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One of the aims of the journal was 
to stimulate research and writing 
in the region in the field of nursing. 
After initial struggle we are happy 
to see that we were successful 
in our aim. This issue is rich with 
various papers from the region. 

A paper from Iran looked at 
Audiology service satisfaction 
and its relation to anxiety of the 
parents of hearing impaired children. 
75 parents of hearing-impaired 
children participated in the survey 
one year from diagnosis of hearing 
loss of their children. The authors 
showed that whereas the score of 
satisfaction in people who were 
living in Tehran was more than those 
who live in other places, and their 
anxiety was less, the worry of small 
province people about the durability 
of receiving services from their living 
places was a factor in them being 
more anxious and less satisfied. 

A paper from Bangladesh looked 
at men’s attitudes towards women 
for household affairs. Bangladesh 
society is known to be male-
dominated and men are the ultimate 
decision makers and women play 
little role in household decision 
making. Findings reveal that 
men’s attitudes towards woman 
for household affairs were not so 
satisfactory; a vast portion of men 
opined that if they are able to provide 
enough money for family expenditure 
they would not give permission for 
their wives to work outside home. 

A paper from King Hussein Hospital 
Royal Medical Services looked 
at nursing education simulation. 
The author stressed that clinical 
simulation is an innovative teaching 
and learning methodology that must 
be incorporated into our teaching 
plans and curricula. Expanding 
educational capacity and redesign 
of nursing education through the 
use of clinical simulation technology 
and laboratories is our main goal. 

A paper from the Hashemite 
University , looked at Obesity and 
Postmenopausal Breast Cancer 
Risk. The authors stressed that 
obesity and breast cancer are 
significant problems which affect 
people worldwide. The aim of 
this literature was to propose 
a confirmatory evidence of the 
relationship between obesity 
and postmenopausal breast 
cancer risk and to identify some 
specific biological indicators and 
contributors to this association. 

A quantitive paper from Iran 
Looked at Diabetes: “Defect Point” 
or “Positive Opportunity”. The 
aim of the study was to explore 
and describe Iranian people with 
diabetes’ understanding of, and 
explanation for, diabetes. Eleven 
people with diabetes participated. 
They had a variety of beliefs about, 
and explanations for, diabetes. Six 
themes emerged from the analysis 
that indicated diabetes is a dreadful 
disease, silent killer, defect point, 
worse than cancer, a high-risk baby, 
and an opportunity for positive 
change. Iranians’ beliefs and 
personal interpretation of diabetes 
is strongly influenced by their ability 
to manage the illness, as well as 
socio-cultural factors. The findings 
will help health professionals 
appreciate how Iranian people with 
diabetes view the illness and help 
them respect cultural perspectives 
when delivering care to achieve 
optimal health and wellbeing.
.
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Abstract

 
Introduction: Research has 
shown that a hearing-impaired 
child creates a lot of stress for 
the parents. Counseling of the 
parents of hearing impaired 
children and delivering suitable 
rehabilitation services to the 
satisfaction of people are 
effective in reducing the anxiety 
level of parents. This survey 
is about audiology service 
satisfaction and its relation to 
anxiety of the parents of hearing 
impaired children.

Materials and Method: 75 parents 
of hearing-impaired children 
participated in the survey, at 
least one year from diagnosis of 
hearing loss of their children. The 
method of gathering data was 
interview and two satisfaction 
and anxiety questionnaires which 
were completed by mothers. The 
results were analyzed by SPSS. 

Results: There was no relation 
between satisfaction of people 
and their state and trait anxiety; 
in that in the group which had 
more satisfaction, the anxiety 
score was less and also there 
was a significant relation between 
state and trait anxiety and about 
the demographic variables. City 
of living was the only thing that 
showed a significant relation 
with satisfaction and anxiety and 
people who were living in a small 
province had less satisfaction 
and more anxiety significantly.

Conclusion: Whereas the score 
of satisfaction in people who 
were living in Tehran was more 
than those who live in other 
places; their anxiety was less 
than the others, with the worry of 
small province people about the 
durability of receiving services 
in their places of abode, was a 
factor in having more anxiety and 
less satisfaction in these people.

Keywords: parents of hearing-
impaired children, audiology 
services, anxiety questionnaire, 
satisfaction questionnaire
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Introduction 
The process of opinion polling and 
satisfaction assessment is based on 
the aim of changing the relationship 
between receiver and provider of 
services from a limited, obligatory 
linear form into unlimited arbitrary 
reticular formation. (Stallard, 1996) 
Donabedian says, “The patient’s 
satisfaction is one of the most 
focal parts of health condition in 
society.”(Donabedian, 1995).
On the other hand, having a disabled 
child in a family is an unpleasant 
experience that puts stress on all 
members of a family. Hearing loss 
is one of the most important causes 
for children’s disability. The feelings 
of parents having a hearing-impaired 
child are similar to those who are 
deprived. (Movallali, 2006)

Beckman (1991), Feldman (2002), 
Aral (2007), How (2006) and Moore, 
Vosvick, Amey (2006) reported 
this for other disabilities such 
as blindness, mental deficiency, 
emotional and behavioral disorder 
and chronic diseases. Ozlem and 
co-workers (2000) observed extreme 
anxiety in mothers of cerebral palsy 
children. They emphasized the 
necessity of regular psychological 
protection. However, Kricos (2000) 
considered hearing loss as the most 
stressful disability from the family 
point of view. Parents are faced  

 
with anxiety from the beginning of 
the testing stage and will be so for 
years.

Physical capabilities of doctors and 
nurses are emphasized by studies 
which relate anxiety to patients, 
satisfaction. In these studies the 
information received from the 
specialist of health services is so 
effective in the patients, satisfaction. 
(Carmen Herrera-Espiñeira, 
Rodriguez Del Aguila, Rodriguez Del 
Castillo, Valdivia, Sanchez, 2009)

Peter and Lisa (2009) observed in 
their study, waiting time was the 
main variable to be significantly 
correlated with total score of patient 
satisfaction. 

Plant and Sanders (2007) reported 
that” Difficulty of care-giving tasks, 
difficult child behavior during care-
giving tasks, and level of child 
disability are the primary factors 
which contribute to parent stress.”

Hopton, Howie, Porter (1993) 
declared that the more anxiety 
people have, the less satisfied they 
are, whereas Roberts et al.(1983) did 
not have any observations about a 
meaningful relationship between
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satisfaction and depression checklist. 
Much considerations was given to 
finding some relationship between the 
patients, satisfaction and their anxiety 
level and finally the influence of these 
two variables has been determined.

Burton, Parker (2004) and Ibbotson, 
Maguire, Selby (2004) and Sheila, 
Todd, Nicholas, Carole, Erin, Israel 
(2010), believe that the patients, 
satisfaction is related to their 
psychological anxiety level, but 
they believed more studies were 
needed to prove this attitude.

It is said that some psychological 
variables such as psychosocial 
welfare, the quality of life related 
to health, the power of coping 
with problems, depression and 
anxiety influence the satisfaction 
with therapeutic health services in 
patients who suffer from cancer, 
and in handicapped people. (Jones, 
Pearson, McGregor, 1999, Ibbotson, 
Maguire, Selby, 1994, Bjelland, 
Dahl, Haug, Neckelmann, 2002 )

According to the current studies, 
presence of hearing-impaired or deaf 
children in a family makes parents 
anxious. Consulting parents of 
hearing-impaired children, regarding 
use of hearing aid, and providing 
suitable rehabilitation and efficient 
quality of services have great effects 
on increasing parents, satisfaction 
and decreasing their anxiety. Since 
this matter is very important and 
there is no research on satisfaction 
of audiology services and its relation 
with client’s anxiety, this survey is to 
investigate the relationship between 
audiology services satisfaction 
and the anxiety level of parents of 
hearing-impaired children in Tehran.

Materials and Methods
This is an analytical-descriptive 

study which was done sectionally in 
Tehran audiology clinics. Primarily, 
some clinics were incidentally 
selected among Tehran clinics 
whose tasks are assessment and 
recognition of hearing loss and 
presentation of hearing rehabilitation 
services to children. Seventy-five 

clients took part in the research of 
their own free will. The criterion was 
mothers whose children’s hearing 
loss had been recognized in the 
last year. At first, after giving some 
information about the aims of the 
research and making the clients 
satisfied with participation in the 
study, a scholar-made questionnaire 
for evaluation of satisfaction and 
then Speilberger questionnaire 
(1971) for investigating anxiety 
levels were given to the mothers.
To investigate the reliability of the 

questionnaire of satisfaction, an 
introductory study was done on 10 
samples and the alpha Cronbach 
of the questionnaire was figured 
out about 0.803 by using test-
retest method. The questionnaire 
consisted of 22 closed-answered 
and 1 open-answered questions 
which generally considered different 
aspects of people’s satisfaction, such 
as structure and facilities satisfaction, 
cleanliness and services satisfaction, 
relationship and techniques of contact 
and services satisfaction. The norm 
and reliability of Speilberger (1971) 
questionnaire of anxiety planned 
by Mahram (1994) for Iranians 
has been proved in several series 
of research. This forty-question 
questionnaire consists of two parts; 
of state and trait anxiety. The state 
anxiety is a temporarily emotional 
state which comes along with 
anxiety and tension. To answer these 
questions, the participants choose 
the options that show their present 
feelings and state. Trait anxiety is 
a person’s aptitude to understand 
the particular situations as a threat 
and answer them by various levels 
of state. To answer these questions 
the participants should choose the 
options that most match their feelings.

After finishing the trend of research, 
the results were analyzed by using 
analytical-descriptive statistics taken 
from SPSS software. 

Results 
In this study, 33 hearing-impaired 
children (44%) were between 12 and 
23 months and their hearing loss 
was recognized in the last year. The 
age of 48 mothers were between 
26 and 35 years old. Most of these 

mothers lived in provinces and 6 
mothers had more than one disabled 
child. Analyzing the points resulted 
from both satisfaction and anxiety 
questionnaire showed that most 
people (80%) were greatly satisfied 
with all the factors in audiology 
clinics and there was nobody with 
slight satisfaction. Moreover most of 
the mothers had a moderate state 
anxiety and 12 of them had slight or 
severe anxiety. Most had moderate 
trait anxiety and the individuals 
who showed severe trait anxiety 
numbered 5 persons (6.7%).

The result of study of the relationship 
between satisfaction and anxiety 
level shows that there is not any 
meaningful relationship between 
satisfaction and state and trait 
anxiety, but there was a significant 
relationship between state and 
trait anxiety. Also most people 
(40 persons) have moderate state 
anxiety and extreme satisfaction, 
whereas least people (2 persons) 
had moderate satisfaction and 
slight or severe state anxiety. 
Moreover, most people have 
extreme satisfaction and moderate 
trait anxiety while just one of 
them had moderate satisfaction 
and severe trait anxiety.

There was not any significant 
relations among satisfaction and 
anxiety level with demographic 
variables, such as age of both 
mother and child, age of hearing loss 
recognition, degree of hearing loss, 
mothers’ education and job, etc. 
while the variable of place of living 
can create a meaningful relationship. 
Therefore, Tehran residents 
meaningfully have more satisfaction 
and less anxiety (p=.000, p=.003).

It is necessary to mention that after 
mothers completed the anxiety 
questionnaire, by using visual 
scale, they should express the 
absolute anxiety level resulting 
from their children’s hearing 
loss, in percentage. It showed 
the following final results:
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Table 1: Absolute and relative frequency distribution of the mothers of hearing-impaired 
children, according to state and trait anxiety in 3 levels of slight, moderate and severe

 
 

Figure 1.The Place of living

 
15 mothers: 50% - 70%
40 mothers: 71% - 90% 
20 mothers: 91% - 100%

The results of relationship of place 
of living with satisfaction and state 
and trait anxiety have been shown in 
Figure 1 above.

 
 

Discussion 
The anxiety of consumers who refer 
to the rehabilitation centers always 
influences their satisfaction with 
the given services. The findings of 
this study indicate that the parents 
of hearing-impaired children can 
have an affect on satisfaction with 
services. So, the result was that “the 
more satisfaction the less anxiety”. 
Hopton and co-workers (1993) 
declared that people with more 
anxiety are less satisfied with health 
services.

Other researchers, such as Burton, 
Parker (2004) and Ibbotson et al 
(2004) believed that the patients, 
satisfaction was related to the 
psychological anxiety level. The 
study done by Carmen a et al (2009) 
showed that when the patients had 
more anxiety, their satisfaction 
become less. Also, Franchignoni et 
al (2002) did the same study about 
satisfaction of rehabilitation services 
and its relation with the functional 
situation, age, education, anxiety 
and the life satisfaction of people.
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Finally, results showed that the 
satisfaction with given rehabilitation 
services is related to the state and 
trait anxiety level, demographic and 
functional-biological variables and 
life satisfaction.

In this study, although there was 
a relationship between mothers, 
satisfaction and their anxiety level, 
it was not a significant relationship. 
This finding was seen in the study 
of Roberts et al (1983). In fact 
they didn’t find any meaningful 
relationship between services 
satisfaction and depression 
checklist. Based on the study, 
there were not any significant 
relations between satisfaction and 
demographic variables (except place 
of living). This finding is similar to 
that of the research of Skarstein 
et al (2002) and Nejatisafa et al 
(1998). They also could not find 
any relationship between patients, 
satisfaction, age, gender and other 
demographic factors.
Regarding the ‘more satisfaction 

score and less anxiety level’ in 
Tehran residents rather than 
provincials, it is obvious that the 
factors like ‘traffic and lack of 
essential facilities in clinics can 
reduce the satisfaction of people. 
Furthermore, cutting ‘received 
services is one of the most 
significant reasons for mothers 
who live in provinces to become 
more anxious rather than those 
who live in Tehran. Apart from the 
residential place, the research done 
on the parents of hearing impaired 
children show that they feel too 
much anxiety for their children’s 
problem; therefore, they should 
necessarily be protected to be able 
to recognize and to accept their 
children’s disability. The research 
information, as did other studies, 
showed that the customers were 
satisfied with different processes 
of service and the factor of anxiety, 
according to the information taken 
from the questionnaire of anxiety, is 
in the moderate level. This matter 
confirms the results coming out of 
similar studies which are based on 
the relative anxiety in all parents of 
hearing impaired children.

This research cannot be constantly 
and permanently effective, and 
evaluating satisfaction rates without 
any effects will not have any positive 
consequences. In addition, providing 
the questionnaire of anxiety 
evaluation is necessary for the 
mothers of children using essential 
services investigates the effects of 
anxiety on mothers, satisfaction and 
vice versa in a positive way. 
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Abstract

Bangladesh society is known 
to be male-dominated and 
men are the ultimate decision 
makers and women play a little 
role about household decision 
making. Findings reveal that 
men’s attitudes towards women 
for household affairs is not so 
satisfactory. A vast portion of 
men opined that if they are able 
to provide enough money for 
family expenditure they would not 
give permission for their wives 
to work outside home. In case 
of household decision-making 
a large portion of men gave no 
value to their wife’s opinion. 
Men’s performance in case of 
providing childcare is also low. 
The majority of men argued that 
woman should be beaten up for 
various reasons. This is not a 
good indication of men’s attitudes 
towards women. This study 
will help national authorities to 
design policies and programmes 
that begin to deal with the 
problem. It will contribute to 
our understanding of men’s 
attitudes towards women and 
the need to prevent the harmful 
consequences. 

Key words: Household decision 
making, Justification about ruling 
wife, Discipline children, Logistic 
regression analysis

 

Introduction 
Gender relations within the 
household have a strong influence 
on decision-making regarding 
various household related affairs 
and behavior [1]. In developing 
countries where men are the ultimate 
decision maker, women play little 
role in household decision making 
(Armstrong, A., 1998). Sometimes 
women are not permitted to make 
decisions about childcare and 
child education. Women are facing 
domestic violence through physical 
torture and harassment [2].

Bangladesh society is known to 
be male-dominated. A married or 
unmarried woman is identified as the 
wife or daughter of a man in all social 
interactions. Most national policy-
makers and programme managers 
involved with health service-delivery, 
including healthcare providers, 
employees in public and private 
sectors, community leaders, and 
Members of the Parliament, are male.

According to Article 27 of the 
Constitution of the People’s Republic 
of Bangladesh, “All citizens are equal 
before the law and entitled to equal 
protection of law.” Furthermore, 
article 28(2) states, “Women shall 
have equal rights with men in all 
spheres of the state and public life” 
(Roy AK. Daily Star, 2000). But in 
the case of property inheritance 
the respective religious principles 
and practices are followed. The 
male child receives preference in 
intra-household food distribution. 
Many married working women 
in Bangladesh are obligated to 
deposit their monthly income to 
their husbands, which can lead to 
a compromise for peaceful family 
life [3]. The parents of men have 
a claim of the share of income of 
their sons, but daughters, once 
married, are supposed to support 
their husbands’ families. Women 
in Bangladesh are usually victims 
of acid attack, trafficking, rape, 

unauthorized lashing, dowry, sexual 
assaults, and kidnapping. There have 
been 16,000 reported episodes of 
such victimization between 1995 and 
1999 (Bhuiya IA, the Bangladesh 
Observer, 2000). Men are not 
recognized for their infertility, but 
women are blamed for infertility and 
socially identified as “bondha” (barren 
woman). Men are encouraged to take 
a second wife, but it is not socially 
appreciated if a woman wants to take 
a second husband. There is no male 
related synonym for bad women, 
bondha (infertile), and prostitute.

This paper makes an attempt to 
understand men’s opinion about 
women’s greater access to economic 
participation. Men’s behavior about 
physical abusing of women in 
Bangladesh is also addressed in this 
paper.

Data Sources and 
Methodology 
The data was collected from a field 
survey conducted in the district of 
Rajshahi of Bangladesh. This data 
was collected from both rural and 
urban areas of Rajshahi district. 
Information was collected of 500 
ever-married male household heads 
(Male aged 15-64 years) by interview 
method. Respondents were selected 
by purposive sampling method. For 
rural areas we had selected three 
villages under Horogram Union, of 
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Paba and for urban areas we have 
selected Rajpara Thana of Rajshahi 
Metropolitan City Corporation. 
Besides, some information 
pertinent to women obtained from 
the study area was used here 
for comparison purposes. Data 
analytic methods envisaged in this 
paper are percentage distribution, 
graphical representation and logistic 
regression analysis. 

Results
Men’s Opinion about Women’s 

Greater Economic Participation
Gender disparity through and 

the dominance of men over 
women in many areas of life are 
the prime considerations for the 
development of any programme 
in sexual and reproductive health 
(Rosales et al. 1999). This disparity 
mainly comes through wealth 
and assets. In our society women 
are not allowed to play a greater 
economic role (Abdullah et al. 1995). 
Consequently the dependency on 
men makes women vulnerable. 
Men’s reproductive behaviors are 
influenced by economic inequality 
[4]. 

This study data can help us to 
understand the nature of men’s 
attitudes towards women’s greater 

economic participation as it is 
concerned with reproductive health 
matters. In the context of gender 
dynamics equal share of income is 
expected in a family if both men and 
women are capable of doing jobs. As 
ours is a male dominating society, 
men make the decision whether 
women should go outside the house.

From Table 1 (opposite) it is clear 
that if men can well bear the family’s 
expenditure they prefer not to allow 
women to go outside the house for 
any purpose even if it is income 
oriented. About 77.6 percent of men 
favor women to stay in the house if 
men can provide sufficient income to 
the family and 22.4 percent of men 
favor women to go outside the home 
for working purposes.

Both husband and wife should have 
equal participation in household 
decision-making [5]. More than 31 
percent of respondents give more 
value to their wife’s decision; 28.2 
percent of respondents give no value 
at all to their wife’s decision and the 
rest, 40.6 percent of respondents, 
give less value to their wife’s 
decision. Both men and women 
should have equal responsibility in 
taking care of their children. Their 
passionate caring can only help to 
advance children both mentally and 

physically [6]. About 45.8 percent of 
men said that both men and women 
should take the responsibility to 
discipline children. 29.8 percent of 
men said that only women should 
take responsibility to discipline 
children and 24.4 percent of men 
said that only men should take the 
responsibility to discipline children 
From Table 1 it is also observed 
that a vast majority of the men (65 
percent) said that they take the 
responsibility to take care of their 
house and a small proportion (7.2 
percent) said that women should 
take responsibility for taking care of 
their house and only 27.8 percent of 
men said that both men and women 
should take responsibility for taking 
care of their house.

The reverse picture is observed 
in Table 1, which expresses that 
women should take responsibility 
in the case of taking care of their 
children. A large proportion of 
men (86.6 percent) said that only 
women should take responsibility 
to take care of their children. The 
same result is found in Figure 1. 
Respondent’s views regarding 
children’s care obtained from the 
study, fell in favor of women’s 
responsibility.

Figure 1: Men’s attitudes towards responsibility for taking care of children
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Table 1: Percentage Distribution of Respondent’s Opinion for Married Women for Household Affairs

Men’s Attitude towards 
Women for Work Permit 
outside Home: A Multivariate 
Logistic Regression 
Analysis
The logistic model is fitted by 
considering the relative risk that 
the respondents give permission to 
their wife’s work outside home which 
we dichotomized by assigning 1 if 
the respondent gave permission to 
their wife and 0 if they did not. From 
the results of logistic regression, it 
appears that respondents whose 
educational status is uncompleted 
primary, they were 18.693 times 

more likely to prefer to give work for 
their wives to work outside home, as 
compared to illiterate respondents. 
Respondents who have completed 
primary level of education were 
22.781 times more likely to prefer 
to give of their wives to work 
outside home as compared to those 
respondents with no education. 
Respondents with secondary and 
higher education were 35.808 
times more likely to prefer to give 
work their wives permission to 
work outside home as compared to 
illiterate respondents. The results 
were found to be statistically highly 
significant. Religion directly effects 

men’s permission for their wives to 
work outside home, in the country 
[7].

Religious minded people, particularly 
in religions like Islam, favor their 
wives to stay at home and perform 
internal household works. Our 
model also indicates the significant 
influence of religion. The odds ratio 
in this case is 3.448 which mean that 
non-Muslim men were 3.448 times 
more probable to favor their wives to 
go outside home for work purposes, 
as compared to men of Muslim 
religion. The results were also found 
to be statistically significant.
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Source: Data from a field survey carried out in Rajshahi District of Bangladesh, 2007 
Note: (Ref)=Reference category, Here ***, ** and * indicates p<. 001 (highly significant), p<. 01 (significant),  and p<. 
05 (less significant) 
Table 2: Logistic Model to Work Permit of Respondent’s Wife Outside Home

O R I g I N A L  C O N T R I B U T I O N  &  C L I N I C A L  I N V E S T I g A T I O N

Table 2 shows that respondents 
who lived in rural areas were less 
likely to prefer to give their wives 
permission to work outside home 
as compared to those respondents 
who were living in urban areas. 
Respondents who lived in rural areas 
were 0.196 times less likely to prefer 
to give permission to their wives to 
work outside home as compared 

to those respondents residing in 
urban areas. The respondents who 
have used contraceptive methods 
currently were more likely to prefer 
to give permission to their wives to 
work outside home as compared 
to those respondents who were 
not using contraceptive methods 
currently. Respondents who have 
used contraceptive methods 

currently were 2.060 times more 
likely to prefer to give permission 
of their wives to work outside home 
as compared to those respondents 
who were not using contraceptive 
methods currently and the results 
were found to be statistically 
significant.
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The respondents who gave more 
value to their wives regarding 
household decision making were 
3.784 times more likely to prefer 
to give permission to their wives to 
work outside home as compared 
to those respondents who gave 
less value to their wives regarding 
household decision making. The 
respondents who thought that 
husband’s responsibility should 
be more in case of childcare were 
0.212 times less likely to prefer to 
give permission to their wives to 
work outside home as compared 
to those respondents who thought 
that wife’s responsibility is greater in 
case of childcare. The respondents 
who thought that both parents 
should have responsibility in case 
of childcare were 2.121 times more 
likely to prefer to give permission to 
their wives to work outside home as 
compared to those respondents who 
thought that a wife’s responsibility is 
greater in the case of childcare.

Men’s Opinion about Ruling 
Women
Serious physical abuse and 

harassment is the common 
phenomena in Bangladesh, 
particularly in rural areas (Pathfinder 
International, 1996). Women are 
frequently ruled by their husband. In 
our country, women are dying due to 
physical torture and their husbands 
are found responsible in most of the 
cases. As a result women’s lives are 
sometimes hostage to the wild and 
criminal nature of husbands (Barker, 

G, 1998). To remedy this situation, 
women’s greater empowerment 
through economic participation is 
needed.

When men were asked to give their 
justification for ruling their wife the 
majority of the respondents agreed 
with the argument that women 
should be prevented from going 
outside the home without telling 
them (Table-3) (68.0 percent). It 
is also observed from Table 3 that 
about 63.8 percent of respondents 
violence Was carried out against 
women for reasons like being 
angry with her husband. About 
35.0 percent respondents said 
that women should be ruled for 
neglecting children. Nearly the same 
percentage of respondents were 
found in the case of reasons like 
failing to provide food to her husband 
timely. These results therefore 
expressed the ignorant nature of 
some men towards women.

Discussion 
The aim of this paper is to 
investigate some important aspects 
of men’s attitudes towards women 
in Bangladesh by examining the 
situation prevailing in one particular 
area, Rajshahi. The analysis shows 
that, men’s attitudes towards woman 
for household affairs were not so 
satisfactory. The analysis reveals 
that men did not prefer to allow 
women to go outside the house for 
income generating purposes; about 
77.6 percent of men opined that if 

they able to provide enough money 
for family expenditure they would 
not give permission to their wife to 
work outside home. In the case of 
household decision-making 28.2 
percent of men gave no value to their 
wife’s opinion whereas 40.6 percent 
gave a little bit of value of their wife’s 
opinion. Men’s performance in case 
of providing childcare is also found 
to be low. The majority of the men 
thought that a woman has the major 
responsibility for providing childcare. 
Physical abuse is a common 
event in our country, particularly in 
rural areas. Nearly 63 percent of 
respondents said women should 
be beaten up by their husbands 
for being angry with the husband. 
We also found that the majority of 
men said that only men should take 
the responsibility for taking care of 
their house and a small proportion 
said only women should take 
responsibility for taking care of their 
house and the rest, 27.8 percent 
of men, said that both men and 
women should take responsibility 
for taking care of their house. A 
group of socio-economic variables 
were significantly associated with 
the male’s work permission for 
their wife’s work outside home. 
Rural-urban discrimination exhibits 
significant variations in the male’s 
permission for their wife to work 
outside home. It is also found that 
urban respondents were more 
likely to give permission than their 
rural counterparts. Education of 
respondents is the single most 
important factor found  to have a

Source: Data from a field survey carried out in Rajshahi District of Bangladesh, 2007
Table 3: Percentage Distribution of Respondent’s Justification about Ruling their Wife
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significant and positive effect on 
male’s permission to allow their 
wife to work outside home. As 
the education level increases 
respondents give more permission 
to theior wife to go outside home 
for work purposes, also rises. 

The overall scenario of men’s 
attitudes towards women for 
household affairs is not satisfactory. 
Still much work has to be done in 
this area to change man’s attitude 
towards women. In the light of the 
above discussions, the following 
recommendations are made:

• Women’s empowerment is 
the process by which unequal 
power relations are transformed 
and women gain greater equality 
with men. Male participation and 
acceptance of changed roles are 
essential for women’s empowerment. 
• The government should also 

attach greater priority in the social 
sector, including enhancement of 
women’s status, especially through 
increased female educational 
and employment opportunities, 
and improved access to media. 
• Increase the opportunity for men 

and women to work together, share 
personal experiences, strengthen 
professional networks and explore 
new ideas and strategies to increase 
men’s constructive involvement in 
reproductive health and to develop 
better attitudes towards women.
• Special programmes could 

be put into place to encourage 
men to understand and support 
women’s choices and increase 
communication between partners

Last but not least, much greater 
investment is urgently needed to 
reduce violence against women 
and to support action on the study’s 
findings and recommendations. We 
must bring the issue of domestic 
violence out into the open, examine it 
as we would the causes of any other 
preventable health problem, and 
apply the best remedies available.
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Introduction 
The prevalence of obesity has been 
increasing worldwide (National 
Center for Health Statistics, 2009). 
According to the National Health 
and Nutrition Examination Survey 
2008, 35.5 % of American women 
complain of obesity. Obesity is 
associated with many chronic 
diseases, including cancer and 
post menopausal breast cancer in 
particular (Stein & Colditz, 2004).

Reviewing the American cancer 
society statistics in 2008, breast 
cancer prevalence contributes 
27% of all types of cancers, and 
estimated cancer deaths equal 15%. 
Many studies suggest that obesity 
increases the postmenopausal 
breast cancer risk (Eng et al., 2005). 
If weight changes can alter the risk 
of postmenopausal breast cancer 
risk, it would be important to advise 
women to maintain or lose weight to 
decrease this risk.

Weight gain since early adulthood 
has been associated with increased 
postmenopausal breast cancer 
(Lahmann et al., 2005). Among 
few studies of weight loss, nil 
or no significant associations 
were observed with the risk of 
postmenopausal breast cancer 
(Lahmann et al., 2005). The aims 
of this review were to propose 
a confirmatory evidence of the 
relationship between obesity and 
postmenopausal breast cancer risk 
and to highlight some biological  

indicators and contributors to obesity 
as a risk factor for postmenopausal 
breast cancer, and to end with 
recommendations for controlling 
these factors. These biological 
indicators are anthropometric 
measures as BMI, body size and 
weight changes, serum levels of 
Leptin and Adiponectin.

Many studies were researched and 
examined through the literature for 
the purpose of meeting the aims of 
this review.

Materials and Methods 
In February 2010, published 
literature was searched using 
“Pubmed” and “Google” search 
engines. In both search engines 
specific keywords were searched; 
“Body mass index”, “obesity”,” 
breast cancer”, “fat distribution”, 
“weight changes”, “serum Leptin”, 
“serum Adeponectin”, “nutrition and 
breast cancer”, “postmenopausal 
obesity”, “postmenopausal breast 
cancer”, anthropometric measures”. 
The electronic search was limited 
to English language publication, in 
human beings; animal studies were 
excluded. 

In respect to all kind of studies, 
the research was limited to 
research based articles and 
integrative literature reviews for 
adult population, not older than 
2004 studies. During the electronic 
research, 40 papers were found
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The results of the review 
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and many biological indicators 
may help in the assessment of 
this obesity such as Leptin and 
Adiponectin. 
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postmenopausal breast cancer 
risk, health education for medical 
staff, patients and families is very 
important, which helps in the 
prevention or limitation of obesity 
during life ages, which could 
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related to this topic, but 23 literature 
reviews and research based articles 
were included as they follow the 
inclusion and exclusion criteria.

“Menopause” was defined 
as cessation of the menstrual 
period in the normal age range 
older than 45 years old, and any 
menopause before this age was 
excluded. Results that are specific 
for Hormone replacement users 
were also excluded in this review. 
Obesity term was not restricted 
to the post menopause period; 
obesity effects in any age category 
were included. The research was 
limited to female breast cancer due 
to its dominance over male breast 
cancer. Obesity was defined as 
Body Mass Index (BMI) more than 
or equal to 30. Waist girth was 
defined as the measure around the 
midpoint between the iliac crest 
and lower margin of the ribs. Hip 
girth was defined as the maximum 
circumference around the buttocks 
posteriorly and the symphysis pubis 
anteriorly and waist-to-hip ratio 
represents a measure of central 
adiposity. Epidemiology of obesity 
and breast cancer were classified 
according to the American society. 
If the study’s findings support the 
association between obesity and 
postmenopausal breast cancer risk 
it was named “positive” findings. If 
the statistical significance was (p ? 
0.05) for research based articles the 
study was included and if not it was 
excluded.

Results 
Anthropometric Measures
Specific anthropometric measures 
are a good indication for obesity. 
Body Mass Index is an international 
assessment tool used to identify the 
obesity term. Other anthropometric 
measures are also a good indication 
for obesity, such as body fat 
composition, body fat distribution 
and hip and waist circumferences. 
Strong biological rationales and 
epidemiological evidence support 
that obesity has a major role in 
postmenopausal breast cancer 
risk. Many studies were reviewed 
supporting this evidence. Most of 
the reviewed studies combined 

more than one anthropometric 
measure to determine obesity in 
postmenopausal breast cancer risk. 

A study in Iran in 2008, investigated 
the association between body mass 
index and the post menopausal 
breast cancer risk using a 
randomized control trial for 116 
women, introducing a positive 
result, that women with body mass 
index >30 had a threefold increased 
risk of breast cancer with 95% 
confidence interval (Montazery et 
al., 2008). Similarly, in a Chinese 
study conducted in 2005, women 
with body mass above 30 had a 
1.73 fold increase risk than other 
women, to develop postmenopausal 
breast cancer and recommended 
women to control their weight for 
breast cancer prevention in their age 
category (Chow et al., 2005). A 2007 
review of 24 cohort studies and 56 
control studies in postmenopausal 
women provides strong evidence 
for the association between obesity 
and the postmenopausal breast 
cancer risk (The American Institute 
for Cancer Research, 2007). In a 
million women prospective cohort 
study for United Kingdom’s women 
aged from 50-64, between 1996 to 
2001, in a multi-type cancer risks 
study, the results were supportive 
to previous mentioned ones. Out of 
5,629 diagnosed as postmenopausal 
breast cancer patients, 1635 
of them were obese (BMI) >30, 
concluding that an increase in BMI 
is associated with a significant risk 
of postmenopausal breast cancer 
(Reeves et al. 2005).

Other studies combined the 
examination of more than one 
anthropometric measure, such 
as BMI with hip and waist 
circumferences. Such a study 
took a place in France in 2006, to 
investigate the association between 
various adult characteristics and 
postmenopausal breast cancer risk 
relying on longitudinal prospective 
cohort studies for 3.6 years follow 
up. The main results were that out of 
6911 aged between 45 and 70 years, 
860 patients were characterized 
by increase in hip and waist 
circumferences and an increase 

in BMI more than or equal to 30 
(Tehard, Clavel-Chapelon, & E3N 
group, 2006). 

Few studies get deeper into the 
topic and analyze the association 
between BMI and postmenopausal 
breast cancer risk. A Danish study 
reached that limit by using specific 
details of the body mass index 
itself (Mellemkjar et al., 2006). BMI 
depends on both fat free mass 
(FFM) and body fat mass (BFM) 
and these two measurement 
tools are important in clearing the 
relationship between obesity and 
postmenopausal breast cancer risk. 
In this cohort study they found that 
FFM plays a more dominant role 
than BFM does in the assessment 
of the association between BMI and 
postmenopausal breast cancer risk. 

Many researchers discussed the 
role of weight changes during life 
age categories with the risk of being 
diagnosed with postmenopausal 
breast cancer. In this literature 
many studies have been reviewed, 
confirming that weight changes 
during life increases the effect of 
postmenopausal breast cancer risk 
(Ahn et al., 2007; Eliassen et al., 
2006). In the study of 2006 within the 
nurses’ health study, a prospective 
cohort study of total 87,143 aged 
from 30 to 55 years were assessed 
at two levels; the first level started 
from age 18 and were followed up to 
26 years old, and the second level 
started since menopause in 49,514 
and were followed up to 24 years. 
With a 95% confidence interval in 
this study, the population attributable 
risks are 24.2% for weight gain since 
18 years old, and 7.6% for weight 
gain since menopause (Eliassen et 
al., 2006). In another prospective 
trial in the National Institutes of 
Health-AARP Diet and Health Study, 
99039 women aged between 35 
to 50 years were assessed and 
followed up; 2111 were diagnosed 
with postmenopausal breast cancer, 
depending on BMI and waist- hip 
ratios, giving evidence that weight 
gain since 18 years old increases 
the risk of postmenopausal breast 
cancer (Ahn et al., 2007). The long 
island study project recommended 
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women not to gain weight and try 
to try to be fit for their own weight 
and height depending on the results 
of the study; women who gained 
more than 15 kg since year 20 
have a 1.6 fold increased risk for 
postmenopausal breast cancer Also 
those who gained more than 11 kg 
have a 1.62 higher risk to develop 
the cancer (Eng et al., 2005). 
Awareness of obesity and its risks on 
developing postmenopausal breast 
cancer is highly recommended for 
the female population. A study using 
a questionnaire for women attending 
a breast cancer family history clinic, 
shows that the prevalence of obesity 
in postmenopausal women is 37%, 
and other results recommended 
the need for health education about 
obesity in this population (Begum, 
Richardson, & Carmichael, 2009). 

Adiponectin and Leptin 
Biological hormones and 

substances play a major role in 
breast cancer development (Rose, 
Haffner, & Baillargeon, 2007). 
Adiponectin is a member of the 
polypeptides that are produced by 
Adipocytes. To elaborate more on 
the association between obesity and 
post menopausal breast cancer risk, 
Adiponectin has a significant role 
in this relationship. Many studies 
are now taking place to study this 
mechanism. A 2006 review for 
molecular links between obesity 
and breast cancer provided good 
evidence of an inverse relationship 
between serum Adiponectin 
level and risk of postmenopausal 
breast cancer (Lorincz & Sukumar, 
2006). Similarly, Adiponectin low 
serum levels increases the risk of 
postmenopausal breast cancer 
as shown in an endocrine related 
review (Tian et al., 2007). New 
research for gene related effects 
supported that there is a relationship 
between Adiponectin genes and the 
risk of having breast cancer, either 
postmenopausal or during the life 
time with an inverse relationship 
(Kaklamani et al., 2008).

Leptin also is undergoing research 
due to its association with obesity 
and increasing postmenopausal 
breast cancer risk. A 2009 research 

investigated the relationship between 
plasma Leptin level with the risk of 
developing post menopausal breast 
cancer. The results showed that the 
higher risk of postmenopausal breast 
cancer of 1.69 fold is associated with 
higher levels of serum Leptin (? 11.5) 
with a confidence interval of 95% 
(Wu et al., 2009). Studies examined 
the association between serum 
Leptin concentrations and adiposity 
as estimated by BMI and dual energy 
X-Ray absorptiometry measures 
as fat percentage, central and 
peripheral fat and lean mass in the 
postmenopausal female population. 
The documented results showed that 
obese women ( BMI ? 30) had more 
than a three-fold increase in serum 
Leptin concentrations compared 
to normal weight, concluding that 
higher levels of adiposity were 
associated with high concentrations 
of serum Leptin in post menopausal 
women (Mahabir et al, 2007).

Discussion 
   This literature review discussed 
a major topic that combines two 
significant problems; breast cancer 
and obesity. Female breast cancer 
incidence according to many 
international statistics is increasing 
continuously. According to the 
American Cancer Society 2009, 
15% of female cancer deaths are 
caused by breast cancer. Obesity 
has been related to the etiology 
of this disease. The association 
between postmenopausal obesity 
and the incidence of breast cancer 
has been studied intensively in 
the recent years, and the main 
idea of this relationship has been 
established in much research 
as weight gain increasing 
postmenopausal breast cancer risk 
(Eng et al., 2005). Estrogen status 
has become a well known risk factor 
for postmenopausal breast cancer 
(Diaz-Chico et al., 2007). As adipose 
tissue contains higher levels of 
aromatase which converts androgen 
to estrogen, it will be accumulated to 
increase the risk of postmenopausal 
breast cancer ( Lorinsz & Sukumar, 
2006). As in this literature most of 
the research and reviews concluded 
that estrogen has a major role in the 
etiology of breast cancer. 

Obesity has been defined as 
BMI more than or equal to 30, 
as an international scale for this 
assessment tool which helped in the 
research itself. In this literature most 
of the studies showed a significant 
effect of obesity in increasing the 
incidence of postmenopausal breast 
cancer. In this integrative literature 
many studies did not depend on 
BMI itself to determine the meaning 
of obesity; other anthropometric 
measures were used such as fat 
distribution, body composition, 
waist and hip circumferences, which 
supported the result and gave a 
strong positive point. Studies show 
that weight changes throughout 
the life span affected the risk of 
postmenopausal breast cancer 
(Eliassen et al., 2006; Eng et al., 
2005). 

In this review postmenopausal 
breast cancer risk was not limited 
to BMI and other anthropometric 
measures determinants; two 
circulating biological substances 
that have been associated with this 
relationship were also discussed; 
Leptin and Adipocentin. Although 
Adiponectin’s exact mechanism 
is not determined well until now, 
research of this literature suggested 
a relationship between Adiponectin, 
Leptin and insulin resistance which 
contributes to obesity and increasing 
postmenopausal breast cancer 
risk (Tian et al., 2007; Vona-Davis, 
Howard-Mcnatt, & Rose, 2007). The 
research of this literature showed 
that serum Leptin is associated 
with postmenopausal breast cancer 
risk with a positive directional 
relationship. In contrast, serum 
Adiponectin is inversely related to 
postmenopausal breast cancer risk. 

The aim of this literature was met, 
as previous literatures were reviewed 
and strong evidence found to show 
that there is an association between 
obesity and postmenopausal breast 
cancer risk. Strong and weak 
points were seen in this integrative 
literature review. Inclusion and 
exclusion criteria were well defined, 
and any study of women who had 
used any hormonal replacement 
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therapy was excluded, which 
eliminated the unnatural risk factors. 
Updated literature and research 
based articles were only included 
which makes the evidences more 
reliable and current. Research was 
not restricted to a single country; 
many countries were included such 
as USA, Canada, China and others, 
which prevented country bias. In this 
literature, statistics were limited to 
USA and Canada which limits the 
statistical generalization.

Conclusion and 
Recommendations 
Obesity is a modifiable risk factor; 
many strategies can help maintain 
healthy body weight to prevent 
the risk of postmenopausal breast 
cancer. Postmenopausal breast 
cancer risk is highly linked to obesity, 
and it is increasing continuously 
worldwide. This literature narrowed 
the scope on the assessment of 
obesity in this population, and 
explained a relationship between 
these two major problems. 

Recommendations for 
future research and general 
recommendations must be 
highlighted. Education is very 
important for women at any age, 
and better to start early from 
childhood about the obesity effect on 
postmenopausal breast cancer risk. 
This must be circulated in homes, 
schools, universities, hospitals, 
clinic and community wise. The 
policies for the clinics, hospitals and 
schools must fit the need for every 
female, to keep her on the right tract 
healthwise. Some topics need to 
be studied intensively such as gene 
related obesity, and its relationship 
to postmenopausal breast cancer.
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Introduction 
At a time when there is a nursing 
shortage and more and more 
students are being recruited to meet 
these demands, nurse educators 
are increasingly facing more 
responsibilities and demands to 
prepare graduates with essential 
knowledge and skills for beginning 
practice, who can adapt quickly to 
the environment of the work settings 
(Oermann, 2004). Nursing educators 
strive to achieve a successful 
balance between academic and 
clinical education because the 
nursing profession demands that 
graduates have both broad-based 
knowledge and clinical skills. 
(Scherer Y. et al 2003).

In recent years there has been 
an adoption of simulation as an 
innovative teaching methodology 
in the health care field in general 
and there is a growing body of 
the literature describing the use 
of simulation in nursing. There 
is extensive literature discussing 
the theoretical base supporting 
the use of simulation as a method 
of teaching. Simulation has been 
used in nursing for many years, 
progressing from static mannequins 
used to teach psychomotor skills to 
the computer-driven mannequins of 
today (Schoening et al 2006).

The use of simulation technology 
in nursing is designed to create 
an active learning environment 
(Spunt et, al., 2004). Simulation 
is an attempt to replicate some or 
nearly all of the essential aspects 
of a clinical situation so that the 
circumstances may be more readily 
understood and managed when it 
occurs in the clinical practice setting. 
Simulation is a method of evaluating 
learning objectives that engage the 
cognitive, affective, and psychomotor 
domains of learning. 

The history of simulation technology 
can be traced to use of flight 
simulators for pilot training. This 

 
type of training involves the learning 
and practice of certain skills which 
if conducted in real situations 
would put others at risk. The use of 
simulation methods allows students 
to solve problems in the safety of 
the classroom. It also helps nursing 
students to develop clinical decision-
making skills. Additionally the use of 
simulation technology can potentially 
provide the opportunity for students 
to practice certain skills and exposes 
them to certain situations which 
would not be readily available in real 
life (McCausland et al. 2004).

There are many driving forces that 
support the use of simulation in 
nursing education; these forces are 
the insufficient number of nursing 
faculties, the limited access to 
live-patient clinical placements, the 
inconsistency and unpredictability of 
student clinical learning experiences 
in clinical settings, and the limited 
budget. 

In this paper the clinical simulation 
will be thoroughly discussed by 
exploring the literature regarding the 
uses of clinical simulation in nursing, 
the advantages and disadvantages 
of this innovative method, the 
preparation and training needed for 
the successful use of simulation, the 
role of simulation in bridging theory-
practice gap in nursing, and the 
role of simulation in improving client 
safety.

 

USES OF CLINICAL SIMULATION 
IN NURSING
Nursing education has been 
undergoing a major revolution, and 
nurse educators are continually 
reexamining the best way to teach 
and empower students for learning in 
both the classroom and the clinical 
setting (Scherer et.al., 2003). As part 
of educational curricula, simulation 
is not a new concept. Simulators 
have been part of clinical education 
since the 1950s. The first type of 
non-computer simulators were static 
models and were used to learn 
basic skills, such as intravenous and 
urinary catheter insertion (Rauen, 
2004) and medical training in mouth-
to-mouth resuscitation (Cooper 
& Taqueti, 2004). Many types of 
clinical simulation were widely used 
in recent years. These types range 
between simple mannequins to 
high-fidelity computer simulation 
programs. As simulation models 
matured they became more life-like 
and included more functions. High-
fidelity human patient simulators 
(HPS) included software within the 
mannequin that could be accessed 
and manipulated with a laptop 
or desktop computer (Cooper & 
Taqueti, 2004). At present, high-
fidelity HPS, such as Laerdal 
Sim-Man are the most advanced 
methods of simulation training in 
nursing and medicine (Peteani, 
2004). They are found in anesthesia, 
critical care, and other extra-skills 
training and are more recently being 
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integrated into undergraduate 
curricula. Another type was a full-
body manikin that provides nursing 
assessment and intervention 
training. The manikin has a 
moveable head and limbs, male 
or female genitalia, visible and 
audible respirations and palpable 
pulses (McCausland et al. 2004). 
Another form of clinical simulation 
was a simulation scenario focusing 
on the acute coronary syndrome 
(Parr 2006). Finally, Parr (2006) 
used simulated learning to promote 
safe blood transfusion practices. 
These few examples show that 
clinical simulation in nursing can 
take different forms, which makes 
it appropriate to be used in various 
modalities.

ADVANTAGES AND 
DISADVANTAGES OF CLINICAL 
SIMULATION 
Clinical simulation offers the 
opportunity to experiment with 
phenomena or events, which 
for a number of reasons, cannot 
normally be experimented with, 
in the traditional way. Computer 
simulation programs can be used 
in education to give the student 
more feeling for reality in some 
abstract fields of learning. Working 
with a computer simulation program 
often evokes enthusiasm in the 
student and as such it has a positive 
influence on his/her motivation. It 
has been argued in the literature that 
traditional teaching methodologies 
encourage passive learning whereas 
more interactive learning methods 
such as the use of human simulators 
encourage active learning and 
hence promote critical thinking in 
students. Additionally, it reduces 
training variability and increases 
standardization.

In the literature there is debate 
about the advantages and 
disadvantages of simulation as 
a teaching methodology in the 
field of nursing education. There 
is extensive medical and nursing 
literature that linked simulated 
learning with positive outcomes 
such as development of clinical 
skills and competence (Barsuk 
et al., 2005; Wayne et al., 2005, 

2006; Steadman et al., 2006; Ti 
et al., 2006; Beyea et al., 2007; 
Kory et al., 2007;Maslovitzet al., 
2007; Shukla et al., 2007; Tuttle 
et al., 2007). Furthermore, Ravert 
(2002) specified many advantages 
of simulation in education including 
focusing on the intended aspects 
of the situation, presenting serious 
and/or uncommon situations, 
learning in a self-paced manner, 
providing student-centered 
learning, developing higher order 
thinking skills, and student erring 
without repercussions to learner or 
patient. Other advantages are the 
potential for immediate feedback 
and reinforcement and consistent 
curriculum across learners. Mc 
Robert (2005) indicated that nursing 
students have used computer 
simulation to develop clinical 
decision-making skills. Prior to the 
use of computer-simulated patient 
care situations, nurses learned 
critical decision-making skills 
under the guidance of a mentor, 
or by trial and error. In addition 
to these, the literature presented 
many great advantages such as: 
simulation reduces training variability 
and increases standardization; it 
guarantees experience for every 
student, it can be customized for 
individualized learning, its interactive 
characteristics help the students to 
participate actively in their learning, 
and it can animate theoretical 
knowledge within the context of 
clinical reality. Another important 
advantage is the improvement of 
performance in a clinical setting. 
Alinier (2003) pointed out that 
nursing students who were taught 
using simulation had a greater 
improvement in performance than 
the student taught using traditional 
methods (13.43% compared with 
6.76% (p < 0,05) and significantly 
lower anxiety scores than the 
students who did not have the 
simulation experience (Gore et. al 
2010)

DISADVANTAGES OF CLINICAL 
SIMULATION
Mc Fertich (2006) indicated that 
many papers had no negative 
comments on the use of simulation; 
he concluded that there is a 
general bias in the literature 

regarding the use of simulators 
in medical education, and there 
is lack of robust trials showing a 
clinical or knowledge advantage. 
This supported Alinier (2003) who 
indicated that unfortunately, there 
is limited evaluation of the use of 
technologically-supported simulation 
in nursing education. Moreover, 
there is lack of robust evaluation 
of simulation as a teaching and 
learning approach (Wellard et al., 
2007). Ravert (2002) reported that 
disadvantages of using clinical 
simulation include lack of realism 
in the simulation experience and 
the patient responses, as well as 
the expense of the high-fidelity 
computer-based simulators. Mc 
Fetrich (2006) presented many other 
disadvantages that include, the high 
capital cost, the lack of infrastructure 
(lack of trainers and curricula), 
some technical difficulties, such as 
difficulty in evaluating some findings 
in physical examination, the attitude 
of the learner, when they usually 
approach the simulation experience 
differently to real life, and finally, 
there is a limited amount of good 
quality evidence on the effect of 
simulation based training. 

PREPARATION/ TRAINING FOR 
THE SUCCESSFUL USE OF 
CLINICAL SIMULATION
Clinical simulation in nursing 
education is an innovative teaching-
learning methodology that needs 
change on the part of learners 
and educators as well as the 
educational institutions. Before 
starting to introduce this method 
in nursing education, measures 
must be taken to deal with any 
resistance to change that may be 
encountered. A self-awareness test 
can provide insight into how the 
involved parties think, act or react, 
regarding the clinical simulation 
(Wehrli 2003). Furthermore, Wehrli 
(2003) identified two main keys for 
the success of simulation; to choose 
learning objectives that involve 
hands-on experience and that are 
best learned first in a way other than 
through direct patient contact, and 
to use faculty trained to teach using 
simulation to facilitate the experience 
and provide feedback.
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CLINICAL SIMULATION AND 
THEORY-PRACTICE GAP
There are many articles in the 
nursing literature discussing this 
issue from different perspectives. 
The gap between theory and 
practice in nursing is considered 
a problem that needs to be 
solved. Milligan (1998) indicated 
that knowing relevant theory is 
not sufficient if it cannot be put 
into practice. Clinical simulation 
can contribute effectively in the 
bridging of the theory-practice gap 
if it is used appropriately. It can 
help learners to practice applying 
theoretical knowledge to a simulated 
environment that resembles real 
situations.

Morgan (2006) conducted a 
phenomenological study of six 
Irish first year students who 
used simulation in the Common 
Foundation Programme (CFP) to 
help the students to integrate theory 
into practice. This study thus gives 
further argument for introducing 
simulation as a means of increasing 
practical skills. Moreover, Rauen 
(2001) outlined how simulation can 
be used from the novice to expert 
continuum, to develop critical 
thinking skills. Novice nurses will 
benefit from simulation as they apply 
didactic knowledge and integrate 
information while practicing skills. 
The advanced beginner nurse 
benefits from simulations that assist 
in pattern identification and allow 
prioritization of concepts or care 
needs. Rauen (2001) observed 
nurses at the competent and 
proficient levels benefit from the use 
of simulation to teach critical thinking 
skills. The expert practitioner will 
benefit from a safe environment 
where they can think creatively, 
validate their intuition, and articulate 
the thinking processes underlying 
their expertise.
In order to implement simulation for 
teaching, learning and assessing 
practical skills, it must reflect reality, 
which is referred to as fidelity. 
Fidelity relates to the degree in 
which the simulation depicts the 
real environment and equipment 
within which the learner is required 
to perform (O’Neill, 2002). 

Psychological fidelity relates to 
how realistic the student finds the 
simulation and subsequently how 
they respond.

This can play an important role in 
making the transition to the real 
setting as smooth as possible, to 
reduce the reality shock of entering 
clinical practice. It is when this is not 
adhered to that students do not see 
the benefit of the simulation. Modern 
day simulators have been developed 
to look and respond to interventions 
with more and more realism. 
Therefore with current technological 
advances simulators can reflect 
engineering and psychological 
fidelity far more than the manikins 
of 20 years ago; thus providing a 
realistic educational experience.

Simulation can reduce the theory-
practice gap when it is supporting 
exploration and experimentation 
by providing immediate, visual 
feedback, fostering self-regulated 
and collaborative learning, 
and improving motivation and 
engagement (O’Neill 2002). 
Simulation with high-fidelity 
technology is an innovative and 
effective teaching strategy that can 
be used in nursing education. But, 
can clinical simulation replace real 
clinical practice?

Parr (2006) indicated that simulation 
can never replace the real patient 
and the fast-paced hospital setting, 
but it can give students rich, realistic 
opportunities to prepare for live 
patient care. On the basis of our 
experience with critical care nursing 
students in the simulation center, 
the faculty members expect that 
the next time students work with an 
acute coronary syndrome patient, 
they know what to expect in the 
real clinical setting. Simulation is a 
viable option to allow for continuity 
in educational experiences. Nurse 
educators have embraced this 
method as a way to teach, empower 
students, and promote critical 
thinking despite the lack of studies 
validating this teaching method. 
Simulation allows consistency in the 
curriculum and provides students 
with immediate feedback.

Although the research strongly 
supports the benefit of using 
simulation as an adjunctive 
methodology for teaching nursing 
students, it is widely agreed by 
simulation experts that simulation 
alone is not adequate for teaching 
healthcare students to become 
competent, safe practitioners. 
Actual experiences with patients are 
essential. The evidence also showed 
that providing time for reflection 
and for giving reliable feedback 
is important not only for nursing 
students but also for new nurses 
(Spector 2006).

Many studies indicated that 
simulation can never replace real 
clinical practice. Clinical simulation 
is an intermediate phase between 
class room and real clinical settings. 
It is argued that clinical simulation 
will make the transition of nursing 
students to being a nurse more 
easily. This depends on how much 
the clinical simulation environment is 
similar to the real settings (McCallum 
2007).

CLINICAL SIMULATION AND 
SAFETY
The public is also becoming aware 
of the need for increased safety in 
healthcare. (Schoening et al 2006). 
The challenge for nurse educators is 
to overcome these barriers through 
the use of more effective and 
innovative teaching methods.

Learners can make mistakes and 
appreciate their consequences 
without causing harm to patients. 
The management of crisis events 
can be practiced and rehearsed 
to enable personnel to be better 
prepared when such events occur 
in real life. The most important 
advantage is that teams can be 
trained to work in a coordinated and 
effective manner.

No doubt patient safety improves 
when health care providers practice 
handling a difficult situation and 
learn from the experience before 
it happens in real patient care. For 
example, the simulation of a patient 
crisis in the emergency room may 
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provide critical information on how 
a team responds to crises; develop 
strategies on how to work within 
a team during stressful situations, 
how to communicate better and 
how to manage resources. During 
the simulation, a facilitator monitors 
the team’s progress and guided by 
how well the team is coping, will 
make adjustments to the scenario 
to increase or decrease the care 
challenges as appropriate. 

Simulation has an advantage in 
improving client safety. Using clinical 
simulation as a teaching tool will 
improve the safety of the clients. 
Patow C. (2005) indicated that 
medical education has traditionally 
relied on training with real patients 
in actual clinical settings. While 
hands-on, experiential learning is 
indispensable, medical educators 
are increasingly concerned about, 
and committed to, the safety of 
patients. The reality, however, 
is that making mistakes is an 
expected and inevitable part of the 
learning process, and mistakes are 
a real risk to patient safety. With 
simulation learning, medical and 
nursing students, residents, and 
practicing health care providers 
have the opportunity to develop and 
refine their skills using simulation 
technology, without putting patients 
at risk. And at the same time, 
learners gain confidence in their 
ability to perform clinical skills 
with actual patients. In medical 
simulation, computer-controlled 
equipment advances medical 
learning and ensures that students 
learn procedures and treatment 
protocols before using them on 
actual patients. A simulation 
environment allows students 
and providers to learn, practice, 
and repeat procedures as often 
as necessary in order to correct 
mistakes, fine-tune their skills, 
and optimize clinical outcomes. In 
addition, with simulation, students 
can gain experience with various 
types of patients and cases they 
may not actually encounter during 
their rotations in clinical settings. 
This is particularly significant for 
training how to manage emergency 
situations. Patients with serious 
conditions may not get second 

chances. In recent days there 
are advanced simulators, highly 
interactive to create unlimited 
scenarios with a very high physical 
and psychological fidelity. Simulation 
can play a significant role in reducing 
the number of errors in health care 
settings, but it is not expected to 
stop them all because there are too 
many other sources.  

Clinical simulation systems provide 
students the opportunity to practice 
a number of technical and problem-
solving skills in a short period of 
time, and to manage complications 
and problems that are not commonly 
seen in clinical practice. Also, they 
will gain confidence to practice 
in a realistic environment. But 
we should not underestimate the 
role of nursing educators who 
facilitate this opportunity with the 
use of simulation systems as an 
educational tool. Moreover, the 
educator role needs to be changed 
to adapt to the innovations and 
advanced technology. 

Finally, the health care community 
can gain significantly from using 
simulation-based training to reduce 
errors and improve patient safety 
when it is designed and delivered 
appropriately.

Conclusion 
We could identify many advantages 
of clinical simulation. This innovative 
method seems promising to the 
field of nursing education. It was 
noted that advantages outweigh 
disadvantages. The successful use 
of simulation requires collaborations 
of all parties involved - the students, 
educators, and educational 
institutions, and policy makers. 
The collaboration of these parties 
must also gain the support of the 
stakeholder to make the task of 
adopting clinical simulation easier. 
Clinical simulation can never replace 
real practice. It is an intermediate 
phase between the class room 
and the real clinical settings. Many 
studies have shown that clinical 
simulation improves patient safety. 
Clinical simulation will help in making 
the students more confident, more 
competent; learn in a non-stressful 

situation. All these factors are very 
important in reducing errors. But we 
must realize that simulation will not 
prevent all errors because errors 
have other sources that must be 
considered.
Clinical simulation is an innovative 
teaching and learning methodology 
that must be incorporated into 
our teaching plans and curricula. 
Expanding educational capacity 
and redesigning nursing education 
through the use of clinical simulation 
technology and laboratories, is 
our main goal. This goal is not an 
easy one; it will need a dramatic 
change in all parties involved. 
The first step I think must be 
increasing the awareness about 
the advantages of simulation. We 
need to convince the stakeholders 
about these advantages and through 
the evidence base available in the 
literature we can show them that 
the benefits will outweigh the cost, 
especially in the long run.
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Abstract
Aim: The aim of the study was 
to explore and describe Iranian 
people’s understanding of, 
and explanation for, diabetes.

Methods: A qualitative 
research approach using in-
depth interviews was used 
to collect the data between 
February and July 2007. 
Themes were identified using 
content analysis.

Results: Eleven people with 
diabetes participated. They 
had a variety of beliefs about, 
and explanations for, diabetes. 
Six themes emerged from 
the analysis that indicated: 
diabetes is a dreadful 
disease, it is a silent killer, it 
is a defect point, worse than 
cancer, a high-risk baby, and 
an opportunity for positive 
change.

Conclusion: Iranians’ beliefs 
and personal interpretation of 
diabetes is strongly influenced 
by their ability to manage the 
illness, and by socio-cultural 
factors. The findings will 
help health professionals 
appreciate how Iranian people 
with diabetes view the illness 
and help them respect cultural 
perspectives when delivering 
care to achieve optimal health 
and wellbeing.

Keywords: Explorative in-
depth interview, Content 
analysis, diabetes, Illness 
understanding, Iran

Introduction 
Diabetes causes serious long-term 
health complications leading to 
significant morbidity, which has a 
significant impact on people’s quality 
of life as well as that of the family 
(1). Azizi (2005) reported diabetes 
prevalence to be 3.5 million adults 
in Iran (2), which is estimated rise to 
~ 5.1 million by 2025 (3). Given the 
high prevalence of diabetes among 
Iranians, it is surprising how little 
is known about their perspectives 
of beliefs about, and attitude to, 
diabetes.

Understanding people’s views about 
their illness and how it affects their 
life is central to understanding 
how they respond to specific 
diseases including diabetes (4). 
Some researchers indicate having 
a positive outlook is an important 
determinant of behavior and is 
associated with positive outcomes 
in a range of chronic illnesses 
(5). It is also a key determinant of 
empowerment. Others suggest 
having a positive attitude may help 
patients cope with their disease, but 
does not directly affect survival (6).

The personal meaning of disease 
refers to the organized cognitive 
representations or beliefs people 
have about their illnesses. It 
encompasses the psychological 
parameters in which an individual 
conceptualizes his or her illness (7). 
People do not consciously formulate 
a meaning about an illness and the 
meaning they attach to an illness 
tends to change over time and is 
influenced by the individual’s  

 
life experience, significant others, 
their social environment, ethnicity, 
culture, and spirituality as well as 
psychosocial, biological, education 
levels, and economic factors (8-9).

Personal understanding of disease 
not only determines illness-
related behavior and serves as a 
conceptual framework for making 
sense of information obtained 
from health professionals (HPs); 
it affects the way people evaluate 
the appropriateness of HPs’ 
interventions. However, Koch et 
al. (1999) stated that the voices 
of patients are often ignored in 
the health care delivery process. 
Koch indicated HPs are usually 
unaware of patients’ beliefs about 
and explanatory models for their 
condition and rarely ask about these 
issues during clinical consultations 
(11).
Significantly, people’s explanatory 
models vary considerably within any 
population. Even patients with the 
same medical condition or injury 
often hold very different views about 
their illness (7). Such information 
is vital in order to deliver the most 
responsive and appropriate health 
services for people with diabetes. 
Very few publications about these 
issues concern Iranian people. By 
eliciting the patients’ explanatory 
models for diabetes, HPs can better 
understand peoples’ subjective 
experience of diabetes and enable 
them to deliver individual care. The 
current researchers aimed to identify 
the meaning Iranian people with 
diabetes attach to the disease.
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Methods 
Research Design
An explorative study using in-depth 
interview was conducted between 
February and July 2007.

Participants
People with diabetes were selected 
using purposive sampling to achieve 
a sample encompassing different 
educational levels, age groups, 
duration of diabetes and both men 
and women. The sample consisted 
of eleven participants: four males 
and seven females from urban 
hospitals (n=-7) and rural health 
community centers (n=4) in Iran. The 
demographic characteristic of the 
sample is depicted in Table 1. 

Data Collection
Data was collected using individual, 
in-depth, unstructured interviews. 
Each interview was audio-taped and 
transcribed verbatim for analysis. 
Each interview took between 15-150 
minutes and, some participants were 
interviewed more than once (up to 
three times) depending on needs 
more to clarify information. The 
main interview question was: what 
does diabetes mean to you? After 
which the interviewer asked specific 
questions based on the information 
participants provided, to follow up 
and clarify the information. 

Data Analysis
Content analysis was undertaken on 
the interview data. The researchers 
read and re-read each transcript 
carefully and familiarised themselves 
with the data to obtain a sense of the 
entire discussion. They noted their 
initial ideas and cross-checked each 
interpretation with each other to 
ensure agreement. Analysis began 
with open coding of transcripts to 
identify initial categories emerging 
from the data. The codes were 
compared to note differences 
and similarities and sorted into 
categories. The researchers 
discussed the categories to identify 
and formulate themes.

 

Validity and Reliability
Member checking was undertaken 
to ensure the data was trustworthy 
and validated the researchers’ 
interpretation of the data. After one 
researcher initially coded the data 
participants and co-researchers 
re-examined the transcripts. In 
addition, the credibility of the findings 
was established by having other 
researchers independently analyse 
the raw data and their interpretations 
were compared with those of the 
study researchers, to agree on a 
preliminary category list. 

Results
A variety of beliefs about, and 
interpretations of, diabetes emerged 
from the data. The following key 
themes emerged. Four themes 
suggested negative views and two 
were more positive.

1. Negative views 
Most participants had negative 
perceptions of diabetes, which was 
evident in the following themes:

Diabetes is  
• a dreadful disease that  
  disempowers people and  
  threatens their independence
• a silent killer
• a defect point
• worse than cancer

2. Positive views
However, some people had a more 
positive view about diabetes and 
described it as:

• A high-risk baby that needed to be 
cared for and nurtured.
• An opportunity for positive change

Dreadful disease
Most of the participants viewed 
diabetes as a chronic, devastating 
and dreadful disease that made 
them feel their life was out of control 
and reduced their quality of life. A 
50-year old woman said:
“I’m going to die, sooner or later. 

Every morning I tell myself why do I 
sweep? Why do I cook? I’m going to 
die because I’m a diabetic.”

The fear of developing chronic 
complications and associated 
disabilities and having to depend 
on other people was an important 
reason for considering diabetes to 
be a dreadful disease. A 21- year old 
woman said:
“I’m afraid of diabetes complications. 
I’m afraid of dialysis and 
amputations. I always live with the 
fear and worry about my future.”

Almost all the participants thought 
people with diabetes were not in 
control of their lives and therefore 
do not experience a normal life. 
Knowing peers who suffer from 
amputations, blindness or dialysis 
influenced this belief:
“I don’t know any empowered 
person with diabetes who got 
married and had children. I always 
see disempowered people who 
experienced amputation, dialysis 
and blindness.”

Another participant indicated:
“My mother lost her kidneys and 
died. After that I’m afraid too much of 
diabetes.” 

Participants described living with 
constant fear of developing diabetes 
complications and/or dying. A 73-
year old man said:
“Every day, I was losing my weight 
and suffering from urinary frequency. 
One day, my friend asked me: what 
happened? I told him my problem. 
Then he said: maybe you have 
diabetes and you are going to die, 
diabetes killed my brother. I was very 
worried and immediately I went to 
doctor.”

All participants indicated the general 
population has a negative view 
of diabetes. It appears that the 
aggressive nature of the disease 
profoundly affected their beliefs 
about diabetes. 
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Significantly, other people, including 
HPs and family members, influenced 
the way participants viewed 
diabetes. One woman said:
“On the day of diagnosis, my doctor 
frightened me so much. He said you 
are going to experience amputations, 
blindness and end stage renal 
disease. After that I live with fear. 
When I go to bed, I think I’m going 
to die.”

These fears led participants to 
believe diabetes is a silent killer.

Silent Killer
The fear of dying was closely 
linked to the fact that diabetes 
and its complications could be 
present without symptoms, which 
participants described as a ‘silent 
killer”. They described how other 
people with diabetes they knew had 
died in a diabetic coma, which made 
them afraid they would die in bed 
when they were asleep. A 40-year 
old woman said:
“People say when you go to bed, 
please take care of yourself. Maybe 
you will go in a diabetic coma. 
Therefore, when I go to bed, I’m 
afraid and ask God to care for me”

A significant fear was that they would 
die during a hypoglycemic episode. 
A man said:
“Diabetes kills many people by 
hypoglycemia. For example, I 
experienced hypoglycemia many 
times and felt I would die, but my 
God and my wife saved me.”

Most participants believed diabetes 
threatened their ability to live a 
normal life and described it as a 
defect point. 

Defect point 
Some participants believed having 
diabetes meant they could no longer 
have a normal future such as getting 
married and having children. These 
beliefs partly stemmed from the 
generally negative views about 
diabetes and people with diabetes 
in Iranian society and were closely 
linked to the sense of loss of control 

and the fear of dying. In addition, 
people with diabetes perpetuated 
society’s negative view when 
they did not accept their diabetes. 
Participants feared being rejected 
by society and not having a normal 
life like healthy people. A 21-year old 
woman said:
“I’m afraid of the future. I’m not sure 
about it. Because if society doesn’t 
accept me as a girl with diabetes. 
How I can get married? How I can 
have a child?”

Thus, participants regarded the 
diagnosis of diabetes as a defect 
point that changed their lives forever 
and worried about how other people 
would regard them.

A 45-year old man stated:
“When I experience any ulcer, I try 
to do the best care. Because of I 
fear of people’s reactions. I’m really 
afraid about their negative reactions. 
If I have any ulcer in my face or my 
hands, they look at me and say to 
others: look at him and see what 
diabetes does to him.”

This man’s words show having 
diabetes affected his body image as 
well as his self-concept. 

Participants with an impaired body 
image regarded themselves as 
defective and no longer whole, which 
compounded their negative self-
thought. A 40-year old woman said:
“I’m so sad and suffer from changes 
in my body [image]. Diabetes makes 
suffer me. My little son says: Mom 
why you are sick and lose weight 
day- to- day.”
Because diabetes affected normal 
life, caused chronic complications, 
and is a silent disease, some 
participants regarded it as being 
worse than cancer. 

Worse than cancer
For some participants having 
diabetes was worse than cancer. 
Most people believe diabetes is 
a chronic disease that affects the 
whole body slowly without causing  
 

any significant symptoms, especially 
in the initial phase. For example:
“When I hear a person is diagnosed 
with diabetes I tell myself he is 
unlucky. Why? I believe diabetes in 
worse than cancer. Cancer is like a 
snake. He injures you so fast. You 
fear him, but diabetes isn’t a snake. 
Especially in the initial year you don’t 
fear diabetes. Diabetes is a chronic 
and terrible disease that destroys 
you slowly and injures you worse 
than cancer. “

Another participant described how 
diabetes affected him by saying:
“Every one who meets me thinks I’m 
very old. In fact diabetes injured my 
body. I say to myself every disease 
and problem is rooted in diabetes. I 
think diabetes is worse than cancer.” 

Despite their negative views of 
diabetes and the belief that it is 
worse than cancer, most participants 
believed diabetes could be 
controlled. They indicated, however, 
controlling diabetes is hard work, 
similar to caring for a high-risk baby.

High-Risk Baby
In fact, people with diabetes who 
felt they were in control of their 
diabetes and did not have diabetes 
complications were more likely 
to view diabetes positively. They 
likened diabetes to a “high risk baby” 
that needed special and constant 
care to survive. A 73 - year old man 
said:
“Diabetes is an controllable disease. 
It could be control(led) even by 
diabetic diet. My brother controls it. 
But it is very difficult, very difficult.”

In order to care for and control 
diabetes people need to follow a 
healthy meal plan, manage their 
diabetes medicines, undertake 
regular exercise, test their blood 
glucose, and participate in education 
programs about diabetes and to use 
the information they acquire in self-
care.

50-year old woman stated: 
“Diabetes is a baby who needs

C O M M U N I T y  N U R S I N g
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permanent special care. You always 
must try to care for it and attempt to 
control it.”

Knowing how to manage 
diabetes and control the disease, 
relationships with empowered 
peers and their family and society, 
strengthened participants’ positive 
views. 

A 38-year old man said:
“My diabetes is in control. I learned 
how to control diabetes from my 
brother who has lived with diabetes 
for a long time and is healthier than 
me.”

Participants who were positive about 
having diabetes regarded it as an 
opportunity to improve their lives. 

Opportunity for positive change
Some participants felt the diagnosis 
of diabetes represented an 
opportunity for them to positively 
modify their life style. They believed 
diabetes changed their lives, but the 
change was positive and improved 
their lives. For example: 
“Diabetes changed my family and 
my life. We use healthy foods and 
do exercise every morning. It had a 
positive impact on our life. Honestly, 
I say our life improved after 
diabetes.” 

Another participant said:
“When I think, I understand diabetes 
modified my life style. However, it 
changed my life, it was a positive 
change. For example I have to do 
exercise and eat healthy foods.”

Participants who felt they were in 
control of their diabetes were more 
likely to view the disease positively 
especially with long duration of 
diabetes, not having complications 
and knowing how to manage their 
diabetes. Participants who had a 
positive view about diabetes felt they 
were stronger than diabetes.

 
 
 

Discussion
The study demonstrates that Iranian 
people with diabetes have similar 
beliefs about diabetes to people 
from other cultures and those with 
other chronic diseases, as well 
as beliefs specific to Iran. Most 
participants viewed diabetes as a 
“dreadful disease”, even “worse 
than cancer” because it is a silent 
killer. In addition, they were afraid of 
diabetes because of the associated 
complications and disabilities 
that increased the risk of being 
dependent on other people or dying 
especially during hypoglycemia. 
The fear of death and concern 
about the silent nature of diabetes is 
interesting because diabetes is often 
described as a “silent disease” in the 
HP literature, but this is the first time 
to our knowledge that people with 
diabetes have described diabetes in 
this way.

Some participants were even afraid 
to sleep in case they went into a 
coma and died. Koch et al. (1999) 
showed people with diabetes in 
Australia worried about going into a 
diabetic coma, but enjoyed sleeping. 
In fact, they felt calm and free from 
diabetes when they slept (11). 

The different perceptions between 
the current study participants 
and those of Koch et al. suggests 
some diabetes-related beliefs 
are multidimensional and are 
influenced by society and HPs, 
others may be culturally unique 
(11). The findings highlight the fact 
that HPs often focus on peoples’ 
fear of complications such as 
“going into a diabetic coma” and on 
the consequent dependency and 
disability to motivate them to self-
manage their disease and comply 
with treatment recommendations 
to achieve “good metabolic control 
and avoid complications”. Clark & 
Hampson (2003) in UK showed HPs 
viewed Type 2 diabetes as more 
serious than their patients did (12). 
That is, they used scare tactics. 
Scare tactics are not generally 
helpful. Most people respond more 
actively to messages of hope rather 
than messages that cause fear 
(13). HPs can share their concerns 

about long-term complications 
without using scare tactics. The 
current study shows scare tactics 
led to Iranian people with diabetes 
to expect to develop a diabetes 
complication, which created stress 
and reinforced these negative views 
about diabetes. Naude (2006) 
believes recognising the importance 
of psychological factors when caring 
for patients with diabetes is still in 
its infancy. Most HPs considered 
diabetes to be harder to treat than 
other chronic conditions and felt 
they did not have adequate time 
or resources to treat their diabetes 
patients effectively (14). It is possible 
that HPs may not be adequately 
trained in psychosocial education 
processes and mistakenly use scare 
tactics to motivate people to self-
care. Including psychosocial skills in 
HP training programs may give them 
more effective education strategies 
to elicit the cooperation of people 
with diabetes in managing their 
disease. 

In addition, HPs need to educate 
people about all aspects of 
living with diabetes, not only its 
complications and the associated 
disability. They need to convey 
positive messages and change their 
negative attitudes about diabetes 
and people with diabetes. Therefore, 
HPs need to have a more active role 
in relevant Diabetes Associations. 
Skinner et al. (2000) and Cooper 
et al. (2003) showed Diabetes 
Associations are beneficial and 
popular sources of information and 
support (15-16). Unfortunately, there 
are only 18 Diabetes Association 
centers to cater for more than 3.5 
million people in the main Iranian 
cities. More diabetes associations 
are required to meet the needs in 
Iran or access to existing centers 
needs to be improved to help 
educate and support people to 
change their negative beliefs about 
diabetes and reinforce the positives. 
By listening to and understanding 
people’s personal beliefs about 
diabetes, HPs can focus on 
the aspects of having diabetes, 
introduce empowerment strategies, 
and effective population-based 
education prevention and media 
programs.

C O M M U N I T y  N U R S I N g
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The negative view about diabetes 
also emerged in other studies (17-
19). Kyngas et al. (1995) undertook 
a study where people with diabetes 
referred to the disease as a “habit”, 
a “little devil”, a “nightmare”, “stress”, 
“prison”, “death”, and “hell” (20). 
Participants in the current study 
described diabetes as a “dreadful 
disease”, a “silent killer” and a 
“defect point”. Such negative 
emotions might stem in part from 
the fact that patients are responsible 
for many facets of diabetes 
management (21) and experience 
the consequences of the decisions 
they make: for example, amputation, 
blindness and dialysis if they do not 
control their blood glucose (22). 
Alternatively, the negativity could be 
due to the bad reputation diabetes 
has in some societies such as Iran. 
Participants in the current study 
indicated other peoples’ reactions 
to diabetes in general, and to the 
individual with diabetes, is a form of 
rejection. The study also highlighted 
the fact that Iranian HPs, reinforce 
the negative messages people 
receive from society.

Having diabetes negatively affected 
participant’s self-image and thus 
was regarded as a “defect point” that 
restricted their lives and changed the 
way others saw them. For example, 
it affected their marriage prospects 
and ability to have children, 
especially women with type 1. 
Ahmad et al (2001) found Sudanese 
young women were worried 
about their chances of marriage 
(23). Aonoa et al (2000) showed 
Japanese men and women with 
type 1 were less likely to be married 
compared to other age-matched 
counterparts (24). Likewise, married 
women with type 1 in various age 
groups had fewer children compared 
to the general female population. 
Several factors other than diabetes 
complications including job 
discrimination, high medical costs, 
and psychological pressures, could 
account for these findings. 

In contrast, De Alva (2002) believed 
women with diabetes can get 
married, have children and fulfill 
the mothering role just as well as a 

woman without diabetes; sometimes 
even better. Living a full life with 
diabetes as well as being a wife and 
a mother is not as complicated as 
it might sound at first, but it does 
require a good diabetes education 
which, sadly, is not available to the 
majority of women around the world 
( 25 ). Lo (1998) found Australian 
people with diabetes have a positive 
self-image and take charge of 
their lives with diabetes by being 
innovative, self-caring, and making 
positive life changes to manage their 
diabetes (26). 

In addition, often a fear of losing 
the chance of marriage in women is 
more than men, especially in some 
countries like Iran; young women 
with diabetes suffer gender-specific 
effects of diabetes. The cultural 
barriers and traditional way of 
thinking about woman can affect the 
finding of the current study; where 
there is a strong belief about ability 
of healthy woman to play perfectly 
the mothering and partnering role. 
Therefore, understanding potential 
cultural barriers to people with 
diabetes and traditional thinking 
about women can assist HPs in 
Iran and other countries to support 
people with diabetes to develop 
effective self-care strategies and live 
normal lives. 

It was interesting that participants 
in the current study regarded 
diabetes as being a “high-risk baby”. 
Participants used a baby who needs 
special care as a metaphor for 
diabetes to illustrate the fact that 
diabetes is often difficult to control 
and needs constant care. Despite 
people doing the best they could to 
care for their ‘baby’ they were still at 
risk of complications. 

The findings also highlighted the 
fact that some participants took 
a positive view of diabetes and 
regarded it as an “opportunity for 
positive change”. In fact the positive 
view reflected an inner strength 
and helped them accept they 
had diabetes and to live with the 
disease. Knowing empowered peers 
and having enough information 

about how to control diabetes and 
having family support were closely 
associated with having a positive 
view about diabetes. In addition, the 
current study showed having faith 
in God was an important support 
for participants, which, with support 
from family members, helped 
them cope with diabetes and its 
complications. 

Therefore, attention to spirituality 
and religious beliefs is a key point to 
improve quality of life in people with 
diabetes. 

Strengths and limitation of the 
study
This study addressed an important 
and previously under explored 
subject in health research. The 
advantage of using a qualitative 
approach was that it enabled the 
researchers to explore people’s real 
world rather than the abstract world 
and was an ideal way to encourage 
participants to freely describe their 
feelings, experiences and actions 
(27). Therefore, the findings provide 
insight into how people with diabetes 
understand the illness. On the other 
hand, the study was small, and was 
carried out in one national context, 
thus, as is common with most such 
qualitative studies, caution is needed 
in generalising from the findings.

Conclusions and 
Implications 
The findings show social and cultural 
factors as well as the nature of 
diabetes and individual’s ability to 
manage their diabetes influences 
the meaning people attached to the 
disease. It is important for HPs to 
understand people with diabetes’ 
beliefs about the disease in order to 
interpret their actions, interactions, 
and emotional responses and the 
factors that engender negative or 
positive responses and how these 
affect adaptation to the disease 
and influence self-care and health 
outcomes. 

Although people with diabetes share 
a common disease, the individual 
meaning of the disease is unique
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and varied. People had 
predominantly negative views. 
However, those with positive views 
were better able to manage their 
diabetes. In multidisciplinary team 
care, where different professions 
and perspectives are integrated, it is 
of particular importance to highlight 
the patient’s understanding of illness 
as a mutual source of information, 
which can lead to meaningful care.
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