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Abstract 
A person living with diabetes mellitus is conscious that this pathology will not 
cause its death in the short term, but they face losses and experience grief on 
multiple occasions along with the chronicity of the disease. In most cases, the 
partner or close relative also experiences a great impact since they become a 
family caregiver. The goal of this study was: to analyze the perception of 
losses experienced by the diabetic patient along with the chronicity of the ill-
ness. Method: This was qualitative research, with a phenomenological me-
thod under the philosophical view of Husserl and the theoretical support of 
Kübler-Ross with a descriptive design. Four diabetic patients aged 18 to 75 
years old of both genders participated; they asked for hospital attention due 
to complications of the disease. Selection of participants was by convenience 
up to reach saturation. Data were collected through semi-structured inter-
views, field notes and observation. The setting of the first contact was in a 
third-level hospital in Mexico City; the second one was through programmed 
home visits. These occurred by a chronogram agreed upon by the partici-
pants, and a room was selected with conditions of privacy to conduct the in-
terviews; respect was always observed. Participants signed informed consent. 
Data analysis was according to Miles and Huberman, by means of three tasks: 
information acquisition, data transcription and codification, and conclusions. 
Results: After the qualitative analysis four categories emerged, as well as 
sub-categories, as follows: Category 1: Self-losses perceived by the patient, 
sub-categories 1.1 Beginning the mourn step: Negation; 1.2 Silent illness that 
produces severe damage; 1.3 Complicated/chronic mourn. Category 2: Emo-
tions along the disease chronicity, sub-categories 2.1 Negation of emo-
tions/distortion of natural emotions; 2.2 Decisions taken based on feelings. 
Category 3: Changes in the diabetic patient’s nutrition, sub-categories 3.1 
Culture: positive reinforcement from childhood; 3.2 Constant mourn; 3.3 
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Pleasure by forbidden foods. Category 4: Benefits in the diabetic patient, 
sub-categories 4.1 Need to be in a support net; 4.2 Bonding ties and love by 
relatives. Conclusion: Self, relational, material, and extensive losses that add 
to the diabetes mellitus chronicity accompany the patient with long-term nega-
tive emotions, but to accomplish the goals of care and limit the damage nou-
rish its positive emotions; the starting point is from the perception of the first 
news knowing the diagnostic, if this reality is accompanied by thanatology 
counsel to diminish the negation and anger steps, when realizing the change 
in health, then a positive perception for this first mourn and more to come 
along time, will appear in the patient. Thanatology or health counsel will fa-
vor the patient to undertake illness control to have a better life quality. 
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1. Introduction 

The diabetes mellitus type 2 (DT2) prevalence in Latin America is 8.88%, and it 
is projected to be 13.5% by 2040 [1]. Mexico is the country with the highest pre-
valence in the region with 16.9%, according to the International Diabetes Feder-
ation and the World Bank [2] [3]. The Mexican National Institute for Statistics 
and Geography (INEGI) accounted for 74,418 deaths in the first half of 2021 due 
to DT2 [4]. A person living with DT2 realizes that this pathology is not deadly in 
the short term, but they face multiple losses and mourns a long time with the 
disease before reaching the end for this or another cause. Among losses are the 
radical changes in social and familial roles, since the person becomes a patient in 
a public health institution, and at home from being a husband/wife, father/mother, 
etc., is now a dependent person without autonomy, and this leads to a full family 
restructuration. It is important to mention that in most cases, the partner or 
close relative of the patient also experiences a shock when knowing the diagnos-
tic since tentatively it will lead to full disability or even death and it becomes the 
caregiver; this situation carries a change in the role and an overwhelm of losses.  

Back in 1999, the World Health Organization (WHO) conceptualized the 
primary caregiver as a person that attends to the physical and emotional needs of 
an ill person; this role is assumed, in general, by the wife/husband, son/daughter, 
a relative or a close friend of the patient. It is a person that, even though is not a 
member of the institutional health team, neither to be aware of, has the maximal 
responsibility in the care and attention in the dependent or disabled patient´s 
home [5]. Its attention is centered on prevention as well as on having better 
control, treatment and prognosis. DT2 that physiologically starts as premature 
aging could develop devastating complications in patients and generate an im-
portant socioeconomic impact with a high cost, both personal and social not 
only in treatment but also in the loss of productive years in the life of the patient 
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and the family caregiver [2] [4]. Then, the aim of this research was to analyze the 
perception of losses experienced by the diabetic patient along with the chronicity 
of the illness. 

2. Methods 

This was qualitative research focused on phenomenology under the philosophi-
cal view of Husserl, the Gestalt psychology in thanatology, and the theoretical 
support of Kübler-Ross with a descriptive design [6] [7] [8].  

2.1. Inclusion Criteria  

Four diabetic patients aged 18 to 75 years old of both genders participated, they 
asked for hospital attention due to complications of the disease, and they were 
helped by a family caregiver. Selection of participants was by convenience up to 
reach saturation. 

2.2. Data Collection  

Data were collected through semi-structured interviews, field notes and observa-
tion. The setting of the first contact was in a third-level hospital in Mexico City, 
which allowed the patient and family to be invited to participate in the research; 
the second contact was through programmed home visits. These occurred by a 
chronogram agreed by the participants, and a room was selected with conditions 
of privacy to conduct the interviews, respect was always observed. At all times, 
the responsible of the attention area facilitated the progression of the study. Par-
ticipants signed informed consent.  

2.3. Data Analysis 

Qualitative data analysis allowed maintaining the original language of partici-
pants, as well as questioning about their experienced situation and their expec-
tancies. Data analysis was according to Miles and Huberman, by means of three 
tasks: information acquisition, data transcription, and codification, and then the 
conclusions [9]. 

2.4. Ethics and Legal Aspects  

For this research, the ethical issues were considered to ensure the validity of the 
work, with diverse sources: Ethical principles of the declaration of Helsinki [10], 
point number 6 that says, “Always must respect the rights of persons to safe-
guard their integrity. All precautions needed to intimacy respect of persons and 
to minimize the impact of the research on their physical, mental and personality 
integrity must be observed”. To reach those goals confidentiality, the secrets ex-
posed by the informants must not be revealed, and the recordings must be con-
fidentially used only for this research, and along it limits persons imposed on 
information must not be exceeded, giving them complete liberty to withdraw.  

The Belmont Report [11] clause B, essential ethical principles, considering re-
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spect for persons, benefit and justice; as well as clause C, writing the informed 
consent, a document that contains the required elements such as information, 
comprehension, and willingness; in addition, to evaluate risks and benefits ex-
plaining that no risk exists for this investigation.  

3. Results 

Integration and interpretation of data obtained from the diabetic participants 
were obtained. After the qualitative analysis four categories emerged, as well as 
sub-categories, as observed in Table 1. 

4. Discussion 

Kübler-Ross was the first to publish an approximation to the death process, be-
ing an important descriptor of mourn enumerated in several steps [12]; later on, 
Kübler-Ross described that day-to-day losses are continuous, some of less im-
pact than others [13]. Even without a clear identification of what happened, the 
person experiences much mourning along their life story, from the shocking 
news of being ill up to the death of a loved one [14] [15]; and how the affected 
person experiences their mourn, that is different for the accompanying persons. 
The steps had evolved from the moment they were presented up to claim that 
there is no reaction to the loss, neither that a typical loss exists. Mourn is so 
proper to life and individual as the person. According to Tizón [16], self-personal 
losses dealt with individuality and the body [13] [14], i.e., the losses of intellec-
tual or physical abilities, as it is shown in the speeches that made Category 1. 
Self-losses perceived by the patient, sub-category 1.1 Beginning the mourn step: 
Negation.  

[ ] I think I am still in negation, since to tell the truth I do not follow the spe-
cific diabetics’ diet; but here a mental fight starts: I feel very fat and that fat had 
been accumulated, I have no teeth, I cannot see well at night, and even though I 
do not go to the physician. I keep my control and measure glycemia. E4. 
 
Table 1. Categories and sub-categories that emerged from diabetic patients. 

Categories Sub-categories 

1) Self-losses perceived by 
the patient 

1.1) Beginning the mourn step: Negation 
1.2) Silent illness that produces severe damage 
1.3) Complicated/chronic mourn 

2) Emotions along the  
disease chronicity 

2.1) Negation of emotions/distortion of  
natural emotions 
2.2) Decisions taken based on feelings 

3) Changes in the diabetic 
patient’s nutrition 

3.1) Culture: positive reinforcement from childhood 
3.2) Constant mourn 
3.3) Pleasure by forbidden foods 

4) Benefits in the diabetic 
patient 

4.1) Need to be in a support net 
4.2) Bonding ties and love by relatives 
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To be able to identify the losses and process them, it is necessary that the pa-
tient identify those as a loss, which will lead to the mourning stage with its colla-
teral psychological, emotional, and physical effects. In this regard, Kübler-Ross 
mentioned that the mourning process manifests with the initial negation, which 
acts as a buffer after unexpected and impressive news, and allows recovery of the 
person and with time to develop other protective measures [12]. During this 
step, beliefs that underestimate or maximize its complications may appear both 
due to ignorance of the disease or to its care, which lead to fear or vulnerability 
answers; however, the negation need exists in all persons at some point, mostly 
at the beginning of a disease then perception is being modified.  

The diagnosis of s chronic disease has complex psychological and social con-
sequences. Its disclosure challenges the patient-health professional relationship, 
regarding information or the knowledge the person has about the disease and 
the bond between users and health professionals. Disease perception is mucho 
more than the physical disability; the derangement could be unnoticeable at the 
beginning, as shown in the next speech: sub-category 1.2 Silent illness that pro-
duces severe damage:  

[ ] It is a silent disease such that you neglect it, as I did at the beginning when 
I knew nothing about diabetes. My sight was impaired and my teeth were the 
worse; as a person, I thought it was a normal disease, did not know that it caused 
so much harm even though I knew about the symptoms but considered them 
normal. When a physician told me you are diabetic, my first pre-diabetic, I did 
not feel bad since I knew to have all symptoms of diabetics. E4. 

Chronic disease is directly related to pain and death meanings that will modify 
life styles, habits, economy since no awareness of the applicable adjustments is 
made due to the lack of visible impairment, favoring the silent damage. 

According to the International Diabetes Federation (2021), there are 537 mil-
lion persons living with DT2 worldwide, warning of the public health problem; 
in Mexico, 16.9% of the adult population has DT2 as well as 30% of children [2] 
[3] [17]. The disease is unnoticed for many years, and being chronic the symp-
toms will manifest when the disease is already advanced [2]. When starting the 
therapy to control the illness symptoms, patients experience their absence or 
unreality leading to underestimating the middle term consequences on health, 
having no self-care behavior, which influenced the onset of the complications. 
According to Kübler-Ross when the denial phase is no longer maintained, it is 
substituted by anger, rage, uneasiness and bitterness, and by the continuous 
question, why me? [8], which are shown in the following speech, sub-category 
1.3 Complicated/chronic mourn:  

[ ] A fellow partner asked me what was wrong. I answered her I was diagnosed 
as diabetic and I was very sad, like depressive, did not want to eat and got worse 
in my throat. That night I had to work and in truth it was very wearisome, many 
situations in the job, in my mood, because I asked myself: why my parents inhe-
rited this disease from me, my father, my mother, I will self-care as much as I 
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can. E2.  
The complicated mourn is defined as the lack of satisfaction of lived expe-

riences, such that the person is overwhelmed and appeals to maladaptive coping 
behaviors [14] [18]. 

According to Tizón the complicated mourn meant qualitative, quantitative or 
temporal difficulties for processing, but not necessarily for a pathological build 
up [16].  

Expression and experienced emotions are determined by the culture a person 
is immersed in; however, these could be different in each culture modeling be-
haviors and reactions when facing situations like the stress due to a mourning 
process. So, it will depend on the context in which the loss occurred, in this case, 
health, considering the bonds related to the loss, i.e., the physical, the psycho-
logical and the emotional; as shown in Category 2: Emotions along the disease 
chronicity, and sub-category 2.1 Negation of emotions/distortion of natural 
emotions and 2.2 Decisions taken based on feelings. The findings agreed theo-
retically with Kübler-Ross, where she sustains that emotions shift when facing a 
critical situation, such as a mourning process, dissociating among self- compas-
sion, bad mood, and mortification that do not help to take proper decisions [12], 
as shown in the next speech:  

[ ] I know I am sick; no need to repeat me that all the time, but I can do better 
things without bothering me. I am good at several things, and do not understand 
why the loss of my teeth happened to me; I have good oral hygiene. At job I 
cannot make a lot of effort; they know my background and cannot force me; 
otherwise I run to the physician’s office. E3. 

According to Vigotsky an emotion is the integration of psychological 
processes, internal and external, shaped during the life story of the individual 
mediated by social influence, and tied with cognitive and affective aspects cultu-
rally associated [19]. It results from the assessment of the individual with its 
surroundings, as a product of experienced critical moments where equilibrium is 
distorted, and it acts as need status from accumulated individual experiences. As 
observed in Category 3: Changes in the diabetic patient’s nutrition, sub-category 
3.1 Culture: positive reinforcement from childhood.  

Culturally there are habits fostered in childhood, all of them related to special 
gratifying moments that give advantage from food consumption; talking about 
changes in nutrition represents a “penalty” or loss to the individual and it is not 
willingly assumed with pleasure and consistency [20]. Nutrition style, central 
axis for diabetes control, is not easy since food has an intrinsic value culturally 
determined. Diabetics are used to special food because they are used at home 
and surroundings, food has a unique significance since it is associated with de-
lightful or unpleasant experiences. 

[ ] This was awful to me, I do not really follow the diabetic specific diet, be-
cause my dad used to say “if I am going to die of diabetes, then do it so and if I 
have it does not matter”. But a fight starts here since you realize that your body 
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is damaged; metformin was prescribed to me and when I used it glycemia 
dropped, however its current use dropped sugar mildly, and any stress causes 
hyperglycemia. E4. 

Sub-category 3.2 Constant mourn  
Diabetes control has been unbearable in our culture since, in general, every 

social activity is associated with food consumption, and a diabetic must face this 
reality: how to be social? Because to cope with friends and others, an essential 
condition is to eat the food offered by them. As shown in the following speech:  

[ ] My food list changed a lot, and I get tired very easy since I am not as nor-
mal as the others, you get sick from any illness, you must be aware with what 
you eat: things that were normal in your daily life and now they changed, every 
day I get a shot of insulin. E2. 

We learn to nourish by our relationships with other people. From birth, eating 
is a social act, and this eating-related sociability is kept along our lifetime, up to 
the point that for the majority of people eating alone is unpleasant, overlaid with 
a sadness sensation due to social deprivation; food and the act of eating are asso-
ciated with experiences distinct from just nutrition, as observed:  

Sub-category 3.3 Pleasure by forbidden foods  
[ ] It is easy to say that you will modify your habits and that you will eat 

healthy food. I try to eat fruits, vegetables and eat well, a lot, but always you get 
the need to taste something sweet, and when you realize it already you are with a 
candy in your mouth and several in your bag, and with a sweetened soda because 
it makes you feel good, and then at night you get up to drink it because you are 
thirsty… even though you know, that is not ok. E3. 

To be out of family habits about diet lead individuals to sense they are really 
outside, not belonging and excluded, which is hit their mood and lead them to 
stop their decision to change nutrition, increasing their mourning, anger and 
defiance. During relapse or crises phases it is common to observe symptoms of 
depression, anxiety, and anguish generated by hospitalization, perception of health 
decay, the onset of new symptoms related to the disease, or the re-appearance of 
some others that were kept under control [21]. Then uncertainty in the patient 
occurs as the disease evolution is unpredictable, the continuous menace to life 
and the loss of hope to be cured.  

When family members incorporate convinced to changes, anger and the re-
fusal to change diminishes, converting the shared eating in a family act that in-
tegers all members in the dynamics, favoring acceptance and belonging, remov-
ing the ill tag [15]; as shown in Category 4: Benefits in the diabetic patient, with 
the sub-categories 4.1 Need to be in a support net, and 4.2 Bonding ties and love 
by relatives  

[ ] You know, I am very tired of the disease, and sometimes I say… well if I 
have to mmm to die I will rest forever; but my wife is there, she is strong and 
always supported me, she is now working but comes and bath me, cares about 
me, I do not want to fail her, leaving her. E2. 
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Bonding is an intimate and profound relationship that establishes among hu-
man beings; it is long-lasting, stable and conscious, and permanent in the life of 
a person. Bonding theory raises the innate human need to generate close affec-
tive ties, it manifests in stressful moments triggered by an external or internal 
threat; no matter what bonding type a sick person needs a close partner to moti-
vate the self-care, encourage and fight together. Bonding is developed from child-
hood and significantly influences in processes such as mate choice, as well as the 
quality of affective relationships to be established in adulthood [15] [22] [23].  

5. Conclusion 

Relational, intrapersonal, material, and progressive losses that add to the Di-
abetes Mellitus chronicity between the couple: patient and family caregiver are a 
lot and accompanied by negative emotions during long periods of time; facing 
the role change, independence loss, changes in nutrition, among others, to reach 
care goals and limit patient damage feed the couple with positive emotions. The 
starting point is the perception of the news of the diagnosis; if this reality is ac-
companied by thanatology support to diminish the denial and anger step when 
realizing the change in health, then the perception of this first mourn and those 
to come along the disease course will be positively modified. Thanatology or 
health counseling support to the couple will favor that the patient keeps the dis-
ease under control and accept such modifications in its daily life, both con-
sciously or unconsciously, as part of its values and attitudes without anger and 
denial along the disease chronicity, to have a better quality of life, and in the ca-
regiver the importance and comprehension of attention and care it gives. The 
caregiver must not assume patient responsibility; its role is to accompany and, 
with the health team, along the course of the disease. The importance of health 
counseling by nurse professionals is based on effective communication that re-
cognizes the user as the main actor in adopting healthy behaviors and self-care, 
being nursing a facilitator in the process of taking consciousness, decisions and 
activities of the person.  

Authors Contributions 

All authors collaborated in the research. DCTP, LVH designed the protocol and 
wrote the manuscript. DCTP and RVM revised and edited the manuscript for 
publication. LVH, DCTP collected and analyzed data. All authors read and ap-
proved the final manuscript. 

Conflicts of Interest 

Authors declare no conflict of interest. 

References 
[1] Statista (2021) Number of People Diagnosed with Diabetes in Latin America from 

2018 to 2040.  

https://doi.org/10.4236/ojn.2022.129039


D. C. Tapia-Pancardo et al. 
 

 

DOI: 10.4236/ojn.2022.129039 579 Open Journal of Nursing 
 

https://www.statista.com/statistics/789339/number-people-diabetes-latin-america/ 

[2] International Diabetes Federation (2021) https://diabetesatlas.org/  

[3] World Bank (2021) World Development Indicators: Health Risk Factors and Future 
Challenges. http://wdi.worldbank.org/table/2.17 

[4] Instituto Nacional de Estadística y Geografía (2022). (In Spanish) 
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2022/dr/dr2021.pdf  

[5] Johns Hopkins Medicine (n.d.) Being a Caregiver.  
https://www.hopkinsmedicine.org/health/caregiving/being-a-caregiver 

[6] Husserl, E. (1999) The Essential Husserl: Basic Writings in Transcendental Phe-
nomenology. Indiana University Press, Bloomington. 

[7] Grossoehme, D.H. (2014) Research Methodology Overview of Qualitative Research. 
Journal of Health Care Chaplaincy, 20, 109-122.  
https://doi.org/10.1080/08854726.2014.925660  

[8] Kübler-Ross, E. (1970) The Care of the Dying-Whose Job Is It? The International 
Journal of Psychiatry in Medicine, 1, 103-107.  
https://doi.org/10.2190/P28C-3TV2-D3WM-VW7T  

[9] Miles, M.B., Huberman, A.M., Saldaña, J. and Chapter, E. (2014) Ethical Issues in 
Analysis. In: Miles, M.B. and Huberman, A.M., Eds., Qualitative Data Analysis: An 
Expanded Sourcebook, 3rd Edition, Sage Publications, Thousand Oaks, 107-255.  

[10] https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-
for-medical-research-involving-human-subjects/#:~:text=1.,identifiable%20human
%20material%20and%20data 

[11] https://www.hhs.gov/ohrp/regulations-and-policy/belmont-report/read-the-belmon
t-report/index.html 

[12] Kübler-Ross, E. (1969) On Death & Dying. Simon & Schuster/Touchstone, New 
York. 

[13] Kübler-Ross, E. (1976) Questions and Answers on Death and Dying: A Memoir of 
Living and Dying. Macmillan, New York. 

[14] Caycedo Bustos, M.L. (2007) Death in Western Culture: Anthropology of Death. 
Revista Colombiana de Psiquiatría, 36, 332-339. (In Spanish) 

[15] Wittkowski, J., Doka, K.J., Neimeyer, R.A. and Vallerga, M. (2015) Publication 
Trends in Thanatology: An Analysis of Leading Journals. Death Studies, 39, 
453-462. https://doi.org/10.1080/07481187.2014.1000054  

[16] Tizón, J.L. (2013) Loss, Grief and Mourning: Experiences, Research and Assistance. 
Herder, Barcelona. 

[17] https://sectei.cdmx.gob.mx/comunicacion/nota/mexico-segundo-pais-en-america-l
atina-con-prevalencia-de-diabetes 

[18] Horowitz, M.J., et al. (1980) Phathological Grief and the Activation of Latent Self 
Images. American Journal of Psychiatry, 137, 1157-1162.  
https://doi.org/10.1176/ajp.137.10.1157  

[19] Vigostky, L.S. (1971) The Psychology of Art. MIT Press, Cambridge, MA. 

[20] Neimeyer, R.A. and Jordan, J.R. (2013) Chapter 23. Historical and Contemporary 
Perspectives on Assessment and Intervention. In: Meagher, D.K. and Balk, D.E., 
Eds., Handbook of Thanatology: The Essential Body of Knowledge for the Study of 
Death, Dying, and Bereavement, Routledge, New York, 219-238. 

[21] Pool-Góngora, R.A., Moreno, N.E., Ojeda, M.G., Olvera, G., Navarro, M.D. and Pa-
dilla, N. (2015) Nursing Thanatological Activity Effect on the Levels of Frustration 

https://doi.org/10.4236/ojn.2022.129039
https://www.statista.com/statistics/789339/number-people-diabetes-latin-america/
https://diabetesatlas.org/
http://wdi.worldbank.org/table/2.17
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2022/dr/dr2021.pdf
https://www.hopkinsmedicine.org/health/caregiving/being-a-caregiver
https://doi.org/10.1080/08854726.2014.925660
https://doi.org/10.2190/P28C-3TV2-D3WM-VW7T
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/#:%7E:text=1.,identifiable%20human%20material%20and%20data
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/#:%7E:text=1.,identifiable%20human%20material%20and%20data
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/#:%7E:text=1.,identifiable%20human%20material%20and%20data
https://www.hhs.gov/ohrp/regulations-and-policy/belmont-report/read-the-belmont-report/index.html
https://www.hhs.gov/ohrp/regulations-and-policy/belmont-report/read-the-belmont-report/index.html
https://doi.org/10.1080/07481187.2014.1000054
https://sectei.cdmx.gob.mx/comunicacion/nota/mexico-segundo-pais-en-america-latina-con-prevalencia-de-diabetes
https://sectei.cdmx.gob.mx/comunicacion/nota/mexico-segundo-pais-en-america-latina-con-prevalencia-de-diabetes
https://doi.org/10.1176/ajp.137.10.1157


D. C. Tapia-Pancardo et al. 
 

 

DOI: 10.4236/ojn.2022.129039 580 Open Journal of Nursing 
 

in the Persons with Type 2 Diabetes Mellitus. Enfermería Universitaria, 12, 188-196. 
(In Spanish) https://doi.org/10.1016/j.reu.2015.10.001  

[22] Golden, S.H., Brown, A., Cauley, J.A., Chin, M.H., Gary-Webb, T.L., Kim, C., Sosa, 
J.A., Sumner, A.E. and Anton, B. (2012) Health Disparities in Endocrine Disorders: 
Biological, Clinical, and Nonclinical Factors—An Endocrine Society Scientific 
Statement. The Journal of Clinical Endocrinology & Metabolism, 97, E1579-E1639.  
https://doi.org/10.1210/jc.2012-2043  

[23] Tapia, D., Villalobos, R., Ostiguín, R., Ibarra, M. and Cadena, J. (2021) Active 
Learning of Socioemotional Abilities and Adolescents to Prevent Risk Behaviors. 
Faculty of Higher Studies Iztacala, National Autonomous University of Mexico, 
Mexico City. (In Spanish) 

 
 

https://doi.org/10.4236/ojn.2022.129039
https://doi.org/10.1016/j.reu.2015.10.001
https://doi.org/10.1210/jc.2012-2043

	Perception of Losses Experienced by the Diabetic Patient
	Abstract
	Keywords
	1. Introduction
	2. Methods
	2.1. Inclusion Criteria 
	2.2. Data Collection 
	2.3. Data Analysis
	2.4. Ethics and Legal Aspects 

	3. Results
	4. Discussion
	5. Conclusion
	Authors Contributions
	Conflicts of Interest
	References

