
Advances in Pharmacology and Pharmacy 13(4): 485-499, 2025 http://www.hrpub.org 
DOI: 10.13189/app.2025.130402 

A Prospective Study on Assessment of Quality of Life 
and Complications Related to Diabetic Patients      

in South India Communities

Babiker Bashir Haroun Baraka*, Kalavati Jambigi, Niranjan R,     
Suhas Gowda H D, Santhosh G, Pradeep L 

Department of Pharmacology, KLE College of Pharmacy, Rajajinagar, Bangalore-560010, Karnataka, India 

Received April 14, 2024; Revised January 8, 2025; Accepted July 25, 2025 

Cite This Paper in the Following Citation Styles 
(a): [1] Babiker Bashir Haroun Baraka, Kalavati Jambigi, Niranjan R, Suhas Gowda H D, Santhosh G, Pradeep L , "A 
Prospective Study on Assessment of Quality of Life and Complications Related to Diabetic Patients in South India 
Communities," Advances in Pharmacology and Pharmacy, Vol. 13, No. 4, pp. 485 - 499, 2025. DOI: 
10.13189/app.2025.130402. 

(b): Babiker Bashir Haroun Baraka, Kalavati Jambigi, Niranjan R, Suhas Gowda H D, Santhosh G, Pradeep L (2025). 
A Prospective Study on Assessment of Quality of Life and Complications Related to Diabetic Patients in South India 
Communities. Advances in Pharmacology and Pharmacy, 13(4), 485 - 499. DOI: 10.13189/app.2025.130402. 

Copyright©2025 by authors, all rights reserved. Authors agree that this article remains permanently open access under 
the terms of the Creative Commons Attribution License 4.0 International License 

Abstract  Purpose: This study's objective was to have 
a thorough grasp of patient profiles, Quality of life and 
related risk factors in individuals with diabetes, to improve 
clinical pharmacy services and diabetes management. 
Methodology: The study recruited 107 diabetes 
participants, collecting data through surveys, interviews, 
medication histories, and laboratory results. Patients with 
type 1 or type 2 diabetes who were above 18 and had been 
exposed to diabetes for more than two years met the 
inclusion criteria. The Pranav Diabetes Center Ethics 
Committee gave their approval to the project, which was 
conducted as a prospective, cross-sectional study from 
November 24, 2023, to January 17, 2024, in Bangalore. 
Data were analysed using SPSS version 26, employing 
multivariate logistical regression and a modified 
WHOQOL-BREF questionnaire. Results: The study 
included 107 participants (52 males, 55 females). Most 
were over 46, married, urban residents, non-smokers, and 
non-drinkers. 62% were non-working. Blood sugar levels 
varied, showing diverse glycemic control. Metformin was 
the most prescribed medication (61.4%), followed by 
insulin (9.8%). Diabetes affected work efficiency, physical 
health, and personal relationship satisfaction. Conclusion: 
The study highlights the diverse profiles and challenges 
faced by diabetic patients. Regular monitoring and tailored 
medication regimens are essential for effective 

management. An improving understanding of patient-
specific factors can enhance care and outcomes. Major 
Contribution to the Field: This research provides 
important new understandings of the clinical and 
demographic characteristics of patients with diabetes, 
emphasizing the need for individualized care approaches 
and regular monitoring to improve diabetes management 
and patient Quality of life. 

Keywords  Quality of Life (QOL), Type 2 Diabetes 
Mellitus (T2DM) 

1. Introduction
Worldwide, there is a growing prevalence of diabetes 

mellitus, a chronic metabolic non-communicable disease 
(NCD). With a prevalence incidence of roughly 9.3%, 
diabetes affects 463 million people worldwide between the 
ages of 20 and 79. According to projections, there will be 
over 700 million cases of diabetes worldwide by 2025, and 
the prevalence will also rise to roughly 10.9%. About 40% 
of individuals with Type 2 diabetes mellitus (T2DM) have 
diabetic nephropathy, a kidney ailment. By 2025, this 
percentage is predicted to increase to 50% [1]. 
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The USA, China, and India are among the most impacted 
nations. India is a major actor in the worldwide diabetes 
landscape and is known as the "Diabetes Capital" because 
of the startling number of diabetes cases in the country. 
Asian Indians are more likely than members of other ethnic 
groups to suffer from conditions including insulin 
resistance, diabetes mellitus, and coronary heart disease. 
Because of this, India stands out on the global diabetes 
scene [2]. 

The American Diabetes Association (ADA) initially 
defined type 1, type 2, and pregnancy-induced diabetes in 
1997. This traditional categorization of diabetes is still 
widely recognized and supported by the ADA. The 
Accelerator Hypothesis was first proposed by Wilkin, who 
proposed that insulin resistance, both T1DM and T2DM is 
a result of genetic background differences. The two 
varieties differ primarily in how quickly they proceed; a 
faster rate is suggestive of a more susceptible genotype and 
an earlier beginning, where obesity and the ensuing insulin 
resistance are key factors. Additional characteristics are 
connected to T1DM diabetes that are linked to dysregulated 
β cell glucose reactivity and rapid height growth [3]. 

Acute diabetes can cause a number of symptoms, such 
as increased thirst, frequent urination, fast weight loss, 
weakness, blurred vision, body swelling and sluggish 
wound healing. Diabetes is a condition that can be brought 
on by bad eating habits, sleep disorders, changing from an 
active to sedentary lifestyle, and using antipsychotic drugs. 
Drinking sugary drinks such as energy drinks, sodas, and 
concentrated fruit juices might make diabetic symptoms 
worse. Aiming for 8 hours of sleep per night can decrease 
the risk of diabetes onset by 47%, according to research, 
which highlights the significance of getting less than 5 
hours of sleep every night. Diabetes risk is also associated 
with sadness and stress. Furthermore, antipsychotic 
medication use is linked to higher blood sugar levels and 
increased risk of developing diabetes [4]. 

Numerous factors can have a positive or negative impact 
on quality of life when it comes to managing diabetes. The 
aforementioned variables encompass age, gender, marital 
status, rural living, family dynamics, employment, 
retirement, socioeconomic standing, educational 
attainment, compliance with dietary and glycemic 
management guidelines, exercise routine, diabetes type, 
insulin usage, presence of macro- and microvascular 
problems, duration of disease, comorbidities, blood 
glucose levels, glycated haemoglobin (HbA1C) levels, and 
treatment strategy. Furthermore, BMI, sadness, other 
psychological variables, ethnicity, and illness knowledge 
are also included [5]. 

Diabetes is not a single, chronic illness; it can cause a 
variety of microvascular (such as neuropathy, retinopathy, 
and nephropathy) and macrovascular (such as heart disease, 
stroke, and peripheral artery disease, which can cause limb 
amputation) complications. Beyond the major systemic 
tissues, these problems include decreased immunity, higher 
risk for mouth illnesses and delivery complications in the 

gestational diabetes. Even while dental issues are less 
common than other concerns, they can nevertheless 
seriously hinder functioning. Specifically, the most 
prevalent dental issue among people with T2DM is 
periodontal disease and is recognized as the sixth 
complication associated with diabetes [6,7]. Considering 
the importance of maintaining a naturalistic environment 
and working with available staff resources in a busy 
medical practice, our diabetes center initiated a data 
collection effort using a questionnaire. Our aim in 
conducting this analysis was to obtain an enhanced 
understanding of patient profiles, well-being, and related 
risk factors. 

2. Materials and Methodology

2.1. Study Population 

The study's initial recruitment of 107 people with 
diabetes was done in accordance with predefined eligibility 
criteria and sample size estimates. Some patients, 
nevertheless, were sent away because they didn't fit certain 
requirements. Each participant provided written consent 
following a comprehensive explanation of the study's 
specifics. 

2.2. Data Collection 

Data was collected through diverse methods, including 
surveys, interviews with patients or their caregivers, case 
reports, medication histories, laboratory results and the 
other pertinent references like treatment charts and 
prescriptions [4]. 

2.3. Research Criteria 

The following parameters were taken into account when 
conducting the research: 

2.3.1. Inclusion Criteria 

 Patients aged more than 18 years
 Patients of both genders.
 Patients with a type of diabetes diagnosed (type 1/type 

2). 
 Patients who are willing for participate in the study.
 Patients with diabetic exposure period that is more

than 2 years.

2.3.2. Exclusion Criteria 

 Patients who are below 18 years
 Gestational diabetes.

2.4. Research Design 

2.4.1. Research Type 
The inquiry was organized as a prospective and cross-
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sectional study, utilizing questionnaires as its primary 
structure. 

2.4.2. Research Place 

The Pranav Diabetes Center Ethics Committee approved 
the study's ethical application (ECR/1217/Inst/KA/2019/R
R-22). The research was carried out in Center of Diabetic 
and Endocrine Care, located in Karnataka, Bangalore-
560045. 

2.4.3. Research Period 

The research was carried out over a duration of three 
months, spanning from November 24, 2023 to January 17, 
2024. 

2.5. Study Procedure 

Following approval from the Pranav Diabetes Center 
Ethics Committee, the study began. Detailed data 
collection forms and questionnaires were utilized to gather 
crucial information. The assessment primarily concentrated 
on drug therapy and its effects to improve clinical 
pharmacy services in patient care. Upon completion of the 
study, the qol for each participant was evaluated using 
Microsoft Excel, alongside systematic calculations and 
statistical analysis techniques [4]. 

2.6. Statistical Analysis 

The data collection questionnaire included structured 
inquiries covering demographic details, diabetic disease 
status, duration of illness, recent blood sugar readings, 
complications, current medication, and a slightly modified 
version of the World Health Organization (WHO) 
QoL‑BREF questionnaire. This self‑report questionnaire 
consists of 24 components categorized into five domains: 
physical health, symptom distress, financial concerns, 
psychological well-being, and other investigations. Prior to 
participation, written consent forms were provided in 
different languages (English, Hindu and Kannada) with the 
study's objectives explained. Following consent, 
participants were interviewed by the investigator using the 
structured questionnaire, with efforts made to ensure 
maximum privacy during the process [2]. 

Following collection, the information was entered into a 
Google form that was standardized online before being 
exported into SPSS version 26. Furthermore, variables 
including genders, years of schooling, the presence and 
management of complications, the frequency of general 
random blood sugar (GRBS) monitoring, and 
hospitalizations brought on by diabetes mellitus (DM) were 
included in the multivariate logistical regression analysis. 
Results included P-values and 95% confidence intervals; 
for all tests, a two-sided P-value of 0.05 or less was deemed 
statistically significant [8]. 

3. Results
Figure 1 represents specifically the gender of the patients 

engaged in the research, with 52 males and 55 females 
participating. This distribution shows females slightly 
outnumbering males, comprising 51.4% of the participants 
in the study, indicating a balanced representation across 
genders in the surveyed cohort. 

Figure 1.  Gender Distribution of Study Participants 

Figure 2 represents specifically the age of patients 
engaged in the research constituting 56.1% of the total 
participants fell within the age range of 46 to 60 years. This 
distribution is shown in Figure 2, which shows the majority 
of patients fall within the 46–60 age range. 

Figure 2.  Age Group Distribution of Diabetes Patients 

Figure 3 represents the height distribution of patients 
involved in the research. The majority of respondents 
(46.7%) reported heights between 141 and 160 centimeters. 
A significant proportion (35.5%) had heights greater than 
160 centimeters. A smaller segment (16.8%) reported 
heights between 121 and 140 centimeters, while only 1% 
of the respondents fell within the 100 to 120 centimeter 
range. Notably, 38 individuals (35.5%) reported heights 
above 160 centimeters, reflecting the diversity in height 
among the surveyed participants. 
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Figure 3.  Height Distribution of Patients 

Figure 4 represents the weight distribution of patients 
involved in the research. The majority of respondents (57%) 
reported weights between 61 and 75 kilograms. A smaller 
proportion (15%) had weights ranging from 46 to 60 
kilograms. Additionally, 28% of the respondents, including 
30 individuals, reported weights greater than 75 kilograms. 
This distribution highlights the diversity in body weight 
among the surveyed participants. 

Figure 4.  Weight Distribution of Patients 

Figure 5 represents specifically the marital of the 
patients engaged in the research. The data reveal that a 
predominant majority (94.4%) identified themselves as 
married, with 101 individuals reporting being married. In 
contrast, a small proportion included only 5 respondents 
who were identified as unmarried, and 1 respondent who 
reported being widowed. This indicates that the greater of 
the surveyed married population, the lesser unmarried and 
widowed individuals. 

Figure 5.  Marital Status of Study Participants 

Figure 6 represents specifically the social history of the 
patients engaged in the research. The majority of 
individuals (73.4%) reported having no specific habits or 
conditions listed, categorized under "None". A notable 
proportion (12.8%) reported habits related to alcohol 
consumption and following specific diets each. 
Furthermore, a minor portion (4.3%) mentioned having 
ever smoked and having allergies. It's interesting to note 
that none of the respondents had ever used tobacco. This 
data offers insights into the social history and lifestyle 
habits of the surveyed individuals, highlighting a 
significant majority with no specific habits or conditions, 
and smaller proportions with specific habits related to 
alcohol, smoking, allergies, and diet. 

Figure 6.  Social History of Participants 
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Figure 7 represents specifically the employment status of 
the patients engaged in the research. A clear majority of 
respondents (57.9%) reported being employed or working, 
with 45 individuals indicating current employment. In 
contrast, 42.1% of respondents reported not being 
employed or not working, comprising 62 individuals. The 
data offer insights into employment status of surveyed 
population, highlighting a slightly larger percentage of 
individuals engaged in employment compared to those who 
are not. 

 

Figure 7.  Employment Status of Participants 

Figure 8 represents specifically the residence of the 
patients engaged in the research. An overwhelming 
majority of respondents (88.8%) reported residing in urban 
areas, with 95 individuals indicating urban residency. In 
contrast, a smaller proportion (11.2%) reported living in 
rural areas, comprising 12 individuals. The data underscore 
a notable disparity in residence distribution between urban 
and rural areas among the surveyed population, with urban 
settings significantly more represented. 

 

Figure 8.  Residence Distribution (Urban vs. Rural) 

Figure 9 represents specifically the diabetes history of 
the patients engaged in the research. The data show a 
remarkably uniform distribution across different durations 

of diagnosis. Approximately a quarter of respondents 
reported having diabetes within each of the specified 
duration categories: 24.3% for 0-5 years, and 25.2% each 
for 6-10 years, 11-15 years, and more than 16 years. This 
balanced distribution suggests an even spread of diabetes 
duration among the surveyed population, without any 
single duration category dominating the responses. 

 

Figure 9.  Duration of Diabetes Diagnosis 

Indeed, conducting interviews to assess both physical 
strength and how diabetes affects on overall health offers a 
comprehensive understanding of patient's experiences. By 
evaluating these aspects, healthcare professionals can gain 
valuable insights into patients' knowledge regarding 
diabetes and its impact on their daily lives, including their 
ability to engage in physical activities and perform daily 
functions. This holistic approach facilitates personalized 
care and empowers patients to better manage their 
condition. The average data obtained from these interviews 
are illustrated in Figure 10. 

The effect of diabetes on working proficiency can be 
substantial due to physical health limitations 
experienced by the patient. These limitations may 
include fatigue, reduced mobility, and the requirement 
for frequent breaks to manage blood sugar levels, all of 
which can affect productivity and overall job 
performance. 

Figure 10 specifically details the frequency of work 
absenteeism among patients engaged in the research due to 
their diabetes-related factors. It illustrates that among 107 
respondents, 68.2% reported never or not at all missing 
work due to diabetes, while 24.3% mentioned occasional 
or minimal absence. Only 7.5% reported higher 
frequencies of missing work due to diabetes. Importantly, 
none indicated frequent or consistent absenteeism. The data 
indicate that diabetes has a minimal impact on work 
attendance for most participants, reflecting effective 
management of the condition alongside their professional 
responsibilities. 

Figure 11 specifically details the distribution of diabetes 
patients categorized by their regular exercise habits. 
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Among 105 responses, the data shows varying frequencies 
of exercise: 17.1% reported exercising always/a lot, 19% 
exercised highly/frequently, 23.8% exercised often/little, 
29.5% exercised sometimes/very little, and 10.5% reported 

never or not at all exercising. The data underscore the 
diverse exercise habits among the surveyed individuals, 
reflecting a range of exercise frequencies from consistent 
to infrequent. 

 
Figure 10.  Work Absenteeism Due to Diabetes 

 

Figure 11.  Exercise Habits Among Patients 

 
Figure 12.  Diabetes Impact on Working Efficiency 
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Figure 13.  Impact of Diabetes on Social Activities 

Figure 12 specifically detailing the distribution of 
patients based on their working efficiency being reduced, 
whether at the workplace or home due to diabetes, provides 
crucial insights into the real-life impact of the condition. 
Understanding how diabetes affects individuals' ability to 
perform their duties and responsibilities is essential for 
tailoring support and interventions to improve their Qol. It 
also emphasizes the importance of addressing diabetes 
management in various aspects of patients' lives beyond 
medical treatment alone. The most of the patients working 
efficiency had been not reduced (42.1%) in Figure 12. 

Figure 13 specifically details the distribution of patients 
based on the diabetes imposes varying degrees of limitation 
on social activities compared to peers of the same age. A 
substantial proportion of respondents reported 
experiencing some level of restriction: 17.8% felt their 
social activity was always/a lot limited, with 43% 
experiencing this highly/frequently. Additionally, 33.6% 
reported moderate to occasional limitations, while 5.6% 
did not perceive any impact on their social activities. These 
findings emphasize the significant effects of diabetes on 
social engagement among the surveyed individuals. 

Symptom botherness referring to the degree of 
discomfort or inconvenience caused by diabetes-related 
symptoms, can significantly impact the Qol and daily 
functioning of individuals living with the condition. 

Figure 14 specifically provides insights into the 
frequency of experiencing excessive thirst or dry mouth 
among 107 respondents over the past 3 months. Results 

show that a notable proportion reported varying levels of 
botherness: 9.3% experienced this symptom always/a lot, 
39.3% highly/frequently, 42.1% often/little, and 9.3% 
sometimes/very little. Significantly, 39.3% of respondents 
reported never or not at all experiencing excessive thirst or 
dry mouth during this period, indicating varying degrees of 
prevalence and impact of this symptom among the 
surveyed population. 

Figure 15 specifically details the distribution of patients 
experiencing sudden excessive hunger due to diabetes in 
the past 3 months. Among 107 respondents, findings show 
that 38.3% reported always/a lot of occurrence, 26.2% 
highly/frequently, 20.6% often/little, and 24.3% 
sometimes/very little. Significantly, 38.3% of respondents 
reported never or not at all experiencing sudden excessive 
hunger because of diabetes during this period, highlighting 
varying levels of prevalence and impact of this symptom 
within the surveyed population. 

Figure 16 specifically details the distribution of patients 
experiencing frequent urination, difficult urination, or 
itching due to diabetes in the past 3 months. Among 107 
respondents, 8.4% reported always/a lot of these symptoms, 
20.6% highly/frequently, 21.5% often/little, and 45.8% 
sometimes/very little. Notably, 20.6% reported never or not 
at all experiencing these symptoms because of diabetes 
during this period. The data underscore the prevalence and 
varying degrees of these symptoms among respondents, 
highlighting their effect on individuals living with diabetes. 
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Figure 14.  Frequency of Excessive Thirst or Dry Mouth 

 
Figure 15.  Frequency of Sudden Excessive Hunger 

 

Figure 16.  Frequency of Urination-Related Symptoms 
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Figure 17.  Opinions on Diabetes Management Expenses 

 

Figure 18.  Diabetes Check-up Frequency Over Past Year 

Financial worries significantly impact the Qol of 
individuals with diabetes, frequently creating barriers 
to accessing necessary healthcare, medications, and 
lifestyle interventions. Addressing these concerns is 
crucial for improving overall well-being and health 
results among affected populations. 

Figure 17 specifically details the distribution of patients 
opinions regarding the expenditure on diabetes 
management. Among 107 respondents, 24.3% considered 
it very expensive, 20.6% found it a little expensive, and 
51.4% perceived it as reasonable. A small proportion, 3.7%, 
regarded it as very little expensive, with none considering 
it not at all expensive. This information illustrates several 
viewpoints regarding the expenses for managing diabetes, 
with a majority finding the costs reasonable despite varying 
opinions on affordability. 

Figure 18 specifically details the distribution of patients 
based on the frequency of diabetes check-ups in the past 12 
months. Among 106 respondents, 62.3% reported no 
check-ups, while 30.2% attended one check-up. 
Additionally, 30.2% attended two check-ups, and a notable 

62.3% attended three or more check-ups. Importantly, no 
respondents were unsure about their check-up frequency. 
The data underscore varying levels of engagement with 
diabetes monitoring among respondents, with a significant 
proportion attending multiple check-ups within the past 
year. 

Figure 19 specifically details the distribution of patient 
satisfaction levels regarding personal relationships in terms 
of emotional or mental health. Among 107 responses, 
sentiments varied widely. Specifically, 29% of respondents 
felt very dissatisfied, while 41.1% reported moderate 
dissatisfaction. In contrast, 26.2% indicated a neutral 
stance (neither dissatisfied nor satisfied). On the positive 
side, 41.1% reported moderate satisfaction, and 29% 
expressed being very satisfied with their personal 
relationships. The data reveal a range of emotional 
experiences within personal relationships among 
respondents, encompassing both dissatisfaction and 
satisfaction, with a significant portion expressing moderate 
levels of contentment. 
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Figure 19.  Satisfaction with Personal Relationships 

 

Figure 20.  Prevalence of Diabetic Complications 

 

Figure 21.  HbA1C Levels Distribution 
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Figure 20 specifically details the distribution of 
prevalence of diabetic complications among respondents. 
Foot-related complications were the most prevalent, 
reported by 50.7% of respondents. Eye-related 
complications followed at 43.7%, while cardiovascular 
complications were reported by 8.5% of respondents. 
Brain-related complications and tiredness or fatigue were 
reported by 4.2% and 14.1% of respondents, respectively. 
Nephropathy and neuropathy each accounted for 1.4% of 
responses, and 14.1% of respondents reported having no 
diabetic complications. 

Figure 21 representing specifically the HbA1C levels of 
the patients engaged in the research shows that a notable 
portion of the respondents had HbA1C levels in the 6.0-6.9 
and 9.0-9.9 ranges, with smaller percentages in higher 
ranges such as 10.0-10.9, 11.0-11.9, 12.0-12.9, and 16.0%. 

Figure 22 represents specifically the fasting blood sugar 
range mg/dl levels of patients engaged in the research, The 
summary categorizes fasting blood sugar levels into larger 

ranges, reflecting percentages such as 12.0% falling within 
80-109 mg/dl, 16.0% between 140-169 mg/dl, and 8.0% 
each for ranges spanning from 110-139 mg/dl, 170-199 
mg/dl, 200-299 mg/dl, and 300-349 mg/dl. 

Figure 23 represents specifically the blood sugar random 
range mg/dl levels of the patients involved in the research. 
The table categorizes random blood sugar levels into larger 
ranges, with the majority falling between 130-239 mg/dl, 
and higher readings from 240-299 mg/dl. 

Figure 24 represents specifically the prescribed 
medication. The most frequently prescribed medications 
for diabetes management based on the responses provided 
include Metformin, Insulin, Sitagliptin often in 
combination, Vildagliptin, Glimepiride frequently paired 
with Metformin, Dapagliflozin, Voglibose, Gliclazide, 
Dulaglutide, and Acarbose. These medications are 
commonly used to address different aspects of diabetes 
treatment, reflecting their widespread application across 
different patient demographics and clinical contexts. 

 

Figure 22.  Fasting Blood Sugar Range 

 

Figure 23.  Random Blood Sugar Range 
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Figure 24.  Distribution of Prescribed Medications 

All the above data (figures and pie charts) are taken from 
e-Google form https://forms.gle/ZAWPwz8Jvz8fEjQk6. 

4. Discussion 
The study provides an extensive analysis of the 

demographic, clinical, and socio-economic characteristics 
of the diabetic population surveyed, highlighting 
significant factors influencing diabetes care and outcomes. 
The study included 52 men and 55 women, demonstrating 
a balanced gender representation. In a study conducted in 
Iran, it was found that there exists a gender disparity in 
quality of life [9]. Despite an equal distribution in our study, 
we observed lower Qol among female patients. This 
finding is relevant with other research indicating poorer 
Qol among women with diabetes [10,11]. 

The age distribution is an important finding; most people 
(56.1%) fell between the ages of 46 and 60, indicating that 
middle-aged people have a higher prevalence of diabetes. 
Similar findings were found in a global prevalence survey 
conducted by Wild [12] which demonstrated that the most 
of patients (n=142) having diabetes mellitus were between 
the ages of 45 and 65. This suggests that most diabetes 
cases occur in poorer nations. Similar results were observed 
by King [13] and Prajapati [14] in their study. Our research 
supports other numerous studies that have established a 
negative correlation between age and patients Qol because 
of the prolonged duration of the illness [15,16,17]. The 
height and weight distributions also reflect diverse body 
compositions, critical for tailoring individualized 
management plans. 

Data on marital status show that married people make up 
the majority (94.4%) of the population, which may indicate 
possible support networks for controlling their disease. The 
social dimension was significantly correlated with marital 
status. Compared to married people, single people were 

more prone to have a lower Health related Qol. A Nigerian 
research showed that singles had lower probabilities of 
health related Qol than couples who lend credence to this 
[18]. Furthermore, widowed women performed worse in 
the psychological dimension of health related Qol than 
married women did. This may be due to the fact that those 
who are married are more prone to receive assistance from 
friends and family [19]. In contrast, the data on social 
habits and employment status indicate that while a majority 
are employed (57.9%), a significant portion (42.1%) are not, 
highlighting potential economic implications. 

Urban residents comprised 88.8% of the study 
participants, underscoring the need for accessible diabetes 
care in urban settings. Rural dwellers had lesser scores in 
environmental domain of health related quality of life, 
likely due to disparities in health services, information, 
education, and living standards between urban and rural 
parts as seen in general population studies [20,21]. It 
highlights the need for accessible diabetes care in urban 
settings. 

Symptom analysis, including excessive thirst, hunger, 
and frequent urination, reveals varying degrees of 
prevalence. In our investigation, we discovered good Qol 
among the patients, which contrasts with previous findings 
by the Parashar [7] that reported negative Qol in patients 
experiencing these symptoms. This discrepancy could be 
due to more effective symptom management from 
advanced medications, differences in patient demographics 
and baseline health, varying quality of life measurement 
tools or study durations, better patient support systems and 
community support, improved coping mechanisms and 
mental health, greater adherence to lifestyle changes and 
self-management practices, and higher quality and 
accessibility of healthcare in your study. Understanding 
these contextual differences is crucial for interpreting the 
contrasting outcomes. 

Financial concerns are evident, with 24.3% of patients 
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finding diabetes management very expensive, although a 
majority (51.4%) consider it reasonable. In spite of the 
hefty prices related with diabetes management, particularly 
due to common comorbidities like hypertension and 
hyperlipidaemia, many patients manage these expenses by 
purchasing medications from generic shops and buying in 
bulk from distributors. This approach helps to reduce costs 
significantly, given the chronic nature of their treatment 
needs. This finding aligns with research indicating that the 
use of generic medications and bulk purchasing can 
mitigate the economical burden of managing diabetes. For 
instance, a study noted that out-of-pocket spending on 
healthcare for individual with diabetes is considerably high, 
but the increased use of generic drugs has helped reduce 
these costs over time [22]. Additionally, diabetes 
management often includes addressing comorbid 
conditions, which further increases healthcare expenses 
[23]. 

Healthcare engagement, reflected by the frequency of 
diabetes check-ups, shows that while a significant 
proportion (62.3%) attend multiple check-ups, a notable 
percentage (30.2%) do not attend any, indicating gaps in 
continuous care and monitoring. 

Personal relationship satisfaction varies widely among 
respondents, with a substantial portion expressing 
moderate to high levels of dissatisfaction. This emotional 
aspect is critical, as mental health significantly influences 
diabetes management. Compared to studies like David [24] 
who found that low relationship satisfaction increased 
stress and hindered diabetes control, our findings suggest 
better support systems or effective coping mechanisms 
might be mitigating these negative impacts. Additionally, 
differences in healthcare access and sample characteristics 
could explain these discrepancies. These comparisons 
emphasize the complex interplay between relationship 
satisfaction, mental health, and diabetes management, 
underscoring the importance for a comprehensive strategy 
to patient care. 

The prevalence of diabetic complications, particularly 
foot (50.7%) and eye (43.7%) issues, in your study 
underscores the necessity for regular screening and 
preventive measures. Compared to other studies, such as 
Zhang [25], which reported 25% foot complications and  
35% retinopathy, and the UKPDS [26], it found 15% foot 
ulcers and 35% retinopathy, and our findings are 
significantly higher. 

In comparing the findings of this study with existing 
research, several key patterns emerge regarding HbA1C 
levels, pre-prandial blood sugar, and blood sugar random 
among diabetic populations. Regarding HbA1C levels, our 
study identifies significant proportions of patients with 
readings in the 6.0-6.9% and 9.0-9.9% ranges, with smaller 
percentages at higher levels (10.0% and above). This aligns 
with studies by Cheng [27] and Kramer [28], which 
similarly highlight challenges in achieving optimal 
glycemic control across diverse patient cohorts. 

In terms of pre-prandial blood sugar levels, our study 
categorizes a notable 12.0% of patients within the 80-109 
mg/dl range, with varying percentages in higher ranges up 
to 300-349 mg/dl. Comparable distributions are observed 
in studies by Martinez [29], underscoring the prevalence of 
elevated FBS levels and the consequent management 
difficulties faced by diabetic populations globally. 

For random blood sugar levels, our findings indicate a 
majority falling within the 130-239 mg/dl range, with 
higher readings noted above 240 mg/dl. This mirrors 
research by Wang [30] and Patel [31], which also reports 
predominant RBS levels in similar ranges, emphasizing the 
persistent challenge in managing post-prandial glucose 
levels effectively. These comparisons highlight the 
widespread nature of diabetes management challenges and 
the critical need for tailored interventions and personalized 
management strategies to improve health outcomes in 
diabetic patients. Understanding these patterns across 
different populations is crucial for developing targeted 
approaches that address the complexities of glycemic 
control and enhance overall diabetes care. 

The most commonly prescribed medications for diabetes 
management, including Metformin, Insulin, Sitagliptin 
(often in combination), Vildagliptin, Glimepiride 
(frequently with Metformin), Dapagliflozin, Voglibose, 
Gliclazide, Dulaglutide, and Acarbose, are widely utilized 
to address diverse aspects of diabetes care across different 
patient groups and clinical settings [32,33]. Previous 
studies generally align with these findings, highlighting 
Metformin and Insulin as the most commonly prescribed 
medications for diabetes management [34]. Studies often 
vary in the specific ranking of other medications based on 
the research period and the participants under study. 

Overall, the study underscores the multifaceted 
challenges faced by individuals with diabetes, from clinical 
symptoms to socio-economic factors. Addressing these 
aspects through personalized care, continuous monitoring, 
and support systems is essential for improving health 
outcomes and Qol for diabetic patients and also 
comprehensive analysis contributes nuanced insights that 
can inform future research directions, healthcare policies, 
and clinical practices aimed at enhancing diabetes 
management strategies, improving health outcomes, and 
enhancing Qol for those with diabetes. 

5. Conclusions 
The study highlights a balanced gender distribution 

among middle-aged participants (46-60 years) residing 
predominantly in urban areas, revealing disparities in 
healthcare access. Common diabetes symptoms like 
excessive thirst, hunger, and frequent urination were 
prevalent, alongside significant rates of foot and eye 
complications, highlighting the importance of regular 
screening. Financial concerns related to diabetes 
management varied, with many finding costs reasonable 
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but others perceiving expenses as burdensome, influenced 
by employment and marital status. While most engaged in 
regular diabetes check-ups, gaps in continuous care were 
evident. Commonly prescribed medications such as 
Metformin and Insulin were widely used, reflecting global 
treatment trends, while challenges in achieving optimal 
glycemic control underscored the need for personalized 
treatment strategies. Overall, addressing these multifaceted 
factors through personalized care and enhanced healthcare 
access is critical for improving outcomes and Qol for 
patients with diabetes. 
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