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INTRODUCTION

Diabetes is a non-communicable chronic disease
causing considerable morbidity and mortality.!"?!
Diabetes has been known as one of the major health
challenges in developed and developing countries**
and imposes a large economic burden to patients,
families, and healthcare systems.’ Uncontrolled
diabetes often leads to complications such as heart
disease, stroke, hypertension, blindness, kidney disease,
and amputations.! Diabetes also decreases quality
of life, increases depression incidence,”! and has the
negative effect on the patient’s ability to self-care,
which lead to poor glycemic control.’! Since diabetes
affects all aspects of life, diabetes care is complex and
requires considering many issues that extend beyond
glycemic control,® although adequate control of blood
sugar in diabetes management is crucial to prevent
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complications.””’ Fundamental aspect of diabetes care
is to provide skills and information that are required
for best daily diabetes management!'” and are the main
tool for maintaining metabolic control.l'! Therefore,
education is a cost-effective element for effective
disease management and provides the opportunity
to avoid expensive medical treatment and co-morbid
conditions.®! Several studies have shown that proper
diabetes education has significant impact on decreasing
diabetes complications and its related cost.[®'%

Several studies conducted around the country have
confirmed the effectiveness of education on reducing
glycosylated hemoglobin,[**®! depression®'”! as well
as improving mood,'*""I quality of life,["*'¥ patient’s
nutritional knowledge,"! knowledge, attitude and
performance.%!

However, despite the effectiveness of education on
diabetes management, several studies have suggested
poor or improper patients’ knowledge and performance in
treatment regimen, complications prevention and control,
diet, and gestational diabetes management.”*! According
to studies, inadequate patient education is the most
important factor in patients’ poor knowledge and poor
performance. Most people with diabetes do not receive
any formal education in diabetes.’! O’'Brien and Denham
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(2008) assessed patients’” education in rural areas in America
and showed that a small number of rural patients referred for
diabetes education, or nutritional counseling. Ninety-eight
percent of patients with diabetes had not received any training
and 96% were not referred for nutritional counseling. In
addition, Ali and Jusoff (2009) conducted a qualitative study
in Malaysia, which stated that patients have not received
information about the disease and its complications.”! Azizi’s
study in Iran (1993) showed that a large percentage of patients
with diabetes did not receive education.

Diabetes prevention and control has been considered in the
health system’s priorities in Iran from 2003.?! Therefore,
given that inadequate education will increase the risk
of diabetes complications and its economic burden,?
patient and family education has been introduced as one
of the main principles of diabetes management in policy
planning I This responsibility is delegated to nurses working
in diabetes centers. Despite the implementation of National
Diabetes Prevention and Control Program during past
7 years, there is no formal assessment of patients’ education.
The study aimed to qualitatively describe education process
for patients with diabetes who are covered by National
Diabetes Prevention and Control Program.

Qualitative research in comparison with quantitative
research provides more opportunities for researchers
to explore, discover, and explain the different fields in
which healthcare professionals’ performance and patients’
behaviors are happened. Therefore, it provides a more
comprehensive understanding of many aspects of health
system. Since the successful management of patient
education is vital, we used qualitative research methods to
achieve a deeper understanding of the characteristics, and
factors affecting patient education.*”

Subjects and methods

This qualitative content analysis was conducted in
2010-2011. Qualitative content analysis is used in analysis
and subjective interpretation of the content of text data
through the systematic classification process of coding and
identifying themes or patterns.l?#%

In this study, the textual data from semi-structured
individual interviews with key informants, a focus group
attended by diabetes nurse educators (DNEs), field notes
and multiple observations, documents and books (including
book of Diabetes Prevention and Control Program™! and
memos) were used for qualitative data analysis. 10 DNEs
working in diabetes centers in Isfahan and its related
counties, 2 DNEs working in the two northern provinces,
1 internal medicine specialist, who has been employed in
a diabetes center in one of the counties of Isfahan since the
start of National Diabetes Prevention and Control Program,
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participated in study. Nurses’ work experience in diabetes
centers was between 1 and 3 years. Six nurses participated in
afocus group, and in other cases, individual semi-structured
interviews with participants were conducted.

Researchers took participants’ consent for recording
interview, and determined the proper location and time
of interview. Interviews lasted between 20 and 40 min (the
average time was 25 min), and focus group lasted 45 min. All
individual interviews and the focus group were recorded on
the MP4 recording device and then were heard repeatedly,
and typed in Microsoft Office Word 2007 software.

Furthermore, first researcher’s observations (as complete
observer and sometime as participant—observer) formed
another part of the data analysis.

After repeated listening, reading, and immersing in all
collected data, a general picture was obtained. Obtained
data were read and verbatim meaning unit of them
were extracted. For this, at first, exact words of text that
expresses key ideas or concepts was highlighted. Then
researchers’ note (i.e. their ideas, thoughts, and primary
analysis) were added to the text. At this point meaning
units that represent the similar concepts were coded.
Then various codes were merged and categorized based
on their relationships and similarity. Finally three main
themes were emerged.

Multiple strategies (triangulation of data sources and data
collection methods, continual observations) were used
to promote trustworthiness. Coding process repeatedly
revised to ensure consistency of coding. In addition, for peer
debriefing, fellow authors read texts and checked themes
in every stage.

Ethical consideration

The research proposal was approved by the research
committee at the nursing department of Tarbiat Modares
University in Tehran, Iran. Respondents” written informed
consent was obtained. They were free to quit the interview
at any point. In addition, they were reassured about
confidentiality.

RESULTS

Three main themes (including unequipped trainers,
unstructured education, and unmanaged education)
emerged on qualitative content analysis. They are shown
in Table 1.

Unequipped trainers
According to the experiences of nurses participating in the

study, field observations and existing documents (results
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of written tests that measure DNE’s knowledge level),
diabetes education was transferred to nurses who had not
passed a training course, and had insufficient knowledge
and experience for patient education especially patients
with diabetes. These nurses have started working asa DNE
in diabetes centers. One of the nurses participated in focus
group said:

“I came here one year ago. Nobody trained me. Nobody
told me to do these things as a diabetes nurse. It was my
duty. They told me that there was nobody except me, so 1
had to be a diabetes nurse.” (Nurse #5)

Lack of appropriate training facilities, especially lack of
or inappropriate physical space for patient education was
serious concern for nurses working in diabetes centers in
counties. One of the nurses participated in focus group
said:

“I have tried for two months to provide a small training
room. Now, almost 50% of its related problems dissolved.
You know just for a training class you should try and try.”
(Nurse #2)

Another nurse said:

“I often asked them to give me a good and suitable room, but
they just gave me a room that was smaller than this room.
I had twenty young patients at that time. It was too small
to breathe in it or to teach them.” (Nurse #5 participated in
focus group)

Lack of appropriate educational pamphlets was the other
DNESs’ concern.

“Because our patients are mostly illiterate, they need
pamphlet with more pictures. We have not this type of
educational materials. Our educational pamphlet is not
perfect. Some things that we have are too general. They
were prepared without our opinion. I mean they prepared
pamphlets themselves without considering our needs for
patient education. It is not based on our experiences.”
(Nurse #7)

Table 1: Themes and sub-themes from content analysis
of text data about diabetes education status
Unequipped trainers

Insufficient knowledge and experience, lack
of appropriate educational facilities, lack of
time, lack of patient’s interest

Unstructured education  Lack of educational need assessment, lack
of evaluation, lack of continuing patient

education

Unmanaged education Lack of official planning for patient
education and supervising the education

process
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DNEs mentioned that lack of time is one of the major
obstacles for patient education. They mentioned several
reasons for it (including high workload and lack of clear
job description, which led to other duties. For instance,
secretarial work was delegated to nurses instead of patient
education). A DNE in this regard said:

“Because we do not have a receptionist, I myself admit
patients, teach patients. Even I receive visit fee, I do bank
and official related tasks. I clean my room, we have no
orderly.” (Nurse #11)

And another nurse said:

“I do not have enough time to educate and follow up every
patient.” (Nurse #8)

In addition, DNE faced with lack of patients’interest. Patients
were not interested in educational classes. Illiterate patients,
lack of belief in the importance of nurses’ educational role,
free education, lack of physician collaboration have been
formed in this concept.

One of the nurses said:

“Illiteracy is a problem we have with patients. Therefore,
they cannot understand the importance of their health...
We need force to attract illiterate clients; I must work with
them too hard to attract them for education.”(Nurse #7)

Patients do not believe in the importance of nurses’
educational role. It was a challenge for nurses to play their
educational role. One nurse participated in focus group said:

“Some patients do not cooperate with us. They consider us
as a secretary because we take the patients’bill.” (Nurse #3).

Free education was assumed as another barrier leading to
lack of patients’ interest in educational classes.

“They see that my classes are free, and I cannot force
them for participation. They come just two sessions. I try
everything to attract them, but they often have an excuse,
they do not care... Free education makes it worthless.”
(Nurse #7)

Lack of physician’ cooperation for referring patients to
educational classes was another barrier.

“The biggest problem that I feel is that our doctor does not
have any coordination with me. I have repeatedly stressed
that doctor must tell patients that they must come to class
or at least ask them did they attend class or not... But
unfortunately he does not this.” (Nurse #8)
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Another nurse said:

“Doctors never refer patients to me. Patients come while
they have poor diabetes management, but the doctor does
not check to see if the patient is educated, if the patient meet
nutrition expert. Doctor does not refer them, so I cannot
see what the problem is, for example does she or he inject
correct insulin dose?” (Nurse #7)

Unstructured education

Lack of educational needs assessment, lack of evaluation of
education effectiveness, and discontinuing patient education
was prominent issues in patient education process. DNE do
not have adequate opportunity to determine the patients’
educational needs, and provide education based on each
patient’s individualized needs because of high workload.
One of the nurses said:

“Maybe I meet patient’s emergency needs... but if I want
to assess every patient’s educational needs, and plan for
it... oh, no... I donot have such an opportunity.” (Nurse #8)

On the other hand, most nurses were not aware of the
necessity and importance of educational need assessment.
It was probably due to lack of training. Ignorance
of educational needs assessment leads to patients’
unwillingness for education. One of the nurses in this case
said:

“Every week we have a four-session class. Finally, maybe 10
clients come, but sometimes it is less than it. I think that this
is not their problem. They are right. For example, a patient
told me that she/he had came to this class many times. Yeah,
she/he is right; maybe we call some patients many times. So
this class is really boring for him/her.” (Nurse #12)

There is no plan to evaluate education effectiveness.
Therefore, DNEs do not know patients’ learning level
after patient education, and they assume that providing
education is enough and effective. One of the nurses
participated in focus group referred to her experiences
and said:

“I've asked patients later, I have asked them some questions
as feedback. For example, if previous nurse wrote that she/
he learned foot care. I asked him purposely about foot care,
but he did not know. Actually he did notlearn.” (Nurse #5)

Lack of facilities was an effective factor on follow-up patient
care plan especially evaluation of training effectiveness. One
nurse in the focus group said:

“I donot have a direct line for phone, we have indirect line.
If I want to call patient to know she/he would came or not,
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or to ask if she/he connected with diabetes center or not, it
takes an hour.” (Nurse #3)

Lack of continuity was another issue in patient education.
This concept refers to the lack of planning for continuing
education to cover unmet or new patients’ educational
needs. According to the patients’ records, many patients
have not received more than a half-hour educational
sessions over several years.

Unmanaged education

There has been no official planning for patient education
and supervising the education process in diabetes centers.
There is no evidence of formal planning and certain
budgeting for education. Nurses have not received an
instruction or guideline about the number of educational
sessions, teaching methods, and learning assessment. One
nurse participated in the focus group said:

“When they wanted to give employee’ communiqué, they
behaved in a manner that it seems very simple. For example,
they told me that it had no effect on my working hours, oh
just I had to fill out records with doctor a day or two days
a week.” (Nurse #6)

In addition, a physician who had several years of
management experience in the diabetes center in a county
believed that:

“Education should be ongoing in the system, budget must
be certain. It must be clear that patient must pass this class.
The number of required educational session for each patient
must be clear. I mean it must be planned, but there is no
such a program.”

Besides the above problems, there was no monitoring on
patients’ education process in diabetes centers. One of the
nurses in the focus group said:

“They just want us a list every three months. They never asked
me information that is more detailed. For example if I provide
a list of 320 patients with diabetes, it is no matter how many
patients received education, how many patients came to sit
down a few minutes and listened to what I said.” (Nurse #3)

There is no formal and documented tool to monitor the
patients” education process. In the report sheet, which
assesses patient’s status, treatment and follow-up every
three months, no item is not allocated to check the status
of patients” education. Here, one nurse said:

“We have not any instructions, so I do not know what
inspector wants to audit. They themselves do not know

what they should control.” (Nurse #7)
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And another nurse said:

“The most important part of a diabetes care is education,
but education is the last sheet in patient’s record. Its related
sheet is factitious and spurious, it is not real sheet” (Nurse #2)

DISCUSSION

Although planning and implementing educational
interventions is cost-consuming, but serious investment
in training people with diabetes will reduce economic
burden of diabetes on the patient, family and national
health system. Boren and et al.’s (2009) review showed
that benefits of education (about lifestyle modification and
self-management improvement) are more than costs spent
on providing education. In other words, education is a
cost-effective intervention.® Since people with diabetes
should be educated by experienced educators who passed
courses on diabetes management and patient education and
participate regularly in continuing education courses,®!
some investment on the patient education should be focused
on training educators. World Health Organization (WHO)
also in its 2008-2013 action plan on the global strategy for
the prevention and control of non-communicable diseases
emphasized on promoting the education of doctors, nurses
and other health personnel and planning for continuing
education at all levels of health systems.*?

The three themes of this study (unequipped trainers,
unstructured education, unmanaged education) suggests
serious challenges in investment to create infrastructures
for proper training especially for training qualified human
resources for patient education. Diabetes education is
assigned to inexperienced nurses who did not pass any
educational courses in diabetes management and education.
Although a two to three days training course for nurses
has been predicted in the National Diabetes Prevention
and Control Program, and its related guideline has been
written and sent to all medical universities,! this program
is however not implemented.

Inexperienced nurses with insufficient knowledge in
education of patients with diabetes, as well as other
problems such as lack of time, lack of educational facilities
was involved in patient education failure.

Nurses who did not know the underlying assumptions of
adult learning™! have hold educational classes for patients
without determining and considering patients’ individualized
educational need. Such programs especially classes with
repetitive issues led to the lack of patients’ interest in classes.

Findings of Diabetes Attitudes, Wishes and Needs
(DAWN) program suggested that considering individual
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circumstances, educational needs and psychological barriers
to diabetes management are the main components of
treatment and care planning for patients with diabetes.[*!
Also Azimi et al. in a mixed method study, using the Delphi
approach, concluded that the most important barriers for
patient education are nurses with low scientific knowledge
and information, nursing staff shortages, busy nurses, lack
of supervision and feedback system, teaching hospitals
(since teaching hospitals impose additional work to nurses,
so they face time constrain).r!

It seems that there has been inadequate investment not
only in training human recourses for patient education, but
also in providing educational facilities, and in providing
guidance, surveillance and control systems for patient
education process. It seems that despite the importance and
priority of patient and family education in National Diabetes
Prevention and Control Program,! this importance and
priority has not well gone beyond paper.

Amini ef al.’s study (2007) in 25 provinces (in Iran) during
2003-2005 showed that only one-fifth of patients had
received the necessary education in diabetes and only 13%
received nutrition education.” Findings of Amini and
current study that were both in diabetes centers and units
are consistent to the findings of several studies, including
Abdulhadi and Al-Adsani’s study.”

Abdulhadi et al. (2007) in a qualitative study from the
perspectives of type 2 diabetes patients found two themes
including insufficient access to health education and
inexperienced doctors and nurses in patient—provider
interaction. Many patients did not interact with their health
educators or dieticians, irrespective of the duration of their
diabetes.’! Al-Adsani ef al. (2007) assessed effectiveness of
diabetes care program on the quality of care in Kuwait in
four years. They found that only in one or two of the five
surveyed diabetes clinics, there were activities in patient
education, but this was unstructured education and
unrelated to treatment programs for patients.!

According to our findings, nurses were not justified
about their teaching roles. They did not have the proper
educational environment. There was no evidence of
continuing education and evaluation of the effectiveness
of patient education. Plans or instructions on educational
planning have not been distributed among nurses.
Nurses’” educational functions have not been questioned
due to lack of surveillance systems for managing patient
education. While the 9" and 10" standards for diabetes
self-management education were devoted to planning for
patients follow-up, support, learning assessment,®! lack of
monitoring systems for patient education process led to the
unstructured education and nurses’ dissatisfaction.
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In summary, despite considering patient education as one
of the important strategies in National Diabetes Prevention
and Control Program, there has not been necessary
investment to achieve it. In addition, patient education was
not structured and based on scientific principles. However,
if we consider that this program was introduced less than a
decade ago, it can be concluded that some existing problems
in the patient education process are expectable.

It seems that close surveillance as well as regular and
continuous training programs for diabetes education
providers, including nurses can provide an opportunity to
overcome many shortcomings in patient education.

ACKNOWLEDGMENT

We wish to acknowledge all the participants who contributed in
any way for completion of this study. Itis a part of PhD dissertation
in nursing. Faculty of Medical Sciences of Tarbiat Modares
University, Tehran, Iran, financially supported this study.

REFERENCES

1. Fauci B, Kasper, Hauser, Longo, Jameson, et al. Harrison’s
principles of internal medicine. 17" ed. New York: The
McGraw-Hill Companies; 2008.

2. Strine TW, Okoro CA, Chapman DP, Beckles GA, Balluz L,
Mokdad AH. The impact of formal diabetes education on the
preventive health practices and behaviors of persons with type 2
diabetes. Prev Med 2005;41:79-84.

3. Hussain A, Glaussen B, Ramachandran A, Williams A. Prevention
of type 2 diabetes: A review. Diabetes Res Clin Pract 2007;
76:317-26.

4.  Grant], Hicks N, Taylor AW, Chittleborough CR, Phillips PJ; North
West Adelaide Health Study Team. Gender-specific epidemiology
of diabetes: A representative cross-sectional study. Int ] Equity
Health 2009;8:6.

5. O’Brien T, Denham SA. Diabetes care and education in rural
regions. Diabetes Educ 2008;34:334-47.

6. Saito I, Inami F, Ikebe T, Chinatsu M, Tsubakimoto, Yonemasu K,
et al. Impact of diabetes on health-related quality of life in a
population study in Japan. Diabetes Res Clin Pract 2006,73:51-7.

7. Stuckey H, Dellasega C, Graber NJ, Mauger DT, Lendel I,
Gabbay RA. Diabetes nurse case management and motivational
interviewing for change (DYNAMIC): Study design and baseline
characteristics in the Chronic Care Model for type 2 diabetes.
Contemp Clin Trials 2009;30:366-74.

8. Funnell MM, Brown TL, Childs BP, Haas LB, Hosey GM, Jensen B,
et al. National standards for diabetes self-management education.
Diabetes care 2009;32(Supplement 1):S87-94.

9. Mohd Ali S, Jusoff K. Barriers to optimal control of type 2 diabetes
in Malaysian Malay patients. Glob ] Health Sci 2009;1:P106.

10. Mullooly CA, Kemmis KL. Diabetes educators and the exercise
prescription. Diabetes Spectr 2005;18:108.

11. IronsBK, Vickers P, Esperat C, Valdez GM, Dadich KA, Boswell C,
et al. The need for a community diabetes education curriculum for
healthcare professionals. ] Contin Educ Nurs 2007,38:227-31.

12. Anonymous. The work of WHO in the Eastern Mediterranean
region annual report of the regional director. WHO Regional Office
for the Eastern Mediterranean: 2006.

13. Masoudi Alavi N, Ghofranipour F, Ahmadi F, Rajab A, Babaee G.

797

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Journal of Research in Medical Sciences

Designing and implementation of outcome-based treatment and
caring model in patients with diabetes. Feyz 2003;7:1-10
Rakhshanderoo S, Ghaffari M, Heidarnia A. Effectiveness of
educational intervention on metabolic control of diabetic patients
attending to Iranian diabetes society. Iran Diabet Lipid Disord
2009;9(Suppl):57-64.

Shamsi M, Sharifi Rad GH, Kachoei A, Hasan Zadeh A, Dejham S.
The effect of educational program based on health belief model on
control sugar in woman by type 2 diabetics. IJEM 2010;11:490-99.
Mehrabi A, Fatti L, Davazdahemami MH, Rajab A. Effectiveness of
stress management education based on cognitive behavioral theory
on glycemic control and reducing patients’ emotional problems of
typel diabetic patients. Iran ] Diabet Lipid Disord 2008;8:103-13
Kamyab Z, Hosseinpour M, Sudani M. A survey of happiness
education effective in fordyce method on increasing of happiness
of diabetic patients in Behbahan city. Knowl Res Appl Psychol
2009;0:108-23.

Taghdisi MH, Borhani M, Solhi M, Afkari ME, Hosseini ME. Effect
of educational program based on PRECED model on quality of
life in patients with type II diabetes. ] Gorgan Uni Med Sci 2011;
13:29-36.

Sharifi Rad GH, Entezari MH, Kamran A, Azadbakhat L.
Effectiveness of nutrition eduvation on patients with type2
diabetes: Application of health belief model. Iran ] Diabet Lipid
Disord 2008;7:379-86.

Shirazi M, Anousheh M, Rajab A. The effect of self care program
education through group discussion method on knowledge and
practice in diabetic adolescent girls reffering to Iranian diabetes
society. IJME 2010;10:982-94.

Flahati ], Rezaee R, Astaneh S, Mousavi FM. The awareness
of diabetic patients with different levels of retinopathy of eye
complications associated with diabetes. AMUJ 2010;13:116-22.
Golchin M, Ghorbani A. Knowledge and practice on insulin self
injection procedure in diabetic patients at Qazvin Diabetes Unit.
J Qazvin Univ Med Sci 2008;12:89-91.

Shamsi M, Sharifi Rad GH, Kachoei A, Hasan Zadeh A, Dejham S.
Knowledge, attitude and practice of women by type2 diabetes
about walking. Payesh Journal 2011;10:477-84.

Ghasem Zadeh S, Dadmanesh M, Safari A, Ebrahimi S. The study
on knowledge, attitude and function of gestated mother’s abouy
gestational diabetes that refferd to army khanevadeh hospital from
2005-2006. JAUMS 2007;5:1325-30.

Javadi A, Javadi M, Sarv Ghddi F. Knowledge attitude and practice
of diabetic patients referred to Avesina Qazvin diabetes centre to
diabetes. JBUMS 2004;11:46-51.

Delavari AR, Mahdavi Hazave AR, Norouzinejad A, Yarahmadi SH.
[Barnameye keshvarye pishgiri va kontrolediabet]. Available from:
http://www.behdasht.gov.ir/uploads/1_94_Barnameh%20 diabet.
pdf [Last accessed date: ???.

Kuper A, Reeves S, Levinson W. Qualitative research: An
introduction to reading and appraising qualitative research. BM]
2007;337:404-9.

Hsieh HF, Shannon SE. Three approaches to qualitative content
analysis. Qual Health Res 2005;15:1277-88.

Graneheim UH, Lundman B. Qualitative content analysis in
nursing research: Concepts, procedures and measures to achieve
trustworthiness. Nurse Educ Today 2004;24:105-12.

Elo S, Kyngés H. The qualitative content analysis process. ] Adv
Nurs 2008;62:107-15.

Boren SA, Fitzner KA, Panhalkar PS, Specker JE. Costs and benefits
associated with diabetes education. Diabetes Educ 2009;35:72-96.
2008-2013 Action plan for the global strategy for the prevention
and control of noncommunicable diseases. 2008.

Merriam SB. Andragogy and self-directed learning: Pillars of

| August 2012 |

WWWw.mui.ac.ir



34.

35.

36.

37.

| August 2012 |

Abazari, et al.: Management of diabetes education

adult learning theory. New directions for adult and continuing
education;2001:3-14.

Skovlund SE, Peyrot M. The diabetes attitudes, wishes, and needs
(DAWN) program: A new approach to improving outcomes of
diabetes care. Diabetes Spectr 2005;18:136-42.

Vahedian Azimi A, Fatemeh A, Kosar H. Barriers and facilitators
of patient’s education. IJME 2011;11: 620-34.

Amini M, Gooya MM, Delavari A, Mahdavi A, Tabatabaee A,
Haghighi S. Quality of diabetes management in Iran from 2003-
2005. JMCIR 2007;26:20-9.

Abdulhadi N, Al Shafaee M, Freudenthal S, Ostenson CG,
Wahlstrom R. Patient-provider interaction from the perspectives
of type 2 diabetes patients in Muscat, Oman: A qualitative study.

38.

BMC Health Serv Res 2007;7:162.

Al-Adsani A, Al-Faraj J, Al-Sultan F, El-Feky M, Al-Mezel N,
Saba W, et al. Evaluation of the impact of the Kuwait Diabetes
Care Program on the quality of diabetes care. Med Princ Pract
2008;17:14-9.

How to cite this article: Abazari P, Vanaki Z, Mohammadi E, Amini M.
Inadequate investment on management of diabetes education. J Res Med
Sci 2012;17:792-8.

Source of Support: It is a part of PhD dissertation in nursing. Faculty of
Medical Sciences of Tarbiat Modares University, Tehran, Iran, financially
supported this study. Conflict of Interest: None declared.

Journal of Research in Medical Sciences

798

WWWw.mui.ac.ir





