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The purpose of this research was to investigate the food consumption behavior

of diabetic patients in the light of tamily context and t'actors atlecting consumption

behavior - demographics. thmily fhctors and the family's role in appropriate health

management for diabetic patients. Cross-sectional survey research was used for this

study. 260 study subjects were selected from the diabetic out-patient clinic at the

Burapha University Hospital. Information on the place of each patient in the family
structure. role of family member and the food consumption behavior of the family and

the subjects was obtained through interview questionnaires that were developed and

tested for reliability by the researcher. Data was analyzed using the SpSS/?C*

Program and presented as frequencies. percentages. arithmetic means and standard

deviations. lntbrential statistics such as students' t-test and One-way analysis of
variance lrere used. Determination of thctors afl'ecting food consumption behavior

was done b1'using stepwise multiple regression analysis.

The results of the study show that generally food consumption behavior of
diabetic patients in the family context is indicated at moderate risk level. There is no

statisticalll' significant effect from sex. age. marital status. education. income.

duration of having diabetes. attitude. t'amily's type and status at the family. The

thmily's role in the management of food suitable tbr diabetic patients. the role of
housekeeper. and the relationships among thmily members. were found to have a

significant etl'ect on the patients food consumption behavior. All three factors could

explain the variation in food consumption behavior of diabetic patients in the family

context. It is su-ugested that the potential role of the t'amily in caring for diabetic

patients and controlling daily nutrition should be emphasized and made known to

medical practitioners.
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CHAPTER I

INTRODUCTION

1.1 Background of the problem.

At present. only one concept to explain the risk behavior of diabetes is not

enough. Several concepts such as social. culture and biomedical concepts are used.

Gordon (1977:497499) reported that a diabetic patient who could not control blood

sugar level has twice more chance to heart and cadiovascular system than ordinary

people. 25 times to cataract. 17 times to diabetes nephophaty and 5 times to loss of

limb by amputation. Nitiyanan (1995:19) also revealed that 38.4% of diabetic patient

has hypertension 32.1% diabetic rectinopathy. 3.8% myocarditis. and amputation at

le-e and arm is 1.3% and 0.3%. respectively. Pathogenesis of chronic diabetic

complication is the result of uncontrolled sugar level in the blood.

It is a thct that food is essential to life. The food consumption of a diabetic

patient is not only for being of life style but also includes malaise control. Since the

patient has abnormal metabolism. the food consumed is sensitive to the sugar level in

the blood stream. Therefore. the selection of food that does not affect the blood sugar

level will help attenuate severity and decrease complications. In addition, it also

makes the patient healthy. (Sridama. 2000:43. Intarumpan. 1997:5) Food controlling

of the diabetic patient. hence. acts as buffer between diabetes and complications.

Appropriate food consumption can reduce chance of complications.

Food controlling is important for all diabetic patients. Case studies. however.

revealed that most of the diabetic patients could not control the food they had.

(Miller.l982:28. Tantayotai. 1982: 25. Siritharangsri, 1983: 54) At the same time,

most patients still prefened to consume food that led to high fluctuation of the blood

sugar level. especially sweet and sugar added food products. (Leerapan. 1997:155,

Kongkamnead. 1993: S4.Siritharangsri. 1983:169) Sugar. when consumed. can lead

to a rapid increase in the blood sugar level resulting in difficulty in disease control.

(Matterson. Mc Cornell. 1988:300) Despite the thct that most diabetic patients know

t

t Copyright by Mahidol University



{

Nalin Mon-ekhonsi lntroduction/2

the benefits of food controlling. to bring into practice is difficult. Because the food

consumption is not only for health. but also involve social acceptance. Food

consumption behaviour of a person is always controlled by society and culture. The

effects of society and culture can be clearly seen from the foods consumed in four

regions of Thailand which have ditt'erent preparation methods and tastes.

Occasionally. food consumption means achievement. relationship and royalty of
family members or persons involve.

The food consumption behaviour of a Thai fhmily has strong'influence on

disease control since the main course is usually rice which is served with dishes eaten

with rice. Every member of the family usually shares the same dishes eaten with rice.

Types and tastes of such dishes depend on preference of the t'amily members. If a

family has the food consumption behaviour which contrast to controlling diabetes.

e.g. sweet and fatty foods. the food controlling of the diabetic patient in that family is

inevitably affected. Therefore. one can say that family plays a very important role in

disease control.

The management of food consumption of a diabetic patient in a family can be

viewed using social science theory of Talcott Parsons. Family. as a social. comprises

of several structures which have relationship and duty to satisfy the members of the

family. A duty the family has to carry out is preparation of food to satisfy the need of
the members in the family. When the thmily has a diabetic patient. the food

preparation behaviour of the family has to be adapted. Both patient and family must

has the same objective. i.e. prevent the symptom tiom increasing severity. The food

consumption behaviour of the patient and the t'amily has to be integrated to maintain

an equilibrium within the family. Role of the family in appropriate food preparation

for the diabetic patient and the t'amily is. therefore. important and necessary tbr

controlling the food consumption behaviour of the patient.

From changes of society and econonric. how'ever. it is undeniable that the

t'amily has been affected. The'eftbcts on structure. role and relationship in the family

will cause the t'amily to maintain the role as the appropriate tbod provider for the

diabetic patient in the family is still in doubt. It is questionable that the present role of

family is enhancing or hindering the appropriate tbod provider tbr the diabetic patient.

According to reviewed literatures. it is tbund that the knowledge on the role of family

) Copyright by Mahidol University
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in food controlling of a diabetic patient in the t'amily is still very limited. This make

the researcher interests in role of the thmily in tbod consumption behaviour of

diabetic patient in family context.

Understanding present conditions of a person or a family in food consumption

behaviour of a diabetic patient is a strategy to prevent complications and reduce the

problem. This strategy comes along with the 8th (1997-2001) and the 9th (2002-

2006) National Economic and Social Development Plans which concentrate and rely

on the family institute to solve social and economic problems. especially caring bf

chronic illness. In addition. it also creates knowledge about the role of family in

caring of diabetic patient. which is now very limited. and points to the direction that

enhance the thmily and the diabetic patient in the thmily to look after themselves.

This strategy will act as a shield that prevent complications of the diabetic patient and

extends collaboration from medical systenr to the patient. family and community. It is

also an alternative method which can reduce problems and hindrances now occurring

in the present medical system. Such problenrs and hindrances are the reach to the

medical system. drug problem. over use of medical technology etc. Which can

reduce the expense of the family. social and the country.

1.2 Research question.

What is the food consumption behaviour of diabetic patients in family context

and which factors affect such behaviour.

1.3 Research objectives.

l. Study the tbod consumption behaviour of diabetic patients in the view of

family context.

2. Study the social characters and t'actors of tl're thmily of the diabetic patient.

These thctors are sex. age. marital status. education. occupation. economic level of the

t'amily. years of diagnosis diabetes. severity of the disease. type of the family" status

of the patient in the family. family relationship and role of thmily in preparing food

for the diabetic patient.

t| Copyright by Mahidol University
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3. Study the relationships between sex. age. marital status. education.

occupation. economic level of the thmily. years of diagnosis diabetes" severity of the

disease. character of the family. status of the patient in the family. family relationship

and role of family in preparing food tbr the diabetic patient.

4. Study the ability to predict how many previously mentioned parameters

atTect the food consumption behaviour of diabetic patients in the fhmily context.

1.4 Hypotheses of the research.

l. Ditl'erences in population and social characteristics (sex" age. marital

status. education. occupation. economic level of the thmily. years of diagnosis as

diabetes. severity of the decease. type of thmily. status of the patient in the family.

family relationship and role of family in preparing tbod for the diabetic patient) have

different relationship to the food consumption controlling behaviour in daily life of

the diabetic patient.

2. Differences in family component (t-vpe of tamily. relationship in the family.

and role of family in preparing tbod tbr the diabetic patient) have different

relationship to the tbod controlling behaviour in daily litb of the diabetic patients.

3. Population and social characteristics (sex. age. marital status. education.

occupation. economic level of the thmily. years of dia-qnosis diabetes. severity of the

disease. type of thmily. status of the patient in the tamily" thmily relationship and role

of t'amily in preparing food for the diabetic patient) can be used to predict the food

controlling behaviour in daily lit'e of the diabetic patients.

1.5 Benefits of the research.

l. Let us know the tbod consumption behavionr of diabetic patients in the

t'amily context including factors atlbct such behaviour. The knowledge can be use as

basis tbr medical statTs in understandin-rr the tbod consumption behaviour in daily lit'e

of the diabetic patient. It also puts importance on the role of family in tbod

preparation tbr the diabetic patient and makin-s alvareness to the medical staffs in

promoting family potential in understanding the tbod consumption behaviour of the

+ Copyright by Mahidol University
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patient. The knowledge can be use to make a suitable plan for the diabetic patient and

his/her family. This will encourage the tamily to increase the efficiency in food

preparation.

2. Let us know the importance of the family on the food consumption

behaviour of the diabetic patient whether the family supports the consumption of

suitable foods for the diabetic patient or not. This knowledge can be used to predict

the food controlling behaviour of the patient and leads to concrete potential

development of the patient and hisiher thmily in controlling the food consumed. This

can reduce the complications which may occur. The concrete potential development

eads to the reduction in problems and hindrances. Such problems and hindrances are

the reach to the medical system. problem with drug usage. over use of medical

technology etc. Which can reduce the expense of the thmily. social and the country.

1.6 Scope of the research.

This research is a cross-sectional survey research concentrates on the food

consumption behaviour of diabetic patients in the view of family context. The

research scope is limited to the diabetic patients who come to receive treatment at the

diabetes clinic. out patient department. Burapha University Hospital. Cholburi

province.

1.7 Operation definitions.

Diabetic patient : The patient r,vhich is diagnosed as noninsulin dependent

diabetes. The patient must continuously tbllou'the treatment at the diabetes clinic for

at least I year.

Years of diagnosis diabetes : The period of time trom the day diabetes is

diagnosed to present.

Fami[- : A group of at least 2 persons u'hich live in the same accommodation

as the diabetic patient tbr more than one year. They should have relationship by

inheritance. marriage. law or social dependent. The thmily is divided into 2 type i.e.

single family and extended family.

|} Copyright by Mahidol University
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Single family : The thmily which comprises of members which has

relationship tbr only 2 generations i.e. thther. mother. and unmarried children,

including servant.

Extended family : The t'amily which comprises of members which has

relationship for more than 2 generations. Apart trom those mentioned in single

family. also includes relatives such as grandparent. uncle. aunt. grandchildren.

Food consumption behaviour : The behaviour of diabetic patient in daily life

that affects the blood sugar level. Such behaviour is having fatty/oily food,

carbohydrate. sweet drinks. sweet truits and ve-uetable including food controlling

before and after blood sample taking. The food consumption behaviour can be

categorised into 3 degrees i.e. very risk. medium risk. and low risk.

very risk food consumption behaviour : The patient does not give

importance to controlling having thtty/oily foods. carbohydrate etc. including food

controlling before and after blood sample taking. The patient will have the total food

consumption behaviour score lower than r -.SD

Medium risk food consumption behaviour : The patient have some care on

the importance of controlling having thtty/oily tbods. carbohydrate etc. including

foods controlling before and after blood sample taking. The patient will have the total

food consumption behaviour score equals to -Y +.SD

Lorv risk food consumption behaviour : The patient strictly care on the

importance of controlling having thtty/oily tbods. carbohydrate etc. including foods

controlling betbre and after blood sample taking. The patient rvill have the total food

consumption behaviour score higher than .Y +.SD

Role of family in providing suitable foods for diabetic patient : The activity

of the members of the family in preparing tbod tbr the diabetic patient. The activity

begins tiom tbod providing. preparation. processing. and consumption. including

changing tbod consumption behaviour of the members in the thmily.

Family relationship : Feelin-q and interaction amon-q the members of the

family and the diabetic patient. Such t'eeling and interaction are communication.

famill'activity. love between thmily members. and help. The relationship may be in

the form of love. conrmunication. advice. providin-u material. money and time.

t
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1.8 Conceptual framervork.

From tl're atbrementioned concepts and theories including relate literatures

about the role of tamily in the tbod consunrption behaviour of diabetic patient in the

family context. it can be noticed that the thmily components and procedures in

providing suitable foods for the diabetic patient of the family are likely to be major

important factors in enhancing health of both the patient and the members of the

family. The relationship among the members of the thmily in the form of

communication. thmily activity is also likely to be another important factor that

atl'ects the tbod consumption in daily lit'e of diabetic patient.

One point that should be noted here and should not be looked over in building

the tiame of the conceptual framework is the social and economic characters of the

diabetic patient. Such social and economic characters are sex. age. marital status.

education. occupation. family income. years of diagnosis diabetes. severity of the

disease. type of the thmily. status of the patient in the family. thmily relationship and

role of family in preparing tbod tbr the patient. have difl'erent relationship to the food

consumption controlling behaviour of diabetic patients in thmily context. These

characters cause discrepancies ttom a patient to another patient and should be

considered as important thctors that atl'ect the tbod consumption in daily life of the

diabetic patient.

The relationshlp between the person and the thmily components is shown in

block diagram on the nbllowing page.

I
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CHAPTER 2

LITERATURE REVIEW

The study of f.amily and the food consumption behaviour of diabetic patients

in family context is the study about the tbod consumption behaviour in daily of

diabetic patients in farnily context . under the conditions of relationship between the

patient and his/trer own family. The researcher has studied through publications and

related research works and can summarised the direction of the study in the following

sections :

2.1 Situation of diabetes.

2.2 Social concept about family.

2.3 Food consumption of Thai family.

2.4 Family and food consumption in daily lit'e of diabetic patient.

2.1 Situation of diabetes.

Diabetes is nof a new disease. The oldest record was dated about 1550 B.C.

A Greek physician is the first person who named "diabetes" (Jarupunya. 1994:2). The

study in the causes and treatment of diabetes began in the late l Sth century. Even

though the study continues to the present day. a method to permanently cure the

disease is yet to be found.

Diabetes is the most frequently found'among the abnormal of endocrine gland

and can be found in every race. (Siritharangsri. 1996:16) In 1994. it was estimated

that the global diabetlc patient was about 100 million. (Shaw et al.. 1999:l-9) The

reports in the past ten years clearly shown the increase in the number of new patients.

(Hanis. 1998:21) It is also predicted that in the year 2010. the number of diabetic

patients will reach 215 million people. (Mccarty and Zimet. 1994) In Thailand. the

first national survey was carried out in 1965 in Bangkok metropolitan area by the

Society of Diabetes of Thailand. The survey showed that about 2.3o/o of the people

t
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investigated was diabetes. The next survey carried out in the following year (1966)

by the same society. arnong 322.953 persons national wide. found 8.110 patients or

2.5%. Another national survey in 1987 found that among 1.7 million people

intervierved 2.8% was diabetes. The statistical reports of the ministry of public health

also shou'an increase in the number of diabetic patients each year. On the other hand"

between l99l-1995 the number of diabetic patients increases from 38.921 to 53.760

cases. The public health survey in 1995 showed that the number of death from

diabetes was 3.583 cases or 9.82 cases per day. In additfun. the survey of

Chooprophawun. 1996 found that female has tendency to be diabetes 1.5-2 times than

male. When geographical area is bring into consideration, it is found that the central

region has the highest incident rate.2.95Yo tbllowing by the southern region. 2.62%.

In the north-eastern and the north regions found only 2.18% and 1.88%. respectively.

It is also found that the number of diabetes cases in municipal area is higher than

outside the municipal area in every region.

2.1.1 Epidemic of diabetes

At present. the concept of epidemic to tind thctors causing the disease has

been rvidely studied. Factors in personal level and risk behaviour have been linlied

together. This concept tries to identifu the spread and causes of the disease in order to

be able to control and prevent more new cases.

The epidemic of diabetes has effects on the cause and the spread in the

population. The epidemic of diabetes is created from an interaction among 3 factors :

l) Population tbctor 2) Agent factor and 3) Environmental and social thctor. ln a

normal condition all 3 factors are at an equilibrium. therefore. no spread or new case.

If a factor losses its equilibrium. the disease can develop.

Diabetes can be classified into 2 types according to the difference in insulin

level in the body a) Insulin-dependent diabetes and b) Noninsulin-dependent diabetes.

a) Insulin-dependent diabetes : This type of diabetes is caused by thu' low

amount or non-existence of the beta cells in the pancreas. Thus. the insulin level in

t the blood stream of the patient is very low. The patient is normally thin. The

symptom is sudden and severe. The patient must receive insulin injection every day

t
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otherw'ise complications may occur and leads to death. The main cause of this type of

diabetes is heredity. Therefore. most patients are children or adolescence or in adults

below 40 years.

b) Noninsulin.dependent diabetes : This type of diabetes is caused by the

malfunction of the beta cells in the pancreas. In a tat person. the amount of detected

insulin is normal. but the insulin can not work properly or defect due to low insulin

receptor in the muscle of the patient. Theretbre. the level of insulin in blood stream of

the patient ma)' at normal. lowerlor higher than the average level. The patient does

not need insulin injection. Some patients do not show any symptom at all but can be

detected rrnintentionally. The symptom gradually appears and is not so sever. If the

patient becomes very $tress. however. the symptom can be very sever. This type of

diabetes is usually found in the adults age ttom 40 years and above. Most patients is

fat or used to tht before. Some patients gain weight rapidly l-2 years earlier before

the symptom is detected. More than half of the patients is female and usually found

in the family with at least one direct relative is noninsulin-dependent diabetic patient:

More than 90% of the diabetic patients is noninsulin-dependent diabetic patients

(Poole.l986: 26-36). The reviewed literatures show' that there are several factors

concem with the noninsulin-dependent diabetes. These thctors are :

l. Demographic factor.

Heredity : It is found that if parents are diabetes. the children can have

some detbct at the beta cell in the pancreas i.e. low amount or ver weak. This leads to

an abnomtal insulin level in the blood stream. The chance to become diabetes is

therefore high. The studies from identical twins shorv that if one of the twin becomes

noninsulin-independent diabetes. the other one will become too. In the family which

a t'amily member is noninsulin-dependent diabetic patient. the other family members

will have chance l0-30% higher than the thmily without a diabetic patient.

Sex : Dit'tbrence in sex and diabetes, A study showed that t'emale has

more chance ( 1.5-2 times) to beconre diabetes than male. (Choopropharvun.

1996:16l) A thcror that may cause tbmale to become diabetes more than male is

pregnancy. It is tbund that several pregnancy has relationship with diabetes because

each pregnancl'reduces sugar tolerance of the woman.

t
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Age: A report (Harris S..1998:ll) shorved that age and diabetes has

relationship. The elder has less sugar tolerance than the younger. On the other hand.

in the population age between 1844 years old the chance that diabetic patients can be

found is 1.5% while in the populations age between 45-65 years old the chance

increases to 6Yo. Aanon-q the populations age 65 and higher the chance further

increases up to I l%.

Race : It has been reported that the Pima and Papago Indians in

Arizona has the prevalence of diabetes is as high as 50%. (Plaengvittaya. 1996:50)

The prevalence changes according to the geographical area. For example. about 2.1%

of the India people becomes is diabetic patients. (Ahuja. 1979:29-38) In Singapore

the prevalence is 8.9%. (Dowse et al.. 1990:390-396) In South Africa the prevalence

is 5% (Omar et al.. 1985:67-6) In Fiji. the prevalence of the disease is 13% (Zimmet

et al.. 1983 :673-88)

2. Agent factor.

The agent thctors that cause diabetes are :

Body Mass Index : Body mass index is the relationship between heigtrt and

weight of a person. Past studies show that the body mass index has strong

relationship with noninsulin dependent diabetes. Some reports said that a fat person

has 3 more times chance to become diabetes than a thin person. This is due to the

body of the tht person requires more insulin to metabolise sugar and the insulin

resistance is not good.

Infection : Some intbction such as bacteria. virus or some chemicals when

enter the body can destroy the cell of the pancreas. The pancreas. therefore. can not

produce enough insulin for the body. This causes the body not be able to metabolise

sugar as usual.

High level of some hormones : The high level of some hormone can cause

diabetes since these hormone can inhibit the function of insulin hormone. Examples

of insulin inhibition hormones are Growth Hormone. Corticosteroid. Glucagon.

Thyroxine. Cortisol and Catecholamine.

Abnormality of pancreas : Pancreas is the honre of beta cells that produce

insulin hormone. If the pancreas has some abnormality at the beta cells. the blood

t
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sugar level can be affected. In the patient who is alcoholic. the chronic pancreas tites

can be resulted. And this causes the increase in the blood sugar level.

3. Environmental factor

Environment in agricultural and industrial society is a thctor atl'ecting the

prevalence of diabetes. In an agricultural society. most of the population are

agriculturists or farmers. The use of labour saving devices is not widely covered

every work. Most of the farmers have to use their own force. This is a good exercise

method. In addition. their job is not hurry. The atmosphere and the food are better

than those living in rnetropolitan area. The combination of these factors result in

healthy body. On the contrary. the industrial society is full of stress. hurry. too much

labour saving technology. lack of exercise. consumption of easily available

carbohydrate and fat. Living in such environment plus heredity tactor cause diabetes

to become more comrnon in the industrial society than in the agricultural society.

Considering dirfl'erences in tbod consumption behaviour of people in urban and

countryside area. it is tbund that the people in the urban area usually obtain food from

buying while the people still grow by themselves. though the proportion is growing

smaller. (Jongleepun. 1994:14) The behaviour of the people in the urban area which

want convenience leads to the consumption of precooked or cooked food. These

tbods usually contain lower natural tjbre content than natural tbod. The food

consumption behaviorrr of the people in the urban area becomes more similar to the

western style. (Choonhasawatkul. 1999:9) The national survey of tbod consumption

of Thai family in 1960 showed that on the average the Thai people got energy t'rom

carbohydrate. fat. and protein about 80%.g%.and 10.9 respectively. Another survey

carried out in 1986 tburnd that the ratio of carbohydrate. fat. and protein have changed

to 66.8Yo.21.8%. and I l.5olo respectively. Both surveys showed that in 26 years. the

proportion of food consumed by the Thai people has changed significantly.

Especially. the consumption of tht has increased about ll.l%. The patient has

tendency to adipose. [n addition. it is tbund that the carbohydrate had by the people

in the urban area is difl'erent trom the carbohydrate the people in the countryside

have. The people in the urban area tend to consume sugar and soti drink more than

the people in the countryside area. The national nutritional survey of the food

t
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consumption pattem in 1986 found that the people in the urban area consume sugar

more than the people in the countryside area at the ratio of 12.9:1. The people in the

countryside area consume natural tlour and carbohydrate more than the people in the

urban area at the ratio of 360:298.6. Those living in the urban or industrial area are

force to live with factors leading to diabetes. Such t'actors are consumption of food

more than necessity. lack of exercise. and stress. Such changes .relate to the

prevalence of diabetes, In Taiwan. it is tbund that the prevalence of diabetes of the

countryside area is 4.7% while in the urban area the prevalence increases to 7.6oh.

(Tai et al.. 1987:49-53) In India. the prevalence in the countryside area is 1.5% while

in the urban area is 2.lo/o. (Ahuja. 1979:29-38) In Papua New Guinea. the prevalence

in the countryside area is 6.4 and in the urban area is 14.3. (Martin et al.. 1980:74)

The study of Lang (1989:305-328) using anthropology method of the people in

Dakota who believe that the long lit'e is caused by living in hamrony with nature e.g.

have only natural food. When the White came with technology. the living pattern of

the native changes. More tinned food is consumed and lot of labour saving equipment

is used. This results in the increase in the prevalence of diabetes. Diabetes is.

therefore. considered as the disease comes with the White.

ln conclusion. the increase incident rate of diabetes does not only have

heredity as the main factor. but also includes the changes in social structures resulting

from economic development. The social and econonric factors tbrce the people to

live within unfriendly environment such as lack of exercise. stress etc. The

combination of these factors finally lead to diabetes.

2.1.2 Complications of diabetic patient and prevention.

Diabetes in noninfectious and chronic. It is caused by the malt'unction of the

pancreas which produces insulin. This causes the metabolism of . carbohydrate

becomes abnormal whlch results in hyperglycaemia. (lntarumpan. 1985:58. Sridama.

2000:l) The excess sugar is removed via urine. In 1985. the World Health

Organisation has set criteria tbr diabetes as the hyperglycaemia at the level of 126

t mg/dl or higher after an overnight thst. at least tw'ice within a close period of time.

t
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The patient who can not control the blood sugar level rvill have ditlculty in regualting

the symptom. The complications. hence. follow.

The complications in a diabetic patient is very important and danger. Any

severe symptoms following are usually caused by the complications. On the other

hand. fatality or amputation is mostly occurred t'rom the complications. The

complication found can be classitied into 2 categories : acute complications and

chronic complications.

2.1.2.1Acute complications : This type of complication, o..r, ,.r.J
quickly and severely. Unless prompt action the patient may die. The complication

that occurs is hypoglycaemia. The hypoglycemia occurs when the blood sugar level

is lower than 40 mg/rnl. The brain is quickly atl'ected tiom the hypoglycaemia. The

patient will t'eel dizzy. faint. swoon. The major causes are the over dose of

antisaccharine. the reduction of tbod consumed or the postpone of meal. and the

excessive exercise.

Hyperglycemic hyperosmolar nonketotic con'ra occurs when the patient is

unhealthy. have too much carbohydrate. do not drink enough of water. problem with

pancreastitis. nephritis. or unknown causes.

Diabetic ketoacidosis occurs when the blood sugar level is higher than 270

mg/dl. Sugar found in urine is equal to or higher than 2olo. Ketone also present in the

urine. The patient will feel very thirsty. ttequent urinate. dehydrate. vomit. debility.

drowsy. choke. thermopolyphoeic. In the severe case the patient may loss

consciousness.

2.1.2.2 Chronic complications : This type of complications occurs

when the patient is hyperglycaemia steadily. Accompany with prolong diagnosed

diabetes. the patient has problems with several organs. Especially the problem with

the artery stenosis due to change in the metabolism of tht cause the levels of

cholesterol. triglyceride. and uric acid increase. (Tantanan. l99l:197-201) The

following organs become degenerate :

l. Hearth and blood vessel : Change in the blood vessel of diabetic patients is

a important problem. Especially when the blood vessel becomes hardening resulting

in myocarditis. It is found that myocadiolysis in diabetic patients is about 2-3 times

I
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higher than average- About 5-10% of the patients come across hearth t'ailure (Ballard.
1999:455)

2. Nervous system : Diabetes can cause several maltunctions of the nervous
system' For example. acroanaesthesia and thermalgia. It is reported that about Z5yo
of diabetic patients showed the above symproms.

3. Eyes : Dlabetic retinopathy usually occurs with diabetic patient with years
of diagnosed diabetes more than 30 years. About 70oh has pathosis at retina which
can result in blindness. The chance is about 20 times higher than ordinary persons.
(Tantanan. 1988:199)

4. Kidney and urogenital system : The most important danger is renal failure.
5. Blood vsssel system : In case diabetes is not properly controlled.

hyper-ulycaemia or blood ketone accumulation. the blood svstem can show several

abnormal conditions. For example. the life of the red blood cell is shorten. blood
platelet can easily bitrd together. In addtion. polymorphonuclear white blood cell can

not properll'' tunction. Theretbre. the patient immune is low. Infection of
staphylococcus. streptococcus. tuberculosis. tungi becomes easier.

In 1985- Bild et al. has studied diabetic patients in the USA. They tbund that

the diabetic patients lnave more chance to be amputated I5 times higher than ordinary
people. Another study in 1996 by Ban Phae Hospital. Thailand on 158 noninsulin-
dependent patients age between i2-82 years tbund that about 30.3g% has

complications at eye. 8.23% has complications at kidney. and g.23% has

complications at the lirearth system. The study also showed that about 30.3g% of the

diabetic patients has high cholesterol level i.e. more rhan 240 mg/dl. This level is
considered danger. Strict control of the blood sugar level can prevent the mentioned

complications.

2.1.2.3 Complication prevention and cure of diabetes

It is known that diabetes has no absolute cure. The trearment is performed by

controlling and stabilizing the symptoms of the patient to prevent the complications.

At present the complications can be excluded by keepin-u the blood sugar level at or
near the normal level. tbod control. exercise. and taking medicine. The diabetic

I
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patient in the tirst stage can avoid the complications if he/she receives a proper

treatment and health guide line.

The treatment of diabetes. at present. aims at :

l. To treat the patient t'rom symptom developed trom hyperglycaemia. Such

symptoms are weakness. poly urea- and poly thirsty.

2- To prevent the patient foom complications that can be avoided. Such

complications are ulcer at foot. blindness. hearth attack. renal failure etc..

3. To prevent side effects hom the medicine being taken. Such etTect is

hypoglycaemia.

4. To make patient has health and good quality litb.

The treatment to achieve the objectives mentioned above has the tbllowing

guidelines tbr treatment and disease control :

l. Food control : Food control is considered to be the most important tbctor in

diabetes treatment. The proper tbod control can bring the blood sugar level back to

normal level. About 80% of non-insulin dependent patients who could control food

can prevent complications. (Plaengvittaya. l99l:28) The tbod control must be carried

out with drug treatment and exercise. The tbod control. apart tiom bringing the blood

sugar level back to normal level. also helps the control of the triglyceride level and

brings the wei_rrht of the patient back to an ideal body weight.

2. Exercise : A proper exercise will promote the use of sugar in the blood

stream by muscle. For the insulin dependent patients. the muscle will be able to better

adsorb the injected insulin. The exercise also promotes healthy body. prevents

complications especially at the hearth. reduces the triglyceride and the body weight.

3. Dru-q : The use of some dru-qs such as sultbnyl urea and biguanide is

common in the non-insulin dependent patients who have no acute complication.

4. Self care : The diabetic patients can self care themselves if they have

enough knowledge about diabetes and can apply the knowledge to control the blood

sugar level at or near the normal level.

In conclusion. diabetes is caused ttom the maltunction of the carbohydrate

metabolism system of the body which results in hyperglycaemia and deterioration of

several organs. .ln a severe case. severe complications can occur which results in

dead. The prevention and treatment are tbod control. exercise. and drug taking

I
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altogether. The tbod control is considered to be the most important thctor. A proper

tbod control can reduce the risk of complications.

2.13 Food Gontrol of diabetic patients

From the thct that diabetes is caused tiom the maltunction of the carbohydrate

metabolism system of the body. Havin-e tbod can result in hyperglycaemia or

hypoglycaemia- both leading to severe and dangerous complications. The proper food

control can reduce the complications and risk. The patients that have to take medicine

or insulin have to control the tbod consumed concurrently. Treatment by drug

without a proper tbod control results in ditticulties in disease control. (Komint. 1995:

5) Hence. the tbod control is important and necessary tbr every diabetic patient.

Nutritionist has detertmined that the tbod the patient consumed each day should satisfy

the tbllowing criieria (lntarumpan. 1988:i5 . Sunbboon. Sridama.2000:43)

l. To control the blood su_qar level at the normal level.

2. To receive right and adequate nutrition.

3. To conrrol the body r,reight at an ideal body rvei-uht.

4. To prevent complications.

5. To make tlie patient healthy and be able to carry out daily activity.

At present. the criteria tbr the tbod tbr a diabetic patient is not so complicate

as betbre. Too strict tbod control results in deteriorate of the patient,dUe to too many

problems with the metabolism of the bodl'. After the discovery of insulin. the diabetic

patient can have the tbod similar to ordinary people but some food have to be

controlled. (lntarumpan. 1989:5-19) Since. the diabetic patient has to receive the

necessary nutrients. the patient should have diversitl' of tbod. The tbod control

criterion that set the amount of carbohydrate ar 55-60%. prorein at l2-20yo. and tht at

20Yohas the detail described in the next paragraph.

The patient should have the carbohydrate that results in a slow increase in the

blood sugar level. Such tbod are tlours. cereals etc. The high natural tibre containing

food can slow the rate of sugar absorption to blood stream. At present. the tbod

control does not limit the amount of rice consumed as tar as the patient does not fat.

(Wichauanrat. 1989:32) The carbohydrate that the patienr should avoid is rhe

I
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carbohydrate that can be easily absorbed such as sugar. sotl drink. honey. sweets. ice

cream. including adding more sugar to the meal. These things cause rapid

hyperglycaemia and hypoglycaemia and ditlictly in controllin-s the blood sugar level.

ln addition. these sweet tbods give high ener-sy per unit mass. The patient when has

these tbods receives a lot of energy with only a small amount taken without feeling

full. Theretbre. the patient can have more other tbods. The consequence is the

patient becomes easily tht. The past study showed that thtness related to non-insulin

dependent diabetes by causing tissue to become insulin resistance. (Poole. 1986:32.

Zimmet. 1988:259)

Protein is a necessary nutrient lbr human body. Protein helps the gromh and

repairs the damage. The patient should receive 10-20% of the total energy from

protein. The protein sources should be tish. meat without tat. protein trom rvhite egg

and plants. The patflent should avoid having liver. kidney. or yolk to prevent high

chloresterol. A study showed that having protein without blood sugar level control

would overload the kidney. The complications at the kidnel' will beconre easily.

Theretbre. having just enou-ch amount of protein can prevent any complication of the

kidney.

Fat is an important source of ener-u1' and help the absorption of some vitamins

to the body. Each day the patient should receive about 30% of the total energy t'rom

fat. It is tbund that rmany diabetic patients have hi-uh tri-ulyceride level. The patient.

hence. should have unsaturated tat t'rom plants such as corn. suntlower. soybean etc.

The t-at tiom animal and some plants such as palm and coconut is plenty of saturated

tht. Thus. they should be avoided. The patient also should avoid fried food. or

thtty/oily tbod.

To control the blood sugar level. apart t'rom reduce the amount of fat and

sugar consumed. having high tibre diet can slow the rate of sugar absorption. This

attenuates the change in glucose and chloresterol level in the blood stream. The

response to insulin also becomes better. (Perderson:1982:5-529) Vegetables with

non-dissolve tibre also promote the moven'lent of tbod throu-sh the intestine. The

patient who still requires sweetness ma)' use non-nutritive su'eetener to.sweeten the

tbod.
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The popular sweetener consumed at present is non-nutritive sweetener. Such

non-nutritive sweeteners are saccharin cyclamate and apartame. These sweeteners are

about 10-100 times sweeten than sugar. Theretbre. using onl)'a minute amount can

achieve the desired sweetness. The energy tiom the non-nutritive sweeteners is only

l-2 calorie. The safbty of these non-nutritive sweeteners. at present. is still debatable.

It has been reported that an experiment with animals sholved that saccharin cyclamate

may be a carcinogen and can cauSe mutant. Apartame is reported as capable to cause

Neuro-endocrine system which can lead to tumor at the brain. Even though apartame

is otlicially accepted. the patient should consider not to use regularly. (Nithiyanan and

Sathit. 198730) The food control of each diabetic patient depends on the energy

requirement and the condition of each patient. At present. the tbod control is not so

strict as before. The patient can have rice and tlour as an)' norrnal people. The

increase of the blood sugar level does not totally depend on the amount of
carbohydrate consumed. but depends on the total ener-sy received tiom carbohydrate.

protein and tat consumed each day. If the ener-s)' received is higher than the

requirement of the hody. the blood sugar level rvill increase. The control of the

energy obtained hom tbod at the level the bod,v- needs can keep the blood su-uar level

at the normal level. (lntarumpan. 1985:107)

Energy requirement of the patient depends on age. body size. and daily

activity. The body slze can be calculated t'rom an indes called "body mass index" as

tbllow's:

Body Mass Index = Body weight in kilogram/lleight in merre

The bod-v mass index should be between 18.5-24.9. A person with the body mass

index below 18.5 is classitied as thin rvhile the person w'ith the body mass index

above 24.9 is classitied as tbt. At normal condition. the body should receive about 30

calories per kilogram. In addition Wiboonyanond (1996:30) has reported the energy

and tbod needed by diabetic patients as tbllows :

l. The patient w'hose the body' mass index is above the standard. middle age,

or elder people. should receive approxinrately 1.000 to 1.600 kilocalorie per day.

2. The patient whose the body mass index is in the standard level. should

receive approxiniately 1.400 to 1.800 kilocalorie per day.

I
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In conclusion. the direction of the tbod control tbr diabetic patient at present.

is not so strict as betbre. The present tbod control aims at limiting amount of foods

containing sugar. such as soft drink. very slveet truits. tht containing foods such as

ttied tbod and coconut milk. The tbod control also covers the amount of foods

consumed daily. which should not excess the requirement of the body. In this study.

the researcher has used questionnaire and intervierved the diabetic patients about the

amount and frequency of foods consumed per ueek. the amount of food consumed

per day. and fructosarnine.

The tbod consumption concerns not only the nutrients required by the body.

but also involves the social lit'e of the patient. On the other word. the consumption of
food one has to learn trom baby to adult. The criteria rvhich one should or should not

be taken. the taste which should be. are the result of culture and social litb of human.

2.1.1.1 Population factors that affect the food consumption behaviour.

The population thctors such as se\. age. occupation. educational background.

and income are thctors create dit-ferences among people. These dit'terences may

atl'ect the tbod consumption behaviour of the diabetic patient. From literature review.

the role of populatiort thctors on the tbod consumption behaviour can be summarised

below.

Sex and the tbod consumption behaviour : The concepr of socilrl and culture

on shou's that the ditl'erence in sex has si-snilicant etlbcts on the tbod consumption

behaviour. especially the status and tradition. For example. male which is the

superior status. ttequently has better tbod than t'emale. the int'erior status. Male

normally has tbod containing t'at. meat. milk. cream. and sugar more than female.

While t'emale normaily has vegetable. cereal etc. w'hich are natural carbohydrate

(Rosenberg. 1980:185) The natural carbohydrate has a lot of natural fibre which

aflects the food control of diabetic patients. Theretbre. the dift'erence in sex has effect

on the tbod control behaviour of diabetic patients.

In addition. the role of social which determines the witb to prepare food for

the thmily. the wit'e tends to t'lavour the tbod according to the need of the husband and

children more than the need of herselt. The wit'e has to taste the tbod until the taste
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satisfies the need of the family member. With this reason- the wit'e has ditliculty in

control the food consumed. The study of Prasampran (1992:80) showed that sex has

no relationship to the food control. Another study in the same year by Manokulanand

(1992:52) showed a diftbrent result. The latter study revealed that the female has

better tbod control behaviour than the male. Theretbre. sex is an interesting

parameter in studying the food control behaviour of diabetic patient in the family

context.

Age and the fbod consumption behaviour : Age has a direct etlbct on the food

consumption behaviour of the people. It is tbund that the elder has several changes,

especially the ability to t'eel the taste of the food. The children have a lot of taste buds

and the number decrease as one grow up. A report on the survey of

noncommunicable disease of the Thai people by The Ministry of Public Health in the

year 1996 showed that about 80% of the citizen betu'een l5-59 years has 3 meals per

day. The young tends to have snack between each meal more than the old. When the

old tends to have tbods with stronger taste than the )'oung. The report also revealed

that the citizen ages between 15-34 years tends to t'requentll' have very sweet tbod

more than the citizen ages between 35-59 years (47.95 versus 38.1%). The l5-34

years group also tends to have more tatty tbod than the 35-59 years (28.402 versus

23.7%\. The survey also showed that the 35-59 vears group has tendency to have

boiled tbod than the 15-34 years group (5a.5% veruus 46.9%). For the roasted or

tried tbod. the l5-34 years group has more than the 3-5-59 years group.

Educational background and the tbod consumption behaviour : Educational

background can be counted as a factor atlbcts the tbod consumption behaviour of

people. A high educated person has better knou'led-se about the tbod. An educated

housewitb can selecx appropriate tbod tbr the tamily and can intluence the tbod

consumption behaviour of the thmily members. (Fleck- l98l:25) The snrdy of

Prasarnpran (1992). however. tbund that the educational background has no relation

to the tbod control behaviour of a person- The educational background tbctor. hence.

is considered as an interesting tbctor to be studied in this research.

Occupation and the tbod consumption behaviour : Occupation is a factor

att-ecting the tbod consumption behaviour- The occupations rvhich have no specific

working hours such as merchant. agriculturist etc. cause the person to have irregular

*

t Copyright by Mahidol University



*

Fac. Of Grad Studies. Mahidol Univ. M.A. (Medicaland Health Social Science)/23

meal time. (Jansiri. 1992:52) The need tbr tbod also depends on the occupation. Fore

example. the labour need a substantial food to meet the demand of work carried out.

The ditl'erence in the occupation. hence. is an interesting thctor to be investigated.

Income and the tbod consumption behaviour : Income of the family is a factor

leading to the happimess of the family. The income is a tactor involving in the

decision of choosing tbod for the family. The thmily with high income has more

chance to have better tbods. But this does not mean that the high income family will

aluays have appropriate nutrient tbods. The survel, of the National Statistical

Department between 1968-1969 among the t'amily in the countryside and the urban

tbund that the low irtcome family spent about 64.7% of their income on tbod. The

family with the incolne in the range 15.000-17.999 bath spent about 53.4% of their

income on tbod. While the thmily with the income higher than 60"000 bath spent

only 38.2% of their income on food. On the average. a thmill'spent more than 50%

of the thmily's incorne on tbod. The high income thmily can buy tbod with better

quality than the low income tamily. (Rochjanaburanond. 1976:45-z19) The fraction

spent on the tbod by the high income t'amily is low rvhile the low income thmily is

hi-sh. The poor has no enough income to provide sutlicient tbod tbr the tamily

member. (Jansiri. 1995:109) However. the studl'of Prasampran (1992) tbund that the

t'amily income has no relationship to the tbod controllin,u behaviour. In this study.

theretbre. the etl-ect ot'income on the tbod consumption behaviour of diabetic patients

is included in the study. 
:

The study of Saengkhun (1990) on the dining out of the citizen in the urban

area and the study of Srilaor ( 1999) on the tht consumption of hearth disease patients

tbund that the population thctors such as sex. age. the nunrber of member in the

tamily. educational hackground" occupation. and income have etlbcts on the food

consumption behaviour.

In conclusion. the population t'actors such as sex. age. occupation" income. and

educational background cause the ditl'erences among the diabetic patients. These

t'actors are likely to have etf'ects on the tbod controlling behaviour of the diabetic

patients. Not only the population tactors. but also the severitv of the disease which

cause the diftersnce in the decision made by the diabetic patients on the tbod

controlling behaviour.

t
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Apart foom the difference on the population thctors. another interesting thctor

is the tamily of the patient. Since the tamily is the unit which is closest to the patient

and is the t'undamental institute of the human. A person must has relationship with

his/trer family from born to die. The family also provides food for the family

members. The food consumption of the diabetic patients. theretbre. needs the help of

the family in controlling the tbod consumed by the patients. Family. hence. is

considered as an important factor on the success of the tbod control.

2.2 Sociologf concspt of family.

Family is a social institute which is the oldest and at the t'undamental of the

human society. It is believed that the thmily institute occurred since the ancient time

betbre any institutes. The tamily institute still plays signiticant roles over the thmily

members. Such roles are setting moral. guidelines. and social standard lbr the new

members of the social. (Wantayont. 1986:l) On the other hand. each member of the

t'amily plays his/trer role closely relates with each other.

2.2.1 Definition of "Family"

The continuous changes in social and economic inevitably attect the structure

of the t'amily. The original tamily' structures are singe and extended t'amily. At

present. the thmily has more structures than betbre... The det'inition of "family" at

present. theretbre. has more explanations than betbre. The thmily subcommittee of
The National comminee on woman Promotion advised that "tbmily" is group of
persons bind together by emotion and litb dependent. includin-s social and economic.

has relationship via law and heredity. Some families may have sonre exceptional.

(National committee on woman promotion. 1994:37-38)

"Family". according to the otlicial Thai dictionary" (1982:168) means a group

of people who live in the same house i.e. husband. witb. and children. The detlnition

is rather brief and clear but can nor cover all type of tamily.

t
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According to the attitude of sociology. the "thmily" means the persons who

have relationship by heredity or marriage. According to this attitude. the famiiy
contains parent and c[rildren.

According to the attitude of anthropology. the "t'amil1"' mearis a -croup of
people including relatives who share the same house. the persons who relate via

heredity and/or law. The t'amily members have interactions in the tbrm of love. care,

support etc. Such members are tather. mother. husband. witb. relatives. or temporary

tenants. (Ramitanondh. I 999: 7. Pookbunmee. I 987:24)

Pongsapich (1994:ll) has said that before attempting to define the definition

of family. one should open mind. To detined the composition of a tamily needs not to

specitic the persons within the t'amily. The members in a thmily may no be relative.

For example. in the case of AIDS epidemic. as the death toll tiom AIDS increases. the

t'amily may reduce to the relative or non-relative. The person who takes care the

patient may not be the patient's relative and share the same house.

From the attitudes about the detinition of "tamill'" mentioned above. it can be

seen that the detinition of "thmily" has retlected an important character. type of
relationship among the thmily members and types of tamitl'. The relationship among

the t'amily members has roots t'rom love. understanding. and binding. The types of
family can be classitied as follows : (National committee on \\'oman promotion. 1994:

4r-43)

Nuclear thmily : A nuclear tamily comprises olpeople in 2 -uenerations. There

are 2 important tbrm : biological and social tbrms. The nuclear tamily in the

biological tbrm means the tamily in w'hich a couple has child/children. While the

nuclear tamily in the social lbrm means a couple lvho married by law'but without a

child. or a couple who live with each other with/w'ithout children. The nuclear thmily

in the social tbrm is commonly fbund in the present western social. including the Thai

family in the urban area. In the tuture. the nuclear tamily tends to have more tbrms

due to social and economic changes. The type of thmill usualll' has freedom but lack

interaction with relatives.

Extended tamily : An extended tamily comprises of people in 3 generations or

more i.e. grandparent. parent. and children. Or conrprises of nuclear thmily and

relatives such as grandparent who share the same house or area. The extended tamily

t
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ma-y not be a large family buy may comprises only parent. children. and a

grandparent. This type of thmily usually has plenty of rvarmness but lack of freedom

since the elder usually acts as the head of the thmily. The extended thmily usually

tbund in the a-uriculture society.

Reorganized tamily : A reorganized t'amily occurs t'rom a nerv marriage or

Iil'ing together after one used to have a spouse betbre. lf there are several new

marriages. or new marriage in a extended thmily. the relationship within the family

will become more complex. Sometime. the reorganized t'amily also includes the

t'amily in which the persons with the silne sex live alto-sether. and/or several nuclear

thmilies which liye a[together. or a group of single persons who depend on each other

depending on the situation.

In conclusion. at present the "tamily" has been detined by several detinitions

according to the changes of the thmily. The detinition used in this research is "a

group of persons who share the same house. either permanentl)' or temporarv". That

group of persons has relationship via marriage or heredity and has responsibility in

providing tbod tbr the diabetic patients. ln the present study'. the tamily is classitied

into 3 categories : nuclear. extended. and reorganized thmily'.

2.2.2 Role and responsibilitv of the famill'.

Talcot Pdrsons purposed that a social is like a system comprises of several

sub-s;-stem interacting with each other to maintain the integritl'and equilibrium of the

,o,ol ,1''r,.rn. In order tbr a social system to maintain its existence. the social system

must have the main 4 tirnctions as tbllorvs :

l. Constantly tunction to achieve the -uoal attainment.

2. Have thnction adaptation according to the situation.

3. Have tirnction integration to achieve the goal attainment and

4. Have latency to counter stress and prevent to break doun of the system.

The structure-tunction theor;- looks at the thmill'as an important tirndamental

system of the social tlhat create social value and standard of the social. The aim of this

research is to investigate the role of thmily on the behaviour of the diabetic patients in

order to analyse the relationship in the tbrm of role and interaction such as husband.
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u'it'e. parent and children. including inside and outside interaction under ditlbrent

clrcumstances.

In addition. another main responsibility of the thmily institute is to give birth

for a new generation to maintain the human being. including the teaching of the new

member to compile with the soeial rule. The economic responsibility of the family is
to legally work and save to maintain enough resource tbr the t'amily. Another

important responsibility is to take care of the health and give response to the

fundamental needs (tbod. cloth. medicine. and accommodation) of the family

members. The t'amily members. theretbre. have own tunctions to maintain the

existence of the tamily.

The role of t'amily in take caring of the health of the parient is an imporrant

role since the evolution of human. This role ma1' be as small as slight illness up to

complex disease. In addition. the t'amily members also reduce the tasks to be carried

out b)' the patient. takes part in health care. tirst aid. and medical selection and

decision. (Mutiko. 1992: I l7) It can be seen that the care of the patient in the family

needs interactions among famill' members. A patient in a thmill' means burden and

problem which the t'amily members have to bring back to normal situation.

The tunction of thmily also changes w'ith time. In the past. a thmily is a
complete economic unit w'hich can sustain itself lselt:-contained unit). On the other

vl'ord. the thmily can provide the members income. education- emotion need. and

daill' requirement. At present. some tunctions of the tamill' have been'transferred to

other social units such as health care. The tirnctions that still artach to the thmily are

the response to the tirndamental requirement of the thmill'members. i-e. food. clothes.

accommodation.,and drug.

Even though at the present time the role of tanrill' on the health care of the

t-amil1' members has been transt'erred'to the medical institute. the pattern of illness has

been changed tiom communicable disease to chronic diseases. This causes problems

in the caring of chronic disease patients. (Tangcharoensathien. l99l : I ) The treatment

of chronic diseases requires continuity until the end of the patient's life. The patient

without complication tends to stay at hislher home rather than at a hospital. At
present. however. it is fbund that a number of chronic disease patients have to receive

at the hospital due to complications. This causes problem rvith the patient care load of
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the hospital statts and the new policy of the hospital rvhich want to increase the
circulation rate of the stay-in patient. (Prasamathikom. 1992:l) Because of these

problems- the present medical treatment aims at the role of t'amily in take qaring sf the

patient at home. The diabetic patients Iike other patients which do not show any

apparent symptom. But if the patient does not properll' control his/trer behaviour.

esp'ecially the food consumption. a very severe complication can occur. If the family
which. at the present. acts as the tbod provider and preparation for the diabetic
patient. involves in the controlling of the tbod consumed by the diabetic patient. the

chance of a complication to occur can be reduced.

The tunction of the thmily members usualll' tbllows the status in the family.
The family status is attached to each member. For example. great-grandparent.

grandparent. parent etc. Each status has its own role and tunction. The thther status.

tbr example. has to tind income tbr the t'amily while the mother status has to prepare

tbod tbr the thmily. The role and tunction of each status among t'amilies can vary

according to social. economic and culture ol each thmill'. However. if each member

functions according to the role assigned. the thmill'can live in happiness.

2.2.3 Relationship among the family members

Relationship among the tamily members relates to emotion. It also attaches to

the status in the t'amily. The relationship among the tamily member means unity.

love. understanding. giving. tbrgiving. and interacrion between husband-wife. parent-

children. and relative. Any thmily u'ith good relationship will always have happiness.

On the other word. the relationship amon-s the t'amil1' members is the root of the

happiness in litb. (Saengsingkaew. 1993:10) It can be said that fhmily is the

beginning of the social lit'e. The background of the t'amily atl'ects the health and

illness of the thmily members. Living in a w'arm thmily creates health cooperation.

Weiss (Weiss. R.. 1974:17-26') has purposed that the relationship among the family

members should comprise of the tbllow-ing thctors :

l. Closeness which leads to warrnness and security.

2- Activity cooperation which leads to intbrmation and experience exchange.

including advise. waming. and encouraging-
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3. Responsible to each other.

4. Acceptance the capability limit of each thmily member.

5. Help and giving

However. the relation among the thmily members may be in the form of love.

or hate. Grandall (1980:4104ll) purposed that the primary relationship within a

family comprises of the following thctor.

l. Number of Role : There are several numbers of role in the family such as

father. mother. dependents. assistance. etc. The members of the family. therefore.

have several tbrms of interaction.

2. Communication : The communication in a thmily is usually a open type.

The thmily members discuss with each other. advise. or exchange idea.

3. Emotion : There are several types of emotion in the thmily. such as love.

warrnness. angry and cont'lict.

4. Transtbrability : Transt'erability occur rvith a specitic person and can not be

easill'transt'er to another person. It is an interaction betll'een specitic persons. such as

between parents and children.

In conclusion. the relationship w'ithin a tamily is naturally occurred tiom the

roles of the tamily members. The tamily in which the thmily members have plenty of
love will bring help and care to the thmily.

2.3 Food consumption behaviour of Thai family.

Thailand is agricultural country. In the past. the tbod consumption of the Thai

t'amily depended on the tbod produced in the t'amily's land. Most of the tbod

consumed were natural cereal grown in the area. The cooking and seasoning

depended on the local culture. This led to the origin of tbod consumption culture

originated via the food providin-u mechanism of the t'amily.

2.3.1 Role of family as food provider.

Family can be counted as a thctor int'luencing the tbod consumption behaviour

in daily lif'e since the beginning of the human society. The family is a melting pot

I
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which blends the human behaviour. A person will have or will not have a food

depends on the tamily background. For example. a t'at person may have a family

background rvhich does not have any control on the food to be consumed. Sweets are

always available. Each family member usually has similar food consumption pattern

whether type. taste. cooking. and amount. (Boonprakob. 1994:39)

The role of thmily in cooking tbod tbr the thmily members begins trom food

providing. cooking. tlavouring. and having. Normally the person who talies care

these tasks is housewitb. In some t'amilies. less common. these roles are taken by the

head of the t'amily. The tbod providing role begins from finding or buying food from

any available sources e.g. stores. markel supermarket. Some foods. such as fruits and

vegetables. may come directly tiom the producers. The source of food also col'ers the

food shared between relative and neighbour. In addition. the type of tbod consumed

depends on season. The tbod according to the season usually has better quality and

taste than the tbod outside its season.

Most of the people in the cit,v obtain tbod trom buying at a market. The tbod

bought at the nrarket may be ready made or tiesh tbods. The raw materials are passed

through cooking processes to suit the type and taste required. The cooking process

depends on the experience. culture. and believes transt'erred via t'amily and social.

Cooking includes any processes that make the tbod ready to be consumed.

(Tungchoorut. 1984:97) The cooking process is counted as a culture. As can be seen

from the tbods from dittbrent parts of Thailand which have ditl'erent types and tastes.

For example. the tbod tiom the southern part is commonly hot while the tbod tiom

the northern part is commonly mild. The north-easterner pret'er salty and hot foods

while the people. in the central part like sweet tbods and used lot of coconut milk in

cooking. (Veerawaitaya and Damapong- I 999:45)

Food processing or cooking method can increase the energy of the food

cooked. For example. the tried tbods and the tbods that use coconut milk in cooking.

These foods increase the tri-ulyceride level which is danger to the diabetic patients.

The adding of sugar or having preserved ttuits. even in a small amount. give very

high energy. They can increase the body weight and blood sugar level. Fatty meats.

very sweet tiuits. tried tbods" sweets. and coconut milk containing tbods all cause

fatness and increase the blood sugar level.
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At present there are a lot of semi-ready to eat tbods in the market. Typical of
these tbods is tinned food. noodle. boil rice. These tbods need very short time to
prepare. The cooked tbods sold in tbst fbod stores are mostly high tht. oily. and sugar
containin-u tbods. This type of tbod can be easily kept tbr a period of time and still
look good after warming. If the diabetic patient has the high tat and sugar containing
food fi'equently. the disease control will be ditlicult. (Choonhasawatkul. 1999:9)
Therefore. the pbrson who acts as the tbod provider of the family should prepare a

suitable tbod tbr the diabetic patient in his/trer thmily.

In conclusion. the role of t'amily in tbod providin-u and preparing is very
important and att'ects the tbod consumption behaviour of the t'amily members due to
the thct that in many tamilies the thmily members still have meals altogether. The
tendency of a diabetic patient to strict to the tbod control programmed or not. hence.

depends stron_uly on the tamily role.

2.3.2 Food consumption behaviour in daill' life of rhai famil1,.

Most of the Thai thmily have rice as a main dish tbr three meals. The rice
may be normal or sticky rice. Each meal usualll, has 2-i dished having with rice.
depends on the economic status and time. The dishes having rvith rice enhance taste

and nutrient of the meal. The dishes having w'ith rice come tiom several sources such

as meat- tish- egg. vegetable etc. The taste and preparation method depends on the

requirement of the tanrily members. If the lamil1, members pretbr oily tbod. the
dishes havin-q with rice are tended to be prepared in such way. (lntarumpan. 1994:50)

The pattem of a Thai meal is to share the dishes having rvith rich while each member

has own rice dish- Durin-u the meal time. the tamill' members usually have

conversation to strengthen the relationship. Atier each meal. some families may have

sweets and truits according to popular and economic of each thmily. The sweets may

be prepared according to some special occasions. The major ingredients of the Thai
sweets are f'lour. su,qar. coconut milk or coconut-

Apart tiom the pattem of having tbod. the statlls of each thmily member also

relates to the tbod consumed. In some culture such as chinese. tather" mother and the
eldest son are the tirst group to have meal. The daughter-in-law. though being a cook
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herself, will have meal later. In some Thai tamil;*. there is tradition that the rice just

finish cooked must be served to the head of the thmily. In some tradition. the older

will have meal betbre the younger. (Saihoo. 1984:l6l)

Considering the nutrient of Thai tbod. the nutrient experts accept that the Thai

food has complete 5 set of nutrients in equilibrium. The amount of flour. sugar. and

fat is not too high. ln addition. the present of natural tibre help slow the absorption

rate of tht tiom the tbod eaten. The rotation of tbod allows the consumer to have

adequate nutrients. (Hongvivatana. 19981 : 9-13)

In conclusion. from the pattem of tbod cooking and dining in the family. it can

be seen that the thmily significantly intluences the tbod control behaviour of the

diabetic patient in the thmily. If the thmily support the tbod control programme by

providin-u and preparing suitable tbods tbr the diabetic parient. it will encourage the

diabetic patient to strict to the tbod control programme.

2.3.3 Effects of social changes on the food consumption behaviour of
Thai famill'.

The chan-ues in society. economic and the advances in technology make the

world looks smaller than betbre. An obvious result is the living patrerns of people in

ditlbrent parts of the world tend to blend altogether. The tbod consumption culture is

inevitably att'ected by such changes. Any changes in the tbod consumption pattern.

therefore. follow'the changes in social. economic. and political atmosphere at that

time. (Ramitanondh. 1997:2) As can be seen t'rom the tbods had by Thai families at

present. One can see that the tbods have varieties of origin. A meal may comprise of
ordinary Thai tbod. tried eg,us. tried sausa-ses. or a big piece of tiied beef.

Such changes determine the culture of tbod and the direction of tbod business.

The fbod that is prepared only in house has been mass produced and distributed. The

living in a society that have to race with tinre malie the consumer to require

convenience and time savin-u tbod preparation method. In Thailand. it is found that

the populations in the urban area tend to have carbohydrate t'rom sugar more than the

people in the country at the ratio of 12.9:9.1. The people in the countryside tend to

have carbohydrate from rice and tlour more than the people in the urban area at the

I
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ratio of i60:2e8.6. In addition ,#t-"-**ffi,"nstraints force more women ro work

outside. This reduce the time and labour tbr preparing tbod tbr the t'amily. As can be

seen tiom the research of Uttamawathin who tbund that a lot of thmily do not cook.

About 50% of the people in Bangkok buy cooked tbods t'rom markets and about

36.3% have meals at fast food centres. The cooked fbods sold in the markets and fast

tbod centres normally are high tht menu. Due to these tbods uill look nice after being

warmed. The consumers. due to these t'acts. receive tatty tbods which atl'ect their

health. (Choonhasawatkul. I 999:9)

The Thai thmily is severely att'ected ttom the economic and social strategic

plans of Thailand which tbllo*' the current of the global direction. An important

et't'ect occurred on the Thai thmily is the change tiom an agricultural society to an

industrial society. A lot of people move tiom tamr and countryside to become

labourer in manut'acturing plants. (Sriareeya. 1996:19-23) The effects on the Thai

t'amily are obvious and continuous. The Thai tamily institute continuous changes

t.rn,t. e\tended tamill'tbrm to the nuclear thmil;- tbrm. The national population

surve)'in 1990 tbund that the number of t'amily u'as I2.2 millions with the average

size of 4.4 persons. The number of children per t'amil1' reduced t'rom 6 children at 30

years earlier to 2 children per family at present. About I in -l thmily has their own

land u'hile about 50% of the thrmers are labourer in lhrm. I in 8 is unemployed. (The

National Statistical Department. 1994) People tiom every part of Thailand moved to

live and rvork in Bangkok. In 1981. the average number of residence in Bangkok was

3.314 people per square kilometer. (Arnold and Boonprathueng. 1976: ll. Goldsteel

and Goldsteel. 1994: 23-24\ The main cause of movement during the period 1962-

1980 was the economic thctors. (Junrutritwong. 1983:393 )

The importance of thmily on human being can not be denied. "Family" is the

institute that everyone put hope on solving every social problem. but the economic

changes at present has intluenced the economic structure and the relationship in the

thmill'. These situation changes can atl'ect the role of t'amil;" in lookin-s after the

diabetic patients in the tamily. The thmily may or may not support the preparation of
suitable fbods tbr the diabetic patients in the tamily.

+
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:il::,- 
and the food consumption behaviour of diabetic patients in family

The review of previous knorvledge. both idea and theory. shown earlier shows

that there are several thctors likely to have ett'ects on the tbod consumption behaviour

of the diabetic patients in the thmily context. These t'actors are sex. age. marital

status. occupation. education. economic. years {iagnosed as diabetes. patient attitude

on severity of the disease. and status of the patient in the thmily. These factors cause

ditl'erence among each diabetic patients. Such ditl'erences are thctors to be concerned

in the study of the tbod consumption behaviour of the diabetic patients.

Another tactor that can not be overlooked is the thmily thctor. Since the

t-amily is the tirst institute that implants social value to each person. The attitude of

each people in selecting what to have depends on the experience in childhood. It is

$ said that human always asks tbr the tbod according to experience in childhood- Most

tamill't'lavours the tbod according to the taste the tamill'members get use to. When

the tbmily has a diabetic patient. the role of thmily in providing suitable foods for the

diabetic iu,i.n, is very necessar)' and important. The role of thmily begins ttom food

providing. preparation. cooking. and having. If each step supports the food control

programme of the patient. the chance tbr complications to occur will be greatly

reduced. Above all. if the thmill' members change their tbod consumption behaviour

to synchronize with the patient. this will benetit the health of each member. The

relationship among the thmily members is also another tactor that can have etlbct on

the tbod consunrption behaviour of the patients. From all of the mentioned reasons.

the research has put the tiamervork on the tbod consumption behaviour of diabetic

patients in the family context using both personal tactors and thmily t-actors.
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CHAPTER 3

RESEARCH METHODOLOGY

This study is a survey research to examine the tbod consumption behaviour of

diabetic patients in the family context. The research also study roles and functions of

family in food providing for the diabetic patients whether how much the family

promote or hindrance the consumption of suitable foods of the patients. The

methodology of this study can be described in the next paragraphs.

3.1 Populations and sample size.

The populations studied in this study are the diabetic patients who come to

received treatment at the out patient department. Burapha University Hospital.

Cholburi Province. in the year 2001. The diabetes clinic is opened two days per

week. between 7.30-12.00 on Tuesday and Thursday. The number of diabetic patients

is betu'een 30-50 per day. The data base of the year 2000 showed that 720 diabetic

patients came to received treatment at the clinic.

3.1.1 Sample size.

The sample size of this study is calculated tiom the number of the diabetic

patients who came to receive treatment in the year 2000 (720 cases). The error of the

sample is set at 5o/o (0.05) or the sample has the contidence level of 95%. The

number of the smallest sample size which can be accepted as the representative of the

total diabetic patients is determined from the following tbrmula (Yamane. 1973:.725)

n=- \- -
l+N(e)l

where n=numberofsample

N : Total number of population

e : acceptable error (here is 0.05 or 95%)

therefore n: 7201(l+720(0.0025)):257 patients

To prevent loss of sampling data the researcher adjusted sample size upto 260.

t
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3.1.2 The studied sample and sample selection.

The sample studied in this research was selected from the people who came to

received treatment at the Burapha University Hospital. Cholburi province. The

researcher has determined the characters of the sample as follows :

l. The patient must be a non-insulin dependent diabetes.

2. The patient must continuously come to receive treatment at the Burapha

University Hospital not less than I year.

i. The patient must not have any severe complications such as sudden hearth

attack. paralysis. hyperthyroid etc.

4. The patient must not be pregnant.

5. The patient must have good consciousness. no hearing or communication

problem. and actively involve in the interrogation.

The patients were sampled from different period of time i.e. January-March.

April-June. July-September. and October-December. Since the diabetic patients in

each period have very similar characters. the patients in a period can represent the

patients in the other periods. In this study. the researcher interrogated the diabetic

patients who came to receive treatment between Tuesday 7th August 2001 and

Tuesday I lth September 2001 on Tuesday and Thursday during 7.30-12.00 each

week. The interrogation finished after 260 diabetic patients were interro-cated.

3.2 The research tools.

The research tools comprise of :

l. The patient records of diabetic patients.
' 2. Questionnaire. The questionnaire used in this study comprises of 4 parts as

tbllow's:

Part l. Population and social characters.

Part 2. Role of family in providing suitable tbods tbr the diabetic patients.

Part 3. Data on the food consumption behaviour in daily life of the diabetic patients-

Part 4. Data on relationship within the patient's family.

I
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3.2.1 Content and parameters used in the study.

The content of questionnaire and the paftrmeters used in the study of the role

of family in the food conrolling behaviour of diabetic patients are based on the

literature reviewed and related researches. The questionnaire comprises of the

tbllowing sections.

Section I : Population and social characters

This section comprises of t2 multiple choice questions. The questions are

about sex. age. marital status. occupation. education background. economic level,

years diagnosed as diabetes. the number of family members. type of family. and the

status in the family.

Section 2 : Role of t'amily in providin,c suitable foods for the diabetic patients.

This section comprises of 23 questions as tbllows :

The first nine questions ask about the role of t-amily in providing suitable

foods tbr the diabetic patients.

The questions number l0-13 ask about the tbod preparation merhod.

The role of family on the consumption of suitable tbods for the diabetic

patients is asked in question number 14-16.

Seven questions. number 17-23. ask about the changes in the food

consumption behaviour after being diagnosed as diabetes.

The questions number 3.4. 8. 10. 12. 15. 16.21 and 22are positive.

The questions number 1.2. 5-7. 9. I l. 14- 17-20 and 23 are negative.

Section 3 : The fbod consumption behaviour in daily life of diabetic patienis.

This section comprises of 20 questions as follows :

Six questions (24. 7. 19 and 20) ask about the consumption of tlour. sugar.

and tat.

Seven questions (1" 5.6. 10-12 and 18) ask about the consumption of soft

drinks and snacks between meals.

Four questions (8.9. l3 and 14) ask about the consumption of vegetables and

fruits.

Three questions (15-17) are about the controlling of food before and after the

blood sample taking.

The positive questions are the questions number l. 2. 5. 8. 13. 14 and 16.

I

t Copyright by Mahidol University



?
Nalin Mongkhonsi Research Methodology/38

The negative questions are the questions number 3.4.6. 7.9-12.15 and 17-20.

Section 4 : The relationship within the family.

This section comprises of 20 questions as follows :

Four questions on the communication within the family. These are the

questions number 14.

Questions 5-9 ask about time spent on the t'amily's activities.

Questions I l-16 ask about the love and harmony within the family.

The help of the family member is asked in questions number l0 and l7-2A.

The positive questions are the questions number l. 2. 6. 8. 9. 13-15 and l7-20.

The negative questions are the questions number 3-5. 7. l0-12 and 16.

3.2.2 The build of the tool.

Step I : The objective of the questionnaire is to find information on the food

consumption behaviour of diabetic patients in t'amily context. The researcher has

reviewed literatures. documents. books etc. to gather previous information on types of

family. economic background. relationship within thmily. role of family. and the food

consumption behaviour in daily Iit'e of diabetic patients.

Step 2 : The researcher has preliminary intervieurd with some diabetic

patients about their tbod consumption behaviour in daily lit'e. The structure and

framew'ork of the questionnaire are determined ttom the intbrmation gathered in this

step, The questionnaire was adjusted. where necessary. to cover the behaviour to be

measured. and to consistence with the hypotheses and objective of the research work.

Step 3 : Determine the number of questions required to cover all the areas

interested. Then. determine the lbrm and type of questionnaire. Set criteria for

scorin-s and translating. In this step. the questionnaire must be complete. eft'ective,

and reliable.

After all the procedures described above. the questionnaire obtained comprises

of 4 parts as follows :

Part I : This part aims at the social and t'amily of the sample populations.

The questions are multiple choice type all of which are about sex. a-qe" education,

occupation. marital status. economic level" years diagnosed as diabetes. attitude on

l
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severity. number of members in the tamily. type of thmily. and the status of diabetic

patient in the family.

Part 2 : 'This part is about the role of family in providing suitable foods for
the diabetic patient. There are both positive and negative questions. The form of
question is Likert scale. The diabetic patient is requested to answer only one from the

following 4 choices: totally agree. agree. disagree. totally disa-sree. Each answer has

the following score:

Answer Positive question Ne-sative question

Totally agree

Agree

Disagree

Totally disagree

4 score

3 score

2 score

I score

I score

2 score

3 score

-l scoret
The evaluation of the role t'amily on the tbod consumption of diabetic patient

is carried out tiom 73 questions. The risk behaviour is categorised into groups using

mean and standard deviation r+.SD. It is tbund that the mean is 61.74 and the

standard deviation is 7.1 l. From these data. the risk behaviour of the diabetic patients

is categorised into 3 groups as tbllows :

Role of thmily in providin_c tbod tbr diabetic patient.

Need improvement

Average

Good

i8.00 - 54.62

s4.63 - 68.85

68.66 - 87.00

t

Part 3 : This part concems the tbod consumption behaviour in daily litb of
the diabetic patients. There are tbur answers that the diabetic patients can be used for

the questions : always" sometime. rarely. and never. Each answer has the following

meaning:
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Answer Meaning

Always

Sometimes

Rarely

Never

The patient always carries out such activity.

The patient sometimes carries out such activity.

The patient rarely carried out such activity

The patient never carried out such activity

Each answer has the following score :

Answer Positive question Negative question

I

Always

Sometimes

Rarely

Never

4 score

3 score

2 score

I score

I score

2 score

i score

4 score

The evaluation of the tbod consumption behaviour in daily litb of diabetic

patient is carried out from 20 questions. The risk behaviour is categorised into groups

using mean and standard deviation -r +.SD. lt is tbund that the mean is 61.27 and the

standard deviation is 7.M. From these data. the risk behaviour of the diabetic patients

is categorised into 3 groups as tbllorvs

Role of family in providing tbod tbr diabetic patient.

Need improvement

Average

Good

38.00 - 53.82

53.83 - 68.70

68.71 - 77.00

The risk behaviour of diabetic patients in the tbod consumption has interval

measurement level.
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Part 4 : Relationship within family.

The relationship within t'amily means t'eeling and interaction amon-q the family

members in the form of love. communication. advice. t'amily activity. help. economic,

and time.

The form of question is Likert scale. There are tbur answers that the diabetic

patients can be used for the questions. The choice "not true" means the question is

not correct. The choice "partial" means the question is partially correct. The choice

"frequently" means the question is foequently correct. And the choice "mostly" means

the question is always correct. Each answer has the tbllowing score :

Answer Positive question Negative question

i
Not true

Partial

Frequently

Mostly

4 score

i score

2 score

I score

I score

2 score

3 score

4 score

The evaluation of the tbod consumption behaviour in daily litb of diabetic

patient is carried out tiom 20 questions. The risk behaviour is categorised in to
groups using mean and standard deviation -r +.SD. It is tbund that the mean is 65.45

and the standard deviation is 5.57. From these data. the risk behaviour of the diabetic

patients is categorised into 3 groups as follows :

Role of tamil.v in providing tbod tbr diabetic patient.

Need improvement

Average

Good

i2.00 - 55.87

55.88 - 75.02

75.03 - 80.00

+ level.

The relationship within thmily of diabetic patients has interval measurement
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3.2.3 The quality assurance of the tool.

The validity of the questionnaire *us ti.rity checked by thesis advisor and

expertise in the tield to contirm that the questionnaire covers all the interested aspects.

After the questionnaire was modified according to the comments from the

expertise. the questionnaire was tried out with 5 diabetic patients. Then the language

of the questionnaire was moditied to prevent misunderstanding between the

researcher and the diabetic patients. After the tirst language modification, the

questionnaire was tried out again with another 10 diabetic patients. Then the

sequence of the questions in the questionnaire was rearranged. After the question

rearrange. the questionnaire was tried out again with another 30 diabetic patients.

The results obtained t'rom the last try out w'ere checked tbr reliability. The

checked parameters were the tbod consumption behaviour of diabetic patients in

family context. the role of t-amily in providing tbod. and the relationship within the

patient family. The validit-v of the analvsis was calculated using Cronbach's alpha

coetticient method. lt is tbund that the questionnaire has the tbllowing validity.

l. The tbod consumption behaviour of diabetic patients in t'amily context has

the validity equals to 0.75.

2. The role of tamily in providing tbod has the validit;" equals to 0.86.

3. The relationship within the patient t'amily has the validity equals to 0.93.

3J The data collection.

The researcher has obtained a letter trom the graduated school of Mahidol

University to ask the director of the Burapha University Hospital tbr permission to

collect data. The data collection period rvas between 6.00-12.00 from 7th August

2001 to I lth September 2001

After the permission has been -uranted. the researcher has met the head of the

nursing department to explain the detail procedures. Then. the researcher has asked

for cooperation tiom the head of the out patient department and related otlicers.

The service of the diabetes clinic begins tiom the re-uistration of the diabetic

patients. The blood sample taking is carried out betu'een 7.i0-9.00- The next steps

are the lveight and blood pressure checking. Atler that the patients can have breakfast

I
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and come back to receive the results and nralie the next appointment with the doctors.

From the beginning to the end takes about 34 hours.

There are additional 4 assistance help collecting the data. All assistance were

trained before allowing to question the patients. The data collection has the following

procedures :

l. The researcher asked tbr name and history of the diabetic patients to

identiff the interested subjects and to prevent repeat data collection.

2. Ask for information from the patient. The researcher began by introducing

and explaining the objective of the study. The interview began after the patients

agreed to cooperate. The patient could ask tbr more explanation if he/she did not

understand any question.

The data collection began on Tuesday 7th August 2001 between 6.00-12.00.

ln the first days. the collection was rather slorv due to the assistance did not accustom

to the questionnaire- The questionnaire took about 25-30 minutes per one patient.

After the assistance began to get use to the questionnaire. the time reduced to 20

minutes per patient. In the tirst period. the collection rvas carried out during the time

the patients were waiting tbr the call trom the doctor rvhich took about 30-60 minutes.

It was tbund that this time was not appropriate since several patients were called

before the interview was completed. In the next week. the interview was planned to

begin tiom 6.00 o'clock at the examination room rvhere all the diabetic patients must

be taken blood sample here. The research teams could collect about 40-60 cases per

week. It took about 5 weeks to collect 260 cases. The interview ended on Tuesday

I Ith September 2001. Then. the data were complied and analysed.

$
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3.4 Compiling and analyses

The researcher has prepared a code book of all questionnaire. The data are

analysed using a microcomputer and a soltware named "statistic Package for the

Social Science (SPSS/Pc*). The si-cnificant level is set at 0.05. The data analyses

procedures are as follows :

l. Use descriptive statistic to determine frequency. percentage. mean.

standard deviation. and maximum and minimum to analyse personal and family data.

The data analysed are sex. age. marital status. educational level. occupation. economic

level. years diagnosed as diabetes. severity of the disease. status of the patient in

his/trer family. the number of tamily members. type of family. relationship within the

patient t'amily. role of t'amily in providing and preparation of tbod. and food

consumption behaviour of diabetic patients.

2. Analyse relationship betrveen the independent variables that have two level

of measurement (i.e. sex and type of thmily) and the tbod consumption behaviour of

diabetic patients in tamily context (dependent variable) using student t-test. Analysis

of variance (ANOVA) is used w'hen the independent variables are more than two level

of measurement (i.e. a-ue. marital status. educational level. occupation. economic

Ievel. years diagnosed as diabetes. severi* of the disease. status of the patient in

his/trer t'amily. the number of tamily members. relationship within the patient's

family. and role of family in providing and preparation of tbod).

3. Analyse the influences of the independent variables which have interval

scale measurement (age. educational level. income. years diagnosed as diabetes.

attitude on severity of disease. relationship within the patient's family. and role of
family in providing and preparation of tbod) w'hether they have or have no effects on

the food consumption behaviour of diabetic patients. The analyse is carried out using

stepwise multiple regression analysis because nearly all the analysed variables have

the measurement level as interval scale. Several independent variables have the same

dependent variable. In addition. the stepwise multiple regression analysis still has an

advantage that it can show the eft'ects of several independent variables on the same

dependent variatrle simultaneously.

*
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Data must be checked to agree with the rules of multiple regression analysis

prior to unuly.e according to the following assumptions :

First. all the variables must have interval scale. Any variable which does not

have interval scale must be changed into dichotomy.

Second. the distribution of residual must be normal distribution by checking

the residual with Kolmogorov-Smirnov test.

Third. there must not be auto-correlation. On the other word. there is no

correlation among residuals which can be checked trom Dubin-Watson test.

Fourth. the variance of residual is homocedasticit-v and the dependent

variables have linear relationship with independent variables. This can be tested by

plotting between the residual and the predicted value.

Fifth. the independent variables must not have multicollinearity which can be

tested by tinding correlation among the independent variables.

After the data pass the agreements described above. the multi-regression

statistical analyses is brought into action.

3.5 The translation of correlation coefficients.

The correlation coetlcient has the value hom 0.00 to 1.00 in either positive or

negative directions. The size of the correlation coetlicient can be considered from the

absolute value. The plus or minus s1'mbol indicates onll' the direction. The

signiticant level of the correlation coetlcients can be considered after testing. Since

in the step-wise multiple analyses. the variables to be calculated must have

measurement level in interval scale or above. In case the independent variable is

nominal scale. the variable must be changed into dummy variables. The value of the

dummy variables will be either 0 or 1 onll'. (Sujitrarut.200l:160)

Fromthetbrmula: D : G-l
where D : Number of dummy variable

G : Number of groups of independent variables

I
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t

il

Table of dummy variable.

Parameters Original code
Dummy variable

DI D2 D3 D4 D5

Sex l. Male

2. Female

0

I

Marital status l. Single. Widow. Divorced. Separate

2. Manied

0

1

Occupation l. Unemployed

2. Agriculturist

3. Employee

4. Merchant

5. Government service. Govemment

enterpreneur

I

0

0

0

0

0

I

0

0

0

0

0

I

0

0

0

0

0

I

0

Economic

status of

the family

l. Poor

2. Just enough

3. Middle class

4. Rich

I

0

0

0

0

I

0

0

0

0

I

0

Attitude on

severity of

the disease

l. Not severe

2. Moderate

3. Very severe

4- Don't know

I

0

0

0

0

I

0

0

0

0

I

0
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CHAPTER 4

RESULTS

The study of family and the food consumption behaviour of diabetes patient in

family context was carried out using questionnaire. The data lvere gathered from the

diabetes patients who came to receive treatment at the Diabetes clinic, Out patient

department. Burapha University Hospital. The number of the diabetes patients

interviewed is 260. The data were analysed using SPSS/PC* soltware. The analysis

are presented in 4 sections as follows:

4.1 Population and social characters of the sample.

4.2 Food consumption behaviour in daily life of diabetes patient, role of

familf, in providing suitable for the diabates patient. and relationship within the

family.

4.3 Relationship between food consumption behaviour in daily life of diabetes

patient and factors affecting.

4.4 Factors atl'ect tbod consumption behaviour in daily lit'e of diabetes

patient.

t
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4.1 Population and social characters of the sample.

4.1.1 Population and social characters of the sample

The majority of the diabetes patients interviewed are t'emale (71.5%). Male is

accounted for only 28.5%. Most of the patients age between 6l-70 years (35.8%).

The average age of the patients is 60.7 years. About two third of the patients is

manied (66.5%). The average marriage time is 23 years. The rest is found to be

widow" divorce. separate, and single.

Considering educational background of the diabetes patients. it is found that

the majority of the diabetes patients has finished compulsory course (elementary level

and higher). 68.1% finished elementary level. Only 17.7% never attended school.

More than half (53.1%) of the patient is head of family/housewife.

I Even though most of the diabates patient do not work- the economic level of

most families is just more than enough and just enough for their daily life

consumption.46.3Yo and 41.3olo- respectively. The rest are in the group of the rich

and the poor people. 9.3% and 3.1%. respectively. The results are summarised in

Table I on the next page.

t

I
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Table I Number and percentage of diabetes patients. Classified by population

and social characters.

Population and social characters No. o,,o

I

Sex

Male

Female

Age

Less than 5l years

5l - 60 years

6l - 70 years

7l years and over

Mean 60.71 S.D. 10.07

Marital status

Single

Widow'. Divorce. Separate

Married

Maniage period

Less than l0 years

10-20 years

2l-30 years

3 I -40 years

More than 40 years

Mean 23.19 S.D. 19.32

Total

Min 3l

Total

Max 8t

74 28.5

186 7t.s

260 100.0

49 18.8

76 29.2

93 35.8

42 16.2

260 100.0

16 6.2

7t 27.3

173 66.5

260 100.0

12 4.6

13 5.0

38 14.7

55 2l .1

55 2t.t

t73 66.5

Total

t

Total
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Table I Number and percentage of diabetes patients. Classified by population

and social characters (continue)

Population and social characters No. o/to

I

Academic background

Never attend school

Primary school

Secondary school

Lower than bachelor degree

Bachelor degree

Higher than bachelor degree

Occupations

Head of family. houservife

Retired government service employee

Agriculturist

Fishery

Employee

Merchant

Govemment service employee

Employee of government interprise

Others

Family income

Rich

Middle class

Just enough

Poor

Total

Total

46 17.7

177 68.1

l8 6.9

2 0.8

13 5.0

4 1.5

260 100.0

138 s3.l

t2 4.6

ll 4.2

3 1.2

30 I1.5

l0 3.8

3 1.2

5l t9.6

2 0.8

260 100.0

I 3.1

'120 
46.3

107 41.3

24 9.3

260 100.0

{1

Total
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4.1.2 Diabetes related data

It is found that the minimum years of diagnosis diabetes is I year and the

maximum is 35 years. The majority of years of diagnosis diabetes lies below 5 years

(47.3%). The average value is 8.1 years.

Next is to consider the anitude of the patients on the severity of the disease. tt
is found that 42.7o/o and 40.8% of the patients think that diabetes is not so severe and

moderately severe, respectively. Only 12.7% believe that diabetes has very sever

effect.

Considering the attitude on disability such as amputation, blindness,

paralyzed. etc. cause from diabetes. It is found that most of the patients (63.5%) do

not think that diabetes can cause disability. Only 13.0% know that diabetes can cause

disability. Most.of the patients (77.3%). know that diabetes can not be cured. Just

only 10.8% believe that diabetes can be cured and only ll.g% have no idea. The

results are summarised in Table 2.

4.1.3 Family components

Most of the diabetic patiens at Burapha University Hospital live in family.

The number of member in family is between 2-6. The average family member is 4.

In addition. it is fond that most of the patient live in extended family (5S.5%).

41.5% lives in single t'amily. And only 3.1% stay alone.

It is found that 51.5% of the patient hold the starus as great grandparent and

grandparent of the families. Following by father/mother and husband/wife.3l.4o/o

and 6.2%. respectively. The results are shown in Table 3.

{
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Table 2 Number and percentage of diabetic patients classified by years of
diagnosis diabetes, and attitudes.

Diabetes related data No.

Results/s2

h

o,/o

t

Years of diagnosis diabetes

Less than 5 years

5 - l0 years

ll - 16years

I 7- 22 years

more than 22 years

Mean 8.I S.D.6.81 Min I Max 35

Affitude on severity of diabetes

Not severe

Moderate

Very severe

Don't know

Attitude on disability cause from diabetes

Diabetes can cause disability

Diabetes can not cause disability

Don't know

Attitude on treatment

Diabetes can not be curEd

Diabetes can be cured

Don't know

t23 47.3

77 29.6

25 9.6

29 tt.2

6 2.3

Total 260 100.0

lll 42.7

106 40.8

33 12.7

l0 3.8

Total 260 100.0

Total

34 l3.l

165 63.5

61 23.5

260 100.0

201 77.3

28 10.8

3l I 1.9

264 100.0Total
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Table 3 Number and percentage of diabetes patients classified by family

components.

Data on family No. o,,o

*

Number of members in family

I

2- 6

7-l0
more than l0

Mean 4.2

Family type

S.D.2.4 min I max 20

Single family

Extended family

Status of the patient in the family

Great grand parent

Grand parent

Father/Mother

Uncle/Aunt

OtTspring

Brother/Sister

Spouse

Other

9 3.5

t97 75.8

53 20.5

3 1.2

Total 260 100.0

108 41.5

152 58.5

260 100.0

8 3.1

133 5r.2

82 31.5

7 2.7

1 0.4

3 1.2

t7 6.5

9 3.5

260 100.0

Total

Total
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4.2 Food consumption behaviour in daily life of diabetes patient, role of family

in providing suitable food for diabetes patient, and relationship rvithin family.

4.2.1 Food consumption behaviour in daily life of diabetes patient

It is fond thai most of the diabetes patients have medium risk food

consumption behaviour (68.8%). The patients who have high risk and low risk

behaviour are 15.8olo and l5.4Yo. respectively.

Considering the food consumed in daily life. 70Yo of the diabetes patients

consume moderate amount of carbohydrate. sugar. and tbt. The amount consumed by

16.9% and l3.l% of the patients are high and low. respectively.

Considering having snack and sw'eet bevera-ue berween meal. it is found that

70.0% of the diabetes patients taking in moderate amount. 17.7% and l2.3Yo

consume in low and high amount. respectivel)'.

Considering the vegetable and ttuit consumption behaviour" it is found that

66.5% of the diabetes patients consume in moderate level. 19.6% slightly consumed

ve-eetable and fruit. Just only 13.8% rely heavily on vegetable and fruit.

Considering the food controllin-e behaviour betbre and after the blood sample

taliing. it is tbund that most of the patients have modorate food control behaviour

(65.8%). Following by those that rarel.v control tbod (18.1%). Only 16.2%o of the

diabetes patients strictly control the food they have.

The results are summarised in Table rl.

4.2.2 Food controlling behaviour before and after blood sample taking.

It is tbund that 38.1% of the patient talie drug with strict food control.

Followed by those tahe drug but do not control tbod (26.2%). It is also found that

56.2% of the patient have considered tbod control when they tbund that their blood

sugar level increased. 46.5% of the patients. even though the blood sugar level is

normal. still strictly continue tbod controlling. The results are shown in Table 5.

I
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Table 4 Number, percentage, mean, and standard deviation of food

consumption behaviour in daily life of diabetes patient. (Total number = 260)

Food consumption behaviour of diabetes patient No. o/,o

i

Food consumption behaviour

Very risk (score 38.00 - 53.82)

Moderate risk (score 53.83 - 68.70)

Low risk (Score 68.71 - 77.00)

Total

Mean 61.27 S.D.7.44 min 38 max 77

Carbohydrate, sugar and fat consumption

High (very risk)

Moderate

Low

Mean 18.2 S.D.3.05 min 6 max 2-l

Snack and srveet, srveet drink consumption

Hi-uh (very risk)

Moderate

Low

Mean 22.20 S.D.3.d9 min l0 max 28

Fruit and vegetable consumption

Loll'

Moderate

High

Mean 12.20 S.D.2.08 min 7 max 16

Food controlling behaviour before and after blood sample

taking

Low strict

Moderate strict

Very strict

Mean 8.17 S.D.2.33 min 3 max 12

4t 15.8

r79 68.8

40 15.4

260 100.0

44 16.9

r82 70.0

34 l3.l

32 12.3

182 70.0

46 r7.7

5l t9.6

t73 66.5

16 13.8

I

47

t7t
42

l8.l

6s.8

16.2Copyright by Mahidol University
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Table 5 Number and percentage of food controlling behaviour before and after

blood sample taking.

Food controlling behaviour No. ol,o

t

Drug taken and food controlling

Drug taken only, no food controlling

Drug taken with some food controlling

Drug taken with frequent tbod controlling

Drug taken with strict tbod controlling

Total

Food controlling attitude rvhen blood sugar level is high

No plan to control

Some tbod control

Frequent food control

Strict food control

Total

Food controlling attitude rvhen blood sugar level is normal

No plan to control

Some food control

Frequent tbod control

Strict tbod contiol

Total

68 26.2

53 20.4

40 15.4

99 38.1

260 100.0

44 16.9

29 tt.z
4t 15.8

t46 56.2

260 100.0

51 19.6

33 12.7

55 21.2

l2l 46.5

260 100.0

I Copyright by Mahidol University



t
Fac. Of Grad. Studies. MahidolUniv. M.A. (Medicaland Health Social Science)/S7

4.2.3 Consumption of srveet and beverage containing sugar.

Consumption of sweet and beverage that contain sugar is a behaviour that can

lead to an increase in blood sugar level. lt is fourd that 48.8% of the patients

moderately consume sweet and beverage containing sugar. Only 4.6Yo slightly

consunred. And only 4.6Yo of the patient barely consumed. Most of the patient

(68.5%) do not have sweet or snack during watching television or at leisure. While

3.8% of the patient moderately consume.

For noodle consumption. it should be noted here that the number of the

patients who add more sugar in the noodle is just slightly higher than the number of

the patients rvho do not add. 52.3% and 47.7%o respectively. 28.1% of the patients

add more sugar into their noodle every time. 15.8% and 5.8% of the patients seldom

and frequently add sugar into their noodle.

Considering truit containing sugar of the patient. it is tbund that the number of

diabetes patients having fruit after meal is higher than the number of diabetes patients

who do not have truit (69.4% versus 30.4%\. 29.6% of the diabetes patients have

some fruits after meal while 19.6% of the patients tiequently have fruit after meal. It

addition. when the season of sweet truit arrives. it is found that as high as 8l.l% of

the diabetes patient consume sweet t'ruit. Only a t'ew do not have. 38.5% of the

diabetes patients barely have srveet truit after meal while 13.l% have every time.

The number of diabetes patients w'ho drink sweet beverage and do not drink is

found to be a6out the same (51.2% and 48.8%. respectively). Among the diabetes

patients who drink. 26.5%. 17.3%- and 7.3o/o drinli slightly. heavy. and moderately.

respectively. 86.5% of the diabetes patients say that they do not drink alcohol. Just

only 1.9% say.' that they drink nearly everyday in a week. When joining pany" it is

tbund that the number of patients who do not drink sweet beverage and alcoholic tbod

and the number of patients who drink is about the same (52.7% and 47.3Yo"

respectively)

For tottee. it is found that 63.0% of the diabetes patients do not have. While

8.1% have every day. The results are summarised in Table 6.

l
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Table 6 Number and percentage of consuming food and beverage that contain

sugar. ,

Consumption of food and beverage that contain sugar No. o/to

Sweet and dessert consumption tiequency after meal

Never

Barely

Seldom

Frequent

Total

77 29.6

t27 48.8

44 19.6

t2 4.6

260 100.0

r 78 68.5

47 l8.l

l0 3.8

25 9.6

260 100.0

124 47.7

41 15.8

22 8.5

73 28.1

260 100.0

79 30.4

77 29.6

53 20.4

51 19.6

260 100.0

Consumption of snack at leisure

No

[ 
"il::
Frequent

Addition of sugar into noodle

No

Sometime

Frequent

Always

Consumption of fruit after meal

Never

Barely

Seldom

Frequent

Total

Total

Total
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Table 6 Number and percentage of consuming food and beverage that contain

sugar. (continue)

Consumption of food and beverage that contain sugar No. o,l,o

I

Consumption of sweet fruit according to season

No

Barely

Sometime

Frequent

Total

Consumption of sweet beverage

No

Little

Moderate

Heavy

Consumption of alcohol

No

Linle

Moderate

'Heavy

Total

Total

Consumption of all kinds of sweet drinVbeverage at party

No

Sometime

Frequent

Always

47 l8.l

100 38.5

79 30.4

34 l3.l

260 100.0

127 48.8

69 26.5

19 7.3

45 17.3

260 100.0

225 86.5

22 8.5

8 3.1

5 1.9

260 100.0

137 52.7

74 28.5

22 8.5

27 10.4

260 100.0Total
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t

Table 6 Number and percentage of consuming food and beverage that contain

sugar. (continue)

Consumption of food and beverage that contain sugar No. o/to

Consumption of toffee

No

Barely

Sometime

Daily

164 63.0

46 17.7

29 tt.z
21 8.1

260 100.0Total

I
4.2.4 Role of family in providing suitable food for diabetes patient.

It is tbund that the majority of the tamilies play moderate role in preparation

suitable tbod for diabetes patient (69.2%). The number of families that play high and

low role is about the same (15.4%).

Considering role of family in providing suitable food tbr diabetes patient. it is

fotrnd that the majority of the thmilies pla-v moderate role (67.7%). Following by

those play low and high role. 19.2% and l3.l%. respectively.

Consideri,irg role of tamily in cooking suitable tbod. it is tbund that found that

the majority of the t'amilies play moderate role (75.8%). Following by those play low

and high role. l3.l% and ll.2%- respectively.

Considering role of tamill. in tbod having. it is tbund that found that the

majority of the tamilies play low role (42.3%). Follorving by those play moderate and

high role. 41.2% and 16.5%. respectively.

Considering role of tamily in tbod consumption behaviour changing. it is

tbund that tbund that the majoritl' of the families play moderate role (72.3%).

Following by those play high and lorv role" 13.l%;o and 13.l%. respectively.

All the results are summarised in Table 7.
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Table 7 Number, percentage, mean, and standard deviation classified by role of
family in providing suitable food for diabetes patient.

Role of family on No.

Food preparation for diabetes patient

Low (score 38.00 - 54.62)

Moderate (score 54.63 - 68.85)

High (score 68.86 - 87.00)

Mean 61.74 S.D. 7.ll min 38 max 87

Food providing

Low

Moderate

High

Total

40 r5.4

180 69.2

40 15.4

260 100.0

50 19.2

t76 67.7

34 r3.l

264 100.0

34 r3.l

r97 75.8

29 tt.2

260 100.0

I l0 42.3

rc7 4t.2

43 16.5

260 100.0

I
Total

Mean 25.7 S.D.3.4 min 16 max 33

Food flavouring

Lolv

Moderate

. High

Total

Mean 10.5 S.D.l.8 min 6 max 16

Food having

Low

Moderate

High

Total

Mean 7 S.D. 1.6 min 3 max 12
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Table 7 Number, percentage, mean, and standard deviation classified by role of
family in providing suitable food for diabetic patient (continue)

Role of family on No. o,/o

Food consumption behaviour changing

No effect

Moderate effect

Strong effect

Mean f93 S.D.3.l min l0 max 28

Total

34 l3.l

188 72.3

38 14.6

260 100.0

{
4.2.5 Role of cooking activity of family.

It is found that most of the diabetic patients' family prefers to cook by

themselves (44.2%) rather than buying cooked food. Followed by those cook every

day (36.9%). It is also tbund that 1.9% of the families do not cook at all. More than

half of the person who cook tbr the t'amily is the diabetic patient (52.7%). Followed

by spouse and daughter (20.0% both). It is also found that 35.4o/o of the sampling

family prefer any taste. 19.2% and l5.4Yo pret'er mild and sweet tastes. respectively.

The results are summarised in Table 8.
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Table 8 Number, percentage, mean, and standard deviation of cooking activity

in famill'.

Cooking activity No. o,
TO

E

*

Cooking in family

No cooking at all

Buying more than cooking

Cooking more than buying

Cook everyday

The person rvho cook

The patient

Spouse

Daughter

Son

Servant

Others

Taste of cooked food

Sour

Sweet

Salty

Hot

MiId

Mix

Total

Total

Total

5 1.9

44 t6.9

I 15 44.3

96 36.9

260 100.0

r37 52.7

52 20.0

52 20.0

5 1.9

2 0.8

t2 4.6

260 100.0

20 7.7

40 15.4

35 13.5

23 8.8

50 19.2

92 35.4

260 100.0
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{.2.6 Number of meals consumed by patient and family.

It is found that the majority of the diabetes patients have 3 meals per day

(73.8%). 22.7% has only 2 meals and only 3.5% has only one meal per day. It is also

found that most of the diabetes patients have dinner with his/trer family (71.5%). On

the other hand. 32.8% of the diabetes patients have one meal with family per day.

28.3% and 10.3% have two and three meals with his/trer family per day. The meal

that most of the diabetes patients have with his/trer family is dinner (29.6%).

Follow'ed by those have beralifast and lunch (27.7%). and those have three meals

(10.47;). The results are shown in Table 9.

d.2.7 Relationship rvithin family.

It is tbund that the relationship within most of the thmily is at moderate level

(76.5%\. Followed by those at low (15.9%) and hi_qh (8.5%) level. (Table l0)

Considering communication tiequency within family. it is found that most of

the communication within family is at moderate level (62.3%\. Followed by those at

high (23.1%) and low (14.6%) level.

Considering time spent tbr t-amily activity. it is tbund that most of the family

spent moderate time tbr thmily activity (67.3%). While the percentages of family

spend high and low period of time tbr t'amily activity are about the same (16.5% and

162%. resepctively).

Examining love and wiumness among thmily members tbund that 83.8% of

the tamily has love and warmness at moderate level. The rest is at low level.

Considering help among t'amily members. it is tbund that most of the family

(83.1%) provide'help and warrnness at high level. Only l6.9yo is at low level.

t
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Table 9 Number and percentage of meal consumed by patient in family.
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*

Food consumption of the patient in family No. o,to

Number of meal consumed per day

l meal

Breakfast

Lunch

Dinner

2 meals

Breakfast & lunch

Breakfast & dinner

Lunch & dinner

3 meals

Meal rvith family member

Never

Always

Meal that have with family

Breakfast

Lunch

Dinner

Breakfast & lunch

Brealitast & dinner

Breakfhst. lunch. and dinner

2

2

5

0.8

0.8

1.9

*

13 5.0

32 12.3

t4 5.4

t92 73.8

260 100.0

74 28.5

186 7r.5

260 100.0

1.8

1.5

29.5

27.6

0.8

10.3

71.5

Total

Total

Total

5

J

77

72

2

27

186
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Table l0 Number, percentage, mean, and standard deviation classified by

relationship within family.

Relationship rvith in family No. olto

Level of relationship

Low (score 32.00 - 55.8) ''
Moderate (score 55.88 - 75.02)
High (score 75.03 - 80.00)

Total
Mean 65.45 S.D.5.57 min 32 max 80

Communication frequency rvithin family

Lorv
Moderate
Hi-sh

Total

t Mean 12,7 S.D.2.l min 2.1 max 16

Time spent for family activity

Low'
Moderate
Hi-sh

Total
Mean 15.2 S.D.3.4 min 5 max 20

Love and lvarmness of family members

Low
Hi-qh

Total
Mean 20.7 S.D.3.38 min 9

Help among family members

Low
High

Mean 16.7 S.D.33 min 5

max 24

Total
max 20

39 15.0
199 76.5
22 8.5

260 100.0

38 t4.6
162 62.3

60 23.t
260 100.0

42 t6.2
175 67.3
43 16.5

260 IOO.O

,.16.)
i 83.8

100.0

44 t6.9
2t6 83.1

260 100.0

42
218" 
260

+

I

t_
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4.3 Relationship behveen food consumption behaviour in daily life of diabetes

patient and factors affecting.

This research investigates relationship between population and social

characters. t'amily component. and role of family in providing suitable food for

diabetes patient. The research wants to clarity whether ditl'erences in those factors

cause difl'erences in food consumption behaviour in daily life of diabetes patient or

not.

-13.1 Effects of population and social characters (sex, agen marital status,

educational backgroundn occupation, economic background) on food

consumption behaviour in daily life of diabetes patient.

The relationship between sex and food consumption behaviour of diabetes

patient in thmily context is tested using statistical analysis (t-test). lt is tbund that the

signiticant of sex on the risk in the consumption tbod of diabetes patients in t'amily

context is at p-value : 0.15. Female has low risk in consumption food in daily life

than male. (61.98 versus 59.50). The results are shorvn in Table I I below.

Table I I Comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in family contert classified by sex.

Sex No. Mean S.D. t-value p-value

t

Male

Female

Total

Signiticant p: .05

74

186

260

59.50

61.98

8.52 -2.448 0.015

6.89
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When examining relationship between sex and the fgod consumption

behaviour of diabetes patients. the patients are divided into 4 groups according to their

ages : less than 5l years.5l-60 years. 6l-70 years. and 70 years and older. It is found

that the group of 70 years and older has the highest mean score. The groups less than

5l years and 6l-70 years have about the same score. While the group 5l-60 years has

the lowest score. When the dift'erence in tbod consumption behaviour in daily life is

statistically tested. no significant ditl'erence is found. The results are summarised in

Table 12.

The next step is to examine the relationship between marital status and the

food consumption behaviour of diabetes patients in family context. It is found that

the diabetes patient who is single has the highest mean score. Followed by those

married. widow. divorced. and separate. respectively. When the results are

statistically tested. however. no clear ditl'erence can be identitied. The results are

, summarised in Table 12 below.t
Table 12 Comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in family context classified by age

and marital status.

Population and social characters No. Mean s.D. F sig of F

Age

Lower than 5l years

5l- 60 years

6l - 70 years

Higher than 70 years

Total

Marital status

Single

Married

Widow. divorce. separate

49

76

93

42

?60

l6

t73

7l

260

6r.22

60.95

61.01

62.50

61.27

61.75

6t.29

6r.13

6t.27

7.87

7.52

7.24

7.44

7.44

7.89

7.49

7.3t

7.44

0.466 0.706

*
Total

0.047 0.9s4
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To tind the relationship between educational background and the food

consumption behaviour of diabetes patients in t'amily context. the patients are divided

into 4 groups according to their educational backgrounds i.e. never attend school,

primary school. secondary school. and higher than secondary school. It is found that

those tinished secondary school have the highest mean score. Followed by those

never attend school. But when the results are statistically testesd. it is found that

difference in educational bac[ground does not ret'er to ditl'erence in food consumption

behaviour. The results are reported in Table 13.

To tind the relationship between economic background and food consumption

behaviour in daily life of diabetes patients. the patients are divided into 4 groups as

follows : rich" middle class. just enough. and poor. It is tbund that the middle class

group has the highest mean score. Follorved by the poor. But when the results are

statistically testesd. it is tbund that ditl'erence in economic background does not refer

t 
to ditl'erence in food consumption behaviour. The results are reported in Table 13.

To tind the relationship between the patients highest status in their families

and tbod consumption behaviour in daill' lit'e of diabetes patients. the diabetes

patients are also divided into 4 groLlps again according to their status i.e. great

-urandparent/grandparent. t'ather/n'rother. spouse. and relative. tt is tbund that the

patients that hold the status as spouse have the higest mean score. Followed by those

hold the status as relative. But when the results are statisticall-v testesd. no difference

is tbund. The results are reported in Table l3 on the next page.
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Table 13 Comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in family context classified by

educational background, economic background, and status of patient in family.

Population and social

characters

No. Mean S.D. Sig of F

Educational background

Never attend school

Primary school

Secondary school

Higher than secondary school

Total

Economic background

Rich

Middle class

Just enough

Poor

Total

Status in family

Great grandparent. grandparent

Father/mother

Husband/wife

Relative

Total

46

t77

l8

l9

260

9

r20

107

27

260

t42.

82

l7

l9

?60

61.65

6r.06

62.t7

6r.53

6t.27

65.56

6r.08

60.70

63.21

61.27

6t.17

61.15

60.82

60.74

61.27

6.44

7.92

7.15

5.96

7.44

7.27 0.182 0.909

7.40

7.39

8.65

7.44

* 1.792 0.149

7.76 0.094 0.963

6.78

6.14

e.l0

7.44

+

I
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To analyse the effect of occupation on the food consumption behaviour of

diabetes patients in family context. the diabetes patients are divided in to 5 groups as

fbllows : unemployment. agriculturist. employee. merchant. and government service.

It is tbund that the unemployment group has the highest mean score. The employee

group holds the second place. When the ditlerence in the food consumption

behaviour in daily is statistically tested. the ditlerence at the significant level 0.019 is

found. Therefore. the post Hoc-Comparison is further preformed using Lest-

Signiticant Ditl'erent (LSD) method. It is tbund that the pairs that have statistically

signiticant ditfbrence are the unemployment and the merchant groups. And, it is

found that the unemployment group has less risk than the merchant group. The

results are shown in Table l4 below.

Table 14 Comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in fa-mily context classified by

occupation.

Occupation No. Mean S.D. Sig of F

t

Unemployment

Agriculturist

Employee

Merchant

Government service

Total

t50

t4

l3

5l

32

260

62.39

58.4i

61.41

58.69

61.23

6t.27

6.92

7.75

6.73

8.53

7.75

7.44

2.997 0.019

+

Next step is to examine years of diagnosis diabetes. The ditl'erence in the

mean score is analysed by dividing the patients into 4 groups according to years of

diagnosis diabetes. These 4 groups are (a) less than 5 year. (b) 5-10 years. (c) ll-16

years. and (d) more than 16 years. It is tbund that the group of I l-16 years has the

highest mean score. The group less than 5 years hold the second place. When the

results are statistically tested. it is fbund that each group has no ditterence in food

consumption behaviour. The results are summarised in Table 15.

L
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When considering attitude of the patient on the severity of diabetes and the

fooil consumption behaviour. the paiients are divided into 4 groups according to their

attitude i.e. very severe, moderate. not so severe. and don't know. It is found that the

diabetes patients who have attitude in the moderate group has the highest mean score.

Followed by those in the very severe group and the not so severe group. respectively.

When the results are statistically tested. it is tbund that the patient with different

attitude on the severity has no ditl'erent in the tbod consumption behaviour. The

results are also summarised in Table 15.

Table 15 comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in family context classified by years

of diagnosis diabetes and attitude on severity.

Diabetes No. Mean S.D. F Sigof Ft
Years of diagnosis diabetes

Less than 5 years

5 - l0 years

ll - 16years

More than 16 years

Total

Attitude on severity

Not so severe

Moderate

Very severe

Don't know'

Total

123

77

25

35

260

lll
106

JJ

l0

260

6t.64

60.23

63.44

60.7t

6t.27

60.67

6t.92

61.58

60.10

6t.27

7.54

7.16

7.r7

7.73

7.44

7.24

7.33

9.01

5.00.

7.00

t.381 0.249

0.6rs 0.606
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4.3.2 Comparison betrveen mean score difference of food consumption

behaviour in daily life of diabetes patient classified by type of family.

Here. the family is classified into 2 groups : single family and extended

family. It is found that the mean score of the single family -group is hi_eher than the

mean score of the extended tbmily group. When the results are statistically tested,

however. it is tbund that to be in a single or extended family does not significantly

atl'ect the tbod consumption behaviour of diabetes patient (pvalue : 0.704). The

results are shown in Table 16 below.

Table 16 Comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patient in family context classified by type of

family.

Family component No. Mean S.D. T P-value

*

Type of family

Single

Extend

108 61.45 6.e5 0.380 0.704

152 61.13 7.78

Total 260
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Next step is to compare between the mean score ditTerence of the food

consumption behaviour of diabetes patient in thmily context classified by relationship

level within family. The mean score ditl'erence is analysed by dividing the

relationship level within family into 3 level: low. moderate. and high. The statistical

test f,ound that the relationship level within thmily is significantly difference at the

signiticant level of 0.029. The results. theretbre. are turther testes using post Hoc-

Comparison and Least-Signiticant Ditlbrent (LSD) methods. The tests show that the

family with the high level of relationship has stronger influence on the food

consumption behaviour than the family with the moderate level of relationship. (mean

score 62.68 versus 61.62). The thmily with the moderate level of relationship also has

stronger intluence on the tbod consumption behaviour than the family with the low

level of relationship. (mean score 61.62 versus 58.114). The results are shown in Table

l7 below.

Table 17 Comparison betrveen the mean score difference of the food

consumption behaviour in of diabetes patient in family context classified by

relationship level rvithin family.

Relationship level rvithin family No. Mean S.D. Sig of F

*

Lou'

Moderate

High

39 58.44

199 61.67

22 62.68

260 6r.27

3.591 0.0298.48

7.12

7.44

7.44Total

Pairs that have statistical significant 1,2;lJ

+ Copyright by Mahidol University



*

Fac. Of Grad. Studies. Mahidol Univ. M.A. (Medicaland Health Social Science)/75

433 Role of family in providing suitable food for diabetes patient and

food consumption behaviour in daily tife of diabetes patient.

The mean score difference of the tbod consumption behaviour of diabetes

patients according to the role of family in providing suitable food for the diabetes

patient is analysed by dividing the role of t'amily into 3 levels as tbllows: low.

medium. and high appropriation. It is found that the family in the high appropriation

group has the highest mean score. Followed by those in the moderate and low

appropriation groups. respectively. The statistical test also indicates that the role of
family in providing suitable tbod tbr diabetes patienr has significant difference at

signiticant level of 0.00. The data. theretbre. are t'urther testes by post Hoc-

Comparison and Least-Significant Diflbrent (LSD) techniques. It is found that the

t'amily in the high appropriation group has the strongest int'luence on the food

consumption behaviour of diabetes patients (mean score 66.43). Followed by those in

the moderate (mean score 61.39) and low appropriation groups (mean score 55.58).

respectively. The results are summuuised in Table l8 below.

Table l8 comparison betrveen the mean score difference of the food

consumption behaviour of diabetes patients in family context classified by role of
familf in food providing.

Role of family in food providing No. Mean S.D. Sig of F

t

Lorv appropriation

Medium appropriation

High appropriation

Total

40 55.58

180 61.39

40 66.43

260 61.27

8.e6 25.37

6.56

5.40

7.44

0.000

+

Pairs that have statistical significant l2;13;23
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4.4 Factor affecting the food consumption behaviour of diabetes patients in

family context.

In this research. the factors used in the influence analysis or the ability to
predict intluences of factors on the tbod consumption behaviour of diabetes patients

in t'amily context are sex. marital status. age. educational background of the patient,

occupation. economic background of the family. family type, years of diagnosis

diabetes. attitude on the severity. role of family in providing suitable food, and

relationship within family. The results are analysed using stepwise multiple

regression analysis. The statistical signit'icant is set at the level of 0.05.

After the data are primarily analysed according to the assumption of multiple

analysis (Appendix C). All the independent variables and dependent variables are

then stepwise analysed. It is tbund that all the independent variables can predict the

food consumption behaviour of diabetes patients in t'amily context at the moderate

level (Multiple R : 0.507). The standard error of the prediction is 6.45. The

correctness of the prediction is at the statistical signiticant (SiS F) of 0.000. On the

other hand. the equation can correctly predict the tbod consumption behaviour of
diabetes patients in t'amily context at the signiticant level of 0.000. The multiple

regression analysis shows that role of t'amily in providing suitable foods. occupation

as head of t'amily/housewit'e. and the relationship within t-amily can cooperatively

predict the food consumption behaviour of diabetes patients in t'amily context at the

level of 25.7% (t-2.57)-

The tirst parameter intluencing the tbod consumption behaviour of diabetes

patients in family context is the role of t'amily in providing suitable foods for the

diabetes patients. This parameter can correctly 19.7% predict the behaviour (R2 :
0.197. t : 7.95. P = 0.000). When the second parameter. occupation as head of
thmilylhousewitb. is added" it is tbund that the correctness of the prediction increases

to 23.3Yo (Rr : 0.233, t : 3.47. P : 0.001). And when the third parameter. the

relationship within family. is further added. it is found that the correctness of the

prediction turther increases to 25-7Yo (R: :0.257. t : 2.86, P : 0.004 ). The analysis

clearly shows that the role of t-amily in providing suitable tbods for the diabetes

patients is the strongest parameter in int'luencing the risk behaviour of the fbod

f
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consumption of diabetes patient in family context. The second and the third

influencing parameter are occupation as head of family/trousewitb and the relationship

within thmily. respectively. The regression coetlicients of the tirst. second, and third

influencing parameter are 0.43. 0.20 and 0.16. respectively. All three parameters also

have positive relationship with the tbod consumption behaviour of diabetes patients in

family context. The regression equation can be written as tbllows :

Regression equation y : a t brxr t b2x3 * b:xr

or y:23.867 + 0.450(xr) + 2.970(x:) + 0.121(x:)

where:

y = tbod consumption behaviour in daily litb of diabetes patient.

a: constant

br= regression coefticient of role of family in food providing/preparing

b:: re-uression coetlicient of occupation head of thmily/housewit'e

bl: regression coefficient of relationship within thmily

Xr: role of t'amily in tbod providing/preparing

x2 : occupation head of family/housewife

x3 : relationship within family

From the above equation it can be concluded that the role of family in
providin-u suitable foods for the diabetes patients. occupation as head of
family/housewife. and the relationship within t'amily have eftbcts on the food

consumption behaviour in daily life of diabetes patients. The parameters that were

eliminated tiom the regression equation are sex. 'age. marital status. educational

background. occupation agriculturist/employee/merchant/government service etc..

years of diagnosis diabetes. attitude on severity. and type of family.

The result of this research is according to part of the initial hypotheses. The

result confirms that the personal data such as occupation head of thmily/housewife.

role of thmily in providing suitable tbods tbr the diabetes patients. and the

relationship within family have etl'ects on the tbod consumption behaviour of diabetes

patients in family context.

+
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Table 19 Multiple regression coelficient betrveen the prediction parameters and

the food consumption behaviour in daily of diabetes patients.

Prediction parameter R R2 B Std. Err Beta t p

Step I
Role of tamily in

providing suitable food 0.444 0.197 0.465 0.058 0.444 7.958 0.000

for diabetes patient.

Step 2

occupation. head of 0.470 0.057 0.450 8.2253 0.000

family/housewit'e. 0.48j 0.233 2.94 0.821 0.199 466 0.001

Step 3

Relationship within 0.450 0.057 0.430 7.904 0.000

family. 2.970 0.811 0.198 3.662 0.000

0.507 0.257 0.121 0.042 0.156 2.867 0.004

constant :23.87

R : Overall prediction coetlicient

Rl : Prediction coetlicient

b : Regression coeflicient of the criteria.variable

SE. : Standard error

t

l Copyright by Mahidol University



l
Fac- Of Grad. Studies. Mahidol Univ. M.A. (Medicaland Health Social Science/79

CHAPTER 5

DISCUSSIONS

The study of the food consumption behaviour of diabetic patients in family

context will be discussed in 4 parts as follows :

5.1 Family and the food consumption behaviour of diabetic patients in family

context.

5.2 Poptllation characters and family components related to diabetes.

5.3 Relationship between the food consumption behaviour of diabetic patients

in family context and the social/population characters.

5.4 Discussion on the research procedures.

5.1 Family and the food consumption behaviour of diabetic patients in the

family context.

5.1.1 Pattern of the food consumption behaviour of diabetic patients and

the patient's family.

This study found that most of the diabetic patients have 3 meals per day.

71.5% of the diabetic patients have some meals with their family. The dinner is the
1.

most meal diabetic patients with their families. This finding retlects that the dinner is

the time &e family members have time for each other. This is due to the fact that the

present economic situation tbrces the thmily members to work or study out of their

homes. They. therefore. have to buy tbod at or near the office/school. It is estimated

that about 3 million people (29.4%) in Bangkok do not have breakfast at home. For

lunch and dinner the portions of people who do not have lunch or dinner at their

homes increase to 35.6Yo and 35.5%. respectively. (Luengthongkum: 1999:l) Most

of the employees and students have at least one meal outside their homes.

(Department of Health; 1987:l) The having meal with each other is the time the

family members to tighten their relation and advise to the diabetic patient. The food

consumption behaviour of the diabetic patients is similar to the survey of the food

+
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consumption behaviour of the Thai people (1996:30). i.e. have 3 meals per day, the

food consumption behaviour of the breast feed mothers (Atthavee. 1999:100). and the

food consumption behaviour of puberty woman (Saereesuchart.2000:l l8).

5.1.2 The risks of the diabetic patients from the food consumption

behaviour in family context

The study found that the food consumption behaviour of diabetic patients is at

the medium risk level. The diabetic patients have the following foods that cause risk.

The research found that the diabetic patients have reduced having foods

prepare from flours. The sweets made from flours. however. are still had. The

patients slightly have tbods containing fat.

The reason why the diabetic patients have sweets made h'om tlours more than

foods made tiom tlours may be due to misunderstanding. The medical staffs told the

diabetic patients to reduce carbohydrate. Rice which is the main carbohydrate food of

the Thai people is. therefore. strongly affected. Several sweets made tiom flours are

not considered as carbohydrate foods. Since most of the sweets made from flours are

soft and easily available. the diabetic patients still have them regularly.

About having snacks between meals. the research found that most of the

diabetic patients have meals on time and just enough. No sweets. fruits. soft drinks or

alcohol beverages is consumed after meals. In conclusion. the having snacks between

meals behaviour of the diabetic patients are at the medium level. The reason why the

diabetic patients moderately have snacks between meals is most of them are old

people. For the old people. the tasting nervous system becomes deteriorate which

decrease the desire to have snacks. Most of them. hence. do not prefer having snacks

between meals.

The having natural fibre foods (i.b. vegetables and fruits) behaviour of the

diabets patients is majoriry at the medium level. The majority of the diabetic patients

pret-er having non-sweet fruits. During the season of sweet truits (durian. mango etc.)

when the prices of these fruits are low. the diabetic patients can not resist having

them. The diabetic patients gur. ,.uron that they just have these t'ruits for only a few

weeks. and this should not cause any problem with their health. The research also

tbund that most of the diabetic patients always have the high fibre containing

+
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vegetables- Just.only a t'ew who do not have- The herbs and vegetables which are

believed to have capability to cure diabetes are significantly consumed. The reason

why such herbs and vegetables are significantly consumed is they are the common

food usually consumed in Thai family.

The tbod consumption behaviour betbre and after the blood sample taking is

mostly at the medium level. On the other word. the diabetic patients strictly take

drugs concurrently with the food control. However. 26.2% of the diabetic patients

take only drug without controlling the foods consumed. Moreover. some diabetic

patients believe that the medicine prescribed by the doctor can effectively control the

blood sugar level. The food control is no longer necessary. This idea reflects the fact

that the modern medical system malies most people heavily rely on the treatment from

medical statls rather than themselves.

Even though the food control strongly aft'ects the blood sugar level and the

diabetic patients can carry out by themselves. they have no stong intention to perform.

Some patients corttrol the tbod only a t'ew w'eeks betbre the blood sample taking

because they do not want the medical stafl's to blame them because of the blood sugar

level becomes too high. This study shows that 35.8% of the diabetic patients take

medicine while the tbod is slightly controlled. (Appendix B. Table l) In addition. the

diabetic patients will begin to control their tbods after tinding that the blood sugar

level begins to increase. When the blood sugar level is normal. some diabetic patients

still carry on the tbod control programme. Only 46.3% of the patients control the

foods they have regularly.

5.1.3 The consumption of srveets and soft drinks of the diabetic patients.

This study tbund that the diabetic patients sometimes have sweets. For the

tbods that need tlavouring. such as nocidle. the diabetic patients prefer adding more

sugar to the food. The majority of the diabetic patients have t'ruits after meals and

have very sweet t'ruits according to the seasons. The percentages of the diabetic

patients who drink and do not drinli soft drinks are about the same. Most of the

diabetic patients do not drink alcohol. When they have to attend a party, however. the

numbers of the diabetic patients who drink and do not drink alcohol are about the

salne.

I
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The research found that most of the diabetic patients still prefer sweet foods.

The addict to the sweet taste of the diabetic patients is very danger. Since sugar can

be easily absorbed and metabolised. the blood sugar level can rapidly increase and

drop which leads to complications. (Plaengvittaya. 1988:17)

A cause that makes the diabetic patients to prefer the sweet taste is the past

experience received from their t'amilies. The Thai tradition prefers adding sugar to

the foods. The adding of sugar makes one pretbrs the slveet taste since from the

young age and this habit is very diffrcult to change w'hen they become older

(Thaoprasert. 1984:94). In addition. since most of the diabetic patients holds the

highest status in the family. the relatives do not dare to put any effort to control the

foods the diabetic patients have. The reason is the relatives think that for the diabetic

patients at this age. they tinally have to die with or without the tbod control.

Though. the change in the tbod consumption behaviour is diflicult to change.

it does not mean that the behaviour can not be changed at all. The change in the food

consumption behaviour need a powertirl thctor. (Hongvivatana. 1985:89) For

example. the study of Siritharangsri (1991:157) who reported that 32.8% of the

diabetic patients who pret'er very sweet tbods. have ditticulty in controlling food and

regular complications which need medical treatment. after changing their tbod

consumption behaviour and involve in the analysis of the blood sugar level. could tell

the cause of the high blood sugar level. This led to the tbod control by the diabetic

patients themselves and make the patients ready bodily and mentally in looking after

themselves. On the other word. the change in the tbod consumption behaviour can be

done if the diabetic patients have intention and see the result.

*
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5.2 SociaUpopulation characters and family components related to diabetes.

5.2.1 Population characters of the diabetic patients

The majority of the diabetic patients questioned are female and married. The

majority of the them graduated only primary school level. Most of them hold status

as head of the t'amily and/or housewife. The economic level of most of the patients

questioned is at the more than enough level.

The incident rate of diabetes in t'emale is more common than in male. A
reason is the pregnancy. Each pregnancy causes changes in hormones. The body of
the woman will become less tolerance to the blood sugar changing. The chance to

become diabetes of women. hence. is higher than men. (Wongthavornwat and

Srimada. 2000:297) The survey of Chooprophawun. 1996:16l shows that female is

about 1.5-2 times more chance to become diabetes than male. The reports of
Skulphan (1992:100) and Phrompraliam (1998:l2l) show that the majority of the

diabetic patients age between 6l-70 years. This result agrees with the study of
Siritharangsri (1996:158) and Phromprakarn (1998:l2l) who tbund that the majority

of the diabetic patients aged benveen 64-74 years old. The epidemic data of the

diabetes show that most of the diabetic patients are over 60 years old.

The present study tbund that most of the diabetic patients are married because

they are old people. The majority of the diabetic patients graduated only primary

school level. This is due to the thct that the majority of the diabetic patients are old

female. At that time there was no school tbr t'emale. The higher education was rather

limited to male only. Female had less chance to enter school. Accompany with the

social value at that time which did not promote the study of rvoman. therefore. most

of the diabetic patients tbund at this time graduated only primary school level.

About the occupation of the diabetic patients. the research found that most

patients do not have any permanent pay-work. They hold the status as head of the

thmily/housewit'e in their thmilies. This t'inding agrees with the thct that most of the

diabetic patients are over 60 years old. A person at this age. usually retired from

his/her job. They tend to participate in the thmily tasks or talies care children.

The economic level of the majority of the diabetic patient investigated is at the

just more than enough level. This reason is most of them have past the working

t
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period of litb. accompany with have no more children to take responsible. After

retirement. therefore. the diabetic patients still have some saving. This finding agrees

with the epidemic data which show that diabetes is not the malice of the poor people.

5.2.2 Years diagnosed as diabetes and the attitude on the severity.

Most of the diabetic patients questioned have been diagnosed as diabetes for

less than 5 yezirs. They understand that diabetes is chronic and can not be

permanently cure. But they think that diabetes is not so severe and can not cause

disability.

It is easily to understand why most of the diabetic patients believe that

diabetes is chronic and can not be permanently cure. This reason is the diabetic

patients have been received medical treatment tbr a long enough period of time.

The diabetic patients'attitudes that diabetes is not so severe and can not cause

disability is rather deviated from the real severity of diabetes. This may be most of

the diabetic patients have been diagnosed as diabetes tbr less than 5 years and

complications have not yet developed.

Most of the patients (63.5%) believe that diabetes is not so severe and can not

cause disability. Such patients' attitude indicates that most of the diabetic patients is

less likely to aware complications. The anitude on severity depends on each person

thought. they will not act to prevent any complications if they underestimate the

severity of diabetes.

5-23 Family components of diabetic patients.

The survey tbund that most patients live in t'amilies having ?-6 persons. The

majority of the diabetic patients' thmilies are the extended type. (58.8Yo for extended

type and 41.5% for nuclear type) Most of the diabetic patients hold status as

grandparent in the family. The study contirms that the average size of the family

becomes smaller since 80%o of the patients interviewed has the number of family

member not more than 6. Such change can be explained as tbllows.

First. the type of family does not change but the change is due to the family

litb cycle- The t-amily life cycle begins with single type which will change to

extended type. (Trungkasombut. 1998:5) A thmily begins with husband and wife who

t
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live with each other until their children become adults. Then. their children will have

their own family. At first. the family of the children may still live with their parents.

The family in this period is extended type which comprises of family members in

three generations i.e; grandparent. parent. and children.

In addition. the thmily may change according to the "system theory". This

theory says that the type of the t'amily can always change according to the social

environment since the family is a minor component of the social system. At present,

the family tends to become single type. The character of the t'amily in Thailand has

been continuously changing according to the national social and economic

development plans in the past 40 years since the tirst plan was implemented in 1963.

The economic policy that aims at the development of industrial changes the family

structure and relationship within the t'amily. The data of the National Statistical

Department show that during the period 1960-1970 the average size of the family in

Thailand decreased from 6.6 to 5.7 persons per thmily. And in the period 1980-1990.

the average size has further decreased t'rom 5.3 to 4.5 persons per tamily. A cause is

the family planning began in the period of the third national economic and social

development plan. (Ditsaroch and Won-usit. 1988:50) When the family becomes

nuclear type. the number of persons in a thmily who the diabetic patient can ask fbr

assistance is reduced. The national population survey of Thailand shows that at

present 4.2Yo of T\ai people age over 60 years old. This number keeps increasing. In

addition. the incident rate of chronics is hi-sh amon-q the old n"9lt.. (Yodphet and

Kumhomg.1997.4) Such changes in the population tt*.tuil can affect the look after

of the old people and chronic patients in tuture.

5.2.4 Relationship rvith in the diabetic patients' family.

The strongest relationship of the social is the relationship of the t'amily

members. The survey tbund that the avera-se relationship in the thmily of the diabetic

patients is the medium level. The research tbund that most of the diabetic patients

have good communication within their or,rn tamilies. When the patients do not t'eel

comfon. however. they tend to avoid tellin-e other thmily members. The family

members still involve some tamily activities such as watching television and listening

to radio. Co-operation is good during the tbstival period but usually is quite low. The

t
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help in the tbrm of materials is tairl-v good. When a t'amily member becomes ill. the

rest usually takes care.

The research tbund that the relationship in the thmily is decreasing but

the relationship in the tbrm of materials and money is increasing. This may be

the int'luence of the economic development rvhich force the family members to

work outside. The family members have more tteedom and less depend on

each other. (Thanasunya. I 995: I 88)

In conclusion. the overall of the present relationship within the family of the

diabetic patients is in the fairly good level. The time for family activities and

communication. however. is rather low. Work is the thctor causing the decrease of
the relationship. (Trungkasombut. 1997 74) The relationship among the tamily

members will become strengthen if the t'amily can reilrange the time to increase

family activities and communication.

5.2.5 Role of family in providing suitable foods for the diabetic patients.

Role of t'amily in providing tbod is an important role that support the good

food consumption behaviour of the diabetic patients. The role of thmily begins from

providing. cooking. having. and changing the tbod consumption behaviour of the

t'amily members.

The study tbund that the average role of t'amily in providing tbods tbr the

diabetic patients is the medium level. The majoritv of the tamilies cook rather than

buy. About half of the persons who cook tbr the thmill, are the patients. The spouse

and the dau-uhter are the second. Some t'amilies buy cooked tbod. and sweet drinks.

Most thmilies do not give any suggestion about the tbods to the diabetic patients.

The study found that the role of tamily on the take care of diabetic patients has

been changed due to the present economic constraint. The family members have to

work outside tiom the morning till the evening. The person who has to cook tbr the

family is the diabetic patient due to he/she has retired from their works. The foods

prepared by the diabetic patients are the tbod thvoured by most of the t'amily members

rather than the diabetic patient- Theretbre. most t'amilies do not prepare special foods

tbr the diabetic patients.

I
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The role of family during the having food with the diabetic patients is at the

minimum level. This is due to most of the family members have only one meal with
the diabetic patients. In addition. they do not give advice to the diabetic patients

about having tbod. Most of the t'amily members and the diabetic patients do not think

that the tbod control is important because they see the diabetic patient has to take

drugs and see doctor every month. It the blood sugar level becomes to high. the

doctor will re-prbscribe the medicine. The treatment. hence. depends on the use of
medicine only without any involvement of the diabetic patients.

In conclusion. the t'amily can maintain the role of family in the food providing

for the diabetic patients at the medium level because most families still cook for

themselves.

5.3 Food consumption behaviour of diabetic patients in social, population, and

family components context.

53.1 Factor having no relation rvith the food consumption behaviour of
diabetic patients.

The dilI'erent analysis of the risk mean score of the tbod consumption

behaviour of diabetic patients in the thmily context (classitied by sex. age marital

status. education. occupation. economic level. years of diagnosig diabetes. attitude on

severity. type of t'amily. status of the diabetic patient in t-amily. role of family in
providing suitable tbods tbr the diabetic patients. and the relationship within the

family) tbund that the dit't'erence in such paftlmeters has no relationship with the food

consumption behaviour of the diabetic patients. This is because such parameters have

been with the diabetic patients betbre bein-s diagnosed diabetes.

The examination of the ditl-erence in sex and the tbod consumption behaviour

found that the female has better tbod control behaviour than the male. Being female

or male. however. has no real relationship to the tbod control behaviour when other

variables are involved.

Statistical test also shows that occupation. role of tamily in providing suitable

tbods tbr the diabetic patients. and the relationship within the thmily atl'ect the food

t
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consumption behaviour of diabetic patients with different degree. Holding status as

head of family or housewife has lower risk behaviour than being merchant.

The examination of the role of thmilf in providing suitable foods found that

the patients living in the family highly acts properly in providing suitable foods have

lower risk behaviour than those living in the thmily moderately and low acts properly.

respectively.

Examining the relationship w'ithin the thmily fbund that the diabetic patients

living in the family having good relationship have lower risk behaviour than the

diabetic patients living in the tamily having moderate and low relationship.

respectively.

5.3.2 Factors influencing and having capabitity to predict the food

consumption behaviour of diabetic patients in family context.

The analyses of thctors intluencing the risk tbod consumption behaviour of
diabetic patients in daily lit'e tbund that the variables (a) the role of family in
providing suitable tbods tbr the diabetic patients. (b) the unemployment (c) holding

status as head of the thmil.v-ltrouservitb status- and (c) the relationship within the

patient thmily have intluence on the tbod consumption behaviour in daily life of
diabetic patients. The above mentioned variables can 25.7%o correctly predict the

food consumption behaviour of diabetic patients. The role of family in providing

suitable tbods tbr the diabetic patients is the most int'luencing variable followed by

the unemployment. troiaing status as head of the t'amily/housewife and the

relationship within the patient tamill'. respecrively.

When the role of tamily in providing suitable tbods tbr the diabetic patients

and the relationship within the patient thmily'are tested. either independently or under

control of other variables. both variables have relationship with the food consumption

behaviour of diabetic patients in thmily context. This tinding shows the importance

of family in looking after the diabetic patients.

Although the family is so atlbcted by changes in economic and social structure

that it cannot maintain the role as the suitable tbod provider tbr the diabetic patients

as betbre. the remaining help of the t'amily can still have influence on the food

consumption behaviour of the diabetic patients. This tinding agrees with the

t
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functional sociology theory of Talcott Parsons. The members of the family have to

response to the needs. at least the tbur basic needs. of the other members in the

family. In addition. the thmily members still have to look after any patients of the

t'amily either independently or under the supervision of medical staffs. (Muttiko,

1992:150)

When a t'amily member has problem. the other members has responsibility to

give help. Especially when the member who has problem needs a food control

progftImme. In Thai society. most of the tbods consumed are cooked in the patient

family and the family members usually have meal altogether. (lntarumpan: 1994:50)

Therefore. the family has strong influence on the tbod control of the diabetic parient

in the thmily. If the tamily prefers sweet tbods. the taste of the foods prepared in the

tamily tends to sweet. If the patient thmily' has responsible tbr the foods had by the

diabetic patient. the malice of the diabetic patient will become under control.

The good food control leads to less risk to complications and less medical

expense. If the family has no proper tbod control programme tbr the diabetic patient.

the patient will have high risk to severe complications. The study of Gordon

(1977:497-499) showed that the diabetic patients who can not control the tbod will

have more possibility to become heart tailure two times higher than a normal people.

The research of Nitiyanan (1995:19) also showed that amon-s the diabetic patients

investi-uated.38.4% have high blood pressure. 32.1% will have diabetes retinopathy.
'The cause of these complications is the diabetic patients can not control their blood

sugar level. Theretbre. the role of t'amily as the suitable tbod provider for the diabetic

patients is important tbr the prevention and control of complications.

How the thmily can properly act as the provider of suitable foods tbr the

diabetic patient depends on the relationship w'ithin the thmily. The relationship within

the t'amily. hence. is a variable intluencing the tbod consumption'behaviour of the

diabetic patient. This study tbund that the -sood relationship within the tamily will

lessen the risk of the diabetic patient. Living in a warm family can prevent diseases.

(Weiss. 1974:17-26) Since the diabetic patient has to look after himself/herself for

the rest of his/her litb. The support of the tamily members is very important. The

study tbund that most of the diabetic patients are strongly supported in the form of

encouragement and advice. A suitable advice tbr the diabetic patient will encourage

t
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and persuade the diabetic patient to look after himselt/herselt-. (Skulphan. 1992:102;

Chomsamut. 2000:89) Therefore. the relationship within the thmily is another factor

intluencing the tbod controlling behaviour of the diabetic patients.

The present society which give the priority to the economic value changes the

role of t'amily in providing suitable tbods tbr the diabetic patients. The adult woman ...

who used to work as housewit'e has to work outside to reduce the economic burden of
the family. As can be seen from the study of Smitasiri et al. (1995:61-62) about

factors atl'ecting the culture of working women in Bangkok metropolitan area which

shows that most of the working women have 3 meals per day. The breakfast is at the

office. the lunch is near the oflice. and the dinner is at home u'ith their families. The

dinner is prepared by anybody else- only a small part of the working woman

prepared the dinner. A tbctor that made they change their behaviour from cooking by

themselves to buying is the time limitation. The study of Tanphaijit et al. (1999:146)

also tbund that the major responsibility of women is house tasks while they still have

to work outside. That study agreed with the study of Noiheed (1997:6;4) who tbund

that the head of the t'amily give priority to the economic value higher than the other

members of the t'amily. The wit'e has the main responsible on the house tasks and

children and still has to economically work in the ratio as near as the head of the

famil,v. These are the reasons why the llomen have less time to prepared foods for

the family. Therefore. the preparation of tbod has tendency to belong to the diabetic

patients who normally have plenty of tin're.

Since all three variables can 25.7Yo correctly predict the tbod consumption

behaviour of diabetic patients. the rest of the correctness of the prediction must

depends on other factors not included in this research and should be studied in the

tuture.

The results obtained contirm the importance of the patient family. especially

the role of t'amily in providing suitable tbods tbr the diabetic patients. Some variables

such as unemployment or holding status as head ol thmily/housewife can also predict

the risk behaviour of the diabetic patients.

t
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Discirssion on research methodolory.

This study is survey research which usually has disadvantages about the

deepness. coverage. correctness. and precision ofthe data. Therefore. the tool ofthe
research is very important. This study use structural questionnaire due to the

constraint of the samples. During the interview. the researchers would read the

questions for the diabetic patients.

Since the main body of the questionnaire has to cover the objectives of the

research. before building the questionnaire the researcher has to build a framervork to

direct the structure of the questionnaire. Then. the questions are drafted based on

knorvledge hom literatures and past experience of the researcher. Finally. the

questionnaire is tried out and adjusted until the interview can proceed smoothly.

The try out has been pertbrmed lbr 4 times. Then the questionnaire is tested

tbr contidential level. After bringing into real situation. however. it is tbund that the

questionnaire still had some detbcts. For example. the number of questions is too

high (85 questions). The interval scale of the answers is rather difticult t'or the

patients to determine. The positive and negative questions which are mixed

altogether made some patients contused. The hi-uh number of question. the interval

scale of the answer. accompany with most of the diabetic patients interviewed are old

age people. made some diabetic patients became bore. The answer. hence. may

contain some deviation which may cause problem during the analyses later.

The time tbr collecting data is another topic to be concerned. Since the

diabetic patients who came to the hospital need convenience and rapid check. The

researcher. thus. had to interview' while the diabetic patients were waiting for the

blood sample taking. This is the time when the diabetic patients have nothing ro

worr.v about any call to see the doctor.

Since the time tbr interview is limited. the researcher can not work alone. In

this research the researcher have 3 research assistances (l undergraduate student and 2

nurse assistant stat'ts). The research assistances have been taught and trained to

understand the questions. techniques. and interview steps. The research assistances

have performed interview under a close supervise of the researcher.

*
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The data analyses are divided into 2 parts. The tirst part is the general

description of the data collected. The second part is the analyses to find relationship

of the main factors. The analyses begin from considering the difference food

consumption behaviour from the factor differences. Then. the prediction power and

the correlation are analysed. This sequence is easily to understand.

t
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

This research is a "survey research, to study the food consumption behaviour

of diabetic patients in family context and factors affecting such behaviour. The main

objective study to examine the family components. role of family in food providing,

population characters and food consumption behaviour of diabetic patients.The

samples are purposive sampling from the diabetic patients who came to receive

treatment at the out patient department of Burapha University Hospital. Cholburi

Province. between 7 August 2001 - I I September 2001. total260 cases.

The tool used in this research is the questionnaire. The questionnaire is

divided into the following parts (a) population and social character (b) role of family

in providing tbod for diabetic patient (c) food consumption behaviour of the diabetic

patient and (c) relationship within the family. The questionnaire was tried out 4 times

to adjust the questions. The reliability of the questionnaire on the role of family in
providing food for the diabetic patient equals to 0.86. The reliability on the food

consumption behaviour in daily life of diabetic patient equals to 0.75. The reliability

on the relationship within family equals to 0.93. The questionnaire after the final

adjustment has 82 questions which took about 20-30 minutes per patient to answer all

the questions.

The collected data were analysed using SPSS/PC* (statistic package for the

social science personal computer plus). The analysis rvas performed by comparing

t-test. one-way analysis of variance. and stepwise multiple regression analysis. The

obtained conclusions are summarised in the next sections.

I
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6.1 Conclusions.

6.1.1 Population and social characters

The majority of the diabetic patients interviewed is female age between 6l-70
years. the average age 60.1 years and married. The average marriage time is 23.19

years. The majority of the diabetic patients graduated only primary school level

without any permanent occupation. Most of them hold status as housewife or head of
the family. The economic level is at just enough with a small saving. The years

diagnosed as diabetes is 5 years of lower. with the average of 8.1 yeils. The patients

think that diabetes can not be permanently cure. but the severity is not so high and can

not cause permanent disability.

6.1.2 The food consumption behaviour in daily life of diabetic patients.

Most of the diabetic patients questioned have 3 meals per day. They have at

least one meal with his/trer t'amily. The meal that most patients have with their

families is dinner. Many patients have flour. sugar. and fat. Fruits. snacks and soft

drinks are also consumed between meals. The tbod controlling behaviour of the

diabetic patients betbre and after the blood sampling talien is at the average level.

In conclusion. risk of the tbod consumption behaviour in daily of diabetic

patients is at the middle. high and low levels. respectively.

6.13 Role of family in providing food for the diabetic patients.

The analysis of the role of family in providing tbod tbr the diabetic patients

shows that. on the average. the role of t'amily in buying. preparing. and cooking

suitable tbods tbr the diabetic patients is at the medium level. The role of family

during having the meal is at the low level. Most families cook rather than buy. More

than half of the person who cooks tbr the family is the patient.

t
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6.1.4 Components of the diabetic patient familrv.

The number of family member in most diabetic patient family is between 2-6

persons. The maximum number is 20 and the minimum number is l. The average

value is 4. Most families are extended family. More than half of the diabetic patients

hold the highest status as grandparent in their families. The highest status as ofBpring

is at the lowest level.

More than 2 out of 3 of the t'amily has the relationship within the family at the

middle level. Itemise analysis shows that the communication within the family and

the time spent on family activity are at the middle level. The love and help within the

family are at the high level.

6.1.5 The food consumption behaviour of diabetic patients in family

context and factors affecting relationship.

The different analyses of scores of the risk behaviour of the tbod consumption

behaviour in daily life of diabetic patients show that the ditterences in age. marital

status. education. occupation. economic level of the t'amily. years diagnosed as

diabetes. attitude of the diabetic patients on the severity. type of tamily. and the

patient status in the family have no relationship rvith the food consumption behaviour

of the diabetic patients.

The difference in sex. role of t'amily in providing tbod. and relationship within

the patient thmily differently att'ect the tbod consumption pehaviour of the diabetic

patients in the family context. The t'emale has lorver risk behaviour than the male at

the significant level p-value : 0.015. When other parameters are taken into

consideration. the sex has no true relationship with the tbod consumption behaviour

of the diabetic patients in family context. The highly involve in preparing suitable

foods for the diabetic patients of the family reduces the risk of the diabetic patients.

The family which has relationship at the middle level has the average score of the

fbod consumption behaviour higher than the family which has relationship at the low

level.

t
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6.1.6 Factors affecting and capable to predict the food consumption

behaviour of diabetic patients in family context.

The study tbund that the thctors atfectin-u the tbod consumption behaviour of

diabetic patients in family context are the role of t'amil,v in providing suitable foods

for the diabetic .patients. the status as housewife and/or head of the family of the

diabetic patients. and the relationship within the patient thmily. These three factors

can predict the food consumption behaviour of diabetic patients at the level of 25.7Yo

in the same direction.

The tbllowing independent variables are excluded from the multi-regression

equation : sex. age. marital status. education. occupations (as agriculturist.

employment. merchant. govern service). economic level. years diagnosed as diabetes,

anitude of the severity. the patient status in the family. and type of family.

The results of this research confirm the role of family in providing suitable

tbods tbr the diabetic patients and the relationship within the t'amily.

6.2 Recommendations.

6.2.1 Policy recommendations for the department of medicine and the

ministry of public health

The research tbund that the t'amily actin-rr properly in providing foods for the

diabetic patients and have good relationship reduces the risks of the diabetic patients.

Therefore. the t'amily must be promoted to aware this special role. The family should

be encouraged not to add more sugar to the tbod prepared. especially the food for

children. Because this w'ill implant the habit of having sweet tbod which is difticult

to change later. The t'amily must be encouraged to cook the tbod in the family and

pass the cooking tradition to the new generation. This will implant the good food

consumprion habit.

The t-amily and the diabetic patients must be promoted to see the role of family

in managing tbods for the thmily members. including changing the food consumption

habit of the family members. This will cause convenience in cooking and good for

the health of the diabetic patients.

T
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The medical statfs must be promoted and encouraged to awzue the.importance

of the food controlling of the diabetic patient. The patients must be practiced to

properly look after themselves which is an importance measure to control and prevent

complications.

6.2.2 Recommendations for the hospital.

l. A medical team to visit the diabetic patient at the patient's home must be

set up in order to understand the problem. including the daily activities of the diabetic

patient and the family.

2. The diabetic patient must be encouraged to change the food consumption

behaviour by himselt/herself when the blood su-sar level is abnormal. A regular

discussion with the diabetic patient and the patient's thmily should be carried out to let

the patient and the t'amily to involve in tinding and solving the causes of the

problems.

3. The study tbund that the tamily members have limited time to prepare

foods for the thmily. Theretbre. the diabetic patients should be grouped by the help of
the community. The grouping of diabetic patients will promote the patients to look

after themselves. The communitl' programme allows the diabetic patients to help.

discuss. and exchange ideas tbr a better lit-e.

4. Set up a learning pro-qramme about the controlling of food for the diabetic

patients and the t'amily jn order to make the patient and the family to tbresee the

important role of iamily in the tbod controlling.

5. The knowledge on the proper tbod controlling tbr the diabetic patients and

the patient's thmily must be w'idely'publicised. The patient should also participate in

the exercise rather than depends on the drug treatment only.

6. Since the study shows that the diabetic patients believe that diabetes is not

severe and cannot cause disability. These \lTong concepts cause the diabetic patients

to neglect their health. Hence. the diabetes clinic should have a separate medical team

to set up a complete pro-uramme tbr the treatment of the patients inch.rding education.

exercise. and group therapy.

*
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6.2.3 Recommendation for future wor$.
l. The food consumption behaviour of the diabetic patients should be

quantitatively studied. The t'uture study is to see the real daily life of the diabetic

patients who have ditlerent occupations. The tuture study using a more specific

questionnaire will pronounce the details of the tbod controlling problems.

2. The potential and the practical limit of the role of thmily on the health of
the diabetic patients should be investigated.

3. The improve understanding of familly determinates of preventive

complication of diabetic patients so that there powerful influences can be help

diabetic patients

4. The .thinking process. service. treatment. and awareness on the food

controlling of the diabetic patients of the medical stafts should be studied.

5. The study of the movement of -uroups of people in the community (e.g. the

older. the diabetic patient) on the awareness of the tbod consumption behaviour

should be pertbrmed.
t
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Questionnaire no. ................... t lt ]t 1

Questionnaire : Role of family in the food consumption behaviour of diabetic

patients

Part l. Basic personal and social data

Mark / in the box E provided and fill in the blanlis with appropriate answers

(For researcher only)

l. Sex sex.[ ]
E l. Male fl2. Female

2. Age .................. years age.[ ][ ]
3. Marital status statl.l ]

tr l. Single Q 2. Manied for............. years stat2.[ ][ ]

E 3. Divorce" separate E 4. Other

4. Education edu.[ ]
EI l. Never attend school fl 2. Junior Elementary

E 3. Senior elementary E 4. Junior high school

E 5. Senior high school E 6. Certiticate

fl 7. Bachelor degree tr 8. Higher than bachelor degree

E 9. Other

5. Present occupation occ.[ ]
E l. Head of family/housewit'e D 2. Retired oflicer

tr 3. Agriculturist E 4. Fishery

E 5. Employee E 6. Government sevice

E 7. Government enterprise E 8. Merchant

E 9. Other (please specify)

6. Economic level of the family bug.[ 1

E l. More than enough. high saving

E 2. More than enough. some saving

E 3. Just enough

fl 4. Not enough

7. Years of diagnosbs diabetes .............. years time[ ]

*
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tr l. No tr 2. Yes

10. Do you think that diabetes can be.*"i
trl.No E2.Yes

E l. Great grandparent

Q 3. Fattrer/Jvlother

tr 5. Oftlpring

E T,Other (please speci|)

the other family members

El l. Never

M.A. (Medical and Health Social Science/l I I

severityl.[ ]8. Attitude on severity of diabetes

E l. Not so severe E 2. Moderately severe

tI3. Very severe E 4. Other (please specify)

9. Do you think that diabetes can lead to disability

I l. Number of persons usually live in your home ........ and who are they.

tr l. Spouse. children

E 2. Spouse. children. relative

E 3. Other (please specif,)

12. Your highest status in your t'amily (pleas specif only one)

E 3. Don't know

fl3. Don't know

severity2.[ ]

severity3.[ ]

familyl.[ ]

family2.[ ]

$

family3. [ ]

tr 2. Grand parent

E 4. Uncle/Aunt

D 6. Brother/Sister

rol l.[ ]
D 2. Seldomll-2 times per week

E 2. Seldom

tr 4. Always

Part2. Role of family in providing suitable foods for diabetic patient.

l. The person who always make selection for the foods to be prepared Dl.t I
fl l. You E 2. Your spouse

E 3. Daughter/daughter in law E 4. Son/son in lary

E 5. Servant/Employee

2. How frequent vour familv member buy high energy one dish tbod tbr having for

E 3. Frequent/3-S times per week E 4. Always

3. How frequent your t'amily member buy coconut containing foods (e.g. curry) for

having for the other family members

E l. Never

E 3. Frequent

*

rol2.[ ]
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4. How frequent your family buy vegetable tbods tbr having in your family. rol
3.t l

E l. Never tr 2. Seldoni

E 3. Frequent E 4. Always

5. How frequent your family buy tbods made hom beans tbr having in your family.

E l. Never tr 2. Seldom rol4.[ ]
EI3. Frequent E 4. Always

6. How frequent your family buy sweets for having in your family. rol 5.[ I
fl l. Never E 2. Seldom

fl3. Frequent O 4. Always

7. How hequent your t'amily buy bread. donut. calie etc. for having in your t'amily.

E l. Never E 2. Seldom rol 6.[ ]
E 3. Frequent E 4. Always

8- How often your family member prepare sweet fruits according to their seasons for
having in your t'amily.

E l. Never E 2. Seldom rol 7.[ ]
E 3. Frequent E 4. Always

9. How often your family member prepare non-sweet fruits according to their seasons

for having in your family.

E l. Never D 2. Seldom rol g.[ 
1

E 3. Frequent E 4. Always

10. How often your family member pr.pur.'you soft drinlis

E l. Never E 2. Seldom rol 9.[ ]
E 3. Frequent E 4. Always

I I. Do your tamily cook? D2.t l
fl l. Never E 2. Some times/Mostly buy

E 3. Frequent/Some times bu1' tr 4. Always cook

12. If there are some cooking in your thmily. who cook? [lf there is nobody cook.

jump to question no. 3l)
E l. You E 2. Spouse D3.[ ]
E 3. Daughter/daughter in larv E 4. Son/son in law

E 5. Servant/employee_. _ E 6. Other

l

+
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13. Which kind ofoil your family use in cooking.

E l. Animal oil

tr 3. Palm/coconut oil

M.A. (Medicaland Health Socialscience/l l3

roll0.[ ]
E 2. Animal and vegetable oil

tr 4. Soybean. Suntlower. Rice kemel

D4.[ ]
tr 3. Mild

tr 6. All

roll l.[ ]
tr 2. Seldom/tbr some kind of tbod

E 4. Ahvays add to all tbods

14. The most prefer taste of your t'amily (answer only one)

E l. Sour

tr 4. Salty

E 2. Sweet

E 5. Hot

15. Does your family add sugar in the food cooked?

trl.No
E 3. Frequent

16. Does your family prepare separate diabetes tbods tbr you? roll2.[ ]

roll3.[ ]

b

17. How' frequent your family prepare vegetable foods?

E l. Never

E 3. Frequent

E l. Never

fl3. Some times

E l. Brealifast

E 3. Dinner

E l. Breakfast

D 3. Dinner

20. Does your family pret'er tht/oily tbods?

fl l. Not true

E ?. Frequent

D 2. Seldom

E 4. Alwavs

E 2. Seldom

E 4. Alu'ays

E 2. Lunch

tr 4. Allthree meals

And this malie 1'ou have such

tr 2. Seldom

E 4. Alu'ays

18. How'many meals you have per day? meals. And the meal you have

D5.[ ]

D6.[ ]
D7.[ ]

D8.[ ]

tbod also?

roll4.[ ]

roll5.[ 1

E 2. Lunch

tr 4. All three meals

19. Do you have meal with your thmily member?

E l. Never 02. Yes.

If the answer is yes. the meal(s) you have withyour t-amily ivare

21. When you have sweets or dessert. your thmily member u.ill

E l. Know your like. and alw-ays provide for you.

E 2. Never say anything

E 3. Some times warn

tr 4. Always warn
*
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22- At the time of party or festivals. does your t'amily prepare suitable diabetes foods

rol 16.[ ]

23- Does your t'amily change their consumption on the tbllowing foods after knowing
the you were diagnosed as diabetes? &-

Type of tbods Increase Same Decrease Don't have

l. Sweet foods

2. Fried foods

3. Sweet desserts

4. Sweet fruits

5. Non-sweet fruits

6. Vegetables (leat)

7. Soti drinks. beverages

for you?

E l. Never

E 3. Frequent

tr 2. Seldom

D 4. Always

I

rol.17[ ]

rol.l8[ ]

rol.l9[ ]

rol.20[ ]

rol.2l[ ]

rol.22[ ]

rol.23[ ]

*
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A

Part 3. Questionnaire about the food consumption behaviour of diabetic patients

in daily life.

Please select the answer that is closet to your behaviour and mark / in the appropriate

box (only one per question).

3. Limiting carbohydrate sweet

12. Having alcoholic beverages

*

Food consumption behaviour of diabetic patients
in daily life

l. Having food just enough

2. Limiting carbohydrate food

4. Having sweets

5. Having meal on time

6. Having sweet during tiee time

7. Having thtty tbod

8. Having mild taste truits

9. Having sweet truits according to season

10. Having sweet t'ruits after meal

I l. Having sweet drinlis

13. Having vegetables (leaf)

14. Having vegetables that reduce blood su-car level

15. Taliing drug without tbod control

16. Food control when blood sugar level increase

17. Having sweet and thtty meal

18. Having soft drinks at party

19. Adding sugar to noodle

20. Having totlbe everyday

Copyright by Mahidol University
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Part 4. Questionnaire about relationship rvithin family.

AppendiceVll6

*

Relationship within t'amily

l. Communication with familv members

?. Listenins to

3. Never tell anybody when feel uneas

4. Blaming each other

5. Never have dinner with familv members

6. Spend time with familv members

8. Always ioin family activi

9. Trip with familv members

I l. Members make you tbel alone

12. Members always misunderstandi

13. Members always carins each other

14. Members prefer to closeness

l5- Members mahe you feel satb and warrn

16. When a severe problem occur in thmily. you malie
decision alone

17. You have friend when you have to travel

18. Members ui the thinq you lack

19. Members help your financial oroblem

20. Members look after you when you ill

10. Nobod care when havin

* Copyright by Mahidol University
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Appendix B

Statistical analysis
h
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Table B-l Number, percentage, mean, and standard deviation of risk behaviour

in the food consumption behaviour of diabetic patients in family context.

Food food consumption behaviour of

diabetic patients in family context

Daily patient behaviour

r S.Dt-()
o)z

3
0)

E.

o))
a.)t-

an
>r

3
?

l. Having food just enough

2. Limiting carbohydrate food

3. Limiting carbohydrate sweet

4. Having sweets

5. Having meal on time

6. Having sw'eet during free time

7. Having thny tbod

8. Havin-s mild taste fruits

9. Having sweet fruits according to

season

10. Having sweet fruits after meal

I l. Having sweet drinks

12. Having alcoholic beverages

13. Having vegetables (leat)

14. Having vegetables that reduce

blood sugar level

15. Taking drug without tbod control

16. Food control when blood sugar

level increase

17. Having sweet and fatty meal

18. Having soft drinks at party

19. Adding sugar to noodle

20. Having toffee everyday

t2.7

21.2

32.7

29.6

24.6

68.5

4t.9

3.1

l8.l

30.4

48.8

86.5

3.5

4.6

38.1

16.9

46.5

52.7

47.7

63.0

15.4

19.2

44.6

48.8

14.2

l8.l

43.8

19.2

38.5

29.6

26.5

8.5

16.9

18.5

15.4

l 1.2

2t.2

28.5

r 5.8

17.7

21.5

26.2

t2.7

19.6

l i.8

3.8

9.2

i3. r

30.4

20.4

7.3

3.1

30.8

35.4

20.4

15.8

12.7

8.5

8.5

I 1.2

50.4

33.5

10.0

4.6

47.3

9.6

5.0

41.6

li. I

19.6

17.3

1.9

48.8

41.5

r9.6

10.4

28.1

8.1

26.2

56.2

3.10

2-72

3.00

3.03

2.84

3.45

).1)

3.19

2.62

2.71

3.07

3.8

3.25

3.14

2.65

3.1I

2.95

).!)

2.83

3.36

1.08

t.t4

.93

.81

1.26

.95

.81

.85

.93

l.l0
l.l2
.58

.86

.88

1.23

l.l6

t.l7
.99

t.29

.97

h
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Table B-2 Number, percentage, mean, and standard deviation of role of family in

preparing foods for diabetic patients.

Role of family in preparing foods
for diabetic patients

Family action

i S.D
t-
I
I
Z I

u)

I

c)
t
fL

-41

l. Buying high energy one dish foods

2. Buying coconut milk foods

3. Buying vegetables

4. Buying foods made from beans

5. Buying sweets

6. Buying sweets made from flour

7. Providing sweet t'ruits according to
seasons

8. Providing un-sweet fruits

9. Providing soft drinks

10. Use vegetable oil in cooking

I l. Add sugar in cooked tbod

12. Prepare tbod according to patient

13. Cooking vegetable foods

14. Prefer fatty tbods

15. Giving notice when having sweet

16. Preoarins foods for party

39.2

34.6

23.8

15.0

t7.7

36.2

16.9

3.8

37.7

1.5

15.8

83. r

.8

4t.2

l8.l
86.2

43.8

49.5

21.9

43.5

46.5

36.9

34.2

l8.l

36.2

20.4

46.2

2.7

16.5

40.0

34.2

6.5

12.3

I 1.5

25.8

29.2

26.5

19.6

29.6

38.5

13.5

26.9

13.8

8.5

33. I

t2.7'

2t.2

4.6

4.6

1.2

28.5

12.3

9.2

7.3

19.2

39.6

t2.7

51.2

24.4

5.8

49.6

6.2

26.5

2.7

3.18

3.l s

2.59

2.39

2.73

3.02

2.49

3.14

2.99

3.28

2.53

r.37

3.32

3.16

2.56

1.24

.82

.78

l.l4
.89

.86

.92

.99

.85

l.0l
.84

1.03

.87

.77

.87

1.07

.66

Difference in familv food consumDtion

17. Having sweet foods

18. Having tried foods

19. Having sweets

20. Having sweet tiuits

21. Having un-sweet fruits

22. Having vegetables

23. Drinkins soft drinks

10.8

10.0

r0.4

7.3

3.1

3.1

18.8

30.0

33. l

33.8

29.6

t7.3

5.4

23. I

56.2

52.7

51.9

56.5

58.8

54.2

50.4

3.1

1.2

3.8

6.5

20.8

37.3

7.7

2.48

2.49

2.51

2.38

2.97

3.26

2.53

73

73

73

72

7t

70

88

\
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Table B-3 Number' percentage, mean, and standard deviation of relationship

rvithin family.

T

t

Relationship within family

Action

.r S.D
L
c)
q)

Z o
J

9
-z

a0

tl

I 
l. Communication with family members

lZ. 
t-istenlng to complaints

13. 
Never tell anybody when feel uneasy

14. Blaming each other

lr. *.r., have dinner with family members
I

16. 
Snend time with t'amily members

| 
7. LivinS independently

18. 
Alwafs join t'amily activity

le. frip with family members
I

| 
10. Nobody care when having problenr

I 
t t. ivtemUers make you t'eel alone

I 
tZ. VtemUers always misunderstanding

I 
t:. UemUers always caring each other

I 
t+. ivtembers prefer to cloieness

I 
tS. Members m'dke you tbel sat'e and warrn

I t O. Wtren a severe problem occur in
lfamily- you malie decision alone

| , r. 
"ou 

have friend when you have to
Itravet
I

| 
18. Members give you the thing you lack

I te. UemUers help your tinancial problem
I

120. Members look after you when vou ill

2.7

4.6

28.8

60.8

60.0

16.9

47.3

3.8

28.r

49.2

73.5

60.8

2.7

2.3

2.3

48.8

I 1.5

I 1.2

6.9

1.5

10.4

9.6

14.2

27.3

r3.5

10.8

t7.3

5.4

24.2

18.5

r i.4

25.0

4.6

4.6

2.7

10.0

10.4

8.8

10.4

4.6

t6.9

22.7

18.5

8.5

6.2

20.4

r 5.8

15.0

t9.2

t2.7

5.8

9.6

16.9

23.5

2?.3

I 1.5

I i.8

14.2

t7.3

t4.2

70.0

63.1

38.5

3.5

20.4

51.9

19.6

75.8

28.5

19.6

5.4

4.6

75.8

69.6

72.7

29.6

64.2

65.8

65.4

79.6

3.s4

3.44

!)5

3.45

3.13

3.07

2-92

J.OJ

2.48

2.97

3.57

3.42

3.66

3.60

3.65

2.78

J.J I

3.35

3.41

3.72

.79

.85

1.25

.79

t.2l

l.l4
t.l9
.76

l.l8
l.l9
.83

.85

.69

.69

.65

t.32

r.06

r.04

.93

.62
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Appendix C

Assumptions of statistical multiple regression analysis

t,

t
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APPENDIX C

Assumptions of statistical Multiple Regression Analysis (Nouris. M.J, 1986

:338-339. Sujirarat, 2541: ll7 )

l. The number of independent variable must be more than one and must have

interval scale. If not. they must be converted to be dummy variable. The independent

variable also must have interval scale.

2. Each independent variable must have normal distribution.

3. The average value of each independent variable must have linearity with

dependent variable.

4. The variance of each dependent variable of each sum of independent

variable must be constant. The data will be linearly group distributed along the zero

scale while the residual will not decrease or increase along the prediction.

5. Each independent variable must not be hi-uhly. multicollinearity.

6. The studied sample must be independent tiom each other to prevent

autocorrealtion.

C-l The analysis of data use in statistical multiple regression analysis.

[: Normal distribution
'i

This study has more than one independent variable. Since the distribution of
every independent variable and independent variable is multivariate normal

distribution. the residual must be transformed to standard Z-score (Z-resid) before

testing. The test can be per[ormed using 2 techniques.

l. Use Kolmogorov-Simrnov test. (Test the value of residual whether it'has the

average normal distribution equals to 0 or not. (EArt a6rmri. 2539:69.74\

2. Use histogram or normal probability plot.

2. Linearity

Test by plotting graph which can be carried out by 2 ways.

l. Plot graph between each pair of independent variable and dependent variable.

L

t\
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2. Plot graph between Z*1id and the predicted value obtained from the prediction in

the form of standard Z-score (Z-presid).

3. Homocedasticity or Constant variance

Test by making scatter plot between Z-resid and Z-presid. The distribution of
residual must be around the zero value.

4. Multicolinearity

Test by examining correlation matrix of independent variables.

5. Autocorrelation

Test by examining the Dubin-Watson test value.

C-2 The result of the analysis

l. Normal Distribution : The obtained result is shown in the tigure below.

Hdog@

Deper|dat VaEDb: B

t z, , rrr.2r,

Srd. Ow. .09

ir@n s 0.q,

N . 200.00

75'3 ..2 5'2 .t S'2.25' r . Z 5' 
r . Z 5

RegBiil Stadsrdiz€d R6ir@l

\\

I
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2. Test of Normalitl'

2. Linearity

Appendicesi 124

\

a Test distribution is Normal.

b Calculated tiom data.

t tl@@l PP PloE ot Reg]M Slariard&d RBdul
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E

I

P

e
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t$
e

d

c
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25m

P

t

b 000

0.u, .25 g, 75 l.q,

Ob@t ed ch Prcb

The test shows the linear relationship.

Kolmogorov-Smimov

statistic df slg

B 260 .096

/i
"dt
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3.(Constant variance Homocedasticitv or Constant variance

t
e Scandph

3

3 O€Frdont V..i.bb: B

From the constant variance homocedasticity or constant variance tests. it can

be seen that the data group distribute alon-q the zero horizontal line. The residual does

not increase or decrease along the prediction.
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5. Autocorrelation

Model Durbin-Watson

I 1.720

The test tbund the value of Durbin-Watson test at 1.720 which lies in normal interval.

Therefore. there is no autocorrelation I

Copyright by Mahidol University



Nalin Mongkhonsi

Name

Date of birth

Place of birth

Academic background

Present rvorking place

Biography/128

BIOGRAPHY
,",

%&;JiFJfi$I-*

Ms. Nalin Mongkhonsi

16 December 1965

Cholburi province. Thailand

Mahidol University I 989-1 99 I

Diploma of nursing science

Mahidol University. 1999-2001

Master of Art. (Medical and Health

Social Science)

1992-Present
Burapha University Hospital

''.k,

e"-

_*

Copyright by Mahidol University


