SQU MEeD ], MAY 2011, VOL. 11, Iss. 2, PP. 207-213, EPUB. 15™ MAY 11
SUBMITTED 3*° NovV 10
REVISION REQ. 20™ DEC 10, REVISION RECD. 3" JAN 11

AcCCEPTED 8™ FEB 11
CLINICAL & BASIC RESEARCH

Factors Affecting the Quality of Diabetic Care
in Primary Care Settings in Oman
A qualitative study on patients’ perspectives

*Mohammed Al-Azri,' Hilal Al-Azri,> Fatma Al-Hashmi,? Samira Al-Rasbi,? Kawther El-Shafie,!
Abdullah Al-Maniri!

oo tlia u)smy\}\p ;s\_/u,,s\
Qué\_;ag}v\w\w;\_Jg\_é\_é@\
\_j:a)i\)a;xm © s ghul

oall dislase  alall 35S ¢l Il 8 s« atilgll Lol g5l JIa cg55all sane

ol 5l Ly Tpmaall Gle I 3 LI g il Gy s, Sanll el (malimall o yall Toniall dplall clossll Busal o ibugh spanital
o sle 55 I Jalpall e LI 530 0o e ol a1 g3 Tl ia sgadl guall e Gyl T e
3 ARl 5 Sl ol S LAl Juaall 55 Lealil) gl laé Ll 3 &l 31 Tumcall Tule 1 Sl (3 ! Zaniall o
Jsb"‘ oo Bamen 050 Tag )l o s Liiad 32 ¢ il (o (oSl o yay Crpemiiion Lt yo 19 (0 2a33e Lise (51 Qa8 @Mlie olyal
Lle,lBusa e 35505 Sl Jol gall (o spuall §6S Liall sua c.d.uﬂ Olae Dby Laale MULMUJLJ‘,YIMH_«L:‘)M
8 atiall Lule I Garksl e Gl wscl yo U] el 3 Ly Ll o3 umaall Zule ) 35S0 5a 3 AL 2 g3l (ya ool i pal Tousial
£l TS e s gt pall Tl €y Sl lslanll Ss yaall s ol LAY Ll (b 5 Sll oyl LS5 e S35 e
Ll e el a5 o sall £ e 5 T3l gomlasand oyt 355 sl 1 ol Bl 1oLl (0 55l o 5ol pial
;LJ‘:‘&A._.\J*)A.\SJAU_‘.CJJJA;”fs.\.ﬁ_g.\AL‘JA”wbﬂ‘@sﬂl‘:@ﬂudﬂdlu&JY|Mus‘am:JM‘J}J'@MM'
leaall GJPL_A-E‘)J‘FASL;\."J Sl g ol (e (s Sl G..c)_g).la.; igay o Jolse Bae moua A.wlj.s.ll s34 S ALMAN () gaall
S ¢ Lim g Tl 1 Eamaall Bule 1 e ol Ll e i el L Tilabis 3 Ry 31 Bl Tl 1 5 g Lo
Tole il losa Baga amal ity (I 5Lne Y any Ladaly o yall ol b Slaill Tamoall Tyle ylf clelind gyo Lajad s dncall 3,13 3
g Saall s yal Tosiall Lyl

olas Al s ¥ le i 3L g g3l — g Sl el oo Volaall (Bugall falelSIl plide

ABSTRACT: Objectives: The quality of services delivered to type 2 diabetic patients in primary health care has an
important impact on long-term outcomes. The aim of this study is to explore diabetic patients’ views of factors
affecting quality of diabetic services delivered in primary care in Oman, a developing country with a high burden
of diabetes. Methods: Semi-structured face to face interviews were conducted with 19 type 2 diabetic patients
recruited from four selected primary healthcare centres (PHCs) in Muscat region, the capital city of Oman. A
framework approach was used to analyse the qualitative data. Results: Participants identified several factors which
could affect the quality of diabetic services provided in PHCs: delays in the follow-up process; lack of continuity
of care; diabetes educational materials unavailable in waiting areas; shortage of Omani nurses able to speak the
patients’ language; inadequate explanations from the attending primary care physician (PCP); under involvement
of dieticians in patient management; delays in provision of laboratory results; inadequate supplies of diabetic
medication between appointments, and long waits to see ophthalmologists. Conclusion: Several factors were
identified by diabetic patients that may influence the quality of diabetic services provided in the PHC setting in
Oman. Health care professionals and decision makers in the Ministry of Health (MOH) and other health care
sectors in Oman should consider patients’ views and concerns in order to improve the quality of diabetic care
services in primary health care.
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ADVANCES IN KNOWLEDGE

long term diabetic complications.

relatively unexplored research topic.

APPLICATION TO PATIENT CARE

reduce long term diabetes related complications.

1. The quality of services provided to patients with type 2 diabetes in the primary care setting could affect the outcomes of care including

2. Patients' views of the quality of diabetic services provided in primary care settings in developing counties, including Oman, remained a

1. Patients with type 2 diabetes identified several factors which could affect the quality of diabetic services provided in primary care
settings in Oman, including: delays in the follow-up process, in provision of laboratory results, and in seeing ophthalmologists; lack
of continuity of care; inadequacies in physician explanations and dieticians’ involvement; undersupply of educational materials and
diabetic medication, and shortage of Omani nurses able to speak the patients language.

2. Health care professionals and policy makers in Oman should consider patients' views if they want to improve diabetic services and

IABETES HAS BEEN CONSIDERED AS

the greatest challenge in primary care'

and primary care physicians (PCPs)
play a major role in the care of diabetic patients.?
Evidence showed that good diabetic control reduces
the risk of cardiovascular and micro-vascular
complications;* hence, the quality of care delivered
to type 2 diabetic patients has an impact on the
long term outcomes.* Nonetheless, the quality
of care provided to diabetic patients in primary
care in some developing countries appears to be
suboptimal.?

Oman, a high income country with a total
population of 3.2 million (2.0 million Omanis
and 1.2 expatriates),” has experienced substantial
socioeconomic development. This development
has been accompanied by remarkable changes
in lifestyle towards a “Westernised pattern”; this
is reflected in changes in nutrition, less physical
activity and thus an increased burden of diabetes,
obesity, hypertension and hyperlipidemia.®
Currently, Oman is among the top ten countries
worldwide in terms of high prevalence of diabetes.”
In a study published in 2006, the prevalence of
diabetes (fasting blood glucose = 7 mmol/l) in
Muscat, the capital city of Oman, was 17.7% and in
rural areas was 10.5%. Furthermore, the estimated
death rate from diabetes in the year 2002 in Oman
was 16.8 per 100,000 population.®

Despite the immense advances that have been
made in the management and treatment of diabetes
in recent years, many patients do not achieve
optimal outcomes and continue to experience
devastating complications that result in decreased
length as well as quality of life. A cross-sectional
observational study conducted in 2009 at six
general health centres in Muscat showed that more
than 70% of Omanis with type 2 diabetes obtained
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all their diabetic care service requirements at every
visit; however, only 2.4 % of them achieved the
indicators of good outcomes of diabetic care.’
Patients with type 2 diabetes often feel challenged
by their disease and multiple personal, psychosocial
factors influence their daily decisions which in turn
could affect their diabetic metabolic state, long-
term glycaemic control, and risk of developing
long-term complications.”” In addition, there are
other factors at multiple levels that impede health
care systems’ ability to deliver high-quality diabetic
services including provider-oriented factors (e.g.
lack of knowledge about guidelines, lack of time
with patients), and system-oriented factors (e.g. lack
of specialty care services, lack of interdisciplinary
team approaches, long patient waiting times

I Furthermore, some health care

for services).
providers tend to view their own management
strategy as scientifically legitimate and have focused
on managing numbers rather than attempting to
understand the patient’s concept of their disease and
their treatment goals. This could lead to frustration,
unsatisfactory outcomes and serious obstacles in
achieving the optimum outcomes.'? Patient's views
on the quality of primary health care are vital for
better health care delivery. The aim of this study
was, therefore, to explore diabetic patients’ views
of factors affecting the quality of diabetic services
delivered in primary care in Oman, a developing
country with high burden of diabetes.

Methods

The study was carried out in four public primary

care health centres (PCHCs) in the Governorate
of Muscat, the political and the economic hub of
Oman. PCHCs in Muscat have specific days (1-2
per week) when they provide free diabetic care



services for patients with type 2 diabetes through
special diabetic clinics. Usually, diabetic patients
would have a regular follow-up every month or
sometimes every two or three months depending
on the progression of the disease and on outcomes.
Patients are seen first by a diabetic nurse who
checks their blood pressure, fasting blood sugar,
weight, height and body mass index (BMI). Patients
are then be seen by PCPs who might use specific
guidelines in the management of diabetes.”
Moreover, a dietician visits the health centre twice
a week to offer advice on lifestyle modifications for
referred patients.

In this study, a qualitative research approach was
selected to collect data from patients. Qualitative
enquiry helps in exploring areas where there is likely
to be complexity and diversity of experiences and
perspectives of patients with diabetes.!* Therefore,
we developed a topic guide for individual interviews
using some of the available literature and our local
experience.””® The topic guide was piloted in the
first two interviews to assess the comprehensibility
of the
progression of the questions. All the patients

language, the relevance and logical
were selected based on convenient sampling.
Potential rich-informant patients were identified by
their PCP and then invited by the research team to
participate in the study.

Patients suffering from diabetes for less than
two years were excluded from the study. The
number of patients was based on the saturation of
the data.’” A quiet consultation room in the PCHC
was selected for the interviews. The interviews
were in Arabic language and each interview lasted
30 to 45 minutes. The interview was carried out
by two researchers with one of them questioning
the participant and other was observing as well as
helping with logistical issues such as recording and
taking notes. All the interviews were recorded and
transcribed verbatim.

Using the interview guide, participants were
asked and probed about their experiences and
views of different aspects of diabetic care services
provided in the diabetic clinic at their PCHC
including: the effectiveness of appointment system;
suitability of the waiting area; waiting time before
consulting doctor; the role of nurses and doctors
and nutritionists; the efficiency of laboratory test
and pharmacy procedures, and the availability of
diabetes health education. Also, they were asked

for their views on the services provided in the clinic
including those of the laboratory, pharmacy and the
dietician. The study was approved by the Research
and Ethics Committee (REC) of the Ministry of
Health (MOH). Prior to each individual interview,
written informed consent was obtained from
participants who agreed to participate in the study.
The study was conducted between March and June
2010.

The framework approach, widely used for
qualitative analysis, was employed to analyse data.'®
As the framework highlights the associations
between participants’ attitudes, perceptions and
experiences, it fitted well with the aims of this study.
Data analysis was conducted by the research team;
findings emerging from the analysis were regularly
discussed and refined as part of an ongoing
interactive process. The final analysis and findings
were mutually agreed by the research team. The
recruitment of participants continued until data
saturation was achieved."” Significant findings from
patients' quotes were translated to English and
translated back into Arabic by a blinded researcher.

Results

Nineteen patients, 11 males and eight females,
were interviewed in the study. Their age ranged
from 21 to 67 years with an average of 41 years.
Ten patients were educated up to secondary level
and the remaining had college and postgraduate
education. Ten patients had had type 2 diabetes
for 2—4 years; seven for 5-9 years and three had
had suffered from it for more than 10 years. Two
main themes emerged from the data analysis of the
factors affecting quality of care from the patients’
perspective. The first was communication and
continuity of care with health care professionals;
the second was the timely provision and convenient
location of certain services.

THEME ONE. COMMUNICATION AND
CONTINUITY OF CARE WITH HEALTH
CARE PROFESSIONALS

In many health centres, there are still expatriate
nurses from India and south Asia and they cannot
communicate well with patients in their native
Arabic language. Thus, some participants stated
that they prefer the diabetic nurse to speak Arabic
so that their problems could be understood. “She
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(the diabetic nurse) greets me and takes care of
me, but I prefer an Arabic speaking nurse, so I can
understand her well” (Patient 7).

Participants commented that there was lack of
detail explanation about the importance of life style
modification on their health when consulting their
PCPs. “The doctors advise me to exercise, but they
do not tell me why it is important” (Patient 3).

Other participants felt unhappy because the
attending PCP did not explain the results of the
previous investigations and the actions that they
should consider; thus, they had to remind the PCP
to give them the results at every visit. “Doctors don't
tell me about my results unless I remind them... and
they take no action” (Patient 5).

Although
importance of seeing the dietician for the benefit of
their health, some of them felt that PCPs did not
refer them as expected. “It is necessary to see the

participants  appreciated  the

dietician at least twice a year ... I need to know
more about my diet but I did not get any referral..”
(Patient 1).

Participants highlighted the importance of
continuity of care; they should be able to consult the
same PCP when attending the clinic. Most of them
preferred to be seen by the same PCP at every visit
so that their problems could be understood; they
also highlighted their unwillingness to repeat the
same story when consulting with a different PCP. “I
prefer to see the same doctor on every visit, so we
can understand each other well .... I do not like to

repeat my history on every visit” (Patient 6).

THEME TWO. PROVISION OF SERVICES
AT THE RIGHT TIME AND PLACE

Participants expressed their discomfort regarding
the intervals between visits to the diabetic clinic.
They felt that their regular visits should be every
month or maximum every two months and should
not to be delayed because of difficulty in obtaining
an early appointment. “Sometimes I need to take
appointment within a month, but the nearest
appointment is available only after 3 months”
(Patient 7).

Other participants expressed their concern
regarding the long waiting time to see the PCP in
the diabetic clinic in the day of their appointment.
“Sometimes, I go for my appointment on time,
but, I have to wait for two hours until the doctor
finishes with the patients who came before me ...
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I feel tired and bored” (Patient 9) Participants were
dissatisfied because of the difficulty in obtaining
early appointments with the ophthalmologist in the
hospital, which is part of the annual diabetic review.
“I have not seen the eye doctor for last 5 years ... I
am not reminding the doctor because I do not like to
go to the hospital .... I will only get an appointment
after months” (Patient 14).

Other
medications finished before their next appointment.
The regulations of the MOH prevent the PCP from
prescribing drugs for more than one month. This is

participants commented that their

not enough to cover the patients’ needs until next
appointment in the diabetic clinic. “If my medicine
finishes before my appointment, I have to see the
walk-in doctor, if there is crowding I get bored and I
leave ... (Patient 16).

Some participants were unhappy about the delay
of their laboratory results report when coming for
their follow-up as the majority of investigations are
sent to the nearest hospitals and it can take several
weeks to get the results. “They (doctors) asked me
to come after two weeks for the results, but my
results were not ready...” (Patient 2).

Therefore, some participants suggest that a copy
of the laboratory results be sent by e-mail and tand
that they are informed by a telephone based system
(SMS) when their results are ready so that they can
make appointments with their PCP accordingly. “I
suggest if they can send a copy of the results through
e-mail .... at least send an SMS when the results are
ready” (Patient 8).

Some participants commented on the waiting
area in the clinic. They prefer the male waiting area
to be separate from the female waiting area so they
feel more at ease. Other participants suggested that
the patient waiting area for the diabetic clinic should
be separated from the general patients waiting area.
This would enable them to get the chance to share
their experiences of diabetes with other diabetic
patients while waiting to see the PCP. “I will feel
more comfort if they separate the males from the
females in the waiting area..”(Patient 10). “I like it if
they separate the diabetic patients from the general
clinic patients ... so I can share my experience with
other diabetic patients” (Patient 12).

Other participants suggested keeping some
diabetic educational materials in the waiting area so
they can utilise their time for something beneficial
such as reading about diabetes while waiting to see



the PCP. “In the waiting area there are no pamphlets or
health education materials about diabetes .... I would
like to sit and read something that could benefit me ..”

(Patient 11).

Discussion

To our knowledge this is the first study conducted
in Oman to explore the factors which influence
the quality of diabetic care provided in the PHC
setting from the perspective of type 2 diabetic
patients. Several factors were identified which
could affect the quality of diabetic care including
delays in getting appointments; lack of proper
utilisation of the waiting area for the purpose of
health education; language barriers with diabetic
nurses; inadequate provision of continuity of care;
lack of sufficient clarification of disease related
issues; delays in obtaining investigation results; long
waits for ophthalmology appointments, inadequate
supplies of prescribed medications to cover the
time between appointments, and lack of referrals to
dieticians.

Participants in some health centres found it
difficult to communicate with the diabetic clinic
nurses as they were expatriates and could not
speak Arabic. Research from elsewhere found
that language barriers can be a risk factor for
adverse outcomes and quality of care in diabetes;
nurses, on the other hand, perceived language
barriers with their patients as an impediment to
quality care delivery and as a source of workplace
stress.”?! In the case of Oman, large numbers of
expatriate nurses contribute to the health care
workforce. Nonetheless, the overall Omanization
rate (replacement of expatriate professionals by
Omanis) in Minsitry of Health and other health
care institutions in Oman has grown over the years;
the percentage of Omani nurses in 2007 was 64% of
total nurses compared to only 12% in the year 1990.°
This Omanization of the health care workforce,
which includes nurses, could help to overcome the
language barriers in the future.

Participants emphasised the importance of
continuity of care in diabetic clinics. Good continuity
of care is associated with better outcomes and
improves the quality of care among diabetes patients
in primary health care, for example by reducing
macrovascular complications and associated non-
vascular comorbidity.?? Indeed, continuity is highly

valued and preferred by most diabetic patients and
other patients with chronic diseases compared with
acute or minor problems.??* It has been found that
maintaining continuity of care with the same health
care provider improves the quality of life for diabetic
patients and enhances the clinical management
of the disease by improving the outcomes and
decreasing diabetic related complications.”

Patients with diabetes should be able to consult
the same physician frequently as this would increase
their satisfaction, trust and confidence and hence
they would be more likely to adhere to the doctor's
recommendations, thus improving their outcomes
and quality of life.*** Also, as a result of continuity,
the doctor would know the patient well and would
be more likely to identify appropriate therapies and,
thereby, also improve the outcomes.” However
our patients identified significant lack of continuity
which led to difficulties in building good patient-
doctor relationships (e.g. familiarity, understanding,
explanations). This could impede the provision of a
good standard of care.”

Participants’ also emphasised that the quality of
their diabetic care could be affected by long waiting
times either for getting their next appointment
at the diabetic clinic at their health centre, or at
specialty clinics such as the ophthalmology one in
the hospital. Long appointment waiting times limit
the opportunity for the early detection, evaluation
and management of new diabetic problems
leading to poor diabetic control, increased risk
of complications and poor quality of life® The
availability of more PCPs to manage patients with
diabetes in primary care on a regular basis was
found to improve the process of diabetic care such
as regular measurements of haemoglobin Alc,
lipid profiles and retinal eye examinations which
ultimately improve the outcomes.”

Participants highlighted the importance of
utilising the waiting room for diabetes education
and they also wanted to have group-based
health education about diabetes and lifestyle
modifications. Using waiting rooms for educational
purposes has been shown to be effective for patient
education.® Patient education has been found to be
an important factor in patient adherence to therapy;
educating diabetic patients about lifestyle changes
is an important factor for good diabetic control.*
Group-based study for diabetic patients has also
been shown to be effective in improving patients’
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knowledge and confidence about their diabetes.*

Although the emerging findings from the
analysis were discussed and refined by the research
team which increased the credibility of the study,
we believe that similar studies should be repeated
in other countries as diabetic patients’ views and
experiences might be different within the context
of their national primary health care system
setting. Furthermore, the sample of patients was
homogenous selected by convenient sampling
methodology, thus, they might not represent all
diabetic users of PHCs in Oman.

Conclusion

This study is an attempt to explore diabetic patients’
perceptions regarding the quality of health care
services provided in primary care setting in Oman.
Several recommendations emerged from this study
relevant for the practice and policy of primary
care organisation in order to improve diabetic care
services and hence improve the quality of diabetic
care. Waiting areas could be used to educate patients
about their diabetes as the level of literacy in Oman
is rising. Thus, providing patients with educational
materials and leaflets highlighting important
information about diabetes (complications, need for
compliance with lifestyle changes and medication)
might help increase patients’ awareness and

improve outcomes.

Another challenge for the quality of diabetes
care in the PHC is the shortage of local specialised
diabetic nurses. The MOH and other governmental
education bodies in Oman should consider
developing postgraduate programmes to train
Omani nurses in the proper management of
diabetes care. This would avoid communication
problems and misunderstandings that may occur
with patients which can increase chances of medical
errors which could affect the quality of care.

According to the current prescribing policy in
Oman, PCPs can write prescriptions and repeat
prescriptions for chronic diseases such as diabetes
for only one month. Patients sometimes travel from
a long distance to their PCHC so it could be difficult
for them to obtain medication every month and
therefore they could run short of medication before
their next diabetic appointment. The MOH should
consider changing the current prescribing strategy
by allowing PCPs to prescribe drugs for diabetics
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for at least 3 months.
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