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ABSTRACT e Most GPs were interested
and ready to participate
in further education
about diabetes care

Aim: The aim of the study was to explore issues relating to the
provision of quality care for people with diabetes in general practice.

Method: Self-administered questionnaires were sent to all 176 GPs
in Wellington, Porirua and the Kapiti Coast. GPs were asked about their perceptions of the difficulties
they faced in the provision of care to people with diabetes.

In addition, the questionnaire included two clinical vignettes designed to identify areas of general
practice care which could be targeted by continuing medical education. Information from Wellington
GPs was compared with that from GPs surveyed in Otago.

Results: The response rate was 65 per cent. Currently, GPs provide most of the care for their
patients with Type 2 diabetes and many adults with Type 1 diabetes without complications. Most GPs
expressed readiness to participate in education about diabetes care.

Conclusion: A commitment to resourcing auxillary services and ongoing education for GPs about
diabetes care is needed if this care is to be further devolved to primary care.

INTRODUCTION

The care of people with diabetes requires the input of many different health professionals.
Consequently the care of this group of people is often fragmented and less than ideal. The Wellington
Diabetes Team was established to improve the care for people with diabetes in Wellington.

The evidence for problems with service delivery, often anecdotal, has been echoed by many involved
in diabetes care, including consumers. An Otago study of service delivery for people with diabetes
identified a need and desire to improve the level of knowledge of diabetes among the three groups
surveyed - consumers, GPs and practice nurses.1

It is known that intensive control of Type 1 diabetes results in fewer and more slowly progressive
complications.2 This intensive control requires a high level of patient education supported by input
from health professionals. There is evidence to support preventive health care in diabetes both Type
1 and Type 2. Patients’ self-care and education and health-care provider intervention decreases
diabetic foot problems.3 Screening for and treatment of retinopathy is also of documented value.4,5
Detection of and appropriate management for patients with microalbuminuria decreases renal
complications.6

Traditionally, much diabetes care has been provided by outpatient clinics in hospitals. Diabetes clinics
have been associated with a number of problems, including long waiting times, short consultations
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and lack of continuity of care. Shared care between primary and secondary care is increasingly being
seen as ideal.7 However, there are also problems with standard general practice care for diabetes.
General practice care is demand-led whereas

people with diabetes require a programme of regular follow-up using a structured protocol.8 Regular
follow-up of patients with diabetes in general practice can be aided by a register of diabetic patients
and an appropriate recall system. Many general practices would also require the support of specialist
diabetes nurses.

The objectives of this study were: firstly to survey GPs to identify barriers to the provision of diabetes
care in general practice; and secondly to use two clinical vignettes to assess gaps in GP knowledge so

these areas could be targeted with educational programmes. This study was part of a wider study
which included a survey of practice nurses and people with diabetes.

METHOD

Sampling frame

VIGNETTE 1

A 55-year-old man
presents with a
two-month history of
thirst, polyuria, 5kg
weight loss and blurred
vision. He has a past
history of hypertension
controlled with atenolol
50mg daily, a previous
myocardial infarction at
the age of 52 with
ongoing stable angina,
and intermittent
claudication in the right
calf on walking
approximately 200
yards. In addition to
atenolol he is taking
aspirin 150mg/day, and
isosorbide mononitrate
60mg/day. On
examination his weight
is 68kg (BMI 23); blood
pressure
160/105mmHg; absent
pulses in his right leg
below the groin;

to the level of the ankle

reveals exudates,
haemorrhages and new

retinae. Investigations
show a random blood
glucose of 14.8mmol/L,
serum creatinine
0.18mmol/L, and his
urine has protein.

impaired vibration sense

in both feet. Fundoscopy

vessel formation in both

The research was approved by the Wellington Ethics Committee.

Questionnaires were sent to all 176 GPs practising in Wellington, Porirua
and the Kapiti Coast. Non-responding GPs were sent up to two reminder
letters. The survey took place in 1998.

Survey

The self-administered questionnaire consisted of two parts. In the first,
GPs were asked about the support they needed to provide care for their
patients and about any barriers they perceived to the provision of care to
people with diabetes. Most questions were closed and GPs were asked to
indicate their responses on a 5-point Likert scale. The second part of the
questionnaire contained two clinical vignettes, developed in 1996 by the
Otago Diabetes Team as part of their baseline survey. GPs were asked to
select the correct response from a list of options. Responses to the
clinical vignettes by Wellington GPs were compared with responses by
GPs in Otago.

Feedback on the questionnaire

A physician specialising in diabetes care was asked for his opinion about
appropriate responses to the vignettes. An educational evening for GPs
was held in which the vignettes were discussed.

Analysis

Data were entered directly into Microsoft Access. Analysis was descriptive
and frequencies were generated using Microsoft Access.

vignette 2

A 34-year-old woman with insulin-dependent diabetes attends your surgery
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for review of her diabetes. She was diagnosed with IDDM (Type 1 diabetes) at
age eight years and has been followed intermittently at hospital clinics and
general practice. Her diabetic control has been “reasonable” with a recent
HbA1C of 8.6 per cent. On questioning she often awakes in the middle of the
night with hypoglycaemia and her awareness of hypoglycaemic episodes has
decreased over the last two years. She has had three visits to the casualty
department unconscious with hypoglycaemia in the last 12 months. Her
current insulin regime is Actrapid 6u and Protaphane 12u before breakfast and
Actrapid 8u and Protaphane 14u before her evening meal. There have been
several episodes of vomiting shortly after meals, and she constantly feels
bloated after eating. On examination she weighs 52kg (BMI 21); blood
pressure 120/80mmHg; absent ankle jerks; loss of vibration sense to the mid
calves bilaterally; 3 cm ulcer under the first MTP joint of the right foot; and
several microaneurysms and hard exudates on fundoscopy. Her serum
creatinine is 0.1mmol/L, 24-hour urine protein excretion is 45mg/24 hours,
HbA1C 9.4 per cent.

RESULTS

Response rate

Two questionnaires were sent to people who were not GPs. A further five GPs were not practising at
the time they received questionnaires, and one GP did not complete the questionnaire because he
had no patients with diabetes. Replies were received from 110 of the remaining GPs, a response rate
of 65 per cent. No information is available about non-responding GPs.

Provision of care for Type 1 diabetes

Fifty eight per cent of responding GPs provided most of the care for their adult patients with Type 1
diabetes without complications. In contrast, only 13 per cent of GPs provided most of the care for
their adult patients with Type 1 diabetes with complications, with 73 per cent of GPs having these
patients cared for by the Hospital Diabetes Clinic and a further 12 per cent sharing the care with the
Clinic. Eighty two per cent of GPs reported that children with Type 1 diabetes in their practice were
cared for by the Hospital Diabetes Clinic most of the time.

GPs were asked if they felt they had all of the skills to care for their patients with Type 1 diabetes. 1
per cent felt they had all of the skills, and 39 per cent felt they had most of the skills. Forty five per
cent of GPs felt they had quite a few skills, 12 per cent that they had not many skills, and 2 per cent
insufficient skills.

If they were to provide care for all of their patients with Type 1 diabetes, 75 per cent of GPs felt they
would always or frequently require specialist support or back-up from ophthalmology, 74 per cent
from nurse educators, 66 per cent from dietitians, 51 per cent from podiatry, 27 per cent from a
renal service, 26 per cent from a diabetes clinic, and 20 per cent some form of cultural support.

Provision of care for Type 2 diabetes

Almost all GPs (95 per cent) managed the care of their patients with Type 2 diabetes without
complications. Fifty per cent of GPs provided most of the care for patients with Type 2 diabetes with
complications; 35 per cent reported that the care for this group of patients was mainly with the
Hospital Diabetes Clinic; and a further 11 per cent shared the care with the Clinic.

Eight per cent of GPs felt they had all of the skills to care for their patients with Type 2 diabetes, 71
per cent felt they had most of the skills, 17 per cent quite a few skills, and 3 per cent not many
skills. No GPs felt they had insufficient skills to manage patients with Type 2 diabetes.

If they were to provide care for all of their patients with Type 2 diabetes, 64 per cent of GPs felt they
would always or frequently require specialist support or back-up from ophthalmology, 68 per cent
from a dietitian, 65 per cent from nurse educators, 45 per cent from podiatry, 16 per cent from a
renal service, 16 per cent some form of cultural support, and 8 per cent support from the diabetic
clinic.



4 of 8

TAPLE . CF BERPONSEN T0) CLINICAN VIGINEITE 3

I_ﬂ__ R — Hﬁﬂmﬂﬂ :‘mlnﬂ'ﬂ | Spacialist comiment |
i mm-dw-dmmh—ﬁmwwﬂhw danfdiml mmragemane
DIZTITIAN REVIEW, EDTOATION, B E1 (45.8) 28| (50,8 DIETITIAN REVIEW AND DLABETES KX
GLUCOSEMONITORING I BAIMIMUD. REFERRAL FOR EE‘I:{‘}LI.LI:';
| i i | | OPTIRATL FATRLY @O0 1M YIEW GF
[
LR R AL | ¥ T 3 3 ppeprente 17 18 DEBATABLE IF GLU
CIETITIAN REVIEW, EDTOATION, 2 18] (¢S MEEDS 70 BE INTRODTOED AT THIS &
GLITAGEE MON ITORING ANT POSS] | ALREADT & LOT FOR THE BATIENT T4
ﬁé;-.'-;w.wﬁ'i'ﬁ"u" 'M' jacation | 1 oI 4| is3)
DION T N [ al oo a 1o |
--— ' . —n — -- 1
.2 15 Hlpmﬂru IWMFI_ |
Continue currerd therapy | 3 7| 1841 DIET SEOULD EE TRIED FIRST, BEFCI
ST : P N-!-l i | MEDICATION. A SULFEONYLUREA W(

i 1 } | DR TREATMENT CEOIOE FOR -.T-“HIII
BEGIN A FULFHONTILUREA . BG, 3L W 31| ise PATIENT

CLIFIZIDE |
REFER FOR SPECIALIST OBINION T 18 117E o I =
OTHER | | S L B ) ol
9 Eim!hum mhrmmipuﬂmbﬁuuﬂrﬂwrﬂbﬂnmm"wmﬂm |
TES | or| [EE.L Bd| (701 BEEAS STABLE ANCGINA AND THE Hm‘.l
i =1 SEOULD BE 0CHTINUTED, SELEATIVE]
. T ”9'5” NOT CAUSE TOC MANY PROBLEMS W)
OTHER/NS ANSWER [ a2 e 8 (104 BYPOGLYCAEMIC UNAWARENDES
| T
1 i sttsrpling 1o cantral this men's blosd premsms & resscnsble bergst socld b .
150V PSRN B G | EN ) E| (8.5 AT LEAST, WEO WOTLD rw:-muam'ﬁ
{ : . | THE BETTER, TREATIMC HTPERTEN
Van/EImmHg - ET| E38] a2 16A5) | o RpAND FOR GO0D VASOULAR O
L0 S F 3 | ) e 28| 153 ADIABETES A BETA BELOJRKER [F AQD]
. . — ——  INHIEITOR PREFERGAED [N TYFE1DL
mzsﬂm .ﬁHE’l’IR _ S 7)) 4 I'Il.ﬂ||
T *Mpmﬂmm mmuﬂaﬁm THEN BEGINE DO DET Il
i wﬁmﬁ m THE qiwmwwmmﬂw O BEGINN rﬂummvﬂﬂ:
| ’IlidrH' HEFIHALLY.
B Wl el
INETRUOT THE PATIENT ON SO a L1 ? 9.1 HEFEOULD BAVE HAD EPEJIALIST Ri
IN YOUR ROOMS | BOINE, A DNE SOULD INSEPRDIT SN ¢
fater fo tha hnmplli- aloalie i a1 xEA] 26 lﬂ.!“ e REAS AN COTPAFLERY
sammaroanant of inpdin | |
| ! | i
REFER TO A wmuum' =L 4000 2 e
4 i T e - {
OTEER a 8. 2 9.1 |
| S L - SRR ISR L,
‘B hwmuwwmﬁmu
Drica dally Protaphane [ B5 jaeqy 8| [i0a)| TH ADTITION PO OONTINTING IS OF
'r'wmt-mlr-:r FROTAFEANE [ 4 EE ER T
ACTEAPID BEFORE EACHE MEAL AN} T 18 b
BEFCRE BED |
MIKED SHORT AND INTERMEDIATE 41 fana B\ e
TWICE FER DAY i !
STHER .01 8

=




50f8

CABLEZ, (1 RESIUNSRE TO (LI AL VTGRS

[ *muwm Otagoritl [ Specialist commants |
£ | ?ﬁuﬂﬂhmmmnuﬁm hmmmdh i

TWIOE DAILY BROTAPHANE ONLY 8 = 10 (L300
Spiitting the evening dose of insufin [Actrapid W) 28] P o prRET 00 AVOID MIGCET HT
bilors dinrs 3nd Prolaphoss befoss bed | 1
- - ] +
.I.-EI'I‘E.lP‘iD EI.I"QE'I‘.EJEE H’.I:..!_L..DHI.I' aa IE.E.D‘IE o | :I.'lH.EJ
F T Fmm | ¥
JHANGING FROTAFILANE 10 TLD m-:u.n 17 iteEl qi m..u
DEJH'"I' ENOW/ MO ANEWER . T INET BT 14 B
j2- 38 Mﬂf%_hm%hmwh
YES ad mnl' 48 m!.:n BF IS ALREATY LOW pmaul
= T e R DA T
i 7 [19 a) a3 ﬂiﬂll
ncrt-i'"r.- ENOW/ NG ANEWER < P10 | B [0
| 3 ' = ! ' =
3 wnr. rn-m 1o har fock uicar
THIE IE LIH!‘.‘I’.,'!‘ oS EE !I:l'l:l'.l'. 0 [EOEAERT, i= Ill.l'.!l; k| 111
HAVE NON-INVASIVE STUDIES OF THE LE
Thi b Jlealy £5 e ressomsitie acd shi should be A 02| & [TM
mlﬂ podinry |
DONT ENOW/ NG ANSWER B E0| 8 it
[ | 'mumﬂmlﬂnnaiwd.wnww |
Yas 51 Lsu sl 89| (8621 VERY LINELT 70 5E BONT INVC
T T T | ISSTECMTELITIE AND WILL RE
Lisa (. | "“" 18] BT o 4 sURGEON
oW BHOW 1 Lo 7 1w
e a, 1
- ,m-mummﬂm
tead for {ightar disbetes cortnel anc srmua 2| A 23 mm ALL SUGQESTE M EED POR nalr-:
Tundhig phokogeaphy |
MEED FOR FICETER DIABETES OONTROE 11| | g1 1%
FUINDIUE FEOTOGRAFE T AR WELL AF BN
-:nmmmommc.tn REVIEW
EIHL-'EIRGH{'I' DFH'I"E.L‘LEQLDE EEI‘ HIF'I. - (£ E=TH] o3 | fE ]
UROENT LASER THERAPY 18 REQUIRED 1 m.ﬂl! g rm
BLANNTIAL FUNDAL FHOTCGRAPHT 18 B 4 iaoi| g (eI R O VI BRI
i tS et e e R =1 | | PROBAELY EEHEFT FOR ANNTY
DON T ENOW/NG ANSWER 1 1| 11| frdE
| o@ﬂm e 7.5 il iEa
ﬁ Eirtacatoninsuin tearapy has Desn shovnts: (TIOK ASMANT Aa;rmﬂm
Impidwn o Bbal & SUbOTE I S Rl oDethy 2 '|| | EI‘ | [12. 5| REDTDCEMIOROVASIULAR ﬂi:l-h:
+ { t —| AND UFUALLY MOREBTPFOOLY
REDNTOE THE NUMBER nru‘:mmmuu_ 13 jam 1;_. 1781 priennES. MANT PEOPLE HOPE
 Rinducw wicrovanoular comglicalians of drabibes Al 18! [2te) MAORCYAECULAR QOBMEPLIOAT]
4 i i , | HAYE HOT BEEN PROYEN 18 TH]
REDUOE MAOROVASOUILAR -:mu-:mml 8 e 2] 133 pRiar
REDUCLMICRO- AND mannvauamg i) e ol |
ALL CFTIONE 08 m.ﬂi 17 e
Do 'T HNOW 8 9.5 15 (B
CEEER o7 | o

" Bosonmmmenided amowcs i bobd it |
Continuing education

Almost all GPs (97 per cent) were interested in a programme of continuing education in diabetic care.
Barriers to the provision of care

Sixty eight per cent of GPs felt that time limited their ability to provide care to patients with diabetes,
56 per cent the cost of services, 49 per cent knowledge, and 11 per cent cultural issues. Forty four

per cent of GPs commented that increased access to diabetes nurse educators would improve
services.
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Clinical vignettes

Full response to the clinical vignettes and specialist comments appear on the General Practice
Department website http:/www.wnmeds.ac.nz/academic/gp/index.html

Vignette 1: there was little variation in GPs’ responses to diagnostic questions. The majority of both
Wellington and Otago GPs answered these questions in accordance with expert opinion. Questions
eliciting responses worthy of comment are shown in Table 1.

Vignette 2: A large majority of GPs in Otago (75 per cent) and Wellington (90 per cent) agreed with
expert opinion that this patient did not have adequate diabetes control. The questions relating to this
vignette which led to the most disparate answers were again the ones concerning the insulin regimen
(Table 2). There were also a variety of responses given in response to questions concerning

management of diabetes-related complications and to the questions about medical care in pregnancy.

DISCUSSION

It is clear that most people with diabetes, particularly Type 2, are cared for by their GP in the
community. An increasing prevalence of diagnosed diabetes in New Zealand also means there will be
an

increasing burden on secondary care services. When diabetes care is further devolved from hospital
to community based care. GPs will become even more involved in the care of people with diabetes.
This survey assessed the type of support that GPs would need to improve and extend the level of care
in general practice.

Clinical vignettes

The GPs' responses to clinical vignettes reflected the areas in which they had indicated confidence in
themselves in Part I of the survey. Accurate self-assessment of skills and knowledge is important.
Almost all of the GPs surveyed were interested in a programme of continuing education in diabetes
care, reflecting the interest GPs have in this area. This has been the experience in Otago, with 75 per
cent of GPs having attended at least one diabetes education session over the last two years.

The first clinical vignette concerning a patient with newly diagnosed Type 2 diabetes confirmed that
GPs do have the necessary diagnostic skills. However, responses to questions about medication
indicated less certainty. The response to question 2 depended on the GPs’ interpretation of the
question. Immediate treatment would be a trial of diet only with hypoglycaemic agents added if
necessary.

In response to the question regarding beta blocker medication, 65 per cent of Wellington and 70 per
cent of Otago GPs stated the medication should be stopped. However, this patient has both angina
and hypertension, and the medication is likely to be of more benefit if continued. Hypoglycaemic
unawareness is less of a problem with selective beta blockers. This was one of the learning points
highlighted at the educational evening.

The target for optimal blood pressure control for the patient in Vignette 1 was another area
thoroughly discussed by GPs. Recent work from the UK Prospective Diabetes Study Group9 indicates
that lowering blood pressure to at least the levels indicated by GPs reduces the risk of non-fatal or
fatal diabetic complications and of death related to diabetes. Atenolol or captopril gave similar
results,9 supporting the discussion around the choice of drug in question 3 (Table 1).

Insulin therapy in particular was an area that GPs were not so certain about. Most doctors would
refer for commencement of insulin therapy, and a diabetes nurse educator was an appropriate
referral. The choice of insulin for initial treatment produced a range of responses reflecting
uncertainty. Insulin treatment for diabetes has traditionally been provided by hospital-based clinics,
so GPs have had little opportunity or need to gain the knowledge and skills required. Even with
shared care an individual GP would see only a few patients with Type 1 diabetes.

Insulin regimen was a difficult area in the responses to Vignette 2. For question 6 (Table 2), the
appropriate choice was that of splitting the evening dose of insulin to try to avoid the night “hypos”.
The uncertainty in GP responses reflects the need for specialist support by either diabetes nurse
educators or diabetes physicians in the management of some patients.
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GPs were uncertain what the expected benefits of intensive insulin therapy are (question 6). It has
been shown to reduce microvascular complications.2 Intensive insulin therapy is, however, associated
with an increase in hypoglycaemic episodes. While many people hope to also reduce macrovascular
complications, this has not been proven.2

Diabetes complications for this patient in Vignette 2 were not as well managed by the GPs as for the
patient in the first vignette. These more serious complications in an insulin-dependent patient are
less common in a general practice, and the GPs’ uncertainly reflects this. Again, management of
blood pressure was an area precipitating discussion. GPs were interested to know that it was not
considered essential to treat this patient with an ACE inhibitor at this time, rather that the aim was
to keep her blood pressure low. Management of the foot ulcer and retinal changes do require
specialist input, as appropriately mentioned by GPs in their responses. There was uncertainty around
the appropriate level of urgency for referral.

GPs were united in wishing to refer the patient in Vignette 2 to a specialist for pregnancy care. The
uncertainty about specific aspects of pregnancy care is again attributable to the traditional referral to
secondary care of women with Type 1 diabetes of childbearing age. As all GPs would have referred
the patient, this does not reflect inadequate knowledge.

Overall

The results from the clinical practice survey and from the vignettes present a sound basis for GP
involvement with diabetes care. The survey of current practice indicates that there are areas of
diabetes care which GPs feel less confident in managing and which will need to be addressed by
further education. These areas are those where hospital-based clinics have traditionally provided care
so GPs have had little opportunity or need to gain the knowledge and skills required. Responses to
the question about ongoing education suggest that such education would be readily accepted by GPs.

The effectiveness of shared care has been demonstrated in clinical trials10 but its effectiveness in
“real life” is not as well established.7 Effective shared care is associated with good communication
between the GPs and the specialist diabetes clinic, continuity of care between patient and GP,11
structured GP care based around a diabetes register, and a system of prompts for patient recall.12
Extension of community based care for diabetes also requires commitment of appropriate resources -
diabetes educators, dietitians, podiatrists — as well as secondary back-up to enable GPs to carry out
the role of primary provider of health services for people with diabetes.
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