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ABSTRACT
Background: Health education on the proper diet is of paramount importance in the management of type 2 Diabetes
Mellitus (T2DM). The study was aimed to assess the effectiveness of health education on low carbohydrate diet and standard
recommended diabetic diet among T2DM patients in the medical clinics of Teaching Hospital, Batticaloa District, Sri Lanka
Methods: A prospective intervention study was conducted among 135 patients with T2DM. Participants were randomly
assigned into control (n=45, group I), an intervention group with a standard diet (n=45, group II), and an intervention
group with a low carbohydrate diet (n=45, group III). The primary outcome was glycosylated haemoglobin (HbA1c). ANOVA
was used to compare the means among all three groups and p <0.05 was considered statistically significant for all tests.
Results: After 3 months, mean HbA1c was significantly lower in group III compared to group I and group II [F (2, 132)=5.28,
p=0.006], and the mean difference of HbA1c was declined by 1.07 % in group III. A statistically significant difference was
observed in the mean differences of HbA1c level across three groups [F (2, 132)=8.84, p=0.000]. Further, there was no
statistically significant difference was observed in the HbA1c level across all three groups at 6 months (>0.05).
Conclusions: HbA1c level was significantly reduced among the intervention group with a low carbohydrate diet. Self-
management of T2DM through dietary intervention was successful with positive glycaemic control. Sustainability of
glycaemic control cannot be possible after the cessation of dietary intervention.
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INTRODUCTION

Every year nearly 38 million people die due to non-
communicable diseases (NCD) worldwide and among
them, two-thirds live in lower- and middle-income
countries [1]. Most of these deaths is due to four common
NCDs such as cardiovascular diseases (heart attack and
stroke), Diabetes Mellitus (DM), cancer, and chronic
respiratory diseases [2]. DM was considered as the most
common and worst NCD, associated with significant
morbidity and mortality worldwide [3]. World Health
Organization (WHO) has declared that the incidence of DM
is increasing rapidly worldwide [1]. All age global
prevalence of DM was estimated to be 2.8% in 2000 and is
predicted to be 4.4% in 2030 and currently, 190 million

people around the world suffer from DM with over 330
million predicted to have the condition by 2025 and 366
million by the year 2030 [4]. The
standardized prevalence for Sri Lankans aged above 20
years was 10.3 % [5]. Further, Type 2 DM (T2DM)
accounts for 85–90% of DM worldwide [6] and DM in Sri
Lanka seems to be mainly of T2DM [7]. All South Asians
have high rates of T2DM [8] and are more likely to develop
T2DM at younger ages [9]. The prevalence of DM has been
progressively increasing over the years due to a
combination of genetic and environmental factors, due to
urbanization and industrialization which have led to a
sedentary life, physical inactivity, stress, and obesity in Sri
Lanka [7].
Traditionally, the treatment of T2DM has been a stepwise
introduction of lifestyle modification and dietary control
followed by hypoglycaemic agents [6]. Intensive glycaemic
control has been shown to delay or prevent the
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development of DM-related microvascular complications
[10]. However, an estimated 43.2-55.6% of adult with
T2DM do not meet the American Diabetes Association
target for glycaemic control (HbA1c <7.0%) due to
inadequate home glucose monitoring, non-compliance
with medications or lifestyle changes, suboptimal patient
awareness about the disease, poor dietary habits and
limited access to providers for diabetes management
[11].
Dietary intervention is of paramount importance in the
management of T2DM. Dietary management has become
the most reliable support regimen through which a
diabetic patient can be benefited [12] and which is a key
component in the long-term health and quality of life of
T2DM patients [13]. Notably, there are different
prescribed diets across countries [14]. Carbohydrate-
restricted diets (CRDs) have been reported to be an
effective diet for glycaemic control in T2DM [15,16]
which diet led to a significant reduction in HbA1c levels
compared to a standard diet among patients with T2DM
[17]. Further, CRDs in which restricting carbohydrate
(45% carbohydrate) intake can reduce insulin levels,
reduce postprandial Hyperglycemia, and improve insulin
sensitivity [18].
Dietary intervention through health education can be
provided as part of a comprehensive diabetes self-
management and support program [19]. The dietary
education related to the management of diabetes has
been proved to improve patients’ nutritional status,
clinical status, and the effectiveness of treatment, quality
of life, daily functioning, and survival [20]. According to
the available data, the effectiveness of different diet
therapy intervention in improvement of glycaemic
control among T2DM patients in the Batticaloa District
have not been studied up to date. Thus, the study was
aimed to assess the effectiveness of the standard dietary
intervention and low carbohydrate diet intervention for
glycaemic control through an intervention study in the
medical clinics of Teaching Hospital, Batticaloa District,
Sri Lanka. This study would help the health care
professional to manage T2DM successfully in the
Batticaloa district as well as nationwide.

MATERIALS AND METHODS

This study was an intervention study conducted in the
Medical Clinic, Teaching Hospital, Batticaloa (THB), Sri
Lanka. The medical clinic at the Teaching Hospital
Batticaloa caters to the diabetes population seeking
services from this institution. Patients with T2DM, age up
to 60 years, who have no concurrent participation in
another research study, and who could provide informed
consent were included in the study. Patients with type 1
DM, uncontrolled hypertension (blood pressure
>180/110 mm hg), and diabetes complications (heart
failure, End-stage kidney disease, and amputated
patients) were excluded from the study.
The participants were randomly assigned to one of three
groups; Group I – Control group; Group II–Intervention
group with health education on a standard diet (E);

Group III – Intervention group with health education on
low carbohydrate diet (E + P). The sample size for each
group was calculated using equation [21] as follows.
Zα=1.96, Zβ=0.84 corresponding to an alpha error of
0.05, a power of 80%. The investigators anticipate that
the proportion of patients HbA1C under control is
around 3.5% in intervention group III (17), 2.3% percent
in intervention group II [22], and around 0.7% in the
control group [23]. The difference in treatment efficacy
that the investigators wish to rule out was θ=0.10 (10%).
S (Investigators wish to randomize n patients to
experimental group and sn to control group) S=1 and
calculated sample size for each group were n=45
including 10% of non-response rate. A total of 135
patients were recruited.
Allocation to the group occurred at the time of initial
contact by the Research Assistant. Participants were
informed of the study using an information sheet and if
they were willing to participate in the study, they were
then allocated randomly to either a group I, II, or III.
Participants in the control group were received only the
usual care at the hospital. They were asked to follow as
usual with the usual advice from the doctors. The control
group was examined and investigated at baseline, 3
months, and 6 months with no other interaction in
between with study staff. For group II, health education
on standard diet published by Dietary Guidelines and
Nutrition Therapy for Specific Diseases, Nutrition
Division, Ministry of Health, Sri Lanka, 2014 [24] was
promoted by investigators. There was a one-hour
education session at baseline. Afterward, 30 minutes
session was held once per month up to 3 months from
baseline. For group III, health education on a low
carbohydrate diet was conducted by investigators. Low
carbohydrate diet instructions as described by Haimoto
et al. [17]. There was a one-hour education session at
baseline. Afterward, 30 minutes sessions were held once
per month up to 3 months from baseline. A meta-analysis
of the effect on glycaemic control by self-management
education done by Norris et al. stated that the mean total
contact time for clinical trials is 9.2 hours which ranges
from 1-28 hours and the number of contacts with study
participants ranges from 1-36 hours [25].
All interventions were carried out first 3 months for both
intervention groups II and III. The next 3 months were a
follow-up period without any interventions and
interaction by any other study team. Assessments of all
variables were made at baseline, 3 months, and 6 months
among all three groups. The primary outcome was
glycosylated hemoglobin (HbA1c) and the secondary
outcomes were BMI, waist circumference, blood
pressure, lipid profile (total cholesterol, LDL, HDL,
triglycerides).

Ethical considerations

This study was approved by the Ethics Review
Committee, Faculty of Health Care Sciences, Eastern
University, Sri Lanka (No: E2018/32). Written informed
consent was obtained from each participant before the
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study. The anonymity of the participants and 
confidentiality of the data was maintained throughout 
the study.

Statistical analysis

Analysis of quantitative study data, including assessment 
of changes in primary and secondary outcomes, was 
conducted in SPSS, version 21. A probability of <0.05 was 
considered statistically significant for all tests. The 
baseline data of each group were described using 
frequency distributions and mean with standard 
deviations (SD). A statistically significant difference of 
categorical variables among the 3 groups at baseline was 
assessed by using the chi-square test. Continuous 
variables were tested for normality by using the 
skewness and kurtosis value of the distribution. 
Comparisons of a mean of primary and secondary 
outcomes between all three groups at baseline, post-
interventions, and differences between post-intervention 
were assessed by using one-way ANOVA. Observations 
are normally distributed, homogeneity of variance (the 
population variances are equal) and the 3 groups are 
independent random samples were the assumptions of 
the ANOVA test.

RESULTS

Baseline characteristics of participants

The mean age of the study participants in group I was 
significantly higher than group II. More than 75% of 
study participants were females in each group. Mean 
systolic blood pressure (SBP) was higher in group III 
when compared to group I and II. A statistically 
significant difference was observed in the SBP across the 
3 groups (p=0.021). None of the sociodemographic 
factors showed a statistically significant difference 
among the 3 groups (p>0.05) except age and SBP 
(Table1).
The mean BMI was slightly higher in group II and III 
when compared to group I at baseline. Group I, II, and III 
were not significantly different from each other with 
regards to mean weight, height, Body Mass Index (BMI), 
and waist circumference. At baseline, the mean HbA1c of 
study participants in each group was similar and there 
was no statistically significant difference in the mean 
HbA1c between groups I, II, and III. Further, mean total 
cholesterol, LDL and HDL were slightly higher in group I 
than in group II and III. None of the laboratory blood 
results showed a statistically significant difference 
among the 3 groups (p<0.05) at baseline (Table1).

Variables Group I (n=45) n (%) Group II (n=45) n (%) Group III (n=45) n (%) p value

Age (mean ± SD) years 58.40 (4.68) 53.04 (9.87) 57.33 (7.34) 0.003$

Gender

Male 10 (22.2) 11 (24.4) 9 (20.0) 0.879a

Female 35 (77.8) 34 (75.6) 36 (80.0)

Marital status

Married 38 (84.4) 35 (77.8) 35 (77.8) 0.659a

Unmarried 7 (15.6) 10 (22.2) 10 (22.2)

Smoking

Yes 4 (8.9) 2 (4.4) 3 (6.7) 0.700a

No 41 (91.1) 43 (95.6) 42 (93.3)

Current treatment

OHA only 38 (84.4) 40 (88.9) 36 (80.0) 0.432#

Insulin Only 3 (6.7) 1 (2.2) 1 (2.2)

Both 4 (8.9) 4 (8.9) 8 (17.8)

SBP (mean ± SD) 125.33 (13.75) 124.00 (12.50) 131.20 (12.30) 0.021$

DBP (mean ± SD) 79.56 (6.01) 78.44 (7.06) 80.67 (6.88) 0.290$

Present comorbidities

Hypertension 30 (66.7) 31 (68.9) 22 (48.9) 0.102a

Bronchial Asthma 9 (20.0) 9 (20.0) 8 (17.8) 0.953a

Ischemic Heart Disease 3 (6.7) 8 (17.8) 5 (11.1) 0.260a

Ischemic Stroke 1 (2.2) 0 (0.0) 0 (0.0) 0.331#
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Table 1: Sociodemographic and clinical characteristics of participants at baseline among 3 groups.



Anthropometric details

Weight (kg) 63.20 (10.94) 67.90 (13.67) 65.65 (10.33) 0.169$

Height (cm) 152.01 (8.26) 155.18 (11.65) 153.83 (7.37) 0.271$

BMI (Kg/m2) 27.43 (4.91) 28.28 (5.44) 27.73 (3.88) 0.694$

WC (cm) 93.76 (9.31) 95.54 (9.85) 93.93 (17.35) 0.763$

Laboratory blood results

HbA1c (%) 8.20 (1.45) 8.43 (1.52) 8.52 (1.37) 0.564$

TC (mg/dl) 180.07 (42.58) 165.36 (45.10) 170.40 (34.80) 0.229$

TG (mg/dl) 123.64 (42.79) 125.53 (52.97) 125.67 (47.70) 0.975$

HDL (mg/dl) 47.82 (10.21) 46.11 (9.67) 45.69 (9.29) 0.547$

LDL (mg/dl) 107.04 (38.35) 91.38 (36.86) 96.84 (34.09) 0.122$

TC/HDL 3.90 (1.14) 3.70 (1.20) 3.82 (1.15) 0.683$

LDL/HDL 2.34 (0.97) 2.04 (0.85) 2.23 (1.01) 0.303$

$-ANOVA, a–Chi-square, # - Likelihood ratio, SBP - Systolic blood pressure (mmHg), DBP–Diastolic blood pressure (mmHg), OHA-Oral hypoglycaemic agent, BMI–Body Mass
Index, WC-Waist circumference, TC–Total cholesterol, TG–Triglycerides, HDL – High-density lipoprotein cholesterol, LDL - Low-density lipoprotein, VLDL–Very Low-density

lipoprotein

Effectiveness of intervention after 3 months of 
intervention

After 3 months of intervention, the mean HbA1c was 
lower in group III compared to group I and group II. The 
mean HbA1c was statistically significant across the 
groups [F (2, 132)=5.28, p=0.006]. In addition, even 

mean BMI and waist circumference, group III had lower 
BMI and waist circumference compared to other groups. 
In addition, total cholesterol and LDL cholesterol was 
lower in group II compared to group I and III. The mean 
systolic and diastolic blood pressure was lower in group 
II when compared to group I and III (Table 2). though, 
there was no statistically significant difference in 

Variables Group I (n=45) Group II (n=45) Group III (n=45) p value$

HbA1c (%) 7.89 (1.25) 8.46 (1.87) 7.46 (1.17) 0.006

BMI (Kg/m2) 27.63 (5.20) 28.31 (5.30) 26.57 (3.86) 0.226

WC (cm) 95.38 (10.13) 95.83 (18.16) 94.73 (12.77) 0.934

SBP (mmHg) 123.78 (11.93) 122.89 (12.75) 126.64 (14.57) 0.368

DBP (mmHg) 79.07 (5.96) 77.33 (7.20) 77.71 (8.28) 0.489

TC (mg/dl) 174.16 (43.42) 158.51 (43.84) 168.49 (39.46) 0.21

Triglyceride (mg/dl) 124.47 (30.41) 118.42 (41.00) 117.78 (38.26) 0.677

HDL (mg/dl) 47.93 (11.29) 46.53 (12.15) 46.89 (10.02) 0.827

LDL (mg/dl) 96.89 (36.22) 85.73 (33.14) 100.96 (34.78) 0.103

$-ANOVA

After 3 months of intervention, the mean difference of 
HbA1c was declined by 1.07 % in group III. A statistically 
significant difference was observed in the mean 
differences of HbA1c level across the groups (F (2, 
132)=8.84, p=0.000) (Figure 1). The higher mean 
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Table 2: Comparison of primary and secondary outcomes variables at 3 months of intervention among the 3 
groups (mean ± SD).

 reduction in BMI (1.17 Kg/m2) was observed in group 
III, but was increased by 0.21 Kg/m2 in group I. Further, 
the mean difference of BMI was significantly different 
across the groups (F (2, 132)=5.23, p=0.007).



The mean waist circumference was increased more in 
group I compared to II and III after 3 months of 
intervention. The mean reduction of SBP and DBP was 
higher in group III when compared to group I and II. 
Further, even though, there was no statistically significant 
difference in a mean reduction of triglyceride level, group 
III had much reduction of triglyceride level when 
compared to group I and II (Table 3).

Variables Group I Group II Group III p value $

(n=45) (n=45) (n=45)

HbA1c (%) -0.31 (0.82) + 0.03 (1.26) -1.07 (1.59) 0

BMI (Kg/m2) +0.21 (0.90) +0.04 (1.66) -1.17 (3.30) 0.007

WC (cm) +1.90 (3.21) + 0.29 (15.48) +0.80 (19.10) 0.869

SBP (mmHg) -1.56 (9.75) - 1.11 (8.58) -4.56 (17.17) 0.362

DBP (mmHg) -0.49 (5.63) -1.11 (4.38) -2.96 (9.88) 0.228

TC (mg/dl) -5.91 (26.73) -6.78 (31.17) -1.91 (28.03) 0.688

Triglyceride (mg/dl) +0.82 (37.66) -7.11 (43.85) -10.53 (34.94) 0.369

HDL (mg/dl) +0.11 (9.82) +0.42 (11.04) +1.20 (9.18) 0.869

LDL (mg/dl) -59.11 (38.09) -44.84 (35.80) -49.96 (35.10) 0.173

$-ANOVA

Effectiveness of intervention after 6 months

The Respondent rate was 84.4% (n=38) in group I, 95.6%
(n=43) in group II and 86.7% (n=39) in group III at 6 
months of intervention. The mean HbA1c level was 
similar among all three groups at 6 months of 
intervention. Further, there was no statistically 
significant difference was observed in the HbA1c level 

across all three groups. In addition, the mean SBP level 
was lower among group II when compared to group I and 
III. There was a statistically significant difference in mean 
SBP values across the three groups (p=0.014). Also, the 
mean SBP level was lower among group III when 
compared to group I and II. There was a statistically 
significant difference in mean SBP values across the three 
groups (p=0.036) (Table 4).

Variables Group I Group II Group III p value$

(n=38) (n=43) (n=39)

HbA1c (%) 8.34 (1.96) 8.67 (2.19) 8.02 (1.38) 0.297

BMI (Kg/m2) 28.06 (4.98) 27.41 (4.48) 26.02 (4.42) 0.385

WC (cm) 114.78 (36.76) 96.30 (10.36) 94.60 (9.98) 0.41

SBP (mmHg) 135.26 (17.87) 125.58 (14.85) 126.05 (15.75) 0.014
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Figure 1: Mean HbA1c difference between 3 months 
and baseline among all groups.

Table 3: Mean differences of primary and secondary outcomes variables between 3 months of intervention and 
baseline among the 3 groups.  

Table 4: Comparison of mean of outcomes variables after 6 months of intervention among the 3 groups (mean ± 
SD).



DBP (mmHg) 82.11 (11.43) 78.37 (10.89) 75.13 (12.74) 0.036

TC (mg/dl) 168.97 (58.49) 154.00 (37.82) 163.51 (38.44) 0.372

Triglyceride (mg/dl) 122.21 (44.39) 117.16 (57.23) 127.36 (67.92) 0.725

HDL (mg/dl) 41.32 (13.41) 40.84 (10.87) 42.64 (14.98) 0.816

LDL (mg/dl) 107.03 (45.32) 87.19 (29.72) 95.15 (33.61) 0.054

$ - ANOVA

After 6 months of intervention from the baseline, the 
mean difference of HbA1c was declined by 0.33 % in 
group III, but it was increased in group I and II. There 
was no statistically significant difference was observed in 
the mean differences of HbA1c level across the groups 
(p>0.05). The higher mean reduction in BMI (1.12 
Kg/m2) was observed in group II but was increased by 
0.12 Kg/m2 in group I and it is not statistically 
significant. A statistically significant difference was 

observed in the mean difference of systolic blood 
pressure across all three groups (F(2,117)=7.125, 
p=0.001). Similarly, the mean DBP was declined by 5.38 
mmHg in group III but increased by 2.37 mmHg in the 
control group (group I). Further, a statistically significant 
difference was observed in mean differences of DBP 
across all three groups [F (2, 117)=3.965, p=0.022]
(Table 5).

Variables Group I Group II Group III p value $

(n=38) (n=43) (n=39)

HbA1c (%) + 0.13 (1.13) + 0.18 (1.66) -0.33 (1.04) 0.174

BMI (Kg/m2) +0.12 (3.35) -1.12 (3.33) -1.01 (2.78) 0.165

WC (cm) +2.09 (13.54) - 1.36 (8.54) +0.93 (16.73) 0.372

SBP (mmHg) +9.21 (17.84) +1.63 (18.24) -5.84 (16.27) 0.001

DBP (mmHg) +2.37 (10.76) 0.00 (12.53) -5.38 (13.75) 0.022

TC (mg/dl) -11.24 (64.45) -10.23 (35.39) -5.08 (20.22) 0.799

Triglyceride (mg/dl) -0.74 (33.54) -6.27 (61.90) -2.97 (53.46) 0.888

HDL (mg/dl) -5.89 (11.00) -5.51 (8.63) -2.25 (13.30) 0.282

LDL (mg/dl) +1.58 (40.45) -3.14 (23.87) +0.03 (19.67) 0.757

$ - ANOVA

DISCUSSION

The rising epidemic of the increasing prevalence of T2DM
and its complications worldwide has been partly
attributed to poor dietary habits. This study was
conducted to evaluate the effectiveness of a standard
dietary intervention and low carbohydrate diet
intervention for glycaemic control concerning HbA1c
improvement among T2DM patients. The study
demonstrated that good glycaemic control among
patients with T2DM with reduced HbA1c levels by the
health education intervention on a low carbohydrate diet.
After 3 months of intervention, the mean difference of
HbA1c was declined by 1.07 % in the intervention group
with a low carbohydrate diet compared to the control
group. The improvement of HbA1c by 1.07% in the
present low carbohydrate intervention is clinically
significant. According to UKPDS, each 1% reduction in
HbA1c level is associated with a 37% reduction in
microvascular complications, 14% of reduction in
myocardial infarctions, and 21% reduction in diabetes-

related death [26]. At the same time, significant
improvement of HbA1c is also associated with
substantial improvement in short-term symptoms,
quality of life, health, and economic benefits [27].
Similarly, a study conducted to assess the effects of a low-
carbohydrate diet on glycaemic control in outpatients
with T2DM found that the low carbohydrate diet over 6
months led to a remarkable reduction in HbA1c levels
[17]. In contrast to these findings, a study conducted to
assess the effectiveness of an intensive nutritional
Intervention in patients with T2DM found that there was
no difference was detected between usual care and
intervention groups regarding changes in body weight,
HbA1c, or other outcome measures, at post-intervention
or 1-year follow-up [22].
A meta-analysis study has emphasized that there was a
significant reduction in HbA1c level among those who
had received low glycaemic (GI) diets (low carbohydrate)
compared to high GI diets [28] and a Sri Lankan study
concluded that low carbohydrate diets as better choices
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Table 5: Mean differences of outcomes variables between 6 months and baseline of intervention among the 3 
groups (mean ± SD).



for the better glycaemic control [29]. Not surprisingly,
low carbohydrate diet intervention was most effective in
improving mean systolic and diastolic blood pressure
(reduced by nearly 5 mmHg) from baseline to 6 months
in this study. Drop-in blood pressure has been shown to
significant improvement [30]. A 10 mmHg reduction in
SBP and DBP has translated into significant long-term
cost-effectiveness [31]. Further, 10 mmHg reduction is
associated with a 44% reduction in stroke risk, an
increase in life expectancy by 0.47 years, and discounted
quality-adjusted a significant reduction of 5 mmHg in
SBP among low carbohydrate diet intervention
participants compared to the control group. It revealed
that low carbohydrate diet intervention participants
would be beneficial in improving diabetes outcomes by
controlling cardiovascular risk factors.
But, the present study did not reveal any advantage from
an intensive standard diet invention carried out based on
Dietary Guidelines and Nutrition Therapy for Specific
Diseases, Nutrition Division, Ministry of Health, Sri
Lanka, 2014 [24] among T2DM patients in terms of
changes in glycaemic control, body weight and BMI when
compared to control group. Similarly, a study conducted
in Greece to assess the effectiveness of the intensive
nutritional intervention in patients with T2DM found
that there was no difference detected between the
control group and intervention groups regarding HbA1c
improvement [22]. Patients’ readiness to change their
dietary habits has been recognized as one of the factors
that may affect clinical improvement. Thus, this kind of
nutritional intervention should aim at both providing
knowledge and motivating patients to increase their
likelihood of following the recommended course of
action.
The importance of adopting healthy eating habits has
been identified as an essential measure for the
prevention of acute and chronic complications in patients
with T2DM. Further, the patients’ knowledge of
appropriate dietary management about self-care was
expanded through this intervention, which would enable
them to manage their lives more effectively. This indeed
helps to improve attitudes and encourage healthy dietary
habits which would improve effective HbA1c control and
improved BMI.
Limitations of the study were that changes in self-care
behaviors of patients with T2DM due to intervention
were not measured objectively as it was difficult to assess
the human behaviors as it would be self-reported.
Besides, changes in the medication are not studied. Some
of the changes in HbA1c are possibly due to the change in
the medication either reduction or omission or even
addition of medication.

CONCLUSION

Low carbohydrate diet intervention led to a remarkable
reduction in HbA1c levels from baseline to 3 months
which indicated the feasibility and sustainable efficacy of
the nutritional intervention, coupled with health
education among the patients with T2DM. Self-

management of diabetes among patients with T2DM
through dietary intervention was successful with positive
outcomes on glycaemic control and other clinical
parameters (p<0.05). Sustainability of glycaemic control
after the cessation of dietary intervention cannot be
possible (p>0.05) when follow-up is not guided by any
resource person.
Regular dietary educational programs should be
arranged in every clinic to provide dietary instructions
and reinforcement should be given to the patients who
had improved their glycaemic control by following the
dietary advice to motivate other patients also.
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