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Screening out diabetes
The ADF cannot be complacent as obesity and type 2 diabetes becomes increasingly common 
among Australians

THE REVIEW ARTICLE by Obaid and Turtle in this issue of
ADF Health (see page 29) highlights the rapidly increasing
prevalence of type 2 diabetes in Australia,1 which has doubled
over the past 2 decades to involve 7% of the adult population.
Much of the disease burden of diabetes is hidden, as only half of
those affected are aware of it. In addition, for every person with
known diabetes there are four more with glucose intolerance
(prediabetes) associated with metabolic syndrome and a
markedly increased risk of developing diabetes and vascular
disease.

The ageing of our population will lead to “epidemics” not
only of diabetes, but also of other chronic disorders associated
with age, such as osteoporosis, osteoarthritis, cancer, dementia
and others. The diabetes and prediabetes threats are particularly
worrying, as they are developing in increasingly younger
individuals, presumably due to the increasing adiposity2 and
inactivity in the young. The AusDiab study3 reports that 0.3%
of Australians aged 25–34 have diabetes, increasing to 2.4%
from 35–44 years and 6.6% from 45–54 years. The
corresponding data for prediabetes are 5.4%, 11.7% and 17.2%,
respectively. The AusDiab study did not include 20–24 year-
olds, but regression of the data line suggests that the incidence
of prediabetes in this group might be 3%.

Significant implications exist for the Australian Defence
Force in regard to recruitment, retention, operational readiness
and health costs. It is inevitable that the health of the ADF
population will generally reflect that of the Australian
population, but the prevalence of diabetes is likely to be
somewhat lower because of weight and fitness standards at
entry and because of the Annual Health Assessment preventive
health program. A study in the US4 found that rates of diabetes
at a US Army medical clinic were a tenth of those that would be
expected based on the US Third National Health and Nutrition
Examination Survey (NHANES III)5 data, but another US
study found that the incidence was not reduced in the military.6

In the ADF, urine is tested for glucose at entry and at periodic
examinations, but only pilots routinely have fasting blood
glucose measurements. All other ADF personnel undergo
periodic medical examinations where specific testing is driven
by clinical indications. Fasting glucose measurement is
recommended for personnel with risk factors such as age over
40, body mass index over 30kg/m2, family history of diabetes,
or a history of gestational diabetes or giving birth to an infant

weighing over 4kg.7 Risk factors that should be added to this
list are waist–hip ratio �0.85 for women or � 1.00 for men,8

hypertension and Pacific Islander, Aboriginal and Torres Strait
Islander, Chinese or Indian ethnicity.1 The ADF is currently
reviewing policy and procedures regarding health promotion,
the frequency and content of periodic medical examinations
and their use as part of preparing personnel for deployment.

The use of targeted “case identification”, rather than
“screening”, of all ADF members is a cost-effective way of
identifying some of those with abnormalities of glucose
tolerance, but unfortunately will not identify all. There must be
a significant number of personnel with undiagnosed diabetes
and prediabetes. These members will have a substantially
increased risk of developing macrovascular and microvascular
disease that may not be recognised until well advanced.

It is a requirement that all ADF personnel, including non-
combatants, are fit for operational deployment to the equivalent
of a “bare base” with limited medical and evacuation capacity,
unusual/long hours, extreme physical exertion and stress, and
poor sanitation. Furthermore, in the event of actual armed
conflict or other emergency, it is possible that no medical or
evacuation capacity will exist for prolonged periods. While
individuals with mild diabetes controlled with diet and exercise
are likely to function reasonably well under these circumstances
(and may actually benefit from them), those dependent on oral
hypoglycaemic agents or insulin will have an unacceptable risk
of acute metabolic disturbance (eg, hypoglycaemia, hypergly-
caemia, acidosis) and are not suitable for deployment.
Furthermore, in this situation, personnel with known and
unknown diabetes will be at increased risk of other acute
medical problems, such as myocardial ischaemia and infection,
leading to loss of operational effectiveness.

Most individuals with diabetes function well in civilian life
and it is equitable and cost-effective to provide the medical,
allied-health, social and pharmaceutical resources to support
them in maintaining this function. However, in a relatively
small defence force such as the ADF, where all members must
be deployable, it is questionable military policy to apply “cost-
effective” civilian public health policy. A case exists to
minimise impact on operational effectiveness by identifying all
personnel with abnormalities of glucose tolerance. The only
way to do this would be to apply universal fasting glucose
screening (or preferably oral glucose tolerance testing) at
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enlistment and at periodic medicals.  Those with any
abnormality of glucose tolerance should not be enlisted.
Serving members should be given the opportunity (and
resources such as dietitians, exercise trainers, psychologists) to
reduce weight and increase metabolic fitness, which can result
in normalisation of glucose tolerance. Those who remain
glucose intolerant should probably be discharged unless a
command decision is made to retain them because their
expertise or experience is essential.

The type 2 diabetes “epidemic in the making” is largely
preventable by reversing trends to obesity and physical
inactivity. While this seems an impossible task in the general
population, it should be achievable in the ADF because of the
regimented nature of the military. The health promotion
programs already in place in the ADF need to be intensified,
along with detailed monitoring of the prevalence of diabetes
and prediabetes and the effectiveness of prevention programs.

Group Captain Geoffrey C Nicholson, PhD, FRACP, FRCP
Professor of Medicine and Head

The University of Melbourne, Department of Clinical and Biomedical Sciences.
Director, Department of Endocrinology and Diabetes, Barwon Health
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Being a good neighbour
Mr Malcom Baxter, FRACS
10 Davey Street, Frankston, Vic 3199.

TO THE EDITOR: I commend the sentiments expressed by
Lieutenant Commander Beran in his letter in the September
2003 issue of ADF Health.1

Might I point out, however, that the scheme of assistance to
our neighbours that he envisages already exists, albeit in the
civilian sphere rather than the military. Since 1996, the Pacific
Island Project, funded by AusAID but administered by the
Royal Australasian College of Surgeons, has sent teams of
specialists to 10 of our island neighbours.

Surgical teams have usually comprised a surgeon, anaesthet-
ist and scrub nurse, but non-surgeons have also been sent (eg,
diabetes specialists).

The College also administers the Tertiary Health Program to
Papua New Guinea and the East Timor Project, both with
similar charters. Our members usually make two-week visits
for consultation and treatment and are strictly volunteers,
although travel and accommodation expenses are paid by
AusAID. Beran’s comments about the necessity of providing an
educative service to local doctors is one that these projects
wholeheartedly support. Transferring skills to doctors, nurses
and paramedical staff is a central tenet of these programs.

The ADF may wish to set up a similar program, but I would
suggest that, rather than reinventing the wheel, it might be more
effective to join the existing effort. Multiple programs can cause
problems with such things as scheduling of operating theatres
and allocation of local resources.

I suspect that several readers of ADF Health have already
taken part in one of these programs and I commend all who are
interested in doing so. Details can be obtained from the Royal
Australasian College of Surgeons.2

1. Beran RG. Being a good neighbour [letter]. ADF Health 2003; 4: 96.
2. Royal Australasian College of Surgeons. What we do. International projects. Available at:

www.racs.edu.au/wedo/  (accessed Mar 2004).

Aspects of forensic responses to
the Bali bombing
Air Commodore Christopher Griffiths, AM, RFD, 
DPH(D), FICD
Oral Medicine/Oral Pathology Unit, Westmead Hospital, PO Box 533,
Wentworthville, NSW 2145.

TO THE EDITOR: The recent article in ADF Health on
forensic aspects of the Bali bombing investigation1 omitted an
acknowledgement of the ADF forensic dental team which
worked in Bali. I apologise for this oversight. The members
were:

Colonel Geoffrey Stacey RAADC
Lieutenant Commander Matthew Blenkin RAN
Squadron Leader Alex Forrest
Squadron Leader Alain Middleton

Without their efforts, the identification of many victims of the
bombing would have been impossible.

1. Griffiths C, Hilton J, Lain R. Aspects of forensic responses to the Bali
bombings. ADF Health 2003; 4: 50-55. ❏
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