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Abstract
Aim: The integrated evidence on diabetes self-care behaviors in people with a dis-

ability is not commensurate with the growing number of people with both diabetes

and a disability. This study aims to identify factors influencing self-care behaviors

in adults with diabetes and a disability based on a thorough review of the current

evidence.

Methods: This review followed the Cochrane guidelines for systematic review

research and complies with the Preferred Reporting Items for Systematic Reviews

and Meta-Analysis. To find eligible articles, five electronic databases—PubMed,

Embase, CINAHL, Psych-articles, and the Cochrane Library—were searched, from

the beginning of the chronological period covered by each database to June 2017.

Four researchers independently conducted study selections, extracted data, and

assessed the data quality.

Results: Twenty studies were reviewed to identify barriers to and facilitators of

diabetes self-care behaviors. For people with developmental disabilities, the most

prominent facilitator of self-care behaviors was the support they received for the

behaviors. For people with visual impairments, that facilitator was the use of help-

ful assistive devices that take advantage of another sense. The main barriers to self-

care behaviors were mobility limitation for people with physical disabilities and

lack of accessibility for people with visual impairments.

Conclusions: This review has identified barriers to and facilitators of diabetes self-

care behaviors by type of disability. Healthcare services need to be tailored to these

facilitators and barriers, and differentiated by type of disability.
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1 | INTRODUCTION

Worldwide, approximately 15% of people have disabilities
(World Health Organization, 2011). In the USA, 12.8% of
people had at least one disability in 2016, and the healthcare
cost associated with disabilities was about $397.8 billion in
2006 (Anderson, Armour, Finkelstein, & Wiener, 2010;
Kraus, Lauer, Coleman, & Houtenville, 2018). In the past,

people with disabilities were typically not recognized as a
distinct group of beneficiaries of health-related services
(National Council on Disability, 2009). However, recently
greater attention has been paid to the quality of life of adults
with disabilities and the related health disparities in this pop-
ulation (Koh, Piotrowski, Kumanyika, & Fielding, 2011).
Unfortunately, in most countries other than the USA, interest
in adults with disabilities and the health-related welfare
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policy services for this population remain insufficient (Kim,
Hwang, & Park, 2016).

Not only are people with disabilities more likely to have
secondary conditions, they are also more vulnerable to health-
related risk factors than people without disabilities
(Havercamp & Scott, 2015). Data show that people with dis-
abilities are also less active due to physical and mental impair-
ment, are in relatively poorer health, have less healthy
behaviors, and are more likely to be obese and to smoke than
those without disabilities (Carroll et al., 2014; Courtney-Long,
Stevens, Caraballo, Ramon, & Armour, 2014; Froehlich-
Grobe, Lee, & Washburn, 2013). In addition, chronic
illnesses, such as myocardial infarction, stroke, diabetes,
hypertension, and arthritis, are highly prevalent among indi-
viduals with disabilities (Reichard, Stolzle, & Fox, 2011).

In terms of chronic health conditions, individuals with dis-
abilities are three to five times more likely to develop diabetes
than individuals without disabilities (McDermott, Moran,
Platt, & Dasari, 2007). Although relevant medical technolo-
gies are more advanced and levels of healthcare services have
increased, the long-term characteristics of diabetes can still
lead to a decreased health-related quality of life (Solli,
Stavem, & Kristiansen, 2010). In addition, diabetes can cause
organ dysfunction due to cellular and molecular impairment,
which can result in new disabilities (Lotfy, Adeghate, Kalasz,
Singh, & Adeghate, 2017). For these reasons, careful manage-
ment of diabetes, which includes the improvement of diabetes
self-care behaviors in adults with disabilities, is essential.

Secondary conditions and health status among adults
with disabilities may differ depending on the type of disabil-
ity (Horner-Johnson, Dobbertin, Lee, & Andresen, 2013). In
addition, the purpose of regular visits to medical profes-
sionals (e.g., secondary condition prevention, health mainte-
nance, rehabilitation) varies by disability type and status
(Kwon, 2015). For disabled people with diabetes, such dif-
ferences might also exist in diabetes self-care behaviors and
other related factors. In order to enhance diabetes self-care
behaviors in people with disabilities, those affected, their
caretakers and medical professionals, and medical
researchers must understand the factors that affect these
behaviors in accordance with the type of disability. Unfortu-
nately, little effort has been expended to explore comprehen-
sively what factors could facilitate or hinder diabetes self-
care behaviors in disabled people with diabetes. Thus, this
systematic review aims to identify these factors by thor-
oughly examining the current evidence on diabetes self-care
behaviors in adults with disabilities.

2 | METHODS

This review followed the Cochrane guidelines for systematic
review (Higgins & Green, 2011), which required research

methodology and reporting compliance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) (Moher, Liberati, Tetzlaff,, & Altman, 2009).

2.1 | Review question

The review question was specified using the PICO (Popula-
tion, Intervention, Comparison, and Outcome) frame-
work. The target population was adults, aged 18 years or
older, with a disability who had been diagnosed with dia-
betes. In accordance with the aims of this systematic
review, intervention and comparison were not consid-
ered. As outcomes, factors influencing diabetes self-care
behaviors were set.

2.2 | Eligibility criteria

Randomized controlled trials (RCTs), quasi-experimental
studies, cohort studies, cross-sectional studies, observational
studies, and qualitative studies were included if they met the
following eligibility criteria: (1) participants were adults
(18 years of age or older) with diabetes; (2) study was publi-
shed in a peer-reviewed journal or as a dissertation; and
(3) study was written in English. There was no limitation on
the geographic location or setting (i.e., clinic, hospital, com-
munity setting) of the study, or on the type of disability that
the participant had.

Discussion papers, literature reviews, single case studies,
case reports, guidelines, and policy statements were
excluded. In addition, as children and youths (i.e., aged
<18 years) with a disability were not the intended target
population in this research, they were also excluded.

2.3 | Information sources

A systematic search was conducted to identify studies in
several electronic databases, including PubMed, Embase,
CINAHL, Psych-articles, and Cochrane Library, from the
chronological beginning of each database to June 2017.
Gray literature were not included due to a lack of informa-
tion, and we did not employ additional manual searches.

2.4 | Search strategy

The search strategy (Appendix I) was developed after creat-
ing a clearly defined review question and identifying the sea-
rch terms through a term-harvesting process using standard
indexing terms (MeSH, Emtree) and free terms. The three
key aspects were diabetes, disabilities, and self-care behav-
iors. The terms for self-care behaviors were based on the
American Association of Diabetes Educators' seven rec-
ommended self-care behaviors (AADE7): diet, exercise,
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glucose monitoring, taking diabetes medication, problem-
solving, risk management, and coping (AADE, 2018).

2.5 | Study selection

In order to find eligible articles, the researchers searched
databases using a term list identified through term-
harvesting. Articles identified through primary literature sea-
rch were exported into EndNote, a reference manager. We
removed duplicates and screened potentially relevant articles
based on title and abstract. When the title and abstract dem-
onstrated that the studies (a) focused on adults with disabil-
ities and (b) indicated diabetes self-care behaviors or
behavioral intervention, the studies were selected for initial
review. Next, four researchers reviewed the full-text articles
for eligibility. This selection process revealed the eligible
articles used in this study.

2.6 | Data extraction and synthesis

Four independent researchers extracted the following data
using a formal data extraction instrument: author, publica-
tion year, country, study design, aims, type(s) of disability,
type(s) of diabetes, sample size, mean age of participants,
type of diabetes self-care behaviors based on AADE7, and
factors (barriers and facilitators) related to diabetes self-care.
Each researcher checked for similarities and differences in
extracted data and, when required, the researchers came to a
consensus. The intraclass correlation coefficient (ICC) in the
data was 0.95 in this study. Following this extraction, the
narrative analysis was conducted by type of disability.

2.7 | Methodological quality appraisal

We used the Joanna Briggs Institute Critical Appraisal tools
to assess the methodological quality of the studies. The
checklists for qualitative research, cohort studies, cross-
sectional studies, and quasi-experimental studies were used
because the included study designs varied (Joanna Briggs
Institute, 2016). The methodological quality appraisal tools,
according to the study design, are presented in Table 1.

The quality assessment of the research methodology was
performed by four researchers independently; these assess-
ments were then discussed in order to reach consensus. The
investigators answered “yes,” “no,” “unclear,” and “not
applicable” about each item, and the total sum of “yes”
answers is presented in Table 2. The ICC in the quality
appraisal was 0.92 in this study, which indicated excellent
reliability (Koo & Li, 2016).

3 | RESULTS

3.1 | Study selection

A total of 11,074 articles were identified through the data-
base search, and 721 duplicates were removed. By examin-
ing titles and abstracts of the articles, 10,277 articles were
excluded, so that the full text of 76 articles were assessed for
eligibility. Out of those, 20 articles were included in this sys-
tematic review. The number of articles and the reasons for
exclusion in each step were presented using a PRISMA
flowchart (Moher et al., 2009; Figure 1).

3.2 | Study characteristics

The general characteristics of the 20 included articles are
shown in Table 2. The sample size of the articles ranged
from four (Oehler-Giarratana & Fitzgerald, 1980) to 3,722
(Reichard et al., 2012). Regarding type of disability, seven
articles were focused on people with developmental disabil-
ities, eight articles on people with visual impairment, four
articles on people with physical disabilities, particularly
amputees, and one did not mention the type of disability.

In terms of study designs, seven articles used a qualita-
tive design (Cardol et al., 2012; Hale et al., 2011; Kaminsky
et al., 2014; Livingstone et al., 2011; Rouse & Finlay,
2016; Whitehead et al., 2016; Williams, 2002) and 12 used
a quantitative design including quasi-experimental studies
(Bernbaum et al., 1989; Carrington et al., 2001; Oehler-
Giarratana & Fitzgerald, 1980; Prior et al., 1984; Trozzolino
et al., 2003; Windecker et al., 1997), retrospective cohort
studies (Patel et al., 2016; Reichard et al., 2012; Shireman
et al., 2010; Tseng et al., 2006), and cross-sectional studies
(Pham et al., 1996; Taggart et al., 2013). One article used
participatory action research (Williams, 2005).

Among the AADE7 diabetes self-care behaviors, the
most frequent researched area was “glucose monitoring,”
and the least studied area was “problem-solving.” Outside of
these AADE7 categories, two articles dealt with education
about diabetes self-care behaviors (Williams, 2002; Wil-
liams, 2005).

3.3 | Methodological quality appraisal

To assess the methodological quality of qualitative studies,
we checked for the presence of 10 different items. Items
2, 3, 4, 5, and 8 were related to the congruity of the research
methodology—research question, data collection method,
analysis, interpretation, and conclusion. Item 10 was con-
cerned with adequately representing the participants' voices.
These six items were rated “yes” for seven of the qualitative
studies (Cardol et al., 2012; Hale et al., 2011; Kaminsky
et al., 2014; Livingstone et al., 2011; Rouse & Finlay, 2016;
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Whitehead et al., 2016; Williams, 2002). Item 7, which rep-
resents the influence of the investigators on studies, was
rated zero. For the cross-sectional articles, Pham et al.
(1996) rated “yes” to all items, and Taggart et al. (2013)
rated four out of a total of eight points. The item related to
confounding factors and handling strategies of cohort studies
had the lowest score; only one article met these criteria
(Patel et al., 2016). Among quasi-experimental articles, the
item that concerned clearly defined cause and effect, follow-
up completion, same outcome measurement, and appropriate
statistical analysis had the highest score. Item 3, which was
related to a controlled exogenous variable (Carrington et al.,
2001; Oehler-Giarratana & Fitzgerald, 1980) and item
4, which was related to existing control groups (Carrington
et al., 2001; Trozzolino et al., 2003), both received the low-
est score.

The quality appraisal results are presented in Table 2.
The one article that utilized a participatory action research
design was not evaluated for methodological quality,
because participatory action research, although a type of

qualitative research, has unique characteristics, making it
unsuitable for applying quality appraisal tools that are used
for conventional qualitative study.

3.4 | Factors influencing self-care behaviors in
adults with disabilities

We analyzed the factors influencing self-care behaviors
based on the type of disability (i.e., developmental, physical,
and visual impairment). Participants with an intellectual dis-
ability, cerebral palsy, autism, Down's syndrome, a cognitive
disability, or a seizure disorder were classified as people
with a developmental disability as these people face similar
difficulties with language, learning, and independent living
(Carulla et al., 2011). Participants with limitations on their
mobility were classified as people with a physical disabil-
ity. Participants with vision loss were classified as people
with visual impairment. These three categories were
selected because the majority of the articles examined these
disability types. Moreover, these categories align with the

TABLE 1 Items of the methodological quality appraisal tool according to the study design based on the Joanna Briggs Institute (2016)

No. Qualitative studies (10 items)
Quasi-experimental studies
(9 items)

Cross-sectional studies
(8 items)

Retrospective cohort studies
(11 items)

1 Congruity between philosophical
perspective and qualitative
methodology

Clearly defined cause and effect Clearly defined inclusion
criteria

Similar participants

2 Congruity between research
questions and qualitative
methodology

Similar participants Detailed descriptions of
subjects and setting

Exposure measured similarly in
both groups

3 Congruity between data
collection and qualitative
methodology

Controlled exogenous variable Reliable and valid
exposure measurement

Reliable and valid exposure
measurement

4 Congruity between data analysis
and qualitative methodology

Control group exists Standard criteria used for
condition measurement

Identified confounding factors

5 Congruity between interpretation
of results and qualitative
methodology

Repeated measures (pre-and
post-intervention)

Identified confounding
factors

Strategies dealing with
confounding factors

6 Theoretical or cultural statement Follow-up completion or
strategies to deal with loss
were reported

Strategies dealing with
confounding factors

Whether all participants are free
of the outcomes at the study
start or not

7 Statement of influences from
researchers, and vice versa

Same way of outcome
measurement between two
groups

Reliable and valid
outcome measurement

Reliable and valid outcome
measurement

8 The participants' voices were
adequately represented

A reliable way of outcome
measurement

Appropriate statistical
analysis

Whether the follow-up period
sufficient or not

9 Compliance with ethical
standard

Appropriate statistical analysis - Described the reasons for
incomplete follow-up

10 Congruity between conclusion
and qualitative methodology

- - Strategies utilizing for
incomplete follow-up

11 - - - Appropriate statistical analysis
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classifications found in the “Act on welfare of persons with
disabilities” in Korea (Ministry of Government Legisla-
tion, 2019).

3.4.1 | Developmental disability

For people with a developmental disability, some
sociodemographic factors, such as age, female gender, eth-
nic minority (e.g., non-Caucasians, African Americans), low
socioeconomic status, dual Medicare eligibility, and commu-
nal living, were identified as barriers to self-care behaviors
(Cardol et al., 2012; Patel et al., 2016; Shireman et al., 2010;
Taggart et al., 2013). In addition, health conditions such as
comorbidities (e.g., hypertension, obesity), high levels of
glycated hemoglobin (HbA1c), and mild cognitive impair-
ments were also barriers to some diabetes self-care behaviors
(Cardol et al., 2012; Taggart et al., 2013). Interestingly, spe-
cial occasions (e.g., party, weekend, having visitors, etc.),
which made participants feel that they were permitted to
break from their diabetes regimens, and negative feelings
(e.g., lonely, depressed, and afraid) were both reported as
barriers (Cardol et al., 2012; Rouse & Finlay, 2016).

In contrast, the most powerful facilitator of diabetes self-
care behaviors in people with a developmental disability was
support (Cardol et al., 2012; Hale et al., 2011; Rouse & Fin-
lay, 2016). Other factors including education, motivation,
confidence, successful negotiation of autonomy between
supporters and people with an intellectual disability, and
responsibility helped participants engage in diabetes self-
care behaviors (Cardol et al., 2012; Hale et al., 2011;
Rouse & Finlay, 2016; Whitehead et al., 2016).

Among the factors related to diabetes self-care behaviors,
some acted as barriers and facilitators simultaneously
depending on the self-care behaviors in question. For exam-
ple, patients with mild cognitive impairments were more
likely to take part in exercise but less likely to engage in glu-
cose monitoring (Taggart et al., 2013). In addition, non-
Caucasians were more likely to check microalbuminuria but
less likely to have eye examinations (Shireman et al., 2010).
Regarding age as a barrier, the articles reported differences
across age groups in different self-care behaviors. For exam-
ple, people aged 50 years or older less frequently checked
HbA1c and were less likely to exercise (Taggart et al.,
2013), while people aged 18 to 30 years were less likely to
check their cholesterol (Shireman et al., 2010). As a result of
these differences, certain observations were reported; for
example, one article reported that people with comorbid
hypertension were more likely to check their HbA1c/glucose
level (Shireman et al., 2010), and another article reported
that people with comorbid hypertension checked their
HbA1c level less frequently (Taggart et al., 2013).T
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3.4.2 | Visual impairment

For people with visual impairment, the most noticeable bar-
rier to diabetes self-care behaviors was the lack of accessibil-
ity. In particular, studies revealed that the latest knowledge
regarding diabetes was not readily shared in accessible ways
and that diabetes educational forums attended by visually
impaired people often lacked accessible non-visual technolo-
gies. One study demonstrated that healthcare professionals
often have a limited awareness of the needs and abilities of
this population, which impedes effective diabetes education
(Williams, 2002). Participants' poor health, fear about disease

progression, grief, and loss were also reported as barriers to
diabetes self-care behaviors (Kaminsky et al., 2014).

Factors reported as facilitators of diabetes self-care behav-
iors included behavioral changes to adapt to the blind environ-
ment and using other senses such as sound, touch, and smell.
Assistive devices, modifications to the physical environment,
low-vision services, voice-recorded versions of educational
materials, guidelines to enhance accessibility, and instructions
to improve medical professionals' understanding of people with
visual impairments were also regarded as facilitators
(Kaminsky et al., 2014; Williams, 2005).

Records identified through database 
searching 
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Additional records identified 
through other sources 
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Records after duplicates removed 
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Records screened 
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Records excluded 
(n=10,277) 

 
- 4,767 not related to disability 
- 4,620 not related to diabetes 
- 290 not related to self-care 
- 600 not data-based research 

Full-text articles assessed 
for eligibility 

(n=76) 

Full-text articles excluded, 
with reasons (n=56) 

 
- 6 not related to disability 
- 2 not related to diabetes 
- 6 not related to self-care 
- 42 not data-based research 

Studies included in 
synthesis 
(n=20) 

FIGURE 1 Flowchart of the data search and selection phases of the systematic review
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According to the five quasi-experimental articles, inter-
ventions, including group therapy, tactile techniques for
blood glucose self-monitoring, blood glucose self-
monitoring training, the 12-week model clinical program,
and psychoeducational group therapy, positively impacted
improvements in diabetes self-care behaviors (Bernbaum
et al., 1989; Oehler-Giarratana & Fitzgerald, 1980; Prior
et al., 1984; Trozzolino et al., 2003; Windecker et al., 1997).

3.4.3 | Physical disability

For people with a physical disability, reported barriers to
diabetes self-care behaviors included living in medically
underserved areas, feeling overwhelmed by perceived bar-
riers, and experiencing mobility limitations (Livingstone
et al., 2011; Pham et al., 1996; Reichard et al., 2012). Co-
existing complications, perceptions of an adverse health ser-
vice, the lack of information, and uncertainty, fear, sadness,
loss, and shock were also barriers (Livingstone et al., 2011).
On the other hand, sociodemographic factors such as age,
comorbid hypertension, dual Medicare eligibility, female
gender, and perceived social support and sense of hope were
reported as facilitators (Livingstone et al., 2011; Pham et al.,
1996; Reichard et al., 2012). One article attempted to prove
the effectiveness of specialist foot care programs for diabetes
risk management, but reported no significant differences in
people with a physical disability (Carrington et al., 2001).

4 | DISCUSSION

This systematic review provides an overview of the factors
associated with diabetes self-care behaviors for people with
a disability. In this section, we will discuss the results of the
methodological quality assessment; then, we will examine
the barriers and facilitators by disability type.

In this review, one-third of the included studies were
qualitative. With regard to research quality, there are many
critics of qualitative research—as scholars question the trust-
worthiness of the conclusions. Accordingly, many qualita-
tive studies attempt to comply with strategies for ensuring
reliability (Shenton, 2004). When we reviewed the included
studies using qualitative methodological quality tools, all of
the qualitative studies met seven out of 10 criteria (Cardol
et al., 2012; Hale et al., 2011; Kaminsky et al., 2014; Living-
stone et al., 2011; Rouse & Finlay, 2016; Whitehead et al.,
2016; Williams, 2002). However, none of the qualitative
studies addressed researcher influence and vice versa. These
potential influences must be discussed to obtain credibility
(Williams, Boylan, & Nunan, 2019). The lowest score—
according to the results of the methodological quality
appraisal among cohort studies—corresponded to identify-
ing and dealing with confounding factors. Because a

confounding factor distorts the association between exposure
and outcome, and can lead to misinterpretation, it must
always be mentioned in studies that explore causality
(McNamee, 2003).

Support was a frequently reported facilitator for people
with a developmental disability. This finding is consistent
with previous studies that have found that assistance from
family, friends, and healthcare professionals generally has a
positive influence on self-care behaviors in other population
groups (Gallant, 2003). Moreover, the ability to successfully
negotiate autonomy between caregivers and people with a
disability was a facilitator. Appropriate daily support is an
important protective factor, particularly during health-related
transitions, such as treatment regime change, and for achiev-
ing healthy goals (Whitehead et al., 2016). Characteristics
such as cognitive impairments, learning difficulties, and
communication barriers in this population make them more
dependent on others (Taggart et al., 2013), which—in turn—
makes receiving support essential.

None of the articles included experimental studies on
enhancing diabetes self-care behaviors in people with a
developmental disability; however, two articles discussed
study protocols for a randomized trial (Taggart et al., 2015;
Walwyn et al., 2015). One possible reason is that proper dia-
betes education or intervention programs targeting this popu-
lation have not been developed. Despite supporters'
prominent roles in the self-care process, previous studies
have revealed that caregivers may also have limited knowl-
edge and understanding of what a healthy lifestyle entails
(Melville et al., 2009). Therefore, ensuring participation
from both the person with a disability and his or her sup-
porters is important. In addition, efforts should be employed
to create a healthcare service tailored in this population that
includes individualized education programs that permit sup-
porter involvement and consider patients' diabetes self-care-
related facilitators and barriers.

More studies on diabetes self-care behavior have been
conducted among people with visual impairment than
among people with other disabilities. One of the reasons is
that diabetic retinopathy is a common complication of diabe-
tes that can cause permanent visual impairment (Tarr, Kaul,
Chopra, Kohner, & Chibber, 2013). However, diabetes-
related visual impairment can be prevented by keeping blood
glucose levels controlled and engaging in risk management
practices (Wang, Lau, & Chalmers, 1993). In the interest of
preventing additional complications, some diabetes self-care
management programs reported the use of self-care facilita-
tors for people with visual impairments. Intervention to
enhance blood glucose self-monitoring using other senses,
including touch and hearing, were helpful in maintaining
appropriate glucose levels or in increasing the quality of
blood glucose monitoring (Prior et al., 1984; Windecker
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et al., 1997). The model clinical program and psycho-
educational group therapy program improved glucose con-
trol, exercise, diabetes knowledge, and psychological
parameters (Bernbaum et al., 1989; Trozzolino et al., 2003).
However, even with these efforts, it is not clear how long
the program's effects persist, how to create a follow-up ser-
vice after the program, or how to import these facilitators
into daily life (Bernbaum et al., 1989; Trozzolino et al.,
2003). Moreover, the people with diabetes and visual
impairment still felt that they were excluded from high-
quality diabetes care, and the most frequently reported self-
care barrier was limited accessibility to healthcare services
and education (Kaminsky et al., 2014; Williams, 2002).
Continuous efforts focused not only on glucose monitoring
but also AADE7 areas, through a multidisciplinary
approach, could be a way to bridge the gap. In addition,
making diabetes education or programs more easily accessi-
ble, taking into consideration the barriers and facilitators in
daily functioning, is necessary.

The factors related to diabetes self-care behaviors in peo-
ple with a physical disability were similar to those for other
disability types in this review. Most non-traumatic amputa-
tions occur in people with diabetes (Centers for Disease
Control and Prevention, 2014), which not only means that
physical disabilities affect the maintenance of diabetes self-
care behaviors but also that inappropriate diabetes self-care
can lead to diabetes-related limb amputations. Perceived bar-
riers and physical impairments are reported as negative pre-
dictors of exercise in people with a physical disability
(Livingstone et al., 2011; Pham et al., 1996); however, this
systematic review did not specifically look at exercise.
Another systematic review specifically examining barriers to
and facilitators of exercise in people with a physical disabil-
ity reported many associated factors, both personal and envi-
ronmental (Jaarsma, Dijkstra, Geertzen, & Dekker, 2014).
Therefore, further studies focusing on exercise-related fac-
tors in people with a disability would be helpful in develop-
ing strategies to improve activity levels as a form of diabetes
self-care behavior.

This review identified barriers to and facilitators of diabe-
tes self-care behaviors for people with a disability. The find-
ings of this review may be helpful for adapting healthcare
services and health policies to this population. To improve
healthcare for this population, nurses must act as advocates
to promote equality in disability-specific healthcare service
(Scullion, 2010). In this context, the results of this study,
which consolidates current evidence on patient self-care
behaviors, provides a foundational basis of information that
nurses, other medical professionals, and caretakers may use
to care for diabetic people with a disability. Moreover,
researchers can use this information to develop research
questions that further explore diabetes self-care behaviors.

This review has two major limitations. First, we analyzed
the AADE7 areas according to research outcome variables
in the case of quantitative studies and according to interview
contents in the case of qualitative studies. Therefore, the
analysis process used in this study is somewhat subjective
and limited. Extracting and categorizing information from
methodologically heterogeneous studies can be challenging,
particularly when the original articles did not detail specific
areas of self-care behaviors clearly or were not focused on
barriers and facilitators as categorized in this study. Second,
this review included articles published in English only.
Despite these limitations, to our knowledge, this is the first
review of diabetes self-care behavior barriers and facilitators
according to AADE7 areas targeting all disability types.
Ergo, this initial study may help to expand our knowledge
and perspectives about this vulnerable population.

5 | CONCLUSIONS

People with a disability have different self-care needs based
on the disability type. This review identified associated
factors—barriers and facilitators—of diabetes self-care
behaviors according to disability type. To improve diabetes
self-care behaviors, it is essential to consider the characteris-
tics of various disabilities and the gaps or weaknesses in cur-
rent health services or programs. In addition, healthcare
services need to be tailored and individualized according to
facilitators and barriers differentiated by disability type.
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