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Objectives The main purpose of this article is to synthesize qualitative research
exploring experiences of the factors that facilitated and hindered adherence among
patients with type 2 diabetes mellitus (T2DM).

Methods Twenty-six qualitative studies were purposefully included in the final
sample. The Critical Appraisal Skills Program criteria for quality assessment of the
studies was conducted. A meta-ethnographic approach proposed by Noblit and Hare
(1988) was employed to analyze the studies. Using the “reciprocal translation” process,
the authors searched for and consolidated the common themes.

Results Three major themes were observed: (1) psychological determinants com-
prising illness beliefs, locus of control, and being forgetful; (2) sociocultural determi-
nants of family and community, culture, and financial aspects; and (3) patients’ rela-
tionship with their physicians.

Discussion The meta-ethnography underlines the importance of cultural nuances in
the subjective experiences of the barriers and enablers of diabetes adherence. The
findings support the need to include qualitative research methods to develop and
evaluate interventions to improve T2DM adherence in patients. Clinical implications
of this meta-ethnography include engaging in psychoeducation sessions for patients
and caregivers, helping set reminders for patients, introducing communication skills
training for healthcare providers, and including female caregivers/patients actively in
diabetes care.

values surrounding food (e.g., eating together versus eating
alone), their family’s ability to support a potential change to

Patients with type 2 diabetes mellitus (T2DM) may face chal-
lenges in adherence mainly because they need to manage
multiple health behaviors (i.e., diet, exercise, self-monitoring
of blood glucose [SMBG] and medical adherence) simulta-
neously to maintain their glycemic control. Each of these
behaviors comes with their own set of, often competing,
psychological, sociocultural, and physiological contexts
and complexities. For example, dietary adherence not only
includes managing one’s calorific and nutritional intake but
also their eating habits (e.g., time, frequency), culture and
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the food tradition, and the foods that are available to them.'?
Similarly, within the context of exercise adherence, factors
such as having a comorbid condition (e.g., high blood pres-
sure), multiple or severe injuries, climatic conditions, and
low levels of internal locus of control reduce the patients’'
ability to adhere the exercise regime.??

As the above research suggests, to understand diabe-
tes self-management, it is crucial to take into account the
experiential process of adherence as it is closely linked to
the outcome behaviors of diet, exercise, SMBG, and medical
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adherence. One method to achieve a thorough understand-
ing of the experience of managing these behaviors is to use
qualitative research techniques as they explore the dynamic,
nuanced, and personal accounts of an individual.*® In spite
of the limited qualitative research in diabetes self-manage-
ment (in comparison to quantitative work), there is estab-
lished evidence for their ability to delve deeply into the lived
experiences of patients’ efforts toward adherence, especially
in terms of their subjective encounters with the barriers and
facilitators of adherence.”

More recent research attempted at consolidating quali-
tative studies with the aim of gaining a better understand-
ing of these experiential aspects of diabetes and to inform
future direction of both research and practice.® Using dif-
ferent meta-synthesis techniques, research explored topics
such as understanding the relationship between managing
T2DM and depression,® culture,'®and SMBG among patients.!!
However, in spite of the strong evidence for exploring factors
influencing T2DM adherence through qualitative methodol-
ogies, there is no systematic research seeking to understand
how these factors act as obstacles/enablers of adherence.
Therefore, the current paper will use a meta-synthesis tech-
nique, meta-ethnography, with the aim of exploring expe-
riences of the factors that facilitate and hinder adherence
among patients with T2DM.

Methods

Design

Meta-ethnography works on the principle of interpretiv-
ism that focuses on interpreting and synthesizing several
research findings exploring the subjective experiences and
understandings of individuals exposed to the same phenom-
enon, event, or circumstances. The current synthesis used the
meta-ethnography technique proposed by Noblit and Hare
comprising seven steps.'? These include (1) getting started:
framing a specific research question; (2) deciding what is
relevant to the initial interest: finalizing relevant research
papers by using a specific set of key terms; (3) reading the
studies: carefully identifying the concepts, research design,
and methods used in each study; (4) determining how the
studies are related: looking for common themes across dif-
ferent studies; (5) translating studies into one another: inter-
preting and developing shared themes; (6) synthesizing the
translation: after arriving at the first order and second order
of interpretation and identifying nature of translation, these
first and second order of interpretation of each study are syn-
thesized in order to arrive at third order of interpretation;
and (7) expressing the synthesis: at the end of the process,
the synthesized data are presented in a particular form in
order to provide evidence to the reader. Qualitative synthesis
in psychology research is increasingly using the Noblit and

Hare'? technique owing to its ability to continually transfer
ideas, concepts, and metaphors across different studies to
preserve the meanings of the primary data while still engag-
ing in the meta-synthesis.!*>

Methods of Article Extraction

The first author conducted the article extraction process.
First, the following key terms were used to retrieve data
during initial search process: diabetes, T2DM, noninsulin
dependent diabetes mellitus, self-management, diabetes
self-management, diabetes management, adherence, non-
adherence, self-care, self-care activities, patients with type
2 diabetes, patients' reports, patients' experiences, patients’
perceptions, patients’ beliefs, attitude, diabetes regimen, pre-
scribed regimen, diabetes treatment, lifestyle modification,
diet, exercise, physical activity, medical treatment of diabetes,
medication taking behavior, medication, oral/insulin agents,
insulin administration, insulin dosage, SMBG, barriers, dif-
ficulties, obstacles, obstructions, problems, hindrances,
impede, facilitators, helpful, ease, enablers, improved, sup-
port, qualitative, experiences, subjective, personal, and
individual. Using the Boolean operators of “AND” and “OR,”
the first author combined each keyword with the other to
identify relevant articles, which were published in English
and from 1998 to 2017, were identified from the databases
of PubMed, JSTOR, Science Direct, and Web of Science (WoS)!
and from the search engine, Google scholar. Other sources
such as library catalogues and other search engines were not
used due to resource constraints.

Inclusion criteria for the synthesis were that the study
(1) explored barriers and/or facilitators of T2DM adher-
ence; (2) pertained to any or all of the T2DM adherence
behaviors of diet, exercise, SMBG, and medication; (3) used a
qualitative methodology; and (4) explored patients’ experi-
ences. Exclusion criteria were if the study (1) used a quanti-
tative methodology or mixed methods, and (2) used multiple
perspectives or those of family, community or the medical pro-
fessional. In this way, 1,342 articles were identified with one or
more of these keywords, of these 108 studies were identified
that examined barriers and facilitators of T2DM adherence. Of
these, 65 studies were excluded because they were either using
a quantitative (n = 60) or a mixed method (n = 5) approach. Of
the remaining 43 studies, 17 studies were excluded because
they employed a multiple stakeholder perspective (e.g., family,
physician, friends). Therefore, 26 studies exclusively focused on
patients' experiences of enablers and barriers of T2DM adher-
ence to diet, exercise, SMBG, and medication that were included
in the subsequent steps of the meta-ethnography. =Figure 1
provides the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) flowchart, and =Table 1 describes
the details (i.e., authors, year of publication, country of research,
cultural backgrounds of the participants, sample size, study
design, analysis, aim(s) of the study) of the final 26 studies.

1 Search strategy for WoS: Keywords were used to identify publications from 1998 to 2017 through the WoS database. In this way, 42 studies
were obtained from WoS. Of these, 31 studies were excluded as they used quantitative methods, mixed methods, and/or used multiple stake-
holders (e.g., family, physician, friends) approach. Consequently, 11 qualitative studies were included in the meta-ethnography that were
extracted from WoS as they explored patients’ personal accounts of enablers and barriers of T2DM adherence.
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Fig. 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2009 flow diagram.

The Critical Appraisal Skills Program (CASP) criteria for
qualitative research developed by Atkins et al15 were used
to check the quality and relevance of these studies. The
CASP comprises 13 questions that review two key aspects
of a study: (1) the methodological quality and appropri-
ateness and (2) the credibility of the findings. Using the
CASP, the authors found that all the 26 shortlisted studies
were highly relevant and credible to the purpose of the
current meta-ethnography (see =Table 1 for CASP rating
of each study).

Data Extraction and Synthesis

Twenty-six studies were read and re-read carefully by the
authors to familiarize themselves with the content and find-
ings of each study. The authors were particularly interested in
looking for recurring themes across these studies. To ensure
rigor and interpretivism, the current meta-ethnography used
reciprocal translation methods as suggested by Noblit and
Hare.”? A method of data interpretation and reciprocal trans-
lation comprises a systematic comparison wherein the find-
ings of the first study are compared with the second study

Journal of Social Health and Diabetes Vol. 7 No. 2/2019

63



Table 1 Details of the final 26 studies
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Author/|Year|/Country Cultural back- Sample | Design Analysis Aim(s) of study CASP
grounds of rating
participants

Greenhalgh et al (1998),"7 | Bangla- 50 Narratives, Construct identifi- | To explore the experi- 12/13

UK deshi, British, semistructured | cation ence of diabetes
Afro-Caribbean interviews,

focus group
interviews,
pile sorting
exercises, and
structured
vignettes

Vermeire et al (2003),* Belgian 46 Focus group Qualitative con- To explore patients' 12/13

Belgium interviews tent analysis health beliefs in relation

to their illness, their
communication with
caregivers and the prob-
lems encountered in
adhering to treatment
regimens

Vinter-Repalust et al Croatian 49 Focus group Qualitative con- To explore patients’ 13/13

(2004),’ Croatia interviews tent analysis attitudes, thoughts, and

fears connected with
their illness; their ex-
pectations of the health
care system; and the
problems they encoun-
tered while adhering to
the therapeutic regimen

Peel et al (2004),%° UK British 40 Qualitative Grounded theory | To explore the pros 13/13

repeat-inter- and cons of glucose
views monitoring from the
patients’ perspectives

Lawton et al (2005),% UK Pakistani, Indian 32 In-depth inter- | Grounded theory | To explore patients’ 13/13

views experiences of, and
views about, undertak-
ing physical activity as
part of their diabetes
self-care

Lawton et al (2005),% UK Pakistani, Indian 32 In-depth inter- | Grounded theory | To explore patients’ 13/13

views perceptions and expe-
riences of taking oral
hypoglycemic agents
(OHAs)

Vermeire et al (2007),° Belgian, Croatian, | 246 Focus group Grounded theory | To assess health beliefs 12/13

Belgium, Croatia, Estonia, Estonian, French, interviews followed by quali- | and obstacles to treat-

France, The Netherlands, Dutch, Slovenes, tative synthesis ment recommendation/

Slovenia, UK British adherence

Peel et al (2007),'® UK British 18 Longitudinal, Thematic analysis | To explore patients’ 12/13

qualitative views of about
interviews self-monitoring of blood
glucose over time

Brown et al (2007),* UK African-Caribbean | 16 In-depth inter- | Thematic analysis | To gain an understand- 12/13

views ing of how health beliefs
influence diabetes
management

Kokanovic and Manderson | Greek, Indian, 30 In-depth inter- | Thematic analysis | To explore interactions 13/13

(2007),%" Australia Chinese, Pacific views with doctors regarding
Islander the diagnosis, treat-

ment, and management
diabetes
(continued)
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Author/Year/Country Cultural back- Sample | Design Analysis Aim(s) of study CASP
grounds of rating
participants

Lai et al (2007),%" Taiwan Taiwanese 75 In-depth Editing and To gain insight into the 13/13

interviews, immersion/ perceptions of patients

focus group crystallization with diabetes, especial-

interviews ly ideas of the illness
course and perceived
severity, and their
impacts on self-care
behavior

Lawton et al (2008),2 UK British 20 Longitudinal, Thematic analysis | To examine patients'ex- | 12/13

qualitative pectations, perceptions
interviews and experiences of oral
glucose-lowering agents
(OGLAs), including their
reasons for taking/not
taking these drugs
Matthews et al (2009),% North American 5 Focus group Thematic analysis | To explore how adult 13/13
USA (USA) interviews women manage their
diabetes
Rustveld et al (2009),* Hispanic 34 Focus group Framework To elicit attitudes, 13/13
USA interviews analysis attributions, and
self-efficacy related to
diabetes self-care

Washington and Chinese 13 In-depth inter- | Thematic analysis | To explore the self-care | 13/13

Wang-Letzkus (2009),% views practices patients; to

USA identify risk factors

related to lifestyle, atti-

tudes and health beliefs
Al-Qazaz et al (2011),"® Malaysian 12 Semistructured | Content analysis To explore patients' ex- 13/13
Malaysia interviews perience and knowledge

about diabetes and

its medication and to

understand the factors

contributing to medica-

tion adherence
Shakibazadeh et al Iranian 43 Focus group Framework To explore a cultural- 13/13
(2011),% Iran interviews analysis ly based experience

regarding the personal

and environmental bar-

riers to and facilitating

factors for diabetes

self-care
Tanetal (2012),® Singaporean 6 Semistructured | Thematic analysis | To explore how com- 13/13
Singapore Chinese interviews munity-dwelling adults

experience hypogly-

cemia
Castro-Sdnchez and Mexican 45 Semistructured | Grounded theory | To describe changes 13/13
Avila-Ortiz (2013),2 Mexico interviews in eating behavior

and analyze subjects'

perceptions regarding a

diabetes diet
He et al (2013),% China Chinese 17 Semistructured | Thematic analysis | To explore factors 12/13

interviews influencing adherence

to exercise

Zamzam et al (2013),°% Iran | Syrian 12 Semistructured | Thematic analysis | To explore the barriers 13/13

interviews to diabetes control
among women
(continued)
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Author/Year/Country

Cultural back-
grounds of
participants

Sample

Design

Analysis

Aim(s) of study

CASP
rating

Sherman et al (2014),%
USA

African-American

19

In-depth
interview

Narrative analysis

To explore, understand
and describe the lived
experience men, with
emphasis on captur-

ing perceptions of
challenges, facilitators
and perceived barriers
associated with self-care
management

13/13

Boonsatean et al*® (2015),
Thailand

Thai

19

In-depth
interviews

Naturalistic data
processing and
inductive content
analysis

To explore how women
of low socioeconomic
status handle their type
2 diabetes

1213

Islam et al (2017),*
Bangladesh

Bangladeshi

12

In-depth
interviews

Qualitative con-
tent analysis

To explore patients'
perspective of diabetes,

13/13

their experience of tak-
ing oral hypoglycemic
medications and explore
factors that contribute
to medication adher-
ence

Agarwala et al (2017),% Indian 28

India

In-depth
interviews

To explore reasons for
nonadherence to oral
hypoglycemic agents

Thematic analysis 12/13

Mousavizadeh et al (2017), | Iranian 21

Semistructured
Iran interviews

To explore and under-
stand how adherence
to treatment process
occurs among patients

Grounded theory 13/13
constant compar-

ative analysis

Abbreviation: CASP, Critical Appraisal Skills Program.

and shared overarching themes are combined. The consoli-
dated themes from these two studies are then compared and
combined with the recurring themes in the third study and so
on. In this way, the authors identified, interpreted, and con-
solidated common themes emerging from the studies. In the
event that the authors disagreed about the identification and/
or interpretation of a theme, they re-read the study/studies in
question and discussed their point of view until an agreement
was arrived at.

After completing translation of the studies into one
another, the authors began synthesizing the data by
carefully analyzing the first-order interpretations (i.e.,
patients’ perspectives or themes emerged from the study)
and the second-order interpretations (i.e., the study
authors' interpretations of these themes) to arrive at the
third-order interpretation (i.e., the super-ordinate and
sub-ordinate themes emerging from the author’s analysis).
These third-order interpretations were the final synthe-
sized findings of the present meta-ethnography.! = Table 2
describes an example of the first-, second-, and third-or-
der interpretations.

Results

Three main themes developed from this synthesis: psy-
chological determinants, sociocultural determinants, and

Journal of Social Health and Diabetes Vol. 7 No. 2/2019

patients’ relationship with their physicians. Each of these
themes will be discussed in turn and the corresponding illus-

trative quotations are provided in =~Table 3.

Psychological Determinants

The main psychological factors recurring in all 26 studies of
the current meta-ethnography that aided or inhibited patients’
diabetes self-management efforts were the patients’ locus of
control and being forgetful. These are discussed below.

lliness Beliefs

Illness beliefs was a strong theme that was found in all the
studies with beliefs about cause, symptoms, treatment
beliefs, and severity or consequences of the illness being the
most recurrent themes.

lliness Cause/Control

Patients who could not identify reasons for having “got” dia-
betes displayed a lower level of proactiveness than their coun-
terparts,'5'® suggesting that not having information about
the cause of their illness inhibited patients’ abilities to follow
their regimen. Most of the studies highlighted that having
T2DM-specific knowledge/information (e.g., type of and rea-
sons for engaging in the self-care activities) could promote
adherence to the recommended regimen in patients.*>19-22
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Table 2 An example of the first-, second-, and third-order interpretations

First order of
interpretation

Author details

Second order of interpretation

Third order of interpretation

Adverse effects of
weakness, hypoglyce-
mia, organ damage,
vertigo, and fear

2. Economic issues of cost
of treatment, having

a low income, regular

Agarwala et al?’ 1.
(2017)

acute family crisis

3. Availability such as
nonavailability of
medicines, livingin a
remote place, travel-
ing, same brand is not
available

4. Alternative treatment
of homeopathy,
Ayurveda, and jari-buti

A. Patients were intimidated by the | A. Sociocultural determinant of financial
high cost of the medication

B. Nonadherent patients displayed | B.
a lack of knowledge, were con-
fused by the dosage, and had
too many tablets to take

intake not possible, C. Side effects of taking the medi-
cation impeded compliance

D. Patients who were forgetful
were nonadherent

issues

Diabetes-specific knowledge/
information.

C. llness beliefs of treatment

D. Psychological determinant of being
forgetful

On the other hand, limited or poor knowledge/informa-
tion about T2DM was associated with patients developing
negative beliefs about the illness that was associated with
poor adherence.'® Interestingly, reduced SMBG was reported
by patients who did not have adequate information on the
need to engage in monitoring their blood glucose levels, how
to interpret the readings, and what to do if the readings were
not within the prescribed range.2'8

Symptom Beliefs

The way patients identified, experienced, and interpreted
the symptoms of diabetes was crucial in regulating their
self-care behaviors. Patients with asymptomatic conditions,
that is, they did not feel any symptoms of diabetes (e.g.,
tiredness, giddiness, and thirstiness), reported being less
adherent to diet, exercise, SMBG, and medication than those
who experienced these symptoms, suggesting that patients’
beliefs about diabetes-related symptoms guided their adher-
ence.'®2024-27 [ndeed, it was observed that patients interpreted
the lack of symptoms as an indication that they were “doing it
(self-management) right.”* p4%6

Treatment Beliefs

Patients viewed the treatment for diabetes as involving both
medical and nonmedical (diet, exercise, SMBG) changes.
Patients’ beliefs that the prescribed treatment would be
effective (e.g., diet would help with better control of their
blood sugars) or that the treatment could be invasive or
“forever” led to greater adherence.>'*?¢2° On the other hand,
few studies highlighted that negative perceptions of the
treatment led patients not to adhere to them. These nega-
tive perceptions primarily came in the form of beliefs that the
treatment indicated long-term complications, adverse effects
of the treatment methodology (e.g., pin prick to SMBG), and

the extent of disruption the treatment would cause to the
patient’s lifestyle.2123263031

Severity/Consequences of the Illness
Of the 24 studies, some observed that the detrimental out-
comes of diabetes motivated patients to engage in dietary and
medication adherence.2?224293234 On the other hand, some
studies found that patients felt the serious consequences of
diabetes because of the lifestyle changes of diet, exercise, and
taking medication they needed to make on an everyday basis.
This, in turn, elicited feelings of being “deprived,” anger, help-
lessness, and frustration and a sense of fatalism that may be
associated with nonadherence among these patients.?82°33
Interestingly, when patients were prescribed insulin ther-
apy or the dosage was increased, they perceived this to mean
that their illness entered a “serious phase.”??2?4 While this
induced fear in patients, it also increased their adherence
behaviors as they had “nothing to hesitate about...(and) got
to be brave to face the facts,”*" P2 suggesting that patients’
emotional response may mediate the relationship between
perceptions of disease severity and adherence.

Locus of Control

Studies that primarily had culturally diverse samples or
focused on a specific cultural group found that nonadher-
ence was more prevalent among patients who perceived
that the illness, its progression, and complications were
outside their control.?8313>36 Patients who believed that
managing diabetes was within their control and abilities
often displayed high levels of motivation and self-efficacy to
engage in and maintain the recommended treatment.!® Fur-
ther, some studies found that patients with a high internal
locus of control regulated their medication based on how
they were feeling (e.g., did not take the medication if they

Journal of Social Health and Diabetes Vol. 7 No. 2/2019
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Main theme Subtheme

Quotation

Psychological lliness beliefs

determinants

lliness cause/control

“Other than exercise, | have gone to one or two diabetic classes to learn
more about a balanced diet for diabetics and | have lost weight in the
past. My biggest change is cutting sweets out. | love sweets, but | have
cut back... very seldom do | have them.”33p-1%

“When you monitor it, it’s supposed to be between 4 and 8. What |
don’t understand is when it jumps up. | know if it goes low, you eat
something to bring it up. What if it goes high, what do you do to bring
it down?”'7:p-3

Symptom beliefs

“When you monitor it, it’s supposed to be between 4 and 8. What |
don’t understand is when it jumps up. | know if it goes low, you eat
something to bring it up. What if it goes high, what do you do to bring
it down?”V7:p-3

Treatment beliefs

“l wouldn't like to take insulin. | know, once on insulin, always on insulin!
And complications occur in patients who take insulin! 7% p-633

Severity/consequenc-
es of the illness

“My mother has lost her vision and her kidneys are failing. | know that
those things can happen, but I’'m hoping that I'll have a little more
sense, maybe, and get more serious about my diabetes so that | won’t
end up losing my limb.”3%p-34

“No matter how much you take care of yourself, that’s gonna happen
(referring to loss of eyesight, foot problems). | was told it’s still gonna
happen. 2126

Locus of control

“Whatever is going to happen is going to happen. My death will come
when it will, it is in Allah’s hands.” 2:p-4°

Being forgetful

“l used to think old people were stupid because they couldn’t remember
what they did, but, believe me, if you take a lot of tablets, you’ve no idea
when you’ve taken them, and what you’ve taken.”?:p-4%3

“I never stop taking my medications; | take them as a lifestyle similar to
other daily duties. They are a part of my life and | take them routinely
without thinking about it.”p-153

Sociocultural Family and com-

“My married daughter lives in my house and takes care of me. She

determinants munity makes me feel happy. | never fear going hungry because my daughter
buys food and fills up the fridge...” 3%-©
Cultural “I felt bad and went off the diet. | went off it because | felt worse than |
should have, and it wasn't. The meals, they were healthy but tasteless,
no fat or flavor, you die of hunger.” ;- 7%
Financial “My son lives and works abroad, and he pays for all my medicines. Often

when the money comes late | have to wait to buy my medicines.” 34 - 13

Patient-physi-
cian relationship

“He (my doctor) is a medical expert. ... He is familiar with my case. ... He
is quite patient and has a caring heart. ... His advices are convincing and
easy to follow.” 27:p-4%8

“My anxiety is [because of] the constant scaring by my doctors (laughs)
of the diabetes...that, uh, you’re going to lose a leg, you’re going to lose
your eyesight.” 31:p-461

“And | think psychological status is more important than the physical
activity and food regimen. It is even the most important thing in our
lives. Therefore, my doctor must encourage me and give me the hope of
achieving control of my illness, but doesn’t do this.”%p-126

were “in good health” that day) and their dietary intake for
the day.457.193237

Being Forgetful

Another common factor in poor adherence, especially to
medication, was patients tended to forget about the treat-
ment. These studies emphasized that this failure to follow
the recommended medical regimen was nonintentional
and occurred due to a variety of reasons such as being busy,

Journal of Social Health and Diabetes Vol. 7 No. 2/2019

having too many medicines to take, experiencing unforeseen
situations, and being asymptomatic.'®?*262737 On the other
hand, for some patients, medication adherence became sec-
ond nature, suggesting internalization of the behavior as a
technique to prevent forgetfulness.?*3>

Sociocultural Determinants
The sociocultural milieu played a pivotal role in patients’
adherence or nonadherence. Within these determinants, the
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meta-ethnography found that family, cultural, and financial
factors were the most recurrent themes in 14 studies. These
will be discussed in the following text.

Family and Community
Supportive family and community helped patients in their
day-to-day management of diabetes.>622333¢ The diagnosis
of diabetes brought about a substantial change in the life-
styles of not only the patient but also their family mem-
bers. This change was particularly experienced in dietary
adherence such that patients whose families adjusted
their food preferences to match the healthcare provider’s
recommendation reported better dietary management as
compared to those whose families had not changed their
food habits to suit the patient’s diabetes diet.>?>?° A key
finding was that male patients frequently reported that
their wives/partners managed their diet,>?> and female
patients recurrently reported nonadherence in situations
when they had to cook separate meals for themselves and
their families.®?°

Many studies that focused on a specific cultural group
highlighted the lack of support from the community (e.g.,
workplace, social groups, extended family), which led to
patients’ experiencing stigma. Consequently, patients “hid”
the illness to appear “healthy and perfect” that contributed to
their inability to adhere as they could not openly engage in
self-care practices.?6.18282933

Cultural

A major finding was that although patients recognized that
following the recommended diet was essential to managing
their diabetes, they also perceived food to be a part of their
cultural identity and as an integral part of their daily rou-
tine. Thus, dietary adherence in particular presented patients
with a struggle as the recommendations did not align with
their beliefs and habits regarding food.>46.17:2536

Financial

The financial burden of having diabetes was a recurring
theme especially in studies that represented patients from
developing countries.'®?”?%34 These patients identified that
the cost of medication?” and delayed financial aid to offset
these costs from their immediate family members were rea-
sons for medical nonadherence.>**’

Patient-Physician Relationship

Seventeen studies reported that the healthcare provider,
specifically the physician, was a crucial element in shaping
the patient’s diabetes adherence. The physician had many
roles to play. First, patients expected their physician to be
competent both medically (e.g., being “familiar” with their
case) and relationally (e.g., being able to “convince” patients
about the treatment, communicate the “seriousness” of dia-
betes)'’; P. 126 Second, physicians had to exhibit a “sympa-
thetic,” encouraging and patient manner, especially in terms
of providing patients with “all the time they want.”": »- 461

Third, patients wanted their physician to remember their
conversations and tended not to disclose their “difficulties” in
self-management if a physician “kept on forgetting what they
told him.”#?-> Fourth, physicians were expected to tailor their
advice to the patient’s needs and circumstances, particularly
if the patient was from a different cultural background than
their doctor. Thus, culturally congruent support was strongly
favored by patients. Finally, patients wanted their physicians
to educate them about the required self-care behaviors as
well as provide them information on their necessity. Patients
whose physicians met these expectations reported better
diabetes management than those whose physicians used
“scare taCtics'"él-ﬁ,l7.18,23.25,26.30»32,34

Discussion and Implications

The current meta-ethnography used the Noblit and Hare’s
approach to explore T2DM patients’ experiences of the factors
that facilitated and hindered adherence.'? The main themes
from the synthesis were (1) psychological determinants (illness
beliefs, locus of control, being forgetful), (2) sociocultural
determinants (family and community, cultural, financial fac-
tors), and (3) the patient-physician relationship.

The psychological determinant of beliefs about diabetes
played a key role in patients’ (non)adherence. Patients who
were able to identify cause of their diabetes, symptoms of dia-
betes, thought their treatment was effective in managing it, and
perceived and/or experienced the negative effects of the illness
reported engaging in self-care behaviors. These findings can be
explained through the theoretical framework of the Common
Sense Model (CSM) of Self-Regulation that suggests that,*® when
faced by a health threat, individuals will form “representations”
of the illness experience. These representations (also referred to
as perceptions or beliefs) help them make sense of their illness
(e.g., symptoms, treatment, timeline) and guide how they
respond to the illness (e.g., coping methods). A core feature in
CSM-based interventions is their focus on modifying negative
illness representations to help chronic disease management.
Although there is limited research examining the effectiveness
of these interventions on promoting T2DM adherence, some
studies evidenced positive results,* especially in SMBG,* and
when the intervention was physician-led.*! Therefore, it might
be worthwhile to develop healthcare provider-led CSM-centric
patient education strategies focused on correcting negative
beliefs about their causes, symptoms, treatment, and illness
consequences.

The psychological determinants of having an internal locus
of control facilitated adherence and being forgetful appeared
to impede patients’ self-management efforts. The former find-
ing supports existing quantitative research that found that
having an internal locus of control predicted better diabetes
adherence.*? The findings of this meta-ethnography revealed
that patients with increased levels of internal locus of control
relied on their daily personal experiences of diabetes and reg-
ulated their medication and diet accordingly. This suggests
possibilities of highly self-confident patients being nonad-
herent since they may depend on how they were feeling at
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that time which is, in reality, dynamic and has a greater ten-
dency to deviate from a routine. Further, limited quantitative
studies examined the role of forgetfulness in diabetes adher-
ence,®# thus highlighting the importance of using a qualita-
tive approach that delves into lived experiences. In the current
meta-ethnography, it was observed that reasons for being
forgetful were that patients were either busy, encountered
unexpected circumstances, or did not have any symptoms to
remind them. It is interesting to note that experiencing the
symptoms of diabetes were common to both the psychological
determinants of local of control and forgetfulness to regulate
better adherence, highlighting the need to educate patients’
understanding of, ability to register/recognize and identify
appropriate reactions to diabetes-related symptoms. Overall,
these findings indicate the need for healthcare providers to
have a communicative relationship with patients such as help-
ing set regular reminders and ascertaining patients’ locus of
control to encourage/guide them accordingly.

Family support was a determinant primarily in dietary
adherence, such that families who adjusted to the changed
dietary requirements may have aided in patients’ adher-
ence and vice-versa. On the other hand, patients who felt
they were not supported by their communities reported
that they were unable to openly engage in self-care behav-
iors which, they believed, obstructed their adherence. In
line with quantitative research,*#¢ this finding underlines
the central role that food and community support play in
patients’ daily efforts toward adherence. A striking finding
was that women were considered to be the gatekeepers
of the kitchen such that male patients reported that their
wives/partners looked after their diet and female patients
were often found to be nonadherent when they had to cook
a separate diabetes-appropriate meal for themselves. This
indicates that caregivers and patients who are female need
to be educated about the importance of the role of diet in
maintaining blood glucose levels. Further, healthcare pro-
viders need to explore dietary behaviors among women
with T2DM and problem-solve any barriers to adherence
that they may be facing (e.g., including the primary family
member during diet counseling, providing families with
diabetes-related psychoeducation).

The significance of food was particularly evident in the
current meta-ethnography wherein patients reported that
eating their preferred types of food was an expression of
their cultural identity and not being able to follow their
favored diet was viewed with displeasure and/or as a devi-
ation from their culture/roots. Therefore, future research
needs to further unpack the deeper, subjective meaning(s)
that food holds for patients with T2DM as this may inform
the development of tailored dietary education interventions.
This may be particularly useful for patients whose culturally
embedded dietary choices consisted of high glycemic index
foods as they may benefit from practical support from their
healthcare provider (e.g., educate patients on portion con-
trol such that they could have small but satisfying meals).
Further, the financial burden of diabetes was a strong theme
among patients from developing countries with medication
cost and delayed monetary assistance described as primary
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reasons for nonadherence. As evidenced by quantitative
research,” providing health insurance to patients can help
offset these financial pressures. Moreover, as part of a pub-
lic health policy effort, patients from developing countries
might be routinely provided financial planning/advice to
better manage their monetary needs, thus perhaps aiding in
following their recommended medical regimen.

Patients had several expectations about how their physi-
cian should behave that were related to their abilities/will-
ingness to adhere. In spite of the overwhelming importance
of the patient-physician relationship, only one quantitative
study investigated the link between physicians’ interactive
skills and patients’ glycemic control.®® The authors reported
that when physicians engaged in a collaborative education
style, patients had better adherence. A key limitation of this
study, however, was that it examined only one aspect of
physician communication skills, that is, information-shar-
ing. As shown by the current qualitative synthesis findings
and prior literature reviews,* physician communication
skills need to also be centered on developing an empathetic
and personal relationship with the patient so that it leads
to increased involvement, commitment, and understand-
ing with the ultimate goal of improved T2DM adherence.
Therefore, future research will benefit from developing and
testing communication skills training for physicians deal-
ing with patients with T2DM that can, in turn, inform pub-
lic health policy around physicians’ skills.

Methodological Considerations

The current meta-ethnography aimed to explore bar-
riers and facilitators of T2DM adherence from exclu-
sively the patients’ perspectives since they were at the
center of the diabetes experience. Based on the findings
of the current synthesis, it may be beneficial for future
meta-ethnographies to take into consideration the role
and experiences of multiple stakeholders (e.g., family car-
egivers, physicians) in the process of adherence. Further,
some research suggest that meta-synthesis findings may
be able to generalize qualitative findings.” The current
meta-ethnography used Noblit and Hare’s method of recip-
rocal translation that aids in integrating individual study
findings iteratively so as to develop overarching themes
while not losing the “thickness” of the data, thus establish-
ing that a qualitative synthesis adds to our knowledge of
the individual experience.

Conclusion

This meta-ethnography identified a range of facilitators
and barriers to T2DM adherence among patients, providing
useful insights into the lived experience of diabetes from
patients’ perspectives. The findings of this qualitative syn-
thesis help explain poor patient adherence as well as factors
that aid in adherence, including patients' levels of diabetes
knowledge, illness beliefs, psychological determinants, soci-
ocultural determinants, and patients’ relationship with their
physicians. The current meta-ethnography supports the
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need to include qualitative research methods to develop and
test interventions so they are appropriate and personalized
for the patient and the target behavior (e.g., CSM-centric
education interventions).
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