


Beginning in the mid 1990s, re-
searchers began noticing an alarm-
ing trend in the incidence of type 2 
diabetes in children and adoles-
cents.  A study examining new type 
2 diabetes admission rates for chil-
dren aged 0-18 years reported a 
44.4% (p<0.001) increase in disease 
incidence between 1996 and 2004 
(Figure 1).1 In addition, the Centers 

for Disease Control and Prevention 

type 2 diabetes have significantly 
higher rates of microabluminuria 
and hypertension (p<0.001) than 
patients with type 1 diabetes.3  Fur-
thermore,  diabetes complications 
such as retinopathy, peripheral neu-
ropathy, dyslipidemia, and auto-
nomic neuropathy have been noted 
in the adolescent patient population 
with type 2 diabetes.3,4,5  

The results of the above studies 
confirm the need for screening ado-

resistance or conditions associated 
with insulin resistance (e.g. hyper-
tension, dyslipidemia, acanthosis 
nigricans, or PCOS); or if there is a 
maternal history of diabetes or ges-
tational diabetes. Overweight is 
defined by the American Diabetes 
Association  (ADA) as a body mass 
index (BMI) greater than the 85th 
percentile for age and sex or for 
weight and height, or a weight 
greater than 120% of ideal for 
height.6 

If patients meet the above criteria 
for being at risk of developing type 
2 diabetes, then the recommenda-
tion is to begin screening at ten 
years of age or at the onset of pu-
berty and to screen patients every 
two years.6  According to the ADA, 
fasting plasma glucose (FPG) is the 
preferred diagnostic test in chil-
dren.6,7  FPG is preferred because it 
provides rapid results, is less expen-
sive and more convenient for pa-
tients, and the results more repro-
ducible than the 2-hour plasma glu-
cose due to less intra-patient varia-
tion.7  The criteria for a diagnosis of 
diabetes are listed in Table 1.6,8  In 
order to confirm a diagnosis of dia-
betes, the ADA recommends that a 
repeat FPG test be performed at a 
separate visit.7 

Type 2 diabetes is a serious health 
problem facing the United States 
today, affecting more than eighteen 
million people.8  The economic 
costs of the disease are overwhelm-
ing, as it is estimated that in 2006 
22.9 billion dollars were spent on 
direct medical costs related to dia-
betes complications.9  As trouble-
some as these statistics are, even 
more disturbing is the emerging 
trend of increasing incidence of 
type 2 diabetes in adolescents.  Not 
only are our children developing 
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Figure 1.  

Adapted from:  
Aylin P.Williams S. Bottle A.  Obesity and type 2 diabetes in children,  1996-7to 
2003-4. BMJ. 2005 Nov . 19;331(7526):1167.1 

(CDC) reported over 206,000 cases 
of type 2 diabetes in the United 
States among those younger than 
twenty, which is an estimated 
prevalence of 0.25%.2 

Even more alarming are recent 
studies which suggest increasing 
prevalence of diabetic complica-
tions in patients less than eighteen 
years of age.  A clinic-based study 
examining the prevalence of diabe-
tes complications in adolescents 
with type 2 compared with type 1 
diabetes concluded that youth with 

lescents at risk of developing type 2 
diabetes and disease associated 
complications. Current recommen-
dations are to screen only children 
and youth at increased risk for de-
veloping the disease. Criteria for 
screening adolescents include pa-
tients who are overweight and who 
have two of the following risk fac-
tors: a family history of type 2 dia-
betes in a first or second-degree 
relative; children who are Native 
American, African American, La-
tino, Asian American, or Pacific 
Islander; if there are signs of insulin 
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Table 1.                                     Criteria for a Diagnosis of Diabetes 

Symptoms of diabetes and a casual plasma glucose ≥ 200 mg/dl (11.1 mmol/l). 

                  Casual is defined as any time of day without regard to time since last meal. The 

                  classic symptoms of diabetes include polyuria, polydipsia, and unexplained 

                  weight loss. 
OR 

FPG ≥ 126 mg/dl (7.0 mmol/l). 

                  Fasting is defined as no caloric intake for at least 8 hours. 
OR 

2-h plasma glucose ≥ 200 mg/dl (11.1 mmol/l) during an oral glucose tolerance test (OGTT). 

                  The test should be performed as described by the World Health Organization 

                  (WHO), using a glucose load containing the equivalent of 75 grams of anhydrous 

                  glucose dissolved in water. 

this irreversible chronic disease, 
they are also suffering from the 
complications associated with it 
before they even reach adulthood.  
Early screening in children at risk 
of developing type 2 diabetes is 
essential.  Prevention of diabetes is 
ideal in our children,  when preven-
tion has failed early intervention to 
establish control is essential to de-
lay complications. 
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get the flu from the inactivated vac-
cine. 

Annual fall influenza vaccination 
campaigns for people with diabetes 
should include an assessment of the 
need for pneumococcal and Td/
Tdap vaccines.   

Because pnuemococcal disease has 
been shown to be a greater problem 
among Alaska Natives, the State of 
Alaska has adopted a more aggres-
sive pneumococcal vaccination pol-
icy.  The Alaska Division of Public 
Health recommends that all Alas-
kans who receive a pneumococcal 

vaccine should be revaccinated 
every six years.  Pneumococcal 
vaccine may be given at the same 
time as any other vaccine.   

Adults who have completed a pri-
mary tetanus series should receive a 
booster dose every 10 years.  Tdap 
or Td vaccine may be used.  Tdap 
should replace a singe dose of Td 
for adults aged <65 years who have 
not previously received a dose of 
Tdap.  Only Adacel® formulation 
of Tdap is licensed for use in adults.   

To ensure adequate supply of rou-
tine vaccinations recommended for 

adults with type 2 diabetes consider 
placing influenza vaccine order re-
quests early.  Additionally having 
extra Td/Tdap and pneumococcal 
vaccine on hand to offer patients 
will reduce the missed opportunities 
to vaccinate.  Vaccinating prevents 
unnecessary morbidity and mortal-
ity from vaccine preventable dis-
eases.  
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U.S. AMERICAN INDIAN AND ALASKA NATIVE POPULATION  
3.3 million  Number of American Indians and Alaska Natives in 2007  

 (according to the U.S. census)  
561  Number of Federally-recognized American Indian and Alaska Native Tribes 
DIABETES IN AMERICAN INDIANS AND ALASKA NATIVES 
16.3%  Percent of American Indian and Alaska Native adults who have diagnosed diabetes  

 (compared with 8.7% of non-Hispanic whites) 

1,758   Number of American Indian and Alaska Native youth under the age of 19 who have     
 diagnosed diabetes (2005) 

68%  Percent increase in diabetes from 1994 to 2004 in American Indian and Alaska Native 
 youth aged 15-19 years 

30%  Estimated percent of American Indians and Alaska Natives who have pre-diabetes 

2.2 times higher Likelihood of American Indians and Alaska Natives to have diabetes compared with 
 non-Hispanic whites 

58%  Increase in diabetes prevalence among American Indians and Alaska Natives aged 20–
 29 from 1990 to 1998, as compared with 9.1% in the U.S. general population 

3 times higher Death rate due to diabetes for American Indians and Alaska Natives compared with 
 the general U.S. population (2004) 

3.5 times higher Rate of diabetes-related kidney failure in American Indians and Alaska Natives com-
 pared with the general U.S. population (2004) 

18.5%  Percent reduction in new cases of kidney failure in American Indians  

  and Alaska Natives from 1999-2004 

3-4 times higher The risk for developing cardiovascular disease in American Indians and  

  Alaska Natives with diabetes compared with American Indians and  

  Alaska Natives without diabetes 
The Special Diabetes Program for Indians (SDPI) is responding by implementing the most far-reaching, inno-
vative program to address the growing diabetes epidemic in American Indians and Alaska Natives.   
The program has helped improve the health and quality of life of thousands of American Indians and Alaska 
Natives.    

Judy B. Thompson, PharmD, BCPS, CDE 
Alaska Area Diabetes Pharmacist 

4315 Diplomacy Drive 
Anchorage, AK  99508 

ALASKA AREA DIABETES 
TEAM 

Phone: 907-729-2164 
Fax: 907-729-2119 

E-mail: jbthompson@anmc.org 
Diabetes Office Phone:  907-729-1125 

Diabetes Clinic Appointments:  907-729-1500 

We’re on the Web 
www.anmc.org/services/diabetes 

Diabetes in American Indians  
and Alaska Natives:  Facts At-a-Glance  

Department of Health and Human Services Indian Health Service Division of Diabetes Treatment and Prevention 
 http://www.ihs.gov/medicalprograms/diabetes/  


