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Editorial 

Socio-cultural aspects of diabetes care: Myths about diabetes in 

Qassim region, Saudi Arabia. 
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Diabetes mellitus is a current and growing 

worldwide concern.  It has a high and 

increasing prevalence, and is associated 

with high levels of morbidity and 

mortality.  This has led to the 

establishment of international 

organisations to approach the problems 

caused by diabetes and other chronic 

diseases. These are now acknowledged as 

one of the ‘top 6’ Global Risks by the 

World Economic Forum (1). A 2006 UN 

resolution (61/225) called on Member 

States to implement strategies to manage 

the diabetes problem (2). 

 

The prevalence of diabetes and high 

associated economic costs are a serious 

challenge to policy and planning in 

healthcare.  The costs include those 

relating to morbidity, employment, 

productivity, premature mortality and use 

of health services (3).  Studies such as the 

Diabetes Control and Complications Trial 

and The UK Prospective Diabetes Study 

have demonstrated that effective 

management can help prevent the 

disabling and costly complications of 

diabetes (4 - 6).  Despite, however, 

mobilisation of great efforts against the 

disease, target outcomes have not been 

met, internationally.  A Swedish survey, 

for example, reported in 2001 that only 34 

% of people with type 2 diabetes had good 

metabolic control (HbA1c < 6.5 %; 7).  

Grant et al (8) reported, in 2005, a 34 % 

attainment of HbA1c levels < 7 % in the 

USA, and a 2006 Australian study of 3, 

286 records of patients with diabetes 

showed approximately 48 % had HbA1c > 

7 % (9).  With evident difficulty meeting 

the ‘standardised’ (inter-)national targets, 

the vogue (in some countries/guidelines) 

has moved towards individualised care and 

outcome targets (e.g. 10).   Similarly, 

despite the co-ordination of management 

efforts from the highest international 

levels, it has been increasingly appreciated 

that strategies against global health 

problems should be locally targeted to be 

optimally effective – perhaps most 

conspicuously in the case of HIV 

management (e.g. 11, 12). 

 

In this trend, Sharaf et al (this volume; 13) 

have undertaken to determine the ‘myths 

and misconceptions’ surrounding diabetes 

in a region of Saudi Arabia (the country 

estimated to have the 3
rd

 highest 

prevalence of diabetes in the world; 14).  

Often, it is local health beliefs, trends in 

education and other socio-cultural 

dimensions that are considered the most 

variable aspects of a geographically 

widespread health issue, and thus these are 

considered relatively important issues 

when aiming to provide optimal 

individualised  (or at least relatively 

locally targeted) care.  Thus, studies such 

as those of Sharaf et al can provide the 

knowledge about these factors that allows 

healthcare professionals to in turn provide 

the necessary education and care for the 

successful treatment of the particular 

patient.  This is an increasingly important 

and relevant issue as medicine is practised 

in an ever more globalised environment. 

 

Although Sharaf et al do not establish the 

most predominant misconceptions, or 

those with greatest impact on health 

outcomes, nor establish that the 

‘misconceptions’ they identify are limited 

to the particular population or region 

studied, they do highlight some that may 
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be of relatively high relevance to this 

population.  For example, the 3
rd

 and 4
th

 

most frequently believed of the various 

investigated ‘myths’ were that ‘some types 

of dates do not increase sugar level’ and 

‘honey intake does not increase sugar 

level’, particularly relevant given that 

populations of the Gulf region consume 

relatively large amounts of dates and 

honey.  Islam recommends some special 

foods, including honey and dates.  It is 

believed that they can treat many diseases, 

and serving dates with coffee is a symbol 

of hospitality in this region. 

 

However, the most striking results of 

Sharaf et al – the 1
st
 and 2

nd
 most 

frequently believed ‘myths’ - are 

misconceptions that have been identified 

as common in other cultures and countries.  

The most common misconception reported 

was that ‘consuming sugar causes 

diabetes’.  As the authors note, Rai and 

Kishore (15) report similar findings from 

India, and an American Diabetes 

Association survey suggests that roughly 

32 % of US Americans believe the same 

(16).  The second most common myth 

identified in the Saudi study was that 

‘people with diabetes should avoid 

sweets’; again, this belief seems to be 

common among US Americans (16-17). 

Although perhaps we might forgive some 

of these ‘misconceptions’ as 

misunderstood responses to relatively 

generalised statements about diabetes, the 

various studies do probably suggest that 

education about diabetes is grossly 

suboptimal regardless of geography.  

Relatively poor outcomes of diabetes care 

have been associated with factors 

including ineffective education, 

misconceptions about the condition, lack 

of support, lack of patient involvement and 

inadequate knowledge (18, 19).  This want 

of education, and the suggested scale of 

misconception about the condition, is a 

public health disaster. 

 

We have recently systematically reviewed 

the management of type 2 diabetes in the 

states of The Co-operation Council for the 

Arab States of the Gulf, and our 

investigation revealed not a single 

(reported, audited) public health 

intervention.  Although the situation is less 

severe in some regions, these studies seem 

to demonstrate that, quite apart from a 

need for locally tailored, (culturally-

relevant education programmes, there is a 

need for cross-cultural education at the 

most basic levels.  Certainly, such 

education may be more successfully 

delivered if sensitive to local cultural 

issues, but we are so far unable to suggest 

that with regard to diabetes education, the 

most efficient way to achieve a reasonably 

enhanced understanding of the disease and 

its management would be to design 

specialised programmes for each of the 

regions requiring of intervention.  This, 

itself may be another myth. 

 

It is important that we are aware that we – 

as much as those we aim to de-mystify – 

are entangled in myths.  Myths are born of 

ignorance.  They fill the gaps our 

knowledge leaves.  We are reliant on 

studies such as those of Sharaf et al to 

demonstrate these gaps. 

------------------------------------------
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