
 

 1 

PRIORITY BRIEFING 
 
The purpose of this briefing paper is to aid Stakeholders in prioritising topics to 
be taken further by PenCLAHRC as the basis for a specific evaluation or 
implementation project. 
 
QUESTION DETAILS 
 
Question ID: 11 
Question type: Implementation 
Question: What are the factors associated with the non attendance of 13% of 
patients with diabetes at the diabetes retinal screening clinic, and how can we 
improve the attendance rate? 
 
Population: Adult patients with diabetes who do not attend annual diabetic 
retinal screening clinic appointments. 
 
Intervention: Identify factors associated with non attendance and implement 
new ways of working to improve the attendance rate (for example ringing the 
patient just before their appointment if ‘forgetting’ is one of the reasons for non 
attendance). 
 
Control:  Those who do attend the retinal screening clinic as required. 
 
Outcome: Factors associated with non attendance will be identified. The number 
of non attendees will decrease. Changes in some methods of working will be 
established to reduce non attendance. Provide important information to help 
improve the current implementation strategy for retinal screening.  
 
Note on retinal screening: 
Adults with diabetes are more likely to incur (diabetes-related) blindness, the 
screening programme is designed to monitor diabetic retinopathy (potential eye 
disease) that may cause blindness. If the screening process identifies more 
severe retinopathy the patient is referred to a specialist for treatment.
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Part 1: Research Background 
 
Guidelines: The update of NICE guidelines on Type II Diabetes recommends: 

- Arrange or perform eye screening at, or around, the time of diagnosis. 
- Arrange repeat of structured eye surveillance annually.  
- Explain the reasons for and success of eye surveillance systems to the 

individual and ensure attendance is not reduced by ignorance of need, or 
fear of outcome. 

 
Research Summary: 
One very relevant systematic review was identified which investigated the 
effectiveness of interventions to promote screening for diabetic retinopathy.1 This 
review identified 48 studies that used a variety of methods and covered 162,157 
patients in a range of interventions. The general conclusions reported that: 
increasing patient awareness of diabetic retinopathy, improving provider and 
practice performance, and improving healthcare system infrastructure and 
processes, can significantly increase screening for diabetic retinopathy. The 
study recommended that further research should explore strategies for 
increasing the rate of retinal screening among diverse or disadvantaged 
populations. 
 
Seven relevant trials were identified as having been conducted since the date of 
the above systematic review. A number of studies based in the US found that 
even small interventions such as making a phone call or sending a note through 
the post to remind the patient of their appointment increased the numbers of 
people attending screening sessions.2, 8 Sub-populations that tended to have 
lower attendance were: patients belonging to ethnic minorities, those wholly 
managed in primary care,3 those who had longer diabetes duration, those with 
poor blood pressure control, smokers, and those who live in deprived areas.5,6,8 
The impact of age on attendance was uncertain.  
 
Several studies across the UK tried to identify reasons for non attendance. These 
included: lack of knowledge regarding the need for ocular examination, a fear of 
the unknown and lack of encouragement from their GP.4 In a study looking at 
health screening attendance in general in Denmark it was noted that non-
attendees tended to have a rational knowledge of the limitations of health 
screening and their own responsibility to keep themselves healthy.7 Some 
studies suggest using mobile screening units5 and screening strategies targeted 
at specific patients groups3 to help improve screening attendance. 
 
Ongoing Research:  
One piece of ongoing research has been identified, investigating the use of a 
link-worker to improve attendance for diabetic retinal screening in the Asian 
population of Coventry and Warwickshire In this study all patients who do not 
attend their first screening visit have a second visit arranged. In the 48 hours 
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prior to this, the link worker contacts the patient to ensure they are aware of the 
appointment and remind them to attend. This study was due to run from July 
2007 to July 2008 but no results have been found.  
 
One protocol for a systematic review which was put forward in 2005 (on the 
Cochrane Database of Systematic Reviews) was also found. It is unclear if this 
review has been completed or is currently underway. The review aims to look at 
Interventions to promote screening for diabetic retinopathy. 
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Part 2: Prioritisation Information 
 
1. The health problem 
 
Epidemiology:   
Diabetic retinopathy is a chronic progressive sight-threatening disease of the 
retinal microvasculature associated with the prolonged hyperglycaemia and other 
conditions linked to diabetes mellitus (e.g. hypertension). Diabetic retinopathy is 
a potentially blinding disease in which the threat to sight comes through two main 
routes: growth of new vessels leading to intraocular haemorrhage and possible 
retinal detachment with profound global sight loss: and localised damage to the 
macula / fovea of the eye with loss of central visual acuity.  
 
In the UK white population, rates of known diabetes range from 2 - 4%. Type 2 
diabetes is commoner in ethnic minority peoples and those who are socio-
economically deprived. In people with diabetes, cataracts and retinopathy are the 
most significant cause of visual impairment and blindness, and people with 
diabetes are 25 times more likely than the general population to become blind. In 
developed countries, diabetic eye disease represents the leading cause of 
blindness in adults under 65 years. Generally, the prevalence of retinopathy at 
diagnosis of type 1 diabetes is reportedly low, between 0% and 3%, while a 
higher proportion of those with newly diagnosed type 2 diabetes have evidence 
of diabetic retinopathy (6.7–30.2%).  
 
Population based studies from the UK generally show lower rates of retinopathy. 
Among 10,709 diabetes patients identified through health district audit and data 
linkage, 16.5% had retinopathy. In addition, more recent UK prevalence studies 
suggest that improvements in treatment of diabetes have led to lower rates of 
retinopathy, particularly of the sight threatening type. In the United Kingdom 
Prospective Diabetes Study (UKPDS), 22% of those with no sign of diabetic 
retinopathy at baseline developed diabetic retinopathy at 6 years, and in 29% of 
patients with baseline diabetic retinopathy it progressed 2 or more steps on the 
Early Treatment Diabetic Retinopathy Study scale after 6 years’ disease 
duration.  
 
Within Devon, rates of diabetes-related hospital admission vary by area. Allowing 
for differences in the age and sex profile of each area, the highest admission 
rates for diabetes are in the former Exeter Primary Care Trust area, which has an 
annual rate of 87 per 100,000 people; the lowest rates are in the former South 
Hams & West Devon and Mid Devon Primary Care Trust areas, which both have 
annual rates of 52 per 100,000 people. The annual overall diabetes admission 
rate in Devon is 68 per 100,000 people. In Exeter from April 2008 – March 2009 
21,512 patients were invited for retinal screening, 2,800 (13%) patients did not 
attend. 
 
2. Identification of the topic as a priority:  
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The Department of Health National Service Framework for Diabetes (2003) 
states that by 2006, a minimum of 80% of people with diabetes should be offered 
screening for the early detection (and treatment if needed) of diabetic retinopathy 
as part of a systematic programme that meets national standards, rising to 100% 
coverage of those at risk of retinopathy by end 2007.  
 
The Royal College of Ophthalmologists Diabetic retinopathy guidelines (2005) 
also aim to maximise the number of invited persons accepting the screening test 
to 90% (at the initial screening stage) and 95% (at the repeat screening stage). 
 
SW SHA Priorities framework 2008-11 
- Fully implement the standards set out in National Service Framework for 
Diabetes. 
 
3. Local perspective 

 
Tractability:  

- May be challenging contacting the people who do not attend. 
- May be useful for sharing good practice. 

 
An overview of the local context 
There is a well developed retinal screening database and local expertise in 
different aspects of diabetes in Exeter. 
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black, and 42% reported ethnicity as Hispanic/Latino; 23% chose Spanish as 
their preferred language. Data were analyzed in 2006. There was a 74% 
increase in retinopathy screening in the telephone versus print group (p<0.0005), 
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communications to prevent the complications of diabetes. 
 
 


