LETTERS AND COMMENTS

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 recommend eliminating those at high risk before the educational process is begun. Unfortunately, even if it were
possible to accurately identify such people, this action
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an illustration of such effects. In addition, we differ with
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ceptional cases for diabetes education and treatment.
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Reply
Clarke and Snyder make the important point that selfreports 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 glycosylated hemoglobin determinations every 3-4 mo if
medical school and residency training strongly influenced their diabetes-care practices as mentioned by
Clarke and Snyder in their letter. Two studies suggest
that pediatric diabetes-care practices are slowly changing (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 Assistant Secretary of The Army for Manpower and Reserve
Affairs requested that DOD change the policy in December 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 organizations concerning issues related to soldiers with diabetes
mellitus.
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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 during office visits. We were unable to detect any differences in the care practices of pediatricians completing
residencies before 1978 compared with younger respondents. However, both studies suggest that data collected from physician self-reports may not be accurate.
In particular, we noted that respondents who graduated
from medical school before 1976 and those who graduated at a later date both reported that medical school
and residency training most strongly influenced their
current diabetes-care practices. Because the care practices 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 findings should be qualified.

