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ABSTRACT

Diabetic retinopathy (DR) remains a leading cause of preventable blindness, presenting significant challenges for both people and healthcare systems. Tra­ditional DR management predominantly focuses on clinical interventions, such as retinal screening and pharmacological or surgical treatments, often overlooking the broader human aspects of care. This paper explores the integration of person-centered care (PCC) in DR management, emphasising the importance of individualised care that addresses medical, emotional, and social factors as well as other key aspects of person centered medicine such as collaborative diagnosis and shared care decision-making. Implementing PCC, facilitated by advancements in telemedicine and digital health tools, offers a unique opportunity to improve person engagement and disease-related and well-being outcomes. Through shared decision-making, tailored education, psychosocial support, and effective communication, PCC helps to address key barriers in DR care, such as health literacy and patient and family participation in the care process. The emphasis on thoughtful communication between health­care professionals and patients builds trust, empowers patients to take an active role in their own care, and ultimately improves health outcomes. This holistic and collaborative approach enhances clinical results and increases patient satis­faction and overall well-being, offering a transformative framework for care.
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INTRODUCTION

Diabetic retinopathy (DR) is one of the most prevalent and debilitating complications of diabetes, affecting approximately one-third of individuals living with diabetes globally. DR is influenced by several risk factors, including poor glycemic control, long duration of diabetes, hypertension, dyslipidemia, pregnancy, obesity, genetic predisposition, and the presence of other microvascular complications, all of which contribute to the progressive damage to the retinal microvasculature. As a leading cause of preventable blindness and vision impairment in adults aged 20–74 years in developed countries, DR presents significant challenges not only to the individuals affected but also to healthcare systems worldwide [1–9]. The progressive nature of DR, combined with its often-asymptomatic early stages, means that many patients remain unaware of their condition until significant vision loss has occurred [10, 11]. This delayed diagnosis and treatment can influence visual function and quality of life. Traditionally, DR management has focused primarily on medical interventions, such as retinal screening, laser therapy, intravitreal injections, or pharmacologic treatments to control disease progression. However, this disease-centric approach often overlooks the patient’s broader psychosocial and emotional needs, essential for effective long-term management, leaving significant gaps in holistic patient care [12, 13].

In response to the limitations of traditional models, PCC has gained prominence as a more holistic approach to healthcare delivery. PCC emphasises individualised care tailored to the patient’s needs, preferences, and values. It fosters a collaborative relationship between patients and healthcare providers, ensuring that care decisions align with what is most important to the patient. Rooted in a collaborative partnership between patients and healthcare providers, PCC represents a shift from disease-centric models toward a more holistic approach that integrates medical, emotional, and social dimensions of care. In the case of DR, this approach focuses on clinical outcomes and recognises the emotional, social, and psychological aspects of living with a chronic condition. By integrating these dimensions into care, PCC could improve the management of DR and the overall quality of life [12, 14, 15].

The implementation of PCC in DR management is particularly crucial due to the multifaceted challenges patients face in managing both diabetes and its complications. Issues such as limited health literacy, fear of vision loss, emotional distress, and adherence difficulties to complex treatment regimens often hinder effective care. PCC addresses these challenges by promoting shared decision-making, enhancing patient education, and fostering greater engagement in self-care. Evidence from other chronic conditions suggests that PCC improves patient satisfaction, adherence to treatment plans, and health outcomes, making it a valuable model for DR care [12, 16, 17]. Moreover, the rapid advancement of technology, such as telemedicine, artificial intelligence (AI), and digital health tools, provides new opportunities to enhance the delivery of PCC for DR patients. These innovations can facilitate more personalised and accessible care, particularly for underserved populations. Additionally, a multidisciplinary approach involving ophthalmologists, endocrinologists, diabetes educators, and mental health professionals is essential for providing comprehensive care that meets the diverse needs of DR patients [12, 13, 18].

This paper explores the principles and application of PCC in DR management. It examines how PCC can improve clinical outcomes, empower patients, and address the psychological, social, and clinical challenges faced by individuals with DR. By placing the patient at the centre of care, PCC offers a transformative approach to DR management, emphasising not only vision preservation but also the holistic well-being of individuals affected by this chronic disease.

UNDERSTANDING PERSON-CENTERED CARE

PCC is an approach to healthcare that prioritises the unique patient’s needs, values, and preferences, moving beyond a focus solely on the disease. In contrast to traditional, disease-centric models of care, PCC emphasises the importance of seeing patients as active partners in their healthcare journey. This model fosters a collaborative relationship between patients and healthcare providers, making decisions jointly, and ensuring that the care provided aligns with the patient’s personal circumstances, life goals, and values [19].

HOLISTIC APPROACH

Central to PCC is the recognition that healthcare is not just about treating a condition, but about understanding the whole person. This holistic approach considers the medical aspects of a patient’s condition and their emotional, psychological, and social well-being. By integrating these dimensions into care, PCC ensures that patients are treated as individuals with distinct experiences, rather than simply as recipients of standardised medical treatments. Key elements of PCC include shared decision-making, patient empowerment, and individualised care. Shared decision-making involves a collaborative process where healthcare providers and patients work together to make informed decisions about the patient’s treatment, considering the patient’s preferences and values. Patient empowerment equips individuals with the knowledge, tools, and confidence to actively participate in their healthcare, encouraging them to take control of their well-being. Individualised care ensures that treatment plans are tailored to patient’s specific needs and circumstances, accounting for their lifestyle, social support, and unique challenges [20–23].

IMPORTANCE OF COMMUNICATION

Communication is another essential component of effective PCC. Open, respectful, and empathetic dialogue between patients and healthcare providers builds trust and strengthens the patient-therapeutic relationship. When patients feel heard and understood, they are more likely to adhere to treatment plans, leading to better health outcomes and higher patient satisfaction. Thoughtful communication is a cornerstone of effective PCC in DR management. It involves more than just conveying clinical information, it prioritises empathy, clarity, and cultural sensitivity to build trust and enhance patient-provider relationships [17, 22, 23].

Healthcare professionals should aim to simplify complex medical concepts, avoiding technical jargon that may confuse patients. Clear and empathetic explanations of the DR risks, progression, and treatment options are essential to alleviate fears and empower patients to make informed decisions. Thoughtful communication also entails active listening, allowing patients to express their concerns and preferences, empathy, clarity, and cultural sensitivity and fostering a collaborative dialogue [15, 17].

Tailoring communication styles to individual patient needs is equally important. While some may appreciate detailed discussions, others may feel overwhelmed by extensive information. Adapting the level and manner of communication ensures patients remain engaged and confident in their care. Additionally, addressing emotional aspects—such as fears of vision loss or frustration with treatment—reinforces the therapeutic alliance and encourages long-term adherence. Thoughtful, empathetic interactions thus lay the groundwork for better clinical outcomes and heightened patient satisfaction [12, 24].

FOCUS ON EXPERIENCE AND OUTCOMES

PCC aims to improve clinical outcomes and the overall healthcare experience by focusing on the person behind the diagnosis, articulating science and humanism. This approach has been shown to enhance treatment adherence, increase patient satisfaction, and improve quality of life, particularly for chronic conditions such as DR, where long-term management and active patient engagement are critical, PCC offers a framework that can lead to better health outcomes and a more positive experience for patients navigating complex, ongoing care [15, 20].

IMPLEMENTING PCC IN DIABETIC RETINOPATHY MANAGEMENT

DR management requires a comprehensive, long-term approach due to the progressive nature of the disease. Traditionally, treatment has focused primarily on clinical interventions, such as retinal screenings, laser therapies, and intravitreal injections. While these interventions address the physical aspects of DR, they often do not fully account for the multifaceted needs of patients, especially the psychological, social, and emotional challenges associated with living with a chronic condition. Integrating PCC into DR management can significantly enhance patient outcomes by addressing the medical aspects of the disease and the broader context of each patient’s life [12, 25].

FOUNDATION OF CARE

The foundation of PCC in DR care lies in recognising the patient as an individual with unique needs, concerns, and preferences. Effective implementation of PCC requires healthcare providers to engage patients actively, ensuring that their perspectives and voices are integral in the decision-making process. Shared decision-making, a core principle of PCC, involves collaborative discussions between the patient and the healthcare team. This approach ensures that treatment plans are developed by considering clinical evidence and the patient’s values, lifestyle, and personal goals. In DR management, this might involve conversations about the timing and choice of treatment, the potential risks and benefits of various options, and how these align with the patient’s life [26, 27].

DECISION THROUGH DIALOGUE

Collaborative diagnosis and shared decision-making are integral PCC in DR management. These approaches ensure that patients are actively involved in their care, fostering a partnership where treatment decisions are informed by medical evidence and the patient’s values, preferences, and circumstances [15, 28].

In DR care, shared decision-making involves a structured dialogue between healthcare providers and patients. Providers offer clear, evidence-based recommendations and ensure patients fully understand the implications of different treatment options, including benefits, risks, and potential outcomes. Discussions regarding laser therapy, intravitreal injections, or glycemic control strategies are tailored to the patient’s clinical status and personal goals [27, 28].

This collaborative model empowers patients to take ownership of their care builds trust and enhances adherence to treatment plans. By addressing patient concerns related to fear of invasive procedures, logistical challenges, or long-term health implications, healthcare teams can create personalised care strategies that align with medical priorities and individual life contexts, ultimately improving clinical outcomes and patient satisfaction [17, 20, 28].

PSYCHOLOGICAL ASPECTS

Patient education plays a pivotal role in PCC, particularly in managing DR. Since the early stage of DR is asymptomatic, many patients may lack awareness of the risks and the necessity of regular screenings. Comprehensive, understandable education about the condition, its progression, the importance of glucose management, and the role of routine eye exams is critical in empowering patients to take an active role in their care. Furthermore, addressing the psychological impacts of DR, such as anxiety about potential vision loss or fear of treatment, can alleviate stress and improve patient engagement. Well-informed patients are more likely to comply with recommended treatments and make lifestyle changes that may contribute to disease management [28].

PCC also acknowledges the psychosocial factors that influence the patient experience with DR. Chronic conditions like DR often bring emotional burdens such as stress, depression, and feelings of helplessness. Healthcare providers must recognise these emotional aspects and integrate psychosocial support into the care plan. Access to mental health resources, counselling services, or peer support groups can provide patients with the tools to cope with the emotional challenges of managing a long-term condition. Peer support, in particular, can help patients feel less isolated by offering opportunities to share experiences and coping strategies with others facing similar challenges [29].

SOCIOCULTURAL FACTORS

The individualised nature of PCC is particularly beneficial in managing DR, as patients’ social, economic, and cultural contexts greatly influence their healthcare experiences. Factors such as access to healthcare services, socioeconomic status, and cultural beliefs can impact a patient’s ability to seek care or adhere to treatment protocols. Some patients may face financial barriers to accessing retinal screenings or treatments, while others may experience logistical difficulties attending regular appointments. Identifying these barriers and offering tailored solutions is a crucial aspect of PCC. Healthcare providers should work to ensure that all patients have access to the care they need, which might involve arranging financial assistance, facilitating telemedicine consultations for patients in remote areas, or connecting patients to community resources that address social determinants of health [30].

LEVERAGING DIGITAL HEALTH

Digital health technologies also offer promising avenues for enhancing PCC in DR management. Mobile apps that track blood glucose levels or send reminders for eye exams can improve patient engagement and self-management, allowing patients to monitor their condition between appointments. Telemedicine is particularly beneficial for patients who face geographic or mobility challenges, providing greater flexibility and reducing barriers to accessing care. Additionally, AI integration in retinal screening can enhance the accuracy and efficiency of diagnoses, enabling timely interventions and reducing the burden on patients and healthcare providers [31, 32].

COMPREHENSIVE APPROACH AND OUTCOMES

A multidisciplinary approach is central to implementing PCC in DR care. The complexity of DR management requires collaboration among various healthcare professionals, including ophthalmologists, endocrinologists, diabetes educa­tors, mental health specialists, and social workers. Such collaboration ensures that all aspects of a patient’s care namely medical, psychological, social, and economic are considered and addressed. By working together, the healthcare team can create a coordinated and comprehensive care plan that aligns with each patient’s individual needs and preferences [33, 34].

Integrating PCC into DR management can improve clinical outcomes and patient experience. Recognising the individual as more than just a clinical case, promotes a compassionate and holistic approach to care, addressing the full spectrum of a patient’s health and well-being [35].

BENEFITS OF PERSON-CENTERED CARE IN DIABETIC RETINOPATHY MANAGEMENT

PCC prioritises the individual’s preferences, needs, and values, fostering active participation in healthcare decisions. When applied in DR management PCC brings multiple benefits, enhancing clinical outcomes and improving the patient experience and overall well-being. These benefits include improved treatment adherence, better clinical outcomes, heightened patient satisfaction, and enhanced quality of life [14, 36].

IMPROVED TREATMENT ADHERENCE

A primary benefit of PCC in DR management is its positive impact on treatment adherence. DR is a progressive condition that often requires ongoing care, including routine eye exams, laser treatments, and injections. Traditional models of care, where clinicians make treatment decisions independently, can lead to patient disengagement and non-adherence to treatment plans [37]. PCC, by contrast, encourages patients to be active participants in the treatment process, ensuring that their preferences and concerns are acknowledged. This collaborative approach fosters a sense of ownership over the treatment plan, making patients more likely to adhere to recommended therapies and attend follow-up appointments. When patients understand the importance of their treatment, and when interventions are tailored to suit their lifestyle and preferences, adherence improves, leading to better clinical outcomes and fewer complications [38].

ENHANCED CLINICAL OUTCOMES

PCC also contributes to improved clinical outcomes for DR patients. Early detection and timely intervention are crucial for preventing vision loss in DR, and PCC supports these goals by encouraging regular monitoring and proactive treatment. When patients understand their condition and the importance of routine eye exams, they are more likely to seek care promptly, significantly reducing the risk of severe complications such as blindness [39]. Moreover, PCC promotes tailoring care plans to meet individual patient needs. If a patient struggles with managing their diabetes, PCC allows healthcare providers to tailor interventions such as medication adjustments or additional support for lifestyle changes. By addressing the patient’s specific challenges and needs, PCC maximises the effectiveness of treatment, helping to slow disease progression and preserve vision [17].

INCREASED PATIENT SATISFACTION AND TRUST

The success of PCC in DR management is also evident in its impact on patient satisfaction. By cultivating trust and enhancing communication PCC strengthens the relationship between patients and healthcare providers. Patients are more likely to trust their healthcare team when they feel respected, heard, and understood. This trust is especially significant for patients with chronic conditions like DR, where treatment often spans years and involves ongoing collaboration [40]. When patients feel they are valued partners in their care, their overall satisfaction with the healthcare process increases. This positive experience improves the likelihood of continued engagement with healthcare and enhances patient motivation to follow through with recommended treatments. Furthermore, the emotional support that PCC offers can alleviate feelings of isolation or anxiety, commonly present in patients managing chronic diseases such as DR [41].

BETTER EMOTIONAL AND PSYCHOLOGICAL WELL-BEING

DR affects not only a patient’s physical health but also their psychological well-being. The fear of vision loss, coupled with the stress of managing a chronic condition, can lead to depression and anxiety. PCC addresses this by integrating mental health support into the care process. Healthcare providers using a person-centered approach recognise the emotional challenges that DR patients face and offer resources to support their psychological health. This holistic approach is essential for improving overall well-being. Providing psychological support, whether through counselling, support groups, or peer networks, helps patients cope with the emotional burden of living with DR. Moreover, patients who feel their emotional and mental health is prioritised are more likely to engage in their treatment plans, leading to better long-term health outcomes [42, 43].

ENGAGING PATIENTS AND FAMILIES IN THE DIABETIC RETINOPATHY CARE PROCESS

Patient and family involvement is a cornerstone of effective PCC in DR. Families often serve as essential support systems, helping patients manage their condition through encouragement, logistical assistance, and shared decision-making [12, 24, 42].

To support this dynamic, healthcare providers must prioritise comprehensive and accessible education tailored to the needs of both patients and families. Key topics include understanding DR progression, recognising the importance of regular eye exams, and adopting preventive strategies such as effective glucose control. Providing culturally sensitive materials, such as visual aids or multilingual resources, ensures inclusivity and improves health literacy across diverse populations [20, 24].

Incorporating families into the care process also addresses the emotional and practical challenges that patients may face. Families can help patients navigate complex treatment regimens, assist with appointment transportation, or provide reassurance during difficult decisions. By fostering a collaborative environment, where patients and families feel respected and supported, healthcare teams can strengthen adherence to treatment plans and enhance the overall care experience. This holistic approach acknowledges the interconnected roles of patients and their families, ensuring that care extends beyond clinical settings to support meaningful improvements in daily life and long-term health outcomes [27, 28, 44].

EMPOWERMENT THROUGH SHARED DECISION-MAKING

PCC empowers patients by actively involving them in decision-making about their treatment options. In DR care, where patients may face various treatment options, shared decision-making ensures that the care plan aligns with their values, preferences, and lifestyle. Some patients may prefer less invasive treatments, while others may opt for more aggressive interventions depending on their level of comfort, understanding of the risks, and personal goals. Empowerment through shared decision-making increases patient autonomy and satisfaction, as patients feel they have control over their health outcomes. This process also enhances the therapeutic relationship between patients and clinicians, fostering collaboration and mutual respect. As patients become more informed and involved, they are more likely to adhere to treatments and follow up regularly, leading to better management of DR [44, 45].

IMPROVED QUALITY OF LIFE

Overall, PCC contributes to a better quality of life for patients with DR. By focusing on the individual’s preferences, concerns, and emotional well-being, PCC helps create an effective and meaningful care experience. Patients are more likely to feel confident in their treatment decisions, reducing the psychological burden that frequently accompanies chronic disease management. Additionally, by providing a more supportive and personalised care environment, PCC helps patients better manage the practical aspects of their condition, such as medication adherence and lifestyle changes. As a result, patients can experience improvements in both physical and emotional health, leading to enhanced overall well-being. In conclusion, the application of PCC in DR management brings significant benefits to both patients and healthcare providers. It improves treatment adherence, enhances clinical outcomes, fosters patient satisfaction and trust, supports emotional well-being, empowers patients through shared decision-making, and ultimately leads to a better quality of life. By emphasising patients’ needs and values, PCC provides a more holistic, effective, and compassionate approach to managing DR [46, 47].

CHALLENGES AND CONSIDERATIONS OF IMPLEMENTING PERSON-CENTERED CARE IN DIABETIC RETINOPATHY MANAGEMENT

Implementing PCC in the management of DR presents several challenges that need to be carefully navigated to accommodate patients’ preferences and needs successfully. These challenges stem from systemic limitations, patient-related factors, and the need for healthcare providers to adapt to a more collaborative, personalised approach to treatment [8].

RESOURCE CONSTRAINTS

One of the major obstacles to implementing PCC in DR management is the availability of resources. PCC requires sufficient time for clinicians to engage in meaningful conversations with patients, evaluate their concerns, and tailor interventions. In clinical settings with numerous patients, this can be difficult to achieve. Furthermore, healthcare systems that face financial constraints may struggle to provide the necessary diagnostic tools, multidisciplinary care teams, and follow-up services needed for a truly person-centered approach. These limitations can impede the delivery of comprehensive care and reduce the ability to address individual patient needs effectively [30, 33, 48].

PATIENT HEALTH LITERACY AND ENGAGEMENT

A significant challenge in implementing PCC is the variation in patients’ health literacy levels. Many patients with DR may have a limited understanding of medical terminology, the pathophysiology of their disease, or the importance of timely interventions. Low health literacy can hinder their ability to make informed decisions about treatment options, leading to potential disengagement or non-adherence to care plans. Addressing this challenge requires healthcare providers to simplify communication, using plain language and visual aids to ensure patients fully understand their diagnosis and treatment options. Additionally, personalised educational materials and support mechanisms, such as diabetes educators, can play a pivotal role in fostering engagement and improving health literacy [49, 50].

CLINICIAN RESISTANCE AND TRAINING NEEDS

Shifting from a traditional model of care, where treatment decisions are made solely by clinicians, to a collaborative, person-centered approach can meet resistance from healthcare providers. Some clinicians may view shared decision-making as time-consuming or inefficient, particularly in busy practices where patient throughput is prioritised. Moreover, clinicians may be unfamiliar with the nuances of PCC or feel that patients are not equipped to make complex healthcare decisions. Overcoming this resistance requires adequate training in communication skills, shared decision-making, and the benefits of a patient-centered approach. Clinicians must be empowered to recognise the value of patient engagement, for improving treatment adherence and enhancing patient satisfaction and outcomes [37, 51].

CARE COORDINATION ACROSS MULTIPLE PROVIDERS

Effective management of DR typically involves a multidisciplinary team, including ophthalmologists, endocrinologists, diabetes educators, and primary care providers. Coordinating care among these professionals is essential for ensuring treatment alignment with patient’s preferences and goals. However, poor communication and fragmented healthcare systems can hinder coordination, particularly in settings lacking integrated electronic health records or efficient communication platforms. This fragmentation can lead to delays in care, misalignment of treatment plans, and reduced patient satisfaction. Strategies to overcome these challenges include promoting interdisciplinary communication, implementing shared care plans, and utilising digital health tools to improve care coordination [52].

CULTURAL SENSITIVITY AND INDIVIDUALIZED CARE

Patients with DR come from diverse cultural, social, and economic back­grounds, which can influence their healthcare needs, values, and preferences. To implement PCC effectively, healthcare providers must be culturally sensitive and aware of how these factors affect decision-making and treatment adherence. Patients from different cultural backgrounds may have specific beliefs about medical treatments, or prefer alternative therapies. Ensuring that care is tailored to each patient’s cultural context while respecting their values and preferences, requires ongoing cultural competence training for healthcare providers [25].

DISCUSSION AND CONCLUSIONS

PCC represents a fundamental shift in DR management, highlighting each patient’s needs, preferences, and values rather than focusing solely on the technical aspects of care. As the global prevalence of DR rises due to the increasing incidence of diabetes, it is crucial to adopt care models that consider the holistic well-being of patients. Integrating PCC into DR management can improve clinical outcomes, enhance patient satisfaction, and foster a more compassionate and effective healthcare experience. By placing the patient at the centre of the care process, one can better address the complexities of DR, articulating science and humanism, and ensuring that treatment plans align with individual goals and needs [14, 15, 17, 20, 53].

The transition to PCC in DR care, however, is not without challenges. Resource limitations, variations in health literacy, clinician resistance to a more collaborative approach, and difficulties in coordinating care across multiple healthcare providers all pose significant barriers to implementation. Despite these challenges, numerous strategies can overcome them. Effective communication, training healthcare providers in shared decision-making, enhancing care coordination through interdisciplinary teams, and leveraging digital health technologies can all contribute to the successful implementation of PCC [25, 33, 37, 48–52].

The benefits of PCC in DR management are profound. By fostering patient engagement and empowerment, PCC increases adherence to treatment plans, reduces the risk of vision loss, and improves the overall patient’s quality of life. Additionally, it helps address patients’ emotional and psychological needs, often overlooked in traditional care models. Empowering patients to engage actively in their care leads to improved treatment outcomes and heightened satisfaction with their healthcare experience [37–47].

However, implementing PCC in DR management requires a systemic shift in practice and mindset. Clinicians must move away from a paternalistic model of care and embrace shared decision-making, where patients are seen as active collaborators in their treatment journey. Healthcare systems must invest in training providers and supporting digital tools that enhance communication and coordination among care teams. Furthermore, a culturally sensitive approach to care, which respects patients’ diverse backgrounds and values, is essential for ensuring that the person-centered model is truly individualised [15–17, 19, 20, 39, 54] Table 1. presents a comprehensive overview of the key components of implementing PCC in DR management. It highlights the main challenges faced in each area and proposes targeted solutions and actions to enhance patient outcomes, streamline care processes, and overcome barriers to effective management.
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In conclusion, adopting PCC in DR management can potentially transform patient outcomes and the healthcare experience. Although there are significant challenges to overcome, the long-term benefits for patients and healthcare providers make pursuing PCC a valuable and necessary goal. By continually prioritising patient autonomy, personalised care, and collaborative decision-making, one can ensure that individuals with DR receive optimal care tailored to their unique needs. Moving forward, healthcare systems worldwide should commit to implementing PCC as a core principle in DR management, ultimately improving patient’s clinical results and personal well-being.
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implementation

Challenges

Solutions and actions

Early Screening
for Diabetic
Retinopathy

Limited access to
screening facilties,
especially in rural
areas

« Implement mobile screening units equipped with
advanced imaging technology.

« Train primary care physicians, optometrists, and
community health workers in DR screening.

« Partner with local clinics to offer DR screenings as
part of diabetes care.

Early Detection
and Accurate

Delayed referrals,
misdiagnosis, and

« Integrate Al-driven diagnostic tools in routine
screening for faster and more accurate

Patient Education

knowledge about DR
and its potential
consequences

Low awareness of the
importance of routine
eye exams

Diagnosis lack of standardised | detection
diagnostic protocols | « Establish clear referral pathways with
standardised diagnostic criteria for DR.
« Implement telemedicine consultations with
specialists to ensure quicker diagnosis.
Comprehensive | Limited patient « Create culturally relevant and easy-to-

understand educational materials (videos,
pamphlets, apps) on DR prevention and
treatment.

« Develop community outreach programs
focusing on diabetes education and the
importance of regular eye exams.

« Leverage digital platforms for ongoing patient
education and engagement.

Collaborative
Diagnosis and
Shared
Decision-Making

Limited patient
understanding of
treatment options and
outcomes.

« Simplify treatment explanations using visual
aids and non-technical language.

« Involve patients in decisions by weighing the
risks and benefits of treatment options together.

« Conduct workshops to empower patients in
decision-making processes

Empowering
Patients and
Families

Insufficient
involvement of
families in care
planning and support.

« Develop family-centered resources, including
guides and multiingual materials.

« Facilitate family engagement in care planning
through counselling and group sessions.

« Provide tailored support to address logistical
and emotional barriers.
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Enhancing
Patient-Provider
‘Communication

‘Communication
barriers due to
medical jargon and
limited consultation
time..

« Train healthcare providers in empathetic
‘communication and active listening.

« Adjust communication styles to match individual
patient needs and preferences.

« Use digital tools (e.g., telemedicine, apps) for
ongoing and accessible communication.

Continuous
Monitoring and
Disease
Progression
Tracking

Inconsistent patient
follow-up and lack of
tracking systems

« Integrate regular monitoring of DR progression
through automated Electronic Health Record
alerts and reminders.

« Establish patient registries for proactive
surveillance of at-risk individuals.

« Use telemedicine to provide remote monitoring,
reducing the burden of clinic visits.

Multi-Disciplinary

Poor coordination

+ Develop a collaborative care model involving

Care and among healthcare endocrinologists, ophthalmologists, and primary
Treatment professionals care providers in regular case discussions and
Planning (endocrinologists, joint care plans.
ophthalmologists, | + Use care coordinators to ensure seamless
general practitioners) | communication between healthcare teams.
« Implement shared decision-making tools for
treatment planning
Access to High costs of « Work with insurance providers to expand
Advanced advanced therapies | coverage for DR treatments, including newer
Treatments (e.g., anti-VEGF therapies.
injections, laser « Establish partnerships with non-profits to
therapy) subsidise the cost of treatments for underserved
populations.
« Advocate for government and healthcare policy
reform to improve funding for DR treatments.
Patient Financial, social, and | » Offer financial support programs or payment
Adherence to psychological barriers | ~plans to reduce the burden of costly treatments.
Treatmentand | to adherence « Establish patient support groups and
Follow-up counselling services to address emotional and
psychological barriers.
« Provide reminder systems via mobile apps,
SMS, or phone calls to improve adherence to
follow-up visits and treatment regimens.
Continuous Lack of structured | + Implement real-time data analytics tools to track
Evaluationand | feedback patient outcomes and treatment effectiveness.
Feedback for mechanisms and data | « Establish continuous quality improvement teams
Improvement collection on to evaluate treatment protocols, patient
outcomes outcomes, and patient satisfaction.

+Incorporate patient feedback surveys to assess
care effectiveness and identify areas for
improvement

PCC: Person-Centered Care; DR: diabetic retinopathy; VEGF: vascular endothelial growth
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