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OBJECTIVE — To investigate the relationship between beliefs of physicians relative to inten-
sive metabolic control in type 2 diabetes and levels of HbA,_ obtained in a sample of their
patients.

RESEARCH DESIGN AND METHODS — Physicians’ beliefs were investigated through
a questionnaire sent to a sample of self-selected clinicians participating in a nationwide initiative
aimed at assessing the relationship between the quality of care delivered to patients with type 2
diabetes and their outcomes. At the same time, physicians were asked to collect clinical data on
a random sample of their patients, stratified by age (<65 vs. =65 years). Mean HbA, _ levels in
the study population were thus evaluated according to target fasting blood glucose (FBG) used
by their physicians.

RESULTS — Of 456 physicians, 342 (75%) returned the questionnaire. Among the respond-
ers, 200 diabetologists and 99 general practitioners (GPs) recruited 3,297 patients; 2,003 of
whom were always followed by the same physician and 1,294 of whom were seen by different
physicians in the same structure on different occasions. Only 14% of the respondents used target
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FBG levels =6.1 mmol/l, whereas 38% pur-
sued values >7.8 mmol/l, with no statistically
significant difference between diabetologists
and GPs. The analysis of the relationship be-
tween FBG targets and metabolic control, re-
stricted to those patients always seen by the
same physician, showed a strong linear asso-
ciation, with mean HbA,_ values of 7.0 = 1.6
for patients in the charge of physicians pursu-
ing FBG levels =6.1 mmol/l and 7.8 = 1.8 for
those followed by physicians who used target
values >7.8 mmol/l. After adjusting for pa-
tients’ and physicians’ characteristics, the risk
ofhaving HbA | values >7.0% was highly cor-
related with physicians’ beliefs. Patients fol-
lowed by different physicians in the same unit
showed a risk of inadequate metabolic control
similar to that of patients followed by physi-
cians adopting a nonaggressive policy.

CONCLUSIONS — Doctors adopt ex-
tremely heterogeneous target FBG levels in pa-
tients with type 2 diabetes, which in turn
represent an important independent predictor
of metabolic control. To improve patient out-
comes, physicians-centered educational activ-
ities aimed at increasing the awareness of the
potential benefits of a tight metabolic control
in patients with type 2 diabetes are urgently
needed.

Diabetes Care 24:423-429, 2001

he recent results of the U.K. Pro-

spective Diabetes Study (UKPDS)

have confirmed, for type 2 diabetes,
that intensive blood-glucose control sub-
stantially decreases the risk of developing
complications of diabetes (1).

However, how this information trans-
lates into a balance among the need for
improving metabolic control, the fear of
unwanted hypoglycemic effects, and the
burden imposed by more intense treat-
ment is not clear. We studied this trans-
lation in the context of the QUED Project,
a nationwide initiative aimed at assessing
the relationship between the quality of
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Figure 1—Target FBG values adopted by physicians practicing in DOCs in which patients may be seen by different physicians on different occasions.

care delivered to patients with type 2 di-
abetes and their outcomes in terms of
clinical end points, quality of life, and uti-
lization of resources (2). As an integral
part of this project, we conducted a sur-
vey to investigate the relationship be-
tween target fasting blood glucose (FBG)
levels adopted by Italian physicians and
the level of metabolic control obtained in
patients with type 2 diabetes in their
charge.

RESEARCH DESIGN AND
METHODS

Questionnaire

The physicians’ survey was conducted be-
tween March and August 1998 through a
questionnaire that included the following
question: “For the average type 2 diabetic,
what do you use as the target fasting blood
glucose level for your patient?” We did not
define the “average patient,” because phy-
sicians’ opinions are influenced by the re-
ality of the patients they see in their
practice and can therefore vary according
to patient-case mix. This hypothesis
could be tested by the concomitant com-
plementary collection of data on real, not
average, patients. Furthermore, an earlier

study suggests that physicians’ beliefs,
based on their practice rather than their
knowledge, as measured with simulated
cases, predict FBG values (3).

We also measured sociodemographic
characteristics of the physicians (age, sex,
and specialty).

Sampling of physicians

The questionnaire was sent by mail to all
physicians participating in the QuED
Project, a sample of 310 diabetologists
practicing in 165 outpatient diabetes clin-
ics, and 146 general practitioners (GPs).
Physicians in all Italian regions were iden-
tified and selected according to their will-
ingness to participate in the project. Two
additional follow-up mailings were sent
to initial nonrespondents.

Sampling of patients

All patients with type 2 diabetes were
considered eligible for this project, irre-
spective of age, duration of diabetes, and
treatment. In diabetes clinics, patients
were sampled by using random lists,
stratified by patient age (<65 or =65
years). Each center was asked to recruit at
least 30 patients, whereas GPs only en-
rolled those patients for whom they were
primarily responsible for diabetes care.

All data concerning general medical
history and specific diabetes history were
collected by the patients’ physicians by
using study forms specifically developed
by the scientific committee.

For all clinical variables, the last value
in the previous 12 months was requested.
Episodes of hypoglycemia requiring med-
ical attention during the previous year
were also investigated. Because normal
ranges for HbA, . varied in the different
centers, the percentage change with re-
spect to the upper normal value (actual
value/upper normal limit) was estimated
and multiplied by 6.2. This allowed us to
standardize HbA, . values with respect to
anormal value of 6.2, thus making possi-
ble a direct comparison with the results
obtained in the UKPDS trial.

Setting

All Ttalian citizens are covered by govern-
ment health insurance and are registered
with a GP. On average, 1,000 (500-
1,500) patients are registered with each
GP; 15-45 of patients registered with
each GP are expected to have diabetes.
Primary care for diabetes is provided by
GPs and diabetes outpatient clinics
(DOCs). DOCs are usually staffed by dia-
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The QuED Study Group

Table 1—Patient characteristics according to the target FBG values pursued by the physician

Target FBG levels

Patient characteristics =6.1 mmol/l 6.11-6.7 mmol/l 6.71-7.8 mmol/l >7.8 mmol/l p*
Sex 0.3
Male 161 (57) 325 (56) 480 (53) 115 (51)
Female 121 (43) 251 (44) 421 (47) 112 (49)
Age (years) 63+ 12 63 = 10 63 =10 64+ 11 0.08
Duration of diabetes (years) 0.03
<5 90 (32) 165 (29) 236 (27) 55 (25)
5-10 85 (31) 173 31) 257 (29) 53 (24)
>10 104 (37) 228 (40) 393 (44) 116 (51)
BMI (men) 0.3
<25 38 (24) 88 (28) 114 24) 34 (30)
25-27 26 (16) 68 (22) 104 22) 28 (24)
>27 94 (60) 156 (50) 253 (54) 53 (46)
BMI (women) 0.6
<24 17 (14) 44 (18) 75 (18) 24 (22)
24-26 18 (15) 40 (17) 71 (17) 13 (12)
>26 83 (71) 158 (65) 268 (65) 70 (66)
Treatment 0.003
Diet only 46 (17) 91 (16) 132 (15) 49 (22)
Oral agents 188 (68) 351 (63) 573 (61) 124 (56)
Insulin only 28 (10) 74 (13) 117 (13) 22 (10)
Insulin plus oral agents 12 (5) 41 (8) 95 (11) 26 (12)
Blood pressure (mmHg)
Systolic 146 £ 18 143 £ 19 143 £ 18 144 £ 19 0.2
Diastolic 83+90 82 +8 83+ 8 83+9 0.1
HbA, . (%) 70x1.6 73*15 75*1.6 78 *+1.8 0.0001
Patients/year with severe hypoglycemic episodes 17 (6.6) 16 (3.1) 30 (3.5) 4(1.9) 0.03
Total cholesterol (mmol/1) 55+ 1.0 56*1.2 56+ 1.1 56+ 1.1 0.7
Triglycerides (mg/dl) 166 = 91 163 £ 111 165 = 90 162 £ 86 1.0
No. of diabetes complications 0.2
0 213 (76) 396 (69) 639 (71) 151 (67)
1 51 (18) 134 (23) 177 (20) 51 (22)
=) 18 (6) 46 (8) 85 (9) 25(11)
No. of comorbid conditions 0.001
0 54 (19) 161 (28) 246 (27) 49 (22)
1 106 (38) 208 (36) 311 (34) 68 (30)
2 73 (26) 120 (21) 231 (26) 58 (25)
=3 49 (17) 87 (15) 113 (13) 52 (23)

Data are n (%) or means =+ SD. *x” for categorical variables and one-way analysis of variance for continuous measures.

betologists, internists, and/or endocrinol-
ogists; other specialists (ophthalmologists,
cardiologists, etc.) may also practice part-
time in the clinic. In some DOCs, patients
are always cared for by the same diabe-
tologist/internist, whereas in other cen-
ters, patients can be seen by different
physicians on different occasions. Patients
can choose between the two health-care
systems according to their preferences or
can be referred to DOCs by their GPs.

Statistical analysis
Patient characteristics and physician re-
sponses were compared using x* statistics

for categorical variables and one-way
analysis of variance for continuous vari-
ables. The relationship between physi-
cians’ goals and metabolic control was
restricted to those patients always seen by
the same physician and was estimated us-
ing the Spearman’ rank correlation. The
linearity of the increase in the percentage
of patients with HbA,. levels >7.0%
across the four physicians’ target catego-
ries was tested by the Mantel-Haenszel x>
for trend. To control simultaneously for
the possible confounding effect of the
different variables, the risk of having
HbA, values >7.0% was estimated by a

multiple logistic regression analysis
with backward variable selection (4). The
association between physician and pa-
tient characteristics and outcome was ex-
pressed in terms of odds ratios (ORs),
along with 95% Cls. Covariates consid-
ered for the analysis included the follow-
ing: physician age =40 (reference
category [RC]), 41-45, 46-50, or >50
years; physician sex (male [RC] versus fe-
male); physician specialty (diabetologist
[RC], internist, endocrinologist, other);
health-care setting (diabetes clinic versus
general practice); target FBG value =6.1
(RO), 6.11-6.7, 6.71-7.8, or >7.8
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Figure 2—HDA | mean values (= SD) in the study population according to FBG values pursued

by participating physicians.

mmol/l); patient age =55 (RC), 56—64,
65-74, =75 years; patient sex (male [RC]
versus female); duration of diabetes (<5,
5-10, >10 years [RC]); diabetes treat-
ment (diet only [RC], oral agents, insulin
only, insulin plus oral agents); number of
diabetes complications (none [RC], one,
two, or more than two); and comorbidity
(no comorbid condition [RC], one, two,
three, or > three comorbid conditions).

To estimate the fraction of the total
number of patients with HbA,_ levels
>7.0% that would have been avoided if
all physicians had adopted an aggressive
policy (i.e., target FBG =6.1 mmol/l), we
also estimated the adjusted individual
and summary attributable risks from the
logistic regression (5).

RESULTS — Of the 456 physicians
who received the questionnaire, 342
(75%) responded (221 physicians from
DOCs and 121 GPs). The response rate
was 83% for GPs and 71% for physicians
from DOCs.

Of the respondent physicians, 69%
were men; the median age was 45 years
(range 25-70). In diabetes clinics, 31% of
the physicians were diabetologists, 23%
were internists, 30% were endocrinolo-
gists, and 16% were from other special-
ties. Among the GPs who responded to

the questionnaire, 8% had some training
in diabetology, 9% had some training in
internal medicine, 3% had some training
in endocrinology, 51% had some training
in other specialties, and 29% had no fur-
ther training.

Among the responders, 43 (21 diabe-
tologists and 22 GPs) who initially ad-
hered to the project subsequently
withdrew for organizational or personal
reasons and therefore did not recruit any
patients. The remainder of respondent
physicians enrolled 3,297 patients, 2,003
of whom were regularly seen by the same
physician and 1,294 of whom were fol-
lowed by more than one physician.

Overall, 14% of the physicians stated
that they pursued, for an average patient
with type 2 diabetes, an FBG value =6.1
mmol/l, 30% had a target between 6.11
and 6.7 mmol/l, 18% had a target be-
tween 6.71 and 7.8 mmol/l, and 38% had
a target >7.8 mmol/l. No statistically sig-
nificant differences in beliefs emerged by
physicians’ characteristics (age, sex, spe-
cialty, and setting of care). In particular,
the proportion of physicians pursuing
strict metabolic control (i.e., FBG levels
=6.1 mmol/l) was 16% among GPs and
13% among physicians practicing in
DOCs (%54 = 3.92; P = 0.27).

The analysis of physicians’ beliefs in
diabetes centers in which patients are
seen by different physicians showed great

variability, even within individual cen-
ters. In fact, the target FBG adopted by
different physicians within the same unit
varied up to a maximum of 2.8 mmol/l
(Fig. D).

Patients’ characteristics according to
target FBG levels pursued by their physi-
cians are reported in Table 1. Doctors
who adopted a less aggressive policy
tended to see subjects with longer dura-
tion of diabetes, with multiple comorbid
conditions, and who were treated more
often with insulin alone or in combina-
tion. The analysis of the relationship be-
tween FBG targets and metabolic control,
restricted to those patients always seen by
the same physician, showed a strong lin-
ear association (Spearman’s rank correla-
tion = 0.22; P = 0.0001), with HbA,_
values 7.0 = 1.6 for patients in the charge
of physicians pursuing FBG levels =6.1
mmol/l and 7.8 = 1.8 for patients fol-
lowed by physicians who used target val-
ues >7.8 mmol/l (Fig. 2). Along the same
line, the proportion of patients with
HbA, . levels >7.0% in the four physi-
clans’ target categories were 41.8, 51.1,
55.7, and 64.4%, respectively (x> for lin-
ear trend = 23.6; P = 0.001).

As expected, the proportion of pa-
tients experiencing one or more episodes
of hypoglycemia requiring medical atten-
tion in the previous year was significantly
higher among patients followed by physi-
cians pursuing strict metabolic control
(Table 1).

Patients seen by more than one phy-
sician tended to be slightly younger and
had shorter duration of diabetes (Table
2). In patients seen by more than one phy-
sician, HbA, . levels (7.7 % 1.8) closely
resembled those observed in patients fol-
lowed by physicians who adopted a non-
aggressive policy (i.e., target FBG >7.8
mmol/l; HbA,. = 7.8 = 1.8).

Results of logistic regression showed
that, after adjusting for physician and pa-
tient characteristics, target FBG levels still
remained a strong predictor of metabolic
control. In fact, the risk of HbA,. levels
>7.0% increased with the target FBG lev-
els(OR=1.5,95% CI1.1-2.1 for a target
FBGof 6.11-6.7 mmol/l; OR = 1.7, 1.2—
2.3 for a target FBG of 6.71-7.8 mmol/l;
and OR = 2.9, 1.9-4.3 for a target >7.8
mmol/l). Neither physicians’ characteris-
tics nor the setting of care (GPs versus
DOCs) were independent predictors of
metabolic control. The estimation of at-
tributable risks showed that 38% of the
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Table 2—Patient characteristics according to diabetes care modalities

Patient characteristics Single physician Multiple physicians p*
Sex 0.4
Male 1,092 (54.5) 685 (52.9)
Female 910 (45.5) 609 (47.1)
Age (years) 63 = 10 62 = 10 0.01
Duration of diabetes (years) 0.007
<5 548 (27.8) 416 (32.6)
5-10 574 (29.1) 370 (29.0)
>10 849 (43.1) 490 (38.4)
BMI (men) 0.6
<25 280 (26.2) 188 (27.8)
25-27 228 21.4) 132 (19.5)
>27 559 (52.4) 356 (52.7)
BMI (women) 0.2
<24 160 (18.1) 121 (20.2)
24-26 145 (16.4) 80 (13.4)
>26 580 (65.5) 397 (66.4)
Treatment 0.9
Diet only 321 (16.5) 204 (16.1)
Oral agents 1,024 (61.9) 774 (61.2)
Insulin only 246 (12.6) 171 (13.5)
Insulin plus oral agents 175 (9.0) 115(9.1)
HbA, . (%) 74+16 77+18 0.0001
Patients/year with severe 67 (3.6) 41 (3.4) 0.8
hypoglycemic episodes
Blood pressure (mmHg)
Systolic 144 = 18 143 £ 19 0.1
Diastolic 83+9 82=*9 0.07
Total cholesterol (mmol/1) 56*1.1 56+ 1.1 0.2
Triglycerides (mg/dD) 164 = 97 160 = 114 0.3
No. of diabetes complications 0.2
0 1,409 (70.4) 889 (68.7)
1 417 (20.8) 303 (23.4)
=2 176 (8.8) 102 (7.9)
No. of comorbid conditions 0.8
0 514 (25.7) 318 (24.6)
1 698 (34.9) 474 (36.6)
2 487 (24.3) 308 (23.8)
=3 303 (15.1) 194 (15.0)

Data are n (%) or means £ SD. *x? for categorical variables and one-way analysis of variance for continuous

measures.

cases with HbA, . levels >7.0% could be
avoided if an aggressive policy (i.e., target
FBG =6.1 mmol/l) was adopted by all
physicians.

A final logistic regression analysis
showed that patients followed by more
than one physician had a two-fold risk of
having HbA | levels >7.0% as opposed to
those in the charge of a single physician
adopting a target of =6.1 mmol/l (OR =
2.1;95% CI 1.6-2.8). Overall, being fol-
lowed by more than one physician or by
one physician pursuing a target FBG
>6.1 mmol/l accounted for 44% of the
total cases with HbA | levels >7.0%.

CONCLUSIONS — n recent years,
physicians’ beliefs regarding tight meta-
bolic control in patients with type 1 and
type 2 diabetes have been investigated ina
few studies (6,7), but their relationship to
HbA, . levels obtained in their patients has
never been explored. Our data confirm
the findings obtained in a study of a much
smaller number of physicians, showing
that physicians’ beliefs in more aggressive
management strategies will result in bet-
ter clinical outcomes in terms of mean
FBG values (3).

This study, conducted just before the
results of the UKPDS were published,

The QuED Study Group

provides important information about the
prevailing opinions of Italian physicians
relative to metabolic control in patients
with type 2 diabetes. It shows that, in the
absence of clear scientific evidence, phy-
sicians tended to pursue a nonaggressive
policy, with a wide heterogeneity in target
FBG level across and within centers.
These findings are likely to be attributable
to the different perception about the risk
of hypoglycemia in an aged population
and to the belief that even low levels of
metabolic control could exert a positive
effect in preventing complications of dia-
betes.

On the other hand, differences in pa-
tient case mix can also be responsible for
such variability. In fact, the less aggressive
physicians were those seeing patients
with longer duration of diabetes and mul-
tiple comorbid conditions. In this respect,
their beliefs could reflect the tendency to
tailor their policies to the individual pa-
tient, after a careful evaluation of the mag-
nitude of benefit, potential inconvenience,
and harm.

The study also offered the unique op-
portunity to match physicians’ attitudes
with the results obtained in their practices
and to provide empirical confirmation of
the UKPDS results. In fact, mean HbA,,
levels obtained in patients followed by
physicians adopting an aggressive policy
(i.e., target FBG =6.1 mmol/l) or a non-
aggressive policy (i.e., target FBG >7.8
mmol/l) closely resemble those obtained
in the intensive and control arms of the
UKPDS.

The finding of the linear association
between FBG target and HbA,_ values is
of particular interest in light of the recent
UKPDS results, showing a linear increase
in the risk of complications as HbA, . lev-
els increase (8).

It is worth noting that the price paid
for this difference in metabolic control is a
more than three-fold increase in the risk
of hypoglycemic episodes requiring med-
ical intervention, a finding highly consis-
tent with the existing literature (1).

Our study also shows the crucial role
of physicians’ attitudes and beliefs in de-
termining patient outcomes. After adjust-
ing for patient-case mix, the risk of poor
metabolic control is strongly related to
physicians’ beliefs, and more than one-
third of the cases with HbA,, levels
>7.0% can be attributed to physicians’
FBG target. The fact that the FBG target
chosen is not a generic indicator of better
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quality of care, but a specific marker of
physicians’ attention to metabolic con-
trol, is confirmed by the lack of any dif-
ference in the control of other important
risk factors such as blood pressure and
lipid profile.

It is also important to note that, hav-
ing taken physicians’ average patient FBG
target and patients’ characteristics into ac-
count, no difference emerged between
DOCs and general practice concerning
metabolic control. These findings rein-
force the concept that the involvement of
GPs in diabetes care can represent a valid
solution to the problem of the rising prev-
alence of the disease and the subsequent
overcrowding in hospital clinics, pro-
vided that clear treatment goals are set.

On the other hand, the organization
of DOCs with respect to patients’ fol-
low-up strongly influences the outcome.
In our study, patients who were seen by
different physicians on different visits
clearly showed worse metabolic control.
These findings emphasize the central role
of the patient-physician relationship and
of continuity of care but also document
the lack of adoption of a common policy,
even among physicians practicing in the
same center. The high variability in the
choice of FBG target across and within
centers urgently calls for educational
activities devoted to the diffusion and
implementation of widely accepted evi-
dence-based guidelines.

Finally, some of the potential limita-
tions of our study must be discussed.
First, physicians were selected according
to their willingness to participate in the
project. They could thus represent those
clinicians, particularly among GPs, who
were more interested in diabetes care and
therefore did not reflect the general atti-
tudes of Italian physicians. From this
point of view, the problems documented
in our study could be underestimated and
the true variability in physicians’ behavior
and patients’ outcomes could be even
greater. The selection of the more moti-
vated clinicians could also obscure any
real difference in the outcome considered
according to the setting of care (DOCs
versus GPs). Nevertheless, our data, as
they are, clearly show that by fixing ade-
quate treatment goals, it is possible to
substantially improve metabolic control
in patients with type 2 diabetes, irrespec-
tive of the health-care setting.

The second point to be considered re-
fers to the cross-sectional nature of our

study, correlating physicians’ FBG target
with a single HbA, . value. However, the
high number of structures involved, the
large number of patients evaluated, and
the consistency of our findings, even after
having controlled the analysis for many
potential confounders, make the possibil-
ity of spurious associations very unlikely.
The relationship between physicians’ be-
liefs, practice, and outcomes will be fur-
ther explored during the longitudinal
phase of this study, with the collection of
data at 6-month intervals for a period of 5
years.

In conclusion, UKPDS results are ex-
pected to have a profound impact on clin-
ical practice and patient outcomes.
Nevertheless, our data show that the
adoption of the new findings requires a
major shift in physicians’ attitudes and
beliefs. It will thus be important to iden-
tify effective educational strategies to in-
crease their awareness of the great
potential for reducing diabetes morbidity
and mortality.

The organization of many outpatient
clinics also must be revised by allowing
patients to have a regular health-care pro-
vider. Finally, the historical separation of
primary care and specialty services must
be lessened by the creation of patient
management systems, in which the roles
of the different professional figures are
clearly defined.
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M. Torini—Asola (MN); L. Gentile— Asti;
P. Di Berardino—Atri (TE); P. Dell’
Aversana—Aversa (CE); T. Savino—DBari;
G. Amore—Bassano del Grappa (VI);
F. Zerella—Benevento; F. Travaglino, G.
Morone—-Biella; N. Pinna—Borgosesia
(VC); M.A. Poli—Bovolone (VR); A.M.
Sanna, L. Carboni, F. Farci, P. Contini, M.
Brundu—Cagliari; B. Nativo, C. Medico—
Caltagirone (CT); F. Vancheri, A. Burgio—
Caltanissetta; M. De Fini—Carbonara (BA);
L. Vincis, G. Renier—Carbonia (CA); G.
Bargero, A. Caramellino, G. Ghezzo—
Casale Monferrato (AL); J. Grosso—Castel

di Sangro (AQ); G. De Simone, S. Gentile, .
Gaeta—Castellammare St. (NA); A. Cafaro
—Castellaneta (TA); L. Panzolato—
Castiglione Stiviere (MN); V. Trinelli—
Cirie’ (TO); C. Campanelli, R. Norgiolini—
Citta’ di Castello (PG); R. Pastorelli, S.
Fiore—Colleferro (RM); S. Testero—
Cologno Monzese (MI); A. Staiano’—
Corigliano Calabro (CS); C. Cazzalini, F.
Menozzi, S. Inzoli, C. Valsecchi—Crema
(CR); G. Borretta, G. Magro, F. Cesario, A.
Piovetan, M. Procopio—Cuneo; G. De
Giuli—Darfo Boario T. (BS); G. Marelli, L.
Bellato—Desio (MI); D. Richini—Esine
(BS); A. Muscogiuri, F. Tanzarella—
Francavilla Fon. (BR); E. Santilli, G.S.
Versace— Frascati (RM); G. Morandi, C.
Mazzi—Gallarate (VA); P. Melga, V. Cheli,
A. De Pascale—Genova; V. Majellaro
Giovinazzo (BA); E. D'Ugo—Gissi (CH); G.
Pisano, F. Vacca, A. Fois—Isili (NU); A.
Morea—Isola Della Scala (VR); L. De Gior-
gio, R. Lecis—La Spezia; M. Pupillo—
Lanciano (CH); M. Tagliaferri, C. Vitale—
Larino (CB); M. Nuzzo, G. Formoso, D.
Cosi—Lecce; A. Caldonazzo—Leno (BS);
. Lorenti—Lentini (SR); D. Barbaro, P.
Orsini—Livorno; R. Guarneri, I. Guarneri
—Locri (RC); G. Maolo, M. Giovagnetti—
Macerata; F. Saggiani, G. Pascal, E. Dina—
Mantova; L. Sciangula, P. De Patre, F. Az-
zalini, C. Mauri, C. Roncoroni—Mariano
Comense (CO); A. Venezia, R. Morea—
Matera; P. Pata, T. Mancuso, A. Cozzolino,
C. De Francesco—Messina; S. Negri, G.
Adda, A. Zocca, A.G. Perdomini, G.L. Pizzi
—Milano; S. Gentile, G. Guarino, B. Olivi-
ero, C. Scurini, S. Turco, A. Fischetti, M.R.
Marino, G. Di Giovanni, G. Borrelli—
Napoli; M. Trovati, M.C. Ponziani—
Orbassano (TO); G. Torchio, P. Palumbo—
Paderno Dugnano (MI); M.L. Belotti—
Palazzolo Sull'Oglio (BS); V. Provenzano, S.
Imparato, V. Aiello—Partinico (PA); S. Baz-
zano, G. Nosetti—Pavia; E. Antonacci—
Penne (PE); F. Capani, E. Vitacolonna, E.
Ciccarone, R. Ciancaglini, G. Di Martino, G.
La Penna—~Pescara; F. Galeone—Pescia
(PT); D. Giorgi Pierfranceschi, U. De Joan-
non, M. Matteo, M. Bianco, D. Zavaroni—
Piacenza; C. Ruffino—Pietra Ligure (SV); E.
Bassi, R. Ghirardi—Pieve di Coriano (MN);
C. Lieto—Pomigliano D’Arco (NA); G. De
Simone, M. Riccio—Portici (NA); R. Geli-
sio, M. Moretti—Portogruaro (VE); A. Bian-
chi, R. Dagani—Rho (MD); P. Tatti, P. Di
Mauro, D. Cristofanelli, D. Cappelloni, A.
Urbani, S. Leotta, G. Ceccarelli, M. Mauceri,
M.F. La Saracina, A. Baldelli, A. Napoli, S.
Morano, R. Cipriani, A. Gabriele, F. Pan-
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tellini, M. Liguori, O. Laurenti, G. De Mattia
—Roma; G. Monesi, F. Mollo, R. Manunta,
G. Lisato, F. Beretta, L. Bellinetti, P. Bor-
don—Rovigo; E. Bagolin—S. Dona’ di
Piave (VE); L. Clementi, G. Vespasiani—
S.Benedetto del Tr. (AP); E. Del Vecchio, F.
Orio, D. Caggiano, M. Tenuta —Salerno;
G.M. Arca, V. Scardaccio—Sassari; A. Di-
ana, G. Montegrosso, S. Grottoli, M. Tati,
M.P. Della Valle—Savigliano (CN); P. Ga-
lenda—Sondalo (SO); E. Libera —Sondrio;
M.B. Diodati, A. Tritapepe— Sulmona
(AQ); C. Coppola, M. Bosi—Suzzara (MN);
M. Magno, E. Scarpa— Taranto; E. Lattanzi,
G. Damiani, D. Di Michele, A. Fava, E. Di
Pietro, M. Brancali—Teramo; M. Veglio, M.
D’Andrea, A. Grassi, A. Bruno, E. Pisu, G.
Bruno, V. Tagliaferro, P. Passera, M.
Trento—Torino; A. Margiotta—Tradate
(VA); A. Bossi— Treviglio (BG); C. Taboga,
S. Mreule, C. Noacco, F. Colucci, L. To-
nutti—Udine; S. Sposito—Velletri (RM);
AR. Bogazzi— Venaria (TO); E. Moro, C.
Zanbon, M. Pais, G. Bittolo Bon, A. Sfriso—
Venezia; M.F. Francesconi, G. Erle—
Vicenza.

General practitioners. D. Sabbi—
Arquata Scrivia (AL); A. Mazzarino—
Aversa (CE); L. Lippa—Avezzano (AQ);
M. Casassa Vigna—Balangero (TO); A.
D’Alessandro—Bari; N. Caniglia—Barrea
(AQ); M. Falcoz—-Bessilla di Loira (TV);
F. Brancati—Brugherio (MI); G. Omati—
Bussero (MID); G. Danti—Buttapietra
(VR); L. Pascali—Camerano (AN); G.
Ragazzi—Camisano Vicentino (VI); L. Di
Paolo—Campo di Giove (AQ); E. Di
Febo—Carsoli (AQ); P. Ferrari, L. Balla-
rini—Castel D’Azzano (VR); P. Tonello
—~Castel Gomberto (VI); V. Capilupi—
Catanzaro; D. De Giorgi—Cavallino (LE);
C. Spiezio—Cirie’ (TO); F. Della Cagno-
letta—Colorina (SO); E. Beretta—Con-
corezzo (MI); M.T. Nepote Fus, T.
Rapacciuolo—Corio (TO); B. Cannelli
—Corridonia (MC); A. Metrucci—
Cutrofano (LE); A. Veldorale—Dirvento
(TO); E. Ioverno, G. Visentin—Dueville
(VD); L. Bellino—Firenze; E. Brizio— Fos-
sano (CN); E. Zanellato—Front Canavese

(TO); G. Frapporti—Fumane (VR); R.
Della Vedova—Gradisca D’Isonzo (GO);
F. Gesualdi—Latronico (PZ); E. Mola, T.
Bosco, D. Fiume—Lecce; G. Martinelli
—Lovere (BG); M. Tombesi, L. Caraceni
—Macerata; E. Di Giovanbattista—
Magnano Riviera (UD); T. Ermacora—
Maiano (UD); F. Ferrara—Marconia
Pisticci (MT); F. Morelli, G. Capozza—
Matera; M. Musso—Mathi (TO); A. Gual-
tiero—Mazo (VI); S. Pagliani, P. Longoni
—Milano; V. Caimi, E. Parma, M.G. Riva,
M. Bosisio—Monza (MI); L. Bertini
Monzuno (BO); R. Barra, F.M.
D’Alessandro, R. Alano—Napoli; L. Bar-
berio—Paganica (AQ); F. Petrona
Baviera—Palermo; C. De Matteis—Paola
(C9); B. Anglano—Verona; P. Scarpolini
—Pescantino (VR); M. Milano, S.
Bernabe’—Pianezza (TO); S. Filippi—
Pontremoli (MS); C. Tosetti—Porretta
Terme (BO); P. Dorato—Pozzuoli (NA);
A. Moro—Preganziol (TV); B. La Terra
Bella—Ragusa; M. Marziani—Reggio
Emilia; S. Burzacca—Rivalta di Torino
(TO); A. Zamboni—Ro (FE); F. Saliceti,
P.L. Bartoletti, L. Spalletta—Roma; L.
Bonicatto—S. Francesco al Campo (TO);
A. Catalano—S. Leucio del Sannio (BN);
L. Crapesi—sS. Lorenzo Isontino (GO); M.
Greco—S. Pietro In Lama (LE); G. Mat-
tana—S. Sperate (CA); M.L. Agnolio—
Sandrigo (VD); G. Piazza—Santorso (VI);
G. Lattuada—Saronno (VA); L. Gam-
barelli—Scandiano (RE); A. Bussotti—
Sesto Fiorentino (FI); A. Pinsuti—Sina-
lunga (SD); L. Signorati—Sommacam-
pagna (VR); V. Baggi—Sordio (LO); R.
Riundi—Sumirago (VA); M. Uberti, A.R.
Mondazzi, R. Massaro—Torino; P.F. Lu-
visi—Torre del Lago (LU); D. Massignani
—Valdagno (VI); F. Gazzetta, F. Bi-
anchetti, D. Molla—Varese; R. Marino, E.
Gribaldo—Venaria (TO); E. Aramini
—Vercelli; T. Galopin, G. Pettenella, E.
Bonollo, M. Botto Micca, G. Mezzasalma
—Verona; A. Frigo, G. Cabri, C. Simion-
ato—Vicenza; S. Bevilacqua, L. Longhi
—Viterbo; G. Dezio—Vittoria (RG).

The QuED Study Group
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