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The Diabetes Epidemic: Need for a systematic
response

Can diabetes be prevented? The multicentre HOPE trial' and PLA General Hospital
trial from Beijing? have shown that diabetes can be prevented, albeit using
pharmacological agents. The Diabetes Prevention Program trial in the USA and the
Diabetes Prevention Study in Finland will help to ascertain if intensive lifestyle
interventions could prevent the onset of diabetes in people with impaired glucose
tolerance.

In this issue of the Journal, Raman Kutty et al. elucidate the warning signs of an
epidemic of diabetes mellitus.' The prevalence of diabetes exhibits a remarkable
gradation from the coastal through the highland, midland and urban areas of Kerala.
Ownership of or access to items such as a refrigerator, cooking gas, telephone or
private vehicle correlate with an increased prevalence of diabetes. The authors regard
these as proxies for the phenomenon of urbanization. Urbanization may cause
changes in lifestyle and may at least in part be a marker of increasing consumption
of fat and risk of obesity observed in developing countries.t-' The authors show that
the prevalence of obesity also increases with urbanization,

It should be emphasized that the authors' estimation of the prevalence of diabetes
mellitus and glucose intolerance was likely to be conservative. Capillary blood
glucose measured by portable glucose meters are well known to give lower values
than plasma glucose measured using the standard glucose oxidase method." Therefore,
a significant number of individuals with impaired glucose tolerance were not
detected in this study, This, at least in part, also explains why the authors report a low
prevalence of impaired glucose tolerance and impaired fasting glucose. It is also
possible that the authors missed subjects with an isolated impairment of 2-hour oral
glucose tolerance. It is conceivable that the disease burden of abnormal glucose
tolerance is higher than that reported by Raman Kutty et al.'

A major barrier to appropriate diabetes management faced by the public health
system is that of undiagnosed diabetes. It is interesting that of the individuals
identified as diabetic in the survey by Raman Kutty et al., 75% already knew about
their diagnosis. This could partly be explained by the missed diagnosis in some of the
subjects with borderline glucose concentration, as discussed above, On the other
hand, since the survey included only those individuals who were already diagnosed
and on medication, the number of people with knowledge of their diabetes was not
an overestimate. The authors praise the health awareness and health system
accessibility in the state of Kerala, and rightly so. The NHANES III report on the
prevalence of diabetes? in the USA indicates that just about half of the individuals
identified as diabetic had already been diagnosed, As public health proponents we
should not only congratulate Kerala for this distinct achievement, but also find out
what is so unique about its health care system that helps in the early diagnosis of
diabetes.

Other regions and countries in the developing world may not be as successful in
identifying people with diabetes mellitus. To facilitate the early diagnosis of diabetes,
the American Diabetes Association has changed its diagnostic criteria." A fasting
plasma glucose concentration of 126 mg/dl or higher is now considered sufficient to
diagnose diabetes for clinical purposes, if confirmed by abnormal plasma glucose
concentration on a subsequent day. This has triggered a debate on the effect of the new
criteria on the apparent prevalence of diabetes. However, in Raman Kutty et al. 's
study the prevalence of diabetes is comparable, whether one uses the World Health
Organization or the American Diabetes Association criteria, Since testing for
fasting plasma glucose is easier and faster to perform, more convenient and
acceptable to patients, more reproducible and less expensive, it would help make a
timely diagnosis, allowing prevention of the morbidity and mortality associated with
this disease. 8
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Even if a person is diagnosed as having diabetes, health care services are not
necessaril y accessible and a major proportion of the affected population in developing
countries is unable to utilize these services. Goenka et al.9 studied the factors
impeding the care of diabetics in urban Delhi and described lacunae in the
understanding ofthe disease process by physicians, as well as a total lack of organized
diabetes care. Increasing accessibility and utilization of diabetes. care services will be
the first step towards appropriate care for diabetics.

Nowhere in the world can the majority of people pay for the management of
chronic diseases and related complications out of pocket. There are several questions
that we, as public health advocates, need to ask. It is estimated that the private health
sector caters to 75% ofIndia's population. 10 Why do economically less well-off people
prefer to pay a private practitioner rather than attend apparently less expensive
clinics set up by governmental and non-governmental agencies? Are these really less
expensive? If the majority of people with diabetes seek care at private health facilities,
how can we improve the accessibility and utilization of these clinics? How good are
the standards of care in the governmental and non-governmental clinics, as well as
in private health facilities? How can these be improved?

Proper management of diabetes needs improved quality of care. Mehrotra et al.
in this issue" have highlighted the urgent need for creating greater public awareness
of diabetes self-care. It is often assumed that the lack of formal education is the cause
of poor diabetes-related knowledge. Mehrotra et al. found that even graduates and
postgraduates need to be educated. It is important that less than a quarter of people
in this category were aware of the need for lipid monitoring and only a third were
aware of the need for regular eye examination.

In order to perform such a study the investigators have to start with what they
believe is the standard of knowledge against which their study subjects should be
tested. Mehrotra et al. have used such a standardized pretested and precoded
questionnaire. Several issues of monitoring will remain debatable; the question as to
when and if the postprandial glucose should be measured is yet to be resolved. The
fact, however, remains that there is a real gap between the necessary and actual
knowledge of diabetes care. This also raises the issue of consensus among physicians
with regard to the standards of care for diabetics. It is mandatory that the medical
community comprising physicians, nurse educators and dieticians develop a consensus
on the minimum standards for the management of diabetes.

Management of diabetes is more than mere control of blood glucose. Haffner et
al. demonstrated that cardiovascular events as well as mortality in people with type
2 diabetes without a past history of a coronary event are comparable to those in non-
diabetic subjects with a prior myocardial infarction. 12 This highlights the importance
of overall risk reduction. However, Mehrotra et al. in their survey did not ask about
the importance of diagnosis and treatment of high blood pressure in the management
of diabetes. Control of high blood pressure in type 2 diabetes mellitus reduces
mortality, as well as the incidence of macrovascular and microvascular disease. 13

While control of blood glucose reduces microvascular disease, its effect on
macro vascular disease is still debatable. 14 Endocrinologists argue that in the UKPDS
trial blood pressure in the tight control group was so much better controlled than
blood glucose in the intensive group that it is not surprising that the effect of glucose
control was not as apparent. Nonetheless, the holistic management of diabetes needs
to be preached as well as practised.

The UNICEF charter states that, 'The day will come when nations will be judged
not by their military or economic strength, nor by the splendour of their capital cities
and public buildings, but by the well-being of their peoples: by their levels of health,
nutrition and education .. .' 15 If we indeed want to strive for better health for our
people, we need to organize primordial through tertiary prevention.
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