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ABSTRACT

Diabetes management is a complex process influenced by various behavioral factors, which are crucial for developing effective 
interventions that promote optimal disease management and improve patient outcomes. This article explores the diverse 
behavioral manifestations associated with diabetes, shedding light on the psychological, physiological, and societal factors 
that underpin this complex interplay. Utilizing the mnemonics "DIABETES" and "DISTORTION", we interpret the behavioral 
dimensions of diabetes, emphasizing the need for holistic approaches addressing both physical and mental health. Our 
exploration reveals that diabetic behavior is shaped by a range of factors, including depression, impulsivity, anxiety, binge 
eating, emotional dysregulation, externalizing problems, somatic symptoms, sleep problems, substance abuse, denial, insulin 
stigma, suppression, taboo, oppositional behavior, resistance to therapy, template thinking, imitative behavior, oppression, 
and negativism. These factors interact and influence one another, resulting in a complex web of behavioral challenges that 
hinder effective diabetes management. By unravelling the underlying psychopathology and cognitive distortions that shape 
diabetic behavior, we can develop more personalized, holistic, and culturally sensitive approaches to diabetes care. The 
article highlights the need for integrated interventions that address the psychological, social, and cultural determinants of 
health, promote patient empowerment, and foster a proactive approach to diabetes management. Ultimately, this multifaceted 
exploration of diabetic behavior can inform the development of innovative strategies that improve health outcomes, enhance 
quality of life, and reduce the burden of diabetes on individuals and society.
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and outcomes1 (Fig. 1). This article explores the diverse 
behavioral manifestations associated with diabetes, 
shedding light on the psychological, physiological, 
and societal factors that underpin this complex 
interplay. Utilizing the mnemonics “DIABETES” 
and “DISTORTION”, the authors, hereby, have tried 
to interpret the behavioral dimensions of diabetes, 
emphasizing the need for holistic approaches addressing 
both physical and mental health.

DIABETES MNEMONIC

Depression, Delinquency, and Mood Disorder (D)

Mood disorders, including bipolar disorder, contribute 
to emotional dysregulation and instability. Depression, 
prevalent among individuals with diabetes, manifests 
as persistent sadness, hopelessness, worthlessness, dis­
interest in activities, along with multitude of somatic 
manifestations2. 

On the other hand, delinquency encompasses antisocial 
behavior marked by aggression, rule violation, and 

Management of diabetes is a complex process 
influenced by various behavioral factors. 
Understanding these factors is essential for 

developing effective interventions that promote optimal 
disease management and improve patient outcomes. 
The intricate relationship between diabetes and 
human behavior forms a multifaceted domain crucial 
to understanding disease pathobiology, management, 
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Figure 1. Intricate relationship between social, psychological, and behavioral factors leading to diabetes, and their interplay.

defiance. These psychological challenges compound the 
complexities of diabetes management, emphasizing the 
need for holistic approaches addressing both physical 
and mental health3.

Impulsivity and Conduct Disorder (I)

Impulsivity, characterized by hasty decision-making and 
disregard for consequences, poses significant challenges 
to diabetes self-care. Conduct disorder, typified by 
antisocial behaviors and rule-breaking conduct, further 
complicates adherence to treatment regimens and 
lifestyle modifications4. 

Understanding the underlying drivers of impulsivity 
and conduct disorder is crucial for developing targeted 
interventions promoting self-control and adaptive 
coping strategies in individuals with diabetes.

Anxiety, Anger, Decreased Attention and 
Concentration, and Hyperactivity (A)

Anxiety disorders, prevalent among individuals with 
diabetes, exacerbate stress, and metabolic dysfunction. 
Anger and irritability arise from the frustrations 
and limitations inherent in diabetes management, 
impacting emotional well-being and interpersonal 
relationships. Decreased attention and concentration 
impair cognitive function, hindering decision-making 
and self-care behavior. Hyperactivity disrupts daily 
routines, exacerbating difficulties in managing diabetes 
effectively5,6.

Binge Eating and Sugar Addiction (B)

Binge eating disorder, characterized by episodes of 
uncontrollable eating, contributes to dysregulated eating 
patterns and weight gain in individuals with diabetes. 
Sugar addiction, marked by cravings and compulsive 
consumption of sugary foods, poses challenges to 
glycemic control and dietary adherence. Addressing 
binge eating and sugar addiction requires strategies 
promoting mindful eating, moderation, and healthy 
coping mechanisms to mitigate their adverse effects on 
diabetes management7.

Emotional Dysregulation and Eating Disorders (E)

Emotional dysregulation, characterized by difficulties 
in managing and expressing emotions, heightens 
vulnerability to mood disturbances and maladaptive 
coping strategies in individuals with diabetes8. Eating 
disorders, such as anorexia nervosa and bulimia nervosa, 
exacerbate metabolic dysfunction and nutritional 
deficiencies, complicating glycemic control, and overall 
health9. Integrating psychological interventions into 
diabetes care is essential for addressing emotional 
dysregulation and eating disorders and promoting 
holistic well-being.

Temper Tantrums (T)

Temper tantrums, i.e., sudden outbursts of anger or 
frustration, are common responses to the challenges and 
limitations of diabetes management. These emotional 
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reactions may stem from feelings of injustice, perceived 
restrictions, or conflicts surrounding treatment regimens 
and lifestyle modifications5. Strategies for emotion 
regulation and conflict resolution are crucial for 
mitigating the impact of temper tantrums on diabetes 
self-care and interpersonal relationships.

Externalizing Problems (E)

Externalizing problems, characterized by outwardly 
directed behaviors such as aggression and defiance, 
pose significant barriers to effective diabetes manage­
ment. These behaviors may stem from underlying 
emotional, cognitive, or social factors and can 
interfere with treatment adherence and overall well-
being1-6. Addressing externalizing problems requires 
a comprehensive approach targeting underlying risk 
factors, promoting positive coping strategies, and 
developing social skills.

Somatic Symptoms, Sleep Problems, and 
Substance Abuse (S)

Somatic symptoms, including pain, fatigue, and gastro­
intestinal distress, are common complaints among indivi­
duals with diabetes and may worsen due to psychological 
or emotional factors—sleep problems, such as insomnia 
and sleep apnea, further compromise metabolic health 
and cardiovascular risk10. Substance abuse, including 
alcohol and illicit drugs, presents additional challenges 
to diabetes management, contributing to treatment 
nonadherence and poor health outcomes11.

DISTORTION MNEMONIC

Denial (D)

Denial emerges as a central theme in the behavioral 
repertoire of individuals with diabetes, reflecting a 
psychological defense mechanism characterized by 
refusal to accept the diagnosis and its implications5,12. 
From a cognitive perspective, denial may be driven 
by selective attention and memory biases, wherein 
individuals focus on information that aligns with 
their desired outcome (i.e., not having diabetes) while 
disregarding contradictory evidence. Metacognitive 
distortions, such as overconfidence in one’s ability 
to control the disease through lifestyle modifications 
alone, may perpetuate denial and hinder efforts to foster 
acceptance and engagement with diabetes management.

Insulin Stigma (I)

Insulin stigma refers to the negative attitudes and beliefs 
surrounding insulin therapy among individuals with 

diabetes, which may stem from misconceptions about 
its efficacy, safety, or perceived association with disease 
severity. This stigma can have profound implications 
for treatment adherence and self-care behavior, as 
individuals may resist or delay initiation of insulin 
therapy due to fear of social judgment, injection-related 
pain, or perceived failure to manage the disease through 
other means13,14. Addressing insulin stigma requires a 
multifaceted approach that includes patient education, 
destigmatization efforts, and psychosocial support to 
promote acceptance and adherence to insulin therapy.

Suppression (S)

Suppression of diabetes-related symptoms and emotions 
is a common coping mechanism among individuals 
with diabetes, characterized by efforts to conceal or 
minimize the impact of the disease on daily functioning 
and emotional well-being. This may manifest as 
avoidance of diabetes-related discussions or activities, 
reluctance to seek medical care, or downplaying the 
severity of symptoms to oneself and others. However, 
prolonged suppression of diabetes-related distress can 
have detrimental effects on mental health and disease 
management, highlighting the importance of addressing 
emotional needs and fostering open communication in 
diabetes care5,11,15.

Taboo (T)

Taboos surrounding diabetes, particularly in specific 
cultural or social contexts, may contribute to stigma, 
misinformation, and reluctance to seek appropriate 
medical care. Cultural beliefs about the causes and 
consequences of diabetes, as well as societal norms 
regarding body image, food, and health, can influence 
individual attitudes and behavior towards the disease. 
Addressing diabetes taboos requires culturally sensitive 
approaches that acknowledge and challenge prevailing 
beliefs, promote open dialogue, and empower indi­
viduals to make informed decisions about their 
health16,17.

Oppositional Behavior (O)

Oppositional behavior refers to resistance or defiance 
towards diabetes management recommendations, often 
stemming from a sense of frustration, ambivalence, 
or perceived loss of autonomy. This may manifest as 
noncompliance with medication regimens, dietary 
restrictions, or lifestyle modifications, as well as 
reluctance to engage in self-monitoring or follow-up 
care18-20. Understanding the underlying motivations 
and psychosocial factors driving oppositional behavior 
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is essential for tailoring interventions that address 
individual needs, preferences, and barriers to adherence.

Resistance to Therapy (R)

Resistance to therapy encompasses a spectrum of 
challenges related to treatment adherence, efficacy, and 
acceptability among individuals with diabetes. This may 
include reluctance to initiate or intensify medication 
regimens, concerns about side effects or long-term 
consequences, or dissatisfaction with the perceived 
impact of treatment on quality of life. Addressing resis­
tance to therapy requires a patient-centered approach 
that considers individual preferences, beliefs, and 
experiences, as well as ongoing monitoring and support 
to optimize treatment outcomes5,11,13,14,18-20.

Template Thinking (T)

Template or block thinking refers to rigid or inflexible 
cognitive patterns that limit problem-solving abilities 
and hinder adaptive coping strategies in diabetes 
management. This may manifest as black-and-white 
thinking, catastrophizing, or cognitive distortions that 
impair decision-making and self-regulation. Cognitive-
behavioral interventions aimed at challenging and 
modifying maladaptive thinking patterns can enhance 
resilience, self-efficacy, and coping skills in individuals 
with diabetes5,11,13,14,18-20.

Imitative Behavior (I)

Imitative behavior refers to the tendency to model or 
mimic the actions and beliefs of others, particularly in 
social or familial contexts. In the context of diabetes 
management, imitative behavior may influence treatment 
adherence, dietary habits, and lifestyle choices through 
social norms, peer pressure, or familial influences. 
Understanding the social determinants of health and 
interpersonal dynamics that shape imitative behavior 
is essential for developing targeted interventions that 
promote positive health behaviors and mitigate risk 
factors for diabetes complications5,11,13,14,18-20.

Oppression (O)

Oppression encompasses structural barriers, systemic 
inequalities, and social injustice that disproportionately 
affect individuals with diabetes, particularly those from 
marginalized or disadvantaged communities. This may 
include limited access to health care resources, economic 
disparities, discrimination in health care settings, or 
environmental factors that hinder healthy lifestyle 
choices21,22. Addressing oppression requires advocacy, 
policy change, and community-based initiatives  aimed 

at promoting health equity, social justice, and empower­
ment for individuals with diabetes.

Negativism (N)

Negativism refers to a pessimistic or defeatist attitude 
towards diabetes management, characterized by a sense of  
hopelessness, resignation, or fatalism regarding the 
ability to control the disease and prevent complications. 
This may manifest as passive acceptance of diabetes-
related symptoms or complications, reluctance to engage 
in self-care behavior or disengagement from health 
care services. Psychosocial interventions that enhance 
resilience, optimism, and self-management skills can 
mitigate negativism and foster a proactive approach to 
diabetes care23,24.

CONCLUSION

The exploration of diabetic behavior demands rigorous 
scientific inquiry that integrates insights from psycho­
logy, neuroscience, endocrinology, and public health. 
By unravelling the underlying psychopathology and 
cognitive distortions that shape diabetic behavior, we 
can pave the way for more personalized, holistic, and 
culturally sensitive approaches to diabetes care that 
prioritize patient empowerment, well-being, and health 
equity5,25,26.
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