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OZET

ALTABAEI, Ahmet Mohsin Abbas, Hemodiyaliz Tedavisi Alan Tip 1 Ve Tip 2 Diyabet
Hastalarinda Beslenmeye Yonelik Bilgi Ve Tutumlarinin Degerlendirmesi  (Yiiksek Lisans Tezi),
Cankari, 2021.

Giris: Kronik hastaliklarda, insan viiciiudndaki fonksiyonlarda ilerleyici ve geri doniistimsiiz
degisiklikler mevcuttur. Bu nedenle de yasam kalitesini olumsuz etkilerler. Bu hastaliklardan
biride diyabete bagli gelisen bobrek hastaligidir (diyabetik nefropati).

Amac: Bu ¢alismada hemodiyaliz tedavisi alan Tip 1 ve Tip 2 diyabetli hastalarda beslenme
bilgi ve davranig durumunun degerlendirilmesi amaglandi.

Materyal ve Metod: Tanimlayic1 ve kesitsel tipte bir arastirma olup Irak — Diwaniyah
Hastanesi Diyaliz yiiriitiildii.. Calismanin tasariminda nicel arastirma kullanilmistir. Orneklem
secimine gidilmeyip calismaya katilmayi kabul eden 30 Tipl DM ve 30 Tip2 DM hastasi
calisamaya alindi. Hastalara sosyo-demografik verilerden olusan ve beslenmeye yonelik bilgi
ve tutumlarin1 degerlendirmek amagli sorular soruldu. Veriler yiiz yiize soru sorma teknigi ile
toplandi. Yiizdelik, ki-kare, bagimsiz T-testi kullanilarak degerlendirme yapildi.

Bulgular: Tip 1 ve Tip 2 diyabetli hastalarda yas, medeni durum, gelir durumu ve primer
bobrek hastaligi, beslenmesinde ara 6giin yapanlarda ve susuzluk hissini bastirmak i¢in bir
takim yontem uygulayanlarda istatistiksel olarak anlamlilik bulundu (p<0,05). Tipl ve Tip 2
DM hastalar1 arasinda diyaliz oncesi ve sonrast kilo, diyaliz 6ncesi ve sonrasi sistolik ve
diyastolik kan basinglar1 arasinda anlamlilik bulundu. (p<0,05). Yine bu hastalarda HbAlc ve
kan sekeri diizeyleri arasinda istatistiksel olarak anlamlilik bulundu. (p<0,05).

Sonuclar: Tip 1ve Tip 2 DM’li diyaliz hastalarinin HbAlc ve glikoz seviyeleri yiiksek olup
diyabet yonetim durumlarn yetersizdir; yas, medeni durum, ekonomik diizey, ailede bobrek
hastaligi bulunmasi, BMI, ara 6giin yapip-yapmama gibi sosyo-demografik ozelliklerin
diyabet yonetiminde etkileri vardir.

Oneriler: Hastalara bireysellestirilmis egitim, izlem ve danismanlik yapilarak diyabet 6z
yonetimlerinin  giiclendirilmesi sorunlarin ¢éziimiine odakli yeni deneysel hemsirelik planlama ve
girisimlerinin uygulanmasi Onerilir.

Anahtar Kelimeler: : diyabet, bobrek hastaligi , beslenme, hemsirelik yonetimi.




An Evaluation of Knowledge and Attitudes to Nutrition in Type 1 and Type 2
Diabetes Patients Receiving Hemodialysis Treatment

SUMMARY

ALTABAEI, Ahmet Mohsin Abbas, (Masters thesis) An Evaluation of
Knowledge and Attitudes to Nutrition in Type 1 and Type 2 Diabetes Patients
Receiving Hemodialysis Treatment, Cankiri, 2021.

Background/aim: In chronically ill patients, there are progressive and irreversible
changes in bodily function. This has a negative effect on the quality of life. One of
these diseases is kidney disease related to diabetes, diabetic nephropathy. The aim of
the study was to evaluate the knowledge and attitudes to nutrition of type 1 and type
2 diabetes patients receiving hemodialysis treatment.

Methods: The research was conducted as a descriptive and cross-sectional study in
the Dialysis Unit of the Diwaniyah Hospital in Irag. Quantitative research was used
in the design of the study. 30 type 1 and 30 type 2 DM patients who agreed to
participate were taken into the study without any sample selection process. The
patients were asked questions on their sociodemographic characteristics to evaluate
their knowledge and attitudes on nutrition. Data collection was by the face to face
questioning technique. Evaluation was performed with the use of percentages, chi-
square, and independent t-test.

Results: In type 1 and type 2 diabetes patients, statistical significance was found in
age, marital status, income status and primary kidney disease in those who took
snacks and in those who used a number of methods to quench their thirst (p<0.05).
Significance was found between type 1 and type 2 DM patients, between weight
before and after dialysis, and between systolic and diastolic blood pressure before
and after dialysis (p<0.05). Also, statistical significance was found between HbAlc
and blood sugar levels in these patients (p<0.05).

Conclusion: In dialysis patients with type 1 or type 2 DM, Hb1Ac and glucose
levels are high, and diabetes management was inadequate, and sociodemographic
characteristics such as age, marital status, economic level, the presence of kidney
disease in the family, BMI and snacking had an effect on diabetes management. It is
recommended that new experimental nursing planning and the implementation of
interventions be carried out focused on solving problems in strengthening diabetes
self-management through individualized training, monitoring and counselling for
patients.

Keywords: Diabetes, kidney disease, nutrition, nursing method.
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1. INTRODUCTION

The word ‘chronic’ comes from the Greek word ‘chronos’, meaning ‘time’.
Health problems relating to medical causes or symptoms or conditions requiring
long-term care of three months or more are described as ‘chronic illnesses’. In
chronic illnesses, there are progressive and irreversible changes in the functions of
the human body, and for this reason, medical care, monitoring and treatment are

necessary.

Chronic illnesses can also be described as non-communicable diseases
(NCDs), that is, diseases which have a genetic basis and do not arise from an
infectious agent or which derive from lifestyle or environmental exposure (Durna,
2012).

With advances in technology, developments in diagnosis and treatment
methods and increases in protective health services have extended lifespans and have
enabled infectious diseases to be brought under control in many countries. However,
changes such as the ageing of the world population, stressors arising from rapid
urbanization, a reduction in physical activity, and changes in nutritional habits have

caused an increase in the incidence and prevalence of chronic illnesses.

NCDs such as cardiovascular diseases, diabetes, obesity, some cancers, and
chronic respiratory system diseases have a significant effect on human health. These
diseases cause an estimated 36 million deaths every year. It is predicted that in the
next ten years, the total number of deaths in the world caused by NCDs will increase
by 17% (Durna, 2012; Kumsar and Yilmaz; 2014).

Chronic illnesses threaten not only the quality of life, but also the ability of a
country to meet health demands from an economic and sociological standpoint. A
high death rate has the negative effect on health systems of increasing health
expenditure. At the same time, this constitutes a global threat. A person with a
chronic illness cannot work or retires early, spends more time unemployed, pays out

more for health systems but brings in less money, and has a negative effect on the



family’s lifestyle. In addition, war is a reason for poor health conditions in many
countries such as Iraq. Rates of death from disease rise significantly following a war,
and for this reason society’s standard health behaviors are seriously affected, and the
disorder arising in these societies accelerates the emergence of chronic diseases
which are difficult to control, caused by deficiencies in those countries’ health

resources (Baker, 2014).

Diabetes is one of these chronic diseases, and its micro and macrovascular
complications have negative effects on human life. One of the complications seen is
diabetic nephropathy, which progresses to late stage kidney failure. Rates of
morbidity and mortality increase in patients with this condition. In these patients in
particular, the most important rule is for individuals to manage their own illness and
for them to form the skills to monitor themselves. Nurses must take each individual

holistically, setting up individual diabetes management and monitoring.
1.1 Objectives of the study

The aim of this study was to evaluate the knowledge and attitudes to nutrition

in diabetic patients receiving hemodialysis treatment.

1.2 Statement of The problem
The problem statement can be summarized in the following question: Is the
state of nutrition knowledge and behavior different in type 1 and type 2 diabetic

patients receiving hemodialysis?

1.3 Hipothesis of the study
The main hypotheses of the study are as follows.

HO: There is no correlation between the state of knowledge and behavior
concerning nutrition in hemodialysis and certain variables.

H1: There is a correlation between the state of knowledge and behavior
concerning nutrition in hemodialysis and certain variables.

1.4 Limitation of the study

The basic limitation of the study is the deficiency in the sample (random) and

the weakness of the sample.



1.5 Assumptions of the study

Nutrition is one of the most important concepts in the management of
diabetes, and the management of diabetes of patients with poor adherence to nutrition
is bad.



2. LITERATURE OF REVIEW

1. 2.1 General View

In Turkey and in the rest of the world, diabetes is one of the most frequently
seen chronic illnesses which affect people biologically, psychologically and socially.
In 2019, 8.3% of people in the world were estimated to be diabetic; if measures are
not taken, this figure is expected to be 9.2% in 2030 and to rise to 9.6% by 2045
(IDF, 2019, https://www.diabetesatlas.org/en/sections/demographic-and-geographic-
outline.html, accessed 5 January 2021).

Diabetes is a metabolic disease in which a shortage of the hormone insulin
secreted by the pancreas or a problem with the effect of insulin makes the organism
unable to benefit from fats, proteins and carbohydrates in the way it should, resulting
in the need for lifelong monitoring, treatment and care (Olgun et al., 2020).

Type 1 diabetes is a type of diabetes arising from a shortage of insulin
relating to damage to the beta cells of the pancreas or their total loss, and insulin
dependence (ADA, 2018).

Type 2 diabetes is a chronic metabolic disorder in which the hormone insulin
which regulates glucose levels in the blood is secreted inadequately, or adequately
but it cannot be used, resulting in hyperglycemia. Type 2 diabetes pathogenesis is
related to a reduction in targeted insulin activity through frequent insulin resistance

in the liver, muscle and fat tissues, and beta cell dysfunction (ADA, 2018).

Diabetic Nephropathy

Diabetic nephropathy from microvascular complications of diabetes and
urinary system infections arise when there is no other renal disease or heart disease.
Generally, hypertension and proteinuria appear together, and in adult patients,
nephropathy is generally a cause of mortality and morbidity. The disease progresses
silently in five stages, and scanning for microalbuminuria is recommended from the
time of diagnosis of final stage disease, and from an average five-year period of type
1 diabetics. In order to research nephropathy, it is necessary to both measure
microalbuminuria and to calculate glomerular filtration rate (e GFR). In order to do
this, the albumin/creatinine ratio must be examined in the first urination in the

morning.


https://www.diabetesatlas.org/en/sections/demographic-and-geographic-outline.html
https://www.diabetesatlas.org/en/sections/demographic-and-geographic-outline.html

The time when diabetic nephropathy appears is affected by the diabetic’s age,
race, gender, and, as it advances, frequently by hyperglycemia and hypertension
factors. In addition, hyperlipidemia and cigarette smoking have an effect.
Hyperglycemia starts the pathological process in the early stages of diabetic
nephropathy, while at advanced stages, the process is greatly accelerated by
hypertension (HT) (Duran et al., 2014; Bingdl and Topbas 2018).

Stages of Diabetic Nephropathy

1- The hyperfiltration stage (Stage 1)

At this stage, the observed change is an increase in the glomerular filtration
rate (GFR). If at diagnosis GFR>150ml/min, the risk of developing nephropathy is
high. Also, reversible kidney enlargement may occur at this stage.

2- The silent stage (Normoalbuminuria stage) (Stage 2)

At this stage, the level of GFR continues, but albumin in the urine exceeds it
normal level. During exercise, microalbunuria can be seen. This stage lasts for
between approximately five and 15 years, and for this reason is difficult to
distinguish from the first stage. At this stage, medical treatment consists of ensuring
ideal control of glycemia, a protein-restricted diet, and treatment to keep
hypertension under control.

3- The stage of the start of nephropathy (Microalbuminuria) (Stage 3)

After diabetes begins, microalbuminuria is seen in 30-50% of patients, and in
80% of these patients, nephropathy develops within 10-15 years. In those with
microalbuminuria, there is a 20 times greater risk of kidney disease than in those
whose albuminuria is normal. GFR remains high, or returns to a normal range, and
blood pressure begins to increase in 60% of patients. Structural changes increase in
kidney glomeruli, and, different from other stages, GFR begins to fall. For these
reasons, microalbuminuria measurement must be performed in diabetics at the time
of diagnosis and regularly once a year if there are no problems.

4- The clinical nephropathy stage (Macroalbuminuria) (Stage 4)

The characteristic features of stage 4 are the formation of focal glomerular
sclerosis and macroproteinuria. Because of nephrotic breakdown, GFR may be
reduced by 80% in 30% of patients.



5- End stage kidney failure (ESKF) (Stage 5)

As GFR continues to fall, ESKF can develop. In stage 5 final stage kidney
disease (ESKD) or chronic kidney disease (CKD), GFR falls to below 15mL/min. At
this stage, hemodialysis, peritoneal dialysis or kidney transplant must be performed
(Nazar, 2014; Gokdogan, 2011; Erol, 2013; Waden et al., 2008).

In the ADA targets for the prevention of microvascular complications of
2018:
1

First, blood glucose levels must be kept within optimal limits in order to slow

diabetic nephropathy.

2- Blood pressure control must be kept within optimal limits.

3- For those with diabetic kidney disease but not having dialysis, protein dietary
intake must be approximately 0.8g/day. For dialysis patients, protein intake
must be taken into account at higher levels.

4- For patients with HT, the regular use of medication,

5- assessment of GFR, microalbuminuria and potential kidney disease
complications

6- and the importance of medical monitoring and care must be explained to

patients (Microvascular Complications and Foot Care: Standards of Medical

Care in Diabetes—2018 American Diabetes Association Diabetes Care 2018

Jan; 41(Supplement 1): S105-S118. https://doi.org/10.2337/dc18-S010.

Access date: 5 January 2021).

Nursing Approach

1- At stages 1 and 2, the most important rule in preventing chronic
complications in DM is to be able to manage an individual’s illness and to
form the skill of self-monitoring. The principles of DM management are to be
able to effectively implement oral antidiabetics or insulin treatment, medical
nutrition therapy (MNT) and exercise.

2- Monitoring patients’ fasting and postprandial blood sugar, glucosuria and
ketonuria is important. It is recommended that a patient’s blood pressure
should be lower than 130/80 mmHg, proteinuria less than 0.5g/24h, and
HbALc less than ca. 7% (53mmol/mol).



Being able to correctly manage hypo- and hyperglycemia and to achieve
adherence to recommended MNT will reduce the risk of chronic
complications with correct and effective exercise.

Achieving good glycemic control reduces the amount of microalbunuria and
the speed of advance of nephropathy.

An explanation must be given to patients about the use, effects and side
effects of statins, which are used to reduce lipid levels, because they cause the
development of dyslipidemia, glomerulosclerosis and advancing kidney
disease in diabetic patients.

Diet and exercise planning must be carried out. In this way, both
cardiovascular risks are reduced, and a positive contribution is made to
preventing the development of nephropathy in the kidneys.

Quitting smoking will contribute to reducing the cardiovascular risks and
renal function loss which may develop with smoking at this time.

At stage 3, in addition to the measures performed at stages 1 and 2, blood
pressure control and keeping blood pressure under 130/85mmHg to prevent
HT, restricting salt, taking exercise, keeping blood sugar under control, and
reducing protein intake are necessary. A large proportion of fruit, vegetables,
grain, low-fat milk products, poultry, fish and nuts in the diet and a
Mediterranean diet are recommended.

At stage 4, adherence to diet is the most important topic. In this regard,
restricting salt to 2-3g/day — not adding salt to food, eating unsalted bread,
not eating ready foods because of their excessive salt content, not eating
pickles — reducing the amount of protein in food (it should not exceed
0.8g/kg), eating main meals and snacks regularly, frequent monitoring of
blood glucose levels, and monitoring input-output and daily weight are
important. It has been reported that a low-protein diet reduces hyperfiltration
in the early stages of diabetic nephropathy. This topic is still under
discussion, but excessive protein intake is not recommended. Also, one of the
basic aims of nutrition therapy in diabetic patients is to prevent an increase of
triglyceride and total and LDL cholesterol levels, which increase the risk of
cardiovascular disease, and a decrease in HDL cholesterol levels. For this, it
IS necessary to pay attention to the amounts and types of fat consumed. In the

nutrition plan, less than 30% of total calories must be from fats, and it is



recommended that less than 10% of these should be saturated fats. Patients
should be given information about nutrition, and adherence should be
achieved.

10- Stage 5 is end stage kidney failure, and in addition to the above, nursing
interventions are applied which are applied to kidney failure patients (Nazar,
2014; Gokdogan, 2011; Erol, 2013; Waden et al., 2008).

2.1.2 Studies performed on the topic

The main aim of the treatment and care of diabetic patients is to reduce
complications to a minimum and to prolong and increase the quality of life of
patients by achieving good metabolic control. However, it is reported that most
patients with diabetic kidney disease are not aware of their current condition, and
that even hemodialysis patients to whom instruction is given on the topic do not have
enough information. There are insufficient studies on this topic in the literature.

In a study by Ozer et al. (2020) conducted with 68 diabetic kidney disease
patients in Diyarbakir province in Turkey, it was found that HbAlc levels were >7%
in 55.6% of patients, 29.4% were overweight, and that they did not adhere to
recommended treatment and diet, they did not take regular exercise, and they did not
regularly check their fasting blood sugar, postprandial blood sugar, HbAlc levels or
cholesterol levels.

In a study by Mirani et al. (2010), in which glycemic monitoring was
conducted on a total of 76 HD patients, 36 of whom were diabetic and 10 non-
diabetic, it was found that diabetic dialysis patients had worse blood sugar control,
that their glycemic fluctuation was greater than non-diabetic patients, especially on
HD days, so that HD caused a breakdown of blood sugar control and a great increase
in glycemic fluctuation.

It is reported in the literature that diabetic nephropathy in an important and
progressively increasing public health problem worldwide, and despite significant
developments in its prevention, the number of diabetic nephropathy patients is
increasing and current treatment is wholly inadequate. Keeping hypertension to
approximately 130/80mmHg and at most 140/80mmHg, regular use of
antihypertensive drugs, regulation of lipid profile, a diet with a maximum of 0.8k/kg

of protein, and patients losing weight and regulating their lifestyle are reported to



have a positive effect in managing hyperglycemia and hypertension (Stanton RC,
2014; Yakush Williams JK, 2017; Mirani et al., 2010).

3. MATERIALS AND METHODS

This section is concerned with design, administrative arrangements, sample
and location, instrument, pilot, and data collection and analysis.
3.1 Design
This descriptive and cross-sectional type of study was conducted at the
Diwaniyah Hospital Dialysis Center in Irag. Quantitative research was used in the

planning of the study.

3.2 Sample and Setting
The simple randomized sampling method was used. Patients were taken into
the study who were over the age of 18, who had had type 1 or type 2 diabetes for at
least six months and who had been receiving treatment for six months, who had no

hearing impediments, and who joined the study voluntarily.

3.3 Data Collection Instruments

A questionnaire prepared by the researcher and his advisor were used to collect data

on the individuals’ sociodemographic characteristics and nutrition in dialysis.

3.3.1. Socio-demographic form; The first part collected information on the participants’
age, gender, education level, marital status, profession, income status, primary kidney
disease and dialysis age. Also, questions created after a scan of the literature were asked

by the researcher and advisor on diet and fluid restriction (EK...)



3.4 Data collection method

A questionnaire and the face to face questioning method were used to collect

data. The data collection process took 15-25 minutes on average.

3.5 Research variables

The dependent variable was knowledge and attitude concerning diet and
nutrition, and the dependent variables were age, gender, education level, marital
status, profession, primary kidney disease, dialysis age and biochemical parameters
of the blood.

3.6 Pilot study

A pilot study was conducted for the assurance of questionnaire for a sample of

ten. The study was conducted for the period of 11 May and 1 November 2020.

3.7 Data Analysis
Analysis of data in the study was undertaken using SPSS, and two statistical
approaches were used in the study data analysis to determine whether the study had
reached its targets. It is thought that the results carried great importance. The

significance level was taken as p < 0.05.
3.8 The ethical aspect

Approval to conduct the study was obtained from the Ethics Committee of
Cankirn1 Karatekin University, and additional approval was obtained from the

Diwaniyah Health Directorate and Diwaniyah Hospital (EK...).

10



4. RESULTS

This section presents the findings of the data analysis within a systematically

conducted approach. This type of presentation is reported as follows, according to

the targets of the study.

Table 4.1:

(n=60)

Sociodemographic characteristics of type 1 and type 2 DM patients

Demographic data Type I DM (n=30) | Type Il DM | X*value P value
(n=30)
Gender Male 19 (63.33) 20 (66.66) 0.073 0.787
Female 11 (36.66) 10 (33.33)
Age Less than 30 10 (33.33) 0(0) 13.38 0.001*
30-50 18 (60) 23 (76.66)
More than 50 2 (6.66) 7 (23.33)
Marital Married 20 (66.66) 30 (100) 12 0.001*
status
Single 10 (33.33) 0(0)
Education Iliterate 6 (20) 6 (20) 12.307 0.679
level
Literate 10 (33.33) 6 (20)
Primary school 7 (23.33) 10 (33.33)
Middle school 5 (16.66) 4 (13.33)
High school 2 (6.66) 4 (13.33)
Diploma 0 (0) 0(0)
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University 2 (6.66) 4 (13.33)
Profession Housewife 14 (46.66) 9 (30) 2.382 0.497
Manual worker 6 (20) 5 (16.66)
Office worker 5 (16.66) 7 (23.33)
Self employed 5 (16.66) 9 (30)
Income Income > expenditure 1(3.33) 0(0) 7.12 0.028*
status
Income = Expenditure 11 (36.66) 21 (70)
Income < Expenditure 18 (60) 9 (30)
Years of | Less than 1 year 1(3.33) 0(0) 1.15 0.561
dialysis
1-3 years 16 (53.33) 18 (60)
More than 3 years 13 (43.33) 12 (40)
Primary Hypertension 8 (26.66) 7 (23.33) 15.73 0.015*
kidney
disease Hypertansion + other | 22 (73.4) 23 (76.7)

(glomerulonephritis,
peripheral neuropathy)

Significance was found between the variables of age, marital status, income
status and primary kidney disease of type 1 and type 2 diabetic patients (p<0.05), but

no significant difference was found between the other sociodemographic variables.
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Table 4.2: Distribution of knowledge and attitudes of patients concerning nutrition

type | DM (n=30) type I DM (n=30) | X2 value P value
N (%) N (%)
Does Yes 8 (26.66) 1.266 | 1(3.33) 1 6.40 0.011*
anyone else
in your
family have No 22 (73.3) 29 (96.)
chronic
kidney
failure?
What is | cc 2800 670 2600 640 0.837 0.410
your daily
fluid
consumptio
nincc?
Can you | Yes 12 (40) 1.40 6 (20) 1.2 2.85 0.091*
urinate?
No 18 (60) 24 (80)
Do you | Yes 10 (33.3) 1.40 4 (15.3) 1.13 3.35 0.067
keep to
jet?
your diet? | 5 20 (66.6) 26 (86.)
Have you | Yes 15 (50) 15 16 (53.) 1.53 0.067 0.796
not kept to
your diet in
the past 15 No 15 (50) 14 (46.)
days?
Do you | Yes 25 (83.3) 1.83 30 (10) 2 5.45 0.020 *
have
"
snacks’ No 5 (16.66) 0(0)
Do you | Yes 14 (46.6) 1.46 13 (43.) 1.43 0.067 0.795
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conform to
fluid No 16 (53.3) 17 (56.)
restrictions
?
Have you | Yes 12 (40) 1.4 18 (60) 1.6 2.4 0.121
not
conformed
to fluid No 18 (60) 12 (40)
restrictions
in the past
15 days?
Have you | Yes 2 (6.66) 1.06 3(10) 1.1 0.218 0.640
had
instruction
on diet and No 28 (93.3) 27 (90)
fluid
restriction?
Do you | Yes 29 (96.6) 1.96 30 (10) 2 1.017 0.313(NS)
check your
blood sugar
throughout No 1(3.33) 0(0)
the day?
type I | type Il DM (n=30) | X2 value P value
DM(n=30)
N % N %
What methods do | snow 14 46.66 | 13 43.33 8.34 0.08*
you use to quench
irst?
your thirst? Water | 8 26.66 | 5 16.66
Fruit 2 6.66 10 33.33
Sleep 1 3.33 0 0
Regularl | 5 16.66 | 2 6.66
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. !

Do you | Yes 16 (53.33) 1.53 17 (56.66) 1.56 0.067 0.795
know which
foods
contain
potassium?

No 14 (46.66) 13 (43.33)

Do you | Yes 16 (53.33) 1.53 17 (56.66) 1.56 0.067 0.795
know which
foods
contain
phosphorus
2

No 14 (46.66) 13 (43.33)

Do you | Yes 30 (100) 2 30 (100) 2 0 1
know which
foods have
a high
sugar
content?

Table 4.2 shows the patients’ knowledge and attitude concerning nutrition.
Statistical significance was found in those with family members with kidney disease,
those who could urinate, those who took snacks, and those who used various

methods to quench their thirst compared with other patients (p<0.05).
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Table 4.3: Distribution of various sociodemographic variables and parameter levels

before and after dialysis in type 1 and type 2 DM patients

T value P
Type 1 DM (n=30) Type 2DM (n=30) value
Mean SD Mean SD
BMI 21.33 1.44 25.6 3.48 6.98 0.00*
Weight before dialysis 57.73 3.47 69.46 6.03 6.527 0.00*
Weight after dialysis 55.13 3.77 66.93 5.75 6.643 0.00*
BP before dialysis (mmHg)
Sistolic blood pressure 137 9.31 139 7.94 4.37 0.00*
Diastolic blood 87 4.92 95.66 4.95 4.81 0.00*
pressure
BP after dialysis (mmHg)
Sistolic blood pressure 117.33 9.19 118.33 6.93 7.04 0.00*
Diastolic blood 75.66 4.95 87.33 4.16 4.38 0.00*
pressure
Type 1 and type 2 DM patients’ BMI, age, weight before and after dialysis,
and reduction in systolic and diastolic blood pressure before and after dialysis were
found to have statistical significance (p = 0.00).
Table 4.4: Distribution of Hg (A1C) and glucose levels in type 1 and type 2 DM
patients
Type 1 DM Type 2 DM
Mean SD Mean SD T value P value
Hb (A1C) (%) 11.54 1.12 10.73 0.96 2.132 0.04*
Glucose (mg / dL) 364.4 70.8 241.06 42.3 5.787 0.00*




It was seen that the Hb (Alc) and glucose levels of type 1 and type 2 DM
patients were high, and that there was statistical significance between the two groups

of patients.

5.DISCUSSION

This section contains detailed interpretations of the study findings, and
systematically discusses these findings with supporting evidence from writing on the

subject.

5.1 Discussion socio-demographic characteristics among persons Type 1 and
Type 2 DM.

This study was conducted with a total of 60 type 1 and type 2 diabetic

patients at Diwaniyah Teaching Hospital Specialized Dialysis Center.

In Table 4.1, statistically significant differences were found between the type
1 and type 2 DM groups with regard to age, marital status and monthly income level
(p<0.05).

In Irag, age and gender were matched when determining type 1 and type 2
diabetes cases, and the age of the patient group was 33-56 years. According to the
diabetes atlas of the International Diabetes Federation, approximately half of diabetic
adults (232 million) are between 40 and 59 years of age. It is thought that there will
be a greater increase inside this age range in the coming years (International Diabetes
Federation (IDF), 2019: Diabetes Atlas, seventh edition, IDF Atlas 2015 UK pdf.
Access date: 05.01.2021).
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Such sociodemographic characteristics as income status and marital status do
not play a role as direct factors in the etiology of type 2 diabetes. One of the most
important points in the management of diabetes is adequate and balanced nutrition,
and the topic of nutrition is related to socio-economic status. In a study by Evans et
al. (2000) with 792 type 1 and 5474 type 2 diabetic individuals, the effect of income
level on the prevalence of type 1 and type 2 diabetes was investigated, and it was
found that the prevalence of type 1 diabetes showed no significant difference
according to income level, but that the prevalence of type 2 diabetes showed an
increase in parallel with an increase in income level (Evans et al., 2000). Also, it is
reported in the literature that the strength to cope with CRF is greater in individuals
whose economic income is high. It is emphasized in this regard that income level is
an important factor in access to and awareness of health services (Sari, 2015; Goker
2008). In our study in contrast, income levels were lower than expenditure levels in
type 1 DM patients, and we believe that this had a negative effect on diabetes
control. It was found in our study that the income level of 60% of individuals with
type 1 DM was less than expenditures. Having income less than expenditure is a
factor which makes nutrition and appropriate use of health services more difficult.
We feel that this finding reveals a disadvantage for those participating in the study in

achieving effective diabetes management.

The adaptation of those with CRF to their illness is affected directly or
indirectly by many factors such as age, gender, culture, education level, place of
residence, help from family and friends, economic level and access to social
assistance. This suggests that CRF is not only physiological but also social in nature.
In the literature, it is reported that individuals who are married or who have close
relations with family and friends adapt better to their illness, they answer better to
treatment, and tend to live longer (Sari, 2015; Goker, 2008). In our study, most of the
patients were married, and it is thought that this was a positive factor in the
management of CRF. In a study by Bugdayci and Olgun (2017) with 210 type 2 DM
patients on nutrition behavior and affecting factors, it was emphasized that most
diabetic individuals were married and that this contributed positively to the

management of their diabetes. Our findings support the literature.

As shown in Table 4.2, patients were asked about their knowledge and

attitudes concerning nutrition. Statistical significance was found in those who had
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kidney disease in their families, those who ate snacks, and those who quenched their
thirst in a number of different ways compared to the other patients (p<0.05). It was
found in our study that 27% of patients with type 1 diabetes had kidney disease in
their families. In a study by Ozer et al. (2018) with 68 patients evaluating the state of
diabetes management of hemodialysis patients, it was reported that 25% of the
patients had one case of kidney disease in the family. Our study had similar findings.
What is important in diabetes management is dietary habit. In the nutrition of
diabetic patients, first the person’s individual characteristics must be considered, then
an adequate and balanced diet must be arranged which will provide energy and
nutritional needs and ensure that meals are not missed. Only in this way can blood
sugar control be achieved. When meals are taken at widely spaced intervals without
snacks in between, hypoglycemia and hyperglycemia can result. It was found that all
type 2 diabetic patients took snacks, as did 83% of type 1 patients. In a study by
Bugdayci and Olgun (2017) to determine the nutrition behavior of 210 type 2
diabetics, it was found that 80.5% of the patients conformed to their main meals and
snacks. We are of the view that patients’ adherence to their diets will make a positive
contribution to reducing symptoms and complications of their illness. In adherence to
patients’ restriction of fluids, there are two type of self-care strategy. The first is for
the amount of fluid consumed daily to be the amount recommended in the treatment.
The basis of this strategy is to measure all of the fluids consumed by the patient over
the whole day, that is fruit juices, the liquid in fruits and vegetables, all other liquids
consumed, and foods containing liquid. The second strategy is directed at reducing
symptoms of thirst, and for this, such methods are applied as hard sweets, chewing
gum or artificial salivation inducers, reducing salt intake to below 2g/day, sucking on
ice, and drinking mouthful by mouthful. These two strategies are recommended by
the health team in order to assure adherence to patients’ fluid restriction Welch and
Davis, 2000). Consistent with the literature, it was found that our patients applied
these methods in relation to thirst.

It was found, as seen in Table 4.3, that a reduction was seen in the BMI of the
type 1 and type 2 DM patients, their pre- and post-dialysis weight, and their pre-and
post-dialysis systolic and diastolic blood pressure, and that this was statistically

significant (p=0.00).
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In our study, it was seen that the BMI of type 2 DM patients was higher than
that of type 1 DM patients, and that this was statistically significant. In a systematic
review performed by Mansour and Basrah (2015) on the prevalence of diabetes in
Irag, it was found that BMI and HT were more related to type 2 diabetes, and that
BMI of more than 25.4 in men and BMI of more than 26.1 in women and HT
increased risks. It is stated in the literature that obesity is the main factor in type 2
DM, and that generally BMI is high in these patients (Torgenson, 2004).

Before dialysis, parameters such as patients’ blood pressure, weight, pulse
rate, temperature and edema were assessed routinely in order to assess patients’
hemodynamic state, before, during and after treatment. The blood pressure value
measured before and after hemodialysis is accepted as an indicator of cardiovascular
mortality: both high and low blood pressure values are associated with increased
mortality (Khan et al., 2016; Duman et al., 2020). Blood pressure measured during
dialysis treatment also gives information on the patient’s cardiovascular
hemodynamic state. In hemodialysis, patients’ blood volume is reduced by
ultrafiltration, and as a result blood pressure values after dialysis are lower than
before dialysis. Blood pressure rises again as blood volume is replenished from the
interstitial compartment (Kooman et al., 2007). In a study by Duman et al. (2020)
comparing blood pressure values measured routinely and according to standards in
76 HD patients, it was reported that after HD, there was a reduction in systolic and
diastolic blood pressure. The findings of our study support the literature.

The fluid which patients consume between two dialysis sessions
(interdialytically) or water resulting from the metabolism of food is removed from
the body by ultrafiltration (UF). In patients with excessive interdialytic fluid intake,
it is necessary to increase the amount of UF during dialysis. It is recommended in the
literature that weight between two dialyses should vary by 2-3kg. Excessive UF
brings on hypotension and muscular cramp, and results in longer dialysis treatment.
Early termination of dialysis treatment leads to both insufficient dialysis and
insufficient UF. For this reason, it is very important to assess fluid volume in
hemodialysis patients, and to ensure that they conform to fluid restriction. In order to
assess fluid volume in hemodialysis patients, it is necessary to first correctly
determine their dry weight. Dry weight is the weight of the patient without any

complication in dialysis. When patients do not approach their dry weight at the end
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of dialysis, the load on the circulation is aggressively increased, leading to a
significant increase in morbidity and mortality. It was seen in our study that pre-
dialysis weight was greater in type 2 DM patients than in type 1 patients. We think
that this may be because patients’ fluid restriction adherence control is less than that
of type 1 DM patients. It is reported in the literature that when hemodialysis patients’
fluid control adherence and behaviors are positive, there is a reduction in the uptake
of inter dialytic fluid and the amount of UF. This has clinical importance (Hoenich et
al., 2003; Wilson et al., 2004; Balim et al., 2016).

It is seen in Table 4.4 that the Hb Alc and glucose levels of type 1 and type 2
DM patients were high, and the difference between the two groups was found to be
statistically significant. HbAlc gives us an idea of the 2-3 month average glucose
level in the blood and at the same time of diabetes complications. It is reported in the
literature that there is a strong correlation between glycemic control and
complications. The American Diabetes Association (ADA) recommends that the
HbA1c level should be below 7%. In our study, it was found that these values were
at a much higher level, and that in connection with this, patients’ blood sugar levels
were found to be very high. It is stated in the literature that diabetic patients with
kidney failure going into dialysis have worse blood sugar control than non-diabetics,
that glycemic fluctuations in these patients are greater, especially on the day of
hemodialysis, and that hemodialysis causes an upset in blood sugar control and a
great increase in glycemic fluctuations in diabetic patients. It is recommended that in
particular, glycemic fluctuations should be monitored in hemodialysis patients by
CGMS (continuous glucose monitoring system) because HbAlc values vary, directly
affected by the erythrocyte level along with the blood that is taken in a hemodialysis
session, and glycemic fluctuation is highly and directly related to hypoglycemia and
cardiovascular mortality (Subramanian et al, 2018; Bastiirk et al. 2016; Mirami et al.
2010). In a study conducted by Ozer et al. (2020) in Diyarbakir province, Turkey,
with 68 diabetic kidney patients, patients’ HbAlc levels were found to be above 7%,

and our findings support the literature.
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6. CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion
According to our results, the study had the following implications:

1. The Hb1Ac and glucose levels of type 1 and type 2 DM dialysis patients are

high, and their diabetes management is inadequate.

2. Sociodemographic characteristics such as age, marital status, economic level,
the presence of kidney disease in the family, BMI and snacking have an
effect on the management of diabetes.

6.2 Recommendations

Based on the early of the list of conclusions, it is recommended that
1. Patients’ diabetes self-management should be strengthened by providing
regular individualized instruction, monitoring and counselling, and
2. New experimental nursing planning and interventions should be
implemented, focused on the solution of these problems by determining the

factors hindering adherence to treatment.

22



REFERENCE

American Diabetes Association .(ADA) (2018). Claasification and diagnosis of diabetes
Diab Care, 41(Suppl 1): 13-27. Erisim adresi:
https://care.diabetesjournals.org/content/41/Supplement_1/S13.

Baker, M. S. (2014). Casualties of the Global War on Terror and their future impact on
health care and society: a looming public health crisis. Military medicine,
179(4) , 348-355.

Balm S, Cmar-Pakyiiz S. (2016). Hemodiyaliz Hastalarinin Sivi Kisitlamasina
Uyumlarinin  Degerlendirilmesi. Nefroloji Hemsireligi Dergisi, 1:34-42.
dergipark.org.tr/en/pub/hemsire/issue/34244/378428.

Bastiirk, T., Koc, Y., Hasbal, N.B., Islee, M., Unsal, A. (2016). Glisemik dalgalanma ve
hemodiyaliz. Tiirkive Klinikleri J Intern Med.; 1(3): 129-32 doi:
10.5336/intermed.2016-51126.

Bingol, G., and Topbas, E. (2018). Diyabetik Nefropati Evreleri ve Evrelere Ozgii
Hemsirelik  Yaklasimi. Tiirk Nefroloji, Diyaliz ve Transplantasyon
Hemgireleri  Dernegi  Nefroloji Hemsireligi  Dergisi, 2; (13):77-84.
dergipark.org.tr/en/pub/hemsire/issue/38476/410533.

Bugdayc1t M and Olgun N. (2017). Tip 2 Eriskin Diyabetlilerde Beslenme Davranigi ve
Etkileyen Faktorler, Diyabet, Obezite ve Hipertansiyonda Hemsirelik Forumu,
9(1):45-52.

Duman, D., Erdem, E. and Ecder, T. (2020). Hemodiyalizde Rutinde Olgiilen Kan Basinc1
Degerlerinin  Standartlara Uygun Olgiilen Kan Basmci Degerleri ile
Karsilagtirllmasi.  Nefiroloji Hemygireligi Dergisi; 15(3): 235-239. DOI:
10.47565/ndthdt.2020.20

Duran-Salgado, M.B., Rubio-Guerra, A.F. (2014). Diabetic nephropathy and
inflammation, World Journal of Diabetes, 5(3):393-398.
D0i:10.4239/wjd.v5.i3.393.

Durna, Z. (2012). Kronik Hastaliklar ve Onemi. Durna Z.(Ed.), Kronik hastaliklar ve
bakim(ss1-7).Istanbul:Nobel T1p Kitabevleri

Erol, O. (2013). Endokrin sistem hastaliklar1 ve bakim, In:Durna Z (edt), I¢ Hastaliklari
Hemsireligi, Akademi Basim ve Yaymcilik, 246-248.

Evans, J.M., Newton, R.W., Ruta, D.A., MacDonald, T.M., Morris, A.D. (2009). Socio-
economic status, obesity and prevalence of type 1 and type 2 diabetes mellitus.
Diabet Med. 2000 Jun;17(6):478-80. https://doi.org/10.1046/j.1464-

5491.2000.00309.x.
Gokdogan, F. (2011). Diyabetin Kronik Bobrek Hastaliginin Gelismesi ve Tedavisine
Etkisi, Nefroloji Hemgireligi Dergisi , 8(1):11-17.

dergipark.org.tr/tr/pub/hemsire/issue/34254/378609.

23


https://care.diabetesjournals.org/content/41/Supplement_1/S13
https://doi.org/10.1046/j.1464-5491.2000.00309.x
https://doi.org/10.1046/j.1464-5491.2000.00309.x

Goker, Ceren. (2008). Hemodiyaliz Hastalar: ve Eslerinde Psikiyatrik Morbidite ve Yasam
Kalitesi, Ankara Universitesi Tip Fakiiltesi Psikiyatri Anabilim Dali (Tipta
Uzmanlik Tezi), Ankara.

Hoenich, N.A., Levin, N.W. (2003). Can technology solve the clinical problem of ,,dry
weight™? Nephrol Dial Transplant; 18(4):647- 650.
https://doi.org/10.1093/ndt/gfg008.

International Diabetes Federation (IDF) Diabetes Atlas. (2019), 9th Edition Erisim

Tarihi:05.01.2021 (IDF, 2019,
https://www.diabetesatlas.org/en/sections/demographic-and-geographic-
outline.html).

Khan, Y.H., Sarriff, A., Adnan, A.S., Khan, A.H., Mallhi, T.H. (2016). Blood Pressure
and Mortality in Hemodialysis Patients: A Systematic Review of an Ongoing
Debate. Ther Apher Dial; 20(5): 453-461. https://doi.org/10.1111/1744-
9987.12406.

Kooman, J., Basci, A., Pizzarelli, F., Canaud, B., Haage, P., et al. (2007). EBPG
guideline on haemodynamic instability. Nephrol Dial Transplant ; 22 (Suppl
2): 22-44. doi: 10.1093/ndt/gfm022.

Kumsar, K.A., Yilmaz, T.F., (2014). Kronik hastaliklarda yasam kalitesine genel bakis.
Erciyes Universitesi Saglik Bilimleri Fakiiltesi Dergisi,2(2),62-70

Microvascular Complications and Foot Care: Standards of Medical Care in Diabetes—
(2018) American Diabetes Association Diabetes Care 2018 Jan;
41(Supplement 1): S105-S118. https://doi.org/10.2337/dc18-S010. Erisim
Tarihi:05.01.2021

Mirani, M., Berra, C., Finazzi, S., Calvetta, A., Radaelli, M.G., Favareto, F., et al.
(2010). Inter-day glycemic variability assessed by continuous glucose
monitoring in insulin-treated type diabetes patients on hemodialysis. Diabetes
Technol Ther ; 12(10):749-53. doi: 10.1089/dia.2010.0052.

Nazar, C. M.J. (2014). Diabetic nephropathy; principles of diagnosis and treatment of
diabetic kidney disease. Journal of Nephropharmacolocy, 3(1): 15-20. PMID:
28197454 PMCID: PMC5297588

Olgun, N., Eti Aslan, F., Cosansu, G., Celik, S. (2020). Diabetes mellitus, (i¢inde)
Karadakovan, A., Eti Aslan, F (ed.), Dahili ve Cerrahi Hastaliklarda Bakim,
Ankara: Akademisyen Kitabevi. 787-824.

Ozer, Z., Aygiin, N., Teke, N., Pinar-Boliiktas R. (2020). Hemodiyalize Giren Hastalarin
Diyabet Yonetim Durumlar: Diyarbakir Ornegi, Nefioloji Hemsgireligi
Dergisi, 15(2): 68-77, DOI: 10.47565/ndthdt.2020.7.

Sar1, O. (2015). Sosyal Boyutlariyla Kronik Bobrek Yetmezligi, BEU SBE Derg. 4(2):71-
79. https://dergipark.org.tr/en/download/article-file/713341

Stanton, R.C. (2014). Clinical challenges in diagnosis and management of diabetic kidney
disease. Am J Kidney ,63(2); (2):3-21. doi: 10.1053/j.ajkd.2013.10.050.

Subramanian, S., Hirsch, 1.B. (2018). Diabetic kidney disease: Does glycemic variability
role? Curr Diab Rep. ; 18(13). D0i:10.1007/s11892-018-0979-3.

Torgenson, J.S., Hauptman, J., Boldrin, M.N., Sjostrom, L. (2004). Xenical in the
prevention of diabetes in obese subject (Xendos) study. Diabetes Care; 27,
155-161. https://doi.org/10.2337/diacare.27.1.155.

Waden, J., Forsblom, C., Thorn, L. M., Saraheimo, M., Rosengird-Birlund, M.,
Heikkild, Q., et al. (2008). Physical activity and diabetes complications in

24


https://doi.org/10.1093/ndt/gfg008
https://www.diabetesatlas.org/en/sections/demographic-and-geographic-outline.html
https://www.diabetesatlas.org/en/sections/demographic-and-geographic-outline.html
https://doi.org/10.1111/1744-9987.12406
https://doi.org/10.1111/1744-9987.12406
https://doi.org/10.2337/diacare.27.1.155

patients with type 1 diabetes the Finnish diabetic nephropathy (FinnDiane)
Study, Diabetes Care, 31(2): 230-232. D0i:10.2337/dc07-1238.

Welch, J. L. & Davis, J. (2000). Self-care strategies to reduce fluid intake and control thirst
in hemodialysis patients. Nephrology Nursing Journal, 27, 393— 395. PMID:
11276630.

Wilson, J., Shah, T., Nissenson, AR. (2004). Role of sodium and volume in the
pathogenesis of hypertension in hemodialysis. Seminars in Dialysis;
17(4):260-264. DOI: 10.1111/j.0894-0959.2004.17323.x

Yakush-Williams, J.K. (2017). Management strategies for patients with diabetic Kidney
disease and chronic kidney disease in diabetes. Nurs Clin N Am, 52: 575-587.
doi: 10.1016/j.cnur.2017.07.007. Epub 2017 Oct 5.

25


https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.1111%2Fj.0894-0959.2004.17323.x

EKLER

EK 1:Etik kurul onay

26



EK 2: gorevini kolaylastirmak

EK3: QUESTIONNAIRE

An Evaluation of Knowledge and Attitudes to Nutrition in Type 1 and Type 2 Diabetes Patients
Receiving Hemodialysis Treatment
We invite you to the research study entitled “An Evaluation of Knowledge and Attitudes to Nutrition
in Type 1 and Type 2 Diabetes Patients Receiving Hemodialysis Treatment” by Ahmet Mohsin Abbas
ALTABAEI. Before deciding whether to participate in this research, you need to know why and how
it will be conducted. For this reason, it is very important to read and understand this form. If there is
anything which you do not understand or which is not clear to you, or if you wish to have more
information, ask us. Participation in this study is entirely voluntary. You have the right not to
participate, or, after joining, to leave the study at any moment. Your responding to the study will be
interpreted as your approval to participate in the research. When responding to the questions on the
form given to you, do not answer under pressure or at the prompting of any other person. The personal
information obtained on this form will be kept entirely confidential, and will only be used for research

purposes.

Sociodemographic characteristics

1.Age:..c.cuueenenn. 2.marital status: married (...) single (...)

3. Profession housewife (...) manuel worker (...) Office worker (...) Self employed (...)
4. Education level

1- llliterate 2- Literate 3- primary school 4- middle school 5- high's 6- university 7-master
5. Income status 1- Income > expenditure 2- Income = expenditure 3- Income < expenditure

6. years of hemodialysis : .....cccovevniiininnnnnn..
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7. Primary kidney disease

HDM 2)HT 3)GN  4)PN 5)Polikistik 6) Amiloidoz 7)another.....
8. Does anyone else in your family have chronic kidney failure? 1)yes 2)no

9. What is your daily fluid consumption in cc?..........c.cc.c...... cc.

10. Can you urinate? 1)yes 2)no
If your answer iS yes ...........ceeeeeinennes cc

11. Do you keep to your diet? 1)yes 2)no
12. Have you not kept to your diet in the past 15 days? 1)yes 2)no

13. Do you have snacks? 1) yes 2) no

14. Do you conform to fluid restrictions? 1)yes 2) no
15. Have you not conformed to fluid restrictions in the past 15 days? 1)yes 2)no

16. Have you had instruction on diet and fluid restriction? 1)yes 2)no
17. Do you check your blood sugar throughout the day? 1)yes 2) no
18. What methods do you use to quench your thirst?...........c.cccccove.ee.

19. Do you know which foods contain potassium?1) yes 2) no...............

20. Do you know which foods contain phosphorus? 1)yes 2)no..............
21. Do you know which foods have a high sugar content? 1) yes 2)no............

BiYOKIiMYASAL PARAMETRELER

Albumin Kreatin
Serum Total Protein Urik asit
Serum CRP Glikoz
Eritrosit Sayisi BUN
TDBK PTH
Ferritin TG

Fe Total kolesterol
Serum NA LDL
Serum K HDL
Serum P MCH
Serum Ca MCV
AST Ure
ALT WBC
Hb Htc
Kt/V

Hemoglabin A1C
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BIOCHEMICAL PARAMETERS
Albumin Creatine
Serum Total Protein Uric acid
Serum CRP Glucose
Erythrocyte Count BUN
TDBK PTH
Ferritin TG
Fe Total cholesterol
Serum NA LDL
Serum K HDL
Serum P MCH
Serum Ca MCV
AST Urea
ALT Loocyte Count
Hb htc
Kt/V
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PATIENT MEASUREMENTS
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UF:
Bp before dialysis: Bp after dialysis:

Length:

BMI:
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Education status : University
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Other informations : Participate in oncology nursing in India
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