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      Abstract 

 

Diabetic retinopathy is a sight-threatening microvascular complication of 

diabetes. The family physician is responsible for increase health 

awareness for diabetic patients about prevention and early detection of 

diabetic retinopathy for proper management and follow-up. The 

objectives of this study were to assess the awareness of diabetic patients 

about the screening for diabetic retinopathy and to identify the factors 

associated with the attendance and non-attendance of patients for 

diabetic retinopathy screening. 

This study is a cross sectional study in which 100 diabetic patients were 

interviewed and ophthalmological assessment was done. 

It was found that there is general awareness of diabetic retinopathy 

amongst a majority of diabetic patients; however there is a little 

awareness about the importance of the screening. The main barrier for 

performing the fundus examination was the lack of the awareness about 

the importance of it. 

Awareness creation is the corner-stone of any program aimed to reducing 

Diabetic Retinopathy. Health insurance is needed to cover all diabetic 

patients to help in the screening coverage. 

 

Key words: diabetic retinopathy, awareness, fundus examination, 

screening.  
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Introduction 

 

Diabetes mellitus has emerged as a major health problem worldwide, 

with serious health and socioeconomic impact on individuals and 

populations. Also, the growth of diabetes is proliferating in overweight 

and obese adults and children (Narayan et al, 2000; Wild et al, 2004). 

 

The International Diabetes Federation (IDF) estimates that there are 285 

million people with diabetes worldwide in 2010, and the number will be 

438 million in the coming twenty years. 

Egypt currently stands at number 10 in the list of countries with the 

highest number of Diabetic cases. The Diabetic population in Egypt was 

estimated at 4,787 million in 2010 and it is projected to reach 8,615 

million by the year 2030 with Egypt ranking 9th in the IDF list (IDF, 2009). 

 

Diabetic retinopathy is microvascular complication of diabetes. It 

develops in nearly all persons with type 1 diabetes and in more than 77% 

of those type 2 who survive over 20 years with the disease. WHO has 

estimated that DR is responsible for 4.8% of the 37 million cases of 

blindness throughout the world (Resnikoff, 2004). 

 

Primary care in the community forms an integral part of health care in 

most countries and is the first level of contact for most people with 

diabetes. The family physician is responsible for increase health 
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awareness for diabetic patients about prevention and early detection of 

DR for proper management & follow-up (Ramaiya, 2006). 

 

Rationale: 

The WHO definition of screening in 1968 was the presumptive 

identification of unrecognized disease or defect by the application of 

tests, examinations or other procedures which can be applied rapidly 

(Wilson & Jungner, 1968). 

 

Applying this definition to DR demonstrates that it is a very suitable 

condition for screening; sight-threatening DR is an important public 

health problem (Kocur & Resnikoff, 2002; Kempen et al, 2004), the 

incidence of sight-threatening DR is becoming a great public health 

problem; IDF has predicted a worldwide increase in diabetes and DR (IDF, 

2009), sight-threatening DR has a recognizable latent stage (ETDRS, 

1991a; Stratton, 2001), laser treatment for sight-threatening DR is 

effective and agreed universally (ETDRS, 1987; DRSR, 1979), favorable 

long-term visual results have been reported (Chew et al, 2003), a suitable 

and reliable screening test is available for sight-threatening DR, and is 

acceptable to both health care professionals and to the public (Olson et 

al, 2003; Scanlon et al, 2003) and the costs of screening and effective 

treatment of sight–threatening DR balance economically in relation to 

total expenditure on health care, including the consequences of leaving 

the disease untreated (Javitt & Aiello; 1996; Williams et al, 2004). 
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Aim of the Work 

 

 Goal: 

Prevention and early detection of diabetic retinopathy in diabetic patients. 

 

 Objectives: 

1. To assess the awareness of diabetic patients about the screening for diabetic 

retinopathy. 

2. To identify the factors associated with the attendance and non attendance of 

patients for diabetic retinopathy screening.  
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Retinal Anatomy 

 

The retina is a translucent tissue lining the inside posterior 2/3 of the eye, 

extending from the macula to the ora serrata (Hogan et al, 1971). 

It is a highly specialized, neurosensory tissue that develops from an 

extension of the central nervous system during embryogenesis. Retinal 

tissue translates focused light energy into a complex series of electrical 

impulses transmitted through the optic nerve, optic chiasma and visual 

tracts to the occipital cortex, resulting in the perception of vision 

(Douglas et al, 2005). 

 

Retina is attached firmly at the disc and ora and is contiguous with the 

axons of the optic nerve and the non-pigmented epithelium of the pars 

plana (Figure A). Externally, there exist weak attachments to the retinal 

pigment epithelium (RPE) via interdigitation between the RPE cells and 

photoreceptor outer segments. There are firm internal attachments to 

the vitreous at the optic nerve, macula, retinal vessels and vitreous base 

(Michael et al, 2010). 

The optic nerve is a key landmark that is important for the examining 

physician to identify during ophthalmoscopy. The optic nerve lies just 

nasal to the fovea. The optic nerve is approximately 1.5 to 1.9 mm in 

diameter and a retinal vein on the surface of the nerve is approximately 

125 mm in diameter. The arteries appear thinner and more orange-red, 

whereas the veins are larger and more crimson (Douglas et al, 2005). 



Chapter 1                                                                                                 Retinal anatomy  
 

 
5 

 

 

Figure A: The retina (yellow in cross section) emanating from the optic nerve at the 

right, lining the inside surface of the choroid (red and blue), and terminating at the 

ora serrata (Michael et al, 2010). 

 

 

 

Figure B: Normal fundus, cup-to-disc ratio of 0.1, normal arterial-to-venous diameter 

ratio of 7:10 (Douglas et al, 2005). 

 

The normal ratio of arterial to venous diameter (A:V ratio) is 

approximately 7:10 or 8:10 (i.e., the retinal artery diameter is 70% to 80% 

of the apparent diameter of the adjacent vein) (Figure B). The A: V ratio is 

best judged by comparing vessel calibers after the initial branch point. As 


