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SUMMARY. An audit of diabetics in one general
practice indicates that diet did not play as full a
part as expected in management. More than 10
per cent of patients cannot test their own urine
properly. Management of the diabetics may be
improved by a surgery organized especially for
them. '

Introduction

NCOURAGED to do a project in my trainee
year, my curiosity about the questions ‘how well
do we look after diabetics?’ and ‘should we arrange
separate sessions for them?’ led me to design a simple
study. Its scope was severely limited, so that I could
complete it within the year, and so that it would not in-
volve too much time. Its results may be of wider interest
as a form of audit in one practice of the standard of care
of diabetics.

The practice in which I trained is a four-man rural
group practice based on a medical centre. It is well
organized. It has an age-sex register and a chronic
diseases register. The case records have been thoroughly
ordered, organized, and are well kept in EC6 format.

These resources produced a list of 100 patients on the
register of chronic diseases listed as diabetic in a practice
of 7,428 patients. Problems associated with generating
lists of patients from a chronic diseases register are well
known. In this case the word diabetic was used as a label
or title for a problem, not a medical diagnosis.

Aims ‘
I tried to answer the following questions:

1. Can patients demonstrate their ability to test their
own urine?
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2. With what accuracy could patients tell me their treat-
ment? o

3. Should the partners establish a diabetic clinic in the
medical centre, for the benefit of their patients?

Method

A simple questionnaire was designed which included in-
formation about the age, sex and occupation of each
patient followed by space for recording a statement
from the patients, and separate from the record of
their diet and drug treatment. After this a number of
questions followed about the completeness and avail-
ability of their ‘Clinitest’ apparatus, their technique of
testing their urine, and whether or not they kept a
record of the results. :

After the partners in the practice had been consulted
and their permission obtained, their advice was sought
about patients who had been unable to attend the
medical centre. I visited them at home. The remaining
patients were then sent a letter requesting them to attend
a specially arranged surgery at the centre. The letter also
contajned a brief explanation of why I wanted them to
come, as well as a request to bring a urine sample and
their ‘Clinitest’ apparatus with them. Many came at
first asking, which reflects well on their willingness to
co-operate. '

The surgery was run with the practice nurse. I saw the -
patients myself first of all, explained the purpose of the
enquiry, and then I asked them the questions on the
questionnaire. They then saw the nurse, or myself if she
were not available, and their ‘Clinitest’ was checked.
The nurse watched them test their own urine. At this
point, if necessary, they were given advice about any
aspect of their diabetic management in which they
seemed lacking. The purpose of this last exercise was so
that at least one review of all the diabetics would have
been done when the study was complete.

Samples for blood sugar estimation were not taken
for several reasons. First, one random value cannot

"replace urine testing, which indicates a pattern of con-
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trol over a period. Secondly, for my simple study the
expense and laboratory time involved would have out-
weighed the value of the additional information gained.
- Thirdly, and most important, one random blood sugar
would not answer any of my three original questions.
Once the patients’ own management of their diabetes is
as good as one thinks it ever could be, then random
checks on blood sugar levels may be introduced as a
further measure of control (Alstead et al., 1971).

Results

Of the 100 names from the chronic diseases register 24
patients were excluded from the study for the reasons
stated in Table 1. Seventy-six patients, all proven
diabetic, remained; all 76 were seen for the study (1-0
per cent of the practice population). Sixty (79 per cent)
responded to the first request to attend. Seventy-one (92
per cent) knew they were either on tablets or insulin.
Those taking tablets knew the correct number to take
and the times to take them. Since the labelling of bottles
with the names of preparations is relatively recent I did
not expect the patients to know the name. Some did;
many more, however, could describe the appearance of
their pills fairly accurately. Those taking insulin,
however, were only judged to know their drugs if they
knew the strength, type and the dose in marks, as well as
the right time of day to inject themselves. Alternatively
they might know the type of insulin and the dose in
units, as well as the times to give it.

Five patients (8 per cent) did not know their drugs;
three of these were on insulin.

More important was the fact that only three patients
were on diet alone. This is a much lower figure than one
might expect (Davidson and Macleod, 1976). Twenty-
five (33 per cent) of all the patients could be said to be
on a diet in that they regarded themselves as being on
one. Fifty-one patients (67 per cent) did not regard
themselves as being on a diet, although ten of these had
dietary recommendation recorded in their notes. I con-
sidered any reference such as restricted carbohydrate
diet or the number of calories recorded in the notes as
evidence of the diet to be followed. The doctors may
well have educated their patients about diet; however
these facts have not been recorded in their notes and the
patients certainly no longer strictly adhere to any diet.
Admittedly many did say they just avoided certain
foods or that they had had a diet in the past and they
now knew what they could and could not eat.

Nine patients (12 per cent) could not test their urine
properly. Sixty-seven (88 per cent) could, although only
21 (28 per cent) recorded their results properly.

Finally, three patients appeared to be receiving no
treatment at all. They were all diabetic as shown by oral
glucose tolerance test. Two of these were aged 62 and
both were apparently well. One 45-year-old man had
been taken off treatment with tolazamide and was being
observed. His records show that treatment was sub-
sequently re-started (Laurence, 1973).

Table 1. Results of questionnaire.

Number of diabetics on chronic
diseases register 100

Exclusions
Not proven diabetic

(including 2 non-attenders) 8*
Dead 8
Moved : 4
Others eg. permanently in hospital 2
Other non-attenders 1
Schizophrenic unable to
co-operate
24
Completed questionnaires for analysis
1st attenders 60 (79)
Subsequent attenders 13 (17)
Visited at home 3 4)
76
On insulin 28 (37)
On oral treatment 42 (55)
On diet alone 3 (4)
Not treated 3 - @4
Patients knowing their drugs 71 (92)
Patients not knowing their drugs 5 (8)
Diet recorded in notes
On diet according to patient Yes No
Yes 13(17) 12(16)
No 10(13) 41(54)
Can test urine 67 (88)
Cannot test urine 9 (12)
Record of tests available
and satisfactory 21 (28)
No record of tests
or record unsatisfactory 55 (72)

*Includes one non-diabetic patient with peripheral neuropathy.

Discussion

Although most patients could test their urine (67 patien-
ts; 88 per cent) 12 per cent could not. Four of these were
over eighty, two patients did not even have complete
kits. Two had limited understanding and abilities.
Others used variable unmeasured quantities of each
fluid. One or more of these reasons applied to each per-
son. Minor mistakes such as handling tablets were
disregarded.
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This inability was remedied immediately, but in-
dicates that occasional checking of patients’ ability to
test their urine would be worthwhile. It was noticeable
too that results of urine tests were rarely written in the
doctors’ records at a consultation, perhaps this means
that the doctors themselves regard this as unimportant.
It may mean that they never even ask to see a patient’s
urine test charts. This may have resulted in the patients
ceasing to bother to record such tests. I think this should
be improved (Alstead et al., 1971).

Patients’ knowledge of drugs

Seventy-one patients (92 per cent) knew what tablets
they were taking, and were continuing to take treat-
ment. This level of co-operation in taking drugs is very
high indeed. It is remarkable that it contrasts with the
partners’ experience in this practice of patients requiring
to take drugs for high blood pressure. Each year ten per
cent of these patients stop taking the drugs which they
are prescribed.

Of the five patients who did not know their drugs,
three were on insulin. One did not know the type of in-
sulin he was on. One said that he was taking ‘Lente’ but
his notes did not confirm this. One patient said that he
took protamine zinc insulin but in fact he was on ‘Len-
te’. Of the two patients who did not know their tablets
one took three tablets of tolazamide each day, one with
each meal instead of one each morning, and the other
patient took one tolazamide tablet each evening instead
of two each morning. Furthermore, few patients taking
tablets knew the names of their drugs; I think that all
patients should know the name as well as the dose of
their tablets. I think the reasons for this are fairly ob-
vious, in particular in an emergency where the doctor at-
tending has not met or treated the patient before.

Diet
More important however is the fact that diet seemed to
play much less of a role in management than it should.
About 30 per cent of older diabetics can be controlled
by diet alone (Laurence, 1973). We have been reminded
recently that many maturity-onset non-ketotic diabetics
can be managed in this way (Doar et al., 1975). Also
oral agents may be more hazardous than was previously
thought (Stowers, 1976).

I think this indicates that not enough attention has
been paid by the practitioners to the diets of their

diabetic patients. As a new reviewer of established -

diabetics I had not been involved in their initial treat-
ment or education. The patients clearly require more
and better explanation as well as clear recording of their
diets. This is another set of problems which this study
has defined simply.

Separate session for diabetics

The greatest improvement would be to ask the dietician
to see all the diabetics. This would be most practical and

economical for the dietician in one session and is one
argument in favour of a special surgery for diabetics. It
remains to be seen whether one could maintain over a
long period as close an adherence to diet as has been
suggested. Nevertheless there is clearly room for great
improvement.

Nearly all the diabetics in the practice were reviewed
fairly regularly by their own doctors during normal
surgery. However, in answer to my third question I
think this study shows some strong arguments in favour
of a separate surgery for diabetics in this practice. At
present patients seen in a normal consultation are not
receiving good enough care. There may be many reasons
for this such as lack of time, interest or facilities. By set-
ting aside a special clinic the doctor’s attention is
focused on diabetes, he can give more time to each
patient, and it could fall to one partner of a group prac-
tice with an expressed interest. Its frequency might be
once a month or once every six weeks. The length of
time between review would be decided by the doctor,
and the patient instructed to make a new appointment

before leaving the premises.
The practice nurse should also be directly involved

with a schedule of tasks which would include checking
that patients know how to test their urine properly,
weighing them, and possibly taking blood samples for
estimation of blood glucose. The detailed tasks would
require further definition, probably in the practice, to
ensure adaptation to local circumstances. The clinic I
ran saw patients at the rate of six an hour. This allowed
more than ample time to conduct the study. One
questionnaire passed between doctor and nurse. A
specially designed chart of appropriate size (EC6 or A4)
to record drugs, diet, test results, doctor’s and nurse’s
comments, would enable quick accurate recording and
recall of information. I think a dietician should also be
an integral part of this clinic.

In the area where the study was conducted the chief
dietician at the local hospital was contacted and ex-
pressed a willingness to come to the group practice
premises for a half-day session once a month. A con-
sultant might be invited to visit the clinic perhaps once
yearly to give advice. This may not seem necessary and
would depend on the local consultants. Some hospital
diabetic clinics insist’ on six-monthly or yearly reviews
for their patients. With these services in a group prac-
tice, the review might replace the hospital visit. Liaison
at least with a local consultant would help ensure a
source of new ideas in diabetic management. The estim-
ated frequency of the clinic might seem unnecessarily
high but it takes account of the necessary repeated
attenders as well as those who only require periodic but
regular reviews. These repeated attenders can be dealt
with in the usual surgery but the extra facilities gained
by this method of caring for them are denied to them
when they may most need them.

There are arguments against such clinics. They re-
quire enthusiasm and co-operation from all partners,
which may not be forthcoming. They lack the variety
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of normal practitioner-patient contact. I think this is
offset by the likely higher degree of supervision result-
ing initially, and from that will come a better level of
informed co-operation with diabetics and their care. It
remains unproven, but seems likely, that the better the
control the more one can delay the onset of complica-
tions (Stowers, 1976). There is also a parallel with
general-practitioner antenatal clinics. It can be argued
that patients would be unwilling to attend such clinics,
however the high proportion who attended at the first
request (79 per cent) seems to indicate otherwise. Al-
though it could have reflected response to a personal
letter or new interest by the doctor.
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Psychiatry and the general practitioner

The general practitioner in his capacity as ‘primary
physician’ is a key figure in the medical services of many
countries, and as such, has a major part to play in
mental health care. To do so effectively, however, he
requires much better psychiatric training at both the
undergraduate and postgraduaté levels. He must also
collaborate more closely than hitherto with public
health and social agencies, as well as with psychiatric
specialists.

These were among the conclusions of a working
group on psychiatry in general practice convened at
Oslo by the WHO Regional Office for Europe from
10 to 13 April 1973. The aim was to review the general
practitioner’s contribution to mental health care in
Europe and to draw up guidelines concerning his role in
the mental health services of the future.
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