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Abstract

Objective: To know the perspectives of people with type 2 diabetes mellitus on self-care actions. Methods: Qualitative study, 
carried out in a municipality in the north of Paraná. The data were collected in the months of June and July of 2014, through home 
interviews and, after that, submitted to content analysis. Results: Some individuals recognize that adopting self-care actions is 
their responsibility, although these actions are not always put into practice. Others attribute the non-performance of these actions 
to external factors related to the organization of the health service, the family environment and the work environment. Conclusion 
and implications for practice: The perspective of self-care actions is a challenge to care, since the individual needs to recognize 
the fundamental role that he plays in the development of these actions so that the nurse can support him in the process of change.

Keywords: Nursing; Self-care; Type 2 Diabetes Mellitus.

Resumo

Objetivo: Conhecer as perspectivas de pessoas com Diabetes Mellitus tipo 2 sobre as ações de autocuidado. Métodos: Estudo 
qualitativo realizado em um município do norte do Paraná. Os dados foram coletados nos meses de junho e julho de 2014, por 
meio de entrevista domiciliar e, após, submetidos à análise de conteúdo. Resultados: Alguns indivíduos reconhecem que a 
adoção de ações de autocuidado é de sua responsabilidade, embora nem sempre as coloquem em prática. Outros atribuem 
a não realização dessas ações a fatores externos relacionados à organização do serviço de saúde, ao ambiente familiar e de 
trabalho. Conclusão e implicações para prática: A perspectiva frente à realização de ações de autocuidado se constitui 
em um desafio à assistência, pois o indivíduo precisa reconhecer o papel fundamental que desempenha no desenvolvimento 
dessas ações a fim de que o enfermeiro possa apoiá-lo no processo de mudança.

Palavras-chave: Enfermagem; Autocuidado; Diabetes Mellitus tipo 2.

Resumen

Objetivo: Conocer las perspectivas de personas con Diabetes Mellitus tipo 2 sobre las acciones de autocuidado. Métodos: 
Investigación cualitativa realizada en una ciudad del norte del estado de Paraná. Los datos fueron recolectados en los meses de 
junio y julio de 2014, por medio de entrevista domiciliaria y, después, sometidos al análisis de contenido. Resultados: Algunos 
individuos reconocen que la adopción de acciones de autocuidado es de su responsabilidad, aunque no siempre las pongan 
en práctica. Otros atribuyen la no realización de estas acciones a factores externos relacionados a la organización del servicio 
de salud, al ambiente familiar y laboral. Conclusión y consecuencias para la práctica: La perspectiva frente a la realización 
de acciones de autocuidado constituye un desafío a la atención, pues el individuo necesita reconocer el papel fundamental que 
desempeña en el desarrollo de estas acciones a fin de que el enfermero pueda apoyarlo en el proceso de cambio.

Palabras clave: Enfermería; Autocuidado; Diabetes Mellitus tipo 2.
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INTRODUCTION
The incidence and prevalence of type 2 diabetes mellitus 

(DM2) has increased worldwide due to its association with risk 
behaviors and factors - inadequate diet, sedentary lifestyle, 
smoking and obesity.1 Studies show that the disease is 
responsible for impairments that are reflected negatively in the 
quality of life of the affected individuals and in the increase of 
premature deaths, besides generating enormous costs in the 
control and treatment of its complications.1-3

Given the complexity of this chronic disease, it is 
essential to recognize the central role that individuals play 
in the management of their illness and in the performance 
of self-care actions.3 Investment in these actions includes a 
coping strategy that requires the preparation, investment and 
persistence of health professionals and, in particular, nurses, in 
view of the long-term results. Self-care refers to the individual's 
ability to monitor their health condition and alter their cognitive, 
behavioral, and emotional responses necessary to maintain a 
good quality of life.4

Orem's Theory of Self-Care, which is the theoretical 
framework of the present study, presupposes that all human 
beings have the potential to develop intellectual and practical 
skills, as well as the essential motivation for self-care.5 This 
theory values the responsibility of the individual regarding 
their health and recognizes that prevention and education are 
important aspects in nursing interventions. According to Orem, 
the person is a functional being and is integrated with the whole 
and is motivated to achieve self-care.5

It is worth highlighting the important role of nurses in the 
process of stimulating self-care actions, since it is incumbent 
upon them to recognize the influential behaviors in the execution 
of such task, to talk about the individuals' needs in terms of their 
chronic illness and to propose a planned care based on priorities 
defined through effective negotiation between individuals and 
specialists.4-7

Thus, professionals involved in planning care for individuals 
with DM2, especially nurses, need to recognize self-care actions 
as a key tool for promoting better living conditions, despite the 
disease.8 However, studies that address this issue are restricted 
to the attribution of health professionals in assisting individuals 
to become active in the management of the disease from 
health education actions, a strategy that in itself has not been 
associated with greater adherence to treatment and consequent 
clinical improvement of the disease.9,10 It is highlighted that one 
of the reasons for the failure of such intervention is that health 
education can affect the objective capacity of disease control, not 
necessarily affecting the subjective perception of the individual in 
relation to self-care actions.9 In addition, some external factors, 
such as the personal context, social situation, work environment 
and even the care provided by health professionals, can also 
influence the control of the disease.4

The members of the nursing team have a great participation 
in the care of people with DM2, since, besides being more 
present in the health units, they are also more accessible 

to the population, thus favoring the establishment and the 
strengthening of the bond which, in turn, can influence the 
process of behavior change and adherence to self-care actions. 
Therefore, it is very important that these professionals recognize 
and value self-care actions already performed by the people, 
as well as identify likely barriers that are preventing or that may 
prevent the effective realization of these actions.

This strategy stimulates and motivates individuals to 
change, in addition to making it possible to increase the 
probability of accomplishment of the actions from the benefits 
and barriers identified.5 However, due to the subjective and 
social connotations that the disease has for individuals,11 it is 
essential that health professionals demonstrate their willingness 
to understand the behavior and even the perceptions of people 
with DM in relation to their care needs.

Undoubtedly, the aforementioned aspects require a 
new posture from nurses, as well as a change in the way of 
approaching people with DM2. This approach should be guided 
by dialogue and care shared with patients, so that the actions 
proposed are meaningful for the person and, therefore, more 
easily incorporated into their daily lives.

In view of the above, considering the important role of nurses 
in relation to the stimulus and adherence to self-care actions and, 
consequently, to better control the disease, the purpose of this 
study was defined as: to know the perspectives of people with 
DM2 on self-care actions.

METHODS
This is a qualitative study, carried out with 18 people with 

DM2, undergoing outpatient treatment for at least two years and 
enrolled in the Basic Health Units of a small municipality located 
in the northern region of the state of Paraná. This municipality 
has a total of 20,269 inhabitants12 and 100% of this population 
is assisted by the Family Health Strategy (FHS).

This study is also part of a cross-sectional study of a 
quantitative nature entitled "Assistance to People with DM in 
Primary Care: evaluation of the service, health condition, coping 
with the disease to implement care strategies". Contact with 
the interviewees of this study was based on a list provided by 
the FHS teams, containing the names of individuals with DM2, 
enrolled in Hiperdia, aged 40 years or older, because although 
the disease may affect individuals of any age, Its diagnosis is 
more frequent after 40 years.3

Study participants were intentionally selected, throughout 
a cross-sectional study that used a quantitative approach. The 
inclusion criteria adopted were the interest and availability 
evidenced during the interviews. Participants were asked to 
answer the following guiding question: Talk about your care for 
DM. The following support question was also used: What care 
do you consider important to keep your illness under control?

The data were collected in the months of June and July of 
2014, through an individual interview, recorded in audio format, 
with an average duration of 40 minutes, and all were performed 
at the participant's home, without the presence of other people. 
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The search for information happened until the objective of the 
study was reached and no new information emerged in the 
interviews, characterizing the saturation of the information. The 
data contained in the field diaries, recorded immediately after the 
interviews, were also used during data analysis to facilitate the 
understanding of the context during the interviews.

The interviews were transcribed in full and analyzed 
according to the methodological framework of content analysis, 
thematic modality,13 followed by the phases of pre-analysis, 
material exploration, treatment of results and interpretation. In 
the pre-analysis, floating and exhaustive readings were carried 
out to raise the relevant points against the study objectives. In 
the material exploration phase, the coding was done, process 
through which raw data were systematically transformed and 
aggregated into two units: self-care actions depend on the 
individual; and self-care actions depend on external factors. In 
the last phase the categorization was performed. It consisted of 
the classification of the elements according to their similarities 
and differentiation, with the subsequent regrouping according to 
common characteristics, thus originating two categories: Actions 
recognized by individuals as necessary for DM2 control; and 
Barriers to self-care and disease control.

The study was approved by the Standing Committee on 
Ethics in Research with Human Beings of the State University 
of Maringá (Opinion no. 449,686). All study participants signed 
the Consent Term in two ways. Subjects = were identified with 
the letter P (participant) followed by a number corresponding to 
the order of the interviews; the letters M or F to indicate male or 
female gender; And two Arabic numerals - one referring to age 
and the other to the time of diagnosis.

RESULTS
The 18 interviewees, equally distributed between the sexes, 

had between four and seven years of study; ten of them were 
aged between 60 and 69 years, and the others between 40 and 
59 years. Most lived with a partner (13); had monthly income of 
two minimum wages (10); diagnosis of DM2 for more than 10 
years (11), and used oral medication only (14). The other four 
used combination therapy, namely insulin and oral medication. 
Six of them already had complications due to DM2, such as 
retinopathy (four), nephropathy (one) and diabetic foot (one). 
Ten had comorbidities, and hypertension was reported by nine 
of them. From the analysis of the data, two categories that will 
be presented next emerged.

Actions recognized by individuals as necessary 
for DM control

In this category, it is observed that some people recognize 
that they are responsible for the development of self-care actions 
for DM control.

I think that, for taking care of diabetes, all you need is to be 
willing to do it. It requires willpower too... It's just like a child 

when he is learning to walk: he has difficulties, he falls, but 
then he gets up and tries to walk alone... It's necessary to 
control alimentation, make physical exercise, and reduce 
stress. (P2, M, 52 years, eight years of DM)
[...] I start working at five o'clock in the morning, so I have 
breakfast at my work along with my co-workers. I cannot 
binge on the food they eat ... I take four salt and water 
crackers and a fruit for eating mid-morning and I also 
bring a coffee bottle from home and ask the cooking lady 
at work to make some for me, but without sugar, so I put 
sweetener, which I also bring [...]. (P15, M, 48 years, four 
years of DM)
I try my best to eat fruits and vegetables and walk, because 
if I don't follow what I know is good for my health, I am 
deceiving myself. This is an option I made, and it just 
depends on me. (P6, M, 65 years, 20 years of DM)

However, it is observed that some individuals, even 
recognizing the importance of their role in disease control, cannot 
behave proactively:

[...] For taking care of diabetes the person firstly has to 
make a choice, which is to give up the good things in life. 
And you can't think that you depend on others to take care 
of yourself... If you have a strong will, you will do everything 
right in terms of alimentation and you will be able to control 
it. I still haven't been able to choose this path (laughs). 
(P16, F, 59 years, 10 years of DM)

Some of those who have active behavior towards the habits 
necessary for DM control are not perseverant over time, and 
often give up self-care actions because they do not see results 
in the short term:

To take care of diabetes you need to exercise, take 
care of food, take the right medicine and insulin, and 
that is something that has to come from the person's 
consciousness. I used to do all this, but today I don't 
do it anymore and I don't like to talk about it either. I'm 
already living as if I didn't have it anymore (diabetes); I 
eat everything I feel like eating. (P7, F, 66 years, 15 years 
of DM)
Caring is very difficult and sometimes I get confused if 
it helps, because I have already stopped drinking beer, 
eating sugar and started walking for a week; and when I 
checked my diabetes, it was still high... then I ended up 
going back to normal. (P8, M, 48 years, four of DM)

Barriers to self-care and disease control
Nine individuals pointed out the organization and work 

process of health services as factors that make it difficult to 
perform self-care actions and consequent disease control.
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To control diabetes we needed health professionals 
to talk to us in order to guide us... I've been taking the 
diabetes medicine for eight years. I get to the post, show 
the card and they give me the medicine. Then you think 
these are the type of people who want us to control 
something. Sometimes I spend two months without 
picking the drugs up because they give me too many pills. 
When I can't go there I tell my husband to go and get it. 
These days he came with the idea that I had to take two 
pills a day, then I got confused... But I carry on, because 
I'm not feeling anything. (P4, F, 62 years, 12 years of DM)
People can only manage diabetes when they have 
a follow-up of the health personnel. Here everyone 
complains; all we have is a 20-minutes meeting a year, 
where the nurse talks about diabetes and high blood 
pressure... Then I ask: how about those who don't have 
the money to pay private consultation? do they have to 
take care of diabetes with this type of service we get? 
(P9, F, 62 years, 13 years of DM)

Participants also highlighted the fact that the service and the 
recommendations of health professionals are not personalized 
and keep little relation to the reality of life they have.

[...] You go to the doctor and he prescribes a lot of things: 
you can eat this, you can't eat that, you have to exercise. 
I work as a maid and can't choose what to eat, and my 
physical exercise is my work. (P5, F, 55 years, six years 
of DM)
The doctor of the medical post told me to eat a fruit in the 
middle of the morning and in the afternoon, but I work as 
a bricklayer all day, which is a raw and dirty work. How can 
I just eat fruits?! If it depends on this to improve diabetes 
I'm dead. (P10, M, 54 years, 12 years of DM)
[...] Once I even had an appointment with a nutritionist, to 
see if I could manage diabetes, but she suggested a lot 
of expensive things that I don't like to eat. That lasted a 
week and I gave up. (P12, F, 57 years, five years of DM)

For the subjects of the research, the shortage of consultation 
with specialists is also a complicating factor:

To take care of diabetes, you need to have more doctor's 
appointment; because I waited almost a year in line to 
get the consultation with a specialist and he sent me to 
an ophthalmologist and when I got there he said that I 
searched him too late, that there was nothing left to do... 
And I still have the Impression that the carelessness was 
mine. (P1, F, 69 years, 15 years of DM)
If you need an appointment with an endocrinologist, 
you have to pay or wait for about two years. That's why 

there are so many diabetic patients and the number is 
increasing more and more. (P18, M, 60 years, 16 years 
of DM)

And, finally, they made reference to the type of relationship 
between doctor and patient.

It gives me a chill on the spine when I have to go to the 
diabetes doctor... It makes me nervous because he 
keeps nagging me because of the value of the glycated 
hemoglobin test (laughs). He scolds me, so I get nervous 
and that's why diabetes goes up. Not to mention that he 
keeps threatening me, [saying] that I'm going to lose my 
kidney. (P17, F, 67 years, 15 years of DM)
We go to the doctor and he keeps demanding from us. 
He looks at the results and the sermon begins: I didn't 
do this, I didn't do that. There's no way I can take it all so 
strictly... (P3, M, 67, 17 DM)

In the personal context, the participants pointed to the family 
and work environment as factors that negatively influence the 
adoption of self-care measures related to DM.

If I lived alone, it would be a lot easier for me to take care 
of myself and control my diabetes, because my daughters 
don't even care if I have this (cry). They make those foods 
that I know I can't eat and they offer me; they say I'm 
boring, then I get nervous and eat. There is one of them 
who also says, "come on, eat it! You'll die anyway"... Is 
this a joke you do? (P11, F, 60 years, 11 years of DM)
I can't take care of diabetes because I cook for the whole 
house, and the boys work hard. So I have to make some 
food to make them strong; otherwise they can't stand a 
day of service. (P14, M, 68 years, 18 years of DM)
What makes it harder for me to control diabetes is that I 
work at my dad's bar and I really like candies (...) It seems 
that just because I know I can't eat them, I keep counting 
the minutes to go to work so I can eat... In order to take 
care of diabetes, I needed to get another job. (P13, M, 
46 years, five years of DM)

DISCUSSION
The management of a chronic disease, such as DM2, 

requires a series of self-care behaviors that are directly 
influenced, according to Orem, by intrinsic and extrinsic 
factors5 - for example, the way in which the individual recognizes 
and means the disease in his life and the environment in which 
it is inserted.14 In the planning of care for the individual with 
DM2, a review study points out the importance of considering, in 
addition to clinical and biological questions, ways of stimulating 
the individual to participate in the decision-making process 



5

Escola Anna Nery 21(2) 2017

Diabetes and selfcare
Teston EF, Sales CA, Marcon SS

related to his own health. This is because the individual will 
better understand the possible damages and benefits of each 
action from the recognition of the options available within the 
real context of life.15

This recognition does not only mean that individuals accept 
that they have DM2, but also re-signifies this pathology, integrating 
it into their routine, the family environment and outside it. 
Throughout this process of re-signification, individuals experience 
numerous difficulties and stressing situations - for example, 
in relation to diet in the workplace, or even at home - and only 
when they understand the risks and importance of following the 
necessary care they can incorporate them into their daily lives.16-18

Thus, when attending and accompanying individuals with a 
chronic illness, nursing professionals should consider their beliefs, 
preferences and their stage of motivation to make changes in health 
behaviors. Therefore, the self-care actions planned together (nurse 
and patient) will be supported by the actual condition of coping with 
the disease that affects the individual.

It was observed in some testimonies, among them that of 
P2, the recognition of their responsibility for their own care. A 
study carried out with 18 Dutch professionals demonstrated that 
they consider that the recognition by individuals in terms of their 
responsibility towards self-care actions is an essential factor in 
the control of the disease and in the improvement of the quality 
of life. It has also pointed out that high motivation is related to 
effective changes in lifestyle.19

Therefore, it is necessary for individuals to recognize 
that, although they sometimes require sacrifice, energy and 
commitment, the implementation of changes in their daily lives, 
including in the work environment, is important, as they will be 
beneficial to health, as observed in the Testimony of P15. Thus, 
nurses must reinforce the importance of positive behaviors, 
besides supporting individuals in the decisions related to self-
care. However, according to Orem,5 personal decision is a central 
factor for self-care actions.

Knowledge on the disease, even being a primary factor for 
the good life of individuals with DM2, is not a sufficient factor in 
determining the adoption of positive self-care behaviors.20 It is 
observed in P17 that, although aware of the necessary changes 
in their life habits for proper control of the disease, these are 
not incorporated into their daily lives. In this specific case, the 
behavior in question is related to the frustration resulting from a 
complication of DM2, which is retinopathy.

From this condition, the nurse identifies and recognizes 
opportunities that make possible the resignification of the disease 
by the individual. Although physiological factors may contribute to 
this complication, the recognition of difficulties in maintaining the 
necessary actions to control the disease constitutes an influential 
factor in the experience of this condition by individuals.

Faced with this, an important challenge for nurses is 
recognized: that of identifying not only barriers to treatment, 
but also apprehending the reason for their occurrence. This will 
allow the development of more successful clinical approaches 
that may, in fact, help the patient to live better with the chronic 

illness. Self-care is one of the objectives of nursing care, since it 
enables the direct participation of people, especially those who 
live together with a chronic condition, and in their management, 
stimulating them, from individual conceptions, to make decisions 
In favor of their own health.21

Another important aspect to be considered by nurses is 
the awareness that the effects of behavior changes will only 
be observed in the long run. This is because it is common for 
individuals to expect immediate results, and when this does not 
occur they may become discouraged in keeping the changes 
implemented. Therefore, the use of supported self-care helps to 
maintain patients' motivation, despite their frustrating attempts, 
because during the joint planning of care actions, patients are 
informed that unsuccessful attempts are part of the change 
process. Therefore, in this process, nurses should value the 
small changes in the individual's behavior and encourage them 
to continue with their intention to achieve positive results in favor 
of their future health condition.5,22

Regarding self-care actions, individuals pointed out some 
barriers that they consider influencing the adherence process. 
For example, P4, in his testimony, points out the existing gap in 
the performance of the FHS, since the organization of the service 
does not prioritize the frequent "monitoring" of the patient with 
DM2. This way, the assistance provided is reduced to the activity 
of dispensing medicines and unscheduled medical consultations. 
Therefore, nurses need to know service users, to favor their 
commitment to the treatment, adapting them, when possible, to 
the particular conditions of life, as well as to plan the care from a 
sensitive, comprehensive and supportive manner. This will allow 
individuals to recognize their role as protagonists in relation to 
their health and illness and feel supported during the process of 
changing habits.5,23

It is also considered that the actions of the nursing team 
cannot be restricted to the traditional way of transmitting 
information, as referred by P9, since this model of intervention 
has been shown to be ineffective.8 These actions should be 
conducted in order to encourage and promote the development 
of individuals' self-care skills for their own health.

The use of ready-made "recipes" at the moment of feeding 
orientation, for example, is another obstacle to self-care. It occurs 
when professionals do not consider the financial conditions of 
individuals or the difficulties resulting from the type of service that 
these people perform. In doing so, they disregard any particularity 
of the patients, their degree of motivation in the face of the need 
for behavior change, and not knowing the meaning of the disease 
in the patients' lives.

Regarding this, the orientation must occur after the estab-
lishment of a strong bond, in order to provide the "agreement" in 
relation to the proposed self-care measures.1 In a study carried 
out with individuals with DM2, in the public health system of a city 
of Goiás, the authors found that the fixed and prohibitive dietary 
recommendations favored the establishment of a vicious circle, 
that is, the low adherence did not favor the obtaining of benefits, 
which, in turn, also discouraged it.24
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A similar situation occurs with individuals who recognize the 
importance of self-care for DM2 control, but do not perform it. 
However, the major problem related to the lack of control of the 
disease is not recognizing the chronic condition and the need to 
look for ways to integrate it into their daily lives. In this sense, it is 
important to consider the personal characteristics and general 
expectations regarding the disease in the planning of care, in 
order to qualify the results of the interventions proposed by the 
health professionals.25

On the other hand, it should be noted that structural 
problems are common in services for chronic diseases,26 among 
which the difficulty in obtaining consultation with specialists, 
according to the P1's report, is highlighted. However, numerous 
control measures can be oriented and implemented by the 
health team before individuals need a specialist evaluation. This 
requires the team to address the true behavioral determinants 
that culminate in increased incidence and disease prevalence, 
rather than prioritizing partial solutions to chronic disease, which 
is usually multifactorial.

It should be noted that an influential factor in the lack of 
specialist consultations is related to the overload of referrals 
generated by the FHS physicians, who are sometimes not 
prepared for the care of individuals suffering with DM2 in Primary 
Care. In this sense, a study carried out with 13 physicians 
from health districts of Goiânia pointed to gaps related to the 
preparation of medical professionals who work in the care of 
people with DM; for example, the lack of specific criteria adopted 
by them for the diagnosis of the disease, in addition to treatment 
focused on medication and diet. The authors of this study also 
found that, for the study participants, the difficulties of individuals 
with DM for adherence to treatment involve, on the one hand, 
access to consultations, examinations and medication, and 
on the other, the financial condition of individuals and the little 
willingness to change their health behaviors.27

Therefore, there should be a network of assistance strength-
ened and engaged, that allows the operation of the service and 
culminates in quality assistance. Risk stratification, for example, 
is a tool that allows for the organization of care, as well as it 
contributes to the reduction of the demand for consultations 
with specialties.28

The attitude of the professionals, in addition to the 
relationship they develop with patients, is another aspect related 
to the service and that interferes in the control of the disease. 
In the report of P17, it is observed that her relationship with the 
medical professional is asymmetric and fearful, and this makes 
it difficult to establish a therapeutic plan as predicted by the 
strategy of self-care supported. Thus, it is worth emphasizing 
the importance of measures that include stress control to the 
treatment recommended for this disease, with the purpose of 
improving glycemic levels and preventing the appearance of 
complications.29

When the therapeutic plan is not discussed, but imposed on 
patients, the chance that they will adopt and follow it on a daily 

basis diminishes. This fact reveals the importance of profes-
sionals understanding the way in which individuals deal with the 
chronic illness, in order to jointly plan the possibilities of care from 
what patients already do and the discussion in terms of feasible 
means and strategies to be implemented. Thus, the inclusion of 
components that facilitate behavior change can be favored by 
setting goals together - health professionals and individuals.30

It is important to emphasize that the physician's demands 
and the adoption of the laboratory standard as a central measure 
of care do not contribute to establishing a link between patients 
and professionals and, therefore, to implement self-care actions. 
Thus, even if individuals know the importance of laboratory 
parameters in controlling the disease, if they are not motivated 
and are not properly stimulated, they will not be able to make 
effective changes in their daily life in order to produce positive 
changes in the laboratory tests.31

Another factor reported to be influential in adopting self-care 
measures is the poorly collaborative attitude of close family 
members and people, including those in the work environment. 
In spite of the difficulties experienced in these contexts, it is 
especially important to mention those that have occurred during 
meals; since it should be considered that the act of eating is 
part of family life and involves social issues.32 In view of this, 
the essential role played by the family in the chronic illness of 
individuals is highlighted, and it is necessary to recognize the 
importance of food in the quality of life of patients over the years, 
and the family, as a conditioning aspect of self-care, according 
to Orem,5 may or may not favor the implementation of necessary 
changes.24

The current work condition was also referenced as an 
influential factor in self-care actions, as reported in P13. However, 
when analyzing the report, signs of anxiety are identified that 
are known to influence inappropriate eating practices,33 among 
which the increase in the will to eat because the patients know 
that they cannot. In this way, we can see a gap to be worked out 
by health professionals, especially by nurses, mainly because 
individuals recognize that the improvement of their current health 
condition depends on the motivation and commitment related 
of their own behavior.

In this sense, a strategy that can be used by nurses is 
the supported self-care, which aims to prepare and empower 
individuals to self-manage their health and develop behaviors 
that control the evolution of the disease. This can occur from 
the development of support strategies that include assessing 
health status, setting small goals to be achieved, and jointly 
develop care plans.5

Finally, changes in the behavior of individuals with DM2 in 
relation to the chronic illness are considered necessary, as well 
as in the organization of the care, so that individuals can identify 
in the service the necessary support to develop and maintain 
their own care and, consequently, the control of the disease. In 
addition, the effectiveness of care is attributed to the recognition 
of joint responsibility - nurse-patient - for self-care actions.
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It is reaffirmed here the need for nurses to assume the role of 
facilitators of the process of empowerment of the individuals with 
a chronic illness, so that these individuals can make adequate 
decisions regarding the control of the disease and postpone the 
appearance of its complications. Welfare practices, which focus 
on disease, must be overcome, so that rules and routines become 
flexible, and nurses can make their clinical practice centered on 
users effective.

As a limitation of the present study, the need for caution is 
emphasized in extrapolating the results to other sociocultural 
realities, since these lack external validity.

CONCLUSIONS AND IMPLICATIONS FOR 
PRACTICE

The perspectives of individuals with DM2 on self-care are 
influenced by intrinsic and extrinsic factors. Some individuals 
recognize and take the necessary actions to control the disease, 
for example, food education, physical activity practice and stress 
management. Others, although they know and recognize the 
importance of these actions, do not comply with them, or when 
they comply with them, they are not persistent, because they are 
influenced by self-care constraints, such as personal decision; 
and external factors, such as the organization of the health service 
and the existence of family conflicts.

Although some physiological mechanisms negatively 
influence the way in which the disease is manifested and is 
faced by individuals, recognition of the importance of behaviors 
that favor self-care is an essential aspect for the improvement of 
the quality of life and, consequently, disease control. Therefore, 
planning care for the individual with DM2, or any other chronic 
condition, is a challenge for the health team, especially for 
nursing, since it requires the respect and inclusion of individuals' 
perspectives.

The use of supportive self-care assumptions may be an 
effective strategy in identifying the main barriers to DM2 control, 
since it both respects the individual's time in the implementation 
of behavioral changes, and it also helps them to perform self-
care actions that are appropriate to their health conditions. This 
will allow clinical approaches that will help patients cope better 
with this chronic condition. To do this, nurses need to recognize, 
through dialogue, the self-care actions that individuals consider 
to be already performing, value the small changes and to allow 
individuals themselves to identify the need to make them more 
effective.
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