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BACKGROUND. Studies demonstrate significant shortfalls in the quality of care for diabetes. Primary care 
physicians’ views of the management of diabetes have been inadequately explored. The objective of our study 
was to describe primary care physicians’ attitudes toward diabetes, patients with diabetes, and diabetes care.

METHODS. In-depth interviews were conducted by a trained research interviewer with a sample of 10 family 
physicians and 9 internists in Connecticut. Interviews lasted an average of 60 minutes and were audiotaped and 
transcribed. Data were interpreted by a multidisciplinary team using a standard qualitative text analysis method­
ology. Themes from each interview were used to identify and develop overall themes related to the areas of 
inquiry.

RESULTS. Physicians’ goals were congruent with current guidelines emphasizing the importance of good 
glycemic control and prevention of complications. However, physicians noted the challenge of balancing the mul­
tiple goals of ideal diabetes care and the realities of patient adherence, expectations, and circumstances. The 
majority of physicians described a patient-centered management style, but a substantial minority described a 
more paternalistic approach. Physicians did not identify or describe office systems for facilitating diabetes man­
agement. Differences between family physicians and internists did not emerge.

CONCLUSIONS. The complexity of diabetes care recommendations coupled with the need to tailor recommen­
dations to individual patients produces wide variation in diabetes care. Improvement in care may depend on (1) 
prioritizing diabetes care recommendations for patients as individuals, (2) improving physicians’ motivational 
counseling skills and enhancing their ability to deal with challenging patients, and (3) developing office systems 
and performance enhancement efforts that support cost-effective practice and patient adherence.
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Growing evidence suggests that better 
glycemic control is related to improved clin­
ical outcomes in both type 1 and type 2 dia­
betes1,2; however, more than half of the adults 
with diabetes have glycosylated hemoglobin 

(Hb Aic) levels greater than 9.5% (upper limit of normal = 
7.5%).3 Other measures of diabetes quality of care also 
show significant deficits.1 There have been 4 popular 
explanations for this shortfall: (1) physicians are ignorant 
of current diabetes care recommendations,4,7 (2) physi­
cians disagree with these recommendations,4,7,8 (3) 
patients are noncompliant,"11 and (4) office systems are 
poorly organized.8,1214

Outcomes of diabetes care may also be particularly 
sensitive to characteristics of the doctor-patient relation-
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ship and physicians’ approach to management.1518 
Unfortunately, little is known about the physician beliefs 
underlying diabetes management. From parallel work in 
assessing the management of depression1" and the provi­
sion of preventive services,20,21 we hypothesize that prima­
ry care physicians actively balance the need to provide 
comprehensive diabetes care against the preferences and 
circumstances of individual patients. By better under­
standing primary care physicians’ perceptions of their 
diabetes management, improved interventions to support 
primary care physicians and their patients may be devel­
oped.22'24 Thus, we conducted an exploratory qualitative 
study designed to increase understanding of how primaiy 
care physicians view diabetes management and explore 
differences in approach between family medicine physi­
cians and general internal medicine physicians.

METHODS
The primary data were individual semi-structured inter­
views.25,25 The interviews were 30 to 60 minutes long, and 
the respondents were asked open-ended questions 
designed to elicit long, in-depth responses. The depth
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interview is a powerful data-collection tool when (1) the 
focus of inquiry is narrow, (2) the respondents represent a 
homogeneous group and are familiar and comfortable 
with the interview as a means of communication, and (3) 
the goal is to generate dominant themes and narratives.28

An interview guide, consisting of an initial series of bio­
graphical questions and 6 open-ended “grand tour” ques­
tions, was designed using information from the relevant 
literature, experience of the investigators, and pilot inter­
views. The interview questions are shown in the Table. 
Open-ended planned and unplanned follow-up probes 
were available to the interviewer to keep the interview on 
the topic and to ensure that additional insights would be 
elicited. The goal of the interview was to elicit explana­
tions of the respondents’ management of patients with dia­
betes. The same interview guide was used with both the 
family medicine physicians and general internal medicine 
physicians.

Sampling
The long interview method emphasizes gathering compre­
hensive data from relatively few respondents.25 Purposeful 
samples27 of 10 family physicians and 9 internal medicine 
physicians were drawn to represent men and women of 
different age groups (age range: 32 to 71 years) from solo 
and group private practices in Connecticut. Institutional 
review board approval was obtained 
from the University of Connecticut, 
and informed consent was obtained 
from all physicians before the inter­
views. Interviews were conducted by a 
medical student trained in in-depth 
interviewing techniques. All interviews 
were conducted in the physicians’ 
offices during July and August of 1991.

Data Analysis
Interviews were audiotaped, tran­
scribed and analyzed by an “editing 
style.” Transcribed interviews ranged 
in length from 7 to 15 single-spaced 
pages. Data analysis followed the strat­
egy suggested by McCracken25 and 
Crabtree and Miller.28 This editing 
approach is a commonly used text 
analysis technique and has many varia­
tions based on the specific fieldwork 
method employed.29

Because qualitative research relies 
heavily on the investigator for inter­
pretation, a multidisciplinary team 
was assembled for the analysis. This 
team consisted of a family physician 
(J.L.S), a medical anthropologist 
(B.F.C), and a graduate student in an 
MD/PhD program (L.D.H). The multi­
ple perspectives ensured that the

analysis would not be unduly influenced by any single 
point of view. This team was independent from the group 
who collected the data.

The editing style data analysis process entailed several 
steps. Two research team members (the family physician 
and the graduate student) individually highlighted text 
they believed to be relevant and made interpretive notes or 
observations in the margins. They discussed each inter­
view transcript line by line, with the goal of reaching con­
sensus about what was important and how it should be 
interpreted. They then developed themes for each tran­
script, and compared those of the different interviews to 
develop overall themes. This was done with the 2 analysts 
blinded to whether the interviews had been with family 
medicine physicians or internal medicine physicians. 
During the last analysis stage of generating overall themes, 
the medical anthropologist joined the analysis sessions.

Practitioners were grouped according to their 
expressed management style, or patterns of management, 
which emerged in the analysis. Two major categories 
resulted: paternalistic—a more traditional management 
style—and patient-centered. The patient-centered man­
agement style included the physicians who viewed them­
selves as primarily a consultant or who emphasized a par­
ticipatory or collegial/partnership relationship with the 
patient. All but 3 of the interview respondents could be

TABLE

Questions Used by Interviewers to Elicit Explanations of the Physicians’ 
Management of Patients with Diabetes

When and where were you born?
Where did you go for your schooling (high school onwards), residency, any fellowships? 
Do you have any outside interests/hobbies?
Tell me about your parents; are they in good health?
Are you married? Have any kids? All in good health?
Do you consider yourself a member of any particular religion? Are you active?

Grand Tour questions;

1. Would you share with me a memorable experience that you’ve had with a patient with 
diabetes?

2. What kind of different responses do you find that patients have toward their diabetes? 
How do you deal with these?

3. What are some of the impacts that diabetes has on a patient’s everyday life?
Probes: What concerns do they have? What complications do you see?

4. Would you tell me about the approach you take to patients with diabetes?

Probes: about education, involving other health professionals

5. How serious a disease is diabetes?

6. How have your views about diabetes changed?
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classified using this scheme; the remaining 3 did not 
express a clear management style. After this process was 
completed and the individual and overall themes had been 
developed, the practice specialties of the interview physi­
cians were revealed. We then looked for any associations 
between specialty and management style. Themes were 
further developed with repeated reference to the primary 
text, and all transcripts were searched for confirming and 
dissuading evidence.

RESULTS
The primary theme to emerge was that the management of 
diabetes was a balancing act, with physicians tempering 
ideal management with the realities of patient adherence, 
preferences, and circumstances. The theme of balance 
emerged in multiple ways. First, physicians consistently 
described the management of patients with diabetes as a 
compromise between what would be ideal medical man­
agement and what they perceive to be realistic goals for 
the patient. Most physicians commented on the serious 
nature of diabetes. Patient responses to the disease were 
described as fitting a bell-shaped curve, with denial and 
noncompliance on one end and acceptance and motivated 
compliance on the other.

“I’ve learned to be a little flexible; you roll with the 
punches and you do the best you can with what you’ve 
got.” —interviewed physician

Physicians described the overall objective of “keeping the 
patient as well as possible,” and acknowledged that their 
management fell short of the ideal.

“You’re not going to accomplish your goals for them----
Rather, the goals have to be read somewhere in- 
between. . . . given their background and motivation, 
their acceptance of the disease.”

—interviewed physician

The physicians’ perceptions of which aspects of the 
patients’ lives they considered part of their domain of 
influence varied from primarily biomedical aspects, such 
as medication and diet, to more psychosocial issues. Most 
physicians believed that patient education was important, 
but varied in their approaches from informal office ses­
sions to structured outside programs.

“When somebody isn’t well controlled, I keep trying 
and working and sending them back to Susan [the 
nurse educator] and trying to see if we can make it bet­
ter. . . .  Without an educated patient, you’re nowhere.”

—interviewed physician

“I think [education is] very important. . . .  I tend not to 
send them to a special class. Many hospitals have a 3- 
day program and . .. that’s overkill for a lot of patients. 
. . .  So I think the physician has to do a lot of the edu­
cation himself. Also our nurse.. . .  A lot of education is 
necessary.” —interviewed physician

Physicians discussed giving the patient primary respon­
sibility to enact behavioral change and felt largely ineffec­
tive in supporting these efforts.

“I try to realize that it’s not my responsibility. . . . they 
come to me for my best advice, and it’s up to them 
whether they want to follow it or not.”

—interviewed physician

“In the beginning you tend to feel sort of guilty, you 
say, ‘What am I doing wrong, how come I can’t control 
this and do a better job with this person?’ But I guess 
the final response is ‘Well, it’s not totally my respon­
sibility.’ ” —interviewed physician

Thus, these doctors noted the importance of good dia­
betes care, but felt hindered in achieving this goal because 
of varying levels of patient adherence. Interestingly, none 
of the physicians discussed office systems to support dia­
betes care.

Physicians also acknowledged the importance of 
patient preference.

“I think every time I battle with saying ‘You know, you 
just—I can’t be your doctor unless you listen to me.’ . . .  
I think you have to hold back from that and realize that 
people are basically gonna do what they want in terms 
of their understanding and abilities.”

—interviewed physician

“I don’t want anyone to upset their whole lifestyle to 
treat a disease. It’s not worth that, okay? If they feel 
miserable because of all the rules that I set for them to 
follow, then I’m not helping them at all.. . .  They’re mis­
erable, totally miserable doing that, then . . . you’re 
probably not treating them the right way. You gotta real­
ize that life is to be enjoyed, too. It’s not just to do, you 
know, little tasks for your doctor.”

—interviewed physician

Finally, physicians discussed the importance of modify­
ing the goals of diabetes care to fit individual patient cir­
cumstances.

“I think it [a person’s blood sugar goal] varies greatly 
from person to person. You need to find out their situa­
tion and what their goals are, and adjust to them.”

—interviewed physician

“[Glycemic] control is a definition that’s not easy to give 
you. It takes into account the patient’s lifestyles, it takes 
into account his age.” —interviewed physician

Although there was an intellectual acknowledgment of 
the compromises necessary to strike balance, physicians 
still expressed frustration.

“I just try to support them and try to get them to do 
what they can do, and try to help them through when 
they have a problem. Underlying, it’s frustration, but the
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way I cope with that is by not putting excess energy 
into trying to fix the problem that can’t be fixed without 
their attending to the primary process.”

—interviewed physician

Thus, diabetes management was viewed as a process of 
compromise bom of a discrepancy between ideal care and 
the pragmatic reality of patient adherence, preferences, 
and circumstances.

A range of physician management styles was found, 
with some physicians practicing in a paternalistic model of 
care,30 and others in a patient-oriented approach.31 For 
example, one physician noted, “They [some patients] just 
don’t  cooperate . . . [Patients] know that if they don’t fol­
low what the doctor tells them with respect to their insulin 
and their diet that they’re gonna end up in the hospital.. . .  
Just take care of it, just like you have your breakfast.” 
Another remarked, “I try to allow them [patients] to estab­
lish the, you know, physician-patient relationship as much 
as I do.” Physicians who were identified as being more 
patient-centered acknowledged a broader impact of dia­
betes on their patients’ lives that went beyond the basics of 
medications, diet, and exercise. There did not appear to be 
any relationship between the physician’s age, medical spe­
cialty, and management style. No pattern was discovered 
that differentiated between the family medicine physicians 
and general internal medicine physicians with regard to 
management style.

DISCUSSION
This study highlights the challenges physicians face 
between managing diabetes ideally and coping with the 
realities of patient adherence, expectations, and circum­
stances. Physicians, whether internists or family practi­
tioners, all viewed diabetes as a serious problem and large­
ly agreed with the goals of good glycemic control and pre­
venting complications. Nonetheless, they were quick to 
note that while some patients faithfully follow the myriad 
management recommendations, the vast majority do not. 
Whether paternalistic or patient-centered, internist or fam­
ily physician, these doctors expressed frustration in 
achieving ideal management against a backdrop of non- 
compliance, varied patient expectations, and specific 
patient circumstances. They also expressed little confi­
dence in helping patients change behaviors over the long 
haul or dealing with more challenging patients. Office sys­
tems were not mentioned as part of an overall approach to 
care.

What do these findings suggest for improving diabetes 
care? First, the development of diabetes guidelines and 
related performance review criteria may only increase 
physicians’ frustration with the gap between ideal and 
attainable care. Although noncompliance with guidelines 
is traditionally thought to stem from a lack of awareness or 
disagreement,40 the physicians in our study agreed with 
the overall goals of good glycemic control and prevention 
of complications. What they lacked were tools to accom­

plish the goals of these guidelines. One solution to this 
dilemma might be to better prioritize recommendations 
and acknowledge the need to individualize therapy. 
Developers of diabetes guidelines might emphasize ways 
to tailor strategies, emphasizing different approaches to 
diet, exercise, and medication for selected individuals.

Moreover, physicians continue to need training and 
support for interventions that enhance behavioral change 
in patients.32454 Improved patient counseling strategies 
could be used by all physicians. While physicians articu­
lately discussed differences in patient adherence, prefer­
ences, and circumstances, they spoke of patient behavior 
as following stereotypes, often attributed to their person­
alities. None of the doctors mentioned strategies to peri­
odically assess a patient’s “stage of change”36 or capitalize 
on a window of opportunity.38 A recent qualitative study of 
patients’ responses to diabetes care interventions suggests 
that clinicians need to monitor patients for changes in 
their diabetes-related attitudes over time, regardless of 
whether the physician is actively trying to effect changes.31 
Therefore, physicians might be given new tools to actively 
assist patient behavioral change and maximize timely 
interventions.

Efforts are being made to help physicians manage dia­
betes care. Guidelines, for example, outline a large number 
of procedures that can be done with patients.38 But it is 
unrealistic to expect physicians to follow all of these rec­
ommendations without the aid of office systems, which 
were absent in these physicians’ discussions of their 
approach to diabetes management. An “office system” 
refers to a series of routines that includes a set of tools (eg, 
flow sheets, reminder notices, and chart stickers) and 
specified roles for office staff and physicians that consis­
tently address each step in performing a patient manage­
ment service, such as prevention.39 The existence of office 
systems was not mentioned by the physicians during our 
interviews. This does not necessarily mean that physicians 
do not use them, but it suggests that they are not an impor­
tant factor in these physicians’ management approaches. 
Some quality-of-care studies have proposed that low com­
pliance with management guidelines is due to lack of ade­
quate feedback to physicians about how they are doing 
and what has been done for each patient.13' 14 Office sys­
tems incorporating monitoring with feedback have been 
shown to improve care.40 Practices have been found to 
make lasting changes after an “office system intervention,” 
although not all the tools offered may be adopted by every 
practice.41 Individualizing office systems may increase the 
likelihood of success.

Finally, it is possible that consultation and referral for 
diabetes may be an appropriate management strategy. 
Recent work has suggested that for some patients, referral 
to a diabetes specialist for management or at least for 
patient education may improve patient outcomes.4244 Given 
the difficulties of managing patients with multiple chronic 
and acute illnesses46 and the complexity46 and competing 
demands47 of the primary care practice environment, a 
team approach may assist the primary care provider by
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augmenting the resources available for management of 
this complex disease.

This study has significant limitations. As a qualitative, 
exploratory study it was designed to generate ideas and 
hypotheses, not to test them, and was based on physicians’ 
subjective perceptions. Interviews with patients and other 
office personnel might generate different themes about 
diabetes management. Also, these interviews were con­
ducted in 1991, before publication of some of the strongest 
evidence12 supporting tight glycemic control as a manage­
ment strategy and before much of the office systems liter­
ature emerged. Nevertheless, physicians discuss a more 
active management approach to diabetes, but one that is 
limited by the challenges of changing multiple behaviors 
with few tools in a busy office setting. We believe this 
theme is transferable to other settings and offers signifi­
cant insights into the enhancement of diabetes care.

CONCLUSIONS
The physicians in our study describe diabetes care as an 
ongoing balancing act. Further research exploring meth­
ods to  enhance physician counseling, improve patient 
adherence, and recognize windows of opportunity are like­
ly to have m ore success than the dissemination o f further 
diabetes care guidelines.
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