THE DIABETIC FROM THE HEALTH PROMOTION
PERSPECTIVE

O diabético numa perspectiva da promocdo de saude

El diabético en la perspectiva de la promocion de la salud

ABSTRACT

Objective: To identify the overall health and living conditions of diabetes patients, the
main risk factors for the disease as well as the complications, difficulties, expectations and
problems relating to health service monitoring, from the perspective of “Health Field” model.
Methods: Descriptive, cross-sectional study conducted with 187 diabetes patients of both
sexes, living in the urban area and enrolled at five Primary Healthcare Units of a municipality
of Minas Gerais. Data was collected during home visits, applying an interview form created
for diabetes patients, based on data from human biology, environment, lifestyle and health
services’ organization, elements of the adopted model. Data was analyzed descriptively and
presented as frequencies, averages and percentages. Results: Type 2 diabetes mellitus, female
gender, age above 60, married status, incomplete elementary school education, and monthly
income of less than three minimum wages were prevalent. Of the participants, 71 (41.5%)
had abnormal glucose levels, 94 (55.1%) had blood pressure higher than recommendations
and 131 (70.1%) were using oral hypoglycemic agents. Also, 138 (73.8%) did not exercise
on a regular basis and 133 (71.1%) were overweight or obese. Living with family was
reported by 141 (75.4%) participants and 100 (53.5%) reported participating in meetings.
The family was the main source of support for 96 (65.8%) of them. Conclusions: The results
raised discussions on the clinical conditions, expectations and difficulties experienced by the
participants, and highlighted the challenge to be faced by healthcare professionals in order to
maintain the compliance of healthcare users with the long-term treatment, typical of chronic
conditions such as diabetes.

Descriptors: Diabetes Mellitus; Health Promotion; Chronic Disease.

RESUMO

Objetivo: Verificar as condigées de vida e sauide de diabéticos, os principais fatores de risco
para a doenga, as complicagées, dificuldades, expectativas e os problemas relacionados ao
acompanhamento pelo servigo de saude, numa perspectiva do modelo “Campo de Saude”.
Meétodos: Estudo transversal descritivo com 187 diabéticos de ambos os sexos, residentes na
zona urbana e cadastrados nas cinco Unidades de Atengdo Primaria a Satide de um municipio
de Minas Gerais. Os dados foram obtidos em visita domiciliaria, utilizando um formulario
de entrevista elaborado para diabéticos e sustentado em dados da biologia humana,
ambiente, estilo de vida e organizagdo dos servigos de saude, elementos do modelo adotado.
Submeteram-se os dados a andlise descritiva e apresentados por meio de frequéncias, médias
e porcentagens. Resultados: O diabetes mellitus tipo 2, o sexo feminino, a idade acima de 60
anos, o estado civil casado, o ensino fundamental incompleto e a renda mensal inferior a trés
salarios minimos foram prevalentes. Dos diabéticos, 71 (41,5%) apresentaram alteragées
glicémicas; 103 (55,1%), pressdo arterial acima do recomendado; e 131 (70,1%) usavam
hipoglicemiantes orais. Dos participantes, 138 (73,8%) ndo praticavam atividade fisica
regularmente e 133 (71,1%) apresentavam sobrepeso ou obesidade. A vida em familia foi
confirmada por 141 (75,4%) diabéticos e a participagdo em reunides, por 100 (53,5%). 4
familia representou a principal fonte de apoio social para 96 (65,8%) deles. Conclusées:
Os resultados levantaram reflexées sobre as condigées clinicas, expectativas e dificuldades
enfrentadas pelos participantes, e ressaltaram o desafio a ser enfrentado pelos profissionais
de saude para a manutengdo da adesdo dos usudrios do servigo ao tratamento de longo
prazo, comum nas condigdes cronicas como o diabetes.

Descritores: Diabetes Mellitus; Promogdo da Saude; Doenga Crénica.
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RESUMEN

Objetivos: Verificar las condiciones de vida y de salud de los
diabéticos, los principales factores de riesgo para la enfermedad,
las complicaciones, dificultades, expectativas y los problemas
relacionados con el seguimiento por el servicio de salud, en
una perspectiva del modelo “Campo de la Salud”. Métodos:
Estudio transversal descriptivo con 187 diabéticos de ambos
sexos, residentes en la zona urbana y registrados en las cinco
Unidades de Atencion Primaria en Salud de un municipio de
Minas Gerais. Los datos fueron obtenidos a través de visitas
domiciliarias, utilizando un formulario de entrevista elaborado
para diabéticos y sustentado con datos de la biologia humana,
ambiente, estilo de vida y organizacion de los servicios de salud,
elementos del modelo adoptado. Se sometieron los datos a un
andlisis descriptivo y se presentaron como frecuencias, medias
y porcentajes. Resultados: La diabetes mellitus tipo 2, el sexo
femenino, la edad superior a 60 aiios, el hecho de estar casado, la
escuela primaria incompleta y el ingreso mensual inferior a tres
salarios minimos fue prevalente. De los diabéticos, 71 (41,5%)
presentaron alteraciones de la glucosa, 103 (55,1%) la presion
arterial por encima de lo recomendado y 131 (70,1%) utilizaron
hipoglucemiantes orales. De los participantes, 138 (73,8%) no
practicaban actividad fisica regularmente y 133 (71,1%) tenian
sobrepeso u obesidad. La vida en familia fue confirmada por
141 (75,4%) diabéticos y la participacion en reuniones, por 100
(53,5%). La familia represento la principal fuente de apoyo social
para 96 (65,8%) de ellos. Conclusiones: Los resultados mostraron
reflexiones sobre las condiciones clinicas, las expectativas y
las dificultades afrontadas por los participantes, y resaltaron el
desafio de ser afrontado por los profesionales sanitarios para la
manutencion de la pertenencia de los usuarios de los servicios
para el tratamiento a largo plazo, comun en las condiciones
cronicas como la diabetes.

Descriptores: Diabetes Mellitus; Promocion de la Salud;

Enfermedad Cronica.

INTRODUCTION

Diabetes mellitus (DM), chronic disease of slow
progressive evolution, which affects millions of individuals
worldwide, is a serious public health problem with high
rates of mortality and costs involved in the control and
treatment of its complications?.

According to estimates from the World Health
Organization, the worldwide number of individuals with
the disease in 2000 was 177 million, expected to reach
350 million in 2025. The worldwide mortality, which is
around 800,000 per year, may be underestimated because
the majority of death certificates attribute the cause of death
to some of its complications, such as cardiovascular and
cerebrovascular diseases. A more realistic estimate suggests
about four million deaths a year worldwide, accounting for
approximately 9% of the world total amount®.
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In Brazil, the DM affects about six million diabetics,
being among the ten leading causes of mortality attributable
to non-communicable diseases, even considering the
high prevalence of undiagnosed individuals and the large
proportion of cases that, by the time they are diagnosed,
already present complications™>.

Similarly to most chronic conditions, DM can be
prevented and many of its complications should be
prevented at different levels of health care®.

The prevention and control of DM in Brazil are mainly
developed in primary health care services and encompass a
set of actions that cover promotion, prevention, diagnosis,
treatment and rehabilitation. Prevention seeks exemption to
the individual from the disease through actions of detection,
control and weakening of risk factors, while health
promotion adopts a broader approach, trying to identify
the macro determinants of the health-disease process in
an attempt to interventions that benefit health and quality
of life. The idea of promotion involves strengthening the
individual and collective capacity to handle the multitude of
health conditions, from a broad view of the health-disease
and its determinants. Its proposal is clearly social, political
and cultural, and implies the articulation of technical and
popular knowledge and the mobilization of institutional
and community, public and private resources, across a
broad range of policy, legislative, fiscal and administrative
measures!”.

In face of social, political and cultural challenges of
such nature, in addition to the change in the epidemiological
profile of the population and the failure of the biomedical
paradigm in recent decades, health promotion emerges as
a new way of thinking and practicing in health, which has
been developing since the disclosure of the Lalonde Report,
thus exerting a growing influence on the development of
public health policies®.

In this perspective, the “Health field” conceptual
model is highlighted, which advocates health actions, with
the aim of enhancing the quality of life for individuals and
the community, recommending a change in the focus of
health activities by stating that there is no doubt that future
improvements in the level of health depends mainly on a
broader analysis of the problems of the area, by considering,
along with the biological aspects, other factors that can
contribute to the determination of disease and by acting
through concrete policies®.

The “Health field” conceptual model is defined as a set
of practices and knowledge that go beyond health services,
pointing out the role of human biology, environment,
lifestyle and the organization of health services in the health-
disease determination, overcoming those who neglect the
socioeconomic, psychological and cultural aspects, so
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important in health promotion, prevention, treatment and
rehabilitation®!),

On the other hand, it is worth mentioning that, in spite
of the innovative approach and the potential to changes, the
principles of health promotion are not fully understood and
implemented, a fact that has rendered the diabetic care to
be, most of the times, primarily focused on drug treatment.
Promotion and prevention are almost always forgotten,
even within the Primary Care Health Unit.

These findings point to the impotence of the traditional
strategies, stressing the need to incorporate new approaches
in health services, able to motivate diabetics in fighting
the disease. This challenge, however, requires a broad
understanding of multiple factors, in order to enable the
planning of public health focused on comprehensive care to
this population, providing knowledge and health-promoting
practices.

Given the above, this study aimed to observe the living
and health conditions of diabetics, the main determinants
of risk factors, complications, difficulties, problems and
expectations regarding treatment and monitoring of the
disease by the service, from the perspective of the four
elements comprised in the “health field” model.

METHODS

Cross-sectional study with diabetic patients enrolled
in the Unidades de Aten¢do Primaria a Saude - UAPS
(Primary Health Care Units) in a municipality of Minas
Gerais.

Of the total of 449 diabetic patients enrolled in the five
UAPS, a random sample was selected, stratified by unit,
considering an error margin of 5%, totaling 208 diabetics.
The random allocation of participants per unit was made
according to the following inclusion criteria: patients with
DM type 1 and 2 (DM1 and DM2), of both sexes, living
in the urban area, being enrolled in one of five UAPS in
the municipality and willing to participate in the study by
signing the Free Informed Consent Form. Of this total, 187
diabetics were investigated in this study, due to difficulties
such as the absence at the time of the visit or refusal to
participate.

To obtain the data, a form was elaborated containing
closed and open questions related to the DM and structured
according to the four elements that make up the “Health field”
model®, namely: data on human biology (classification
and time since diagnosis of diabetes, weight, height, blood
pressure, blood glucose, drug treatment, risk factors and
concomitant diseases, complications), the environment
(number of residents in the household, household income,
education, occupation); lifestyle (diet, alcohol, smoking,
physical activity, sexual activity, leisure and social changes
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after diagnosis), and related to the organization of health
services (use of public health services, medications,
participation in diabetic meetings, knowledge about the
disease, difficulties, use of social support networks and
opinion on the health service). Data was collected in home
visits, previously reported by Community Health Agents of
UAPS in the period from May to July 2009.

At the time of the visit, besides the application of the
interview form, weight, height, blood pressure and blood
glucose were assessed. For measuring the height and
weight were used a tape and an analog portable scale up
to 120 kg, Geom™. From the results obtained, body mass
index (BMI) was calculated, which consists in dividing the
square of body height (m?) into the body weight (kg), being
classified as underweight (BMI <18.5 kg/m?), normal (BMI
18.5 to 25 kg/m?), overweight (BMI> 25 kg/m? and <30 kg/
m?) and obesity (BMI> 30 kg/m?)1,

Blood pressure was obtained with aneroid
sphygmomanometer, standard BD™, calibrated with a cuff
appropriate to the arm circumference. The measurement
was always performed on the left arm, being the person
seated and with the arm supported. The categorization
of blood pressure was based on the recommendation to
intensify its control, in the presence of DM, to levels <
130x80mmHg®*.

The capillary blood glucose (CBG) test was performed
with glucometers and strips of brand Accu-Chek Active,
provided by the local Department of Health. The blood
glucose level was considered the fasting level (when
referring diabetic fasting for at least 8 hours) and the casual
one (when performed at any time of day, regardless of meal
times). In this case, the reference values were <126mg/dL
and <200mg/dL, respectively!'?.

The results were stored in statistical software Statical
Package for the Social Sciences (SPSS), version 14.0 for
Windows, and the variables were subjected to descriptive
analysis using frequencies, averages and percentages.

The study was approved by the local Secretaria
Municipal de Saude (Municipal Department of Health)
and approved by the Comité de Etica em Pesquisa da
Universidade de Franca (Research Ethics Committee of the
University of Franca), under protocol 005/09.

RESULTS

Taking as reference the “Health field” model and the
objectives proposed by the study, the results are presented
according to the sequence of data obtained.

By the identification data (Table I), it is observed that
154 (82.3%) were female, with a greater proportion in
almost all age groups. The majority, 108 (57.8%) were aged
over 60 years, 81 (43.3%) were married and 76 (40.7%)
were widowed.
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Table I - Diabetics enrolled in the Unidades de Aten¢do Primaria a Saude - UAPS (Primary Health Care Units) according to

age range, civil status and sex. Minas Gerais, 2009.

Sex
Female Male Total

n % n % n
Age range
- 20 years 01 0.5 02 1.0 03
20 - 40 years 11 5.9 - - 11
40 - 60 years 45 24.0 20 10.8 65
> 60 years 97 51.9 11 5.9 108
Civil status
Married 60 32.0 21 11.3 81
Widowed 70 37.5 06 32 76
Single 15 8.0 05 2.7 20
Divorced 09 4.8 01 0.5 10
Total 154 82.3 33 17.7 187

Table II - Pharmacological treatment adopted by diabetics enrolled in the Unidades de Ateng¢dao Primaria a Saude - UAPS

(Primary Health Care Units). Minas Gerais, 2009.

Pharmacological treatment n Y%
OH’ 131 70.1
OH" + Insulin 24 12.8
Insulin 22 11.8
None 10 53
Total 187 100

" Oral Hypoglicemics

Table III - Diabetics’ opinion about the DM monitoring and acompanhamento e treatment in the Unidades de Atengdo
Primaria a Saude - UAPS (Primary Health Care Units) of a municipality of Minas Gerais. 2009.

Opinion n %
Satisfied 116 62%
Unsatisfied 57 30.5%
No opinion 14 7.5%
Total 187 100%

Regarding the data on human biology, including all
aspects of physical and mental health, as a result of man’s
basic biology and organic constitution of the individual,
which contribute to all types of diseases, it could be
observed that 178 (95.2%) reported DM2; 07 (3.7%), DM,
and 02 (1.1%) did not know. The average time since the
diagnosis of diabetes was 9.1 (£ 6.5) years.

The results showed 103 (55.1%) diabetic patients with
blood pressure above the recommended and 133 (71.1%)
overweight or obese, factors that contribute to increase
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the risk of cardiovascular complications, especially when
associated with DM.

Of the 171 CBG tests performed, 09 were fasting
and 162 casual, of which 04 (44.4%) and 67 (41.4%) had
values above the recommended levels (12) (<126mg/dL and
<200mg/dL, respectively).

By Table 11, 131 (70.1%) reported making use of oral
hypoglycemic agents for blood glucose control, which can
be explained by the high frequency of DM2; 24 (12.8%)
were already in need of the association between oral
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hypoglycemic agents and insulin, revealing the progressive
impairment of DM.

The data related to risk factors and concomitant
discases showed relative frequency greater than 100%, due
to the fact that any individual could state the presence of
more than one of these items. Among the most cited, 127
(70.9%) reported a family history of cardiovascular, 125
(69.8%), hypertension, 92 (51.4%), physical inactivity, and
43 (24.0%), overweight or obesity. The complications of
the disease were reported by 53 (28.3%) participants, being
more frequent: depression, kidney disease, stroke, acute
myocardial infarction, diabetic foot, retinopathy, glaucoma,
cataracts, neuropathy and other diseases related to the
cardiovascular system.

The data related to the environment, which includes
health-related aspects that are external to the human body,
belonging to the social and physical environment or which
individuals have little or no control over, showed that
141 (75.4%) participants lived in own home, with family,
with an average of 2.8 (+ 1.3) persons per household, 134
(71.6%) had family incomes below three minimum wages,
49 (26.6%) were illiterate, 108 ( 57.6%) had incomplete
primary education, and 141 (75.4%) were retired or out of
work.

The lifestyle, another element considered in the model
adopted, consists in the set of decisions taken by the
individual, affecting their health and which he has more or
less control about. From the point of view of health, personal
habits and bad decisions can trigger risks originated by the
individual and may result in health-destructive acts that
contribute to the increased level of disease and premature
death.

When evaluating the dietary habits of the participants,
there was an average of four (+ 1.1) meals/day. The daily
intake of sugar was reported by 99 (52.9%) individuals, being
the coffee the primarily responsible for its consumption.

The indiscriminate addition of sodium in foods was
reported by 78 (41.7%), considering the recommended
limit of 6g/day®. The difficulty for the daily consumption
of fruits was justified by the purchase price and 118 (63.1%)
said they did not follow any kind of diet prescribed by a
doctor or nutritionist.

Of the participants, 138 (73.8%) did not exercise
regularly, 17 (9.1%) confirmed the consumption of alcoholic
beverages, and 23 (12.3%), of cigarettes, while 69 (36.9%)
developed leisure activities and relaxation in their daily life
and 27 (14.4%) showed changes in social activities after the
diagnosis of the disease.

Regarding sex life, 72 (38.5%) reported being active
and 06 (5.2%) considered the influence of DM on their
sexuality.
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According to the model adopted, the organization of
health services consists in the quality, quantity, management,
nature and relationships of people and resources in providing
health care. Usually, it is defined as a system of health care
at different levels.

All respondents reported making use of public health
services for treatment, although 42 (22.5%) claimed to
have private plan. The information report on the disease
diagnosis was obtained in a public health institution by 152
(80.6%). The medical supervision for the treatment of DM
was reported by 139 (74.3%), and 91 (48.75%) reported
having used the UAPS in the last appointment.

The drugs most used were oral hypoglycemic,
cardiovascular drugs and diuretics, with acquisition made
almost entirely in the public sector.

The main difficulties for the monitoring and treatment
of disease, stated by 58 (31%) diabetics were related to
financial issues regarding food and medicines purchasing
and to dietary incompatibility with their preferences.

Participation in meetings for diabetics, scheduled by
the UAPS, was confirmed by 100 (53.5%) participants,
who attributed importance to the acquisition of information,
explanations and assistance on metabolic control. Those
who did not participate alleged lack of time and motivation,
repetition of information or the fact that meetings were not
provided in the units they were registered in. Sufficient
knowledge about the disease was reported by 171 (91.4%)
participants.

The family was the main source of social support
reported for coping with the disease - 96 (65.8%)
participants - followed by the UAPS, church and various
support groups.

When asked about the health service they were enrolled
in (Table III), 57 (30.5%) respondents confirmed some
type of dissatisfaction and most of them suggested hiring
doctors and diminishing their turnover into the UAPS, as
well as greater agility within the units and in scheduling the
specialized appointments. The majority, 116 (62%), which
stated being satisfied, highlighted the positive way they
were treated by the health team, the examinations provided
and drug distribution.

DISCUSSION

The higher incidence of DM in women corroborates
data from other studies!*'¥), although it has already been
pointed out the disappearance of the difference in overall
prevalence of DM between the sexes, due to results that
showed a higher prevalence of DM pre-diagnosed among
women and higher prevalence of newly-diagnosed DM
among men, rendering the total prevalence between sexes
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more similar. Another study also showed a greater ignorance
of the disease among men and increased access to health
services for diagnosis by women>. Women are more
careful and more present in the health services, facilitating
the diagnosis and suggesting a greater concern for their own
health®.

The predominant age group above 60 years, observed
in the study, has been associated with population aging in
Brazil, which began setting up a new user profile in health
services and the need for planning the assistance with focus
on multidimensional and comprehensive attention*!7,

The greater occurrence of married and widowed
individuals in this study can be justified by the predominance
of people aged above 20 years. It is believed that spousal
support is essential in the process of adaptation to the
disease and adherence to care, with a view to minimizing
complications. The loss of one’s mate, on the other hand,
can interfere in the management of the disease, since, in
some cases, it can trigger depression, discouragement and
loss of will to live®,

From the data on the contribution of human biology
in the development of chronic diseases such as diabetes -
today regarded epidemic and likely to be diagnosed at any
age, usually associated with increased rates of overweight
and obesity and changes in lifestyle - it is estimated that
90% to 95% of all cases are type 2. The study results
confirm this assertion.

Hypertension affects both sexes and its prevalence
increases with age. When associated with DM, maintaining
blood pressure levels above recommended makes diabetics
more susceptible to complications such as the development
of macrovascular and microvascular lesions, underscoring
the importance of prevention against cardiovascular
disease, renal and diabetic retinopathy®!29 1t is believed
that the education of individuals with chronic disease is the
best way to reduce these injuries'?.

Overweight and obesity seen among the participants
contribute to the increased risk of cardiovascular
complications, especially ~when associated with
hypertension, since they represent a premorbid state of
DM2@D. Assistance in such cases should focus on the causes
and complications and, once established the associated
risk, the motivation for weight loss should be addressed,
underpinned by interventions on diet and by physical
activity®.

Although most of the results concerning blood glucose
in this study have been within acceptable levels, it is
important to consider the high proportion of those who
had levels beyond the recommended goals. This situation
may favor the establishment and development of chronic
complications, micro and macrovascular complications,
especially in patients with obesity and hypertension,
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increasing the risk of multiple abnormalities that
characterize the metabolic syndrome®.,

Whether measures based or not on drugs administration
become part of DM treatment, alone or in combination,
taking into consideration the individual characteristics of
the patient and stage of the disease®?, especially DM2,
blood glucose control can be achieved by changes in
lifestyle, including smoking cessation, increased physical
activity and proper nutrition. However, due to the difficulty
of adherence to non-pharmacological treatment and gradual
loss of secretory capacity of the pancreatic beta cell, which
generally occurs with the progression of the disease, it
becomes necessary to introduce drug therapy®.

When considering risk factors and concomitant
diseases for the aggravation of micro and macrovascular
complications of DM, it is important to highlight the
progression of the disease in the onset of these complications.
The diabetic macroangiopathies (atherosclerotic vascular
disease, coronary heart disease, peripheral arterial disease
and stroke) can occur even in early stages and be present in
a diffuse and severe way. They are primarily responsible for
the morbidity and mortality of diabetic patients, who have
a penchant two to four times higher for dying from heart
disease compared to non-diabetics, and are four times more
likely to develop peripheral vascular disease and stroke.
Microangiopathic complications, such as eye problems,
kidney disease and neuropathy, can be developed over
time®429),

Depression as a risk factor has a direct impact on
metabolic control and reinforces the need for treatment, in
order to achieve beneficial effects on adherence to medical
guidelines, improving glycemic control and indirectly
reducing the risk of chronic complications of disease®.

Diabetic retinopathy is the leading cause of blindness
and is a common complication found after 20 years of
disease in over 90% of people with type 1 diabetes and in
60% of those with DM2. Blood glucose control and blood
pressure within recommended levels are demonstrably
protective factors for vision in diabetics®.

The results regarding the influence of environmental
aspects on compromising health, treatment adherence and
the development of chronic complications corroborate
those of other authors!*?®. They reinforce the influence
of the family as the central institution in the management
and treatment of disease, strengthening the need for their
inclusion in educational activities@?”.

The development of diabetes is not associated with
schooling and can affect people of all socioeconomic levels.
However, one can’t fail to consider the influence of low
income and education on the lives of diabetics, especially
in relation to drug procurement, diet maintenance, access
to information and technology to control the disease,
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understanding the therapeutic orientations and consequently,
to the follow-up and treatment adherence!'*?®,

These considerations reinforce the challenge for health
professionals in order to offer an approach to the disease
in a comprehensible way, according to the needs of each
individual®®.

Another fact observed in a study seeking to understand
the changes that occur in the lives of diabetics after
retirement was a high rate of utilization of health services by
this population, suggesting difficulty in metabolic control.
Right now, it is important for encouraging greater social
interaction, believing that the exchange of experiences
resulting from this interaction contributes to improved self-
esteem, control of diseases and developing risk disease®”.

According to data on lifestyle, related to the set of
individual decisions that affect the health of diabetics
and might possibly provide some degree of control, there
is a consensus on the influence of diet, obesity, alcohol
consumption, smoking and physical inactivity. Changes in
these factors may prevent or delay the onset of the disease
or delay its complications, favoring the improvement in
quality of life and reducing costs to the health system©2?,

Diabetics are resistant to dietary changes, even with
awareness of the importance and necessity of limitations
to achieve metabolic control, insisting in habits built
throughout life and influenced by the society and their
family. The family is essential in this change, that may
happen slowly and with setbacks, and its members need to
review their eating habits in benefit of a more suitable food
for diabetics®.

Nutritional needs vary from person to person and
there is not an eating plan pattern for the individual with
diabetes. Nutrient intake should be based on nutrition
assessment, metabolic profile, weight and treatment goals,
and be adjusted to exercise and drug therapy. This practice
aims to reduce glucose oscillations and significant risk of
hypoglycemia, favoring metabolic control and improved
quality of life@?,

Alcohol, in excessive amount, can enhance the
development of vascular changes, and smoking, isolated
or associated with other risk factors, is also an important
cause of cardiovascular mortality and may increase the risk
of macrovascular complications of DM and the incidence of
peripheral vascular disease®”.

Regular exercise can prevent the onset of DM2 in
individuals at high risk, the aerobic ones being the most
recommended®**”. Unfortunately, the practice of this
exercise is not part of the life routine for most diabetics,
despite the recognition of its benefits, such as better blood
glucose control, independent of body weight loss, decreasing
cardiovascular risk and the need for oral hypoglycemic, and
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improving self-esteem and quality of life. The high rates of
physical inactivity among participants (73.8%) of the study
was justified by discouragement, tiredness, lack of time,
leg pain, among others, and walking was the activity most
frequently mentioned by those who were physically active.

Erectile dysfunction is a common condition among
diabetics, with prevalence increasing along with age and
early onset in comparison to the population in general.
Approximately 30% to 75% present this dysfunction,
while half of those are not aware of the existence of the
problem and only 10% are treated. It commonly occurs as a
result of vascular, neurologic, hormonal and psychological
compromise®. The sexual health of women is less
investigated, increasing the importance of the approach and
encouragement to talk about their sexual problems during
consultations, mainly by the common set of symptoms of
depression®V. By the answers of the study, one can see that
many participants showed embarrassment and discomfort
when questioned on this subject.

Leisure activities, which also positively influence
the treatment of DM, depict a set of activities performed
after the daily chores and obligations, including various
forms of expression, representing a voluntary adherence,
with freedom of choice, creativity, satisfaction, fun and
stress reduction®?. The most frequently mentioned by the
participants were: watching television and walking with
relatives, friends and neighbors; justifications for those who
reported not having that kind of activity were: lack of time,
fatigue or dislike leaving home.

The study results also showed that almost all participants
used the UAPS for diagnosis and treatment of disease. This
finding reinforces the idea that, although the diabetic care
can be provided at various levels of health care, it has been
focused on primary care. For the treatment of DM, it is
essential to link the patient to the care units, to guarantee
the diagnosis and the treatment by updated professionals in
order to ensure control of the complications and progress of
the ones already existing®.

The high number of diabetic patients using drugs
resembles the findings of another study conducted in the
state of Minas Gerais!"¥, which was highlighted the need for
training the UAPS health staff to provide adequate guidance
as to the proper use and adverse effects of medications, and
the need for adherence to treatment.

The difficulties verbalized by the participants regarding
the monitoring and treatment of disease also resemble those
already found**¥. The way diabetics realize the disease is
not always the same for everyone, and many are resistant to
the changes required by the treatment. One of the strategies
to work perceptions are group meetings, which allow the
exchange of experiences, encouraging interaction, learning
and the ability of self-perception and modification. The
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educational process requires knowledge of reality and
planning of participatory activities, but the approach should
not be limited to the transmission of knowledge; it must
encompass the emotional, social and cultural factors that
influence the treatment maintenance!'+?23%,

The influence of low income, the difficulty of accepting
the disease, rejection and denial of the condition’s chronicity,
suffering, anger due to restrictions imposed by the disease
and the need to adopt healthy habits that allow dealing with
the limitations must also be taken into consideration33>.

Most diabetics in the study said they had enough
knowledge about DM, although the results provided
evidence of the presence of comorbidities and complications
of the disease and pointed to the fact that knowledge does
not necessarily translate into practice for health benefit.

In a study that assessed the knowledge of diabetic
patients about the disease, before and after the
implementation of a diabetes education program, a
significant increase in knowledge was observed after
running the program, however, not leading to changes in
patients’ lifestyle, concluding that, although the diabetics’
knowledge about their disease is the basis of self-care, it
does not necessarily result in behavior change®®.

The family as a primary source of support reported
by participants corroborates studies on social support for
adults with chronic illnesses, one being held in a Brazilian
population with heart disease®”.

The more the complexity of DM is known, more
recognizable is the importance of involving the diabetic
individual, their family and the healthcare team to ensure
metabolic control, essential for longevity, quality of life and
prevention of chronic complications of disease®.

The opinions of the diabetics investigated regarding
the health facilities where they were monitoring the DM
demonstrated that the accolades and the claims were directed
to the model of attention, which is mainly biomedical,
at the expenses of health promotion actions. This view
corroborates considerations®® that the way services and
health activities are organized is still characterized by the
focus on individual treatment and recovery from diseases,
centered in the medical staff, and with high demand for the
use of expensive diagnostic and therapeutic methods.

The actions of health promotion in primary care
should be focused on the individuals and their families, on
vulnerable groups and the physical and social environment
of the territory, with the responsibility to provide answers in
the health field and mobilize partnerships and intersectoral
articulations. To place the promotion of health care in
the line of attention, facing chronic diseases such as DM,
necessarily implies providing autonomy to the subject for
the selection of healthier ways of living.
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CONCLUSION

The results enabled the establishment of an overview
of the reality studied and raised some reflections on the
living conditions and health of the diabetics; on the major
determinants of risk factors, difficulties, problems and
expectations faced by this population group, strengthening
the conviction that a comprehensive approach for the early
detection of diabetes and minimizing the complications,
through actions that include promotion, prevention,
diagnosis, treatment and rehabilitation, are of utmost
importance

This task is not easy, since it requires a paradigm shift
in how to approach the patients, capable of promoting
their empowerment, through a model of health education
focused not only on the professional knowledge, but on
the knowledge and experiences of their own, thus setting
value, above all, on their participation in disease control and
lifestyle modification.

The challenge faced by professionals in relation to
poor adherence to the long-term treatment, common in DM,
brings out the need for training to respond to a monitoring
action plan, supported by a multidisciplinary action, in order
to deal with the complexity of primary care in the patient’s
personal, family and social context, paying attention
to prevention and health promotion, but not neglecting
curative and rehabilitative care.

Therefore, it is necessary to know the internal resources
(material, emotional, cultural values), external (support
networks, database), the professional context, work
organization, expected outcomes, needs to be fulfilled, the
performance criteria, among others. Such knowledge may
facilitate the development of a critical consciousness and
planning a program that features the participation of the
team, the patient and his family.

All change takes time, and additionally in this case, the
allocation, development and training of the teams involved,
and the population as well, for it brings along the entrenched
patterns of the biomedical model, to the detriment of health
promotion.

Part of the dissertation entitled “The diabetes mellitus
patient in the city of Coromandel-MG from the perspective of
health promotion.” Universidade de Franca, 2010.120 p.
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