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Metabolic Syndrome (MetS):

Metabolic syndrome is a group of five conditions that can lead to heart
disease, diabetes, stroke and other health problems. It is also called
Insulin Resistance Syndrome.

It is diagnosed when someone has three or more of the following risk
factors:
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VISCERAL OBESITY ~ HYPERTENSION INSULIN RESISTANCE HIGH TRIGLYCERIDES LOW HDL-CHOLESTEROL

 Global Prevalence: Varies by region, 20% in Asig, 37% in the
Us

» Indian Scenario: Higher in urban areas, up to 40% in
Northern India



Understanding the Behavioural Pattern on Self-
Management of MetS in Delhi’'s Urban Slums using
the Health Belief Model

Research Aim

and Objectives

1. Identify interaction between behavioural determinants
and environmental factors.
2.Understand influence on self-management practices




Health Belief Model (HBM):

HBM is a psychological model developed to explain and predict health-

related behaviours, particu
was developed in the |

arly regarding the uptake of health services. It
950s by social psychologists Hochbaum,

Rosenstock, and Kege

Vicarious

s working in the U.S. Public Health Service.

Social

persuasion

(coaching and feedback) <
Imaginal

experience experience

(observed experiences (visualizations of future
or modeling by others) success)

Performance
experience

(past experiences)

Physical and
emotional
states

(experience of physical and
emotional sensations)



METHODOLOGY

STUDY DESIGN

Hybrid design engaging 120 adults
with MetS, Cross-sectional study
with a mixed-method approach
(quantitative and qualitative).
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Data Collection

Sociodemographic characteristics

Health and clinical records

Qualitative data from interviews based on HBM
Data Analysis: Quantitative and qualitative
methods



METHODOLOGY

STUDY AREA

Urban slums in North, South, East,
and West Delhi.

INCLUSION AND EXCLUSION CRITERIA

Inclusion Criteria:

Adults aged 18+, with MetS, providing informed
consent, having an Android phone.

Exclusion Criteria:

Age <18, terminal iliness, impaired cognition,
type 1 diabetes, pregnancy, involvement in
other clinical trials.



Results - Sociodemographic Profile

Family Income Distribution

16.7%

Average Blood Pressure (mm of Hg)
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Results - Sociodemographic Profile
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Results - Clinical Assessment and KAP

Body Mass Index(BMI) Blood Sugar

B Total B Male Female [ Total [ Male

Underweight Normal Overweight Obesity Class Obesity Class Obesity Class
(<18) weight (18- (25-29.9) [ (30-34.9) 11 (35-39.9) [l (>40) 101-125 126-200
24.9)

B Vale B Female Perception of MetS as a Health Risk
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Results - Clinical Assessment and KAP
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Results - Clinical Assessment and KAP
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Results - Clinical Assessment and KAP
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Health Belief Model (HBM) - Understanding MetS Self-
Management

Perceived  Participants acknoyvlec?lged .VL.JInerabiIity to.MetS due to
stress, unhealthy diet, inactivity, and genetic

Susceptibility predisposition.

* Many expressed fear of worsening health and

recognised the potential impact of MetS on their quality

of life.

Participants reported experiencing fatigue, .
lethargy, and physical limitations due to MetS. Perceived
They expressed concerns about the financial Severity
burden of managing the condition and the

ootential for developing comorbidities  Participants believed that dietary modifications,

Perceived physical activity, and medication adherence could
. improve their health and well-being.
Benefits » They also recognized the potential economic
Participants identified various barriers to self- benefits of managing MetS, such as reduced
management, including time constraints, physical medical expenses and increased productivity.

limitations, unhealthy food preferences, lack of sleep,

medication side effects, and lack of family support. - ,
Financial constraints and limited access to healthy food * Many participants demonstrated self-efficacy by

options were also significant barriers. Self—Efficacy engj-gin§ in seh;—morkw.itori;gtbeha\;]iors, adhering to
medication, and making dietary changes.

» However, some expressed doubts about their ability

* Diagnosis of MetS, experiencing symptoms, and receiving to maintain these changes over time.
advice from healthcare providers were common cues to Cues to Action
action.

« Some participants also reported being motivated by the
desire to improve their quality of life and avoid

complications.




Discussion

Socioeconomic and Cultural Influences:

o Limited education and low income hinder access to healthcare and

healthy food options.
 Cultural norms and beliefs can influence dietary choices and physical

activity levels.
* Family environment and social support play a crucial role in self-
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management behaviours.
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Discussion

Knowledge, Attitudes, and Practices (KAP) Towards MetS:
» Low awareness of MetS and Iits risk factors.
» Misconceptions about causes and treatment options.
* Limited adherence to healthy lifestyle recommendations.
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Role of Technology:

1.High mobile phone usage presents an opportunity for mHealth

Interventions.

2. Potential to deliver health education, reminders, and support through

SMS and video messages.

3. Can improve medication adherence and promote healthy behaviours.




Conclusion and Recommendations

Conclusion:

Conclusion 1 Conclusion 2
This study reveals the significant impact of sociocultural and behavioural Limited health literacy, unhealthy lifestyle choices, and barriers to
factors on self-management practices among individuals with Metabolic accessing healthcare contribute to poor MetS management.

Syndrome (MetS) residing in urban slums of Delhi.

Conclusion 3

Limited health literacy, unhealthy lifestyle choices, and barriers to

accessing healthcare contribute to poor MetS management.



Conclusion and

Recommendations

Recommendations:

Recommendations 1 Recommendations 2

Targeted Interventions: Develop and implement culturally tailored Culturally Competent Treatments: Design healthcare programs that

interventions that address the specific needs and challenges faced by respect and incorporate the cultural beliefs and practices of the

this population. community.

Recommendations 3

Enhanced Healthcare Access: Improve access to affordable and quality
healthcare services in urban slums, including regular screenings,

education, and treatment for MetS.
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