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Abstract
Background: Type 2 diabetes cluster in lower social groups and people with type 2 diabetes from lower social
groups experience more complications, benefit less from health services and live shorter lives than people with
type 2 diabetes from higher social groups. Different logics govern diabetes care and potentially influence the
possibility of socially vulnerable type 2 diabetes patients to access and benefit from health services. In order to
understand which practice and underlying logic enable socially vulnerable type 2 diabetes patients to access and
benefit from diabetes care we aim to describe what professionals at a specialized diabetes clinic do to adjust
services to patient’s needs and make the tasks involved in diabetes care doable for socially vulnerable patients and
how this work is embedded in an organizational and moral context.
Methods: Ethnographic fieldwork combining participant observation and interviews was carried out between
February 2017 and March 2018 in a specialized diabetes clinic located in a socially deprived area in the capital
region of Denmark. Sixteen patients (9 male, 7 female, aged 35-73 years) and 12 professionals (7 doctors, 4 nurses, 1
secretary) participated in the study. We used Annemarie Mol’s concept of “the logic of care” to guide our analysis.
Results: Our analysis shows that the logic of care and the care practices in this clinic are characterized by a needsbased approach to treatment involving adjustment of services (permeability, timing, and content) and seeing the
patient as a person with many needs. Throughout our description of selected care practices, we both characterize
how health professionals practice this particular logic of care and the organizational and normative conditions that
this logic is entangled with.
Conclusions: Practicing diabetes care based on patients’ needs involves individualization, something often
described as an element of patient centred care. Our study shows that this ideal of individualization and
adjustment of treatment is possible in practice. Organizational flexibility and an organizational culture that values
patient needs enable needs-based care. In order for socially vulnerable type 2 diabetes patients to benefit from
health services it is necessary to create conditions under which professionals can attend to these patients’ multiple
and complex needs. Adjusting care to these needs demand a variety of professional efforts some of which are
hardly predictable or standardisable.
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Introduction
The number of people with type 2 diabetes is rising
worldwide [1]. Several studies have shown social
inequality in type 2 diabetes prevalence and outcome
[2–4] where type 2 diabetes cluster in lower social
groups [5]. Moreover, people with type 2 diabetes from
lower social groups experience more complications, receive less care and live shorter lives than people with
type 2 diabetes from higher social groups [6–11]. People
with type 2 diabetes often suffer from other diseases besides diabetes, especially the socially disadvantaged [12,
13]. Type 2 diabetes care is extensive and consists of
both regular clinic visits (consultations, biochemical tests
etc.), self-care (e.g. dietary changes, exercise, medication
adherence, foot care) and rehabilitation (e.g. patient education, exercise classes) directed at controlling blood
sugar levels and other risk factors for complications and
thereby minimize diabetes’ consequences on health [14].
Gender and family relations are related to how life is
lived with type 2 diabetes and the resources that a
patient with diabetes is able to mobilize to care for the
disease [15–17].
Inequality in type 2 diabetes care and outcomes may
be related to the work involved in accessing care and enactment of self-care, which may be difficult to prioritize
or carry out when life is challenging [18–20]. The tasks
involved in caring for type 2 diabetes (e.g. coordinating
care, purchasing medicines, navigating services) constitute a burden of treatment risking to overwhelm
patients, especially the socially vulnerable [17, 21, 22].
Reviewing research on health care access for vulnerable
populations Dixon-Woods et al. (2006) have proposed a
conceptual framework called “candidacy”. Candidacy describes how people’s eligibility for medical services is negotiated between the individual and the health services
and how the conditions and context of people’s lives and
the health services influence access to care and services
[20]. Aspects of candidacy include navigating the health
system knowing where to go with which health problem
as well as permeability of services (porous services require fewer qualifications and less resources and effort
to access).
Recently, social inequality in health and healthcare has
gained political focus in Denmark [23]. National and regional type 2 diabetes strategies and programs mention
the need to address social inequality in care [24, 25].
The national diabetes strategy promotes differentiating
and customizing diabetes care to the individual patient’s
needs and capacities as a means to enable everybody to
benefit from care [25] and interventions aimed at
supporting socially vulnerable type 2 diabetes patients
access care are being implemented and evaluated [26].
In Denmark, five regions are responsible for health
care provision and development of regional disease

Page 2 of 12

management programs inspired by the Chronic Care
Model for the most prevalent diseases [27]. The disease management program for type 2 diabetes in the
Capital Region of Denmark is characterized by an
ideal of an active and informed patient able to
mobilize resources and care for him- or herself. This
ideal leads to some inherent expectations and a particular design of services. The program is designed
for relatively well-educated and resourceful patients
and the standardization of services itself favors patients
who are able to meet the expectations ([28], p 32).
The ideal of active patients making choices about their
own care, as the disease management program exemplify, permeate contemporary diabetes care [25, 28, 29].
The Dutch philosopher and ethnographer Annemarie
Mol has argued that these ideals have the potential to
displace previous care practices from future health care
practice. Thus, we need to learn from what is already
working in diabetes care. She argues that care is an important logic of diabetes care services, which ought not
to be replaced by new public management and market
logics. The ideal of good care is according to Mol silently incorporated into practice and does not argue for
itself: Therefore, it needs to be studied and put into
words [29]. Qualitative research is useful to “dig deeper”
and explore and understand the complexities of
caring for diabetes and generate hypotheses that may
be investigated in larger samples using quantitative
methods [30].
Standardization, IT-systems, quality assurance technologies and other organizational infrastructure influence clinical practice [31–33]. Standardization of clinical
encounters and clinical trajectories are structuring the
interaction between professionals and patients [32].
According to a Danish study from general practice,
procedural standards for diabetes annual controls may
lead to less patient-centered consultations and a focus
on biochemical and biomedical results instead of the patient’s own perceived needs [32]. Rhodes et al (2006)
have shown how a computerized checklist used in diabetes consultations influence the agenda and dialogue
and leads to less patient centered care. Performance
standards and indicators also shape the organizational
context of diabetes care e.g. audit for quality assurance
and benchmarking imposed by the regional government.
Besides standardization, a logic of efficiency governs
health care services and patients’ access to these.
According to an ethnographic study of access to primary
care services in Denmark, the sociopolitical context
governing primary care favors efficiency. Professionals at
the primary care clinics and their patients thus have to
juggle the institutional logic of efficiency in order to provide/receive care that fits the need of the patient [34]. In
an American ethnographic study of diabetes care, the
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authors argue that financial goals and managerial logics
are prioritized above the needs of individual patients.
While the North American and Danish health systems
can hardly be compared, it is worth noticing how managerial logics with their efficiency and cost limiting goals
transform clinical practice and targets of treatment in
diabetes care [35]. Beedholm and Frederiksen have
described four logics (the public management logic,
the market logic, the medical profession logic and the
care profession logic) that they see as co-existing and
competing in Danish healthcare. In order to enhance
patient involvement, they propose a fifth logic, the
patient logic [36]. A recent Dutch study of long term
care in private nursing homes argue that in practice
different logics co-exist and are reconciled differently
at different level of health care services and in different aspects of services [37].
In sum, different orders – standards, disease management programs, guidelines and strategies, representing
logics of standardization and optimization seek to govern diabetes care practices. In order to understand how
professionals may help socially vulnerable patients access
and benefit from health care and perform the tasks diabetes care put on them we need to study not only these
orders (care planning, strategies, standards and programs) but also how diabetes care unfolds in practice
(specific interpersonal actions and actors).
In this study, we aim to describe what professionals at
a specialized diabetes clinic do to adjust services to patient’s needs and make the tasks involved in diabetes
care doable for socially vulnerable patients and how this
work is embedded in an organizational and moral context. We seek to illustrate how the customization and
differentiation of diabetes care is practiced at this
particular clinic and with what consequences. To paraphrase Mol we aim to articulate the specificities of good
care so we may talk about, and learn from, it [29].

Methods
Setting

Denmark has universal tax paid health care. People with
uncomplicated type 2 diabetes receive care for their diabetes in general practice and may receive rehabilitation
in their local municipality. People with type 2 diabetes
who do not reach their treatment goals in general practice, who experience complications to their diabetes, or
whose diabetes is difficult to control with standard
medication are referred to specialized diabetes care by
their general practitioner [28].
Data collection for the present study was carried out
in an outpatient clinic specialized in endocrinology
situated in a hospital in the Capital area of Denmark
between February 2017 and March 2018. The clinic was
chosen because the uptake area of the hospital is
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characterized as socio-economically deprived with a relatively high percentage of people with low education
(25%) and an above region average of unemployment
(13%) [38]. All parishes in the uptake area are categorized as very deprived related to housing, and some of
the parishes as very deprived in relation to socioeconomic factors (education, income, occupation) [39]. This
made the clinic experienced in caring for the socially
vulnerable. When the clinic was contacted it became
clear that providing good care for the socially vulnerable
was also a priority for them and they therefore agreed to
participate in the study,
Participants

Sixteen patients with type 2 diabetes (9 male, 7 female, aged
35-73 years) and 12 professionals (7 doctors, 4 nurses, 1
secretary) working at the outpatient clinic participated in
the study. The participating patients were recruited by
nurses in the clinic. Nine of the patients were newly referred to the clinic and therefore did not have a relation to
the recruiting nurses. Of the participating patients, three
had no formal education after primary school. Most of the
remaining had shorter vocational training. Three patients
were in work rehabilitation, two of whom were at the time
of the interviews on sick leave. Six patients were retired,
three of them on early retirement. The remaining seven
were employed. Characteristics of the participating patients are summarized in table 1. Of the seven doctors, five were senior doctors one of whom was head
of the department and two were younger doctors finalizing their endocrinology specialization. Nurses had
2-20 years of experience in diabetes care. Three of
the four nurses had long experience including several
years at the diabetes outpatient clinic.
Data collection

The data used for this article consist of 11 days of participant observation in the outpatient clinic and data on
16 patient trajectories (see Fig. 1). During participant observations professionals were shadowed during all work
tasks including patient encounters. Some informal interviews also took place during participant observation. After participant observation elaborate field notes
were written. For each patient trajectory, data consist of
interviews with patient and providers as well as observations and transcripts of consultations (one consultation
with a nurse, one subsequent consultation with a doctor). Three patients were not observed during their consultation with the doctor resulting in a total of 29
observed and transcribed consultations. After the consultations, the patient was interviewed about his/her experience of the encounter, trajectory, experiences with
diabetes care and expectations of the services in- and
outside the clinic. Patient interviews (30 interviews in
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Table 1 Characteristics of participating patients

Ethics

Characteristics of participating patients

Before all interviews, the interviewer informed the patient or professional about the purpose of the study,
anonymity and that the interviewee could withdraw his
or her consent at any time or refuse to answer a question. All patients signed informed consent forms before
participation. The study was approved by the Danish
Data Protection Agency. According to Danish research
guidelines, qualitative research requires no further approval. All names are pseudonyms. The size of the clinic
and the anonymization of individual characteristics of
patients ensures their anonymity. The professionals have
pseudonyms and details about age and experience has
been omitted to maintain their individual anonymity
despite the recognizability of the clinic.

Pseudonym

Age

Sex

Education*

Employment status**

Torben

71

M

Short

Working

Klaus

60

M

Short

Sick leave

Yvonne

63

F

Short

Early retirement

Marianne

60

F

Short

Working

Rebecca

73

F

Short

Retired

Lars

58

M

Short

Working

Karsten

62

M

Short

Early retirement

Kalle

43

M

Middle

Working

Ulrik

35

M

Short

Working

Peter

58

M

Short

Working

Yussef

53

M

Short

Working

Monique

68

F

Short

Retired

Irene

58

F

Short

Work-rehabilitation

Fie

60

F

Middle

Sick-leave

Per

72

M

Short

Retired

Vibeke

64

F

Middle

Early retirement

*Education: short (no vocational training, semiskilled worker), middle (skilled
worker, theoretical training less than three years), long (theoretical training
more than 3 years)
**Employment status: work (normal conditions), work-rehabilitation (mandatory
work-rehabilitation program to receive benefits), sick leave (receiving benefits but
exempt from mandatory work-rehabilitation program), early retirement
(retirement before the age of 65), retirement (retirement after the age of 65)

total) were semi-structured and took place in the patient’s home, a separate room in the clinic or for one patient at the workplace of the interviewer. Patient
interviews lasted 20-90 minutes (average 53 minutes),
depending on the time the patient had available, and
were transcribed verbatim. The participating professionals were interviewed after each encounter about
their experience of the consultation, their impression of
the patient and their expectations of the outcome of the
patient’s trajectory as well as their experiences in working with socially vulnerable patients. Individual interviews with professionals were semi-structured, took
place at the clinic, and lasted 15-40 minutes (average 30
minutes). We conducted one focus group interview with
the four diabetes nurses lasting 55 minutes in order to
gain insight into nurses’ experiences with patients too
vulnerable to participate in the interview component of
our study, the culture in the clinic, and organizational issues. Individual and focus group interviews with professionals (29 interviews in total) were transcribed
verbatim.
In total, the data material consisted of 131 unique files
(field notes, transcripts of clinical encounters and interviews). All of these were imported to NVivo 12 to maintain overview.

Analysis

We did a stepwise analysis inspired by systematic text
condensation [40]. Stepwise analysis involves starting
analysis early in order to maintain the amount of data
manageable [40]. During data collection, SR, AG, NT,
GW and UC (authors not working in the clinic) met
regularly to discuss the findings and analytical insights
and to identify themes. When data collection finished
SR wrote case descriptions for all included patient trajectories looking through all transcripts. In these two
first steps we “moved from chaos to themes” ([40]: p
796). All field notes and all data concerning five trajectories selected to represent both male and female as well
as working and not-working patients were inductively
coded by SR. The same was done to the focus group
interview with nurses. This amount of data was manageable and formed the second step in the analytical process
moving from themes to codes ([40]: p 797). To validate
this coding UC inductively coded all data about two of
the patient trajectories and any disagreement about
codes was discussed among SR, AG, NT, GW, and UC
[41]. Authors SJ, IH and HP work (ed) at the outpatient
clinic and were interviewed and observed during fieldwork. They therefore did not participate in the analytical
process. SJ, IH and HP participated in the project formulation, recruited patients and commented on this manuscript as well as approved its final version.

Theoretical framework
To understand how this diabetes clinic provides care for
patients with type 2 diabetes we draw on Annemarie
Mol’s conceptualization of “the logic of care” [29]. In her
book, Mol distills a “logic of care” from the care practices that she and her colleges have observed in a Dutch
hospital caring for (primarily type 1) diabetes patients.
Mol uses the term ”logic” to explore “what is appropriate or logical to do in some site or situation, and what is
not.” ([29]: p 9-10). In Mol’s account the “logic of care”
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Fig. 1 Data material collected

is characterized by an ongoing adjustment of treatment
and targets to the specific situation of an individual patient. In the logic of care, according to Mol, treatment is
not linear, but involves ever-changing conditions, goals
and values ([29]: p 61). This continuous adjustment involves experimenting, persistent and forgiving professionals that continue to care, even when things do not
work out the way they were intended to [29]. Mol contrasts the logic of care with the logic of choice and its
normative valuation of autonomy. In the logic of care,
according to Mol, the patient’s need, not knowledge or
preference, is the starting point for treatment ([29]: p
25). Inspired by Mol, we describe the logic of care in a
particular diabetes outpatient clinic and combine this
approach with the concept of permeability from the candidacy framework.

Results

meant that both the timing and content of services
were adjusted to fit the needs of the individual
patient and that the clinicians approached the patients
as persons with many needs – not only strictly
related to diabetes.
Adjustment of services: permeability, frequency, timing
and content of consultations, and prescriptions

Professionals in the clinic adjusted the treatment and
rehabilitation plans in several ways to meet the needs of
the patient. Both the frequency of visits to the nurse, the
scheduling and timing of visits and the content of the
consultation were continuously adjusted to the
individual patient. This customizing was based on an
organizational flexibility and dedication from the individual professionals. However, as the nurses discussed in
the focus group, this way of caring for patients was also
part of the organizational culture in the clinic:

A needs-based approach to treatment

A needs-based approach to care characterized clinical
practice in our data from this outpatient clinic. This

“Well, it also has something to do with the approach
here. Of course, it has to do with who we are as
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persons and as nurses. But it does also have
something overall to do with how the approach is
here.” (Tove, nurse)
The clinic was open to patients in need, even when
they did not have an appointment, though dropping in
was not formally a possibility. This illustrated the permeability of the clinic. In the focus group interview with
nurses, the following dialogue about patients dropping
in took place:
Tove (nurse): They just drop in for something. And it
is rare, you know, that we send them out the door
without anything.
Janne (nurse): Well it is also because we have our
own patients, right. And that makes the patients, if
all goes well, then they feel very safe with their nurse.
And I think that is why it happens.
The quotes show how the nurses felt a responsibility
of attending to patients in need who dropped in without
a scheduled appointment. This practice may be seen as
part of a professional culture of meeting the patient’s
needs, even if doing that does not fit with the
organizational structure of an outpatient clinic.
The norm of helping patients in need, even if it takes
some extra work or involves seeing patients without appointments, permeated the clinic all the way to the leading senior doctor:
Nadim is not a patient at this clinic, but drops in on
his way home from an x-ray in this hospital. He has
been prescribed insulin for his type 2 diabetes at
another specialized diabetes outpatient clinic, but
experience trouble injecting it. Nadim is illiterate.
Tove (nurse) goes to see Ib (leading senior doctor) in
his office. They discuss what Tove should do and
agree that she will contact the clinic where Nadim is
seen to find out if they can deal with it. (field note
from participant observation)
Nurses in the clinic were able to schedule a followup visit sooner than standard if they and the patient
thought there was a need for it or if the patient was
worried and needed an extra consultation. This flexibility in frequency meant that the nurses were able to
follow up and dose information to avoid overloading
the patient. Nurses experienced that getting back to
the same issue later or with another approach could
help patients change behavior. The nurses during interviews also explained that timing was important and
therefore they needed to be available with support
once the patient was motivated for e.g. behavioral
change.
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Doctors were unable to follow-up on their diabetes patients as closely as they wished, which let to frustration
and some doctors asking secretaries to add a specific
patient to an already booked program. Often we observed
delayed programs, skipped lunch breaks and very busy doctors. The nurses were busy as well and had full programs
but were able to find time for their patients and able to adjust their programs to the need of the individual patient. If
the nurse needed more time for a patient, she could book a
double consultation without having to ask anyone:
“You know that you should book half an hour, but
sometimes you book one hour, right. Otherwise, it
will not work out. [ … ] I mean we are supposed to
proceed a little. On behalf of the patient. And
survive the [work] day.” (Freja, nurse)
The nurses appreciated the flexibility and independency that enabled them to organize their own work
within some limits. Patients we interviewed experienced
that the professionals in the clinic had time to attend
properly to them. 58-year old Lars says: “Generally it
seems like they have a bit more time. They don’t sit
watching the clock when you are in a consultation.”
Vibeke, who is a 64 year old retired teacher explains the
importance of time and permeability in an interview:
Vibeke: “[They] always have time. Also, if something
comes up. Just call.“
Interviewer: “Ok. What does that mean to you?”
Vibeke: “I feel safe”
The nurses and secretaries intended to schedule clinic
visits on days of the week that suited the patient (e.g. related to homecare, work or other obligations). Some
professionals even stretched their work schedule to meet
the needs of the patients, e.g. came in early to see patients before regular clinic hours because the patient’s
work only permitted him or her to attend the clinic before 8 am. Several professionals were also flexible with
mutually adjusting programs so the patient could cluster
appointments in order for clinic visits to interfere as little as possible with work obligations. The dedication of
the individual professionals and the flexibility of the
organization made it possible to adjust the appointment
time to the patient’s everyday life.
While some examinations are usually scheduled for a
specific visit (e.g. foot examination or urine test in annual control visits) professionals performed these examinations if the patient needed them, even if they were not
planned for that day. Adjusting services was, according
to the professionals, about getting to know the patient
and his/her needs as well as being able to offer services
at the “right moment”. This as one nurse expressed it,
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involved some “detective work”, in order for one to
know a patient’s needs and preferences:
“They come to us, and we are able to do it so much
with focus on their needs. I actually believe that is
how they prefer. They feel that we listen to them and
do it in the way that they like the most, right.”
(Freja, nurse)
Not only the timing, dosing and content of services
was adjusted to the individual patient. Prescriptions were
as well. Some patients need another treatment than
standard in order for them to benefit from it. To illustrate this, we return to Nadim who dropped into the
clinic because he needed help to inject his insulin. The
situation described below illustrates that what constitutes an appropriate prescription depends not only on
clinical guidelines and biomedical considerations but
also on the patient’s life situation and resources.
Tove has picked up an insulin pen for Nadim and is
about to give it to him. She reminds Nadim that the
pen has to be turned 20 times before injection.
Nadim repeats. Tove shows him how to put on the
needle and turn it up to 12 units [Nadim’s
prescribed doses]. Nadim says he cannot see the
numbers on the pen. He also confuses 12 and 21.
(field notes from participant observation)
After Nadim had left the clinic, Tove and Janne (both
diabetes nurses) discussed what had happened. They
agreed that he would be able to learn to inject insulin,
but with an insulin type that is easier to handle technically and only needs to be injected once daily.
In other situations, what constitutes an appropriate
prescription depends on what the patient can afford.
While services are offered for free in the clinic medicines
and supplies are paid for partly by the patient.
In the consultation room, 60 year old Fie who is on
benefits and currently on sick leave from work rehabilitation told her doctor Kristoffer, that she could not afford the medicine she had previously been prescribed.
Kristoffer recognized that prescribing unaffordable
medicine is not effective and deviated from clinical
guidelines to meet Fie’s need for cheaper medication:
“But I am aware that if one cannot afford the
medicine, one does not take it and then it is of no
use” (Kristoffer, doctor).
The nurses also experienced patients coming in who
are unable to pay for their prescribed insulin – a very
costly treatment. Both the patient’s low income (e.g.
benefits) and the design of the reimbursement system
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made insulin too expensive for the patient to afford. In
these cases, the nurses gave the patient an insulin pen or
two until he or she again could afford it. The same happened with other supplies e.g. needles for blood sugar
meters:
Tove [nurse] asks him [patient] if he has any more
needles. The patient says he uses them three times.
Tove says he should not. They become bent. She gives
him a box of needles.
(Field note from participant observation)
In order for patients to benefit from their prescriptions, the nurses supported patients who (temporarily)
could not pay themselves by giving medicine or supplies
for free. In general, the municipality where the patient
lives support test strips and needles for blood sugar
measurement if they apply for it. As a standard, the diabetes nurses offered all new patients to write and send
an application to the municipality for them. During the
clinical encounter with the patient, they merely asked
the patient to sign a predesigned application form
making it as easy as possible for the patient to receive financial support for supplies. The systematization of applying for municipal support and maintaining an insulin
and supply stock in the outpatient clinic, illustrate an
organizational structure that enables helping patients
with low economic resources.
While professionals were able to adjust prescriptions
there were also situations where they were unable to
make medication and patient meet. During participant
observation with a doctor a middle-aged man working
as a bus driver came into the consultation. His blood
sugar was too high, and the doctor Ditte wanted to prescribe blood sugar lowering injections. The patient
rejected this prescription as his wife had experienced
side effects of the same medication. The following is a
field note exempt from the consultation:
Ditte makes it clear to him, that next step is insulin,
saying that she assumes he does not want that due
to his driver’s license. It almost seems like a threat.
She also tells him that if he is to continue in the
clinic, he must be willing to do some of the things
the clinic suggests, otherwise there is no reason for
him not to be cared for by his general practitioner.
(field note of participant observation)
After the consultation Ditte was clearly frustrated and
provoked by the patient’s passivity. When unable to fulfil
her own ambition of improving the patient’s disease, and
collaborate with the patient, Ditte turned to shocking
him instead, something reported elsewhere [42]. The
episode also illustrates the organizational logic to spend
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resources rationally and discharge patients taking up
scarce resources (consultations) if there is no (or not
enough) perceived benefit. The economic and organizational
demand to discharge patients was also mentioned several
times by doctors when deciding whether a patient should
continue to be cared for in the clinic:
Ditte tells me that she preferably should discharge
two patients a day on average, at least. In practice
she says that some days its none and some days it is
five. But she still has it in mind.
(field note from participant observation)
Adjusting agendas, frequency of visits, examinations
and prescriptions to the need and conditions of the patient illustrates how treatment in the clinic was “attuned
to everything else” ([29]: p 61). It also illustrates that in
this logic of care, what is the best choice from the medical perspective (represented in treatment guidelines) is
not necessarily the best choice for the patient, considering his or her specific situation. Even if the services are
adjusted and flexible the patients in the study experienced that services are structured (for them) in the
clinic. Many of them appreciated that and saw it as a
burden lifted from their shoulders that they were not in
charge of scheduling appointments. Vibeke found comfort in “always knowing what will happen in the clinic”
and Yussef appreciated that the staff printed his record
and lab results and explained to him, what they meant.
It made him feel safe he said. The participating patients
also found it reassuring to have their diabetes been taken
care of by specialized staff.
A person with many needs: respecting other needs and
helping the patient to become a candidate for services
elsewhere

While the patients in this study are referred to the clinic
with diabetes, many of them experienced other problems,
medical as well as social. As mentioned above, the agenda
for a consultation may be changed based on the needs of
the patient. If other needs or issues were consuming the
patient’s energy or time, if the patient was worried about
symptoms or family members or was in the midst of crisis,
the professionals embraced these issues in the conversation. When patients worried about other symptoms not
strictly related to diabetes the nurse took time to hear
about it and helped the patient handle it e.g. by asking a
doctor in one of the other consultation rooms or guiding
the patient to where he or she could get help with it.
In the focus group interview, the nurses described how
they approach patients with many needs:
Freja: “Really, they must feel that we listen to them.
So, you may find yourself working with things, where
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you think, well, that was not the plan, but we will
have to in order to move on.”
[…]
Rie: “Sometimes you need a longer consultation.
Because so many other things appear on the way.
And if you don’t attend to these simultaneously, they
may not feel that you care for them. Or that they
trust you.”
Some patients also needed help to get on further in
the health system in order to benefit from services or referrals. The professionals often helped patients with this.
Either by guiding them in the right direction or by negotiating access to services, thus making other services
more permeable.
The patients’ feet were checked once yearly at the
clinic and if needed the patient was offered a referral to
chiropody elsewhere. In order for patients to benefit
from their referral, diabetes nurse Rie printed a list with
contact details of state-authorized chiropodists serving
close to the patient’s home. When asked why she did
that, Rie answered:
“Because it is my experience that it is a bit beyond
them to look for chiropodists. Especially because not
all chiropodists are authorized. Then they don’t
receive the referrals. It is much easier then, if I just
print out something where they have a phone
number and an address to respond to.” (Rie, nurse)
If referrals for one reason or another did not result in
the patient receiving a service elsewhere (e.g. in a cardiology department or municipal rehabilitation) the nurses
double checked referrals, resent the referral or called the
other department on behalf of the patient, something
often observed during participant observation.
Sometimes professionals actively engaged in negotiating access to services for the patient. This is exemplified with Nadim who dropped into the clinic. Tove
put a lot of effort into contacting the clinic where
Nadim was usually seen for his diabetes. Negotiating
access for him there involved navigating through a
secretary and a key-yourself system to a nurse and
convincing the nurse of Nadim’s need. Tove experienced that she had to pressure the nurse at the other
clinic to give Nadim the care Tove believed he
needed. After talking to the other hospital, Tove
prepares Nadim to go to Hospital B:
Tove says that she talked to Hospital B and that he
should go there now and get help with the insulin.
Nadim says they know him there. Tove tells Nadim
to ask for a home care nurse that can help him to
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inject the insulin in the beginning. She repeats “home
care nurse” clearly. Tove has written the department
number at Hospital B on a post-it.
(field notes from participant observation)
Tove prepared Nadim so that he could get the services
he needs to benefit from his prescription. The small
things of making a note and telling Nadim to ask for
what he needs (a home care nurse) illustrate the specificity of helping an individual patient to benefit from
health services. It also illustrates how practicing the logic
of care in the clinic involved doing much more than
sticking to guidelines and letting the patient do his access work himself. In the logic of care, the professional
steps in where the patient needs help – be it calling,
negotiating, injecting, writing notes or arming him with
the right words to express his/her need elsewhere. The
professionals helped the person to become a - with
Dixon-Woods et al.’s word - candidate for the specific
service that he or she needed through supporting the patient to navigate the health services and negotiate access
to them [20].

Discussion
In our analysis, we have argued that the logic and practice of care in this particular clinic are characterized by a
needs-adjusted approach to both access, timing, and
content of consultations as well as attending to needs
not directly related to diabetes. This logic of care permeates the clinic all the way to the leading senior doctor
and is mirrored in the organizational conditions of clinical practice. From studying the care practices and the
normative and organizational conditions under which
these take place, we have described a logic of care with
patients’ multiple needs at its center.
According to a recent Danish study, socially vulnerable
patients with type 2 diabetes prefer patient-centred individualized and needs adjusted self-management support
[43]. Several reviews trying to integrate previous definitions of patient-centred care include a focus on patients’
needs as an important element of patient-centred care
[44, 45]. Castro et al (2016) highlight the connection between patient-centered care and individualization of care
and argue that an important attribute of patientcenteredness is seeing the patient as a unique person
and trying to meet the “specific needs, values and beliefs
of patients.” ([45]: 1929). In our study, we have illustrated how this happens in practice with all the particularities of individual patients’ lives and individualized
solutions and efforts of professionals. How it involves
continuously adjusting schedules, agendas, expectations,
medications etc. to what the patient needs. This illustrates that practicing care centered on the patient’s
needs is not a matter of implementing a new tool, but of
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an organizational culture and organizational flexibility
enabling the professionals to achieve needs-based care in
practice. In this way our study may be said to exemplify
in diabetes care what Öhlén et al. have described in
person-centered palliative care, namely that it is “a way
of being in the professional world”, not a range of
tools [46]. Insights about culturally and contextually
appropriate diabetes interventions gained from qualitative research in selected clinics in India have subsequently been tested in a clinical trial showing effect
on primary outcomes [47, 48]. Likewise, implementing
organizational
conditions
flexible
enough
for
individualization of care and nourishing an including
culture in clinics may also be tested to see if what
works in this clinic can also work elsewhere.
Beedholm and Frederiksen have argued that implementing an ideal of patient involvement is challenged by
cultural and structural factors in the form of institutional logics already existing in the clinic [36]. In our
analysis, we have illustrated the local logic of care
practiced in this clinic despite the existence of
standardization and efficiency logics and technologies.
We have shown that in practice focusing on the individual patient’s needs is possible with an organization and
culture enabling it. An American ethnographic study of
hospital-based diabetes care concluded that professional
expertise and concern for the individual patient’s wellbeing was overruled by managerial, organizational and
market logics’ focus on efficiency and profitability. This
led to professionals experiencing inability to meet the
patient’s needs within the frame of what the insurance
company allows [35]. While the market logic dominates
in their account, they also provide examples of how clinicians, as the clinicians in our study, worked around
existing limitations of access to medicines [35].
Previous studies have noticed the importance of the
organizational culture in the clinic [45, 49]. An American experimental study found a statistically significant
association between medical practice culture and the
participating general practitioners’ decision-making and
management of diabetes. Especially collegiality, information emphasis and organizational trust were positively
related to performing necessary examinations [49]. In
our analysis, the importance of culture in the clinic is
exemplified as the normative conditions and the acceptance of putting aside demands of e.g. efficiency or clinical guidelines for medication prescription in order to be
able to meet the needs of the patient.
Some limitations of this research are worth noting.
Data collection was limited to one specialized clinic
making it impossible to conclude on care logics and
practices elsewhere. However, focusing fieldwork on one
site enabled us to deepen our understanding of practice
in this particular place. Thus, the study has similarities
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with the qualitative case study which was appropriate
because this empirical approach made it possible to capture the actual care practice “within its real-life context”
([50]: p 18). Through our “thick description” of care
practices in this clinic researchers elsewhere knowing
their particular context may consider the transferability
of our findings [51]. Another limitation is that participating patients are not among the most socially vulnerable patients as these were hard to recruit due to the
fragility of their relation to the clinic. This challenge is
well known and has been reported elsewhere [52]. We
tried to address this through asking all professionals
about their experiences with other (more) socially vulnerable patients and through addressing the issues of
caring for the most vulnerable patients during the focus
group interview. During participant observation we also
witnessed consultations with an unselected group of patients receiving care in this clinic, some of whom were
much more socially and physically vulnerable than the
16 interviewed patients. While nurses recruited the
interviewed patients, 7 of whom were previously known
to nurses, which holds the possibility of introducing selection bias, this was not the case during participant observation. The interviewer also stated before interviews
with each patient, that she was not employed at the
clinic and that the interview would have no consequences for the patient’s health care.
Through combining participant observation and interviews, it has been possible to grasp both diabetes care as
it is practiced in the everyday work of clinicians as well
as clinicians’ and patients’ perception of this practice
and its consequences. Participant observation made it
possible to observe care practices and situations that
were unlikely to have been revealed through interviews
alone and interviews enabled us to understand the
meaning of practice for the involved actors and to
broaden our understanding of clinical practice beyond
what we observed being physically present. Our stepwise
analysis and continuous engagement with the material
during data collection has strengthened our empirical
base, analytical insights, and the credibility of our research [40, 51].

Conclusion
In this article we have argued that practicing a needbased approach to treatment involves a continuous
adjustment of permeability, frequency, timing and
content of consultations, as well as prescriptions in
order to meet the individual patient’s need. It also involves attending to patient needs not directly related
to diabetes and preparing the patient to negotiate access to services outside the clinic that the patient
needs. Thus, helping the patient to become a candidate for care in other health care settings. This
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needs-based approach to treatment is in this specific
case enabled by an organization flexibility, an
organizational culture and dedicated professionals.
Taking findings from this study elsewhere would involve creating the conditions for organizational flexibility, nourishing an organizational culture honouring
patient needs and recognizing the efforts of dedicated
professionals who every day do small things that enable patients to access and benefit from the resources
put into the health services.
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