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Characteristics and pattern of care of a diabetic
population in mid-Wales
R.L. GIBBINS

J. SAUNDERS

SUMMARY The pattern of care and demographic features
of diabetes in a largely rural Welsh population were in-
vestigated before the introduction of measures to improve
diabetic care. All data were obtained from general practice
notes. Of the population studied 1.01% were identified as
diabetic. There were no demographic differences from
recently published English studies. Seventy per cent of the
diabetic patients had not seen a consultant within the
preceding year. The level of surveillance for biochemical con-
trol and complications of diabetes was better in those who
had had recent consultant care. However, basic surveillance
data was missing in many consultant letters to general prac-
titioners. The prevalence of known serious diabetic eye
disease (9%) in the study population was similar to that
found in a recent study of a structured care system.
Proposed improvements in diabetic care must take into ac-

count the large number of patients not attending hospital
clinics. Communication between consultant clinics and
general practitioners must be improved.

Introduction
IMPROVING primary care for diabetic patients involves know-
ing who they are and their current level of care. These factors

in turn may contribute to their pattern of care. The extent to
which diabetic care is offered from general practice or the local
diabetic clinic is likely to vary between urban and rural settings.

In this study the care of all identified diabetic patients in a
contiguous geographical area was examined. The predominantly
rural southern half of the county of Powys and an adjacent part
of Gwent, an area of approximately 900 square miles, was
covered by the study. The population is cared for by 29 general
practitioners organized into six group practices of between three
and eight principals. Only one principal (R.L.G.) had a special
interest in diabetics.

Five of the six practices were training practices, and five prac-
tices (24 principals) had access to community hospital beds.
Acute medical, surgical and obstetric services were offered in
some of these beds. In the spectrum of general practice in
England and Wales this is an area where lower than average
reliance on consultant services might be anticipated.

Method
All the participating practices were visited by R.L.G. and data
collection discussed in the context of a package for improving
diabetic care. Each general practitioner made a register of all
diabetic patients from memory and from repeat prescriptions.
The medical records for these diabetic patients, including cor-
respondence from specialist clinics, were examined. Data were
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collected up to a date about three months before the discussion
to ensure that the discussion itself did not alter the data col-
lected. The data included sex, age, age at diagnosis and treat-
ment received. Weight, blood pressure, results of eye examina-
tions, laboratory variables and details of consultations for
diabetes, were also recorded. Not all practices collected the com-
plete data set.
Raw data were collated using a BBC microcomputer and a

commercial data base (Datagem). Data that appeared suspect
for any reason were checked with the practices concerned, and
if they could not be validated were omitted.
The population of the study practices was 46 400 and the

age-sex breakdown was assumed to be that of the mid-1981 cen-
sus figures for Powys.

Results
A total of 469 diabetic patients were identified (prevalence
1.017o), of whom 143 were insulin treated and 326 were treated
by other means - 252 were taking oral hypoglycaemic agents
and 74 were managed by dietary restriction alone. The prevalence
varied between practices from 0.78% to 1.16%. The age specific
prevalence of known diabetes is shown in Figure 1 together with
the results for three areas in England. 1-3 The results are broad-
ly similar for all four areas.

Overall 640/ of the diabetic patients were 60 years of age or
over -36% of the insulin treated patients were in this age group
and 76% of the non-insulin treated patients. Diabetes was found
to be more common in men than women at all ages. The excep-
tion was the 60-69 year olds treated with insulin and the 80 plus
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Figure 1. Age specific prevalence of known diabetes in Oxford,3
Poole,2 Southall' and this study.
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year olds not treated with insulin, where it was more common
in women.

Data on the age at diagnosis were only available for five prac-
tices and were based on 124 diabetics who were treated with in-
sulin and 262 who were not. Of the insulin treated diabetics 60%
were diagnosed before the age of 40 years. However, most non-
insulin treated diabetics (83%) were diagnosed when they were
aged 50 years or older.
On examining the pattern of consultant care it was found that

only 30% of patients (55% of insulin treated diabetics, 20%
of non-insulin treated) had been seen in a consultant clinic for
diabetes within the preceding year and 45% (13% of insulin
treated, 59% of non-insulin treated) had never been seen in a
consultant clinic. Of the 143 patients who had been seen within
the preceding year, 123 (86%) had seen their general practitioner
within the preceding six months and 136 (95%) within the
preceding year.
Of the 67 insulin treated diabetics under 50 years old, 65 (97%)

had been seen by a consultant at some time, 48 (72%7o) within
the preceding year. Of the 76 insulin treated diabetics aged 50
years or over, 41 (54%) had been seen within the preceding year
and 16 (21%) had never been seen. Only 19 non-insulin treated
diabetics were under 50 years old - 10 had never been seen in
a consultant clinic, four had been seen within the preceding year
and the remaining five at some time. Of the 307 non-insulin
treated diabetics who were aged 50 years or over, 183 (60/o) had
never been seen by a consultant and 59 (19%) had been seen
within the preceding year.

Consultations for diabetes with the general practitioner were
examined. More insulin treated diabetics (19%) than non-insulin
treated diabetics (13%) had last been seen more than a year ago,
but this was not a significant difference (chi-square test). Similar
proportions of insulin treated diabetics (70%) and non-insulin
treated diabetics (73%) had been seen within the preceding six
months.
The quality of care in terms of tests performed was assessed

in two groups - those seen in a consultant clinic within one
year (recent consultant care) and the rest (general practitioner
care). Data recorded in general practice notes, including cor-
respondence from consultant clinics, were analysed. For each
parameter the mean interval since the last test was performed
and the number and percentage of patients falling within the
given time intervals were calculated. The amount of surveillance
data recorded varied from practice to practice. Table 1 gives the
data for the group receiving recent consultant care. Data were
available on up to 143 diabetics, of whom 79 (55%) were in-
sulin treated and 64 (45%) non-insulin treated. Their mean age
was 52 years. The age at diagnosis was recorded for 119 patients
with a mean of 39 years and a mean duration of diabetes of
11 years. Table 1 also gives the data for the general practitioner
care group. Data were available on up to 231 diabetics, of whom
55 (24%) were insulin treated and 176 (76%) non-insulin treated.
Their mean age was 65 years. The age at diagnosis was record-
ed for 178 patients with a mean of 55 years and a mean dura-
tion of diabetes of nine years. It can be seen that the level of
surveillance for biochemical control and complications of
diabetes was better for the group who had received recent con-
sultant care.
The results for eye examinations were collected by all prac-

tices and are given in Table 2. Many patients, especially non-
insulin treated diabetics, had no recorded examination. Both
background and serious retinopathy (maculopathy and/or pro-
liferative retinopathy) were more frequently recorded for insulin-
treated diabetics.
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Table 1. Timing of tests performed by consultants and general
practitioners.

Number (%) of patients tested Mean
interval

More than between
Within one year tests

last year' ago No record (months)a

Consultant care

Weight (n= 119) 44 (37) 22 (18) 53 (45) 15.2
Blood glucose
(n=142) 112 (79) 22 (15) 8 (6) 9.2

Blood pressure
(n=106) 70 (66) 18 (17) 18 (17) 10.0

Glycosylated
haemoglobin
(n= 143) 75 (52) 13 (9) 55 (38) 7.5

Blood urea or
creatinineb
(n= 118) 65 (55) 5 (4) 48 (41) 21.3

Eye examination
(n=143) 88 (62) 30 (21) 25 (17) 11.4

General practitioner
care

Weightc (n= 181) 34 (19) 43 (24) 104 (57) 20.3
Blood glucosec
(n= 231) 81 (35) 109 (47) 41 (18) 16.4

Blood pressure
(n = 139) 58 (42) 35 (25) 46 (33) 20.8

Glycosylated
heamoglobind
(n=231) 42 (18) 3 (1) 186 (81) 9.1

Blood urea or
creatinineb
(n=181) 77 (43) 15 (8) 89 (49) 27.5

Eye examination
(n=231) 40 (17) 81 (35) 110 (48) 27.5

n =number of patients for whom data available. aExcluding patients with
no record of a test performed. bWithin five years and > five years ago.
CWithin six months and > six months ago. dGlycosylated haemoglobin assay
was not available routinely to two practices.

Table 2. Results of eye examinations of diabetic patients.

Percentage of diabetics

Insulin Non-insulin
treated treated Total
(n=143) (n=326) (n=469)

Background retinopathy 18 6 10
Serious retinopathya 13 7 9
Other eye disease 5 13 10
Normal 44 31 35
No record of eye examination 21 43 36

n = number of patients. aMaculopathy and/or proliferative retinopathy.

Discussion
The data presented here suggest that the population studied is
similar to other populations in the United Kingdom for
prevalence and demographic characteristics of diabetes.'13 It
therefore seems unlikely that Wales has a higher prevalence of
known diabetes than England, as has been suggested.4 The
derived age specific prevalence was also similar to that found
in other studies,13 and age at diagnosis showed a similar pat-
tern to that found in Poole.5
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Over two thirds of all diabetic patients identified in this study
had not received recent consultant care. This includes the great
majority of non-insulin treated diabetics and nearly half of the
insulin treated diabetics. Although most insulin treated diabetics
had been seen in a consultant clinic at some time, a small pro-
portion had never received consultant care while the majority
of non-insulin treated diabetics had never seen a consultant. The
British Diabetic Association recommend frequent contact with
the specialist diabetic team for all adults with diabetes and an
annual review by a 'senior' doctor.6 Most of the diabetics to
whom this was directed will assume this means hospital based
services. Even if desirable, fulfilling these criteria in a hospital
setting would produce an unmanageable increase in workload,
exacerbated by the increasing prevalence of diabetes in an age-
ing society. Thus, most of the care of diabetics should be under-
taken in general practice, with specialist support.7 8 One of the
principal roles of diabetic clinics or centres should be to pro-
vide support and educational facilities for primary care workers.
Cooperative arrangements of this sort can produce metabolic
control that is as good as that attained in hospital clinics.89

Unlike the patients in other studies'0"' most of the patients
in this study had recently seen their general practitioner, though
the content of the consultation was inadequate. Simple protocols
for diabetic care and suitably trained attached nursing staff may
remedy this without a great increase in general practice workload.

Efficient information transfer between those involved in
diabetic care is essential if cooperative schemes are to work.8
In this study basic information was found to be missing in let-
ters from consultant clinics. More data were probably recorded
in hospital notes than were communicated, but even this may
not be adequate.8

Surprisingly there are more published audits of diabetic care
in general practice than in hospital clinics. Criticism of stan-
dards of care in general practice bv specialists is unlikely to be
accepted unless accompanied by self audit. Letters to general
practitioners can have an important educative role by showing
what data should be recorded, and important information such
as eye examination results must be shared. In this study the
results of eye examinations revealed a similar percentage (9%)
of patients with known serious diabetic eye disease to that in
a structured care system in Poole.5 This suggests that improv-
ing the delivery of diabetic care does not increase the detection
rate for diabetic eye disease, and this should be studied further.
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