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ABSTRACT: The aims o f  the study were to establish in a 
cohort o f  female patients with Type Diabetes the knowledge 
and perceptions o f exercise, personal and environmental 
barriers to doing exercise and the outcome expectations o f per­
forming physical activity.
The sample consisted o f 28 patients between the ages o f 48 
and 70 (mean =60.2, SD = 6.6) years and 11 ethnic groups, 
attending the Mamelodi Hospital Diabetic Outpatient Clinic.
The duration o f the disease ranged from I to 22 years and 82% 
o f the patients were using oral hypoglycaemic agents.
Demographic and qualitative data were captured by means o f focus group interviews.
Demographic data were summarized with descriptive statistics. Qualitative data were analysed by means o f  well- 
described principles o f qualitative data analyses. A percent agreement was performed and data were re-coded until 
the inter-rater reliability was 85%.
All 28 subjects reported that they saw doing household chores and walking as ways o f  exercising. Sixty one percent o f  
the subjects indicated relief from arthritis as a benefit o f exercise. The main environmental barrier was the absence 
o f a convenient venue (61%). Tiredness (36%) and arthritis (36%) were the main personal barriers to doing exercise. 
All subjects indicated a better quality o f life and improvement o f  functional capabilities as outcome expectations o f  
taking part in an exercise program. Subjects had positive attitudes towards exercise, wanted to have control in the 
program and also expressed the need fo r  social support.
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INTRODUCTION
Increasing trends in the prevalence of 
diabetes and in the societal costs of the 
complications of diabetes have focused 
attention on improving the quality of 
diabetes care (Songer 1995; King et al
1998). According to the World Health 
Organisation’s (WHO) concept of reha­
bilitation, subjects should be encouraged 
to become increasingly self-responsible 
for their own active and productive life 
and thus for improving their own quality 
of life (WHO 1964). In a report by 
Eales and Stewart (2001), the following 
hypothesis was put forward: “... fo r  
subjects with chronic diseases to be con­
sidered successfully rehabilitated, they 
should accept responsibility fo r  their 
own rehabilitation. ” They defined self­
responsibility as the moral duty of 
the patient to successfully execute the 
required health behaviour for improved

health. Physical activity is recommended 
as part of the management regimen for 
subjects with Type 2 Diabetes Mellitus 
(Type 2 DM). The positive effects of 
regular physical activity on the prevention 
and control of Type 2 DM, hyperlipi- 
daemia, insulin resistance, obesity and 
its overall impact on cardiovascular 
disease are reasons to stimulate subjects 
to perform regular exercise (Ligtenberg 
et al 1995). In addition sensible exercise 
can improve functional status, longevity 
and quality of life (Leon et al 1987).

However, it is known that long-term 
adherence to regular physical activity 
program for the elderly Type 2 DM 
patient is generally poor and that with­
out supervision, compliance is low 
(Ligtenberg et al 1997).

Hays et al (1999) reported that fac­
tors which may influence the initiation 
and maintenance of exercise programs

of Type 2 DM, are personal characteris­
tics of the patient (personality, cognitive- 
and environmental factors) and environ­
mental influences (social, cultural and 
economic factors).

Cognitive factors include knowledge, 
thoughts, attitudes and skills. In a study 
on the knowledge of, attitudes towards 
Type 2 DM and the level of physical 
activity of urban black female subjects, 
low educational levels, poor diabetes
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knowledge, low levels of physical acti­
vity and class I obesity status were 
reported (Van Rooijen et al 2001).

Tolerant cultural attitudes towards 
obesity within the black community 
may have contributed to this finding. 
The prevalence of obesity may con­
tribute to discomfort which could lead 
to low long-term adherence to regular 
physical activity programs.

Swift et al (1995) reported that dis­
comfort during exercise has been related 
to decreased participation in exercise in 
Type 2 DM subjects.

Barriers to the assumption of self­
responsibility are lack of knowledge, 
lack of sufficient interest in what is 
preventable and a culture of stressing 
individual rights which progressively 
erodes the idea of individual respon­
sibility (Eales and Stewart 2001).

Behavioural change in Type 2 DM 
subjects will depend on patients’ beliefs 
regarding the outcome of performing 
certain behaviours and the importance 
he/she attaches to the outcome. Little is 
known about the health beliefs and out­
come expectations regarding physical 
activity, with specific reference to the 
culture of urban black female subjects 
with Type 2 DM. Environmental barriers 
to physical activity in this sample are 
also unknown.

The aims of this study were to esta­
blish participants’ knowledge and percep­
tions of exercise, the kind of exercises 
they wanted to do, the personal and 
environmental barriers to doing exercise 
and the outcome expectations of per­
forming physical activity in this sample 
of subjects.
(See Figure 1)

METHOD
Ethical clearance was obtained from 
the Ethics committee of the Pretoria 
Academic Hospital) Number 1 16/99). 
The superintendent and matron of the 
Mamelodi Hospital also consented to 
the study.

Subjects
The convenience, purposive sample con­
sisted of a subset of a larger study that 
had been conducted one year prior to 
this study (Van Rooijen et al 2001). 
Twenty-eight black women with Type 2 
DM, between the ages of 48 and 70, who 
participated in the previous study, were 
contacted by telephone. All the women 
were attending the Hospital Diabetic 
Outpatient Clinic in Mamelodi. Subjects 
from the same gender and socio­
economic background were used to 
ensure homogeneity of the group 
(Cote-Arsenault and Morrison-Beedy

1999). The only exclusion criterion was 
disinterest in doing exercise. Four to ten 
subjects were recruited for each focus 
group to avoid no shows, an unproduc­
tive discussion of too small a group of 
subjects or the danger that smaller dis­
cussions may start in a group that was 
too large (M aillet NA et al 1996). 
Subjects were compensated for their 
transport costs and were served refresh­
ments and received a small gift after 
the focus group. The data capturing 
commenced on 22 March 2001 and was 
completed on 10 April 2001.

Setting
Focus groups were held in a relaxed, 
informal setting at the Mamelodi Day 
Hospital. This hospital was accessible, 
convenient, non-threatening and accept­
able to the participants. As a result it 
allowed for and encouraged open dis­
cussion. Seating facilities were adequate 
ensuring maximum opportunity for eye 
contact with both the facilitator and other 
group members. Two audiotape recorders 
were placed centrally to ensure good 
quality recording.

Instrumentation
Demographic and qualitative data 
were captured. The phenomenological 
approach by means of focus group inter-

Figure 1: Factors infuencing the initiation and maintenance o f physical activity in black women w ith Type 2 Diabetes Mellitus.

CONCEPTUAL FRAMEWORK
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views was used to provide an under­
standing of the social and behavioural 
attitudes of individuals (Maillet et al 
1996). Structured questions were used, 
with open questions by the facilitator 
around a topic when indicated. The focus 
group technique was a cost-effective 
method to obtain in-depth information 
from a homogeneous group that may 
be useful in developing intervention 
programs for risk reduction of chronic 
diseases (Quatromoni et al 1994). It was 
also an effective method of obtaining 
data from subjects with a low educational 
level (Betts et al 1996). An exploratory 
approach was followed to understand 
the needs, language and beliefs of the 
sample and to gain insight into the 
health beliefs and outcome expectations 
regarding physical activity (Cote- 
Arsenault and Morrison-Beedy 1999). 
The open response format of the focus 
group provided an opportunity to obtain 
large and rich amounts of data in partici­
pants’ own words. However, generalisa­

tion of the results is difficult, because 
small numbers of subjects were inter­
viewed and were not randomly selected.

A skilled and expert group facilitator, 
who was knowledgeable about Type 2 
DM and familiar with group dynamics 
was selected and trained. She also trans­
lated the questions into Tswana. A field- 
worker was trained to take detailed field 
notes and record behavioural data. The 
research team met beforehand to prepare 
the venue, test the equipment and to 
clarify each member’s role. The focus 
groups were conducted in Tswana.

The first question was simple and 
neutral to allow the participants to feel 
comfortable and the get to know a little 
bit about the other participants around 
the table and to establish rapport. 
Questions were addressed to the group 
as a whole, taking care not to single 
out individual participants. The questions 
logically progressed from the general to 
the specific and were asked in four main 
categories: (See Table 1)

Process
The subjects reported at 09:00 on the 
day of their appointment to the research 
venue. Each subject was welcomed 
and introduced to the research team. 
Informed consent was obtained from 
each patient after the aims, procedures 
and possible benefits of the study were 
explained to them. Subjects had the 
opportunity to ask questions before 
the consent form was signed. Each sub­
ject received a signed copy of her own 
consent form.

The participating subjects were given 
nametags to provide a basis for building 
greater rapport between the facilitator and 
the participants. It also enabled the facili­
tator to direct questions at a group mem­
ber by name and achieve simultaneous 
eye contact. In this way greater identity 
and cohesiveness between the group 
members was developed (Richter 2001).

A short demographic questionnaire 
was completed consisting of age, ethnic 
group, employment status, duration of 
disease and use of medication.

The facilitator welcomed the partici­
pants and introduced herself and the 
fieldworker.

Subjects were asked to introduce 
themselves as an icebreaker. The facili­
tator explained the purpose of and the 
course of the focus group discussion. 
The importance of each participant’s 
contribution was stressed. The rules for 
the group discussion were given and the 
role of the fieldworker was explained.

The use of the two audio tape 
recorders was explained and subjects 
were assured that the recordings would 
only be listened to or looked at by the 
researcher and that the participants 
would stay anonymous.

A definition of physical activity and 
exercise was given.

The research questions were then put 
forward and participants were asked to 
participate in the discussion. The facili­
tator addressed questions to the group as 
a whole and no subject was singled 
out. Asking inquisitive questions, using 
summaries and reflection, without inter­
fering with the dialogue of the interview, 
facilitated active participation of all 
group members.

The fieldworker documented the 
order in which subjects spoke to aid

Table 1: Questions used for discussion during the focus groups in English and Tswana.

Knowledge and perceptions /  Kitso
Do you want to do exercise?
A  o  b la t la  g o  ikw e tlisa ?
W hat do you perceive exercise to be?
Go y a  ka  w e n a , o  a k a n y a  g o re  g o  ik w e tlis a  ke eng?
W hy do you think it is important to exercise?
O  a k a n y a  g o re  b o tlh o k w a  b a  g o  ik w e tlis a  ke e ng?

Logistical /  DiHhomamiso
W hat sort of exercise do you want to do?
Ke m o k g w a  o fe  o  b a tla n g  g o  ik w e tlis a  k a  one?
Do you want to exercise on you own or in a group?
A  o  b a t la  g o  ik w e tlis a  o le n g  m o n g  k go tsa  le  b a th o  b a  b a n g ?
W hat is the best time of day for you to exercise and where do you want to exercise?
K e n a k o  e fe  va  le tsats i e e g o s ia m e tse n g  g o  ik w e tlis a ?
Where do you want to exercise?
O  b a tla  g o  ikw e tlis a  fe lo  g o fe ?

Environmental and personal barriers /  Dikgoreletsi
W hat will keep you from exercising?
K e e n g  se seka  g o  th ib e la n g  g o  ikw e tlisa ?
W hat would make you leave an exercise program?
K e e ng  se seka  d ira n g  g o  re  o  tlo g e le  g o  ik w e tlis a ?
W hat would make you stay in an exercise program?
Ke e n g  se seka  d ira n g  g o re  o  k g o th a lle  g o  ik w e tlis a ?

Expected outcomes /  DiHamorago
How do you think you can benefit from doing exercise?
O  a k a n y a  g o re  d it la m o ra g o  tse m o so la  tsa g o  ik w e tlis a  m o  g o  w e n a  e k a  b a  eng?  
How do you want to feel if you exercise?
M a ik u tlo  a  g a g o , o  b a tla  a  b a jw a n g  m o ra g o  g a  g o  ik w e tlis a ?
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Table 2: Demographic data.

Demographics N %

Ethnic group North Solho 5 18
Ndebele 4 14

Zulu 5 18
Mopaedi 3 11
Tswana 5 18
Tsonga 2 7
Other 4 14

Employment Full day work 1 4
status Part-time work 1 4

Unemployed 26 92

Pension Yes 14 50
No 14 50

Duration of 1-4 8 29
disease (years) 5-7 7 25

8-10 4 14
11-13 4 14
17-19 2 7
20-22 3 11

Medication Insulin injections 
Tablets

5
23

18
82

voice recognition of the recording. Non­
verbal behaviour such as eye contact, 
posture, gestures between group mem­
bers was also documented.

After the focus group, subjects were 
thanked and acknowledged for the useful 
information. Teas and eats were served. 
Debriefing with the research team was 
done to discuss important information 
during the post-group discussions.

Focus groups with participants were 
conducted until a clear pattern emerged 
and subsequent focus groups repeated 
information (McDougall 1999).

Possible sources of bias
Multiple focus groups were held to 
decrease threats to external validity. 
Training of the facilitator in the manner 
of questioning, reduced bias in data 
collection. Aggressive and dominant 
subjects were prevented from taking 
over the discussion.

STATISTICAL AND DATA ANALYSIS
Demographic data were entered into a 
file on the Statistics - program on the 
computer, screened for missing values. 
Data were analysed using Statistics ® 
software. Data were summarised with 
descriptive statistics: mean, SD, median, 
range, frequency and percentage.

Transcripts were made from the audio 
tape recordings in Tswana. A trained 
multilingual nurse translated the tran­
scriptions and field notes into English.

Transcripts were read through several 
times by the researcher to get a sense 
of common themes that were relevant to 
the research question (Strauss and 
Corbin 1990). Line-by-line analysis was 
done to generate categories. Notes were 
made, throughout the reading on general 
themes in the transcripts. This enabled 
the researcher to become more fully aware 
of the participants’ frames of reference. 
Open coding was done by reading through 
the transcripts again and by making as 
many headings as necessary to describe 
all aspects of the content.

Grouping them together into broader 
categories reduced the numbers of cate­
gories. Repetitious and very similar 
headings were removed to compile a 
final list of categories.

Asking an independent qualitative 
researcher to generate categories with­

out seeing the researcher’s list enhanced 
the validity of the categorising method. 
It also reduced researcher bias. Lists 
were compared, discussed and adjust­
ments were made.

The degree to which the chosen 
categories covered all aspects of the 
interviews were evaluated and adjusted. 
Each transcript was then worked through 
with the list of categories and sub-head- 
ings and coded accordingly. Ten percent 
of the data was given to an independent 
researcher for a reliability check at the 
researcher’s coding scheme. A percent 
agreement was performed between the 
independent researchers’ and the 
researcher’s codes. The use of the codes 
that were unclear was identified. Decision 
rules were created to clarify the use of 
the codes that were unclear. Another 
small subset was then re-coded until 
the inter-rater reliability was 85%. This 
process ensured that the researcher’s 
codes and categories were understand­
able, exhaustive, mutually exclusive and 
independent. Each coded section of the 
interview was then cut out of the tran­
script and all items of each code were 
grouped.

The cut out sections was pasted onto 
sheets, headed-up with the appropriate

headings and sub-headings. All sections 
were filed together for direct reference 
when writing up the findings. Copies 
of the complete interviews and the 
audio tape recordings were kept in a safe 
place.

TRUSTWORTHINESS OF THE DATA
Credibility of the data was obtained by 
the fact that the researcher did not faci­
litate the focus groups. In this way the 
researcher could not have influenced the 
subjects with her knowledge in the field 
(reflexivity). Field notes were kept 
throughout the research process. The 
researcher discussed the research 
process and findings with an impartial 
colleague who has experience with 
qualitative research (triangulation).

The transferability of the data was 
improved by providing a dense descrip­
tion of the background information on 
the subjects. The description of the 
exact methods of data gathering, analysis 
and interpretation contributed to the 
auditability of the study. A colleague, 
who was not involved in any other 
aspects of the study, but who is familiar 
with the process of category generation 
was asked to read through two tran­
scripts and to identify a category system.
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Table 3: Summary of identified benefits of exercise.

Identified Benefit N Frequency 
of response

Percentage
%

Weight loss 28 9 32
Better circulation 28 6 21
Helps for Arthritis 28 17 61
Body stays healthy 28 6 21
Relief of constipation 28 1 4
Improved sleeping 28 1 4
Improve blood sugar 28 10 36
Feel better 28 7 25
Relaxes them 28 5 18

It was then discussed with and com­
pared to the researcher’s category system 
( confirmability).

RESULTS
The results are presented in the follow­
ing order:
Demographic, focus groups and inte­
grated results.

Demographical data
The demographics of this sample by 
ethnicity, employment status, receiving 
pension, duration of diabetes and 
type of medicine used are provided in 
Table 2.

The mean age of the sample group 
was 60,18 years (6.55). Ages ranged 
from 48 to 70 years, with a median of 
60.5. Other ethnic groups included single 
Coloured, Mopele, Moswazi, and 
Motebele subjects. All of the mentioned 
ethnic groups could understand and 
speak Tswana.

Focus group data
The subjects were relaxed during the 
focus groups. They laughed easily and 
used a lot of hand signs and body move­
ments during talking. Three subjects got 
up and demonstrated how they would do 
certain household tasks.

The following categories were 
derived from the data:
• Perception of exercise
• Personal barriers
• Environmental barriers and logistical 

arrangements
• Outcome expectations of an exercise 

program
• Adherence to an exercise programme

Perception of exercise
All 28 subjects reported that they were 
doing household chores and that 
they saw that as a way of exercising. 
Household chores consisted of doing 
laundry, going to the shops, cooking, 
washing, gardening, cleaning the home, 
carrying a baby on the back.

Walking as a way of exercising was 
mentioned 40 times during the 5 focus 
groups, however the intensity of walk­
ing ranged from walking far distances to 
walking as a possible way to exercise.

“1 always walk distances and I do 
household chores and that way I exercise ”

“ To me exercise means going to the 
garden to water my crops and harvest 
and then go home. When I arrive home, 
I clean the yard and then I sit down. 
In the afternoons I take a walk around 
my yard. ”

Subjects also expressed the following 
benefits of exercise: (See Table 3)

The following statement by one of 
the subjects stressed the psychological 
benefit of exercise:

“Sometimes when you wake up, you 
are not feeling well, sometimes you 
meditate about your problems, but when 
you exercise, you don’t concentrate on 
those things and you become happy and 
you believe that everything will be fine. ”

Personal barriers
Subjects expressed psychological and 
physiological barriers to exercise. 
Psychological barriers were stress-related, 
not feeling well and forgetfulness.

“When you arrive home an you feel 
bad and you meditate on other things in 
life and your sugar level goes up.... ”

“I am meditating a lot about my 
problems and you know diabetes makes 
you forgetful ”

“ I am always on and o ff and I can’t 
be active ”

Several subjects also mentioned that 
their bodies were “already sick with 
diabetes

Two subjects also felt that they had 
lost too much weight and 2 subjects indi­
cated that they were too lazy to exercise. 
“ /  know that we are supposed to exercise, 
its just that we are so lazy to exercise” 
Subjects also indicated that they did not 
know what other exercises to do apart 
from walking and doing household chores 
and that they were not used to make 
choices regarding health care for them­
selves. One subject was of the opinion 
that people would think that she is 
insane if she exercised.

Two other subjects indicated that they 
did not want to lift their legs in lying, 
did not like running around and that they 
did not want to wear gym clothes. One 
subject felt that diabetes patients were 
not treated well at the Diabetes clinic 
and had to wait a long time to see the 
doctor, only not to be informed about 
their illness.

1 “Sometimes you come in very tired 
and the doctor do not tell you any­
thing.... ”

Physiological barriers to exercise are 
presented in Table 4.

Table 4: Summary of physiological barriers to exercise.

Identified 
Physiological barrier

N Frequency 
of response

Percentage
%

Tiredness 28 10 36
Arthritis 28 10 36
Foot problems 28 6 21
Sore body 28 4 14
Respiratory problems 28 3 11
Other illnesses 28 2 7
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Table 5: Adherence to an exercise program.

Positive influences Negative influences

• A  program suitable for their 
physical abilities

•  Good working relationship
•  Group support
•  Only diabetes patients
•  Agreement with program
• Patience of presenters of program
• Improvement in health

•  Visitors
•  Illness
•  "Not feeling well"
•  Social responsibilities
•  Household chores
•  Cost of transport
•  Family affairs
•  Difficulties at home
• Tiredness
• Laziness

Environmental barriers and logistical 
arrangements
The lack of a convenient venue to do 
exercise in was the main environmental 
barrier. Sixty-one percent of the subjects 
staying in different areas of the 
Mamelodi community indicated that the 
Mamelodi Day Hospital was too far to 
travel to on a regular basis. The subjects 
wanted a venue for diabetics only, 
because they felt that there would not be 
harmony if other people joined the 
group. The venue would have to be 
easily accessible due to the cost of trans­
port. They did not want to do exercises 
on Thursdays, because it was the day 
when they go to church. The majority of 
the subjects also felt that the exercise 
classes should not be on a clinic day, due 
to the long waiting periods at the clinic.

One subject mentioned that the com­
munity members were impatient with 
the older people walking slowly.

Outcome expectations
Subjects had the following outcome 
expectations from an exercise program:
• Better health
“When you wake up, you should not 

fee l tired and heavy; your body must be 
flexible ”
• Improved quality of life
“ We want to have a good life, there is 
nothing that can conquer a good life ”
• Education
“Apart from exercises, we need some 
advises one how to handle the illness and 
how to deal with problems like stress ”
• Weight loss
“ It will help me reduce my appetite, 
because people with diabetes eat a lo t”
• Stress relieve
“ I  want to fee l relaxed and peace­

ful....now after we have exercised we 
will be laughing and we will fee l very 
good afterwards ”
• Better control of the HbAlc
“ I  will remember that my sugar level 
is high ”
• Group support
“ Advises that we can give each other, 
as we meet and chat”
• Fun
“ Attending exercises to be fun, so that 
we always want to come back again next 
Tuesday and that you will be looking 
forward to that day”

Adherence to the program
The subjects were of the opinion that 
the following factors would influence 
their adherence to an exercise program: 
(See Table 5)

Subjects felt that they were com­
pelled to try the exercises if they were 
serious about their health.

“We won’t stop as soon as we have 
started, it is not possible, we follow what 
we have been told...but i f  you are disre­
spectful you will not come to exercise ”

DISCUSSION
Taking the time to listen to patients’ 
views about health care and how they 
experience it is instrumental to devel­
oping programs that are acceptable to 
the communities. Satisfactory health 
care involves not merely improvement 
from bodily symptoms, but the social 
and psychological reintegration of the 
patient and the community (Hammond- 
Took 1989).

Qualitative research methodology 
was used to improve the understanding 
of patients’ perception of exercise, 
personal and environmental barriers to 
doing exercise and outcome expectations 
of an exercise program. The sample 
consisted of mainly older female Type 2 
Diabetes Mellitus patients, attending the 
Mamelodi Diabetes Clinic. The sample 
group consisted of 11 ethnic groups 
of whom 92% were unemployed. The 
duration of the disease ranged from 1 to 
22 years and 82% of the patients were 
using oral hypoglycemic agents. All 
28 subjects reported doing household 
chores and walking as ways to exercising.

The most important findings of this 
study were that the participants knew the 
physiological and psychological bene­

fits of exercise and that they should take 
responsibility to exercise if they were 
serious about their health.

Environmental barriers and logistical 
arrangements
The lack of a convenient venue to do 
exercise in was the main environmental 
barrier mentioned by the majority of the 
subjects. The ideal self-management 
intervention must be relatively low cost 
and cost-effective and a large percentage 
o f the relevant population must be 
willing and able to participate (Norris 
S L et al 2001).

Utilization of community resources is 
important in this aspect. In this way the 
issues of social support and spirituality 
in patients’ self-care will be addressed, 
but it would also serve as a means to 
educate patients, their families and the 
community about improving diabetes 
management (Samuel-Hodge et al 2000).

Older adults with diabetes are often 
incorrectly stereotyped as being slow 
and unmotivated in managing their dia­
betes as one of the subjects in the current 
study had pointed out (Mooradian AD et 
al 1999). Diabetic complications often 
interfere with sleep and increase the 
risks of falls. Fear of falling will force 
patients to reduce their mobility. It is 
therefore crucial that the functional capa­
bilities as well as the gait and balance of 
patients should be assessed. An exercise 
program may develop stronger muscles 
and bones and reduce the risks of falls 
and fractures. In this way the sense of 
well-being and agility may be improved.

Perception of exercise
In this study the perception of exercise 
by the sample corresponded well with
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the types of physical activity for older 
people as documented by the World 
Health Organization, with all 28 subjects 
reporting that they were doing household 
chores namely gardening, housework 
and walking (WHO 1999). Kriska (2000) 
also stated that housework and family 
care taking appear to take a substantial 
portion of the total energy expenditure 
of an average day. However, it was shown 
in a previous study in a similar sample 
of Type 2 Diabetes patients in Mamelodi 
that the more active subjects were doing 
household and leisure time activities, 
but not on a regular basis (Van Rooijen 
et al 2001). Although exercise does not 
need to be strenuous or prolonged it 
should at least include 30 minutes of 
daily leisure activities such as walking 
or gardening, which are readily attainable 
by this sample group (Wannamethee S 
2001, Blair SN and Jackson AS 2001).

Personal barriers
Personal barriers are patients’ percep­
tions of their illness, including disease- 
related beliefs, emotions, knowledge and 
experiences. Subjects expressed lack of 
knowledge, as well as psychological and 
physiological barriers to exercise. These 
findings correlate with a recent study by 
Samuel-Hodge (2000) and associates, 
on the influences on day-to-day self­
management of Type 2 Diabetes among 
African-American women. Being tired 
can be attributed to multiple causes 
including general life stress, physical 
exertion and diabetes. Diabetes-related 
tiredness may be caused by the psycho­
logical impact of the disease on the 
patient in terms of fear and worry about 
the disease. Patients aptly expressed this 
in the following way: “I am meditating 
a lot about my problems” and “I am 
already sick with diabetes”. The physio­
logical barriers can be attributed to a 
sedentary lifestyle and complications of 
Type 2 Diabetes, such as hypertension and 
macro-vascular disease (Songer 1995).

The lack of diabetes knowledge also 
contributes to the health-related stress: 
“Sometimes you come in very tired and 
the doctor do not tell you anything. ” 
Subjects also indicated that they did not 
know what other exercises to do apart 
from walking and doing household 
chores and that they were not used to

make choices regarding health care for 
themselves. In a recent focus group study 
on African-American Women’s Exercise 
Barriers the following was stated:

“We as Black women have not been 
taught about exercise, where this is like 
a luxury thing. I  was not taught the 
value o f exercising or eating right until
I  got to be an adult... ” (Crosson et al
2000). An effective diabetes manage­
ment program may address these barriers. 
It should respect an individual’s habits, 
routines and lifestyle and incorporate 
social support (Norris SL et al 2001).

Outcome expectations of an exercise 
program
Two major expectations came to the fore 
in the responses of the subjects:

Improvement o f  functional capabilities:
• Physical: “When you wake up, you 

should not fee l tired and heavy; your 
body must be flex ib le” and “it will 
help me reduce my appetite, because 
people with diabetes eat a lot ”

• Cognitive: “Apart from  exercises, we 
need some advises one how to handle 
the illness and how to deal with pro­
blems like stress ” and “I will remem­
ber that my sugar level is high”

• Social: “Advises that we can give 
each other, as we meet and chat” and 
“Attending exercises to be fun, so 
that we always want to come back 
again next Tuesday and that you will 
be looking forward to that day ”

Improvement o f  well-being:
• Perception of health: “I want to feel 

relaxed and peace fu l... now after we 
have exercised we will be laughing 
and we will feel very good afterwards ”

• Emotional function: “We want to 
have a good life, there is nothing that 
can conquer a good life ”.
Adults who feel good about their 

emotion al functioning may exercise 
and be more active (Spirduso WW and 
Cronin DL, 2001).

Adherence to an exercise program
Researchers have been unable to conclu­
sively distinguish strong characteristics 
o f exercise adherence and exercise 
non-adherence (Kerner MS et al 2001, 
Oldridge et al 1990). The following 
categories could however be identified:

• Attitude towards exercise
• Support by significant other persons
• Perception of control
• Motivation

The responses of the subjects in the 
present study have shown that the same 
categories will also influence their 
adherence to exercise. Subjects had a 
positive attitude towards exercise, 
because they had a good perception of 
exercise and knew what the benefits of 
exercise were. The need for support by 
significant other persons was expressed 
by their need for good working relation­
ships, patience by the presenters of the 
exercise program and group support. 
The respondents wanted to have control 
in the program by stating that it should 
be suitable for their physical abilities, 
that they should agree with the program 
and that it should be for diabetic patients 
only. The negative influences on adher­
ence to exercise mentioned by the 
subjects may be an indication of poor 
motivation to do exercise. For a diabetes 
self-management program to succeed, 
patients must adhere to it and be com­
pliant with behaviour changes. However, 
the decision not to comply with such a 
program may be quite reasonable, par­
ticularly if the program does not meet 
patient expectations, is inconvenient or 
conflicts with other priorities, such as 
social responsibilities, household chores 
and family affairs.

Oldridge and Spencer (1985) have 
shown that the lack of support from the 
spouse and inconvenience was associated 
with the highest risk for dropout from an 
exercise program.

CONCLUSION
It can be concluded from the results of 
this qualitative study that the subjects 
had a good perception of exercise, knew 
the benefits of exercise and wanted to 
have a higher quality of life by means of 
feeling better and function better on a 
daily basis. However personal and envi­
ronmental barriers may contribute to a 
risk for dropout from an exercise pro­
gram if they are not addressed. Patient 
beliefs, attitudes and behaviours are 
influenced by cultural and socio-eco­
nomic factors and are important. The 
relationship of culture to health beliefs, 
attitudes and behaviour is especially
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Figure 2: Factors infuencing the initiation and maintenance of physical activity in black women w ith Type 2 Diabetes Mellitus.

REVISED CONCEPTUAL FRAMEWORK

important in the treatment of diabetes, 
which usually includes changing patterns 
of eating, physical activity and other 
culturally embedded behaviours. If a 
diabetes exercise program is to be effec­
tive, it must be sensitive and relevant to 
the culture of the people expected to 
carry it out, be convenient and involve 
spouses and family members.

It is clear from the results that a coor­
dinated team approach is needed to 
address these outcome expectations. 
Clark et al (2001) also endorses such an 
approach in a recent publication on 
changing the way diabetes is treated.

The conceptual framework is there­
fore revised to the following:
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