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Abstract

Objectives To investigate opinions’ convergences and divergences

of diabetic patients and health-care professionals on diabetes care

and the development of a regional diabetes programme.

Background Development and implementation of a regional diabe-

tes programme.

Research design Qualitative study using focus groups to elicit dia-

betic patients’ and health-care professionals’ opinions, followed by

content analysis.

Setting and participants Eight focus groups: four focus groups

with diabetic patients (n = 39) and four focus groups with various

health-care professionals (n = 34) residing or practicing in the can-

ton of Vaud, Switzerland, respectively.

Results Perceived quality of diabetes care varied between indi-

viduals and types of participants. To improve quality, patients

favoured a comprehensive follow-up while professionals sug-

gested considering existing structures and trained professionals.

All participants mentioned communication difficulties between

professionals and were favouring teamwork. In addition, they

described the role that patients should have in care and self-

management. Financial difficulties were also mentioned by both

groups of participants. Finally, they were in favour of the devel-

opment of a regional diabetes programme adapted to actors’

needs. For patients indeed, such a programme would represent

an opportunity to improve information and to have access to

comprehensive care. For professionals, it would help the devel-

opment of local networks and the reinforcement of existing

tools and structures.

Discussion and conclusions Acknowledging convergences and

divergences of opinions of both diabetic patients and health-care
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professionals should help the further development of a programme

adapted to users’ needs, taking all stakeholders interests and prior-

ities into consideration.

Introduction

The rise in the prevalence of chronic diseases

makes their care a major challenge of the 21st

century.1, 2 Indeed, health-care systems are still

directed towards acute care, and quality of care

of chronic diseases is regularly described as

suboptimal3 and varying between countries.4 In

that context, chronic disease management pro-

grammes aiming at transforming current care

of chronic diseases towards pro-active and col-

laborative approaches are being implemented.5

Literature reviews suggest that these pro-

grammes may have positive effects on the qual-

ity of patients’ care.6–16

Switzerland faces similar problems and chal-

lenges. It must now develop a national strategy

to manage chronic diseases. Despite the lack of

coordinated and comprehensive health policies,

general interest towards chronic diseases initia-

tives is emerging.17 In this country constituted

of 26 cantons, the health-care system is orga-

nized at the cantonal level. In the canton of

Vaud, the ministry of health decided to

develop, over the 2008–2012 legislature, a

regional programme for diabetic patients (‘Dia-

betes cantonal Programme’18; the word ‘regio-

nal’ will designate this programme throughout

the text). Its main objectives are to limit the

rise in incidence of diabetes and to decrease the

impact of diabetes on the population. To set

up a programme based on patients’ and health-

care professionals’ needs, it was decided to

explore their opinions. Indeed, knowledge of

patients’ and professionals’ experiences and

needs in chronic care is important for improv-

ing quality of care.19

Over the last 10 years, many reports on

chronic care experiences and needs, using quali-

tative methods, have been published. Some

target patients 20 or a particular group of health-

care professionals (e.g. GPs or nurses).21 The

perceptions of both patients and professionals

have been considered less often.22 Moreover,

most authors target one specific aspect of care,

such as treatment,23 self-management 24 or

patient–doctor relationships.25 Little has been

published on the opinions of patients and

professionals on the quality of chronic disease

care in general.26 The literature on participation

to chronic disease management programmes

consists mainly of studies investigating one

component, such as self-management 27, 28 or

finances.29 Research also focuses on the opin-

ions of participants after the implementation of

a programme.30, 31 To our knowledge, studies

that identify patients’ and professionals’ opin-

ions on chronic disease management pro-

grammes in general, and/or on their feasibility

before implementation, are rare.32

Thus, we conducted a study aimed at investi-

gating the opinions of both diabetic patients

and health-care professionals, on diabetes care

in general as well as on the feasibility of a

regional diabetes programme.33, 34 In this anal-

ysis, we compared the opinions of diabetic

patients and health-care professionals to exam-

ine if and how they converged or diverged.

Methods

This study was conducted within the frame-

work of the development of a regional diabetes

programme in the Canton of Vaud.18 We used

focus groups, a qualitative method allowing

the emergence of opinions and their discussion

among participants.

Participants’ sample

We used a purposive sampling strategy to

include participants who would present a range

of variations of a few characteristics. This was

performed independently for patients and pro-

fessionals, within the four sanitary areas of the

canton (the canton of Vaud is divided into four

sanitary areas facilitating hospital and socio-

medical planning).
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To recruit diabetic patients, we inserted

advertisements in a well-known daily newspaper

as well as in free home-sent regional newspapers.

Because the patients’ response rate was too low,

we contacted the Diabetes Association of the

canton of Vaud, which sent an invitation letter

to all of its members. The selection of patients

was then made, first based on their availability

and, second, on the Diabetes Association mem-

berships (the few non-members, recruited thanks

to advertisements in newspaper were favoured).

When necessary, we then selected patients based

on other criteria (Table 1) to obtain maximum

patient’s variation.

Health-care professionals (general practitio-

ners, diabetologists, diabetes specialist nurses,

dieticians, pharmacists, home health-care man-

agers and podologists) were recruited thanks to

the contribution of representatives of the sani-

tary areas, of health-care professionals’ associa-

tions and of members of working groups of the

regional diabetes programme. When necessary,

the selection of health-care professionals was

based on place of practice and number of years

of professional experience (Table 2).

Seventy-three participants were recruited (39

diabetic patients and 34 professionals) from the

four sanitary areas. They all received an infor-

mation letter detailing the aims of the study,

date, time and location of the focus group, as

well as a consent form (patients only). They

were assured that the data would be kept confi-

dentially and anonymous. Ethical approval was

received from the Cantonal Ethics Committee

of research on the human being (Protocol No

160/09).

Focus groups

We developed and pilot-tested an interview

guide that was similar for both patients and

health-care professionals. The main topics cov-

ered by the guide were

1. Opinions on the quality of diabetes care

2. Patients’ and professionals’ needs in, and

means to improve diabetes care

3. Key elements to be considered in the devel-

opment of a regional diabetes programme

4. Acceptability/feasibility of and incentives

for participation in such programme.

A total of eight focus groups were con-

ducted: one with patients and one with profes-

sionals in each of the four sanitary areas. They

were planned between April and June 2010 and

lasted 2 h each.

One researcher, specialized in qualitative

research methods, conducted the focus groups

(SL), while another took notes to ease the tran-

scription process (DM). All focus groups were

audio-taped and transcribed literally.

Data analysis

Because of the exploratory nature of the study,

analyses were carried out inductively. We per-

Table 1 Characteristics and number of diabetic patients who participated to the focus groups (n = 39)

Characteristics

of diabetic patients

Sanitary areas

Centre East North West

Rural place of residence <65 years Men 2 3 2 2

Women 2 3 1 1

� 65 years Men 1 2 3 1

Women 1 1

Urban place of residence <65 years Men 1 1 1

Women 2 1 1

� 65 years Men 2 1

Women 1 3

Total number of patients, by sanitary areas (non-members of

the Diabetes association)

12 (2) 9 (1) 9 (1) 9 (3)
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formed a content analysis, using thematic anal-

ysis to reduce the content of discourses without

losing information and to avoid their distor-

tion. Transcripts were first analysed line by

line and divided into sequences representing

themes (thematic sequences). Thematic seque-

nces linked to others were grouped into the-

matic categories, identical for all focus groups,

so allowing comparisons. During that step, the

participants’ mode of expression was specified

in terms of experiences, needs or solutions.

Finally, the thematic categories were classified

into the following six broader categories

(supra-categories):

1. ‘Diabetes care’: categories on quality and

structures of diabetes care

2. ‘Information’: categories on prevention, per-

ceived quantity of information, sources or

means of obtaining information

3. ‘Patients’ specific activities’: categories on

patients’ role and motivation to self-manage

diabetes

4. ‘Professionals’ specific activities’: categories

relating to team collaboration, professionals’

role or training

5. ‘Finances’: categories such as problems with

reimbursements or billing of services, and/or

financial help (for patients)

6. ‘Regional diabetes programme’: categories

directly referring to the development of the

regional diabetes programme.

One researcher (SL) coded patients’ transcripts,

while the other (DM) coded professionals’

transcripts. These researchers regularly checked the

transcripts codes and exchanged information to

strengthen consistency. Classifications were always

discussed and validated by the last author (IPB).

Results will be presented separately for each

supra-category, each time showing convergence

first and then divergence of opinions. We will

refer to convergence when same opinions or

common themes appear. Divergence will refer

to different manners of exploring a common

theme rather than true opposite opinions.

Results

The distribution of supra-categories for both

professionals’ and patients’ focus groups is

shown in Fig. 1.

Table 2 Characteristics and number of health-care professionals who participated to the focus groups (n = 34)

Disciplines of healthcare

professionals

Place of

practice

Sanitary areas

Center East North West

Number of years of professional experience

� 15 >15 � 15 >15 � 15 >15 � 15 >15

General practitioners Rural 1 1 1 1

Urban 1 1

Diabetologists Rural 1 1

Urban

Diabetes specialist nurses Rural 1

Urban 2 1

Home healthcare managers Rural 1 1 1

Urban 1 1 1

Pharmacists Rural 1 2

Urban

Podologists Rural 1 1

Urban 1

Dieticians Rural 1

Urban 1 1

Total 8 10 9 7
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Supra-category ‘Diabetes care’

We observed variations in the perception of

the quality of diabetes care among patients and

professionals: while some described a good

quality, others mentioned problems with diabe-

tes care.

For patients, good quality of care was rein-

forced by regular visits to GPs and annual vis-

its to diabetologists.

“[…] I have a general practitioner with whom I

get on well and who referred me to a delightful

diabetologist […] I’m feeling privileged compared

to what I’m hearing […] yes, it seems to me that

diabetes care […] is optimal […]” (Patient)

Health-care professionals reported improve-

ments in diabetes care secondary to the rein-

forcement of patients’ follow-up by physicians,

as well as the intervention of diabetes specialist

nurses working in the physicians’ practices or

in home health-care.

‘At our office, all diabetics are seen four times a

year systematically and if they don’t come for

their blood test, they are called […] it works […]

- And it works better since we set up the nurse

follow-up […]’ (GPs)

While patients attributed sub-optimal quality

of care to the GPs’ lack of time and lack of spon-

taneous referral to diabetologists, health-care

professionals mainly linked these quality prob-

lems to difficulties in knowing whether patients

were compliant or not, with their medical treat-

ment. They also mentioned difficulties with the

follow-up of diabetic children and teenagers.

Moreover, they feared the forecasted shortage of

health-care professionals.

Patients emphasized the utility of the Diabe-

tes Association of the canton of Vaud but

regretted its lack of availability, while speaking

about care structures. For their part, profes-

sionals exposed the lack of visibility of this

kind of association. All participants found

important to strengthen existing care struc-

tures. Patients proposed to strengthen the Dia-

betes Association and asked for its financial

support to enable the development of activities

and classes better suited to their needs.

Professionals, suggested to strengthen home

Figure 1 Distribution of supra-categories for both patients’ and professionals focus groups. ( ) Patients’ focus groups; ( )

Professionals’ focus groups.
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health-care or care providers networks (formal

or informal). Both patients and professionals

also suggested the development of new tar-

geted care structures. Indeed, patients pro-

posed the creation of some kind of a

multidisciplinary centre that would be more

responsive than the Diabetes Association; pro-

fessionals suggested a structure they could use

to refer patients to for better organization of

their medical follow-up as well as for self-man-

agement education.

Finally, participants wished comprehensive

diabetes care that would include regular visits.

However, the patients’ and professionals’ views

of what would constitute global care differed.

Indeed, patients asked to visit a diabetologist

and be systematically referred (by their GP) to

a diabetologist. They suggested also a psycho-

social support, especially for patients not yet

accepting their illness, because these could face

self-management difficulties.

‘[…] it’s true that it takes time just only to accept

[…] I think I haven’t accepted yet after two years

and it’s not easy, so it’s a daily constraint that

saturates me […] so it’s true that the psychologi-

cal follow-up […] is important […]’ (Patient)

By contrast, professionals asked for the crea-

tion of ‘strict protocols’ of care and for

improvements in clinical and diet follow-ups

procedures.

‘[…] I perhaps see too often people who come

[…] with overweight obesity […] too late […] and

then there are food habits changes that cannot

be made overnight […] it takes time […] so it’s

true that the quicker we see people, the better

the chances are that it turns out all right […]’

(Dietician)

Supra-category ‘Information’

Patients explored this supra-category more than

professionals (29% vs. 14%). Issues relating to

the necessity to improve general information

and primary prevention targeting the general

population emerged from the discourses of both

patients and professionals. Nevertheless, their

comments were not identical. Patients mainly

reported a lack of information on diabetes in

general, whereas professionals felt a lack of

information on health behaviours/habits (health

promotion and disease prevention).

‘[…] at present if you go in the street and ask,

nobody can tell you what diabetes is […]

honestly the problem is here […] people talk

about AIDS, they talk about cancers, whatever,

diabetes has become an everyday feature, we for-

get that we can lose eyesight […] we forget that

we can lose a leg […] we forget many things sim-

ply because we are not informed […] by medias

at all […]’ (Patient)

‘[…] but before we spoke about prevalence so it

means that we must be proactive […] because

people who will be diabetic in 20 years […] are

today young people who are sedentary […] who

are not doing sport, who eat like pigs, who have

no sensibility about the problematic of over-

weight […] there’s not only diabetes, there’s all

the stories linked to cholesterol and heart prob-

lems, so in fact I think that I would be inclined

towards a massive fight for a better quality of

health […]’ (Home healthcare manager)

Professionals also pointed out the lack of

visibility of information campaign and of their

impact.

Other information gaps were mentioned by

all participants. However, neither did they

focus on the same topic nor propose similar

solutions. Indeed, while professionals noticed

a lack of information on existing structures

and other professionals taking care of diabetic

patients, the latter emphasized lack of infor-

mation on diabetes and its treatment. They

acknowledged, however, that several informa-

tion sources existed (e.g. pharmaceutical news-

paper) and that information needs were

different between patients and dependent on

their level of acceptance of the disease. There-

fore, patients suggested the implementation of

information days, if possible per region, to

allow an optimal participation. They also

hoped for more self-management education

classes, especially for recently diagnosed dia-

betic patients. They expressed the need to get

information on where to find treatment while

abroad. Emerging solutions were the possibil-
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ity to reinforce the role and activities of the

Diabetes Association in the field of informa-

tion or to create information centres for

patients.

The idea of an electronic medical record com-

mon to all health-care professionals was shared

both by patients and by some professionals.

They agreed that electronic records could help

the transmission of patients’ information among

professionals. This solution was more discussed

by professionals than by patients, however. Pros

noticed that electronic records could reinforce

communication between professionals. Cons’

argued that selective information reporting

would be necessary because not everything

could be shared; they also emphasized the need

to get prior patients’ consent.

Patients and professionals suggested other

means to improve the transmission of informa-

tion. Patients imagined the creation of a ‘health

card’, kind of smart card containing their med-

ical data, which would be updated after each

consultation. To facilitate the exchange of

information between health-care professionals,

the latter proposed the use of a computerized

system sending fax.

Supra-category ‘Patients’ specific Activities’

Patients and professionals commonly acknowl-

edged the difficulty to motivate patients to take

care of themselves. Explanations differed, how-

ever. Patients related this motivation barrier to

difficulties to change their health habits and to

reconcile self-management with professional

activities, whereas professionals related it to

difficulties in daily management of the disease

and to the treatment’s burden.

‘[…] somehow I know everything I must do […]

be careful and […] I sometimes tell myself ‘why

isn’t there anywhere we can be taken care of’ […]

but yes, I don’t know, it’s difficult because

- mmhmmh you need to be motivated […]

- yes because in fact I snack a lot […]’ (Patient

and Moderator)

‘[…] I have the impression that it’s characteristic

of the silent disease probably […] we see a sugar

level of 8–10 millimoles, it doesn’t give symp-

toms; to have a cholesterol level 6 or 7, they

don’t have symptoms; a little tension, not too

high, it doesn’t give symptom but, on the other

hand, the constraints and imperatives of treat-

ment are enormous […] so it’s difficult to

motivate them (patients) in the long run […]’

(Diabetologist)

All participants recognized the fact that

patients’ participation to care was dependent on

the patients themselves, on their personalities, as

well as on responsibilities patients assigned to

themselves. However, patients explored this

supra-category more than professionals (16%

vs. 9%), insisting on the opinion that they were

largely responsible for the quality of their care

and for the quantity of information they were

getting. In fact, patients needed to be proactive

and change physicians if they were not satisfied,

for example. They also had to contact specialist

physicians if their GP did not refer them or

search information on their own if they thought

they did not receive enough.

To motivate patients towards self-manage-

ment, patients and professionals agreed that it

would be helpful to propose sport activities to

patients. Patients nevertheless emphasized the

need to have activities adapted to their physical

capacities.

Patients and professionals mentioned differ-

ent other incentives. While patients suggested

implementing peer groups including old and

recently diagnosed diabetic patients as well as

an occasional professional to answer questions,

professionals proposed self-management educa-

tion classes.

Supra-category ‘Professionals’ specific

Activities’

All participants emphasized the lack of com-

munication and of collaboration between pro-

fessionals. They did not explain it similarly.

Patients stated that transmission of informa-

tion between professionals was sometimes

natural and sometimes dependent on their

request and therefore mainly dependent on

the professionals’ will or motivation to com-

municate.
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‘[…] I have a GP who coordinates everything

[…] I always do the analyses at his surgery then

he sends them to the cardiologist […] I had thy-

roid problems, he phoned the diabetologist so

they discussed together […]

- in the end you are lucky […] to have a GP […]

who is close to you […]’ (Patients)

Professionals said that difficulties to collabo-

rate were linked to the challenge of multidisci-

plinary work. They explored this supra-category

more than patients (27% vs. 8%).

‘[…] everyone always tends to work rather on his

own and not collaborate as much as he could

- I agree with you too […] it’s sure that collabo-

ration […] between professionals can, I think,

always be improved […]’ (Diabetologist and Die-

tician)

Thus, professionals emphasized the impor-

tance to clearly define each other’s roles and

respect each other’s competencies to better

collaborate and more appropriately address

patients to other professionals. They also

stressed their role and responsibility in patients’

awareness of self-management.

Both patients and professionals suggested

that teamwork should be developed to improve

communication and collaboration between pro-

fessionals. Professionals underlined this aspect

more than patients. Indeed, they required the

setting-up of a common language that would

favour better communication within a multidis-

ciplinary team of professionals and avoid the

transmission of different or contradictory dis-

courses to patients. They also proposed having

access to a list of professionals, to be aware of

and have contact addresses of all the actors

involved in diabetes care.

All participants also evoked pharmacists as a

possible resource in the follow-up of diabetic

patients. While patients described pharmacists

as professionals advising or indicating possible

interactions between drugs, professionals sug-

gested reinforcing their role in information

exchange with doctors, which could improve

patients’ compliance with treatments.

To strengthen professionals’ training in dia-

betes care, patients suggested improving specifi-

cally basic diabetes training of GPs, while

professionals rather emphasized reinforcing

multidisciplinary meetings including all the

professionals involved in diabetes care.

Supra-category finances

Problems of reimbursement of foot care were

raised both by patients and by professionals.

‘[…] The podologist is another thing that they

(insurance companies) do not cover […]

- now I’m surprised, I think that there is a qual-

ity of information which doesn’t arrive because

the podologist […] for my part, I have a physi-

cian’s prescription and I think it’s once a month

which is covered; in the beginning, there must be

a physician’s prescription

- not in the basic insurance policy, no’ (Patients)

‘[…] where we have the most problems for

obtaining reimbursement […] is for podologists

[…] it’s a disaster […] there are competent per-

sons that we can just about use because it costs

[…] from the point of view of the insurance com-

panies […]’ (GP)

Other reimbursement problems were also

described. For example, patients raised the

problem of the limited number of glucose test

strips reimbursed for type 2 diabetic patients,

and professionals stressed the issue of the time

spent on collaboration with other profession-

als, on self-management education and tele-

phone consultation, which seemed sometimes

difficult to bill.

Finally, participants described other finan-

cial difficulties. Patients denounced the cancel-

lation of financial assistance for specific diets

as well as the cancellation of the tax reduction

they had benefited from, while professionals

pointed out the lack of financial support to

integrate GPs in networks. Patients also raised

the problem of having to pay their treatment

before being reimbursed by the insurance

companies.

Supra-category ‘Regional diabetes programme’

All participants were in favour of the develop-

ment of a regional diabetes programme.
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However, in each area, it must be adapted to

the needs of both patients and professionals.

‘[…] I think it should be a thing a self-service so

[…] we go to the thing we are concerned […]

- mmhmmh so it should be flexible adaptable to

your situation

- that’s right […] according to the needs of the

person […]’ (Patient and Moderator)

‘[…] we are really a region which is bi-cantonal

you see […] Health homecare services of the can-

ton of Valais and those of the canton of Vaud

are integrated in the same Federation […] so

there yeah

- so there […] we could say there is a cantonal

framework […] with an application rather

- regional […] yeah […]’ (Specialist and Modera-

tor)

According to all participants, the programme

should be developed on already existing struc-

tures such the Diabetes Association for patients

or other care structures for professionals.

We noticed that participants did not envision

its usefulness in the same way. For patients,

such a programme should integrate compre-

hensive care and be easily accessible (i.e. be

located near patients). For their part, profes-

sionals considered the programme as a help to

reinforce collaboration between professionals.

In addition, the programme should not be too

time-consuming for professionals. The main

difference between patients and professionals in

this supra-category was that patients explored

it less than professionals (3% vs. 11%). One

reason was that patients considered that it was

the professionals’ role to appropriately develop

a programme. Another reason was that

patients, compared to professionals, did not

often refer to the idea of a programme. Indeed,

they did not perceive the programme as some-

thing completely new, structured, with different

components, but rather as the improvement in

some already existing aspects, aspects that were

not necessarily included within a structured

programme. As only thematic sequences

directly linked to a programme were classed in

the supra-category ‘Regional diabetes pro-

gramme’, most of the answers provided by

patients were categorized into one of the other

five supra-categories.

Discussion

This study shows that patients and profession-

als share common opinions about the care of

diabetic patients. Indeed, convergences of opin-

ions included: variability in the perceived qual-

ity of care, difficulties to motivate patients to

self-management, communication/collaboration

barriers between professionals, importance of

involving multiple professionals in the follow-

up of diabetes care, as well as financial difficul-

ties. To improve quality, all participants

suggested the reinforcement of existing struc-

tures, teamwork and primary prevention.

Beyond these common opinions, patients and

professionals did not explore the themes

(supra-categories) similarly, expressing diver-

gences of opinions indeed. While patients

emphasized the importance of benefiting from

comprehensive care, professionals mentioned

problems with the follow-up of patients. We

also found variability in the perceived amount

of disease-specific information received by

patients, while professionals noticed lack of

information on existing structures and health-

care professionals in charge of diabetic

patients. Solutions to encourage patients to

manage their disease, suggested by patients and

professionals, were the implementation of peer

groups and more self-management classes,

respectively. In addition, professionals pro-

posed multidisciplinary meetings for solving

their collaboration difficulties, while patients

suggested improving GPs’ diabetes-specific

knowledge. Even if patients explored this

theme less, all participants favoured the devel-

opment of a regional diabetes programme,

mainly viewing it as a means to reinforce exist-

ing structures and tools.

Several important aspects emerge from this

study. First, it is interesting to notice that

patients and health-care professionals tackled

the same issues (supra-categories) while dis-

cussing quality of diabetes care and possibility

to develop a regional diabetes programme. In
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addition, participants mentioned similar prob-

lems and solutions despite their different

positions regarding the disease. This result

highlights the existence of concerns common to

patients and professionals, linked to the speci-

ficity of the disease and to the organization of

the health-care system. This is consistent with

the study of Yen et al.26, which explored pro-

fessionals’ reaction to patients’ experiences and

showed that both agreed upon the problems

related to the management of a chronic illness.

However, these common concerns were not

always described in the same way and did not

bear the same importance for patients and pro-

fessionals. For instance, regarding the variabil-

ity in perceived quality of care, patients assigned

low quality to insufficient diabetes care compe-

tencies of GPs. Therefore, when they talked

about professionals, patients suggested the

improvement in GPs’ diabetes basic training. A

similar solution was evoked by Australian

patients with chronic conditions while exploring

their opinions on the quality of their general

practice care.35 In our study, patients also

emphasized their responsibility in diabetes care,

in general and not only regarding self-manage-

ment, as if they wanted to palliate problems of

professionals’ competencies. By contrast, profes-

sionals did not express the need to be more

trained because they did not assign poor quality

of care to their skills and knowledge. Rather,

they emphasized the communication and collab-

oration problems they were facing. Similar

results were found in a cross-national

assessment of patient and provider opinions of

diabetes care in various countries that found

that health-care providers had difficulties to

communicate with specialists.19 Another study

showed that Australian pharmacists underlined

communication problems between health-care

professionals and between professionals and

patients.36 Our findings can be related to the

solutions that participants suggested to motivate

patients for self-management. Indeed, patients

proposed to set up peer groups, giving a second-

ary place to professionals who would only par-

ticipate occasionally. This solution reinforces

the patients’ feeling of responsibility in care, of

increased autonomy as well as of a more active

role in diabetes care. Unlike patients, profes-

sionals suggested more self-management

education classes, as others have done.37 We

interpreted this last proposal as a means for pro-

fessionals to keep control of care and to give

information to patients which they would, sup-

posedly, not have access to with peer groups

because professionals would not be always

included in these meetings. Indeed, professionals

have been shown to perceive a sense of responsi-

bility in care, which guaranteed the quality of

care, using guidance and support to reinforce

patients’ involvement in care.38, 39 This sense of

responsibility was explored in more details by

Oldroyd et al. 40 who showed, conversely to our

findings, that GPs felt a pressure from some

patients to take overall control of their disease.

These differing results could be explained by the

fact that, in Oldroyd’s study, GPs were specifi-

cally asked to think about patients’ expectations

towards general practice while, in our study, we

asked professionals to talk about their own

needs, but not about their opinions regarding

patients’ needs. In both studies, however, pro-

fessionals said that quality of care depended on,

among other things, patients, their personalities

and their motivations.

The last aspect of this study that is worth

discussing is the patients’ and health-care pro-

fessionals’ opinions towards the development

of the regional diabetes programme. We men-

tioned that patients were willing to participate

in the programme if it was integrating compre-

hensive care. This matches patients’ experiences

collected after the implementation of a chronic

disease management programme. For example,

in the study of Russel et al.41, patients reported

better care coordination and the feeling of

being considered as a whole person. However,

in our study, patients explored the theme of a

regional diabetes programme less than profes-

sionals. The reasons are, first, that improve-

ments in diabetes care could be reached, for

patients, without the development of a pro-

gramme, and, second, that patients considered

that it was the professionals’ responsibility to

think about the components and organization
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of the programme. By contrast, professionals

were particularly interested in the development

of the programme, probably because they

considered it more as a resource for improving

diabetes care, especially through their enhanced

collaboration, than patients. It is nevertheless

interesting to note that professionals favoured

the programme’s development only under cer-

tain conditions: covering patients’ and profes-

sionals’ needs, using existing care structures,

not generating too much administrative work,

and considering financial support. These find-

ings are similar to those of Steuten et al.,42

who explored personal opinions of GPs with

regard to the implementation of disease

management. Dutch GPs considered a good

network as a promoting incentive to the imple-

mentation of disease management, while the

absence of reimbursement and overtime were

seen as impending incentives to it.

The main strength of this study lies in the

use of qualitative methods that allowed us the

detailed exploration of both the opinions of

patients and health-care professionals within

the four sanitary areas of the canton of Vaud,

giving us access to very rich data. The follow-

ing limitations need to be considered. First,

our sampling strategy cannot allow for the gen-

eralization of results to the whole population

of diabetic patients of the canton, especially to

those who ignore their diabetes. However, the

aim of sampling in qualitative studies is not to

draw representative samples, but to purposively

select participants with various characteristics.

This variety makes discussions particularly

dynamic with differences in, and confrontations

of, opinions.43 Second, despite the fact that

research participants are often described as

being different from non-participants (e.g.

socio-economic status, care motivation), this

did not prevent participants raising problems

directly involving themselves, such as motiva-

tion problems and difficulties to work in teams.

Conclusion

Despite the different perspectives and roles of

patients and health-care professionals regard-

ing diabetes care, their opinions on current

care and the development of a regional diabe-

tes programme converged in several ways.

Actually, both patients and health-care profes-

sionals tackled the same issues and expressed

similar problems and solutions. Opinions also

diverged, however, highlighting the specific

needs of patients and professionals. Indeed,

participants explored themes neither similarly

nor with the same importance. Acknowledging

the convergences and divergences of opinions

of both diabetic patients and health-care pro-

fessionals should help the further development

of diabetes programme adapted to users’ needs,

taking all stakeholders interests and priorities

into consideration.
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