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A population of 103 adult diabetic patients was interviewed at the Outpatient Clinic for diabetic patients
of the University Hospital of the West Indies to examine the effects of severity of the illness and social
variables, such as facilities at home, education attained, employment status, informal medication, and
understanding of the illness in relation to its control.

Patients were classified as severe if there were clinical evidence of vascular or neurologic complications
of diabetes and as mild if there were no complications. Control of diabetes was regarded as good if the
patients were free from or had less than 2 + glycosuria and as poor if they had had 2 + or more glycosuria
during the six months before the study.

We found that the quality of control was mainly determined by the severity of the disease. In the mild
diabetic, proper diabetic control was not influenced by any social variable examined. In the severe
diabetic the quality of control was associated with social amenities, educational status, employment
status, and understanding of the disease, DIABETES CARE 2.- 401-408, SEPTEMBER-OCTOBER 1979.

The successful management of a chronic illness in
the ambulant patient depends on a combination
of factors, including the individual's ability to
adapt to a new way of life, the extent of residual

disabilities, understanding of the illness, familial supportive
help, and resources within the community. The community
resources that such an individual needs include primary
health care and interest groups that would help him or her to
adjust. Naturally, availability of necessary medical in-
gredients of therapy is also required if the patient is to
maintain a proper regimen.

In the more developed countries, attention is focused not
only on the medical aspects of the treatment of chronic
illnesses, but there have been several studies on such factors
as effectiveness of communication in relation to control of
diabetes.1"3 In the Caribbean, little attention has been paid
to the social and other related factors that affect the efficiency
of control of a chronic disease like diabetes mellitus.4 Our
study was carried out in an attempt to gain insight into some
of these factors.

Our results suggest that, in Jamaican patients with diabetes
mellitus, the motivation for adequate control is related to the
severity of symptoms and also to the social status of the

patient. This is indeed unfortunate, since the severe symp-
toms are usually present in the advanced stage of the disease.
Our results indicate the need for greater motivation of pa-
tients with the mild form of the disease, if we are to reduce
effectively the development of complications and the transi-
tion to the severe state.5"8

METHODS

The study was conducted between November 1976 and
March 1977 in the Outpatient Clinic for diabetic patients,
which is held once a week, at the University Hospital of the
West Indies. Patients were classified as severe if there were
clinical evidence of vascular or neurologic complications of
diabetes and as mild if there were no complications. Their
control was regarded as good if they were free from or had less
than 2 + glycosuria and as poor if they had had 2 + or more
glycosuria during the six months before the study.

We used a quota sample, based on the severity of the
illness and the quality of diabetic control, to select 103
patients (13% sample) who had attended the clinic for at least
six months. The sample was selected from a population of 797
mature-onset diabetic patients, aged 30 years and older, who
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attended the clinic during that period when the interviewing
was carried out. A more rigorous, sampling schedule could
not be attempted in view of the unpredictability of the
patients' attendance at the clinic; therefore, contact was
made when they arrived at the clinic. Interviews per day
ranged from one to nine, but on the average five respondents
were interviewed each day.

Initially, selection was done throughout each session while
the patients were in the waiting area. The researchers
intended to obtain 25 patients in each of the four.categories.
The most readily available group of patients was the severe
poorly controlled diabetics, and the quota for this group was
exceeded by eight. The severe diabetics who maintained good
control were the most difficult respondents to obtain. After
only nine of these patients were obtained, all of whom were in
the other categories, special effort was made to fill the quota
by selecting from the clinic records those severe diabetics
with good control as they turned up at the Outpatient Clinic;
12 patients were selected in this way, making a total of 21 of
these severe diabetics with good control. The limitations of
time brought the study to an end before the quota could be
filled.

Two patients were excluded from the study. One was a
referral who turned out to be a nondiabetic and the other
had not attended clinic long enough for the physician to
establish the control status of his diabetes. No one refused to
be interviewed.

The sample was regarded as being representative because
the age and sex distribution was similar to that of the
diabetic outpatient population (see RESULTS).

In Jamaica it is difficult to be precise about race, but the
majority of the patients in the sample were predominantly
black. Of the 103 patients, 89 (86.5%) lived in the city,
and 56% of these urban patients lived in the depressed, low
socioeconomic areas in Kingston at the time the study was
conducted. Although only 13.5% of the total sample was
living in the rural areas when the study was done, 70% of
the 103 patients were educated in rural Jamaica and had
migrated to Kingston since they left school.

Interviewers were instructed to obtain the present or
most recent occupation, and occupation was used as a
means of socioeconomic classification and not as an
indicator of current employment status.

Only 9.7% of the total sample was classified as professional
or managerial (nurses, teachers, accountants, civil servants,
and administrative personnel), while 28.2% were categorized
as clerical and sales, craftsmen, and those employed in
processing productions; 23.3% were in personal service or
were manual and general workers; and 26.2% were house-
wives. In the remaining 12.6%, occupational classification
was not ascertained.

The respondents were a mixed group in terms of prescribed
medication: 21 patients took insulin, two patients were

treated with diet only, and the remaining 80 patients were
on oral hypoglycemic drugs.

The duration of the illness of the 103 patients ranged
from 1 to 33 years, with a mean of 14.4 and 9.1 years for
severe and mild diabetic patients, respectively.

All interviewers were state-registered nurses who were not
in clinical practice at the time the study was conducted. They
were either native Jamaicans or had worked in Jamaica long
enough to be familiar with the Jamaican life-style and
methods of communication. Interviewers were trained with
the aid of a manual specially designed for use in developing
countries.9 A pretested, structured, response schedule was
used, and the interviewers were responsible for collecting the
data to assess the severity of the illness, facilities at home,
education attained, employment status, informal medication
taken, alcohol intake, and difficulties in maintaining the
regimen and understanding of the illness in relation to
diabetic control (see response schedule in APPENDIX).

A physician determined the severity of the illness and the
quality of diabetic control from the clinic records of the 103
patients who were seen, on the average, at bimonthly intervals;
this was done without the interviewer having any previous
information.

A social amenities' rating, as an indicator of the standard of
living, was compiled by allocating the following scores to
facilities:

Facilities Scores

Water supply
Piped water in the house 3
Piped water in the yard 2
Standpipe (a central tap usually on the sidewalk) 1
Drums or tanks in the yard 2
Water fetched from stream/river/reservoir 1

Electricity and Electrical Appliances
Electricity 2
Refrigerator 3
Radio 1
Television 4
Telephone 3

Toilet
Water-borne system 2
Pit latrine 1

To assess the respondent's knowledge of the ingredients
conducive to proper management of diabetes, a scoring
system was established by allocating points, ranging from 2
for each correct answer to —1 for incorrect answers, to 10
questions based on indices necessary for maintaining the
diabetic regimen (see APPENDIX).

RESULTS

Of the 54 patients who were classified as severe, 21 had
good control and 33 were poorly controlled, while those
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assessed in terms of control in the mild group were
evenly distributed.

Ages ranged from 30 to 84 years, with a modal age
group of 60 to 69 years, closely followed by the
patients in the 50 to 59 age group, in both the
sample and the clinic population. The mean ages

were 59.1 and 58.0 years, respectively, for the sample and the
clinic population.

The female dominance in all age groups, with a sex ratio of
2.7:1 in the sample, was similar to the sex distribution in all
age groups of the clinic population, which had a 2.8:1
sex ratio.

Social Amenities
The relationship between social amenities and the severity
and level of control of the diabetes is shown in Table 1 and
Figure 1. Table 1 shows that, in the severe diabetics, those
who were poorly controlled had a lower social amenities'
rating. A rating of 15 was arbitrarily selected for use in Figure
1, which shows graphically that there was a significant differ-
ence in the state of control between the severe and mild
diabetic patients. In those diabetics with a social amenities'
rating (SAR) equal to or less than 15 (=^15), there was a
significant difference in the state of control between the
severe and the mild diabetics. A higher proportion of the
severe diabetics in this group was poorly controlled, and
the higher the SAR in the severe diabetics, the better was
their control. Among the mild diabetics, however, there was
no relationship between social amenities and efficiency of
control.

Difficulties in Maintaining Diabetes Regimen
Enquiry among the severe group into the major difficulties
encountered in maintaining the diabetes regimen revealed
that unavailability of dietary foodstuffs and financial problems
were experienced by 60% of those who were poorly controlled
in comparison with 25% in the well controlled group. In the
group of mild diabetics, 64% of those who were well controlled

TABLE 1
Severity and control of diabetes mellitus in relation to the social
amenities rating

S A R

20.

No. of

subjects

10.

p<0.01

SAR

Severe Mild Severe Mild

FIG. I. The relationship of social amenities rating to quality of control in
diabetes mellitus. Poor control indicated by pluses within bars; good
control indicated by open bars.

experienced these difficulties compared with 50% of the
poorly controlled patients who did.

Employment Status
There was a 63% unemployment in the whole sample, but in
the patients who were severe, those who were employed
showed better control (38% employment among those with
good control as compared with 26% employment among the
poorly controlled).

In the mild diabetic, employment status was irrelevant to
the quality of control (33% employment in those with good
control and as much as 55% employment among the poorly
controlled).

Education Attained
There was a significant difference in the quality of control
for the severe diabetics in relation to education—the higher

TABLE 2
Education attained in relation to seventy and control of diabetes mellitus

Severity and control
of illness

Severe—good control*
Severe—poor control*

Mild—good controlt
Mild—poor controlt

Total

0-9

2
14

5
7

28

Social amenities rating

10-15

5
9

11
6

31

16-20

14
10

9
11
44

Total

21
33

25
24

103

Severe, good control
Severe, poor control*
Mild, good control
Mild, poor control

* V2 - 6, 1- P<-n D7

Education attained

<9th
Grade

6
21
16
15

9th-11th
Grade

10
12
4
7

>llth
Grade

5
0
5
2

Total

21
33
25
24

* X 2 = 6.9; P < 0 . 0 1 .
t NSD. No Significant Difference.

NB: Ninth grade is equivalent to five years below the high school diploma
- in the U.S.A.
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TABLE 3
Patients' knowledge of diabetes mellitus classified by severity of illness and
quality of control

Mean rating

No. of
patients Mean

Knowledge rating

<10 10-14 15-20

Severe, good control
Severe, poor control
Mild, good control
Mild, poor control

21
33
25
24

12.4
10.8
9.4
9.6

33.3
39.4
56.0
62.6

23.8
39.4
40.0
16.6

42.9
21.2
4.0

20.8

the education attained, the better the control. There was
no significant relation between education attained and
diabetic control among the mild diabetics (Table 2).

Knowledge
In the total sample there was a mean score of 10.5 in
relation to the knowledge necessary for maintaining a diabetic
regimen. The severe diabetic who had good control appeared
to have a higher knowledge rating, as is shown in table 3.
There was a significant difference between the knowledge
rating of the severe diabetics with good control and that of
the mild diabetics with good control (t = 2.238; P < 0.05).

In the mild diabetics with good control, only 4% had a
knowledge rating of 15 or more, and those who were poorly
controlled appeared to have a better knowledge of the
disease, thus indicating that knowledge had little part to
play in the control of diabetes in this group.

Initial Understanding of the Disease
Among the 103 patients, initial understanding of the disease
was inadequate, as only 15.7% said that they had a full
explanation about diabetes and hence a good understanding
of the diabetic regime initially; 74.8% of the total sample
said the doctor told them that they "had sugar" but gave
them no explanation, while 8.7% said that the doctor said
nothing to them about diabetes at the onset of the illness.

TABLE 4
Patients' initial understanding of their disease in relation to quality of
control in severe diabetes

Doctor/patient
discussion

Sugar—No explanation
Full explanation

Control

Good

14

7

Poor

25
3

= 4.69; P<0.05.

Among the severe diabetic patients there was a significant
difference in diabetic control between those who said they
were given a full explanation about the disease initially and
those who said they were told that they had sugar but had
had no explanation about a diabetic regime as shown in
Table 4.

In the mild diabetics there was no significant difference in
relation to initial understanding and diabetic control.

Informal Medication
Of the total sample of 103 patients, 41.7% admitted that
they were using informal medication (patent medicines and
home remedies) along with formal medication at the time of
the interview; two of these patients were actually substituting
informal medication twice weekly for their prescribed
medication. In the severe diabetic patients it was significant
that there was a greater number of poorly controlled patients
in the group that used both formal and informal medication,
as is shown in figure 2. In the mild group, informal medication
had no noticeable effect on the quality of diabetic control.

In the entire sample of 103 patients, 45 were moderate
to heavy drinkers who reduced their alcohol intake markedly
after discovery of their disease. Of these patients who had
good control of their diabetes, fifteen (seven severe and
eight mild) had either stopped drinking completely or took
the occasional drink. Of the 30 patients who were poorly
controlled (15 severe and 15 mild), nine continued to drink
heavily.

DISCUSSION

Our sample is small in comparison with other studies
from the USA and UK, but it is still possible to
draw some conclusions from our data. It was
shown previously in diabetes that level of knowl-

edge about the disease correlated with the degree of manage-
ment capability.10 That view is not universal, and, in a study
among hypertensives, Canadian workers reported that health
education programs, which taught the patients facts about
hypertension and its treatment, were not reflected in better
compliance.11 It was also shown that level of knowledge
among mothers did not enhance their compliance in treat-
ment of their children who have an acute illness.12

The difference between our results and some of the studies
quoted above may be related to the level of the basic
knowledge in our communities. In North America, good
communication systems, a high level of exposure to the press
and other media, and a high standard of literacy must
provide the type of awareness of illnesses to be at a level
higher than that which is obtained in Jamaica. We are
unaware of any investigation made in the Jamaican population
on levels of knowledge of chronic illnesses. In a recent
study in Jamaican patients with leg ulcers caused by sickle
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cell anemia, it was found that only 15% knew that their
primary disease was related to an abnormality of the red blood
cells and 7.5% were emphatic that the disease was not
inherited and was caused by external factors such as
infection, nutritional deprivation, or physical accidents
(Sylvan I. Alleyne, unpublished data). Since this is the level
of knowledge of a hereditary disease, it is not difficult to
envisage the ignorance about an acquired disease, like
diabetes, which does not necessarily have the obvious
external stigmata of sickle cell anemia. Any increased level
of health education in North America is, therefore, less
likely to augment the knowledge of the disease to the same
extent as it would in Jamaica.

No workers have had the opportunity to study patients
like ours in the deprived conditions of developing countries
to determine whether the factors such as education and
knowledge of illness relate to diabetic control.

It is noteworthy that, in the North American studies
referred to above, there was no attempt to group
patients according to the severity of their illness, as we
have done in the present study. It is clear from our

data that it was among the severe diabetics that knowledge
of the disease appeared to be associated with the level of
control. Perhaps even among the North American hyper-
tensive patients, stratification according to severity of disease
might demonstrate an effect of knowledge of illness on
compliance with the various therapeutic regimens. It is
important to point out that the study we quote as showing
that level of knowledge about the disease correlated with
management also dealt with diabetes. It is possible that there
are differences in the patients' appreciation of the two
chronic diseases, hypertension and diabetes, such that
knowledge of them affects the degree of compliance and
control to different degrees.

Because of our ability to classify our patients according to
their social amenities, we were able to document that, at
least in the severe diabetics, those patients who possessed
more social amenities and, presumably, were more affluent
had a better degree of control. It is perhaps obvious that
the more affluent diabetic is, likely, to be better educated,
communicate better with his or her doctor, and thus be more
likely to comply with the limitations imposed by the diabetic
regimen. Our findings do indeed show that, in the severe
diabetic, a higher level of education is associated with
better control. The effect of employment on control in
severe diabetes is also related to the social amenities and
education attained.

It is of interest that there was no relation between
diabetic control and any of the social factors in the mild
diabetics. The reason for this is not immediately obvious,
since we might assume that severe and mild diabetics are,
simply, ends of the diabetic spectrum. It is possible that all

20

15

No. of

subjects

10J

Severe

p < 0 0 5

• • •
• • • •
• • • •
• • •
• • •
• • •
• • •
• • •
• • •
• • •

Mild

Formal Formal and

informal f^

Formal R Formal and

informal Rg

FIG. 2. The relationship of formal and informal medication to quality
of control in diabetes mellitus. Poor control indicated by pluses ivithin
bars; good control indicated by open bars.

mild diabetics were so casual about their disease that this
factor overrode any effects of knowledge, education, or
amenities, and the ease with which mild diabetes can be
controlled removes any discriminant power from any of the
social factors examined in this study.

In our environment, many patients with diabetes become
concerned about their illness only when the complications
arise. It is only at this stage that differences in management
capability will be reflected in variations in control.

A general point should be made in relation to the
understanding of the disease in the whole group of patients.
It has been shown that, in diabetes, although there was no
direct correlation between control of the disease and level
of physician-patient communication, certain specific aspects
of the disease regimen, e.g. urine testing, was definitely
related to the level of communication. It was shown that, in
those patients taking insulin and, therefore, presumably the
more severe diabetics, communication was best.13

It is a reflection of the state of our health care services
that 75% of the patients were given no full explanation of
the disease at diagnosis. This, perhaps, spells out the need
for health personnel other than doctors to be included
formally in the treatment of the chronically ill. Again among
the severe diabetics the control was related to whether the
nature of the disease was explained. The important factor
here may not be simply the giving of the explanation, but it
is likely that, in the more educated patients, the explanation
was appreciated; here we are seeing an effect of education
rather than one of any communication deficit.

In our society the effect of culture differences on the
doctor-patient relationship was described,14 and this phe-
nomenon may also play a role in the present setting.
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Some 42% of our patients were using informal medication.
It is unlikely that this figure underrepresents the magnitude
of the problem. Here again the effect of control was
apparent only among the severe diabetics. There is wide-
spread use of informal medication among the population
represented in our Diabetes Clinic, and in a previous study
the point was made that there is a coexistence of folk and
scientific medical systems in our people.15 The reasons for
this statement are beyond the scope of this study, but
other workers speculated on the cultural ambivalence of our
people as a cause.14

Perhaps some of our patients may be so preoccupied with
devising means of meeting the basic physical necessities for
existence that they haven't time to pay attention to the
basic strategies for dealing with the management of a chronic
illness like diabetes mellitus.16

Conclusions
In general, the quality of control was associated with the
severity of the disease. In the mild diabetics the quality of
control was not influenced by any of the social variables
examined.

In the severe diabetic, the quality of control was related
to social amenities, education attained, employment status,
and understanding of the disease.
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APPENDIX

Psychosocial factors related to patients with diabetes mellitus

ADULT

6. Name of school:
7. Age at leaving school

Reason for leaving school.
8. Qualifications: Less than 5 years; 5-15 years; 16 and

Date of interview:
Interviewer:
Serial number:
Hospital number:

To Be Filled in by the Doctor
Medical Status

(I) Poorly Controlled/Moderate/
Stable

(II) Mild/Severe
Type of Medication

Insulin/Diabinese/Glucophage,
etc.

1. Name of Patient:
2. Address:
3. Date of birth: Present age:
4. Sex:
5. Highest grade reached in school: Primary (grades 1-6);

junior secondary (grades 7-11); secondary; other
(specify).

over.
9. How many children have you got alive?

10. Household roster
No.
Name
Relationship to head
Age
Sex
Marital status
Highest education
Previous/present occupation
Employment
Which of the following facilities do you have at home?
Piped water in the house; piped water in the yard; stand-
pipe; other water supply (specify); electricity; refrig-
erator; radio; television; water closet; pit latrine;
telephone.
How old were you when you found out that you had
diabetes?
Before your illness, did you have to deal with a diabetic?
Yes: Whom? No.
What do you think is the cause of diabetes?
What did the doctor say was wrong with you when you
were first told you had the illness?
Dr. said nothing about sugar
Dr. said sugar but no explanation
Dr. said sugar and gave explanation
What was your reaction to this illness when the doctor
first told you? Did you think: It could be cured; it could
not be cured.
After your first visit to the doctor, how seriously did
you take it? Didn't take it seriously; took it seriously,
but felt I could cope; it was too serious to cope with it
by myself; other (specify).
How is the urine tested? Benedict; Uristick; Clinitest.
What treatment do you need to keep the diabetes under
good control? Diet; Tablets; Injection; Other. (Show
the patient the different brands in the kit and let
him/her select those he/she is now using.)

Skip questions 20 and 21 if not applicable.

20. If injections, who gives it to you? Self administered;
spouse; someone besides the above mentioned but
within the home (specify); relative from outside the
home (specify); Hyacinth Lightbourne Visiting Nursing
Service; other (specify); not applicable.

21. (Probe for substitute) If you/the person who normally
gives the injections are/is unable to do so for one reason
or another, who would be the next person to give it
to you?

11

12

13

14
15

16

17

18.
19.
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22. I am going to ask you some questions about diabetes.
I would like you to answer each of the following: (a)
Is diabetes inherited? (b) Can it be cured? (c) Should
you pay attention to diet? (d) Does it matter if you
miss insulin/tablets one day? (e) Will you become ill if
you have too little or too much insulin/tablet? (f) If
you start to perspire extra (cold sweat) and feel faint,
does that mean too much or too little insulin/tablet?
(g) Can people with diabetes play games normally?
(h) If you become faint and perspire extra (cold sweat),
is it correct to take a sweet drink? (i) If on testing the
urine the colour is orange or red, is the diabetes under
good control? (j) Is there anything that you can use
instead of insulin/tablets (Diabinese) in the treatment of
diabetes?
(PROBE) Where did you get your information about
diabetes?

23. Is the diet that the doctor put you on sufficient for
you, or do you get hungry?
(PROBE) If gets hungry: What do you do then?

24. What are the difficulties you have in keeping up the
treatment necessary to keep you under good control?
(The most difficult one first.) (Treat as open-ended
question. If following points do not come up in answer,
PROBE EACH ONE.)
Sometimes forget to take medicine/injection—(fed up
with medicine/injection).
Dietary—like sweet things, so eat them now and again.
Dietary—cannot get the food necessary to keep up the
diet.
Financial problems.
Problems of fitting in as a mother, wife/worker (adjust
for male respondents).
Conflict—quarrels in the home.
Difficulties in obtaining medication.
Other difficulties (specify).
No difficulties.

25. Have you ever been in hospital for this illness? Yes
(number of times). No.

26. (a) If answer to 25 is no: What do you think you have
been doing that has contributed most to your
controlling the illness?

(b) If answer is yes, Were there any special events that
led up to your going into hospital?

27. Have you discussed your illness with anyone other than
the doctor or nurse?
No one. Why Not?
Yes. With whom?
What was the person's reaction?

28. Does your husband/partner comfort or help you with
regards to the illness?
Yes. In what ways? No. Why not?

29. Does any other relative comfort/help you with regards
to the illness?

Yes. Whom? In what ways? No. Why not?
30. Apart from family and relatives, has anyone or any

organization helped you in coping with this illness?
Yes. Whom? In what way(s)? No.

31. Have you noticed any loss of the desire for having sex
(libido) or difficulties in sex relations since you have
diabetes? Yes. No.
If yes, probe for loss of desire or difficulty in performance.

32. Do people with diabetes have such difficulties?
(PROBE): Why do you think so?

33. What difficulties or problems (if any) does your illness
cause you with your work/job?

34. What do you dislike most about your illness?
35. How often did you take a drink (whisky, rum, gin,

beer, stout, wines, etc.) before you had diabetes?
(PROBE) —Do you still drink as much?

36. Apart from the treatment the doctor has put you on,
do you. use any home remedies for diabetes? Yes. No.
(PROBE)—If yes, what?

37. What method of transportation do you normally use?
38. How do you feel about life in general since this illness

started?
39. What complications (if any) have you got because of

the diabetes?

REFERENCES
1 Fraser, C , John, M., Maguire, P., Rutter, D., Ley, P., and

Fishbein, M.: In Communication Between Doctors and Patients.
Bennett, A., Ed. Nuffield Provincial Hospital Trust, Oxford
University Press, 1976, pp. 77-97.

2 Graber, A. L , Christman, B. G., Alogna, M. T., and Davidson,
J. K.: Evaluation of diabetes patient-education programs. Diabetes
26: 61-64, 1977.

3 Williams, T. F., Martin, D. A., Hogan, M. D., Watkins, J. D.,
and Ellis, E. V.: The clinical picture of diabetic control, studied
in four settings. Am. J. Public Health 57: 441-51, 1967.

4 Tulloch, J. A., and Luck, D. E.: The problem of diabetic
control in the Caribbean. West Indian Med. J. 8: 179-83, 1959.

5 Keiding, N. R., Root, H. F., and Marble, A.: Importance of
control of diabetes in prevention of vascular complications.
JAMA 150: 964-69, 1952.

6 Wilson, J. L., Root, H. F., and Marble, A.: Prevention of
degenerative vascular lesions in young patients by control of diabetes.
Am. J. Med. Sci. 221: 479-89, 1951.

7 Marble, A.: Angiopathy in diabetes: an unsolved problem.
Diabetes 16: 825-38, 1967.

8 Pirart, J., Lauraux, J. P., and Eisendrath, C : Diabetic retinop-
athy, nephropathy: relation to duration and control. Diabetologia
11: 370, 1975.

9 Alleyne, S. I., and Benn, S. L.: Data Collecting and
Presentation in Social Surveys, With Special Reference to the
Caribbean. Mona, Kingston, Jamaica, W. I. Institute of Social
and Economic Research, University of the West Indies. Working
Paper no. 22, 1979.

10 Watkins, J. D., Williams, F. T., Martin, D. A., Hogan, M. D.,
and Anderson, E.: A study of diabetic patients at home. Am. J.
Public Health 57: 452-57, 1967.

DIABETES CARE, VOL. 2 NO. 5, SEPTEMBER-OCTOBER 1979 407

D
ow

nloaded from
 http://diabetesjournals.org/care/article-pdf/2/5/401/445122/2-5-401.pdf by guest on 19 M

ay 2023



SOCIAL FACTORS RELATED TO CONTROL OF DIABETES IN JAMAICANS / S. 1. ALLEYNE AND ASSOCIATES

11 Sackett, D. L , Haynes, R. B., Gibson, E. S., Hackett, B. C , H McKenzie, H. I., Alleyne, S. I., and Standard, K: L.: Illness
Taylor, D. W., Roberts, R. S., and Johnson, A. L : Randomised and its treatment in a Jamaican community. Institute of Social
clinical trial of strategies for improving medication compliances in and Economic Research, University of the West Indies, Jamaica,
primary hypertension. Lancet I: 1205-07, 1975. 16: 262-79, 1967.

12 Bergman, A: B., and Werner, R. J.: Failure of children to 15 Simpson, G. E.: Jamaican revivalist cults. Institute of Social
receive penicillin by mouth. N. Engl. J. Med. 268: 1334-38, 1963. and Economic Research, University of the West Indies, Jamaica.

13 Hulka, B. S., Kupper, L. L , Cassel, J. C., and Mayo, F.: 5: 321-442, 1956.
Doctor-patient communication and outcomes among diabetic l(i Strauss, A. L.: Chronic Illness and the Quality of Life. St. Louis,
patients. J. Community Health 1: 15-26, 1975. C. V. Mosby, 1975, pp. 7-9, 21-33.

408 DIABETES CARE, VOL. 2 NO. 5, SEPTEMBER-OCTOBER 1979

D
ow

nloaded from
 http://diabetesjournals.org/care/article-pdf/2/5/401/445122/2-5-401.pdf by guest on 19 M

ay 2023


