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Introduction & Definition

Diabetes mellitus has been recognised centurig
agoe. Still it remains an enigma, Definitlon b
different authors wvary widely. The historic
description and naming of diabetes by Aretaeus a
Cappodicia s a disease "being melting down o
tlesh and limbs in urine™ and “lite being short, di
gusting and painful, thirst unquenchable and  daat
inovitable™" is wvalid for advanced dlabetes wil
complication only. Diabetes mellitus is 8 multifae
torial disease, presenting in different forms. As @
individual etiological machanism may exprass i
several clinlcal forms and a given clinical form m '
ows its origin to @ number of patheganic mechs
nism, controversies galore. However, a clear definl
tion is essential to avoid controversy. Considering
all aspects, WHQO expert Committee on diabetas
1880, has recommended the following lengthy de
finition : "Diabetes is a state of chronle iw;}ergw'
caemia which may result from many environmentil
and genetic factors often acting jointly. The majif
regula:mr of glucose concantration in the blood i
insulin, a hormone synthesized in and sccreted by
the B cells of the islets of Langerhans in the pan
creas. Hyperglycasmia may be due to alack of i|_'|'
sulin or to an excess of factors that oppose it
action. This imbalance leads to abnormalities of
carbohydrate, protein and lipid metabolism.
major effects of diabetes include charactaristip
symptoms. ketoacidosis, the progressive develop
ment of dissase of the capillaries of the kidney and
retina, damage of the peripheral nerves and exces
sive arteriosclerosis”.® The difference between
this and previous definition in 1966 is that ab:
normalities of protein and lipid meatabolism havi
been included.

Diabetic state may result from variety of genetit:
and environmental factors which change homeg:
stasis of insulin and its antagonistic hormones i
the body affecting carbohydrats, protein and fa
metahalism. Angiopathy is always assoclated with
diabeies but whather it is affect or cause of basie
changes, is still unknown, Clinical features van
widely from a markadly obese 1o a lean emaciatad
individual prassnting dramatically with Ketoacidosis
and coma or having ketosis as a terminal event with
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Jor without complications such as retinopathy,
“néphropathy, neuritis or ischeemic hearn disease.

Clagsification

- A classification needs to include all possible
forms and should be mutually exclusive, that is, not
1 ﬁW'a cage to occupy more than one class, though
Individuals might move from class to class or out
i 2 cotegory. As far as possible, sach class should
b etiologically homogenous and class terminology
uld be clinically descriptive.?, '* Classitication by
different authors is inadequate in these terms. The
gsification recommended by WHO expert Com-
il.tu in 1965 classified diabetes into potential,
t&nt (borderline), chemical and diabetes clinical
into. ]wanlle and adult onszet type. This has been
considered inadequate and incomplete. Use of the
torm “digbetes” invokes social, psychologic and
sconomic sanctions thatare unjustified in the light
ofthe lack of severity of glucese intolerance and
‘ﬂrmittanca to normal in latent, borderline and
‘chemical group. Differentiation between borderline
?an;l;;ﬂhamlcal diabete=z is indistinct. Some adults

.Iﬁaﬂu Juvenile type of diabetes.

:'WHQ axpert Committee in diabetes in 1980 has
?Mqhsi‘-ﬂed diabetes. This classification is based
mainly on recommendation of National Diabetes

Group of the National tnsmuta af HEaHh

onal members of the American Dizbetes
ociation, British  Diabetic  Association, the
alian Diabetes Society and the Europsan
ion for the study of diabetes.* However,

it is an interim classification as  present know-
ge has been considered inadaguate for correct
tication of diabetes. The classification is as
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I é.;li.ninal Clazsas

' "
- (i) Diabates Mallitus
i
— Insulin-dependent type—Type 1

— Non-insulin-dependent type—Type 2

{a) Non obese
{b) Obesa

— Other types including diabetes mallitus
associated with certain conditions and
syndromes (1) Pancreatic disease, (2)
disease of hormonal etiology, (3) Drug
or chamical induced condition, (4) Insulin
receptor abnormalitias, (B) Certain gene-
tic syndromes, (6) Miscellaneous.

i) fmpaired Glucose Tolerance

(a}) Non-obese

{b} Obese

(c) Impaired glucose tolerance assoclated
with certain conditions and syndromes.

~(ill) Gestational Diabetas

(h) Statistical Risk Classes

Subject with normal glucose tolerance but sub-
tantially increased risk of developing diabetes.

— Pravious abnarmality of glucose tolerance
Potential abnormality of glucose tolerance

Saervice Importance of this Classification

DGAFMS memoranda on disbetes mellitus publi-
shed after 1965 have been based on WHO expen
Committee report (1965) and experiances in armed
forces. So ths changes from previous classification
should be noted. Stigma of diabetes has been
avoided for cases grouped sarlier as pctantia! or
latsnt dighetes. These groups and remitted chemical
diabetes have been grouped as Statistical Risk Cases
who require preveniive measures to avoid break-
down to diabetes. Mew terms have been introduced
as Impaired Glucose Tolerance group and Gest-
ational Dlabeies Group as their progress and signi-
ficance is different. Clinical cases have been grouped
as per clinical features and treatment reguired.
Instead of infantile and maturity onset diabetes more
rational nomenclature as insulin-dependent and
non-insulin-dependent have been recommended.

This: classification is also more rational for
medical categorisation of armed forces personnel.
Statistical risk cases or Impaired Glucose Tolerance
cases must be observed. But their disability is
negligible and chance of incapacitation is much less
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than diabstes. This group should be Placed in higher 8 mmol/l and fasting wvalues

medical category than diabetes. Genetic factor is
presentin a large number of persons. At present
this group can be identifiad by (i) genetic markers
as HLA typing (DRW 3 &8 4) and Chiorpropamide
alcohol flushings?, (1)) abnormality of insulin in res-
rect of structure, lovel and secretion rate or antibody
against it, befere onset of hyperglycaemia #1015 17
many of this group do not braakdewn to clinical
diabetes or breskdown at old age enly.

Diagnestic Criteria

Estimation of hlood glucose level is the most
convenient, economic and reliabla single test for
diagnosis and treatment of diabetes, at present. This
has been accepted by all. Fields where controversies
remain are: (a) Cut off point—to sepHrate normal
and abnormal blood glucose lavel, (b) Choice of
provocation test—aos oral tlucose folerance tast
(OGTT)/Intravenous Glucose Tolerance test v
GTT)/GTT with'meal/Cortisone augmeanted GTT and
some others such wus Cafleine tolerance tast and
aminoacid tolerance test, (c) Selaction of sample
#nd collectiovn she of biood as whole hload vs
Plasma, vanous blood vs Capillary blood, (d) Method
ol estimation of glucoset ® * WA Ohionrs.
tion, that blond glucose level 'fs quite variable in
similar eonditions in tha same person, brings in
further difficulty for assessment of a case™ 1t 1%

Consequently, WHO expert Committee on
diabetes mellitus in 1980 has recommendsd diagno-
stic criteria with the following cautions: fa) that the
cut off points suggested may not be scceptable
universally, (b} the Pathological significance of the
substantial inter Population differencas observed in
the frei;uanc'g distribution of plasma glucose valuss
needs further investigation, (c) emphasis should bs
placed on local diagnostic valuss (d) many drugs,
diseases and states other than diabetes affect
glucose tolsrance ang {e) that in the case of indi-
vidual with values near limits, there may be infly-
enca of individual circumstancess,

The recommendations for diagriostic procedurs
and criteria are:

(a) If symptoms of diabetes are present. partorm
random or fasting blnod glucose messurements. In
adults random venouys Rlasma value of 11
{2.0 g/1) or more of lasting values of 8 mmolil (1.4

a/l) ot more are diagnostic. Randon values below
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mmol!l  ings and taboratory test results is essential, |t

helow 6 mm
(1.00/1) excluda the diagnosis.

(b) If results are cquivogal measure blo
alucose concentration 2 hrs after 768y of gluce
taken orally after an overnight fast; 2 hrs venn
plasma glucoss values of 11 mmol/1 (2.0g/1)
more are diagnostic of diabetss. Valuas bele
8 mmol/l (1.4 g/1) are normal and those in |l
range 8-11 mmol/l (1.4-2.0 g/l) are termed “impal
#d glucose tolerance’’. '

{c) In the abisance of symploms of dinbetes |
least one additional abnormal blond alucosa vl
is necded to confirm the clinical diagnosis (=g, o

hour post glucose value of 11 mmal/l (2.0 g/1)
fasting glucose value on & subsequent occasion),

Dingnostic values for oral glucose tolerance tef
(OGTT) under standard condition with 75g gluces
in 250-350 ml water for adults or 1.75 g/kg bo
weaight (max  75gm) for children, using specifg
enzymatic glucose HE8AY arg:

Diabates Venous Capillary Venous

meifitus Whola Whale Plasma
bloaod bloed

Fasting 7.0 mmol/l 7.0 mmolfl 8.0 mmol

1209/ 29 (1.8 gp)
andjor 2 hrs 10.0 mmol{l 11.0 mmolil 11.0 mmals

after (1.8 g/} (2.0 g/1) (2.0 g/l)
glucose load

Impaired Glucase Tolerance

Fasting 7.0 mmol/l 7.0 mmolfl 8.0 rnrr_ml.
{1.2 g/1) (1.2g/ (1.4 g/l) |
and 2 hrs.  7.0:10.0 B.0-11.0 8.0-11.9

after mmol/l mmaol/| mmol/]
glucose load (1.2-1.8g¢/1) (1.4-2.0 gil) (1.4 204

An individual shauld not be diagnosed to bog
case of diabates mellitus on single abnormal blog
glucose  lsvel, Rapeatod examination ot blag
glucose level must be done to confirm Chrong
hyperglycaemia. Other causes of hyperglycae i
must be eliminated. For correct diagnosis anf
assessment, judiciaus interpretation of clinical finh
be noted that Cortisana augmented GTT has ng
been recommunded. Diabetas mellitus can he cliag:



on fasting or random blood glucose level

GAFMS memorandum on diabstes mellitus
publication, classification and criteria  of
&t as recommended by WHO expert Commit

aqg._dtahatua mallitus, 1980 .have been rocom-
i, It must ba noted that armed forces per-
nel ara the heslthiest population of the country
Tiving balanced food and exercise. In armed forces,
“emphasis i on prevention of discase and
otbldity. Majority of subjocts diagnosed earlier
of dinbetes mellitus will fall in the category
Ampaired Glucose Tolerance’ in the present classi-
atlon, This group is of little importance 1o
tals or clinlcs which mainly deal with overt
betes, often with complications. Evaluation of

| asymiptomatic person for a strenucus mental,

| 15 work, having a borderline disability Is
liar to Armed Forces only, more for alrcraw. In
of diabetes, data from other countries are not

1o be fully applicable to our country as
influencing as genetic factors, diet, toxin and
als encountered are different, Natural history

Hoplcal diabetes is different. So, work in other
niries can only be of limited help and nota
for our country. We must have our own

ird and Armed Forces can take the lead.

y and Conclusions

Dibetes mellitus Is & multifactorial disease
el may present itselfl in several clinical and sub-
ms. Some of tham should not have the
diabetes. Classification and diagnostic
mmended by the Expert Committee on
mellitus 1980 are raticnal and accepiabls
hagomed Forces in India. Blood glucose level
ion undar standard conditions is the most
method for diagnosis of diabetes
A person should not ba diagnosed to be a
dinbetes mellitus unless he has persistently
glucose above recommended value and
uses of elevated blood glucose level have
juded. Individuals with Impaired Glucose
a.and Statistical Risk Group should be
ivelllance.
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