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ORIGINAL ARTICLE

Aim. The objective of this study is to
investigate the perception that people with
type 2 diabetes have about the disease and
about their relationship with the primary
healthcare professionals.
Design. Qualitative research, carried out
between September-November 2000.
Setting. Primary healthcare center Barrio del
Pilar from Madrid.
Participants. 15 persons with type 2 diabetes.
Variables considered to design the profiles of
the interviewed were: age, gender, educational
level, and time since diagnosis.
Method. Structural sampling and open
interviews.
Results. Patients express having scarce
information regarding the consequences of
diabetes. As diabetes is symptom free
represents a difficulty for being perceived as a
severe disease. The most valued aspects of the
relationship with health professionals are that
they provide with clear and tailored
information, build a trust context, support
changes and take account their perspectives
and living circumstances.
Conclusions. It is essential to recognize how
patients understand and shape the disease.
Information provided by professionals have to
be tailored to patients necessities, and take
place in a trusting environment. Decisions
related with diabetes management have to be
aligned with patients perspectives. Effective
communication could be considered as a
useful tool to encourage adherence and
improve healthcare quality.

Key words: Diabetes mellitus non insulin
dependent. Physician-patient relations.
Cualitative study.

PERSPECTIVA DE LOS PACIENTES
SOBRE LA DIABETES TIPO 2 Y
RELACIÓN CON LOS
PROFESIONALES SANITARIOS DE
ATENCIÓN PRIMARIA: UN ESTUDIO
CUALITATIVO

Objetivo. Investigar la percepción que las
personas con diabetes tipo 2 tienen sobre
esta enfermedad y sobre la relación con los
profesionales sanitarios de atención
primaria.
Diseño. Investigación cualitativa realizada
entre septiembre y diciembre de 2000.
Emplazamiento. Centro de salud Barrio del
Pilar del Área 5 de Madrid.
Participantes. Quince personas con diabetes
tipo 2. Las variables consideradas para el
diseño de los perfiles a entrevistar fueron:
edad, sexo, nivel educativo y tiempo de
diagnóstico.
Método. Muestreo estructural. Se emplearon
entrevistas abiertas.
Resultados. Los pacientes entrevistados
manifiestan tener escasa información sobre
las consecuencias de la diabetes. El hecho
de no tener síntomas dificulta que la
diabetes se perciba como una enfermedad
grave. Los aspectos más valorados en la
relación con los profesionales sanitarios son
que éstos proporcionen información clara y
adaptada, construyan un contexto de
confianza, presten apoyo para el cambio y
consideren sus perspectivas y circunstancias
existenciales.
Conclusiones. Es necesario comprender cómo
los pacientes construyen e interpretan su
enfermedad. La información que
proporcionan los profesionales ha de
adaptarse a las necesidades de los pacientes
y producirse en un clima de confianza. Las
decisiones relativas al manejo de la diabetes
deben ser congruentes con la perspectiva de
los pacientes. La comunicación efectiva se
plantea como una herramienta útil para
favorecer la adherencia y mejorar la calidad
asistencial.

Palabras clave: Diabetes tipo 2. Relación
profesional/paciente. Investigación cualitativa.
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Introduction 

Type 2 diabetes is one of most important challenges
health care systems face. Not only is this disease

associated with a high rate of service use owing to its
short-term and long-term complications, but moreover,
its impact on patients is considerable.1 Diabetes affects
different aspects of their daily life and personal, family,
social and occupational relationships, as well as their
functional capacity and quality of life. The care measures
and changes these persons need to implement to control
their disease are directly dependent on their degree of
commitment to and acceptance of responsibility for self-
care. And a key factor in their commitment to self-care is
their relationship with the health system.2

To improve interventions for processes of health and
illness, patients with a chronic illness should be active
protagonists in their own care.3,4 Accordingly, the time
has now arrived, it seems, to examine the so-called
patient-centered systems, an approach with the potential
to change the way health care is organized.5 The
provider-patient relationship is a core element in this
model of care.6 When patients perceive that their
perspective, experiences and decisions related with the
disease are taken into account, they participate in and
cooperate with the treatment plan more actively and
effectively. This, in the long run, improves the outcomes.7

When patients and care providers negotiate to develop
alternatives and reach decisions together, both their own
satisfaction and the clinical outcomes are improved.8,9

Nevertheless, few studies have analyzed the subjective
perceptions and experiences of patients with type 2
diabetes with regard to their illness.10 The aim of this
study was to identify and comprehend the perceptions
and experiences of persons with diabetes, and to shed
light on their view of the relationship with primary
health care providers (physicians and nurses).

Participants and methods
Because of the nature of the aims of this study, we opted to use
qualitative methods as our purpose was to comprehend the sub-
jective point of view of the study population.11-13 The technique
used to generate data was the open interview.14 This technique
involves a face-to-face meeting between investigators and infor-
mants aimed at understanding the informants’ perspective on
their lives, experiences or practices, as expressed in their own
words.15

The field work was done during the period from September to
December, 2000. We interviewed 15 persons who had type 2 dia-
betes, identified from the list of persons served by the Barrio del
Pilar health center located in health care area 5 in the city of Ma-
drid (Spain). The variables used to design the profiles of persons
to be interviewed (structured sample) are shown in Table 1; the-
se variables were chosen to ensure a degree of heterogeneity in
the group of informants. The actual profiles of the interviewees
are summarized in Table 2. The topic guide used for the inter-

views, as referred to the aims of the present study, is shown in Ta-
ble 3.
Mean duration of the interviews was 60 min, and all interviews
took place on the premises of the Instituto de Salud Carlos III in
Madrid. The interviews were tape-recorded with the consent of
the interviewees, and the tapes were transcribed to obtain a text
of the speakers’ discourse. These texts were analyzed and inter-
preted as reported below. The resulting information was analyzed
and interpreted by the investigator/interviewer. First the texts
were read several times to underline specific content and make
note of the possible significance of the discourse for the speaker.
Then phrases and sentences that best reflected the speakers’ opi-
nions in relation to the aims of the present study were selected
and grouped according to subject to identify topics and catego-
ries that were informative. These categories were then structured,
on the basis of our understanding and analysis of the meanings
and significance of discourse elements, into topics that were in-
formative of the patient’s perspective.

Results 

Perception of and experiences with diabetes
Once the diagnosis of diabetes is established by health ca-
re providers, an individual’s assessment of his or her illness
depends on a variety of considerations such as the presen-
ce or absence of symptoms, the need to use insulin, and in-
formation and beliefs about the disease. In general, diabe-
tes is not perceived as a serious disease—a fact apparently
related with the absence of symptoms. As a result the par-
ticipants sustain the idea of living for the present for as
long as possible before symptoms appear, and the moment
presumably arrives when they become more intensely
committed.
«I do consider myself a diabetic, but I don’t practice. It’s not a
set of rules I follow very strictly, because that’s just how it is.»
«I really don’t feel any pain and the truth is that when the lab
values have been high, I can’t say that I noticed anything
strange—I don’t know, I mean, I feel like I’m in good health.»
Some patients express feelings of frustration and rejection
triggered by the diagnosis, by the poor results or by the li-

Variables used to determine participants’ 
profiles 

Age 45-65

65-80

Sex Male

Female

Occupation Retired 

Active employment

Domestic work 

Educational level No schooling/Primary 

school/Secondary school/University

Time since diagnosis <2 years

>2 years

TABLE

1
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mitations diabetes imposes and the
things that it requires a person to
give up. These feelings also arise
from the stress and guilt associated
with difficulties with or resistance
to change. In their discourse, these
emotions are related with worse
coping and weaker adherence.
«Health matters to me, and besides, I
get frightened easily, really easily. But
then I neglect  what I’m supposed to
do.»

Information about diabetes and its
complications 
Most of the persons we intervie-
wed reported receiving little infor-
mation about the progression of
their disease and its possible com-
plications. Some patients reported
that concern over their diabetes ap-
peared or increased when compli-
cations appeared that altered signi-
ficant aspects of their life.
«What most worries me now is sex,
because if I can only do it once a
month, and badly...what good is
that?» 
Once the interviewee has interna-
lized and become conscious of the
possibility of complications that
might affect the quality of life he
or she currently enjoys and hopes
to maintain in the future, the pa-
tient is more likely to accept appropriate self-care measu-
res.
«Not being able to move is the only thing that might worry me,
and needing help from other persons. As long as I can put up
with the illness now, if I can bear it, I prefer to go without ea-
ting things or doing things I shouldn’t so that the results later
on will be better.»
We noted strong fear and rejection of the eventuality of
needing insulin treatment. This was perceived as the final
and most serious stage in the disease process.
«That’s dreadful, having to use insulin and stuff like that,
that’s dreadful.»

Keys to care provider-patient communication 
The participants repeatedly expressed the need to be liste-
ned to, for empathy, respect and warmth from health care
providers—needs that were associated, in the users’ opi-
nion, with satisfaction with the health system. Patients ad-
mitted that when communication was not good, they felt
uneasy and more vulnerable. These feelings can be consi-
dered sufficient motive for neglecting adherence to treat-

ment, for breaking off relations with the care provider, or,
in some cases, for breaking off relations with the health
system.
«I value the way we are treated very highly because if you go to
a doctor who’s an unfeeling hangman, you’re very discouraged
when you leave. If the doctor is pleasant and all that, I value
this very highly.» 
«If they treat me badly, I won’t go back, I just won’t. I tell them
so, and it’s over and that’s that.» 

The role of information 
The interviews documented the importance, for coping
with the disease, of the moment when the diagnosis is ma-
de, the type of information provided, and the manner in
which it is communicated. According to patients’ percep-
tions, care givers sometimes provide vague, unspecific in-
formation, and avoid dealing openly with the problem and
the patients’ reactions.
«Maybe they aren’t able to deal with persons—and I know the-
re are a lot—like me. I remember that when they discovered it
they didn’t tell me the truth. I don’t know if they did me a fa-

Interviewees’ 
profiles

Interviewee Sex Age Occupation Educational level Time since diagnosis

1 Male >65 Retired Primary <2 years

2 Male >65 Retired No schooling >2 years

3 Male >65 Retired No schooling >2 years

4 Male 45-65 Active employment University >2 years

5 Male 45-65 Active employment Primary >2 years

6 Male 45-65 Active employment Primary <2 years

7 Female >65 Domestic work No schooling >2 years

8 Female >65 Domestic work No schooling <2 years

9 Female >65 Domestic work Primary >2 years

10 Female >65 Domestic work Primary <2 years

11 Female 45-65 Domestic work Primary <2 years

12 Female 45-65 Domestic work Primary >2 years

13 Female 45-65 Domestic work No schooling <2 years

14 Female 45-65 Active employment Secondary <2 years

15 Female 45-65 Active employment University <2 years

TABLE

2

Topics covered in the interview and relating to the aims 
of the present study 

Information about diabetes and its complications 

How the disease is experienced 

Perceived relationship with health care providers 

Features valued most highly in the relationship with health care providers 

Features valued least in the relationship with health care providers

Needs and demands regarding the relationship with health care providers, with a view to improving 

the control of diabetes

TABLE

3



Bolaños E, et al.
Patients’ Perspective of Type 2 Diabetes and Their Relationship with Health Care Professionals: a Qualitative StudyORIGINAL ARTICLE

198 | Aten Primaria 2003;32(4):195-202 | 40

feeling that can lead them to lie and not admit to having
difficulties caring for their diabetes.
«It’s the way I am. I have to see the doctor, maybe I don’t tell
her the truth, understand? Because on top of it I know she’s
going to chew me out.» 
The perception by some patients that they have been la-
beled as a noncomplier by the care giver gives rise to reac-
tions of inhibition. This attitude then becomes an obstacle
to asking questions and expressing doubt or disagreement.
«Since I don’t do what the doctor says, he can say “Hey, what
are you playing at? Why on earth are you asking me that?!”» 
«The doctor must think I’m a lost cause.»

Help and support needs 
Some patients demand help and support from health ca-
re providers to manage problems associated with the
control of their diabetes. Participants complained about
the unease caused by interactions in which the care gi-
ver simply asked questions and repeated the same advi-
ce. Some interviewees felt that medical interventions
based on one-way communication was inappropriate if
the patient’s point of view and needs were not conside-
red.
«Always the same questions, always the same thing, how much
do you weigh?, how much do you smoke?, do you ever drink
whisky? watch your diet, don’t eat this or that...That’s all well
and good, but there’s a type of patient who needs, I don’t
know...you want some sort of help.»
«But now in my scene, this solution in this scene, which is my
life...We know the theory all right, but now how do I put it in-
to practice?» 

Discussion 

As in other studies that used a qualitative approach to in-
vestigate chronic disease,16 this methodology was useful in
opening up a window on the discourse and perspectives of
persons with diabetes with regard to their illness. It also
shed light on their views and opinions with regard to pri-
mary health care providers. Understanding the patient’s
existential framework and how he or she experiences the
disease is crucial to developing strategies for intervention
and improvement.17

One limitation of this study is that we cannot genera-
lize the results to the general population, as our parti-
cipants were from a single health care center (Barrio
del Pilar) in Madrid. However, this information may
be of interest for the further study of structurally simi-
lar populations. Although the open interview was use-
ful for the aims of the present study, other techniques
such as the discussion group may enrich the results by
providing a context that makes it possible to identify
the topical discourse from interactions between parti-
cipants.

vor or not; all they told me was that I needed to sort of gra-
dually change my way of living.» 
Participants expressed interest in gaining access to infor-
mation that would allow them to understand different fe-
atures of the disease. They also expressed the desire to be
informed of their actual health status and to understand
the reasons, effects and possible results of certain therapies
or recommendations. This need for information was not
always perceived to be understood or satisfied by health
services.
«They should inform you a bit more truthfully about
your...I know that they’ve got a lot better, but if they talk
to you a little, you’re informed. Some doctors do inform you,
but there are others that don’t: “you’re to take this”, and
that’s it.»

Trust
Trust was valued as the core of the care giver-patient rela-
tionship. This variable comprised elements that went be-
yond the care giver’s technical expertise, and that were re-
lated with the care-giver’s ability to create an atmosphere
of understanding and acceptance.
«I think the patient’s trust in the doctor is fundamental; the
trust the doctor inspires in you, even though he or she may not
be the best technically speaking.»

Shared decision-making 
Informants, especially younger participants with higher le-
vels of education, demanded active participation and being
allowed to play the main role in decision-making about
their disease and treatment. They wanted the action plan
for diabetes management to be coherent and realistic in
view of their personal situation, life circumstances, and
abilities.
«If I understand myself, I’ll take control, and if I don’t unders-
tand myself I’ll put on blinkers and let somebody else control
me. How long is this going to go on? Until the day I say “That’s
it’.»
Some interviewees expressed the need to find a balance
between the limitations imposed by their disease and their
desires. In this connection they emphasized that if control
was too strict, it could be counterproductive in terms of
maintaining their motivation.
«I think it’s about striking the right balance between doing
what you ought to do and what you feel like doing. There’s a
half-way point where I try to place myself.» 
Participants expressed the need for the care provider-pa-
tient relationship to be based on a therapeutic alliance—a
pact of collaboration between the two parties.
«That’s what I think, that the doctor and the patient have to
work together arm in arm, so to speak.» 
For some participants the care giver represents the role of
authority who penalizes behaviors by patients who disobey
his or her instructions. When faced with this attitude pa-
tients feel that they are being blamed for the situation, a
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The results of this study show that from the perspective of
patients with type 2 diabetes, there are four fundamental
elements that facilitate the process of coping with the di-
sease: information, trust, help with change, and considera-
tion for individual psychosocial factors.
One of the features person with diabetes valued most
highly was receiving clear, individually tailored informa-
tion about their disease. Patients considered this essential
to reduce uncertainty, make decisions and enhance their
self-sufficiency in health care. However, on many occa-
sions the sources of information that patients encounte-
red in the health care system were scarce, fragmented and
unclearel autocontrol.. This study shows that patients
were confused about disease progression, insulin use, and
the consequences of untreated diabetes. The time betwe-
en diagnosis and the appearance of complications makes
it hard for patients to relate present actions to future con-
sequences. On the other hand, fear of complications can
be counterproductive if it activates mechanisms of denial
that interfere with their ability to accept and cope with
the problem. This is why it is important for care givers
who work with diabetes patients to handle this element
in a straightforward but nonthreatening manner, and to
deal with the emotions this information can trigger in
patients.18

Younger patients in particular with a higher level of edu-
cation demanded that information exchange take place as
a two-way interaction in which care givers ensure that pa-
tients understand the information and urge them to ask
questions and express their views. Clear language tailored
to each patient facilitates comprehension and helps offset
the imbalance in the care giver-patient relationship.19 On-
ce patients truly understand the disease, perceive its po-
tential seriousness and integrate it into their life, better
outcomes are possible.20

The trust placed in care providers was found in this study
to be a central element. Patients perceive that when they
can discuss their worries, fears and problems with adhe-
rence, and express their point of views and opinions openly
with care providers, it is easier to play an active and parti-
cipatory role;21 this can in turn enhance adherence with
therapy.22 There is evidence that when patients can articu-
late and express their point of view, problems and con-
cerns, and when decision-making is shared, they are more
likely to commit themselves to assuming greater responsi-
bility for their own health care.23-25 Creating a context
and a climate of closeness and acceptance is a key variable
in the development of trust between the care provider and
the patient.26

Another need patients in this study expressed was for help
with change. To provide help in this area, factors that can
potentiate change need to be identified and evaluated.27,28

This study shows that from the patient’s perspective, one
of the pilars that can serve as a basis for working toward
change is recognizing that decisions affecting diabetes ma-

nagement and self-care should be congruent with the
point of view, personal characteristics and life issues of
persons with diabetes.29 This indicates a need to negotia-
te and set specific, attainable goals together with the pa-
tient.21 Patients perceive that when absolute demands and
requirements are set, this can lead to rejection, inhibition
or frustration, with the risk that the patient will abandon
treatment.
Patients’ responsibilities for decision-making and brin-
ging about change deserve some discussion. The concept
of empowerment as applied to health has led to the no-
tion that by facilitating opportunities for dialogue, refle-
xion and access to resources, health providers increase
the patients’ perception of control and thus favor the li-
kelihood of transformation.30 Relational and communi-
cation strategies aimed at ensuring the patient’s involve-
ment and reducing the asymmetry caused by the
different positions care givers and users occupy can faci-
litate dialogue, thus increasing the likelihood that pa-
tients will help with and assume responsibility for self-
care.31

The direct association between trust in the system, better
care provider-patient relations and good outcomes indica-
tes that the structure and process of health care should aim
to guarantee that conditions are conducive to enhancing
this relationship.4 As others have suggested,32 improve-
ment does not depend on the training resources available
to care providers or on isolated interventions centered on
microfactors. Instead, multidimensional actions are nee-
ded to improve how the work is organized and provide
institutional support to facilitate processes of change in
daily practice in the context of primary health care. These
transformations—which make other forms of interaction
possible—are not only related with improved health in pa-
tients, but also help increase care provider satisfaction and
prevent emotional burnout.33 

In conclusion, the ability to communicate health-rela-
ted information and motivate the desire to participate
in decision-making should be considered a basic clini-
cal tool. Care givers need to know their patients better
and develop skills in negotiating agreement, aiding in
decision-making34,35 and respecting such decisions.36

Listening, empathizing, exploring, understanding, ex-
plaining—in short, emphasizing clear communica-
tion37—is the foundation on which a more effective ca-
re provider—patient relationship is built. Placing the
patient at the center of the health system, achieving ef-
fective communication in clinical practice and atten-
ding to perceived needs are the keys not only to more
human-centered health care but also to more effective
and efficient health care systems.
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• Type 2 diabetes is one of the most important

challenges faced by the health care system, affecting all

aspects of daily life in persons with this disease.

• A key factor in the patient´s commitment to self-care

is his or her relationship with the health care system.

• The care provider-patient relationship is a core

element in efforts to achieve improved health

outcomes.

What this study contributes

• Qualitative methods have been useful in providing 

a window to patients’ discourse and their subjective

impressions regarding communication style and

relationship with care providers.

• From the patient’s perspective, four fundamental

elements facilitate coping with the disease:

information, trust, support for change, and

consideration for individual psychosocial factors.

• Patients prefer an open, patient-centered

communication style.

Discussion

Key points
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COMMENTARY

Patient-Centered Health Care for Diabetes: We Need 
to Incorporate Patients’ Perspectives and Expectations 

I. Fernández Fernández
Médico de Familia, Distrito Sanitario Aljarafe, Sevilla, Spain.

Key points

• New strategies are needed to enhance the effectiveness 
of diabetes treatment.

• We need to reorient the message regarding the benefits
of blood glucose control, so that it takes the patients’
perspective into account.

• The treatment program should incorporate the patients’
goals.

• Patients’ expectations should be incorporated within the
framework of continuing improvement in health policies
related with diabetes care.

We know that intensive blood glucose control in diabetes
prevents microvascular complications, and we also know
that it is difficult to obtain and maintain an acceptable de-
gree of control. In general, the needs of patients with a ch-
ronic illness are complex. And diabetes is a chronic pro-
blem whose management poses considerable difficulties
given the nature of the disease—often asymptomatic—its
inexorable progression, fluctuations in metabolic control,
etc. Treatment involves effort and sacrifice with no appa-
rent, immediate benefit for the patient. Persons with dia-
betes encounter barriers that make compliance with treat-
ment difficult—barriers related with lifestyle, education,
psychological and environmental factors.
To facilitate daily living with diabetes, medical knowledge
in itself is not enough; also needed are continuity and avai-
lability of care, and good communication tools.
Implementation of any effective treatment plan involves
fluent communication. But patients’ and care providers’
differing perspectives and expectations affect the potential
for effective communication. Doctor-patient contacts are
often superficial and frequently center on metabolic con-
trol. Care providers concentrate on controlling numbers

(blood glucose, glycosylated hemoglobin, weight, blood
pressure, etc.) and on technical aspects of diabetes mana-
gement, and often make decisions based on their own
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Earlier studies have been published on diabetes care plan-
ning in Europe (United Kingdom) and in Spain (Andalu-
sia). These studies, based on qualitative research methods
(focus groups, interviews) to explore patients’ perspectives
and expectations for the health care system, have identi-
fied the following needs:

1. More information and emotional support.
2. Facilitated access to medication and materials necessary
for treatment.
3. Coordination so that different needs can be covered in
the course of a single appointment.
4. Access on demand to health care providers with the
right areas of expertise and authority.
5. Coordination between all care providers to guarantee
continuity of care.

The quality of care can be evaluated in different ways, one
of which is to obtain information based on patients’ and
care providers’ opinions, particularly about their percep-
tion of the services received.
It is important to develop lines of research that will make
it possible to confirm the hypothesis regarding the efficacy
of effective communication and agreed-upon objectives in
preventing the complications of diabetes. Additional goals
are to and enhance the quality of life of patients with this
disease, and to improve the health outcomes once patients’
expectations have been incorporated into health policies
for diabetes care.
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knowledge, without taking patients’ beliefs and expecta-
tions into account. Patients, on the other hand, are mainly
concerned with how to integrate the control of diabetes
into their daily life so as to enjoy as good a quality of life
as possible (Table 1). It is not often that they receive the
information they expect or need, and they do not usually
participate in decision-making about their illness. Only
treatments viewed as logical, feasible and acceptable can be
integrated into the patient’s daily life. Setting goals for di-
sease management without considering individual goals or
sharing the decision-making is what leads to failure and
frustration.
This article provides information of great interest regar-
ding these considerations—information obtained in a
qualitative study based on open-ended interviews carried
out in the Spanish primary care setting. The authors in-
vestigate the perceptions of patients with type 2 diabetes
regarding their disease and their relationships with pri-
mary health care providers. Bolaños and Sarría-Santame-
ra emphasize that most interviewees received little infor-
mation about the progression of their disease. In the
relationship with care providers, the features valued most
highly were clear information adapted to the patient’s ne-
eds, within a setting of empathy, warmth and respect, and
with support for the change and consideration for the pa-
tient’s individual perspectives and circumstances. In their
conclusion, the authors note the need to incorporate pa-
tients’ expectations into diabetes care and management.
Decisions affecting the care of patients with diabetes
should be based on collaboration between patients and he-
alth care providers, and on the use of agreed-upon objec-
tives. Care providers need to be aware of the patient’s
perspective to take it into account in decision-making. An
appropriate assessment of existing barriers will make it ea-
sier to reduce obstacles to appropriate control, and will fa-
vor compliance with treatment and follow-up.
Evaluating users’ needs and expectations is also a key as-
pect in planning care for patients with diabetes, as this
makes it possible to obtain information of use in establis-
hing lines of action aimed at responding to users’ demands
within a strategy of continuing quality improvement.

Setting priorities for the goals 
of therapy 

Pacients Care providers

Quality of life, today, tomorrow 1 3

Life perspectives, in the near future 2 2

Life expectancy, in the more distant future 3 1

1 indicates more important; 3, less important.
Modified from Dreyer M. Practical Diabetes International 1997;
14(Suppl):55.

TABLE

1


