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Aims Limited knowledge exists on the preferences of people with Type 2 diabetes towards diabetes care. Consequently,
these care preferences cannot yet be considered in the development of tailored diabetes care approaches. Therefore, this
study aimed to assess care preferences and their determinants in people with Type 2 diabetes.

Methods A discrete choice experiment was conducted to elicit people’s preferences. People with Type 2 diabetes,
treated in 30 Dutch primary care practices, were asked to choose repeatedly between two hypothetical diabetes care
packages, which differed in six attributes: role division in daily diabetes care planning, lifestyle education method, type
of medication management support, consultation frequency, emotional support and time spend on self-management. A
mixed-logit model was used to estimate the relative importance of the included attributes. Preference heterogeneity
among people with different person- and disease-related characteristics was investigated.

Results In total, 288 participants completed the experiment. They preferred to plan their daily diabetes care together
with a healthcare provider, to receive individual lifestyle education, medication and emotional support from a healthcare
provider, one consultation visit every 3 months and to spend less time on self-management. Participants did not prefer to
receive emotional support from a psychologist. Heterogeneity in preferences could partly be explained by differences in
sex, education level and glucose-lowering drug use.

Conclusion People with Type 2 diabetes show a preference for traditional care models. Emotional support was
identified by participants as the most important attribute. It is therefore important to adequately guide them when
changes in diabetes care organization are implemented.

Diabet. Med. 37, 1807-1815 (2020)

monitor people with Type 2 diabetes two to four times per
year, including an annual check-up by the GP.

In the Netherlands, around one million people (6%) currently
live with diabetes, of whom ~ 94% have Type 2 diabetes [1].
The majority (85%) are treated in primary care by a team
consisting of a general practitioner (GP) and a practice nurse
[1-4]. In general, primary care providers strictly adhere to the
guidelines from the Dutch college of General Practitioners on
Type 2 diabetes and the Dutch Diabetes Federation Health
Care Standard for Type 2 diabetes [3,5,6]. These care
protocols recommend primary healthcare providers to
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Internationally, Dutch diabetes care is considered to be of
very high quality, mainly due its multidisciplinary approach
[5], but it also has its drawbacks. Barring some exceptions
for older people, the diabetes guidelines are highly standard-
ized [3]. This is in contrast to National Institute for Health
and Care Excellence (NICE) guidelines in the UK and the
latest consensus report by the American Diabetes Association
and the European Association for the Study of Diabetes on
the management of Type 2 diabetes, which are more lenient
towards the type of glucose-lowering drugs that are pre-
scribed [7,8]. Not all people seem to benefit from this ‘one-
size-fits-all’ approach, leading to differential treatment
effects [9]. Furthermore, current Type 2 diabetes care places
a heavy financial burden on society, health systems, individ-
uals and employees [10]. Thus, ways need to be found to
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What’s new?

 There is increasing consensus that the preferences of
people with Type 2 diabetes should be used to develop
tailored diabetes care approaches.

* In this study, participants with Type 2 diabetes clearly
indicated that they did not prefer to receive emotional
support from a psychologist and preferred traditional
care models, such as one consultation every 3 months.

e The information from this study can be used to tailor
Type 2 diabetes care by identifying subgroups of people
with Type 2 diabetes with varying preferences towards
Type 2 diabetes care, and can potentially lead to more
person-centred care.

provide the right care, to the right person, at the right time,
creating more sustainable diabetes care.

There is increasing consensus that person-centred care,
defined as ‘care that is respectful of and responsive to
individual patient care preferences, needs, and values and
ensuring that patient values guide all clinical decisions’ [11],
could prevent the over-, under- and misuse of diabetes care,
and improve the management of Type 2 diabetes [12].
Individual care preferences, defined as what people want
from their health care [13], can help healthcare providers and
those they care for develop mutually accepted treatment
goals leading to improved health outcomes [13]. The number
of studies on care preferences of people with Type 2 diabetes
has increased substantially in the past decade [14]. However,
most of these studies assessed pharmaceutical care prefer-
ences, such as dosing schedule and risk of side effects [15].
Limited knowledge exists on the preferences of people with
Type 2 diabetes related to more general treatment attributes,
such as the frequency of consultations or emotional support.
Consequently, these care preferences cannot yet be consid-
ered in the development of tailored diabetes care approaches.
Therefore, the first aim of this study was to assess the
preferences of people with Type 2 diabetes towards the non-
pharmaceutical aspects of diabetes care using a discrete
choice experiment. Because people often have diverse pref-
erences for healthcare interventions and preferences tend to
change through the course of an illness [16], the second aim
was to examine whether these preferences are characterized
by heterogeneity, and if so, the extent to which this
heterogeneity could be explained by relevant characteristics
of people with Type 2 diabetes.

Population and study design

Eighty-four primary care practices in Maastricht and sur-
rounding areas, in the south of the Netherlands, received an
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email asking for permission to invite people with Type 2
diabetes in their practices to participate in the study. Thirty
practices were willing to participate. The practices were also
asked to provide data from their electronic health register on
participants’ biomedical characteristics (BMI, HbA, triglyc-
erides and prescriptions of glucose-lowering drugs) and date
of diabetes diagnosis. Subsequently, participants received an
invitation via regular mail including a letter containing
information about the study, an informed consent document,
a discrete choice experiment survey to elicit their preferences,
a questionnaire on their background characteristics and a
return envelope. One month after the first mailing, a
reminder was sent via regular mail to those who had not
returned the informed consent document and/or the ques-
tionnaires. Data collection took place from October to
December 2017. Approval of the study was obtained from
the Medical Ethical Committee of the Maastricht University
Medical Center (METC 17-04-104).

Discrete choice experiment

A discrete choice experiment is an increasingly used method
of eliciting participants’ preferences in health care [17]. In a
discrete choice experiment, participants have to answer a
series of choice tasks. Each choice task consists of at least
two scenarios with several attributes (e.g. frequency of
consultations and emotional support approach) that vary
along different levels (e.g. one consultation every 6 months
or yearly consultations). Participants are asked to choose the
preferred scenario in each choice task.

Identification of attributes and levels

In this study, a three-step process was followed to identify
the attributes. First, a list of diabetes care attributes was
compiled by conducting a literature review on preferences of
people towards diabetes care regarding non-pharmaceutical
treatment attributes. Second, to complement the attribute
list, five telephone interviews with healthcare providers were
held. Attributes were identified by asking healthcare provi-
ders to describe the steps they take during consultations with
people with Type 2 diabetes. Third, three focus groups, each
with four to six participants with Type 2 diabetes, were
organized to determine the most important attributes of
diabetes care. During the focus groups, the list of previously
identified attributes (based on steps 1 and 2) was presented.
In addition, participants were asked to name attributes of
diabetes care that were not included on the list. The final list
comprised > 10 potential attributes for inclusion. However,
to ensure that participants were able to consider all attributes
listed when making their choice, most discrete choice
experiments contain fewer than 10 attributes [18]. To scale
back the attribute list, the nominal group technique was
used: participants in the focus groups were asked to
individually select a top five of attributes from the final list
[19]. These attributes were awarded points: from 5 points for
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the most important attribute to 1 point for the least
important attribute. Per attribute, the mean importance
score was then calculated by dividing the total awarded
points per attribute by the total number of participants in all
focus groups. This process led to the inclusion of six
attributes (role division in daily diabetes care planning,
lifestyle education method, type of medication management
support, consultation frequency, emotional support and time
spend on self-management) with three to four levels each
(Table 1). The levels were discussed and determined by the
researchers (DH, AE and MB), taking into account their
clinical plausibility. In a face-to-face pilot study including
eight participants with Type 2 diabetes, participants’ under-
standing of the attributes and levels was tested, as well as the
task complexity and length of the discrete choice experiment
questionnaire. Minor adjustments to some levels of the
attributes were made accordingly.

Experimental design

The attributes and levels were combined to construct choice
tasks. Ngene was used to create a Bayesian efficient design to
maximize the D-efficiency (a summary measure of the
variance covariance matrix) of the chosen choice tasks. By
incorporating prior information about the preferences of the
attribute levels (positive or negative sign) the precision of the
estimated parameters for a given number of choice tasks was
maximized, thus increasing the statistical efficiency of the
design. The prior information was derived from the pilot
results. The D-score of our design was 0.16.

Attributes and levels used in the discrete choice experiment

Attribute Levels

Role division in diabetes
care planning

Person with Type 2 diabetes and
healthcare provider

Person with Type 2 diabetes

Healthcare provider only

Individual education

Group education

Digital education (app or website)

Via healthcare provider

Via aid (app, website, medicine
box)

No help

One visit every 2 months with
practice nurse

One visit every 3 months with
practice nurse

One visit every 6 months with
general practitioner

Yearly visit with GP

GP or practice nurse

Lifestyle education
method

Type of medication

management support

Consultation frequency

Emotional support

approach Psychologist
No emotional support
Time spend on self- 30 min
management 1h
2h

GP, general practitioner.

© 2019 The Authors.
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Instrumental design

The design contained 30 choice tasks and was blocked into
three 10-choice task survey versions. Participants were
randomly assigned to one of the three survey versions. In
each choice task, participants had to choose between two
care plans (A and B). The fourth choice task was repeated at
the end of the discrete choice experiment survey to assess
the test—retest reliability of participants’ choices. Thus, each
participant received a total of 11 choice tasks. Participants
who answered < 50% of the choice tasks were excluded
from the analysis (see Fig 1 for an example of a choice

task).

Statistical analyses

Participants’ characteristics are presented as means (sp) for
continuous variables and counts and percentages for dichoto-
mous variables. Descriptive statistics were performed in
RStudio version 1.0.153 (Boston, MA, USA).

For the discrete choice experiment, a panel mixed-logit
model was estimated, allowing for determination of the
mean preferences of the sample. The level of each attribute
that was most similar to current guideline-informed diabetes
care in the Netherlands was used as the reference attribute
parameter. A positive regression coefficient (B) suggests that
participants prefer more of that level within an attribute,
whereas a negative coefficient suggests that participants
prefer less of that level within an attribute. To determine the
relevant importance of each attribute, the relative impor-
tance score was calculated based on the difference between
the highest and lowest coefficients of each attribute divided
by the total amount of these differences. A significant
(P < 0.05) standard deviation (sp) of the attribute levels
indicates preference heterogeneity.

In subgroup analyses, preliminary joint models were
estimated using interaction terms to investigate potential
preference heterogeneity among people with different per-
son- and disease-related characteristics. Person-related char-
acteristics included age (<65 and > 65 years), sex and
education level (low/medium and high). Disease-related
characteristics included glucose-lowering drugs (diet with
or without oral glucose-lowering drugs and insulin with or
without oral glucose-lowering drugs), Type 2 diabetes
duration (recently diagnosed, i.e. < § years, and long-
standing, i.e. > 5 years), and predicted glycaemic control
trajectory (stable, adequate glycaemic control, improved
glycaemic control and deteriorated glycaemic control trajec-
tory). Participants’ glycaemic control trajectories were pre-
dicted using a risk score (including BMI, HbA . and plasma
triglycerides measured + 3 months from diagnosis) that was
previously developed to stratify people with recently diag-
nosed diabetes into one of the three glycaemic control
trajectories [20]. Because of the low number of participants
in the deteriorated glycaemic control trajectory (n = 6), this
group was not included in the subgroup analysis. Parameters
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Attributes

Care package A

Care package B

Who makes plans for my daily
diabetes care?

The patient and HCP

The HCP only

How is lifestyle information provided
to me?

Individual education

Group education

How do | receive help to take my
medication according to plan?

Via HCP

Via aid (app, website,
medicine box)

How often do | go to consultation for
my disease?

1 visit per 2 months with
PN

Yearly visit with GP

How do | receive emotional support?

Psychologist

No emotional support

How much time do | invest in my
disease per day (e.g. physical

30 minutes

2 hours

activity, nutrition, medication)

| choose:

[0 carepackage A O

Care package B

Example of a discrete choice experiment choice task. HCP, healthcare provider; PN, practice nurse; GP, general practitioner.

estimated for the interaction terms that are statistically
different from zero (5% level) indicate a difference in
preference between subgroups. The discrete choice experi-
ment analyses were performed in NLOGIT version 3.

For further details regarding the analysis, see the Support-
ing Information.

Thirty (35.7%) care practices gave permission to invite a
total of 929 people with Type 2 diabetes. Of these, 24 people
had an incorrect address and four lived in Belgium. Thus,
901 people received an invitation (Fig. 2). Of these, 288
participants answered > 50% of the choice tasks. In total,
80% of participants passed the test-retest task. Their
preferences did not differ from those who did not pass the
test. Therefore, all 288 participants were included in the
analyses. The average age of the participants was 67.4 (sp
10.7) years, 65% were men, and more than two-thirds (72%)
had a low or medium education level. Further characteristics
of the population are presented in Table 2.

Diabetes care preferences in the overall population

The results from the panel mixed-logit model are presented
in Table 3. Participants showed a preference for planning
their daily diabetes care together with a healthcare provider
and did not prefer to plan their daily diabetes care by
themselves. They preferred individual-based lifestyle educa-
tion provided by a healthcare provider over group-based
lifestyle education. Participants preferred medication man-
agement support from a healthcare provider, but not by an
aid (i.e. an app, website or medicine box). Of the different
frequency, participants

possibilities in  consultation
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preferred one visit every 3 months with a practice nurse.
They did not prefer yearly consultation visits or one
consultation every 6 months with a GP. They preferred
receiving emotional support from a GP or practice nurse,
but they clearly indicated wanting to avoid emotional
support delivered by a psychologist. This attribute had the
highest negative B (—0.68). When deciding on their diabetes
care preferences, participants were mostly driven by emo-
tional support (mean relative importance: 25.4%) and
frequency of consultations (mean relative importance:
24.2%). The statistically significant standard deviation for
all but three attribute levels (digital education, one visit
every 2 months with practice nurse, and no emotional
support), indicated that there was significant preference
heterogeneity within the population.

Subgroup analysis

Subgroup analyses indicated that the observed heterogeneity
in the discrete choice experiment was (at least in part)
explained by age, sex, education level and type of glucose-
lowering drugs (Tables S1-S6).

Men least preferred planning their daily diabetes care by
themselves (B men —0.54 vs. p women —0.19; P = 0.016).
Preference for having their daily diabetes care planned by a
healthcare provider, was also stronger and statistically
significant for men compared to women (B men 0.16 vs. B
women —0.14; P = 0.012)Participants treated with glucose-
lowering drugs had a preference to let their GP plan their
daily diabetes care. This preference was stronger for partic-
ipants treated with insulin (B treated with oral glucose
lowering drugs 0.02 vs. B treated with insulin 0.23; P =
0.032). Participants treated with insulin also significantly did
not prefer to plan their daily diabetes care by themselves to

© 2019 The Authors.
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Excluded
e Incorrect address n = 24
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Primary care practices approached for
permission to invite their patients with type
2 diabetes for recruitment into the study
n=84

v

Received permission from primary care
practices (n = 30) to invite people with type
2 diabetes (n=292)

A

e Living in Belgium = 4

Excluded
e No type 2 diabetes =3

Y

Survey invitations mailed to patients with
type 2 diabetes
n =901

e Passed awayn =2
e No response n = 602

Excluded
e Did not complete >50% of |¢

A

Surveyed patients
n =294

choices task n =6

Study flow chart.

the same degree as participants using oral glucose-lowering
drugs (B treated with oral glucose lowering drugs —0.33 vs. B
treated with insulin —0.85; P = 0.007). In terms of
medication management support, participants treated with
insulin preferred less not receiving any support, whereas
participants treated with oral glucose-lowering drugs were
indecisive about their preference for medication management
support (B treated with oral glucose lowering drugs 0.02 vs B
treated with insulin —0.38; P = 0.021). Participants with a
high education level preferred to receive digital lifestyle
education, in contrast to participants with low and medium
education levels who least preferred receiving digital lifestyle
education (B high education 0.17 vs. B low/medium educa-
tion —0.05; P = 0.030).

No significant differences in preference estimates were
found according to age (< 65, > 65), diabetes duration
(recently diagnosed, long standing) and predicted glycaemic
control trajectories (stable adequate, improved).

© 2019 The Authors.
Diabetic Medicine published by John Wiley & Sons Ltd on behalf of Diabetes UK

A

Total sample
n =288

In this study, preferences of people with Type 2 diabetes for
their diabetes care were investigated using a discrete choice
experiment. Our outcomes can be helpful to provide person-
centred Type 2 diabetes care.

Previous research has shown that people’s preferences
regarding health care are influenced by their experience of
care [21]. In the Netherlands, people seem to be satisfied with
the primary health care they receive, with more than 85% of
people claiming to have confidence in their GP [22]. It is
therefore not surprising that our participants preferred to
receive current care, such as one consultation visit per
3 months. Another reason for the preference towards current
care could be that people who receive care do not know what
they want beyond what they already know. In past qualita-
tive research, people were unable to describe the role of the
practice nurse beyond clinical checks and they indicated not
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Demographic and clinical characteristics of the study
population

Participants

Characteristic (n = 288)
Age, mean (sp) 67.4 (10.7)
Age, n (%)
> 65 years 168 (58.9)
Missing, 7 3
Men, 7 (%) 187 (64.9)
Missing, 7 0
Country of birth, 7 (%)
The Netherlands 240 (90.6)
Other 25 (9.4)
Missing, 7 23
Education
Low/medium 188 (72.0)
High 73 (28.0)
Missing, 7 27
BMI, kg/m?, mean (sp) 30.4 (5.0)
Missing, n 0
HbA ., mmol/mol, mean (sp) 52.0 (10.0)
HbA;., % (sp) 6.8 (3.0)
Missing, 7 0
Triglycerides, mmol/l, mean (sp) 2.1 (1.2)
Not recorded, 7 1
Diabetes duration, 7 (%)
Recently diagnosed Type 2 diabetes (<5 174 (60.4)
years)
Long-standing Type 2 diabetes (>5 114 (39.6)
years)
Missing, 7 0
Diabetes medication, 7 (%)
Diet and/or oral glucose-lowering drugs 206 (84.8)
Oral glucose-lowering drugs and insulin 37 (15.2)

Missing, 7 45
Glycaemic control trajectory, # (%)

Stable, adequate glycaemic control 75 (77.3)
Improved glycaemic control 16 (6.0)
Deteriorated glycaemic control 6(6.2)
Missing, 7 191

Low/medium education: elementary, preparatory, secondary
vocational, senior general secondary education or senior
secondary vocational education; high education: pre-university,
higher professional or academic education.

knowing what else they could expect from their practice
nurse [23]. Nevertheless, health care needs to adapt to the
growing number of people with chronic disease by moving
from a standardized to a more personalized approach
[11,24]. Previous research has shown that most people with
Type 2 diabetes are able to maintain adequate glycaemic
control when consultations with healthcare providers are
reduced [25]. Such changes in diabetes care organization are
needed to keep health care sustainable. Taking into consid-
eration that people with Type 2 diabetes prefer current care,
it is important to discuss these changes with them when
implemented.

In the current study, emotional support was identified as
the most important attribute. Strikingly, our participants
clearly indicated that they did not prefer to receive emotional
support from a psychologist, even though mental health
problems and Type 2 diabetes frequently occur together [26].
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It is possible that the prevalence of mental health problems in
the current study was low, because of the relatively low
average HbA . values in this study (i.e. 52 mmol/mol; 7%).
Hyperglycaemia and mental health disorders are positively
correlated [27]. Moreover, care from a GP/practice nurse is
viewed as more accessible, more comprehensive, because it
manages both physical and mental problems, and less
stigmatizing compared with care from a psychologist [28],
which might also explain why participants showed a pref-
erence for receiving emotional support from a GP or practice
nurse.

Participants in this study preferred individual over group
lifestyle education. The few non-pharmaceutical preference
studies that have previously been conducted, found the same
result [29,30]. However, the literature is indecisive when it
comes to the best education method for people with Type 2
diabetes [31]. Both individual as well as group education
methods have been shown to improve glycaemic control. In
this respect, it would be preferable to give people the option
of whether they want to learn individually or in a group.

Participants also preferred one visit every 2 or 3 months
over one visit every 6 months. However, it is frequently
presumed that due to the digital revolution, face-to-face
interactions with healthcare providers will become less
common and exchanges will increasingly be mediated by
electronic devices [32]. Although innovations in e-health
technology have the potential to improve access to many
types of healthcare services, it needs to be understood that
connectivity and comfort levels with e-health applications
differ between individuals [33]. Indeed, subgroup analyses in
this study revealed that participants with lower education
levels had a tendency towards wanting to avoid digital
lifestyle education.

Other explanations for the observed preference hetero-
geneity were sex and type of glucose-lowering drugs. Men
and participants treated with insulin had a stronger aversion
to planning their daily diabetes care by themselves compared
with women and participants treated with oral glucose-
lowering drugs, respectively. For participants treated with
insulin, this seems self-evident because insulin use requires
more knowledge and skills [34]. A possible explanation for
the difference found between men and women could be that
more men than women with Type 2 diabetes live alone
(considering the facts that there are more men than women
with Type 2 diabetes and that more men than women live
alone) [35]. Socially isolated individuals are more likely to
have newly diagnosed and prevalent Type 2 diabetes [36].

This study has several strengths and limitations. One of the
major strengths is the use of a discrete choice experiment to
elicit people’s preferences. This method takes trade-offs into
account, which are difficult to measure in other methods,
such as simple rating scale exercises [17]. It has, however,
been criticized for being too difficult to understand [37]. This
can lead to inaccurate choices that do not reflect true
preferences and, as a recent meta-analysis revealed, affect

© 2019 The Authors.
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Results from the panel mixed logit model

DIABETICMedicine

Preference estimates .
Mean relative

Attribute Coefficient 95% CI importance (%)
Role division in diabetes care planning 16.3
Person with Type 2 diabetes and healthcare provider (reference) Mean 0.37 0.13 to 0.61
D - -
Person with Type 2 diabetes Mean —0.41 —0.54 to —0.28
D 0.55 0.40 to 0.70
Healthcare provider Mean 0.04 —0.07 to 0.15
SD 0.22 —0.02 to 0.46
Lifestyle education method 18.1
Individual education (reference) Mean 0.43 0.23 to 0.63
sD - -
Group education Mean —0.44 —0.54 to —0.33
SD 0.22 0.03 to 0.41
Digital education Mean 0.01 —0.09 to 0.10
SD 0.11 —0.13 to0 0.35
Type of medication management support 8.5
Via healthcare provider (reference) Mean 0.22 0.00 to 0.44
SD - -
Via aid (app, website, medicine box) Mean -0.19 —0.30 to —0.08
SD 0.23 0.01 to 0.45
No help Mean —0.03 —0.14 to0 0.08
SD 0.35 0.17 to 0.52
Consultation frequency 24.2
One visit every 3 months with practice nurse (reference) Mean 0.55 0.13 to 0.97
sD - -
One visit every 2 months with practice nurse Mean 0.20 0.07 to 0.33
SD 0.08 —0.21 to 0.38
One visit every 6 months with GP Mean —0.15 —0.27 to —0.02
SD 0.37 0.15 to 0.58
Yearly visit with GP Mean —0.61 —0.77 to —0.44
SD 0.69 0.50 to 0.88
Emotional support 25.4
GP or practice nurse (reference) Mean 0.54 0.26 to 0.81
SD - -
Psychologist Mean —0.68 —0.81 to —0.54
SD 0.37 0.20 to 0.54
No emotional support Mean 0.14 —0.00 to 0.28
SD 0.09 —0.57 to 0.75
Time spend on self-management* Mean —0.004 —0.006 to —0.002 7.5
SD 0.01 0.009 to 0.01

CI, confidence interval; GP, general practitioner.

*The time spend on self-management attribute was coded as a continuous variable in the choice model. Nevertheless, in the choice tasks it
was presented at three possible levels: 30 minutes, 1 hour and 2 hours.

response rates [38], which might have led to selective non-
response. Deciding about health-related services is different
and more complex than other, more everyday decisions, such
as where to buy a bike or what to order for lunch. To
improve the comprehension of the discrete choice experiment
and the precision of the parameter estimates in this study, a
face-to-face pilot study was conducted and an explanation on
how to complete the choice tasks was provided, as well as an
example choice task. In total, 80% of participants passed the
test—retest task, which provides an indication that the true
preferences of the participants are reflected in this discrete
choice experiment. Another strength of our study is the
participation of multiple primary care practices. These
practices were located in different neighbourhoods, thereby
representing people with various socio-economic back-
grounds. However, our study only included participants

© 2019 The Authors.
Diabetic Medicine published by John Wiley & Sons Ltd on behalf of Diabetes UK

from the south of the Netherlands. Compared with other
parts of the Netherlands, the south has a predominantly
Caucasian population. It is therefore unclear to what extent
the preferences of the participants in our study represent the
preferences of the general population with Type 2 diabetes of
the Netherlands or elsewhere.

Conclusion

Emotional support was identified as the most important
attributes to the participants in this study, followed by
frequency of consultations. In future research, it would
therefore be interesting to compare diabetes care preferences
between people with and without mental health problems.
Furthermore, this discrete choice experiment revealed that
people with Type 2 diabetes prefer to receive the care they
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currently receive. Therefore, it is important to adequately
guide people when changes in diabetes care are implemented
to keep healthcare sustainable. Heterogeneity in preferences
was detected and could be explained by differences in sex,
education level and type of glucose-lowering drugs. This
information can be used to tailor Type 2 diabetes care by
identifying subgroups of people with varying preferences
towards Type 2 diabetes care. For example, digital lifestyle
education could replace some of the consultation visits for
people with high education levels, whereas people with lower
education levels might benefit more from frequent individual
lifestyle education with a healthcare provider. This could
potentially lead to more person-centred care.
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