
0 
 

 

  

Diabetes & Diabetic Retinopathy 

in St. Elizabeth, Jamaica 
Knowledge, Attitudes & Practices  

 

      



1 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Report prepared by Zahra Miller 

Study designed by Jeff James and Nickoy Francis 

 

 

 

Copyright © 2015 

World Diabetes Foundation and HelpAge international 

All rights reserved. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



2 
 

CONTENTS 
ACRONYMS ............................................................................................................................................... 4 

EXECUTIVE SUMMARY .......................................................................................................................... 5 

1.1 Overview of Survey ......................................................................................................................... 5 

1.2 Key Findings ..................................................................................................................................... 7 

1.3 Conclusion ........................................................................................................................................ 8 

INTRODUCTION ........................................................................................................................................ 9 

2.1 Background....................................................................................................................................... 9 

2.2 Aim & Specific Objectives ............................................................................................................ 12 

METHODOLOGY ..................................................................................................................................... 13 

3.1 Overview of Study Design ............................................................................................................ 13 

3.2 Study Population & Sampling Strategy ...................................................................................... 13 

3.3 Participants ..................................................................................................................................... 13 

3.4 Survey Instrument & Data Collection.......................................................................................... 14 

3.5 Data Entry & Cleaning .................................................................................................................. 14 

3.6 Data Analysis ................................................................................................................................. 15 

3.7 Limitations ....................................................................................................................................... 15 

3.8 Ethical Considerations .................................................................................................................. 16 

MAIN FINDINGS ...................................................................................................................................... 17 

4.1 Demographic Profile ...................................................................................................................... 17 

Age and Sex ......................................................................................................................................... 17 

Community .......................................................................................................................................... 17 

4.2 Personal and/or Family Experience with Diabetes ................................................................... 18 

4.3 Level of Knowledge regarding Diabetes .................................................................................... 19 

Good General Knowledge ................................................................................................................... 19 

Definition of Diabetes ......................................................................................................................... 20 

Common Symptoms of Diabetes ......................................................................................................... 22 

Risk Factors ......................................................................................................................................... 24 

Protective Actions ............................................................................................................................... 25 

Treatment Options .............................................................................................................................. 26 

Possible Complications ........................................................................................................................ 28 

Community-Specific Review of Knowledge ......................................................................................... 30 



3 
 

SUMMARY OF KNOWLEDGE ON DIABETES: TAKE-AWAYS ..................................................................... 32 

4.4 Level of Knowledge regarding Diabetic Retinopathy ............................................................... 33 

Exposure to Persons with Diabetes-Associated Blindness .................................................................. 33 

Good Knowledge about Diabetic Retinopathy (DR) ............................................................................ 34 

Term for Blindness with Diabetes ....................................................................................................... 34 

Measures to Prevent Blindness with Diabetes .................................................................................... 35 

Measures to Treat Blindness with Diabetes ........................................................................................ 36 

SUMMARY OF KNOWLEDGE ON DIABETIC RETINOPATHY: TAKE-AWAYS .............................................. 38 

4.5 Attitude to DM cause, prevention and management ................................................................ 39 

Community Specific Review of Attitudes ............................................................................................. 41 

SUMMARY OF ATTITUDES TO DM CAUSE, PREVENTION AND MANAGEMENT: TAKE-AWAYS .............. 45 

4.6 Practices ......................................................................................................................................... 46 

Assistance Offered/ Advice Given ....................................................................................................... 46 

Treatment for DM used by the respondent or persons known to respondent with DM ..................... 46 

Treatment for Diabetic Eye Complications being followed by the respondent or persons known to 

respondent with DR ............................................................................................................................. 47 

SUMMARY OF PRACTICES: TAKE-AWAYS ................................................................................................ 50 

4.7 Access to Health Care Services Barriers ................................................................................... 51 

4.8 Best Ways to Get Information Out .............................................................................................. 52 

4.9 Willingness to learn how to care for people with DM and it sequela ..................................... 52 

SUMMARY OF INCREASING AWARENESS: TAKE-AWAYS ........................................................................ 53 

CONCLUSIONS & RECOMMENDATIONS ......................................................................................... 54 

5.1 Conclusions .................................................................................................................................... 54 

5.2 Recommendations ......................................................................................................................... 54 

Training and Development of Educational Material ........................................................................... 54 

Increased Access to Health Services .................................................................................................... 56 

Evaluation of Implementation ............................................................................................................ 56 

APPENDICES ........................................................................................................................................... 57 

APPENDIX 1: QUESTIONNAIRE (WITH SCORING DETAILS FOR KNOWLEDGE) ........................................ 57 

APPENDIX 2: SAMPLE SIZE CALCULATIONS ............................................................................................. 62 

Appendix 3: Identified Access to Health Care Services Barriers .................................................. 63 

Appendix 4: Best Ways to Get Information Out ............................................................................... 64 



 

4 
 

 

ACRONYMS 

 
DAJ   Diabetic Association of Jamaica 

DM   Diabetes Mellitus 

DR   Diabetic Retinopathy  

ESRD   End-Stage Renal Disease 

KAP   Knowledge, Attitudes & Practices (Survey) 

MoH   Ministry of Health    



 

5 
 

EXECUTIVE SUMMARY 

  
1.1 Overview of Survey 

Diabetes, often referred to by doctors as diabetes mellitus, describes a group of 

metabolic diseases in which the person has high blood glucose (blood sugar), either 

because insulin production is inadequate, or because the body's cells do not respond 

properly to insulin, or both. Globally, DM is among the top ten causes of death and it is 

estimated that 382 million people suffer from DM with a global prevalence of 8.3%. 

North America and the Caribbean have the higher prevalence: - 11% - 36,755 people 

with diabetes. The prevalence of DM in Jamaica was reported at 11% during 2013 with 

approximately 179 persons per 1000 population between the ages of 20-79 

experiencing this condition.  

 

The condition may result in long-term complications such as damage to the eyes, 

kidney, feet and heart and/or early death if not managed appropriately. More than 75% 

of persons suffering from DM for several years will have some form of retinopathy, the 

prevalence of which is highly dependent on the duration of DM. Diabetic Retinopathy 

(DR) is the leading cause of blindness among adults in the Caribbean region. 

  

The prevalence and complications from DM place a heavy burden on the individual and 

the Government health service delivery systems. Although basic health care is widely 

available to people with diabetes in Jamaica and health care in Jamaica is free, poverty 

and social exclusion prevent many persons especially the rural poor from accessing the 

services they need. Thus, complications such as DR largely go untreated and 

unattended due to a lack of resources. 

 

HelpAge is a not for profit organisation that specializes in ageing in developing 

countries. In collaboration with membership organisations such as AARP, community 

organisations, NGOs, academic institutions and governments they work across the 

globe to advocate for and influence national and international policies regarding ageing.  
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HelpAge in collaboration with the Southern Regional Health Authority, the National 

Council for Senior Citizens and the Diabetes Association have set out to screen persons 

in some of the poorest areas of St Elizabeth, where  the population is under served by 

the primary health care system; where services are affected by unavailability of staff, 

especially a pharmacist which means patients will not  be able to access the  subsidised 

medications usually offered; where medical supplies are not available;  where residents 

experience  difficulties accessing transportation to seek health care or where the 

residents have reported problems with sight as a major disability. In a bid to conduct 

sensitisation workshops providing DM and DR information; develop educational material 

including brochures, posters and hand-outs on diabetes mellitus, its complications, 

prevention and treatment to be distributed among residents of St. Elizabeth; and 

conduct monthly education sessions at each of the parish’s twenty four (24) health 

centres, a knowledge, attitudes and practices (KAP) survey on adults, older people and 

members of their households with or without DM or DR in 12 communities throughout 

St. Elizabeth was conducted. The survey sought to determine and measure the level of 

knowledge, attitude and practices of the target groups with respect to DM and DR 

specifically. The information was collected to guide the development of appropriate 

sensitization and training materials and information that will be disseminated to project 

beneficiaries. The information will also serve as baseline data to determine the changes 

that have occurred as a result of the intervention.    

 

The main objectives were to:  

1. To determine the knowledge regarding diabetes and diabetic retinopathy among 

the Jamaicans residing in St. Elizabeth 

2. To evaluate the attitude of residents of St. Elizabeth towards the prevention and 

treatment of diabetes and diabetic retinopathy 

3. To describe the practices regarding the treatment seeking behaviours and 

access to care for diabetes and diabetic retinopathy among the persons residing 

in St. Elizabeth 
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The survey was conducted using a quantitative, cross-sectional study design. A sample 

size of 223 respondents was targeted. Data was collection using a pre-tested, 

structured questionnaire in twelve (12) pre-selected communities in St. Elizabeth, 

Jamaica. Participants were recruited via convenient sampling.  

The questionnaire was coded and entered into SPSS statistical software (Version 17). 

Descriptive statistics such as means and frequencies were used to summarize key 

variables. Tests for associations between variables were explored using Chi Square, 

and ANOVA. For the open-ended questions, responses were coded and grouped 

together based on similarities in response. Word cloud that graphically illustrates the 

relative frequencies of open-ended responses was also utilized. 

 

1.2 Key Findings 

 Knowledge – Less than half of the respondents were classified as having good 

knowledge of diabetes. 

 

 Attitudes – General perceptions regarding Diabetes and Diabetic Retinopathy 

and their management and care were good; however, there is still a need for 

further sensitization. 

 

 Practices – More than three quarter of respondents or their family members use 

metformin / tablets or insulin to manage their DM, while only a small proportion 

use natural remedies. Approximately a quarter uses other types of treatment. 

Three-quarter reported eye drops as the most frequent treatment used either by 

them or a family member with much smaller proportions reporting surgery. Half 

reported other methods of treatment for eye problems.  

 

 Barriers to Health Care Access – The primary barrier to health care access is 

money followed by support, health facility wait times and transportation issues. 
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 Best Methods to Increase Awareness – The best methods to increase 

awareness were community meetings, flyers / brochures / pamphlets, television 

and radio. 

 

1.3 Conclusion 

The study showed moderate levels of diabetes and diabetic retinopathy knowledge; and 

positive attitudes towards the importance of DM care and mostly satisfactory diabetes 

practices. Analysis by subgroups in the sample though better illustrate where the gaps 

exist. As such, programmes to increase the general populace and patients’ awareness 

about DM and its complications are essential in order to improve their understanding, 

compliance with recommendations and management of DM, and therefore by 

extension, their ability to cope with the disease. Increased awareness and education 

regarding DM and DR is needed in St. Elizabeth.  
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INTRODUCTION 

 

2.1 Background 

Diabetes, often referred to by doctors as diabetes mellitus, describes a group of 

metabolic diseases in which the person has high blood glucose (blood sugar), either 

because insulin production is inadequate, or because the body's cells do not respond 

properly to insulin, or both. These high blood glucose levels produce symptoms such as 

frequent urination, increased thirst and hunger. Diabetes should be treated under a 

close collaboration between patients and healthcare providers in order to prevent long-

term complications such as damage to the eyes, kidney, feet and heart and to avoid 

early death2. Diabetic Retinopathy (DR), one of the frequently occurring complications 

of the condition, is a microvascular complication of diabetes. It is a frequent cause of 

new cases of blindness among adults aged 20–74 years. More than 75% of persons 

suffering from DM for several years will have some form of retinopathy as the 

prevalence of retinopathy is highly dependent on the duration of DM1.  

 

Globally, DM is among the top ten causes of death and it is estimated that 382 million 

people suffer from DM for a prevalence of 8.3%. North America and the Caribbean is 

the region with the higher prevalence, 36,755 people with diabetes (11%). The 

prevalence of DM in Jamaica was reported at 11% during 2013 with approximately 179 

persons per 1000 population between the ages of 20-79 experiencing this condition.1 

Among the public health concerns of Jamaica, DM is one of the major chronic diseases 

of interest. It is estimated that among diabetics, approximately 35% have DR. 

Extrapolations have estimated that approximately 93 million diabetics may have some 

DR, and 28 million may have sight-threatening stages of DR2. DR has been identified as 

a leading cause of blindness in the Caribbean region.   

The prevalence and complications from DM place a heavy burden on the individual and 

on the Government health service delivery systems. Although basic health care is 

widely available to people with diabetes in Jamaica and health care in Jamaica is free, 

                                                           
1
 International Diabetes Federation, 2014, IDF Diabetes Atlas, 6

th
 Edition 

2
 Yau, J.W.Y., Rogers, S. L., Kawasaki, R., 2012. Global Prevalence and Major Risk Factors of Diabetic Retinopathy. 

Diabetes Care 35(3): 556-564. 
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poverty and social exclusion prevent many persons, especially the rural poor from 

accessing the services they need. Complications such as DR largely go untreated and 

unattended due to a lack of resources.  

 

The cost to access care in the private sector is generally very expensive and many 

persons have no health insurance, pension or other source of income and thus are 

unable to access services in the private sector.  In some cases, damage to eyes could 

have been avoided had they been able to receive screening locally and earlier. Loss of 

sight in any of the eyes often means a loss of independence and the consequences are 

devastating financially, socially and emotionally. 

 

The parish of St Elizabeth, (the intervention area), is Jamaica’s third largest parish. In 

2011, St Elizabeth had 5.6% of Jamaica’s population (150,205).  In 2009, 37% of the 

parish’s populations were persons between 30 – 64 years old, while persons 64 years 

and older accounted for 10% of the target area’s population3. St Elizabeth is a major 

farming area, some older persons and in some cases members of their 

households/caregivers have had to give up their livelihood of subsistence farming or 

selling produce at local markets due to complications associated with the condition. In 

2001, less than half of St. Elizabeth’s population was included in the parish’s labour 

force with a dependency ratio of 71%. Of those included in the labour force, many 

received a minimum wage of less than US$50 weekly. 

 

St. Elizabeth is divided into six (6) health districts and comprises of twenty four (24) 

health centres. In St. Elizabeth there are 27,000 people who are currently diagnosed as 

being diabetic and sampling studies have shown that 25% of those with DM have DR 

and 4% have vision threatening DR.  There is only one hospital in St. Elizabeth, Black 

River Hospital located in the capital of the parish. It has an official bed capacity of 60 

and does not cater for DR.  Patients often seek care for DM at the public hospital out-

patient clinics. Generally, these patients are referred back to the health centre closest to 

their home for general monitoring where diabetes clinics take place monthly. The 

                                                           
3
 2011 Jamaica Population Census, Statistical Institute of Jamaica 



 

11 
 

Mandeville Regional Hospital serves Manchester and the bordering parishes of 

Clarendon, and St. Elizabeth. The hospital provides specialist services including the 

management of DM and DR. DR is managed through the Eye Care Clinic, located at the 

hospital. Patients utilizing these facilities include both public and privately referred 

patients. The facility serves approximately 5,000 persons from St Elizabeth per year of 

which 57% are diabetes related disorders.  

 

Laser surgery for DR is among the services offered at the Kingston Public Hospital, end 

referral point. This service is, however, not offered at any of the other public health care 

facilities/public hospitals. While there are other treatments for DR, none of the 

treatments for the eye complication are offered at the public health facility in St. 

Elizabeth or the Regional Hospital in Manchester. While laser treatment is available at a 

private clinic in Mandeville, only persons with the financial means are able to access 

this service. Therefore, access to care is limited and many often turn up to seek medical 

attention after damage has been done and the disease is in an advanced stage. Very 

little exists by way of strategic or structural diabetes support for the identification, 

prevention and treatment (especially rurally) for those who have diabetes or are at risk 

of DM or DR. 

Chronic diseases including DM & DR are priority conditions of the Ministry of Health. 

The Government has developed a National Policy and Strategic Plan for the promotion 

of Healthy Lifestyles to tackle the increasing prevalence of not only DM, but also other 

non-communicable diseases, which they plan to achieve by focusing on preventable 

behavioural risk factors which include physical activity, appropriate eating behaviors and 

prevention and control of smoking.   

The Ministry is committed to reducing avoidable blindness and has undertaken several 

initiatives to improve access to quality eye care services. Other national organizations 

offering support to diabetics or DR vision screening services are: 

- The Jamaica Society for the Blind which is involved in screening students under 

the Vision Screening Programme in schools.   

- The Diabetes Association of Jamaica (DAJ) offers a variety of services in trying to 

improve the quality of life for those who are afflicted with diabetes. 
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- The Lions Club of St. Elizabeth also provides services to diabetics through 

screening and refer residents to the Ophthalmologists as well 

 

As part of the preparatory work that will be used to guide the subsequent interventions 

in St. Elizabeth by HelpAge International around diabetes and diabetic retinopathy, 

HelpAge international conducted a knowledge, attitudes and practices (KAP) survey on 

adults (30 years and over) with or without DM or DR in 12 communities throughout St. 

Elizabeth. The survey sought to determine and measure the specific strengths and gaps 

in knowledge, attitudes and practices with respect to DM and DR specifically. The 

findings will be used to guide the development of appropriate sensitization and training 

materials and information that will be disseminated to project beneficiaries. The 

information will also be used as a baseline to determine the changes that have occurred 

as a result of the intervention.    

 

 

2.2 Aim & Specific Objectives 

 

Aim: 

To determine and measure the level of knowledge, attitude and practices of residents of 

St. Elizabeth with respect to diabetes and diabetic retinopathy specifically to guide the 

development of appropriate training materials and information that will be disseminated 

to project beneficiaries and to serve as baseline data to determine the changes that 

have occurred as a result of the intervention.    

 

Specific Objectives: 

 To determine the knowledge regarding diabetes and diabetic retinopathy among 

the Jamaicans residing in St. Elizabeth 

 To evaluate the attitude of residence of St. Elizabeth towards the prevention and 

treatment of diabetes and diabetic retinopathy 

 To describe the practices regarding the treatment seeking behaviours and 

access to care for diabetes and diabetic retinopathy among the Jamaicans 

residing in St. Elizabeth 
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METHODOLOGY 

 

3.1 Overview of Study Design 

The survey was a quantitative, cross-sectional study assessing participants’ knowledge, 

attitudes and practices regarding diabetes and diabetic retinopathy in St. Elizabeth. An 

overview of the methodology is presented in Table 3.1. 

 

Table 3.1: Overview of Diabetes & Diabetic Retinopathy KAP Methodology  

Methodology Parameters KAP Survey 

Target Adults (≥ 30 years) 

Location St. Elizabeth, Jamaica 

Approach Quantitative Cross-Sectional Survey 

Sample Size Target – 223            

Actual – 224   

Fieldwork & Data Collection Convenience Sampling  

Research Instrument Interviewer - Administered Structured Questionnaire 

Fieldwork Dates December 1 – 15, 2014 

Data Entry SPSS v.20 

Data Analysis Frequency Distribution, Chi square tests, ANOVA (SPSS 

v. 20.) 

 

3.2 Study Population & Sampling Strategy 

The study population was adults 30 years and older residing in St. Elizabeth, Jamaica. 

Using the Raosoft online statistical software, a sample size of 223 participants was 

calculated based on the approximate population size of 71,1384 adult 30 years and 

older in St. Elizabeth, a 90% confidence level, a 5.5% margin of error and an estimated 

50% population proportion having knowledge regarding DM/DR (See Appendix 2). In 

the absence of empirical data, an estimate of 50% was utilized to give the most 

statistically robust sample. Respondents were conveniently recruited from 12 

communities throughout St. Elizabeth.  

3.3 Participants 

Inclusion criteria for participation in this study was simply that individuals had to be at 

least 30 years of age and residing in one of the 12 pre-selected communities in St. 

                                                           
4
 2011 Jamaica Population Census, Statistical Institute of Jamaica 
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Elizabeth. It was not a requirement for participants to have or have experience of DM or 

DR.   

3.4 Survey Instrument & Data Collection 

The survey instrument was designed by HelpAge International team and pre-tested on a 

few residents of St. Elizabeth who would not be included as respondents. The pre-

testing exercise was done prior to data collection to test the length, flow and clarity of 

the questionnaire. Based on the findings of the pre-test, slight adjustments were made 

and the instrument finalized.  

The final instrument was a structured questionnaire that included both open & close-

ended questions: - 6 questions related to general knowledge about diabetes; 3 

questions related to knowledge about diabetic retinopathy; 7 questions related to 

attitudes and 3 questions about practices. Demographic data; namely sex, age group 

and address were also collated in addition to respondents' personal and/or family 

history of diabetes. 

Fifteen (15) youths in the selected communities who had high school education were 

recruited as interviewers for the study data collection. They attended training sessions 

in which the study background and rationale were explained with an emphasis placed 

on the research protocol, data collection tool, and general interview techniques.  

Data collection was conducted over a period of two (2) weeks. Participants were 

recruited via convenience sampling and interviews were conducted with participants on 

the same day as recruitment. Questionnaires were administered via face-to-face 

interviews. Persons who declined the invitation to participate were simply thanked for 

their time without any further pressure to change their mind or explain their refusal.  

 

3.5 Data Entry & Cleaning  

The questionnaire was coded and entered into SPSS statistical software (Version 20). 

Responses to some open-ended questions were entered verbatim but most were 

assigned to categorized headings to facilitate quantitative analysis of the responses. To 
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minimize data entry errors, data was double entered by 2 separate officers. Data 

cleaning was conducted prior to analysis.  

The core factors of analysis corresponded to the main sections of the questionnaire and 

included participant knowledge of diabetes and diabetic retinopathy; the participants’ 

attitudes to the condition and their practices regarding treatment seeking behaviour and 

access to care. Questions also sought to identify selected demographic information 

from the respondents. 

3.6 Data Analysis 

Descriptive analyses including outcome frequencies were undertaken. Relationships 

between outcomes and demographic variables (i.e. by age group, sex, and district) 

were explored using Chi Square test for association where relevant. This was applied to 

establish if there were statistically significant relationships between the variables. As is 

customary, an alpha of 0.05 (p<.05) denoted statistical significance.  

For the knowledge-related questions, a score was determined for general knowledge 

about diabetes and also for specific knowledge about diabetic retinopathy. ANOVA was 

used to compare average scores among subgroups in the sample.  

Additionally, word clouds that graphically illustrate the relative frequencies of open-

ended responses was also utilized for the questions related to problems faced in 

receiving care, and also for suggestions from respondents for mechanisms to engage 

them in diabetes education and care . 

Finally, it is important to also note that only answers given in response to the 

corresponding question were included in analysis. As such, if persons gave symptoms 

in response to the question "What is Diabetes?"; these were not included in the analysis 

for symptoms unless they were also repeated when that question was asked. 

3.7 Limitations 

Social desirability of participants, sometimes referred to as response bias, was a 

potential form of information bias that could have occurred. This happens when 

respondents give responses in keeping with what they consider was expected of them. 
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Also, the majority of questions were open-ended. In order to do quantitative analysis on 

this data set, responses were categorized into likely responses. However, this means 

that assumptions about some of the responses were made. For example, when asked 

about treatments for diabetes control, if respondents answered generally and said 

'medication', it was assumed that they understood medication to be either insulin or 

metformin. To mitigate against the negative impact of this, where applicable, details of 

the qualitative statements were also mentioned. 

3.8 Ethical Considerations 

All persons were advised that their participation was voluntary and verbal informed 

consent was sought from all persons prior to their participation. Confidentially was 

ensured as data collection sheets were only accessed by staff directly associated with 

data collection and entry.  

 

 

  



 

17 
 

MAIN FINDINGS 

 

4.1 Demographic Profile 

Age and Sex 

Out of 224 questionnaires, 221 questionnaires were included in the final analysis. Three 

questionnaires were excluded because the respondents did not meet the inclusion 

criteria of ≥30 years. 

 

The sample comprised of 52% females (113) and 48% males (105). Sex was not 

specified for 3 respondents. The majority (55.5%) of survey respondents were between 

the 50 - 59 and 60 - 69 years age groups (Figure 4.2). Within each age group, females 

were better represented except in the 50 - 59 years age group where the majority of 

participants were male and in the 70 - 79 years age group where equal numbers of 

males and females participated in this survey. 

 

        
 

Community 

Respondents were from 12 communities across St. Elizabeth. Table 4.1 below outlines 

the distribution of participants across the communities by sex breakdown. Five 

respondents did not specify which community they were from.  

48% 52% 

Figure 4.1. Proportion of 
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Figure 4.2. Survey Respondents by Sex and Age 
Group 

Male Female
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Table 4.1: Distribution of Respondents by Community and Sex 

Community Male Female Sex Not 

Specified 

Total 

Not Specified 3 2 1 6 

Black River 18 23 2 43 

Brompton 1 0 0 1 

Goshen 0 2 0 2 

Lacovia 28 22 0 50 

Leeds 2 0 0 2 

Malvern 13 12 0 25 

Mountainside 1 0 0 1 

Pepper 10 13 0 23 

Santa Cruz 16 24 0 40 

Southfield 1 1 0 2 

Thornton 12 13 0 25 

Watchwell 0 1 0 1 

Total 105 113 3 221 

 

 

 

4.2 Personal and/or Family Experience with Diabetes 

Just under a half of respondents (47%) indicated that were directly affected by Diabetes 

Mellitus (DM) (i.e. either respondent only or both respondent and family members); 

while 27% indicated that they did not have it but a family member did. Only 

approximately a quarter (26%) of survey respondents were not affected by DM at all. 

Figure 4.3 below summarizes the breakdown of participants' experience with Diabetes 

disaggregated by sex. 
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The diabetes management guidelines issued by Jamaica's Ministry of Health was the 

primary reference document that was used to assess the responses to the 

questionnaire.  

 

4.3 Level of Knowledge regarding Diabetes  

Knowledge is considered to be an individual characteristic that influences personal 

perceptions and behaviour. The ‘knowledge' component of the questionnaire assessed 

participants' familiarity with the definition of diabetes, common symptoms, the risk 

factors that contribute to the development of diabetes as well as the protective actions 

that can be taken to lower the risk of developing it, treatment options and possible 

complications of the disease. 

All the knowledge questions were open-ended and as such, responses reflect 

participants' recall of diabetes knowledge that was not prompted by the interviewer. 

 

Good General Knowledge 

A diabetes knowledge score was determined from the number of correct answers given 

to the 6 knowledge questions. The maximum score was 12 points (see Appendix 1 for 

assignment of points) and respondents scoring above the value of 9 or higher (≥75%) 

were considered to have good knowledge. Using this criterion, a little less than half of 

0 10 20 30 40 50

Respondent Only

Both respondent and family member (s)

Family Member(s) only

Not Affected

Did not answer

Percentage (%) 

Figure 4.3. Respondents Reporting Being Affected by Diabetes -Disaggregated by Sex 

Males Females Sex Not Specified
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respondents (46%; 101/221) were classified as having good knowledge of diabetes 

(Figure.4.4).  The average score was 8.17 (±2.34), and the most frequently obtained 

result was 7. 

 

 
 

Good knowledge was not significantly associated with sex (p=0.828), age group 

(p=0.125) or personal history of diabetes (p=0.406).  

Details of the specific gaps in knowledge are outlined below.  

 

Definition of Diabetes 

The local guidelines define diabetes as "a state of chronic hyperglycaemia resulting 

from defective production and/or ineffective action of insulin" (MoH, 2007). As such, 

survey respondents that recognized either part of the definition (i.e. high blood sugar 

levels or insufficient or ineffective action of insulin) were considered to have gotten the 

question "What is diabetes?" correct.  Persons that only indicated that it was a chronic 

disease or defined it by describing symptoms or risk factors were not considered to 

have a good understanding of the definition of diabetes. 

 

A little over half (53%; 117/221) of all the respondents knew the correct definition of 

diabetes, with the majority of those persons (89/117) recognizing it as, high blood sugar 

Poor Knowledge 
54% 

Good knowledge 
46% 

Figure 4.4. Proportion of Respondents that Had Good Knowledge 
of Diabetes (i.e. Knowledge Score of > 9/12) 
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levels. Knowledge of the definition was a little higher among males (57%; 60/105) than 

females (49%; 55/113) and was also highest (72%; 8/11) among persons in the 80+ age 

group. Among the other age groups, the proportion in each that had the correct 

definition was similar to the overall sample of approximately 50%; except for the 30 - 39 

year olds of which 60% correctly noted the definition of diabetes. Personal experience 

with diabetes [i.e. either respondent only or respondent and family member(s)] was 

surprisingly lower than those that did not have any personal experience with diabetes 

which was also found to be statistically significant (p=<0.05) (see Table 4.2). A possible 

explanation could be though that those that had personal experience were more likely to 

define the illness by describing their experience (e.g. symptoms).  

 

 
 
 

 

 

 

 

 

53% 

5% 

42% 

Figure 4.5. Proportion of Respondents that Correctly Defined Diabetes 

High Blood Sugar/ Insufficient Insulin No Response Other (Incorrect) Response
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Table 4.2: Results for Definition of Diabetes Disaggregated by Sex, Age Group and  

Personal Experience with DM 

 

 No Response High Blood Sugar/ 

Insufficient Insulin 

Other Total 

Male 4 (4%) 60 (57%) 41 (39%) 105 (100%) 

Female 8 (7%) 55 (49%) 50 (44%) 113 (100%) 

     

30 - 39 2 (7%) 18 (60%) 10 (33%) 30 (100%) 

40 - 49 3 (10%) 15 (50%) 12 (40%) 30 (100%) 

50 - 59 3 (4%) 36 (52%) 30 (44%) 69 (100%) 

60 - 69 1 (2%) 27 (51%) 25 (47%) 53 (100%) 

70 - 79 3 (11%) 13 (48%) 11 (41%) 27 (100%) 

80+ 0 8 (73%) 3 (27%) 11 (100%) 

     

Personally affected by DM 6 (6%) 50 (49%) (46%) 103 (100%) 

Not personally affected by DM 6 (5%) 68 (58%) 44 (37%) 118 (100%) 

 
 

Common Symptoms of Diabetes 

The Ministry's guidelines list the following 8 symptoms as the classic symptoms of 

(uncontrolled) diabetes. 

 

 Persistent uncontrollable thirst 

 Frequent urination 

 Weight loss 

 Unexplained tiredness/ fatigue 

 Blurred vision 

 Itching (general or vaginal or penile) 

 Slow healing of minor skin lesions and 

 Increased hunger associated with increased food intake without weight gain. 
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These were used as the standard list of symptoms and any other symptom that was 

mentioned was noted as 'Other'. Respondents were considered to have a fair 

knowledge of the symptoms if they correctly identified 3 or more of these symptoms. 

Most respondents (71%, 158/221) reported at least two symptoms but only 85 (38.5%) 

of them reported three or more symptoms. Thirteen persons (6%) did not identify any of 

these symptoms and 5 persons (2%) did not answer the question. There was no 

statistically significant difference between personal experience with DM and the number 

of symptoms reported (p=0.153). 

 

Figure 4.6 below highlights the most frequently reported symptoms. 

 

 

 

The 'Other' symptoms reported included black-outs, low feelings, dizziness, hair loss, 

vomiting, nausea, weight gain, chest pains and erectile dysfunction. 

 

The ability to recall any 3 main symptoms of diabetes was not significantly associated 

with personal history of DM (p=0.235), age (p=0.357) or sex (p=0.507). 
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Figure 4.6. Classic Symptom of Diabetes Identified by Respondents 
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Risk Factors 

Responses to the question "What are the main causes of diabetes?" were grouped 

according to the categories of 'insulin resistance, pancreatic dysfunction, pregnancy, 

overweight/ obesity, family history, poor diet and physical inactivity'. These groupings 

were consistent with what was noted in the manual as key risk factors for the 

development of diabetes.  

 

Awareness of any two risk factors was considered to be a good understanding of the 

risk factors that contribute to the development of diabetes which was displayed by 98 

participants (44%). Ten persons (4.5%) answered but did not identify any of the main 

risk factors. There was no missing data as all persons responded to this question. 

 

By far, the most commonly reported risk factor for diabetes was poor diet. Over three-

quarters of the respondents (77%; 170/221) recognized diet as a main cause of 

diabetes. Not surprisingly though, of those respondents that recognized diet as a risk 

factor, practically all of them specifically indicated excessive  consumption of sweets 

and/or starchy foods as the contributing factor, rather than unhealthy diet choices in 

general. This is a common myth associated with diabetes. Persons assume that it is the 

direct consumption of sugars that leads to an increase in chronic uncontrollable blood 

sugar levels. In actuality, although there is a risk associated with overconsumption of 

sugars, the risk is more indirect. It is primarily the high caloric contribution of the sweets 

and starchy food choices that encourage weight gain which further predisposes 

individuals to developing this illness. As such, foods high in fat or otherwise generally 

low nutritional value pose a similar risk to developing diabetes as overconsumption of 

sugar and starchy foods. 
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Protective Actions 

The standard choices for protective factors that help lower an individual's risk of 

developing diabetes included proper nutrition, physical activity and weight management. 

Additional measures mentioned were noted as 'Other'. Awareness of any 2 of the 3 

main protective actions was set as the bar for good knowledge of preventive measures. 

 

Once again, diet was the leading response as it was noted by 90% (199/221) of all 

respondents. Similarly to the risk factors though, the comments primarily suggested that 

persons should specifically avoid eating sweets and starchy foods (even though a few 

also mentioned increased consumption of fruits and vegetables). Moreover, exercise 

was noted by less than half of the respondents (42.5%; 94/221), and weight 

management was only mentioned by 7 persons (3%) as a protective factor. This further 

highlights the gap in knowledge in terms of connecting the risk (or benefit) of diet 

choices with the risk of weight gain (or alternately, benefit of weight control). 

 

'Other' measures noted were: stop smoking, limit alcohol consumption, drink lots of 

water, get screened and education on the disease and its complications. 
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Figure 4.7. Risk Factors for Diabetes Recognized by Respondents 
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Six persons (3%) who answered did not identify any of these protective actions and 4 

persons (2%) did not answer this question. The persons who did not identify any of the 

protective actions were mostly gave treatment options, such as take medication or drink 

bush tea, as preventive strategies. 

 

 

 

Treatment Options 

The main treatment options for diabetics include nutritional therapy, regular and 

sustained physical activity, education of patient and also of their support network, 

avoidance of smoking and alcohol consumption and drug therapy (MoH, 2007). 

Although drug therapy often includes additional drugs for other conditions such as 

cholesterol management or blood pressure control, only the drugs associated with the 

management of blood glucose levels were included as options for this question. 

Education, weight reduction, restriction of smoking and alcohol consumption were 

mentioned by so few persons that these were captured under 'Other'. Additional 

interventions captured under 'Other' include stress management, blood sugar 

monitoring and regular doctor visits. Recognition of at least two of the main options was 

set as the threshold for good knowledge of treatment options. 

 

The drug therapy options for blood glucose control (i.e. Metformin and Insulin) were the 

most commonly reported treatment options for diabetics mentioned by 63% of 
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Figure 4.8. Protective Actions against Developing Diabetes 
Identified by Survey Participants 
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participants. This high level of awareness of the medications for diabetes treatment is 

not surprising given the considerable exposure to DM through either personal or family 

history of DM. Although the local manual notes that lifestyle changes will control many 

patients initially, it goes on to caution that the majority of patients will eventually need 

one or more oral agents and /or insulin. All the same, it is also worth noting that 

although a vast majority recognized lifestyle changes such as proper nutrition (>90%) 

and exercise as a preventive strategy, only  47% and 21% respectively recognized them 

as treatment options. 

 

Awareness of two or more treatment options was considered to be good knowledge of 

available courses of action to treat persons suffering from diabetes. A little less than 

40% (37.5%; 83/221) met this criterion for good knowledge of available treatment 

options. Thirty-two persons (14.5%) who gave a response did not identify any of the 

main treatment options and 6 persons (3%) did not answer this question.  

 

There is definitely an opportunity for strengthening knowledge as lifestyle changes, 

particularly exercise, should be an important part of any diabetes treatment plan.  
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Figure 4.9. Treatment Options for Diabetes Identified by Respondents 
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Possible Complications 

Diabetes is a chronic disease with many complications. Short-term and long-term 

complications, as well as co-existing diseases, are a constant threat. The complications 

were grouped according to the following categories:- 

 Hypertension (i.e. High blood pressure) 

 Stroke 

 Kidney Disease (i.e. End-Stage Renal Disease) 

 Heart Disease 

 Blindness 

 

Diabetes is the single leading cause of end-stage renal disease (ESRD) worldwide 

(loosely referred to as kidney disease for the purposes of the survey) and the second 

major cause of ESRD in Jamaica. Complications of prolonged excess blood glucose 

can affect small blood vessels throughout the body, not only the kidneys, but also 

nerves and muscles, eyes and the heart. Neuropathy (nerve damage), retinopathy 

(blindness) and cardiovascular disease are all diabetic-associated complications that 

affect these organs. Good control of blood glucose levels helps to reduce and prevent 

these complications. 

 

Diabetes-related complications are all closely related, as well as the interventions taken 

to reduce the risk of developing them and/or reduce the impact on patients are also 

closely related. Participants who identified any two complications were considered to 

have good knowledge of complications which turned out to be 73% (162/221). Six 

persons (3%) who gave a response did not identify any of the main complications listed 

and 7 (3%) persons either did not answer this question or indicated that they did not 

know. 
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Knowledge of complications was surprisingly the strongest component of diabetes-

related knowledge among the respondents (Table 4.4). Knowledge of diabetes-related 

complications was also strongest among the age groups (50 - 59 years and 60 - 69 

years) which was found to be a statistically significant association (p=0.003). However, 

sex and personal history of diabetes were not significantly associated with knowledge of 

complications (p=0.092 and p=0.557 respectively). 

 

The relatively high performance on this question may also be due to the fact that the 

complications of several chronic diseases are similar, and hence, co-morbidity and/or 

exposure to other chronic diseases through family history (which was not assessed in 

this survey) may have confounded these results.  
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Figure 4.10. Number of Associated Complications of Uncontrolled Diabetes Identified 
by Survey Respondents 
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Community-Specific Review of Knowledge 

Table 4.3 below highlights how the results to the knowledge-based questions differed 

across communities in St. Elizabeth. There were vast differences found among 

communities which may be due to several different factors at play, not least of which 

may be relative ease of access to information and also access to health services/ 

community health interventions. It is important to note though that the communities 

highlighted in red only had a few participants (i.e. ≤2) which compromises how 

meaningful any analysis for these areas will be. As such, they were not included in the 

following summary. 

 

Comparisons between the individual communities and the overall parish draw attention 

to higher levels of knowledge in general in Black River and Santa Cruz, the two urban 

areas of St. Elizabeth, than the overall sample with higher proportions of persons having 

good knowledge (i.e. scoring 9 or higher); and also notably higher average knowledge 

scores across their populations in these communities. This was consistent across the 

other facets of knowledge for Santa Cruz; and for the knowledge of the definition of 

diabetes, symptoms and risk factors for residents of Black River. The other 

components, mainly knowledge of the main prevention measures, treatment options 

and complications in Black River was similar to the overall parish results.  

 

In contrast, Lacovia and Thornton had much lower levels of knowledge than the overall 

sample for most of the elements except for knowledge of complications in both; for 

which Lacovia had similar results as the overall sample, and Thornton had notably 

higher results when compared to the entire sample. Finally, the community of Pepper 

had similar results as the entire parish for overall knowledge, mean knowledge score, 

knowledge of prevention, and also knowledge of complications;  but, scored notably 

higher on other specific components of knowledge, namely, definition of diabetes, 

knowledge of symptoms, risk factors and treatment options. 
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Table 4.3 Comparison of Results for Knowledge-Related Questions, Disaggregated by Community 

 (Overall) 

Good 

Knowledge 

 

Average 

(Knowledge) 

Score 

Definition 

of 

Diabetes 

Knowledge 

of ≥3 main 

Symptoms 

Knowledge 

of ≥2 main 

Risk 

Factors 

Knowledge 

of ≥2 main 

Prevention 

measures 

Knowledge 

of ≥2 main 

Treatment 

Options 

Knowledge 

of ≥2 main 

Compli-

cations 

Black River 
(n=43) 

72% 9.2 88% 58% 65% 42% 39.5% 67% 

Lacovia 
(n=50) 

24% 7.2 42% 12% 18% 40% 20% 76% 

Malvern 
(n=25) 

26.9% 7.2 50% 38% 50% 52% 23% 46% 

Pepper 
(n=23) 

52% 8.6 65% 57% 61% 36% 52% 74% 

Santa Cruz 
(n=40) 

68% 9.1 42.5% 50% 55% 50% 50% 88% 

Thornton 
(n=25) 

16% 7.2 16% 24% 20% 32% 32% 84% 

Brompton 
(n=1) 

0% 4.0 0% 0% 0% 0% 0% 100% 

Goshen 
(n=2) 

100% 11.5 100% 100% 100% 100% 100% 100% 

Leeds (n=2) 50% 8.5 100% 50% 50% 50% 50% 100% 
Mountain-
side (n=1) 

0% 8.0 0% 0% 0% 0% 100% 100% 

Southfield 
(n=2) 

100% 9.5 100% 50% 50% 0% 100% 50% 

Watchwell 
(n=1) 

0% 8.0 100% 0% 0% 100% 0% 0% 

Total 
Sample* 
(n=221) 

46% 8.17 53% 38.5% 44% 40% 37.5% 73% 

* 5 respondents did not indicate their community 

  



 

32 
 

SUMMARY OF KNOWLEDGE ON DIABETES: TAKE-AWAYS 
 

Table 4.4: Summary of Responses for General Knowledge about Diabetes and Extent of Missing 
Data/Questions 

Component of Knowledge Respondents Displaying 

this Level of Knowledge 

Missing Data/ No 

Responses 

Overall knowledge 46% 0 (0%) 

Definition of Diabetes 53% 12 (5%) 

Knowledge of any 3 Main Symptoms 38.5% 5 (2%) 

Knowledge of any 2 Main Risk Factors 44% 0 (0%) 

Knowledge of any 2 Main Protective 

Actions 

42% 4 (2%) 

Knowledge of any 2 Main Treatment 

Options 

37.5% 6 (3%) 

Knowledge of any 2 Main 

Complications 

73% 7 (3%) 

 

.  

 The survey participants all had similar levels of knowledge across all 

components of general diabetes-related knowledge except for knowledge 

of complications which was by far, the strongest aspect of general 

knowledge about diabetes. 

 

 The weakest aspect of knowledge on diabetes was knowledge of treatment 

options, particularly those lifestyle measures that are intended to be 

complementary to medication. 

 

 Analysis of findings by communities show mixed results.  

o There is no single community that had universally high levels 

of knowledge across all facets being assessed.  

o There was also no clear trend across the communities for 

where the specific knowledge gaps existed.  
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4.4 Level of Knowledge regarding Diabetic Retinopathy 

Diabetic Retinopathy (DR) is a microvascular complication of type 2 diabetes which 

simply means it is associated with the smaller blood vessels of the eye, specifically the 

retina. It is a frequent cause of new cases of blindness among adults aged 20–74 years. 

However, there are different stages of diabetic retinopathy and the risk of developing 

retinopathy is highly dependent on the duration of diabetes. Cataracts and glaucoma 

are also common eye problems in people with diabetes and all three conditions can 

cause severe vision loss or even blindness. Therefore, for persons with diabetes, it is 

absolutely essential to have their eye doctor screen their eyes annually, especially as 

diabetic retinopathy can progress with few or no symptoms. 

 

Exposure to Persons with Diabetes-Associated Blindness 

A little over half of the respondents (56%, 124/221) reported knowing someone who 

suffered from blindness associated with diabetes. Despite this relatively high exposure 

to diabetes-associated complications of the eye, specific knowledge of diabetic 

retinopathy was very low in comparison; and importantly, these questions also had 

relatively higher levels of non-response in comparison to other sections of the survey 

which suggests a greater lack of knowledge around this component of diabetes. 

 

 

Yes 
56% 

No 
39% 

No Response 
5% 

Figure 4.11. Knowing Someone Who has suffered Diabetes-asociated 
blindness 



 

34 
 

Good Knowledge about Diabetic Retinopathy (DR) 

A diabetic retinopathy knowledge score was determined from the number of correct 

answers given to the 3 knowledge questions about DR. The maximum score was 3 

points (see Appendix 1 for assignment of points) and respondents scoring the value of 2 

or higher (≥67%) were considered to have good knowledge of DR. Using this criterion, a 

little less than half of respondents (46%; 101/221) were classified as having good 

knowledge of diabetic retinopathy (Figure.4.12).  The average score was 1.52 (±0.97),  

and the most frequently obtained result was 1.  

 

 
 

Details of the specific gaps in knowledge of diabetic retinopathy are outlined below.  

 

Term for Blindness with Diabetes 

An alarming 63% (139/221) of participants either did not answer or indicated that they 

did not know in regards to the question asking about the term used for diabetes-

associated blindness. Of those that did answer, the most common response was 

glaucoma (23%; 51/221), followed by 10% (22/221) that indicated diabetic retinopathy. 

Only 2% (5/221) said cataracts and 1% (3/221) said both glaucoma and cataracts. This 

highlights that there was poor recall and/or awareness of diabetic retinopathy as a 

cause of blindness among diabetics.  

 

54% 

46% 

Figure 4.12. Good Knowledge of Diabetic Retinopathy (i.e. 
Knowledge Score of ≥ 2/3) 

Poor Knowledge Good knowledge
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Although there was no statistically significant association of the knowledge of the term 

for diabetes-associated blindness with age and sex, a personal history of diabetes and 

also exposure to someone who had experienced diabetes-associated blindness were 

both significantly associated with recall of retinopathy as the term for diabetes-

associated blindness (p=0.000 and p=0.001 respectively). 

 

Measures to Prevent Blindness with Diabetes 

Diabetic retinopathy is due to damage of small vessels and in numerous studies, has 

been shown to be related to high blood sugar levels. Thus the risk of these eye 

problems as diabetes-related complications can be greatly lowered by improving blood 

sugar control. Additionally, to prevent progression of diabetic retinopathy, people with 

diabetes should also control their blood pressure and blood cholesterol in addition to 

their blood glucose levels but these were not included as part of the main preventive 

measures. 

 

Persons who indicated either regular assessments by an ophthalmologist ('eye doctor') 

or good blood glucose control were considered to have good knowledge of measures to 

prevent diabetes-associated blindness. Eighty-two percent (183/221) of persons thought 

that regular checks with the eye doctor and/or control of blood glucose levels were 

necessary to prevent blindness from developing. This question had a 10% (22/221) 

non-response rate; and generic responses (including "visit the doctor, follow doctor's 

orders, and take better precaution/ care of eyesight") were noted under "Other" which 

accounted for 8% (18/221) of responses.  

 

It must be acknowledged though that it is possible that these responses were biased by 

the fact that participants were told that the questionnaire was seeking knowledge about 

"diabetes and its effect on eyes" in the introduction, and the specific question also 

makes reference to blindness as a result of diabetes so the relatively high performance 

on this question may be due to a logical assumption made by respondents that diabetic 

control would be important as a preventive measure; rather than specific knowledge 

about diabetes-associated blindness. 



 

36 
 

Once again, personal history of diabetes and exposure to someone who experienced 

diabetes-associated blindness were significantly associated with knowledge of 

preventive measures against diabetes-related blindness (p=0.038 and p=0.042 

respectively). 

 

 

 

Measures to Treat Blindness with Diabetes 

During the first three stages of diabetic retinopathy, no treatment is needed5, unless the 

patient has macular edema (i.e. fluid leaks into the center of the part of the eye where 

sharp, straight-ahead vision occurs causing the macula to swell and blur vision). 

However, advanced stages of retinopathy are primarily treated with laser surgery which 

helps shrink the abnormal blood vessels. Therefore, in response to the question asking 

about treatment for diabetes-associated blindness, persons who indicated surgery were 

considered to have good knowledge of treatment for diabetes-associated blindness, 

even if they also mentioned additional responses.  

 

                                                           
5
 National Eye Institute, (2012). Facts about Diabetic Eye Disease. Retrieved from 

https://www.nei.nih.gov/health/diabetic/retinopathy 
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Figure 4. 13. Preventive Measures Against Diabetes-Associated 
Blindness 
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Eighteen percent (18%, 40/221) either did not respond or indicated that they did not 

know. Eye drops was the most common treatment reported by 61.5% (136/221) 

followed by 37% (82/181) that thought it was surgery and 16.7% (37/221) thought 

wearing eyeglasses was the appropriate treatment. Forty percent of the respondents 

(40%; 89/221) said 'Other'. Responses noted as other included use of bush or herbal 

remedies (including marijuana), medications (primarily Insulin and Metformin/tablets) 

and visiting the doctor. Interestingly, one respondent indicated that travel to Cuba would 

be needed for treatment which may suggest a lack of awareness of locally available 

treatment in Jamaica. 

 

 
 

Similarly to the other 2 components of specific knowledge on diabetic retinopathy, there 

was no statistically significant association with sex or age group, but a personal history 

of diabetes as well as exposure to persons with diabetes-associated blindness were 

both significantly associated with knowledge of surgery as the treatment for diabetes-

associated blindness (p=0.005 and p=0.000 respectively). 
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Figure 4.14. Treatment Options for Diabetic Retinopathy 
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SUMMARY OF KNOWLEDGE ON DIABETIC RETINOPATHY: TAKE-AWAYS 
 

Table 4.5 Summary of Responses for Knowledge about Diabetic Retinopathy and also Extent Of Missing 
Data/Question 

 

Component of Knowledge of Diabetic 

Retinopathy 

Proportion of 

Respondents  

Missing Data/ 

No Responses 

Overall good knowledge of diabetic retinopathy 46% (101) 0 (0%) 

Specific recall of diabetic retinopathy as the name 

to describe blindness associated with diabetes  

10% (22)  63% (139) 

Knowledge of preventive measures against 

diabetic retinopathy 

82% (183) 10% (22) 

Knowledge of treatment option for diabetic 

retinopathy 

37% (82) 18% (40) 

  

  

 Specific recall of diabetic retinopathy was very low but understanding of 

preventive measures was high.  

 

 Knowledge of treatment options for diabetic retinopathy was also low. 

 

 Overall and specific knowledge of retinopathy were significantly associated 

with both personal history of diabetes and exposure to someone who had 

experienced diabetes-associated blindness. 
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4.5 Attitude to DM cause, prevention and management 

Attitudes are referred to as inclinations to react in a certain way. It is a way of being and 

describes the respondents' feelings on a particular matter. The ‘attitude’ component of 

the questionnaire assessed participants’ view on selected statements frequently 

debated on the prevention and treatment of diabetes and diabetic retinopathy. 

 

There is no cure for diabetes but even though there is no cure; diabetes can be treated 

and controlled, and some people may even go into remission. The attitude findings of 

the survey were consistent with this as only approximately a third (32%) of the 

respondents was of the opinion that diabetes could be cured completely. 

 

Most people believe diabetes is caused by consuming too much sugar, evident in the 

level of knowledge findings and confirmed here in the results for attitudes where almost 

80% of respondents agreed with this statement. The answer is not so simple though. 

Type 1 diabetes is caused by genetics and unknown factors that trigger the onset of the 

disease, while type 2 diabetes is caused by genetics and lifestyle factors. While a diet 

high in sugars increases the risk for diabetes, it is not a direct cause6.  

 

It has been often said that diabetes is a disease of affluence, however this is incorrect. 

In almost all countries, the poorest people are most at risk of developing chronic 

diseases and dying prematurely from them. Poor people are more vulnerable for several 

reasons, including greater exposure to risks and decreased access to health services7.It 

has also been shown that there is an inversely proportional relationship between the 

level of education and risk of diabetes; that is, a lower educational level is associated 

with a higher risk of diabetes8. Most respondents disagreed that diabetes was more 

common among the rich and among the uneducated, 80% and 53% respectively. 

                                                           
6
 American Diabetes Association, (2015). Diabetes Myths. Retrieved from http://www.diabetes.org/diabetes-

basics/myths/ 
7
 WHO, (2005). Rethinking “diseases of affluence” the economic impact of chronic diseases. Facing the Facts #4. 

Retreived from http://www.actbr.org.br/uploads/conteudo/937_Factsheet4.pdf 
8
 Sacerdote, C., Ricceri, F,, et. al. (2012). Lower educational level is a predictor of incident type 2 diabetes in 

European countries: the EPIC-InterAct study. International journal of Epidemiology 41(4): 1162-73 
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Importantly, once DM is detected early and treatment is commenced, diabetic-related 

complications such as diabetic retinopathy can be prevented or delayed. Early detection 

is key though as complications may be developing asymptomatically. As such, all 

diabetics should also ensure regular eye examinations to prevent blindness. People 

with proliferative retinopathy (the late stage of diabetic retinopathy) have less than a five 

percent chance of becoming blind within five years when they get timely and 

appropriate treatment9. Almost all respondents (97%) agreed that complications of 

diabetes such as blindness, heart disease and kidney disease could be prevented or 

delayed if diabetes is treated early, and 86% of respondents were of the opinion that all 

diabetic patients should have a periodic eye examination by visiting an ophthalmologist 

once per year. A little less than a quarter (24%) of participants believed patients with 

diabetes often waste time and money in eye check-ups as most of the time the eyes of 

diabetics are normal (See Figure 4.15, below).  

 

There were no significant associations with age (p>0.05) across the questions 

assessing attitude towards the prevention and treatment of DM and DR. However, sex 

was found to be significantly associated with agreement as to whether DM was more 

common among rich people; men were more likely to agree with the statement (p= 

0.01). In addition, sex was associated with the view that “patients with diabetes often 

waste time and money in eye check-ups as most of the time the eyes of diabetics are 

normal” as men were more likely to agree (p= 0.000). 

 

Personal experience with DM only impacted agreement that early treatment can prevent 

or delay complications of diabetes (p=0.031). 

 

For the most part, the majority of beliefs regarding DM and DR were desirable and in 

accordance with the literature. However, there still remained pockets of individuals who 

must be further targeted in order to correct inaccurate views. The males in particular 

need to be targeted in order to address their attitudes towards health-seeking 

                                                           
9
 National Eye Institute, (2012). Facts about Diabetic Eye Disease. Retrieved from 

https://www.nei.nih.gov/health/diabetic/retinopathy 
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behaviour. Sensitization on the causes is also essential as most persons were of the 

opinion that DM was caused by consuming too much sugar; which is consistent with the 

findings for the knowledge section. 

 

 
 

 

Community Specific Review of Attitudes 

Similarly to the community-specific review of knowledge, the communities that had ≤2 

respondents were excluded from the summary. 

 

Review of attitude by community revealed some community specific differences when 

compared to the general sample. Of note, in Lacovia, higher levels of unfavorable 

attitudes were observed than was observed throughout the entire sample. More 

individuals (60%) agreed that diabetes could be cured; and 82% (46% agreed while 
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Figure 4.15: Percentage agreement of respondents to questions assessing attitude 
towards the prevention and treatment of diabetes and diabetic retinopathy 
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36% was undecided) thought that “patients with diabetes often waste time and money in 

eye check-ups as most of the time the eyes of diabetics are normal”.   

 

In Pepper, more individuals (57%) disagreed that consuming sweets led to diabetes. 

For all other attitudes assessed, there were no community specific variations (see Table 

4.6 a-c). 

 

 

Table 4.6a: Percentage agreement of respondents to questions assessing attitude towards the 

prevention and treatment of diabetes and diabetic by community 

 

Community 
Diabetes can be cured completely Consuming sweets leads to diabetes 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Black River (n=43) 25 (58) 15 (35) 3 (7) 1 (2) 42 (98) 0 

Lacovia (n=50) 15 (30)  30 (60) 5 (10) 2 (4) 48 (96) 0 

Malvern (n=26) 15 (58) 10 (38) 0 7 (27) 15 (58) 2 (8) 

Pepper (n=23) 19 (83) 2 (9) 2 (9) 13 (57) 9 (39) 1 (4) 

Santa Cruz (n=40) 27 (68) 3 (8) 9 (23) 4 (10) 35 (88) 1 (3) 

Thornton (n=25) 17 (68) 6 (24) 2 (8) 8 (32) 16 (64) 1 (4) 

Brompton (n=1) 1 (100) 0 0 0 1 (100) 0 

Goshen (n=2) 2 (100) 0 0 2 (100) 0 0 

Leeds (n=2) 2 (100) 0 0 0 2 (100) 0 

Mountainside (n=1) 0 1 (100) 0 0 1 (100) 0 

South-field (n=2) 0 2 (100) 0 0 2 (100) 0 

Watchwell (n=1) 0 1 (100) 0 0 1 (100) 0 

No  Response (n=5) 4 (80) 0 1 (20) 2 (40) 2 (40) 1 (20) 

Total (n=221) 123 (58) 70 (32) 21 (10) 37 (18) 172 (79) 5 (3) 
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Table 4.6b: Percentage agreement of respondents to questions assessing attitude towards the 

prevention and treatment of diabetes and diabetic by community 

 

Community 

Diabetes is more common among rich people 
More uneducated people have diabetes than 

those who are educated 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Black River (n=43) 33 (77) 3 (7) 7 (16) 19 (44) 13 (30) 11 (26) 

Lacovia (n=50) 33 (66) 11 (22) 6 (12) 25 (50) 17 (34) 8 (16) 

Malvern (n=26) 20 (77) 2 (8) 3 (12) 15 (58) 8 (31) 2 (8) 

Pepper (n=23) 20 (87) 1 (4) 2 (9) 15 (65) 2 (9) 6 (26) 

Santa Cruz (n=40) 37 (93) 2 (5) 1 (3) 20 (50) 19 (48) 1 (3) 

Thornton (n=25) 20 (80) 2 (8) 3 (12) 13 (52) 10 (40) 2 (8) 

Brompton (n=1) 1 (100) 0 0 1 (100) 0 0 

Goshen (n=2) 2 (100) 0 0 2 (100) 0 0 

Leeds (n=2) 2 (100) 0 0 1 (50) 0 1 (50) 

Mountainside (n=1) 1 (100) 0 0 0 1 (100) 0 

South-field (n=2) 2 (100) 0 0 1 (50) 1 (50) 0 

Watchwell (n=1) 1 (100) 0 0 0 1 (100) 0 

No  Response (n=5) 3 (60) 2 (40) 0 4 (80) 0 1 (20) 

Total (n=221) 172 (80) 21 (10) 22 (10) 112 (53) 72 (33) 31 (14) 
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Table 4.6c: Percentage agreement of respondents to questions assessing attitude towards the 

prevention and treatment of diabetes and diabetic by community 

 

Community 

If diabetes is treated early, 
complications of diabetes such as 

blindness, herat disease and kidney 
disease can be prevented or 

delayed 

All diabetic patients should have a 
periodic eye examination by 

visiting an opthalmologist once per 
year 

Patients with diabetes often waste 
time and money in eye check-ups 

as most of the time the eyes of 
diabetics are normal 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Disagree          
n(%) 

Agree               
n(%) 

Undecided                     
n(%) 

Black River (n=43) 1 (2) 42 (98) 0 5 (12) 38 (88) 0 37 (86) 3 (7) 3 (7) 

Lacovia (n=50) 2 (4) 45 (90) 3 (6) 9 (18) 34 (68) 7 (14) 9 (18) 23 (46) 18 (36) 

Malvern (n=26) 0 26 (100) 0 1 25 0 12 10 4 

Pepper (n=23) 1 (4) 22 (96) 0 0 22 (96) 1 (4) 20 (87) 2 (9) 1 (4) 

Santa Cruz (n=40) 0 40 (100) 0 7 (18) 33 (83) 0 23 (58) 7 (18) 9 (23) 

Thornton (n=25) 0 25 (100) 0 0 24 (96) 1 (4) 12 (48) 7 (28) 6 (24) 

Brompton (n=1) 0 1 (100) 0 0 1 (100) 0 1 (100) 0 0 

Goshen (n=2) 0 2 (100) 0 0 2 (100) 0 2 (100) 0 0 

Leeds (n=2) 0 2 (100) 0 0 2 (100) 0 2 (100) 0 0 

Mountainside (n=1) 0 1 (100) 0 0 1 (100) 0 0 0 1 (100) 

South-field (n=2) 0 2 (100) 0 0 2 (100) 0 1 (50) 1 (50) 0 

Watchwell (n=1) 0 1 (100) 0 1 (100) 0 0 1 (100) 0 0 

No  Response (n=5) 0 5 (100) 0 0 5 (100) 0 4 (80) 0 1 (20) 

Total (n=221) 4 (2) 209 (97) 3 (1) 23 (10) 184 (86) 9 (4) 120 (56) 53 (24) 42 (20) 
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SUMMARY OF ATTITUDES TO DM CAUSE, PREVENTION AND MANAGEMENT: 
TAKE-AWAYS 
 

 

 For the most part, the majority of beliefs regarding DM and DR were desirable  

 

 There are still areas to be targeted in order to correct inaccurate views.  

 
o Males in particular need to be targeted in order to address their 

attitudes towards health-seeking behaviour.  

o Sensitization on the causes is also essential as most persons were of 

the opinion that DM was caused by consuming too much sugar; which 

was consistent with the findings for the knowledge section. 

o There are communities with greater needs such as Lacovia 
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4.6 Practices  

Practices are defined as the application of rules and knowledge that leads to action. It 

reflects what the individual does. The survey assessed practices of the respondents or 

family members as it relates to assistance and/or advice given, types of treatment 

currently being utilized for DM and DR.  

Assistance Offered/ Advice Given 

Only 2% (4/221) of participants indicated that they provided any form of assistance to 

family members or other people in the management of diabetes but several persons 

indicated that they gave advice. The primary advice given to family members and other 

people on diabetes management were in regards to diet (44%), medication (24%) 

exercise (21%) counseling (See Table 4.7 below). 

 

Table 4.7: Frequency of Responses regarding Type of Assistance / Advice given to individuals with DM  

 Type of Assistance / 
Advice 

Number of Responses  
n(%) 

Given None Given 

A
s
s

is
ta

n
c

e
 Care 4 (1.9) 209 (98.1) 

Transport 2 (0.9) 211 (99.1) 

Money 1 (0.5) 212 (99.5) 

Food 1 (0.5) 212 (99.5) 

Other 3 (1) 218 (99) 

A
d

v
ic

e
 

Diet 95 (44) 119 (56) 

Medication 51 (24) 162 (76) 

Exercise 44 (21) 169 (79) 

Water 10 (5) 203 (95) 

Rest 8 (4) 205 (96) 

Natural Remedies 5 (2) 208 (98) 

Other 31 (14) 190 (86) 

 

Treatment for DM used by the respondent or persons known to respondent with DM 

The first line of treatment for type 2 diabetes is lifestyle modification including diet/meal 

planning, weight management and physical activity aimed at controlling blood glucose 

levels. Often these measures are not enough to bring blood glucose levels down near 

the normal range thus the next step is taking an oral medicine that lowers blood glucose 
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levels. The third line of management is insulin. Individuals with type 1 diabetes however 

must use insulin10. 

 

Figure 4.16 below shows that Metformin was the type of treatment mostly reported 

(80%) followed closely by insulin (74%).  Twelve percent of respondents reported the 

use of natural remedies. A quarter of participants (25%) reported other types of 

treatment which included diet, exercise, regular doctor's visits and frequent monitoring 

of blood glucose.  

 

 
 

Treatment for Diabetic Eye Complications being followed by the respondent or persons known 

to respondent with DR                                                                                                

During the first three stages of diabetic retinopathy, no treatment is needed, unless you 

have macular edema. To prevent progression of diabetic retinopathy, people with 

diabetes should control their levels of blood sugar, blood pressure, and 

blood cholesterol. Proliferative retinopathy is treated with laser surgery. If the bleeding is 

                                                           
10

 American Diabetes Association, (2015). Living with Diabetes, Treatment and Care. Retrieved from 
http://www.diabetes.org/living-with-diabetes/treatment-and-care/ 
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Figure 4.16. Treatment being followed to control diabetes by 
respondent or anyone they knew 
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severe, you may need a surgical procedure called a vitrectomy. During a vitrectomy, 

blood is removed from the center of your eye11.  

 

Three quarters (75%) of respondents stated that eye drops were utilized to treat DR in 

them or a person they knew; while 23% reported surgery. Half of the respondents 

reported other options which included use of eyeglasses, diet (i.e. use of carrots), 

medication (tablets, insulin, vitamin k), natural remedies (marijuana, herb) and regular 

check-ups. 

 

 

Table 4.8 highlights community specific responses by treatment type. Lacovia once 

again showed results that were much different than that of the overall parish. The 

respondents in Lacovia reported the lowest usage level of insulin (66%) or 

tablets/metformin (66%) but had the higher levels of 'Other' treatments. Residents of 

Thornton also had differing results with those respondents reporting the highest use of 

insulin (88%) and metformin (92%) but also herbal / natural treatments (40%). 

Additionally, Thornton reported the least recall of eye drops (46%) and eye surgery 

                                                           
11

 National Eye Institute, (2012). Facts about Diabetic Eye Disease. Retrieved from 
https://www.nei.nih.gov/health/diabetic/retinopathy 
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Figure 4.17. Treatment for Diabetic Retinopathy being followed by 
respondent or persons known to respondent with DR 
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(17%) as methods used for the treatment of eye problems, while Black River and 

Pepper reported the highest usage of eye drops (84%) and surgery (52%) respectively.  

 

 

Table 4.8 Percentage Respondents reporting Type of DM & Eye Treatment utilized by community  

COMMUNITIES 

Diabetes Treatment (%) Eye Treatment (%) 

Insulin Metformin 
Herbal / 
Natural Other Eye Drops Surgery Other 

Black River (n=43) 72 81 16 7 84 19 84 

Lacovia (n=50) 66 66 13 38 74 18 32 

Malvern (n=26) 83 79 8 8 90 0 20 

Pepper (n=23) 70 91 0 17 76 52 14 

Santa Cruz (n=40) 78 84 0 34 73 30 60 

Thornton (n=25) 88 92 40 20 46 17 75 

No Response (n=5) 50 100 0 0 67 67 67 

Brompton (n=1) 100 100 0 0 100 0 100 

Goshen (n=2) 100 100 0 0 100 100 0 

Leeds (n=2) 50 50 50 50 100 0 0 

Mountainside (n=1) 0 100 0 0 100 0 0 

Southfield (n=2) 0 0 0 100 100 0 0 

Watchwell (n=1) 100 100 0 0 100 0 100 

Total (n=221) 74 80 12 25 75 23 50 
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SUMMARY OF PRACTICES: TAKE-AWAYS 
 

 

  

 A small number of persons reported they offer assistance to someone with 

DM.  

 

 Several persons reported giving advice primarily regarding diet, medication 

and exercise. 

 

 Treatments for the control of DM were consistent with expected practices 

however respondents were not as informed regarding the management for 

problems with the eye. 

 



 

51 
 

4.7 Access to Health Care Services Barriers 

 

The following diagram illustrates the factors reported by respondents as problems that 

older people face in getting health care services such as screening for diabetes and eye 

problems. Money was the most frequently (66%) identified barrier to access health care 

services. Support/assistance, wait time in health facilities, and transportation issues 

followed money as barriers with 16%, 15% and 12% of respondent identifying them as 

challenges respectively (See Appendix 3). The lack of assistance is consistent with the 

practice finding that only 2% of persons provide assistance to someone with DM. 

 

 

 

Figure 4.18 - Word Cloud: Access to Health Care Barriers 
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4.8 Best Ways to Get Information Out 

Community Meetings (26%) was the method most frequently recalled as best practice to 

get information out to people in the community about diabetes and blindness caused by 

diabetes. Utilization of Flyers / Brochures / Pamphlets, Television and Radio each 19% 

followed community meetings. (See Appendix 3). 

 

Figure 4.19 - Word Cloud: Methods to Utilize to Increase Awareness

  

 

4.9 Willingness to learn how to care for people with DM and it sequela 

Of the responses, almost all (94%) of participants were willing to learn how to care for 

people with DM and its sequela. There were no significant associations found by age 

group, sex or personal experience with DM.  
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SUMMARY OF INCREASING AWARENESS: TAKE-AWAYS 
 

 

  

 Almost all participants were interested in learning how to care for DM and its 

sequela.  

 

 The best ways to increase awareness are: 

 
o Community Meetings 

o . Flyers / Brochures / Pamphlets 

o Television 

o Radio 

 

 The primary barriers to accessing health care include: 

o Money 

o Support /Assistance 

o Transportation 
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CONCLUSIONS & RECOMMENDATIONS  

 

5.1 Conclusions 

There was a moderate level of good knowledge of diabetes and also diabetic 

retinopathy, displayed by a little less than half of the respondents, and overall positive 

attitudes towards. However, gaps were still identified, and the level of good knowledge, 

positive attitudes and desirable practices was still considered to be suboptimal, 

especially considering the extensive personal and/or family history of diabetes among 

participants.  

 

Analysis by community breakdown also showed that Lacovia consistently had notably 

higher degrees of knowledge gaps, pervasive myths around diabetes and questionable 

health-seeking practices when compared to overall sample.  Additionally, in terms of 

knowledge gaps, Thornton was also an area of concern.  

 

Overall, these findings support the need for educational interventions to improve the 

knowledge, attitude and practices of the older residents of St. Elizabeth. 

 

5.2 Recommendations 

 
Training and Development of Educational Material 

 In light of varying levels of knowledge in communities and the high degree of 

affectation by DM, all training modules developed should be comprehensive in the 

content covered, addressing the full range of topics from definition to complications.  

 Proper nutrition and regular exercise need to be emphasized in the training modules 

as necessary and complementary treatment options to medications, as well as being 

protective measures against developing diabetes or its complications.  

o To enhance the transfer of this knowledge, practical cooking and physical 

activity demonstrations should be incorporated into the training sessions 

taking into account the limited financial resources and overall challenges with 

personal mobility expressed by the target group.  
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 Myths around diabetes need to be clearly addressed to improve overall 

understanding of how to prevent and treat DM and/or its complications such as DR. 

 Efforts should be made to identify participants' non-traditional (i.e. non-medical) 

sources of health information within the community, and ensure that these persons 

are included in the targeted trainings. For example, church was one of the frequently 

suggested places for dissemination of information on diabetes (as well as health 

fairs that are often organized through churches) so it may be important to include 

leaders (including lay or congregational leaders) within the church as part of the 

targeted audience of trainees. 

 Lack of support was a key barrier identified to accessing health care services such 

as screening. Additionally, very few persons reported that they currently provide 

assistance to a diabetic, but almost all respondents indicated a willingness to learn 

how to help them. As such, in addition to bringing screening and other related health 

services closer to the target groups through a mobile unit, the local community 

groups (including the churches) should be facilitated in their capacity building so that 

they can organize and coordinate support groups and services to their fellow 

community members. Support may include direct assistance/basic care, comfort 

through social visits, meal preparation or sharing and/or education on proper 

management. 

 Targeted interventions are needed for the communities of Lacovia and Thornton as 

they more so than other communities showed either high levels of knowledge gaps 

and/or pervasiveness of myths around diabetes and/or less than ideal practices. 

o  In addition to having more intense, more frequent and/or more targeted 

interventions for these communities that had consistently low performance for 

most of the questions, it may also be worth doing a little more assessment of 

these communities to understand what were the specific factors at play that 

may be influencing the degree of knowledge gaps so that interventions can 

be designed to help address these gaps. 

 Male-centric trainings and screenings should be considered. This will be important to 

addressing the negative attitudes towards health-seeking behaviour of diabetics that 

came out in the survey for males. 
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 High graphic posters or pamphlets should be developed and placed in health 

facilities and other community settings, even if that facility does not offer the 

specialist services needed to manage DM and/or its range of complications. This 

should be in conjunction with a directory of service providers (including NGOs) that 

offer the different types of diabetes support and given to trainees as a resource. 

 The importance of regular check-ups and overall management of DM needs to be 

emphasized. 

 

Increased Access to Health Services 

 Efforts to provide services closer to where the residents live should be facilitated as 

transportation, distance to clinic, and money for care were all noted as major barriers 

to accessing services. This includes building the capacity of local service providers 

in addition to actual delivery of services. 

 

Evaluation of Implementation 

 At the end of implementation of activities, the survey should be repeated (using the 

same tool and methodology) to measure progress against the baseline. 
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APPENDICES 

APPENDIX 1: QUESTIONNAIRE (WITH SCORING DETAILS FOR KNOWLEDGE) 
 

                                                                                

KNOWLEDGE, ATTITUDE & PRACTICE (KAP) STUDY 

 

Introduction 

 

Good day. HelpAge International is presently undertaking a project in St. Elizabeth 

regarding diabetes and its effect on the eyes and would like to get some information 

from you in order to better plan the activities of the project. This will only take a few 

minutes of your time, and we would be grateful if you could answer a number of 

questions. 

Section 1: Knowledge 

1. What is diabetes? (1 point) 
Either of the following responses: 

 High blood sugar/glucose levels (1) 

 Insufficient or ineffective insulin/ Insulin resistance (1) 

  

2. What are the signs that suggest that a person has diabetes? (3 points) 
Any 3 of the following symptoms 

 Persistent uncontrollable thirst (1) 

 Frequent urination (1) 

 Weight loss (1) 

 Unexplained tiredness/ fatigue (1) 

 Blurred vision (1) 

 Itching (general or vaginal or penile) (1) 

 Slow healing of minor skin lesions (1)  

 Increased hunger associated with increased food intake without weight gain (1) 

 

3. What are the main causes of diabetes? (2 points) 

Any 2 of the following responses: 

 insulin resistance (1) 

 pancreatic dysfunction (1) 

 pregnancy (1) 

 overweight/ obesity (1) 

 family history (1) 
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 poor diet (1) 

 physical inactivity (1) 

 

4. (a). What can be done to prevent diabetes? (2 points) 
Any 2 of the following responses: 

 Proper nutrition (1) 

 Regular Physical Activity/ Exercise (1) 

 Weight Management (1) 

 

    (b). What can be done to treat persons suffering from diabetes? (2 points) 
Any 2 of the following responses: 

 Metformin/ Insulin/ Medication/ Tablets/ Injections (1) 

 Weight Management (1) 

 Proper nutrition (1) 

 Regular physical activity/ exercise (1) 

 

5. What other illness can a person suffering from diabetes develop if he/she does not 

get proper care and treatment for diabetes? (2 points) 
Any 2 of the following responses: 

 Heart disease (1) 

 Kidney disease/ End stage renal disease (1) 

 Stroke (1) 

 High blood pressure/ hypertension (1) 

 Blindness (1) 

 

Total Possible Points for General Knowledge of Diabetes = 12 

 

6. Do you know of anyone who has become blind as a result of problems with diabetes? 

(0 points) 
Yes   No  

 

7. What do you think could be done to prevent persons becoming blind because of 

problems with diabetes? (1 point) 

Either of the following responses: 

 Early detection/ regular eye checks (1) 

 Control of DM/ DM medication/ Diet/ Exercise (1) 

 

8. What is the name given/term used to describe blindness that results from diabetes? 

(1 point) 
Diabetic Retinopathy (1) 
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9. List the different types of treatment available for persons who have eye problems 

related to diabetes that you know of. (1 point) 
Surgery/ Laser surgery (1) 

 

Total possible points for Knowledge of Diabetic Retinopathy = 3 

 

Section 2: Attitude 

Please give your opinion about the following statements by answering: Agree, 

Disagree or Undecided. 

11. Diabetes can be cured completely. 

Agree  Disagree  Undecided  

 

12. Consuming sweets leads to diabetes. 

Agree  Disagree  Undecided  

 

13. Diabetes is more common among rich people. 

Agree  Disagree  Undecided  

 

14. More uneducated people have diabetes than those who are educated. 

Agree  Disagree  Undecided  

 

15. If diabetes is treated early, complications of diabetes such as blindness, heart 

disease and kidney disease can be prevented or delayed. 

Agree  Disagree  Undecided  

 

16. All diabetic patients should have a periodic eye examination by visiting an 

opthalmologist once per year. 

Agree  Disagree  Undecided  

 

17. Patients with diabetes often waste time and money in eye check-ups as most of the 

time the eyes of diabetics are normal. 

Agree  Disagree  Undecided  
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Section 3: Practice 

 

There is not much information available about diabetic patients, their treatment 

seeking behaviour and if they are able to access services. The following 

questions will help us to know about your experience. 

 

18. Are you or any family member affected by diabetes? 

Yes Respondent family member respondent and family member(s)  No  

 

19. Do you provide any assistance or advice to family members or other people you 

know in managing their diabetes? Please explain. 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

20. What types of treatment do you, or anyone you know, follow to control diabetes? 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

21. What types of treatment do people you know follow to control eye problems that 

result from diabetes? 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

22. What are some of the problems that older people face in getting health care 

services such as screening for diabetes and eye problems? 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

23. What do you think are the best ways to get information out to people in the 

community about diabetes and blindness caused by diabetes? 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

24. Would you be willing to learn how to care for people who are suffering from diabetes 

and the other health problems that come with the disease? 

Yes   No  
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Section 4: Personal Data 

 

25.Name: _____________________________________________________________ 

 

26. Sex:  Male  Female  

 

27. Age: 

 

30-39  40-49  50-59  60-69  70-79  80+  

 

28. Address: 

______________________________________________________________________ 

______________________________________________________________________ 
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APPENDIX 2: SAMPLE SIZE CALCULATIONS 
 

Population St. Elizabeth adults ≥ 30 years –  71,13812 

 

Using the Raosoft online statistical software:  

 

 

 
 

 

 

With a 90% confidence level, a 5.5% margin of error and an estimated 50% population 

proportion having knowledge regarding DM / DR a sample size of 223 participants. In 

the absence of empirical data, this estimate of 50% was utilized to give the most 

statistically robust sample.  

 

 

 

 

 

 

 

  

                                                           
12

 2011 Jamaica Population Census, Statistical Institute of Jamaica 
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Appendix 3: Identified Access to Health Care Services Barriers   
 

Identified Barriers 
Number of Responses 
(n) 

Percentage of 
Respondents Identifying 
Barrier (%) 

Accessibility 6 3 

Customer Service 6 3 

Distance To Clinic 9 4 

Don't Know 4 2 

Equipment 2 1 

Facility Capacity 2 1 

Fear 1 0 

Illness 9 4 

Knowledge About Services 1 0 

Money 145 66 

No Care For Elderly 1 0 

No Medication 15 7 

No Problem Noted 12 5 

No Response 18 8 

Quality Of Care 3 1 

Staff 3 1 

Support 35 16 

Transportation 27 12 

Wait Time 34 15 
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Appendix 4: Best Ways to Get Information Out 
 

Methods to Educate the 
Community 

Number of 
Responses (n) 

Percentage of Respondents 
Identifying Barrier (%) 

Advertisements 12 5 

Awareness Campaigns 2 1 

Charts/Posters 5 2 

Church Talks 22 10 

Clinic 15 7 

Club Meeting Talks 4 2 

Community Meetings 58 26 

Cooking Demo 1 0 

Doctors Office 1 0 

Don't Know 1 0 

Early Initiation Of Good Habits 1 0 

Flyers/Brochures/Pamphlets 41 19 

Fun Days 1 0 

Health Aides 2 1 

Health Educators 8 4 

Health Fairs 35 16 

House Visits 25 11 

Individual Events 2 1 

Inquire 1 0 

Media 6 3 

Meetings 10 5 

News  1 0 

News Letters 1 0 

Newspaper 3 1 

No Response 3 1 

Nothing New 1 0 

Personal Testimonies 1 0 

PTA Talks 1 0 

Radio 41 19 

School Talks 9 4 

Seminars/Workshops 28 13 

Stipend 1 0 

Supermarket Talks 1 0 

Support Group 1 0 

Surveys 14 6 

Talks 3 1 

Telephone 1 0 
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Methods to Educate the 
Community 

Number of 
Responses (n) 

Percentage of Respondents 
Identifying Barrier (%) 

Television 41 19 

Town Cryer 4 2 

Visual Education Forum 1 0 

Workplace Talks 1 0 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  


