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ABSTRACT 

The descriptive study which explored the insulin dependent diabetics' and non-insulin 

dependent diabetics' perceptions of susceptibility to diabetic complications, severity of diabetes, 

and benefits of and barriers to preventive measures. 

The Wortell Diabetic Perception Scale was developed by the researcher for this study, 

and administered to a convenience sample of 71 subjects. The subjects' age ranged from 22 to 

80 years. There were 33 females and 38 males in the sample. Forty three percent of the diabetics 

were classified as insulin dependent diabetics and 57% as non-insulin dependent diabetics. 

. Findings indicated that insulin dependent diabetics perceived diabetes to be significantly 

more severe than did non-insulin dependent diabetics. No significant difference was found to ex

ist between the insulin dependent diabetics and non-insulin dependent diabetics with regards to 

perceived susceptibility to diabetic complications, and benefits of and barriers to preventive meas

ures. 
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CHAPTER 1 

INTRODUCTION 

Approximately 10 million Americans, or 5% of the population, currently are diagnosed with 

diabetes mellitus (Davidson, 1986). The National Commission of Diabetes estimated a similar 

number of people with diabetes remain undiagnosed (Davidson, 1986). Ninety percent of the di

agnosed diabetics are classified as non-insulin dependent diabetics, while the remaining ten per

cent are classified as insulin dependent diabetics (Closing the Gap, 1985). The focus of the 

present study was to identify and describe differences in health beliefs in the insulin dependent 

diabetics and the non-insulin dependent diabetics. 

At the turn of the century the life expectancy of a diabetic was less than one year. The 

common treatment was to starve the diabetic individual in order to control the "sugar in the urine". 

In 1921, insulin was discovered in Toronto, and became readily available by the mid-1923. How

ever. health care professionals, as well as diabetics, quickly recognized insulin was not a cure to 

diabetes. (Schade, Santiago, Skyler, & Rizza, 1983). 

Insulin dependent and non-insulin dependent diabetics are differentiated by age of on

set, etiology, prognosis, and medical therapies, yet both groups share the same goal of treat

ment, normoglycemia (Jenny, 1986). The normoglycemia goal for insulin dependent diabetics, as 

well as non-insulin dependent diabetics, involves a therapeutic regimen which balances the dia

betic's diet, exercise, and medications. Although research on the effects of normoglycemia on di

abetic control is limited, it is reasonable to expect that maintainence of normoglycemia will impede 

the progression of diabetic complications (Levin, McLaughlin, & Kowarski, 1984). 

1 
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Nurses, as health care professionals, have the responsibility to provide quality diabetic pa

tient education which is the keystone to obtaining and maintaining normoglycemia in insulin de

pendent and non-insulin dependent diabetics. The National Commission on Diabetes, in 1974, 

recommended the Centers for Disease Control implement educational programs to decrease the 

mortality and morbidity of diabetics (Alogna, 1985). Teaching programs have been established on 

the assumption that insulin dependent and non-insulin dependent diabetic needs are the same, 

except for the information on insulin. Research suggested the insulin dependent and non-insulin 

dependent diabetics' needs were different, but no research identifying these differences has 

been reported. Therefore, this study identified and described the perceptions of the insulin de

pendent and non-insulin dependent diabetics in relation to their disease and disease process. 

From these data, research based education programs can be formulated. To establish and pro

vide quality diabetic patient education, health care professionals need to identify the insulin de

pendent and non-insulin dependent diabetics' health beliefs with regards to susceptibility to dia

betic complications, severity of diabetes, and benefits of and barriers to preventive measures. 

Statement of the Problem 

The National Diabetes Data Group developed a classification system of diabetes mellitus 

and other cartx)hydrate metabolism abnonnalities. Insulin dependent diabetics are ketosis-prone 

individuals with "increased or decreased frequency of certain histocompatibility antigens (HLA) on 

chromosome 6 and with islet cell antibodies" (Vranic, 1985, p.2). Insulin dependent diabetics 

were formerly referred to as juvenile-onset diabetics. Age is no longer the main criterion for classi

fication of patients with various types of diabetes. Non-insulin dependent diabetics are nonketo-

sis prone individuals (Vranic, 1985). Non-insulin dependent diabetics were formerly referred to as 

adult-onset diabetics. Additional classifications of altered carbohydrate metabolism include gesta

tional diabetes, impaired glucose tolerance, and previous abnormality of glucose tolerance. (Vran

ic, 1985). 
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A key concept to classifying diabetics is whetfier or not the individual's body is 

"dependent" on insulin. Laakso, and l^orala's (1985) research studied the age relationship of in

sulin dependent and non-insulin dependent diatietics. They classified insulin dependent diabetic 

as an individual who is (1) treated initially and thereafter with insulin, and (2) presents with ketonuria 

or ketoacidosis at the time of diagnosis (Laakso, & Pyorala, 1985). Laakso, and Pyoraia (1985) 

classified a non-insulin dependent diabetic as one who is (1) treated initially with diet and/or oral 

hypoglycemic agents, (2) not treated v\nth insulin within one year of diagnosis, and (3) presents 

with no ketonuria nor ketoacidosis at time of diagnosis. 

In the past twenty years research has focused on young people with diabetes, especially 

insulin dependent diabetics, S5% of whom experienced onset of diabetes before the age of 20 

(Marble, 1985). However, the majority of diabetics are over the age of 40 (Marble, 1985). Primarily 

these patients have non-insulin dependent diabetes and impaired glucose tolerance. There is a 

great need for more aggressive treatment and research for the non-insulin dependent diabetics, 

especially for those over the age of 40. (Marble, 1985). 

Jenny (1986) supported the presence of adaptation differences between Insulin depen

dent diabetics and non-insulin dependent diatietics. Jenny (1986) reported adaptation differenc

es occurred in five areas: ir)staiction rcccivcri, perceived regimen benefits, social support, special 

concerns, and reported compliance to the regimen. In each of the five areas the insulin depen

dent diabetic group scored higher on a self-report questionnaire, "suggesting that increased dis

ease severity is associated with improved compliance, increased number of concerns, more in

struction, sharpened perception of regimen benefits, and more social support" (Jenny, 1986, 

p.44). These findings suggested that diabetics may benefit from education that recognized the 

individuals' perception of disease severity and regimen t)enefits. 

Presently, diabetic education programs are directed toward insulin dependent diat>etics. 

When instnjcting non-insulin dependent diabetics, nurses use the same diabetes education pro

gram with the insulin section of the patient education program omitted. Because diabetes is a he-
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tergenous disease, nurses should teach information related to the etiology, manifestations, and 

disease progression in insulin dependent diabetic differently from that which is taught to the non-

insulin dependent diabetic. Perceptions and adaptation of individuals to the specific types of dia

betes are different. Patient education programs for the insulin dependent and non-insulin de

pendent diabetics should be directed to those aspects which are both common and unique to 

each type of diabetes mellitus. The content, as well as the teaching method, of the diabetic edu

cational materials nurses provide must be individualized to the type of diabetes and the diabetic's 

perception of the disease. 

The literature supported the need for individualized diabetic teaching (Rottkamp, & Dono-

hue-Porter, 1983). Rottl<amp, and Donohue-Porter's (1983) research on the role of diabetic 

needs and preferences emphasized the diabetics' preference for structured learning rather than 

unstructured learning. However, the study (Rottkamp, & Donohue-Porter, 1983) did not explore 

nor differentiate between insulin dependent diabetic and non-insulin dependent diabetic learn

ing needs and preferences. 

i-iiss (1986) studied the impact of the diabetic's involvement on the health care provided. 

An "activated patient" is an individual involved in self-care and medical decisions regarding his/her 

illness (Hiss, 1986). Hiss (1986) stated an "activated patient" perceives diabetes as serious. How

ever, Hiss (1986) did not differentiate between insulin dependent diabetics' and non-insulin de

pendent diabetics' involvement in self-care and diabetic education. 

Mazzuca's, et al. (1986) stated the amount of experimental research on diabetes educa

tion was not sufficient from which to draw conclusions. The National Diabetes Data Group classifi

cation of diabetics (Vranic, 1985) was not utilized in the study; therefore, the subjects were not 

classified as insulin dependent or non-insulin dependent diabetics. Mazzuca, et al., (1986) re

ported that a systematic approach to diathetic education can have prolonged effects on the diabet

ic's self-care, and chronic vascular complications, but did not differentiate between insulin depen

dent and non-insulin dependent diabetics. 
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Although 98% Of diabetics are over the age of 16, a review of literature reveals little infor

mation on adult reactions to diabetes and the impact of diabetes on daily living (Rsher, Delamat-

er, Bertelson, & Kirkley, 1982). Jenny (1986) suggested non-insulin dependent diabetics may 

perceive their disease as less threatening, than insulin dependent diabetics; therefore, non-

insulin dependent diabetics may be less compliant with their seif-care practices. In addition Jen

ny's (1986) findings suggested the need for an increased emphasis on assisting the diabetic in

dividual to adapt to his/her daily regimen. 

Oiat>etic education programs used by nurses need to be based on research which identi

fies individual health beliefs in relation to the diabetics' perceptions of his/her disease. At this 

time, there are no reported studies in the literature which identify the perceptions of the insulin 

dependent and non-insulin dependent diabetic with regards to susceptibility to diabetic compli

cations, disease severity, and benefits of and barriers to preventive measures. Thus, the 

present study provided infomnation essential to health care of diabetic patients. 

Significance of the Problem 

The National Commission on Diabetes statistics demonstrated that diabetes is the third 

leading cause of death in the United States (Davidson, 1986). Factors contributing to the high 

mortMdity and mortality of diabetics, according to Alogna (1985), included inadequate patient ed

ucation and self-care; Inadequate provider knowledge and proficiency; lack of third party reim

bursement for ambulatory diabetes education; inadequate planning, coordination, and evalua

tion of health services and resources for persons with diabetes; and inadequate morbidity and 

nfiortality data. "Quality patient education is an integral part of diabetes care and improved access 

to quality education will ultimately lead to improved health outcomes for persons with diabetes" 

(Alogna, 1985, p.36). Nurses, as health care providers and teachers, are responsible for provid

ing quality diabetic patient education. 



6 

An acute illness has a rapid onset and demands immediate active health care, which of

ten leaves very little time for patient education and patient involvement in the treatment. On the 

other hand, a chronic illness, such as diabetes mellitus, usually has a gradual onset which permits 

time for patient education and patient involvement in self care activities. Successful treatment 

nwdalities of many chronic illnesses, such as diabetes mellitus, depend to a great extent on the 

patient's adherence to a plan of care. The individual nfwst live with the illness on a daily basis, and 

therefore must assume responsibility for multiple activities associated with prescribed treatment, 

medications, diet, activity, and stress. 

A discrepancy between the information provided in diabetic education classes and the 

individual's application of the information to daily living is often labelled as noncompliance by the 

health care professionals. Jenny (1986) reported that subjects attributed noncompliance mainly 

to difficulty, lack of planning, and inconvenience, but did not attribute noncompliance to the lack 

of knowledge. Application of the knowledge to the individual's daily lifestyle was the problem. 

Rather than simply imparting information during diabetic teaching, nurses as health care profes

sionals must assist the diabetic in using the infonnation in his/her daily activities. More time must 

be spent helping individuals restructure their daily routines to accommodate their regime, and to 

identify individual strategies for dealing with perceived difficulties. However, in order to do this, 

nurses need information which identifies and describes the insulin dependent as well as the 

non-insulin dependent diabetics perceptions in regards to susceptibility to diabetic complica

tions, severity of diabetes, and benefits of and barriers to preventive measures. 

Therefore, the problem of this study was to identify the insulin dependent and non-

insulin dependent diabetics' perception of susceptibility to diabetic complications, severity of di

abetes, and benefits of and barriers to preventive measures. Differences, if any, between insulin 

dependent diabetics and non-insulin dependent diabetics perceptions were also identified and 

described. A secondary focus of the study was to develop and test an instrument which identi

fied the insulin dependent and non-insulin dependent diabetics' perceptions with regards to 
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susceptibility to diabetic complications, severity of diabetes, and benefits of and barriers to pre

ventive measures. 

Conceptual Framework 

The conceptual framework for this study was based on the Health Belief Model (Becker, 

1974). In addition, the concepts of insulin dependent diabetic perceptions of diabetes mellitus 

and non-insulin dependent diabetic percpetions of diabetes mellitus underlie the conceptual 

framework for the study. The variables of perceived susceptibility to diabetic complications, sever

ity of diabetes, and benefits of and bam'ers to preventive measures were related to the heatth be

liefs of insulin dependent and non-insulin dependent diabetics. The direction of the relationship 

among the variables was not predicted. A diagrammatic representation of the conceptual frame

work as it relates to insulin dependent and non-insulin dependent diabetics' perceptions of health 

beliefs is depicted in Figure 1. The constnjct, concept, and operant levels of the conceptual 

framework will be discussed in the following sections. 

Heafth Beliefs 

The purpose of this study was to describe the diabetics' health beliefs in relation to their 

perceptions of the susceptibility to diabetic complications, severity of diabetes, and benefits of 

and barriers to preventive measures. The conceptual framewori< for the study was based on the 

Health Belief Model (HBM), formulated by Hochbaum, Leventhal, Kegeles, and Rosenstock (Mai-

man, & Becker, 1974). During the early 1950's, an increased emphasis was placed on prevention 

of disease (Becker, 1974). However, the public often failed to accept disease preventives and 

screening tests for eariy detection of diseases (Rosenstock,1974). Health was a state of complete 

physical, mental, or social well-being and not merely the absence of disease or infinnity (Thomas, 

1977). Health beliefs were the relationships between an individual's attitudes and his/her behav

iors toward health. The Health Belief Model incorporated sodo-psychological variables in explain

ing individuals' preventive health behavior (Maiman, & Becker, 1974). 
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Construct 
Level: 

Concept 
Level: 

Concept 
Level: 

Operant 
Level: 

Health BeEefs 
+ 

Percei ptionsof 
Diabetes MelGtus 

Insulin Dependent 
Diabetics 

Worte I Diabetic 
Perception Scale 

Non-insulin Dependent 
•abeb'cs 

Wortell Diabetic 
Perception Scale 

Figure 1. Conceptual Framework for Health Beliefs 
and Perceptions of the Insulin Dependent and 

Non-insulin Dependent Diabetic 
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The HeaRh Belief Model provided a framework for the evaluation of the subjective actions 

of individuals. The following theoretical conditions and components were proposed by the Health 

Belief Model: (1) a psychok)gical 'readiness for action" in regards to a health condition, which was 

determined by the individual's perceived susceptibility and severity; and (2) the evaluation by the 

individual of the preventive measures in regards to feasibility and efficaciousness (benefits), 

which were weighed against the individual's perceptions of psychotogical as well as other barriers 

to the proposed preventive measures (Maiman, & Becker, 1974). Rosenstock(l974) viewed an 

individual's daily activities as a process of opposing positive and negative forces, rather than a 

more holistic view of an individual's health. 

The Health Belief Model assumed that for an individual to take action to avoid a disease 

he/she needed to believe that (1) he/she was personally susceptible to the disease, (2) the oc

currence of the disease was moderately severe. (3) taking particular actions in fact were beneficial 

through reducing susceptibility to the disease, or reducing severity, and (4) taking particular ac

tions did not involve overcoming psychological barriers like cost, convenience, pain, and embar

rassment (Rosenstock, 1974). Health beliefs were the sum of the individual's perceptions of sus

ceptibility, severity, and benefits minus the barriers (Rosenstock, 1974). According to Champion 

(1984), an individual's health behavior resulted from the combination of attitudes related to the 

five concepts in the Health Belief Model. 

Several research studies have investigated the relationships between attitudes and 

health behaviors utilizing the Health Belief Model (Hijeck, 1985; Hochbaum, 1956; Kegeles, 

1963; Leavitt, 1979). Since 1952, constructs in the Health Belief Model have been empirically 

tested (Champion, 1984). However, invalid or unreliable data collection instruments and limited 

sample sizes were associated with past research (Champion, 1984). 
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Perceptions 

A perception was the process of being aware of objects and receiving sensory impres

sions (Thomas, 1977); a perception was a process of an awareness or insight. The perceptions of 

the insulin dependent diabetic and the non-insulin dependent diabetic in relation to susceptibility 

to diabetic complications, disease severity, benefits of and barriers to preventive measures, and 

cues to action were unknown at this time. Identifying the insulin dependent and non-insulin de

pendent diabetics' perceptions with regards to their perceptions of susceptibility to diabetic com

plications, severity of diabetes, and benefits of and barriers to preventive measures, and the rela

tionship between the variables, if any, were among the goals of this study. 

Perceived susceptibility. 

The perceived susceptibility to a disease varies from one individual to another. Perceived 

susceptibility to diabetic complications refered to the diabetic's belief of subjective risks of con

tracting a complication of diabetes within a specified time period. (Champion, 1984; Hijeck, 1984; 

Rosenstock, 1974). Perceived susceptibility to diabetic complications may range from denying 

any possibility of developing diabetic complications, to admitting the "statistical" possibility of de

veloping diabetic complications, to expressing a real fear of developing diabetic complications. 

"Perceived susceptibility and severity having a strong cognitive component are at least partly de

pendent on knowledge" (Rosenstock, 1974, p.4). 

Perceived severity. 

Perceived severity of diabetes was defined as the individual's perception of "harmful con

sequences of the condition in relation to altering personal physical health, role, social status, and 

ability to complete desired tasks" (Champion, 1984, p.77). As with the perceived susceptibility to 

diabetic complications, perceptions of the seriousness of diabetes vary from individual to individu

al. The degree of seriousness of diabetes may be determined by the degree of emotional arousal 
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from the thought of diabetes, as well as the types of difficulties the individual believes diabetes 

causes. (Rosenstock, 1974). 

If an individual viewed the severity of a health problem in relation to the problems of medi

cal consequences, that individual would demonstrate a concern for the his/her health status. 

However, another individual may have viewed the severity of a health problem through the dis

ease's impact on social and role functions. An individual with diabetes for example, may not have 

perceived diabetes as a serious disease but may perceive diabetes as having a serious impact on 

psychological and economic aspects of living. The diabetics' perceptions of the severity of his/ 

her disease may influence the way in which he/she adapts to the disease and adheres to a treat

ment regimen. 

Perceived benefits. 

The action an individual takes was influenced by the individual's beliefs in the relative ef

fectiveness of the available alternatives in decreasing the threat of the disease (Rosenstock, 

1974). The individual's perceptions of the availability and effectiveness of different courses of ac

tion, not the objective facts in regards to effectiveness, determined the course of action (Rosen

stock, 1974). Perceived benefits of preventive measures focused on the individual's belief in re

gards to the effectiveness of diabetic regimen and education in maintaining health, and lessening 

undesirable consequences of diabetes (Champion, 1984). The perceived benefits to preventive 

measures were influenced by norms and pressures of the individual's social groups (Rosenstock, 

1974). 

Perceived barriers. 

Perceived barriers to preventive measures were the negative components restricting the 

diabetic regimen and education which would be undertaken to maintain health, and lessen unde
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sirable consequences of diabetes. (Champion, 1984). These negative aspects functioned as 

barriers to taking action and established conflicting motives of avoidance (Rosenstock, 1974). An 

individual may have perceived the preventive measures as beneficial, but simultaneously may 

have perceived the preventive measures as inconvenient, expensive, unpleasant, painful or up

setting (Rosenstock, 1974). Examples of barriers to the diabetic regimen included availability of 

preventive measures, monetary cost of preventive measures, time, inconvenience, need for new 

patterns of behavior, and effect on individual and family lifestyle (Champion, 1984; Hijeck, 1984). 

Cues to action. 

Cues to action were internal or external cues which provoke a conscious decision in the 

individual to act (Rosenstock, 1974). Cues were difficult to identify since they were often not re

membered or fleeting in nature (Hijeck, 1984). Hijeck (1984) assumed that the stronger the per

ceived susceptibility to complications, severity of the disease, benefits of and barriers to preven

tive measures the less intense the cues needed to be to provoke action. An example of cues to 

action was family pressure. This study did not address cues to action as this concept has not 

been empirically tested. 

The Health Belief Model viewed the role of demographic, soci-psychological, and structu

ral variables as variables influencing the individual's perceptions (Rosenstock, 1974). The insulin 

dependent and non-insulin dependent diabetics' perceptions of the susceptibility to diabetic 

complications, severity of diabetes, and benefits of and barriers to preventive measures were as

sessed by the Wortell's Diabetic Perception Scale (WDPS). The WDPS will be discussed in detail 

in chapter three. 
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Statement of the Purpose 

The purpose of this descriptive nursing research study was to describe the insulin depen

dent and non-insulin dependent diabetics' perceptions of susceptibility to diabetic complica

tions, severity of diat>etes, and benefits of and barriers to preventive measures. Specifically, the 

purpose of this research study was to answer the following research questions: 

1. What are the perceptions of insulin dependent diabetics with regard to susceptibil

ity to diabetic complications, severity of diabetes, and benefits of and barriers to 

preventive measures? 

2. What are the perceptions of non-insulin dependent diabetics with regard to sus

ceptibility to diabetic complications, severity ot diabetes, and benefits of and bar

riers to preventive measures? 

3. What are the differences, if any, between insulin dependent diabetics' and non-

insulin dependent diabetics' perceptions of susceptibility to diabetic complica

tions, severity of diabetes, and benefits of and barriers to preventive measures? 

A secondary purpose of this study was to develop and test an instrument which identified 

the diabetic individuals' perceptions with regards to susceptibility to diabetic complications, severi

ty of diabetes, benefits of and barriers to preventive measures. 

Summary 

Diabetes mellitus is composed of two distinct types of diabetes: insulin dependent dia

betes and non-insulin dependent diabetes. Both research and diabetic education programs have 

focused on the treatment of insulin dependent diabetics who comprise only five percent of the di

abetic population in the United States (Marble, 1985). The goal of this study was to investigate 

the insulin dependent and non-insulin dependent diabetics' perceptions of susceptibility to dia

betic complications, severity of diabetes, and benefits of and barriers to preventive measures. 

Findings of the study provided Information on which a diabetic education program can be esta

blished. 



CHAPTER 2 

LITERATURE REVIEW 

Using the present study's conceptual framework as a guide, research that investigated 

health beliefs and specifically health beliefs of individuals with diabetes mellitus was reviewed. 

The process included review of the literature in which the heaKh belief model concepts were 

used and review of the research studies of diabetic health beliefs related to insulin dependent 

and non-insulin dependent diabetic studies. Results of the literature review will be addressed in 

this section. 

Health Beliefs 

Empirical research of the constructs in the health belief model supported the model's 

ability to assist in explaining and predicting a person's acceptance of preventive measures (Beck

er, 1974). The empirical research also established the need for further research of various health 

education strategies to modify health attitudes and subsequent behavior (Becker, 1974). 

Research of the health belief model primarily focused on the original concepts: sus

ceptibility, seriousness, benefits, and barriers (Champion, 1984). The four concepts, individually 

and in combination, have been tested as predictors of health related behaviors (Champion, 

1984). The first major study using the health belief model concepts was conducted by Hoch-

baum in 1956. Hochbaum (1956) studied 1200 subjects to determine the factors which related 

to the decision to have voluntary chest x-rays for detection of tuberculosis. Hochbaum (1956) 

found 82% of the individuals who perceived personal susceptibility to tuberculosis and perceived 

the chest x-ray as beneficial had the chest x-rays taken. Of those individuals who believed in per

sonal susceptibility but not in the benefits of the x-ray, 62% had the chest x-ray. Twenty-nine per

14 



15 

cent of the individuals who perceived the chest x-ray as beneficial, but did not perceive personal 

susceptibility had the chest x-ray done. The study suggested that perceived susceptibility and 

perceived benefits were related to voluntary chest x-rays for tuberculosis. Hochbaum (1956) did 

not report reliability and validity of the instruments which were used in the study. 

Kegeles' (1963) used the health belief nfx>del as the basis for his study of 430 subjects, 

which studied the individuals' perceived susceptibility, severity, benefits and barriers in relation to 

preventive dental visits. Data were collected from the subjects on a retrospective basis. Kegeles 

(1963) reported an increased numt>er of preventive dental visits were made by individuals exhi

biting all four health beliefs. As the number of health beliefs decreased, the number of preven

tive dental visits decreased. Further data were collected from the same subjects three years after 

the initial study (Kegeles, 1963). The second study showed perceived susceptibility and barriers 

were significantly (p ^ .05) related to preventive dental visits. Instrument reliability and validity 

were not reported for either of Kegeles' studies in which the health belief model was used. 

Becker, et al., (1978) studied mothers of asthmatic children (N=117) with regard to ad

herence to medication regimens. The study found medication adherence was significantly relat

ed (p ^ .05) with perceived susceptibility to asthma attacks and benefits of the medication regi

men. Validity and reliability of the instruments were again not reported. 

Hijeck (1984) developed a tool to identify the impact of the original four concepts in the 

health belief model, perceived susceptibility, severity, benefits of and barriers to preventative 

measures, on predicting patient entrance to a cardiac rehabilitation program. Hijeck (1984) pilot 

tested the questionnaire with four acute myocardial infarction patients. No further testing of the 

instrument had been conducted at the time of this research report (T. W. Hijeck. personal com

munication, February 24,1987). Hijeck (1984) reported content and construct validity. However, 

at the time of this report Hijeck had not reported any further instrument validity or reliability (T. W. 

Hijeck, personal communication, February 24,1987). 

Since 1952, the original constructs of the health belief model have been empirically 
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tested, yet methodological problems have plagued the research (Champion, 1984). The method

ological problems identified by Champion (1984) included the following: tools not tested for validi

ty or reliability; great variation in operational definitions; use of only one or two items to measure dif

ferent perceptions; and operationalized tested concepts at a nominal level, limiting statistical 

analysis. 

Champion (1984) indicated the major methodological problems in past research cen

tered around instrument development. To provide a valid and reliable instrument to measure 

health belief model concepts, Champion (1984) developed a scale measuring Cie health belief 

model concepts in relation to breast self-examination. 

Health Beliefs of Individuals with Diabetes Mellitus 

"Behavioral research on patient compliance with regimens to manage diabetes have suf

fered from lack of conceptual rigor, although a handful of recent studies and reviews are more the

oretically oriented" (Rosenstock, 1985, p.610). The research of diabetic health beliefs focused 

on the impact of the individual's health beliefs on adherence, or compliance, to diabetic regimens. 

Rosenstock (1985) presented the health belief model along with the concept of per

ceived self-efficacy as a conceptual framewori< to explain diabetic compliance and describe ap

proaches to enhance compliance to the diabetic regimen. Rosenstock (1985) stated the concept 

of self-efficacy, which refered to the individual's belief that he/she was capable of carrying out the 

health recommendation, should be added to the health belief model. Certain psychological dis

positions including perceptions of threat to health, efficacy of recommended action, and knowl

edge of the illness and rationale for the regimen were associated with compliance to prescribed re

gimens, according to Rosenstock (1985). Rosenstock (1985) suggested diabetic research on 

compliance and interventions shouki incorporate the health belief model with the concept of self-

efficacy. 

Jenny's (1986) research on identifying differences of insulin dependent diabetic and 
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the non-insulin dependent diabetic adaptation to diabetes Incorporated the health belief rriodsl 

into the conceptual framework. The emphasis of Jenny's (1986) study was on adaptation to the 

disease itself and not on health beliefs of the subjects. However, Jenny (1986) integrated the 

concepts of perceived severity, benefits, and baniers into her study of 246 diabetic subjects. Dia

betic subjects were classified as insulin dependent if they were prescribed insulin, while the re

mainder of the subjects were classified as non-insulin dependent diabetics. 

Jenny (1986) reported, through pilot testing of 35 clinic subjects, individuals attributed 

their noncompliance mainly to inconvenience, difficulty and lack of planning. The insulin depen

dent diabetics tended to score higher than non-insulin dependent diabetics in the areas of in

structions received, perceived regimen benefits, social support, special concerns, and reported 

compliance with regimen. The insulin dependent diat}etics' scores suggested that an increased 

perception of disease severity is associated with improved compliance, increased number of con

cerns, more instruction, increased perceived twnefits of the regimen, and increased social sup

port. The instalment devetoped by Jenny (1986) was judged to have face validity by a panel of ex

perts, and reported internal reliability by Cronbach's alpha of 0.63. 

Insulin Dependent Diabetics' Health Beliefs 

Cerkoney, and Hart (1980) studied diabetics' compliance in relation to the health belief 

model concepts of perceived susceptibility, perceived severity, perceptions of benefits, barriers 

or cost, and cues. Compliance was assessed in the following areas of the diabetic regimen: insu

lin administration, diet, hypoglycemia, foot care, and urine testing. The study consisted of thirty 

subjects classified as Insulin treated", although 47% of the subjects had been on insulin for less 

than one year. Twenty-eight of the subjects had "adult onset" diabetes. Only three items meas

ured each of the five health belief model concepts. Reliability of the instrument through tesf-

retest was reported as 88.6%. Cerkoney, and Hart (1980) did not report any further reliability or va-

licfity infomriation. 
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Cerkoney, and Hart (1980) reported diatietics who perceived their disease as serious 

and responded to cues tended to be more compliant with the diabetic regimen than diabetics 

without these perceptions. Twenty-eight out of the thirty diabetics studied perceived their treat

ment as beneficial, but considered their "treatment" to only consist of taking insulin. The study 

was limited as the population included only "insulin treated" diabetics. 

Schafer, McCaul, and Glasgow (1986) studied the effects of supportive and nonsuppor-

tive family behaviors of the adherence and glycemic control of insulin dependent diabetics. The 

Diabetes Faniily Behavior Checklist was used to assess the family behaviors that may support or 

interfere with the diabetic regimen in four areas: insulin injection, glucose testing, diet, and exer

cise (Schafer, McCaul, & Glasgow, 1986). Eighteen adolescents and 54 adults participated in the 

study (Schafer, McCaul, & Glasgow, 1986). Rndings suggested that adolescents and their family 

memt}ers perceived negative, nonsupportive, family t}ehaviors occurring more frequently than did 

adults and their family members. Cronbach's alpha was used to assess intemal consistency on 

the Diabetes Family Behavior Checklist and ranged from 0.43 to 0.95 (Schafer, McCaul, & Glas

gow, 1986). 

Non-Insulin Dependent Diathetics' Health Beliefs 

Wilson, et al., (1986) studied the psychosocial predictors of self-care behaviors and gly

cemic control in non-insulin dependent diabetics. Non-insulin dependent diatjetics were distin

guished from insulin dependent diabetics on the basis of age at onset, relative weight, and 

amount of time t}etween diagnosis and treatment with insulin. One hundred eighty four subjects 

were included in the study. Diabetes-specific psychosocial measures studied were knowledge, 

health beliefs, and social support. The diabetics' health beliefs were assessed in the areas of ef

fectiveness, discomfort, and life-style interference, which corresponded to perceived benefits of 

and barriers to preventive measures. Wilson, et al. (1986), reported health lieliefs of the diabetics' 

were more predictive of adherence to self-care behaviors than social support, knowledge, anxie
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ty, and depression. Validity and reliability of the instruments used in Wilson's, et al. (1986) study 

were not reported. 

The goal of this study was to identify the Insulin dependent diabetic and non-insulin de

pendent diabetics' perceptions of susceptibility to diabetic complications, severity of diabetes, 

and benefits of and barriers to preventive measures and the relationship among the perceptions. 

Studies from the health belief literature were reviewed in this chapter and supported the need for 

research with consistent classification of diabetics, consistent definitions of health belief con

cepts, and development of tools which are valid and reliable measures of diatjetic health beliefs. 



CHAPTER 3 

METHODOLOGY 

The methodology used in the study is delineated in the following section. The design, 

setting, study sample, operational definitions, and procedure for protection of human subjects are 

descrit>ed. The method of data collection, instrument development, and statistical analysis are 

also discussed. 

Design 

This study used a descriptive design. The perceptions of insulin dependent and non-

insulin dependent diabetics in relation to susceptibility to diabetic complications, severity of dia

betes, and benefits of and ban'iers to preventive measures were obtained through a question

naire. 

SfiHiog 

The setting for the study was a private physician's office. The private physician was an en-

docronologist with a patient population which consisted of approximately 40-50% diabetics. 

Sample 

The study's convenience sample of 71 subjects, 43% classified as insulin dependent dia

betics and 57% classified as non-insulin dependent diabetics, consisted of individuals who met 

the following criteria 

1. Minimum of 18 years of age. 

2. A medical diagnosis of insulin dependent or non-insulin dependent diabetes. 

3. Diagnosed with diabetes at least one year ago. 

4. Ability to read and write English. 

20 
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AKhough, individuals may have been diagnosed with diatietes t>efore the age of 18, dia-

tietics under the age of 18 were excluded from the study. Parental consent would have to be ob

tained for diabetics under the age of 18. 

Operational Definittons 

For the purpose of this study, the following operational definitions were used: 

1. Insulin dependent diabetic: An individual who met the following criteria: 1) diag

nosed with diabetes and, 2) treated initially and thereafter with insulin. 

2. Non-insulin dependent diabetic: An individual who met the following criteria: 1) 

diagnosed with diabetes, 2) treated initially with diet and/or oral hypoglycemic 

agents, and 3) not treated with insulin within one year of diagnosis (Laakso, & 

Pyorala, 1985). 

3. Health beliefs: In this study, health beliefs were a composite of the diabetics' per

ceptions of susceptibility to diabetic complications, severity of diabetes, benefits 

of and barriers to preventive measures, as measured by the Wortell Diabetic Per

ception Scale. 

4. Perceptions: In this study, the subjects' perceptions were measured by their re

sponses on the WDPS to the process of being aware of the susceptibility to dia

betic complications, severity of diabetes, benefits of and barriers to preventive 

measures. 

5. Perceived severity of diabetes: In this study, perceived severity of the illness was 

measured by the perceived severity scale on the WDPS which indicated the indi

vidual's awareness of "harmful consequences of the condition in relation to alter

ing personal physical health, role, social status, and ability to complete desired 

tasks" (Champion, 1984, p.77). 

6. Perceived susceptibility to diabetic complications: In this study, perceived sus
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ceptibility to diabetic complications was measured by the perceived susceptibility 

to diabetic complications scale on the WDPS which indicated the individual's be 

lief of subjective risks of contracting a complication of diabetes within a specified 

time period. (Champion, 1984; Hijeck, 1984; Rosenstock, 1974). 

7. Preventive measures: In this study, preventive measures refered to the diabetic 

regimen and education which woukl be undertaken to maintain health, and les

sen undesirable consequences of diabetes (Champion, 1984). 

8. Perceived benefits of preventive measures: In this study, perceived benefits of 

preventive measures were measured by the perceived benefits of preventive 

measures scale on the WDPS which indicated the individual's awareness of the 

availability and effectiveness of the altematives in decreasing the threat of the 

disease (Rosenstock, 1974). 

9. Perceived bamers to preventive nrieasures: In this study, perceived barriers to 

preventive measures were measured by the perceived barriers to preventive 

measures scale on the WDPS which indicated the individual's awareness of neg

ative components which restrict the availability and effectiveness of the alterna

tives in decreasing the threat of the disease (Champion, 1984; Rosenstock, 

1974). 

Protection of Human Subiects 

Approval was obtained for the study from the College of Nursing Human Subjects Com

mittee (Appendix A). The private physician also gave personal approval for conducting the study 

in the setting (Appendix B). 

Each subject was informed that his/her kJentity and questionnaire responses would re

main confidential throughout the study. No names were used on the research forms or question

naires and all responses were destroyed after the data were collected and analyzed. A copy of 

the study disclaimer is shown In Appendix C. 
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Method of Data Collection 

Data were collected during a five week period from June through July, 1987. Subjects 

were infonned of the study through their primary phystoian and the researcher. If they agreed to 

participate in the study, data were collected during waiting periods at the physksian's office. Writ

ten instructions were provkled and the researcher was available to answer any questions. The 

subjects completed the Wortell Diabetk: Perception Scale (WDPS) (sample questtons in Appendix 

D). Information was also obtained from the subjects regarding type of diabetes, length of time 

since diagnosis, fonnal diabetic education, and related demographic data (Appendix E). 

Tool Development and Design 

The Wortell Diabetic Perception Scale was developed specifically for this study. The 

questionnaire consisted of two parts. The first sectton of the questtonnaire was devetoped to col

lect data on the diabetic's perceptions regarding the susceptibility to diabetk: compilations, se

verity of diabetes, and benefits of and barriers to preventive measures. The tool was modified 

from the questionnaire developed by Hijeck (1984) whrch was used to predict patient entrance to 

a cardiac rehabilitation program. Hijeck (1984) reported content and construct validity; however, 

he did not report any further instrument validity or reliability. Permission was received from T. W. 

Hijeck and W. B. Saunders Company to modify the tool for this study (Appendix E). 

The original questksnnaire by Hijeck (1984) was a seven point Likert-type scale. However, 

Hijeck's questionnaire was modified to a five point Likert-type scale for this study to allow the par

ticipant to choose from two positive, two negative, and one neutral answer for each question. The 

seven point Likert-type scale increased the options to three positive and three negative respons

es, which may contribute to confusion in the respondent. (Polit & Hungler, 1983). 

The original questionnaire (Hijeck, 1984) was modified for this study to apply to the diabet

ic population in relation to health beliefs of insulin dependent and non-insulin dependent diabet

ics. CXiestions were developed from personal experience with diabetk: individuals and on the ba
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sis of an extensive literature review. The items were categorized into the following subscales: 

1. Susceptibility to diathetic complications 5 items 

2. Severity of diabetes 7 items 

3. Benefits of preventive measures 5 items 

4. Barriers to preventive measures 9 items 

The twenty six item questionnaire was administered to each subject. Question number 

one, a perceived susceptibility to diabetic complications subscale item, and question number 

eight, a perceived severity subscale item, were not reliable and r>-.23, respectively). 

Therefore, these two questions were deleted. The statistical analysis was based on the revised 

24 item questionnaire. 

The second section of the questionnaire, recorded demographic information on the dia-

t}etic subjects. This section included the following information 

1. Whether or not presently taking insulin 

2. Whether or not prescribed insulin within one year of diagnosis 

3. Length of time since diagnosis 

4. History of diabetes in the family 

5. Sex 

6. Age 

7. Marital Status 

8. Employment status (Presently wori<ing or not worthing) 

9. Income status 

10. Whether or not attended a diabetic class in the past 

11.  Sources of  diabet ic  information 

The demographic information was collected primarily to describe the study sample. The 

data on the type of diabetes was used to differentiate the perceptions of the insulin dependent di
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abetic and the non-insulin dependent diabetic. Data on employment status, as well as income 

status, was analyzed in relation to the diat}etics' perceived severity of diabetes and barriers to pre

ventive measures. 

To establish content validity of the items and the complete scale the researcher followed 

Lynn's (1986) suggested process for content validity. The first stage of instrument development 

included: identification of all dimensions and subdimensions with regards to diabetic health be

liefs through a thorough literature review; generation of items for all identified dimensions and 

subdimensions: and assembling items into a usable form (Lynn, 1986). During the judgement-

quantification stage, content validity for the items and the instrument was judged by a panel of 

three experts. The experts were nurses with an expert knowledge in the area of diabetes and 

medical-surgical nursing. Specific instructions were provided to the panel of experts to determine 

the content relevance of each item and the instrument (Lynn, 1986) (Appendix F). The panel of 

experts was also asked to identify any areas omitted from the instrument (Lynn, 1986). 

Statistical Analysis of Data 

The purpose of the statistical analysis was to determine the difference, if any, between in

sulin dependent diabetic's and non-insulin dependent diabetic's perceptions of susceptibility to 

diabetic complications, severity of diabetes, and benefits of and barriers to preventive measures. 

Descriptive statistics were used to describe the study's sample of insulin dependent and non-

insulin dependent diabetics. Frequency, percentages distributions, means, and standard devia

tions were computed from the data obtained from the demographic section of the questionnaire. 

Internal consistency of the instrument was measured by coefficient alpha within the subscales and 

the total scale. 

The following statistical methods were utilized in order to answer research question one: 

What are the perceptions of insulin dependent diabetics with regard to susceptibility to diabetic 

complications, severity of diabetes, and Ijenefits of and barriers to preventive measures? The 
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sums of the scores for each question were tallied and the means computed. The means for each 

of the four subscales and the total scale were computed. The Pearson product moment correla

tion coefficient was used to summarize the magnitude and direction of the relationships between 

the demographic variables and the variables of perceived susceptibility to diabetic complications, 

severity of diabetes, and benefits of and bam'ers to preventive measures. 

The following statistical methods were utilized in order to answer research question two: 

What are the perceptions of non-insulin dependent diabetics with regard to perceived suscepti

bility to diabetic complications, severity of diabetes, and benefits of and barriers to preventive 

measures? The sums of the scores for each question were tallied and the means computed. The 

means for each of the four subscales and the total scale were computed. The Pearson product 

moment correlation coefficient was used to summarize the magnitude and direction of the rela

tionships between the demographic variables and the variables of perceived susceptibility to dia

betic complications, severity of diat>etes, and benefits of and barriers to preventive measures. 

The following statistical methods were utilized in order to answer research question 

three: What are the differences, if any, between insulin dependent diabetics' and non-insulin de

pendent diathetics' perceptions of susceptibility to diabetic complications, severity of diabetes, 

and benefits of and barriers to preventive measures? The combined means of the insulin depen

dent and non-insulin dependent diabetics' scores along with the item to total scale correlations 

were calculated. To determine if there was a statistical difference in the mean scores of the four 

subscales and the total scale, between the insulin dependent and non-insulin dependent diabet

ic, t • tests were utilized. 

Summan/ 

The study methodology outlined the study's design, setting, sample, operational defini

tions, protection of human subjects, data collection, tool development, and statistical analysis. 
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The study sample consisted of insulin dependent (43%) and non-insulin dependent dlat}etics 

(57%) from one setting. 

Operational definitions were given to provide consistent definitions of the concepts in 

the study. The proposed data collection and statistical analysis were outlined which will describe 

the health t>eliefs of the insulin dependent and non-insulin dependent diabetic and the relation

ship among the perceptions. 



CHAPTER 4 

PRESENTATION OF DATA 

The purpose of this stud/ was to describe the insulin dependent and non-insulin de

pendent diabetics' perceptions with regards to susceptibility to diabetic complications, severity of 

diat>etes, and benefits of and barriers to preventive measures. This chapter presents findings re

lated to the characteristics of the sample, instrument reliability, and results of the analysis of data. 

The Wortell Diabetic Perception Scale (WDPS) was used to collect the data for this 

study. The first part of the WDPS consisted of 26 items conceming the diabetics' perceptions of 

susceptibility to diabetic complications, severity of diabetes, and benefits of and barriers to pre

ventive measures. The second part of the WDPS consisted of questions related to eleven demo

graphic variables. 

Description of the Sample 

The sample consisted of 71 subjects diagnosed with Diabetes Mellitus. Data were col

lected at a private physician's office visits while the subjects were waiting for their appointment 

with the physician. Most subjects completed the questionnaire within a ten minute time span. 

One subject currently was not prescribed insulin but was prescribed insulin within the 

first year of diagnosis. Due to the unusual insulin characteristics this subject was treated as a spe

cial case in several statistical calculations related to the categorization of insulin dependent diabet

ics and non-insulin dependent diabetics. Therefore, the tables which differentiate between insu

lin dependent diabetics and non-insulin dependent diabetics have 70 subjects, while the 

remainder of the tables have 71 subjects. 

28 



29 

Table 1. Description of Sample by Age, Sex, Marital Status, Employment Status, and 
Income (N=70) 

Insulin dependent Non-insulin dependent 

diabetic (n=30) diabetic (n=40) 

n* % * n* % * 

Age 

20-30 years 6 19.8 2 5.0 

40-59 years 5 16.6 7 17.5 

60-80 years 1 9 63.6 27 67.5 

Sex 

Male 1 2 40.0 25 62.5 

Female 1 8 60.0 1 5 37.5 

Marital Status 

Marr ied 22 73.3 28 70.0 

Single 4 13.3 2 5.0 

Divorce 2 6.7 3 7.5 

Widowed 2 6.7 7 17.5 

Employment Status 

Working 6 20.0 1 0 25.0 

Not working 21 70.0 35 87.5 

Income 

$10,000 or  less 6 20.0 1 0 25.0 

$1 1,000-20,000 8 26.7 7 17.5 

$21,000-30,000 3 10.0 1 2 30.0 

$31,000 or  more 5 16.7 5 12.5 

* Total may not sum to N due to missing data. 
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Data which describe the sample by age, sex, marital status, employment status, and in

come are presented in Table 1. The subjects' ages ranged from 22 to 80, with a mean age of 60.6 

years (s.d.Bl4.19). The majority of the insulin dependent diabetics (64%) and non-insulin depen

dent diabetics (68%) were sixty years of age and older. Females composed the majority of the in

sulin dependent diabetics (60%), while males composed the majority of the non-insulin depen

dent diabetics (63%). The majority of both the insulin dependent diabetics (73%) and non-insulin 

dependent diabetics (70%) reported being married. Seventy percent of the insulin dependent 

diabetics and 80% of the non-insulin depencient diabetics were not presently employed. The 

subjects were fairly evenly distributed among the four income categories although 20% of the in

sulin dependent diabetics and 25% of the non-insulin dependent diabetics reported incomes be

low $10,000. 

A description of the sample in relation to the prescription of insulin is presented in Table 

2. Of the 71 diabetic subjects surveyed, 54 (76%) were currently taking insulin, and 31 (44%) of 

tfiose were prescribed insulin within the first year of their diagnosis of diabetes. According to this 

study's operational definitions, the diabetics who were prescribed insulin within the first year of 

their diagnosis and were currently prescribed insulin were classified as insulin dependent diabet

ics. Therefore, thirty (43%) of the subjects were classified as insulin dependent diabetics and for

ty (57%) were classified as non-insulin dependent. For this study, the one subject who was pre

scribed insulin within the first year and was not currently prescribed insulin was not classified as 

either an insulin dependent or non-insulin dependent diabetic. 

Data related to the characteristics of the subjects by time since diagnosis, family history, 

and diabetic class attendance are presented in Table 3. The majority (77%) of the insulin depen

dent diabetics and the majority (85%) of the non-insulin dependent diabetics reported t>eing diag

nosed with diabetes more than five years ago. Only three of the subjects reported l)eing diag-

r)osed with diabetes within the past two years. Nineteen (63%) of the insulin dependent diabetics 
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Table 2. Characterictics of Subjects by Prescription of Insulin (N=71) 

Prescription of Insulin Frequency Percentage 

Taking insulin 

Yes 54 76.1 

No 17 23.9 

Prescribed insulin within 

first year of diagnosis 

Yes 31 43.7 

No 40 56.3 
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reported having a family history of diabetes, while 25 (63%) of the non-insulin dependent diabet

ics reported having a family history of diabetes. 

Subjects were asked if they had attended diabetic classes in the past. The majority of 

the insulin dependent diabetics (67%) reported attending a diabetic classs, while only 18 (45%) 

of the non-insulin dependent diabetics reported attending a diabetic class. 

Subjects were asked to check any of eight sources from which they had received dia

betic information. The eight categories of diabetic Information were friends, family, newspapers/ 

magazines, diabetic newsletters, nurses, dieticians, doctors, and other sources. The data related 

to sources of diabetic information are presented in Table 4. The majority of the diabetics received 

diabetic information from doctors (93%) and dieticians (66%). Slightly more than half of the sub

jects reported receiving diabetic information from nurses (54%), diabetic newsletters (55%), and 

newspapers/magazines (51%). Ten of the subjects received diabetic information classified in the 

"other" category which included the following: diabetic association (4%), Joslin's Diabetic Clinic 

(3%), personal health care professional education (3%), physical therapist (1%), television (1%), 

and books/cassettes (1%),. 

Several subjects provided additional verbal information to the researcher in regards to 

their perceptions of diabetes. These comments included feelings of anger, resentment, and dis

couragement toward the disease of diabetes. These may be classified as perceived barriers to 

preventive measures. 
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Table 3. Characteristics of Subjects by Time Since Diagnosis, Family History, and Diabetic 
Class Attendance (Ns70) 

Insufn dependent Non-insulin dependent 
diabetics (n =30^ diabetics (n = 40^ 
n % n % 

Time since 
diagnosis 

1-2 years 2 6.7 1 2.5 
3-5 years 5 16.7 5 12.5 
more than 
5 years 23 76.7 34 85.0 

Family History 
of Diabetes 19 63.3 25 62.5 

Attended Diabetic 
Class 20 66.7 18 45.0 
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Table 4. Characteristics of Subjects by Diabetic Information Sources (N=71) 

Diabet'c Infbmfiatbn Source Frequency* Percent* 

Friends 11 15.5 

Family 22 31.0 

Newspapers/Magazines 36 50.7 

Diabetic Newsletters 39 54.9 

Nurses 38 53.5 

Dieticians 47 66.2 

Doctors 66 93.0 

Other 10 14.1 

* Subjects obtaned imformation from multiple sources. 
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Analysis of Instrument Reliability 

The Wortell Diabetic Perception Scale (WDPS) was developed by Wortell through an ex

tensive literature review and personal clinical nursing experience with diabetic patients. The 

WDPS utilized four components of the Health Belief Model: susceptibility to diabetic complica

tions, severity of diabetes, benefits of preventive measures, and barriers to preventive meas-

ures.Subjects were asked to respond to items related to the four Health Belief components. 

Content validity of the WDPS was established according to the process suggested by 

Lynn (1986). Instrument development included identifying all dimensions and subdimensions of 

Information related to diabetic health beliefs through a thorough literature review, generating items 

for all identified dimensions and subxdimensions, and assembling items into a usable form (Lynn, 

1986). The second phase of instmment development was the judgement-justification stage 

(Lynn, 1986) in which a panel of three nurses with an expert knowledge in the area of diabetes 

judged each item, and the total scale, for relevance and clarity. Specific instructions were provided 

to the panel of experts (Appendix F). Relevance was determined on a scale of one to four with 

four being extremely relevant and one being irrelevant. Each item was rated as extremely relevant 

by the three nurse experts except item number one which was rated, by one judge, as a three, 

needing clarification. The judges provided input on clarification of several items, but suggested 

that all items be retained. Therefore, the instrument's content validity was established by literature 

review, generation of items, assembling items into usable form, and judgement by an expert panel 

(Lynn, 1986). 

Internal consistency of the total scale and subscales was measured by standardized co

efficient alphas. The item to total scale correlations are presented in Table 6. Two unreliable ques

tions were deleted from the questionnaire administered to the subjects. The statistical analysis 

therefore was based on the revised 24 item questionnaire. Reliability estimates for the total instal

ment and subscales of the WDPS are presented in Table 5. The total scale standardized coeffi

cient alpha was 0.82 and the subscaie standardized coefficient alphas ranged from 0.62 to 0.72. 
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Analysis of Data 

The purpose of this study was to answer the following three research questions. Each 

question is discussed in detail in this section. 

Research Question 1 

The first research question of this study was; What are the perceptions of insulin de

pendent diabetics with regard to susceptibility to diabetic complications, severity of diabetes, and 

benefits of and barriers to preventive measures? Each of the 30 insulin dependent diabetics was 

given a 26-item questionnaire and asked to respond to each question. The data were compiled 

on 24 items, with questions one and eight deleted. Each question had five possible scores from 

1 to 5 with one being the most negative response and five being the most positive response. 

The anchors for each question varied according to the stem of the question (Appendix D). 

The sums of the scores for each question were tallied and the means computed. The 

mean scores for each item are presented in Table 6. The insulin dependent diabetics' mean 

scores ranged from 2.46 to 4.97. The means for each of the four subscales and the total scale 

were then calculated and are presented in Table 7. The insulin dependent diabetics' total scale 

mean was 92.24, with subscale means ranging from 16.80 for perceived susceptibility to 32.43 for 

perceived barriers. 

Correlation statistics using Pearson product moment correlation coefficient were calcu

lated to identify the relationships among the demographic variables. Table 8 presents the Pear

son product moment correlation coefficient matrix of the demographic variables. Since the 

WDPS was a newly developed instrument, the probability levels were designated at both the 0.05 

and 0.10 levels. 

A statistically significant relationship was found to exist among the following demographic 

variables: prescription of insulin and prescription of insulin within the first year of diagnosis; age 

and prescription of insulin, insulin within first year of diagnosis, and family history; marital status 



Table 5. Reliability Estimates for Total Instrument and Subscales of the WDPS 
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Subscale # and Name # of Items on Item Mean Standardized 
Subscale Coefficient 

Alpha 

I. Suseceptibility to 
Diabetic Complications 4 4.12 0.62 

I I .  Severi ty  of  Diabetes 6  3.61 0.72 

I I I .  Benef i ts  of  Prevent ive 
Measures 5 4.04 0.71 

IV. Barriers to Preventive 
Measures 9 3.68 0.72 

Total Scale 24 3.81 0.82 
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Table 6. Item Means and Item-to-Total Scale Correlations (N=70) 

Item Number Insulin Dependent Norvinsufn Combined 
Dabelics Dependent 
(n=30) (r>=40) (N=70) 

Mean Mean Mean r 
*1 1.52 1.58 1.59 -.3437 
2 4.97 4.68 4.85 .2496 
3 4.07 3.56 3.75 .4024 
4 3.67 3.47 3.50 .4687 
5 4.10 4.40 4.34 .2277 
6 4.23 3.85 4.08 .3613 
7 3.33 2.93 3.05 .0402 

*8 3.00 3.68 3.41 -.2299 
9 3.97 3.48 3.67 .6964 

10 3.07 2.54 2.75 .6078 
11 4.00 3.67 3.77 .5900 
12 4.40 4.28 4.32 .3234 
13 4.33 4.00 4.12 .4691 
14 4.07 4.13 4.14 .4183 
15 4.45 4.22 4.31 .5600 
16 3.93 3.72 3.78 .5082 
17 3.79 3.73 3.83 .3336 
18 4.21 4.32 4.21 .3996 
19 3.27 3.23 3.21 .3648 
20 2.46 2.59 2.64 .3377 
21 4.53 4.49 4.51 .2881 
22 4.17 4.15 4.11 .5910 
23 3.70 3.13 3.43 .1014 
24 3.33 3.53 3.40 .6143 
25 4.00 4.17 4.11 .4025 
26 3.57 3.33 3.47 .3545 

•Deleted 



Table 7. Comparison of Insulin Dependent Dlabetics(IDD) and Non-insulin Dependent 
Diabetics (NIDD) Perceptions by Sub-scales (N»70) 

Subscale Mean s.d df t-vaiie 2-tajlprobab'fty 

Perceived susceptibility 
IDD(n=30)" 16.80 

NIDD(n=)40r 15.85 

2.78 

4.26 
68 1.06 0.29 

Perceived severity 
IDD {n=29)" 

NIDD (n=36)** 

22.90 

20.58 

4.49 

5.10 
63 1.92 0.06* 

Perceived benefits 
IDD (n=30)" 

NIDD {n=39)" 

20.17 

19.00 

3.88 

5.31 
67 1.01 0.31 

Perceived barriers 
IDD (n=30)" 

NIDD (n=39)" 

32.43 

31.38 

5.57 

6.14 
67 0.73 0.46 

TOTAL SCALE 
iDD(n=29)" 

NIDD (n=35)" 

92.24 

87.77 

11.04 

14.89 
62 1.34 0.185 

* significant if p s 0.05 
** Total may not sum to N due to missing data. 



Table 8. Pearson Product Moment Correlation Coefficient Matrix of tfie Demographic Variables (N= 71) 

Prescribed Insulin Time Family Marital Employment Income Diabetic 
Insulin Within Since Histoiy Sex Age Status Status Class 

Rrst Year Diagnosis Attendance 

Prescribed 1.00 
Insulin 

Insulin Within 
First Year 

.4274 
(p=..000)* 

1.00 

Time Since 
Diagnosis 

-.1406 
{p=.242) 

.1124 
{p=.351) 

1.00 

Family History -.0316 
(P-.794) 

-.0124 
(p=.919) 

-.0522 
(p=.666) 

1.00 

Sex -.0224 
{p=.853) 

-.1125 
{p=.350) 

.0439 
(p=.716) 

.0682 
{p=.572) 

1.00 

Age .2018 
{p=.101)" 

.2371 
(p».053)" 

-.1841 
(p=.136) 

.2933 
{p=.016)* 

-0.999 
(p=.421) 

1.00 

Marital Status .2392 
{p=.045)-

.0795 
(p=.510) 

-.0661 
(p=.584) 

.0134 
(p=.912) 

.1987 
(p=.097)" 

.3367 
{p=.005)* 

1.00 

Employment 
Status 

-.0537 
(p=.656) 

.2061 
{p=.085)" 

-.1499 
{p=.212) 

.0236 
(p=.845) 

.0491 
(p=.684) 

.4286 
{p=.000)* 

.1629 
(p=.175) 

1.00 

Income -.2119 
{P-.114) 

.0419 
{p=.757) 

.2362 
{p=.077)" 

.1596 
(p=.236) 

-.1564 
(P=.245) 

-.1234 
(p=.374) 

-.3853 
{p=.003)* 

-.2285 
(p=.087)" 

1.00 

Diat)etic Class 
Attendance 

.3374 
(p=.004)* 

.1941 
{p=.105)" 

.0242 
(p=.841) 

-.1483 
(p=.217) 

.0496 
(p=.681) 

.0995 
(p=.423) 

.2978 
(p=.012)-

-.1060 
(p=.379) 

-.0520 
(p=.701) 

•significant if p< 0.05 
••significant if p< 0.10 

O 
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and prescription of insulin, sex, and age; enriployment status and insulin within the first year of di

agnosis and age; income status and time since diagnosis, marital status, and employment status; 

diabetic class attendance and prescription of insulin, insulin within first year of diagnosis, and mari

tal status. 

In addition, Pearson product moment correlation coefficient was used to summarize the 

magnitude and direction of the relationships between the demographic variables and the four 

subscales: perceived susceptibility to diabetic complications, severity of diabetes, and benefits of 

and barriers to preventive measures. Table 9 presents Pearson product moment correlation coef

ficient matrix of the demographic variables and subscales. 

Statistically significant relationships were found to exist between the following demo

graphic variables and subscales: prescription of insulin and perceived susceptibility, and per

ceived severity; prescription of insulin within the first year of diagnosis and perceived severity; sex 

and perceived benefits; age and perceived benefits, perceived barriers, and the total scale; and 

income and perceived severity and the total scale. 

Research Question 2 

The second research question of this study was: What are the perceptions of non-

insulin dependent diabetics with regard to susceptibility to diabetic complications, severity of dia

betes, and benefits of and barriers to preventive measures? Each of the 40 non-insulin depen

dent diabetics was asked to respond to the 26 item questionnaire. The data were compiled on 24 

items with questions one and eight deleted. Each of the questions had a five possible scores 

from one to five with one being the most negative response and five being the most positive re

sponse. The anchors for each question varied according to the stem of the question (Appendix 

D). 

The sums of the scores for each question were tallied and the means computed. The 

non-insulin dependent diabetics' mean scores for each item on the instnjment are given in Table 
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Table 9. Pearson Product Monnent Correlation Coefficient Matrix of the Demographic 
Variables and Subscales (N=71) 

Perceived Perceived Perceived Perceived Total 
Susceptibifty Severity Benefits Barriers Scale 

Prescribed -.3698 -.2430 -.0162 .0562 -.0964 
Insulin (p=.002)* (p=.049)* (p=.894) (p=.662) {p=.445) 

Insulin Within -.1068 -.2370 -.1234 -.1044 1 o
 

First Year (p=.375) (p=.055)" {p=.309) (p=.390) (p=.175) 

Time Since .1136 .0301 -.0260 .0471 .0568 
Deagnosis (p=.345) (p=.810) (p=.831) (p=.699) (p=.653) 

Family History -.0418 -.1414 -.1060 -.1222 -.1373 
(p=.729) (p=.258) (p=.382) (P=.314) (p=.276) 

Sex .0407 .0357 .2150 .1361 .1853 
(p=.736) (p=.776) (p=.074)" (p=.261) (p=.140) 

Age -.0841 -.0346 -.3616 -.3332 -.2737 
(p=.499) (p=.789) (p=.003)* {p=.006)* (p=.033)* 

Marital -.0626 -.0082 -.1840 -.1206 -.0794 
Status (p=.604) (p=.948) (p=.127) (p=.320) (p=.530) 

Employment -.0265 -.0352 -.1361 .0000 -.0567 
Status (p=.827) (p=.779) (p=.261) (p=1.00) (p=.654) 

Income -.1255 -.3294 -.1751 -.0763 -.3106 
(p=.352) (p=.017)* (p=.197) (p=.573) (p=.025)* 

Diabetic Class .0192 .1389 -.0580 .0603 .0811 
Attendance (p=.874) (p=.266) (p=.633) (p=.620) (p=.521) 

* Significant if p< 0.05 
** Significant if p< 0.10 
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6. The means ranged from 2.45 to 4.68. The means for each of the four subscales and the total 

scale were then calculated and are given in Table 7. The non-insulin dependent diabetics' total 

scale mean was 87.77, with the subscale means ranging from 15.85 for perceived susceptibility to 

31.38 for perceived barriers. 

Correlation statistics using Pearson product moment correlation coefficient were calculat

ed to identify the relationships among the demographic variables. Table 8 presents Pearson 

product moment correlation coefficient matrix for the demographic variables. Since the WDPS 

was a newly developed instrument, the probability levels were designated at both the 0.05 and 

0.10 levels. 

A statistically significant relationship was found to exist among the following demographic 

variables: prescription of insulin and prescription of insulin within the first year of diagnosis; age 

and prescription of insulin, insulin within first year of diagnosis, and family history; marital status 

and prescription of insulin, sex, and age; employment status and insulin within first year of diagno

sis and age; income status and time since diagnosis, marital status, and employment status; dia

betic class attendance and prescription of insulin, insulin within first year of diagnosis, and marital 

status. 

In addition, Pearson product moment correlation coefficient was used to summarize the 

magnitude and direction of the relationships between the demographic variables and the four 

subscales: perceived susceptibility to diabetic complications, severity of diabetes, and benefits of 

and barriers to preventive measures. Table 9 presents Pearson product moment correlation coef

ficient matrix of the demographic variables and subscales. 

Statistically significant relationships were found to exist between the following demo

graphic variables and subscales: prescription of insulin and perceived susceptibility, and per

ceived severity; prescription of insulin within the first year of diagnosis and perceived severity; sex 

and perceived benefits; age and perceived benefits, perceived barriers, and the total scale; and 



44 

income and perceived severity, and the total scale. 

Research Question 3 

The third research question of this study was: What are the differences, if any, between 

insulin dependent diabetics' and non-insulin dependent diabetics' perceptions of susceptibility to 

diabetic complications, severity of diabetes, and benefits of and barriers to preventive measures? 

The combined item means of the insulin dependent and non-insulin dependent diabetics' scores 

along with the item to total scale correlations for each item are presented in Table 6. Two unrelia

ble items were deleted, and the statistical analysis is based on 24 items. The combined item 

means ranged from 2.64 to 4.85. The range of the item to total scale correlations was .0402 to 

.6964. 

To determine if there was a statistical difference in the magnitude of the mean scores of 

the four subscales and the total scale, between perceptions of the insulin dependent and non-

insulin dependent diabetic, two-tailed t- tests were performed. Results of the f-tests are present

ed in Table 7. A statistically significant difference was found to exist between the insulin depen

dent diabetics' perception of severity of diabetes and the non-insulin dependent diabetics' per

ception of severity of diabetes. The insulin dependent diabetics' and non-insulin dependent 

diabetics' perceptions of susceptibility to diabetic complications, benefits of preventive measures, 

and barriers to preventive measures were found not to be significantly different. 

Summary 

Seventy-one individuals with a diagnosis of diabetes mellitus participated in the study 

designed to describe the insulin dependent and non-insulin dependent diabetics' perceptions of 

susceptibility to diabetic complications, severity of diabetes, and benefits of and barriers to pre

ventive measures. Each subject completed the Wortell Diabetic Perception Scale. This chapter 
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presented findings related to the characteristics of the sample, instrument reliability, and results of 

the analysis of data. 

Content validity of the WDPS was established through a thorough literature review and 

judgement by a panel of nurse experts. Internal consistency of the WDPS was measured by coef

ficient standardized alpha. Two unreliable items were deleted from the 26 item scale for data anal

ysis. Pearson product moment correlation coefficient was used to describe the magnitude and di

rection of the relationships among the demographic variables and between the demographic 

variables and the variables of perceived susceptibility to diabetic complications, severity of dia

betes, benefits of and barriers to preventive measures. The significant relationships among dem

ographic variables and between demographic variables and subscales were identified. 

To determine the statistical difference between the insulin dependent and non-insulin 

dependent diabetics', mean scores for the subscales and the total scale were calculated, and two-

tailed f-tests were utilized. A statistically significant difference was found to exist between the in

sulin dependent diabetics' perception of severity of diabetes and the non-insulin dependent dia

betics' perception of severity of diabetes. The data did not support any significant statistical differ

ences between the insulin dependent and non-insulin dependent diabetics perceptions of 

susceptibility to diabetic complications, benefits of preventive measures, and barriers to preven

tive measures. 



CHAPTER 5 

DISCUSSIONS AND CONCLUSIONS 

The purpose of this descriptive nursing research study was to describe the insulin de

pendent dialjetics' and non-insulin dependent diabetics' perceptions with regard to susceptibility 

to diabetic complications, severity of diabetes, and benefits of and barriers to preventive meas

ures. This chapter presents a discussion of the findings, conclusions, limitations, recommenda

tions for future research, and implications for nursing practice. 

The conceptual framework of this study proposed to describe the insulin dependent di

abetics and non-insulin dependent diabetics with regard to perceptions of susceptibility to diabet

ic complications, severity of diabetes, and benefits of and bamers to preventive measures. The di

rection and relationship between insulin dependent diabetics' and non-insulin dependent 

diabetics' perceptions of severity of diabetes was found to be significantly different. 

Data relating to eleven demographic variables were collected. Data were also collected 

through the use of the Wortell Diabetic Perception Scale (WDPS). The WDPS was administered 

to 71 diabetics in a private physician's office. The WDPS consisted of 26 items concerning the di

abetics' perceptions of susceptibility to diabetic complications, severity of diabetes, and benefits 

of and barriers to preventive measures. Two unreliable items were deleted. Data were analyzed 

using the revised 24 item scale. 

Findings 

Den)ographic Variables 

Correlation statistics using the Pearson product nfx>ment correlation coefficient were cal
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culated to identify the relationships among the denx>graphic variables. For convenience for the 

reader the studys' coding dictionary is in Appendix G. The probatMlity levels were designated at 

both the 0.05 and 0.10 levels since the WDPS was a newly developed instrument. 

The prescription of insulin within the first year of diagnosis was significantly related to 

the cun-ent prescription of insulin (r=.4274, p:=.000). This was an expected relationship. The sub

jects not currently prescribed insulin were rwt prescribed insulin within the first year of diagnosis. 

A significant relationship was found to exist between age and the current prescription of 

insulin (r=.2018, p=.101). The older subjects were not currently prescribed insulin. Age was also 

significantly related to the prescription of insulin within the first year of diagnosis of diabetes 

(r=.2371, p=.053). The older subjects were not prescribed insulin within the first year of diagno

sis. These two findings were consistent with the increased occun'ence of non-insulin dependent 

diabetics above the age of 65 (Laal<so, & Pyorala, 1985). Marble, et al., (1985) stated the majority 

of diabetics are over the age of 40 and are mostly non-insulin dependent diabetics, which was 

consistent with this study's findings. 

Age was also significantly related to the family history of diabetes (r=.2933, p=.016). 

Older subjects did not have a known family history of diabetes. Since the majority (66%) of the 

sample were over 60 years of age, diabetes in the family may have been present but not diag

nosed. 

A significant relationship was found to exist between marital status and the current pre

scription of insulin (r=.2392, p=.045). Widowed subjects were not currently prescribed insulin. 

This relationship was neither expected or unexpected, and may be peculiar to this sample and re

lated to sample size. Only 27% of the insulin dependent diabetics were not mamed. Marital status 

was also significantly related to sex (r=.1987, p=.097). Females were more often widowed. A sig

nificant relationship was found to exist between marital status and age (r=.3367, p=.005). The 

older subjects were widowed. This was expected for the widowed category, since as an individu

al's age increases the likelihood of being widowed increases. 
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A statistically significant relationship was found to exist between the employment status 

and prescription of insulin within the first year of diagnosis of diabetes (r».2061, p«.085). More 

non-working subjects did not take Insulin within the first year of diagnosis of diabetes. Employ

ment status was also significantly related to age (r=.4286, p=.000). The older subjects were not 

cunrently working. These findings were expected since the majority of the subjects (79%) were 

not presently working and because of the age of the sample, many were likely to be retired. Not 

being prescribed insulin within the first year of the diagnosis of diabetes and; therefore, being 

classified as a non-insulin dependent diabetic occurs more often over the age of 65 (Laasko, & 

Pyorala, 1985). The emptoyment status does have implications for the diabetic client. "Emptoyed 

people with diabetes average 10.8 work-toss days per person per year compared with 5.4 for age-

matched people without diabetes ("Closing the Gap", 1985, p.400). Working diabetics over the 

age of 45 "wonder if they will be able to keep their jobs or find new ones and if they will be able to 

hold onto their health insurance" (Holmes, 1986, p.195). 

A significant relationship was found to exist between income and the time since diagno

sis of diabetes (r<:.2362, p=.077). As the subjects' income increased the time since diagnosis in

creased. This relationship was neither an expected or unexpected relationship, and may be relat

ed to this particular sample and the sample size. Fifty seven of the subjects were diagnosed with 

diabetes more than five years ago. Only three of the subjects (4%) were diagnosed within the 

past year or two. Eighty percent of the subjects have lived with diabetes for nriore than five years. 

The increase length of time since diagnosis may influence the diabetics' perceptions of suscepti

bility to diabetic complications, severity of diabetes, and benefits of and barriers to preventive 

measures. 

Income was also negatively related to marital status (r=-.3853, p=.003). Married sub

jects reported higher incomes than did single, divorced, or widowed subjects. Income was also 

negatively related to employment status (r=-.2285, p=.087). Those subjects who were currently 

emptoyed reported higher incomes. These were expected relationships because income in
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creases with combined spousal irx»mes and along with currerrtly working. Income level was an im

portant consideration in relation to the additional medical expenses incunred by diabetic individu

als. These findings may have implications for diabetics who are not married and not working, and 

must bear the burden of additional cost for nf)edical treatment. 

The subjects were fairly evenly distributer; among the income categories. However, 

20% of the insulin dependent diabetics and 25% of the non-insulin dependent diabetics reported 

an income of $10,000 or less. Twenty three percent of the total study sample; therefore, reported 

an income of $10,000 or less. Income was found to be negatively related to the diabetics' per

ceived severity of diabetes (r>c.-3294, p=.017). Therefore, as income decreased perceived severi

ty of diabetes increased. Taytor (1987) stated health insurance for diabetics was comparable in 

terms of cost and coverage to the rest of the United States population. However, diabetics tend to 

be sicker and use more niedical care than non-diabetics, which results in more out-of-pocket ex

penditures by diabetics (Taylor, 1987). Furthermore, the diabetics who do not have or cannot get 

health insurance "often experience extremely high financial burdens" (Taylor, 1987, p.92). Individ

uals with limited incomes also have difficulties meeting the costs of daily living as diabetics, for ex

ample the inability to afford a nutritious diet, or adequate dental care (Marble, 1985). 

A statistically significant relationship was found to exist between attending a diabetic 

class and the current prescription of insulin (r's.3374. p=.004). Subjects not currently prescribed 

insulin did not attend a diabetic class. This indicates the subjects cun-ently taking insulin were more 

likely to have attended a diabetic class in the past. Attending a diabetic class was also significantly 

related to being prescribed insulin within the first year of diagnosis (r>=.1941, p=.105). Subjects 

not prescribed insulin within the first year of diagnosis did not attend a diabetic class. Therefore, 

the subjects prescribed insulin within the first year of diagnosis, the insulin dependerrt diabetics, 

were more likely to have attended a diabetic class. From personal clinical nursing experience, the 

researcher notes these two relationships were expected. More insulin dependent diabetics ap

pear to attend community diabetic classes than non-insulin dependent diabetics. This finding 
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lends support to that of Paulozzi, Norman, McMahon, and Connell's (1984) study which found 

88% (N>282) of the diabetics enrolled in a diabetic education program had no prior formal dia

betes education since diagnosis with diabetes. Seventy one percent (N«282) of the subjects in 

Paulozzi's, et al., (1984) study were classified as non-insulin dependent diabetics. 

Attending a diabetic class was also significantly related to marital status (r=.2978, 

p=.Ol 2). Married subjects were more likely to have attended a diabetic class. The reason for this 

relationship may be determined through additional qualitative data collection. Findings however 

did not indicate a significant relationship between attending a diabetic class and the subscales. 

Thus, attending a diabetic class did not significantly relate to the diat>etics' perceptions with re

gards to susceptibility to diabetic complications, severity of diabetes, and benefits of and barriers 

to preventive measures. The findings did support Jenny's (1986) recommendation that spouses/ 

significant others be enlisted to attend educational sessions in order to gain understanding and 

give support to the diabetic partner. However, the implication for nurse education is to ensure dia

betic classes for the unmarried, widowed, and divorced. These groups may be unrepresented in 

diabetic teaching classes. Perhaps nurses should be aware that these groups may need encour

agement to attend classes and ensure availability and accessibility of instmction to these groups. 

The majority of the diabetics reported receiving diabetic information from physicians 

(93%) and from dieticians (66%). Just over half of the sample received diabetic information from 

nurses (54%), diabetic newsletters (55%), and newspapers and magazines (51%). The large per

centage of the sample that received diabetic information from physicians may be attributed to the 

study's setting. The subjects completed the WDPS in a private physician's office while waiting for 

their appointment with the physician. More subjects received diabetic information from dieticians 

than from nurses. The number of subjects who received diabetic information from nurses indicat

ed, for this sample, that nearly half (46%) were not being educated by nurses. Diabetic patient ed

ucation is well within the domain of nursing practice and can be considered an independent nurs

ing function. This study may have indicated this specific physician's referral pattern. The 
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physician may have refered diabetic patients to dieticians for counseling on nutrition and not re-

fered clients to nurses for diabetic teaching. 

Questions numt}er 15 and 16 pertained to the diabetics' perception of how much doc

tors (#15) and nurses (#16) can help improve the diabetic's present health. The questions an

chors were Taelieve they can not (1)" and "believe they can (5)". Both the insulin dependent dia

betics (mean 4.45) and non-insulin dependent diabetics (mean 4.22) strongly believed 

physicians could improve their present health. However, the insulin dependent diabetics (mean 

3.93) and the non-insulin dependent diabetics (mean 3.72) did not feel as strongly that nurses 

could improve their present health. Nurses have a responsibility to educate the diabetic popula

tion about the management of their disease process. Whether in the comnriunity or in the institu

tional setting, nurses often spend more time with patients than do physicians. Nurses have the 

opportunity to pronfK>te health and prevent complications through diabetic education. In addition, 

patient teaching is an opportunity for nurses to demonstrate to the public their role in health edu

cation. The perceptions of nurses as knowledgeable advocates of health promotion can be en

hanced through activities such as patient education Diabetic patient education is greatly needed 

as the length of hospital stays continues to decrease with less time to educate the diabetic indi

vidual (Curtin, 1986). 

Subscales 

The findings will now be discussed in relation to the three research questions. 

Research Question 1 

The first research question of this study was: What are the perceptions of insulin de

pendent diabetics with regard to susceptibility to diabetic complications, severity of diabetes, and 

t)enefits of and barriers to preventive measures? The range of possible total scores on the per

ceived susceptibility to diabetic connplications subscale was from zero to 20, with the lower scores 
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representing lower perceived susceptibility and the higher scores representing higher perceived 

susceptibility. The insulin dependent diabetic mean score was 16.80 (s.d. 2.78) on the perceived 

susceptibility to diabetic complications; therefore, the insulin dependent diathetics responded to 

84% of the total possible points on the perceived susceptibility subscale. The perceived severity 

subscale possible total scores ranged from zero to 30, with the lower scores representing lower 

perceptions of severity of diabetes and higher scores representing higher perceptions of severity 

of diabetes. The insulin dependent diabetic mean score on the perceived severity of diabetic 

subscale was 22.90 (s.d. 4.49). The insulin dependent diabetic responded to 76% of the possi

ble total points on the perceived severity subscale. 

On the perceived benefits of preventive measures subscale the range of possible total 

scores was from zero to 25. Lower scores represented lower perceived barriers to preventive 

measures while higher scores represented higher perceived barriers to preventive measures. 

The insulin dependent diabetic mean score on the perceived benefits of preventive measures 

was 20.17 (s.d. 3.88). Eghty one percent of the possible points were responded to by the insu

lin dependent diabetics on the perceived benefits of preventive measures subscale. The range 

of possible total scores on the perceived barriers subscale was from zero to 45, with the lower 

scores representing lower perceived barriers to preventive measures and the higher scores rep

resenting higher perceived barriers to preventive measures. The mean score for the insulin de

pendent diathetic on the perceived barriers to preventive measures was 32.43 (s.d. 5.57); there

fore, 72% of the possible points on the perceived barriers to preventive measures subscale were 

responded to by the insulin dependent diabetic subjects. The total scale mean for the insulin de

pendent diabetic was 92.24 (s.d. 11.04) with a total scale possible score ranging from zero to 120. 

Seventy seven percent of the total points were responded to by the insulin dependent diabetics 

on the total scale. These findings indicated the insulin dependent diathetic perceived a nx)derate 

degree of susceptibility to diabetic complications, severity of diabetes, and benefits of and bar

riers to preventive measures. 
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The Pearson product moment correlation coefficient was used to summarize the magni

tude and direction of the relationships between the demographic variables and the four sub-

scales: perceived susceptibility to diabetic complications, severity of diabetes, and benefits of and 

barriers to preventive measures. Significant relationships were found to exist between the current 

prescription of insulin and perceived susceptibility to diabetic complications (r'-.3698, p=.002), 

and the current prescription of insulin and perceived severity of diabetes (rB-.2430, p=.049). Sub

jects who were currently prescribed insulin perceived susceptibility to diabetic complications and 

severity of diabetes as greater than subjects not currently prescribed insulin. These were expect

ed findings. From personal clinical nursing experience with diat>etics, the researcher concurs that 

diabetics cun-ently prescribed insulin appear to perceive their susceptibility to diabetic complica

tions and severity of diabetes as greater than the diabetics not currently prescribed insulin. This 

study, however, did not address the actual presence of diabetic complications in the subjects 

which may have influenced their perceived susceptit>ili1y to diabetic complications. According to 

Vranic (1985) all diabetic complications may develop in insulin dependent diabetics and non-

insulin dependent diabetics, but data on the prevalance and incidence of the complications for 

each type of diat}etes have not been compiled. 

Perceived severity of diabetes was also related to the prescription of insulin within the 

first year of diagnosis of diabetes (r<=-.2370, p=.055). Subjects who were prescribed insulin within 

the first year of diagnosis, insulin dependent diat>etics, perceived diabetes as more severe than 

did subjects not prescribed insulin within the first year of diagnosis, non-insulin dependent diatiet-

ics. This was an expected finding. Again, from personal nursing clinical experience with diabetics 

the researcher notes, the Insulin dependent diabetics appear to perceive diabetes as more se

vere than the non-insulin dependent diabetics. 

Since perceived severity to diabetes was related to the current prescription of insulin 

and the prescription of insulin within the first year of diagnosis, diabetic education must assess the 

diabetic individual's perceived severity. The insulin dependent diabetic perceived diabetes as 
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more severe than the non-insulin dependent diabetic. The severity of diabetes must be empha

sized through diabetic patient education to each diabetic whether an insulin dependent diabetic 

or a non-insulin dependent diat>etic. 

A significant negative relationship was found to exist between perceived severity of dia

betes and income (re-.3294, p=.017). As the subjects' income decreased the perceptions with 

regards to severity of diat>etes increased. This finding may t}e related to the medical costs which 

the diabetic must meet. The lower income diabetic may be affected to a greater extent as Taylor 

reported "total medical expenses in 1977 for individuals with diabetes were about three times 

higher than for others' (1987, p.90). Therefore, the income of diabetics must be brought into 

consideration when educating diabetics. 

A statistically significant relationship was found to exist between the perceived benefits 

of preventive measures and the sex of the subject (r=.2l50, p=.074). More female subjects per

ceived benefits of preventive measures than did the male subjects. This relationship was neither 

a expected or unexpected, and may be related to this sample and the sample size. If females per

ceived preventive measures as more beneficial than males, diathetic patient education needs to 

emphasize the benefits of preventive measures to male diabetics. The benefits of preventive 

measures also need to be reinforced to the female diathetics through diabetic patient education. 

This relationship warrants further investigation. 

Perceived benefits of preventive measures was also negatively related to the age of the 

subject (r=-.3616, p^.OOS). As the subjects' age increased the perceived benefits of preventive 

measures decreased. This relationship was expected, t)ut warrants further investigation. If the 

older diabetics perceived preventive measures as less beneficial than the younger diabetics, then 

diabetic patient education must emphasize the benefits of preventive measures to the older dia-

t)etics. The benefits of preventive measures also need to t>e reinforced in the younger diabetic. 

A significant negative relationship was found to exist between perceived barriers to pre

ventive measures and the age of the subject (r«-.3332, p=.006). Older subjects perceived fewer 
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barriers to preventive measures. The older subjects overall perceivod the benefits of preventive 

measures as less beneficial, and the barriers to preventive measures as less restricting. On the 

other hand, the younger subjects perceived more benefits of preventive measures, and more bar

riers to preventive measures. Diabetic patient education needs to assist the younger diabetic in 

adjusting to the diabetic regimen in order to minimize the perceived bam'ers to preventive meas

ures. The two negative relationships between age arxf perceived benefits of and barriers to pre

ventive measures were expected relationships, supported by Holmes (1986) who found adult dia

betics were able to divert themselves from their disease and its implications for a matter of hours or 

even days. Whereas, youths with insulin dependent diat)etes were reminded of their diabetes 

several times a day (Holmes, 1986) and were less able to separate themselves from their disease 

and its implications. 

Research Questbn 2 

The second research question of this study was: What are the perceptions of non-

insulin dependent diat)etics with regard to severity of diabetes, susceptibility to diabetic complica

tions, and benefits of and barriers to preventive measures? The range of possible total scores on 

the perceived susceptibility to diabetic complications subscale was zero to 20, with the lower 

scores representing lower perceived susceptibility to diabetic complications and higher scores 

representing higher perceived susceptibility to diabetic complications. The non-insulin depen

dent diabetic mean score was 15.85 (s.d.4.26) on the perceived susceptibility to diabetic compli

cations subscale; therefore, the non-insulin dependent diabetic responded to 79% of the total 

possible points on the subscale. The perceived severity of diabetes subscale possible total 

scores ranged from zero to 30, with the lower scores representing lower perceptions of severity of 

diabetes, and the higher scores representing higher perceptions of severity of diabetes. The 

non-insulin dependent diabetic mean score on the perceived severity of diabetes subscale was 

20.58 (s.d. 5.10). The non-insulin dependent diabetic responded to 69% of the possible total 
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points on the perceived severity of diabetes subscale. 

On the perceived benefits of preventive measures subscale the range of possible total 

scores was from zero to 25. Lower scores represented lower perceived benefits of preventive 

measures while higher scores represented higher perceived benefits of preventive measures. 

The non-insulin dependent diabetic mean score on the perceived benefits of preventive meas

ures was 19.00 (s.d. 5.31). Seventy six percent of the possible points were responded to by the 

non-insulin dependent diabetic on the perceived benefits of preventive measures subscale. The 

range of possible total scores on the perceived barriers subscale was from zero to 45, with lower 

scores representing lower perceived barriers to preventive measures and higher scores repre

senting higher perceived barriers to preventive measures. The mean score for the non-insulin 

dependent diabetic on the perceived barriers to preventive measures subscale was 31.38 (s.d. 

6.14). Seventy percent of the possible points on the perceived barriers to preventive measures 

were responded to by the non-insulin dependent diat}etic subjects. The total scale mean for the 

non-insulin dependent diabetic was 87.77 (s.d. 14.89) with a total scale possible score ranging 

from zero to 120. Seventy seven percent of the total points were responded to by the insulin de

pendent diabetic on the total scale. These findings indicated the non-insulin dependent diabetic 

perceived a moderate degree of susceptibility to diabetic complications, severity of diabetes, 

benefits of and baniers to preventive measures. 

The Pearson product moment correlation coefficient was used to summarize the magni

tude and direction of the relationships between the derrxjgraphic variables and the four sub-

scales: perceived susceptibility to diabetic complications, severity of diabetes, and benefits of 

and barriers to preventive measures. Significant relationships were found to exist between the 

current prescription of insulin and perceived susceptibility to diabetic complications (rx:-.3698, 

p=.002) and the current prescription of Insulin and perceived severity of diabetes (r=-.2430, 

p=.049). Subjects who were not currently prescrit>ed Insulin perceived a lower susceptit>iiity to di

abetic complications and less severity to diabetes than subjects currently prescrilsed insulin. 



57 

These were expected findings. From personal clinical nursing experience with diabetics, the re

searcher concurs that diabetics not currently prescribed insulin appear to perceive a lower sus

ceptibility to diabetic complications and less severity to diabetes than the diabetics currently pre

scribed insulin. This study, however, did not address the actual presence of diabetic 

complications in the subjects which may have influenced their perceived susceptibility to diat>etic 

complications. According to Vranic (1985), all diabetic complications may develop in insulin de

pendent diabetics and non-insulin dependent diabetics, but data on the prevalence and inci

dence of the complications for each type of diabetes have not t>een compiled. 

Perceived severity of diabetes was also related was to the prescription of insulin within 

the first year of diagnosis of diabetes (r--.2370, p=.055). Subjects who were not prescribed insu

lin within the first year of diagnosis, non-insulin dependent diabetics, perceived diabetes as less 

severe than did subjects prescribed insulin within the first year of diagnosis, insulin dependent di

abetics. This was an expected finding. Again, from personal clinical nursing experience with dia

betics, the researcher notes the non-insulin dependent diabetics appear to perceive diabetes as 

less severe than the insulin dependent diabetics. 

Since perceived severity to diabetes was related to the current prescription of insulin 

and the prescription of insulin within the first year of diagnosis, diabetic education must assess the 

diabetic individual's perceived severity. The non-insulin dependent diabetic perceived diabetes 

as less severe than the insulin dependent diabetic. This study did not differentiate between the 

non-insulin dependent diabetic who was not currently prescribed insulin and the non-insulin de

pendent diabetic who was cun-ently prescribed insulin. From personal nursing clinical experience, 

the researcher concurs the non-insulin dependent diabetic currently prescribed insulin appears to 

perceive diabetes as more severe than the non-insulin dependent diabetic not currently pre

scribed insulin. The severity of diabetes must be emphasized through diathetic patient education 

to each diabetic whether the diabetic is insulin dependent, non-insulin dependent currently pre

scribed insulin, or non-insulin dependent cun-ently not prescribed insulin. 
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A significant negative relationship was found to exist also between perceived severity 

of diabetes and income (r>i-.3294, p-.017). As the subjects' income decreased the perceptions 

with regards to severity of diabetes increased. This finding may be related to the medical costs 

which the diabetic must meet. The lower income diatietic may be affected to a greater extent as 

Taylor reported "total medical expenses in 1977 for individuals with diabetes were about three 

times higher than for others" (1987, p.gO). Therefore, the income of diabetics must be consid

ered in all diabetic patient education. 

A statistically significant relationship was found to exist between the perceived benefits 

of preventive measures and the sex of the subject (r>.2150, p=.074). More female subjects per

ceived benefits of preventive measures than did the male subjects. This relationship was neither 

a expected or unexpected, and may tie related to this sample and the sample size. This relation

ship warrants further investigation. If females perceived preventive measures as more beneficial 

than males, then diabetic patient education must emphasize the benefits of preventive meas

ures to the male diabetics. The benefits of preventive measures also need to t>e reinforced to 

the female subjects. 

A significant negative relationship was found to exist between the perceived benefits 

of preventive measures and the age of the subject (r=-.3616, ps.003). As the subjects' age in

creased the perceived benefits of preventive measures decreased. This relationship was neither 

expeceted, but warrants further investigation. If the older diabetics perceived preventive meas

ures as less beneficial than the younger diabetics, then diabetic patient education must empha

size the benefits of preventive measures to the older diabetics. The benefits of preventive 

measures also need to be reinforced in the younger diabetic. 

Age was also negatively related to perceived barriers to preventive measures (r=.-

3332, p=.006). Older subjects perceived fewer barriers to preventive measures. The older sub

jects overall perceived the tjenefits of preventive measures as less beneficial, and the barriers to 

preventive measures as less restricting. On the other hand, the younger subjects perceived 
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more benefits of preventive measures, and more bam'ers to preventive measures. The two nega

tive relationshi|:» between age and perceived benefits of and bam'ers to preventive measures 

were expected relationships, supported by Holmes (1986) who found adult diabetics were able to 

divert themselves from their disease and its Implications for a matter of hours or even days. 

Whereas, youths with insulin dependent diabetes were reminded of their diabetes several times a 

day (Holmes, 1986) and were less abie to separate themselves from their disease and its implica

tions. 

Research Question 3 

The third research question of this study was: What are the differences, if any, between 

insulin dependent diabetics' and non-insulin dependent diabetics' perceptions of susceptibility to 

diabetic complications, severity of diabetes, and t>enefits of and barriers to preventive measures? 

To determine if there was a statistical difference in the magnitude of the mean scores of the four 

subscales and the total scale, between perceptions of the Insulin dependent diabetic and the 

non-insulin dependent diabetic, two-tailed t tests were performed. 

Findings indicated that insulin dependent diabetics perceived diabetes to be signifi

cantly more severe than did non-insulin dependent diat}etics (f=1.92, p=.006). The difference 

between the insulin dependent diabetics' and non-insulin dependent diabetics' perceptions of 

severity of diabetes was expected. This finding supported personal clinical nursing experience 

from which the researcher notes, the insulin dependent diabetics generally appeared to perceive 

their diabetes as more severe than the non-insulin dependent diabetics. The difference in per

ceptions has implications for diabetic education of both insulin dependent diabetics and non-

Insulin dependent diabetics. The difference in perceived severity of diabetes between the insulin 

dependent diabetics and non-insulin dependent diabetics supported Jenny's statement that 

non-insulin depedent diabetics may "perceive their diabetes as less threatening" (1986, p.49) 
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than insulin dependent diatietics. Tattersall also suggested non-insulin dependent diabetics may 

"perceive diabetes as a matter of little concern" (1984, p.172). Therefore, nurses need to explore 

with non-insulin dependent diabetics the potential severity of diabetes and the need to adhere to 

the prescribed regimen. 

The magnitude of the difference between the insulin dependent diabetics' perception 

of severity of diabetes and the non-insulin dependent diabetics' perception of severity of diabetes 

may have been greater, if the study had differentiated between the diabetics who had diabetic 

complications and diabetics who did not have diabetic complications. Personal clinical nursing ob

servations suggested that a non-insulin dependent diabetic may have perceived diabetes as not 

serious until development of diabetic complications occurred. The perception of severity of dia

betes may be altered with the onset of complications. The need to emphasize to non-insulin de

pendent diabetics the potential for complications can not be overlooked. 

The results of the t tests did not indicate a statistical difference between the insulin de

pendent diabetics' and non-insulin dependent diabetics' perceptions of susceptibility to diabetic 

complications, benefits of preventive measures, or barriers to preventive measures. However, 

newly diagnosed insulin dependent diabetics and non-insulin dependent diabetics may have per

ceived the susceptibility to diabetic conplications, benefits of and barriers to preventive measures 

as different. The sample for this study consisted of nx)stly diabetics diagnosed more than five 

years ago, which may have influenced their perceptions. This length of time between diagnosis 

and this survey of perceptions may have influenced the results. 

Conclusions 

The Wortell Diabetic Perception Scale was a newly developed instrunient with a stan

dardized coefficient alpha of 0.82. In the eariy stages of research, Nunnally (1978) suggested a 

reliability of 0.70 or higher on predictor tests or hypothesized measures of a construct is adequate. 

Therefore, the standardized coefficient alpha of 0.82 was a significant reliability value for this new 
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scale. The subscale standardized coefficient alphas ranged from 0.62 to 0.72. Along with the 

length and ease of administering the WDPS the scale will be useful in the clinical setting after fur

ther study. Further study of the WDPS may strengthen these findings within the subscales as 

well as for the total scale. 

Findings indicated that insulin dependent diabetics perceived diabetes to be signifi

cantly more severe than non-insulin dependent diabetics. The difference in perceived severity of 

diabetes has implications for diabetic education of both insulin dependent diabetics and non-

insulin dependent diabetics. Continued development of the WDPS, may provide data to support 

additional differences between the insulin dependent diabetics and non-insulin dependent dia

betics. 

The older subjects were not currently prescribed insulin, were not married, and did not 

attend a diabetic class in the past. More widowed subjects were females. Nursing nxjst ensure di

abetic patient education for the elderly, single, divorced, widowed, and non-insulin dependent di

abetics. These groups may need encouragement to attend classes and assistance in accessibility 

to diabetic education. 

Subjects not currently prescribed insulin perceived less susceptibility to diabetic compli

cations than subjects currently prescribed insulin. The younger diabetic subjects perceived more 

benefits of preventive measures than the older diabetic subjects. The younger subjects also per

ceived nfK)re barriers to preventive measures than the older subjects. Females perceived preven

tive measure as more beneficial than did the males. These relationships have implications for dia

betic patient education. Diabetics not cun'ently prescribed insulin need to t)e taught about the 

severity of diabetes and the potential diabetic complications. The benefits of preventive nteas-

ures must be emphasized to the older diabetics, and the male diathetics. The younger diabetics 

must be assisted in adjusting to the diabetic regimen in order to minimize the perceived bam'ers to 

preventive measures. 
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Limitations 

The limitations of the study are as follows: 

1. The sample was a non-randomized, convenience sample, and limited to one set

ting. 

2. The WDPS was a new instrument with no prior established reiability or validity. 

3. The findings were restricted by the tmstworthiness of data provided by the sub

jects. 

Re(!ommendatlons 

Recommendations for future research based on this investigation are as follow; 

1. Replicate the study with a larger sample size. 

2. Develop the WDPS to include items which address anger, resentn)ent, and dis

couragement to the subscale of perceived bam'ers to preventive measures. 

3. Develop the WDPS to include the Health Belief Model concept of cues to action. 

4. Develop the WDPS to increase the reliability of the subscales. 

5. Rephrase several questions to include present and past tense. For example, 

(question #9) How much do you believe diabetes will/has changed your life

style?. 

6. Add a question addressing the presence of diabetic complications. 

7. Obtain a more heterogenous sample, such as adolescents, Spanish speaking 

subjects, newly diagnosed diabetics, and gestational diabetics. 

8. Extend to diverse settings for data collection. 

9. Duplicate the WDPS in larger print for visually impaired diabetics. 
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Nursing Implications 

This study showed 46% of the diabetics had not received diabetic information from 

nurses in the past. Patient education is a major role function for all nurses (ANA, 1980). Present

ly, diabetic education primarily occurs on an inpatient basis. Alogna (1985) reported 80% of the 

hospitals in 20 states offered inpatient education services, but less than 25% offered these ser

vices on an outpatient basis. Current trends in the health care system may see an increase in out

patient diabetic education (Curtin, 1986). According to Bartlett, "patient education is an integral 

and essential component of high quality health sen/ices' (1985, p.224). Yet, "patient education 

in chronic disease management is a complex process" (Magill, Williams, & Caspi, 1986, p.45), 

which nurses must evaluate and inten/ene upon. "Quality patient education is an integral part of 

diabetes care and improved access to quality education will ultimately lead to improved health out

comes for persons with diabetes" (Alogna, 1985, p.36). 

The traditional diabetes education programs which emphasized only knowledge and 

self-care are inadequate (Speers, & Turk, 1981). Such programs fail to consider individual's per

ceptions of the disease, lifestyle, beliefs and motivation, support systems, and relations with the 

health care provider. "When learning is viewed as more than the assimilation of facts and seen as a 

dynamic search for relevant personal meaning and self-enhancement, the teaching role becomes 

one of a facilitator, helper, and colleague" (VanHoozer, et al., 1987, p.8). 

The traditional diabetes education program does not differentiate between the insulin 

dependent diabetic and non-insulin dependent diabetics' perceptions of diabetes. This study 

has provided data to support a difference in the insulin dependent and non-insulin dependent di

abetics' perceptions of diabetes with regards to severity of diabetes. Nursing interventions, in re

lation to patient education, need to differentiate between non-insulin dependent diabetic and in

sulin dependent diabetics. 

The length and the Likert-type format of the WDPS contributed to the ease of adn^nis-

tering the scale to diabetic clients. The majority of the subjects completed the WDPS within ten 
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minutes, the longest time required to complete the WDPS by one subject was approximately 20 

minutes. 

After further development, the WDPS may serve as part of the nursing assessment of 

diabetics' perception with regards to susceptibility to diabetic complications, severity of diabetes, 

benefits of and barriers to preventive measures. With continued development, the WDPS may 

be scaled to indicate areas to emphasize during diabetic patient education. For example, if a dia

betic scored above a specific score on the perceived severity scale the nurse would assess the 

diabetic's perception of the severity of diabetes and adjust teaching material and teaching meth

ods accordingly. However, if the diabetic scored below a specific score on the perceived severity 

subscale the nurse could emphasize the severity of diabetes in teaching the diabetic. "People 

with diabetes should be encouraged to view themselves as a population with a disproportionate 

number of risk factors for adverse health outcomes" ("Closing the Gap". 1985, p.403). If the dia

betic scored high on the perceived barriers subscale, the nurse could assist the diabetic with re

structuring daily routines to accommodate the regimen, and identify individual strategies for deal

ing with perceived barriers (Jenny, 1986). 

Utilizing the WDPS as an assessment tool along with further qualitative assessment 

would further individualize diabetic teaching. McLaughlin and Kowarski (1984) stated individual

ized instruction was necessary for the hetergeneous condition of diabetes. To educate diabet

ics, nurses must systematically assess the diabetic in terms of the diabetic's description of his/her 

attributes, traits, aspirations, expectations, experiences (Rottkamp, & Donohue-Porter, 1983), 

and perceptions. "Nurses need to investigate and identify the factors that influence the patient's 

decision" (Hijeck, 1984, p.452). "Systematic education can have a demonstrable, prolonged ef

fect on patient self-care skills and behaviors and on intermediate indicators of glucose homeosta

sis and chronic vascular complications" (Mazzuca, et al., 1986, p.10). 
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Summary 

This study described the insulin dependent diabetics' and non-insulin dependent dia

betics' perceptions of severity of diabetes, susceptibility to diabetic complications, and benefits 

of and barriers to preventive measures. A significant difference was found between insulin de

pendent diabetics' and non-insulin dependent diabetics' perceptions of severity of diabetes. 

The non-insulin dependent diabetics were not currently woricing and had not attended a diabetic 

class, while the insulin dependent diabetics were cun'ently worthing and had attended a diabetic 

class. The non-insulin dependent diathetics were older, and perceived less susceptibility to dia

betic complications, and less severity of diabetes than the insulin dependent diabetics. The new

ly deveploped WDPS had a high reliability for a new scale. After further development and testing 

of the WDPS, the scale may be used as an assessment tool of diabetics by nurses prior to educat

ing the diabetic. Nurses must remember "education is not an addition to treatment, it is treat

ment" (Guthrie, 1986, p.133). 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TO: Ms. Linda Harbaugh Wortell 

FROM; Linda R. Phillips, PhD, RN, F 
Acting Director of Research 

DATE: June 23, 1987 

RE; Human Subjects Review: 

your project has been reviewed and approved as exempt from University review by 
the College of Nursing Ethical Review Subcommittee of the Research Canmittee 
and the Director of Research. A consent form with subject signature is not 
required for projects exempt from full University review. Please use only a 
disclaimer format for subjects to read before giving their oral consent to the 
research. The Human Subjects Project i^roval Form is filed in the office of 
the Director of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

AAl^'^' 

LRP/ms 
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I, Jonathan insei, M.D. hereby give permission lo Linda Wortell to 
collect data for her thesis "Health Beliefs of Insulin Dependent Diabetics and 
Non-insulin Dependent Diabetics" in my office. I have received a copy of the 
research questions, disclaimer, and the questionnaire to be used in the 
research study. 

Signature 
Date 6-30-// 

Please return to: 
Linda Wortell 
5201 E. 2ni Street «E-18 
Tucson, Arizona 8 5711 
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Disclaimer 

Health Beliefs of 

Insulin Dependent Diabetics and 

Non-insulin Dependent Diabetics 

The purpose of this study is to determine the differences, if any, between the percep

tions of insulin dependent and non-insulin dependent diabetics about their diabetes. In addition, 

you are asked to provide some background information. This information will assist nurses in 

teaching diabetic patients about diabetes. 

You are being asked to voluntarily give your opinion on the 26 statements in this ques

tionnaire. There are no known risks involved in completing the questionnaire. By responding to 

the questionnaire you will be giving your consent to participate in the study. Your name is not on 

the questionnaire. Your decision regarding study participation or your responses to the items on 

the questionnaire will not affect your care in any way. Any questions you have about the study or 

the questionnaire will be answered. You may withdraw from the study at any time. The data gath

ered will be used to complete a masters thesis at the College of Nursing, Universtiy of Arizona. 

Only the investigator and her thesis committee chairman will have access to the information which 

you provide. 

Thank you for completing the questionnaire. 

Linda Wortell, R.N. 
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INSTRUCTIONS FOR PART I: 
Part I is a 2S item questionnaire which asks for your perception of diabetes. 

EACH QUESTION .'.SKS HOW YOU VIEW YOUR DIABETES ON A SCALE FROM 1 TO 5, WITH 
1 BEING THE MOST NEGATIVE RESPONSE AND 5 BEING THE MOST POSITIVE RESPONSE. 
CHOOSE THE NUMBER WHICH BEST FITS HOW YOU FEEL. 

niROLF THE NUMBER WHICH BEST CORRESPONDS TO YOUR ANSWER. THE QUES
TIONS WILL TAKE YOU APPROXIMATELY 10-15 MINUTES TO ANSWER. 

Sample question: 

Do you exercise for 20 minutes three 
times a week? NEVER ALWAYS 

1 2 3 4 5 
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PART I: Wortell Diabetic Perception Scate 

2. DO you believe that you have diabetes now? DONOT 1 2 3 4 5 BELIEVE SO 
BELIEVE SO 

3. Do you believe that you could likely have a 
diabetic complication within the next 5 years? UNLIKELY 1 2 3 4 5 LIKELY 

6. How serious do you believe your diabetes is? NOT 
SERIOUS 

1 2 3 4 5 VERY 
SERIOUS 

9. How much do you believe diabetes will change 
your present lifestyle? NOCHANGE 1 2 3 4 5 MUCH 

CHANGE 

15. How much do you believe that doctors can help 
you improve your present health? BELIEVE 

THEY CAN 
1 2 3 4 5 BELIEVE 

THEY CAN 
NOT 

16. How much do you believe that nurses can help 
you improve your present health? BELIEVE 

THEY CAN 
1 2 3 4 5 BELIEVE 

THEY CAN 
NOT 

21. If you were asked to spend more of your 
money on food for your diabetic meal plan, 
how willing would you be? NOT 

WILLING 
1 2 3 4 5 VERY 

WILLING 

25. How helpful do you believe your family would 
be if you tried changing some of your personal 
habits? NOT 

HELPFUL 
1 2 3 4 5 VERY 

HELPFUL 
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PART II: Wortfill Diabfitic PercBPtion Scale 

INSTRUCTIONS; 

Please provide the correct information by placing a check in the blank which describes you best. 

1. Do you presently take insulin? .Yes 

No 

2. When you were diagnosed with diabetes, did your doctor put you on insulin within a year of 

your diagnosis? Yes 

No 

3. I was diagnosed with diabetes; 1-2 years ago, 

. 3-5 years ago, 

. more than 5 years ago 

4. I have a history of dialjetes in my family Yes 

No 

5 lam; .l^ale 

Female 

6. My age is; 

7. My marital status is; .Married 

_Single 

.Divorced 

Widowed 



8. My current employment status is; . Presently working 

Presently not working 

9. My present incopfie status is: $10,000 or less a year 

$11,000 - $20,000 a year 

$21,000 - $30,000 a year 

$31,000 or more a year 

10. I have attended diabetic classes in the past. Yes 

No 

11.1 have received diabetic information from: 

Friends 

Family 

Newspapers/ Magazines 

Diabetic Newsletters 

Nurses 

Dieticians 

Doctors 

Others (Please list) 
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I, iMcm.'hS' hereby give permission to Linda Wortell to 
modify the "Questionnaire for Predicting Patient Entrance to a Cardiac 
Rehabilitation Program". The tool was published in the following article: 
'The health belief model and cardiac rehabilitation" Nursing Clinics of North 
America. 19(3). 449-457. I understand the tool will be modified to the 
diabetic population in regards to diabetic education/rehabilitation. 

Signature 
niitA r 

Please return to: 
Linda Wortell 
5201 E. Zn*! Street E-18 
Tucson, Arizona 8571 
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25 February 87 

5201 E. 2nd Street E-18 
Tucson, Arizona 85711 
(602)-326-1530 

Sarah Zarbock. Editor 
The Nursing Clinics of North America 
W.B. Saunders Company 
W. Washington Square 
Philadelphia, Pennsylvania 19105 

Dear Ms. Zarbock, 
I am requesting persmission to modify a questionnaire in the 

following publication: 
Hijeck, T. W. (1984). The health belief model and cardiac 

, rehabilitation. Nursing ainics of North America. 19(3). 
" ̂  449-457. 

The questionnaire is titled "Questionnaire for Predicting Patient 
Entrance to a Cardiac Rehabilitation Program". The modification would be 
part of my thesis work at the University of Arizona. The modified 
questionnaire would focus on the diabetic patient rather than the cardiac 
patient. 

I have contacted Mr. Hijeck and received his permission to modify the 
tool. Please forward permission to modify this questionnaire at your earliest 
convenience to the above address. 

PemiBBion granted by the copyright 
owner provided complBte credit is 

gjv«n to original source. 

r, Saundere Company^ 

IdsSJ 
Dat« 

Sincerely, 

^inda Wortell, R.N., B.S.N. 
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You are being asked as an "expert" on the subject of diabetes to judge the content va

lidity and clarity of the Wortell Diabetic Perception Scale (WDPS). Content validity indicates that an 

instrument represents the factors under study. 

The WDPS was devetoped for my thesis entitled "Health Beliefs of Insulin Dependent 

and Non-insulin Dependent Diabetics". The conceptual framework for the study is the Health Be

lief Model which seeks to explain why, or why not, individuals participate in preventative health 

measures. This study utilizes four specific components of the model in relation to diabetes: per

ceived severity, perceived susceptibility, and perceived benefits of and barriers to preventative 

measures. Specifically the purpose of this descriptive nursing research study is to describe the in

sulin dependent and non-insulin dependent diabetics' perceptions of severity of diabetes, sus

ceptibility to diabetic complications, and benefits of and barriers to preventative measures. A sec

ondary purpose of this study is to develop and test an instrument which identifies the diabetic 

individuals' perceptions as described in the above. 

The sample for the study will include individuals with the medical diagnosis of diabetes 

for one year or more, age 18 or over, and who read and write English. 

Each item on the attached questionnaire represents a possible perception of the dia

betics. Items 1-5 represent perceived susceptibility: items 6-12 represent perceived severity; 

items 13-17 represent perceived benefits: and items 18-26 represent perceived barriers. Since 

there has been no previous research on the insulin dependent and non-insulin dependent dia

betics' perceptions with regards to susceptibility, severity, and benefits of and barriers to preven

tative measures, the items were derived from the literature and the researcher's personal observa

tions. As an expert on diabetes you are asked to judge if the items on the instrument are relevant 

representations of possible perceptions of the insulin dependent and non-insulin dependent dia

betic. 

A structured form to use in your assessment of content validity is attached, along with a 

copy of the instrument. Please complete and return the evaluation forms to me by June 12. 

1987. 

Thank you for your assistance, 

Linda Wortell, Graduate Student 

University of Arizona 
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Content Validity and Clarity Evaluation Form 

Directions: The items in Part I of the instrument are to be judged for content validity and clarity. On 

this form, the item number given corresponds to the item number in Part i of the attached tool. 

Use the scale following each item to rate the items relevance. Each scale ranges from 1 to 4, 

where 1=irrelevant and 4=extremely relevant. Circle the number that indicates your rating. Then 

circle yes or no in the right column to indicate whether or not the item is written clearly. 

Itenr# Is the item written cleariy? (If no, please suggest improve

ments in the space following.) 

1. 12 3 4 yes no 

2. 12 3 4 yes no 

3. 12 3 4 yes no 

4. 12 3 4 yes no 

5. 12 3 4 yes no 

6. 12 3 4 yes no 

7. 12 3 4 yes no 

8. 12 3 4 yes no 

9. 12 3 4 yes no 

10. 12 3 4 yes no 

11. 12 3 4 yes no 

12. 12 3 4 yes no 

13. 12 3 4 yes no 

14. 12 3 4 yes no 

15. 12 3 4 yes no 

16. 12 3 4 yes no 

17. 12 3 4 yes no 

18. 12 3 4 yes no 

19. 12 3 4 yes no 
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20. 12 3 4 yes no 

21. 12 3 4 yes no 

22. 12 3 4 yes no 

23. 12 3 4 yes no 

24. 12 3 4 yes no 

25. 12 3 4 yes no 

26. 12 3 4 yes no 

Please rate the overall relevance of the entire instrument according to the same scale. 

12 3 4 

Please identify any items that may have been omitted from the instalment? (List and explain.) 

Please suggest any ideas for item improvement (list by item #). If you rated an item as irrelevant, 

please explain your rationale. If you rated an item as a 2 or 3, please indicate what is wrong with the 

item; and revise if possible. 



For the items in Part II. Demographic Data, please indicate if the item was written clearly by circling 

yes or no, and adding suggestions for improvement in the space following if appropriate. 

Item# 

1. yes no 

2. yes no 

3. yes no 

4. yes no 

5. yes no 

6. yes no 

7. yes no 

8. yes no 

9. yes no 

10. yes no 

11. yes no 

THANK YOU! 
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Coding Dictionary 

Variable Namfe 

ID 

WDPS 1-26 

INSULIN 

ONE YEAR 

TIMEDX 

FAMHX 

SEX 

AGE 

MARITAL 

JOB 

INCOME 

CLASS 

Variable Label 

Identification 

WDPS 1-26 

Prescribed insulin currently 

Insulin within first year of diagnosis 

Time since diagnosis 

Family history of diabetes 

Sex of subject 

Age of subject 

Marital Status 

Employment Status 

Income Status 

Attended a diabetic class 

Value 

000-999 

1-5 

Yes=1 
No=2 

Yes=l 
No=2 

1-2 years=l 
3-5 years=2 
> 5 years=3 

Yes=1 
No=2 

Male=l 
Female=2 

18-999 

Married=1 
Single =2 
Divorced=3 
Widowed=4 

Working=1 
Not Working=2 

< $10,000=1 
$11-20,000=2 
$21-30,000=3 
> $30,000=4 

Yes=1 
No=2 



Coding Dictionary - fcontinued^ 

Variable Name Varial?te Label ValUfi 

INFO Informational Sources 
Friends} 
Family} 
Newspaper/Magazines} 
Diabetic Newsletters} Yes=1 
Nurses} No=2 
Dieticians} 
Doctors} 
Other} 
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