & Kluding, 2013).
In summary, there is limited evidence demonstrating how DRSCA relates to
negative feelings (consisting of perceived stress, anxiety and fatigue).
DRSCA and positive health
In this study, positive health consisted of resilience, SWB and DRQoL. The
component concepts chosen for positive health were based on a model of positive
health (Seeman, 1989) and the definitions of other researchers (Locker & Gibson,
2006; Seligman, 2008; Cloninger et al., 2012).
More attention has been paid to preventing disease and restoring functions
impacted on by disease in public health guidelines, and less attention has been paid
to promoting positive health (Prendergast et al., 2016). Although previous findings
have shown unhealthy behaviour was related to increased mortality or morbidity
(Kvaavik et al., 2010), less is known about how health behaviour relates to positive
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health (Prendergast et al., 2016). DRSCA have been indicated to be associated with
HbA1c and lipid profiles (Rosal et al., 2011). However, the information on the
association with other general indicators from other perspectives, like that of positive
health, was limited. Although it has been shown that positive emotional health may
benefit self-management (Robertso et al., 2012), it is unclear that whether DRSCA
can adjust or improve positive health. Therefore, it is important to examine how
DRSCA are associated with positive health. This may provide useful information for
guiding further research on DRSCA and positive health.
Self-care activities have been shown to associate with resilience among the
general population (Olsson et al., 2003; American Psychological Association, 2015).
Resilience enables people coping with difficulties to make adjustment to changes
and to fight against the negative effects of perceived stress (Frydenberg, 2004).
Therefore, it is meaningful to advocate that people build resilience by individual
activities. Resilience is not an innate ability and is believed that it can be built and
enhanced during one’s life (Olsson et al., 2003; Saletnik, 2018). For example, taking
care of oneself has been suggested as a way to improve resilience among the general
population (American Psychological Association, 2015). Therefore, providing
evidence about whether DRSCA are associated with improved resilience may
provide an important step in paying attention to resilience in diabetes care. Resilience
has been shown to be associated with reduced diabetes distress (Wang et al., 2017).
However, there are no studies about whether DRSCA could improve resilience
among people with T2DM, which made it necessary for it to be examined in this
study.
SWB is the self-assessment of how satisfied people are with their daily life and
emotions (New Economic Foundation, 2012). SWB is related to physical health,
longevity, excellence and optimal human functioning (Ryan & Deci, 2001).
Research on how to increase SWB has increasingly become a hot topic recently
(Alayli-Goebbels et al., 2014; World Health Organization, 2012). WHO published a
report emphasizing the importance of evaluating SWB in health improvement
programmes and services (World Health Organization, 2012). Previous research
showed that self-care strategy was linked to improved subjective well-being in
Swedish adults (Hansson et al., 2005). Based on the limited evidence (Hansson et
al., 2005) and putting emphasis on SWB (Alayli-Goebbels et al., 2014; World Health
Organization, 2012), it is necessary to understand whether DRSCA are associated
with SWB in people with T2DM as hypothesized.
DRQoL means the extent that the disease affects daily life, including the social
and physical functioning of people with DM (EI Achhab et al., 2008). DRQoL has
caught researchers’ attention recently. Previous literature has indicated that DRSCA
were associated with DRQoL in people with T1DM (Chen et al., 2017) and T2DM
(Wang et al., 2011) in Taiwan. As DRQoL is possibly influenced by culture
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(Marshall, 1990), different types of associations between DRSCA and DRQoL
should be evaluated on a per culture basis. Examining their connections in different
cultural areas can add information for diabetes management.
Besides examining the background information promoting DRSCA, providing
supporting information from the perspective of the association between DRSCA and
outcome information may encourage people with T2DM to make their own decisions
about DRSCA (Linmans et al., 2015). The background information of people with
T2DM was also considered. In summary, this study explored the association of
background information with DRSCA and the association of DRSCA with outcome
information. The possible relationships of the study concepts to be examined are
shown in Figure 1.

Background information
-Demographic information
-Health information

Outcome information
DRSCA

-Social support
-Optimism

-Negative feelings
-Positive health

Figure 1. The possible relationships of study concepts to be examined. DRSCA, diabetes related
self-care activities.

2.4

Summary of the literature review

A summary of the literature review for the whole study
The summary of the literature review for this study, including what is already known
and research gaps based on both the literature review and the result of the systematic
review (both updated), is shown in Figure 2.
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A summary of the literature review in this study
Patient
education on
DRSCA

Background information

DRSCA
level

Outcome information
(negative feelings and
positive health)

What is already known
Researchers
suggested that
interventions
based on theory
tended to
produce better
and longerlasting effects
than those which
had no
theoretical base.

Background information is
possibly associated with the level
of DRSCA in previous studies. A
variety of factors associated with
the level of DRSCA have been
studied.

The level
of DRSCA
is not high.

There is research on the
associated factors with
DRSCA based on
univariate analyses.
Negative feelings (with
the components of
stress, anxiety and
fatigue) and positive
health (with the
components of
resilience, SWB and
DRQoL) have received
little attention.

The research gap
There was lack
of robust
evidence in
previous studies
about the
effectiveness of
theory-based
selfmanagement
education.

Some background information,
Exploring
for instance, information on
the
whether people with T2DM felt
DRSCA at
symptoms before their diabetes
two time
diagnosis, was not included in
points to
previous studies. In addition, the
see the
association of social support and
information
optimism with subsequent
about the
DRSCA and the mediation of
stability of
optimism in DRSCA both needed DRSCA.
to be explored.
The present study

The systematic review (Phase 1): The systematic
review aimed to pool the effects of theory-based selfmanagement education on DRSCA, HbA1c, selfefficacy, quality of life and diabetes knowledge.

DRSCA are possibly
associated with negative
feelings and positive
health. However, there
was a lack of studies
demonstrating whether
DRSCA are associated
with reduced negative
feelings and improved
positive health.

The empirical study (Phase II): The
reason for the poor performance of
DRSCA is not well known. The
empirical study aimed to provide new
knowledge on the associated factors
of diabetes-related self-care activities
and provide information with which to
increase the DRSCA and overall
health of people with T2DM.

Figure 2. The summary of the literature. Note: DRSCA = diabetes-related self-care activities;
DRQoL = diabetes-related quality of life; HbA1c = glycated haemoglobin.
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3 Aims

The aim of the study was to explore new knowledge on the associated factors of
DRSCA and provide information for increasing both the level of DRSCA and the
overall health of people with T2DM.
More specifically, the following research questions in the systematic review and
empirical study were addressed.
The research questions:
3.1 What are the effects of theory-based self-management education on the
HbA1c, self-efficacy, and diabetes knowledge, BMI and quality of life of
people with T2DM? (Paper I)
3.2 What is the level of the DRSCA of people with T2DM? (Empirical study,
Paper IV)
3.3 What factors are associated with the DRSCA of people with T2DM?
3.3.1 What is the association between background information (including
demographic information, health information, social support and
optimism) and the level of DRSCA? (The empirical study, Papers II–
IV)
3.3.2 What is the association between DRSCA and outcome information
(including negative feelings and positive health)? (The empirical study,
Papers II–III)
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There were two phases in this study. In the first phase, a systematic review was
conducted (Paper I). The systematic review synthesised the effects of theory-based
self-management educational interventions on HbA1c, BMI, self-efficacy, diabetes
knowledge, and self-care activities.
In the second phase, new information was provided to encourage people with
T2DM to improve DRSCA by identifying the associated factors of DRSCA. In the
second phase, data were collected by two surveys, taken at two time points (Papers
II, III, IV).
The materials and methods part is based on the systematic review phase and
survey phase, covering two time points. In this chapter, the study design, study
participants and settings, data collection, data analysis and ethical considerations are
described (Table 2).

4.1

Study design

The study design included the literature review and the empirical study, which used
survey design to examine the factors associated with DRSCA (see Table 2 and Figure
2).
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Table 2. Design, sample, data collection and analysis in four sub-studies
Phase

Design

Paper

Sample

Data collection

I
Literature
review

Systematic
Review

I

Studies published A systematic search Meta-analysis.
between 1980 and of research from
December 2018
databases. (N = 22
studies); 2015–2018

II
Empirical
study

Crosssectional
survey
design at
time 1

II,III

People with T2DM
that met the
criteria. (N = 310;
n = 251)

Survey

IV

People with T2DM Data about DRSCA
that met the
were collected by
criteria. (N=251;
phone. 2015-2016
n=155)

Data from two
teaching hospitals in
eastern China. Data
collection for
DRSCA, perceived
stress, anxiety,
fatigue, resilience,
SWB, DRQoL,
social support and
optimism was done
using a
questionnaire
survey; 2015–2016

Data analysis

Descriptive
statistics,
independentsamples t-tests,
correlation
analysis and
hierarchical
multiple
regression
analysis were
used

Descriptive
statistics, chiSquare, t-tests
(X2 tests),
independentsamples t-tests,
hierarchical
multiple
regression
analysis and
mediation
analysis were
used

4.1.1 Phase 1: The systematic review with the meta-analysis
In Phase 1, the systematic review with the meta-analysis was conducted following
the recommendations from the Cochrane guidelines (Higgins & Green, 2011).
Synthesizing the effects of theory-based education in diabetes management can
robustly confirm its effective role in DRSCA (Paper I). In addition, the systematic
review facilitated discovering the variables that needed to be examined and identified
in the empirical study.
Systematic reviews typically include planning comprehensively and making a
search strategy, using the procedure of identification, a critical appraisal, extraction
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and synthetization from the related studies on a particular topic in order to reduce
bias (Uman, 2011). A meta-analysis means systematically applying a statistical
method in order to pool the quantitative results from selected studies into a single
quantitative estimate or a summary of effect size (Uman, 2011). It uses objective
formulas combining the results of scientific studies, yielding a weighted average
from the results of studies. In this phase, a meta-analysis was used to pool the effects
of theory-based self-management education.

4.1.2 Phase 2: The empirical study
The design of the empirical study included the following elements: considerations
of the sample selection (the sample is from two tertiary hospitals in eastern China,
based on the inclusion criteria of this study), requirements for the determination of
sample size (sample calculation is done in G*Power in this study) and considerations
of the selection of appropriate survey instruments (Glasow, 2005).
In this study, data have been collected at two times over the period between July
2015 and July 2016. At time 1, surveys were done that included gathering
demographic information, health information and information on social support,
optimism, DRSCA, negative feelings and positive health. The aim of the survey at
time 1 was to examine the association of DRSCA with outcome information that
included positive health and negative feelings (Paper II-III).
At Time 2, the information for DRSCA was collected over three months. The
aim of adding the survey at Time 2 was to examine whether or not the background
information associated with subsequent DRSCA (Paper IV). In order to supplement
the stable information of DRSCA and gain a deeper understanding of the factors
associated with the DRSCA of people with T2DM, it would be good to test the
subsequent DRSCA over some period. The subsequent DRSCA over three months
were collected by phone in the study. The participants were recruited from hospitals
and they visited the hospitals for help. Many of them probably attended the routine
diabetes self-care education class held by the related hospital staff. Therefore, they
may have had some ideas regarding change in diabetes self-care behaviour during
those days. People usually take an average of 66 days to form a habit if they decide
to make a change (Lally et al., 2010).
Figure 3 shows the framework of the empirical study. The empirical study
mainly examined the associations of background information (including
demographics, health information, social support and optimism) with the level of
DRSCA at Time 2 and the association of the level of DRSCA at Time 1 with outcome
information, including information on negative feelings and positive health.
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Demographic
information
-Age
-Gender
-Education
-Living alone
-Smoking
-Drinking alcohol

Level of
DRSCA
(Time 1)

-Perceived stress
-Anxiety
-Fatigue
Outcome Information

-Diabetes duration
-Family history
-Symptoms prior to
diagnosis
-Received SSCE
-Complication
-Hight, weight (BMI)
-DBP
-SBP

Background Information

Health information

Negative Feelings

Positive Health
-Resilience
-Subjective wellbeing
-Disease-related
QoL

Social support
-High level
-Low level

Optimism
-High level
-Low level

Level of
DRSCA
(Time 2)

Figure 3. The empirical study framework of associated factors with DRSCA. Note: SSCE =
standardized self-care education. BMI = Body mass index. SBP = systolic blood
pressure; DBP = diastolic blood pressure. QoL = quality of life.

4.2 Setting and sampling
4.2.1 Phase 1: The systematic review with the meta-analysis
The databases MEDLINE, EMBASE, CINAHL, PSYCINFO and Web of Science
were systematically searched and 2,439 potentially relevant articles were identified.
The key words were ‘self-management education’, ‘T2DM’ and ‘randomized
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controlled trial’. The stages of selection included: identifying articles from
databases, screening titles and/or abstracts for eligibility for inclusion and screening
the full text of articles for eligibility. The selected criteria for articles in the
systematic review were based on the PICOS (P: population or problem; I:
intervention or exposure; C: comparison; O: outcome; S: study design) elements
(O'Connor et al., 2008). Finally, 20 studies were included (Paper I). In the updated
data (collected April 2015 to December 2018), the following databases were
searched: MEDLINE, EMBASE, CINAHL, PSYCINFO and Web of Science. After
screening, two new articles were selected from 137 studies that met the criteria.
Detailed information of the inclusion and exclusion criteria is shown in Paper I.

4.2.2 Phase 2: The empirical study
A survey method was used to collect data in the empirical study at two times in
summer 2015 and summer 2016. The inclusion criteria for the study participants
were as follows: being age of 18 years old or older, having T2DM for three months
or more, voluntarily participation and having no serious complications. A convenient
sampling method was used to collect the data. The study setting was Nantong city,
covering an area of 8,001 square km, belonging to Jiangsu Province, near the
Yangtze River in central eastern China, with a population about 7,630,000 (Nantong
Government, 2012). The older population percentage was higher than national
average of 8.91% (Office of Population Census of State Council and Department of
Population and Employment of National Statistics Bureau, 2013).
The sample size was calculated using G*Power software. For multiple regression
analysis (using the multiple regression analysis method for analysing the DRSCA on
positive health and negative feelings), the alpha was 0.05 and the power was 0.90,
and the possible maximum number of independent variables analysed at one time
was 15 (the number of variables in the background information and in study
variables) for analysis of positive health and was 12 for analysis of negative feelings.
The sample size needed to be at least 249 for multiple regression analysis for analysis
of positive health and was 230 for analysis of negative feelings (Faul et al., 2013).
After three months’ follow-up, the DRSCA were surveyed again. The sample size
for using a priori linear multiple regression in the second survey was calculated by
setting the following parameters: an alpha of 0.05, an effect size of 0.15, a power of
0.80, both the number of tested predictors and the total number of predictors were
set to 17. The sample size needed to be at least 146.
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4.3

Instruments

The data collection included background information consisting of demographic
information and health information (Table 3). The demographic information
included age, gender, educational background, living alone (Yes/No), drinking
alcohol (Yes/No) and smoking (Yes/No). The health information included family
history, feeling symptoms prior to diagnosis, the duration of diabetes and if the
participant had standard diabetes education prior to the survey, complications,
height, weight (body mass index [BMI] was weight [in kilograms] over height2 [in
metres]), systolic blood pressure (SBP) and diastolic blood pressure (DBP). Other
background information also included social support and optimism, providing
information about the social situation and personal characteristics. The outcome
information used was negative feelings (with the components of stress, anxiety and
fatigue) and positive health (with the components of resilience, SWB and DRQoL).
The instruments gained permission for use from the copyright holders when
necessary.
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Table 3.

Summary of collected information

Data collection information

Content

Background information
Demographic in formation

Age
Gender
Education background
Living alone
Drinking alcohol habit
Smoking

Health information

Family history
Feeling symptoms prior to diagnosis
Duration of diabetes
If have standard Diabetes education prior to the survey
Complication
Height, weight (Body mass index was weight (in
kilogram)/ height2 (in meter)
Systolic blood pressure (SBP)
Diastolic blood pressure (DBP)

Other background information

Social support
Optimism

Outcome information

Negative feelings consisting of stress, anxiety and
fatigue
Positive health consisting of resilience, SWB, and
DRQoL.

The Diabetes Self-Management Scale
DRSCA were measured by using the Diabetes Self-Management Scale (DSMS),
tested among Chinese populations (Xu et al., 2008). The definition of diabetes selfmanagement in this study was defined as the self-management of medication
adherence, the diabetic diet, exercise, SMBG and foot care (Xu et al., 2008).
Therefore, the scale used the core items of the widely used diabetes self-care
activities scale developed in the USA (Toobert et al., 2000). It includes ten items and
five dimensions about diet regulation, medication, physical activity, SMBG and foot
care. Each item is scored from 0–7, representing how many days they have
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performed self-management care in the past week. A higher score shows a high level
of self-care. The scale has acceptable reliability and good validity: about 91% of the
variance was accounted for by eight items, loaded on five factors in the exploratory
factor analysis and Cronbach’s alpha was 0.68 (Xu et al., 2008). Thus, an eight-item
version was used in this study. The results from this instrument were reported in
Papers II–IV. The score index for DRSCA was calculated as the present score
divided by the possible maximum score possible.
The Perceived Stress Scale
Perceived stress was measured by using the Perceived Stress Scale (PSS-10),
developed in the USA by Cohen et al. (1983). The scale has a single dimension and
includes ten items. Each item is scored from 0 to 4 according the frequency of
occurrence. A higher score shows a higher level of perceived stress. The scale has
good reliability and validity (Cohen et al., 1983; Lu et al., 2017). Previously, internal
consistency by Cronbach’s α for PSS-10 has ranged from 0.78 to 0.90 (Cohen &
Williamson, 1988; Maroufizadeh et al., 2014). The results from this instrument were
reported in Paper II.
The Zung Self-Rating Anxiety Scale
Anxiety was measured by the Zung Self-Rating Anxiety Scale (SAS) developed in
the United states of America. The scale includes a single dimension and 20 items
(Zung, 1971). Each item is scored from 1 to 4 according the frequency of occurrence.
The raw score needs to be multiplied by 1.25 to convert it to an ‘Anxiety Index’. The
Anxiety Index can then be used to determine one’s level of anxiety. A higher score
indicates a tendency to have more anxiety symptoms. The scale has good reliability,
and concurrent and convergent and discriminant validity (Samakouri et al., 2012). A
split-half reliability of 0.71 for the scale has been reported (Zung, 1971). The results
from this instrument were reported in Paper II.
The Fatigue Scale
Fatigue was measured by a fatigue scale developed in the UK (Chalder et al., 1993).
The scale includes two dimensions, mental fatigue and physical fatigue, with 14
items. Each item is scored from 1 (yes) to 0 (none), and the three items 10, 13 and
14 are scored reversely. A higher score indicates higher fatigue. The scale has good
reliability, sensitivity and specificity (Chalder et al., 1993). The Cronbach’s alphas
for the scale ranged between 0.88 and 0.90 (Chalder et al., 1993). The results from
this instrument were reported in Paper II.
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The Connor-Davison Resilience Scale
Resilience was measured by the Connor-Davison Resilience Scale, developed in the
USA (Connor & Davidson, 2003). The scale was modified by Drs Campbell-Sills
and Stein (2007) from the original 25-item scale (Connor & Davidson, 2003) in the
USA. The scale has one dimension and ten items. Each item is scored from 0 to 4.
The answer of not true at all was scored 0 and the answer of true, nearly all the time
was scored 4. A higher score indicates better resilience. The scale has good reliability
and validity (Connor & Davidson. 2003; Campbell-Sills & Stein, 2007). The
Cronbach’s alpha for the scale is 0.85 (Campbell-Sills & Stein, 2007). The results
from this instrument were reported in Paper III.
The WHO-5 Well-Being Scale
Subjective well-being was measured by the WHO-5 Well-Being Scale, developed in
Denmark, based on the WHO-10 Well-Being Index (Bech, 1996; 2003). The scale
includes five items and uses a six-point Likert-type scale. The answer of not present
was scored 0 and the answer of constantly present scored 5. Although the WHO-5
Well-Being Scale is short, it is a generic global tool for measuring subjective wellbeing (Topp et al., 2015) and global studies have shown the power of WHO-5 in
measuring well-being (Bech, 2009; Bech, 2012). WHO-5 well-being has shown
good internal and external validity (Bonsignore, et al., 2001). In this study, the
Cronbach’s α is 0.84. The results from this instrument were reported in Paper III.
DRQoL
DRQoL was measured by the Audit of Diabetes Dependent Quality of Life
(ADDQoL-19), developed in the UK (Bradley & Speight, 2002), in order to evaluate
how individuals perceive the impact of diabetes on their life domains. The scale has
19 domains. Each domain separates two items: the first one is DM’s impact on the
applicable domain, scoring from -3 to +1 according to the degree of negative impact
and positive impact, and the second is about the importance of the domain, ranging
from 3 to 0 according to the degree of importance. Important scores multiply
corresponding impact scores get a weighted impact score in each domain ranging
from -9 to +3. The answer for the most negative impact scored -9 and for the most
positive impact scored 3. The average weighted impact (AWI) score is the total of
the weighted impact scores divided by the number of the domains, ranging from 3 to
-9 (from the most positive impact to the most negative impact) (Bradley & Speight,
2002). The scale has demonstrated good reliability and constructive validity (Kong
et al., 2011). The Cronbach’s α of 0.94 for the Chinese version of the scale has been
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reported (Kong et al., 2011). The results from this instrument were reported in Paper
III.
The Social Support Rating Scale
Social support was measured by the Social Support Rating Scale (SSRS) developed
by Xiao (1994) in China. The scale has ten items and three dimensions (subjective
support, objective support and support utility). Item 5 has five sub-questions for
scoring. Each question is scored from 1 to 4 according to the response. A higher
score shows better social support. The scale shows good validity. For example,
Cronbach’s alphas between 0.89 and 0.94 have been reported (Xiao, 1994). The
scores for social support are classified as low for scores ≤44 and high for scores >44
(Dai et al., 2016). The social support scale has been widely used in China, and the
Cronbach’s α for this scale was 0.71 in this study. The results from this instrument
were reported in Papers II to IV.
Optimism
Optimism was measured based on one single-item optimism scale (Kemper et al,
2011) developed in Germany, which uses one item to measure the construct of
optimism. In the study of Kemper (2011), the correlation of single-item optimism
with optimism with the life orientation scale was 0.63, showing the good criterionrelated validity. The item used was: ‘Please use 1–100 to indicate your optimism,
with 1 being pessimistic and 100 being very optimistic’. The level of optimism was
categorized by the median of its score. The use of a median split has been shown to
have the same validity with a continuous variable (Iacobucci et al., 2015). The single
item for optimism showed good criterion-related validity with the life orientation
scale in the research of Kemper et al. (2011). The results from this instrument were
reported in Paper IV.
A summary of the instruments used in this study has been listed in Table 4.
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Table 4. A summary of the instruments used in this study
Variable
Self-care
activities

Perceived
stress

Instrument
A Self-Management
Scale
(DSMS), based on the
core items of the self-care
activity scale which
measures the adherence
of medication, the
diabetes diet, physical
activity, monitoring of
blood glucose (SMBG)
and foot care (Yin, et al.,
2008; Toobert et al.,
2000)
The Perceived Stress
Scale (PSS-10)
(Cohen et al., 1983)

Anxiety

The Zung Self-Rating
Anxiety Scale (SAS).
(Zung, 1971)

Fatigue

A Fatigue Scale
(Chalder et al., 1993)

Resilience The Connor-Davidson
Resilience Scale 10
(CD-RISC-10) (Connor
& Davidson, 2003;
Campbell-Sills & Stein,
2007)
Variable
Instrument
Subjective The WHO-5 Well-Being
well-being Scale (Bech, 1996;
2003)

Dimensions
Eight items
Five dimensions
(medication, diet
regulation, regular
physical activity,
foot care and
SMBG).

Score
The responses scored from 0–7. A
higher score indicates a higher level
of diabetes related self-care
activities (DRSCA)

Ten items

The response is scored from 0 to 4
to show the degree of frequency. A
A single dimension higher PSS-10 score shows that the
individual finds it more difficult to
cope with environmental demands.
Twenty items
The response of each item is
scored from 1 to 4. A higher score
A single dimension means that the subject is more
likely to become anxious. The raw
score (range from 20–80) is
converted into an ‘Anxiety Index’
score after being multiplied by 1.25.
An Anxiety Index score of 50–59
indicates slightly clinically significant
anxiety, 60–69 indicates middling
anxiety and a score over 70
indicates serious anxiety.
Fourteen items
The responses of each item were
Two dimensions
as follows: Yes = 1, No = 0. The
(physical fatigue
total score ranged from 0 to 14. A
and mental
high score indicates higher fatigue.
fatigue)
Ten items
The response scored from 0 to 4.
Single dimension High score means high resilience.

Dimensions
Five items

Score
The response is scored from 0 (not
present) to 5 (constantly present).
A single dimension The total score for the 5 items
ranges from 0–25 and the raw
score was transformed to 0–100 in
order to show the degree of
thinkable well-being.
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Variable
Diseaserelated
Quality of
Life

Instrument
The Audit of Diabetes
Dependent Quality of
Life (Bradley & Speight,
2002).

Social
support

Social Support Rating
Scale (SSRS) (Xiao,
1994;1999)

Optimism

Measured based on a
single-item optimism
scale (Kemper et al.,
2011)

4.4

Dimensions
Nineteen pairs (19
life domains) of
items such as:
leisure activities,
working life,
journeys, holidays,
physical health,
family life,
friendship and
social life, personal
relationships, sex
life, one’s financial
situation,
dependence on
others, freedom to
eat, freedom to
drink.
Ten items
Three dimensions
(subjective
support, objective
support, support
utility)

Score
The scores ranged from −3 to 1 for
their impact rating and from 0 to 3
for their importance rating for 19
pairs of items. A weighted score for
each domain was calculated by
multiplying the impact rating and
importance rating (scored from −9
to 3). Higher scores indicated better
QoL.

Items 1–5 and 8–10 were scored 1–
4. For item 5, the score was
summarized from five questions.
Each question was scored 1–4.
Items 6–7 were scored 0–9. The
total score ranged from 12 to 66. A
higher score indicates a higher level
of social support.
A single dimension A single term: use 1–100 to indicate
optimism.

Data collection

4.4.1 Phase 1: The systematic review with the meta-analysis
The published articles were selected from the databases MEDLINE (PubMed),
EMBASE, CINAHL, PSYCINFO and Web of Science (from January 1980 to April
2015, and then updated to run to December 2018). Twenty-two studies were included
for systematic review, and 20 were included in Paper I and two articles were added
when updating the literature. Two researchers independently assessed the quality of
the selected studies according to the Cochrane collaboration tool (Higgins et al.,
2011). Three levels were identified: low, unclear and high levels. These were
summarized to indicate the risk of bias of the selected studies. The indicators of the
risk of bias were based on each criterion in the Cochrane collaboration tool to assess
the risk of bias in the RCTs (Higgins & Green, 2011). The search terms can be seen
in Figure 4. The data for the meta-analysis was extracted and recalculated from the
included articles following the guidelines from the Cochrane handbook (Higgins &
Green, 2011).
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Items
Searching terms

Data bases

Searching outcome

Details
TOPIC: (self-management education or patient education or self-care or
health care education or life style program) AND TOPIC (T2DM or
Diabetes Mellitus or Type 2 diabetes) AND TOPIC: (randomized
controlled trial) AND TOPIC: (theory)
•MEDLINE (PubMed)
•EMBASE
•CINAHL
•PSYCINFO
•Web of Science
(from 2015 April 2018 to December updated)
137 records after removing duplicates
Screening from title
and abstract. N=22

115 records were excluded for the following
reasons:
• they were a web-based intervention
• they were a review
• they included type 1 diabetes
• due to protocol
• they were a pilot study
• due to qualitative analysis
• they were mobile phone based they included
other disease

Screening from full
text. N=2

20 records were excluded for the following
reasons:
• they were not theory or model based
• the outcome was qualitative data
• there was a lack of the necessary data for
extraction
• they were not compared with standard or
usual care
• the mixed methods
• the outcomes involved emotional
• distress
• they used one group, before and after
design

Figure 4. Study selection (updated literature from 2015 to December 2018)

4.4.2 Phase 2: The empirical study
Prior to the data collection, eight research assistants were trained in terms of the
study aim, the meaning of instrument items, the interviewing technique, ethical
problems and the questionnaires’ coding. The researcher and/or the eight trained
research assistants explained the study’s aim to the potential participants. The items
of the questionnaires were read to the participants if they had problems reading. We
tried to explain to the participants the importance of the research and their
contribution via their participation in order to prepare them to complete each item
patiently. Three hundred and ten voluntary participants were recruited and included
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at time 1 and two hundred and fifty-one valid questionnaires were used for the
analysis at time 2 after excluding those only reporting hospital care as self-care in
the past week and incomplete questionnaires. In the survey, lasting over three
months, 155 (60%) participants completed valid questionnaires. The interval time
between the two surveys was three months. Figure 5.
Participants recruitment

Time 1

Measures

N=310

After excluding incomplete
and invalid questionnaire

N=251

After excluding unresponsive
and invalid answers

Time 2

-Demographics
-Disease
information
-Social support
-Optimism
-DRSCA
-Resilience
-SWB
-DRQoL
-Perceived stress
-Anxiety
-Fatigue

-DRSCA

N=155
Figure 5. A flowchart of the data collection. Note: DRSCA = diabetes related self-care activities.
DRQoL = disease-related quality of life.

The data collection was conducted at two time points for DRSCA without
intervention. Although the percentage in the demographics and health information
seemed different between people with T2DM who participated in both time points
and those who were lost to follow-up, there was no significant difference in terms of
demographics and health information between the two groups of people: those with
T2DM participating both times and those who only participated the first time. In
regard to the participants who were lost to follow-up, there seemed to be a high
percentage of the following characteristics: females, participants over 65 years old,
participants living with family/friends, participants having symptoms prior to
diagnosis and participants having not previously received standardized self-care
education (SSCE). Based on the National Standards for Diabetes Self-Management
Education (Funnell et al., 2012; Renders et al., 2000) and the cultural background of
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China, in this study, the standardised diabetes self-care education includes the
following contents: having documentation of the organisational structure, goals and
the process of providing services; curriculum-based practice guidelines, with a list
of the content to be provided; an education plan considering individualised needs;
diabetes self-care education, delivered in a systematic and understandable way; and
education that is provided by one or more instructors who are certified diabetes
educators or who have working experience in diabetes education and diabetes
management. The demographic information of the participants at time 1 and at both
times is shown in Table 5.
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Table 5.

The demographic information and health information of participants and participants
lost to follow-up.

Demographic information
Gender
Male
Female
Age in years
＜65
≥65
Living alone
Yes
No

Participants at time 1 n Participants at both
p
／M±SD; N=251
times n／M±SD; N=155

140
111

90
65

154
97

100
55

57
194

40
115

0.65

0.52

0.48

Education level
0.97
Less than college education
189
117
College level or higher
62
38
Smoking
0.28
Yes
53
26
No
198
129
Drinking alcohol
1.00
Yes
68
42
No
183
113
Health information
Have received SSCE
0.71
No
144
86
Yes
107
69
Disease duration
0.92
＜5years
79
48
≥5years
172
107
Have symptoms prior to diagnosis
0.55
Yes
142
83
No
109
72
Family history of diabetes
0.96
Yes
67
41
No
184
114
Perceived complication
0.51
Yes
89
50
No
162
105
BMI
24.4±3.8
24.5±3.5
0.83
SBP
132.6±17.0
133.3 ±17.3
0.66
DBP
77.0±9.5
77.2±9.5
0.90
Note: SSCE = standardized self-care education. BMI = Body mass index. SBP = systolic blood
pressure. DBP = diastolic blood pressure. *P<0.05. Modified from Original Publications II-IV.
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4.5

Data analysis

4.5.1 Phase 1: The systematic review with a meta-analysis
RevMan 5.3 software was used to analyse the bias of the included studies in the
systematic review. Stata 12.0 statistical software was used to calculate weighted
mean differences (WMDs), standardized mean differences (SMDs) and 95%
confidence intervals (CIs). The 95% CIs that did not include zero showed a statistical
difference. Data changes from baseline were calculated. The I2 statistic was used to
test the heterogeneity of the studies in the meta-analysis. The publication bias of the
main outcomes in the included studies was assessed by Egger’s regression test
(Egger et al., 1997) and Begg’s adjusted rank correlation test (Begg & Mazumdar,
1994).

4.5.2 Phase 2: The empirical study
The Statistical Package for the Social Sciences (SPSS, version 23.0; SPSS, Inc,
Chicago, IL) was used for data analysis. Before analysis, data were checked to
correcting and removing the errors, including data transfer errors and outliers, by
using the interquartile range to avoid an interpretation of statistics that was
misleading (Van den Broeck et al., 2005). Missing data was <5%, but BMI, SBP and
DBP (12%-15%). Missing values were replaced by imputation using the
expectation-maximization (EM) method for each variable with missing values. EM
is an iterative method used to find the maximum likelihood estimator of a parameter
of a probability distribution (Chen & Gupta, 2010).
Descriptive statistics were computed to express the percentage, range, means,
standard deviations (SDs), and the median and interquartile range (IQR) based on
the distribution of samples. Cronbach’s alpha was a reliability coefficient used to
express the internal consistency of a scale, which shows whether all the items of a
scale measure the same concept. Its range was between 0 and 1 and the higher the
number, the higher the degree of internal consistency of the scale (Tavakol &
Dennick, 2011). The independent samples t-test was computed for comparing the
means of two independent groups. The independent samples t-test in this study was
used to compute and compare the difference of DRSCA with different demographic
and health information. A Pearson’s correlation analysis was used to examine the
associations between study variables, including DRSCA, background information
and outcome information.
The statistical method of hierarchical regression was used for exploring the
association between dependent variables (the outputs whose variation is being
studied) and independent variables (inputs – potential reasons for variation) (Flom,

47

FangFang Zhao

2017). In this study, hierarchical multiple regression analysis was performed to
analyse the association between DRSCA and outcome information (which included
negative feelings and positive health) (Papers II–III). Standardized coefficients
(labelled with the Greek letter beta) were used in the multiple regression analysis to
indicate the strength of the association between these study variables. R2 values show
the proportion of variance explained for dependent variables.
A chi-squared test (an X2 test) was conducted to evaluate the differences in
frequencies between different groups. In the analysis of the association of
background information with DRSCA, first, a chi-square test was computed to
analyse whether there is difference between the participants at both times and if there
were participants lost to follow-up. Then, an independent samples t-test was used to
compare the two means of DRSCA between different demographics and health
information. Last, the Pearson correlation coefficient was used to test the correlation
of the continuous variables in demographic information and health information with
DRSCA.
The covariates including significant demographics and health information from
the independent samples t-test and Pearson correlation were adjusted for in the
hierarchical multiple regression analysis in order to analyse the association of social
support and optimism with DRSCA (Paper IV). The mediation of optimism between
social support and DRSCA was analysed by the bootstrapping method (Preacher &
Hays, 2008). Covariates are variables that are not manipulated but can influence the
outcome of a study. A p value ≤0.05 showed that a significant difference exists.

4.6

Ethical considerations

The research followed the principles and standards for ethically sound research and
followed the international research ethics of scientific studies (Declaration of
Helsinki [WMA, 2001; ALLEA, 2017]). In the systematic review phase, the
Cochrane guideline was followed carefully. (Paper I).
In the empirical survey phase, the study obtained the approval from the Ethical
Committee of the Affiliated Hospital of Nantong University (Approval Number:
2015-120), and the directors of nursing gave permission for the researcher and
research assistants to approach the participants. Written informed consent was
obtained from the participants after they were told the aims and process of the survey.
Participation in this study was entirely voluntary and participants could withdraw at
any time and in any situation.
During the survey, it was essential to create a comfortable physical and
emotional climate (Adamson et al., 2012). When the participants felt tired or given
their age and vision problems due to having diabetes, the research assistant read the
questions for them. When the participants consulted the health information and
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nursing practice, the researcher or research assistants told them. During the data
collection process, the researcher and/or research assistants respected and cared
about the emotions of the people with T2DM and did not only collect the information
needed for this study. The participants decided for themselves if they would like to
share the information on the questionnaires. The researcher and/or research assistants
expressed thanks to all participants and told them their participation can benefit the
development of diabetes self-care education.
Confidentiality is the key to respecting participant information. The
confidentiality of all personal information is ensured. In the survey phase, numbers
were used as codes and each code was linked to the identity of each participant. Thus
the responses from participants at the two time points could be linked and matched
for analysis, and the individual participants were anonymous in any written report.
The coding numbers were kept separate from the electronic data, accessible to the
researcher and not released, and they were kept on a file that could only be accessed
with a password. Paper versions of questionnaires were locked in a filing cabinet in
China and will be destroyed at the end of the project (Ridley, 2009).
As for the publication ethics, all the authors have made a significant contribution
to the four articles and agreed about publication. Any views from other studies that
were used were cited properly from the original resource. Permissions to use the
instruments used in this study were granted by the copywriter holders if the
instrument was not free and open for use (Table 6). Among the used scales in the
study, the SAS (Zung, 1971), PSS-10 (Cohen et al., 1983) and the social support
scale (Xiao, 1994) were open for non-profit research use.
Table 6.

Permission to use the copyrighted instruments granted by the copywriter holders
when necessary

Instruments

Reference

Permitted by copyright holder

Connor-Davidson Resilience
Scale-10 (CD-RISC-10)

Campbell-Sills and Stein Permitted by copyright holder
2007; Connor &
(Chalder Trudie) in October 2014
Davidson 2003;

Fatigue scale

Chalder et al., 1993

Permitted by copyright holder
(Chalder Trudie) in July 2015

Diabetes self-management
scale

Toobert et al., 2003; Xu
et al., 2008;

Permitted by copyright holder
(Deborah J. Toobert) in November
2011.

WHO-5 well-being scale

Bech 1996, 2003

Permitted by authorized coordinatior
PhD Ernest Volinn in October 2014

Quality of life scale ADDQoL- Kong et al., 2011;
Permitted by Jonathan Gilbride
19 (Audit of Diabetes
Bradley & Speight, 2002 authorized by copyright holder (Clare
Dependent Quality of Life )
Bradley) in October 2014.
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5 Results

The results are presented based on the study phase. First, the results of the first phase,
the systematic review about the effects of theory-based self-management education
on diabetes self-care, are presented. The systematic review implied that the role of
people with T2DM should be more involved and stronger in the self-care, and more
motivational information was needed in order to promote DRSCA (Paper I). Second,
the results of the empirical study provided new knowledge with which to encourage
people with T2DM to improve DRSCA by identifying the associated factors of
DRSCA. In this chapter, three sections were included at the level of DRSCA; the
factors associated with DRSCA included background information, and outcome
information with DRSCA is described according to the research questions (Papers
II–IV).

5.1

Phase 1: The systematic review

A systematic review of the effect of theory-based self-management education on
diabetes self-care
This review included 22 studies. Half of the studies were conducted in the United
Kingdom and United States. The results showed that theory-based self-management
education was mostly based on mid-range theories and a few low-level theories.
Educational methods and duration were diversified to strengthen the theory
components in the education programme. Theory-based self-management was
effective on DRSCA and other indicators, including HbA1c, BMI, self-efficacy,
QoL and diabetes knowledge (Paper I).
The basic information of the characteristics of the selected studies from updated
literature was abstracted (see Table 7). The updated information included two added
articles (Whitehead et al., 2017; Wichit et al., 2018).
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Table 7.
Author,
year,
country

Characteristics of additional selected studies in updated literature (n=2 studies)
Participan Theory
ts
B(F)

Education style

Follow-up

Outcomes of
endpoint of followup

Whitehead 157
et al.,
(97)
2017,
Australia

Cognitive
behaviour
therapy

•Mindfulness and
3months,
acceptance training. 6months
•The exploration of
personal values
related to diabetes

•HbA1c was reduced

Wichit,et
al., 2018,
Thailand

Selfefficacy

• Group based
• Individualised

Diabetes selfefficacy, self-care
activities, a
dimension of the
quality of life and
diabetes knowledge
were improved but
HbA1c levels were
not

140(134)

•Follow-up
telephone calls and
home visits

5 and 13
weeks

•Self-care activities
were improved

Note: B(F) = baseline/follow up

The synthesized outcomes of the theory-based education in the systematic review
included DRSCA and other health indicators like HbA1c, BMI, self-efficacy,
diabetes knowledge and QoL. In the studies selected in paper I and updated literature,
twelve studies measured DRSCA, but most of these included studies did not report
detailed enough data to conduct a meta-analysis. Therefore, it is difficult to
synthesize the effects of theory-based education on DRSCA quantitatively.
However, all these studies (except that of Mash et al., 2014) showed the positive
effect of theory-based self-management education on DRSCA or some dimensions
of DRSCA. For HbA1c, the results of sixteen studies including the updated literature
were pooled and the pooling showed that theory-based education resulted in a more
favourable reduction in HbA1c compared to routine care. The pooled WMD for 17
studies was -0.42 (unit: %), 95% CI [-0.55, -0.28]. The heterogeneity was not
significant (I2 = 30%).
A total of seven studies were synthesized for the outcome BMI, the synthesized
results showed that BMI did not have a statistically significant change in terms of
theory-based interventions compared to routine care. To assess the outcome of selfefficacy, the results of eight studies including the updated literature were pooled.
The meta-analysis showed that theory-based self-management education exerted
more positive effects on self-efficacy than routine care. The heterogeneity was
statistically significant for pooled self-efficacy. Therefore, the original five studies
were synthesized for the meta-analysis after sensitive analysis (Paper I). For the
outcome of diabetes knowledge, the pooled results from Paper I and the updated

51

FangFang Zhao

literature together showed that the effects of theory-based self-management
education on diabetes knowledge was significant compared to routine care (95% CI
[0.37, 0.66], I2 = 72%). The heterogeneity was significant for pooled diabetes
knowledge and three studies remained for meta-analysis (Paper I). For the outcome
of QoL, six studies including the updated literature were pooled for meta-analysis,
showing the significant effect of theory-based education on QoL, and the pooled
SMD for six studies was 0.22 (95% CI [0.06, 0.38]).

5.2

Phase 2: The empirical study

5.2.1 The level of DRSCA
Two hundred and fifty-one participants completed the questionnaires at time 1. One
hundred and fifty-five people with T2DM completed the valid questionnaires both
at time 1 and time 2. The level of DRSCA among people with T2DM was examined
based on their self-reports about how many days they performed DRSCA. In this
study population, DRSCA were at a middle level at both time points. The score of
DRSCA for those who participated at both times (n = 155) was 33.4 (score index:
59.6%) at time 1 and 35.8 (score index: 63.9%) at time 2. The score for DRSCA did
not show a statistical difference between the two time points (see Table 8).
Table 8.

The level of DRSCA at time 1 and time 2.
Participants
at time 1
(n=251)

Participants at both times
(n=155)

Mean±SD

DRSCA

34.9 ±11.5

T1

p
T2

Mean±SD

Score index Mean±SD

Score index

33.4 ±11.0

59.7%

63.9%

35.8±10.1

0.052

Note: DRSCA = diabetes-related self-care activities. SD = standard deviation.
Score index = score/possible maximum score. T1 = time 1. T2 = time 2.

The majority of the one hundred and fifty-five participants had taken medication and
regulated their diet in the week prior to both times of survey. The sub-scores for
exercise and foot care at both time points were approximately at the middle level.
SMBG was the least performed activity (see Figure 6).
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Figure 6. The distributions for dimensions of DRSCA at two time points (n = 155). Note: T1 = time
1.T2 time 2. SMBG = self-monitoring of blood glucose

5.2.2 The factors associated with the level of DRSCA
The empirical study (Papers II and III) at time 1 aimed to analyse the association of
DRSCA with outcome information. The empirical study at time 1 and time 2
included 155 people with T2DM and aimed to investigate how background
information was associated with DRSCA (Paper IV).
The background information included demographic information, health
information, and information on social support and optimism. The outcome
information included information on negative feelings and positive health (for details
also see Chapter 4’Materials and methods’, Section 4.3 ‘Data collection’).
5.2.2.1

The association of background information with DRSCA

In investigating the association of background information with DRSCA,
demographic information, health information, social support and optimism were
analysed. Of the background information, people with T2DM who had a longer
diabetes duration (lasting over five years) and SSCE were more likely to perform
DRSCA well among the participants at time 1; social support and optimism were
associated with DRSCA.
(1.) The effect of demographic information and health information on DRSCA
In the demographic information and health information, participants with a longer
diabetes duration (≥5 years), and those having received SSCE seemed to have better
DRSCA at time 1.
(2.) The effect of social support and optimism on the subsequent three months’
DRSCA (Paper IV)
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The results showed that the level of social support and optimism were significantly
associated with the subsequent three months’ DRSCA. Among the participants at
both times, 43% participants had a high level of social support and 47.7% had a high
level of optimism (median: 85).
The association between social support and optimism and the subsequent
DRSCA over three months was analysed by hierarchical multiple regression
analysis. Covariates for the analysis were selected according to the statistical
significance level gained from the t-test and Pearson correlation analysis.
In the hierarchical multiple regression analysis, at step 1, prior DRSCA (at time
1) were positively and significantly associated with subsequent DRSCA (p < 0.001).
At step 2, the dimensions of social support (subjective support, objective support and
support utility) were analysed. Objective support (p < 0.05) and support utility ( p <
0.05) were significantly associated with DRSCA but not subjective support (p >
0.05). At step 3, optimism (p < 0.01) was positively and significantly associated with
DRSCA (R2 for the whole model was 42.4%). No multi-collinearity is shown.
Variance inflation factor (VIF) < 5 and tolerance (TOL) > 0.2). In the mediation
analysis, subjective support, objective support and support utility were not indirectly
associated with DRSCA (Paper IV).
(3.) The distribution of the DRSCA score (time 1) and the subsequent three
months DRSCA (time 2) with different levels of social support and
optimism
The participants who had a higher level of social support and optimism had a higher
level of DRSCA. The ones who had the lowest level of social support and optimism
had the lowest level of DRSCA at both time 1 and time 2 (n = 155) (see Figure 7).
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Low social support group

28,9

35,4

31,4

T1

35,9
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Low optimism

High Optimism

Figure 7.A

High social support group

33,6

37,3

40,4
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T1
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High Optimism

Figure 7.B

Figure 7. B: The comparison of DRSCA mean score at different levels of optimism in high social
support group. T1 = time 1. T2 = time 2. (n = 155). A: The comparison of DRSCA mean
score at different levels of optimism in low social support group. T1 = time 1. T2 = time
2. (n = 155).

5.2.2.2

The association of DRSCA with outcome information

This section presents the results of the empirical study about the association of
DRSCA with outcome information in five parts: (1) the level of outcome
information, including negative feelings and positive health, (2) the association of
demographic information and health information with outcome information, (3) a
correlation analysis of DRSCA and outcome information, (4) the association of
DRSCA with outcome information about negative feelings and (5) the association
of DRSCA with outcome information about positive health. The outcome
information in this study included negative feelings (which consisted of stress,
anxiety and fatigue), positive health (which consisted of resilience, SWB and
DRQoL), and information on social support and optimism (Papers II–IV).
(1.) The level of outcome information
The level of outcome information, including negative feelings and positive health,
was examined. In the outcome information, the scores for the perceived stress level
were slightly below the middle level (mean = 14.1, score index: 35.3%, which
indicates the rate of the actual sore divided by the highest possible score), and fatigue
(mean = 7.2, score index: 51.4%) was at the middle level. Based on the diagnosis
cut-off value of the standard anxiety score in China, 19% of the participants probably
had anxiety. The scores for resilience (M = 30.7, score index: 77%), SWB (M = 73.2,
score index: 73%) and DRQoL (M = -1.9, range: -9-3) are higher than the middle
level.
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(2.) The association of demographic information and health information with
outcome information
The results of the association between demographics and health information and
outcome information were used for selecting covariates for analysing the association
of DRSCA with outcome information. Women were more susceptible to perceived
stress (P < 0.05) and anxiety (P < 0.001) compared to men. Participants who had had
diabetes for over five years had a higher risk of anxiety. Social support had no
significant influence on perceived stress, anxiety or fatigue.
Regarding positive health, men had a higher SWB than women (P < 0.005). The
participants aged ≥65 had a higher DRQoL (P < 0.05) and participants who had
higher education qualifications seemed to have higher resilience (P < 0.01) but a
more impacted DRQoL (P < 0.05). The participants who had higher social support
had higher resilience (P < 0.001), SWB (P < 0.01) and perceived more impact on
their DRQoL (P < 0.05) (see Appendix2 ). More details are presented in Paper II and
paper III.
(3.) The correlation analysis of DRSCA and outcome information
The correlation analysis of DRSCA and outcome information was used for selecting
covariates when analysing the association of DRSCA with outcome information.
DRSCA were negatively correlated with perceived stress (p = 0.001) but not with
anxiety (p = 0.900) or fatigue (p = 0.611). DRSCA were positively correlated with
resilience (p = 0.009) and SWB (p = 0.001) and not with DRQoL (p = 0.072). More
details are presented in Paper II and paper III.
(4.) The association of DRSCA with outcome information (negative feelings)
(Paper II)
DRSCA were significantly associated with reduced perceived stress, one component
of negative feelings, but not with other components (anxiety and fatigue) after
controlling the covariates. Covariate selection was done according to the significance
of the t-test results (Appendix 2) and Pearson’s correlation analysis. In the category
positive health, the BMI was included in the analysis. The detailed information
follows:
For perceived stress, gender was the independent variable included in step 1,
anxiety was added in step 2 and DRSCA were added in step 3. Gender, anxiety and
DRSCA were negatively associated with perceived stress. The variance in perceived
stress accounted for by these independent variables was 20.2%.
For anxiety, gender and diabetes duration were the independent variables
included in step 1, perceived stress and fatigue were added in step 2 and DRSCA
were added in step 3. Gender, diabetes duration, perceived stress and fatigue were
associated with anxiety and DRSCA were not statistically significantly associated
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with anxiety. The variance of anxiety accounted for by these independent variables
was 25.4%. DRSCA were also not associated with fatigue after controlling
covariates.
For variable fatigue, anxiety was the independent variable included in step 1 and
DRSCA were added in step 2. Anxiety was associated with fatigue and DRSCA were
not significantly linked with fatigue. These independent variables accounted for
4.4% of the variance in fatigue.
(5.) The association of DRSCA with outcome information (positive health)
(Paper III)
The results indicated that DRSCA were positively associated with SWB, one
component of positive health, but not with the other components (resilience and
DRQoL) after controlling covariates. Covariates were selected according to the
significance of the t-test results and Pearson’s correlation analysis. The detailed
information follows:
For resilience, in step 1, higher education and social support were associated with
increased resilience. In step 2, SWB was positively linked with resilience. In step 3,
DRSCA were found to not be significant for resilience after controlling the
covariates. The percentage of variance in resilience accounted for by these
independent variables was 17.3%.
DRSCA were associated with SWB after controlling covariates. For SWB, in
step 1, gender, BMI, and social support were associated with SWB. In step 2,
resilience was positively linked with SWB, and in step 3, DRSCA were significantly
associated with SWB. The percentage of variance in SWB explained by these
independent variables was 18.6%.
DRSCA were associated with DRQoL after controlling covariates. For the
DRQoL, in step 1, age, education and social support were not related with DRQoL.
In step 2, DRSCA were also not significantly associated with DRQoL after
controlling covariates. The percentage of variance in DRQoL explained by these
independent variables was 5.6% (see Figure 8).
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Regression analysis
Outcome information

Negative feelings

Perceived
Stress
Step1:
Gender (p<0.05)
Step2:
Anxiety (p<0.001)
Step 3:
DRSCA
(p<0.001)

Anxiety
Step1:
Gender (p<0.001)
Diabetes
duration (p<0.05)
Step2:
Stress (p<0.001);
Fatigue (p<0.001)
Step 3:
DRSCA (p>0.05)

Fatigue
Step1:
Anxiety
(p<0.001)
Step 2:
DRSCA
(p>0.05)

Positive health

Resilience
Step1:
Education
(p<0.05)
Social support
(p<0.01)
Step2:
SWB (p<0.001)
Step 3:
DRSCA
(p>0.05)

SWB
Step1:
Gender (p<0.05)
BMI (p<0.05)
Social support
(p<0.01)
Step2:
Resilience
(p<0.001)
Step 3:
DRSCA
(p<0.05)

Figure 8. The regression analysis on negative feelings and positive health. Modified from Original Publications II-III

DRQoL
Step1:
Age (p>0.05)
Education
(p>0.05)
Social support
(p>0.05)
Step2:
DRSCA
(p>0.05)
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5.3

Summary of the results

5.3.1 A summary of the results of the systematic review
The outcomes of this systematic review indicated the significant effects of theorybased self-management education on DRSCA. Theory-based self-management
education also had other significant effects on decreased HbA1c, increased selfefficacy and diabetes knowledge but resulted in no significant improvement in BMI.
As for the effects on QoL, no conclusions were drawn due to the fact that the
synthesised result was the opposite after removing one study to reduce heterogeneity
in paper 1. The studies included the selected studies in paper I and updated literature
studies showed the significant effect of theory-based education on QoL in the thesis,
The results of the systematic review with the meta-analysis also implied that the role
of people with T2DM should be more involved and they should be more motivated.
More encouraging information was needed in order to promote DRSCA.

5.3.2 A summary of the results of the empirical study
The summarized results of the empirical studies can be described in two parts: (1) In
the background information, diabetes duration and SSCE were positively associated
with DRSCA and social support and optimism were associated with DRSCA (see
Figure 9). (2) In the outcome information, DRSCA were positively associated with
reduced perceived stress but not with anxiety and fatigue after controlling covariates.
DRSCA were positively associated with increased SWB, one component of positive
health, but not with resilience and DRQoL after controlling covariates (see Figure
9).
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Positive health

Resilience

Demographic
information

Subjective wellbeing

-Disease
duration
-Had received
SSCE

Disease-related
QoL
Level of
DRSCA
(Time 1)
Perceived stress

Social support

Optimism

Anxiety

Level of
DRSCA
(Time 2)

Fatigue

Negative feelings

Figure 9. A summary of the results regarding the possible associated factors of DRSCA in
empirical studies. Note: The solid line indicates significant association between
variables and the dashed line indicates non-significant association between the
variables. SSCE = standardised self-care education. DRSCA = diabetes-related selfcare activities. QoL = quality of life.
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6 Discussion

This chapter discusses the results of the study, including the effects of theory-based
education, in the systematic review and the factors associated with the level of
DRSCA in the empirical study. The perspective of the systematic review was that of
patient education and this strongly proved the important role of theory-based
education in DRSCA. The perspective of the empirical study was that of DRSCA
and their associated factors. A discussion on the validity and reliability of the study
is also presented.

6.1 Discussion of the results
6.1.1 Phase 1: The systematic review: The effects of theorybased self-management education on DRSCA
In this first phase, the perspective was that of patient education about diabetes
management. The results of the systematic review supported the benefits of the
theory-based education with robust evidence. The outcomes of this review include
the effects of theory-based education on DRSCA. In this systematic review,
compared to routine education, theory-based education was not strongly associated
with DRSCA, but the review also showed more benefits in reducing HbA1c,
improving self-efficacy, QoL and diabetes knowledge. For future studies or health
education programmes, it is showed robust evidence that theory-based education is
more effective compared to routine education (in the study routine care means that
the diabetes care education was usually and normally done by health care staff in
their daily caring). In addition, the outcome of the review also implied that the role
of people with T2DM should be more involved in DRSCA. Therefore, exploring
further the associated factors promoting people with T2DM to manage their DRSCA
well has been increasingly needed. The review provides the basis for further
exploring the associated factors of DRSCA in order to promote people with T2DM
performing DRSCA actively and fully.
In the systematic review, the effects of theory-based diabetes self-management
education on DRSCA, self-efficacy, QoL and diabetes knowledge were firstly
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synthesised. The importance of self-management has gained increasing attention.
Although some systematic reviews have been conducted in order to synthesise the
effects of self-management education on patients with T2DM (Chrvala et al., 2016,
Sherifali et al., 2015; van Vugt et al., 2013), the effects of theory-based selfmanagement interventions were focused on in this study. In the updated literature,
the systematic review indicates the positive and significant effects of theory-based
self-management educational interventions on the HbA1c, self-efficacy, diabetes
knowledge and self-care activities of patients with T2DM. However, BMI was not
found to be significantly reduced after the theory-based education. In a systematic
review of lifestyle-based weight loss interventions for adults with T2DM, Terranova
et al. (2015) found that lifestyle interventions only achieved modest reductions in
weight. Therefore, it seems that it may not be easy to achieve significant weight
reduction over a short period of time.
Although it is difficult to identify which theory was the most effective, robust
evidence supporting theoretically based self-management education was provided.
The results support the concept that theory enables education to target key concepts
related to behaviour and therefore makes educational intervention more effective
(Michie & Prestwich, 2010). Therefore, the study confirmed that diabetes education
based on theory is an effective factor contributing to improved DRSCA among
people with T2DM.
In the included studies, we classified the theories into low-level theories and midrange theories. Mid-range theories were more frequently applied. The theory levels’
boundaries may overlap and may also be transcended as time passes (Noyes et al.,
2016). Theory classification can promote a better understanding of their application
in clinical practice and help develop a universal theory for understanding and
facilitating behaviour change (Noyes et al., 2016).
Besides considering a robust theory framework for the self-management
education, it is imperative to consider time requirements and cost effectiveness
(Teljeur et al., 2017) in the self-management education programme. When we
evaluate the effects of a programme aimed at improving the health of people, we
should count in the time, budget and efforts of all the people involved. The
systematic review proved the effects of theory-based education on DRSCA, which
can in turn facilitate the further DRSCA education programme’s design and
implementation. It is suggested that people with T2DM should be empowered to be
more participant in their diabetes self-care. To make the DRSCA of people with
T2DM more sufficient, encouraging information was needed in order to promote
them performing DRSCA. In the first phase, the review found the necessity for
further exploring more associated factors for promoting DRSCA.
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6.1.2 Phase 2: The empirical study: The level of DRSCA and
factors, including background information and outcome
information, associated with DRSCA
The following paragraphs present a discussion of the findings of the empirical study:
the level of DRSCA among people with T2DM and the factors, including
background information and outcome information, associated with DRSCA.

6.1.2.1

The level of DRSCA among people with T2DM

The level of the DRSCA index was about 60% correspondingly similar to the reports
of previous studies (Simon-Tuval et al., 2016; Yang et al., 2017) but still higher than
in another mainland sample in China (Yang et al., 2015). This indicates that the level
of self-care activities does not seem to be adequate in general, according to the advice
for the full adherence to DRSCA (American Diabetes Association, 2018).
In the five dimensions of DRSCA, the people with T2DM exhibited different
performances. Medication adherence scored highest and SMBG scored lowest.
These results were in line with other studies (Wu et al., 2011; Al-Khawaldeh et al.,
2012; Yang et al., 2015). This may due to medication being considered the most
effective method of controlling diabetes, and it was easy to take medication with
instructions from doctors and nurses (Yang et al., 2015). Another explanation was
that people with T2DM pay more attention to medication adherence as they may
have more serious symptoms shortly before being admitted to hospitals. SMBG
scored lowest, which may be due to the financial burden caused by blood glucose
testing, the fear of pain or possibly due to a lack of knowledge about how to test
blood glucose. In this study, the dimension of diet regulation scored second highest;
this is understandable as this is an important economic dimension and an effective
way to control diabetes. The score for the level of foot care and exercise was
middling. Like the implications of another study (Yang et al., 2015), the levels of the
two dimensions also needed to be improved by providing corresponding knowledge
and input to encourage information.

6.1.2.2

Factors, including background information and outcome
information, associated with DRSCA

(1.) The association of background information with DRSCA
The following paragraphs discuss the association between DRSCA and background
information, which includes demographic information, health information and
information on social support and optimism.
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The main result of the association between the background information and
DRSCA showed that in social support, objective support and support utility were
significantly associated with subsequent DRSCA over three months, as was
optimism. As for the demographics and health information, the study did not find a
significant association between DRSCA and age, gender, education level or living
alone, which is different from previous studies (Huang et al., 2014; Luo, 2015),
maybe due to the different distribution of the population. For example, the study
population was in eastern China whose older population rate was higher than the
national average (Office of Population Census of State Council and Department of
Population and Employment of National Statistics Bureau, 2013). The study
indicated that people who had a longer diabetes duration and who had received SSCE
showed better levels of DRSCA. Diabetes education seemed to be helpful in guiding
people with T2DM to conduct self-care (Wu et al., 2011), especially when people
have had an early diagnosis of diabetes and need related knowledge about the
disease. These factors in the background information (including diabetes duration
and diabetes education) should be considered when planning programmes in order
to increase the level of DRSCA.
Prior studies indicated that the support of family members and friends was
associated with positive glycaemic control (Lee et al., 2018; Baig et al., 2015). This
study indicated further that objective support and support utilization were
significantly associated with subsequent DRSCA. That is to say, providing patients
with actual support and encouraging them to make full use of the support is
significant in promoting DRSCA. This may be due to the fact that it is more helpful
for patients to make full use of actual objective support when overcoming the
obstacles of DRSCA on some occasions. For example, the support from friends and
families may help people with T2DM resist the temptation of delicious food and
alcohol. Some studies also indicated that elderly people with diabetes who live alone
have barriers, such as preparing meals (Suhl, 2006) and forgetting to take medication
on time (Munshi et al., 2006), and face the problem of isolation (Miyawaki et al.,
2016). Therefore, the finding suggested that nurses or other health care practitioners
can encourage getting more social resources in order to involve patients in self-care
education, provide actual support and encourage them to make full use of the
resources. In addition, the finding also suggested that nurses or other health care
practitioners can also play an important supporting role for people with T2DM
(Miyawaki et al., 2016). There are challenges to delivering high-quality care
included complex, difficult patient situations. Thus, information, support, and
professional cohesion are also needed for the health care staff to perform the
supporting role and diver high-quality care (Graue, et al., 2013).
Evidence of the association of optimism with DRSCA among people with T2DM
has been limited in earlier studies. Optimism was positively associated with health
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behaviour in middle-aged women and associated with the reduced incidence of
stroke among adults (Matthews et al., 2004; Nabi et al., 2010) in previous studies.
The finding in the present study provides the new knowledge that in programmes
promoting self-care behaviour, it is important to consider that optimism can be a
protective factor in the face of setbacks (Puig-Perez et al., 2017). The findings imply
the necessity to promote DRSCA by improving optimism. Therefore, the study
suggests that employing resources to improve optimism is beneficial for DRSCA.
Another finding is that optimism was not significantly mediated in the
relationships between objective support and support utility. One explanation may be
that controls reduce the power for detecting true mediator effects. Another reason
was that there are other powerful factors related to optimism, such as psychological
well-being and QoL (Rai et al., 2019). The mediation of optimism between social
support and DRSCA needs to be addressed in further studies and in different
situation. However, as they are important, inner strength, optimism and social
support showed their direct significance for patients with T2DM in relation to
engaging in self-care activities. It may also imply that both a high level of optimism
and social support were strongly significantly associated with the level of DRSCA.
(2.) The association of DRSCA with outcome information
This study examined the association of DRSCA with outcome information, which
includes negative feelings and positive health. The negative feelings consist of
perceived stress, anxiety and fatigue, and positive health includes resilience, SWB
and DRQoL.
Based on the findings, the association of DRSCA with perceived stress and SWB
was significant. Evidence was provided that taking the initiative to carry out DRSCA
is beneficial for reducing perceived stress and improving SWB. These findings are
significant for clinical practice. First, encouraging information can stimulate people
with T2DM to implement DRSCA in order to attain positive health. DRSCA do not
just bring diabetes in control (Zhou et al., 2013), they also make life more positive
and produce psychological health, which is all people should pursue during their
daily life. In people’s minds, striving for a better life is more easily accepted than
managing a disease. Second, the attention of the health care staff can help reduce
negative feelings and improve positive health in a chronic disease like T2DM.
The results in this study showed significant association of DRSCA with
perceived stress. DRSCA have been association with reduced perceived stress, and
stress can make blood sugar increase or become unstable (Lynch et al., 2012).
Therefore, the study provided new knowledge about the positive role of DRSCA,
which can be included in the educational information and outcome evaluation for
self-care education.
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This study provided empirical evidence about how DRSCA relate to anxiety and
fatigue. The findings showed that DRSCA did not significantly relate to anxiety and
fatigue. Therefore, the positive influence of DRSCA may be offset by the restricted
life in daily DRSCA. At least because DRSCA were not a factor contributing to
anxiety and fatigue, it is not reasonable to consider DRSCA to cause anxiety and
fatigue and thus be used as an excuse to not sustain DRSCA. A review found little
research linking emotional distress to fatigue (Fritschi & Quinn, 2010). Our study
supplements the information and indicates that anxiety, belonging to emotional
distress, is correlated with fatigue.
In regard to positive health, the association between DRSCA and DRQoL in this
study was not significant, which is not in accordance with a study that found that
DRSCA were positively associated with health related quality of life (Chen et al.,
2017; Wang et al., 2011), maybe due to the different measures for quality of life. In
our measure, the perception of the impact of diabetes on life was measured. The
management of diabetes is a challenge, especially for elderly people. In our study,
most of the participants were elderly people and the medication care, SMBG and
insulin injections make them seek the help of their families or health care staff and
this makes them more dependent on others. Therefore, the participants felt diabetes
impacted on their life and DRSCA did not change the perception of that impact. Diet
therapy is a very important treatment in controlling the disease. In addition, diet is
also an important factor in preventing T2DM; a review of meta-analyses showed that
increases in red and processed meat intake over time were associated with risk of
developing T2DM (Neuenschwander et al., 2019; Pan et al., 2013). The participants
felt DRSCA impacted on their life domains, including the daily diet therapy. To
maintain the pleasure of eating, an individual’s food preferences should be
considered when planning nutrition therapy, thus a tailor-made diet should be created
(Khazrai et al., 2014). The nutrient ratio also should be considered as it has recently
been indicated that the intake of polyunsaturated fatty acids was more beneficial for
the long-term health of people with T2DM when compared to total carbohydrates
(Jiao et al., 2019).
The relationships between DRSCA and DRQoL are still open to discussion.
However, DRSCA have a positive influence on subjective well-being through the
improved disease condition. Although the participants felt that diabetes impacted on
their lives in terms of DRSCA, they could finally feel well-being after the restriction
of life. The disciplined life of DRSCA was positive from the long-term perspective.
People should be motivated to take the initiative to perform DRSCA and sustain
them. Finally, performing DRSCA well not only produces positive effects for
physical health but also positively affects SWB.
This study first investigated how DRSCA related to resilience. The finding
indicated that the variance of resilience accounted for by DRSCA was not

66

Discussion

statistically significant after adjusting covariates. Therefore, researchers should also
consider other factors that could promote resilience, like peer support (Zhao et al.,
2016). In addition, resilience can be supported and enhanced by employing and
exploring psychological, social and physical resources (Chandler et al., 2015).
Besides DRSCA, we also have other new findings and found resilience to be
significantly correlated to subjective well-being. He et al. (2013) indicated that
psychological resilience was significantly correlated with SWB among burn victims.
In addition, high resilience means better coping adaptation and higher resilience is
strongly related to psychological well-being (Christopher, 2000). Ezeamama et al.
(2016) thought that strategies that enhance resilience in older individuals could
reduce excessive health care utilization and increase subjective well-being, which
translate to better health outcomes. This finding supplements the results of previous
studies that resilience was prone to be associated with increased positive health in
different disease groups (He et al., 2013; Christopher, 2000; Ezeamama et al., 2016).
Therefore, this finding adds the new knowledge that resilience could improve SWB
among people with T2DM. In this study, the importance of the role of DRSCA in
reducing perceived stress and improving SWB could be applied in diabetes care
practice. The finding should also be enhanced by further support from evidence from
clinical practice and further studies in multi-cultural environments.
In summary, the main findings of this study showed that objective support,
support utility and optimism were associated with subsequent DRSCA over three
months, and DRSCA were associated with resilience in relation to positive health
and with stress in relation to negative feelings.

6.2 The validity and reliability of the study
Validity and reliability were considered in this study. In the review phase, the method
included a systematic review with a meta-analysis. In the empirical study phase, a
survey at two time points was used. In the following chapters, the validity and
reliability of this study are examined from the point of view of sampling, data
collection and data analysis.

6.2.1 The validity and reliability of the systematic review
In the systematic review, a meta-analysis method was conducted to pool the effects
of RCTs in order to gain increased power in the quantified synthesis.
In the systematic review, a range of commonly used databases were searched,
including MEDLINE, EMBASE, CINAHL, PSYCINFO and Web of Science, in
order to find more related articles. The selected process included identification,
screening, eligibility and inclusion. The studies that met the inclusion and exclusion
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criteria were selected based on the PICOS elements (O’Connor et al., 2008). The
study selection was conducted based on PRISMA (Preferred Reporting Items for
Systematic Reviews and Meta-Analyses) to ensure validity.
Quality appraisal of the selected studies was conducted by two reviewers and
independently evaluated according to the Cochrane Collaboration tool for assessing
the risk of bias in randomized trials (Higgins et al., 2011). This process involved two
reviewers to make sure that the quality of the selected studies was evaluated
adequately and consistency. Most of the included studies in the systematic review
were middle or high quality and ensured the validity and rigor of the synthesized
results. Biases can lead to the incorrect estimation of an intervention’s effect. Less
rigorous studies may overestimate the effects. Therefore, the assessment of the bias
of the included studies ensured the synthesized effects (see Figure 10). The data for
the meta-analysis was extracted and recalculated from the included articles following
the guidelines from the Cochrane handbook (Higgins & Green, 2011).

Figure 10. Summary of risk of bias of these included studies (updated 2015 April-2018 December)

Data synthesis
The data synthesis was conducted based on the guidelines in the Cochrane handbook
(Higgins et al., 2011). In order to make the process more robust, we also contacted
the first author in order to consult her or him about the necessary information for
meta-analysis if it was not detailed in the published article.
Ideally, in a meta-analysis, the studies being pooled should be conducted in the
same way, but the ideal is not usually fully met in reality. Therefore, the
heterogeneity needed to be tested in the meta-analysis. The I2 statistic was tested and
over 50% of the selected studies were considered to have significant heterogeneity
(Schroll et al., 2011).
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Another consideration is publication bias as positive results are usually favoured
for publication by journals. Publication bias was examined in order to see if the
included studies in the review had publication bias, which was tested by using
Egger’s test and Begg’s tests. The systematic review showed that there was no
publication bias among the included studies. Therefore, the synthesized results are
representative of the study topic in these published articles and the conclusion can
be generalized to this population.

6.2.2 The validity and reliability of the instruments, data
collection and analysis in the empirical study
In the empirical study, the validity and reliability of this study with structured
questionnaires is examined in two parts: (1) the instruments and (2) the sampling,
data collection and data analysis.

6.2.2.1

The validity and reliability of instruments

The validity of a measure is the extent to which it measures its purpose. The
reliability is the extent to which a measure is consistent and reproducible. The closer
the reliability coefficient or the variance explained by items is to 1.0, the better the
validity and reliability are (Polit &Beck, 2010). There are nine scales used in the
survey of the study and eight scales among these scales have been used worldwide
and have good validity and reliability (details are given in Chapter 4 ‘Materials and
methods’, in Section 4.3’s data collection section: ‘Instruments’). Cronbach’s alpha
coefficient was used to test the internal consistency of the items in each scale in this
study. These widely used scales have good reliability; Cronbach’s alpha coefficients
of 0.70 or >0.60 indicate the lowest acceptable threshold before an instrument was
used. It was acceptable for the Cronbach’s alpha coefficients of scales to range from
0.64 to 0.94 (AGREE Collaboration, 2003). In the study Cronbach’s alpha ranged
from 0.64 to 0.94 (see Table 9). A Cronbach’s alpha over 0.8 is considered good and
over 0.9 is considered excellent (Tavakol & Dennick, 2011). The reliability of these
scales was tested and shows well in these original scales (see Table 9).

69

FangFang Zhao

Table 9.

Cronbach’ s alphas for the scales in this study

Scales
Variables tested
Diabetes self-management scale (Xu et
DRSCA
al., 2008)
Perceived stress scale (Cohen et al.,
Perceived stress
1983)
Zung Self-Rating Anxiety Scale (Zung,
Anxiety
1971)
Fatigue scale (
Fatigue
Chalder et al., 1993)
Resilience scale
(Drs. Campbell-Sills and Stein 2007;
Resilience
Connor & Davidson 2003)
WHO-5 well-being scale (Bech 1996,
Subjective well-being
2003)
ADDQoL(Kong et al., 2011; Bradley &
DRQoL
Speight, 2002)
Social support rating scale (SSRS) (Xiao,
Social support
1994;1999)
Single-item optimism scale based
Optimism
(Kemper et al, 2011)
Note: ADDQoL = Audit of Diabetes Dependent Quality of Life

Number
of items

Cronbach’s
Alpha in this
study

8

0.64

10

0.90

20

0.78

14

0.87

10

0.94

5

0.84

19pairs

0.90

10

0.71

1

Not appropriate

The instruments above have been indicated to be valid in previous studies (included
using content validity, construct validity, criterion validity or concurrent validity and
convergent validity) and reliable (Xu et al., 2008; Cohen et al., 1983; Zung, 1971;
Chalder et al., 1993; Campbell-Sills & Stein, 2007; Connor & Davidson, 2003; Bech,
1996; 2003; Kong et al., 2011; Bradley & Speight, 2002; Xiao, 1994; Kemper et al.,
2011).
In addition, a survey is one of the most feasible data collecting methods. Selfreport instruments in the method can offer actionable information (Stirratt et al.,
2015). Another consideration in this study was that optimism was measured using a
single item. For the validity of a single-item optimism scale, combining it with an
objective measurement will make future studies more valid. The reliability of the
scales used in this study was tested in terms of internal consistency. The validity of
these scales was based on the previous studies and had been proven to have good
validity.
Completing a whole questionnaire including these scales needed up to 50
minutes. The answering time varied between 30 and 50 minutes. Some of the
participants quit halfway through completing the questionnaire, when they were tired
with the long questions. In the future, the efficiency of the questionnaire could be
increased by shortening and validating the survey questionnaire.
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6.2.2.2

Validity related to the sample, data collection and analysis

In the empirical study, the study sample should be representative of the population.
The external validity is the degree to which the observed relationships are
generalizable (Polit & Beck, 2008). The sample in this empirical study was small
and it is from one district of China. However, as the sample had three hundred and
ten participants it was adequate for multiple regression analysis according to the
sample size calculation in software. Therefore, this study could produce a
meaningful conclusion and provide insights into the associated factors of DRSCA
from multiple perspectives based on these results. But the generalization of the
results should be considered with caution.
Regarding the sample size, it could have been possible to make stronger
conclusions about the association of DRSCA with the background information and
outcome information if it had been bigger. However, these samples cover the
diversified background demographic information: the gender ratio and mean age in
this study were consistent with an earlier study among people with T2DM conducted
in this area (Su et al., 2017). Thus, the study could produce meaningful conclusions
and provide insight into the associated factors of DRSCA from multi-perspectives
based on these results. Another consideration was that some people with T2DM were
lost to follow-up (about 38%) over the three months. The potential impact of loss to
follow-up on the estimate in this study cannot be excluded. There are no universally
agreed criteria for acceptable follow-up rates in RCTs or cohort studies (Fewtrell et
al., 2008). In RCTs, over 20% loss of follow-up poses threats to validity (Fewtrell et
al., 2008). It has been suggested that the acceptable follow-up rates in
epidemiological cohorts range from 50 to 80%, although their effectiveness has not
been tested in most cases (Kristman et al., 2004; Babbie, 1973). In the present study,
the bias caused by the loss of follow-up was judged to not be substantial as there was
no statistically significant difference in the demographics and health information of
those participating the first time and those participating at both time points.
The data in the empirical study consisted of surveys of people with T2DM at two
time points. The data at time 1 were collected by a paper version of the questionnaire,
collected face to face by the researcher and/or trained research assistants. To make
sure of process consistency, the research assistants were trained in explaining the
questionnaire questions, coding, and the ethics of data collection and its procedures.
This ensured the consistency in the instruction regarding questionnaire responses and
the process of data collection. The trained research assistants read and explained the
questions in the questionnaires when needed. Thus, the participants could ask when
they did not understand a question in the questionnaire. The interaction and
conversation between research assistants and participants helped create a
harmonious environment.
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At time 1 of the survey, 251 volunteers completed valid questionnaires in this
study, and 155 participated at time 2. Only information about DRSCA was collected
at time 2. Although surveying people by telephone is convenient and people are more
likely to be contacted by phone compared to a home visit or travelling by themselves,
we noticed the limitation of data collection by phone at time 2: some participants
had some questions and felt it was not convenient to ask for an explanation, which
may have caused inaccuracy or perfunctory replies. It is suggested that if the time
and budget are adequate, data collection at follow-up should be collected by home
visits, which may reduce the risk of perfunctory replies.
In the empirical study, the data was first input into an Excel worksheet, and the
preliminary calculation was done and then transferred to statistics software. The
transfer errors were checked for and removed. Missing data needed to be deduced
and filled in by special methods in order to reduce the gap between the data analysis
method and practical applications. The missing data amounted to less than 5% in
single variable, except for BMI, SBP and DBP (where it was 12%-15%), and was
dealt with using the values EM method, which is an iterative method for computing
the maximum likelihood or the maximum a posteriori estimates of parameters in
statistical models. Regression analysis was conducted to explore the association
between DRSCA and outcome information. Compared with the standard regression
estimates of associations, the estimates yielded by hierarchical regression had
improved precision (Richardson et al., 2015). The data analysis was conducted by
the researcher with the consultation of a statistician.
There are some limitations to be considered. First, the association is the premise
of causation relationships. However, the cross-sectional design is unable to identify
causal relationships (Causation and Experimental Design, 2006). Future intervention
design can determine the causal relationships between DRSCA and positive health
and negative feelings, as well as the background information. Second, the variance
of the dependent variables was not explained by the high percentage. More
exploration of other factors that may relate to negative feelings and positive health
is needed. Third, previous study have provided information about the association of
DRSCA with HbA1c and lipid profiles (Rosal et al., 2011) and this study only
examined the association between DRSCA and positive health. An analysis that
including HbA1c and lipid profiles would provide more information in future
research. Finally, although self-reporting measures are one feasible data collecting
method and can provide actionable information (Stirratt et al., 2015), the self-report
survey is prone to biased responses (Johnson et al., 2017). Combining both
subjective and objective measures in future prospective research is suggested.
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6.3 Implications for practice
This study firstly systematically reviewed the theory-based self-management
intervention with people with T2DM in RCTs. This systematic review also implied
the people with T2DM should participate more in their diabetes self-management.
To provide more information in order to promote DRSCA, the empirical study
explored the associated factors of self-care from multiple perspectives, including
considering background information and outcome information. There are five main
implications for future practice.
•

Theory-based self-management education should be emphasized in selfmanagement education in practice. In clinical practice, it is suggested that
self-care education is conducted using theory-based education in order to
enhance the effects. The robust evidence confirmed the suggestion of
other researchers (Glanz & Bishop, 2010, p. 399; Craig et al., 2013) that
health-promotion interventions based on theories are more likely to
produce larger effects than those lacking a theoretical base. Theory-based
self-management education was effective on DRSCA. Choosing the
proper theories based on the different cultural background, and using the
components of the theories to design the educational intervention and
outcome is more likely to improve the effects of education in behaviour
change of patients. The educational intervention can be conducted in
diversified teaching format corresponding with the theory. The teaching
format can be a small group education, small group discussion, home visit,
skills training and modelling, problem-based learning, self-supervision of
daily practice and so on. In addition, the results about the diabetes
teaching style in the systematic review showed that educational staff
should also be trained in self-management education and that the people
with T2DM should be more involved in their DRSCA.

•

More information is needed in order to encourage people with T2DM to
promote DRSCA. The findings in this study supplement the results of
previous studies about the influence of anxiety and depression on DRSCA
(Alavi, Molavi & Eslami, 2018; Devarajooh & Chinna, 2017; Pandit et al.,
2014). The study implied that DRSCA can be a way of managing negative
feelings, such as perceived stress, and improving positive health, such as
subjective well-being, in future practice. This information expanded the
knowledge of how to develop effective self-care education.

•

The findings of the study can also be applied in clinical practice. Consider
the benefits of DRSCA besides the biological effects constitutes an
important part of promoting DRSCA in diabetes education. The
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evaluation of positive health and negative feelings, and giving feedback
to patients after they have carried out DRSCA can be effective in
improving DRSCA.
•

The result highlighted the important role of objective support and support
utility in facilitating the DRSCA of people with T2DM, which should
draw attention to providing the actual supporting resources and
encouraging patients to make full use of them. In future practice, health
education or a self-management education programme should involve the
significant others of people with T2DM in order to promote their
awareness, responsibility and cooperation, as well as to gain support from
health organizations. To ensure the access to support from a health
organization, more efforts should be made on building consultation and
guiding services in hospitals and communities. Enabling people with
T2DM to receive more support resources and be optimistic can not only
grant them have better SWB but also increase the level of DRSCA. This
could be an economical way of promoting the DRSCA of people with
T2DM and maintaining a harmonious environment for health care.

•

Encouraging optimism is also beneficial for the DRSCA of people with
T2DM. In clinical practice, the effects of guiding people with T2DM in
self-care will be enhanced when considering the different levels of
optimism and social support of people with T2DM. An evaluation of the
optimism of people with T2DM facilitates providing corresponding help.
This finding also implies that people with T2DM have different levels of
social support and optimism; therefore, it is necessary for health care
professionals to take these individual differences into account in order to
improve efficiency when providing self-care education.

6.4 Suggestions for future research
Based on the results, the suggestions for nursing research can be presented as
follows:
•
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The systematic review with the meta-analysis synthesized theory-based
diabetes self-management education in a comprehensive way. In future
research, it is suggested that theory-based education should be considered
when aiming to design interventions to improve the outcomes of
education among people with T2DM. In the research which targets the
effects of diabetes self-care education, it is suggested that people with
T2DM should more actively perform the DRSCA. And for perceived
benefits that are associated with DRSCA (Luo et al., 2015), it is helpful
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to provide more information that can encourage people with T2DM to
increase their involvement in DRSCA. It is suggested that future research
should develop a self-management education programme with the
adequate involvement of people with T2DM.
•

The finding of the empirical study showed that the DRSCA level was not
high, which can remind health care staff that both understanding multiple
factors associated with DRSCA and promoting DRSCA are still of great
importance. The empirical study confirmed the association of DRSCA
with reduced perceived stress and improved subjective well-being after
controlling for demographic information and health information. This
information may be helpful for the further development of diabetes selfcare education programmes. In addition to the empirical studies, it is
suggested that experimental study is used in future research to confirm
these causalities of these findings. Moreover, including SWB and
perceived stress as evaluation indicators of DRSCA is suggested. On the
other hand, it is also suggested that DRSCA form an important factor in
research conducted on reducing perceived stress and increasing SWB.

•

In future research about promoting DRSCA, it is suggested that various
social supporting resources (e.g. family, the neighbourhood, health care
staff, heath organizations and the community) are important and people
with T2DM should also be encouraged to utilize these resources to
enhance education effects and the level of DRSCA.

•

In addition to objective support and support utility, the results of this study
indicated the important role of optimism in DRSCA. This is new
knowledge added to research aimed at improving DRSCA. Evaluating the
level of the dimensions of social support and optimism is helpful in
designing programmes for improving DRSCA. People with T2DM are at
risk of developing microvascular and macrovascular complications,
which can be prevented or reduced by DRSCA. However, compliance
with DRSCA is a major challenge for people with T2DM and health care
providers, and poor adherence to the required DRSCA has been reported
nationally and internationally (Hendrychova et al., 2013; Zhou et al.,
2013). Considering that people with diabetes are responsible for daily
DRSCA, it is important to explore the internal strength of these people
with T2DM. In addition, the study implies that enhancing internal
strengths (like optimism) in future research will be beneficial for the
DRSCA of people with T2DM. As optimism is not a variable that can be
easily changed, measures to promote optimism need to be explored in
future studies.
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•

76

The topic of the study about the factors associated with the level of
DRSCA is of international importance. The demographics vary in
different countries worldwide. International research collaboration will
provide more of an evidence base for encouraging and improving DRSCA
among people with T2DM.

7 Summary

The literature review in the study provides new information for promoting diabetes
self-care activities. The study also provides encouraging information with which to
promote DRSCA by exploring factors associated DRSCA. The results in the
empirical study implied the necessity for considering the role of emphasizing
objective support and utility. In addition, as an important inner strength and
supporting resource, optimism (which involves higher levels of coping skills) and
social support (which facilitates behavioural change and maintenance) directly
showed their significance for patients with T2DM in engaging in self-care activities.
These results may contribute to further studies on the factors associated with
diabetes self-care, and help health care staff and patients when considering the role
of optimism in improving DRSCA. In the outcome information, the results provided
the evidence that DRSCA were associated with one component of negative feelings,
perceived stress, and one comment of positive health, SWB, which may provide very
useful information for motivating people with T2DM to take the initiative to perform
and sustain DRSCA. Alternatively, it also may arouse the attention of researchers
and health care staff and encourage them to reduce negative feelings and improve
positive health. In addition, the results provided the first step and preliminary
evidence for future research entering into interventions aimed at testing their causal
relationships. The information may provide new knowledge for health policies and
for health professionals in diabetes care. It may also arouse the attention of health
researchers and staff and encourage them to provide more encouraging information
with which to promote the DRSCA of people with T2DM in the health and nursing
field. This implication of result for promoting DRSCA may apply to China, as well
as to worldwide.

77

Acknowledgements

This study was carried out at the Department of Nursing Science, University of
Turku and the affiliated hospitals of Nantong University. I have enjoyed the guide
and support of all these teachers and researchers. I really want to express my
sincerest thanks to every one of them, although I cannot thank everybody here.
I wish to express my deepest gratitude to my dear great supervisors, Professor
Helena Leino-Kilpi and Professor Riitta Suhonen for their guidance, support and
encouragement during research process and life. First I express my greatest gratitude
to Professor Helena Leino‐Kilpi. I still remember the moment of my first time
arriving at Turku at night. Professor Helena waited for me at the airport and took me
look around the Turku city to get me familiar with the place I never been before. She
was so considerate that she gave me timely help to get me ready for adapting the new
study life. At that moment, I was touched in heart and believed that I was in the right
place and will be well guided. During the preparation of public defence, Professor
Helena has given me a lot of help and support, as well as taught me solving the
problems that I meet. In scientific life of these years, Professor Helena, I respect and
admire your quick and logic thinking and critical feedback during scientific
guidance. I also deeply thank my supervisor Professor Riitta, who has supported me
and guided me in research life, and encouraged me when I felt not confident.
Professor Riitta also gave me a lot of timely support and help during the doctoral
studies and preparation for public defence. Professor Riitta, I also appreciate and
enjoy your smiling encouragement every time and your sharp eyes in very detail.
Both of you have improved my scientific thinking and always showed patience, and
encouraged me to develop my thinking and train my ability. Both of professors have
guided me from details to broad framework, and got me on the right track. I have
enjoyed your creativity and critical thinking. I have learned new insights and ideas
from both of you in every meeting, discussion and comments.
I also want to express warm thanks to Professor Elina Haavisto, the member of
the study follow‐up group for the support and help during the PhD‐process. I want
to express my warm thanks to Professor Sanna Salanterä and Maritta Välimäki, who
also gave the chance to attend valuable courses and advice in my academic study, as
well as care about me in life. I would also like to thank Maija Hupli, Professor Leena

78

Acknowledgements

Salminen, Minna Ylönen, RN, PhD, and Associate professor Anna Axelin for your
help during my doctoral study life.
I respectfully thank the official reviewers Professor Marit Graue, PhD and
Docent Tarja Välimaki PhD, for their careful review and constructive comments on
my thesis.
I owe my thanks to statistician and University lecturer Jouko Katajisto from the
Department of Mathematics and Statistics, University of Turku for the helpful advice
in statistical anaysis. I also give warm thanks to Anna Vuolteenaho, Duncan Butt
Juvonen for the English language checking and editing for my thesis.
I express my deep thanks to my friend Heidi Parisod, who gave me helpful
suggestions in editing the English text. My thanks also specially go to university
teacher Heli Virtanen, Janika Koskenvuori and her daughters, who gave me a lot of
comfort when I got home sick. I want to express thanks to Reetta Mustonen who had
help me realize my dream of attending music concert. I also thank Sanna Koskinen,
and Minna Stolt for being co-authors in my two papers and provided different
perspectives. I also express my appreciation to Eriikka Siirala, Tella Lantta, Virve
Pekurinen, Hannakaisa Niela-Vilen, Terhi Lemetti, Laura-Maria Peltonen, Kaisa
Mishina, Riitta Mieronkoski, Lotta Hamari, Jaana Koskenniemi, Camilla StrandellLaine, Anni Pakarinen, Sunna Rannikko, and Ming-Zhe Jiang for sharing the PhD
experiences and help. I want to specially mention IT advisor Anna Mäkinen and Tero
Vesanen for the assistance in solving technological problem. I also express my
thanks to Jenni Kankaanpää , Outi Irjala and Leena Järveläinen for the helpful advice
in the process of public defence.
I want to express my warm thanks to Iina Ryhtä, Eeva Sipponen, Emilia Haapala,
Sanni Grönlund for the help when I was in need. Warm thanks are also given to Lauri
Sillanmäki who gives me a lot of advice in statistical analysis and provides help
when meet the problems in work life.
I also thank all the staffs and PhD candidate colleagues in the Department of
Nursing Science, University of Turku, for your kindness and creating a harmonious
environment for my studying and living. You are wonderful and always be there for
my consultation when I am seeking help.
I thank directors Xu-Xu Juan, Li-Hua Wang and head nurses Ai-Juan Wu and
Li-Hua Zhao for their support and coordinating in the data collection in affiliated
hospitals of NanTong University.
I thank my employer Nantonh University for giving the chance to take leave
from work for the study. I thank my previous directors of School of Nursing Li-Ren
Li, Dan Zhu, Hong-lin Chen, Wei Hou and present directors Ya-Qin Shi, Yu-Jie guo,
Fei Sun, Gang Chen, Guang-ming Lv, Ai-Min Sang, and Jian Song of faculty of
medicine of Nantong University for their encouragement and support for my doctoral
studies. I want also to thank Hong He, Xiao-Ling Lei, Xia Li, Su-Rong Wang, Feng

79

FangFang Zhao

Zhang, Duan-Ying Cai, Gui-Ling Geng, Jing Cheng, Xin Zhao, Wang-Qin Shen and
all colleagues who were in charge of the affairs and provided support when I was
absent for study leave.
I am thankful to my research assistants who helped me in data collection and the
cooperation of participants.
I deeply thank my mother and father for supporting me when I want to have
further education with all heart. They also give the great love to my daughter.
Without your help in taking care of my daughter, I could not have focused on PhD
studies totally. Whatever the situation is, their encouragement is always there for me.
I also want to thank my brother Jie Zhao and sister in law for your support in the
period during my pursuing doctoral studies. I also deeply thank my friends Juan
Chen and Li Yi for the timely and lovely help in Turku.
Finally, a special thanks to my daughter. Thank you for your understanding of
mum and enable mum’ study dream come true. I love you forever. I also thank my
husband. Although there are some disagreements at the beginning, you supported me
at last in my decisions and give me support during the whole study.
The study was financially supported by CIMO fellowships, funding from
Doctoral Program of Nursing Science of University of Turku and Nantong Science
and Technology Bureau, all of which are gratefully acknowledged.

8.11.2019
FangFang Zhao

80

References

Adamson, K., Bains. J., Pantea, L., Tyrhwitt, J., Tolomiczenko, G., & Mitchell, T. (2012).
Understanding the Patients’ Perspective of Emotional Support to Significantly Improve Overall
Patient Satisfaction. Healthcare quarterly (Toronto, Ont.), 15(4), 63–69.
AGREE Collaboration. (2003). Development and validation of an international appraisal instrument
for assessing the quality of clinical practice guidelines: The AGREE project. Quality & Safety in
Health Care, 12(1), 18–23.
Alavi, M., Molavi, R., & Eslami, P. (2018). A structural equation model of self-care activities in
diabetic elderly patients. Iranian Journal of Nursing and Midwifery Research, 23(1), 61–65.
Alayli-Goebbels, A. F., Evers, S. M., Alexeeva, D., Ament, A. J., de Vries, N. K., Tilly, J. C., &
Severens, J. L. (2014). A review of economic evaluations of behavior change interventions: Setting
an agenda for research methods and practice. Journal of Public Health (Oxford, England), 36(2),
336–344.
Al-Hassan, M. A., Al-Akour, N. A., & Aburas, M. M. (2017). Relationship between motivational style
and glycemic control in Jordanian patients with type 2 diabetes mellitus. Journal of Diabetes, 9(1),
93–101.
Al-Khawaldeh, OA., Al-Hassan, MA., & Froelicher, ES. (2012). Selfefficacy, self-management, and
glycemic control in adults with type 2 diabetes mellitus. Journal of Diabetes and its Complications,
26,10–16.
All European Accademics (ALLEA).(2017).The European Code of Conduct for Research Integrity.
http://www.allea.org/wp-content/uploads/2017/04/ALLEA-European-Code-of-Conduct-forResearch-Integrity-2017.pd Accessed December 6, 2018.
Alpers, GW., & Tuschen-Caffier, B. (2001). Negative feelings and the desire to eat in bulimia nervosa.
Eating Behaviors, 2 (4), 339–352.
American Diabetes Association. (2018). 2. classification and diagnosis of diabetes: Standards of
medical care in diabetes-2018. Diabetes Care, 41(Suppl 1), S13–S27.
American Psychological Association. 2015. The road to resilience. http://Www.apa.
org/helpcenter/road-resilience.aspx; Accessed May 5, 2016.
Babbie, ER.(1973). Survey research methods. Belmont, CA:Wadsworth.
Bai, Y. L., Chiou, C. P., & Chang, Y. Y. (2009). Self-care behaviour and related factors in older people
with type 2 diabetes. Journal of Clinical Nursing, 18(23), 3308–3315.
Baig, A. A., Benitez, A., Quinn, M. T., & Burnet, D. L. (2015). Family interventions to improve
diabetes outcomes for adults. Annals of the New York Academy of Sciences, 1353 (1), 89–112.
Bandura, A. (1999). A social cognitive theory of personality. In L. Pervin & O. John (Ed.), Handbook
of personality (2nd ed., pp. 154-196). New York: Guilford Publications. (Reprinted in D. Cervone
& Y. Shoda [Eds.], The coherence of personality. New York: Guilford Press.)
Baumann, L. C., Opio, C. K., Otim, M., Olson, L., & Ellison, S. (2010). Self-care beliefs and behaviors
in ugandan adults with type 2 diabetes. The Diabetes Educator, 36(2), 293–300.
Bech, P. (2009). Applied psychometrics in clinical psychiatry: The pharmacopsychometric triangle.
Acta Psychiatrica Scandinavica, 120(5), 400–409.

81

FangFang Zhao

Bech, P. (2012). Subjective positive well-being. World Psychiatry : Official Journal of the World
Psychiatric Association (WPA), 11(2), 105–106.
Bech, P., Gudex, C., & Johansen KS. (1996). The WHO (Ten) Well-Being Index: validation in diabetes.
Psychother Psychosom, 65,183–190.
Bech, P., Olsen, RL., Kjoller, M., & Rasmussen, NK. (2003). Measuring well-being rather than the
absence of distress symptoms: a comparison of the SF-36 Mental Health subscale and the WHOFive Well-Being Scale. International Journal of Methods in Psychiatric Research, 12(2), 85–91.
Becker, M. (1978) ‘Compliance with a medical regimen for asthma’, Public Health Reports, 93, 268–
277.
Bickett, A., & Tapp, H. (2016). Anxiety and diabetes: Innovative approaches to management in primary
care. Experimental Biology and Medicine (Maywood, N.J.), 241(15), 1724–1731.
Bonsignore, M., Barkow, K., Jessen, F., & Heun, R. (2001). Validity of the five-item WHO WellBeing Index (WHO-5) in an elderly population. European Archives of Psychiatry and Clinical
Neuroscience, 251(S2), 27–31.
Bradley, C., & Speight, J. (2002). Patient perceptions of diabetes and diabetes therapy: Assessing
quality of life. Diabetes/Metabolism Research and Reviews, 18 (Suppl 3), S64–69.
Browne, JL., Nefs, G., Pouwer, F., & Speight, J.(2015). Depression, anxiety and self-care behaviours
of young adults with Type 2 diabetes: results from the International Diabetes Management and
Impact for Long-term Empowerment and Success (MILES) Study. Diabetes Medicine, 32,133–
140.
Campbell-Sills, L., & Stein, M. B. (2007). Psychometric analysis and refinement of the connordavidson resilience scale (CD-RISC): Validation of a 10-item measure of resilience. Journal of
Traumatic Stress, 20(6), 1019–1028.
Causation and Experimental Design. https://uk.sagepub.com/sites/default/files/upm
binaries/23639_Chapter_5___Causation_and_Experimental_Design.pdf . 05-Chambliss.qxd.
P106-135. 2006. Accessed January 12, 2018.
Chalder, T., Berelowitz, G., Pawlikowska, T., Watts, L., Wessely, S., Wright, D., & Wallace, E. P.
(1993). Development of a fatigue scale. Journal of Psychosomatic Research, 37(2), 147–153.
Chawla, A., Chawla, R., & Jaggi S. (2016). Microvasular and macrovascular complications in diabetes
mellitus: Distinct or continuum? Indian Journal of Endocrinology and Metabolism, 20(4), 546–
551.
Chen, C. Y., Lo, F. S., Chen, B. H., Lu, M. H., Hsin, Y. M., & Wang, R. H. (2017). Pathways of
emotional autonomy, self-care behaviors, and depressive symptoms on health adaptation in
adolescents with type 1 diabetes. Nursing Outlook, 65(1), 68–76.
Chen, W. (2014). Health care utilization and direct economic burden of diabetes patients under one
urban health insurance scheme of china. Value in Health, 17, A253.
Chen Y & Gupta M.R. EM Demystified: An Expectation-Maximization Tutorial. UWEE Technical
Report Number UWEETR-2010-0002. February 2010. URL: http://www.ee.washington.edu
Chlebowy, D. O., Batscha, C., Kubiak, N., & Crawford, T. (2019). Relationships of depression, anxiety,
and stress with adherence to self-management behaviors and diabetes measures in african american
adults with type 2 diabetes. Journal of Racial and Ethnic Health Disparities, 6 (1),71–76.
Christopher, K. A. (2000). Determinants of psychological well-being in irish immigrants. Western
Journal of Nursing Research, 22(2), 123–143.
Chrvala,CA., Sherr, D. & Lipman RD. (2015). Diabetes self-management education for adults with
type 2 diabetes mellitus: A systematic review of the effect on glycemic control. Patient Education
and Counseling, 99(6), 926–943.
Cloninger, C. R. (2012). The dynamic origins of positive health and wellbeing. International Journal of
Person Centered Medicine, 2(2), 179–187.

82

References

Cohen S, Gottlieb B, & Underwood L., (2000). "Social relationships and health," in measuring and
intervening in social support.cohen S, Underwood L, and gottlieb B, eds. (pp. 3–25) Oxford
University Press, New York, NY, USA.
Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure of perceived stress. Journal of
Health and Social Behavior, 24(4), 385–396.
Cohen, S., & Williamson, G. (1988). Perceived stress in a probability sample of the united states. in S.
spacapam & S. oskamp (eds.), the social psychology of health: Claremont symposium on applied
psychology (pp. 31-67). Newbury Park, CA: Sage.
Collins English Dictionary. (2018). https://www.collinsdictionary.com/dictionary/english/negative.
Accessed October 12, 2016.
Connor, K. M., & Davidson, J. R. (2003). Development of a new resilience scale: The connor-davidson
resilience scale (CD-RISC). Depression and Anxiety, 18(2), 76–82.
Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazaret,h I. & Petticrew M. (2013) Developing and
evaluating complex interventions: the new Medical Research Council guidance. International
Journal of Nursing Studies, 50(5), 587–592.
Dai,W., Chen, L., Tan, H., Wang, J., Lai, Z., Kaminga, AC., Li, Y., & Liu., A. (2016). Association
between social support and recovery from post-traumatic stress disorder after flood: a 13–14 year
follow-up study in Hunan, China. BMC Public Health, 16:194.
Davies, M.J., Heller, S., Skinner, T.C., Campbell, M.J., Carey, M.E., Cradock, S., Dallosso, H.M., Daly,
H., Doherty, Y., Eaton S., Fox C., Oliver L., Rantell, K., Rayman, G., Khunti, K., & Diabetes
Education and Self Management for Ongoing and Newly Diagnosed Collaborative (2008)
Effectiveness of the diabetes education and self management for ongoing and newly diagnosed
(DESMOND) programme for people with newly diagnosed type 2 diabetes: cluster randomised
controlled trial. BMJ (Clinical research ed.), 336 (7642), 491–495
de Sonnaville, J. J., Snoek, F. J., Colly, L. P., Deville, W., Wijkel, D., & Heine, R. J. (1998). Wellbeing and symptoms in relation to insulin therapy in type 2 diabetes. Diabetes Care, 21(6), 919–
924.
Declaration of Helsinki (WMA) (2001). Ethical Principles for Medical Research Involving Human
Subjects. Bulletin of the World Health Organization, 79 (4), 373–374.
Devarajooh, C., & Chinna, K. (2017). Depression, distress and self-efficacy: The impact on diabetes
self-care practices. PloS One, 12(3), e0175096.
Diabetes UK. (2007).
Year of care; available from: Http://Www.diabetes.org.uk/
guide-to-diabetes-OLD/support_for_managing_your_diabetes/year-of-care/. Accessed May 15,
2015.
Drivsholm, T., de Fine Olivarius, N., Nielsen, A. B., & Siersma, V. (2005). Symptoms, signs and
complications in newly diagnosed type 2 diabetic patients, and their relationship to glycaemia,
blood pressure and weight. Diabetologia, 48(2), 210–214.
El Achhab, Y., Nejjari, C., Chikri, M., & Lyoussi, B. (2008). Disease-specific health-related quality of
life instruments among adults diabetic: A systematic review. Diabetes Research and Clinical
Practice, 80(2), 171–184.
Eom, YS., Park, HS., Kim, SH., Yang, SM., Nam, MS., Lee, HW., Lee, KY., Lee, S., Kim, YS.,& Park,
LeB. (2011). Evaluation of stress in korean patients with diabetes mellitus using the problem areas
in diabetes-korea questionnaire. Diabetes & Metabolism Journal, 35(2), 182–187.
Esch, T., Fricchione, G. L., Joos, S., & Teut, M. (2013). Self-care, stress management, and primary
care: From salutogenesis and health promotion to mind-body medicine. Evidence-Based
Complementary and Alternative Medicine : eCAM, 2013, 327415.
Ezeamama, A. E., Elkins, J., Simpson, C., Smith, S. L., Allegra, J. C., & Miles, T. P. (2016). Indicators
of resilience and healthcare outcomes: Findings from the 2010 health and retirement survey.
Quality of Life Research : An International Journal of Quality of Life Aspects of Treatment, Care
and Rehabilitation, 25(4), 1007–1015.

83

FangFang Zhao

Faul, F., Erdfelder, E., Buchner, A., & Lang, A.-G. (2013). G*Power version 3.1.7 [computer
software].
Retrieved from http://www.psycho.uni-duesseldorf.de/abteilungen/aap/gpower3/download-andregister: Uiversität Kiel, Germany. Accessed 31, August 2015.
Fewtrell, MS., Kennedy , K., Singhal , A., Martin , RM., Ness, A., Hadders-Algra ,M., Koletzko ,B.,
A. Lucas. (2008). How much loss to follow-up is acceptable in long-term randomised trials and
prospective studies? Archives of Disease in Childhood, 93(6), 458–461.
Flom, P. How to Interpret Hierarchical Regression. Updated April 25, 2017.
https://sciencing.com/interpret-hierarchical-regression-8554087.html. Accessed 31, August 2017.
Folkman, S., & Moskowitz, J. T. (2000). Positive affect and the other side of coping. American
Psychologist, 55, 647–654.
Frei, A., Svarin, A., Steurer-Stey, C., & Puhan, M. A. (2009). Self-efficacy instruments for patients
with chronic diseases suffer from methodological limitations--a systematic review. Health and
Quality of Life Outcomes, 7, 86-7525-7-86.
Fritschi, C., & Quinn, L. (2010). Fatigue in patients with diabetes: A review. Journal of Psychosomatic
Research, 69(1), 33–41.
Frydenberg, E. (2004). Coping competencies: What to teach and when. Theory into Practice, 43(1), 14–
22.
Fu, C., Ji, L., Wang, W., Luan,R., Chen, W., Zhan, S., & Xu, B. (2012). Frequency of glycated
hemoglobin monitoring was inversely associated with glycemic control of patients with Type 2
diabetes mellitus. Journal of Endocrinological Investigation, 35(3), 269–273.
Funnell, MM., Brown, TL., Childs, BP., Haas, LB., Hosey, GM.et al.(2012). Diabetes Care, 35(S1),
S101-S108.
Glanz, K., & Bishop, D.B. (2010). The role of behavioral science theory in development and
implementation of public health interventions. Annual Review of Public Health, 31, 399–418.
Glasow, P.A. (2005). Fundamentals of survey research. methodology. Washington C3 Center McLean,
Virginia.
Graue M., Dunning T., Hausken, M.F., & Rokne B.(2013). Challenges in managing elderly people
with diabetes in primary care settings in Norway. Available from: Scandinavian Journal of Primary
Health Care, 31, 241–247
Grigsby, A. B., Anderson, R. J., Freedland, K. E., Clouse, R. E., & Lustman, P. J. (2002). Prevalence
of anxiety in adults with diabetes: A systematic review. Journal of Psychosomatic Research, 53(6),
1053–1060.
Grinde, B. (2016). Why Negative Feelings are Important when Assessing Well-Being. Journal
Happiness Studies, 17,1741–1752.
Guo, H., Wang, X., Mao, T., Li, X., Wu, M., & Chen, J. (2018). How psychosocial outcomes impact
on the self-reported health status in type 2 diabetes patients: Findings from the diabetes attitudes,
wishes and needs (DAWN) study in eastern china. PloS One, 13(1), e0190484.
Guo, K., Zhang, L., Zhao, F., Lu, J., Pan, P., Yu, H., Bao, Y., Chen, H., & Jia, W. (2016). Prevalence
of chronic kidney disease and associated factors in Chinese individuals with type 2 diabetes: Crosssectional study. Journal of Diabetes and its Complications, 30(5), 803–810.
Guo, XH., Yuan, L., Lou, QQ., Shen, L., Sun, ZL., Zhao, F., Dai, X., Huang, J., Yang, HY., & Chinese
Diabetes Education Status Survey Study Group. (2012). A nationwide survey of diabetes
education, self-management and glycemic control in patients with type 2 diabetes in china. Chinese
Medical Journal, 125(23), 4175–4180.
Haas, L., Maryniuk, M., Beck, J., Cox, CE., Duker, P., Edwards, L., Fisher, EB., Hanson, L., Kent,
D., Kolb, L., McLaughlin, S., Orzeck, E., Piette, JD., Rhinehart, AS., Rothman, R., Sklaroff,
S., Tomky, D., Youssef, G.,& 2012 Standards Revision Task Force.(2014). National standards for
diabetes self-management education and support. Diabetes Care, 37 Suppl 1, S144–153.
Hansson, A., HilleråS, P., & Forsell, Y. (2005). What kind of self-care strategies do people report using
and is there an association with well-being? Social Indicators Research, 73(1), 133–139.

84

References

He, F., Cao, R., Feng, Z., Guan, H., & Peng, J. (2013). The impacts of dispositional optimism and
psychological resilience on the subjective well-being of burn patients: A structural equation
modelling analysis. PloS One, 8(12), e82939.
Hendrychova, T., Vytrisalova, M., Smahelova, A., Vlcek, J., & Kubena, A. A. (2013).Adherence in
adults with type 1 diabetes mellitus correlates with treatment satisfactionbut not with adverse
events. Patient Prefererence and Adherence, 7, 867–876.
Higgins, JP., Altman, DG., Gøtzsche, PC., Jüni, P., Moher, D., Oxman, AD., Savovic, J., Schulz,
KF., Weeks L. & Sterne JA; Cochrane Bias Methods Group; Cochrane Statistical Methods Group.
(2011). The Cochrane Collaboration's tool for assessing risk of bias in randomised trials. BMJ,
343, d5928.
Higgins JPT. & Green S (editors). (2011). Cochrane Handbook for Systematic Reviews of
Interventions Version 5.1.0 [updated March 2011]. The Cochrane Collaboration, 2011. Available
from www.cochrane-handbook.org.
Hu., C & Jia., W. (2018). Diabetes in China: Epidemiology and Genetic Risk Factors and Their Clinical
Utility in Personalized Medication. Diabetes, 67(1), 3–11.
Hu, H., Sawhney, M., Shi, L., Duan, S., Yu, Y., Wu, Z., Qiu, G., & Dong, H. (2015). A systematic
review of the direct economic burden of type 2 diabetes in china. Diabetes Therapy : Research,
Treatment and Education of Diabetes and Related Disorders, 6(1), 7–16.
Huang, M., Zhao, R., Li, S., & Jiang, X. (2014). Self-management behavior in patients with type 2
diabetes: A cross-sectional survey in western urban china. PloS One, 9(4), e95138.
Iacobucci, D., Posavac, S. S., Kardes, F. R., Schneider, M. J & Popovich, D. L. (2015). Toward a more
nuanced understanding of the statistical properties of a median split. Journal of Consumer
Psychology, 25(4), 652–665.
IDF Diabetes Atlas. (2017). 8th edition. Retrieved from http://www.diabetesatlas.org/resources/2017atlas.html Accessed April 12, 2018.
Jain, A., Sharma, R., Choudhary, PK., Yadav, N., Jain G., & Maanju M. (2015).Study of fatigue,
depression, and associated factors in type 2 diabetes mellitus in industrial workers. Industrial
Psychiatry Journal, 24(2), 179–184.
Ji, LN., Lu, JM., Guo, XH., et al. (2013). Glycemic control among patients in China with type 2 diabetes
mellitus receiving oral drugs orinjectables, BMC Public Health, 13, 1–8.
Jiao, JJ., Liu, G., Shin, Hj., Hu, FB., Rimm, EB., Rexrode, KM., Manson, JE., Zong, G.,& Sun, Q.
(2019).BMJ, 366:l4009.
Johnson, J., Louch, G., Dunning, A., Johnson, O., Grange, A., Reynolds, C., Hall, L., & O'Hara, J.
(2017). Burnout mediates the association between depression and patient safety perceptions: a
cross-sectional study in hospital nurses. Journal of Advanced Nursing, 73(7), 1667–1680.
Karakuş, M.(2013). Emotional intelligence and negative feelings: a gender specific moderated
mediation model. Educational Studies, 39 (1), 68–82.
Kassahun,T., Gesesew, H., Mwanri, L., & Eshetie., T. (2016). Diabetes related knowledge, self-care
behaviours and adherence to medications among diabetic patients in Southwest Ethiopia: a crosssectional survey. BMC Endocrine Disorders, 16:28.
Kav, S., Yilmaz, A. A., Bulut, Y., & Dogan, N. (2017). Self-efficacy, depression and self-care activities
of people with type 2 diabetes in turkey. Collegian (Royal College of Nursing, Australia), 24(1),
27–35.
Kemper, C. J., Kovaleva, A., Beierlein, C. & Rammstedt, B. (2011, July). Measuring the construct of
optimism-pessimism with single item indicators. Paper presented at the 4th conference of the
European Survey research association (ESRA), lausanne, switzerland.
Kent, D., D'Eramo Melkus, G., Stuart, PM., McKoy, JM., Urbanski, P., Boren, SA., Coke, L., Winters,
JE., Horsley, NL., Sherr, D., & Lipman R. (2013). Reducing the risks of diabetes complications
through diabetes self-management education and support. Population Health Management, 16(2),
74–81.

85

FangFang Zhao

Khaw, K. T., Wareham, N., Bingham, S., Luben, R., Welch, A., & Day, N. (2004). Association of
hemoglobin A1c with cardiovascular disease and mortality in adults: The european prospective
investigation into cancer in norfolk. Annals of Internal Medicine, 141(6), 413–420.
Khazrai, Y. M., Defeudis, G., & Pozzilli, P. (2014). Effect of diet on type 2 diabetes mellitus: A review.
Diabetes/Metabolism Research and Reviews, 30 (S1), 24–33.
Khunti, K., Gray L.J., Skinner, T., Carey, M.E., Realf, K., Dallosso, H., Fisher, H., Campbell, M.,
Heller S. & Davies M.J. (2012) Effectiveness of a diabetes education and self management
programme (DESMOND) for people with newly diagnosed type 2 diabetes mellitus: three year
follow-up of a cluster randomised controlled trial in primary care. BMJ (Clinical research ed.) 344,
e2333.
Kim, C. J., Schlenk, E. A., Kim, D. J., Kim, M., Erlen, J. A., & Kim, S. E. (2015). The role of social
support on the relationship of depressive symptoms to medication adherence and self-care
activities in adults with type 2 diabetes. Journal of Advanced Nursing, 71(9), 2164–2175.
Koetsenruijter, J., van Lieshout, J., Lionis, C., Portillo,MC., Vassilev, I., Todorova, E., Foss, C., Gil,
MS., Knutsen, IR., Angelaki, A., Mujika, A., Roukova,P., Kennedy, A., Rogers, A., &Wensing,
M. (2015). Social support and health in diabetes patients: An observational study in six european
countries in an era of austerity. PloS One, 10(8), e0135079.
Kong, D., Ding, Y., Zuo, X., Su, W., Xiu, L., Lin, M., Rao, S., & Yu, S. (2011). Adaptation of the audit
of diabetes-dependent quality of life questionnaire to people with diabetes in china. Diabetes
Research and Clinical Practice, 94(1), 45–52.
Kristman, V., Manno, M., Cote, P. (2004). Loss to follow-up incohort studies: how much is too much?
European Journal of Epidemiology,19 (8), 751–760.
Kvaavik, E., Batty, G. D., Ursin, G., Huxley, R., & Gale, C. R. (2010). Influence of individual and
combined health behaviors on total and cause-specific mortality in men and women: The united
kingdom health and lifestyle survey. Archives of Internal Medicine, 170(8), 711–718.
Labuz-Roszak, B., Kubicka-Baczyk, K., Pierzchala, K., Machowska-Majchrzak, A., & Skrzypek, M.
(2012). Fatigue and its association with sleep disorders, depressive symptoms and anxiety in
patients with multiple sclerosis. Neurologia i Neurochirurgia Polska, 46(4), 309–317.
Lally, P., van Jaarsveld, CHM., Potts, HWW., Wardle, J. (2010). How are habits formed: modelling
habit formation in the real world. European Journal of Social Psychology, 40(6), 998–1009.
Lazarus, R. S. (1999). Stress and emotion: A new synthesis. New York: Springer.
Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer.
Lee, AA., Piette, JD., Heisler, M., Rosland, AM. (2018). Diabetes Distress and Glycemic Control:The
Buffering Effect of Autonomy Support From Important Family Members and Friends. Diabetes
Care, 41(6), 1157–1163.
Lee, C. L., Lin, C. C., & Anderson, R. (2016). Psychometric evaluation of the diabetes self-management
instrument short form (DSMI-20). Applied Nursing Research, 29, 83–88.
Lehti, J. (2016). Theory of psychological adaptive modes. Medical Hypotheses, 90, 66–73.
Linmans, J. J., Knottnerus, J. A., & Spigt, M. (2015). How motivated are patients with type 2 diabetes
to change their lifestyle? A survey among patients and healthcare professionals. Primary Care
Diabetes, 9(6), 439–445.
Liu, Y., Han, Y., Shi, J., Li, R., Li, S., Jin, N., Gu, Y., & Guo, H. (2015). Effect of peer education on
self-management and psychological status in type 2 diabetes patients with emotional disorders.
Jounal of Diabetes Investigation, 6(4), 479–486.
Locker, D., & Gibson, B. (2006). The concept of positive health: A review and commentary on its
application in oral health research. Community Dentistry and Oral Epidemiology, 34(3), 161–173.
Lu, W., Bian, Q., Wang, W., Wu, X., Wang, Z., & Zhao, M. (2017). Chinese version of the perceived
stress scale-10: A psychometric study in chinese university students. PloS One, 12(12), e0189543.
Luo, X., Liu, T., Yuan, X., Ge, S., Yang, J., Li, C., & Sun, W. (2015). Factors influencing selfmanagement in chinese adults with type 2 diabetes: A systematic review and meta-analysis.
International Journal of Environmental Research and Public Health, 12(9), 11304–11327.

86

References

Lynch, E. B., Fernandez, A., Lighthouse, N., Mendenhall, E., & Jacobs, E. (2012). Concepts of diabetes
self-management in mexican american and african american low-income patients with diabetes.
Health Education Research, 27(5), 814–824.
Maroufizadeh, S., Zareiyan, A., & Sigari, N. (2014). Reliability and validity of persian version of
perceived stress scale (PSS-10) in adults with asthma. Archives of Iranian Medicine, 17(5), 361–
365.
Marshall PA. (1990). Cultural influences on perceived quality of life. Seminars in oncology nursing,
6(4):278–284.
Mash R.J., Rhode H., Zwarenstein M., Rollnick S., Lombard C., Steyn K. & Levitt N. (2014)
Effectiveness of a group diabetes education programme in under-served communities in South
Africa: a pragmatic cluster randomized controlled trial. Diabetic Medicine, 31(8), 987–993.
Masten, A. S. (2014). Global perspectives on resilience in children and youth. Child Development,
85(1), 6–20.
Matthews, K. A., Raikkonen, K., Sutton-Tyrrell, K., & Kuller, L. H. (2004). Optimistic attitudes protect
against progression of carotid atherosclerosis in healthy middle-aged women. Psychosomatic
Medicine, 66(5), 640–644.
Meunier, S., Coulombe, S., Beaulieu, MD., Côté, J., Lespérance, F., Chiasson, JL., Bherer,
L., Lambert, J., Houle, J. (2016). Longitudinal testing of the information-motivation-behavioral
skills model of self-care among adults with type 2 diabetes. Patient Education and Counseling,
99(11), 1830–1836.
Michie., S. & Prestwich., A. (2010) Are Interventions Theory-Based Development of a Theory Coding
Scheme. Health Psychology, 29(1), 1–8.
Miller, T. A., & Dimatteo, M. R. (2013). Importance of family/social support and impact on adherence
to diabetic therapy. Diabetes, Metabolic Syndrome and Obesity : Targets and Therapy, 6, 421–
426.
Minet, L., Moller, S., Vach, W., Wagner, L., & Henriksen, J. E. (2010). Mediating the effect of selfcare management intervention in type 2 diabetes: A meta-analysis of 47 randomised controlled
trials. Patient Education and Counseling, 80(1), 29–41.
Miyawaki, Y., Shimizu, Y., & Seto, N. (2016). Classification of support needs for elderly outpatients
with diabetes who live alone. Canadian Journal of Diabetes, 40(1), 43–49.
Mogre, V., Abanga, Z. O., Tzelepis, F., Johnson, N. A., & Paul, C. (2017). Adherence to and factors
associated with self-care behaviours in type 2 diabetes patients in ghana. BMC Endocrine
Disorders, 17(1), 20-017-0169-3.
Munshi, M., Grande, L., Hayes, M., Ayres, D., Suhl, E., Capelson R, Lin, S., Milberg, W., Weinger, K.
(2006). Cognitive dysfunction is associated with poor diabetes control in older adults. Diabetes
Care, 29(8), 1794–1799.
Mut-Vitcu, G., Timar, B., Timar, R., Oancea, C., Citu, IC. Depression influences the quality of diabetesrelated self-management activities in elderly patients with type 2 diabetes: a cross-sectional study.
Clinical Interventions in Aging, 11, 471–479.
Nabi, H., Koskenvuo, M., Singh-Manoux, A., Korkeila, J., Suominen, S., Korkeila, K., Vahtera
J, Kivimäki M. (2010). Low pessimism protects against stroke: The health and social support
(HeSSup) prospective cohort study. Stroke, 41(1), 187–190.
Nantong Government. (2012). Nantong City Overview. Retrieved 15 September, 2014, from
http://en.nantong.gov.cn/art/2012/8/21/art_28253_994852.html
National Diabetes Research Group.(1981). A mass survey of diabetes mellitus in a population of
300,000 in 14 provinces and municipalities in china. Zhonghua Nei Ke Za Zhi, 20 (11), 678–683.
Neuenschwander, M., Ballon, A., Weber, KS., Norat, T., Aune, D., Schwingshackl, L., & Schlesinger,
S. (2019). Role of diet in type 2 diabetes incidence: umbrella review of meta-analyses of
prospective observational studies. BMJ, 365:l2368
New Economic Foundation. (2012). Measuring well-being: A guide for practitioners. 2012. London:
New Economic Foundation.

87

FangFang Zhao

Novo Nordisk (2014) DAWN2TM: Global Voice - UK Action. Available at: http://bit.ly/1nRIysO .
Accessed May 4th, 2018.
Noyes J., Hendry M., Booth A., Chandler J., Lewin S., Glenton C. & Garside R.(2016). Current use
was established and Cochrane guidance on selection of social theories for systematic reviews of
complex interventions was developed. Journal of Clinical Epidemiology, 75, 78–92.
O'Connor, D., Green, S., & Higgins, JPT. (2008). Chapter 5: Defining the review question and
developing criteria for including studies. in: , Editors. [updated february ]. available:
http://Www.cochrane-handbook.org/. accessed 26 may 2009. In G. S. Higgins JPT (Ed.), Cochrane
handbook for systematic reviews of interventions version 5.0.0. the Cochrane Collaboration.
Office of Population Census of State Council, & Department of Population and Employment of
National Statisics Bureau. (2013). Tabulation on the 2010 Population Census of the People's
Republic of China. Retrieved 12 November, 2014, from
http://www.stats.gov.cn/tjsj/pcsj/rkpc/6rp/indexch.htm. (In Chinese).
Oliva, J., Fernandez-Bolanos, A., & Hidalgo, A. (2012). Health-related quality of life in diabetic people
with different vascular risk. BMC Public Health, 12, 812-2458-12-812.
Olsson, C. A., Bond, L., Burns, J. M., Vella-Brodrick, D. A., & Sawyer, S. M. (2003). Adolescent
resilience: A concept analysis. Journal of Adolescence, 26(1), 1–11.
Pan, A., Sun, Q., Bernstein, AM., Manson, JE., Willett, WC., & Hu, FB. (2013).Changes in red meat
consumption and subsequent risk of type 2 diabetes mellitus: three cohorts of US men and women.
JAMA Internal Medicine, 173(14),1328–1335.
Pandit, AU., Bailey, SC., Curtis, LM., Seligman, HK., Davis, TC., Parker, RM., Schillinger,
D., DeWalt, D., Fleming, D., Mohr, DC., & Wolf, MS. (2014). Disease-related distress, self-care
and clinical outcomes among low-income patients with diabetes. Journal of Epidemiology and
Community Health, 68(6), 557–564.
Park, H., Park, C., Quinn, L., & Fritschi, C. (2015). Glucose control and fatigue in type 2 diabetes: The
mediating roles of diabetes symptoms and distress. Journal of Advanced Nursing, 71(7), 1650–
1660.
Polit, D.F, & Beck, C.T. (2008). Nursing Research: Generating and Assessing Evidence for Nursing
Practice 8th ed., Philadelphia (Pa.): Wolters Kluwer Health/Lippincott Williams & Wilkins.
Polit, D.F. & Beck, C.T. (2010) Essentials of Nursing Research: Appraising Evidence for Nursing
Practice. 7th Edition, Wolters Kluwer Health/Lippincott Williams & Wilkins, Philadelphia.
Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strategies for assessing and
comparing indirect effects in multiple mediator models. Behavior Research Methods, 40, 879–891.
Prendergast, K. B., Schofield, G. M., & Mackay, L. M. (2016). Associations between lifestyle
behaviours and optimal wellbeing in a diverse sample of new zealand adults. BMC Public Health,
16: 62.
Puig-Perez, S., Hackett, R. A., Salvador, A., & Steptoe, A. (2017). Optimism moderates
psychophysiological responses to stress in older people with type 2 diabetes. Psychophysiology,
54(4), 536–543.
Rai, R., Jongenelis,M., Pettigrew, S., Jackson, B., & Newton, R.U.(2019). Identifying modifiable
factors associated with health optimism in older adults. Aging and Mental Health, 23(3), 376–384.
Renders, CM., Valk, GD., Griffin, SJ., Wagner, EH., Eijk van JT., & Assendelft, WJ. (2001).
Interventions to improve the management of diabetes in primary care, outpatient, and community
settings: a systematic review. Diabetes Care, 24(10), 1821–1833.
Richardson, DB., Hamra, GB., MacLehose, RF., Cole, SR., & Chu, H. (2015). Hierarchical regression
for analyses of multiple outcomes. American Journal of Epidemiology,182(5), 459–467.
Ridley, RT. 2009. Assuring ethical treatment of students as research participants. Journal of Nursing
Education, 48 (10), 537‒541.
Riegel, B., Jaarsma, T., & Stromberg, A. (2012). A middle-range theory of self-care of chronic illness.
Advances in Nursing Science, 35(3), 194–204.

88

References

Rintala, T. M., Jaatinen, P., Paavilainen, E., & Astedt-Kurki, P. (2013). Interrelation between adult
persons with diabetes and their family: A systematic review of the literature. Journal of Family
Nursing, 19(1), 3–28.
Robertson, SM., Stanley, MA.,Cully, JA., & Naik AD. (2012). Positive Emotional Health and Diabetes
Care: Concepts, Measurement, and Clinical Implications. Psychosomatics, 53(1),1–12
Rosal, MC., Ockene, IS., Restrepo, A., White, MJ., Borg, A., Olendzki, B., Scavron, J., Candib,
L., Welch, G., & Reed, G. (2011). Randomized trial of a literacy-sensitive, culturally tailored
diabetes self-management intervention for low-income latinos: latinos en control. Diabetes Care,
34(4), 838–844.
Rosenstock IM. (1974). Historical origins of the health belief model. Health Education & Behavior,
2(4), 328–335.
Rosland, AM., Kieffer, E., Israel, B., Cofield, M., Palmisano, G., Sinco, B., Spencer, M., & Heisler, M.
(2008). When is social support important? the association of family support and professional
support with specific diabetes self-management behaviors. Journal of General Internal Medicine,
23(12), 1992–1999.
Ryan, R. M., & Deci, E. L. (2001). On happiness and human potentials: A review of research on hedonic
and eudaimonic well-being. Annual Review of Psychology, 52, 141–166.
Saletnik L. (2018). Building Personal Resilience. AORN Journal, 107(2), 175–178.
Samakouri, M., Bouhos, G., Kadoglou, M., Giantzelidou, A., Tsolaki, K., & Livaditis, M. (2012).
Standardization of the Greek version of Zung's Self-rating Anxiety Scale (SAS). Psychiatriki,
23(3), 212–220.
Samuel-Hodge, C. D., Watkins, D. C., Rowell, K. L., & Hooten, E. G. (2008). Coping styles, wellbeing, and self-care behaviors among african americans with type 2 diabetes. The Diabetes
Educator, 34(3), 501–510.
Sato, M., & Yamazaki, Y. (2012). Work-related factors associated with self-care and psychological
health among people with type 2 diabetes in japan. Nursing & Health Sciences, 14(4), 520–527.
Scheier, M. F., & Carver, C. S. (1985). Optimism, coping, and health: Assessment and implications of
generalized outcome expectancies. Health Psychology : Official Journal of the Division of Health
Psychology, American Psychological Association, 4(3), 219–247.
Schiotz, M. L., Bogelund, M., Almdal, T., Jensen, B. B., & Willaing, I. (2012). Social support and selfmanagement behaviour among patients with type 2 diabetes. Diabetic Medicine : A Journal of the
British Diabetic Association, 29(5), 654–661.
Schroll, J. B., Moustgaard, R., & Gøtzsche, P. C. (2011). Dealing with substantial heterogeneity in
cochrane reviews. cross-sectional study. BMC Medical Research Methodology, 11:22.
Schulman-Green, D., Jaser, S. S., Park, C., & Whittemore, R. (2016). A metasynthesis of factors
affecting self-management of chronic illness. Journal of Advanced Nursing, 72(7), 1469–1489.
Seeman, J. (1989). Toward a model of positive health. American Psychologist, 44(8), 1099-1109.
Seligman, MEP. (2008). Positive health. Applied Psychology. First published: 28 June 2008
https://doi.org/10.1111/j.1464-0597.2008.00351.x
Shaw, J. E., Sicree, R. A., & Zimmet, P. Z. (2010). Global estimates of the prevalence of diabetes for
2010 and 2030. Diabetes Research and Clinical Practice, 87(1), 4–14.
Sherifali, D., Bai, JW., Kenny, M., Warren, R. & Ali, MU. (2015)Diabetes self-management
programmes in older adults: a systematic review and meta-analysis. Diabetic Medicine, 32(11),
1404–1414.
Simon-Tuval, T., Shmueli, A., & Harman-Boehm, I. (2016). Adherence to self-care behaviors among
patients with type 2 diabetes-the role of risk preferences. Value in Health : The Journal of the
International Society for Pharmacoeconomics and Outcomes Research, 19(6), 844–851.
Singh, R., & Kluding, P. M. (2013). Fatigue and related factors in people with type 2 diabetes. The
Diabetes Educator, 39(3), 320–326.

89

FangFang Zhao

Smith, KJ., Béland, M., Clyde, M., Gariépy, G., Pagé, V., Badawi, G., Rabasa-Lhoret, R., & Schmitz,
N. (2013). Association of diabetes with anxiety: A systematic review and meta-analysis. Journal
of Psychosomatic Research, 74(2), 89–99.
Stirratt, MJ., Dunbar-Jacob, J., Crane, HM., Simoni, JM., Czajkowski, S., Hilliard, ME., Aikens,
JE., Hunter, CM., Velligan, DI., Huntley, K., Ogedegbe, G., Rand, CS., Schron, E., Nilsen, WJ.
(2015). Self-report measures of medication adherence behavior: Recommendations on optimal use.
Translational Behavioral Medicine, 5(4), 470–482.
Su, JB., Yang, XH., Zhang, XL., Cai, HL., Huang, HY., Zhao, LH., Xu, F., Chen, T., Cheng,
XB., Wang, XQ., & Lu, Y. (2017).The association of long-term glycaemic variability versus
sustained chronic hyperglycaemia with heart rate-corrected QT interval in patients with type 2
diabetes. PLoS One, 2017;12(8):e0183055.
Suhl, E., & Bonsignore, P. (2006). Diabetes self-management education for older adults: General
principles and practical application. Diabetes Spectrum, 19(4), 230-240.
Sun, N., Lou, P., Shang, Y., Zhang, P., Wang, J., Chang, G., & Shi, C. (2016). Prevalence and
determinants of depressive and anxiety symptoms in adults with type 2 diabetes in china: A crosssectional study. BMJ Open, 6(8), e012540.
Tang, PC., Overhage, JM., Chan, AS., Brown, NL., Aghighi, B., Entwistle, MP., Hui, S., Hyde, SM.,
Klieman, LH., Mitchell, CJ, Perkins AJ, Qureshi, LS., Waltimyer, TA., Winters, LJ., & Young,
CY. (2013). Online disease management of diabetes: engaging and motivating patients online with
enhanced resources-diabetes (EMPOWER-D), a randomized controlled trial. Journal of the
American Medical Informatics Association, 20, 526–534.
Tavakol, M., & Dennick, R. (2011). Making Sense of Cronbach’s Alpha. International Journal of
Medical Education, 2, 53–55.
Teljeur, C., Moran, PS., Walshe, S., Smith, SM., Cianci, F., Murphy, L., Harrington, P., & Ryan, M.
(2017). Economic evaluation of chronic disease self-management for people with diabetes: a
systematic review. Diabetes Medicine, 34(8), 1040–1049.
Terranova, CO., Brakenridge, CL., Lawler, SP., Eakin, EG. & Reeves MM. (2015) Effectiveness of
lifestyle-based weight loss interventions for adults with type 2 diabetes: a systematic review and
meta-analysis. Diabetes, Obesity and Metabolism, 17(4), 371–378.
Tiv, M., Viel, JF., Mauny, F., Eschwège, E., Weill, A., Fournier, C., Fagot-Campagna, A., & Penfornis
A.(2012). Medication adherence in type 2 diabetes: The ENTRED study 2007, a french populationbased study. PloS One, 7(3), e32412.
Toobert, D. J., Glasgow, R. E., Strycker, L. A., Barrera, M.,Jr, Radcliffe, J. L., Wander, R. C., &
Bagdade, J. D. (2003). Biologic and quality-of-life outcomes from the mediterranean lifestyle
program: A randomized clinical trial. Diabetes Care, 26(8), 2288–2293.
Toobert, D. J., Hampson, S. E., & Glasgow, R. E. (2000). The summary of diabetes self-care activities
measure: Results from 7 studies and a revised scale. Diabetes Care, 23(7), 943-950.
Topp, C. W., Ostergaard, S. D., Sondergaard, S., & Bech, P. (2015). The WHO-5 well-being index: A
systematic review of the literature. Psychotherapy and Psychosomatics, 84(3), 167–176.
Uman, L. S. (2011). Systematic reviews and meta-analyses. Journal of the Canadian Academy of Child
and Adolescent Psychiatry, 20(1), 57–59.
Van den Broeck, J., Cunningham, S. A., Eeckels, R., & Herbst, K. (2005). Data cleaning: Detecting,
diagnosing, and editing data abnormalities. PLoS Medicine, 2(10), e267.
van Vugt, M., de Wit, M., Cleijne, W. H., & Snoek, F. J. (2013). Use of behavioral change techniques
in web-based self-management programs for type 2 diabetes patients: Systematic review. Journal
of Medical Internet Research, 15(12), e279.
Wang, R. H., Hsu, H. C., Kao, C. C., Yang, Y. M., Lee, Y. J., & Shin, S. J. (2017). Associations of
changes in psychosocial factors and their interactions with diabetes distress in patients with type 2
diabetes: A longitudinal study. Journal of Advanced Nursing, 73(5), 1137–1146.

90

References

Wang, R. H., Wu, L. C., & Hsu, H. Y. (2011). A path model of health-related quality of life in type 2
diabetic patients: A cross-sectional study in Taiwan. Journal of Advanced Nursing, 67(12), 2658–
2667.
Wang, Z. (2011). Psychometric properties of the chinese version of the perceived stress scale in
policewomen (psychometrics of the chinese PSS). PLoS ONE, 6(12), e28610.
Whitehead, LC., Crowe, MT., Carter, JD., Maskill, VR., Carlyle, D., Bugge, C., & Frampton, CMA.
(2017). A nurse‐led education and cognitive behaviour therapy‐based intervention among adults
with uncontrolled type 2 diabetes: A randomised controlled trial. Journal of Evaluation in Clinical
Practice, 23 (4), 821–829.
Wichit, N. (2018). Using a Randomised Controlled Trial to Test the Effectiveness of a Family-Oriented,
Theoretically Based, Diabetes Self-Management Education Program to Improve Glycaemia, SelfManagement and Self-Efficacy of Individuals with Type 2 Diabetes Mellitus Living in Rural
Thailand
(Doctoral
thesis,
Australian
Catholic
University).
Retrieved
from
https://doi.org/10.4226/66/5b062a631e036
World Health Organization. (2012). The european health report 2012: Chartering the way to well-being.
http://Www.euro.who.int/__data/assets/pdf_file/0004/185332/the-european-health-report-2012,executive-summary-w-cover.pdf accessed 1 november 2015.
Wu, S. F., Courtney, M., Edwards, H., McDowell, J., Shortridge-Baggett, L. M., & Chang, P. J. (2007).
Self-efficacy, outcome expectations and self-care behaviour in people with type 2 diabetes in
Taiwan. Journal of Clinical Nursing, 16(11C), 250–257.
Wu, S. F., Lee, M. C., Liang, S. Y., Lu, Y. Y., Wang, T. J., & Tung, H. H. (2011). Effectiveness of a
self-efficacy program for persons with diabetes: A randomized controlled trial. Nursing & Health
Sciences, 13(3), 335–343.
Xiao, SY. (1994). The theoretical foundation of the social support rating scale and applications in
research. Journal of Clinical Psychological Medicine(republic of china), 4(2), 98–100.
Xiao, SY. The social support rate scale. In Wang, XD., Wang, XL., Ma, H., Editors (Ed.). (1999). The
handbook of mental health rating scales. Beijing: Chinese Mental Health Journal Press,127–131.
Yang, L., Shao, J., Bian, Y., Wu, H., Shi, L., Zeng, L., Li, W., & Dong, J. (2016). Prevalence of type 2
diabetes mellitus among inland residents in china (2000-2014): A meta-analysis. Journal of
Diabetes Investigation, 7(6), 845–852.
Yang, L., Wu, Q., Hao, Y., Cui, Y., Liang, L., Gao, L., Jiao, M., Ning, N., Sun, H., Kang, Z., Han, L.,
Li,Y.,&Yin H. (2017). Self-management behavior among patients with diabetic retinopathy in the
community: a structural equation model. Quality of Life Research, 26(2), 359–66.
Yang, S., Hsue, C., Lou., Q. (2015). Does patient empowerment predict self-care behavior and
glycosylated hemoglobin in Chinese patients with type 2 diabetes? Diabetes Technology &
Therapeutics, 17(5), 343–348.
Xu, Y., Savage, C., Toobert, D., Wei, P., & Whitmer, K. (2008). Adaptation and testing of instruments
to measure diabetes self-management in people with type 2 diabetes in mainland china. Journal of
Transcultural Nursing : Official Journal of the Transcultural Nursing Society / Transcultural
Nursing Society, 19(3), 234–242.
Zhang, P., Zhang, X., Brown, J., Vistisen, D., Sicree, R., Shaw, J., & Nichols, G. (2010). Global
healthcare expenditure on diabetes for 2010 and 2030. Diabetes Research and Clinical Practice,
87(3), 293–301.
Zhao, F., Guo, Y., Suhonen, R., & Leino-Kilpi, H. (2016). Subjective well-being and its association
with peer caring and resilience among nursing vs medical students: A questionnaire study. Nurse
Education Today, 37, 108–113.
Zhou, Y., Liao, L., Sun, M., & He, G. (2013). Self-care practices of chinese individuals with diabetes.
Experimental and Therapeutic Medicine, 5(4), 1137–1142.
Zung, W. W. (1971). A rating instrument for anxiety disorders. Psychosomatics, 12(6), 371–379.

91

8 Appendices

Appendix1: Demographic information and health information
questionnaires
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
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Age (in years).
Gender (1) Male (2) female,
Education (less than college education/associate degree or above),
Family history of diabetes (yes/no),
Have you had symptoms before diagnosis? (yes/no),
Duration of diabetes since diagnosis (in years)
Have you received standard diabetes education before the survey? (yes/no)
Living alone (yes/no)
Smoking (yes/no)
Drinking alcohol habit (yes/no)
Complication (yes/no)
Hight ( ) cm, weight ( ) kg.
Systolic blood pressure ( ) MmHg
Distolic blood pressure ( ) MmHg

Appendix 2: The association of covariates with negative feelings and positive health.
Negative feelings (n=248)
Perceived stress
Anxiety
Mean (SD) t
Mean (SD) t

Fatigue
Mean(SD) t

Positive health (n=246)
Resilience
SWB
Mean(SD) t
Mean(SD) t

DRQoL
Mean(SD) t

Gender
Male
13.17(6.72) -2.34* 38.98(8.66) -3.96*** 7.15(3.88) -0.14
31.28(5.83) 1.93
75.40(15.34) 2.50* -1.88(1.62) -0.38
Female
15.18(6.58)
43.16(7.69)
7.22(3.85)
29.84(5.73)
70.24(16.94)
-1.81(1.31)
Age in years
14.67(6.84) 1.84
40.65(8.38) -0.40
7.07±3.79 -0.60
30.92(5.74) 0.89
74.42(16.00) 1.52
-2.02(1.59) -2.38*
＜65
≥65
13.06(6.42)
41.09(8.70)
7.37±3.99
30.24(5.94)
71.22(16.47)
-1.59(1.28)
Education
40.89(8.34) 0.23
7.39±3.84 1.46
29.95(5.91) -3.37**
72.04(16.98) -1.88 -1.74(1.45) 2.04*
＜College level 14.38(6.64) 1.34
≥College
13.07(6.93)
40.61(8.99)
6.57±3.90
32.79(4.99)
76.52(13.24)
-2.19(1.56)
education
Living alone
Yes
14.23(6.03) 0.23
41.29(8.19) 0.48
7.27(3.69) 0.19
30.02(5.85) -0.93
73.21(14.65) 0.03
-1.79(1.41) 0.33
No
14.00(6.92)
40.68(8.59)
7.14(3.92)
30.84(5.81)
73.14(16.70)
-1.87(1.52)
Disease duration
14.42(6.71) 0.59
39.13(8.12) -2.16
6.84(4.03) -0.93
31.41(4.74) 1.39
75.39(14.14) 1.50
-1.70(1.57) 1.14
＜ 5years
≥5years
13.88(6.74)
41.61(8.57)
7.34(3.78)
30.30(6.24)
72.10(17.07)
-1.93(1.44)
Have symptoms prior to diagnosis
Yes
14.06±6.74 0.32
40.57(8.14) -0.53
7.09(3.53) -0.44
30.81(6.23) 0.49
72.09(16.07) -1.20 -1.80(1.55) 0.63
No
14.04±6.73
41.14(8.9)
7.31(4.27)
30.44(5.23)
74.60(16.41)
-1.92(1.41)
Family history of diabetes
Yes
13.98±6.89 -0.10
40.96(8.54) 0.16
7.82(3.82) 1.5
30.75(5.81) 0.16
73.42(15.45) 0.15
-1.87(1.54) -0.86
No
14.08±6.68
40.77(8.49)
6.95(3.86)
30.62(5.84)
73.06(16.54)
-1.84(1.48)
Have received SSCE
No
14.03(7.48) -0.07
41.03(9.24) 0.45
7.52(3.87) 1.61
30.35(5.90) -0.95
74.82(16.43) 1.89
-1.88±1.44 -0.40
Yes
14.09(5.58)
40.54(7.40)
6.73(3.82)
31.06(5.70)
70.88(15.74)
-1.81±1.56
Social support
Low
14.07(6.49) 0.04
41.13(8.90) 0.61
7.21(3.97) 0.12
29.38(5.88) -3.64*** 69.98(16.43) -3.23** -1.62(1.42) 2.60*
High
14.03(6.99)
40.48(8.04)
7.14(3.76)
32.02(5.45)
76.54(15.30)
-2.10(1.52)
Note. SD = standard deviation. SWB = subjective well-being. DRQoL = disease related quality of life. *P<0.05; **P<0.01; ***P<0.001; SSCE =
standardized self-care education. DRSCA = diabetes-related self-care activities. Modified from Original Publications II- III.

91

Painosalama Oy, Turku, Finland 2019

ISBN 978-951-29-7900-4 (PRINT)
ISBN 978-951-29-7901-1 (PDF)
ISSN 0355-9483 (Print)
ISSN 2343-3213 (Online)

