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Mini Review

Treatment for Diabetes and Mental Health

Carol Greent

ABSTRACT

Diabetes is widely acknowledged to be a mentally taxing chronic condition, not the least because it necessitates constant behavioural self-
regulation. Diabetes self-management is persistent and goes beyond attempting to maintain normal glucose levels. Living with a chronic
condition entails "three lines of work," according to sociologists Corbin and Strauss: illness work, daily life work, and biographical work. In
fact, the person with diabetes must perform numerous adaptation tasks in addition to monitoring their blood sugar, including interacting
with the medical system, managing stress, maintaining emotional stability, adjusting to physical constraints, and maintaining their role
functioning. Others, even professionals whose focus is frequently on "the numbers" rather than the person, are usually unaware of most
of that work. Although the vast majority of people. A third of diabetics experience clinically significant emotional distress at some point,
ranging from 'normal’ adjustment issues to more pervasive psychological issues like anxiety, depression, and eating disorders. Although
most people with diabetes learn to adapt over time and lead productive lives, some individuals do experience emotional distress. Clinical
depression is two times more likely to occur in patients with type 1 and type 2 diabetes than in the general population, where the point
prevalence is between 5 and 7%, according to epidemiological study. There are still many unanswered questions regarding the cause of
depression in diabetes, but other chronic medical diseases have also been reported to have greater rates of depression, supporting the
"hardship" idea. This hypothesis states thatPeople with chronic medical conditions tend to have poor mental health, which is mostly caused
by the emotional and financial strain of having a sickness. Alternately, common biological processes (such as inflammation) may be involved.
Irrespective of etiology, common mental health disorders such as anxiety and depression, can be effectively treated, although effects
on glycemic outcomes are modest. There is general agreement that health care practitioners have a duty to monitor and attend to the
emotional needs of individuals with diabetes. However, a sizable amount of severe psychological anguish goes undetected and untreated.
We shouldn't be surprised by this result considering how little time diabetic doctors have in crowded clinics. While most patients do want to
talk to their diabetes care provider about their emotional health, some patients may be reluctant to do so and instead prefer to talk to their
friends, family, or a professional outside of the diabetes clinic. Making mental health a central component of the "system" is necessary to
improve the identification and management of mental health in diabetes. Guidelines suggest routine psychological testing and observation
as part of employing standardised questionnaires, clinical practise.
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Introduction

The ADA Position Statement on Psychosocial
Care the first
appointment, at regular intervals (for example,

suggests  screening during
three-monthly consultations), and whenever
there is a change in a patient's condition,
course of treatment, or situation in life [1]. It is
advised to include family members and carers in
the assessment. A clinical psychologist should
ideally be a part of the team in order to guide,
oversee, and help individuals who require it
with psychological care. We lack exact data, but
it would appear that these recommendations
are often not met in clinical practice, for a

number of reasons, mainly lack of time and
resources [2]. Moreover, not all professionals
feel comfortable discussing mental health
issues and are unsure what to do when patients
report serious emotionalemploying standardised
questionnaires, clinical practise [3]. The ADA
Care

suggests screening during the first appointment,

Position Statement on Psychosocial
at regular intervals (for example, three-monthly
consultations), and whenever there is a change
in a patient's condition, course of treatment, or
situation in life [4]. distress. It may be logistically
challenging and seen as disturbing regular clinical
practise to implement a psychological screening
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approach in busy clinics. Additionally, the time
required for mental health screenings is frequently
not compensated as part of routine medical care.
A clinical psychologist is also uncommon on
diabetes care teams, and recommending patients
to one can be challenging because many mental
health facilities have waiting lists and frequently
lack diabetes knowledge. Because of this, mental
health professionals may be reluctant to accept
individuals who"diabetic problems," then have
them come back. These obstacles are difficult
to overcome and necessitate organisational
improvements and adequate resources. Here,
I talk about how clinical practise needs to
change to focus on collaborative treatment,
where diabetes and mental health professionals
collaborate closely and mental health is an
essential component of continuous diabetes
management. | advise switching the emphasis
from screening to case-finding based on risk
stratification in this situation. Most patients
do not have a mental illness; instead, they
struggle with "normal" coping issues that may
be managed with well-being monitoring and
"mild" psychological interventions. Evidence-
based e-mental health interventions should be
employed to expand access to psychological care
at reasonably priced rates given the constantly
increasing population of persons with diabetes
and the limited resources available. Disorders
and problems.

We can infer from symptomatology and degree
of impairment that the majority of mental health
issues experienced by people with diabetes are
mild or subclinical and do not match DSM
or ICD diagnostic criteria for a psychiatric
illness. However, minor issues are clinically
important since they can impede optimal
diabetes management and develop into more
severe illnesses. They do not, however, require
mental care. About one-third of persons with
type 1 and type 2 diabetes experience coping or
adjustment issues, also known as diabetes-related
distress or just diabetes misery [5]. Patients
with diabetes may experience discomfort at
any time, but it is most likely to appear after a
catastrophic episode, such as DKA or sfollowing
a hypoglycemic episode and when dealing with
diabetic complications. It is crucial to recognise
that diabetes discomfort is a psychological
reaction to the challenges of having diabetes
rather than being inherently maladaptive.
However, persistently  elevated  diabetes
distress is a risk factor for diabetes burnout,
decreased patient engagement, and recurrently

Evidence-
based self-management support programmes,

unsatisfactory ~ glycemic  results.
psychoeducation, and peer support, according
to research, can all significantly reduce suffering.
Diabetes distress can be accurately assessed using
validated questionnaires, such as the Problem
Areas In Diabetes (PAID) or Diabetes Misery
Scale (DDS), while depression screening tools
like the CES-D or PHQ-9 do not capture
diabetes distress. These self-report assessments
aid in identifying a person's sources of stress that
are particular to their diabetes. providing norm
information and a cut-off to distinguish between
mild, moderate, and high levels of distress.
Although more longitudinal studies are required
to better understand the various diabetes distress
trajectories, statistics indicate that, in patients
with high baseline distress, about one-third
continue to experience high distress over time
without additional care. Therefore, regular
monitoring of diabetes distress is encouraged
and complements regular diabetes consultations.
In conclusion, it's critical to distinguish between
issues (such as diabetes distress) and disorders
(mental illness). And while both deserve to be
addressed as part of ongoing diabetes care, they
require a differential approach, where much of
the support can be delivered by well-trained
diabetes professionals, both individually and
in groups. Clinical psychologists with diabetes
expertise can pproviding oversight to the care
teams. Referrals for professional mental health
care, either inside or outside the diabetic clinic,
are necessary for psychological illnesses.

Conclusion

The recommendation to periodically screen
all diabetic patients for mental health issues is
based on the ideas that 1) those with diabetes
are more likely to experience mental health
issues like depression, anxiety, and eating
disorders as a group, 2) that otherwise, mental
issues would go largely undetected, and 3) that
timely identification translates into effective
treatment for those in need, improving
prognosis and ultimately leading to better
health. Most frequently, screenings concentrate
on depression. Nevertheless, there is cause to
doubt the value of routine depression screening
in all diabetics, as the vast majority ofinclude
feminine gender, younger age, prior depressive
episodes, significant life events, a family
history of depression, and social deprivation
for the onset and chronicity of depression in
the general population. With regard to diabetes
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specifically, depression is known to be more
prevalent in those who have persistently
high HbAlc levels (despite receiving intense
care and support) and obvious diabetic
consequences. It can be useful to pre-identify
at-risk patients as part of the first clinical
examination so that follow-ups and care routes
can be tailored accordingly. We can assume
that between 10% and 20% of all patients fall
into the category of being at-risk and, if desired
and untreated, should be referred to a mental
health professional. The risk profile is crucial
for matching diabetes care and information
to the individual. person’s specific capacities
and needs to achieve best possible outcomes.
For example, taking into account comorbid
depression or an eating disorder can impact
the choice of medication, insulin regimen and
diabetes technology. With a psychologist on the
team, the psychological and self-management
implications of the mental health problems can
be reviewed and help inform shared decision-
making. The vast majority of patients will not
show to be at-risk for mental illness, and for
them periodic monitoring of wellbeing will
suffice. Of course, persons initially assessed
as being at low risk, can develop a (new)
mental disorder in due course, which may or
may not be related to the diabetes. It is thus
important to be alert to critical moments and
transitions, e.g. the onset of complicationsa
person's unique abilities and requirements to
provide the best results. For instance, selecting
the right medicine, insulin regimen, and
diabetes technology may depend on whether
concomitant depression or an eating disorder
are present. With a psychologist on the team,
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joint decision-making can be informed by
an assessment of the psychological and self-
management implications of the mental health
issues. Most individuals won't demonstrate
a high risk of mental disease, thus periodic
monitoring of their health will be sufficient for
them. Of course, individuals who were initially
considered to be at low risk may later develop
a (new) mental condition, which may or may
not be connected to the diabetes. It is crucial to
be aware of crucial events and changes, such as
the beginning of problems. Thus, it is neither
adequate nor appropriate to evaluate a person's
wellbeing by screening out despair or anxiety.
The examination of a person's perceived
quality of life across several life domains
and the elicitation of particular requirements
linked to coping with diabetes are the key
goals of monitoring wellbeing in people with
diabetes. The primary responsibilities of a
health care practitioner are to actively listen,
demonstrate empathy, and assist patients in
identifying ways for managing their diabetes
effectively while leading full lives. Simply
acknowledging someone's concerns can help
them feel understood and lessen their diabetes
misery. The WHO-5 Wellbeing Index (WHO-
5) is a brief, patient-friendly metric that can
help support the wellbeing dialogue and follow
improvements over time without the need to
administer a validated questionnaire time.
One particular benefit of adopting the WHO-
5 is that it signals potential depression when
the score falls below a cut-off, necessitating
diagnostic follow-up. Finally, standardised
evaluation of patient-reported outcomes
(PROs) in the context of value-based treatment
supports quality advancement.
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