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Why don’t doctors use early insulinization therapy in 
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ABSTRACT Early insulinization therapy is regarded as an efficient aid to improve long term 
control and quality of life in patients with diabetes mellitus type 2 (DM2). Nevertheless, 
both patients and medical staff confront barriers in using this therapeutic tool. This study 
employs a qualitative approach to explore the barriers to early insulinization among 
medical staff from the public sector in the city of Xalapa, Veracruz, México. Between 
2015 and 2016, in-depth interviews were conducted with general and specialist physi-
cians offering primary health care to patients with DM2. The transcribed interviews were 
analyzed to extract and organize categories and subcategories of barriers among medical 
staff. These barriers were then grouped into three categories and exemplified with inter-
view excerpts: barriers coming from the medical staff itself, barriers emerging from the 
doctor-patient interaction, and institutional barriers. Uses for the classification obtained 
are discussed, as are some of the solutions proposed by study participants. 
KEY WORDS Diabetes Mellitus Type 2; Hospital Medical Staff; Therapeutics; Mexico.

RESUMEN La terapia de insulinización temprana ha demostrado ser un auxilio eficaz 
para mejorar el control a largo plazo y la calidad de vida de pacientes con diabetes 
mellitus tipo 2. Sin embargo, tanto los pacientes como los médicos presentan barreras 
al uso de esta alternativa terapéutica. El presente estudio utiliza un abordaje cualitativo 
para explorar las barreras a la insulinización temprana que tiene el personal médico 
del sector público en la ciudad de Xalapa, Veracruz, México. Entre los años 2015 y 
2016, se realizaron entrevistas en profundidad a médicos generales y especialistas que 
brindaban atención primaria a pacientes con diabetes mellitus tipo 2. Las entrevistas 
transcritas fueron analizadas para extraer y esquematizar las categorías y subcategorías 
de las barreras del personal de salud, las cuales se agruparon en tres categorías que 
fueron ejemplificadas con extractos del discurso de los participantes: barreras propias 
del personal médico, barreras que surgen en la relación médico-paciente, y obstáculos 
institucionales. Se discuten los posibles usos del esquema obtenido, así como algunas 
propuestas de solución generadas por los participantes del estudio.
PALABRAS CLAVES Diabetes Mellitus Tipo 2; Cuerpo Médico de Hospitales; Terapéu-
tica; México.
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INTRODUCTION

Diabetes mellitus type 2 (DM2) is a chronic 
metabolic disorder characterized by high and 
persistent concentrations of glucose in the 
blood as a consequence of deficiencies or al-
terations in the action of insulin in the body.(1) 
It is a multiorgan and plurimetabolic disease, 
which is characterized by either a low re-
sponse of the body tissues to the insulin se-
creted by the pancreas, or by the inability 
of the pancreas to secrete the insulin neces-
sary for glucose absorption. Patients suffering 
from this disease may be placed in a contin-
uum in which either insulin resistance may 
predominate, with relatively little deficiency 
in its secretion or, otherwise, secretion de-
ficiency may prevail, with some degree of 
insulin resistance.(2) So far, no effective treat-
ment has been found for this disease, and its 
prevalence is increasing worldwide. In 2000 
there were 171 million cases in the world, 
and this number has increased to 422 million 
by 2014.(3,4)

DM2 is a disease that has multiple causes. 
Unless adequately treated, it may produce se-
rious health complications such as heart at-
tacks, blindness, renal failure, amputation of 
the lower limbs and premature death.(5) The 
physical, psychological, economic and social 
consequences produced by this disease are 
on the increase and its comorbidities include 
microvascular damage, with its associated 
complications (diabetic foot, retinopathy, 
kidney damage, cardiac ischemia and heart 
attacks).(6)

In Mexico, DM2 has reached alarming 
proportions, becoming a public health issue. 
It is currently the leading cause of hospitaliza-
tion, and the mortality rate from diabetes has 
increased from 43.3% to 53.2% per 100,000 
inhabitants between 1998 and 2002.(7) 

According to the 2012 National Health and 
Nutrition Survey (ENSANUT) [Encuesta 
Nacional en Salud y Nutrición], the propor-
tion of adults with a medical diagnosis of DM2 
was 9.2%, which shows a significant increase 
compared to the 5.8% reported by ENSANUT 
2000 and 7% by ENSANUT 2006.(5) These 

increases have resulted in high costs for the 
health system, losses due to disability, and de-
terioration of the patients’ quality of life.(6,7,8) 
Since 1990, DM2 has been included among 
the leading causes of death in Mexico, and 
currently it is the leading cause of death in 
the country.(9) 

At a regional level, the state of Veracruz is 
the third most populated territory in Mexico, (10) 
and, according to data from ENSANUT 2012, 
it also ranks third in the prevalence of DM2, 
with 10.7% of adults having been diagnosed 
with this disease.(5) In the state of Veracruz, 
27,824 new cases of diabetes were reported 
in 2012, Xalapa being one of the three dis-
tricts with the highest number of cases. 

Due to the chronic nature of this dis-
ease and the absence of a definitive cure, 
the treatment of diabetes is very complex 
and multifactorial. Treatment goals are clear 
and require patients to comply with thera-
peutic measures based on strict criteria.(11) 
The achievement of these goals requires di-
etary management supported by exercise, 
self-monitoring of blood glucose (especially 
in patients receiving insulin), and the use 
of oral antidiabetic drugs or insulin.(11,12,13) 
The guidelines of the American Diabetes 
Association (ADA), the European Association 
for the Study of Diabetes (EASD), the Latin 
American Diabetes Association (ALAD) 
[Asociación Latinoamericana de Diabetes], 
and the National Institute for Health and Care 
Excellence (NICE) recommend that oral anti-
diabetic drugs should be used when patients 
exhibit stable clinical conditions, their pan-
creatic function is preserved and metabolic 
control can be carried out through immune 
sensitizers and conservators of the pancreatic 
function, without the risk of moderate to se-
vere decompensation. The first choice of oral 
antidiabetic drugs is metformin, and the sec-
ond choice dipeptidyl peptidase-4 (DPP-4) 
inhibitors or glitazones in various combina-
tions. When these treatments fail or cannot 
be tolerated by the patient, insulin therapy 
should be started.(11,14,15,16)

In addition to the treatments already 
mentioned, there has been an agreement in 
the literature that suggests that the early use 
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of insulin (before or concurrently with oral 
antidiabetic drugs) favors long-term control 
of DM2,(17,18,19,20) although it is not the ther-
apeutic choice in accordance with modern 
guidelines, except in specific cases and ex-
ceptions.(15) It has been proved that insulin 
therapy is the most effective treatment to de-
crease glycosylated hemoglobin levels, and 
it is considered safe and effective for diabetic 
patients, as long as the appropriate treatment 
regimen is followed.(17,21,22)

Despite this evidence, the use of insulin 
is usually postponed until 10 to 15 years after 
the diagnosis of DM2.(23) This is because start-
ing insulin therapy (insulinization) is a very 
complex issue, and involves multiple factors 
arising from the patients, physicians, and the 
health system itself.(24) When these factors 
prove to be an obstacle to the use of insulin 
therapy and limit the adherence to this type 
of therapy, they constitute barriers to insulin-
ization.(25) There are diverse research stud-
ies documenting a large number of obstacles 
and barriers to insulin use, and most studies, 
especially in Mexico and Latin America, have 
focused on patients. The barriers created by 
patients include situations of rejection and 
unwillingness to use insulin,(26,27) anxiety,(25) 
lack of knowledge and negative feelings as-
sociated with its use,(28,29) the attribution of 
physical symptoms such as weight gain or 
blindness,(30) the use of alternative therapies, 
or the opinion of their families.(31,32)

As far as health care providers are con-
cerned, the problem has been less studied. 
However, it has been documented that, al-
though there are guidelines and treatment 
models for the diabetic patient, as well as 
ample scientific evidence of the benefits of 
early insulin therapy, physicians are reluctant 
to prescribe it.(33) Physicians’ beliefs and at-
titudes, some of which are similar to those 
that patients have, delay the initiation of in-
sulin therapy. Some of the barriers to insulin-
ization which have been reported by health 
care providers are: the perception of the low 
efficacy of insulin, the fear that patients may 
develop hypoglycemia, weight gain and as-
sociated cardiovascular risks, the therapeu-
tic inertia of health care practitioners, the 

fear that the patient may not comply with the 
treatment, the natural history of the disease, 
and problems associated with the health 
system, which may prevent the patient and 
health care providers from achieving their 
goals.(33,34,35)

In the health care model prevailing in 
Mexico since 2015, the willingness of phy-
sicians to use insulin has been crucial, given 
that in many cases they are the ones who 
propose its use, or determine whether the 
patient should use it or not. In Mexico, diabe-
tes therapy is based on the Official Mexican 
Standards NOM-015-SSA2-2010 for the pre-
vention, control and treatment of diabetes 
mellitus [Norma Oficial Mexicana NOM-
015-SSA2-2010 para la prevención, el con-
trol y el tratamiento de la diabetes mellitus], 
and on the Comprehensive Model for Patient 
Treatment [Modelo Integral de Atención al 
Paciente].(36,37) Both documents explicitly de-
scribe physicians’ responsibility for the treat-
ment, prevention and control of diabetes, 
and when and how to use pharmacological 
and non-pharmacological strategies, includ-
ing insulin therapy. However, with the ex-
ception of the review by Lerman(33) and the 
work by Ávalos-García et al.,(35) we have not 
found any studies in Mexico on the barriers 
that the medical staff may create to early in-
sulinization therapy. This lack of information 
has serious consequences since, according to 
the 2012 National Health Survey, only 13% 
of patients diagnosed with DM2 receive in-
sulin therapy, either alone or in combination 
with oral hypoglycemic agents.(38)

Considering the advantages of early in-
sulinization and the central role that physi-
cians play in the treatment and education of 
the diabetic patient, knowledge of the bar-
riers that health care providers may contrib-
ute to insulin therapy may be useful to create 
strategies to surmount them, and to appropri-
ately support DM2 patients’ use of a poten-
tially valuable therapeutic tool. Due to the 
foregoing and the lack of information on the 
barriers to early insulinization therapy cre-
ated by the medical staff in Mexico, includ-
ing in cities with high prevalence of DM2, 
we have carried out a qualitative exploratory 
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study not only to generate knowledge on 
these barriers, but also in an attempt to pro-
vide a classification of these obstacles that 
may provide a solution to the problems they 
pose. Additionally, the participating physi-
cians generated ideas and possible solution 
strategies for some of the barriers found in 
this study.

METHODOLOGY

This study was qualitative and exploratory 
in nature. The contents of the in-depth inter-
views conducted with primary care physi-
cians that had experience with DM2 patients 
in the city of Xalapa, state of Veracruz, Mex-
ico, were analyzed. In the public sector of the 
Mexican health system, primary care provid-
ers are responsible for providing initial care 
to patients with conditions that do not re-
quire specialized attention, and they are the 
ones who adopt a preventive approach and 
initial control of patients suffering from DM2. 
These types of providers are usually general 
practitioners or family physicians. The man-
agement of patients who are decompensated, 
with comorbidities or associated complica-
tions, corresponds to secondary care physi-
cians, including internists or diabetologists.(36)

Participants were recruited informally 
from different health care institutions in the 
state of Veracruz, through primary or second-
ary referrals. The recruited physicians provide 
medical care in the public sector, which is 
funded by the federal and state governments.

After making the initial contact, the study 
purpose was explained to the participants 
and they were provided with an informed 
consent form. If they agreed to participate, a 
meeting place with adequate conditions for 
the recording of the interviews was agreed 
upon, as well as a convenient time for both 
researchers and participants. Eighteen re-
cordings were obtained, ten of which cor-
responded to general practitioners, six to 
family physicians, and two to internists. All 
of them had a minimum of three years of ex-
perience in the care of diabetic patients and 

were active in the care of such patients up to 
the time of the interview. Three of them com-
bined patient care with an administrative po-
sition in the institution where they worked. 

In order to obtain comprehensive, de-
tailed, contextualized and useful information 
for the understanding of the research topic, in-
depth interviews were conducted with these 
participants. A particular effort was made to 
establish an adequate rapport with them and 
a climate of trust from the beginning of the 
interviews. Under these conditions, the inter-
views made it possible for the participants to 
express their sincere opinions, and to estab-
lish an adequate exchange that would allow 
their beliefs, attitudes and motivations with 
respect to the subject matter in question to be 
explored in depth.(39)

The interviews sought to obtain a de-
scription of the barriers that prevent physi-
cians from considering early insulin therapy 
for patients with DM2. The interview guide 
that was used included four questions:

1.	Describe briefly your experience in the 
treatment, management, and follow-up of 
patients suffering from diabetes mellitus 
type 2.

2.	What are the main challenges and obsta-
cles that a patient with diabetes mellitus 
type 2 has to face?

3.	What are the barriers to insulin therapy cre-
ated by patients with diabetes mellitus type 
2?

4.	What are the barriers created by physicians 
to the use of insulin therapy for patients 
with diabetes mellitus type 2?

Although no prior classification of these bar-
riers was made, previous studies found in 
the literature were taken into account in or-
der to propose a relevant scheme of analysis 
(Figure 1). In order to obtain a picture that 
was as complete as possible, information 
was collected beyond the saturation point, 
in the expectation that new information 
would be obtained in successive interviews. 
Saturation was evident after eight inter-
views, and they varied only in accessory and 
very specific details regarding the personal 
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situation of the participants. The sufficiency 
of the information was established by com-
mon agreement among the members of the 
research group.(40) 

The interviews lasted between 30 and 
60 minutes. They were transcribed by four 
members of the research team, and these 
four versions were integrated into a common 
version that was used for analysis. The cod-
ing of the information was carried out manu-
ally by each of the team members and, once 
completed, meetings were held to agree on 

the categories found. The initial categories in 
which the data was coded were: barriers spe-
cific to medical staff, barriers arising from the 
doctor-patient relationship, and institutional 
barriers. During the joint analysis and discus-
sion of these categories, subcategories de-
rived from the former emerged. 

Finally, when the interviews were ana-
lyzed, proposals made by the medical staff 
themselves were found in order to confront 
these problems. These proposals will be de-
veloped and discussed in a later section.

Insulinization 
barriers
InInnI suli
bbbaaab rrie

Interview 
analysis 

By the doctor-patient 
relationship

By medical 
institutions

By medical staff

1. The creation of a multidisciplinary team.
2. Ongoing training.
3. Training in patients’ education and sensitization.
4. The intervention of a psychologist.
5. Development of patients’ trust in physicians.
6. Early insulin therapy in order to save resources and
lower the chances of complications.

Actions for the solution
of the problem

Lack of training

Lack of therapeutic knowledge

Institutional organization

Lack of multidisciplinary support

Supply shortages

Lack of trust toward the patient

Use of language difficult to understand

Fear of adverse effects

Frustration at the patient and the institution

Figure 1. Interview analysis results mind map based on the transcriptions of the interviews with medical staff 
who treat patients suffering from diabetes mellitus type 2 in the city of Xalapa, state of Veracruz, Mexico. 2015 
and 2016.
Source: Own elaboration.
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Analysis of the information obtained

The analysis was carried out searching for 
representative excerpts of the categories that 
were proposed after the review of the bibli-
ography. Similarly, by means of the constant 
comparative method, consistent and repre-
sentative material was searched for in order 
to propose new categories and subcatego-
ries.(41,42) The categories and subcategories 
found, along with their relationships, were 
represented in a schematic fashion to facili-
tate their analysis and interpretation.

Ethical aspects

The confidentiality of data was safeguarded 
by restricting access to the recordings to any-
one who was not a member of the research 
team. The names of the participants and any-
one else involved in the interviews were omit-
ted from the questions, transcriptions, and 
any printed records related to this research. 
The study was approved by the Research and 
Ethics Committee [Comité de Investigación 
y Ética] of the Institute of Psychological Re-
search [Instituto de Investigaciones Psicológi-
cas] from Universidad Veracruzana, as stated 
in a resolution dated September 4th, 2015.

RESULTS

The material obtained through the analysis 
and transcription of the interviews showed a 
great convergence. After the third interview, 
this material began to evidence repetitions 
and, by the eighth interview, the saturation of 
all the subcategories had begun to be evident.

The initial scheme that included three 
categories was complemented, since the ini-
tial categories were in turn divided into sub-
categories with strong common links. The 
categories will be discussed below, along 
with their representative subcategories and 
interview excerpts.

Barriers specific to medical staff

This category includes barriers that are at-
tributable to physicians’ own situations, 
knowledge, and beliefs, regardless of their 
therapeutic relationship with a particular pa-
tient. In this research study we have found: 
lack of knowledge regarding the value of 
early insulinization as a therapeutic option, 
lack of training in patient care, and fear of 
possible adverse effects for the patient.

Lack of knowledge regarding the value 
of early insulinization as a therapeutic 
option

Some physicians, especially non-specialists, 
consider that they do not have the necessary 
knowledge to use early insulinization with 
patients:

...Personally, I don’t know all these insu-
lins, but I know that at a given time it is 
appropriate to make a certain combina-
tion ... (General practitioner, woman)

...Many doctors are not familiar with in-
sulin, you see? There are even some who 
fail to calculate insulin doses, their com-
binations; that’s why they prefer patients 
to be seen by other doctors ... (General 
practitioner, man)

In general, family physicians and internists 
considered that they knew how to handle 
early insulin regimes, but they stated that lack 
of knowledge about these regimes was a ma-
jor obstacle for other colleagues to prescribe 
insulin to their patients.

...Doctors, especially doctors who have 
been working for a long time, are no lon-
ger so eager to continue receiving train-
ing, or to keep on reading about the 
subject, and they continue to use treat-
ments and therapeutic methods that they 
were taught when they were at univer-
sity. So, all of this delays the start of insu-
lin therapy... (Internist, woman)
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This barrier has been reported by other 
authors, and in those research studies, 
non-specialist physicians acknowledge the 
fact that they doubt their ability to manage 
an early insulinization regimen, and many of 
them prefer to refer the patient to secondary 
care attention. On the other hand, special-
ized physicians consider that they can use an 
early insulin regimen which can be benefi-
cial for their patients.(33,35,43) This barrier con-
stitutes in itself an impediment for patients to 
receive this therapeutic option, since in many 
communities there are no secondary care 
specialists, so patients will not be referred to 
these services.

Lack of training in patient care

Early insulinization requires the patient to 
learn everything related to the management, 
care, and dosage of insulin administration 
and to overcome foreseeable barriers that 
they may encounter in this type of therapy. 
Medical staff should be trained to educate the 
patient and help them overcome their barri-
ers to insulinization. However, general prac-
titioners and more than half of the specialists 
consider that they have never learned to do 
this, and that the training that they have re-
ceived outside their formal studies is not 
adequate:

...The doctor is definitely not qualified 
to... explain to a patient, to teach him. 
We are accustomed to or we are... [he 
hesitates when choosing his words] 
taught that we should cure them, and 
not prevent them. This is one of our big-
gest mistakes... (General practitioner, 
man)

...I must admit that I personally don’t 
know how to treat a patient who tells me 
he’s afraid of pricks. I can inform them 
that they aren’t going to go blind, or that 
they can learn to handle doses so as not 
to have low blood glucose, but I can’t 
fight their fears... um... abstract fears, I 
would say... (Internist, woman)

An important aspect is that lack of train-
ing in the comprehensive management of 
diabetic patients has not been adequately ad-
dressed in the literature when it comes to the 
barriers to insulinization created by medical 
staff. The systemic family approach and the 
comprehensive care model include the sup-
port of the patient’s family and the rest of the 
health care staff in the treatment and manage-
ment of the diabetic patient. However, the 
documents consulted do not indicate clearly 
what strategies physicians can use to receive 
training in those aspects of patient manage-
ment that they do not handle. This aspect 
concerning patients’ education is so import-
ant that it requires further study.

Fear of possible adverse effects for the 
patient

Almost all participants mentioned this fear 
as a deterrent to starting insulinization with 
their patients, either at an early stage or not. 
In general, the main fears reported include 
the occurrence of episodes of hypoglycemia, 
heart conditions and, in the case of some 
general practitioners, weight gain:

...With insulin you can cause hypogly-
cemia at any time or, if the dosage isn’t 
going well, this will produce a constant 
state of hyperglycemia in the patient, 
and many of them do not get accus-
tomed ... (General practitioner, man)

...We also have the risk of the patient 
gaining weight and being prone to de-
compensate more quickly, or having 
heart problems... (General practitioner, 
woman)

These fears have been documented in vari-
ous papers,(33,34,44,45) and they seem to pre-
vail despite the existence of guidelines and 
consensus on the use of insulin, and the way 
to prevent complications in the treatment. 
It is remarkable that specialized physicians, 
especially family physicians, emphasized 
that hypoglycemia, despite being the most 
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dangerous and best documented adverse ef-
fect in the bibliography, can be either avoided 
or reduced if physicians take enough time to 
educate patients:

...The risk of hypoglycaemia exists as a 
complication of insulin use. That’s why, 
when we start an insulinization therapy, 
we must anticipate that we will be see-
ing that patient more frequently, even 
weekly, until we find the right dosage. 
Also... it is explained to them that this is 
when nutrition has a lot to do, because 
to use insulin... well, they need to have 
an adequate diet, to know that they have 
to have their snacks, and the moment 
when they are going to apply their insu-
lin... (Internist, woman)

Barriers arising from the physician-
patient relationship

Another group of barriers arise specifically 
from the physician’s relationship with the pa-
tient. These types of barriers seem to depend 
greatly on the way in which both perceive 
and communicate with each other. In this 
category, the following subcategories have 
been included: distrust toward the patient, 
the use of language that the patient cannot 
understand, and the frustration that is gener-
ated during their relationship.

Distrust towards the patient

There seems to be a consensus among phy-
sicians that the patient will not understand 
or implement their recommendations, and 
may even deliberately mislead the physi-
cian about how he or she is handling insu-
lin therapy:

...It has happened to me several times 
that patients seem to have already 
understood, so I ask them to repeat the 

indications and they just can’t. I already 
assume that I won’t be understood, 
and that I’ll have to explain the treat-
ment many times to my new patients. 
(General practitioner, woman)

...I’ve found patients who swear they are 
carrying out their treatment until one 
day, when they have a diabetic coma 
or we check their glycosylated hemo-
globin levels, we discover that they ha-
ven’t been following their treatment for 
months... (Internist, man)

According to what has been found in the 
field literature, one of the possible conse-
quences of this mistrust is that it generates 
a negative predisposition in the doctor to-
wards the patient, which translates into con-
stant criticism and scolding, and creates a 
hierarchical relationship in which the phy-
sician is right and the patient must fol-
low their indications without questioning 
them.(35) This creates a paradoxical situa-
tion: on the one hand, the bibliography em-
phasizes the need for the physician to make 
the patient take responsibility for the control 
of their illness and for the adherence to the 
physician’s indications.(35,44) On the other 
hand, with their attitude, physicians create 
an asymmetrical situation, rendering the pa-
tient a passive recipient of their indications. 
Moreover, and above all, doctors criticize 
patients for this: 

Institutions, doctors and even patients 
must know more about the... the dis-
ease, don’t they? The fact is that they 
themselves don’t demand this expla-
nation from doctors. They are satisfied 
with what they are told, with the fact 
that paracetamol is going to take away 
their pain, insulin is going to lower their 
sugar, but they don’t ask any more ques-
tions. So that also minimizes the impor-
tance that doctors give to their patients. 
(General practitioner, man)
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The use of a language that patients 
cannot understand

A large number of general practitioners, and 
even some specialists, highlighted the fact 
that sometimes it was difficult for them to 
make themselves understood by patients, to 
use a language in which patients could un-
derstand their indications:

...You never learn to lower the level of 
what you are saying... um... for another 
type of population to understand... 
(General practitioner, man)

...This is a matter of communication. 
It’s something that has also been em-
phasized in recent years when it comes 
to the doctor-patient relationship and 
proper communication, both verbally, 
what I may be saying with words, and 
also what I can be expressing with my 
movements, my gestures, with my tone 
of voice. Because I told you from the 
beginning, let’s reach an agreement... 
(Family physician, woman)

Naturally, it is possible to consider that this 
barrier is yet another aspect evidencing phy-
sicians’ lack of training and, therefore, a 
problem attributable to them. However, sev-
eral specialists said that even if their training 
allowed them to have the tools or the appro-
priate language to communicate with the 
majority of the patients, they would not be 
exempt from having problems communicat-
ing with some of them.

...After 18 years of practice, it’s no longer 
so frequent, but I do encounter patients 
who don’t understand verbal communi-
cation. I have to look for analogies, ways 
of saying things... change the order of 
words... And even in doing so, I’m not 
always sure that I’ve been understood... 
(Internist, woman)

This issue is particularly important, since 
when there is no effective communication, 
physicians cannot guarantee that the patient 

will understand and follow their indications 
as necessary. It is common for physicians to 
use terminology and language that is not ac-
cessible to the patient, thus making it difficult 
for the latter to understand their indications. 
Communication seems to be altered when 
the physician tries to give certain indications 
in a language that is not very understandable 
for the patient, and this does not allow the 
physician-patient relationship to be jointly 
constructed in order for the treatment to be 
carried out. This aspect concerning commu-
nication has been widely documented in 
other situations and in relation to other dis-
eases,(45) but to a lesser extent in the context 
of insulin therapy.(35) Therefore, given the po-
tential risk of hypoglycemic events, this issue 
should be addressed in depth when investi-
gating the context of insulinization therapies.

Frustration

More than a half of the participants men-
tioned the frustration originating in the phy-
sician-patient relationship as a barrier to 
insulin therapy, whether administered at an 
earlier or later stage. Patients’ apparent lack 
of comprehension may be a factor that pre-
vents physicians from considering the use of 
insulin therapy: 

Definitely, you need to have tolerance 
to high frustration, and bear in mind that 
not all the patients are doctors, and not 
everyone will understand from the begin-
ning what they have to do. Often, they 
won’t learn what they have to do even 
when you’ve explained it to them five 
times. So, you have to repeat the same at 
every consultation, and ask them if they 
have understood at every consultation, 
even in the case of patients that have 
been on insulin for many years. (General 
practitioner, woman)

Apart from the work of Ávalos-García et 
al.,(35) we have not found any precedents of 
this feeling of frustration and its connection 
with patients’ care in the literature consulted. 
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However, there are precedents related to the 
physician’s attitude toward the patient that 
seem to refer to emotions and situations that 
produce frustration, although this topic is not 
overtly mentioned. For instance, it has been 
said that physicians tend to scold and criti-
cize their patients, and to create a hierarchi-
cal relationship, in which the physician is 
right and the patient must follow indications 
without questioning them. However, these 
same physicians are the ones that complain 
about their patients’ lack of involvement in 
the management of their disease.(35) On the 
other hand, there are physicians that refer to 
insulin therapy as a punishment or as a last 
resort to be used in the case the patient does 
not abide by their indications.(22,33,44)

The distrust that physicians manifest to-
wards their patients, and the communication 
problems existing in their relationship are 
an issue that, according to Barsky’s perspec-
tive(46), corresponds to what the author calls 
“the paradox of health”. This paradox con-
sists of the fact that, in the health care models 
in the modern world, there are situations that 
minimize the importance of the physician-pa-
tient relationship in the practice of medicine. 
It can be considered that this phenomenon 
increases even more the deterioration in the 
health and well-being perceived by the pop-
ulation, in spite of the evident scientific prog-
ress made in the medical field. Moreover, it 
is possible that physicians may feel less satis-
fied with their work, which would cause or 
increase their feeling of frustration. All these 
factors may influence one another, given the 
fact that physicians’ frustration may increase 
their resentment and distrust toward their pa-
tients, and this, in turn, may block the chan-
nels of communication between them. As a 
consequence, some therapeutic alternatives, 
such as early insulin therapy, may not be dis-
cussed or may not be even considered by 
physicians. This is a complex matter, which 
makes it worthwhile to unravel the implicit 
logic behind the physician-patient com-
munication in order to portray it as a social 
construct, that is, with strong associations be-
tween the social arrangements and the living 
conditions of both social actors.(47)

The physician-patient relationship de-
termines the initiation and acceptance of 
a treatment in the case of people suffering 
from chronic degenerative diseases such as 
DM2.(48) Diabetic patients prefer a type of re-
lationship in which their physicians listen to 
them, feel empathy for their situation, un-
derstand the problems that the therapy may 
entail for them, encourage them, and adapt 
their recommendations to their individual life 
circumstances and emotions.(49) Accordingly, 
the results of this study underline the need to 
conduct further research regarding  the physi-
cian-patient relationship, in order to improve 
the understanding of the role that human be-
havior plays in the health-disease process and 
in the improvement of medical practice.(50)

Institutional barriers

The staff interviewed unanimously stated 
that there are several obstacles at an institu-
tional level to carry out an insulin therapy. 
For example, the excessive number of con-
sultations, the little time assigned to see each 
patient, and the difficulties to find adequate 
facilities are some of the obstacles that have 
already been reported by another research 
study carried out in Mexico.(35) Particularly 
in the state of Veracruz, and while this study 
was being concluded, there were shortages, 
not only of insulin, but also of oral antidia-
betic drugs and the basic supplies necessary 
for the treatment and diagnosis of diabetes. 
These situations make it difficult to provide 
adequate care or to educate the diabetic pa-
tient, especially in complex insulin therapy 
schedules.

Within this category, there are three im-
portant groups of barriers related to one 
another: institutional organization, sup-
ply shortage, and lack of multidisciplinary 
support.

Institutional organization

Professionals report that there are obstacles 
in the functioning of institutions that hinder 
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the insulinization of diabetic patients. More 
precisely, there are institutional policies that 
prioritize the use of other types of therapies 
over insulin therapy. The great number of 
patients that physicians have to see and the 
hierarchical structure of the health system 
prevent physicians from proposing early in-
sulinization as well as the relevant dosage ad-
justments as an option:

…Though I have to admit that the first 
therapy that should be given to a patient 
is insulin, institutions prefer to administer 
insulin only when the other two therapies 
have failed… (General practitioner, man)

When it comes to institutions, some-
times it’s a little bit difficult. We have 
three thousand diabetic patients in the 
unit and patients continue to be diag-
nosed every day. There are about 30 
or more new diagnoses per week, and 
this is an understatement. We work two 
shifts plus weekends, which amounts to 
many new diabetes diagnoses. So, that 
will make a total of more than six thou-
sand diabetic patients in the unit at the 
beginning of this year. Therefore, using 
this therapy for all of them is a little bit 
complex, due to the number of employ-
ees we have. (Family physician, woman)

The excessive number of consultations, the 
little time assigned to see each patient, and 
the difficulties to find adequate facilities have 
already been reported by at least another 
study carried out in Mexico.(35)

Lack of multidisciplinary support

Regardless of their level of specialization, 
physicians think that there are situations in-
volving patients which they cannot handle by 
themselves, and that they would benefit sub-
stantially from the intervention of specialists 
from other disciplines in the comprehensive 
patient management. However, multidis-
ciplinary support is not usually available at 

their workplace and, if available, it is only for 
a limited number of patients:

…in the Secretariat of Health, there are 
two systems: the UNEME and the UVISA, 
the Unit for a Healthy Life, aimed at 
patients having no complications what-
soever […] a very low percentage of the 
patients could join this program because 
there were too many requirements to 
meet. To begin with, a patient’s diag-
nosis had to be recent, with a maxi-
mum of five years, without having had 
any complications whatsoever during 
that period. In other words, if the patient 
had been diagnosed with diabetes a year 
before, but they had already been diag-
nosed with nephropathy, they were out 
of the program… (General practitioner, 
man)

The absence of multidisciplinary teams is 
considered a barrier that does not receive 
enough institutional support.(35) There are 
groups within institutions, such as the Dia-
betic Patient Care Program DiabetIMSS [Pro-
grama de Atención al Paciente Diabético], 
the Unit of Medical Specializations (UNEME) 
[Unidad de Especialidades Médicas], and the 
Unit for a Healthy Life (UVISA) [Unidad de 
Vida Saludable], which provide multidisci-
plinary support for diabetic patients. But this 
support is clearly insufficient considering the 
existing demand. On the other hand, in many 
cases, multidisciplinary teams are not com-
plete and some important elements are miss-
ing, such as psychologists, which may be 
indispensable to overcome some of the barri-
ers that patients encounter regarding insulin 
therapy.(25) Although the people interviewed 
do not explicitly state that this is a barrier 
that prevents them from recommending in-
sulin therapy, they are aware that patients’ 
education could continue outside the physi-
cian’s office through the intervention of mul-
tidisciplinary teams; and with their support, 
it would be possible to teach more patients 
how to use insulin properly, so that it can be 
regarded as an early therapeutic option.
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Shortage of basic supplies for insulin 
therapy

This sensitive issue is generalized through-
out Mexico, as shown by the research stud-
ies consulted.(33,35) However, as mentioned 
above, the financial situation of both the state 
of Veracruz and Mexico, as a country, has led 
to supply shortages that aggravated during 
the period in which this study was being con-
cluded. That caused serious difficulties to 
maintain insulin therapies given the fact that, 
if institutions were unable to provide the nec-
essary supplies, many patients were not in 
the economic position to meet such costs:

…I didn’t even think about switching 
patients to insulin because we didn’t 
have a fridge for it. We had to move from 
community to community, and it was 
impossible for me to carry the insulin 
for the patients. So, this made it compli-
cated for me to switch from one therapy 
to another, didn’t it? ... (General practi-
tioner, man)

…as regards institutions, a lot of medi-
cation formerly provided by state insur-
ance has now become unavailable to us, 
not only antidiabetic drugs and insulin. 
So that limits our course of action. If I 
only have at my disposal NPH, then I 
can only prescribe NPH. I can’t do more 
than that. And yes, that definitely has a 
great impact. It may not have an impact 
on our choice, but rather the adequate 
control of patients. Because if I convince 
my patients of using NPH, and they re-
quire other types of insulin, but they are 
not available, I will have no alternative, 
will I? (Family physician, woman)

Finally, the obstacles encountered may be 
schematized through the graphic shown in 
Figure 2. The proposed scheme, showing 
the organization of the barriers, may be re-
garded as a contribution of this study, not so 
much as a classifying or explanatory scheme, 
but rather due to the heuristic value it may 

have to guide interventions, given the fact 
that the characterization of these obstacles 
may contribute to develop a solution or mit-
igate the problem. Specific barriers (in dot-
ted-line boxes) were grouped in accordance 
with their origin. Barriers may be divided into 
those originating from the personal situation 
of physicians, barriers due to institutional or-
ganization, and barriers arising from the phy-
sician-patient relationship (middle boxes). 
All these issues are particular aspects derived 
from a more general construct, barriers to in-
sulin therapy. 

The barriers specific to the medical 
staff may be overcomed by promoting phy-
sician-centered educational programs and 
therapeutic interventions. Conversely, the in-
stitutional obstacles require funding, a reor-
ganization of institutions or the creation of 
multidisciplinary teams. Barriers arising from 
the physician-patient relationship ask for an 
educational approach for both parties. In 
the case of physicians, this approach should 
be aimed at providing them with strategies 
that enable them to use a language compre-
hensible to the patient, to develop empathy 
or communicative skills; and, in the case of 
patients, workshops should be designed to 
help them adopt strategies to comprehend 
the disease, the therapy, or the physician’s 
indications.

Possible solutions suggested by the 
medical staff

An unexpected but important result was that, 
during the course of the interviews, almost 
half of the physicians mentioned possible 
solutions for some of these barriers. Particu-
larly, the proposed solutions were the follow-
ing: 1) the creation of multidisciplinary teams 
to treat patients, 2) ongoing training for the 
staff, including training in the education and 
sensitization of the patient, 3) the presence 
of a psychologist in the team, 4) the develop-
ment of patients’ trust in their physicians, and 
5) the use of early insulin therapy as a thera-
peutic alternative for patients.
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Building multidisciplinary teams to 
treat patients

Physicians’ experience or the literature that 
they have consulted enable them to assert 
that the creation of multidisciplinary teams 
will help patients and health care providers 
overcome these barriers, as well as optimize 
institutional resources and improve institu-
tional organization. Thus, time per consul-
tation would be reduced, given the fact that 
physicians would not have to duplicate func-
tions that could be carried out by other mem-
bers of the health care team.

…I had the chance to interact with a dia-
betes multidisciplinary team when the 
diabetIMSS pilot test was carried out. In 
this case, the family physician held a con-
sultation with the patients only after, in 
the same waiting room, a psychologist, 

a nutritionist and a social worker had 
done their share by discussing some 
issue with the patients, and after a nurse 
had weighed them, measured them, and 
answered some basic questions, and that 
was it. When it was finally time for the 
physician to see the patients, he or she 
would only have to adjust the therapy or 
clear up some extra doubts. This multi-
disciplinary system was assessed for 18 
months. Patients considerably lowered 
their hemoglobin levels. It was proved 
that the multidisciplinary approach was, 
therefore, excellent for them. And as 
regards the multidisciplinary approach, 
what stood out for me the most, the star 
of the multidisciplinary approach, was 
the psychological aspect. The empower-
ment that the patients had gained after 
overcoming the barriers of denial and all 
that… (General practitioner, man)

Medical sta�

Lack of training

Lack of training

Fear of
possible adverse 

e�ects

Medical institution

Supply shortages

Institutional
organization

Lack of 
multidisciplinary

support

Physician-patient
relationship

Frustration toward 
the patient 

and institutions

Use of a language 
di�cult

to understand

Mistrust toward 
the patient

Barriers to insulin therapy

Figure 2. Descriptive scheme of the barriers to insulin therapy, as reported by the study participants. City of 
Xalapa, Veracruz, Mexico, 2015 and 2016.
Source: Own elaboration.
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The positive experience shared by the 
physicians that interacted with multidisci-
plinary teams is counterbalanced by the need 
for the members of the team to respect their 
areas of expertise, their knowledge, and the 
common goal of the team for the benefit of 
the patients.

Ongoing training of medical staff

The participants highlighted the need for on-
going training in order to be always up to 
date with new treatments and trends (such 
as early insulin therapy), and to acquire the 
skills and competence that they could not ac-
quire at university, especially when it comes 
to communicating with patients:

…you complete a postgraduate program, 
for example, but it does not finish there. 
You need to be constantly updated. 
That’s why there are regular training 
workshops, symposiums, congresses, 
subscriptions to journals. You have to 
keep your finger on the pulse. […] You 
have to prepare yourself. The insti-
tute offers this type of courses. It gives 
them the chance to do teaching training 
courses, take specialized courses for the 
management of the physician-patient 
relationship, refresher courses on diabe-
tes, insulin management courses for all 
the doctors that are working at the insti-
tute and are willing to take this course. 
So, possibilities do exist… (Family physi-
cian, woman)

The inclusion of psychologists in the 
team

It is interesting to note that several specialists 
and general practitioners, who had had the 
opportunity to interact with multidisciplinary 
teams, highlighted the need for a psycholo-
gist in the team, particularly with respect to 
the management of conflicts and barriers, 
the frustration of the medical staff, and the 

patients’ empowerment and responsibility for 
their disease.

…the fields of psychology and mental 
health have to be definitely included. 
For what reason? I believe that in Latin 
America we think that mental health 
staff is only for people that are men-
tally ill, but they can really act on a 
wide range of different areas, don’t they? 
Really wide. I think that would be the 
first step to take in order for a patient to 
take care of their disease. They need to 
accept their disease and then we can talk 
about insulinization, about the accep-
tance of all those situations… (General 
practitioner, man)

…I believe that sometimes we, as doc-
tors, need it, right? There are so many sit-
uations, so much pressure, and so many 
difficulties… The famous burnout syn-
drome. We need techniques to relieve 
stress, to communicate with our patients, 
and not to feel so frustrated. Those are 
things that a psychologist knows, and we 
don’t… (Family physician, woman)

The development of patients’ trust 
toward their physicians

Certain physicians interviewed clearly under-
stand that the relationship between patient 
and physician may contribute to overcoming 
barriers, the achievement of therapeutic goals 
and the empowerment of patients, as long as 
there is mutual respect and physicians have 
the skills to communicate efficiently.

…when patients see you is because 
they’re confident that you’re going to 
help them, and that’s already a victory. 
Patients think that you’re able to help 
them, so you have to take advantage 
of that to offer, to explain, so that they 
understand and accept, and then, make 
that change that’s necessary for them to 
feel better. It’s the patient’s responsibility 
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to take care of themselves, and to under-
stand and carry out the process. (Family 
physician, woman)

Early insulin therapy as a therapeutic 
alternative

Finally, physicians consider that the early ini-
tiation of insulin therapy on selected patients 
would not only enhance their quality of life, 
but also save significant amounts of money in 
the medium and long term, both for institu-
tions and the health system.

…insulin, of course, has a relatively high 
cost. However, if we think of a future 
situation in which the patient is con-
trolled, that would save us a lot of other 
expenses. For example, those expenses 
related to hospitalization, hospital 
beds, surgery, complications, wound 
healing, and all those elements that an 
uncontrolled patient entails. Therefore, 
if we’re far-sighted in this regard, we’ll 
see that insulin prescription isn’t more 
expensive, because it helps maintain an 
adequate control and, in doing so, it pre-
vents further damage. (Internist, woman)

DISCUSSION

Possible interactions among the 
barriers found

The analysis of the interview excerpts pre-
sented here shows that these obstacles do not 
act in isolation. The following are possible in-
teractions among the barriers that could be 
addressed in future research studies.

It seems obvious that institutional bar-
riers exert significant influence over both 
physicians and the physician-patient relation-
ship. The short time allotted to each consul-
tation not only intensifies physicians’ feelings 
of frustration, but it may also affect the clarity 
of the language used to address the patients 
and the education that they should provide 

them with (both aspects of the physician-pa-
tient relationship). Considering that insulin 
regimes are complex and require careful pa-
tient training, well-trained physicians with 
vast medical experience may easily find the 
right words to establish an effective com-
munication whereas, as it has already been 
shown, general practitioners with less expe-
rience have difficulty achieving that. Other 
institutional aspects, such as the lack of mul-
tidisciplinary support, may have similar ef-
fects. For example, as shown by the interview 
excerpts presented here, the intervention of 
multidisciplinary teams may shorten consul-
tation time (institutional barriers), provide in-
formation that physicians cannot give due to 
their lack of training (barriers derived from the 
medical staff), and contribute to enhance the 
physician-patient communication, thus help-
ing resolve doubts and providing additional 
training regarding therapy management.

The very same lack of knowledge that 
physicians have may prevent them from 
considering the use of insulin as an option. 
However, when this situation is combined 
with other institutional obstacles, it may pre-
vent the patient from receiving this type of 
therapy, even in cases where, in accordance 
with current treatment guidelines, this ther-
apy would be indispensable for the adequate 
control of the disease. This would happen, 
for example, when physicians that are aware 
of their lack of knowledge need to refer a pa-
tient to secondary care, but this level does not 
exist in the clinic covered by the patient’s in-
surance, and the patient cannot afford going 
to hospitals where this type of care is avail-
able. The shortage of the supplies needed for 
this therapy may have similar effects, and pa-
tients may eventually perceive that their ail-
ments increase and that they are not receiving 
adequate therapy.

The problem regarding therapy 
adherence

Therapy adherence is a possible point of in-
teraction among the barriers found that de-
serves to be treated separately. This term 
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encompasses both the compliance with ther-
apeutic indications, and the persistence in 
carrying them out from the beginning until 
the end of the prescribed therapy.(51) In a sys-
tematic review, Asche et al. found out that 
adherence to DM2 therapy improves the con-
trol of glucose levels, prevents complications, 
reduces the use of health care services (such 
as hospitalization and emergency room vis-
its) and the need to switch to more intensive 
treatment regimes. Moreover, there is some 
evidence suggesting that therapy adherence 
may influence patients’ quality of life and re-
duce their health care expenses.(51)

Some of the aspects mentioned in this 
study are among the factors contributing to 
patients’ non-adherence. In particular, the 
following should be highlighted: communi-
cation problems, physicians’ lack of under-
standing regarding their patients’ problems 
to cope with the therapy, and their inability 
to find solutions that could help patients to 
continue with their therapy.(52) It seems possi-
ble that physicians’ lack of training, the lack 
of multidisciplinary support, and the use of 
inadequate language may have a significant 
impact on the development of these prob-
lems. Untrained physicians may be unaware 
of the existence of these problems, or if they 
are aware, they may not know how to solve 
them. Moreover, if there are not profession-
als from other disciplines that can provide the 
support needed, these situations will remain 
unsolved and this could affect patients’ ther-
apy adherence.

The same may occur regarding physi-
cian-related factors which have proven to 
promote therapy adherence. The following 
factors are among the most effective: active 
listening, emotional support, the develop-
ment of patients’ trust in their physician, clear 
and sufficient information, the allotment of 
enough time for each patient to be treated 
accurately, the identification of patients’ bar-
riers and concerns regarding the therapy, 
the encouragement of patients to collabo-
rate with therapeutic decisions, the use of 
strategies that may improve communication 
between physicians and patients, and the as-
sistance for low-income patients so that they 

can find alternatives to meet the costs of the 
therapy.(52,53,54,55,56) It seems evident that insti-
tutional barriers may prevent physicians from 
giving their patients the time they need, and 
similarly they may prevent patients from re-
ceiving their medication and the support 
that physicians are unable to provide them 
with. Physicians’ active listening skills, and 
the support and empathy that they can pro-
vide patients with are elements that depend 
on their adequate training, on their use of ef-
fective, non-ambiguous language to commu-
nicate, and on the absence of mistrust and 
frustration as obstacles in these processes.

In summary, the study of therapy adher-
ence in the case of DM2 seems to be an ad-
equate field to confirm the influence of the 
barriers found in this study and assess their 
interaction. 

CONCLUSIONS

The scheme proposed clearly shows that 
the different barriers created by the medical 
staff to early insulin therapy stem from var-
ious sources and situations: 1) barriers spe-
cific to the medical staff arising from their 
education, training, knowledge about early 
insulin therapy, and their fear of the possible 
adverse effects of the therapy; 2) barriers aris-
ing from the physician-patient relationship, 
which manifest themselves in the physicians’ 
distrust and frustration with their patients, as 
well as the use of a language difficult to un-
derstand; and 3) institutional barriers, such as 
the shortage of the supplies needed, the ad-
verse institutional organization, and the lack 
of multidisciplinary support.

We consider that this scheme has heu-
ristic value as a research proposal, and most 
importantly, as a management and control 
scheme, and as a tool to propose solutions. 
One way of using it would be to take the 
scheme as the basis for the analysis of this is-
sue in a given institution, in order to detect 
the barriers that may be encountered there, 
along with their interactions and possible 
solution strategies.
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The findings of this study could lay the 
foundations for the creation of diverse inter-
vention strategies for professionals and med-
icine students, in order to reflect on the ways 
in which, through the practice of medicine, 
they could foster a relationship with their 
patients focused on their individual social, 
cultural and psychological needs and charac-
teristics. Accordingly, a key point would be 
to consider the importance of making a dif-
ference between diseases regarded as clini-
cal manifestations from diseases understood 
as subjective experiences.(57)

The barriers specific to the medical 
staff may be approached through training or 
sub-specialization courses. However, the bar-
riers arising from the physician-patient rela-
tionship may require the intervention of other 
members of the health care staff. Situations of 
supply shortages and institutional reorganiza-
tions are beyond the control of the medical 
staff, and require the intervention of authori-
ties and administrators, as well as a medium 

and long term approach in order to find solu-
tions that, despite being expensive in the 
short term, would amount to significant sav-
ings for the health system in the future.

Some findings of this study are similar to 
the ones reported globally by the bibliogra-
phy consulted. However, it is evident that the 
economic, administrative and idiosyncratic 
difficulties exclusive to Mexican patients 
and medical staff highlight the importance of 
training courses, the existence of institutional 
obstacles and the education deficiencies of 
the patients and medical staff.

Finally, although the scheme proposed is 
not meant to be exhaustive, we consider that it 
may act as a starting point for further research 
studies in other regions or countries. Different 
qualitative, quantitative and mixed approaches 
will help establish a realistic and useful pan-
orama that, by modifying or reinforcing the 
scheme proposed, would enable people to un-
derstand and overcome the barriers to early in-
sulin therapy in the case under study.
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