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Abstract

Objective: This study was conducted to compare quality & iif two groups and to evaluate its relationship
with various parameters.

Methodology: A cross-sectional, population-based study wasoped. The study was conducted between
May and June 2011 in a hospital located in the l8adtern Anatolia Region. The research populaticluded
diabetes mellitus patient (n=99), and patients wlitibetic foot ulcers (n=102). The study data waliected
using a questionnaire and the Short Form-36. Thke'scscore may vary from 0-worst possible heattius or
quality of life to 100-best possible health statugjuality of life.

Results: The mean scores of physical component summary)(Bf8e group with diabetic foot ulcers, and the
group with diabetes mellitus group were 18.7+138,7+21.3 respectively and the mean scores of menta
component summary (MCS) of them were 18.9+12.1 3h8+17.7 (p<0.001). It was also found that those
having another chronic disease besides diabetese tivho fail to have their feet checked regulaalyd those
who did not receive any training in foot care hathitheir PCS and MCS scores low.

Conclusions: It was found that diabetes mellitus and diabatiut fulcers decreased quality of life and patients
with diabetic foot ulcers in particular had the kst quality of life. Therefore, it can be recommeshdhat
quality of life of patients with diabetes and thosih diabetic foot ulcers in particular should begularly
evaluated, both disease-related and sociodemographracteristics should be considered in ternthefate at
which they can affect quality of life and more waighould be given to patient training especialljoot care.

Key words: Diabetes mellitus, diabetic foot ulcers, healtlated quality of life, Turkey.

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences Januay-April 2014 Vol 7 Issue 1 177

Introduction given a questionnaire that they were asked to fill

out independently. If a patient was unable to
To maximize quality of life for people with complete the questionnaire on his or her own,
diabetes is to attempt to strike a balance betweethe researcher read the questionnaire items to the
an individual patient's needs and desires and th@atient and recorded the answers. All patients
imperatives of disease management (Li et al.\visiting the clinics for diabetes mellitus and
2011). Because health related quality of life diabetic foot treatment were continuously
refers to a person’s self-perceived functioning assessed for inclusion in the study.

and well-being, and is increasingly used to Measures: The study data was collected using a

m;izlrj]fg dh:V.Vtoc.ggmiﬁe'"ﬂeﬁzgsbg:ﬁr:grzrggg ;Squestionnaire prepared by the investigators with
E) ) y y lite. . gar » support from the literature and the Short Form
the ultimate goal of all health interventions

(SF)-36 quality of life scale. The questionnaire
(Quah et al., 2011). contained questions related to sociodemographic
Measuring health-related quality of life characteristics, disease-related characteristics of
(HRQoL) in diabetes mellitus is important for individuals, diabetic foot ulcers, foot care and
several reasons such as dietary restrictionsbody mass index (BMI). Patients with diabetes
medication and the actual symptoms of thismellitus were asked questions other than those
disease as well as concomitant diseases, all ofelating to diabetic foot ulcers and were
which may lead to deteriorations in HRQoL. administered the SF-36 quality of life scale. The
Moreover, the guidelines for treatment of group with diabetic foot ulcers was asked all the
diabetes mellitus emphasize that one of thequestions in the questionnaire and were
primary objectives is to improve HRQoL administered the SF-36 quality of life scale.

(Papadopoulos et al., 2007). Body mass index:Information on body weight

For this reason, this study was conducted to rateand height were obtained by patients’ self-
and compare quality of life in two groups, one report. BMI was calculated as weight
with diabetes mellitus, another one with diabetes(kilograms) divided by square of height (meters)
mellitus together with developing diabetic foot and values of 18.5 and lower were classified as
ulcers and to evaluate the relationship betweerfunderweight”, 18.5 to <25 as “normal weight”,
some parameters that can affect quality of life of>25 as “overweight”, >30 as “obese” (Hlatky et
patients with diabetes and diabetic foot ulcers. al., 2010; Barrett & Huffman 2011).

Health-related quality of life: The SF-36 was
developed by Ware & Sherbourne (1992) as a
A cross-sectional, population-based study wascomprehensive measure of general health status
performed. The study was conducted betweerfor use in the Medical Outcomes Study. The
May and June 2011 in a hospital located in theTurkish version of SF-36 is composed of 36
Southeastern Anatolia Region. This study wasitems. The scale’s score may vary from O-worst
conducted on 201 Turkish-speaking patientspossible health status or quality of life to 100-
who had been diagnosed with diabetes mellitusbest possible health status or quality of life. The
and diabetic foot ulcers before the interview. SF-36 survey yields two comprehensive HRQoL
Patients were classified into 2 groups: diabetesndexes: the PCS and the MCS. Pinar previously
mellitus (n=99) constituted by patients without a validated the use of the SF-36 survey in Turkish
diabetic foot ulcers at the time the questionnairepatients with diabetes, chronic renal failure, and
was filled and diabetic foot ulcers (n=102) cardiovascular disease (Pinar, 1995).

constituted by patients with one or more foot
ulcers. Patients who were unwilling to
participate in the study, those with whom
communication could not be established and
those who failed to complete the question form
(n=15) were excluded from the study. The
researcher contacted each patient and gave
verbal explanation of the study. Patients were

Methodology

Ethical considerations: Consent was received
from the patients who were included in the study
after they were  provided with necessary
explanation about the study’'s objectives.
Permission was received from the institution
\é\l/here the research was conducted and approval
was obtained from the Ethics Committee.
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Data analysis: Descriptive statistics were their shoes before wearing them, warmed their
reported as frequencies, means and standartket in natural ways and had no knowledge of
deviations, medians, and ranges. Chi-squardoot care. 28.4% of those with diabetic foot
analysis was used for sociodemographiculcers and 43.4% of those with diabetes cut their
characteristics, disease-related characteristicspails straight (table 3).
BMI, habits and the relationship between two
groups. Student t-tests, ANOVA, Mann Whitney with diabetic foot ulcers concerning diabetic
U and Kruskal-Wallis tests were used to analysef

. . .. foot ulcers
the relationship between some characteristics ] ) ] ]
correlation analysis was carried out to determinevicers were at grade 2 according to Wagner
the relationship of disease duration and diabeticclassification, 65.7% had diabetic foot ulcers for
foot ulcers with quality of life. Statistical @ Period ranging from O to 6 months, most of

Findings on the characteristics of patients

significant levels were set at p < 0.05. them had their ulcers developing in the middle
or back of their feet, 51.0% had amputation,
Results amputations were mostly in the toes and had

o o ] their diabetic foot ulcers develop suddenly.
Findings on characteristic features of patients
A large number of patients with diabetic foot
ulcers (48.0%) and with diabetes mellitus . . .
(49.5%) were in the age group of 40 and older;the group W'th dlabet|c'foot ulcers and the
67.6% of the patient group with diabetic foot group with diabetes melllt.us _ _
ulcers were male and 68.7% of those with The mean scores of physical quality of life of the
diabetes mellitus were female. Both patient 9roup with diabetic foot ulcers, and the group
groups had low level of education, were married,With diabetes mellitus were found to be
and had social security and moderate income18.7+13.8, 32.7+21.3 and their mean scores of
foot ulcers and that with diabetes had respectivelyand this outcome was statistically
overweight BMIs with no alcohol or smoking Significant (p<0.001).

Findings on the comparison of the mean
scores of physical and mental quality of life of

addiction (table 1). Findings on the comparison of the mean
Findings on some disease-related scores of physical and mental quality of life of
characteristics of patients the group with diabetic foot ulcers and the

Most of patients with diabetic foot ulcers had the group with diabetes mellitus
disease between 11 and 15 years, used insuliffthe patients with diabetic foot ulcers who were
and had complications due to diabetes. Most ofbetween 55 and 69 years of age had the highest
patients with diabetes, on the other hand, had th&CS scores and those in 40-54 age group the
disease between 0 and 5 years, used oradhighest MCS scores; the patients with diabetes
antidiabetic and did not have complications duewho were in 25-39 age group had the highest
to diabetes. A large portion of the patients in PCS scores and those aged 70 and over the
both groups went for an examination in 0-6 highest MCS scores (p>0.05). Males in both
month intervals, adhered to their regimensgroups had higher PCS and MCS scores than
sometimes, had another chronic disease besiddgemales, quality of life improved as education
diabetes and had other family members withlevel increased, the PCS and MCS scores of
diabetes (Table 2). singles were higher than those of married people
Findings on some characteristics of patients and the ones with lower incomes had poorer

. quality of life. From the patients in the diabetic
concerning foot care f

] ) ] oot ulcers group, those who were obese had

Most of t_he patients in both groups fal'led to higher scores both in PCS and MCS; from the
have their feet examined regularly, did not patients with diabetes, those who had normal
inspect their feet, but washed their feet everygpmis had higher PCS scores and those who

day, did not have any sweating in their feet, \yere obese higher MCS scores (p>0.05) (table
preferred low-heel shoes, checked the inside ofyy
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Table 1. Characteristics of patients with diabetidoot and diabetes mellitus

Parameters

Age groups
25-39

40-54

55-69

70 ort

Gender
Female

Male
Education level
llliterate
Primary school
High school
University
Marital status
Married

Single

Social security
Yes

No

Profession
Employee
Independent business
Unemployed
Retired
Monthly Income
High income
Moderate income
Low income
BMI
Underweight
Normal
Overweight
Obese

Habits
Smoking
Alcohol

None

Total

BMI: Body mass index

Diabetic foot

n (%)

2 (2.0)
33 (32.4)
49 (48.0)
18 (17.6)

33 (32.4)
69 (67.6)

39 (38.2)
52 (51.0)
9 (8.8)
2 (2.0)

99 (97.1)
3(2.9)

93 (91.2)
9 (9.8)

10 (9.8)
37 (36.3)

33 (32.4)

22 (21.6)

5 (4.9)
55 (53.9)
42 (41.2)

3 (2.9)
35 (35.2)
37 (36.4)
27 (26.5)

21 (20.6)

2 (2.0)

79 (77.5)
102 (28.0)

n: numive

www.internationaljournalofcaringsciences.org

Diabetes mellitus

n (%)

10 (10.1)

31 (31.3)

49 (49.5)
9(9.1)

68 (68.7)
31 (31.3)

48 (48.5)
45 (45.5)
5(5.1)
1(1.0)

96 (97)
3(3.0)

94 (94.9)
5(5.1)

8 (8.1)
12 (12.1)

69 (69.7)

(10.1)

10 (10.1)
60 (60.6)

23)

101
23 (23.2)
40 @)
35 (35.4)

11.30

8 (88.9)
99 (27.2)
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Table 2. Distribution of disease-related charactestics

Parameters Diabetic foot
n (%)
Duration of diabetes
0-5 years 10 (9.8)
6-10 years 21 (20.6)
11-15 years 32 (31.4)
16-20 years 18 (17.6)
201 21 (20.6)
Type of treatment
Oral antidiabetics 7 (6.9)
Insulin 95 (93.1)
Frequency of control visits
0-6 months 56 (54.9)
7-12 months 14 (13.7)
13 monthst 32 (31.4)

Presence of complications associated
with diabetes mellitus

Yes 89 (87.3)
No 13 (12.7)
Adherence to nutrition program

Yes 85 (83.3)
No 17 (16.7)

Frequency of adherence to nutrition
program (n=85)

Sometimes 50 (58.8)
Often 26 (30.6)
Always 9 (10.6)
Presence of any chronic comorbidity

Evet 90 (88.2)
Hayir 12 (11.8)
Family history of diabetes

Yes 69 (67.6)
No 33(32.4)
Total 102 (28.0)
n: number

www.internationaljournalofcaringsciences.org

Diabetes mellitus

n (%)

37 (37.4)

26 (26.3)

22 (22.2)
9(9.1)
5(5.1)

49 (52.7)
44 (47.3)

83 (83.8)
11(11.1)
5 (5.1)

39 (39.4)
60 (60.6)

85 (85.9)
14 (14.1)

39 (45.9)

30 (35.3)
16 (18.8)

81(81.8)
18 (18.2)

69 (69.7)
30 (30.3)
99 (27.2)

Significance

p<0.001

p<0.001

p<0.001

p<0.001

p=0.382

p=0.165

p=0.140

p=0.436
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Table 3. Distribution of characteristics related tofoot care

Parameters Diabetic foot Diabetes mellitus Significance
n (%) n (%)

Regular foot examinations

Yes 17 (16.7) 20 (20.2)

No 85 (83.3) 79 (79.8) p=0.321

Foot checks

Yes 57 (55.9) 63 (63.6)

No 45 (44.1) 36 (36.4) p=0.164

Frequency of foot check (h=57)

Everyday 32 (56.1) 41 (65.1)

Every third day 17 (29.8) 13 (20.6)

Everysecond week 8 (14.0) 9 (14.3) p=0.495

Frequency of foot washing

Everyday 60 (58.8) 85 (85.9)

Every 13 days 29 (28.4) 12 (12.1)

More than 3 days 13 (12.7) 2 (2.0) p<0.001

Presence of dryness in the feet

Yes 73 (71.6) 46 (46.5)

No 29 (28.4) 53 (53.5) p<0.001

What to do in case of dryness

| put cream 13 (17.8) 13 (28.3)

| put vaseline 28 (38.4) 11 (23.9)

| put nothing 32 (43.8) 22 (47.8) p=0.191

Presence of sweating in the feet

Yes 4 (3.9) 30 (30.3)

No 98 (96.1) 69 (69.7) p<0.001

Manner of cutting nails

Straight 29 (28.4) 43 (43.4)

Round 41 (40.2) 35 (35.4)

Random 32 (31.4) 21 (21.2) p=0.066

Selection of shoes

Flat heeled 81 (79.4) 78 (78.8)

Medium heeled 9 (8.8) 14 (14.1)

Orthopedic soles 12 (11.8) 7(7.2) p=0.299

Checking inside of shoes

Yes 53 (52.0) 63 (63.6)

No 49 (48.0) 36 (36.4) p=0.063

Warming the feet

With a heater 32 (31.4) 13 (13.1)

Natural ways (blanket, socks) 70 (68.6) 86 (86.9) p=0.002

Training on foot care

Yes 12 (11.8) 6 (6.1)

No 90 (88.2) 93 (93.9) p=0.121

Total 102 (28.0) 99 (27.2)

n: number
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Table 4. The relationship between characteristicsf@atients with diabetes mellitus and diabetic footand

Parameters

Age groups
25-39
4054
55-69
70 and over

Gender
Female
Male

Education level
llliterate
Primary schol
High school
University

Marital status

Married

Single

Monthly Income
High income
Moderate income
Low income
BMI
Underweight
Normal
Overweight
Obese

Total

MCS: mental component summary, PCS

the mean scores of physical and mental quality oiffé

Diabetic foot

PCS
MeanzSD

116 +8.7

17.8+14.3
20.8+14.4

15.4+ 11.4
p=0.424

14.5+ 9.9
20.7+15.0
p=0.025

16.3+11.7
17.4+12.8
34.9+£17.2
27.9+21.9
p=0.019

18.6+13.8
23.5+15.9
p=0.546

23.7£15.4

21.0+14.8

15.1+11.6
p=0.074

6.9+2.5
19.8+14.9
17.4%13.1
20.3+13.7
p=0.305
18.7+13.8

Diabetic foot

Diabetes mellitus

Diabetes mellitus

MCS
MeanzSD

11.8+11.1
20.3+11.3
19.1+13.7
16.3+8.8
p=0.570

16.0+8.9
20.2+13.2
p=0.034

16.4+10.3
18.6+10.5
29.0+20.7
27.8 +19.7
p=0.229

18.7+12.3
22.846.2
p=0.319

20.8+10.5

20.6+12.9

16.4+11.0
p=0.138

8.3+5.1
18.7+11.9
18.9+12.3
20.2+12.7

p=0.304

189+12.1

www.internationaljournalofcaringsciences.org

PCS
Mean+SD

43.4+20.8
33.7+16.8
29.3+22.0
34.8+15.9
p=0.211

28.3£19.8
42.4+21.6
p=0.314

23.5+18.3
40.0£20.2
52.0+24.2
47.5+0.0
p=0.000

32.4+21.4
41.8+20.9
p=0.439

37.9+17.6

35.9+22.2

24.1+18.7
p=0.036

5.0+0.0
35.1+23.6
33.9+20.7
30.5+20.7
p=0.388
32.7+21.3

MCS
Mean+SD

33.9+215
31.0+18.5
32.7+17.8
38.2+16.5
p=0.745

30.5+16.9
37.7+18.5
p=0.460

27.1#15.1

36.6+18.2

48.4+18.6
53.5£0.0
p=0.007

32.4£17.6
45.0£18.2
p=0.245

33.4+17.0

36.7+18.2

24.3+13.8
p=0.013

15.6+0.0
29.8+18.0
33.4%17.7
34.4+17.7
p=0.506
32.8+17.7

: physical compant summary, SD: Standart deviation
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Table V. The relationship between the patients’ disease arfdot care characteristics and the relationship
between their mean scores of physical and mental glity of life

Diabetic foot Diabetic foot Diabetes mellitus Diabetes mellitus
Parameters PCS MCS PCS MCS
MeanzSD MeanzSD MeanzSD Mean+SD

Type of treatment

Oral antidiabetics 31.5+18.7 30.8+14.1 33.1+23.7 33.6+19.4
Insulin 17.8+13.0 18.0+11.6 32.1+18.4 31.3+15.9
p=0.043 p=0.015 p=0.543 p=0.738

Presence of complications associated
with diabetes mellitus

Yes 17.8+13.8 17.9+12.0 21.6x17.6 24.2+15.6

No 25.1+12.3 25.7+¥11.3 39.9+20.6 38.3+£16.8
p=0.032 p=0.010 p=0.000 p=0.000

Adherence to nutrition program

Yes 19.6+13.8 19.1+12.0 33.14+20.6 33.6£17.0

No 18.3+14.6 17.9+12.8 30.14+26.3 27.7£21.0
p=0.812 p=0.569 p=0.454 p=0.217

Presence of any chronic comorbidity

Yes 17.4+13.2 17.6+10.9 29.2+20.2 30.1+17.0

No 28.3+15.2 28.5+16.7 48.3+19.7 44.6116.2
p=0.016 p=0.013 p=0.001 p=0.002

Foot checks

Yes 21.9+¥14.4 22.3+¥13.0 35.3+21.2 35.7£17.9

No 14.6x11.9 14.5+9.4 28.1+21.0 27.7£16.2
p=0.008 p=0.001 p=0.106 p=0.030

Presence of dryness in the feet

Yes 17.5+13.8 18.6+12.6 25.8+19.6 28.0£17.0

No 21.7+13.6 19.6+11.1 38.61£21.2 36.9+17.3
p=0.97 p=0.404 p=0.002 p=0.008

Presence of sweating in the feet

Yes 8.6+2.7 16.7+7.3 27.8+21.7 31.1+17.2
No 19.1+13.9 18.9+12.3 34.8421.0 33.5%17.9

p=0.090 p=0.914 p=0.098 p=0.662

Feet cramps

Yes 17.3+x12.7 17.3+10.0 26.3+18.3 28.4%15.1

No 21.0+15.3 21.3+¥14.7 44.4+21.9 40.7+19.4
p=0.183 p=0.104 p=0.000 p=0.001

Training on foot care

Yes 26.5+14.2 26.7+14.4 56.0+18.8 56.0+14.2

No 17.7+13.5 17.8+115 31.2420.7 31.3+16.8
p=0.033 p=0.025 p=0.010 p=0.003

Total 18.7+13.8 189+12.1 32.7+21.3 32.8+17.7

MCS: mental component summary, PCS: physical compant summary, SD: Standart deviation

Findings on the relationship between some antidiabetics and those who adhered to their
characteristics of patients concerning their regimens had higher PCS and MCS scores and
disease and foot care, and their mean scores ofthose who had diabetes-related complications and
physical and mental quality of life those who had another chronic disease besides
From the patients with diabetic foot ulcers an&llabetes had lower PCS and MCS scores. Those

diabetes mellitus. those who took oral” both groups who did not inspect their feet
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regularly, who complained about drynessiestrictions experienced in functional areas,
sweating or cramps in their feet, and who did ndtifficulties  encountered in  work and

have any training in foot care had lower scores sychological problems were more common in
both PCS and MCS (table 5). diabetic patients than in general population (Eren

As the duration of disease extended in th%t al., 2004).

patients in both the diabetic foot ulcers group and/hile diabetes itself affects quality of life so

diabetes mellitus group, their PCS and MC@&dversely, diabetic foot ulcer, one of the

seemed to decline (p<0.05). In the patients wittomplications it creates, makes quality of life

diabetic foot ulcers, extended diabetic foot ulcersven worse. Diabetic foot ulcers which

and presence of amputation negatively affectetiminishes mobility as well as the level of

the PCS and MCS scores; those who were attivity and has an impact on the general health
grade 1 according to Wagner classification ancbnditions and hence on the HRQoL. Likewise,
had a toe amputation had better PCS and MGHis physical limitation prevents or hampers daily

scores. activities, such as personal hygiene and dressing,
as well as basic housework, so these patients
Discussion depend on other family members or caregivers to

perform them. On the other hand, patients are

Health related quality of life is commonly L g
recognised as a multidimensional conceﬂf’rced to leave their jobs, and this increases the

including domains of physical health anqosychological qnd social impact (Goodridge et
functioning, mental health, social functioning,al" ;82? ?arma—l\{lodraleif] et a![:, zfsaiﬁrg?agt i
satisfaction with treatment, concerns about thg" )- In our study, the patients wi Jlabetl

oot ulcers were also seen to have distinctly

future and general well-being (Achhab et al.l, ¢ both phvsical and tal it
2008) Diabetes inflicts a significant burden in ower scores of both physical and mental quality
of life as compared to diabetes mellitus. The

terms of disability and impaired quality of life , :
persons with diabetes report lower health-relate%Udles conducted previously also revealed that

: : : atients with diabetic foot ulcers had lower
guality of life than the general population. Wors&a!€ . .
QoL is associated with higher overall mortality i qu.ﬁ“.tyh OI “Ife Zgl\(l)gpléurs-Frgnsgen e;O%I'S_ZRQgS'
persons with type 2 diabetes. The disease its tl ”IC gogé-' A ,t vans ¢ IlnzquéOS' G ibu
can have a negative impact on quality of lif al, , AMMS r.ong et al, : arC|a.-
(Luyster & Dunbar-Jacob, 2011). It was als orales et al., 2011; Alzahrani & Sehlo, 2011,

; - ; ; e Meneses et al., 2011). Also in studies where
observed in this study that the quality of life mduality of life of patients with and without

the patients with diabetes mellitus was quite. : )
abetic foot ulcers were compared, it was

lower than that of the healthy group and diabet emonstrated that those with diabetic foot ulcers
negatively affected quality of life in all respectshald lower quality of life (Valensi et al., 2005:

As expected, this result is parallel to the resofits S%bu et al, 2007: Jelsness-Jorgensen et al.

Egeoopc:ﬁ;gg sets t::jleséongg_d epsgagé%%itllgspgleg 11). The fact that patients with diabetic foot
2007: Al-Shehri ét al ’2008' Ovayolu et al ulcers have lower quality of life as compared to

2008; Verma et al.,, 2010; Luyster & Dunbardiabetic - patients can be explained by the

Jacob, 2011; Fritz et al., 2011; Ucan & Ovayold\créased need for medication ‘and hospital
2011; Schunk et al., 2011; Cezaretto et al., 201§Pendence in these patients and the changes in
Pettersson et al., 2011). In studies, it was fou er SO(.:"”.“ and work life. Considering "?‘” .these
that quality of life of patients with diabetes wa actors, It is an ex_pectgd result that qualltyltea‘ !
considerably low in all sub-dimensions aé)f patients with diabetic foot ulcers is adversely
compared to control grouf&ljedi et al., 2006; affected.

Hashemi Hefz Abad & Shabany HamedanMany studies showed that some disease-related
2011). Diabetic patients having lower quality ofactors and socio-demographic characteristics
life than healthy groups has been linked to strictiso affected quality of life in diabetic patients
diet restrictions, regular daily use of medication(Goodridge et al., 2005; Al-Shehri et al., 2008;
insulin therapy, symptoms of diabetes and long/erma et al., 2010; Quah et al., 2011). Our study
term complications. It was also reported that thaelso demonstrated that there was a negative
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relationship between duration of disease anghdertaking such responsibilities imposed on
quality of life in both patient groups; quality ofthem and coping with their diseases, and
life of those who had complications due tdherefore results in affecting their quality ofelif
diabetes and those who had another chrondidversely.

(oease bsides iabeles was sohersel S0l ofthe most important reasons of morcy
) . : . in° diabetes is foot ulcers, a complication that
disease lengthens, the risk of developin

L ) o quires long, burdensome and costly treatment.
comphcaﬂon; INCreases and this §|tuat|on affec e best and cheapest treatment of such a major
quality of life negatively. Studies made on

atients with diabetes mellitus showed that roblem is protection and the most effective
patier ) . ..tactor in protection is patient education. This
duration of disease extended, quality of Iif

0
deteriorated (Eren et al., 2004; Eren et al., 200 roblem can be prevented by up to 50% when the

Hashemi Hefz Abad & Shabany Hamedan, 201 et are regularly inspected, patients are made to

and one of the factors which adversely affecte here to foot care and hygienic measures and
: . y. propriate shoes are selected in addition to a
quality of life was the presence of diabetes-

associated complications (Goodridge et al. 2003‘.?]Od monitoring and treatment of diabetes.

: erefore, especially those patients defined as

OQL?rahSti t dal"siOllo)r.t TS}Z rizgtis\’veoggii'ggd f];?ﬁ]aving high risk should be monitored in intervals
[eVioUS ystudpigs Goodridae et al 200rﬂ'nat are more frequent and regular training should
P ( 9 " 52e provided to them. The feet should also be

Papadopoulos et al., 2007; Quah et al., 201 valuated during every physical examination

Luyster & Dunbar-Jacob, 2011). (Dinccag, 2011)

\n/qzr:ﬁgg zalfjdlt?lscm:hv(\)/\il:r? dlovch?(:ve\llv?)?qgghcg:i(()) > our study, those who failed to regularly inspect
and incbme had poorer quality of life (Wandel?heir fget, those who had cc_)mplaints of dryness,
2005: Goodridge et al., 2005: Papadopoulos g\{veatlng an'd cramps in their feet and those Who
al. 2007- Al-Shehri et al. 2008 Eren et al. id not'recelve any 'tralnmg related Fo foot care i

’ ’ ! ’ oth diabetes mellitus and diabetic foot ulcers

2008; Quah et al., 2011; Schunk et al., 2011:_..
; ’ o ' atient groups had low PCS and MCS scores.
Garcia-Morales et al., 2011; Salome et al., 201 tended duration of diabetic foot ulcers and

Urzua et al.,, 2011; Rodriguez-Pascual et a ; .
2011).Also in our study, those married, Womeno’resence of amputation adversely affected quality

of life in the patients with diabetic foot ulcensca

and those with low level of education and incom . : .
. ) . . ose with toe amputation had better quality of
from the diabetes mellitus, and diabetic foog;'e_ In the study made by Armstrong and

“'Ce'fs had Io_wer_PCS an_d MCS scores. A IOW(?’:lrssociates on patients with diabetic foot ulcers,
quality of life in married people may be

explained by the broad family Structurethey found that quality of life of patients with no

originating from the traditional characteristics Of'imputatlon at all was better as compared to

) L ) atients with amputation and the level of
the Southeastern Anatolia Region in partlcmagmputation adversely affected quality of life;
and the responsibilities inflicted by marriage, '

Moreover, low level of education leads to poo|9altlents with major amputation had worse quality

. . " of life than those with minor amputation
socio-economic conditions and therefore lowe

quality of life, a situation, which affects diaketi (Armstrong etal., 2008).

patients negatively. Women having lower qualitfConclusion

of I|fe_ In aII_ two grogjps than men may ben conclusion, it was observed that the patients
associated with women’s social status, social ro ith diabetes mellitus and diabetic foot ulcers
and e>'<pe'gtat|o_ns, because the . role .arﬁjad considerably lower PCS and MCS scores. It
respon5|b|l|t|es |mpute_d to women in Turk'sr\Nas also found that those who had diabetes-
society dsf:ow c9n3|derable dlg\felzjencgs .?Pelated complications and those who had another
compared to men, women are held primariiyy,qnic disease besides diabetes, those who did
res_ponS|bIe for dutlgs such as _hougework a%t inspect their feet regularly, those who
child-care no matter if they work in a job or nOt'complained about dryness, sweating or cramps in

This situation restricts the time women can SPalfair feet and those who did not have any

for themselves and exerts difficulties in

www.internationaljournalofcaringsciences.org
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training in foot care had lower scores of bot
PCS and MCS; as duration of disease extendt
quality of life deteriorated; duration of having
diabetic foot ulcers and presence of amputatic

negatively affected quality of life of the patient:de Meneses

with diabetic foot ulcers.

In view of these results, it can be stated that :
health professionals should be aware of the fe
that quality of life of diabetic patients will be

186

qualityof life concomitant to metabolic improveme
nt in intervention programfor prevention of diabete
s mellitus. Quality of Life Research May: 3. [Epub
ahead of print].

LC, Blanes L, Francescato Veiga
D, Carvalho Gomes H, Masako Ferreira L. (2011).
Health-related quality of life and self-esteem in
patients with diabetic foot ulcers: results of a
cross-sectional comparative study. Ostomy Wound
Management, 57(3), 36-43.

adversely affected and especially the patierDinc¢as N. (2011). General approach to the problems

with diabetic foot ulcers may have even wors

of diabetic foot. ANKEM Journal, 25(2), 240-246.

quality of life. It is also remarkable to come to :Eliedi A, Mikolajczyk RT, Kraemer A, Laaser U.

conclusion in this study that those who ha
insufficient knowledge about foot care and thos
who failed to regularly inspect their feet had the
both PCS and MCS scores adversely affecte

Patients could be made to carry out mol re

knowledgeable practices especially in foot cal
by means of very simple measures and regu

(2006). Health-related quality of life in diabetic
patients and controls without diabetes in refugee
camps in the Gaza strip: a cross-sectional study.
BMC Public Health, 30(6), 268.

n I, Erdi O, Sahin M. (2008). The effect of
depression on quality of life of patients with type
diabetes mellitus. Depression and Anxiety, 25, 98-
106.

patient training. In this way, contribution can b‘ErenI, Erdi O, Civil. (2004). The Quality of life in

made both to diminish complications and to rais
quality of life.
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