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introduced empowerment in Swedish diabetes care; 
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Preface 

Gunnar is 63 years old. Ten years ago, high blood glucose levels were de-
tected at a general health check-up at his primary health care centre; his sen-
sitivity to insulin had declined. He was diagnosed with type 2 diabetes. Gun-
nar realized afterwards that he had probably had the disease long before it 
was diagnosed. For a long time he had felt thirsty and had frequent passing 
of urine. His father had been diagnosed with the disease at around 70 years 
of age. Gunnar had expected to be affected by the disease, because he knew 
that type 2 diabetes was strongly hereditary. 

First of all, Gunnar had to start treating the disease by changing his diet in 
order to lose weight. His general practitioner (GP) gave him general infor-
mation about the disease. The diabetes specialist nurse (DSN) talked about 
self-care and gave him advice about food intake, and recommended that he 
should exercise regularly. It was also recommended that he takes annual 
contact with his GP and DSN for medical check-ups and individual counsel-
ling. Gunnar followed their advice and visited his GP and DSN annually. He 
appreciated their having control over his disease.  

After some years, Gunnar received supplementary treatment in the form 
of oral hypoglycaemic agents (OHA). After another year his GP also sug-
gested supplementation with insulin, because his level of insulin secretion 
had decreased. Gunnar was not at all satisfied with the GP’s suggestion, 
wanting to continue to treat his diabetes with diet, exercise and OHA. His 
GP proposed that he should participate in the hospital’s one-week education 
programme for patients with type 2 diabetes to consider the suggested insu-
lin treatment and to have the possibility to learn more about his disease. 
Gunnar was thus referred to the hospital’s one-week programme.  
 
At that time I was working as dietician on the diabetes team at the Västerås 
Central Hospital. I met Gunnar when he participated in our one-week pro-
gramme for patients with type 2 diabetes. I interviewed 11 of the patients 
who participated in the programme and Gunnar was one of them. The data 
from these interviews gave me the insight that people with type 2 diabetes 
need to be provided with patient education in diabetes at an earlier stage of 
their disease. This experience was the origin of this thesis. 
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Introduction 

Type 2 diabetes 
In Sweden, 2.2-4.5% of the population (around  350,000 people) suffer from 
diabetes mellitus (1-4). Type 2 diabetes accounting for 85-90% and type 1 
diabetes the other 10-15% (5). More than one and a half million people, or 
20% of the Swedish population, are considered to be predisposed to develop-
ing type 2 diabetes (6). The prevalence of type 2 diabetes increases with 
increasing age, and affects about 8-10% in the age group over 75 years. It is 
not only age that influences the onset of diabetes; obesity (7-10) inactivity 
(7, 11), smoking (12-14) and stress (15, 16) have also been found to play an 
important role in the development of the condition. The hereditary compo-
nent is not unimportant (10, 17) and different factors in the environment also 
have an impact on the condition (7-16).  

Type 2 diabetes implies that blood glucose levels increase as a conse-
quence of decreased insulin secretion and/or decreased insulin sensitivity 
(insulin resistance) (18). Type 2 diabetes is a progressive disease, and the 
progressive nature of the condition requires continual augmentation of the 
treatment (19-21).  

Care for people with type 2 diabetes 
Main components in the care for people with type 2 diabetes are medical 
treatment and patient education and counselling. Education is important, 
since most of the time the person with diabetes must make self-care deci-
sions and to be able to do this he/she needs knowledge. In Sweden, like in 
many other countries, diabetes care and education for people with type 2 
diabetes are organized at primary health care centres (22-25). These centres 
are responsible for a defined population, or for a certain number of listed 
patients. The GPs at the centres are general specialists in public health. Most 
of the centres also have a GP responsible for diabetes care as well as one or 
more DSNs. Patients with type 2 diabetes generally visit their GP and their 
DSN at least once a year (26). The patients receive individual counselling 
and recommendations based on the results of biochemical tests and examina-
tions they undergo at these visits. They also receive new prescriptions for 
their medications and test strips for their blood-glucose monitoring. The 
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centres may also offer group education programmes as a complement to the 
individual counselling.  

The care providers at the centres co-operate in order to offer good care for 
the individual patient (27). In general, the diabetes team at the centre in-
cludes the patient, a GP and one or more DSNs. Large centres might have 
other care providers on the team, such as dieticians, podiatrists, physiothera-
pists, psychologists and/or social workers. If these professionals are unavail-
able at the centres the patients can be referred to them elsewhere.  

Treatment and self-care in people with type 2 diabetes 

Most patients’ first treatment option is a healthy diet and increased physical 
activity. OHA is usually not needed until dietary treatment has failed. When 
insulin secretion is too low, supplementation with insulin is required. Insulin 
treatment is often needed within ten years after diagnosis (21). Most people 
with type 2 diabetes are overweight and have different components of the 
metabolic syndrome. This syndrome has varied in its definition, but its main 
components are impaired glucose regulation or diabetes, insulin resistance, 
central obesity, impact on lipid levels, raised blood pressure, and microal-
buminuria (28, 29). Each of these components increases the risk of being 
affected by micro- and macrovascular complications (30).  

Type 2 diabetes is a progressive disease (19-21). However, people with 
type 2 diabetes can influence its progression and prevent complications by 
maintaining or trying to reach near-normal levels of haemoglobin A1c 

(HbA1c), blood pressure, blood lipids and Body Mass Index (BMI), and by 
performing regular physical activity (31-35). For the individual this means 
self-monitoring of blood glucose, adjusting medication, choosing healthy 
food, trying to lose weight and performing regular exercise (36). Patient 
education in diabetes is provided for people with type 2 diabetes to enable 
them to understand their condition and how to manage it in their daily life 
(37). 

National guidelines and treatment targets 

In general, diabetes care and education at the centres is based on the county 
council’s or the region’s local guidelines, which are based on the Swedish 
national guidelines for care and treatment in diabetes. The first guidelines 
from the Swedish National Board of Health and Welfare were established in 
1996 (38). The background of these first guidelines was the 1989 St. Vincent 
declaration in Italy, an agreement between European countries to “plan for 
prevention, identification and treatment of diabetes and particularly its com-
plications.” The guidelines “should be formulated at local, national and 
European regional level” (39, p. 360).  
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As mentioned above, in Sweden diabetes care and education is to be 
based on the Swedish national guidelines for care and treatment in diabetes. 
In 1999 a revised edition of these national guidelines was published (40). In 
2006/2007 the Swedish Association of Diabetology (SFD) presented a pro-
posal for national treatment targets in diabetes (41) in line with treatment 
targets from the European Society of Cardiology (ESC) and the European 
Association for the Study of Diabetes (EASD) (33) (Table I). In 2009, new 
evidence-based guidelines are expected.  

The overall aim of the treatment targets is to prevent acute complications 
and long-term micro- and macrovascular complications (33); long-term 
complications are reported to decrease patients’ wellbeing and quality of life 
(42). According to the St. Vincent declaration, the general goals for people 
with diabetes are: “Sustained improvement in health experience and a life 
approaching normal expectation in quality and quantity” (39, p. 360). 

 

Table I. Treatment targets for people with type 2 diabetes. 

 

Note:  * Patients with symptomatic CVD,  

SNG = Swedish national guidelines, SFD = Swedish Association of Diabetology, 

ESC = European Society of Cardiology, EASD = European Association for the 

Study of Diabetes.  

HbA1c is presented in Swedish MonoS.  
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The treatment targets are based on clinical research 

The treatment targets are based on findings in clinical research, and new 
evidence is continuously being found. For this reason, the treatment targets 
are revised at intervals of a number of years. The studies presented below 
have had a great impact on treatment and the formulation of treatment tar-
gets for patients with type 2 diabetes during recent years.  

The UK Prospective Diabetes Study (UKPDS), a ten-year randomized 
controlled follow-up study of 3,642 newly diagnosed people with type 2 
diabetes (mean age 53 years), has had a major impact on the formulation of 
the treatment targets. Patients were randomized either to intensive or con-
ventional glycaemic treatment. It was found that for every percentage point 
decrease in HbA1c there was a 37% reduction in the risk of microvascular 
complications and a 21% decrease in the risk of death related to diabetes 
(34). Further, it was found that on average, each 10 mm Hg decrease in sys-
tolic blood pressure was associated with a reduction in risk between 12% 
and 19% for both micro- and macrovascular complications (31). The 
UKPDS has also reported that for each increase of 1 mmol/l in low density 
lipoprotein cholesterol (LDL cholesterol) there was a 1.57-fold increase in 
risk of coronary artery disease (CAD), and for each increase of 0.1 mmol/l in 
high density lipoprotein cholesterol (HDL cholesterol) a 0.15-fold decrease 
in CAD risk (35).  

The Danish Steno-2 Study, a 7.8-year follow-up study of 160 newly diag-
nosed individuals with type 2 diabetes (mean age 55 years), has also contrib-
uted to the knowledge base in diabetes care. The targets in the intensive 
therapy group were in accordance with the SFD’s proposal for the national 
treatment targets of HbA1c <5.5% (Swedish MonoS) and cholesterol <4.5 
mmol/l, triglyceride <1.7 mmol/l, blood pressure <130/80 mm Hg. The risk 
of microvascular complications had been reduced by 50% at four-year fol-
low-up, the risk of macrovascular complications had been reduced by 50% at 
the end of the trial (7.8 years), and a 50% reduction in mortality was re-
ported at 13.3-year follow-up (32, 43, 44). 

Above all, the glycaemic control has shown to have an impact on mi-
crovascular complications. The Action to Control Cardiovascular Risk in Dia-
betes (ACCORD) study tested the effect on major cardiovascular disease 
(CVD) events from intensive glycaemic control (n=5,128) compared to stan-
dard glycaemic control (n=5,123). They also studied different treatments of 
blood lipids and compared intensive systolic blood pressure control of 120 
mm Hg with standard systolic blood pressure of 140 mm Hg. A total of 10,251 
individuals with type 2 diabetes (mean age 62.2 years) with a ten-year duration 
of diabetes, at high risk for CVD events, were included in the study (45, 46). 
After 3.5 years of treatment it was found that the intensive group (HbA1c 
5.0%) had a 35% higher cardiovascular death rate than did the standard group 
(HbA1c 6.0 to 7.0%) (Swedish MonoS), independent of patients’ baseline char-
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acteristics. The patients in the intensive group who entered the study with no 
history of heart attack or stroke, or with HbA1c level �7.2% (Swedish MonoS), 
had fewer combined cardiovascular events during the study than did the pa-
tients in the standard group. Another finding was that the two groups differed 
in their medication: participants in the intensive group used more medication 
to meet their treatment targets. The intensive group’s treatment target had to 
be changed to that of the standard group and the data collection is estimated to 
be finished in 2009 (47). This finding in the ACCORD study does not change 
the proposal regarding new Swedish treatment targets; rather, it has been con-
sidered that it confirms that the treatment for each person needs to be indi-
vidualized and that high-risk individuals need to be treated carefully (48).  

National Diabetes Register 

The primary health care centres are encouraged to participate in the National 
Diabetes Register (NDR) in order to measure quality in diabetes care (26, 
49). The NDR was implemented in 1996 as a response to the 1989 St. Vin-
cent declaration requirement to assess the quality in diabetes care (26, 39). 
The implementation of the NDR has allowed the centres to perform quality 
control according to the national treatment targets. The centres are able to 
assess their patients’ possibilities to reach national treatment targets and 
make comparisons with the population in the register (49). When the register 
was implemented in Sweden it was unique in Europe, but since then the UK 
has also implemented a register. In 2004, the British government introduced 
a financial incentive to follow up the quality of care in primary health care – 
the Quality and Outcome Framework (QOF), and the majority of patients 
with type 2 diabetes are now registered in the QOF (50, 51). 

In Sweden, participation in the register is voluntary (26). Twelve years af-
ter implementation of the NDR, about 80% of centres report data to it. The 
majority of centres report data on-line, but direct transmission has increased 
during recent years (52) and will probably contribute to make it easier for 
centres to participate in the register. Reported data are validated by filtering 
extreme values (53).  

Until 2007 only adults (>18 years) with diabetes were registered in the 
NDR, but in 2008 children and adolescents with diabetes also began being 
included in the register (52). Before agreeing to participate, patients are in-
formed about the NDR (26). Demographic information on the patient like 
date of birth, age at diabetes onset, type of diabetes and treatment, and dura-
tion of diabetes is reported. Clinical characteristics of the patients such as 
HbA1c, height, weight, waist measurement, lipids, blood pressure, preventive 
treatment, various risk factors, diabetes complications and physical activity 
are also reported. Data are reported to the NDR from the centres at least once 
a year (52). Even though patient education is a prerequisite for successful 
diabetes care, no data are reported about the education provided to the NDR. 
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Patient education in diabetes  

Patient education in diabetes – history 

Frederick Allen and Elliott Joslin, two leading diabetes specialists in the US, 
were pioneers within patient education in diabetes during the early 20th cen-
tury (54, 55).  

Frederick Allen introduced the carbohydrate and calorie-restricted diet 
into the treatment, publishing the “Total Dietary Regulation in the Treat-
ment of Diabetes” in 1919. Elizabeth Hughes was one of Allen’s patients. 
She was 11 years old when she came to his clinic in 1919; everything she ate 
was weighed and she was punished if she diverged from the diet. However, 
Elisabeth did as she was told for the most part and followed her prescribed 
diet (55). This way of acting has later been defined as ”compliance”. Sackett 
and Haynes suggested a definition of compliance as: “the extent to which a 
person’s behavior (in terms of taking medications, following diets, or exe-
cuting lifestyle changes) coincides with medical or health advice” (56, p. 
1427). However, Elisabeth’s life changed and her quality of life was im-
proved when insulin was discovered in 1922 (55).  

Elliott Joslin, on the other hand, educated patients on a carbohydrate-
restricted diet and regular exercise, and his monograph “The Treatment of 
Diabetes Mellitus” was published in 1916 (54). Joslin was a pioneer in pa-
tient education in diabetes, implementing the team approach and initiating 
nurses into diabetes care at his clinic. The nurse was responsible for teaching 
the patients about diet, exercise and treatment. Joslin “believed in empower-
ing patients”, taking the patients’ needs into account and supporting educa-
tion aimed at patient autonomy (57). 

When diabetes is diagnosed it can be labelled as an acute disease, but in 
the lifelong perspective it is a chronic condition. Frederick Allen’s approach 
might be appropriate when treating an acute disease. Elliott Joslin’s view of 
patient education, on the other hand, seems to meet the needs involved in 
treating chronic conditions. These two leading diabetes specialists can be 
viewed as an example of two different concepts – compliance and empow-
erment. 

Compliance and empowerment   

During the 1970s, the concepts of compliance and empowerment were le-
gitimized. The characteristic feature of compliance has been seen as care 
providers/superiors giving advice and recommendations while pa-
tients/subordinates are expected to follow the advice and recommendations 
given to them (56). This way of acting is viewed from a “top-down perspec-
tive” (58). From this perspective, it is the care providers who define the 
problems, develop strategies to resolve the problem and involve the patients 
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in taking action to follow a plan that the care providers have made for them. 
Learner asserts that the reason compliance has been so strongly associated 
with patients having to “slavishly follow orders depends on limitation of 
informed consent as a guiding principle in decision-making” (56, p. 1428). 
Sackett and Haynes considered that three criteria should be fulfilled “prior to 
any attempts to change patient behavior. Firstly, the diagnosis had to be cor-
rect, secondly, the proposed therapy had to do more good than harm and 
thirdly the patient had to be an informed willing partner” (56, p. 1427).  

In the 1980s it was discussed that a lack of communication between care 
providers and patients had a negative influence on the patients’ behaviour 
and was one of the reasons they did not comply with the advice given to 
them (59). Findings in research in recent years indicate that this lack of 
communication between care providers and patients still exists. In a qualita-
tive study, Holmström et al. (60) found that 169 care providers from 20 pri-
mary health care centres presented only the information they considered 
relevant to the patient and expected the patients to follow their instructions. 
In focus-group interviews with 30 GPs in primary health care, Brown et al. 
(61) found that they felt they had informed their patients but that the patients 
did not adopt the information provided. The patients, on the other hand, 
found it difficult to follow the advice or information given by their care pro-
viders (62, 63). 

The concept of empowerment already existed in the 1920s but was not 
used in scientific literature until the late 1970s. Pioneer Barbara Solomon’s 
commitment and work among underrepresented populations in the US de-
scribed in her book “Black Empowerment: Social Work in Oppressed Com-
munities”, published in 1976, introduced the concept as a framework for 
social work practice. Its origin, based on the concept of power, is considered 
to be the reason it has become popular to use (64). The concept has been 
used in many different contexts in society, and perhaps not always in the 
context it was intended for. In health care, for example, it has been used as a 
cost-reduction concept based on the thought that increased power among 
patients reduces their need for health care (65).  

The empowerment concept in the educational sciences has developed out 
of Brazilian teacher and philosopher Paolo Freire’s work in Latin America. 
Freire taught poor people to read and to think critically, and also struggled 
like Solomon for the oppressed (66). Freire asserted that the first stage to-
wards transformation of power is that the oppressor and the oppressed be-
come aware of their condition. As long as the oppressor remains unaware of 
the condition he/she continues to have control over others, and as long as the 
oppressed remains unaware he/she accepts the control. It is first when the 
oppressed become aware of their situation that they are able to take control 
over their lives (67).  

Rappaport defined empowerment as a process whereby people gain mas-
tery and take control over their own lives. Empowerment is, according to 
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Rappaport, a process through which the individual him/herself takes control 
of his/her own situation. The components of this process take on different 
forms for different individuals and contexts, and the results differ both re-
garding the area in which the process occurs and among different individu-
als. For some individuals it can mean a sense of control while for others it 
can lead to real control (68). In the empowerment process, co-operation and 
trust are essential. In this process, care providers relinquish their power and 
enable patients to gain their power (69). The problems and solutions jointly 
arise from what we today call a “bottom-up” perspective (58).  

Patient education in diabetes – today 

Anderson et al. at the Michigan Diabetes Research and Training Center 
(MDRTC) introduced empowerment into patient education in diabetes at the 
beginning of the 1990s in the US (70-72). They implemented empowerment 
group education programmes in diabetes (empowerment programme) and 
evaluated their empowerment programme in a randomized wait-listed con-
trol-group study. A total of 64 patients with type 1 and type 2 diabetes par-
ticipated for six weeks in 2-h weekly group sessions. Six weeks after com-
pletion of the empowerment programme, an improvement in self-efficacy 
and glycaemic control was reported among the patients who had participated 
in the programme compared to those in the wait-listed control group (73).  

Evaluation of patient educational interventions for people with type 2 
diabetes during the 21st century indicates that there is a trend to actively in-
volve patients in their care in accordance with the empowerment philosophy. 

The effects of patient education for people with type 2 diabetes have been 
evaluated in several systematic reviews. Deakin et al. (74) compared group 
education programmes with routine diabetes care, a review that yielded 
1,532 patients from 11 studies. They found that group-based programmes in 
favour of routine treatment improved patients’ diabetes knowledge, reduced 
HbA1c at four to six months by 1.4%, at 12-14 months and two years by 
0.8% and 1.0%, respectively, and reduced body weight at 12 months by 1.6 
kg. Norris et al. (75) evaluated the efficacy of self-management education on 
patients’ glycaemic control, including a total of 4,263 patients from 31 stud-
ies in their analysis. The authors found that the intervention decreased HbA1c 
by 0.76% more than the control group at immediate follow-up and by 0.26 % 
at � 4-month follow-up. Further, they reported that an average of 23.6 hours 
of contact time between the care provider and patient was needed to achieve 
one percentage point reduction in HbA1c. In their review of 2,186 patients 
from 13 studies, Loveman et al. (76) examined the clinical effectiveness of 
patient education models in adults with type 2 diabetes. They reported that 
educational programmes delivered over longer intervals and/or provided 
with more frequent contact between patients and care providers seem to have 
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the best impact on patients’ metabolic control. These interventions have been 
performed in primary health care, outpatient and community settings.  

A summary of randomized controlled trials (RCTs) in patient education 
for people with type 2 diabetes in Europe, published in the 21st century, is 
presented in Table II as a complement to these reviews (77-88). Only three 
of the studies were performed in a primary health care setting (77, 87, 88). 
The interventions have mostly been provided in the context of a group edu-
cation programme and the empowerment philosophy has been used as the 
theoretical basis for the programmes. In four of the studies (78, 79, 85, 88), 
the baseline values differ between the two study groups. However, in three 
of the studies (78, 85, 88) adjustments have been made for the difference in 
the baseline values, while this is unclear in the fourth (79). One of the stud-
ies had a high level of drop-outs between initial recruitment and reporting of 
findings. This study had, on the other hand, the largest study size and a fol-
low-up time of six years (77). Follow-up times differ considerably between 
the studies, which makes it difficult to draw conclusions. It seems, however, 
that regular encounters between care providers and patients over a longer 
period of time have an impact on patients’ outcomes. This is in line with the 
findings by Norris and Loveman et al. (75, 76). 

Learning how to learn 

Patients with diabetes need support in discussing and understanding their 
condition (37). Care providers have been found to need support in starting to 
use a new method or approach (70, 89-91). Pill et al. (91) found that only 
19% of care providers applied the method they had been trained to apply. 
Anderson et al. found that it was not easy for care providers to “change 
deeply integrated behaviors” and apply a new approach (70, p. 589). Kin-
month et al. (90) reported that care providers lost focus on the disease when 
they applied a patient-centred approach. Doherty et al. (89) concluded that 
after care providers had participated in a 40-h training programme some of 
them had an easier time applying the new approach than others did. In these 
studies, the care providers had been educated in methods or approaches to 
apply in patient education in diabetes.  

Theories of adult learning are extensive. The theories presented below 
have been chosen to gain insight into and an understanding of how adult 
learning can be viewed. Adult learning is considered to be different from 
young peoples’ learning, as adults have lifetime experiences. The adult 
learning theory is called andragogy, and is defined as “the art and science of 
helping adults learn” (92, p. 213). Malcolm Knowles is seen as “the father of 
adult learning in the 20th century”; He wrote the books “The Modern Prac-
tice of Adult” and “The Adult Learner” at the beginning of 1970s (93). 
Knowles presents five guiding principles for adult learning: “adults are inde- 
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pendent and self directing, they have accumulated a great deal of experi-
ence, they value learning that integrates with the demands of their everyday 
life, they are more interested in immediate, problem centred approach than in 
subject centred ones, and they are more motivated to learn by internal drives 
than by external ones” (92, p. 213). The concept of adult learning has many 
synonyms, but “common for all concepts is that they contain an element of 
change either on the emotional, intellectual or behaviour level” (94, p. 23).  

Marton (95) talks about deep and surface approaches to learning. The 
deep approach implies having an understanding of what you have learned 
and being able to put it into context. It is easier to put learning into context 
when you have knowledge about the issue. The surface approach, on the 
other hand, entails learning for the sake of learning.  

Moxnes (94) asserts that adults learn mostly by doing something. The 
more meaningful they consider what they are doing to be, the more they 
learn. Learning takes place when people experience that the issue has mean-
ing for their own aims and goals. Moxnes talks about learning as a cyclic 
lapse that is constantly occurring. This lapse starts with active experimenta-
tion based on our frames of reference. This experimentation will be subject 
to reflection, which leads to an analysis that can lead to a change in our 
frames of reference. The changed frames of reference will be a point of de-
parture for new experiments, and so on. Moxnes also discusses another as-
pect of learning, ”un-learning”. This aspect of learning means leaving old 
convictions and opinions - getting rid of old knowledge. While new learning 
is built upon old experiences, ”un-learning” needs to take place in the light 
of the new knowledge and within old concepts and frames of reference. He 
considers that besides old experiences, some form of individual insight about 
the result the change will have for you, as well as motivation, are required to 
convert the insight into action.  
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Rationale of the thesis  
It has been common that patients with type 2 diabetes have been referred to a 
one-week programme at the hospital outpatient clinic when they have been 
considered to be in need of insulin supplementation. In the late 1990s, the 
diabetes team responsible for the outpatient care at Västerås Central Hospital 
(in the county council of Västmanland) in central Sweden participated in a 
two-day workshop in empowerment arranged by the Diabetes Education and 
Research Centre (LUCD), Karolinska Hospital, Sweden. LUCD had adopted 
the approach from the MDRTC in the US. At that time I worked as a dieti-
cian on the diabetes team at Västerås Central Hospital, and participated in 
the workshop. The team wanted to learn how to support and strengthen pa-
tients’ own resources for managing their lives with the disease. The empow-
erment approach was implemented in the one-week programme for patients 
with type 2 diabetes, and patients’ experiences of participating in the pro-
gramme were evaluated. Data were collected in individual interviews, with 
11 patients participating in the interviews. The patients had ten years experi-
ence of living with the disease. The data from the interviews indicated that 
the one-week programme had contributed to giving them insight into what 
their disease was about, but they asked: “Why have we not been told this 
earlier?” (96). They should not have needed to live for ten years with the 
disease before they began understanding what type 2 diabetes was about.  

For this reason, the 18 primary health care centres in the hospital’s 
catchment area were asked to participate in a two-day empowerment work-
shop offering support in arranging empowerment programmes at their cen-
tres. Of the 18 centres, ten responded that they were interested, and partici-
pated in the workshop. Of the ten centres that had participated in the work-
shop, seven implemented an empowerment programme. At that time, Ander-
son et al. were the only ones who had evaluated the implementation of the 
empowerment approach in diabetes. They evaluated diabetes educators’ 
experiences of participating in their three-day empowerment workshop (70) 
and their empowerment programme in a randomized wait-list controlled six-
week follow-up study (73). We wanted to evaluate the care providers’ view 
on implementing the empowerment programme in a defined primary health 
care setting in central Sweden and to quantitatively and qualitatively evalu-
ate the implementation of the programme to get a nuanced picture of this 
new approach in diabetes care. To increase our understanding of how patient 
education is provided for people with type 2 diabetes in primary health care 
in the whole of Sweden, not only in this defined setting in central Sweden, 
we needed to conduct a national survey. 
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Aim 

General aim 
The general aim of this thesis was to evaluate different aspects of patient 
education for people with type 2 diabetes in Swedish primary health care.  

Specific aims 
The specific aims of the different papers were as follows: 
 
– to gain insight into and understanding of general practitioners’ and diabe-

tes specialist nurses’ views on implementing an empowerment pro-
gramme at their primary health care centres and to explore opportunities 
for and barriers to its implementation (Paper I). 

 
– to evaluate the impact of an empowerment programme on patients’ con-

fidence in diabetes knowledge, self-efficacy, satisfaction with daily life, 
BMI and glycaemic control compared with the impact of individual 
counselling in routine diabetes care on the same factors at a 1-year fol-
low-up (Paper II). 

 
– to explore patients’ experiences of participating in the empowerment 

programme or receiving individual counselling in routine diabetes care 
(Paper III). 

 
– to describe how patient education is arranged in Swedish primary health 

care and to assess whether type of education and individual goal setting 
have an impact on patients’ possibilities to reach recommended national 
treatment targets (Paper IV). 
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Methods 

Study designs  
Qualitative and quantitative designs have been used in this thesis. An over-
view of designs and methods is presented in Table III. The papers are based 
on samples from primary health care centres in the county council of Väst-
manland in central Sweden (Papers I-III) and from Swedish primary health 
care (Paper IV).  

 

Table III. An overview of designs, methods and data analyses in the four papers.  

 

Study populations 

Paper I 

At seven primary health care centres in central Sweden, seven GPs and 12 
DSNs participated in an empowerment workshop and in a pilot group prac-
tising leading empowerment group sessions. All 19 care providers consented 
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to participate in focus-group interviews after they had implemented two em-
powerment programmes at their centres. Of these, two GPs and one DSN 
withdrew due to sick leave, vacation and misunderstanding concerning ap-
pointment time, respectively. This meant that 16 care providers, five GPs 
(two females and three males) and 11 DSNs (all females) from six centres 
participated in the study. The mean age of the five GPs was 46 years and of 
the 11 DSNs 53 years. The GPs and DSNs had worked in health care ap-
proximately 17 and 30 years, respectively. One of the 16 care providers had 
arranged group education previously.   

Paper II 

Patients at the seven centres that had implemented the empowerment pro-
gramme participated in an RCT, being randomly assigned either to the inter-
vention (empowerment programme) or to the control group (individual 
counselling in routine diabetes care). To avoid threats to internal validity, a 
comparison group was selected from four of the 11 centres that had not par-
ticipated in the empowerment training.  

Inclusion criteria in the study were: receiving dietary or OHA; � 75 years 
of age; HbA1c value ranging from 6.5% to 10%; diabetes duration of at least 
one year; considered able to participate in a diabetes group and able to un-
derstand the Swedish language. Exclusion criteria were: known alcohol 
abuse; known mental disability; presence of serious disease (stroke, late 
stage of cancer) and having previously participated in group education. 

Altogether, 170 patients who fulfilled the study criteria were asked to par-
ticipate in the RCT. They were first informed by mail about the study, and 
some days later the DSNs responsible for the data collection at the centre 
contacted them by phone. Of the 170 patients, 69 declined participation. The 
remaining 101 who gave their consent to participate were scheduled for a 
visit to their centres prior to the intervention to perform the baseline meas-
ures. At this visit, each patient was randomly assigned to one of the two 
groups. A research assistant had performed the randomization in blocks of 
four for each of the seven centres. A closed-envelope system was used, 
whereby the envelopes were drawn in consecutive order after the baseline 
measurements.  

Eight patients withdrew from the intervention group before the one-year 
follow-up. Thus, 42 patients remained in the intervention group. Five pa-
tients withdrew from the control group before the one-year follow-up, leav-
ing 46 patients in that group. A flow chart showing the participants through-
out the RCT is presented in Figure 1. The mean age of the patients in the 
intervention group was 62.4 years, and they had lived a mean of 6.5 years 
with the disease. The mean age of the patients in the control group was 63.7 
years and they had lived a mean of 6.7 years with the disease.  
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The comparison group was selected from the four centres not involved in 
the empowerment programme to control for bias. At these four centres, the 
59 patients who fulfilled the study criteria were asked to participate in the 
study. Twenty patients declined participation and four withdrew before the 
one-year follow-up (one was diagnosed with cancer, three were referred to a 
medical clinic). The comparison group comprised 35 patients. No statisti-
cally significant differences were found between the comparison and control 
groups in patient characteristics at baseline and the outcome measures. The 
findings indicated that no contamination seemed to have occurred in the 
control group. 

 

Figure 1. Flow chart showing participants throughout the randomized controlled 
trial in Paper II. 



 30 

Paper III 

In total, 28 patients participated in an interview study. Of these, 14 patients 
had participated in the empowerment programme and 14 had received indi-
vidual counselling in routine diabetes care (one male and one female from 
each group at the seven centres) in the RCT. The mean age of the patients in 
the empowerment programme was 61.9 years and they had had the disease a 
mean of 5.8 years. The mean age of the patients in the individual counselling 
in routine diabetes care was 64.9 years and they had had the disease a mean 
of 6.7 years. 

Paper IV 

Two data sources have been used to collect data from Swedish primary 
health care in 2006: a questionnaire used in a Swedish national survey of the 
quality and organization of diabetes care in primary health care (Swed-QOP 
questionnaire) and patients’ data reported to NDR. In total, 957 health care 
centres were registered in the Health & Medical information service address 
register. Of these 36 centres had been withdrawn, meaning that 921 centres 
were eligible to participate in the study. Centres that had not reported any 
patients or that had reported <30 diabetic patients to NDR (n=199) were 
excluded. Two hundred and thirty-seven centres did not respond to the ques-
tionnaire. In total 485 centres, with 91,637 diabetic patients in all, were in-
cluded in the study. A flow chart of the centres is shown in Figure 2. The 
mean age of the patients was 68 years and they had had diabetes a mean of 
8.6 years.  

 

Figure 2. Primary health care centres in the Swedish national survey. 
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Intervention (Papers I, II, III) 

The care providers’ preparation in becoming facilitator in 
empowerment programme  

During 2000 the 19 care providers at the seven primary health care centres 
participated in a two-day workshop arranged by LUCD. Prior to the work-
shop, the care providers had been encouraged to follow a two-day diabetes 
regime to increase their understanding of how it felt to follow instructions 
given to them and to live with the condition. The educator at the workshops 
was the manager at LUCD and was responsible for the implementation of 
the empowerment programme in Sweden, and the author assisted as a super-
visor.  

The programme in the workshop was designed to provide prospective fa-
cilitators with the theoretical framework of empowerment, motivation and 
learning principles. The practical part included training in being facilitators 
in the encounter with other participants in videotaped, individual counsel-
ling. After the workshop, the care providers practised being facilitators in a 
group with at least four diabetic patients in four group education sessions 
(pilot programme) at their centres. The author participated in the pilot pro-
gramme as an observer in at least one group session at each centre, and 
videotaped three of these sessions. Observations showed that the care pro-
viders/facilitators needed to improve their listening skills as well as their 
way of posing questions, problem solving, goal setting, and supporting pa-
tients in behavioural changes and medical treatment. Feedback on these ob-
servations was given in meetings with the care providers/facilitators at each 
centre. Further, the care providers/facilitators participated in three half-day 
follow-up meetings to discuss the approach and the content of the empow-
erment programme, and to exchange experiences. The first half-day follow-
up meeting took place during the latter part of 2000, the second in the spring 
of 2001 and the third in the autumn of 2001.  

The empowerment programme  

One GP and one or two DSNs were facilitators in the programme at each 
centre. The design of the empowerment programme, based on empowerment 
philosophy and adult learning principles, is presented in Table IV.  

The first education session started with an introduction and a discussion 
of the patients’ expectations of the programme. An important part of the 
sessions was allowing the patients to feel free to ask questions and talk about 
their own experiences. One or two themes about self-care and the disease 
were discussed during each session. The sessions ended with the facilitators 
encouraging the patients to reflect upon their experience regarding the be-
havioural changes they needed to undertake in their self-care. After the first 



 32 

session, the intention was to begin each session with a discussion of the pa-
tients’ reflection upon and evaluation of their experiences of behavioural 
change since the previous session.  

 
Table IV. The empowerment programme. 

Data collection 

Focus-group interviews (Paper I) 

Prior to the data collection, the GPs and DSNs had participated in the care 
providers’ preparation in becoming facilitators in the empowerment pro-
gramme. Besides the pilot programme, they had implemented one more pro-
gramme at their centre. They received a personal written invitation contain-
ing time and place one month before their participation in the focus-group 
interviews. The interviews were conducted in a place that was neutral to the 
care providers, and data were collected three to nine months after imple-
menting the programme.  

Prior to the interviews, the questions were tested by one of the members 
of the diabetes team who had implemented the programme at Västerås Cen-
tral Hospital.  

Three focus-group interviews were carried out, one with the GPs and two 
with the DSNs. Open-ended interview questions were used with a focus on 
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the opinion, application, and opportunities for and barriers to implementing 
empowerment programmes at their centres. The moderator of the discussions 
was a DSN and an educator at LUCD. Two assistants (the author and a So-
cial Sciences master student) helped the moderator by tape recording the 
interviews and summarizing the discussions. The same moderator and assis-
tants participated in all three focus-group interviews. The tape-recorded in-
terviews were transcribed verbatim. 

A 27-item study specific questionnaire (Paper II) 

A 27-item study-specific questionnaire (seven questions about confidence in 
diabetes knowledge, ten questions about self-efficacy and ten about satisfac-
tion with daily life) was used to evaluate the programme (see Appendix). 
The seven questions about confidence in diabetes knowledge were con-
structed for the study, with answers being given on 100 mm visual analogue 
scales (VAS). Most of the ten questions on self-efficacy had been used in 
earlier studies (97); these answers were also given on 100 mm VAS. Several 
of the ten questions concerning satisfaction with daily life were adapted from 
the World Health Organization Quality of Life Assessment (98). The an-
swers, given on five-point scales, were linearly transformed to a 0-100 scale 
to facilitate presentation and comparison with the VAS. Higher values indi-
cated that the patients had more confidence in diabetes knowledge and 
greater self-efficacy, and were more satisfied. 

Individual interviews (Paper III) 

The author contacted all 28 patients by phone within two weeks to agree 
upon a time and place for the interviews. All interviews except one were 
conducted at the patients’ primary health care centre or at a centrally located 
centre. One interview was conducted at the patient’s home, due to the pa-
tient’s limited mobility.  

Prior to these interviews, four pilot interviews were performed to test the 
interview guide - two with patients who had participated in the empower-
ment programme and two with patients who had received individual coun-
selling in routine diabetes care (one male and one female in each group).  

Semi-structured interviews were performed once with each of the 28 pa-
tients. The main theme discussed was the patients’ experiences of the diabe-
tes education, and additional themes discussed were: a) learning, b) behav-
ioural change and c) self-care management. The author interviewed all par-
ticipants, and the interviews were tape-recorded and transcribed verbatim. 
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Swed-QOP questionnaire (Paper IV) 

The Swed-QOP questionnaire is based on questions from questionnaires 
used in primary health care in Sweden (99) and the UK (24, 100). 

In February 2007 the questionnaire was sent, together with a cover letter 
and pre-paid envelope, to 957 managers at the primary health care centres 
registered in the Health & Medical information service address register. Af-
ter two weeks a reminder letter was sent to the 760 managers who did not 
respond to the first request, and after another three weeks the reminder letter, 
questionnaire and pre-paid envelope were sent to the 560 managers/DSNs 
who had not responded to the second request. Telephone contact was made 
after four months with the 357 centres that had not yet responded to the re-
quest. The aim of the telephone contact was to get the name of a DSN or 
another person responsible for the diabetes care at the centre. During the 
summer an additional reminder letter, questionnaire and pre-paid envelope 
were sent to this person. Collection of the questionnaires was completed at 
the end of August 2007.  

The questionnaire was scanned into the computer and verified, and an-
swers to the open questions were handled manually. When this procedure 
was finished the data were sent to the NDR, where the statistician included 
the latest reported patient data they had received from the centres in 2006. 
Before the author responsible for the study received the data, it was decoded 
by the statistician. 

The questions in the Swed-QOP questionnaire are shown in Table V. The 
questions used in this study addressed the list size of centres, personnel re-
sources, type of patient education in diabetes and individual goal setting. 

Table V. Questions in the Swed-QOP questionnaire. 
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HbA1c and BMI (Papers III, IV) 

In Sweden, HbA1c is measured using MonoS, a high-performance liquid 
chromatography method. The Swedish HbA1c can be converted to DCCT 
standard with the formula: 0.923 x HbA1c (MonoS) + 1.345 (101).  

Height and weight were measured and BMI was calculated as weight in 
kilograms divided by the square of height in meters.  

National treatment targets (Paper IV) 

During the data collection period, treatment targets in Sweden were for 
HbA1c <6.5%, BMI <25 kg/m2, cholesterol <5.0 mmol/l, blood pressure 
�140/85 mm Hg (40). 

Physical activity (Paper IV) 

During the data collection period, the general physical activity recommenda-
tion in Sweden was three to five times a week. 

Data analyses 
In the thesis, qualitative (Papers I, III, IV) and quantitative (Papers II, IV) 
analyses were used. The data from the focus-group interviews were analysed 
using constant comparative method of Glaser and Strauss (102). The data 
from the individual interviews and the answers to the open-ended questions 
in the Swed-QOP questionnaire were analysed using qualitative content 
analysis, according to Graneheim and Lundman (103). The findings from the 
qualitative analysis of the answers on the open questions in the Swed-QOP 
questionnaire were used in the quantitative analyses. For the quantitative 
data analyses, the Statistical Package for the Social Sciences (SPSS, version 
14.0, SPSS Inc., Chicago, IL, USA) for Windows was used. For all analyses, 
a two-tailed p-value <0.05 was regarded as significant and 95% confidence 
intervals were given when appropriate. 

Qualitative data analyses (Papers I, III, IV) 

All data from the three focus-group interviews in Paper I were collected 
before the analysis started. The text of each focus-group interview was read 
to gain a sense of wholeness. After this, the open coding was started through 
reading each transcript sentence by sentence. Examples of questions the 
researchers asked when they analysed the transcripts were “What expresses 
this phenomena or event?”, “What similarities and differences can we see in 
the phenomena or event?”, “What is the pattern or story?”, “What concepts 
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or properties express the phenomena or events?”. The analysis process went 
forward as well as backward. When data from the three focus groups were 
compared, a pattern grew that focused on the main theme and the core and 
sub-categories.  

In Paper III, both manifest and latent messages were used in the qualitative 
content analysis of the data from the 28 individual interviews. All texts were 
read through several times to apprehend the material in its entirety. Thereaf-
ter, the texts from each of the two groups were read though several times to 
grasp the material in each group. The first four steps in the analysis process 
from meaning unit, condensed meaning unit and codes to sub-categories 
were performed separately for each group. Thereafter, the sub-categories in 
the two groups were compared. This comparison brought forth our sugges-
tion of categories representing data in each group (step five) and main cate-
gories representing data from the two groups (step six). An example of the 
analysis process is shown in Table VI. 
 
In Paper IV, manifest messages were used in the qualitative content analysis 
of four open-ended questions in the Swed-QOP questionnaire about how 
patient education is arranged in Swedish primary health care. The answers 
were read through several times to grasp the material in its entirety. The 
analysis started through the identification of statements that described how 
patient education is arranged at the centre. The statements were condensed to 
shorten the text without losing its message. The condensed text was then 
labelled with a code representing its content. Similarities and differences 
between the codes were compared to identify categories represented in the 
data. These categories were not static, as they could change if new phenom-
ena appeared in the data. 

Quantitative data analyses (Papers II, IV) 

In the RCT in Paper II, both per protocol and intention-to-treat (ITT) analy-
ses were performed. The primary end point was HbA1c. A power calculation 
(80% power at the 0.05 significance level) showed a need for 51 patients in 
each group to detect a difference in mean HbA1c of one percentage point (SD 
1.8). A factor analysis with varimax rotation was used to test the construct 
validity of the 27-item study-specific questionnaire. This analysis yielded 
three factors, all of which had eigenvalues above 1.0 (2.1-7.6), and explained 
78% of the variance.  

We used analysis of covariance (ANCOVA) adjusted for baseline values 
to estimate between-group differences in change in the parametric variables 
BMI and HbA1c (104). 
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In Paper IV, the Pearson correlation coefficient was used for continuous 
variables and Cohen’s kappa for discrete variables in the reliability test of 
the Swed-QOP questionnaire. Stepwise multiple linear regression analyses 
with backward selection were performed, with HbA1c, BMI, cholesterol, 
blood pressure and physical activity as dependent variables. The list size of 
centres, personnel resources, type of patient education and individual goal 
setting were independent variables.  

Validity and reliability 
Four researchers participated in the qualitative analysis process to decrease 
the subjectivity in the data interpretation, and citations were used to allow 
the reader to judge credibility (Papers I, III). The findings of the focus-group 
interview analysis were presented to the five GPs and the 11 DSNs, who 
agreed with them.  

The seven GPs and 12 DSNs at the seven centres could be responsible for 
the care of patients in both the intervention and control groups in the RCT 
(Paper II). To reduce threats to internal validity, a comparison group was 
selected from four centres not involved in the empowerment programme. 
Since the 27-item questionnaire was study-specific, several attempts were 
made to validate it; as a whole, it was tested in 34 patients participating in 
the pilot programme. A factor analysis was performed to test its construct 
validity. The internal consistency of the three domains found in the factor 
analysis was estimated – they were homogenous with a Cronbach ��above 
0.79.  

A reliability test of the Swed-QOP questionnaire (Paper IV) was per-
formed among ten DSNs and ten primary health care managers at ten centres 
and showed a correlation between -0.316 and +1.0. The questions with low 
reliability were adjusted or reconstructed, and the instructions were made 
clearer. Two researchers, independent of each other, analysed a random 
sample of 20 responses to the four questions about how patient education is 
arranged at the centres. The interrater reliability agreement was 85%. 

Ethical considerations 
The study designs for all papers were approved by the Research Ethics 
Committee at Uppsala University: Paper I (Dnr 02-038), Paper II (Dnr 00-
412), Paper III (Dnr 02-127), Paper IV (Dnr 2006:335). 

All participants were informed about the aim of the studies, that participa-
tion was voluntary and that they could cease participation whenever they 
wanted. All participants gave their informed consent to participate in the 
studies (Papers I-IV). The patients registered in the NDR had given their 
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informed consent to participate in NDR (Paper IV). Answering the 27-item 
study-specific questionnaire (Paper II) and Swed-QOP questionnaire (Paper 
IV) was voluntary. All data were treated confidentially (Papers I-IV). The 
biochemical tests were conducted by experienced personnel; thus the studies 
were hardly likely to cause pain or discomfort to the participants (Papers II, 
IV).  



 40 

Findings 

Care providers� view of implementing an empowerment 
programme (Paper I) 
The main finding in this paper was conflicting roles. At the same time as the 
care providers started the transition from individual counselling in routine 
diabetes care to arrange group education at their centre, they needed to find 
their new role. There were many new factors to handle at the same time, and 
the care providers felt a need for support from their centre concerning the 
changed routines and approach.  

The care providers were used to the traditional approach they had been 
applying in the individual counselling in routine diabetes care; empower-
ment was new to them. They understood the empowerment approach theo-
retically, but felt unaccustomed to it and needed time to grow into it. It was 
easy to fall back into their roles as experts who gave advice and recommen-
dations to the patients. As experts, they felt secure - they knew what was 
best for the patient. They felt that becoming a facilitator who considered 
patients’ needs required time and training. As facilitators, they felt a need for 
support in their learning process in direct connection to the sessions.  

Impact of the empowerment programme (Paper II) 
No significant differences were found in the per protocol analyses in base-
line values of patients’ characteristics (sex, occupation, marital status, age, 
diabetes duration, treatment) and outcome measures (confidence in diabetes 
knowledge, self-efficacy, satisfaction with daily life, BMI and HbA1c) be-
tween the patients in the empowerment programme and those in individual 
counselling in routine diabetes care.  

In the ITT analysis it was found that significantly (p<0.05) more patients 
in the empowerment programme were married/cohabitant compared to those 
in routine diabetes care.  

At the one-year follow-up, the patients’ level of confidence in diabetes 
knowledge was significantly higher in the empowerment programme than 
that of the patients in the individual counselling in routine diabetes care 
(p<0.05). No statistically significant differences were found in self-efficacy, 
satisfaction with daily life, BMI or HbA1c between the patients in the em-
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powerment programme and those in the individual counselling in routine 
diabetes care.  

Patients’ experiences of participating in the programme 
(Paper III) 
The patients’ experiences of education at their centre differed depending on 
whether they had participated in the empowerment programme or the individ-
ual counselling in routine diabetes care. The three main categories found that 
represented both groups were: relationship, learning and controlling the dis-
ease. The patients’ experiences differed within these main categories. Those in 
the empowerment programme experienced horizontal relationships, participa-
tory learning and self-control. They experienced an open environment, sense 
of community and support from both the other participants and the programme 
facilitators. They talked about how the programme gave them the possibility to 
exchange experiences, and allowed them to evaluate and reflect on their ex-
periences and learn more about their disease. Further, the programme helped 
them gain insight into their disease and to realize that they needed to change 
their behaviour. The patients in the individual counselling in routine diabetes 
care experienced vertical relationships, learning by compliance and external 
control. They said that it was the care providers who asked the questions, 
while it could happen that they went home with their questions unanswered. 
The care providers gave advice and recommendations, and nagged them if 
they did not follow the advice they had received. They were ambivalent as to 
whether they should change their behaviour because they did not feel any pain 
from a higher blood glucose level. In this setting, the care providers were seen 
as the experts who controlled the patients’ condition. 

Patient education in Swedish primary health care  
(Paper IV) 
In the individual counselling, 50% (n = 244) of the centres were found to be 
checklist-driven, 8% (n = 40) individualized the counselling based upon 
patients’ needs and 41% (n = 201) had not reported how they performed the 
counselling. A total of 22% (n = 105) of the centres reported that they ar-
ranged group education. Of these, 67% (n = 70) used pre-planned pro-
grammes, 9% (n = 9) individualized the programme to patients’ needs and 
25% (n = 26) had not reported how they arranged the programme. The ma-
jority (91 – 98%) of centres reported that they set individual goals. A minor-
ity (23 – 36%) of the centres reported that patients were involved in the final 
decisions regarding their goal setting.  
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Individual goal setting was found to have an impact on patients’ possibili-
ties to reach national treatment targets after adjustments were performed for 
organizational factors such as list size of centres and personnel resources. 
Setting individual goals was found to have an impact on patients’ possibili-
ties to reach the treatment targets for HbA1c, blood pressure, cholesterol and 
physical activity. Reaching the treatment target for HbA1c was related to 
those who set HbA1c goals (R2= 0.057, p = 0.034), blood pressure (R2= 
0.044, p = 0.007) and cholesterol (R2 = 0.021, p = 0.002) to lipid goals, and 
physical activity to HbA1c goals (R2 = 0.022, p = 0.051). 

 



 43

Discussion 

In this thesis, different aspects of patient education for people with type 2 
diabetes in primary health care have been evaluated. The empowerment ap-
proach applied in a primary health care setting in central Sweden has high-
lighted the difficulties involved when introducing a new approach. The find-
ings showed that care providers needed support during the learning process 
involved in implementing the empowerment programme. On the other hand, 
patients’ level of confidence with regard to diabetes knowledge had in-
creased after they had taken part in the new programme. However, this did 
not influence their glycaemic control. Patients who participated in the pro-
gramme experienced self-control, while those in individual counselling in 
routine diabetes care experienced external control. The findings indicate that 
nationwide patient education is generally provided in checklist-driven indi-
vidual counselling and that few centres arrange group education pro-
grammes. The counselling is seldom individualized based upon patients’ 
needs, and patients are not involved in the final decisions regarding their 
goals. Setting individual goals, however, was found to have an impact on 
patients’ possibilities to reach national treatment targets.  

 
The care providers who implemented the programme experienced conflict-
ing roles when applying the empowerment approach. They were acquainted 
with their role as experts in individual counselling in routine diabetes care, 
and knew very well how to inform patients. The new role as facilitator im-
plied a need for support in the learning process. This is in line with what 
other studies have reported – that care providers need time to implement a 
new approach or method (105, 106). It has also been found that it is easier to 
place learning in a context if you have knowledge about the issue you are 
learning (95). The conflicting roles the care providers experienced had their 
origin in the fact that they had been used to being the experts during all their 
years of working in health care. When participating in the programme, they 
struggled to discard their old “backpack” to begin applying a new approach 
in their encounter with the patient. This is in accordance with adult learning 
theories. Moxnes (94) asserted that adults need to “un-learn” to get rid of old 
knowledge in order to be able to attain new knowledge. In adult learning 
experiences, reflection and evaluation are considered important for changing 
one’s frame of reference (92-94). Learning is considered to involve behav-
ioural change (94). The findings indicate that the care providers had changed 
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their behaviour, but that their learning might have been facilitated if they had 
received support from the supervisor in direct connection to the sessions. In 
the summary of type 2 diabetes educational intervention studies in Europe 
(Table II), two studies reported that they had provided continual feedback to 
the responsible care providers/pharmacists during the study (77, 83). These 
two studies showed significant impact on patients’ glycaemic control at two- 
(83) and six-year follow-up (77) compared to the control group. Significant 
findings were also reported when the researchers themselves had been the 
teachers (82, 84, 87). This indicates how difficult it might be to transfer the 
intended intervention to other professionals. 
 
The empowerment programme improved patients’ level of confidence in 
their diabetes knowledge compared with those who had received individual 
counselling in routine diabetes care. However, the programme did not have 
any impact on the patients’ glycaemic control. Other European type 2 diabe-
tes educational intervention studies have found significant impact on pa-
tients’ glycaemic control compared with the control group shown in Table II. 
However, there were several differences between our intervention and those 
in the summary. One was the follow-up time. It seems that interventions 
with long-term follow-up (5-6 years) have significant impact on patients’ 
glycaemic control (77, 82, 87). Two of these studies have had regular en-
counters between the care providers and patients every third month (77, 82).  

Of the six studies (79, 83-86, 88) that reported follow-up time in accor-
dance with our one-year follow-up study, three (84-86) reported significant 
improvement in patients’ glycaemic control compared to the control group. 
The differences between our study and these three studies were the personnel 
responsible for the programme (84-86), the care providers’ training prior to 
the programme (84-86), the amount of time provided in the intervention (85, 
86), the theory underlying the programme (86), and where the studies were 
conducted (84, 85).  

Of the nine studies in Table II, three were performed in a primary health 
care setting (77, 87, 88). Providing individual goal setting every third month 
was found to have an impact on patients’ glycaemic control at six-year fol-
low-up (77). Having the researcher as moderator in ten 2-h group sessions 
was also found to have an impact on patients’ glycaemic control at long-term 
follow-up (5 years) (87), while no effect was found after one day or two 
half-day group sessions at one-year follow-up (88).  

The summary indicated that regular encounters between care providers 
and patients over a longer period of time have an impact on patients’ gly-
caemic control. This finding is in accordance with the findings of Norris and 
Loveman et al. (75, 76). They found that the amount of contact time and/or 
contacts over longer intervals between care providers and patients have an 
impact on patients’ glycaemic control. Therefore, with the knowledge we 
have today we should have planned for more encounters between the care 
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providers and patients for a longer period of time in our intervention. Most 
people with type 2 diabetes receive their care and education in primary 
health care for that reason the intervention ought to be performed in this 
setting with their ordinary care providers so that the findings can be repli-
cated and generalized.  

 
To increase our understanding of the process that occurred among the pa-
tients who had participated in the empowerment programme, we performed 
the interview study with patients who had participated in the one-year fol-
low-up study. The programme was based on the empowerment philosophy 
and adult learning principles. These principles were in accordance with 
Moxnes and Knowles’ (92-94) view of adult learning. Patients were encour-
aged to decide what behavioural changes they needed to undertake in their 
self-care and to reflect on and evaluate their experiences to be able to change 
their frame of reference. Freire (67) proposed critical thinking through group 
dialogue, in which everyone participates as equals, including the teacher, to 
create social knowledge. He asserted that “without dialogue there is no 
communication and without communication there can be no true education” 
(67, p. 92-93). Further, he considered that as a teacher you need to have 
“trust in people and their creative power” (67, p. 75). Knowles (92) asserted 
that adults often want to apply new knowledge immediately. Our weekly 
programme was arranged to facilitate patients’ ability to apply their new 
knowledge in their self-care. The design of the programme might have facili-
tated patients’ possibilities to begin understanding their condition and how to 
manage it in their daily life.  

The patients in the individual counselling reported a relationship based on 
compliance and external control. Their description of the education in the 
individual counselling seems to be in accordance to what Freire referred to 
as “banking education” or one-way communication (67). We interpreted the 
patients’ descriptions of their learning as compliance. The concept of com-
pliance has been seen within medicine as patients having to follow the ad-
vice given to them by their care providers (107, 108). However, this view of 
the concept might not be in accordance with Sackett and Haynes’ intention 
(56). Their aim regarding this concept was a non-judgmental alternative to 
the previously used concept of “recalcitrance”. It has been discussed that the 
concept of compliance should be replaced with that of “adherence”, which 
has been considered to be less authoritative. However, Sackett and Haynes 
saw these two concepts as interchangeable (56, 107), stating that an agree-
ment between care providers and patients is necessary before any attempts 
can be made to change patients’ behaviour (56). Anderson and Funnell as-
serted that “eliminating the concept of compliance and adherence makes it 
possible to discover and actualize the patients’ responsibility for their diabe-
tes self-management”. It would be a “win-win collaboration among equals” 
(109, p. 603). In later years another concept, “concordance”, has been dis-
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cussed as a replacement for “compliance” and “adherence”. This concept 
includes negotiation between equals, openness in the relationship and a 
therapeutic alliance between care providers and patients (110). This concept 
seems to be in accordance with the empowerment philosophy and might 
contribute to a change in relationship between care providers and patients. 

 
The nationwide survey was conducted to give us knowledge of how patient 
education is arranged in Swedish primary health care and whether it has an 
impact on patients’ possibilities to reach national treatment targets. The find-
ings from the survey highlighted the fact that patient education seems to be 
traditional and pre-planned, and little consideration was taken regarding 
patients’ individual needs or their possibilities to set their own goals. In gen-
eral, the patient is provided education in individual counselling and a minor-
ity of patients were offered participation in group education programmes. 
However, the evidence is conflicting regarding whether the education ought 
to be provided in a group setting or as individual counselling (74, 75). In 
their systematic review, Deakin et al. (74) found that group education im-
proved patients’ metabolic control compared to routine treatment, while 
Norris et al. (75) did not find differences in patients’ glycaemic control if the 
education had been delivered in a group or in individual counselling. It has 
been found cost effective, however, to provide the same amount of informa-
tion to patients in a group than in individual counselling (111). In the sum-
mary of the educational intervention studies performed in Europe (Table II), 
it was found that most of the interventions have been performed as group 
education (79, 82-85, 87, 88). Only two had been performed as individual 
counselling (77, 78), one in a primary health care setting (77). In this inter-
vention it was found that individual goal setting every third month improved 
patients’ glycaemic control, compared to patients in routine diabetes care.  

In our nationwide survey we found that individual goal setting has an im-
pact on patients’ possibilities to reach national treatment targets. However, 
there is still a gap between our findings in the national survey and the actual 
treatment targets at the time of this study (40), and the gap is even greater 
regarding the new treatment targets for people with type 2 diabetes (41). 
However, based on the findings in UKPDS (31, 34, 35) and the Steno 2-
Study (32, 43, 44) it seems necessary to support patients in their struggle to 
maintain or reach the new treatment targets. The report from the ACCORD 
study directed our attention to the importance of individualizing the treat-
ment for each person (47, 48). Registration of data in the NDR has facilitated 
the assessment of the quality in diabetes care. Twelve years after the imple-
mentation of the register most centres (80%) participate, but only half of all 
diabetes patients are registered in the NDR (52). In the UK, on the other 
hand, most patients are reported to the QOF. However, the aim of their regis-
ter was not only to evaluate the quality of diabetes care but to create a pay-
for-performance system (50, 51). Our understanding of how we could im-
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prove the quality in diabetes care would improve if more information were 
reported to the NDR, e.g. patients’ socioeconomic status, how patient educa-
tion is provided, patients’ experiences of living with the disease, number of 
contacts per year and organizational factors.  
 
The findings in this thesis show that implementation of the empowerment 
approach takes time and requires effort from care providers to make this 
change. It might be that implementation of the empowerment approach  
would have been facilitated if it had been performed as individual  
counselling in routine diabetes care. More patients would also have been 
able to take advantage of the approach, since few are offered participation in 
a group education programme in primary health care. It needs to be dis-
cussed whether it is realistic to implement an approach in a group education 
programme in primary health care when the only significant finding was that 
patients’ level of confidence in diabetes knowledge increased. On the other 
hand, the patients in the individual counselling in routine diabetes care asked 
for more knowledge about their disease. It seems that a change in approach 
is needed for patients with chronic disease. Which approach we apply is not 
a question of patients’ glycaemic control but one of respect for the individual 
to be listened to. It is the patient’s right to choose whether he/she wants to 
have responsibility and control over the condition or whether he/she wants 
the care providers to control the disease, because living with a chronic dis-
ease is not a static condition. Things happen in life and it can sometimes feel 
reassuring to have someone who tells you what to do and who keeps watch 
over your disease, while at other times you want to control your condition 
yourself.  

Involving our patients more in their self-care, using goal-setting and hav-
ing more than one or two encounters per year between care providers and 
patients might improve the quality in diabetes care. Whether these encoun-
ters are provided in individual counselling or a group education programme 
can be a question for the organization in primary health care.   
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Methodological considerations 
Different qualitative and quantitative study designs were used in this thesis. 
Focus-group interviews (Paper I), randomized controlled trial (Paper II), 
individual interviews (Paper III) and a national survey (Paper IV) were con-
ducted.  

The strength of Paper I was that the moderator who performed the focus-
group interviews did not have any relationship with the participants. The 
moderator was from LUCD and had not been involved in the participants’ 
training in becoming facilitators in the empowerment programme or in the 
programme. One of the assistants (the author) who participated as an ob-
server during the focus-group interviews was, on the other hand, known to 
the participants. This assistant was not involved in the discussions during the 
interviews, but it cannot be dismissed that her presence may have had an 
impact on the participants’ ability to feel that they could speak freely. The 
author who performed the individual interviews had no relationship with the 
patients and they met each other only once, which might have facilitated 
patients’ ability to speak freely. 

The focus-group interviews were performed to ensure that the care pro-
viders had applied the empowerment approach in the intervention in Paper 
II, because barriers to applying a new method or approach had been reported 
(70, 89-91); these barriers have been considered to influence the outcome of 
the intervention (91). Data from the focus-group interviews indicated a con-
flict in roles among the care providers in changing from being the expert to a 
facilitator in the empowerment programme. However, the care providers 
were aware that they had been the expert/superior in the individual counsel-
ling in routine diabetes care. According to Freire (67), this is the first stage 
in the transformation of power – being aware of your acting as oppres-
sor/superior. Freire asserted that as long as you are unaware of your condi-
tion as oppressor/superior you continue to have control over others. The 
findings in data from the individual interviews with the patients who had 
participated in the programme strengthen the fact that the care providers had 
applied the empowerment approach in the intervention in Paper II. The pa-
tients experienced a relationship between equals, participatory learning and 
increased self-control. Rappaport states that for some individuals, control in 
the empowerment process can mean a sense of control, while for others it 
can lead to real control (68). Another strength of Paper II was the presence 
of a comparison group to control for bias, since the care providers who were 
facilitators in the empowerment programme may have been in contact with 
patients who had participated in the individual counselling in routine diabe-
tes care. No statistically significant differences were found between the con-
trol and the comparison groups. However, due to the small sample size in the 
groups, we are not able to exclude the possibility of contamination. Further, 
the strict study criteria might have excluded patients with special needs from 
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participating in the empowerment programme. It is also possible that the 
care provider at each centre might have performed a selection of patients that 
was broader than the study criteria. However, the study design controls for 
systematic bias - the effect will on the average be the same in both groups 
when the patients are randomized to either of the two groups. The statistical 
power was lower than planned, which might have had an impact on the find-
ings. Generalization in Paper II is limited due to the strict study criteria and 
the limited catchment area.  

The findings from Paper IV, on the other hand, can be considered repre-
sentative of how patient education in diabetes is arranged in Swedish pri-
mary health care, because of the widespread geographical coverage of the 
centres and the great number of patients included in the study. However, a 
limitation is that we have not been able to adjust for socio-economic factors. 
Low socio-economic factors have been found to affect the risk of morbidity 
and mortality in diabetes (112). Reason is that individuals’ socio-economic 
factors are not reported to the NDR, and using data on an area level is not 
convenient because in many county councils in Sweden, patients are able to 
choose whether they want to be listed with a GP or PHCCs in their catch-
ment area or elsewhere. Furthermore, the PHCCs’ catchment areas often 
contain a mixture of socio-economic status.  

A drop-out analysis was not considered possible in either Paper II or Pa-
per IV. Due to ethical considerations and out of respect for the patients’ and 
the centres’ decisions not to participate, no further questions about character-
istics were posed to those who declined participation. The data reported to 
the NDR from the centres have not been systematically tested, which might 
have had an impact on the results. However, all data reported have been 
validated by filtering extreme values (53).  
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Conclusions 

� Implementation of the empowerment approach takes time and requires 
effort from the care providers. It is not enough to participate in a work-
shop to be able to master the new approach; care providers also need sup-
port when they implement the approach in clinical practice. 

 
� Patients’ level of confidence in diabetes knowledge increased after they 

had participated in the empowerment programme. However, this did not 
influence their glycaemic control. 

 
� The patients in the programme were given time between sessions to ex-

perience, reflect on and evaluate the behavioural change they needed to 
undertake in their self-care. This might have contributed to their experi-
ences of self-control. The patients in the individual counselling met their 
care providers once or twice per year, and these meetings did not give 
them the same opportunity to begin to understand their condition as the 
patients in the programme had. 

 
� The counselling in Swedish primary health care is seldom individualized 

based upon patients’ needs, and patients are not involved in the final deci-
sions regarding their goals. Setting individual goals, however, was found 
to facilitate patients’ possibilities to reach national treatment targets for 
HbA1c, blood pressure, cholesterol and physical activity.  

 
 

  



 51

Epilogue  

Gunnar was 63 years old when his type 2 diabetes was detected ten years 
ago at a general health check-up at his primary health care centre. He was 
informed about the disease and given advice and recommendations about 
food intake and regular exercise. Gunnar was a compliant patient and fol-
lowed the advice and recommendations given to him in the individual coun-
selling in routine diabetes care. Gunnar appreciated the fact that the care 
providers wanted to perform yearly check-ups of his condition. He was satis-
fied with his care until his GP suggested that he should begin insulin treat-
ment – he wanted instead to continue to treat his diabetes with diet, exercise 
and OHA. His GP proposed that he could participate in the hospital’s one-
week programme for patients with type 2 diabetes to consider the suggested 
change of treatment and give him the possibility to learn more about his 
disease. Gunnar was referred to the one-week programme, which contributed 
to his comprehension of the fact that decreases in insulin secretion are a 
natural development when you have type 2 diabetes. He then realized that he 
needed to take insulin. Further, he also realized that the yearly medical 
check-ups at his centre were not for the GP and DSN to keep control of his 
condition but that they were rather a tool for himself to have control of his 
disease. 

 
If Gunnar had been able to discuss his diabetes during regular encounters 

with his care providers in the individual counselling and been given time for 
experiences, reflection and evaluation, he would not have needed to live with 
his condition for ten years without understanding it, and his GP would not 
have needed to tell him it was time to supplement with insulin. Gunnar could 
have said to his GP: “I’m doing as well as I can concerning diet and exer-
cise, but I cannot do any more. If I do more it will have an impact on my 
quality of life. You have to support me in my medical treatment because I am 
not satisfied with my blood glucose levels”. 
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Summary in Swedish – Patientutbildning för 
personer med typ 2 diabetes i primärvården 

Patientutbildning för personer med typ 2 diabetes i primärvården sker i regel 
i samband med den årliga uppföljningen hos läkare och diabetessjuksköters-
ka. Ibland erbjuds gruppundervisning som komplement till dessa individuel-
la uppföljningar. Traditionellt har det ansetts att det är vårdgivaren som ger 
råd och rekommendationer till patienten. Vårdgivaren är experten och pati-
enten passiv mottagare av information. Empowerment introducerades som 
motpol till detta traditionella förhållningssätt inom diabetesvården under 
1990-talet. Att använda empowerment som förhållningssätt innebär att rol-
lerna i mötet med patienten är förändrade – från att som vårdgivare ha varit 
expert, till att vara handledare med kunskap om sjukdomen och att bemöta 
patienten som expert på sin situation. Empowerment definieras som en pro-
cess genom vilken individer skaffar sig herravälde och kontroll över sitt liv. I 
diabetesvården har empowerment setts som en undervisningsprocess som 
möjliggör för patienten att göra egna informerade val och aktivt delta i pla-
nering och beslut som rör den egna hälsan. Vid implementeringen av empo-
werment som förhållningssätt i Sverige fanns det lite forskning gjord på det 
nya förhållningssättet i diabetesvården. Däremot tyder data från senare års 
forskning på att empowermentfilosofin ligger i tiden. Det är patienten som 
behöver förstå hur han/hon skall hantera livet med sjukdomen och styra be-
handlingen för att uppnå och/eller behålla en god metabol kontroll. Patien-
ternas metabola kontroll har successivt förbättrats med åren, men fortfarande 
finns det ett gap till nationella behandlingsmål. Vårdcentralernas rapporte-
ring av data till Nationella Diabetes Registret (NDR) har möjliggjort att följa 
denna utveckling över tid. Hur patientutbildningen bedrivs finns däremot 
inte inrapporterat till NDR.  

Trots att patientutbildning anses vara en naturlig del i diabetesvården sak-
nas det kunskap om hur den bedrivs i primärvården i Sverige och hur den 
påverkar patienternas möjligheter att nå nationella behandlingsmål. Det 
övergripande syftet med föreliggande avhandling var därför att undersöka 
olika aspekter av patientutbildning för personer med typ 2 diabetes inom 
primärvården i Sverige. Delstudie I genomfördes för att få en insikt i och 
förståelse för allmänläkarspecialisters och diabetessjuksköterskors syn på 
implementering av gruppundervisning med empowerment som förhållnings-
sätt (empowermentprogram) och möjligheter och hinder för dess implemen-
tering. I delstudie II utvärderades huruvida empowermentprogrammet jäm-
fört med gängse diabetesvård påverkade patienternas tillit till sin diabetes-
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kunskap, hanteringen av egenvården och tillfredsställelse med sitt dagliga liv 
samt BMI och glykemiska kontroll vid 1-årsuppföljning. Delstudie III 
genomfördes för att få en uppfattning om patienternas erfarenhet av de två 
olika undervisningsformerna. Syftet med delstudie IV var att beskriva hur 
patientutbildning bedrivs i primärvården i Sverige och att utvärdera om for-
merna för undervisningen och individuell målsättning inverkar på patienter-
nas möjlighet att nå nationella behandlingsmål avseende HbA1c, BMI, blod-
tryck, kolesterol och fysiska aktivitet. 

Data för de tre första delarbetena har samlats in inom primärvården i Väs-
terås och för det fjärde delarbetet skedde datainsamlingen i hela primärvår-
den i landet. Både kvalitativa och kvantitativa metoder har använts vid data-
insamlingen. Fokusgruppsintervju valdes som metod för att få vårdpersona-
lens syn på implementering av empowermentprogrammet. En randomiserad 
kontrollerad studie genomfördes för att utvärdera vilken effekt programmet 
hade för patienter med typ 2 diabetes jämfört med den gängse diabetesvår-
den. För att fånga patienternas erfarenheter av de två olika undervisnings-
formerna genomfördes individuella intervjuer med patienterna som deltagit i 
den randomiserade studien. En nationell kartläggning genomfördes där data 
samlades in i form av ett formulär med frågor om bl a patientutbildning, 
resurser och organisation som skickades till alla vårdcentraler i landet och 
genom NDR. Detta för att få en beskrivning och utvärdering av patientut-
bildningen i primärvården i Sverige. 

I delstudie I deltog fem allmänläkarspecialister och 11 diabetessjukskö-
terskor från sex vårdcentraler som hade implementerat empowermentpro-
gram. Före fokusgruppsintervjuernas genomförande hade de deltagit i en två 
dagars workshop om empowerment och varit handledare i två empower-
mentprogram. I delstudie II lottades 101 patienter från sju vårdcentraler till 
två grupper, 50 patienter till empowermentprogram (interventionsgrupp) och 
51 patienter till gängse diabetesvård (kontrollgrupp). Patienterna i interven-
tionsgruppen var 62.4 år och hade haft diabetes 6.5 år och patienterna i kon-
trollgruppen var 63.7 år och hade haft diabetes 6.7 år. I delstudie III deltog 
28 patienter, 14 patienter från varje grupp av de patienter som deltagit i del-
studie II. Patienterna i empowermentprogrammet var i medeltal 61.9 år och 
hade haft diabetes 5.8 år och de i den gängse diabetesvården var 64.9 år och 
hade haft sin diabetes 6.7 år. I den nationella kartläggningen inkluderades 
485 vårdcentraler med 91 637 patienter. Patienterna som deltog var i genom-
snitt 68 år och hade haft diabetes 8.6 år. 

Huvudfyndet i delstudie I var att det existerade en rollkonflikt. Det var 
svårt för personalen att släppa ”den gamla ryggsäcken”. Det var enklare att 
bara tala om för patienten vad han eller hon skulle göra än att lyssna och låta 
patienten komma med egna lösningar. Personalen upplevde att det blev flera 
moment att fokusera på, eftersom de både skulle vara handledare för en 
grupp med patienter och också använda sig av ett nytt förhållningssätt. De 
ansåg att de hade behövt stöd vid implementeringen av förhållningssättet.  
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Effekterna av implementering av empowermentprogrammet i delstudie II 
visade att patienternas tillit till sin diabeteskunskap hade ökat efter att de 
deltagit i programmet, men den glykemiska kontrollen mätt med HbA1c för-
bättrades inte jämfört med kontrollgruppen. Inga statistiskt signifikanta 
skillnader kunde ses i de övriga variablerna som mättes i delstudien. 

Delstudie III visade att patienternas erfarenheter av de två undervisnings-
formerna skiljde sig beträffande: a) förhållandet mellan vårdgivare och pati-
ent, b) patientens möjlighet att lära sig om sin sjukdom och c) patientens 
möjlighet till sjukdomskontroll. I empowermentprogrammet upplevde patien-
terna att de kunde tala med sina handledare. De fick möjlighet att lära sig 
förstå vad diabetessjukdomen handlar om och de upplevde att de hade egen-
kontroll. I gängse diabetesvård fick patienterna råd om bra matvanor, att 
motionera regelbundet och att gå ner i vikt, däremot saknade de kunskap om 
sjukdomen och hur de skulle hantera dagliga situationer. Patienterna upplev-
de att personalen hade kontroll över deras sjukdom. 

I delstudie IV framkom det att av de 485 vårdcentralerna använde 50 %  
(n = 244) checklistor i den individuella undervisningen och 8 % (n=40) indi-
vidualiserade undervisningen utifrån patienternas behov. Totalt bedrev 22 % 
(n=105) av vårdcentralerna gruppundervisning som komplement till den 
individuella undervisningen. Majoriteten (91 - 98 %) av vårdcentraler satte 
individuella mål för patienten medan en minoritet (23 - 36 %) involverade 
patienten i själva målsättningen. Att sätta individuella mål visade sig påverka 
patienternas möjligheter att nå nationella behandlingsmål för HbA1c, blod-
tryck, kolesterol och fysisk aktivitet. 

Resultaten av dessa studier visar att personalen skulle ha getts mera tid att 
med stöd av handledare träna empowerment som förhållningssätt. Det är 
också möjligt att det hade underlättat om implementeringen av empower-
ment som förhållningssätt hade skett i den individuella undervisningen i 
gängse diabetesvård. Det skulle också innebära att det kunde komma fler 
patienter till del eftersom alla patienter inte väljer att delta i gruppundervis-
ning. I denna avhandling fann vi inga signifikanta skillnader i glykemisk 
kontroll mellan patienterna som deltagit i empowermentprogrammet eller i 
gängse diabetesvård. Senare års forskning har däremot visat att det avgöran-
de för resultatet av patientutbildning för personer med typ 2 diabetes är tiden 
som patient och vårdgivare möts. Om mer tid avsätts för uppföljningar oav-
sett om patienten deltar i grupp eller i individuella möten med sin vårdgivare 
i primärvården skulle detta kunna bidra till att inte bara deras glykemiska 
kontroll skulle kunna förbättras utan också påverka deras möjlighet att nå 
nationella behandlingsmål avseende HbA1c, BMI, blodtryck, kolesterol och 
fysiska aktivitet. Data från fokusgruppsintervjuerna med personalen, inter-
vjuerna med patienterna som deltog i programmet och utvärderingen av pati-
entutbildningen i Sverige tyder på att det behövs en utveckling av diabetes-
vården i primärvården så att hänsyn tas till varje persons individuella behov. 
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