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Reply
We appreciate the support Conget et al. (this issue, p.
901) offer for our finding that intensive diabetes edu-
cation generally improves emotional well-being (1), and
we agree that, in exceptional cases, intensive interven-
tion might produce adverse emotional effects in individ-
uals with preexisting psychological problems. However,
we question whether the case Conget et al. describe is
an illustration of such effects. In addition, we differ with
Conget et al. concerning the implications of these ex-
ceptional cases for diabetes education and treatment.

If we assume that diabetes education produced the
psychological problems of the patient Conget et al. de-
scribe, we risk confusing symptomatology with causa-
tion. The young man's obsessive-compulsive disorder
expressed itself in part as disturbances in the realm of
his diabetes self-care, but this does not establish the fact
that his disorder was caused by interventions in this
realm. We note that obsessive-compulsive disorders
most commonly emerge during late adolescence (2), the
young man's disorder expressed itself in several realms,
and several factors might have contributed to the ex-
acerbation of this man's underlying problems. Although
the young man's symptoms were relieved after treatment
with clomipramine and termination of diabetic self-con-
trol, it should not be assumed that changes in regimen
caused changes in the patient's psychological state.
Clomipramine is widely used in Europe for the treatment
of obsessive-compulsive disorders, and this medication
might have been the essential factor in improving the
patient's emotional status.

Conget et al. assume that it is possible to predict who
will experience severe adverse emotional effects from
diabetes education. Based on this assumption, they rec-
ommend eliminating those at high risk before the edu-
cational process is begun. Unfortunately, even if it were
possible to accurately identify such people, this action
would withhold a potentially beneficial educational
program from some patients. For example, Conget et al.
report improved metabolic control for the patient they
describe.

We prefer another approach—close monitoring of
participants during and after the educational interven-
tion. If an underlying psychological disorder is revealed,
the patient can be referred for assessment, counseling,
or pharmacological treatment. If the patient is disturbed
by something he/she hears during the educational pro-
gram (e.g., the possibility of complications), his/her
fears can be addressed. If there are questions about the
appropriate level of regimen intensity for an individual
patient, changes in regimen can be titrated, the patient's
response can be monitored, and adjustments can be
made accordingly.

Conget et al. remind us that diabetes education does
not produce universally beneficial results and that some
patients require special attention. We agree. Further-
more, we believe that research should be directed to-
ward estimating the number of patients who may be at
risk and improving our ability to identify and protect
these patients.
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Pediatric Primary Care
for Children With IDDM
Henry (1) recently reported the results of a self-report
survey of practicing pediatricians in Michigan regarding
their routine ambulatory care of children with insulin-
dependent diabetes mellitus (IDDM). We published sim-
ilar data gathered from pediatricians practicing in Vir-
ginia (2) and present a comparison of the findings from
these two studies. Survey response rates were similar in
both studies (66% [1] vs. 77% [2]). Use of human in-
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sulins (78% [1] vs. 65% [2]), twice-daily injections (96
vs. 72%), and blood glucose monitoring (56 vs. 62%
were not different compared with the use of glycosylated
hemoglobin determinations (39 vs. 73%). Henry reports
that physicians who completed their training before
1975 were more likely to use insulin of animal origin
and obtain random and fasting blood glucose levels dur-
ing office visits. We were unable to detect any differ-
ences in the care practices of pediatricians completing
residencies before 1978 compared with younger re-
spondents. However, both studies suggest that data col-
lected from physician self-reports may not be accurate.
In particular, we noted that respondents who graduated
from medical school before 1976 and those who grad-
uated at a later date both reported that medical school
and residency training most strongly influenced their
current diabetes-care practices. Because the care prac-
tices reported above were not available before 1980, it
was not possible for these to have influenced their use.
Thus, it is important to recognize that self-reports of
behavior may not always be valid and that survey find-
ings should be qualified.
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Reply
Clarke and Snyder make the important point that self-
reports of behavior may not always be valid. However,
pediatricians completing training before 1975 may be
more likely to obtain fasting blood glucose levels and
prescribe animal insulins and less likely to obtain gly-
cosylated hemoglobin determinations every 3-4 mo if
medical school and residency training strongly influ-
enced their diabetes-care practices as mentioned by
Clarke and Snyder in their letter. Two studies suggest
that pediatric diabetes-care practices are slowly chang-
ing (1,2) from previous survey results (3). Nonetheless,
a need remains to educate both health-care providers
and patients on the level of care needed (4,5).
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Change in Army Policy
In the editorial "Diabetics Need Not Apply," Fisher (1),
comments on a meeting with senior military officers to
review the U.S. Department of Defense (DOD) policy
on the exclusion of accession to active duty based on
family history of diabetes. He then states that, although
he received favorable responses from us, the regulation
has not been changed.

Fisher's editorial is not accurate and is of particular
concern and frustration to us. After the meeting at the
offices of the American Diabetes Association (ADA), a
thorough literature review was conducted by all three
branches of the service, and recommendations were
made. On reviewing our recommendations, the Assis-
tant Secretary of The Army for Manpower and Reserve
Affairs requested that DOD change the policy in De-
cember 1988. In anticipation of final DOD approval,
the Office of the Army Surgeon General notified the
Army Waiver Authorities to immediately begin waiving
applicants with parental history of diabetes in January
1989. In May 1990, the change was published in U.S.
Army Regulation 40-501.

We did everything possible to be responsive to the
concerns of Fisher and ADA. Every effort was made to
expedite this change. We would appreciate a correction
in a subsequent issue of Diabetes Care that clarifies that
the military has made the changes promised. We will
continue to work closely with ADA and any organiza-
tions concerning issues related to soldiers with diabetes
mellitus.
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