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The purpose of this mixed methods study was to evaluate understanding about carbohydrate
portion and determine factors which were associated to carbohydrate portion knowledge in adults with
type 2 diabetes. The sample group was 135 adults with type 2 diabetes who attended the diabetic clinic
of King Chulalongkorn Memorial Hospital. Knowledge of carbohydrate portion was evaluated by the
test which developed in this study. The data about socio-demographic characteristics, medical history,
self-management information, diabetes education information and general diabetes knowledge were
collected. After that, 24 participants were selected by purposive sampling to attend food estimation skill
test and interview. Data analysis were using descriptive statistics, independent t-test, ANOVA, Chi-

squared test and Multivariable analysis for quantitative data and Framework method for qualitative data.

The results showed mean score of carbohydrate portion knowledge was 16.24 points with
SEM of 0.34. Most of participants had problem with interpretation of nutrition facts label. This study
found that some misconceptions about identifying foods that contain carbohydrate and estimating
carbohydrate content in foods. In addition, the association between carbohydrate portion knowledge and
glycemic control was found in this study. The analysis of independent t-test and ANOVA indicated the
factors which were associated with carbohydrate portion knowledge. There were age, education level,
occupation, income and having glucose meter. In the same way, analysis of chi-square test and binary
logistical regression showed low level of carbohydrate portion knowledge was associated with 5
variables. There were age, education level, income, receiving diabetes information from media and score

of general diabetes.

Therefore, itis importantto be careful of miscommunication and misunderstanding in diabetes

education, especially group of people with low level of carbohydrate portion knowledge.
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CHAPTER 1
INTRODUCTION

1.1 Background

Diabetes mellitus is one of the fastest growing health problems in the world. It
is a chronic disease which has a main problem with carbohydrate metabolism. The main
characteristic is rising of glucose level, called hyperglycemia. The chronic
hyperglycemia is associated with dysfunction of many organs which lead to serious
health complications such as retinopathy, neuropathy, nephropathy and cardiovascular
disease, etc. The complications can affect the quality of life and cause of disabilities or
death®.

Globally, 382 million people with diabetes in 2013 (8.3%) tend to 592 million
in 2035®@. Thailand is one of top 10 countries in the Western Pacific region regarding
number of people was affected by diabetes®. Although the number of undiagnosed
cases was reported as being reduced from 66.5% to 47.3% in men and from 51.4% to
23.4% in women between 2004 and 2009, the proportion of patients with poor glycemic
control was still high. More than 70% of diabetic patients had HbAlc >7% in tertiary
care hospitals and prevalence of diabetic complications were not lower (31.2%
retinopathy, 43.8% nephropathy)®. The cost of diabetes depend on complications
including disability.

The three major pillars of diabetes treatments are medication, physical activity
and healthy eating. All of them need self-management in patients®. Self-management
relates to many factors such as age, income, culture and attitude, etc.® ” but the most
important and apparent barrier of self-management is lack of knowledge®. Therefore,
diabetes self-management education is recommended for all patients with diabetes.

Dietary intervention was an important treatment to prevent complications®.
Nutrition therapy from registered dietitian was reported to decrease 0.5-2% of HbAlc
for people with type 2 diabetes. Goal of dietary intervention is a healthful eating pattern
in proper portion size®. Food portion size influences both the energy intake and meal
composition. Diabetes educators often teach patients to use reference sizes (hand,

household measurements)®. It is a common method for weight control, but it has also



been reported as being a major barrier for dietary adherence?. Most patients believe
that it is hard to follow a healthy eating plan in real life. This why it is important to apply
the knowledge to reality®?,

The results of Breen et al.’s study in Ireland demonstrated that people with type
2 diabetes confused about the relationship between types of foods and blood glucose
level. One third of participants did not recognize that starchy food, fruit and fruit juice
can increase blood glucose level. More than half of them misunderstood that protein
and fat directly raise blood glucose level. This study showed even in Ireland, diabetes
related nutrition knowledge still had a misconception, especially about carbohydrate
foods 2,

Although many studies in western countries were conducted nutritional diabetes
knowledge, they focused on protein and fat due to the composition of their food®?. It
is different from Thai cuisine. A main ingredient of Thai foods is rice and Thai people
usually consume carbohydrate-rich foods. This is a reason why most educators in
Thailand are greatly concerned about carbohydrate portion during a diabetes
education®. The studies in Thai people with type 2 diabetes were conducted only
general knowledge of diabetes such as characteristic of diabetes, blood glucose
monitoring, diabetic symptoms and complications®®. Moreover, there have been few
studies in Thailand which focus on the perceptions of people with diabetes, especially
nutrition issue. Any research interest in this field involved contextual factors such as a
belief in Buddhism®” 18 the position of medical doctors in Thai society®™® and the
interpretation of doctor’s dietary suggestions®™®. There is little information about
dietary management, rarely interested in carbohydrate portion. Therefore, this study
aims to evaluate understanding of carbohydrate portion in type 2 diabetes patients. It
may help to improve diabetes education program in the future.

1.2 Research question

- How do people with type 2 diabetes understand about carbohydrate portion?
- Which factors are associated with carbohydrate portion knowledge in people

with type 2 diabetes?



1.3 Objective

- To evaluate understanding of carbohydrate portion in people with type 2
diabetes
o Diabetes diet
o Types of food that contain carbohydrate
o Sugar-sweetened beverages
o Amount of carbohydrate in foods
o Reading the nutrition facts label
- To determine the association between general knowledge of diabetes and
carbohydrate portion knowledge.
- To determine the association between carbohydrate portion knowledge and
socio-demographic characteristics.
- To determine the association between carbohydrate portion knowledge and
HbAlc.
1.4 Hypothesis

- There is a significant relationship between the general knowledge of diabetes
and carbohydrate portion knowledge.

- The people with type 2 diabetes who had received diabetes education do higher
scores compare to those who not.

- The socio-demographic characteristics that relate to carbohydrate portion
knowledge are education level and economic status.

- The people with type 2 diabetes who achieved HbAlc goal have better score in
the carbohydrate portion knowledge test.

1.5 Benefit

The results of this study could help healthcare staffs understand perception and
viewpoints of people with type 2 diabetes about carbohydrate portion. It may have some
misunderstandings of carbohydrate portion that can be solved in the future. The results
could be applied to improve diabetes education program and make it easier to
understand for people with type 2 diabetes. Moreover, it will explain the influence of

factors to carbohydrate portion knowledge.
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CHAPTER 2
LITERATURE REVIEW

2.1 Definition of diabetes from World Health Organization (WHO)

“The term diabetes mellitus describes a metabolic disorder of multiple
aetiology characterized by chronic hyperglycaemia with disturbances of carbohydrate,
fat and protein metabolism resulting from defects in insulin secretion, insulin action,

or both. 9

Diabetes is divided into 4 types

1. Type 1 diabetes is reported about 5-10% of the total cases of diabetes. The
patients with type 1 diabetes are insulin dependent because the beta cells of
the pancreas are destructed by autoimmune. This process rapidly happens in
infants and children, but slowly in adults. The uncontrolled patients have
high risk to present with ketoacidosis.

2. Type 2 diabetes is the most common. (90-95%) It is mainly caused by
insulin resistance with decreased insulin secretion. The people with type 2
diabetes usually are overweight or obese with excess percentage of fat in the
body. In the early stage, symptoms do not become apparent and the patients
may not be aware until diabetes complications occur. The risks of type 2
diabetes depend on age, obesity and lack of physical activity. Moreover,
people with hypertension or dyslipidemia have higher risk compared with
normal people.

3. Other specific types of diabetes are unusual forms due to other causes such
as genetic defects, diseases of the exocrine pancreas, endocrinopathies,
drugs, infections, uncommon forms of immune-mediated diabetes.

4. Gestational diabetes mellitus is defined as glucose intolerance that is
diagnosed first time during pregnancy. Even mostly the condition will be
back to normal after delivery, the cases still have higher risk for type 2

diabetes than normal people®V.



2.2 Management of type 2 diabetes

The diabetes health care team should include physician, nurse, pharmacist,

dietitian and psychologist. The assessment is important process to develop

comprehensive care plan. The factor that should be assessed as follows:

- Medical history

o

o

o

©)

©)

Age and characteristics of onset of diabetes

Eating patterns, nutritional status, and weight history

Physical activity habits

Diabetes education history, barriers and readiness for behavior change
Review of previous treatment regimens and current treatment of diabetes
Glucose monitoring and presence of DKA (frequency, severity, and cause)
Hypoglycemia episode (awareness, frequency and cause)

History of diabetes-related complications

Psychosocial problems

- Physical examination e.g., height, weight, BMI

- Laboratory evaluation e.g., HbAlc, lipid profile, liver function tests

- Referrals

©)

©)

©)

o

o

o

Annual dilated eye exam

Family planning for women of reproductive age
Medical Nutrition Therapy

Diabetic Self-management education
Periodontal exam

Mental health service, if needed

All staffs will help the patients manage their conditions and set glycemic

treatment goals. The goal depends on many factors such as age, life expectancy, disease

duration, presence of complication, comorbid condition, risk of hypoglycemia and

psychological status®”. American Diabetes Association (ADA) recommend that the

treatment goal for outpatient, non-pregnant people with type 2 diabetes are HbAlc <

7.0 %, preprandial capillary plasma glucose 80-130 mg/dl and peak postprandial

capillary plasma glucose 180 mg/dl. However, patient safety is the first priority,

especially patients with history of severe hypoglycemia or have a limited expectancy.

The target may be considered for HbAlc <8%. HbAlc is a reliable measure that



presents average glycemia over several months®. The study of Heisler et al. (2005)
indicated that the patients who knew their updated HbAlc have a better skill to assess
diabetes control and understand diabetic self-management knowledge more than those
who did not know®?. Although it is a routine test to assess glycemic control and strong
predictive value for diabetes complication, it still has a limitation. The patients with
hemoglobinopathy cannot use this marker because erythrocyte turnover and
hemoglobin variants affect HbAlc value®.
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&
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~
A — | ¢
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expected treatment efforts excellent self-care capabilities poor self-care capabilities |<
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Figure 2-1 Factors that associated with glycemic treatment goal®

Due to HbAlc reflects the average blood glucose level over 3 months, actual
blood glucose level is evaluated by Self-Monitoring of Blood Glucose or SMBG. It is
helpful to immediately confirm hypoglycemic event and help people with diabetes
monitor their glycemic status by themselves. The patients can learn to adjust their
insulin dose, eating pattern and physical activity to prevent complications. It especially

help to reduce frequency of hypoglycemic events in people with hypoglycemia



unawareness. The continuous glucose monitoring (CGM) is suggested by physicians in
some cases to improve their glycemic control, but need to assess patients’ knowledge
and skill. It is not only using glucose meter properly, the patients need to understand
how to interpret the values and adjust them with current treatment (323,

The 3 main factors that relate to achieving glycemic target without
hypoglycemia are medication, physical activity and diet. All of them include in daily
life and need patient cooperation. The people with type 2 diabetes need diabetes
knowledge to develop self-care behavior and problem solving skill. The medical staffs
will help to adjust from theory to reality, especially diet. It is good to tailor an individual
plan for each patient depend on their lifestyle, such as shift work, eating habit, culture,
etc.(:9).

Type 2 diabetes patient
|

Health status assessment
and set treatment goal

Elderly . .
| Patients without High risk group
complications
| | l
Well Self- HhbAlc is Consider referral
controlled sufficient Dependent Terminally monitored for assessment
HbAIC HbAIC ]1];3"5:;5 ill patients every 3 to 6 and start or
= 7.0 % T0-T.5% ' months adjust treatment
\ Not achieve goal
Sel edicati Improve caregivers’ Improve diabetes
EBE“ Pl'“hP“' mh’ lcation diabetes knowledge and self management
eware hypeglycemia skill knowledge and skill

Figure 2-2 Diabetes care process in Thai Clinical Practice Guideline for Diabetes
2014. Adapted from Diabetes Association of Thailand®¥

According to Thai Clinical Practice Guideline for diabetes 2014, people with
type 2 diabetes should be assessed health status and given self-management education.
In elderly or dependent patients, the education should be given to caregivers or

members of family©@%.



2.3 Diabetes self-management education

The lifestyle change is very important to manage diabetes. Diabetes self-
management education (DSME) is essential for type 2 diabetes patients. It is important
to have enough necessary information to solve any problems by themselves and create
a collaborative treatment plan. The best practice of DSME is skilled-based approach
and patient-center to modify evidence-based standards with individual needs, goals, and
life experiences. The education is not only given information, but it is also included
empowerment to try the new things and go over barriers. In case of the patients with
complications or comorbidities, diabetes self-care is more difficult. 1t makes more
challenging to healthcare providers ©:25:26),

The American Association of Diabetes Educators (AADE) indicates AADE7
Self-Care Behaviors™. It contains 7 topics of education that diabetes patients should
know for effective self-management as follows: Healthy Eating, Being Active,
Monitoring, Taking Medications, Problem Solving, Healthy Coping, Reducing Risks.

Moreover, the vocabulary should be provided in diabetes education. The
patients need to understand the words that associate with their disease, treatment and
outcome. It is important to staff-patient communication and also abilities for finding
information from different sources of knowledge. The effective DSME need to evaluate
and monitor outcomes. The goal setting is important to create education plan. It is better

to make a decision with the patients and select proper outcomes together @7,

Immediate Intermediate Post-int2rmediate Long Term

) T

Knowledge | AADET Self-Care | AIC Perceived health
status

Skils dehaviors” Core Lipids
Dutcome Measures: Quality of life

Bairiers N ; Blood pressure
+ Being active _
Healthcare costs
I ' Hea eating Body mass index

+  Taking medication
+ Monitoiing

* Problem solving

v

Climical improvemen:

Reducing risks
Healthy coping

Process outcomas: program reach, participation, patient satisfaction, referral natterns,
topic counseled on, eye or foot exam rates, and cost-effactivenass

Figure 2-3 The goal of diabetes self-management education®”
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Figure 2-4 Relationship between DSME, associated factors and outcomes®®

DSME helps to slow progression of complication. The risk of complication in
patients who do not receive DSME is 4 times higher than people who received. This
can improve quality of life, self-efficacy, empowerment and health coping.
Additionally, DSME affect admission and readmission rate, therefore reducing
healthcare costs. Although DSME has many benefits, the healthcare system does not
fully support to refer the patients for DSME. Moreover, the patients may misunderstand
about the necessity and effectiveness of the program. They do not concern about
education (26 28:29),

2.4 Medical nutrition therapy

Medical nutrition therapy (MNT) included nutrition assessment, nutrition
diagnosis, nutrition intervention and evaluation. It is an effective and cost-saving
method to reduce HbALc in type 2 diabetes patients. MNT generally is provided by
trained nutritionist, registered dietitian or physician who have good knowledge of
nutrition®. The goal of MNT is eating a wide variety of foods in appropriate amount.
It will help to control weight, blood glucose and blood pressure. The challenge of MNT
is a meal planning. The medical staffs should design it individually. MNT is not only
giving information, it is coaching. The patients need flexibility to buy, prepare and cook
their meals, in addition eating out. It may take 3 to 6 months to modify their lifestyle

depend on basic nutrition knowledge, motivation and barriers®.



Table 2-1 Nutrition recommendation in diabetes patients %
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Topic

Recommendation

General

Complete 3 main meals, may have snacks for

hypoglycemia prevention.
Use nutrition label for portion control

Weight loss is recommended for overweight or obese
patients by reducing only energy in food, but still follow

a healthy eating plan.

The meal plan is modified to suit belief, culture and
economics of the patients. It is better to use informal

communication and discuss together.

Current evidences are not enough to indicate ideal
percentage of energy for people with diabetes. Therefore,
macronutrient distribution should be modified from

current eating habits.

Carbohydrate

Carbohydrate portion control is important for glycemic
control. It can be managed by carbohydrate counting or

experienced-based estimation.

Understand 3 different types of carbohydrate (sugar, starch

and fiber) including their effects on health.

Good sources of carbohydrate are fruits and vegetables,
whole grains, beans, dairy products. The healthy sources

do not contain added sugar, saturated fat or high sodium.

Low glycemic foods (glycemic index < 55) can help to
regulate blood sugar level such as multigrain bread,
pumpernickel bread, whole oats, legumes, apple, lentils,

chickpeas, brown rice, etc.

The recommended amount of fibers and whole grains in
people with diabetes is the same recommendation for

healthy people




Table 2-1 (cont.) Nutrition recommendation in diabetes patients® ®
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Topic

Recommendation

Carbohydrate

Foods that contain sugar do not have different effect on
blood glucose level compared with the foods that contain
equal amount of energy and carbohydrate. However,
nutrient-dense foods are much better for health.

Sugar-sweetened beverages should be avoided for

reducing weigh gain and risk of metabolic complication.

Fat

Quality of fat is more important than amount, but have to

concern bhoth.

Limit saturated fat and trans-fat, such as butter, fatty red
meats, etc. and select good sources of fat such as nuts,

avocado, fish, etc.

The recommended amount of fat is not different from

healthy people.
Select fat-free or low-fat dairy products.

Mediterranean diet that contains high monounsaturated
fatty acid may have benefit to control blood glucose level
and decrease risk of cardiovascular disease. The
prevention effect is similar to the diet that contains lower

fat and higher carbohydrate.

Foods that contain long-chain n-3 fatty acids (EPA and
DHA) and n-3 linolenic acid (ALA) can help to reduce

cardiovascular disease risk.

Protein

Choose low fat protein sources such as fishes, egg whites,

beans, etc.

Plant sources of protein usually contain high fiber and
phytochemicals with low glycemic index, but it is not

necessary to intake only plant based protein.

Avoid processed meats




Table 2-1 (cont.) Nutrition recommendation in diabetes patients*®
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Topic

Recommendation

Micronutrients

- Micronutrient supplementation is not necessary in people

with normal eating. Healthy meal plan can provide enough

micronutrients to meet requirements.

There is not a clear evidence about benefit of micronutrient

supplementation in people without underlying deficiencies.

Routine supplementation of antioxidants such as vitamin C,
vitamin E, beta carotene are still not shown evidence
apparently. They should be aware of safety, especially
long-term supplementation.

Chromium,  vanadium, magnesium and CoQ10
supplementation are not provided enough evidences to

prove glycemic control effect.

There are not enough evidences to support that any herbs

can cure diabetes.

Supplementation is recommended in patients with

micronutrient deficiencies or have risk of deficiencies.

Alcohol

If the diabetes patients drink alcohol, limitations are 1 drink

per day for female and 2 drinks per day for male.

Alcohol increases risk of delayed hypoglycemia, especially

in patients on insulin treatment or insulin releasing drugs.

Sodium

Recommended daily sodium is 2,300 mg/d as same as

healthy people.

For patients with both diabetes and hypertension may be

considered to decrease the number of daily sodium.
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Table 2-2 Diabetes self-management about healthy dietG®

Skill Barrier Measure Methods of
measurement

- Meal planning |- Environment |- Type of food - Patient self-

- Weighing and trigger choices report
measuring - Emotional - Amount of food |- Observation
food - Cultural eaten - Food and BG

- Carbcounting |. FEinancial - Timing of meals records

- Label reading - Alcohol intake |- 24 hr. recall,

- Effect of food food frequency
on glucose questionnaire
- Special

situations and
problem solving

2.5 Self-management in people with diabetes

As lifestyle change is very important for diabetes control. The adherence to self-
care measure by comparing patients’ behavior with standard. It is difficult to identify
because diabetes treatment is complex and specific to each individual patient. The
treatment relates to meal plan, exercise and blood glucose monitoring®?. Many studies
were conducted about related factors and self-care behavior to help the patients overcome
their barriers. Glasgow et al. (1997) investigated about belief, social and environmental
barriers by 2,056 people with diabetes in USA. The participants were asked to complete 2
questionnaires. The first one was created by the researcher to assess personal models and
barriers. The other one was Summary of Diabetes Self-Care Activities scale (SDSCA) to
evaluate self-management activities. The results showed that taking medication was the
most effective treatment in the patients’ belief. Its score was 4.52 + 1.01 points from 5
points. The second one was avoiding sweets with score 4.21 + 0.89 points. For other self-
management behavior, eating low fat and high fiber diet, eating low calorie diet, regular
exercise, stop smoking, regularly testing glucose level scored 3.94, 3.85, 3.91, 3.89, 4.09
points respectively. On the other hand, the first barrier of diabetes patients was diet (2.55 +
0. 49) while exercise and medication scored only 1.97 + 0.62 and 1.45 + 0.49
respectively®?, Similarly, the study in Thailand by Attavorrarat et al. (2012) showed self-

management score of the diet was 4.98 + 0.93 points. It was lower than medication (6.69 +
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0.98), but higher than the exercise (2.87 + 2.13)©%). Furthermore, Sittikankaew et al.
(2014)’s study indicated same results in 143 people with type 2 diabetes. The self-
management score in diet section was 3.10 + 0.63 points. It was lower than medication
adherence (3.56 + 0.6) and stress management (3.81 £ 0.86), but higher than the exercise
(2.39 + 1.15) and blood glucose monitoring (2.97 + 0.92)*). When comparing 3 main
components of diabetes management; diet, exercise and medication in previous studies,
dietary self-management behavior was lower than medication, but still higher than exercise.

Qualitative studies help to fulfill comprehensive view about self-management in
people with diabetes. Booth et al. (2013) explored type 2 diabetes patients’ attitude to
compare with health professionals’ opinions on diet and exercise. The main concept was
not different between 2 groups. One of the barriers was lack of understanding and
knowledge about both type and amount of food. The patients felt confused with a lot of
things to remember, including misunderstanding in communication. For other reasons, the
patients could not modify the information to reality. For example, healthy foods were more
expensive and harder to access them. The next one was motivation. They believed that
diabetes can be controlled by only using medication. Some of them failed to achieve the
goal and did not want to try again. An environment and social were one of the reasons. The
patients felt separate from their family at mealtime, festivals and special events. The last
one was negative thinking about new things, especially those older than 60 years. They
refused to change usual habits and thought the suggestion was not based on a reality®.
Similarly, study of Onwudiwe et al. (2011) indicated barriers of diabetes self-management
in low income African American people. The most significant problem was knowledge. It
affected understanding of treatment goal, medication management, and food portion
control including follow-up compliance. Lack of knowledge made the patients confused
about self-care, especially if they received incomplete information from several sources.
The participants in this study said that they need more education for better self-care. This
means self-care was hard to do correctly without knowledge, even the patients had
motivation and awareness®®®.

Although knowledge is important, the study of Abbott et al. (2010) presented other
factors that relate to self-management. Even the participants received nutrition knowledge
and cooking skill for diabetes, it still had many problems. Firstly, the participants were not

responsible to cook, therefore they could not persuade members of family to eat a healthy
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diet. The second was an economic problem. Family incomes were not enough to provide
healthy foods, especially those that contain artificial sweeteners and low fat. The last one
was acceptance of food preference. Each family had its own culture®”). The results were
supported by Fort et al. (2013)’s study in people with type 2 diabetes. The researchers
pointed out that lack of knowledge was the problem only at the first stage. It could be fixed
by good education and communication. The significant factor that has to be concerned was
financial difficulty. It is similar to the results from study of the Abbott et al. The financial
problem was important due to price of healthy diet. The next one was faith. The patients
believed that the life was in control of God, even doctor treatment or self-care could not
help. The third one was gender. A role of females in a family needed much time and she
cannot have enough time to take care of herself. The last one was family support and how
the family is affected. This factor was influential to dependent patients. From all studies,
the ways to fix problems may need more than education depend on their barriers©®,

However, Kisokanth et al. (2013) explained that self-management started with
education. Lack of knowledge is the most common reason of this problem. The patients
need enough knowledge for lifestyle modification. They usually receive information from
several sources and the data is not clear enough to do in a real life or too complicated to
understand in case of people with low literacy. Although the knowledge has strongly effect
to self-management, there are other related factors as follows: culture, belief, social support,
motivation and other psychological factors. For example, Thai people believed that illness
comes from Karma (effect from a previous life) and cannot be controlled, even self-care.
The behavior modification will be achieved, the medical staffs should adjust patients’
attitude together with diabetes education®.

2.6 Relationship between glycemic control, knowledge and self-management

Savoca and Miller (2001) examined food selection, eating patterns and attitude
about self-management in people with type 2 diabetes by interview. The dietary adherence
is a challenge to avoid favorite foods and select healthful food choices. The knowledge
reflects how people with type 2 diabetes interpret guideline to their practice. The problem
solving skill is very important for dietary adjustment. Even people with type 2 diabetes
attended diabetes education program, it is only give information about dietary guideline.

They needed more coaching and support to increase self-efficacy in special situations. The
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greater attention to meal plan helps the people with diabetes keep their blood sugar levels
within the target goal®.

Boondarick et al. (2007) determined about the association between factors in type
2 diabetes patients. The results were found that blood glucose level related to diabetes
knowledge, calories burnt by exercise, gender, age, BMI, but did not have relationship with
eating behavior score and compliance. The researchers explained the reason about eating
behavior did not relate to blood glucose level because eating behavior score was determined
by the frequency and amount of food. It could cause the participants’ confusion and led to
inaccurate answers“?). The results were supported by Bains et al. (2011)’s study. It showed
glycemic control associate with knowledge ($=0.12), but did not relate to dietary self-care
behavior. The knowledge had relationship with health literacy only (p=0.55)(¢). In
Thailand, the study of Chompusri et al. (2007) showed the same results. Even predisposing
factors had a relationship with dietary self-care behavior, knowledge did not affect diet. It
associated with belief (r = 0.15) and value (r = 0.17). For association between reinforcing
factor and eating habit, it related to publish health team (r = 0.14), person in family (r =
0.16) and person in community (r = 0.23)“Y,

The results of Thunnome et al. (2006)’s study argued that knowledge associate with
self-management behavior (r=0.48), but in an analysis, the dietary section was not
separated from other sections of self-management“?.

Lerdsrimongkol et al. (2007) evaluated the relationship between blood glucose
level and eating habits in type 2 diabetes patients. The questionnaire was created by
researchers to estimate the amount and frequency of food groups. The results showed eating
habits did not associate with blood glucose level, but have a relationship with the food
group that can eat in unlimited amount such as green leafy vegetables. The participants had
a problem with the food group that should be selected type and controlled amount such as
rice, fruit, etc. The best score of practice was in the food group that should be avoided. The
researchers explained that the patients may not have enough knowledge for putting into
good practice. It was easy to understand the term “avoid” and “unlimited”. It did not need
calculation skill®®,

The effects could be explained by Xu et al. (2008)’s study. The researchers found
that knowledge did not affect directly to self-management, but through belief in treatment

(B=0.27) and self-efficacy (p=0.11). The factors that directly affect self-management were
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belief in treatment (p=0.15), self-efficacy (p=0.39) and duration of diabetes ($=0.17).
Moreover, knowledge related to education (=0.50) and affected to provider-patient
communication ( p=0.14) ®¥. Similarly, Kueh et al. (2015) indicated that diabetes
knowledge did not relate directly to dietary self-management, but via patient’s attitude.
This means attitude have a relationship with both knowledge ($=0.32) and dietary self-care
(B=0.18). Same as Bains et al. (2011)’s study, only age showed relationship with eating
habits(”.

The study of Fenwick et al. (2013) used diabetes knowledge test that was developed
by Fitzgerald et al. The researcher examined factors that related to diabetes knowledge in
181 people with type 2 diabetes. The patients with low level of education (=1.14), had not
visited ophthalmologist (B=1.78), had not attended diabetes education program (3=0.82)
and spoke a language other than English ($=1.24) scored less than patients with higher level
of education, had visited an ophthalmologist, had attended diabetes education program and
spoke English. The people with type 2 diabetes who were member of National Diabetes
Service Scheme (NDSS) had better knowledge score than those who not (B=1.21). The
results were not shown relationship between diabetes knowledge and age, income, duration
of diabetes that reported in some previous studies®).

More factors that related to knowledge, Kim et al. (2015) investigated 3,606 Korean
people with diabetes by questionnaires. They found only 15.5% of those that received
diabetes education. The factors that associated with diabetes education are gender, marital
status, family history, awareness and education. Women received the education more than
men (OR = 1.33). Married people were given diabetes education more than those who were
single (OR = 1.39). People who had family history of diabetes were concerned with
diabetes education more than people who did not have (OR = 1.37). The diabetes education
rate in people with awareness was higher than those who not (OR = 5.49). The last factor
was education level. People with elementary school graduation or less did not receive
diabetes education when compare with people with middle school graduation (OR = 1.57),
high school graduation (OR = 2.36), university graduation or more (OR = 4.19)(4%),
Similarly, the results of Pongmesa et al. (2009)’s study indicated that knowledge of diabetes

have relationship with age, education level, having family member with diabetes).
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2.7 Problem about diabetes knowledge

The study of Mann et al. (2009) in diabetes patients with low-income indicated
misunderstanding about diabetes. More than half of participants thought “Glucose is
high only when > 200 mg/dI” and 36% of the patients misunderstood that “Can feel
when glucose is high”. Moreover, some patients thought “their doctor will cure them
of diabetes” (29%) and “there is no need to take diabetes medications when glucose
levels are normal” (23%). However, the researcher did not evaluate self-management
behavior and glycemic control®”.

Pongmesa et al. (2009) evaluated diabetes knowledge in Thai people by 42-item
pre-tested questionnaire. It was divided into 7 parts as follows: socio-demographics (9
items), general knowledge of diabetes (8 items), risk factors (4 items), symptoms and
complications (11 items), treatment and management (11 items), monitoring (5 items),
and diabetes in women (3 items). The researchers indicated 3 levels of score (poor was
less than 50%, fair was 50-80%, good was more than 80%). The results showed total
score was 25.02 points from 42 points or 59.6 % that was classified as fair. The
participants did the best score in risk factor part and the worst in diabetes in women
part. For general knowledge of diabetes part, the patients got 47.5% that were classified
as poor. Treatment and management part and monitoring part were in fair level. All
parts of the test were not reached good level, only fair and poor level 19

Breen et al. (2015) examined nutrition knowledge in 124 people with type 2
diabetes. The researcher selected ADKnowl questionnaire to evaluate nutrition
knowledge and compared with 4 days semi-weigh food diary. The patients had 62.3%
overall score and 59.2% dietary part score. More than 90% of participants can answer
correctly is sugar increased blood glucose levels while only 66.9% recognized starchy
food also increased blood glucose level. The participants who determined fruit and fruit
juice raised blood glucose level were 62.9% and 59.3% respectively. Over 80%
understood relationship between salt and blood pressure and high fat foods. More than
half of participants confused that protein and fat directly affect blood glucose level.
Only 36.3% for protein and 16.1% for fat identified them correctly. The most
misunderstood question was about starchy foods and sugar. Only 12.1% answered
correctly that sugar and starch need insulin in the same level depend on amount of

carbohydrate. Over 66% misunderstood that they should avoid all sugar containing
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foods. The results demonstrated that a lot of people with type 2 diabetes misunderstood
about carbohydrate. The problem of nutrition knowledge influenced sugar, fruit and
vegetable consumption (2,

2.8 Carbohydrate knowledge in type 2 diabetes

Although, diabetes diet is a healthy diet that is not much different from normal
people, people with diabetes are often concerned about carbohydrate more than other
nutrients. Due to carbohydrate directly affects blood glucose level, especially
postprandial blood glucose ““*). From study of Breen et al. in Ireland, the people with
type 2 diabetes understood definition of carbohydrate and could tell example of
carbohydrate foods. They classified good carbohydrate from color. The brown one was
better than white one. In their opinion, the most important thing was table sugar or
sucrose. They believed it become toxic in their bodies. Sweet fruits and foods were also
avoided while tasteless fruits and food were not their concern. People with type 2
diabetes were careful about food choices, but were not really interested in food portions.
The patients with high level awareness tried to follow healthy guideline. They reduced
fat intake and eat more vegetables, but it still was secondary concern. The first one was
a low sugar diet “9),

Thai and Western cultures are different that make composition of foods are
different as well. The most important food in Thai culture is rice. The rice is usually
served at every meal, except replaced by noodle. There are 2 main kinds of rice in
Thailand: long grain rice and sticky rice. The sticky rice is more common in the northern
and north-eastern regions. It generally is used in Thai desserts. The long grain rice is
commonly white color, but the brown one contains more fiber. Thai people with
diabetes try to reduce their amount of rice in their meals. They think it will help to
manage diabetes, but a problem is they still eat other kinds of carbohydrate foods,
especially fruits. The diabetes patients divide fruit into 2 groups: sweet and non-sweet
fruits. The examples of non-sweet fruits are guava, rose apple and unripe mango. They
usually are tasteless or sour that the patients eat them with sugar %, Similarly, the study
of Sansingchai et al. (2006) in uncontrolled people with type 2 diabetes. It showed
misunderstanding of self-care in type 2 diabetes patients. Almost 80% of patients
thought “People with diabetes can eat sour fruits in unlimited amount.” and “People

with diabetes can replace sweetened milk with soy milk, drinking yogurt or yogurt.”
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This means uncontrolled type 2 diabetes patients may related to lack of self-care
knowledge, especially in dietary topics ¢,

The amount and type of carbohydrate are very important for diabetes
management. Carbohydrate counting is a method that generally is used for carbohydrate
portion control, especially in type 1 diabetes patients. For people with type 2 diabetes,
the carbohydrate counting is still in doubt for benefit. The method is quietly complex
and needs calculation skill. It is suitable for people with good literacy or those who are
ready to learn new things ). However, the principle of carbohydrate counting is not
much different from diabetes knowledge in type 2 diabetes patients ©2).

The basic carbohydrate counting started with carbohydrate identification. The
patients need to know what foods and beverages contain carbohydrate. The next one is
type of carbohydrate. There are 3 types: starch, sugar and fiber. Their glycemic responses
are different. The patients should learn to determine type of carbohydrate in any food
sources. The last one is amount of carbohydrate in foods. People with type 2 diabetes
improve estimation skills from experience. The common way to estimate portion size is
comparing with other items such as spoon, ladle, hand, etc. Moreover, food labels on
packages are very useful to calculate amount of carbohydrate. As advanced carbohydrate
counting is adjustment of insulin depend on the portion size of carbohydrate in each meal.
It is very flexible, but need to monitor blood glucose level. For advance level, it may be

excessively detailed for type 2 diabetes patients, especially those who do not use insulin
(53-55)



CHAPTER 3
METHODOLOGY

3.1 Development of carbohydrate portion knowledge test
3.1.1 Drafting

The test was developed based on literature review. The content was identified
by nutrition recommendation, basic carbohydrate counting and misunderstanding about
nutrition from previous studies. The food items were created based on information from
food diaries which were kept in counseling room over the past year. The draft was
evaluated via google forms by 5 nurse educators, 5 dietitians and 5 committees of
diabetes club at King Chulalongkorn Memorial Hospital. This team has worked for
diabetes camp together. The questionnaire was a 5 points Likert scales to evaluate
important of the items. (1 = Unimportant, 2 = Little important, 3 = Moderately
important, 4 = Important, 5 = Highly important) The selected items were responded
important more than 70%.

3.1.2 Pre-pilot study

The content validity was tested by Index of Item-Objective Congruence (I0C).
The items were evaluated congruent with the objective by 4 experts. The experts were
as follows: an endocrinology doctor, registered dietitian, chief of nutrition department
in tertiary care hospital and nurse who works about diabetes education more than 10
years. The evaluation criteria were +1 this item is congruent with the objective, 0 this
item may be congruent with the objectives and -1 this item is not congruent with the
objective. The score for each item was calculated by the sum of scores from experts
and divided by number of experts. The items with score > 0.5 were accepted and unclear
words were fixed and revised according to experts’ suggestion.

The questions in the test were asked and ensured clarity again by 10 adults with
type 2 diabetes. The participants read all the questions and restated them with their own

word. They were asked to explain their ideas after answered each question.
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3.1.3 Pilot study

The discrimination index of instrument was tested in 30 adults with type 2
diabetes. It was calculated by the number of people who answered this item correctly
in the upper group minus the number of people who answered this item correctly in the
lower group, divided by the number of all people. The lower group was people who had
total score in the 25" percentile and people in the upper group had total score in the 75™
percentile. The criteria were as follows: > 0.40 is interpreted as very good items, 0.30-
0.39is good, 0.20-0.29 is fair and < 0.2 is poor items. The discrimination index of each
item was at least 0.2. After that the test was calculated reliability coefficient by Kuder-
Richardson (KR20) in other 30 people with type 2 diabetes®®),

3.1.4 Data analysis

The data was analyzed by SPSS version 22 for windows. The answers were
coded into number one and zero depend on correct or incorrect (number one for correct
and zero for incorrect). “Unknown’ response was interpreted to incorrect.

Reliability was determined by Kuder-Richardson (KR20) and the
discrimination index was calculated for each item.

3.2 Determining factors related to carbohydrate portion knowledge

3.2.1 Study design

The design was a cross-sectional study. Socio-demographic characteristics,
medical information, self-management information and diabetes education of
participants were obtained. All data including answers of the questions in the
knowledge test were asked and filled in the data collection forms by the researcher.

3.2.2 Study population

The sample group was adults with type 2 diabetes who attended the diabetic
clinic at Phor Por Ror Building, King Chulalongkorn Memorial Hospital.
Inclusion criteria
Type 2 diabetes
Age > 20 years

Able to read and communicate in Thai


https://th.foursquare.com/v/%E0%B8%95%E0%B8%81-%E0%B8%A0%E0%B8%9B%E0%B8%A3-phor-por-ror-building/4ce09272ffcf370448ec2082
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Exclusion criteria
Hemolytic anemia
Blood loss or blood transfusion in the prior 3 months
Hospitalized in the prior 3 months
Pregnancy
Steroid therapy
Cancer
HIV infection
Stage 4-5 of chronic kidney disease
Cognitive problem

3.2.3 Participant recruitment and approach

The medical records were reviewed to find the patients who meet the inclusion
and exclusion criteria. The criteria matched patients were approached by medical staffs
at diabetic clinic on third floor, Phor Por Ror Building, King Chulalongkorn Memorial
Hospital. The patients who were interested in the study met the researcher in a private
room on the same floor. They were explained about detail of the study including risk
and benefit. The researcher willingly answered any questions about the study. The
patients could make decision independently after received all information. The patients
who volunteered to participate the study, were provided consent form for reading and
signing the name.

3.2.4 Sample size

Previous study (Howteerakul et al, 2007) conducted in adults with type 2
diabetes who attended tertiary hospitals in Bangkok. The results showed 76.1% of the
participants had good overall knowledge of diabetes ©¢”. The number of participants
was calculated by using Cochran (1963:75) equation. The significance level was 0.05

and the margin of error was 10%.
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Cochran (1963:75) equation

Z2P(1- P
_Zgpa- P
d2
n = sample size
P = the estimated proportion of good overall knowledge of diabetes was 0.76
d = the acceptable margin of error was 10% of estimated proportion=0.1x0.76 =0.076

o = 0.05 and it was two-sided test; Z/ =1.96

a
2

Z; PU- P)

n= dz

= (1.96)%0.76(1-0.76)

4 (0.076)
=121.31

The calculated number of participants was 122. After adjusting for 10% dropout
rate (10%), sample size was 135.

3.2.5 Data collection

The data collection forms consisted of 5 parts as follow: (APPENDIX A)

Part 1 Socio-demographic characteristics included gender, age,
education, marital status, people who you live with, occupation, income.

Part 2 Medical history, self-management and diabetes education
information included diabetes duration, other underlying disease, current
treatment, self-monitoring of blood glucose, exercise, diabetes education,
source of knowledge.

Part 3 General diabetes knowledge test consisted of 21 items. This
instrument was developed by Wongwiwatthananukit et al. (2004). The content
validity was tested by 8 diabetic experts and the reliability was tested with a

sample of 811 patients from 21 hospitals ¢,
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Part 4 Carbohydrate portion knowledge test was divided into 2
sections as follow:

Section 1 General knowledge of diabetes diet (6 items)

Section 2 Carbohydrate portion control (23 items)

- Types of food that contain carbohydrate (12 items)
- Sugar-sweetened beverages (5 items)

- Amount of carbohydrate in foods (4 items)

- Reading the nutrition facts label (2 items)

Part 5 Information from medical record consisted of most recent
documented HbAlc, hypoglycemia events, weight history, antidiabetic
prescriptions within 6 months and records about diabetes education.

The data was collected from participants by asking face to face. It was
scheduled for 45 minutes and required information from medical record was
obtained after completing 4 first parts.

3.2.6 Data analysis

The data was analyzed by SPSS version 22 for windows.

Descriptive statistics were expressed as mean + standard error of the mean
(SEM) and percentage.

Analytical statistics were described relationship between variables. Spearman's
rank correlation was used to test association between score of general diabetes knowledge
and score of carbohydrate portion knowledge. Factors that related to poor glycemic
control and factors that related to low level of carbohydrate portion knowledge were
analyzed by Chi-squared test, Binomial regression and Multivariable analysis. Strength
of association was also assessed. Relationship between score of carbohydrate portion
knowledge and variables was assessed by Independent t-test and ANOVA.

Statistical significance was set at a < 0.05. If p-value is less than 0.05, it will be

accepted as statistically significant.
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3.3 Determining food estimation skills and an in-depth interview

3.3.1 Study design

The design was a mixed methods study. It was designed to collect both
qualitative and quantitative data. The qualitative and quantitative data were compared
to see more comprehensive picture®.

3.3.2 Study population

The sample group was participants who voluntary to provide information and
complete the data collection forms in the second part of the study.

3.3.3 Sample size

For qualitative study, the size was determined by data saturation®® Y and the
participants were selected by a non-random basis. A recruitment technique was
Maximum variation sampling ©2 %% The criteria were level of carbohydrate portion
knowledge and glycemic control.

3.3.4 Data collection

A) Foods estimation skill test was scheduled for 30 minutes. (APPENDIX B)
First step

The participants answered number of ladle (tap-phi) for steamed rice
that they should eat in a meal. Then, they were asked to estimate amount of
steamed rice in the number that they answered. The scooped rice was weighed
and was calculated percentage of error. The reference of rice weight was Thai
food exchange list ¢4,

Patients’ estimation weight — Reference weight

% error of estimation = x 100
Reference weight

Patients’ estimation weight = weight of steamed rice that patients estimate
Reference weight = weight of steamed rice in the same number of

ladle from reference (1 ladle = 55 grams).
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Second step
The participants were asked to estimate portion of steamed rice on the

plate sample and answered in ladle (tap-phi) unit. The correct answer was 3
ladles weight 165 g (3 exchanges of carbohydrate) and the score was calculated
as follow:

Table 3-1 Estimation score for steamed rice on the plate sample

Less than correct More than correct
answer (Ladle) Score answer (Ladle)
Correct answer 3 5 3
2.5 4 3.5
2 3 4
Incorrect answer
1.5 2 4.5
1 1 5
The answer less than 1 ladle and more than 5 ladles were scored as 0.

Third step
The participants were asked to compare amount of carbohydrate

between two food samples and answered “Less than” or “Equal” or “More than”

the one that was reference.

Table 3-2 List of food in estimation skill test

No Name Weight | Exchangeof | Correct
(9) | carbohydrate | answer
Unit 1 Starchy foods; Reference : 165 g of steamed rice (3 exchanges)
1.1 | Steamed glutinous rice 90 3 exchanges Equal
1.2 | Boiled wide rice noodles (Senyai) 180 2 exchanges | Less than
1.3 | Boiled glass vermicelli (Woonsen) 240 3 exchanges Equal
1.4 | Porridge 110 1 exchanges | Less than
1.5 | Boiled sweet potato 200 4 exchanges | More than
1.6 | Boiled corn 130 3 exchanges Equal
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No. Name Weight | Exchangeof | Correct
(@) | carbohydrate | answer

Unit 2 Fruits; Reference : 45 g of banana (1 exchange)

2.1 | Tangerine 150 1 exchanges Equal

2.2 | Guava 240 2 exchanges | More than

2.3 | Papaya 150 1 exchanges Equal

Unit 3 Desserts; Reference : 165 g of steamed rice (3 exchanges)

3.1 | Mock fruits (Look Choup) 90 3 exchanges Equal

30 Rice noodles with coconut cream 120 2 exchanges | Less than

(Lod Chong)

Unit 4 Beverage; Reference : 15 g table sugar (1 exchange)

4.1 | Orange juice 200 2 exchanges | More than

4.2 | Soymilk 250 2 exchanges | More than

4.3 | Green tea original flavored 500 2 exchanges | More than

B) In-depth interview

introduction about diabetes,

Interview questions were semi-structured according to interview guide
that was tested content validity by IOC (APPENDIX C). It consisted of general

diabetes education, diabetes food choices,

understanding type of carbohydrate, amount of carbohydrate in foods and food

label use. The interview was one by one interview and was conducted in a

private room. It was scheduled for 60 minutes.

3.3.5 Data analysis

For quantitative data, the scores were expressed as mean + standard error of the

mean (SEM) and percentage of correct answer for each item.

For qualitative data was managed and analyzed by the Framework method. It

was used for a inductive thematic analysis ©®. All interviews were audio recorded with

consent from participants. Firstly, the interviews were transcribed verbatim and the

audio recordings were double checked to ensure accuracy. Secondly, a note was made

during reading transcript and listening audio-recorded interview for familiarization

with interview. Thirdly, the data was classified and labeled with a code. The code was
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developed. Fourthly, the data was organized into a framework matrix. Fifthly, the set
of data was reviewed and find connection to create themes. The quotes were selected
to be representative for findings support. Data gathering and analysis started in sets of
three participants until a new theme was not found. The processes of coding, charting
and mapping was in Microsoft Office Excel 365 Education E1(®).

3.4 Ethical consideration

All procedures in this study had been approved by the Institutional Review Board
of the Faculty of Medicine, Chulalongkorn University (IRB No0.265/59, COA
N0.602/2016). The participants were informed about study entirely and ensured that
their decision to participate or withdraw from the project would not affect their medical
care in any way. Their name and the obtained information were kept confidential. The
results were identified participants by number. The participants had the right to ask the
questions about the study and could contact the researcher all the time during study.

For interview, they had the right to refuse to answer any questions and
terminated the interview any time without any hindrance. The participants could
withdraw from the study and not necessary to explain the reasons. Audio recordings

and interview notes will be destroyed after the study is complete.
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CHAPTER 4
RESULTS

4.1 Development of carbohydrate portion knowledge test

The test was developed based on 4 domains of carb-counting knowledge in
AdultCarbQuiz. The domains included ability to identify foods that contain
carbohydrates, ability to estimate carbohydrate content in foods, ability to interpret
nutrition information on labels, and ability to calculate amount of carbohydrate in a meal.
The questions of knowledge test were divided into 4 topics. 1) Does this food that contain
carbohydrate? 2) How many gram of this food contains 1 carb serving? (15 g
carbohydrate) 3) From this label, if you consume this food for (number of serving size),
how many gram of carbohydrate do you received? 4) From this meal plan, how many
gram of carbohydrate in it? There were 40 items, 10 items for 1 question topic. As
selecting items, the researcher reviewed food diaries which were kept in counseling room
over the past year. The types of food that were eaten the most, were selected as items.

After the first draft was completed, the researcher invited the diabetes camp team
(5 nurse educators, 5 dietitians and 5 committees of diabetes club) at King Chulalongkorn
Memorial Hospital to participate in this project. The researcher asked them to evaluate
the first draft via google forms. The questionnaire was a 5 points Likert scales to evaluate
important of the items. (1 = Unimportant, 2 = Little important, 3 = Moderately important,
4 = Important, 5 = Highly important) The selected items were responded important more
than 70%.

In the first round, the researcher received opinions about format of the test. It
should start from basic nutrition knowledge about diabetes. As the number of items, 10
items in the question about food that contain carbohydrate may not sufficient while the
most items about reading nutrition label had a similar pattern. For calculation of gram of
carbohydrate in a meal, it was commented as too difficult questionand diabetes education
at King Chulalongkorn Memorial Hospital do not teach advanced carb-counting in every
case. In addition, the test should include some questions about beverages and fiber.

In second draft, 25 new items for basic nutrition knowledge were created based

on ADA nutrition recommendation and misunderstanding about nutrition from previous
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studies. The number of items about identification of foods that contain carbohydrates
increased to 30 and the number of items about nutrition label were reduced to 5. The
question about calculation of carbohydrate content in a meal was changed to comparing
amount of carbohydrate between 2 different types of food. For the beverages and fiber,
they were added into the test as new questions “Which one is recommended beverage for
diabetes?”” and “Which fruit contains more fiber?”. Therefore, the second draft consisted
of 100 items including 25 items of basic nutrition knowledge, 30 items of foods contained
carbohydrate, 20 items of recommended beverages, 10 items about fiber in fruits, 20
items of comparing carbohydrate content between 2 types of food and 5 items of nutrition
label. In the second round, the 50 items was evaluated as highly important more than
70%. This draft became the first version of the test and was determine validity and
reliability in the next step.

The first version of the test contained 50 items on the following topics: basic
knowledge of diabetes diet (10 items), types of food that contain carbohydrate (15 items),
sugar-sweetened beverages (15 items), amount of carbohydrate in foods (5 items),
amount of fiber in fruits (3 items) and reading the nutrition facts label (2 items). The
content validity was tested by Index of Item-Objective Congruence (IOC). The items
were evaluated by 4 experts. The 4 items were rejected in this part due to the IOC score
less than 0.5. The process of checking clarity of questions did not found a problem. 10
adults with diabetes could explain and restate the questions with their own word.

The second version contained 46 items. It was tested the discrimination index in
30 adults with type 2 diabetes. The 17 items were deleted due to poor discrimination
power (discrimination index < 0.2).

The final edition contained 29 items with reliability coefficient of 0.827. It was
calculated by Kuder-Richardson (KR20) in other 30 people with diabetes. (APPENDIX D)

4.2 Determining factors related to carbohydrate portion knowledge

The study investigated knowledge of carbohydrate portion in 135 adults with type
2 diabetes who attended the diabetic clinic at Phor Por Ror Building, King Chulalongkorn
Memorial Hospital. Carbohydrate portion knowledge was evaluated by the test that was
developed in the first part of the study. The data was presented association between

factors and knowledge of carbohydrate portion.
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4.2.1 Description of socio-demographic characteristics, medical information, self-

management information and diabetes education

A total of 135 participants completed all data collection forms. Demographic
characteristics of participants was as explained in Table 4-1. There were more women
than men (68.89% and 31.11% respectively). Participants aged 60 years and older were
65.19% while younger than 60 years were 34.18%. As education level, 57.78% were
diploma and higher whereas 42.22% were lower than diploma. Among these participants,
the majority (66.67%) were married, 16.30% were single, 14.07% were widowed and
2.96% were divorced. It was found that 6.67% of participants lived with parents, spouse
and children, 47.41% lived with spouse and children, 22.22% lived only with children,
13.33% lived with sibling and 10.37% lived alone. More than half of participants were
unemployed, retired or housewives (59.26%), 20.74% were merchants, business owners
or freelancers, 14.81% were government officers or state enterprise employees and 7
participants (5.19%) were business employees. For income per month, 35.55 % of
participants did not receive any income, 21.48% earned less than 15,000 baht, 25.19%
received 15,000 to 25,000 baht and 17.78% earned more than 25,000 baht

As shown in Table 4-2, the majority of participants (66.67%) had diabetes for
more than 10 years and the rest of them had 5 to 10 years, 1 to 5 years and less than 1
years (19.26%, 12.59%, and 1.48% respectively). It was found that only 20 participants
(14.81%) did not have other underlying disease. As other underlying diseases, 63.70%
had hypertension and dyslipidemia, 9.63% had dyslipidemia only, 6.67% had chronic
Kidney disease stage 3 with hypertension and dyslipidemia, 5.19% had cardiovascular
disease with hypertension and dyslipidemia. For treatment, almost 60 percent of the
sample (59.26%) used oral medication only, 36.30% had insulin injection with or
without oral medication and few (4.44%) used only diet control. Around half of
participants (47.41%) had good glycemic control while 52.59% still had HbAlc more
than 7.0. Moreover, the majority (93.34%) had no weight change within 6 months and
the rest of them had weight gain and weight loss more than 5% (2.96%, 3.70%,
respectively). As medication change within 6 months, more than eighty percent of
participants (83.70%) received the same medication, 8.89% received higher medication
dose and 7.41% received lower medication dose. Only 17 participants (6.67%) had

hypoglycemia whereas most of them did not (93.33%).
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Characteristics

N Percentage

Male 42 31.11
Gender
Female 93 68.89
Younger than 60 years 47 34.81
Age (years)
60 years and older 88 65.19
Education Lower than diploma 57 42.22
level Diploma and higher 78 57.78
Single 22 16.30
) Married 90 66.67
Marital status )
Divorced 4 2.96
Widowed 19 14.07
Living with parents, spouse and children 9 6.67
o Living with spouse and children 64 47.41
People living o ) )
] Living with children 30 22.22
Wlth - - - - -
Living with sibling 18 13.33
Living alone 14 10.37
Government officer/State enterprise employee 20 14.81
) Merchant/Business owner/Freelancer 28 20.74
Occupation )
Business employee 7 5.19
Housewife/Retiree/No occupation 80 59.26
No income 48 35.55
Income per Less than 15,000 baht 29 21.48
month 15,000 to 25,000 baht 34 25.19
More than 25,000 baht 24 17.78
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Characteristics N  Percentage
Less than 1 year 2 1.48
) ) 1to 5 years 17 12.59
Diabetes duration
5 to 10 years 26 19.26
More than 10 years 90 66.67
No 20 14.81
) DLP only 13 9.63
Other underlying
) HTN and DLP 86 63.70
diseases ]
CKD stage 3 with HTN and DLP 9 6.67
CVD with HTN and DLP 7 5.19
Diet control 6 4.44
Treatment Oral medication only 80 59.26
Insulin injection 49 36.30
<7.0 64 47.41
HbAlc (%)
>7.0 71 52.59
) No 126 93.34
Weight change
Increase > 5% 4 2.96
within 6 months
Decrease > 5% 5 3.70
o No 113 83.70
Medication change ! A\UR
o Higher medication dose 12 8.89
within 6 months o
Lower medication dose 10 7.41
H | ) No 126 93.33
oglycemia
ypody Yes 9 6.67

DLP: Dyslipidemia HTN: Hypertension CKD: Chronic kidney disease

CVD: Cardiovascular disease

More than half of participants (57.78%) had glucose meter while 42.44% did not.

As frequency of using, 21.48% rarely used, 16.30% used 1 to 3 times per week, 4.44% used

4-6 times per week, 3.70% used once a day, 5.93% used more than once a day and 5.93%

used only when they feel like they have hypoglycemia. Only 39 participants (28.89%)

exercised more than 150 minutes per week whereas 71.85% did not. (Table 4-3)
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Table 4-3 Self-management information of participants (n=135)

Characteristics N  Percentage

Self-Monitoring Do not have glucose meter 57 42.22
of Blood Glucose  Having glucose meter 78 57.78

Rarely use 29 37.18

1-3 times per week 22 28.20
Frequency of ]

o 4-6 times per week 6 7.69

Self-Monitoring

Once a day 5 6.41
of Blood Glucose

More than once a day 8 10.26

Measured only hypoglycemia 8 10.26
Exercise more No 97 71.85
than 150 min/wk  Yes 38 28.15

All participants received diabetes education about healthy diet. The percentage
of participants who received diabetes education about general diabetes, diabetes
complication, diabetes medication, self-monitoring of blood glucose, exercise and foot
care were 55.56, 52.59, 47.41, 33.33, and 74.07, respectively. For frequency of diabetes
education in 5 years ago, 17.04 % did not receive any diabetes education, 23.70%
received 1 times, 36.30% received 2-4 times, 10.37% received 5-10 times and 12.59%
received more than 10 times. In addition, some participants got more information about
diabetes from family members, friends and media. Among participants, only 20
participants (14.81%) heard some information from family while the majority (85.19%)
did not. 20.74% got diabetes information from friends whereas 79.26% did not. Media
was the major other source of knowledge. Two-Third of participants (66.67%) received
information about diabetes via media and the rest of them (33.33%) did not. (Table 4-4)
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Characteristics N  Percentage
) No 60 44.44
General diabetes
Yes 75 55.56
_ o No 62 45.93
Diabetes complication
Yes 73 54.07
_ o No 64 47.41
Diabetes medication
_ Yes 71 52.59
Diabetes
) o No 72 53.33
education from Self-Monitoring of Blood Glucose
Yes 63 46.67
healthcare staffs”
) No 0 0.00
Healthy diet
Yes 135 100.00
_ No 90 66.67
Exercise
Yes 45 33.33
No 37 27.41
Foot care
Yes 98 72.59
Did not receive 23 17.04
Frequency of
) Once 31 22.96
diabetes )
o 2-4 times 50 37.04
education in past y
5-10 times 14 10.37
5 years ]
>10 times 17 12.59
Other source of ] No 115 85.19
Family
diabetes Yes 20 14.81
knowledge ] No 107 79.26
Friend
Yes 28 20.74
) No 45 33.33
Media
Yes 90 66.67

+ identified only education by diabetes nurse educator or dietitian which documented

in medical record
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4.2.3 Score of general diabetes knowledge and carbohydrate portion knowledge

The study evaluated both knowledge of general diabetes and carbohydrate
portion as shown in Table 4-5. Mean score with SEM of general diabetes knowledge
was 16.32 £ 0.28 points (77.71%). The minimum was 3 points and the maximum was
full score (21 points). For test of carbohydrate portion knowledge, mean with SEM was
16.24 + 0.34 points (56.00%). The minimum and maximum score were 4, 25 points
respectively. As each section of carbohydrate portion knowledge test, the participants
did higher score on section of general knowledge of diabetes diet (66.83%) than section
of carbohydrate portion control (53.22%). The participants scored less than 50% on 2
units. Reading the nutrition facts label and amount of carbohydrate in foods were scored
23.50%, 42.00% respectively while types of food that contain carbohydrate and sugar-
sweetened beverages were scored 53.22% and 58.83% respectively.

Table 4-5 Descriptive statistics of score of general diabetes knowledge and

carbohydrate portion knowledge

Score
Characteristics Total Mean %  Min Max
score SEM

1. Knowledge of general diabetes 21 16.32+0.28 77.71 3 21

2. Knowledge of carbohydrate
) 29 16.24+0.34 56.00 4 25
portion
2.1 General knowledge of
diabetes diet

2.2 Carbohydrate portion control 23 1224+030 5322 O 19

6 401+009 6683 0 6

2.2.1 Types of foods that contain
7.06+0.18 5883 0 12
carbohydrate

2.2.2 Sugar-sweetened beverages 5 3.03+0.11 6060 O 5
2.2.3 Amount of carbohydrate
) 1.68+0.08 4200 O 4
in foods
2.2.4 Reading the nutrition facts
label

@ mean scores were converted to percentages

047+005 2350 O 2
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Moreover, test of general diabetes knowledge significantly related to test of
carbohydrate portion knowledge (R = 0.351, p-value <0.001). In addition, both sections
of carbohydrate portion knowledge statistically associated with knowledge of general
diabetes. The correlation coefficient for general knowledge of diabetes diet and
carbohydrate portion control were 0.329 and 0.292 respectively with p-value <0.001
(Table 4-6).

Table 4-6 Correlations between score of general diabetes knowledge and carbohydrate
portion knowledge

Characteristics Knowledge of general  P-value

diabetes
1. Knowledge of carbohydrate portion 0.351 <0.001*
1.1 General knowledge of diabetes diet 0.329 <0.001*
1.2 Carbohydrate portion control 0.292 <0.001*

*significant correlations at P-value <0.05, Spearman's rank correlation

4.2.4 Participants’ response in the test of carbohydrate portion knowledge

Carbohydrate portion knowledge test consisted of 29 questions in 2 sections. As
shown in Table 4-7, the first section was general knowledge of diabetes diet. This
section was asked participants to response “Is this sentence correct ? . Most
participants selected incorrect answer of question 1 (9.63%). Question 1 was “people
with type 2 diabetes should eat carbohydrate foods as few as they can”. The correct
answer was “No”, but 88.15% of participants misunderstood the sentence is correct.
The rest of questions seem to be good understanding among these participants.
Percentages of correct answer were more than 70 percent except question 2 (65.19%).

In section of carbohydrate portion control, the types of food which contain
carbohydrate, was presented on Table 4-8. In this unit, the questions were names of
food and participants were asked “Is this food source of carbohydrate?”” The question
with lowest percentage of correct answer was question 11 (25.19%). It was guava. In
addition, question 12 was also fruit and only 37.78% of participants answered question
12 correctly. The question 12 was watermelon. Therefore, participants seem to be have

misconceptions about fruit. The results were found 2 more questions with less than 50%
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of correct. There were question 8 and 9 (36.30%, 49.63% respectively). Question 8 was
cow milk and question 9 was glass vermicelli. On the other hand, more than 70% of
participants understood first 4 questions (89.63%, 77.78%, 79.26%, and 88.15%

respectively). There were taro, pumpkin, sweet potato and corn.

Table 4-7 Participants’ answer in general knowledge of diabetes diet section (n=135)

Response
) %
Questions Do not
] Yes No Correct
Is this sentence correct? know
answer
n % n % n %

1. People with diabetes 119 88.15 13 963 3 222 9.63
should eat carbohydrate
foods as few as they can
2. Everyone with 32 2370 88 6519 15 11.11 65.19

diabetes needs an equal

amount of cabohydrate
3. People with diabetes 117 86.67 8 593 10 741 86.67
should eat low fat meat
4. Natural sugar in fruits 32 23.70 100 74.07 3 222 74.07
does not need to limit.
5. People with diabetes 102 7556 14 1037 19 14.07 75.56

should eat vegetables 5-6

serving per day

6. Good source of
carbohydrate is fruits, 124 9185 5 370 6 4.44 91.85

whole grains, beans
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Table 4-8 Participants’ answer in types of foods that contain carbohydrate unit (n=135)

Questions Response
Is this food source Yes No Do not know Vo Correct
answer
of carbohydrate? % n % n %
1. Taro 121  89.63 11 8.15 3 2.22 89.63
2. Pumpkin 105 77.78 25 18.52 5 3.70 77.78
3. Sweet potato 119 88.15 10 7.41 6 4.44 79.26
4. Corn 107  79.26 23 17.04 5 3.70 88.15
5. Chicken breast 42 3111 80 59.26 13 9.63 59.26
6. Pork 55 40.74 72  53.33 8 5.93 53.33
7. Soy milk 83 61.48 50 37.04 2 1.48 61.48
8. Whole milk 49  36.30 77 57.04 9 6.67 36.30
9. Glass vermicilli 67 49.63 66 48.89 2 1.48 49.63
10.Soybean oil 57 42.22 69 51.11 9 6.67 51.11
11. Guava 34 25.19 98 72.59 3 2.22 25.19
12. Watermelon 51 37.78 81 60.00 3 2.22 37.78

Table 4-9 was demonstrated participants’ response in unit of sugar-sweetened

beverages. This unit consisted of 5 types of beverage and it asked “Is it not a sugar-

sweetened beverages?”. Participants selected correct answer less than 50% in question

3 (46.67%) and question 4 (31.85%). There were low fat drinking yogurt and vegetarian

soymilk. While, question 2 and question 5 were more than 80% of participants who

correctly answered. Question 2 was low fat milk and question 5 was soymilk with no

added sugar.
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Table 4-9 Participants’ answer in sugar-sweetened beverages unit (n=135)

Questions Response
Is i - 0
s it not a sugar Yes No Do ot Know Yo Correct
sweetened answer
beverages? n % n % n %
1. Whole milk 76 56.30 45 33.33 14 10.37 56.30
2. Low fat milk 115 85.19 9 6.67 11 8.15 85.19
3. Low fat
o 61 4519 63  46.67 11 8.15 46.67
drinking yogurt
4. Vegetarian
) 79 5852 43 31.85 13 9.63 31.85
soymilk
5. soymilk with no
115 85.19 10 7.41 10 7.41 85.19

added sugar

As shown in Table 4-10, unit of amount of carbohydrate in foods asked

participants to compare 2 different types of food. The question is “Which one contains

more amount of carbohydrate or both equal?” There were question 1 (14.81%) and

question 3 (12.59%) with less than 50% of correct. Question 1 was comparing between

1 ladle of white rice and 1 ladle of brown rice. The correct answer was equal, but 84.44%

of participants misunderstood that white rice contains more amount of carbohydrate.

Similarly, white rice and glass vermicelli which were in question 3 and most participants

misunderstood that amount of carbohydrate in white rice was more than glass vermicelli

(87.41%). On the other hand, percentage of correct answer in question 2 (77.78%) was

more than 70%. The majority of participants knew that glutinous rice contains more

carbohydrate than white rice.
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Table 4-10 Participants’ answer in amount of carbohydrate in foods unit (n=135)

Questions Response
Which one Do not
. Answer1  Answer 2 Equal %
contains more know
Correct
amount of
answer
carbohydrate or n % n % n %% n %
both equal?
1. Whitericeand 114 8444 1 074 20 1481 0 0.00 14.81
brown rice

2. Whitericeand 4 296 105 77.78 23 17.04 3 222 77.78
glutanious rice
3. Whitericeand 118 87.41 O 0.00 17 1259 0 0.00 12.59
glass vermicilli
4. Creamstuffed 79 5852 21 1556 33 2444 2 148 5852
steamed buns

and bread

Table 4-11 Participants’ answer in reading the nutrition facts label unit (n=135)

Response
%
Answer Answer Answer Answer Do not
) Correct
Questions 1 2 3 4 know
answer

n % n % n % n % n %
Questionl 25 1852 55 4074 2 148 2 148 51 3778 40.74
Question2 74 5481 8 593 1 074 1 074 51 3778 593

Table 4-11 presented participants’ response in the unit of reading the nutrition
facts label. The participants were asked to read sample labels and answered grams of
carbohydrate if they consume one cup for question 1 and one can for question 2. The
first question could be answered by finding grams of carbohydrate on the nutrition facts
label, but the second question needed to multiply serving size to get the correct answer.

Both questions in this unit were selected correct answer less than 50%. Question 2
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(5.93%) had percentage of participants’ correct response lower than question 1
(40.74%). Most participants forgot to check serving size and multiply it to grams of
carbohydrate. Moreover, this unit had the highest “do not know” response. Percentage
of do not know answer was 37.78 in both questions while questions in other units were
not more than 10%, except question 5 in section of general knowledge of diabetes
(14.07%) and question 1 in unit of sugar-sweetened beverages (10.37%).

4.2.5 Questions in test of carbohydrate portion knowledge related to glycemic

control

Table 4-12 was explained about relationship between correct answers and
glycemic control. As section of general knowledge of diabetes diet, question 1 related
with glycemic control (p-value=0.038) while the rest of questions in this section did not
(p-value=0.121, 0.787, 0.308, 0.887, 0.163 respectively). Question 1 was “Should
people with type 2 diabetes eat carbohydrate foods as few as they can?”. Around fifteen
percent of participants (15.63%) who had good glycemic control selected correct
answer while 4.23% of who had poor glycemic control answer correctly. Among
questions in unit of types of food that contain carbohydrate, only question 4 was
statistically related to glycemic control (p-value=0.031). This question was “Is corn a
source of carbohydrate”. The results were unexpected because 81.25% of well glycemic
control participants had correct answer whereas 94.37% of poor control could do it
correctly. The other questions in this unit did not show relationship with glycemic
control (p-value=0.837, 0.612, 0.334, 0.054, 0.322, 0.406, 0.536, 0.264, 0.257, 0.962,
0.259 respectively). All questions in unit of sugar-sweetened beverages did not
associate with glycemic control. These p-value were 0.992, 0.472, 0.279, 0.550, 0.815
respectively. Unit of amount of carbohydrate in foods had question 3 that related to
glycemic control (p-value=0.041). It was comparing amount of carbohydrate between
white rice and glass vermicelli. Percentage of correct answer in participants with good
glycemic control (18.75%) was more than participants with poor glycemic control
(7.04%). Question 1, question 2 and question 4 of this unit did not related with glycemic
control (p-value=0.815, 0.927, 0.391 respectively). The last unit in section of
carbohydrate portion control was reading the nutrition facts label. Question 2 associated

with glycemic control (p-value=0.027) while question 1 did not show association (p-
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value=0.979). Question 2 was more difficult than question 1 because the number of

serving size in nutrition fact label was not 1 of whole package. It was half a can. The

correct answer can be found by multiplying serving size to grams of carbohydrate.

10.94% of participants who had good glycemic control understood how to calculate it,

while 1 participant who had poor glycemic control also understood (1.41%).

Table 4-12 Relationship between questions in carbohydrate portion knowledge test

and glycemic control (n=135)

HbAlc<7.0 HbAlc>7.0
(n=64) (n=71) p-
Questions _ :

correct  incorrect correct incorrect value

n % n % n % n %
General knowledge of diabetes diet
1. People with diabetes 10 1563 54 8438 3 423 68 9577 0.038*
should eat carbohydrate
foods as few as they can
2. Everyone with diabetes 46 71.88 18 2813 42 59.15 29 4085 0.121
needs an equal amount of
cabohydrate
3. People with diabetes 56 8750 8 1250 61 8592 10 14.08 0.787
should eat low fat meat
4. Natural sugar infruits 50 78.13 14 2188 50 7042 21 2958 0.308
does not need to limit.
5. People with diabetes 48 7500 16 2500 54 76.06 17 2394 0.887
should eat vegetables 5-6
serving per day
6. Good source of 61 9531 3 469 63 8873 8 1127 0.163

carbohydrate is fruits,

whole grains, beans

*statistically significant as P-value <0.05, Chi-square test
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Table 4-12 (cont.) Relationship between questions in carbohydrate portion knowledge

test and glycemic control (n=135)

HbA1lc<7.0 HbAlc > 7.0
(n=64) (n=71) p.
Questions correct incorrect  correct incorrect ., .o
n % n % n % n %

Types of foods that contain carbohydrate
1. Taro 57 89.06 7 1094 64 9014 7 986 0.837
2. Pumpkin 51 7969 13 2031 54 76.06 17 2394 0612
3. Sweet potato 53 8281 11 1719 54 76.06 17 2394 0334
4. Corn 52 8125 12 1875 67 9437 4 563 0.031*
5. Chicken breast 43 6719 21 3281 37 5211 34 4789 0.054
6. Pork 37 5781 27 4219 35 4930 36 50./0 0.322
7. Soy milk 37 5781 27 4219 46 6479 25 3521 0.406
8. Whole milk 25 3906 39 6094 24 3380 47 6620 0.526
9. Glass vermicilli 35 5469 29 4531 32 4507 39 5493 0264
10.Soybean oil 36 5625 28 4375 33 4648 38 5352 0.257
11. Guava 16 2500 48 7500 18 2535 53 7465 0.962
12. Watermelon 21 3281 43 6719 30 4225 41 5775 0.259
Sugar-sweetened beverages
1. Whole milk 36 5625 28 4375 40 5634 31 43.66 0.992
2 Low fat milk 56 8750 8 1250 59 83.10 12 1690 0472
3. Low fat drinking 33 5156 31 4844 30 4225 41 5775 0279
yogurt
4. Vegetarian soymilk 22 3438 42 6563 21 2958 50 7042 0550
5. soymilk with no 55 8594 9 1406 60 8451 11 1549 0.815

added sugar

*statistically significant as P-value <0.05, Chi-square test
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Table 4-12 (cont.) Relationship between questions in carbohydrate portion knowledge
test and glycemic control (n=135)

HbAl1lc<7.0 HbAlc>7.0
(n=64) (n=71) P-
Questions correct  incorrect  correct incorrect . o
n % n % n % n %
Amount of carbohydrate in foods
1. White rice and 9 1406 55 8594 11 1549 60 8451 0815
brown rice
2. White rice and 50 7813 14 2188 55 7746 16 2254 0.927

glutanious rice

3. Whitericeandglass 12 1875 52 8125 5 704 66 9296 0.041*
vermicilli

4. Cream stuffed 35 5469 29 4531 44 6197 27 3803 0.391

steamed buns and bread

Reading the nutrition facts label

Question 1 26 4063 38 5938 29 4085 42 59.15 0.979

Question 2 7 1094 57 89.06 1 141 70 9859 0.027*

*statistically significant as P-value <0.05, Chi-square test

4.2.6 Factors related to poor glycemic control in this study

As shown in Table 4-13, there were many factors that related to glycemic
control. In this study, the factors that show relationship with glycemic control were
income (p-value=0.013), treatment (p-value=0.013), having glucose meter (p-

value=0.039) and score of carbohydrate portion knowledge (p-value=0.009).
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Variable v P-value

Gender 1.175 0.278
Age 1.810 0.178
Education level 0.000 0.994
Status 0.289 0.962
People who you live with 3.853 0.426
Occupation 6.333 0.097
Income 10.843 0.013*
Duration of diabetes 7.343 0.062
Secondary disease 1.387 0.846
Treatment 8.675 0.013*
Weight change within 6 months

Weight gain > 5% 1.259 0.345

Weight loss > 5% 0.257 0.612
Medication change within 6 months

Increase dose 2.652 0.134

Decrease dose 0.238 0.748
Hypoglycemia 2.526 0.127
Having glucose meter 1.927 0.039*
Frequency of SMBG 13.294 0.165
Exercise >150 min/week 0.000 0.995
Diabetes education from healthcare staffs

General diabetes 0.101 0.750

Diabetes complication 0.018 0.892

Medication 1.596 0.207

SMBG 0.981 0.322

Exercise 0.059 0.807

Diabetic foot 1.787 0.181
Frequency of diabetes education in 5 years 2.929 0.570
Diabetes knowledge from other sources

Family members 1.450 0.229

Friends 0.014 0.907

Media 1.485 0.223
Score of carbohydrate portion knowledge 9.479 0.009*
Score of general diabetes knowledge 0.093 0.954

*statistically significant as P-value <0.05, Chi-square test
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Table 4-14 was explained relationship between poor glycemic control and
selected factors that was determined by chi-square test. It was evaluated strength of
association by binary logistical regression. Income of more than 25,000 baht per month
(p-value=0.002), oral medication (p-value=0.021), diet control (p-value=0.040) and
carbohydrate portion knowledge (p-value=0.001) were shown association with poor
glycemic control. Among these participants, the group which earned income more than
25,000 baht per month were shown negative association (OR=0.183). Similarly, diet
control and oral medication negatively associated with poor glycemic control
(OR=0.097, 0.417 respectively). In addition, those who did more score of carbohydrate
portion knowledge was negatively associated with poor glycemic control (OR=0.851).

Table 4-14 Binary Logistical Regression of poor glycemic control and selected factors
Variables OR 95% CI P-value

Lower Upper

Income per month

No income 1
Less than 15,000 baht 0.512 0.200 1.308 0.162
15,000 — 25,000 baht 0.783 0.317 1934 0.596
More than 25,000 baht 0.183 0.061 0.548 0.002*
Treatment
Diet control only 0.097 0.010 0.900 0.040*
Oral medication only 0417 0.199 0.876 0.021*
Insulin + oral medication 1
SMBG
Do not have glucose meter 1
Have glucose meter 1626 0.817 3.235 0.166
CP score” 0.851 0.772 0.939 0.001*

*CP score: Score of carbohydrate portion knowledge

*statistically significant as P-value <0.05
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The variables that p-value less than 0.2 were included in multivariable analysis.
According to binary logistic regression, all variables were selected into this analysis.
The results showed only carbohydrate portion knowledge was associated with poor
glycemic control. Knowledge of carbohydrate portion was shown negative association
with poor glycemic control (OR=0.849). Among these participants income, treatment
and having glucose meter did not relate to poor glycemic control. (Table 4-15)

Table 4-15 Multivariate analysis
Characteristics B OR 95% CI P-value

Lower Upper

Income per month

No income 1
Less than 15,000 baht -0.524 0592 0.217 1.615 0.306
15,000 — 25,000 baht 0.460 1584 0554 4531 0.391
More than 25,000 baht -0.991 0.371 0.107 1.289 0.119
Treatment
Diet only -1.867 0.155 0.014 1.655 0.123
Oral medication only -0.546 0579 0.245 1.370 0.214
Insulin + oral medication 1
Having glucose meter 0.837 2310 0.981 5437 0.055
CP score* -0.164 0.849 0.758 0.950 0.004*

*CP score: Score of carbohydrate portion knowledge

*statistically significant as P-value <0.05
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4.2.7 Factors related to knowledge of carbohydrate portion

As shown in Table 4.16, the demographic characteristics that related to
knowledge of carbohydrate portion were age, educational level, occupation and income.
The participants who aged less than 60 years statistically had the higher score (p-
value=0.004). The older group did 15.53 + 0.43 points while the younger group earned
17.57 + 0.49 points. The lower educational level significantly associated with less
knowledge of carbohydrate portion (p-value<0.001). The participants with education
up to high school graduation scored 14.88 + 0.48 points whereas the higher education
level group scored 17.24 + 0.44 points. Occupation statistically related to knowledge
of carbohydrate portion (p-value=0.002). Government officer or state enterprise
employee did the best score (19.20 + 0.70 points) when compare to other jobs. Business
owner, business employee, retiree scored 16.07 + 0.81, 16.57 + 1.04, 15.53 + 0.42
points respectively. Income per month was statistically significant to knowledge of
carbohydrate portion (p-value<0.001). The group that received income more than
25,000 baht (19.13 + 0.66 points) and the group which earned income 15,000 to 25,000
baht scored better in knowledge of carbohydrate portion than the group that did not
receive any income (17.50 + 0.59 points) and the group which earned income less than
15,000 baht (14.52 + 0.51 points).

As demographic characteristics that were not statistically significant to
knowledge of carbohydrate portion were gender, marital status, people whom
participants live with (p-value= 0.898, 0.924, 0.305 respectively). The carbohydrate
portion score of men was 16.30 + 0.62 points and score of women was 16.22 + 0.41
points. As marital status, the participants who were single, married, divorced, widowed
scored 15.91 + 0.65, 16.41 + 0.43, 16.00 + 2.04, 15.89 + 1.05 points respectively. The
participants who lived with parents, spouse and children, who lived with spouse and
children, who lived with children, who lived with sibling, who lived alone scored 18.44
+1.51, 16.52 + 0.49, 15.36 + 0.62, 15.83 + 0.67, 16.00 + 1.50 points respectively.
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Table 4-16 Relationship between demographic characteristics and score of

carbohydrate portion knowledge

Characteristics CP score?® P-value

Gender! Male 16.30 + 0.62 0.898

Female 16.22 £ 0.41

Younger than 60 years 17.57+0.49  0.004*
Age (years)?

60 years and older 15.53+0.43
Education Lower than diploma 1488 +0.48 <0.001*
level* Diploma and higher 17.24 +0.44

Single 15.91 £ 0.65 0.924
Marital Married 16.41 +0.43
status? Divorced 16.00 + 2.04

Widowed 15.89 £ 1.05

Living with parents, spouse and children  18.44 + 1.51 0.305
People Living with spouse and children 16.52 £ 0.49
whom you Living with children 15.36 + 0.62
live with? Living with sibling 15.83 + 0.67

Living alone 16.00 + 1.50

Government  officer/State  enterprise

employee 19.20 +£0.70*  0.002*
Occupation? Merchant/Business owner/Freelancer 16.07 + 0.81°

Business employee 16.57 + 1.04°

Housewife/Retiree/No occupation 15.53 £ 0.42°

No income 1452 + 0.51* <0.001*
Income per  Less than 15,000 baht 15.24 + 0.722
month? 15,000 to 25,000 baht 17.50 + 0.59°

More than 25,000 baht 19.13 +0.66°

*statistically significant as P-value <0.05

YIndependent t-test, 20One-way ANOVA with post-hoc Tukey test

3CP score: Score of carbohydrate portion knowledge expressed as mean = SEM
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Table 4.17 presented relationship between medical information and score of
carbohydrate portion knowledge. The only factor which related to score of carbohydrate
portion knowledge was HbA1c (p-value=0.001). The participants with good glycemic
control had the better score of carbohydrate portion knowledge (17.44 + 0.46, 15.17 +
0.46 points). Diabetes duration was not statistically significant to knowledge of
carbohydrate portion (p-value=0.076). The participants who had diabetes less than 1
year, 1to 5 years, 5 to 10 years, more than 10 years earned score of 18.00 + 2.00, 15.00
+ 0.74, 17.85 + 0.78, 15.98 + 0.42 points respectively. Other underlying diseases did
not statistically relate to knowledge of carbohydrate portion (p-value=0.226). The
participants who did not have any other underlying disease scored 17.85 + 1.01 points.
The score of the group which had dyslipidemia only, had hypertension and
dyslipidemia, had chronic kidney disease stage 3 with hypertension and dyslipidemia,
had cardiovascular disease with hypertension and dyslipidemia were 15.23 + 0.54,
16.24 + 0.43, 14.89 + 1.59, 15.29 + 1.06 points respectively. The participants who
controlled blood glucose level by diet control only did the better score than group which
used oral medication and group with insulin injection. However there was not
significant relationship between treatment and knowledge of carbohydrate portion (p-
value=0.380). Weight change within 6 months, medication change within 6 months and
hypoglycemia did not also associate with score of carbohydrate portion knowledge (p-
value=0.069, 0.105, 0.496 respectively). The participants who had no weight change
scored 16.27 + 0.34 points, who had more than 5% weight gain scored 19.25 + 2.29
points and who had more than 5% weight loss scored 13.20 + 1.88 points. The group
that received higher medication dose scored 18.33 + 1.08 points, another group that
received lower medication dose scored 17.10 + 1.04 points and the last group that their
medication were not changed scored 15.95 + 0.37 points. The group who had
hypoglycemia events scored 17.11 + 0.87 points while who did not scored 16.84 + 0.36

points.
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Table 4-17 Relationship between medical information and score of carbohydrate

portion knowledge

Characteristics CP score” P-value
Less than 1 year 18.00 + 2.00 0.076
Diabetes 11to 5 years 15.00 + 0.74
duration? 5 to 10 years 17.85+0.78
More than 10 years 15.98 +0.42
No 17.85+1.01 0.226
Other DLP Only 15.23 + 0.54
underlying HTN and DLP 16.24 £ 0.43
diseases? CKD stage 3 with HTN and DLP ~ 14.89 + 1.59
CVD with HTN and DLP 15.29 + 1.06
Diet control 18.17 +1.25 0.380
Treatment? Oral medication only 16.34 + 0.47
Insulin injection 15.86 + 0.51
<70 17.44 + 0.46 0.001*
HbA1c (%)!
>7.0 15.17 £ 0.46
No 16.27 £ 0.34 0.069
Weight change
L Increase > 5% 19.25+2.29
within 6 months?
Decrease > 5% 13.20 +1.88
Medication No 15.95 + 0.37 0.105
change Higher medication dose 18.33 £ 1.08
within 6 months?  Lower medication dose 17.10 + 1.04
_ No 16.84 +0.36 0.496
Hypoglycemia®
Yes 17.11+0.87

*statistically significant as P-value <0.05

YIndependent t-test, 20One-way ANOVA with post-hoc Tukey test

*CP score: Score of carbohydrate portion knowledge expressed as mean + SEM
DLP: Dyslipidemia HTN: Hypertension CKD: Chronic kidney disease

CVD: Cardiovascular disease
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Table 4-18 Relationship between self-management information and score of
carbohydrate portion knowledge

Characteristics CPscore®  P-value
Self-Monitoring Do not have glucose meter 15.44 +0.57 0.042*
of Blood Glucose®  Having glucose meter 16.83 +0.41
Do not have glucose meter 15.44+0.57 0.178

Having glucose meter but rarely use 16.69 + 0.64

Frequency of 1-3 times per week 15.82 £ 0.75
Self-Monitoring 4-6 times per week 19.17 +£1.80
of Blood Glucose?  Once a day 16.20 + 2.27

More than once a day 17.63+1.13

Having hypoglycemia event 18.00 + 0.94
Exercise more No 1596 +0.40 0.179
than 150 minutes  Yes 16.97 + 0.65
per week!

*statistically significant as P-value <0.05
YIndependent t-test, 2One-way ANOVA with post-hoc Tukey test

3CP score: Score of carbohydrate portion knowledge expressed as mean + SEM

Self-management information in the study consisted of self-monitoring of blood
glucose and exercise more than 150 minutes per week. Only factor about having
glucose meter associated with knowledge of carbohydrate portion (p-value=0.042)
while frequency of self-monitoring of blood glucose did not show relationship (p-
value=0.178). The participants who had glucose meter (16.83 + 0.41 points) scored
better in knowledge of carbohydrate portion than who did not (15.44 + 0.57 points). As
frequency of self-monitoring of blood glucose, the group that rarely use glucose meter,
used 1-3 times per week, used 4-6 times per week, once a day, more than once a day
and having hypoglycemia events scored 16.69 + 0.64, 15.82 +0.75,19.17 + 1.80, 16.20
+ 2.27, 17.63 + 1.13 and 18.00 + 0.94 points respectively. Moreover score of

carbohydrate portion knowledge did not relate to exercise (p-value=0.179). The
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participants who exercised more than 150 minutes per week scored 16.97 + 0.65 points
whereas who did not scored 15.96 + 0.40 points (Table 4-18)

The score of carbohydrate portion knowledge was no significant difference
among diabetes education topics including general diabetes (p-value=0.487), diabetes
complication (p-value=0.566), diabetes medication (p-value=0.495), self-monitoring of
blood glucose (p-value=0.167), exercise (p-value=0.095) and foot care (p-
value=0.436). The participants who received diabetes education about general diabetes
scored 16.46 = 0.48 points while who did not scored 15.98 + 0.48 points. The
participants who received diabetes education about diabetes complication scored 16.03
+ 0.47 points while who did not scored 16.42 + 0.48 points. The participants who
received diabetes education about diabetes medication scored 16.46 + 0.46 points while
who did not scored 16.00 + 0.50 points. The participants who received diabetes
education about self-monitoring of blood glucose scored 16.75 + 0.50 points while who
did not scored 15.81 + 0.46 points. The participants who received diabetes education
about exercise scored 17.04 + 0.67 points while who did not scored 15.84 + 0.38 points.
The participants who received diabetes education about foot care scored 16.08 + 0.40
points while who did not scored 16.68 + 0.63 points. Frequency of diabetes education
in 5 years ago did not statistically relate to knowledge of carbohydrate portion (p-
value=0.534). The group that did not receive any diabetes education scored 15.52 +
0.84 points while the group that received 1 times, 2-4 times, 5-10 times and more than
10 times scored 16.48 + 0.60, 15.90 + 0.61, 16.57 + 0.92, 17.53 + 1.03 points
respectively. In addition, the other sources of knowledge including family members (p-
value=0.430), friends (p-value=0.549) and media (p-value=0.121) did not had
difference between the group that received diabetes knowledge from other sources and
who did not. The participants who got more information from family members scored
15.60 + 0.71 points while who did not scored 16.36 + 0.38 points. The participants who
got more information from friends scored 16.64 + 0.69 points while who did not scored
16.14 + 0.39 points. The participants who got more information from friends scored

15.42 + 0.70 points while who did not scored 16.66 + 0.37 points. (Table 4-19)
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Table 4-19 Relationship between diabetes education and score of carbohydrate portion

knowledge
Characteristics CP score® P-value
Diabetes education No 15.98 + 0.48 0.487
General diabetes
from healthcare Yes 16.46 + 0.48
staffs* Diabetes No 16.03+0.47  0.566
complication Yes 16.42 £+ 0.48
Diabetes No 16.00 + 0.50 0.495
medication Yes 16.46 + 0.46
Self-Monitoring of  No 15.81 + 0.46 0.167
Blood Glucose Yes 16.75 + 0.50
No 0.00 -
Healthy diet
Yes 16.24 + 0.34
No 15.84 + 0.38 0.095
Excercise
Yes 17.04 + 0.67
No 16.68 + 0.63 0.436
Foot Care
Yes 16.08 + 0.40

Frequency of

Did not receive

15.52 £ 0.84 0.534

diabetes education 1 time 16.48 + 0.60
inpast5years” 5 4 times 15.90 £ 0.61
5-10 times 16.57 + 0.92
>10 times 17.53 +£1.03
Other source of No 16.36 + 0.38 0.430
diabetes Family Yes e
knowledge! 15.60 +0.71
. No 16.14+039  0.549
Friend Yes
16.64 + 0.69
No 0.121
Media Ves 15.42 £ 0.70
16.66 + 0.37

*statistically significant as P-value <0.05
YIndependent t-test, 20One-way ANOVA with post-hoc Tukey test

3CP score: Score of carbohydrate portion knowledge expressed as mean = SEM
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4.2.8 Factors related to low level of carbohydrate portion knowledge

Participants were divided into 3 groups by score of carbohydrate portion
knowledge test (low, moderate, high). The participants whose score lower than the 1st
quartile were considered having low level of knowledge whereas group whose score in
between 1st and 3rd quartile had moderate level and above 3rd quartile had high level.

As shown in Table 4-20, variables which related to low level of knowledge were
age (p-value=0.005), education level (p-value=0.014), occupation (p-value=0.006),
income (p-value<0.001) and receiving diabetes information from media (p-
value=0.014). The rest of factors did not show association with low level of
carbohydrate portion knowledge

As shown in Table 4-21, knowledge of general diabetes related to low level of
carbohydrate portion knowledge (p-value<0.001). Mean score of participants in group
of low knowledge level was 14.19 + 0.61 points while the group of moderate and high
knowledge level was 16.97 + 0.28 points.

Table 4-22 was explained relationship between low level of carbohydrate
portion knowledge and selected factors that was determined by chi-square test. It was
evaluated strength of association by binary logistical regression. All selected factors
was shown association with low knowledge level. The participants who aged 60 years
and older was 4.758 times more likely to be in group of low knowledge level. The group
with diploma or higher education and low knowledge level was shown negative
association (OR=0.364). Among these participants, those who earned income was
negatively associated with low knowledge level, but did not order by amount of income.
The odds of less than 15,000 baht, 15,000 to 25,000 baht and more than 25,000 baht
were 0.335, 0.080 and 0.117 respectively. In addition, the participants who received
diabetes information from media was also negatively associated with low knowledge
level (OR=0.363). The participants with more knowledge of general diabetes less likely

to be assessed as low level of carbohydrate portion knowledge (OR=0.758).
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Table 4-20 Relationship between demographic characteristics, medical information,
self-management information, diabetes education and low level of

carbohydrate portion knowledge

Variable v P-value

Gender 1.366 0.277
Age 8.513 0.005*
Education level 5.998 0.014*
Status 2.537 0.469
People who you live with 4.871 0.301
Occupation 12.574 0.006*
Income 20.320 <0.001*
Duration of diabetes 1.785 0.618
Secondary disease 2.210 0.188
Treatment 0.620 0.734
HbAlc 2.295 0.130
Weight change within 6 months 4.054 0.132
Medication change within 6 months 5.254 0.072
Hypoglycemia 3.208 0.119
Having glucose meter 1.455 0.228
Frequency of SMBG 6.588 0.361
Exercise >150 min/week 2.874 0.113
Diabetes education from healthcare staffs

General diabetes 1.529 0.216

Diabetes complication 1.767 0.184

Medication 0.015 0.901

SMBG 0.048 0.827

Exercise 0.021 0.885

Diabetic foot 0.471 0.492
Frequency of diabetes education in 5 years 2.404 0.662
Diabetes knowledge from other sources

Family members 0.117 0.733

Friends 0.521 0.616

Media 6.051 0.014*

*statistically significant as P-value <0.05, Chi-square test
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Table 4-21 Relationship between knowledge of general diabetes and low level of

carbohydrate portion knowledge

Mean score of general

Characteristics ) P-value
diabetes knowledge
Low knowledge level 14.19 £ 0.61 <0.001*
Moderate and high knowledge level 16.97 £ 0.28

*statistically significant as P-value <0.05, Independent t-test

Table 4-22 Binary Logistical Regression of low level of carbohydrate portion

knowledge and selected factors

Characteristics OR 95% CI P-value
Lower Upper

Age

Younger than 60 years 1

60 years and older 4.758 1.552 14587  0.006*
Education level

Lower than diploma 1

Diploma and higher 0.364 0.159 0.830 0.016*
Income per month

No income 1

Less than 15,000 baht 0.335 0.116 0.972 0.044*

15,000 — 25,000 baht 0.080 0.017 0.374 0.001*

More than 25,000 baht 0.117 0.025 0.554 0.007*
Diabetes knowledge from other
sources

Media 0.363 0.159 0.827 0.016*
General diabetes knowledge 0.758 0.658 0.874  <0.001*

*statistically significant as P-value <0.05
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The variables that p-value less than 0.2 were included in multivariable analysis.
According to binary logistic regression, all variables were selected into this analysis.
The results showed knowledge of general diabetes and income were associated with
low level of carbohydrate portion knowledge. Both of them expressed negative
association in low level of carbohydrate portion knowledge. If participants had less
knowledge of general diabetes, they were expected to have low level of carbohydrate
portion knowledge (OR=0.764). Similarly, the participants who did not yield any
income, more likely to had low level of carbohydrate portion knowledge if they
compare with those who earned income 15,000 to 25,000 baht (OR=0.090) and more
than 25,000 (OR=0.122). While, the variable about income less than 15,000 baht did
not statistically associate with low knowledge level. Age, education level and receiving
more diabetes information from media did not statistically related to low level of

carbohydrate portion knowledge (Table 4-23)

Table 4-23 Multivariate analysis
Characteristics B OR 95% CI P-

Lower Upper value

Age

Younger than 60 years 1

60 years and older 0.643 1902 0.482 7.502 0.359
Education level

Lower than diploma 1

Diploma and higher -0.265 1.303 0.426 3.988 0.643
Income per month

No income 1

Less than 15,000 baht -1.152 0.316 0.089 1.125 0.075

15,000 — 25,000 baht -2.411 0.090 0.015 0.528 0.008*

More than 25,000 baht -2.100 0.122 0.018 0.831 0.032*
Diabetes knowledge from other sources

Media -0.591 0.554 0.200 1.533 0.255
General diabetes knowledge -0.269 0.764 0.647 0.902 0.002*

*statistically significant as P-value <0.05
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4.3 Determining food estimation skills and an in-depth interview

The design was a mixed methods to collect qualitative and quantitative data.
The sample group was recruited from participants who completed data collection in
previous part. The participants were selected by knowledge level of carbohydrate
portion and HbA1c. Participants were divided into 3 groups by quartile of carbohydrate
portion knowledge score (low < Q1, moderate Q1-Q3, high >Q3) and HbAlc was
divided into 2 groups as well control (HbAlc < 7) and poor control (HbAlc > 7). The
total of participants was 24. The number of participants for each group was not equal.
It depended on data saturation. The participants were 7 men and 17 women. Mean age
with SEM was 59.04+10.13 years. (APPENDIX E)
4.3.1 Quantitative data

A) Rice estimation

In this test, participants were asked amount of steamed rice which is proper
amount for them and scooped the amount that they answered. Then, they estimated the
steamed rice on plate sample and answered in ladle unit. The correct answer was 3
ladles. Among these participants, error of estimation in grams was 15.29 + 3.36 and in
percentage was 23.79 £ 4.99. The most accurate error of estimation was -0.5 grams and
if calculate in percentage, it was 0.91. The highest negative error of estimation in grams
was -18 while overestimation was 63 grams. As percentage, 107.25 was maximum error
of estimation whereas -32.7% was the largest underestimation. Mean score with SEM
of steamed rice on plate sample was 3.33 £ 0.25 points. Maximum and minimum were

1 and 5 points respectively (Table 4-24).

Table 4-24 Percentage error and score of rice estimation (n=24)

Characteristics Mean + SEM™ | Min Max

Scooping steamed | Error of estimation (g) 15.29 + 3.36 -18 63
rice for a meal

Error of estimation (%) | 23.79 £ 4.99 -32.73 | 107.27

Most accurate error of estimation: -0.59
Most accurate percentage error of estimation : 0.91
Steamed rice on | Full score : 5 points 3.33+£0.25 1 5

plate sample
**Negative values converted to positive values for representing size of error
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Table 4-25 and Table 4-26 was explained about number and percentage of
participants’ answer. In test of scooping steamed rice for a meal. The criteria were not
more than 20% or less than -20%. Two-third of participants (66.67%) passed the criteria
and 8 participants could not. Three of them underestimated (12.50%) and another five
of them overestimated (20.83%) what they scooped. As estimation of steamed rice on
the plate sample, only 25% of participants answered correctly. The majority of
participants replied number of ladle less than correct answer (70.83%) and 1 participant
responded number of ladle more than correct answer (4.17%).

As shown in Table 4-27, the half of participants answered 1 ladle for proper
amount of one meal and 6 participants selected half of ladle. For the rest of them, 3 people
replied 2 ladles and another 3 answered 3 ladles. All participants who selected 3 ladles
were in low level of knowledge. No one in high level of knowledge group did not pass
error of estimation criteria. Five participants who did not pass had poor glycemic control
while another 3 participants had good glycemic control. Moreover, 9 participants
answered 2 ladles for steamed rice on plate sample. Three participants answered 2.5
ladles, another 3 participants replied 1.5 ladles, 2 participants answered 1 ladle and the
last participants selected 4 ladles. Four in six participants who replied correct answer were

in well control group.

Table 4-25 Description of participants’ answer for rice estimation (n=24)

Participants who | Participants who | Participants who

answer correct | answer less than | answer more than

Characteristics

answer correct answer correct answer
n % n n % n
Scooping steamed 16 66.67 3 16 66.67 3
rice for a meal™
Steamed rice on 6 25.00 17 6 25.00 17
plate sample

***Percentage error of estimation more than 20% or less than -20%
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Table 4-26 Group of participants’ answer for rice estimation (n=24)

Scooping rice for a Rice on plate
Characteristics Answer meal*** sample
n % n %
) Correct 3 100.00 2 66.67
High
Less than 0 0.00 1 33.33
knowledge
More than 0 0.00 0 0.00
Correct 2 66.67 1 33.33
Moderate
Less than 1 33.33 2 66.67
knowledge
Well More than 0 0.00 0 0.00
control Correct 2 50.00 1 25.00
Low
Less than 0 0.00 3 75.00
knowledge
More than 2 50.00 0 0.00
Correct 7 70.00 4 40.00
Total Less than 1 10.00 6 60.00
More than 2 20.00 0 0.00
) Correct 5 83.33 1 16.67
High :
Less than 1 16.67 5 83.33
knowledge :
More than 0 0.00 0 0.00
Correct 1 0 0.00
Moderate 2700
Less than 0 0.00 4 100.00
knowledge '
More than 3 75.00 0 0.00
Poor '
Correct 2 50.00 1 25.00
control Low
Less than 2 50.00 2 50.00
knowledge
More than 0 0.00 1 25.00
Correct 8 57.14 2 14.29
Total Less than 3 21.43 11 78.57
More than 3 21.43 1 7.14

***Percentage error of estimation more than 20% or less than -20%
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Table 4-27 Number of ladle, estimation error and score for scooping rice estimation
and steamed rice on plate sample (n=24)

Characteristics No. Scooping rice for a meal Rice on plate
sample
Number | Estimation errors | Number | Score
of ladle | Grams % of ladle
) 008 1 6 10.91 2.5 4
High

030 0.5 -0.5 -1.82 3 5

knowledge
005 1 -10 -18.18 3 5
013 1 -17 -30.91 2 3

Moderate
Well 142 0.5 35 -1.82 2 3

knowledge
control 095 1 -1 12.73 3 5
045 3 6 3.64 3 5
Low 104 3 31 18.79 15 2
knowledge | 130 0.5 29.5 107.27 2 3
136 2 63 57.27 1 1
081 2 1 5.45 3 5
016 0.5 45 14.55 2 3

High

001 1 3 -5.45 2 3

knowledge
143 1 8 0.91 2 3
105 0.5 -15 16.36 15 2
088 1 -11 -20.00 2 3
Poor 047 1 11 20.00 2 3
control | Moderate | 018 1 41 74.55 2 3
knowledge | 141 0.5 9.5 34.55 2.5 4
132 2 20 18.18 15 2
118 1 -18 -32.73 2.5 4
Low 014 3 53 32.12 1 1
knowledge | 042 1 -4 -1.27 4 3
015 1 -14 -25.45 3 5
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B) Food estimation

The results of food estimation skill test was presented in Table 4-28 The test was
asked participants to comparing 2 food sample and answered which one contains more
amount of carbohydrate or equal. The results showed that percentage of score less than 50
in all units. The lowest percentage of score was fruits unit (20.83%) and desserts unit was
inferior (20.84%). Percentage of starchy foods unit and beverages unit were 44.45 and
43.06 respectively. Percentage of total score in food estimation skill test seems to see the
trend. The group who had high level of knowledge from paper test did more score than
lower group. Similarly, the percentage of desserts unit exhibited same pattern of total score.

Table 4-28 Percentage of score in food estimation skill test

Percentage of score

Unit Well control (n=10) Poor control (n=14) Total
High Mid Low High Mid Low  (n=24)
Starchy foods 38.89 50.00 29.17 47.22 50.00 50.00 44.45

Fruits 4444 2222 833 27.7/78 833 16.67 20.83
Desserts 50.00 16.67 1250 25.00 25.00 0.00 20.84
Beverages 4444 2222 833 27.78 833  16.67 43.06
Total 42.86 40.50 23.21 44.07 32.14 30.36 35.71

As shown in Table 4-29, all participants correctly estimated porridge when
compare with steamed rice. 58.33% of participants selected correct answer for boiled sweet
potato. steamed glutinous rice, boiled wide rice noodles (Senyai) and boiled corn were
29.17 % of correct. The lowest percentage of correct answer in this unit was boiled glass
vermicelli (Woonsen) with 20.83%. The items in fruits unit were tangerine, guava and
papaya. Percentages of correct answer were 16.67, 25.00, and 20.83, respectively. There
were 2 items in desserts unit, mock fruits (Look Choup) and rice noodles with coconut
cream (Lod Chong). Participants correctly answered at 12.50% and 29.17 %, respectively.
The last unit was beverages which contained 3 items (Orange juice, Soymilk, Green tea
original flavored). Percentages of correct answer were similar. There were 41.67, 41.67,

and 45.83, respectively.
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Table 4-29 Percentage of correct answer in foods estimation test for each group

Percentage of correct answer

Glycemic control Well control (n=10) Poor control (n=14) Total
Knowledge group High Mid Low High Mid Low (n=24)

Starchy foods
Steamed glutinousrice  66.67 33.33 0.00 16.67 50.00 25.00 29.17
Boiled wide rice 33.33 3333 0.00 16.67 25.00 75.00 29.17

noodles (Senyai)
Boiled glass vermicelli  0.00 33.33 0.00 50.00 25.00 0.00 20.83
(Woonsen)

Porridge 100.00 100.00 100.00 100.00 100.00 100.00 100.00
Boiled sweet potato 33.33 66.67 50.00 66.67 50.00 75.00 58.33
Boiled corn 0.00 3333 25.00 33.33 50.00 25.00 29.17

Total of starchy foods 38.89 50.00 29.17 47.22 50.00 50.00 44.45

Fruits

Tangerine 3333 3333 0.00 16.67 0.00 25.00 16.67
Guava 66.6/ 0.00 0.00 50.00 25.00 0.00 25.00
Papaya 33.33 3333 25.00 16.67 0.00 25.00 20.83
Total of fruits 4444 2222 833 2778 833 16.67 20.83
Desserts

Mock fruits 33.33 000 25.00 0.00 2500 0.00 12.50
(Look Choup)

Rice noodles with 66.67 33.33 0.00 50.00 25.00 0.00 29.17

coconut cream
(Lod Chong)

Total of desserts 50.00 16.67 12,50 25.00 25.00 0.00 20.84
Beverages

Orange juice 33.33 33.33 50.00 16.67 0.00 25.00 41.67
Soymilk 66.67 0.00 0.00 50.00 25.00 0.00 41.67
Green tea original 33.33 33.33 25.00 16.67 0.00 25.00 45.83
flavored

Total of beverages 4444 2222 833 27.78 833 16.67 43.06
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4.3.2 Qualitative data

The interviews were transcribed word by word and the transcripts were read
multiple times to find topic domains. The 4 major themes were identified as follow:

I) Misunderstandings surrounding the most appropriate diet for diabetics and

sources of carbohydrate

I1) Problems with the methods of food estimation

[11) External factors contributing to overconsumption

IV) Attitudes leading to malpractice
Thai language verbatim transcription see in APPENDIX F

I) Misunderstandings surrounding the most appropriate diet for diabetics and

sources of carbohydrate

From qualitative data of this study, all participants understood that diabetes
cannot be cured, but it can be controlled. Most of them knew that diet management is
important to control diabetes and that this will be a challenge for their whole life:

“...When I was diagnosed with diabetes, I thought it would be cured if
| could just stop drinking soda. After attending diabetes education class, |
learned that diabetes could not be cured. | need to take care of myself. Diet
control is definitely very important in diabetes management. | changed my habit
of taking white rice to brown rice. | tried to eat desserts less frequently after
meals changing it to fruit. | need to change most food | usually eat. This is not
just transient. It is a change for the whole of my life ...”

Participant No. 008, Female, High knowledge and Well control

Most participants explained characteristics of diet for people with type 2
diabetes as “low amount of rice and high amount of vegetable”. In their opinion, a major
food of raising blood glucose level was rice. The sugary food was not mentioned until
researcher asked about. They explained that avoiding sugary food is a basic concept of
diabetes that everyone should know. Healthy food for diabetes was thought in negative
way. They complained about taste and appearance. It was described as “unfamiliar”.

The participants felt that it is good for health, but it takes away eating happiness:
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“...Eat small amount of rice, tasteless food and plenty of vegetables.

This is the diet that people with diabetes should eat, but we do not like it. We
like tasty foods...”

Participant No. 141, Female, Moderate knowledge and Poor control

“...One ladle of rice and tasteless vegetable side dish. It is not tasty,
weird taste and unappetizing...”

Participant No. 005, Male, High knowledge and Well control

Most participants focused on amount of rice. They said that their doctor allow

only one or half ladle of rice or stop eating rice if you can. They understood that rice,

noodle, taro and potato are the same. All of them could raise their blood glucose level,

but fruits were different. Even they knew sugar can raise their blood sugar and fruits

contain some sugar. They still thought sugar in fruits is different from table sugar that

was made from sugarcane. Special types of sugar included all types of nonwhite sugar

such as brown sugar, molasses, coconut sugar, etc. They believed that it is similar to

rice. If brown rice is better than white rice, brown sugar should be better than white

sugar. This concept was adapted to many kinds of food such as corn, cabbage and

dragon fruit:

“...My doctor said that one ladle of rice is adequate. If | do not feel full,
I will eat fruit after meals...”

Participant No. 018, Female, Moderate knowledge and Poor control

“...Taro, potato, corn are starch. I should not eat them. Eat rice in small
amount and eat fruit instead. Eat fruit instead of rice, especially in dinner. Even
it is Thai suki, I do not eat glass vermicelli. It can help to reduce weight. As |
do not like vegetable, I try to eat more fruit...”

Participant No. 130, Female, Low knowledge and Well control

“...Do not select white sugar because it is not suitable for people with
diabetes. Do not trust sugar from sugarcane. | select sugar from coconut that

is not white...’

Participant No. 088, Female, High knowledge and Poor control
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Most participants defined carbohydrate as rice and starch (Kao Pang), but some
participants misunderstood that animal skin and oil also containing carbohydrate. They
pointed out that if a doctor said that this food should be limited, it is a high carbohydrate
food. On the other hand, food that doctor advised to eat is misinterpreted as free
carbohydrate food. In addition, milk and soybean were misunderstood to contain only
protein because they are in protein group of five food groups. The participants justified
that meat, milk, egg and bean are protein. It is traditional knowledge of food which
learned in elementary school:

“...My doctor warned me that coconut milk, fatty foods, fried foods,
should be avoided. If I need to use oil, it should be No cholesterol oil because
oil is also carbohydrate...”

Participant No. 130, Female, Low knowledge and Well control

“...Meat, milk, egg, bean, guava and no added sugar soybean milk
contain very low carbohydrate. School teach this in subject of health and
hygiene, shouldn’tit ?...”

Participant No. 042, Female, Low knowledge and Poor control

“.If it is natural milk and no added flour, it contain no

carbohydrate...”
Participant No. 013, Male, Moderate knowledge and Well control

All participants knew that non-white rice better than white rice, but around half
of them misunderstood that brown rice does not contain carbohydrate or contain a little
amount. The rest of them explained that brown rice is digested slower and contains
vitamins more than white rice. Similarly, some participants confused that guava
contains only fiber and it is no carbohydrate food. When they received information
about good fruit for diabetes, they misinterpreted that it can decrease their blood
glucose level or help to relieve their diabetes. As medical food for diabetes, they tried

to add it after meal or between meals to control blood glucose level. In addition,
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participants were selected a product with nutrition claim. They thought that it is good
for diabetes, even its claim is not related to diabetes:
“...Brown rice, Riceberry rice, Coarse rice have energy equal to white

rice, but slower absorption...’

Participant No. 081, Female, High knowledge and Poor control

“...White rice contains more sugar than brown rice, but brown rice
contains more vitamins. If | eat brown rice, | feel full and become muscular...”

Participant No. 030, Female, High knowledge and Well control

“...Brown rice contains less starch and more expensive than white rice.
If I eat brown rice, my blood glucose level does not raise...”

Participant No. 042, Female, Low knowledge and Poor control

“...My doctor said that I should eat guava. If I do not feel full, I eat
guava instead of rice because my blood sugar level will not become high. |
heard that berry, kiwi, avocado is good for diabetes. | try to eat them because |
want my blood sugar level decrease. They are hard to find in supermarket...”

Participant No. 132, Female, Moderate knowledge and Poor control

“...1 feel refreshed after drink GenDM. I heard that it help to control
blood sugar level. After dinner | drink one glass of GenDM everyday...”
Participant No. 105, Male, High knowledge and Poor control

“...I am concerned about buying healthy foods. For milk, I choose low
fat and high calcium. | can drink it without increasing blood sugar level. |
bought product with high fiber because it help to relieve constipation. | choose
only good foods...”

Participant No. 016, Male, High knowledge and Poor control
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Figure 4-1 Theme analysis of qualitative study: Misunderstandings surrounding the

most appropriate diet for diabetics and sources of carbohydrate
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I1) Problems with the methods of food estimation

Both type and amount of carbohydrate affect to glycemic control. Carb-
counting is the most common method to know amount of carbohydrate, but it is needed
numeracy skill. The results of this study showed that participants with good glycemic
control and high knowledge level use carb-counting to manage their blood glucose
level. It helped them to have more flexibility to select menu. It made them less boring
their meals:

“...One carb is one slice of whole wheat bread, one apple, one banana,
but not Hom variety. If it is Hom variety, one carb is half. | do it every day and
it becomes daily life. Two carb for breakfast and three carb for lunch and
dinner...”

Participant No. 008, Female, High knowledge and Well control

“...If you use carb counting and set goal, you can eat everything you
want, not suffer from eating. Foods look like normal food and make you feel
restricted as few as possible...”

Participant No. 030, Female, High knowledge and Well control

Although carb-counting have benefit for people with diabetes, it is not suitable
with everyone, especially people with low numeracy skills. Some participants
complained about complexity and difficulty. They felt uncomfortable if they have to
calculate the number in meal time. In addition, they explained that it is difficult to
separate amount of carbohydrate from other nutrients in their plate. The participants
confused what ingredients are added in this menu because they did not interest in
cooking or had never cooked before:

“...I do not use carb-counting. | set my goal at 1,200 Kcal per day. | eat
three meals and limit 400 Kcal per meal. If | eat noodle, | can eat more. If | eat
fried noodle with pork, it is over my limit...”

Participant No. 143, Female, High knowledge and Poor control
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“...I have never seriously count carbohydrate. I roughly estimate it. For
example, this box lunch is too much, I should throw away half of it or if | were
home, I will give it to my dog. | do not have time to calculate carbohydrate in
my foods..."”

Participant No. 142, Female, Moderate knowledge and Well control

“...I received education about food portion, but I do not really pay
attention. I think it is too complicated. It is impossible to do it in mealtime...”

Participant No. 104, Male, Low knowledge and Poor control

Although information from nutrition fact labels is useful for food estimation,
more than half of participants did not read it properly. They focused on expire date and
food weight to buy the best one. Some of them read ingredient lists to check amount of
sugar. If it has nutrition claim on the front of label, the participants will ignore
ingredient lists and nutrition facts behind the package. Even 8 participants read nutrition
facts label, only 2 participants concerned about serving size. The rest of them
understood that the number which show on nutrition facts label is for whole package.
The most common problem of reading nutrition facts label was too small font size. The
elderly participants needed to ask for assistance in reading or used magnifying glass or
take a photo by mobile phone and magnify in application:

“...I read expired date, weight to compare with price and amount of
sugar...”

Participant No. 014, Male, Low knowledge and Poor control

“...Atis very hard to read because letters are very small. I have to take
a photo by my mobile phone and enlarge image to see it clearly. Itis too difficult
and make me do not want to read...”

Participant No. 130, Female, Low knowledge and Well control
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Food model is a common tool for teaching portion size. Although most
participants agreed that food model represent the portion size of real food better than
photo, it is still difficult to remember numerous food items in around 1 hour of nutrition
consulting. Thus participants categorized foods according to their experience. Some
participants point out that they remember portion size from hospital foods during
admission:

“...I choose low calorie vegetable and use food exchange to calculate.

I remember it from food models... "

Participant No. 142, Female, Moderate knowledge and Well control

“...I try to eat in same amount of hospital foods when | was admitted in
hospital. | remember amount of rice for each meal. In fact my amount of foods
less than hospital foods that I remember...”

Participant No. 016, Male, High knowledge and Poor control

A glucose meter was a useful tool to check their blood glucose level after eating.
If number of blood glucose is high, participants will label this food is not good for
diabetes. As participants who did not have glucose meter or rarely use it, they learned
from the result that their doctors told them. When their doctors tell them that blood test
results is not good and ask about the food they eat, the food that participants answered
will be labeled as bad for diabetes. On the other hand, if participants eat the foods with
high sugar, but their blood glucose is still in targeted range. They will think this food
may be bad for other, but for me it does not raise my blood glucose level:
“...I cannot remember theory. I know that it is about comparing two
foods, but I cannot remember detail. | estimate foods from self-monitoring blood
glucose...”

Participant No. 013, Male, Moderate knowledge and Well control

“...1 eat durian, but it do not raise my blood glucose and reduce my
HbAlc. It may be bad for other, but good for me...”

Participant No. 042, Female, Low knowledge and Poor control
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“...I estimate foods from my experience and I test it by myself. For
example, | eat two ladle of this and after | checked my blood glucose level, it is
high. In next meal, | eat job's tears and my blood glucose level is in normal
range. It showed that it can adjust temperature in my body. As taro and potato
are bad because if | eat more than 3 bites, my blood glucose level will be
raised...”

Participant No. 015, Female, Low knowledge and Poor control

“When I ate 5 pieces of sweet potato paste mixed with sugar, my doctor
did not complain anything. I think I can eat it because it is not too sweet...”

Participant No. 132, Female, Moderate knowledge and Poor control

Taste and texture were criteria for selecting healthy food choice, especially if
participants do not have glucose meter. The participants understood that if they eat
sweet foods, they will have poor glycemic control. If it is very sweet, it should be eaten
in a little amount while if it is not too sweet, it can be eaten more. Similarly, soft, sticky
and juicy foods were categorized as high carbohydrate foods and tough, dry and crispy
foods were categorized as low carbohydrate foods. So, participants said that level of
ripeness in fruits influence amount of fruit they decide to eat because taste and texture
of fruits are different at each stage of ripeness:

“...Amount of fruits that I eat depend on how sweet of them. [ tasted it
before I make a decision...”

Participant No. 047, Male, Moderate knowledge and Poor control

“...You will know after taste it. If it contains a lot of sugar, it tastes
sweet. If it contains high sodium, it tastes salty. If it is too sweet, | will not buy
it next time...”

Participant No. 045, Female, Low knowledge and Well control



88

“...Just taste it and you will know. When I see the doctor, he always ask
me that is it sweet? If it tastes sweet, | eat only one or two bites. If it is not sweet,

I will eat more...”

Participant No. 119, Female, Low knowledge and Poor control

“...Guava should not be eaten more than three pieces. If I eat over than
that, my blood sugar will be moved up. The ripe one should not be eaten, eat

only the unripe one...’
Participant No. 015, Female, Low knowledge and Poor control

“...As fruits should not be too sweet and ripe. The good fruits should be
unripe and taste sour. It is hard to chew but healthy. For example, soft and ripe
guava is not good. You have to buy the one which was tough and unripe...”

Participant No. 141, Female, Moderate knowledge and Poor control
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[11) External factors contributing to overconsumption

All participants in this qualitative study agreed that family members and friends
influence to their diet. Their children or friends often buy their favorite desserts or
snacks and they cannot resist temptation. On the other hand, if participants eat the
desserts less than usual, their family members or friends who bought snacks will
encourage them to eat more and they may feel neglected if participants still refuse to
eat more. In addition, it was very had to stay healthy when eating out with their friends
or family because a buffet restaurant is mostly selected. However, there were family
members and friends who help to manage it better. It depended on how much they
understand diabetes:

“...My daughter always buy some desserts for me. I told her that if you
buy some desserts, | cannot stop myself from eating it, especially sticky rice
with black beans...”

Participant No. 136, Female, Low knowledge and Well control

“...Buy, buy, buy again and again. I knew she love me, but she does not
care about my blood glucose level. If I do not eat snacks which she bought, she
will be angry with me. She said that small amount of snack cannot harm you
and you should go back to manage blood sugar level tomorrow...”

Participant No. 018, Female, Moderate knowledge and Poor control

“...My son bought bakery from department store. I eat it because it is
so expensive...”

Participant No. 005, Male, High knowledge and Well control

“...My goal is eating at buffet once a week, but I failed to reach my goal
when my friends ask me to go out...”

Participant No. 095, Female, Moderate knowledge and Well control

“...If I stay in my room and do not meet anybody, I do not want to eat
anything. When | go out and meet my friends, I go out to eat...”

Participant No. 105, Male, High knowledge and Poor control
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“...I want to eat dried rice balls sweetened with sirup. | know it contains

a lot of sugar. My friend share it with me, but not in half, just quarter or an

eighth. She said that please do not swallow, just hold it in your mouth and spit
it out. A little sugar can be absorbed...”

Participant No. 118, Female, Low knowledge and Poor control

“...My colleagues said that you cannot eat this. What do you eat today?

Did you have lunch? If | pick up some desserts, they will ask me that how many
pieces of them that you ate?...”

Participant No. 136, Female, Low knowledge and Well control

Some participants who still work complained about amount of rice that their
doctor suggested. They explained that if they eat only 1 ladle of rice, they do not have
enough energy to do their jobs. In addition, one participants could not refuse to work
overtime and it made her increase number of her meals. Three participants pointed out
that frequency of eating dessert increase according to frequency of meeting in their
works. A cup of coffee and a piece of cake or pastry were served, especially in long
meeting. One participant is a taxi-driver. He had a problem with eating at the same time
and had hypoglycemia events. He always keep candies in his car to prevent
hypoglycemia:

“...I am hard worker. | have to eat a lot because | need energy or if |
eat something sweet, I will not feel tried and can do my job well...”

Participant No. 105, Male, High knowledge and Poor control

“...I have to work overtime and I feel hungry. I may not eat two meals,
but eat four meals. It is impossible to control my weight...”

Participant No. 047, Male, Moderate knowledge and Poor control

“...It always has some snacks at the meeting. If it is a long meeting, |
will be hungry and | eat snack with coffee. After that my blood glucose level
will be risen up...”

Participant No. 142, Female, Moderate knowledge and Well control
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“...My doctor said that you should have meal at the same time. I try to
do it, but sometime | have passengers. If | feel dizzy, | will eat my candy. I try

to follow the doctor ‘s suggestion. I know I should take care of myself...”
Participant No. 104, Male, Low knowledge and Well control
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| Family members and
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External factors

contributing to
Work intensity

OVGFCOI']SUfT]ptiOﬂ o

need much energy from food

Overtime

— Jobs

increase number of meal

Meetings

served coffee, cake or pastry

Figure 4-3 Theme analysis of qualitative study: External factors contributing to
overconsumption
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IV) Attitudes leading to malpractice

Nutrition knowledge is important to control blood glucose level, but some
participant with high knowledge level still had poor glycemic control. Some
participants blamed their genes and insisted that they selected good food choices and
proper portion size. Among participants in this qualitative study, 2 of 14 participants
with HbAlc level of more than 7.0 were unsatisfied with their current glycemic control.
The rest of them did not focus on HbAlc. They relied on before breakfast SMBG. Each
participant had their own criteria. The range of their SMBG criteria was 100 to 200
mg/dl. Most people with poor glycemic control point out that HbAlc of less than 7.0 is
very strict criteria for elderly. They had nocturnal hypoglycemia if their HbAlc was
controlled. One participant told that he did not pay attention how high his blood glucose
level if he can work normally. Moreover, participants with high education or high
income mostly thought that they have high knowledge about diabetes. Some of them
were in high knowledge group, but some were not. They tried to say that | knew all
about diabetes because they have been with it for more than 10 years. In fact, their
misconception were not fixed and it might cause of poor glycemic control. They never
paid attention in diabetes education because they presumed that nothing they do not
know:

“...Irarely eat dessert. I wonder why I became diabetic. I think it come
from genes and cannot be controlled...”

Participant No. 141, Female, Moderate knowledge and Poor control

“...It is because of my genes. I choose only good foods, not sweet foods,
but my blood sugar level is still high. It did not relate with my diet because other
eat more than me but their sugar level still is not high. People Metabolism is
different for each person...”

Participant No. 016, Male, High knowledge and Poor control

“...My sugar level from glucose meter that I checked before breakfast is
not more than one hundred. It means very good. If it is less than one hundred
and twenty, it means fair. I am satisfied with this...”

Participant No. 018, Female, Moderate knowledge and Poor control



94

“...In fact the doctor said that sugar level should be one hundred, but 1
think not more than one hundred and forty is fair. For me, I am satisfied...”
Participant No. 015, Female, Low knowledge and Poor control

“...My sugar level is around one hundred forty to one hundred fifty. I
am satisfied with this, but it should be not more than two hundred...”
Participant No. 001, Female, High knowledge and Poor control

“...I am satisfied because I am fine, healthy, have no symptoms. My
doctor complained about some blood tests, but I do not care if I can work
normally...”

Participant No. 014, Male, Low knowledge and Poor control

“...You should not choose me for interview because | know everything.
You have to choose someone who know nothing. | learn about diabetes many
times. Whatever you ask | can answer it...”

Participant No. 042, Female, Low knowledge and Poor control

“...1 am so bored when | have to go to the room for diabetes education.
It wasted my time because | heard about this lesson more than 10 times. It is
extremely boring. If | stay silent, it will be ended faster...”

Participant No. 104, Male, Low knowledge and Poor control

Some participants explained that they do not believe nutrition facts label. They

did not rely on standard of nutrition facts label because the taste is not like they

expected. It was too sweet to be sugar free product. Participants pointed out that all

nutrition facts label on product show only good point. It is only advertisement that is

waste time to read.

“...Can I trust the nutrition facts label? I have never found a product
with high amount of sugar...”

Participant No. 095, Female, Moderate knowledge and Well control
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“...It is an advertisement. Some of them presented low sugar, but it
tastes very sweet. Some of them contains high fat. Even it is labeled 0% sugar,
it still tastes sweet...”

Participant No. 136, Female, Low knowledge and Well control

“....The numbers look a lot different, but the products look similar. Are
they in the same standard if they comes from China, Japan, Korea? Are they in

the same standard between Samut Sakhon and Bangkok?...
Participant No. 081, Female, High knowledge and Poor control

One more factors that participants of qualitative study mentioned was serving
size. They feel shame if they leave food on their plate. In their opinion, wasting food is
guilty, but it is almost impossible to buy smaller serving size. The average size is bigger
than they need. Some participants tried to solve this problem by dividing food into 2 or
3 meals, but this solution need refrigerator. The other way was giving leftover to a dog.
Moreover, if their family members buy some food and cannot finish it all, they will
help, especially the food is expensive:

“...A doctor told that eating one ladle of rice, but no one sell rice in one
ladle. | have to eat it all, I cannot leave it. My parents taught me that my family
are farmer and growing rice is hard work...”

Participant No. 104, Male, Low knowledge and Well control

“...When I go to buy my food, I told them that I want small amount of
rice, but they still give me normal portion size. | have to eat it all. | heard that
someone divide it for more meals, but | cannot because | do not have
refrigerator. If | keep it, it will become spoiled..."

Participant No. 143, Female, High knowledge and Poor control

“...I divide my foods which I bought into two meals and keep half of it

’

in my refrigerator...’

Participant No. 130, Female, Low knowledge and Well control
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“...One package of rice is very big. I can share it for three meals and
the smallest amount is in my dinner or I give some to my dog...”

Participant No. 030, Female, High knowledge and Well control

“...When I received some food a lot, I keep it only I can eat. The rest of
them will become my dog’s food...”

Participant No. 001, Female, High knowledge and Poor control

“...I bought sticky rice with ripe mango for my father. It is very
expensive, but my father eat only two or three spoons of it and leave around
half of kilogram. Then, I eat it all...”

Participant No. 132, Female, Moderate knowledge and Poor control

“...It cost one hundred something for one piece and it was eaten only a
few bite. | ate it instead of wasting it....”

Participant No. 045, Female, Low knowledge and Well control
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CHAPTER 5
DISCUSSION

This research was designed as a cross-sectional mixed methods study. This
study aimed to evaluate understanding of carbohydrate portion in adults with type 2
diabetes including determine relationship between carbohydrate portion knowledge and
variables (socio-demographic characteristics, medical history, self-management
information, general diabetes knowledge and glycemic control). The test which was
used to evaluate carbohydrate portion knowledge was developed in the first part of the
study. It contained 29 items and its reliability coefficient was 0.827. In second part of
this study, 135 participants with type 2 diabetes were recruited. All data collection
forms including knowledge test were filled by the researcher from asking participants.
After the second part was finished, 24 participants who were selected by HbAlc and
knowledge level attended food estimation skill test and were interviewed their opinions.

5.1 Score of general diabetes knowledge and carbohydrate portion knowledge

The mean score of general diabetes knowledge test in this study was 16.32
points, maximum was 21 points and minimum was 3 points. The number was similar
to previous study which used the same test to determine knowledge in 241 outpatients
at King Chulalongkorn Memorial Hospital. It showed mean score was 14.37 points,
maximum was 21 points and minimum was 5 points®”. As carbohydrate portion
knowledge test, mean score was 16.24 points, maximum was 25 points and minimum
was 4 points. Percentage of mean score was used to compare the scores from 2 tests
because full scores were not equal for each test. So, the participants did better scores
on the general diabetes knowledge test (77.71%) than the carbohydrate portion
knowledge test (56.00%). For each unit of carbohydrate portion knowledge test, there
were 2 units (reading the nutrition facts label and amount of carbohydrate in foods)
which mean score of participants were less than half of full score. Both units need basic
calculation skills. Deficit in understanding nutrition labels was indicated by previous
study. Literacy and numerical skills were highly correlated with correct interpretation,
even people with average literacy might have difficulty of calculating carbohydrate

from nutrition facts label©®.



99

As correlation, score from general diabetes knowledge test significantly
correlated with score from carbohydrate portion knowledge test including both sections
in this test. The correlation between scores from 2 tests was not strong (R=0.351, p-value
<0.001). However, correlation coefficient between diabetes knowledge score and health
literacy score was also weak correlation (R=0.446, p-value = <0.001)®. While,
relationship between health literacy and diabetes knowledge was demonstrated in many
studies %79,

5.2 Misunderstanding about carbohydrate and diabetes

From quantitative and qualitative data in this study, people with type 2 diabetes
have 7 misconceptions about carbohydrate and diabetes as follows:

(1) People with type 2 diabetes should eat carbohydrate foods as few as they can.

As carbohydrate portion knowledge test, 9.63% of participants responded
correctly on question 1 in the section of general knowledge of diabetes diet and 88.15%
of participants misunderstood that they should eat amount of carbohydrate as few as
possible. Similarly, qualitative data from interview showed that characteristics of diet for
people with type 2 diabetes were low amount of rice and high amount of vegetable. In
addition, the question 1 was related to glycemic control (p-value=0.038). According to
the results of food estimation test, 6 people answered that amount of rice for each meal
should be a half of ladle. Half of 24 participants in the third part of the study replied 1
ladle. Two ladles was answered by 3 people and 3 ladles was responded by the last 3
people. It demonstrated that most participants understood that they should eat small
amount of rice. The findings are consistent with previous study. Youth with diabetes
defined that healthy eating is eating low-carbohydrate foods (/2.

In fact, the American Diabetes Association's (ADA) standards of medical care in
diabetes 2017 do not indicate proper amount of carbohydrate for people with diabetes
including ideal caloric distribution. It depends on each individual, but there are
suggestions about good sources of carbohydrate that help to promote higher fiber and
lower glycemic load>). Carbohydrate restriction is usually selected as the first dietary
treatment. The strong point of this strategy is apparent impact on lowering postprandial
blood glucose level including HbALc. It is easier to achieve glycemic control more than
weight reduction™. Moreover, the major nutrient which contribute excessive energy

intake is carbohydrate. Percentage of energy from carbohydrate increase when obese
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people increase their total energy intake. Previous studies presented that low
carbohydrate diet helps people with diabetes improve weight loss, however, it should not
be used longer than 6 months. Systematic review of low carbohydrate diet indicated that
there were insufficient evidences to see benefit of low carbohydrate diet for glycemic
control. It may have some benefits, but it is not recommended for people aged more than
50 years, using longer than 90 days and limiting amount of carbohydrate less than 20
grams7?,

(2) Some fruits do not contain carbohydrate.

Question 4 of the section of general knowledge of diabetes diet was “Natural
sugar in fruits is not dangerous and no need to limit natural sugar intake”. More than
70% of response (74.07%) of this question were correct, but correct response about
fruits in the section of carbohydrate portion control were less than 50%. However, most
participants (72.59%) misunderstood that guava does not have carbohydrate and
60.00 % of participants replied that watermelon has no carbohydrate. Both items did
not show relationship with glycemic control (p-value=0.962, 0.259 respectively). As
the results of food estimation test, unit of fruits was 20.83% of correct response and the
item which compared between 2 serving of guava and 1 serving of banana, Namwa
variety was 25% correct response. 83.33% of correct response came from participants
with high knowledge level. Data from qualitative interview reported that participants
with low knowledge level misunderstood that guava is fiber and does not contain
carbohydrate. Some participants explained that doctors suggested them to eat guava and
they received information about benefit of guava from media such as television,
facebook and line. It promoted guava as the best fruit for people with diabetes. They
interpreted that guava is safe to eat and does not increase blood glucose level. In
addition, participants presumed that if they do not feel full after meal, they can eat
unlimited guava to fill up their stomach and still keep blood glucose level in control.
As misconception about low amount of carbohydrate, participants tried to decrease
amount of rice for a meal and ate higher amount of fruits instead. Participants described
that taste and texture are used to decide including level of ripeness. In their opinion, an
unripe, tough and tasteless guava is in the best stage with no sugar. So, the participants

misinterpreted that an unripe guava does not contain starch or carbohydrate.
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Diabetes management guidelines usually recommend about high intake of fruits
and vegetables for each meal. High fiber intake helps to manage type 2 diabetes. Fruits
contain fiber, vitamins, minerals and antioxidants, but they also contain sugar. Fresh
fruits are better choices for sweet than sugary desserts, but need to concern about
carbohydrate in them®. However, the results of previous study in Chinese women
indicated that high vegetable consumption associated with lowering risk of diabetes
while, fruit consumption did not®. In addition, fruit and fruit juice were misunderstood
that they do not affect blood glucose level #2777,

(3) Cow milk contains no carbohydrate because it is in the protein group.

Participants’ answers about cow milk were controversial. In unit of types of
foods that contain carbohydrate, 36.30% of participants correctly replied that cow milk
is a source of carbohydrate, while this items did not related to glycemic control (p-
value=0.536). On the other hand, unit of sugar-sweetened beverages contained 2 items
about cow milk (whole milk and skim milk). One Third of participants (33.33%)
misunderstood that whole milk is a sugar-sweetened beverage, while their responds in
the previous question were “cow milk does not contain carbohydrate”. Researchers
asked definition of carbohydrate to participants again and confirm that participants did
not misunderstand meaning of carbohydrate. Participants explained that whole milk is
different from skim milk because whole milk is added flour and sugar in process.
Similarly, data from participants’ interview supported this misconception. Participants
pointed out that natural milk with no added flour does not contain carbohydrate. In their
opinions, milk is in the protein food group, not carbohydrate food group in 5 food
groups which learnt in an elementary school. High protein food and food with low
carbohydrate were mentioned together as being good for diabetes"?. It may be easy to
misunderstand that high protein food also low in carbohydrate.

(4) Glass vermicelli (Woonsen) contains nearly no carbohydrate.

Almost half of responses (48.89%) for question 9 in unit of types of foods that
contain carbohydrate were “No”. Almost half of participants misunderstood that glass
vermicelli does not contain carbohydrate. Participants knew glass vermicelli as the best
food choice for diabetes. The food that is recommended for people with diabetes is easy
to misunderstand as no carbohydrate food likewise fruits. Question 3 in unit of amount

of carbohydrate in foods had 12.59% correct answer. Most participants (87.41 %)
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answered 1 ladle of steamed rice contains amount of carbohydrate more than 1 ladle of
glass vermicelli. As relationship between above mentioned questions and glycemic
control, it was presented in question 3 of the amount of carbohydrate in foods unit (p-
value=0.041), while was not in question 9 of types of foods that contain carbohydrate
unit (p-value=0.264). Around seventy percent of participants (70.58%) who selected
correct answer in question 3 had good glycemic control. In the same way, percentage
of correct answer in food estimation test was 20.83%. Participants explained that glass
vermicelli contains carbohydrate, but in very low amount. They thought that this is a
reason why doctors recommended glass vermicelli for a meal. Moreover, glass
vermicelli made from mung bean and mung bean is in the protein food groups likewise
milk. However, participants described that it is difficult to eat glass vermicelli instead
of rice.

(5) Fried food and animal fat contain carbohydrate.

Around forty percent of participants (42.22%) answered that soybean oil is a
source of carbohydrate, even this item is not significantly related to glycemic control
(p-value=0.257). This misconception was also found in previous study. It reported that
50% of participants answered baked potato had lower carbohydrate when compare with
Swiss cheese and peanut butter”. Overestimation of carbohydrate content in high
caloric foods such as fried foods was found in the study about accuracy of estimation
in Japan. Patient without carb-counting experience confused between calorie and
carbohydrate content("®. Qualitative data may help to explain this result. Participants
pointed out that what doctor said not to eat is a high carbohydrate food. Coconut oil,
fried food and animal fat were foods that doctor advised participants to avoid. In this
study, 85.19% of participants had dyslipidemia and the percentage of participants with
dyslipidemia in this qualitative study was similar (83.33%). It is possible that the doctor
aim to manage dyslipidemia or control weight. However, people with type 2 diabetes
explained their emotion about comorbidity management as confused, discouraged and
upset with many treatments and advice. It showed that difficulties to solve conflicting in
dietary advice"®.

(6) Product with nutrition claim is healthy and contains low sugar.
As unit of sugar-sweetened beverages, 45.19% of participants misunderstood

that low fat drinking yogurt is not sugar-sweetened beverages and 58.52% of
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participants thought that vegetarian soymilk is not sugar-sweetened beverages. Both of
items did not related to glycemic control (p-value=0.279, 0.550, respectively). In the
same way, qualitative data indicated that participants is interested in health claim on
the front of package more than the amount of carbohydrate in nutrition labels. They
presumed that it is healthy for them, even health claim is not related to diabetes. One
participant with high knowledge and poor control told that he drinks medical food for
diabetes every day after dinner. He misunderstood that if add up this product after meal,
it will help to control blood glucose level. Elderly with health problems and low income
was type of consumer who interested in products with health claims®. Participants
possibly tried to selected products which help to improve their health problem, but they
do not clearly understand about nutrition claims. The findings are consistent with the
study of Labiner-Wolfe et al (2010). Consumers read only health claims in front of a
package to indicate product benefits, even it has nutrition facts label®.

(7) Tough textured and non-white foods is good for diabetes, in the same way brown
rice is better than white rice.

Less than twenty percent of participants (14.81%) answered that amount of
carbohydrate in white rice and brown rice are similar at the same portion size. This
items did not show relationship with glycemic control (p-value=0.815). From
qualitative interview, one of participants’ criteria for healthy food was color.
Participants misunderstood that non-white food is always healthier than white food. For
example, they presumed that brown sugar, coconut sugar and honey are healthier than
white sugar. Participants explained that process of non-white sugar and white sugar are
different. Then, they thought that non-white sugar has less effect on blood sugar level.
Next of participants’ criteria for healthy food were taste and texture. It was
demonstrated in question 2 of the same unit. Almost eighty percent of participants
(77.78%) correctly respond that 1 ladle of glutinous rice contains carbohydrate more
than 1 ladle of white rice. It may be easy to remember because of rice texture.
Participants described that tasteless, tough, and crunchy are characteristics of low
carbohydrate food. On the other hand, participants defined characteristics of high
carbohydrate food as sweet, sticky and soft. So, any kind of rice which texture is harder
than white rice, might be indicated that it contains lower amount of carbohydrate than

white rice.
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5.3 Food estimation

As scooping steamed rice in food estimation test, mean error of estimation was
15.29 + 3.36 grams and mean of percentage error was 23.79 + 4.99. The next one was
steamed rice on plate sample with 5 points of full score. Mean score was 3.33 + 0.25
points or 66.6%. Number of participants with error of scooped rice less than 20% were
17 (70.83%) and number of participants with accurate amount of rice on plate were 6
(25%). Rice is amorphous shaped food and its shape depends on container. Foods with
amorphous shape are harder to estimate than geometric shape®?. This results showed
that scooping rice by themselves was more precise than estimating rice on plate. It may
be easier to use tool for measuring, even it is not a standard household measurement.
People with type 2 diabetes may underestimate the amount of rice and consume more
carbohydrate than their meal plan. It could be cause of poor glycemic control. The
results of this study showed that 70% of participants in well glycemic control group
could scoop rice with less than 20% error, while percentage of participant in poor
glycemic control group was 57.14. Similarly, 40% of participants with the well control
responded correct answer, while the poor control group was 14.29%. In addition, 8
participants who scooped rice with error more than 20%, 5 participants (62.5%)
scooped rice more than reference weight, while 17 of 18 participants estimated rice on
plate less than correct answer. Study of Huizinga et al. (2009) also aimed to evaluate
accuracy of portion size estimation, but in a primary care patients. The items were 3
solid food and 1 beverage. The participants were asked to estimate serving size that
they eat and specified amount of food. The results showed that 65% of participants can
estimate accurate single serving and 62% can accurately estimate specific amount.
After multivariate analyses, inaccuracy of estimation skill was related to less than 9™
grade education (OR 2.54)®3),

It is interesting to find that the participant who did maximum error was in the
low knowledge level and well control group. Maximum of percentage error was 107.27
or double size of correct portion. Maximum error in grams was 63 grams and the error
weight was more than 1 serving of rice in Thai food exchange list. Both participants
explained in interview that they do not understand carbohydrate counting or food
estimation, but they know exactly proper amount of rice for their meal. It is possible

that they can control blood glucose level in the normal range because they eat in the
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same amount almost every meal. They precisely estimate only one portion size, even
they do not know amount of carbohydrate in it.

Normally, Thai cuisine consists of at least 2 side dishes with rice in plates. Rice
is the most common ingredient in Thai foods and Thai people used to eat rice every
day®¥. We cannot deny that rice is the greatest impact on diet therapy. It is challenge
to find the way to cutting down amount of rice while amount of carbohydrate in other
foods do not increase.

Moreover, participants who did high score in paper test, seem to estimate food
better than who did lower score. Fruits and desserts units were low percentages of
correct answer. There were 20.83%, 20.84%, respectively. In both units, only the high
knowledge and well control group selected correct answer more than 30%. Percentage
of correct answer in fruits unit was 44.44 for the high knowledge and well control
group, while 27.28% for the high knowledge and poor control group. Similarly, unit of
desserts was 50.00% correct response of the high knowledge and well control, but the
poor control and high knowledge group did 25.00% of correct. From this results,
inaccurate estimation of fruits and desserts possibly affect to blood glucose level.
Similarly, the results of previous study in Finland presented that snacks, vegetables and
fruits were overestimated®. The similar results of study in Japan was reported that
most of food in fruits and desserts groups were overestimated ('®.

As each item in food estimation test, mock fruit (Look Choup) was the lowest
percentage of correct answer (12.50%) and boiled glass vermicelli (Woonsen) had
20.83% of correct. Like misconception that is written above, boiled glass vermicelli
was misunderstood as very low carbohydrate food because it is made from mung bean.
Mock fruits are also made from mung bean and may be misunderstood in the same way.
On the other hand, steamed glutinous rice was an interesting item. In paper test, 77.78%
of participants answered that 1 ladle of glutinous rice contains more carbohydrate than
1 ladle of steamed rice. When question in estimation test was comparing between 3
serving of glutinous rice (90 g) and 3 serving of steamed rice (165 g), most participants
(70.83%) still answered glutinous rice had more carbohydrate. Similarly, 1 serving of
tangerine and papaya were misunderstood that contain carbohydrate less than 1 serving
of banana, Namwa variety. Percentages of correct answer were 16.67, 20.83,

respectively. Participants pointed out a reason in the interview that their doctors suggest
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to avoid this kinds of food. Then, they memorized that glutinous rice and banana were
high carbohydrate food. In fact, participants did not know how much carbohydrate in
glutinous rice and banana. They misunderstood that they are prohibited from eating
them and did not pay attend to learnt about proper amount. The results were supported
by the findings of the previous study. It showed that participants were confused about
appropriate amount of food, but they understood about good food choices®?).

According to the American Diabetes Association's (ADA) standards of medical
care in diabetes 2017, healthy meal plans are goals of diet therapy. It promotes a wide
variety of food with nutrient density in proper portion sizes®). Portion size estimation
is an important skill for people with type 2 diabetes. Inaccurate estimation of
carbohydrate content was related to unstable blood glucose level®. However,
carbohydrate restricted diet could increase risk of hypoglycemia. Although mild
hypoglycemia is a common adverse effect from treatment, it is an important problem if
it became fear. Fear of hypoglycemia was not directly related to high HbAlc, while
was significantly associated with blood glucose fluctuations®”. People with diabetes
should understand effect of carbohydrate on their blood glucose in order to prevent
hypoglycemia. Knowledge about carbohydrate foods is needed for meal plan®®). So,
accurate food estimation may help to prevent hypoglycemia event and keep blood
glucose level stable.

Food exchange is a common method to estimate food in Thailand and food
models are important tools for serving size education®. Although serving sizes of Thai
food exchange list are used household measurement, it is still hard to understand for
people who are not familiar with cooking. Lack of cooking skill affects estimation skill.
They have a problem to memorize amount of food in diabetes education because they
do not familiar with food measurement. Hands are selected to solve this problem. The
health professionals in western countries created “finger width method” to guide size
of portion, but accuracy depends on shape of food. It is suitable for food with geometric
shape and should be considered to use with amorphous shape®®. However, character
of Thai foods are different from western foods. Thai foods commonly mixed several
ingredients together. It is more difficult to estimate because ingredients in same food

groups are separated on the plate. The finding of previous study was found that mixed
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dishes is the greatly overestimated than other types of food®?. In addition, various
different numbers in food exchange are hard to remember.

As qualitative data, participants choose the best method for themselves. Carb-
counting method was used by participants in group of high knowledge and well control.
This method is good because meal plan become more flexible. However, participants
in other groups pointed out that carb-counting is complicated, especially people with
education lower than a high school. They have a problem with numeracy skill. From
the finding of previous study, mean scores of accuracy of carb-counting was 44% and
increasing of score did not related with HbAlc. At the end of study, participants were
asked to pay more attention to food labels and serving size®?. It is possible that carb-
counting is not appropriate method for everyone.

As nutrition facts label, participants complained that nutrition facts label is
difficult to read and interpret. This problem was supported by score of paper test.
Around one third of participants (37.78%) responded that do not know about nutrition
facts label. In other items, percentage range of participants who replied do not know
was 0.00-14.07. The first items in unit of nutrition facts label was not complex. If
participants know which number on nutrition facts label represent amount of
carbohydrate, they can respond correctly. However, less than half of participants
selected correct answer (40.74%). The second item was more difficult because serving
size was needed to calculate. Percentage of correct answer was only 5.93%. The first
question was not related to glycemic control (p-value=0.979), while the second
question showed relationship (p-value=0.027). It is possible that misinterpretation of
nutrition facts label contribute to poor glycemic control in people with type 2 diabetes.
Literacy and numerical skills is needed for correct interpretation. American people also
had a problem about understanding of nutrition label, even people with average
literacy®®. Moreover, some participants described that they do not trust nutrition facts
label. Standard of nutrition facts label was doubted.

Participants with low knowledge had a problem with calculation. Eating food
in the same pattern was a strategy to keep their blood glucose level in appropriate range.
Participants with low knowledge and well control tried to eat same menu or same
ingredients at a same restaurant. They did not calculate amount of carbohydrate, but

they knew appropriate amount of food. For example, fried rice should be divided into
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half for 2 meals. American Diabetes Association's (ADA) standards of medical care in
diabetes 2017 is written that patients on fixed insulin can set both amount and time of
carbohydrate consumption like a pattern.

Glucose meter is an important tool, when participants try a new food or food
which they do not know amount of carbohydrate. It helps people with type 2 diabetes
evaluate appropriate amount of food. Paired-meal SMBG testing helps to enhance
knowledge about carbohydrate. It represents carbohydrate content in a meal and its
effect size. People with diabetes have more motivation to adjust their diet®. This can
be called self-regulation®®. If participants do not have glucose meter, they evaluate
from character of food as taste and texture.

5.4 Factors associated with poor glycemic control

From the results of this study, factors which associated with poor glycemic
control were income, treatment, self-monitoring blood glucose and score of
carbohydrate portion knowledge. After multivariate analysis, score of carbohydrate
portion knowledge is the best factor to predict people with poor glycemic control. It
was negative correlation (f=-0.164) and had odd ratio of 0.844. This could be
interpreted that the risk of poor glycemic control is reduced 15.6% when score of
carbohydrate portion knowledge increased for every 1 point. The results are consistent
with previous studies. Findings of Bains et al. (2011)’s study was reported that only
score of diabetes knowledge and health status were associate with glycemic control.
Age, sex, race, education, income and self-care did not show relationship. Bains et al’
study used different diabetes knowledge test from the present study. They selected
Diabetes Knowledge Questionnaire (DKQ) which was developed by Garcia et al.®.
Association between diabetes knowledge and poor glycemic control was also found in
study of Al-Qazaz et al. (2011). The researchers selected Michigan diabetes knowledge
test (MDKT) for knowledge evaluation and criteria of poor glycemic control was
HbA1c > 6.5, On the other hand, the results of He et al. (2007)’s study were different
from the present study. It showed no difference of diabetes knowledge between people
with good and poor glycemic control. The knowledge test was Diabetes Knowledge
Scale (DKN) which was developed by Dunn et al. (1984)©®),

As qualitative data, opinions of participants against factors associated poor

eating habits and glycemic control was divided in 4 main topics.
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(1) Attitude for diabetes: Causes of diabetes are both genetics and lifestyle
factors. International Diabetes Federation (IDF) classifies it into 2 groups; non-
modifiable and modifiable. Genes or family history is in a non-modifiable group
including gender and age while important modifiable factors are obesity, physical
inactivity and diet®”. All participants understood benefits of lifestyle modification,
especially dietary management. However, some of them pointed out their blood glucose
levels are still high, even following all doctor’s instruction. They assumed that their
bodies and genes are different from others with diabetes because genes also affect to
risk of diabetes.

According to American Diabetes Association's (ADA) standards of medical
care in diabetes 2017, goal for blood glucose control is different. It depends on life
expectancy, hypoglycemia events and complications. Normal HbAlc for non-pregnant
adults is less than 7.0 and this criteria also used in this study. It becomes less strict for
some patients such as those who have history with severe hypoglycemia. This is
possible that participants was satisfied with easier target that they heard from others.
Moreover, glycemic goals for capillary blood test are 80-130 mg/dl for pre meal and
less than 180 for post meal. Participants who was satisfied with 140 or 160 mg/dl for
pre-prandial glucose level may be confused between target of pre and post meal®.

Hypoglycemia is a major barrier for diabetes management. Strict glycemic
control increase risk of hypoglycemia and this can be developed anxiety, especially
severe hypoglycemia. Weakness, fatigue and sweating were the most frequent reported
hypoglycemia symptoms. It is a big problem when hypoglycemia happens at work and
consequences were unpleasant. This may be a reason why participants were satisfied
with high HbAlc. They tried to prevent hypoglycemia events (%8 99,

According to result of this qualitative study, although participants had a chance
to meet diabetes educator, some of them pointed out that it is useless and boring.
Characteristics of respected care providers were reported in previous study. They
listened, showed their care and involved patients to make decision together in non-
hurried consultation. Patients were confident in healthcare staffs if they received clear
answer to improve their understanding®®®. According to public health statistics 2016,
proportion population and health staffs in Bangkok were 716 per 1 physician and 205

per 1 professional nurse. For whole country, physician to population ratio was 1:2035
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and professional nurse to population was 1:4361°D_ It is possible that insufficient health
care professional is related to length of counseling. Some miscommunication may occur
in short conversation.

(2) Social impact: In Asian culture, food and eating have meanings. It represents
social bonding, good health and human interaction. Friends and family members
involves in eating activity. The greeting of Asian people may be not “How are you ?”,
but it is “Have you eaten?” or in Thai “kin khaao reuu yang”. Asian foods contain higher
carbohydrate portion than Western style and foods usually have high glycemic index.
Beloved elderly people received their favorite foods or traditional food as gifts 4 102),
It is hard to denied eating because it reflects love and care. Similarly, eating out is
related to excess energy intake™®, but refusing invitation could be mean refusing
relationship. It is difficult to meet friends without eating out. This results are consistent
with findings in a previous study. The common barrier to healthy eating was family
environment. Itis difficult to stay healthy while the junk food was available at home (2.

(3) Occupation: Although occupation in quantitative data did not show
association with glycemic control, but qualitative interview found some interesting
data. Types of occupation were significantly related to daily physical activity. Examples
of strenuous physical activity were farmers, laborers, cleaners and waiters.
Hypoglycemia is a major concern for people with strenuous activity. It may happen
after many hours of work. Hypoglycemia prevention requires knowledge and a glucose
meter for carbohydrate adjustment. Unfortunately, people with strenuous activity work
usually have low income and low education %4109 They possibly choose easier way
to prevent hypoglycemia. It is consumption of high carbohydrate meal.

In this study, participants complained that overtime caused one more meal.
Finding of previous studies in Japan was found that men with more than 50 hours of
overtime and women with more than 41 hours overtime had higher risk of type 2
diabetes than who less hours of overtime %100 On the other hand, recent study in
Japan which included 40,861 Japanese employees argued this results. The researchers
pointed out that number of hours in overtime work was not associated with higher
prevalence of diabetes. Association between working overtime and prevalence of

diabetes was U-shape. However, the researchers did not found clear explanation, but
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they explained that Japanese law required long overtime workers received health
guidance from a doctor®%®,

Participants who are company employees described that snacks in the meetings
usually are unhealthy. Their blood glucose cannot be in a target range because snacks
in meetings are high in sugar and fat. Unhealthy snack consumption was association
with non-designated eating places like a work place. There are candies, cookies or
pastries, chips or other salty snacks, frozen desserts, and deep fried food that is
convenience to consumption%9,

(4) Guilty to leftover food: Participants had a problem with portion size of food.
Restaurants were available in one portion size and it was larger than they should eat for
a meal. They were taught to not throw away food. This results are consistent with
findings in previous study. It reported that energy intake was association with amount
of food that is presented in a meal. Larger portion sizes affected to increase energy
intake. It is possible that served food in a plate is expected to provide in proper amount
(10 The trends of larger food portion sizes was found in Netherlands®!?. If a trend of
Thailand is similar, it may be more difficult to buy appropriate amount of food in single
portion.

5.5 Factors associated with carbohydrate portion knowledge

In the same way as written above, knowledge of carbohydrate portion was
statistically related to glycemic control. Although all participants in this study received
diabetes education about healthy diet, half of them still could not achieve the glycemic
target. Previous study also reported about problem with nutritional diabetes education.
96.8% of participants were instructed about diet, but percentage of correct answer in
the diet topic was only 60. As other topic, 96.8% of participants received education
about exercise and 94.8 % was given information about foot care. Correct answer of
exercise and foot care were 92.7% and 91.6%, respectively. This may be explained by
attitude in education. The scores were not different between participants who did not
want more education and those who want 7). This is similar to some participants in the
present study. In qualitative interview, they insisted that they knew everything about
diabetes and no need to attend more diabetes education, even their knowledge scores

were not high.
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One more possible explanation is that participants’ understanding were affected
by other factors. In this study, the variables which associated with carbohydrate portion
knowledge were age, education level, occupation, income and having glucose meter.
Age was a controversial variable about direction of relationship. In this study,
participants who aged younger significantly scored higher than older participants. The
negative relationship was agreed with other studies ©® 112119 However, some studies
argued that it should be positive relationship ¢ 114-118) Effect of education level may
be explained by study of Kim et al. (2015). The results indicated that people with lower
education had less awareness of diabetes“®. In addition, literacy help people more
easily understand new information®. The results of the present study indicated that
government officer or state enterprise employee had better score than other jobs. It was
found relationship between diabetes knowledge and occupation in other studies, but the
difference was shown in housewives and retired people®® 7. It is possible that
association with occupation was resulted from income or education level. Household
income was reported that it impacted on eating behavior in finding of previous study.
One of barriers against good diet was high cost of healthy food !, High income family
had more opportunity to buy more variety of foods®”. Thus, this may affect to an
attention in diabetes education. The people who had high income were interested in
how to select a good food choice®®. Many studies demonstrated that self-monitoring
blood glucose helped type 2 diabetes patients to have good glycemic control and healthy
lifestyle (20122 Moreover, previous study found self-monitoring blood glucose
associated with the higher knowledge. It may be easier to understand about diabetes
knowledge with performance of self-monitoring blood glucose®?®,

As risk of low knowledge about carbohydrate portion, variables that related to
people with low carbohydrate portion knowledge were age, education level, income,
receiving diabetes information from media and score of general diabetes. However,
factors which predict risk of people with low carbohydrate portion knowledge were
income and score of general diabetes knowledge. Both factors had negative correlation.
As income, 15,000-25,000 baht monthly income had odd ratio of 0.090 and more than
25,000 baht monthly income had odd ratio of 0.122. It could be interpreted that risk of
low carbohydrate portion knowledge is reduced 91% if people received income of
15,000-25,000 baht and 87.8% if people received income of more than 25,000 baht.
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Moreover, general diabetes knowledge had odd ratio of 0.764. It could be interpreted
that the risk of low carbohydrate portion knowledge is reduced 23.6% when score of
general diabetes knowledge increased every 1 point.
5.6 Limitations

This study was conducted on people who able to read Thai. They were recruited
because the knowledge test had questions about interpretation of nutrition facts label.
The participants were recruited at King Chulalongkorn Memorial Hospital which is a
tertiary care hospital. The results may not be generalized to patients in a hospital with
different health care system. All participants in the third part of study lived in the capital
city, Bangkok. People who live in rural areas may have different experiences with
diabetes. In estimation skill test, there were only one portion size for each food items.
It may be better to present accuracy of estimation skill by means of several portion
sizes. Also this study is a cross-sectional design so it could not show changes of

understanding or eating habits which would become evident in a longitudinal study.



CHAPTER 6
CONCLUSION

This cross-sectional study aimed to evaluate understanding about carbohydrate
portion in adults with type 2 diabetes including factors which associated with
carbohydrate portion knowledge. The group of participants was 135 adults with type 2
diabetes who came for treatment at diabetic clinic of King Chulalongkorn Memorial
Hospital. Knowledge of carbohydrate portion was evaluated by the tool which was
developed in this study and data collection forms consisted of socio-demographic
characteristics, medical information, self-management information, diabetes education
and general diabetes knowledge. After this process was completed, 24 participants were
selected by purposive sampling based on level of carbohydrate portion knowledge and
HbAlc.

The result of this study showed people with type 2 diabetes had carbohydrate
portion knowledge less than general diabetes knowledge (percentage of mean score
were 56.00 and 77.71 respectively). People with type 2 diabetes described carbohydrate
as rice and starch (KaoPang) and know effect of carbohydrate to their blood glucose
level. However, the misconceptions were found in this study as follow:

For grain and cereal group, the misconception was diet for diabetes is low
carbohydrate diet. From paper test of carbohydrate portion knowledge, 88.15% of
participants misunderstood that people with type 2 diabetes should eat carbohydrate
foods as few as they can. In rice estimation test, Two-third of participants answered that
one ladle or lower was proper amount of rice for a meal.

For fruit group, more than 70% of participants knew that they need to limit fruits
intake, most participants misunderstood that guava and watermelon do not contain
carbohydrate (72.59%, 60.00%, respectively). In food estimation test, the fruits group
had the lowest correct response.

For fat and oil group, the foods in this group are high in energy (calories) and
were misunderstood that they are also high in carbohydrate. Data from the interview

was found that participants include oil and animal fat in carbohydrate foods and paper
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test also showed 42.22% of participants misunderstood that soybean oil contains
carbohydrate.

For nutrition facts label, it should help to estimate carbohydrate content in food,
but people with type 2 diabetes had problems with interpretation. In addition, some of
them did not pay attention about reading it.

Therefore, people with type 2 diabetes seem to have problem with identifying
foods that contain carbohydrate and estimating carbohydrate content in foods.

This study found association between carbohydrate portion knowledge and
glycemic control. The 5 factors associated with carbohydrate portion knowledge from
analysis by independent t-testand ANOVA. There were age (p-value=0.004), education
level (p-value<0.001), occupation (p-value=0.002), income (p-value<0.001) and
having glucose meter (p-value=0.042). In the same way, analysis of chi-square test and
binary logistical regression showed low level of carbohydrate portion knowledge was
associated with 5 variables; age, education level, income, receiving diabetes

information from media and score of general diabetes.

Recommendations

This study was found some misconceptions about carbohydrate portion in
people with type 2 diabetes. The data from interview pointed out that people with type
2 diabetes misinterpreted their doctors and diabetes educators’ word. It is important to
be careful with incomplete and unclear message. When healthcare staffs give nutritional
advices to people with diabetes, it may be better to mention both type and amount of
the food that is recommended. If length of counseling is enough, it is good to explain
the reason why this food is suggested to eat or avoid. It may help to reduce
misunderstanding.

Two-third of participants received diabetes information from media such as
television, magazine, website, facebook and line. The information is often unreliable.
It may cause misunderstanding, especially in people with low health literacy.
Development of educational tools that are easy to access may help to distribute correct
information.

From the results of this study, people with high education level did not have

problem with numeracy skill and literacy. It was easier to use carb-counting or food
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exchange list and interpret nutrition facts label. The people with low knowledge fixed
a problem about numeracy by eating same pattern. However, it is important to tailored
diabetes education for individual because each person has different characteristics.

Recommendations for further study

1. Some elderly with low literacy were not enrolled in this study due to ability to
read Thai. It may be useful to conduct in people with type 2 diabetes with low
literacy and limited ability to read for more understanding.

2. This study was conducted at the diabetic clinic of King Chulalongkorn
Memorial Hospital. This place is a tertiary care hospital. The result may be
different in an internal medicine clinic or a primary care hospital.

3. Estimation skill test had one portion size for each type of food. It may be better
to measure people with type 2 diabetes knowledge with more variety of portion
sizes.

4. ltis interesting to explore more about group of people which received diabetes

education, but still have low knowledge level, especially group with no income.
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110 | unIdan * 0.75 0.50
11| Judu 0.75 0.75
112 | shdudwiaes 0.75 0.38
113 | da 0.75 0.50
114 | upalu* 0.75 0.38
1.15 151’][5]'1@‘1/13"]EI * 0.75 0.13

*ananat]luannanisiasiuiBuinanflulawnss
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) ANDNN IOC | Discrimination
index
2. | witesrulaselilufieinann lidneglunguirieamuiitiinags
(RavlFunnndn uiledie)
2.1 Yindnan 0.75 0
2.2 Tgp * 0.25 -
23 | unsdam * 0.75 0.25
2.4 unsaAR s * 0.75 0.38
2.5 umammmdl 0.75 0
2.6 i Rensanaliiany 0.75 0
2.7 yai Fenlasiusn 0.75 0.38
28 | wnfawidesgmsa 0.75 0.38
29 | undwmdesgasldiiaiiang 0.75 0.38
210 | nunnszilas 0.25 -
21| adensatinflansuazg 0.75 0
212 | iATRNRNgRNAY 0.75 0
213 | iAsesANINABLS 0.75 0
2.14 saspudeninuan 0.75 0
2.15 Y3t 100% * 0.75 0

P TS ST s g prg
*§a7 [H4nag lunqNLATEIANTNNTINAA44
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AR A0 IOC | Discrimination
index
3. | avslasaluil Janflulawmenunnngn
o a ¥ % o a 1
3.1 @19117 1 AN dandes 1 N | JHwindw* | 0.75 0.38
o a % a o a 1
3.2 @19917 1 AN e 1 9w * | windu | 0.75 0.25
3.3 dinq119 1 Find Audu 1 vimin | Awihniu* | 075 0.63
3.4 SRR LI il 1 e Fwinduw | 0.75 0.25
1qn*
oy oD ﬁy v 2] al 1 [
3.5 UIBNANTIE 1089 1 FaulRe qmanu* | 0.75 -0.13
1 daulfy
4. | ualdlasalddl Alaatvnsuinngn
4.1 &ula 2 naulun) W12 4 WANAN | Wwinrdu* | 0.5 0.13
4.2 NEAZNA 8 T WeLLTa 1 Naan * | Nwinnw | 0.5 0
(8119 1 349)
4.3 159 1/3 Nanang wauidla 1 waldn | Jwindu* | 0.5 0
5.1 | anaainintuinisludinediu aunsana unnu3ine 1 0.5 0.25
&ne W BunuensTulawnssvinls
2 N5u 20 N *
22 N5 100 NiN
5.2 | anaaininguinisludinediu a1unanat unnuilne 1 0.63
navilas WiBunuanfulamsaminle
8 NFu 16 NN *
32 N5u 130 NiN
o dl b %
*ANAALNGNGD



APPENDIX E

Participants’ information in part 3 of the study (n=24)

Glycemic

control Knor\/(;/Ledge No. | Gender | Age | HbAlc sc%fe* scSrZ**
group group
8 Female | 67 5.9 25 21
High
30 | Female | 80 6 22 18
knowledge
5 Male 70 6.2 20 18
13 Male 62 6.7 14 17
Moderate
Well 142 | Female | 53 6.2 19 19
knowledge
control 95 | Female | 48 6.5 15 15
45 | Female | 58 6.1 10 13
Low 104 [ Male 50 6.9 12 14
knowledge | 130 | Female | 68 6.4 13 9
136 | Female | 62 6.7 8 15
81 | Female | 51 8 21 19
16 Male 54 9.5 20 16
High 1 | Female | 70 8.1 20 16
knowledge | 143 | Female | 35 8.2 25 18
105 [ Male 41 8.9 20 20
88 | Female | 60 7.2 21 21
Poor 47 Male 51 8.2 16 15
control Moderate 18 | Female | 59 7.4 16 18
knowledge | 141 | Female | 60 7.8 16 18
132 | Female | 71 8.6 15 21
118 | Female | 71 8.6 9 16
Low 14 Male 63 8.9 13 7
knowledge 42 | Female | 58 7.6 12 18
15 | Female | 55 8.4 13 21

*CP score: Score of carbohydrate portion knowledge

**GD score: Score of general diabetes knowledge




APPENDIX F

Interview translation from Thai to English

Thai

English

Ay I a 1 ' a
“.. .ﬁ@uﬂg?’llﬂulﬂ’l‘ﬂ'ﬂu AAIUANYANY

o (A Vo P A
TlxAre uandann ldGEeuFoauirniu

o—

SY o ] £ @
1371 7ulive deanereruguadiies

-

1 ]

HUUOUINITDI0IHITAIAYNINT1HTY
3 a a 9 a 9 9
LIYY DRYEANNUYIIVIINIAUVIINADA
9y
AANITNUVDOINITUNAINOD IS
{ 3 W va | a 3
waswuwaldlanlaeu 1919599 0
d' A d' a 1 Y
wasuliifeuruavesnpeduuAo U
g Y 3 ] ] { 1 3
1 udrd lulslasuuailsz@entlszanueg

' ' Y
faenasu lunaiame..”

“...When 1
diabetes, I thought it would be cured if |

was diagnosed with
could just stop drinking soda. After
attending diabetes education class, |
learned that diabetes could not be cured.
| need to take care of myself. Diet
control is definitely very important in
diabetes management. | changed my
habit of taking white rice to brown rice.
| tried to eat desserts less frequently
after meals changing it to fruit. 1 need to
change most food | usually eat. This is
not just transient. It is a change for the

whole of my life ...”

a 9 9 A I Y o A
" Auindeen sadaq @ ldednmens
o I~ a ' < '
HULURASNAITNU llﬁﬂulﬂulu'lﬂ'nulm'lllu

¥OUNITON LWIFOUIAIA..."

“...Eat small amount of rice, tasteless
food and full of vegetable. This is diet
that people with diabetes should eat, but
they do not like it. They like tasty

foods...”

9 v aa v Y A o o
"LLUTINANEAYD AUVIVAC) WA UliJf]ﬁfJEJ

samaulans wien luvnu. .

“...One ladle of rice and tasteless
vegetable side dish. It is not tasty, weird

taste and unappetizing...”

1 ya 9 1o aA <]
"L HyuenNIN Gl“Viﬂ“L!GUn!LWVIWWLWJ’JﬂW@

nathliaudauwaliae...”

“...My doctor said that one ladle of rice
is adequate. If I do not feel full, 1 will eat

fruit after meals.”
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Thai

English

A Y 9 I
« wantion waniu wana Tna 3uudls
" Y A 9 a 9 ] a 9
Tideedu dnulesntios numa N
A 2 a ) ) a
Tagmunziou nuwna liiunud vnanu
9/t:s' [l 1 a % o
gnn luladuwdu Auudardimineg 1daq
[] [} a o < a 9
a9t luyeufurn Anererunumals

naunu...”

“...Taro, potato, corn are starch. I
should not eat them. Eat rice in small
amount and eat fruit instead. Eat fruit
instead of rice, especially in dinner.
Even it is Thai suki, | do not eat
mungbean noodle. It can help to reduce
weight. As I do not like vegetable, 1 try

to eat more fruit.”

(] 901 I
“ _981a0NUINIANIT 18U INT 1z AT
a ] 9 1 4 901 $
wivunululd edrldiyelaimianin
Y Yo ¥ 3 A 9 A
111908 1 lFhaanunuznig uuuan

i@,

“...Do not select white sugar because it
is not suitable for people with diabetes.
Do not trust sugar from sugarcane. |
select sugar from coconut that is not

white...”

vnuoreuIanngN 99 WINTU WIN
o %’ o v a3
NoA NINKHA umuﬁm No cholesterol YN

L?Jumﬁu"lammmﬁ@uﬁu..."

“...My doctor warned me that coconut
milk, fatty foods, fried foods, should be
avoided. If I need to use oil, it should be
No cholesterol oil because oil is also

carbohydrate...”

& v 4 v 4 A v

“ it uy 1 99 /5 udruudumaes i

1 9y a a A

Taldiauvnr1u a1usssuy1ad
J 9 ~ ~ ==

a5 Tu'lamsarfosuin nlseaSsuniaou

lilamse 2 Tudngudnm...”

“...Meat, milk, egg, bean, guava and no
added sugar soybean milk contain very
low carbohydrate. School teach this in
subject of health and hygiene, shouldn’t

it?..”

« druuaaud Taavuids aglud

milulamsa.. >

“...If it is natural milk and no added

flour, it contain no carbohydrate...”

"y Y 9 ¢ A Y Y A
«...0819191nd03 917 l5d1we3 1adeuiie
Tdnasnuminud1v udanis0an15ga

=<
Hu...”

“...Brown rice, Riceberry rice, Coarse
rice have energy equal to white rice, but

slower absorption...”
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Thai

English

9 I % 1 1Y
“...ﬂl”l’J"ll"I’Ji]glﬂuu"lﬁ”lﬁlﬁlﬂgﬂ’J”lLLG]"U”I’J
Y o q Ya Yy v AAa A A o q Y
ﬂamawﬂwﬂuummu 3J’JG]”I§J1!‘I/I‘I/I"ITVF

2 v v A
DULATDIU DIUNLYULIUBDLUVY...”

“...White rice contains more sugar than
brown rice, but brown rice contains
more vitamins. If | eat brown rice, | feel

full and become muscular...”

9 Yy =\ =3 Y ' v
“...6111’Jﬂa@\13JLLﬂ\1‘]J53J'lmuE]EJﬂ’J1 UNINI

) vy 3 A 2
mﬁwmnﬂammmaiumaﬂllmlu...”

“...Brown rice contains less starch and
more expensive than white rice. If | eat
brown rice, my blood glucose level does

not raise...”

Ya < a g A 4J

«  nuovonlinunse narnuda ludud
a 9 gcl ldg! d' dd‘
Auunud1 aaez 1 iy wanwes 79

< (= a

aTaa1a A uon I8 ANEIIUKINIAU
v ¥ o I A o &y 1
aennliiiaaiuaa livdenladanly

1 IS
ADYISUVNY...”

“...My doctor said that I should eat
guava. If 1 do not feel full, | eat guava
instead of rice because my blood sugar
level will not become high. I heard that
berry, Kkiwi, avocado is good for
diabetes. I try to eat them because | want
my blood sugar level decrease. They are

hard to find in supermarket...”

“ AU GenDM @Sy DUUAITAFUA 147
(=Y Y 1 %,’ A Y
vond Auudrrenruguiiiialuiaeald

a v Aa < ]
anunaInUIINIY 1 ufamniu..”

“...I feel refreshed after drink GenDM. |
heard that it help to control blood sugar
level. After dinner | drink one glass of
GenDM everyday...”

1 1 =)

& <9
“.. 32900z l5iNApIgnouI A lnu
, S @ ~
281911 N¥oWIN Taduwa unaide
nglz a Y %’ ds! [
g9 lddunuudinzihaaiu ou'luy
= FA ] d‘
@eu 13 leomnsieos ¥ei30ams
Y 1 dz&l a A 1 A
VUMENFINAY ADNLATDING

1 gﬁ
MU

“...I'am concerned about buying healthy
foods. For milk, | choose low fat and
high calcium. | can drink it without
increasing blood sugar level. | bought
product with high fiber because it help
to relieve constipation. | choose only

good foods...”
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Thai

English

4 3 3 = ]
« 15y niluvuuilaleadn 1 uny usy
A
Wa 1gn naae 1 10 lilsndreneuus t
9 9 ] = o A an v
AaevioNABIeATa 1 115 0ae FIaliun
oY ¥ ¥ { ¥ < 1T Aa
e lio Hotd 2 Uetheadogu Ty

3.7

“...One carb is one slice of whole wheat
bread, one apple, one banana, but not
Hom variety. If it is Hom variety, one
carb is half. Do it every day and it
life.

breakfast and three carb for lunch and

becomes daily Two carb for

dinner...”

« F1iuuda laaand dnuezlsnla

Ya ] ] a 9 A
volvnuas Tulenunu viauviou

a o VYR o o 9
'E_]']W']isllﬂ\iﬂuﬂﬂ@ ﬂ11ﬁ5ﬁﬂ%1ﬂ@u@ﬂ

U

o
nga...”

“...If you use carb counting and set goal,
you can eat everything you want, not
suffer from eating. Foods look like
normal food and make you feel

restricted as few as possible...”

« Nil@wunens)

o

Y
authwvune Tanusiu

a =
@
Lo
5.
@
=
)
2
=
2
Lo

X gyl
ﬁ'ljJan)ﬂ]lﬂ UDALAITDY DYNNNUNIYAYIU

Y Ya o aa I a

3 o a A
ﬂfJ\'W‘i’l'fJghlﬁﬂu!,WNhlﬂ DINUNAEDINNU...”

“...I do not use carb-counting. | set my
goal at 1,200 Kcal per day. I eat three
meals and limit 400 Kcal per meal. If |
eat noodle, | can eat more. If | eat fried

noodle with pork, it is over my limit...”

d' 1 @ a o 1 1 9 1 dyw
“...WthlﬂfJuUﬂﬁ\ﬁN LUANSITUTINADIUHUU
d a4 X g & LAy 4y
WY NIMADMNANAITINUI HIDDIDYUIU N
9 @ ] v o 4 1Y o
@1%%311’11’1%’]]‘11] WIALAUTUIUHY ﬂ]‘lﬂJﬂ@Q‘ﬂ’l

ozlsiunwed..”

e

carbohydrate. I roughly estimate it. For

have never seriously count
example, this box lunch is too much, I
should throw away half of it or if | were
home, 1 will give it to my dog. | do not
have time to calculate carbohydrate in

my foods...”

“ AU TAIUDINT LAIUDIVT I UL
Tl danasle Faniiugeen azindriuds

Tuwan vl ldusen.. .

“...I received education about food
portion, but I do not really pay attention.
| think it is too complicated. It is

impossible to do it in mealtime...”
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Thai

English

1 1 % 4 1 %’l % 1
«...01uN dunuaogdie ns dminmls
2 Y I (= %’ A
Meuga1 udrngNiiniawes vy A

<
nlodigud. .

“..I read expired date, weight to
compare with price and amount of

sugar...”

(g v A o < 1 [~
“LAINUITOUULANUIN @']ullvlﬂvllllﬂu

=S A

Y Yax A A
aealddTotenemegunvesgdni 1z

Ad o [ [
Anawn lusenou...”

“...It 1s very hard to read because letters
are very small. I have to take a photo by
my mobile phone and enlarge image to
see it clearly. Itis too difficult and make

me do not want to read...”

]
=

S A o Aa Y
“LATNRDNNNNULIANDIUDY AVINBDINI

A = a2 ' '
uamﬂaﬂu Ifll'li]%iﬁmﬁm@ﬁlﬂ’ﬂﬂ315&1/]115

as ¢ Yy 3
w1l Tydomstlaenliig Aauu...”

“...I choose low calorie vegetable and
use food exchange to calculate. |1

remember it from food models...”

“ _wereunumulsuvianneteata lu
¥ o Y vy &
Tsaneruira aouus 131 1ddaieas

1 A A dya Y 1 a’i =) 3
!,‘anli NITNADUUNUUDYINIINDUUUDN...

“..I try to eat in same amount of
hospital foods when | was admitted in
hospital. | remember amount of rice for
each meal. In fact my amount of foods
than foods that |

less hospital

remember...”

o A A A n Y Y
« a1 mgeRnEeun ldldvson 1513
Y ] o n Y
ez 15 1S sumey uais1slu'ld 51
a A { <3
YT UA8TINTURUINNTILLADA

2
a...

“...I cannot remember theory. I know
that it is about comparing two foods, but
I cannot remember detail. | estimate

foods from self-monitoring blood

glucose...”

a =~ 9 %’ 'ds[
“...ﬂuuLiﬂuumumm'lmmuz uoy
901 v = = o d‘
IS TUYIAADN E]”Ifﬂfﬂghlllﬂﬂ‘]_lﬂuﬂu

uagn laannuesn...”

“...I eat durian, but it do not raise my
blood glucose and reduce my HbAlc. It
may be bad for other, but good for

2

me...
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Thai

English

g { a
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anage Bnileiswnnugniaee Waalna
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Y
a3 2

JueguNUaIuA1 a1uadl daauu...”

“...I estimate foods from my experience
and | test it by myself. For example, | eat
two ladle of this and after I checked my
blood glucose level, it is high. In next
meal, | eat job's tears and my blood
glucose level is in normal range. It
showed that it can adjust temperature in
my body. As taro and potato are bad
because if | eat more than 3 bites, my

blood glucose level will be raised...”

7 o . T = g

« aoutuduiunIulUas 5 Fu uavuen
[ Y aol == o

e lu1d3102 15 Wie1and aunsizaiy

T'ldwnunen duld ludluls. >

“...When I ate 5 pieces of sweet potato
paste mixed with sugar, my doctor did
not complain anything. I think | can eat

it because it is not too sweet...”

“...ﬂ’JHJW'JWH"U?JQNﬁhlﬁl HHanoN1s

v A

dadula aduNINUI 910 FuNoULAD

Avsanaule...”

“...Amount of fruits that I eat depend on
how sweet of them. | tasted it before |

make a decision...”

& a Sy v 3 <
“...GK’E’J?J'IGBNL’E’J'Iﬂg DIUTIANALYDE NHITU
Y

< < ' Y
TaRoueo AN LANY HITUNINATIINN

2
Alige.. ”

“...You will know after taste it. If it
contains a lot of sugar, it tastes sweet. If
it contains high sodium, it tastes salty. If
it is too sweet, | will not buy it next

time...”

a < @
“...%N@jﬂg LAAMVINTHUD NUBDINTDUDIUY

[ Y o o 9 <3
Qg Lla'n]uw'nullﬂllﬂﬁﬂ ﬂ’] 2 D1HIUN

° ° v Ia 1
ATADIAN "lummﬂﬂuwawuaﬂ. L

“..Just taste it and you will know.
When | see the doctor, he always ask me
that is it sweet? If it tastes sweet, | will
eat only one or two bites. If it is not

sweet, I will eat more...”
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Thai

English

Pl

< 1 Y a Qy 9 Aa ~ %
« dFlulnumudu dununil waa
vzivgy lilddunvugn 19Awuuy

nN3eUe...”

“...Guava should not be eaten more than
three pieces. If | eat over than that, my
blood sugar will be moved up. The ripe
one should not be eaten, eat only the

unripe one...”

« walddedluruda luansey wa'lsl

De *

S w |

a A Y - =X
ﬂﬂﬁﬁﬂwathﬁﬁnﬂ\ﬁ$ﬂ YUY UBY

oA 1 1 J A d‘d =
UAIAUS DYTUTU P»]i\‘iull“]’ﬁﬂ“] ‘L!ﬂ’f]]lllﬂ

Q

Yy A oA a T
G]’ENGB’EJ’E)umLmG]LLamU’E)g...

“...As fruits should not be too
sweet and ripe. The good fruits
should be unripe and taste sour. It
is hard to chew but healthy. For
example, soft and ripe guava is not
good. You have to buy the one

which was tough and unripe...”

2 v 9 SN Y 1
“LANYMIVUNNAUUIUNINADA !j']ﬂ]lﬂllﬁ
] ]

] T A o A < a n v 1
U Foui ly deuneanulula sdra

9 = v o
V1UHUYINIA...”

“...My daughter always buy some
desserts for me. | told her that if you buy
some desserts, | cannot stop myself from
eating it, especially sticky rice with

black beans...”

«__i0 #o Foudraesn thiuzii gniiudn
th udsiu ldneauluasi haiathz 14
win'ls Er iR u Ry eaug 1 Tnssth
B usaVVONI MY DUTARe) 31 150

+ 4
Dildnson memgeliuinosnau lauue

2

“...Buy, buy, buy again and again. I
knew she love me, but she does not care
about my blood glucose level. If I do not
eat snacks which she bought, she will be
angry with me. She said that small
amount of snack cannot harm you and
you should go back to manage blood

sugar level tomorrow...”

Fl v y 9
“...gﬂ%mm@%mammim@u FUASEN

I Y <3 a
wWusos s1n@enu...”

“..My son bought bakery from
department store. | eat it because it is so

expensive...”
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English

“...My goal is eating at buffet once a

week, but | failed to reach my goal when

my friends ask me to go out...”

«...Segiounsq himelas luiueszls i
Titineonue uaneoen lddreuen iuau

S 2 A <
UUAUU INOUBIUNLDT...”

“...If I stay in my room and do not meet
anybody, | do not want to eat anything.
When | go out and meet my friends, 1 go

out to eat...”

a 9 901 d‘ d‘
“...!,‘i'l’e)‘iﬂﬂﬂuﬁlﬂﬂ%] wuanalgvsnga (Wou
' Y & & VoA Y
"lu”lﬁ”lwmwmuz LLUQ%LL‘]N!L’]J@ Ualuon
v Yy 1 a o v I ey
N Li]ﬁ)llll’) YINAU NDULLAINATYNT UIAQ

3 9 a Ao
nlIUARYD...”

“..1 want to eat dried rice balls
sweetened with sirup. | know it contains
a lot of sugar. My friend share it with
me, but not in half, just quarter or an
eighth. She said that please do not
swallow, just hold it in your mouth and
spit it out. A little sugar can be

absorbed...”

S o T~ < oA
“OANMIATU UDINNINIUNISUBNIT N
4

] = " Y dy [ dya
o819 Tu'lduy Fuifuesls Fuilfuda we
Y

o a 3 AaR Y
WNURIUUHUN WNBULLRI...”

“...My colleagues said that you cannot
eat this. What do you eat today? Did you
have lunch? If I pick up some desserts,
they will ask me that how many pieces

2

of them that you ate?...

I ~ 9 o @ Y

“ auveusuiuaunlyusasias 1o
9 S Y a Y A 1

159911 910 A9aN ez 9z 1aTNTI S0 Ja)

3a Y] VA 9 9
Anun Ny udave lumiies damla..

“I am hard worker. I have to eat a lot
because | need energy or if | eat
something sweet, | will not feel tried and

can do my job well...”

Y [ = a n Ya
“...LiT@I@\WﬂI’ﬂ‘V] 13117 mmmz"lu"lﬂﬂu

&I v A &I A 2 @ 19y
golo umdudio Lﬁﬂﬁaﬂu"lﬂuﬂhlwﬂﬂﬁ

=<
WADN...”

“...I have to work overtime and I feel
hungry. | may not eat 2 meals, but eat 4
meals. It is impossible to control my

weight...”
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English
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“..It always has some snacks at the
meeting. If it is a long meeting, | will be
hungry and | eat snack with coffee. After
that my blood glucose level will be risen

2

up...

“..AurNovend IHuAudasIIa My
<3 ' agda Y o
ANEIIWNE uAUTAnAag Taods 17U
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Tnulaiusudu Aergneonduuiew w1
0 a3 o I ¥ Y
nuziiez Isnnenewi 19 1d 151deaqua

ANDY...”

“...My doctor said that you should have
meal at the same time. | try to do it, but
sometime | have passengers. If | feel
dizzy, I will eat my candy. | try to follow
the doctor‘s suggestion. I know I should

take care of myself...”

I 1a Y [
“...Lﬂuﬂu"luﬂumuu YIFITYIN L WININUY

4 1
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11910 vy aededlunssusiug aumilsn
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Tyan...”

“...I rarely eat dessert. I wonder why I
became diabetic. | think it come from

genes and cannot be controlled...”

! = J

I Ax g g 2y
“...Lﬂu%ﬂuﬁllﬁﬂﬁg QDNATIUAVDIALAND
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“...It is because of my genes. I choose
only good foods, not sweet foods, but
my blood sugar level is still high. It did
not relate with my diet because other eat
more than me but their sugar level still is
not high. People Metabolism is different

for each person...”

T3 2 .
«.aoutimziaalatsionewd nou
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“...My sugar level from glucose meter
that | checked before breakfast is not
more than one hundred. It means very
good. If it is less than one hundred and
twenty, it means fair. | am satisfied with
this...”
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English
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“...In fact the doctor said that sugar
level should be one hundred, but I think
not more than one hundred and forty is
fair. For me, | am satisfied...”

% < 1 Aa
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“..My sugar level is around one
hundred forty to one hundred fifty. | am
satisfied with this, but it should be not

more than two hundred...”
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“...I am satisfied because I am fine,
healthy, have no symptoms. My doctor
complained about some blood tests, but

| do not care if I can work normally...”
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“...You should not choose me for
interview because | know everything.
You have to choose someone who know
nothing. | learn about diabetes many
times. Whatever you ask | can answer
it...”

“« _119UINNAMAD AT 0 IdOULEAT 37U

a A

a A4 A I~
@enanneue Fesndeulfannuay

1 @

Yy v 2 vy Yo
‘Viuhlﬂ!,!,a'J‘JJ\‘i volny uaaoalynill yu

v

[ 4 2 o [
Taasudietas 91 lATaden dann nag

wnlieg.”

“...1 am so bored when | have to go to
the room for diabetes education. It
wasted my time because | heard about
this lesson more than 10 times. It is
extremely boring. If | stay silent, it will

be ended faster...”
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“...Can I trust the nutrition facts label? I
have never found a product with high

amount of sugar...”
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“...It is an advertisement. Some of them
presented low sugar, but it tastes very
sweet. Some of them contains high fat.
Even it is labeled 0% sugar, it still tastes

sweet...”
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“....The numbers look a lot different, but
the products look similar. Are they in the
same standard if they comes from China,
Japan, Korea? Are they in the same
standard between Samut Sakhon and
Bangkok?...”
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“...A doctor told that eating one ladle of
rice, but no one sell rice in one ladle. |
have to eat it all, I cannot leave it. My
parents taught me that my family are

farmer and growing rice is hard work...”
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“...When I go to buy my food, I told
them that | want small amount of rice,
but they still give me normal portion
size. | have to eat it all. | heard that
someone divide it for more meals, but |
cannot because | do not have
refrigerator. If | keep it, it will become

spoiled..."
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“...I divide my foods which | bought
into two meals and keep half of it in my

refrigerator...”
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“...One package ofrice is very big. I can
share it for three meals and the smallest
amount is in my dinner or | give some to

my dog...”

[l
=

Y < ' 1
« _nalaes lsuwey Autseenuimin

P 3 9
NU MvaonanuueItoInu...”

“...When I received some food a lot, I
keep it only | can eat. The rest of them

will become my dog’s food...”
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“...I bought sticky rice with ripe mango
for my father. It is very expensive, but
my father eat only two or three spoons
of it and leave around half of kilogram.
Then, I eat it all...”
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“...It cost one hundred something for
one piece and it was eaten only a few

bite. I ate it instead of wasting it....”




APPENDIX G

Permission Letter to use the instrument

Subject: Re: Permission to use diabetes knowledge questionnaire
From: "Supakit Wongwiwatthananukit" <supakit@hawaii.edu>

To: "Pornsawan Prutanopajai” <Pornsawan.Pr@student.chula.ac.th>
Cc:

Recieved: Fri Jan 22 16:01:02 ICT 2016

Folder: INBOX

Sawasdee Krub Pornsawan,

You have my permission to use this instrument. Instructions for using this instrument already
indicated in that published paper.

Wishing you the best of luck with your project.

Supakit

OnJan 21, 2016, at 9:03 PM, Pornsawan Prutanopajai
<Pornsawan.Pr@student.chula.ac.th> wrote:

Dear Asst. Prof. Dr. Supakit Wongwiwatthananukit

I am a master’s degree student in Food and Nutrition program of Chulalongkorn
University. | am writing my thesis proposal about nutrition knowledge in type 2 diabetes
patients. My research aims to determine understanding of carbohydrate portion in type 2
diabetes patients. | would like your permission to use the

validated instrument to assess the general knowledge of patients with diabetes that is
published in Thai Journal of Pharmaceutical Sciences (2004). | will use the instrument
only for my research study and will not sell or use it with any compensated or curriculum
development activities. If my request is granted, please send me your letter of permission
and any suggestion of using through email: Pornsawan.Pr@student.chula.ac.th

Sincerely,

Pornsawan Prutanopajai
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