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			Abstract  

			Introduction: Kuwait ranks 8th in the prevalence of obesity and 9th in diabetes mellitus worldwide. Recently, physicians have introduced bariatric surgery as a treatment option for people with type 2 diabetes mellitus.

			Purpose: This study aimed to understand the experiences of Kuwaitis with type 2 diabetes mellitus after bariatric surgery on their diabetes self-management and daily routine. 

			Methods: Using Stake’s (2005) instrumental case study methodology; email interviews with four Kuwaiti participants diagnosed with type 2 diabetes mellitus at six to 12 months after bariatric surgery was conducted  The data was analysed by following Creswell’s [1] six steps to thematic analysis and Thomas [2] quality and positionality to increase the rigour of the study. 

			Results: ‘Knowledge’, ‘Satisfaction from results’, and ‘Healthcare management’ were the three major themes identified from the interviews. These themes revealed an absence of patient education for bariatric surgery, unsuccessful diabetes education for people with type 2 diabetes mellitus, and the lack of a multidisciplinary team approach in managing people with type 2 diabetes mellitus and bariatric surgery. 

			Conclusions: The collaboration of specialist physicians and surgeons is significant for the benefit of patient’s health. This research can assist in creating suitable patient education programmes and improving health care practices for this population.  
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			Introduction

			Kuwait provides a comfortable life for its citizens after the discovery of oil in 1938 [3] in which they have adapted an inactive lifestyle; high-fat low fiber diets; and received high incomes contributing to the rise of obesity, associated comorbidities and non-communicable diseases including, cardiovascular diseases and type 2 diabetes mellitus (T2DM) [4,5]. As a consequence, Kuwait ranked the 8th highest country worldwide for the prevalence of obesity and 9th in diabetes in 2017 [6,7]. The prevalence of diabetes in Kuwait is at 23% where 14.3% were adults aged 20-79 years, making it one of the top 10 leading countries in the world for diabetes prevalence [3]. Bariatric surgery (BS) was a treatment for obesity in Kuwait, where almost 80% of its population were considered overweight and 50% obese [3]. Literature has shown the rewarding outcomes of 

managing blood glucose levels (BGLs) within normal ranges and achieving target weight loss results for the population who were overweight, obese and morbidly obese by undergoing BS in [8]. BS has been shown to have promising results on weight loss and reduction of comorbidities that has led to increased quality of life [9]. The literature suggested that lifestyle changes and education should be maintained to prolong the health and sustainability of the positive outcomes of BS. Treating bariatric patients psychologically as well as physiologically aids in maintaining a healthy life [10]. Doing so would significantly increase the quality of life for people with T2DM who have undergone BS and aid in positive long-term results from the surgery.  Psychological support has been reported as beneficial for the bariatric population in delaying negative health outcomes [11]. However, professional psychological support has been avoided by Kuwaiti individuals due to cultural factors like stigma, family ties, gossip and soiled reputations [12]. This might have influenced the support that bariatric people seek to address concerns regarding undergoing this surgical intervention.   

			Overall, there is a lack of knowledge concerning the physical and psychological health of the Kuwaiti population undergoing BS as a treatment option for T2DM. Research is required to narrow this gap. Therefore, the aim of this research was to answer the question: “What are the experiences of people with T2DM after BS in Kuwait?”. The research question focuses on people with T2DM in Kuwait at six to 12 months after BS, which has been reported as showing promising results in several health aspects including body weight and BGL. To explore the effects of BS in relation to T2DM in a Kuwaiti culture, three sub-questions were considered: 1. What were the experiences of people with T2DM in Kuwait after BS?; 2. What were the effects of BS on the diabetes management of people with T2DM?; 3. What were the types of support that this population received pre and post BS? The purpose of this project was to contribute to the body of knowledge in this emerging area of health care by gaining understanding and insight into the phenomenon.   

			Material and Methods  

			Stakes’ (2005) [2] instrumental case study methodology was implemented to gain insight and advance understanding features from real-life events of people with T2DM in Kuwait six to 12 months after BS that could illustrate what is occurring and reasons behind this occurrence. Ethical approval was granted by the with Social and Behavioural Research Ethics Committee at Flinders University (approval number 7730) in South Australia and by the Hospital Director and Head of Surgical Department in Kuwait.   

			Settings and sample  

			A convenience sampling strategy was chosen due to its accessibility and efficiency [13]. Participants were recruited from a bariatric clinic at one of the government hospitals in Kuwait. The clinic receptionists recruited patients who met the criteria (T2DM and at six to 12 months post BS) where they were handed the information sheet and asked to contact the researcher to participate in the study. For this case study research, four volunteers participated and provided rich data to answer the research questions (Table 1).  

			Table 1: Demographic data.

			
				
					
					
					
					
					
				
				
					
							
							Participants

						
							
							Participant #1

						
							
							Participant #2

						
							
							Participant #3

						
							
							Participant #4

						
					

					
							
							Age

						
							
							19-34

						
							
							35-50

						
							
							19-34

						
							
							Over 50

						
					

					
							
							Gender

						
							
							Male

						
							
							Male

						
							
							Female

						
							
							Female

						
					

					
							
							Marital Status

						
							
							Married

						
							
							Divorced

						
							
							Single

						
							
							Widowed

						
					

					
							
							Nationality

						
							
							Kuwaiti

						
							
							Kuwaiti

						
							
							Kuwaiti

						
							
							Kuwaiti

						
					

					
							
							Employment Status

						
							
							Employed

						
							
							Unemployed

						
							
							Employed

						
							
							Unemployed

						
					

					
							
							Duration of T2DM

						
							
							1 year

						
							
							7 years

						
							
							5 years

						
							
							Over 10 years

						
					

					
							
							Weight before BS

						
							
							142

						
							
							165

						
							
							125

						
							
							124

						
					

					
							
							Present weight

						
							
							72

						
							
							75

						
							
							61

						
							
							65

						
					

					
							
							Period of BS

						
							
							6 months

						
							
							12 months

						
							
							8 months

						
							
							11 months

						
					

					
							
							Type of BS

						
							
							RYBG

						
							
							RYBG

						
							
							SG

						
							
							RYGB

						
					

				
			

			Data collection  

			Semi-structured email interviews were conducted to encourage participants to communicate freely and comfortably using their own examples and descriptions, hence encouraging a greater depth of insight into the phenomena [13]. Through email interviewing, participants were not pressurized to provide answers promptly, giving them more time to reflect on their responses [14]. The interview questions were developed based on the literature reviewed that investigated the effects of BS on participants’ social, personal and work life (Table 2).  

			Table 2: Interview questions.

			
				
					
				
				
					
							
							Q1: When did you find out that you have had type 2 diabetes mellitus?  

						
					

					
							
							What was the reason for your diabetes?  

						
					

					
							
							Do you keep track of your blood sugar [glucose]? [If no, what were the barriers you faced?]  

						
					

					
							
							*Was your blood glucose levels checked during these visits to the hospital? If it was, do you know was the results were? How often do you check it?   

						
					

					
							
							Q2: Describe to me how you felt the first time you checked your weight after surgery?  

						
					

					
							
							How much weight have you lost until now?  

						
					

					
							
							What type of bariatric surgery did you have?  

						
					

					
							
							Q3: What helped your decision to have bariatric surgery?  

						
					

					
							
							Q4: What has changed in your eating habits after surgery [if any]?  

						
					

					
							
							Q5: What changes did you feel in your physical activity after surgery [if any]?   

						
					

					
							
							*Could you tell me about how you feel when doing everyday tasks?  

						
					

					
							
							Q6: What were the changes in your diabetes medication after surgery [if any]?  

						
					

					
							
							* What made you stop taking your medicine?   

						
					

					
							
							Q7: Describe to me how your life has changed since you had the surgery?  

						
					

					
							
							Q8: Did you receive support before or after surgery?   

						
					

					
							
							Who supported you?  

						
					

					
							
							How did they support you?  

						
					

					
							
							* Were health care professionals [dietician, physiotherapist, and psychologist] available for needed support? [if yes, how did they support you?]  

						
					

					
							
							** Could you please explain why you have chosen to hide the fact of going through this lifechanging surgery?  

						
					

					
							
							Q9: What do you suppose is the reason people would want to have this surgery?   

						
					

					
							
							** What do you think of people treating their health issues with this type of surgery instead of the conventional way of exercise and a balanced diet?  

						
					

					
							
							Q10: What do you think of this type of interview [via email]? 

						
					

				
			

			(*) 2nd Interview clarification for respondents and follow up questions, (**) 3rd Interview follow up questions.  

			Results

			Creswell’s [1] six steps of thematic data analysis was used to analyse the data Thomas’ [2] positionality and quality were used to provide rigour for the interpreted data. Three main themes were identified: knowledge, satisfaction from results, and healthcare management. Each theme generated subthemes that explained the experiences of this population.  

			Theme 1: Knowledge   

			Participants were asked about their routine care of their T2DM, what reasons they believed were behind their T2DM, what they knew about BS and whether there were any changes in their knowledge following the surgery. The three subthemes identified are ‘management of Type 2 diabetes mellitus’, ‘awareness of nutritional needs’ and ‘belief in bariatric surgery as a cure for T2DM’.  

			Subtheme 1: Management of T2DM: The interviews revealed that most of the participants had limited knowledge and management of their T2DM. Participant 1 who had been recently diagnosed, often replied in a negative manner by rejecting and expressing their indifference in managing their T2DM when they said:

			“I don’t check it (BGL). It’s (BGL) only check when I visit the hospital for routine check-ups, which is not often, thank god… I don’t really remember the results.” - Participant 1 Limited knowledge on their condition was revealed when they said:  

			“The nurse said it’s a bit high but they didn’t give me anything for it (high BGL).” – Participant 1

			According to Participant 2 and 3, their knowledge on T2DM was limited. Although they adhered to their hypoglycaemic medication regimes, they did not follow the recommended regime of monitoring their BGL due to the physical discomfort of pricking their finger. They reported:  

			“No (I don’t check it). It’s (BGL checking) painful and I don’t think it’s too high… (I check my BGL) when I feel tired or I go to the toilet frequently” - Participant 2  

			“Yes (I keep track of my BGLs), (I check my BGLs) twice a week and when I don’t feel normal… I used to take Glucophage” – Participant 3  

			Participant 4 was more active with their T2DM management than the other participants and had adopted BGL monitoring into their daily routine. This participant stated:  

			“Yes, almost every day (I check my BGLs), in the morning before breakfast and at night before I go to sleep” – Participant 4  

			Subtheme 2: Awareness of nutritional needs: The participants reported that their meal portions, frequency and quality [type] of food had changed and that they were aware of the different food groups and which to avoid. They also reported craving certain foods due to the high caloric intake of fat and sugar in the participants diet pre-surgery and in the short time they possessed to adjust their portion sizes. For example, one participant said:  

			“I have become aware of how my body works and what my body needs…  I have reduced my sugar, fats, carbohydrates and salt… (I eat more) Chocolate and chips”.” - Participant 3  

			Another aspect explored was participants’ knowledge on their nutritional habits and other factors that might have contributed to their T2DM. Participants all agreed that their food, exercise and/or heavy weight played a significant role in their diagnosis of T2DM, for example; one participant said: 

			“I think it’s because of my lifestyle… I don’t like going to the gym… I love to eat food rich in flavour and fats. I prefer sitting at the café with friends” – Participant 1  

			Subtheme 3: Belief in bariatric surgery as a ‘cure’ for T2DM  

			Participants’ limited knowledge on BS and the influence of the doctors performing the surgery led them to believe that BS could ‘cure’ them of T2DM in addition to reducing their weight. For example, one participant said:  

			“The fastest treatment for diabetes and overweight (is BS) the doctor told me that the surgery can cure my diabetes… I don’t have diabetes anymore 8 months after surgery.”   Participant 2   

			Bariatric surgery also helped the participants with other obesity related co-morbidities such as sleep apnoea and hypertension, which were the several reasons participants provided for undergoing the surgery. Although the participants had limited knowledge on the outcomes of the surgery, their beliefs of the benefits on their health seemed to be predominately their doctors’ opinion and advice, including the encouragement to undergo BS to be ‘cure’ from the chronic health condition. Participants said:  

			“Other than my diabetes, I was diagnosed with high blood pressure so I made the decision (to have BS)… (After BS) I was surprised that my diabetes was gone. The doctor told me that I might be cured and that I don’t need to take diabetes medication anymore” – Participant 1  

			“(I had BS because) I need to lose weight due to legs and knee pain and difficulty in walking… my doctor encouraged me (to have the surgery)… (After BS) I don’t take them anymore (diabetes medication).” – Participant 4  

			Theme 2: Satisfaction from the results  

			Participants were asked about the changes they noticed following the surgery. The two subthemes that emerged and which described the experiences of the participants within this period are: ‘physical condition’ and ‘psychological reaction’.   

			Subtheme 1: Physical condition: Participants shared their experiences from losing weight [until the day of the interview] and noted the impact of their weight loss on their work environment. Participants said:  

			“I was assigned to office work before surgery, now I can work as a field worker” – Participant 2  

			“I felt so excited because I could see the changes in my body… I am also more focused on my work especially because my work is all about numbers.” – Participant 3  

			Changes in participants’ physical health were expressed as being their satisfaction from improvement in their level of activity and ease in completing daily tasks. A lighter weight helped one of the participants in spending their family time actively. This provided the participant with a sense of satisfaction from the change in their physical state. Participants were also satisfied after the BS relieved breathing conditions and improved their general health.   

			Subtheme 2: Psychological reaction: Positive emotions were expressed by the participants upon observing the changes in their body and weighing themselves for the first time after BS, which confirmed their satisfaction with the results of the surgery. Improved confidence after the surgery was also a positive reaction that most of the participants reported. Participants expressed their feelings of satisfaction through their ability to wear nice clothes, while others were confident because they could move easily. Additionally, positive reactions from family and friends who provided support and encouragement throughout the post bariatric experience was discussed by participants. For example, one participant stated:  

			“My children and my doctor… they stood by me and encouraged me to do the surgery” – Participant 4  

			One satisfied participant reported a positive reaction with support and encouragement post BS from their family and friends. This participant stated:  

			“My parents, ex-wife (now), and friends… they always consider the type of food we eat or help me prepare food. The also join and encourage me for sports” – Participant 2  

			One of the participants did not change their lifestyle habits after weight loss. Although the participant had a positive reaction from the weight loss, when asked about what had changed in their life after surgery, they responded negatively:  

			“Nothing much changed… It (the surgery) didn’t affect my work, I work in an office. It (the surgery) didn’t affect my daily routine... I still don’t go to the gym” – Participant 1  

			Fear was another negative reaction experienced by participants. Fear of weight regain was represented in the changes participants made in their diet by consuming low carbohydrate and fat food which were consistent with weight loss diet. Participants stated:  

			“(I avoid) food that contains high sodium, high fat and high sugar” – Participant 2   

			“(I avoid) rice, fried food, bread and pastries.” – Participant 3   

			Fear of resentment from others was expressed by one of the participants who kept knowledge of their surgery private because they did not want to be judged by others. This participant stated:  

			“Nobody knew about it (BS) because everyone knew I was against this surgery. I’ve even tried to talk people out of it” – Participant 1

			Fear of dying due to accumulated comorbidities was also expressed by one of the participants who stated:  

			“When I got diagnosed with high blood pressure too, and the doctor prescribed tons of pills, I changed my mind (about the surgery) because I got scared.” -  Participant 1  

			Another participant reported a negative reaction from their family before surgery. They reported that they did not receive any type of support from their family and were judged and looked at negatively by them for being obese.  Participant 3 said:

			“The people didn’t accept the way I look, especially my family for being fat.” – Participant 3

			Theme 3: Healthcare management  

			This theme aids in understanding the process that the participants experienced before and after BS, and the actual care that the participants were offered. Two subthemes emerged, which were ‘individualised care’ and ‘standardised care’.  

			Subtheme 1: Individualised care: All participants were treated at the same healthcare organisation, but the management of their BS was different. Three participants were managed by their physician or surgeon and one participant was managed by a team that consisted of a physician and dietitian. Participants said that their physician was the sole support for them during their treatment progress. However, only one participant mentioned the presence of a dietician along with their physician stating:  

			“My doctor advised me on how to maintain my weight and asks me to continue my follow-ups and dietician gave me with a flexible meal plan” – Participant 2  

			Subtheme 2: Standardised care: Standardised care provided were follow-up appointments at one, three, six and twelve months, then yearly to keep record of their progression. This type of care was offered for people with T2DM after BS and was similar for all participants. However, there were no reports by the participants on patient education or any organised multidisciplinary team collaboration. Participant 1 said that he was just told what to do even when their BGL was high, where Participant 1 said:

			“[The nurse] asked me to keep taking my diabetes medication.” – Participant 1

			None of the participants reported their awareness of a specific treatment plan or support prior to their surgery but the participants did report scheduling of follow-up appointments.  

			Discussion   

			The medical management of T2DM internationally has focused on managing people’s BGLs by providing this population with patient education regarding the effects of diet and exercise on BGLs. However, adapting to changes in diet, physical activity and medication is difficult to maintain, thus often resulting in poor management of T2DM [15].  These factors were considered the conservative method of T2DM management by the International Diabetes Federation (IDF) [15]. Alarming increases of diabetes in Kuwait were contributed to by suboptimal health care, poor diabetes self-management and the lack of diabetes patient education [16]. The current study has identified that knowledge, satisfaction from the results and healthcare management are important areas for people with T2DM following BS. These are discussed in detail as follows.  

			Knowledge  

			Limited knowledge regarding T2DM management, nutritional needs and BS is an issue that leads people with T2DM to undergo BS surgery. The lack of knowledge might also contribute to their uncontrolled BGLs prior to the surgery [17]. Participants in this study were not provided with any patient education for T2DM or BS prior to or following their surgery. This corresponds with the findings of Awad et al. [18] who reported a lack of patient education in T2DM management and Alfadhli et al. [19] who also reported a gap between the health practices and beliefs of a Kuwaiti population and the recommendations for optimal health. 

			Providing diabetes education to patients improves glycosylated haemoglobin levels in Kuwaiti people [17]. This current study found that limited knowledge was one of the issues that these Kuwaiti people with T2DM had when dealing with their diabetes, which was similar to the findings of Waheedi et al. [17]. This current study also found that monitoring BGLs pre and post BS was challenging due to the discomfort of finger pricking, where most participants were pleased to no longer need to test for BGLs following their BS. Most participants also reported their adherence to their oral hypoglycaemic medications and their unwillingness to monitoring their BGLs, which could expose them to the risk of going into hypoglycaemia or diabetic coma [15]. Seeking surgical options as a cure to T2DM in a population that have received insufficient self-management education seemed ‘fit’ with the rise of BS in the past decades. 

			Participants in this study gained nutritional knowledge following BS, which they perceived as contributing to changes in their portion sizes and nutritional intake and eventually assisted in their weight reduction. This finding was similar to the findings of Taube-Schiff et al. [20] when interviewing their participants found the retention of participants’ nutritional knowledge following surgery. A decrease in food intake, lower appetite, malabsorption of calories are some effects of BS [21-23]. In this current study, all the Kuwaiti participants also reported their awareness and increased knowledge about healthy eating, which made them avoid certain foods that could contribute to weight gain, such as food rich in carbohydrates and fats. However, most of the Kuwaiti participants stated that they developed cravings of high fat or high caloric food such as chocolate and baked chips. Cravings for high fat and high sugary food might be associated with pre-surgery caloric intake where participants have not adjusted to their new weight post surgery. Gaining awareness of foods that are low in glycaemic index might also explain the reasons why participants would choose certain types of food that help in prolonging the rise of their BGLs. Hillersdal et al. [24] had similar outcomes with their participants’ eating habits after BS. 

			All participants in this current study believed that they were ‘cured’ from T2DM, which gave them a sense of relief from the burden of managing their BGLs. Non-adherence to a diet plan and lack of exercise are factors that challenge people with uncontrolled T2DM [24]. This study found that BS was used as a method to manage obesity and therefore assist with T2DM management when Kuwaiti patients no longer responded to the medications prescribed or they sought an easier and faster option to manage their T2DM. Participants also revealed their beliefs and limited knowledge regarding BS was influenced by their physician. No literature has reported the effect of knowledge on BS as a treatment option on the decision of people with T2DM to have BS, but there are indications that remission of T2DM was one of the outcomes of BS [23,25,26]. Although T2DM symptoms were relieved after BS, patients still need to be monitored and managed the same as for people with T2DM. This opposes the findings in this study where the physician and participants believe they were ‘cured’ from T2DM and no longer required T2DM management. 

			Although BS might provide people with T2DM the potential to live without symptoms of diabetes and not require management for a brief period, this state is only temporary due to the decrease in weight [27]. Therefore, although people with T2DM appear asymptomatic post-BS, they are expected to develop symptoms again. For example, Himpens et al. [28] reported that their study sample resumed oral hypoglycaemic medication and were re-diagnosed with T2DM nine years post-BS. Ritter et al. [29] suggested that T2DM remission depended on patients’ lifestyle modification following the surgery.  

			Satisfaction from the results  

			Physical changes are common in people who have undergone BS. Participants in this study reported that they had a sedentary lifestyle, which presented them with challenges around weight management and activities of daily living, such as difficulties in getting into and out of cars or getting up from a seat. A sedentary lifestyle had led the participants to become obese, which had also contributed to their unhealthy eating habits and decrease in physical activity [3]. The increased incidences of cardiovascular diseases, T2DM and obesity were associated with low levels of exercise in Kuwaiti adults [2], which aligns with the participants interviews that were conducted in this research that explored the experiences of people with T2DM after BS.   

			Positive outcomes of the physical changes included advances in the some of the participants’ careers following T2DM remission that was due to improvements in their body image, level of activity and T2DM management. Maximum weight loss following BS occurred in the first one to two years of surgery [26]. Jumbe et al. [8] reported their participants had positive outcomes from the surgery on their health, appearance, social life and self-esteem. Participants in the current study reported improvements in their breathing conditions such as breathlessness during activity, sleep apnoea and asthma, which were relieved following their surgery. BS positively affected overall health of their participants including hypertension, diabetes, cholesterol and sleep apnoea [26]. Participants in this study also reported negative physical changes such as feeling weaker after losing weight which is consistent with a loss of physical energy in response to a sudden reduction in food intake [21]. 

			Psychological reactions are also common in people post BS. Different psychological reactions were identified regarding the experiences of the participants. One participant said that they had their family’s support after BS, and that this support encouraged them to change their lifestyle to maintain weight loss. This corresponds with the findings of who reported that strong family ties in the Kuwaiti culture might affect a decision of an individual to carry out a task. Participants expressed positive emotions after weight loss where they stated they were happy and satisfied from the outcomes of the surgery. Happiness, contentment and satisfaction with weight loss were commonly expressed by people post BS which also improved their self-esteem [10]. 

			Overall, the current study found positive reports from the Kuwaiti participants following BS. However, negative reports were also expressed by participants. These included negative responses from family members, and fear of weight regain. The fear of weight gain was present in the participants of this study despite them demonstrating higher nutritional knowledge regarding long-term dietary requirements. Fear of weight regain was usually seen in people who are obese and have lost significant amount of weight from BS [21]. However, Taube-Schiff et al. [20] stated that nutritional knowledge had no significant impact on their participants’ weight loss.   

			Fear of dying due to accumulated comorbidities was another negative emotion found in this study. This might have also contributed to participants’ negative experiences of having the surgery. Jumbe et al. [10] reported the possibility of weight regain in their participants and the need for psychological support to aid with their psychological health throughout the bariatric experience to manage negative experiences and emotions. Participants experienced lack of family support following BS which affected the participants psychologically. Some participants kept their surgery private, which might have been due to their family and friends’ disapproval of the BS. Another participant refused support from their family after being teased and unaccepted for being obese. These undesired reactions by family members and friends highlighted the impact of social pressure on individuals’ psychological health. Jumbe et al. [8] discussed the importance of family support for people undergoing BS to achieve positive outcomes for a longer period.

			Healthcare Management 

			Standard care was provided by the healthcare facility involved in this study. However, none of the participants were aware of a plan of care after the surgery and were only told to attend follow-up appointments to maintain their weight. The participants experienced diverse individualised care from the same healthcare facility. A multidisciplinary team including a nutritionist is essential to maintain the favourable outcomes of BS and avoid weight regain following BS [21,30]. This study found a diversity in the care service provided to patients and insufficient patient education.

			Patient education for T2DM is practiced in Kuwait through institutions such as Dasman Diabetes Institute. However, there is a gap in this practice provided at the Kuwaiti Health Care Service where only basic T2DM education was provided. Waheedi et al. [17] reported low commitment to diabetes education by the Kuwaiti people, which is due to the limited availability and accessibility of diabetes education. This might explain the reason why none of the participants reported the availability of patient education before their surgery. Diabetes patient education was unsuccessful among the Kuwaiti population due to the lack of cultural adaptation of T2DM self-management programmes for the Kuwaiti culture suggesting a tailored programme for more successful and acceptable approach by a Kuwaiti population with T2DM [16].  Standard care was provided to people with T2DM after BS but there was an absence of a formal multidisciplinary team and patient education in T2DM and BS. This study concurs with Al Slamah et al. [16] and recommends that cultural adoption of Western educational programmes is a necessity for health care providers to be able to successfully educate their patients. This study recommends that a multidisciplinary team is needed in the management of patients with T2DM undergoing BS patients to improve and prolong surgical outcomes.   

			Limitations   

			Several limitations were identified in this research project. This research was conducted using email interviews as the data collection method due to it becoming a modern means of interviewing for researchers conducting research overseas in a limited timeframe; however, it was described as unpopular by the Kuwaiti participants and suggested that telephone interviewing was more practical. Feedback from the participants indicated that they preferred instant messaging or even phone calls, even though they supported research and the need to raise awareness, especially regarding patient education and patients’ needs. This study had a small sample size; hence the results cannot be generalised to whole population groups. Despite these limitations, conducting a case study methodology offered insight into the many issues that people undergoing BS might experience which can be used as a reference when planning patient education programmes for a Kuwaiti population of T2DM or BS. 

			Conclusion 

			People in Kuwait rely highly on their doctors’ opinion especially when it concerns their health. However, limited knowledge and the inefficient methods of delivering patient education and raising awareness for people seeking surgical options as a treatment would be the reason for this trusting act between the patient and their physicians. Moreover, the impact of the cultural and societal impressions has been significant in the participants of this study. Therefore, the need to provide efficient patient education and the importance of a collaborative approach in the management of this population is necessary to provide efficient delivery of care services.  Future directions in research would expanding the population to obtain generalizable findings, and to assess the impact of a multidisciplinary team approach when caring for people with T2DM and BS. It is also important to involve health care managers, stakeholders and policy makers to improve health care services that is most suitable for the Kuwaiti population.  
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