
Preventive Health Care for Diabetics
A Realistic Vision

IIN THIS ISSUE ofthe ARCHIVES, Kraft et al1 report
their results of a survey that assessed primary
care physicians' practice patterns to detect dia-
betic retinopathy in patients. They found that
primary care practitioners fall far short of the

guidelines that have been suggested by the American Dia-
betes Association (ADA), Alexandria, Va. The results of
this study by Kraft and colleagues1 in Indiana almost cer-
tainly reflect national practice patterns and should not
be- surprising. With few exceptions, the vast majority of
studies ofpreventive health care provision in primary care
settings reveal deficiencies regardless of the aspect of pre-
ventive health care that is under scrutiny.2,3 Even for
widely accepted preventive items (eg, Papanicolaou smear,
mammogram, and hypertension screening), preventive
health care performance falls short of the goals dictated
by health care policies.4-6

See also page 29

Frankly, many practitioners have developed a kind
of defensive denial with regard to preventive care prac-
tice. The demands of a practice are excessive, reimburse¬
ment for preventive care is inadequate, the list of poten¬
tial preventive care activities suggested by one organization
or another is unachievably large, and above all else, most
patients come to see primary care providers because they
are sick and express a limited interest in preventive health
care. Thus, many practitionerswill view this study ofprac¬
tice patterns for the detection of diabetic retinopathywith
a sense of resignation rather than alarm. In fact, this study
provides a useful example to trigger a review of the cur¬

rent state of preventive health care and to identify op¬
portunities for change.

TAKING THE FIRST STEP: SELECTING A
PREVENTIVE HEALTH CARE POLICY

The first step in successfully implementing preventive
health care in a primary care setting is to define explic¬
itly a personal, preventive health care policy. What tests
will a physician recommend to all appropriate patients?
What kind of counseling will a physician give to

patients in each age group? Is screening for diabetic
retinopathy, in fact, appropriate? With regard to the cri¬
teria that have been used for decades to analyze
whether a disease is amenable to screening and that
provide a framework for discussion of a retinopathy
screening policy, the disease should be common, be
serious, have a long asymptomatic period, have an

available acceptable test to detect the disease during the
asymptomatic period, and be best treated during the
asymptomatic period.7
DIABETIC RETINOPATHY: HAVE PROVIDERS

ACCEPTED THE NEED TO SCREEN?

Is diabetic retinopathy common enough to warrant screen¬

ing? On one level, the answer is clearly yes. As many as

20 million Americans have diabetes, and retinopathy de¬
velops in 60% of these patients. Twelve thousand dia¬
betic Americans become blind each year.8 From a soci¬
etal viewpoint, an aggressive policy of screening and
treatment appears to be worthwhile. From the perspec¬
tive of an individual provider, however, actual experi¬
ence provides a far different view. The burden of reti¬
nopathy disease disproportionately affects patients with
insulin-dependent diabetes mellitus; an individual pro¬
vider is likely to confront significant, premature visual
loss in a patientwith type II diabetes only once every few
years.8 The apparent "disease burden" that is related to

retinopathy in patients with type II diabetes is dwarfed
by the frequencywith which physicians confront hyper¬
tension, hypercholesterolemia, and certain types of can¬
cer (eg, breast cancer). Adequate frequency of a condi¬
tion to justify screening in the population must be
contrasted with the relative infrequency with which the
individual provider confronts the significant morbidity
that is related to this problem.

Clearly, experience dictates that examination of the
dilated pupil in the primary care provider's office does
not meet the criteria of acceptability. It is rarely per¬
formed and, one suspects, almost never as a routine
screening test. Referral to an eye care specialist, on the
other hand, superficially appears to be accomplished eas¬

ily and to have no obvious inherent barriers. In fact, rela¬
tively few initial screenings require primary care provid¬
ers to refer patients to another provider. The psychological
response of ordering a mammogram and receiving a re¬

port provides more intrinsic reinforcement and satisfac¬
tion than a referral to an ophthalmologist. One can ar¬

gue that this perceived difference is inappropriate, but
it almost certainly exists and plays some role in discour¬
aging referrals.

IMPACT OF MANAGED CARE

Finally, although managed care insurers may provide
payment for ophthalmology care that does not affect
the primary care provider's reimbursement (an
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ophthalmology "carve-out"), this is not universal. More
importantly, primary care providers may not know how
various insurers handle this issue and may fear that a

referral carries a financial disincentive.
Diabetic retinopathy illustrates that providers are

affected by a wide variety of evidence- and experience-
based and simple humanistic responses as they set their
prevention policies. In addition to believing that a num¬
ber of patients will benefit, providers have to view the
test as acceptable. If providers believe a financial disin¬
centive exists, the likelihood that they will consistently
refer patients diminishes.

To summarize, when viewed from the perspective
of the diabetes care subspecialist, the decision to refer
all patients to an ophthalmologist appears to be pro¬
foundly simple! From their perspective, the problem ap¬
pears to be remarkably common and almost universal for
all their patients. To the primary care provider, the is¬
sue appears to be relatively tiny and has a small daily im¬
pact. When this issue is viewed relative to the 25 other
interventions that have been recommended for all adults
by the US Preventive Services Task Force,9 understand¬
ing why some providers have not adopted the policy of
universal referral becomes easier to understand.

FROM POLICY TO PRACTICE

The study by Kraft et al1 primarily addresses the issue of
provider policy. As the authors point out, self-reports of
practice patterns generally overestimate actual perfor¬
mance and are probably best viewed as indicators of in¬
tent. The gap between good intentions and actual prac¬
tice has been identified repeatedly.1011 The authors do
discuss some of the following barriers that may intervene
to block implementation of these interventions and that
all contribute to the gap between actual and intended
screening rates: insufficient time, inadequate reimburse¬
ment, lack ofpatient interest, competitionwith other health
care agenda items, and provider forgetfulness.

PREVENTIVE HEALTH CARE PROVISION:
A FLAWED MODEL

The model of how preventive health care happens in most
US settings is fundamentally flawed. First, patients must
decide to seek care. Among those patients who have iden¬
tified primary care providers, only a fraction actually visit
a physician each year. Those individuals who do not have
an identified primary care provider are more likely to seek
health care in a setting that provides exclusively disease-
oriented, short-term care.

SELECTING A NARROW PREVENTION AGENDA

For most patients, the burden rests on the primary care

provider to take advantage of patient-initiated visits to

pursue a broad preventive agenda. The US Preventive Ser¬
vices Task Force has identified more than 20 items that
should be addressed for all young adults; one must re¬
alize that the US Preventive Services Task Force guide¬
lines are conservative! If one looked at every preventive
item that some organization has recommended, more than

a hundred issues would be addressed. Finding the time
to pursue each preventive intervention and motivate the
patients to have an interest in preventive health care must
all be accomplished in relatively short time frames—
somewhere between 14 and 17 minutes per average visit.12
When viewed in this context, the benefit of choosing a

few, simple proved interventions becomes increasingly
apparent.

PREVENTIVE HEALTH CARE AND DIABETES:
A UNIQUE CHALLENGE

Most preventive health care systems have been de¬
signed to address only those items that are appropriate
for individuals at average risk, although as several re¬
cent articles have pointed out, flexible systems that can
be accommodated to the needs of individual patients based
on individual risks are characteristics of ideal paper- or
computer-based systems.1314 In fact, preventive health care

in the diabetic patient poses unique obstacles and chal¬
lenges.

The Domination of the Blood Glucose Level

In caring for patientswith diabetes, providers devotemost
of their time and energies to the control of blood glu¬
cose levels even in those patients who are unlikely to
achieve good control. The focus on the blood glucose level
is not surprising. First, the Diabetes Control and Com¬
plications Trial Research Group results have strength¬
ened the rationale for attempting tight control of the blood
glucose level.15 Second, the emphasis on the blood glu¬
cose level emerges, at least to some extent, from the fact
that it is a continuous variable expressed as a number.
Simply comparing the enthusiasm with which health care

providers approach hypertension detection and treat¬
ment as opposed to counseling interventions (eg, cessa¬
tion of smoking) that have been demonstrated to be
equally cost-effective helps to illustrate the impact of con¬
ditions measured by a number. Numbers are something
that one can grasp onto and attempt to manipulate. Other
aspects of preventive health care for diabetes often can¬

not compete.

Fitting It All In

In fact, diabetic patients require a lot of care. Hyperten¬
sion and hypercholesterolemia often coexist. Patientswith
diabetes who smoke are actually less likely to quit than
personswithout diabetes.16 Alcohol intake, even at a mod¬
erate level, can complicate care. Despite the time and en¬

ergy needed to address the control of the blood glucose
level, hypertension, and the cholesterol level and the pre¬
vention of end-organ disease, individuals with diabetes
should still receive the appropriate counseling and un¬

dergo screenings that are indicated for the general popu¬
lation. Finally, when complications do occur, particu¬
larly foot ulcers, they absorb a great amount of energy.
Referral to ophthalmologists, instruction in self-care of
the foot, and searching for microalbuminuria demand that
primary care providers organize their approach to dia¬
betic patients.
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Can Primary Care Providers Address
All of These Needs Adequately?

The Diabetes Control and Complications Trial Research
Group illustrated that the provision of care by a health
care team consisting of nutritionists, nurses, social
workers, and physicians can improve glycémie control
and retard the development of complications. Realisti¬
cally, most primary care providers do not have ready
access to a diabetes health care team and must create
their own loosely connected team. The assignment of
responsibility to someone in the office to organize

'laspects of preventive health care for diabetic patients is
an appealing solution, although, I suspect, a solution
that has been infrequently adopted. One way to

improve the likelihood that diabetic patients receive the
full scope of appropriate preventive health care would
be to consult a diabetes care professional whose sole
task is to focus on these aspects of care. In some cases,
an endocrinologist could serve this role. Once again,
however, this approach is rarely chosen and generally
will not be embraced by primary care providers, owing,
in part, to potential financial disincentives. In short, few
primary care providers are able to address the total care
needs of the diabetic patient independently, and the
benefits of a care team have been clearly shown. How¬
ever, real and perceived barriers impede the provision
of team-oriented care, and a search for additional solu¬
tions must continue.

IMPROVING PREVENTIVE HEALTH CARE FOR
DIABETIC PATIENTS: POTENTIAL SOLUTIONS

Suggested Actions for Organizations
Kraft and coworkers1 point out the need for improved edu¬
cation, particularlywith regard to the risks of retinopathy
in patients with type II diabetes. Several authors have ex¬

amined the ability of education to alter the care practices
of practicing physicians, and the results have consistently
shown either a short-lived impact or no impact on care.1718
Furthermore, as the authors indicate, directing educa¬
tional efforts to practicing health care providers poses a

weighty challenge. Most providers choose their own edu¬
cational sources thatmay ormay not ever address preven¬
tive health care issues for diabetic patients. For those pro¬
viderswho do read an article or hear a relevant lecture, the
lesson is generally not reinforced. The infrequency with
which the average provider deals with a patient with type
II diabetes who suffers visual loss at a young age lessens
the likelihood that his or her actual practice patterns will
change in response to intermittent, infrequent educa¬
tional exposures.

Education vs Marketing
A more promising approach to improving preventive
health care for diabetic patients is to develop a

consumer-driven marketing strategy. In this case, "con¬
sumers" of the strategy include both primary care pro¬
viders and individuals with diabetes. Public education
efforts that emphasize a simple catchy message encour-

"ACE indicates angiotensin-converting enzyme.

aging annual ophthalmological visits should be accom¬

panied by materials for the primary care office. These
can include wall charts that summarize recommenda¬
tions for preventive care for diabetic patients, chart
inserts that include guidelines for diabetic care, chart
stickers that remind providers to refer patients to oph¬
thalmologists, and preprinted prescription blanks that
"order" 1 ophthalmological visit every year. The
National Cancer Institute's "Five Fruits and Vegetables
a Day" campaign illustrates the potential impact of this
kind of marketing strategy. Slowly but surely, the pub¬
lic and providers have become increasingly aware of
this good health practice.

Suggested Actions for Practitioners

Increasing adherence to one's preventive health care poli¬
cies requires, above all else, a commitment of resources.19
Practitioner time and staff time, as well as paper and com¬

puter materials, are required to implement a comprehen¬
sive preventive health care system. Usual, available preven¬
tive health tools are designed to promote interventions for
all individuals and are not designed specifically for diabetic
patients, but the practitioner does have the capacity to adapt
existing preventive tools. For example, the flowcharts in¬
cluded in the "Put Prevention Into Practice" kits,whichwere
designed by the federal Office ofHealth Promotion andDis¬
ease Prevention,Washington, DC, have intentionally been
left blank to allowpractitioners to add prevenüve health items
that are appropriate for individual patients.20

One of the difficult problems in the preventive health
care for patientswith diabetes is that several preventive op¬
tions are available for each end-organ problem. For ex¬

ample, in preventing morbidity from renal disease, strict
hypertension control, prescription of angiotensin-
converting enzyme inhibitors, and screening for microal-
buminuria may all be worthwhile steps. Patients would
probably be best served if each practitioner chose the single
highest priority preventive health care item and included
it on a flowchart. An example is provided in the Table.

The importance of a team effort in implementing all
aspects of preventive health care cannot be overempha¬
sized. Numerous studies have demonstrated that the pro¬
vision of a reminder to the provider to address particular
preventive items significantly increases the implementa¬
tion of preventive care.21 Although this is ideally done by
a computer-generated prompt, manual systems can be
implemented to provide this kind of a reminder. The as¬

signment of a single member of the office staff to develop
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expertise in diabetes care, including preventive items, may
also be useful. The practitioner then only needs to remem¬
ber 1 step (ie, to refer the patient to the staffmember) to
increase the likelihood that patientswill receive appropri¬
ate preventive care.

FINAL REMARKS

Kraft et al1 have demonstrated that practitioners do not ad¬
here to theADA guidelines for the prevention ofvisual loss,
which is related to retinopathy. The gap between theADA
recommendations and reported practice reflects, in part, a

> >disagreementwith theADA guidelines themselves. This is¬
sue highlights the importance ofdesigning guidelines that
are evidence-based and that are likely to be viewed as accept¬
able. Dilation of the pupil for funduscopic examination in
theprimary care setting for routine care clearly doesnotmeet
these criteria, and the ADA would be wise to abandon this
guideline. The inclusion of it dilutes the potential impact
of having a simpler, clearer message to refer patients peri¬
odically to an ophthalmologist.

Referral to an ophthalmologist initially appears to be
implemented easily. In fact, of all the screening tests that
are recommended in the new US Preventive Services Task
Force guidelines, none of the tests specifically require re¬

ferral to another physician. The perception of potential fi¬
nancial disincentives has a particularly adverse impact on
referral rates. The ADA, and other interest groups, should
actively lobby for universal insurance coverage for proved
preventive care maneuvers.

Finally, practitioners can improve theirprovision ofpre¬
ventive care to diabetic patients by (1) explicitly defining
their personalpolicy, (2) committing appropriate resources,
(3) implementing apreventive health care systemand adapt¬
ing it to the needs of the diabetic patient, and (4) working
with office staff to form a prevention health team.

Richard C. Wender, MD
Department of Family Medicine
Jefferson Medical College
Thomas Jefferson University
Philadelphia, Pa
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Clinical Pearl

Higher serum vitamin D levels were inversely re¬

lated to systolic and diastolic blood pressure
(r=—0.42) and triglycérides (r=—0.47) in 34middle-
aged men. (Am J Hypertens. 1995;8:894-901.)
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