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Summary
Background: Type 1 DM is a form of diabetes mellitus that results from autoimmune destruction of insulin- producing beta cells of the
pancreas, it is typically diagnosed in childhood, adolescence, or early adulthood. As a chronic disease, itis usually complicated with psychological
challenges, aschanges induced by the onset of type (1) DM may bedetected at the biological as well as emotional level. Guidelines recommend
that psychological screening should generally be a routine part of diabetes management.
Aim of the study: This study investigated the role of routine psychological screening in helping diabetes children to obtain better health related
quality of life and better compliance.
Methodology: It is a cross sectional study including 124diabetic children attending endocrinology clinic in National Institute of Diabetes from
March 2011 till March 2012. Full history taking and Mini International Neuropsychiatric Interview- Kid were carried after informed consent of
the caregiver.
Results: As regards mood disorders, 4 (3.2%) children had MDD, 8 (6.5%) children had Dysthimia, 4 (3.2%) experienced suicidal attempts and
no one had symptoms suggestive of hypomania. Regarding eating disorders, 12 (9.68%) children suffered from symptoms suggestive of anorexia.
statistically highly significant difference between males and females was found regarding age (p= 0.000) and illness duration.
Conclusion: The term diabetes complications should encompass psychological ill health seen in the young. Complication screening programs
should include a mental health component, potentially with screening from the point of diabetes diagnosis. The MINI- Kid has been widely used
to diagnose depression in community- based adolescents.
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Introduction:

Diabetes mellitus is a group of diseases characterized by high blood
glucose concentrations resulting fromdefects in insulin secretion, insulin action
or both.” The two main forms of diabetes are insulin- dependent diabetes
mellitus (IDDM) or type (1) diabetes and noninsulin- dependent or type (2)
diabetes.?) Diabetes mellitus type (1) is a form of diabetes mellitus that results
from autoimmune destruction of insulin- producing beta cells of the
pancreas.m Type (2) diabetes may account for 90% to 95% of all diagnosed
cases of diabetes.”

Type 1 DM is typically diagnosed in childhood, adolescence, or eatly
adulthood. Although the onset of type 1 DM often occurs early in life, 50% of
patients with new- onset type 1 DM are older than 20 years of age. It usually
starts in children aged 4 years or older, fairly abruptly, with the peak incidence
of onset at age (11- 13) years, coinciding with early adolescence and puberty"‘”

Environmental factors can influence expression of type (1). A study
showed that for identical twins, when one twin had type 1 diabetes, the other
twin only had type 1 30%- 50% of the time. Despite having exactly the same
genome, one twin had the disease, where the other did not; this suggests that
environmental factors, in addition to genetic factors, can influence disease
prevalence.(”

Symptoms at the time of the first clinical presentation can usually be traced
back several days to several weeks; however, beta cell destruction may have
started months, or even years, before the onset of clinical symptoms.
Symptoms of type 1 DM include polyuria and thirst,polyphagia with weight
loss, fatigue and weakness, muscle cramps, nocturnal enuresis, blurred vision,
gastrointestinal (GI) symptoms as Nausea, abdominal discomfort or pain, and
change in bowel movements and patients may maintain their normal weight or
exhibit wasting.‘é)

As a chronic disease, type 1 DM brings patients upagainst complicated
psychological challenges, aschanges induced by the onset of type (1) DM may
bedetected at the biological as well as emotional level.” The course of the
disease is consideredpsychosomatic, as it affects and is affected by thepatient’s
psychological functioning, social relationshipsand activities, professional life
and familyrelations and functioning. There is evidence thatlife events play an
important role in metabolic controlin insulin- dependent DM patients,(g’ There
are several negative emotions that emerge in achronic patient such as isolation,
dependence andemotional difficulties including anger, denial hopelessness, or
depression.”

Guidelines recommend that psychological screening should generally be a
routine part of diabetes management."” A psychologist or psychiatrist should
be considered part of the multidisciplinary team wherever possible.“”
Depression, anxiety disorders, dementia, schizophrenia, and bipolar disorder
(BD) occur more commonly in DM patients. DM may be involved in the
development of the first three conditions. The exact mechanism by which DM
may be linked to these conditions is not fully understood."?

There appears to be a bidirectional relationship between DM and
depression. About 7% of DM cases are thought to be attributed to

depression™®

, as Depression is associated with a 60% to 65% increased risk of
DM.™ The nature of depression in diabetes iscomplex; adverse life events,
severity of the medicalillness, genetic and personality factors, and
psychiatrichistory are all likely contributors to its occurrence."”

The prevalence of psychiatric disorders other thandepression in diabetes
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has not been extensively studied. There is evidence that anxiety disorders are
significantlymore common in this group, particularlygeneralized anxiety
disorder and simple phobia.“é) Some studies suggest that lifetime- and recent
prevalence rates of anxiety disorders may be just as or more common than
depressive disorders among individualswith DM."” In the study by Peyrot&
Rubin"”, their findings suggest that individuals with diabetes may suffer from
high anxiety levels as frequently as they do depression.

The mental health needs of young children often remain."® Given that
routine mental health screeningand intervention therapies are yet tobe
undertaken in diabetes clinics, thisquestion cannot be fully answered.
Twosalient points should be noted, however. First, self administered
questionnairetools are relatively inexpensive, and second,they can and, should
beused sequentially with other clinicaltools/interviews."”

Subjects And Methods:

The present study was carried out at the outpatient clinic in National
Institute of Diabetes Cairo- Egypt where we examined 400 patients of which
only 124 diabetic children fulfilled the inclusion criteria. The patient’s parents
signed written consent. The study lasted for one year, from March 2011 till 28
Feb. 2012. Every week, research candidate attended the clinic 2 days per week
and recruited children to the study regarding the inclusion and exclusion
criteria. Females represented 45.5% (56) of the study group while males
represented 54.8% (68) of the study group. After consent of the caregiver, All
children were subjected to: Full medical history with particular emphasis on:
Age, sex, Age of onset of diabetes, Duration of diabetes and Diabetes
complications if present. All children subjected to psychological screening
using Mini International Neuropsychiatric Interview- Kid (MINI_KID): a
structured interview for psychiatric evaluation and outcome- tracking in
clinical psychopharmacology trials and epidemiological studies.

Statistical Analysis:

Data were collected, revised, verified then edited on P. C, All the statistical
analyses were performed by Statistical Package for social, scientific science
study (SPSS version 16). The results of quantitative data are expressed as the
mean and standard deviation (mean * SD). The results of qualitative data are
expressed as number and percentage. Unpaired t- test was used to compare a
quantitative variable between two independent groups in parametric data.
Paired t- test was used to compare a quantitative variable between two
dependent groups in parametric data. Pearson correlation coefficient (r) was
used to correlate between many variable groups. Levels of statistical
significance were set as: P> 0.05: considered as non significant. P< 0.05:
considered as significant. P< .01: considered as highly significant.

Results:

As regard mood disorders, 4 (3.2%) children had major depressive
disorder, 8 (6.5%) children had Dysthimia, 4 (3.2%) experiences suicidal
attempts and no one had symptoms suggestive of hypomania. As regard
anxiety disorders, 4 (3.2%) children were affected, agoraphobia 8 (6.5%)
children were affected, separation anxiety 4 (3.2%) were affected and
adjustment disorders 8 (6.5%) were affected. Regarding possessive compulsive
disorder post traumatic disorder or generalized anxiety disorder no one had
suggestive symptoms. Regarding eating disorders, 12 (9.68%) children suffered
from symptoms suggestive of anorexia while no child had symptoms

suggestive of bulimia. (Table 1)



Childhood Studies Jul.2013

Table (1) psychiatric manifestations of the study group

N (%)
. . Yes 4 3.2%
Major Depression
No 120 96.8%
. Yes 4 3.2%
Suicide
No 120 96.8%
L Yes 8 6.5%
Dysthimia
No 116 93.5%
. Yes 4 3.2%
Panic
No 120 96.8%
. Yes 8 6.5%
Agarophobia
No 116 93.5%
S on Ani Yes 4 3.2%
eparation Anxiety
No 120 96.8%
X . Yes 4 3.2%
Social Phobia
No 120 96.8%
. Yes 8 6.5%
Adjustment
No 116 93.5%
. Yes 4 3.2%
Conduct Disorder
No 120 96.8%
. Yes 12 9.68%
Anorexia
No 112 90.32%

Table (2) shows a significant p value= 0.004 regarding dysthimia where
male mean=0.00 and females mean= 0.142. Highly significant p value

regarding school attendance= (.00 where males mean=0.235 and females

mean=0.00.
Table (2) Comparison between males and females regarding MINT- KiD total and sub- scores
Sex N Mean SD P Value
Males 68 0.29 0.45
Total Score 0.042
Females 56 0.57 0.91
Males 68 0.00 0.00
MD 0.044
Females 56 0.0714 0.25
Males 68 0.00 0.00
Suicide 0.044
Females 56 0.0714 0.25
. Males 68 0.00 0.00
Dysthima 0.004*
Females 56 0.142 0.35
Males 68 0.00 0.00
Panic 0.044
Females 56 0.714 0.25
. Males 68 0.00 0.00
Agarophobia 0.004*
Females 56 0.142 0.35
. Males 68 0.00 0.00
Sep Anxiety 0.044
Females 56 0.0714 0.25
Males 68 0.00 0.00
Social. Phobia 0.045
Females 56 0.0714 0.25
Males 68 0.0588 0.23
CD 0.044
Females 56 0.00 0.00
. Males 68 0.00 0.00
Anorexia 0.000%*
Females 56 0.342 0.227
. Males 68 0.00 0.00
Adjustement 0.004*
Females 56 0.142 0.35
Males 68 0.235 0.42
School Attendance 0.000%*
Females 56 0.00 0.00

*: Significant, **: Highly Significant
In our study, statistically highly significant difference between males and
females regarding age (p= 0.0001) and illness duration, otherwise no statistical
difference was found regarding fasting blood sugar, glycated Hb, postprandial
and diabetes complications. Also, highly significant higher prevalence of
dysthimia, agarophobia, anorexia and adjustment disorders were found in
females, while school attendance problems was highly significant higher in

males. Table (3)

A highly significant positive correlation between illness duration and age
and a highly significant negative correlation with total MINT Kid score were
detected. Also, MINI Kid total score was highly significant positively

correlated with FBS, PPS, illness duration and school attendance. table (3)
Table (3) Correlation between total MINI Kid score and descriptive data of the study group

HbAIC Pearson Correlation (R) Sig. (2- Tailed) (P)

Age 0.110 0.223

FBS 0.380 0.000%*

PPS 0.254 0.004**

DM Complications -0.108 0.223
Iliness Duration -0.247 0.006**
School Attendance 0.316 0.000%*

*: Significant, **: Highly Significant
Discussion:

Type (1) diabetes mellitus (T1D) is a chronic conditionwith a rising
incidence worldwide in developed as wellas in developing countries."” Being
both a chronic and a progressive disease, diabetesis a challenge for children,
adolescents and theirparents as they need special support to keep it

1.%Y The rate of depression among individuals diagnosed with DM

undercontro!
is estimated to betwo to four times the rate found in adults in the United States
who are not diagnosedwith DM.?" Anestimated 8.3% of individuals with DM
were also diagnosed with major depression and31% with clinically relevant
depression.™?

Mood disorders such as major depressivedisorder and dysthymia are
themost frequently reported diagnoses inyouth with type 1 diabetes, with a
cumulativeprobability of 27.5% by the 10thyear of type 1 diabetes duration.”
Incross- sectional studies, depression wasobserved in 10-26% of study samples
usingboth self®” and/or parent- report.””

It is important to note that depression may be under- diagnosedin children
with diabetesbecause of the overlap of symptoms suchas fatigue, weight loss,
and impairedmemory, which are common in bothmood disorder and poor
metabolic control.”® In addition, fluctuations inblood glucose levels such as
hypoglycemicepisodes and chronic hyperglycemiamay directly contribute to

alterations inbehavior and mood,m)

which, whiletransient, may be distressing
for bothchild and family. The presence of undiagnosed anxiety and depression
among persons with this condition is a cause of concern since these symptoms
hinder the initiation of treatment and allows frustration to build up in patients,
thereby contributing to poor clinical outcomes.””

The Mini International Neuropsychiatric Interview- Kid (MINI- Kid) is a
structured interview for psychiatric evaluationand outcome- tracking in clinical
psychopharmacologytrials ~ and  epidemiological  studies. It takes
approximatelyl5 minutes to complete. Its sensitivity was substantial
andspecificity was excellent. Inter- rater and test- retest kappas of MINI- Kid
were substantial to almost perfect for all the individualMINI- Kid disorders.””

The aim of the current study was to investigate the role of routine
psychological screening in helping diabetic children to obtain better health
related quality of life and better compliance. Many previous studies
investigated the psychological screening of children and adolescents.”* ¥V
Other studies investigated psychological screening of diabetic children.®**FAs
regard mood disorders, 4 (3.2%) children had MDD, § (6.5%) children had
Dythimia, 4 (3.2%) experiences suicidal attempts and no one had symptoms
suggestive of hypomania.

Many studies emphasize the fact of positive correlation between
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4,
439 Concurrence of these

endocrinological disorders and cognitive disorders.

two diseases is quite frequent, since depression in diabetic patients occurs more

often than in the general population and worsens the prognosis of diabetic
patients.“(’)

Similar to results of the current study Chung et al.®" found that children
were identified as positive if they had anypositive responses on the MINI- Kid
interview. There were24 children (3.6%) students diagnosed with major
depressive disorder and 22 (3.3%) diagnosed with dysthymia. However,
several reports in Mexico have shown that the prevalence of depression in
diabetic patients can be 48.3% and 63% (38; 39).F requently, a higher
prevalence of depression has been reported in developed countries®™.

As regard anxiety disorders, 4 (3.2%) children were affected, agarophobia
8 (6.5%) children were affected, separation anxiety 4 (3.2%) were affected and
adjustment disorders 8 (6.5%) were affected. Regarding OCD, PTSD or Gad
no one had symptoms suggestive. Among general population, anxiety exhibits
a frequency of 14.3% (40). These frequencies are similar to the rates observed
in study by Kessler et al High rates of anxiety (9- 19%) have been reported
in type 1 diabetic samples.m)

Conclusion:

In conclusion, a key element in the proactive approachto diabetes
management is complicationsscreening. Mental health issues appearto be
prognostic of maladaptive lifestylepractices, long- term problems with
diabetescontrol, and earlier than expectedonset of complications. Therefore
mental healthshould be given equivalence to and perhapsprecedence over,
other complication screenings used in diabetes clinics. Routinescreening for
behavioral disturbanceshould begin in children at the time ofdiabetes
diagnosis, with further assessmentof parental mental health and family
functioning for at risk children. Interventionscan then be targeted based on
thespecific needs of individual children andfamilies. In addition, physicians
shouldbe alert to the possibility of cognitivechanges and learning difficulties in
childrenwith diabetes and request assessmentearly to minimize any
negativeeffects on academic progress.

Recommendations:

Routine psychological screening in children with type 1 diabetes is
recommended.
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