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Abstract

Background: The Purpose of this study is to clarify the care process for Iranian diabetic patients with diabetic foot
ulcer condition.

Methods: The main question of this research was “How is the care process for diabetic foot ulcer patients and how
do patients experience it?” This study was within the Grounded Theory method. Data collection was carried out
until data saturation was achieved. Saturation was achieved after interviewing 11 patients, 4 physicians, one head
nurse and one nurse.

Results: Three main themes emerged from this study, including: “disease management, disease experience and
continuity of care”. Each of these themes is consisted of different sub-themes.

Conclusions: This is the first study to describe the care process in Iranian diabetic patients with diabetic foot ulcer
disease. Knowing patients’ experience and the manner of dealing with them once faced with foot ulcer condition
could facilitate a comprehensive decision making by therapists and better recovery of diabetic patients.
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Introduction
The disease of diabetes is one of the important problems
of the world and the number of patients suffering from it,
is growing day by day. Barathmanikanth declared the
number of diabetics in the world to be 230 million people
[1]. Diabetes challenges patients with numerous complica-
tions; even the proper treatment of diabetes, type 2, goes
with cardio diseases, neuropathy, nephropathy, retino-
pathy and the diabetic foot syndrome [2]. In addition,
more than 20 percent of patients, who suffer from the dia-
betic foot syndrome, experience amputation during their
lives [3]. Unfortunately, the cost of diabetic foot ulcer has
not been estimated precisely in Iran but expenses of
patients with foot ulcer condition is very high and it
decreases patients’ quality of life due to reduced mobility,
causing disability and changing the mental image of
patients about their body and pain [4]. Research has
shown that behavioral factors are effective in bringing
success for treating the diabetic foot ulcer disease but
patients do not follow these recommendations thoroughly
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[5]. Meanwhile, the care procedure for diabetic foot ulcer
patients is not truly known and patients’ experience is
often ignored. Besides, few researches have been done
about foot ulcer in Iran and most of them are quantitative
studies which have emphasized on a specific aspect of the
phenomenon and have failed to examine the whole
process. It seems that identifying diabetic foot ulcer recu-
peration process and knowing patients’ experience could
reduce this problem to some extent. In this regard,
Vileikyte, et al., reported that being aware of patients’
knowledge about this condition and its treatment process
may act as an aid in prevention and treatment of this
disease [5,6]. Nevertheless, in order to clarify the afore-
mentioned process, the researchers selected the qualitative
research method. According to the researchers and by
importance of the already mentioned points, the effective
factors and obstacles of care process of foot ulcer condi-
tion can be known, through conducting more extensive
research and gaining experience about this process. In
addition, patients can be assisted in self-care and nurses in
fulfilling the requirements of client’s and guaranteeing the
caring quality. The present study was designed and imple-
mented to clarify the care process for diabetic foot ulcer.
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Research design and methods
Sample and setting
With regard to the main question of this research which
was “How is the care process for the diabetic foot ulcer
patients and how do patients experience it?” the grounded
theory method was selected t for conducting this study.
Grounded theory method (GT) is a systematic metho-
dology in the social sciences involving the discovery of
theory through the analysis of data. It is mainly used in
qualitative research, but is also applicable to quantitative
data ([7,8]).
Grounded theory method is a research method which

operates almost in a reverse fashion from traditional
social science research. Rather than beginning with a
hypothesis, the first step is data collection, through a
variety of methods. From the data collected, the key
points are marked with a series of codes, which are
extracted from the text. The codes are grouped into
similar concepts in order to make them more workable.
From these concepts, categories are formed, which are
the basis for the creation of a theory, or a reverse engi-
neered hypothesis. This contradicts the traditional model
of research, where the researcher chooses a theoretical
framework, and only then applies this model to the
phenomenon to be studied [9].
In this research, purposive sampling was done for

patients with diabetic foot ulcer condition, which was
followed by doing analysis and interviews simultan-
eously. After interviewing 11 patients suffering from foot
ulcer disease who were hospitalized at one of the biggest
government and university affiliated hospitals in the city
of Tehran, data analysis directed us toward collecting
data from nurses and physicians (6 individuals) to com-
plement the process. Data collection continued until no
new data could be added and data saturation was
achieved. Overall, the number of participants reached 17
people. In order to collect the data, the demographic
questionnaire and interviews, based on interview guide-
line, were used.

Tools
The demographic questionnaire consisted of information
such as age, gender, duration of suffering from the
disease, record of using glibenclamide tablets, insulin
usage record, having any record of spontaneous healing
of wounds and amputation. The interview guideline was
designed in the form of question: how did this wound
occur? What did you do when you noticed your foot
ulcer? What procedure do you adopt to take care of your
foot ulcer? What kind of experience do you have in this
regard that best describes your foot ulcer care? What
obstacles have you faced in taking care of your foot ulcer
and improving it? For benefit of the therapeutic team,
the questions were as follows: what are your affaires
about the diabetic patient? And what do you do when
facing diabetic foot ulcer? What do all of your colleagues
do in this regard?

Procedure
After getting permission from university, hospital au-
thorities and also the participants, the interview started
and accordingly tape recorded. Written consents were
obtained from the participants. The duration of each
interview was between 30 to 45 minutes. After each
interview, the recorded content was fully transcribed
and was reviewed several times in order to achieve a
total understanding of the interview and extract the hid-
den meanings in it. Then, the main themes were formed
through negotiating ideas with team members. The pre-
vious topics were clarified more by continuing the inter-
views and sometimes new topics emerged. Throughout
the conducted interviews with the patients, results led
the researchers toward health care improvements and
the implicit and explicit meanings were obtained from
the data. 17 interviews were done in total during
9 months of the study. Field notes were taken at the
same time as the interviews were conducted. Thus,
when the researcher waited for the interviews to be
finished or was referred to do the necessary coordi-
nation, she observed and examined the setting and the
interactions. The manner of health care providers at the
therapy center was noted and even some questions were
asked from them by reference to these field notes. The
temporary categories were formed by the progression of
the research and merging of the codes in the first level.

Ethical considerations
We followed all the principles for confidentiality of the
data and getting the conscious consent for the interviews
and tape-recordings. Having the right to stop participa-
ting in the study at any time was among the ethical prin-
ciples that were followed.

Findings
The participants in the present study included 17 indivi-
duals (11 diabetic patients suffering from foot ulcer and
6 physicians and nurses). The patients were those who
were hospitalized at the Endocrinology, Surgery and
Infection wards or were treated as outpatients at the
Infection and Endocrinology clinics. All participants at
hospitals affiliated with one of the universities of medical
sciences were those who worked there. Most research
units (%29.5) aged from 57 to 67 years old; among them,
58.8 percent were female and 82.4 were married. The
first patient, who had the inclusion criteria, was selected
after being introduced by the ward nurse after being
referred to the Endocrinology ward. According to the
results of the interviews, patients face with different
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factors during their experience and thus do a series of
actions which could worsen or improve their disease
management which is itself related to continuation of
care. The findings indicated that the weak management
of the disease leads to other diseases and vital complica-
tions like foot ulcer. They also showed that the strategies
that patients adopt in regard to their foot ulcer are
affected by their experiences, awareness and attitudes
(Figure 1). The analysis of the findings in our research
indicated that weak performance, lack of a precise screen
over education, absence of team work, and lack of faci-
lities lead to weak care techniques of diabetic patients
suffering from foot ulcer. The analysis of findings also
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showed that the experience of the disease and its
management are undeniably related to the continuity of
care (Figure 2) and that disease management, disease
experience and continuity of care are effective on the
recuperation process of the wound (Figure 3). In other
words, the patients who had appropriate awareness and
information about their disease, attended training classes
and had experiences about foot care and modern wound
dressing methods, provided a better care for their foot
ulcer condition. However, this issue was relative and
sometimes patients were compelled to refer to thera-
peutic centers due to lack of training and not receiving
follow-up care from health care providers, which had led
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to foot ulcer. As it is shown in the diagram, the experi-
ence of disease is related to the management of disease,
continuity of care and recuperation of the wound. On
the other hand, the management of disease is related to
the continuity of care and recuperation of the wound.
Besides, the continuity of care, which includes patients
training, establishing specialized centers of caring for
diabetic patients and follow-up by health care providers
and the patient, affects on the management of the
disease and wound recuperation. Through analyzing the
data, three main themes emerged in this regard which
included: “disease management, disease experience, and
care continuity”. These three main themes, which
formed the general meaning of care continuity, consist
of several sub-themes. These cases alongside the
continuity of care
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Figure 3 The relationship between experiences of illness, disease ma
quotations of the participants are presented in the
following section.

Disease management
One of the theoretical categories which emerged in this
study was disease management. The findings of the
research indicated that disease management plays a
significant role in the care process of foot ulcer among
diabetic patients. The sub-categories of disease manage-
ment included: “awareness, attention, patient’s attitude
and control”.

Lack of awareness
One of the main factors for patient’s awareness about
the presence of the disease was having information
about nutritional and medicinal diets, the normal level
of blood sugar and awareness about the likelihood of
having ulcer due to diabetes which forms the basis for
the control of diabetes and preventing its side effects. It
was shown in our findings that some diabetic patients
were unaware of their disease up to appearance of an
ulcer or its explicit symptoms; they also did not have
sufficient information about their nutritious diet and
were unaware of the normal level of blood sugar. In
addition, most of them were unaware of the fact that
they were more in risk of getting a foot ulcer when they
have diabetes. In what follows, some samples of the
statements form participants are presented.
One of the participants said that, “I do not know if I

have diabetes I just went to doctor and he gave me a
bunch of pills”.
One of the patients explained that, “when I knew that

my blood sugar was 220 after having a test; I used to
think to myself that it would remain at that level for
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6 months”. Another patient said, “My blood sugar was
300–400 suddenly, it rose to 600”.

Lack of attention
Lack of attention consisted of inattentiveness of health
care providers in training and patient’s inattention
towards training which is among the problems of care so
that some patients did not receive due attention from
the therapeutic team. Similarly, a majority of therapists
believed that patients did not pay attention to given
trainings. One of the patients said, “Doctors told me that
I must wash my foot; not to go somewhere full of
broken glass, and to walk by slippers at home”. On the
other hand, patients believed that they had not received
enough training. one of the patients said that his doctor
had told him that he must stick to his diet but had not
told him what to eat. He stated that, “based on doctor’s
advice there was not much left for me to choose from
when it came to food. I was young and it was very diffi-
cult for me. It has been three years that I haven’t had
any stew or gourmet food, I try to fill up with only
bread”.

Patient’s attitude
The research findings here indicated that patients’
outlook plays an important role in managing the disease
in different areas. Patients’ approach to following a
balanced diet was not desirable and they were mostly
unsuccessful in that area.. One patient said, “I don’t lose
weight no matter what my diet is”. He stated that, “going
on a diet is a difficult thing to do”. Other patients said
that because we did not care about our eating habits, we
could not control our blood sugar level. They admitted
that they would not have had these problems if they had
followed their diet.
Patients’ behavior towards following their medicinal

diet was different so that through the interviews, they
admitted to this fact that they had taken their oral medi-
cine precisely and regularly. However, further examina-
tions showed that despite consuming oral medicines for
diabetes, in some cases the level of blood sugar was not
controlled; hence, the doctor either increased the num-
ber of pills or advised the consumption of insulin. Still,
some patients refused to take insulin because they
considered insulin consumption as a symptom of their
disease deterioration. One of the patients said, “I just
regularly took my pills Then, my doctor said that I had
to inject insulin but I was afraid of insulin So, I didn’t
take it but I have taken my pills regularly. It has been 6 ,
7 months that I’ve been told to take insulin but I am
afraid to do so”.
Patients’ approach to taking care of their feet indicated

that most of them did not apply any foot-care since they
did not believe that their foot might get injured. One
patient said : “I did not ever think that my foot might be
injured some day since my two other brothers and
sisters suffer from diabetes but their feet have not been
affected”.
Among the other important points in disease manage-

ment is controlling the blood sugar, but patients’ blood
sugar level indicates that their blood sugar has not been
under control. In response to this question that “did you
use to control your blood sugar?” a patient said that,
“Yes, my children control my blood sugar level, It is on
a decent level, 200–250”. Most patients said, “My blood
sugar was ok It was between 150 to 300”. Another
patient said, “Since my blood sugar did not change for
6 months, I did not do my tests regularly”. Contrary to
what the therapeutic team stated that blood sugar
control is the main problem of diabetic patients, patients
were unable to do it due to a number of reasons. Most
patients did not do regular tests for controlling their
blood sugar level and some of them that did control it,
were unaware of its normal rate.

Self treatment
Among the other problems with regard to control,
self-treatment by patients themselves is notice worthy.
Findings of this research indicate that most patients had
adopted self-treatment by using the AD ointment for
curing foot cracks, rubbing olive oil on the ulcer. In case
those were not effective they put the foot in cold salt
water for healing the ulcer as was admitted by one the
diabetic patients, using honey-therapy at home once
having the ulcer, rinsing by serum and betadine solution
by the patients or their family members and lack of
timely referring to doctor, using vinegar by spraying it
over the ulcer from the 15-centimeter distance and using
grape juice, nettle and syrup for controlling the blood
sugar. After willful usage of a cream, one of the patients
said that, “I do not know its name; it is one of those
ordinary creams. After using it, it caused infection, my
toe blackened and the infection started to spread to
other parts”. Another patient said, with regard to his
experience of self care, that, “one of my friends who had
diabetes told me to put my foot twice a day in cold salt
water So, I did it for 20–25 days. Then, the surface of
the wound became brownish. I went to the doctor and
he introduced me to a surgeon for doing surgery on it”.
Unawareness, inattentiveness and lack of controlling

the blood sugar level lead to the deterioration of ulcers
and according to the findings, all of these factors result
in the poor management of the disease.

Disease experience
Disease experience, which includes the total experiences
of patient about the factors causing the ulcer, the
importance of ulcer and its associated diseases, also
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consists of subcategories like regret, discomfort and
complaints by patients. The findings about the patients’
experience indicated that the factors that have led to
foot ulcer are: wearing inappropriate and sharp-pointed
shoes, the spontaneous appearance of ulcers as blisters
or after accidently getting hit in the foot. Also, the
research findings showed that the consequence of ulcer
among most patients was toe amputation and also knee
amputation in one patient. On the other hand, patients
had experience of diseases like prior record of heart
stroke, renal complication, bleeding eyes, loss of vision,
losing sight in one eye and undergoing dialysis. The
patients’ statements in this regard are presented in what
follows:

“Because of wearing sharp-pointed shoes, I had to hit
my foot against the wall to fit in; so, my foot got
sore”. Another patient said, “I felt heated in my foot;
my foot got sore spontaneously”. One of the patients
said about amputations that, “my right toe was
wounded 8 years ago; and got amputated then”.
Another patient said that, “when my foot got
wounded last year, I went to doctor. He examined me
and told me that my blood sugar was 400. Now, my
foot has been amputated from the knee”. Some
patients had experienced re-hospitalized due to
deterioration of their ulcers and lack of recuperation
and were waiting for amputation. Findings about
patients’ ulcer at hospital indicate that certain
facilitating factors like using modern dressing had
resulted in recovery of the ulcer and factors like early
release from hospital before gaining complete
recuperation had resulted in worsening their
condition and even to amputation of toes or foot. A
patient said about modern dressing:, “doctor told me
that I’d better use modern, company-produced
dressing. So, I accepted. They come every four days
from the company to change my dressing; my wound
has become much better. I’ll be discharged
tomorrow”.

Patients did not have any information with regard to
the diseases associated with the diabetes disease and had
not received any training about it. One of the patients
stated that, “once, my blood sugar reached 600, I had a
stroke and got hospitalized”. Another patient said, “I was
told I should undergo dialysis”. Patients had received
certain care after having wounds and referring to hos-
pital or had been referred to other therapeutic centers.
Patients’ experiences in this regard indicated that they
had complaints over different issues, including lengthe-
ning their hospitalization, lack of care at hospital despite
timely hospitalization, losing toes due to getting hospita-
lized at irrelevant wards, long intervals between referring
to hospitals and getting hospitalized, and getting
released from hospitals after gaining partial recuperation
and its deterioration after some days.
One of the patients was too upset due to getting

hospitalized for one month and delay in his treatment:,
“They have done nothing for me here”. Another patient
said, “I was kept in the hospital for 15 days at the emer-
gency ward; my toe had completely blackened. They sent
me to the operation room and amputated my toe. Then,
I was transferred to the surgery ward and it has been 10
to 15 nights that I am still here”. Besides, our findings
indicated that patients expressed feelings of regret and
discomfort for not going through follow ups and on time
referring to the therapeutic team. some of them were
upset about the changes in their limbs. Subsequently,
one of them said, “I am very upset about being dis-
figured in my foot”. Another patient said, “If I had come
sooner, it would have been better to prevent it. My
family and I got baffled when I was told that my foot
needed to be amputated; I didn’t come in time and it
was a mistake. Still, another one said, “how could I know
the possibility of facing such miseries?” He continued by
saying, “if I have controlled it, this would have been
different”.
Patients’ experiences indicate that the consequences of

this disease and those associated with it have not led to
an appropriate follow-up from the side of the patient for
taking care of the ulcer and have led to the referral of
the patient for a second time to therapeutic centers.

Central variable: continuity of care
Continuity of care is one of the main categories and it is
actually the principal variable of the emerged theory out
of the data. All other categories gather around this prin-
cipal variable through care process for ulcers. This
concept was the most obvious one that developed out of
the data and it was the most abstract one that could
cover all other categories and connect them to each
other. Disease management and patient’s experiences
indicate that the main issue for these patients is hidden
in care process and its continuity. This principal variable
consists of the subcategories of the therapeutic team’s
performance, team work and deficiencies.

Therapeutic team’s performance
The research findings showed that the therapeutic team
is mostly engaged in routine works and has ignored its
main responsibility, which is offering training to patients
and hence they do not pay due attention to patients.
Moreover, the findings indicated that informing and
providing services to patients are not done equally and
even the weak informing that had been done was carried
out after the occurrence of the ulcer. Among other fin-
dings in this regard was the weak supervision over the
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performance of therapeutic team by training supervisors.
The statements of participants about this issue are pre-
sented in the following section.
One of the patients said, “The doctors working at the

hospitals affiliated with the insurance company do not pay
attention to us; they just repeat the previous prescrip-
tions”. Another patient said, “The information was pro-
vided by therapeutic team after the occurrence of the
ulcer”. Still, another patient said, “I was advised to attend
classes after they prescribed insulin for me. Some team
members told me that the introduction to the Diabetic
Association or training classes is not done for all patients
or that, training the diabetic patients is partial and a small
number of patients receive these services”. Some of the
patients even believed that, “sharing information about
the existence of the diabetic association is achieved on the
basis of patient’s willingness and follow-ups”. The findings
indicate that patients’ participation or lack of participation
at training classes are not attended to in therapeutic
centers. After several days of referring to the centers, the
researcher herself also noticed that only the patients hos-
pitalized at the Endocrinology ward are provided with
services because this ward has been considered as the
center of diabetic patients, although the provided training
is not enough and followed up afterwards. This issue indi-
cates the weak administration of supervisors and the
therapeutic team, since diabetic patients are hospitalized
at other wards and do not receive these trainings.

Therapeutic team’s approach
Another point that plays a role in the continuity of care is
the outlook of therapeutic team. Findings about their
approach to this issue indicate that they point out the con-
sequences of the disease to patients themselves. The com-
plications resulting from the disease that inflict the
patients are due to overlooking the disease and ignoring
the therapeutic process since the main role of the team
members is the treatment of the patients. The team
believed that “patients do not have information about their
disease or their information is insufficient”. They also
believed that “patients are unaware of ways to prevent or
examine the presence of senses at feet. They do not take
care of their feet and also do not control their blood sugar
level”. The attitude of some of team members was that
“the main source of problem is the patient”.
Some team members believed that the required work

is not done by the team and this causes problem. They
also considered lack of a specialist team for curing the
patients with foot ulcer as one of the biggest problems.
Their statements are presented in the following section.

“The patient is not considered as a whole. One of the
problems is lack of cooperation and sympathy among
the specialists who are engaged in curing the diabetic
patients with foot ulcer”. They also stated that, “the
doctors, giving advice about curing the diabetic
patients are not enough”. One of the team members
believed that, “giving advice is done by the residents
and the advising doctors do not pursue the follow ups
for the patients”. In general, “they expressed lack of
shared discussions among the specialists about the
method of curing the patient as a fundamental
problem”. They also admitted that, “there are certain
problems in the process of treating diabetic patients
and in order to treat their ulcers, group work must be
followed up”.

Shortage of human resources and specialist centers
was another influential matter in care process for the
diabetic foot ulcer.

Shortage of human resources
One of the negatively effective shortages that were found
through our explorations was the shortage of human
resources. The majority of the team members stated
that, “lack of availability to a trained individual and a
nurse specializing in curing ulcers are among the main
reasons for lack of success in curing the diabetic
patients”.
Shortage of specialist centers: another shortage was

the lack of specialist centers for curing the diabetic
patients. The doctors in the therapeutic team considered
having specialist clinics for foot ulcer disease as crucial
and some of them believed that, “in case of having no
specialist clinic for the diabetic patients, doctors do not
see themselves as responsible”.

Discussion
Patients’ unawareness about the presence of diabetic
disease, disease process, the normal level of blood sugar,
the effect of medicinal diet, type of nutritional diet, care
process for the foot and preventing the ulcer [10,11] the
likelihood for the occurrence of ulcer following the
diabetic disease, presence of the diabetic association, and
access to training classes results in the weak manage-
ment of the disease and accordingly in the deterioration
of the foot ulcer. Jaffiol also believes that the rate of
amputation among the patients who suffer from the
diabetic foot ulcer syndrome and have a weak control
over their blood sugar is much higher [12]. This issue
was also corroborated by our therapists who believed
that the diabetic patients who suffer from foot ulcer
condition do not control their blood sugar level and this
indicated that patients do not get proper training in this
regard. Meanwhile, other researchers have concluded that
in order to prevent the complications following the
diabetic disease, the therapists must offer training to
patients since blood sugar control prevents the occurrence
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of these complications or at least postpones their occur-
rence. Lippmann-Grob also believed that systematic inter-
ventions are effective for controlling the blood sugar and
if they are done at initial stages of the diabetic disease, they
will be more effective for preventing complications [13].
This is also true about following a proper nourishing diet
that patients usually do not follow due to excessive hunger
or feeling good about the results of the tests and having a
blood sugar of 200. Besides, some patients do not know
that they must follow a special nutritional diet. The fin-
dings of the research conducted by Albine Moser were in
contrast with our findings. In his research, participants
had a good control over their blood sugar and they
controlled their nutritional diet according to their blood
sugar rate; they were being trained under the supervision
of the diabetic specialist and could ask their questions so
that they could have a better care of themselves [14]. In
contrast, our patients quite accidentally knew of their
disease following its signs and symptoms and had not
done a proper caring themselves due to lack of awareness
about the process of diabetes. The patients did not attend
to their sore ulcer and to themselves at the initial stages of
the ulcer and had sufficed on their own previous experi-
ences and had practiced self-treatment. With the
expansion of infection symptoms, bleeding and ulcer
deterioration, the patient referred to the therapeutic team.
The manner of dealing with the patient by the team was
different so that some team-therapy centers treated
patients as outpatients, while others hospitalized patients
for a long time and had kept him waiting or under treated
t. Some had referred the patient to bigger centers; while
some had hospitalized the patients at non-specialist
centers; still, some of them had opted for the amputation
of the foot or the toes and others had released the patient
after gaining partial recuperation which had resulted in
the worsening his condition. Some researchers [15,16]
emphasize on the diabetic patients training. Contrary to
Lone Gale, who believes that the hygienic specialists must
pursue their training to the extent that they would be
assured that patients believe in these trainings [17], our
therapeutic team was unable to do this and there was no
systematic program for training the diabetic patients or
they were very weak?
The therapeutic team is quite aware of the patients’

unawareness and primarily blames the patient as the
main responsible person for the disease complications
and points out very weakly to their own training duty.
They consider training as influential but are unable to
pursue a continuous training for the patients due to
certain reasons including :lack of dividing the responsi-
bilities at hospital, excessive workload, high number of
patients, low number of therapeutic personnel, lack of
patient training once diagnosing the disease, lack of
facilities like the absence or shortage of instructional
booklets or pamphlets, lack of trained nurses for foot-
sore, absence of wound clinics and lack of real cooper-
ation between medical advisors and specialists and not
considering the patient as a whole by the therapeutic
team. Rabi states that lack of access to instructional and
advisory centers and specialist clinics and caring for
patient by one physician and also lack of attention to
hygiene instruction by the physician or others are among
the factors that bring deficiency for providing care to the
diabetic patients and must be attended to [18]. Hellar,
who had also reached the same conclusions in his
research about the diabetic patients, suggests that it is
necessary to have a distinct therapeutic protocol for
diabetic patients and it must be prepared by the thera-
peutic team members, including o surgeon, physicians,
anesthesia specialists, physiotherapists, nutritional expert
and nurses [19]. The diabetic patients must be referred
to special centers for the diabetic foot and be hospita-
lized at specialized wards for diabetics, not at the
internal-surgery or other wards. Rabi also believes that
the presence of hygiene specialists at academic level is
quite mandatory for giving the daily care trainings in
order to prevent the diabetic foot syndrome [18].
It seems that the therapeutic team is being entangled

in daily routines and does not have a systematic plan for
training and curing the diabetic patients. Also, the ana-
lysis of the findings shows that the therapeutic team
does not pay proper attention to this process because of
a certain attitude toward the patient and blaming him/
her for the occurrence of diabetes or foot ulcer-related
complication; hence, they bring about a deficient cycle
by avoiding to train the patients or giving them the
required information about their disease. Thus, patients
refer again and again to diabetic clinics or hospitals. The
care process for the diabetic foot ulcer has resulted in
satisfaction among some patients who had experienced
the recuperation of their ulcer by using modern
bandaging methods, while it had brought dissatis
faction for the patients who had experienced lengthy
hospitalization, untimely consideration, long procedure
of hospitalization, getting released after gaining partial
recuperation and being re-hospitalized after deterio-
ration of their condition. Studies [6,16,18] have also
indicated that patients were not satisfied with the
hygiene caretakers. Besides, Hellar indicates that patients
get hospitalized at ward for a long time which is related
to the higher number of patients compared to the
number of nurses [19]. Pendsey mentions that, “It is
quite obvious that caring for the diabetic foot requires
examining the foot, checking the wound, its intensity
and applying proper therapeutic techniques and it is
clear that all of these affairs require a robust therapeutic
team to train patients step by step for preventing his/her
diabetic foot ulcer” [3].
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The significance of team work in treatment and providing
care for patients has been indicated in several papers
[2,3,20]. Our therapeutic team is also aware of that and
considers lack of team work as a big problem for treating
the diabetic patients. However, the issue of team work in
treating the diabetic patients is unfortunately very insignifi-
cant in our country and this makes the problem more com-
plicated. Team work requires trained personnel. Shortages
and lack of facilities are among the influential issues on the
caring process for the diabetic foot ulcer. The findings of
Agarwal, et al. in 2002 indicated that the main obstacles for
providing care to diabetic patients are the shortage of
human resources, having insufficient time for training and
getting information about new protocols, excessive work-
load and lack of standardized protocols for treating the dia-
betic patients [21]. Among the findings of the present
study, one of the influential deficiencies is human resources
shortage. The majority of the therapeutic team members
stated that the absence of a trained nurse or individual spe-
cializing in ulcer is among the main reasons for lack of suc-
cess in treating the diabetic patients. The low number of
nutritional experts and not allocating enough time for
training diabetic patients what to eat and avoid were among
other shortcomings.

Conclusion
As it was said, various reasons contribute to recuperation
of the diabetic foot ulcer. The most important ones are the
disease experiences and disease management and also the
continuity of caring. Attending to the latter point and hav-
ing team therapy with a systematic program and continu-
ous training for the patients alongside establishing
specialist care centers for diabetic patients and employing
trained nurses with specialty in foot diseases lead to the
proper management of the disease and further participation
from patients which consequently play a significant role in
the recuperation of the foot ulcer syndrome.

Competing interests
The authors declare that they have no conflicts of interests.

Authors’ contributions
MA carried out the design and coordinated the study, participated in most
of the experiments and prepared the manuscript. NDN provide assistance in
the design of the study, coordinated and carried out all the experiments and
participated in manuscript preparation. All authors have read and approved
the content of the manuscript.

Acknowledgment
We are grateful to the patients and therapeutic teams who participated in
this study for their cooperation. This study is the proposal research. From
Tehran University of Medical Sciences, No: 87-04-28-8183.

Author details
1Department of Medical Surgical, School of Nursing and Midwifery, Tehran
University Medical Sciences, Tehran, Iran. 2Nursing and Midwifery Care
Research Center, School of Nursing and Midwifery, Tehran University of
Medical Sciences, Tehran, Iran.
Received: 15 July 2012 Accepted: 18 December 2012
Published: 19 December 2012

References
1. Barathmanikanth S, Kalishwaralal K, Sriram M, Pandian SR, Youn HS, Eom S,

et al: Antioxidant effect of gold nanoparticles restrains hyperglycemic
conditions in diabetic mice. J Nanobiotechnology 2010, 8:16.

2. Anselmo MI, Nery M, Parisi MC: The effectiveness of educational practice
diabetic foot: a view from Brazil. Diabetol Metab Syndr 2010, 2:45.

3. Pendsey SP: Understanding diabetic foot. Int J Diab Dev Countries 2010,
30:75–79.

4. Edwards L: Practical advice for the effective application of compression
bandaging. J Community Nurs 2003, online.

5. Searle A, Campbell R, Tallon D: A Qualitative Approach to Understanding
the Experience of Ulceration and Healing in the Diabetic Foot: Patient
and Podiatrist prespective, wounds. 2005, 17:16–26.

6. Vileikyte L, Gonzalez JS, Leventhal H, et al: Patient Interpretation of
Neuropathy (PIN) questionnaire: an instrument for assessment of
cognitive and emotional factors associated with foot self-care.
Diabetes Care 2006, 29:2617–2624.

7. Faggiolani C: Perceived Identity: applying Grounded Theory in Libraries,
JLIS.It. 2011, 2(1). doi:10.4403/jlis.it-4592.

8. Martin PY, Turner BA: Grounded Theory and Organizational Research.
J Appl Behav Sci 1986, 22(2):141.

9. Allan G: A critique of using grounded theory as a research method.
Electron J Bus Res Meth 2003, 2(1):1–10.

10. Khamseh ME, Vatankhah N, Baradaran HR: Knowledge and practice of foot
care in Iranian people with type 2 diabetes. Int Wound J 2007,
4(4):298–302.

11. Vatankhah N, Khamseh ME, Noudeh YJ, Aghili R, Baradaran HR, Haeri NS:
The effectiveness of foot care education on people with type 2 diabetes
in Tehran, Iran. Prim Care Diabetes 2009, 3(2):73–7. doi:10.1016/j.
pcd.2009.05.003. Epub 2009 Jun 12.

12. Jaffiol C: Current management of type 2 diabetes in France.
Bull Acad Natl Med 2009, 193:1645–1661.

13. Lippmann-Grob B, Bierwirth RA, Kron P, Leinhos B, Funke K, Huptas M, et al:
Patient classification and analysis of risk profiles for type 2 diabetics as
the main focus point in practice. Results of the TEMPO study. Deutsche
medizinische Wochenschrift 2004, 1946:01–16.

14. Moser A, van der Bruggen H, Widdershoven G, Spreeuwenberg C: Self-
management of type 2 diabetes mellitus: a qualitative investigation
from the perspective of participants in a nurse-led, shared-care
programme in the Netherlands. BMC Public Health 2008, 8:91.

15. Valk GD, Kriegsman DM, Assendelft WJ: Patient education for preventing
diabetic foot ulceration. Cochrane Database Syst Rev 2001, 4:1488.

16. Valk GD, Kriegsman DM, Assendelft WJ: Patient education for preventing
diabetic foot ulceration. Cochrane Database Syst Rev 2005, 1:1488.

17. Gale L, et al: Patients’ perspectives on foot complications in type 2 diabetes: a
qualitative study. Br J Gen Pract 2008, 58:555–563.

18. Ekore RI, Ajayi IO, Arije A, Ekore JO: Attitude; diabetic foot care; education;
knowledge; Type 2 diabetes mellitus. Afr J Prim Health Care Family Med
2010, 2, ISSN 2071–2928.

19. Hellar AM, Mbembati NAA: The Pattern and Surgical Management of
Diabetic Foot at Muhimbili NationalHospital, Dar-es-salaam. East and
Tanzania. Cent Afr J Surg 2011, 16:37–45.

20. Johnson M, Newton P, Jiwa M, Goyder E: Meeting the educational needs
of people at risk of diabetes-related amputations: a vignette study with
patients and professionals. Health Expect 2005, 8:324–333.

21. Agarwal G, Pierce M, Ridout D: The GP perspective: problems experienced
in providing diabetes care in UK general practice. Diabetic Medicine 2002,
19:13–20.

doi:10.1186/2251-6581-11-27
Cite this article as: Aliasgharpour and Nayeri: The care process of
diabetic foot ulcer patients: a qualitative study in Iran. Journal of
Diabetes & Metabolic Disorders 2012 11:27.

http://dx.doi.org/10.4403/jlis.it-4592
http://dx.doi.org/10.1016/j.pcd.2009.05.003
http://dx.doi.org/10.1016/j.pcd.2009.05.003

	Abstract
	Background
	Methods
	Results
	Conclusions

	Introduction
	Research design and methods
	Sample and setting
	Tools
	Procedure
	Ethical considerations

	Findings
	Disease management
	Lack of awareness
	Lack of attention
	Patient’s attitude
	Self treatment

	Disease experience
	Central variable: continuity of care
	Therapeutic team’s performance
	Therapeutic team’s approach
	Shortage of human resources


	Discussion
	Conclusion
	Competing interests
	Authors’ contributions
	Acknowledgment
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


