Diabetes Education — International Perspective

P.V. Rao*

WHO study group (1985 has elaborated on dabetes
education as foll ows —

Education and training of patients and their families
are the foundations of good dabetic therapy.
Educaion of the genera public is an integral part of
a prevention-oriented approach to dabetes mellitus.
It is also essential because, at present, diabetes is
often not perceived by the community or the hedth
services as a public heath problem. Accurate and
comprehensible information must be provided for
popdations with a wide variety of cultures, ranging
from highly sophsticated, technically attuned
societies to those that, at best may be only semi-
literate.

1. WHY EDUCATE?

A formal process of educdion carries enormous
advantages to the hedth and life of the diabetic
patient and consequent social and econamic
advantages to society.

THE PATIENT

Medical therapy and expertise of hedth care
workers are most effective in the treament of aaute
episodes of diabetes mellitus guch as hypoglycemia,
hyperglycemia, or severe ketoaddosis and comas.
However, the majority of these guisodes could be
prevented by proper educdion and training of
patients. In the daily management of diabetes, active
participation d the patient appears to be the only
efficient solution for control of the disease and its
long term complicdions. Patient education and
training have been shown to reduce hospital — bed
occupancy dramatically.

BIOLOGICAL, PSYCHOLOGICAL
SOCIAL EFFECTSOF EDUCATION

AND

The effectiveness of educating patients in self care
can be observed and evaluated using a number of
criteria.

Effects on diabetic control include;

More efficient short-term and longterm
metabalic control which can be evaluated hy
urinary glucose and ketore tests and Ly
measurement of blood levels of glucose,
glycaed haemoglobin, triglycerides and
chdesterol.

* Prevention of acute lossof metabalic control as
evidenced by a deaeae in hypoglycemic
attadks and gross hyperglycemia, with o
without ketos's; and

e better diabetes control during unusually
strenuaus physical adivities or illness

Effectson long-term complicationsinclude:

1) Deaeased incidence of
complications; and

long-term

2) Reduced frequency of tissue damage caised by
ischemia and/or neuropathy (tertiary
prevention). (Patients with loss of sensation in
the fed or with impaired vision require specia
attention).

Effects on psychological well being include:

1) Deaeased fear of diabetes and its

complications;

2) Deaeased sense of helplessness

3) Improved acceptance of diabetes and

4) Better participation ly the patient in prevention
strategies and therapy.

Effectson social integration include:

1) Deaeased sense of isolation as the diabetic
learns to adapt management to his or her social
nedds,

2) Less absence from work as aaute and chronic
compli cations lessen;

3) Decaeased fear of diabetes as information is
transmitted to the patients family, schod
teachers, employees and society in general.

Effects on the public health system may include:

1) Deaeased medical and social costs of diabetes

2) Improved social welfare programs for diabetics
including social security systems, life insurance,
retirement plans and job gpportunities.

3) The use of patient educdion in dabetes cae as
amodel for other programs for chronic diseases.

* Seaetary-General, Research Sudy for Sudy of Diabetesin India.
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2.WHO TO EDUCATE?
There aefive inter linked target groups:

1) Patients with diabetes,
2) Thepatients family
3) Hedth care personrel

4) The community (which includes people & high
risk of developing diabetes) and

5) hedth policy planners.
These groups can be divided into main types:

1) Those that require education in the practica
management of diabetes (the patient, the
patient’s family and health care personnel) and

2) Those that need to be made more aware of
diabetes, especidly its economic and preventive
aspects (the cmmunity and health policy
planners).

PATIENTS

All patients need simple BASIC information about
their disease and its possible complications, as well
as appropriate eucation for day to day
management. Inadequate instruction of certain
diabetics is a serious clinical error that may leal to
severe hypoglycemia in insulin-treaed patients and
progression of foot infections and gangrene in
patients with neuropathy and ischemia.

Educdion reeds to be directed to SFECIFIC groups
acording to age, type of treament, and presence of
longterm complicaions. There ae specia
requirements for the elderly, the very yourng and
their parents, pregnant diabetics, the blind and
amputees.

Patients taking insulin or oral hypoglycemic agents
need to be taught:

1) Thefactsabout their form of diabetes

2) Theskillsof self-management

3) How to adjust to necessary changesin life style;
and

4) How to cope with emergencies, in particular
hypoglycemia

Continuows education programs for children and
adolescents, and their famili es, school teaders, and

friends dould start immediately after diabetes is
diagnosed.

Patients not requiring insulin therapy neeal to the
taught :

1) Thefacts about diabetes and its management;

2) The basis of good nurition, and hav to achieve
and maintain optimal body weight and

3) Theimportanceof physicd adivity.

Patients with long — term compli cations need to be
taught:

1) The facts about the complicaions, and the
purpose and procedures of therapy, especialy
those aspeds where their active participation is
crucial

2) The neassary skills to prevent disabling
consequences of the @mplications (eg.,
infections and gangrene of the foot)

THE FAMILY
ENTOURAGE

AND THE PATIENT'S

The patient’s family and friends need to be given
some general information abou the disease and its
complications. The following topics may require
explanation;

1) Theimportanceof correct foodintake
2) Thecare of the patient during ill nessand

3) The reoognition and early correction of
emergency Situations such as hypoglycaemia

4) Hyperglycaemiawith or without ketoacidosis.
HEALTH CARE PERSONNEL

The education of hedth care personnel should cover
the practical daily neals of the patients, and aso the
pullic health and econamic impli cations of diabetes.
It shodd emphasize the importance of promoting
self-reliancein the patient.

Doctors, nuses, dieticians, social workers and allied
hedth personnel, such as primary hedth care
workers, should receive aequate training in
educational methods and practical experience in
teaching.

Information in dabetes (and ather chronic diseases)
must be incorporated into basic training courses in
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medicd schools and al levels of training for
primary hedth care workers; the information should
continually be updated by in-service training in
hospitals or spedally organised courses.

Diabetics dould be encouraged to associate with
and teach other diabetics, since this transmits
knowledge gained by first hand experience ad
develops =If esteem.

THE COMMUNITY

Better understanding of diabetes by the community
at large will be of direct benefit by improving the
patient’ s social integration.

It shoud also asdst in the formation d national and
local policiesfor providing hedth care.

The community also neeads to be made awvare of
diabetes as a public hedth problem and the
possibilities of prevention by control of obesity and
by increased physical activity, particularly in high-
risk individuals.

HEALTH POLICY PLANNERS

Policy planners at locd and retiona levels should
understand the socioeconomic implications of the
disease and the vital importance of educdion in the
management of diabetes, and be motivated to
improve and extend hedlth services for diabetics.
The financial burden o diabetes on society is well
appreciated.

Policy planners should realize that diabetes and its
complications represent a very large and an
increasing puldic health problem.

The longterm dividends from investment in
preventive hedth care and health education need
emphasis because they are lesswell recognised than
the short term benefits of curative medicine.

Adequate patient education leads to efficient
secondary and tertiary prevention that could
dramatically cut the st of diabetes for the
individual andfor society.

National diabetes organizations, hedth cae
personnel, community based groups, and the mass
media dl have amajor role to play in alerting palicy
planners to the importance of diabetes, with
particular emphasis on the preventive aspects.

3. HOW TO EDUCATE?

Leaning is a fundamenta part of diabetic
management and the resources needed for effective
education must be made available.

These include personnel trained in educationa
techniques, literature, and equipment (black boards,
dide projectors, films, computerized learning
programs and games) as well as adequete facilities.

CLINICAL APFROACH VERSUS PRATIENT
EDUCATION

The dinical approadh often seems incompatible
with patient education. Traditional medical practice
is based on dagnosis and cure of pathdogica
condtions, with the patient playing a passve role.
This mode of treatment is used extensively, and hes
become known as the disease mode.

In contrast, patient education in treatment of chronic
illness is centered in changing the patient's
behaviour on self care, and thus requires the active
participation d the patient known as patient model.

The coexistence of both types of treatment is
fundamenta to good care of chronic illness but
unfortunately traditional pradice often predominate.
It istherefore, important that health care workers are
taught the principles of patient education and made
aware of its many advantages

Some spedfic characteristics of hedth care
providers and of patients have to be taken into
acount in the teaching/learning process

HEALTH CARE WORKERS

Before they can give instructions to patients, health
care workers themselves neal to be taught about
diabetes, its long term complications, and its aaute
complications, and treatment. They also need to
aqquire the gopropriate educaion educational skills
in the same way as they do for other forms of
therapy. Their training shoud include instruction an
how to prepare and use printed material since ora
information on its own may be misinterpreted.

Printed martial also helps to foster a @nsistent
approach among the members of the medicd team.
Printed information should be simple, easy for
patients to understand, concise, and presented in
large print for patients with visual impairment.
Pictorial information should be available for semi-
literate or illiterate patients.
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Patients with chronic disease ae nat necessarily
willing to participate adively in their treatment
straight away. Leaning bewomes effective only
when the patients are receptive, i.e. when the patient
feels the need to learn about diabetes and to develop
appropriate skills. In order to assess readiness to
learn, hedth cae workers must be caable of
estimating the patient’s ability to master any
specific skill, prevailing hedth beliefs, degree of
accetance of the disease, and expectation of
therapy, and hav easily and how fast the therapeutic
goals can be reached.

Particular entry points for effedive educaion (e.g.,
pregnancy, inter-current illness episodes of
instability) should be recognised and exploited.

Realdinessto learn is best assessed by interviews and
by informal observation d the patient's
performance by doctors, nurses, or other alied
hedth personnel. Interaction ketween patients and
hedth care workers is fundamental if efficient
treatment of chronic disease is to be combined with
satisfactory quality of life.

PATIENTS AND THEIR FAMILIES

The main goa of patient education is to help
diabetics and their families to become ‘active
participants in the ntrol of the disease and the
prevention of aaite and long term complicdions;
patient motivation is vital for self-care. Training
patients to control their own dsease is a difficult
task, and several factors must be taken into accourt.

Health beli efs of the patient and hsor her family :

These vary with ethnic group, age, sex and
socioenomic status. Hedth beliefs must also be
taken acwount when planning weight reduction
campaigns.

THE DEGREES OF ACCEPTANCE OF THE
DISEASE

‘Coping with disease’ is the state reached when an
individual has passd through the sequence of
difficult psychological adaptations that occur when
aperson beamesill.

These difficult psychologicd adjustments are
normal and must be recognised by the members of
hedth care teams. Patients who deny the existence
of their conditions or who revolt against it will
experience difficulties in learning and complying
with treatment. Only by listening to patient’'s

subjective experiences can the medicd team adapt
the educdional and therapeutic gpproach to his to
her nedds.

NEED FOR EVALUATION

Eadch educationa program shoud be reviewed
periodicdly, and the results used for subsequent
program planning and modification. Evaluation
shoud be a continual process that measure how
many of the educational objectives have been
attained. An education program can orly be widely
implemented after its effediveness has been
validated.

EDUCATIONAL OBJECTIVES

The goa of patient education is not to incresse
reviewed periodically, and the results used for
subsequent program planning and modification.
Evaluation shoud be a continual process that
measure how many of the ealucational objective
have been attained. An educaion gogram can only
be widely implemented after its effectiveness has
been validated.

EDUCATIONAL OBJECTIVES

The goal of patient education is not to increase
general knowledge &out diabetes but to improve
patient autonamy regarding therapy.

The results of education programs are therefore
defined by what patients can do at the end of a
learning period that they could not do before.

THE ROLE OF ORGANISATION

There ae four main types of organizations that may
be involved in dabetes education:

* Patient-oriented associations, bah loca and
nationd

« Medicd-oriented associations, both locd and
nationa

+ Diabetes clinics and education centers and

¢ Regiond, national, and international
organizations such as International Diabetes
Federation or Juvenile Diabetes Fourdation.

It is esentia that these groups work together and
interact with each other. The organizations can
concentrate their resources and energies on areas of
special concern such as:

INT. J. DIAB. DEV. COUNTRIES (1997, VOL. 17 10z



» Thesociad acceptanceof diabetics,
*  Waelfare entitlement,

* The adequate distribution of essential drugs and
equipment,

* Lobbying pdicy planners at governmental and
local authority levels.

» Fundng aspeds of research, and

»  Protecting therights of theindividual.

INTERNATIONAL CONSENSUS -
STANDARD S OF PRACTICE FOR DIABETES
EDUCATION

IDF (1997 detailed an International consensus on
Standards of Practice for Diabetes Educdion. Some
of the significant recommendations are presented as
follows:-

Phil osophy

All people have the right to diabetes education, to
asdgst them in the management of their diabetes and
to optimize their hedth.

Educdion/awarenessis the key to the reduction in,
and prevention o, diabetes compli cations.

Educators have apivotal role in enabling the person
with diabetes to achieve optimum hedth.

Diabetes education should be incorporated as an
integral comporent of national hedth policies.

Components of Diabetes Education

The practice of diabetes educaion has comporents
of clinicad care, education, leath promotion,
coursdlling, management/administration  and
research. Diabetes education daes not exist on its
own bu is integrated into the total diabetes
management plan. The overall expected outcome of
diabetes education is to increase knowledge, buld
skills and develop attitudes that lead to
improvements in metabolic status, quality of life,
reduction in o prevention of complications and
facilitation o the responsibility, decision-making
and self-care of people with diabetes. It is through
the adievement of these outcomes that education

exerts its positive eonomic efects on the are of
those with dabetes.

Diabetes education is carried ou by a diversity of
hedth profesdonals and lay people with varying
types and degrees of training and skills. As a
consequence this diversity makes the development
of uniform standards difficult. In general standards
shoudd be comprehensible, specific, detailed,
appropriate  and achievable. To enable these
objectives to be met on an international level, two
stages of standards have therefore been described.

1. Stageone: basic (technical)
2. Stagetwo: optimal (professiond)

A stage format alows for quality improvement but
does nat set atask that cannot be adieved for those
courtries with limited resources.

Basic (Tednical level)

The basic standards of diabetes education describe
the minimum level of educaion service required to
med the neads of people with dabetes. Basic
education is tedhnical in nature. Its praditioners
work under supervison and use @gpropriate
resources and consultation to med client neels.
Practitioners may be ather lay people or hedth
professionds. Basic standards may represent the
most desirable level of education achievable in the
local context of resources, staffing or culture. In
other localities, basic standard may define a first
step in the evolution of diabetes education services
towards the professiond level.

Optimal (Professional level)

The enhanced standards of diabetes educaion define
a standard of excellence to which the professional
educator shoud adhere. Professional educators are
cgpable of independent practice, conducted without
supervision and in collaboration with the other
members of the multidisciplinary team. In addition
to minimal transfer of knowledge and skill, as
defined by the basic standards, practice at the
enhanced level includes clinical deasion-making
and poblem solving, bah as an activity of the
provider and as ill s passed onthe client.
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