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top barriers to implementing evidence-based diabetes care in 
their practice. The third question was open-ended, used to 
determine use of existing practice tools. 

Data analysis
A database was created in SPSS version 12.0.1 (SPSS Inc., 
Chicago, Illinois, United States). Descriptive statistics were 
run on all variables. Qualitative data were analyzed using 
content analysis. 

A total of 177 primary care physicians completed the survey 
(Figure 1), for a response rate of 39.77%. Table 1 compares 
the demographic variables of the first 25 participants (those 
who received the survey in person at the CME event) with 
the larger group of 152 participants who received the sur-
vey by fax or mail. No significant difference in number of 
patients with diabetes or percentage of patients with diabetes 
was found between the CME and the mailed/fax group]  
(t=–2.65, p=0.22; t=–0.89, p=0.38) or between the 
mail group and the faxed group (t=0.67, p=0.50; t=0.10, 
p=0.92). 

The Mann-Whitney test was used to examine differences 
with respect to the helpfulness of tools and barriers to imple-
menting evidence-based diabetes care according to mode 
of survey delivery: CME vs. mailed and faxed groups, and 
mailed vs. faxed groups. Since no differences were found for 
any of these comparisons in >75% of the items, the datasets 
were combined for further analysis. 

Helpfulness of tools
The scores provided by primary care physicians are shown in 
Table 2. Two tools were ranked higher than 6, 6 tools were 
ranked between 5 and 6, and 2 tools were ranked between 4 
and 5. These scores are relatively high, indicating that most 
of the suggested tools were viewed quite favourably. The 
more highly ranked items were focused on individualized 

or customized care, while the less highly ranked items were 
related to general guidelines.

Barriers to care
The scores for the 7 preselected barriers are shown in  
Table 3. There was a fairly high degree of spread in these 
scores (2 to 6). The results indicate that primary care physi-
cians are conversant with guidelines and evidence but have 
problems implementing guidelines for 3 main reasons: lack 
of patient adherence, lack of access to a multidisciplinary 
team of care providers and lack of patient finances. 

Current practice tools 
One hundred primary care physicians provided answers to 
the open-ended question, identifying tools that they have 
used in the transition of care of patients with diabetes. As this 
was an open-ended question, some of the responses were not 
related directly to the question asked, but we have included 
all of the responses received in Table 4, categorized under 3 
main headings (system, provider and patient) and 6 sub-head-
ings. System- and provider-focused tools were used most fre-
quently; patient-related tools were used less. Care planning 
and guidelines were the most frequently reported tool cat-
egories. The specific tools mentioned most frequently were 
Canadian Diabetes Association guidelines, flow sheets with 
routine treatment prompts, ongoing progress notes, plans of 
care and discharge notes from the consultant physician. 

Care of patients with diabetes in urban areas often involves 
both primary care physicians and specialized diabetes cen-
tres. An appropriate flow of patients between these 2 sets of 
caregivers is crucial for maintaining ongoing optimal diabetes 
care, seamless continuity of care and timely access to special-
ized resources. One underinvestigated aspect of patient flow 
is the transition from specialist to primary care physicians. 
Our survey was conducted to examine this area. Our survey 
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results demonstrate several trends that are useful in guiding 
the future development of tools for transition. 

One trend in the responses indicates that primary care 
physicians value tools that promote customized management 
of individual patients over those that simply provide broad 
management guidelines. Thus, the tools identified as most 
helpful for the transition of care were structured consult 
and discharge letters and individual care plans with outcome 

indicators. Those seen as least helpful were tools pertain-
ing to practice guidelines and risk assessment. Effective 
and efficient written communication between providers is 
important for the care of complex patients. Primary care 
physicians ranked standardized, structured correspondence 
very highly, but they may rarely receive such correspon-
dence (14,15). The results of our study affirm the need for 
structured, standardized correspondence. 
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Diabetes management, especially during the transition 
process, is challenging. Barriers to optimal care exist at the 
provider, patient and system levels (16). These barriers to 
diabetes care may limit a primary care physician’s willingness 
to accept the management of a patient’s diabetes care fol-
lowing discharge from a tertiary diabetes clinic. Our survey 
results identify patient and system barriers as being more 
important than barriers associated with providers. Thus, 
lack of patient adherence to therapy, lack of access to allied 
healthcare professionals and limited patient finances were 
identified in our study as the major barriers to implementa-
tion of evidence-based diabetes care. On the provider level, 
lack of time was considered a barrier, but lack of clarity or 
awareness of management guidelines were not considered to 
be major barriers. We take this to mean that guidelines are 
likely clear and well disseminated to practising physicians. 
This interpretation is supported by the responses to question 
3, shown in Table 4, reporting a high current usage of prac-
tice guidelines. It should be noted, however, that subjective 
declaration of use of clinical practice guidelines does not, in 
fact, mean that clinical practice guidelines are truly being 
used. These results seem contradictory to the responses to 
question 1, in which tools that have to do with guidelines 
and risk assessment were considered least useful. However, 
it is likely that primary care physicians are simply stating 
that these tools are already available and in use. They could 
also be indicating a need for the introduction of tools that 
are specific to the unique situation of transfer of care from 
specialist to primary care. 

The responses to the question concerning currently 
used tools have been classified into 3 categories: system-, 
provider- and patient-centred tools (Table 4). Physician- 
and system-centred tools are used most frequently, while 
patient-focused tools are used less. Primary care physicians 
have recognized the importance of patient-centred tools and 
have also identified patient-centred barriers as most signifi-
cant, as shown in Tables 2 and 3; however, the tools they are 
currently using most frequently are systems- and provider-
focused (Table 4). This may be because appropriate patient-
centred tools either do not exist or are not readily available.

The results of this study are helpful, as they reflect the 
opinions of primary care physicians most involved in the care 
of patients with diabetes and therefore most likely to use 
tools developed in the future. Early involvement of and col-
laboration with primary care physicians have been shown to 
enhance the development of interventions targeted to their 
needs (17). This approach will assist in improving the use 
of an appropriate tool and maximize the chances that it will 
translate into clinical and process improvements in diabetes 
care. Tools used by both specialty clinics and primary care 
physicians that improve communication between providers 
will likely facilitate transition of care. It should be noted 
that the concept of a complete handover of care from the 
specialist back to primary care physicians is a different model 

of care from that of continued shared care, which has been 
more extensively described in the literature. In the shared 
care model, patient care is shared indefinitely between 
specialists and primary care physicians. This model has been 
criticized for a lack of improvement in quality of diabetes 
care and confusion with respect to responsibilities for man-
agement (18-20). In transition of care, appropriate patients 
are managed either solely by the specialist or jointly with 
the primary care physician in a shared care model until their 
management needs are met, and are then discharged com-
pletely back to the primary care physician with no continued 
specialist follow-up, eliminating such uncertainty. 

There were limitations to this study. Attaining survey 
participation among primary care physicians is challenging 
(21). A low survey response rate is a global problem in 
many surveys of family doctors and general practitioners. 
Competing demands, the perceived value of the research 
and the questionnaire length all affect the response rate (22). 
Despite a rigorous distribution method, our response rate 
could be a limiting factor, as those who did respond may 
have a greater interest in diabetes care. These results may not 
be generalizable to a larger community. This was, however, 
an exploratory study designed to guide the development of 
planned future, more detailed studies. 

In conclusion, primary care physicians found that most 
of the listed tools were above average with respect to their 
helpfulness in the transition of patients from specialty back 
to primary care. Primary care physicians value tools that 
promote customized management over general guidelines 
and a need for improved communication between caregiv-
ers. Significant barriers to the practice of evidence-based 
diabetes care were identified primarily at the patient and 
system levels. Future studies are warranted to further clarify 
the facilitators and barriers to transition of care for patients 
with type 2 diabetes and to design and implement tools that 
meet the needs of primary care physicians.
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