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Discussion: Causes of Type 2 Diabetes: Old and New Understandings
Moderator: Ann Bullock M.D.
Summary 

As December ends, it signals the close of our discussion on the roots of the diabetes and obesity epidemics in Indian Country.  I want to thank all who participated, especially at this busy time of year--your comments were so thoughtful and heartfelt on a topic that affects us all so profoundly.  

To hopefully bring together some key points in this month's discussion, let me return to the initial case example of the 9 year-old with new onset diabetes and integrate the case with the International Diabetes Federation's (IDF) list of diabetes etiologies:

1) Genetics--with both parents and a sibling with diabetes, genetics undoubtedly played a role for this 9 year-old.  While genes are not (yet...) a modifiable risk factor directly, epigenetics is showing us that gene expression is indeed modified (both positively and

negatively) by changes in the environment.

2) Fetal Origins--our 9 year-old's mother had had her diabetes for 8 years when she became pregnant with her.  We know from Pima data how dramatically that raises the diabetes risk of offspring.  There is a lot we don't know yet here including whether tight glucose control during pregnancy reduces the child's future diabetes risk.  Worldwide, the fetal origins issue relates primarily to malnutrition during pregnancy--and we still see malnutrition in AI/AN communities, especially deficiencies in micronutrients from high calorie but poor quality foods related to poverty.

3) Lifestyle--a BMI of 33 suggests that lifestyle also played a role for our case patient.  This is the main area (diet/exercise) we focus on in our diabetes prevention programs.  This has been frustrating for many programs as they see a few people take this knowledge and do well, many more that do well for a time but then revert to old habits, and many others who never really engage at all.  When we talk about "empowerment" we are often thinking about those latter 2 groups--but it's the underlying reasons why people don't take care of themselves that we need to look at (see #4).  We can take hope, though, from studies that are showing that diabetes risk remains reduced after a period of improved weight and glucose disposal, even if people do return later to previous habits.

4) Stress--unfortunately for our young patient, her mother's tragic death was only one of many stresses for her.  It has been shown in the literature that a large stressor often precedes the frank onset of diabetes, as indeed happened here.  Coping with the ongoing family issues not only contributed to her diagnosis, but is a major impediment now to getting her diabetes under control.  Stress has been shown to negatively impact self-care behaviors as well as to elevate stress hormones which contribute to insulin resistance.  When we look at our patients' lives, we often see people who are coping with a tremendous amount of stress--its little wonder that giving up the very coping strategies which help them get through the day (overeating, smoking, "zoning out" in front of the TV, alcohol, etc) seems overwhelming to them.  Many who grew up in dysfunctional families never learned positive coping skills and have a high burden of adverse childhood experiences which affect them for a lifetime (see the recent IHS Primary Care Listserv Discussion on this topic).

Perhaps type 2 diabetes is a mirror of the complex, multifaceted creatures that we humans are.  For some patients, perhaps one or two of the IDF's etiologies explains their risk, but for many, like our 9 year-old girl, it's all four--perhaps we need different combinations of intervention approaches.  None of us thinks that just telling this 9 year-old how to eat right and be physically active will be effective when she is grieving her mother and trying to cope with significant family conflict.  Maslow's hierarchy of needs is a good model for seeing where our patients are at--or, as Dean Ornish has said; most people would rather get through the day than get through their lives.  

No matter what interventions we offer, we can benefit from the instructions to the DPP Lifestyle Coaches/Case Managers in their Manual of Operations:

"Central to the success of the intervention is the relationship between Case Manager and lifestyle participant."  

"Express support and acceptance for participants regardless of their progress toward study goals."

"Look for success and build on it, no matter how small or gradual."

And in the Script for Core Curriculum Sessions, lifestyle coaches tell participants:

"You can count on me to: 


...Stand by you during hard times...


...Always 'hang in there' for you and support and help you for all the years of the DPP."

Caring deeply about our patients and communities is something we do well in Indian Country--be assured that is itself an intervention! 

Thank you for allowing me to moderate this discussion and I wish you all a blessed and happy New Year!

Ann Bullock

Cherokee, NC

