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Diabetes patient education: time for a new era

 

The aim of patient education

 

On one level, diabetes care can be considered as purely involv-
ing the control of blood glucose, together with reducing blood
pressure, treating hyperlipidaemia and stopping smoking [1].
All these elements may reduce the risk of diabetes-related com-
plications and thus prevent the loss of quality of life. However,
most health care professionals consider education in self-
management to be an essential part of the approach to managing
Type 2 diabetes [2] and many countries are now specifically
addressing this. The US government has supported a national
diabetes education programme that aims at increasing the pro-
portion of diabetes patients that receive formal diabetes edu-
cation to 60% [3]. There has been a plea for a similar response
in the UK: ‘Considerable energy and resources are required
to set up and maintain educational programmes, but the cost
per individual is small compared with that of treating the
consequences of uncontrolled diabetes’ [4]. It is debatable,
to what extent this statement is based on fact.

Educational programmes should focus on general know-
ledge of diabetes, adherence to medication, lifestyle changes
and, perhaps, self-monitoring [5]. The goal for educating
people with diabetes is to improve their individual self-efficacy
and, accordingly, their self-management ability [6]. However,
these goals are only 

 

tools

 

 to achieve outcomes that really
matter and as such could be regarded as 

 

surrogate

 

 end points.
Diabetes patient education only makes sense if it succeeds in
enabling people with diabetes to (i) improve their glycaemic
control, (ii) decrease their modifiable cardiovascular risk fac-
tors and (iii) maintain their quality of life. The true challenge
of diabetes care is to help patients balance short- and long-
term quality of life against the burden of daily intensive self-
management [7]. Thus, the elements of diabetes education that
really matter are those that are positively related to the outcome
measures listed above. The question that needs to be answered
is how effective diabetes patient education really is.

 

The effectiveness of self-management training

 

Patient education training programmes are certainly able to
increase patients’ diabetes-related knowledge. The increase in
knowledge is improved by regular reinforcement, but the cor-
relation between increase and better blood glucose regulation
is inconsistent. The same applies to other surrogate endpoints:
even if they improve after self-management training pro-
grammes, their impact on the most relevant outcome measures
is weak [8].

Self-management education for adults with Type 2 diabetes
improves HbA

 

1c

 

 levels at immediate follow-up, and increased

contact time increases the effect. The benefit generally declines
1 to 3 months after the end of the intervention, suggesting that
learned behaviours lapse over time in the absence of reinforce-
ment. It is noteworthy that few studies have undertaken follow-
up longer than 6 months [8,9]. Education may also lead to
a fall in participants’ body weight, but this also appears to
depend on regular contact or reinforcement. The effects of self-
management training programmes on lipids and blood
pressure have been variable. Studies with positive results
have tended to be interactive, individualized and with repeti-
tive interventions. One long-lasting study with a follow-up of
5 years and regular 3-monthly educational sessions found
no difference in cardiovascular disease between those who
received education and those who did not [10]. The impor-
tance of identifying the successful components of an educa-
tional intervention is well recognized [7], but few if any robust
analyses of the cost-benefit of diabetes education have ever
been undertaken [8].

In a randomized controlled trial we studied the effectiveness
of an educational programme in 54 Type 2 diabetes patients
treated in primary care with maximal dosages of oral hypo-
glycaemic agents, but whose HbA

 

1c

 

 was 

 

≥

 

 7.0%. Medication
was not changed during the intervention period, so we could
study the ‘educational effect’ alone, but it was hard to establish
the effects of teaching blood glucose self-monitoring in
isolation from the other aspects of the programme [11]. The
use of self-monitoring blood glucose (SMBG) in all diabetic
patients is widely promoted [12], but its value is still debated
[13]. A meta-analysis of randomized trials failed to show
any benefit from SMBG in patients with Type 2 diabetes
[14]. Moreover, it is suggested daily SMBG in Type 2 diabetes
is associated with higher levels of distress, worries and
depressive symptoms, because most patients, even those
treated with insulin, cannot translate all the information
into clear adjustments of their treatments [15]. A systematic
review concluded that education, self-management and
psychological interventions were unlikely to have a negative
impact on psychological well-being or quality of life [16].
However, it is noteworthy that the prevalence of depression
decreases linearly with increasing insulin resistance among
women without diabetes and then increases among women
who have developed the disease, perhaps as a direct result of
the diagnosis [17]. Random allocation to more stringent
targets has also been associated with a greater perceived
burden of treatment and less positive affect in individuals
with Type 2 diabetes [18].

The available evidence suggests that diabetes self-management
training programmes need to target all the risk factors for
both macro- and microvascular disease, as well as providing
ongoing educational sessions.
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This view is not new. Ten years ago, De Weerdt 

 

et al

 

. con-
cluded that integrating education with other therapies, such as
intensified blood glucose lowering therapies, is needed [19]. In
1995, Clement stated that education is most effective when
combined with health care provider medication adjustment
and reinforcement of educational messages [20]. The impor-
tance of medication adjustment is supported by other evi-
dence, suggesting that a target-driven attitude of diabetes care
providers may play a pivotal role in achieving the goals of
diabetes care [21,22]. Perhaps the chances of maintaining
patients’ quality of life are now much greater than before, not
as a result of better patient education, but as a result of the
availability of better medication and technology. Certainly
patient-centred care alone does not seem to be beneficial in
improving biomedical outcomes [23]. In my view, education
should 

 

primarily

 

 focus on what is really effective: improving
adherence to medication and, if effective, that would be a step
forwards rather than backwards [24].

The difficulty in providing continued and repeated educa-
tional sessions can only be solved by integrating diabetes edu-
cation in daily diabetes care. The literature is divided regarding
the relative merits of group vs. individual education [8].
Because individual therapy might be more easily integrated
into daily life, self-efficacy is crucial to success, and involving
people with diabetes in their own care leads to better results
[6], embedded individual diabetes education may have greater
potential.

Diabetes education is said to be a cornerstone of modern
diabetes treatment. All managed care organizations in the US
have made comprehensive changes to their systems to encour-
age and support better care, including more support for self
management by patients [25]. Supporting self-management
means the use of effective strategies that include assessment,
goal setting, action planning, problem solving and follow-up
[26]. Goal setting is related to self-efficacy and should be
targeted to realistic goals that really matter. Action planning
will not be realized if the support strategies are expensive and
burdensome for patients or health care professionals. Problem
solving primarily needs mutual understanding with our patients
about the origin of the problems in achieving the goals that
doctors, diabetes nurses and dieticians propose. If health care
providers set demanding targets, which often require major
changes in patient’s lifestyle, they may cause problems that did
not exist before diagnosis. Diabetes education should take the
shortest and simplest way to achieve what is feasible and of
importance. Effective diabetes self-management programmes
must be non-complex, individualized to a person’s lifestyle,
reinforced over time and respect an individual’s habits [27].
They should focus on medication adherence and be cheap and
practical. Only those behavioural interventions aimed at
improving lifestyle habits that prove effective alongside inten-
sive pharmacological treatment should be promoted. Studies in
this field are already underway in the UK, the Netherlands and
Denmark, including the ADDITION study [28]. In rethinking
diabetes education, it is time for a new era.
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