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Prevalence of Insulin
Resistance Syndrome

in a Primary Health Care
Center in Kuwait

To theEditor:

Insulin Resistance Syndrome
(IRS), which represents a group of
atherogenic risk factors, the root
cause of whichisinsulinressance,
has caused much concern over the
past few years.

Asthe name implies, the mgor
abnormality in IRSisinsulinress
tance. Obvioudy there isimpared
responsiveness to endogenous and
exogenous insulin, leading to
hyperinsulinemia, which will lead
to the metaboalic abnormalities tha
characterize the syndrome. The
National Cholesterol Education
Program published itsthird report
(ATPIII) in 2001 and accordingly
the diagnosis of IRS based on the
existence of three or more of the
disorders that condtitute the syn-
drome (insulin res stance, hyperten-
son, low levels of high-density li-
poproteins choleserol (HDL-C),
high triglycerides(TG), and central
obesity).! Applying these criteria,
the syndrome will be found to be
highly prevaent in the general
population. The third report (ATP
[11) defined a low HDL as being
<40mg/d in maes and <50mg/dl
in females, while in the ATP 11,2

HDL-C was consdered low when
itslevel was <35mg/dl. It was also
highlighted inthe ATP111 tha even
borderline elevation of TG should
be treated.

People with IRS are at high risk
of cardiovascular events.® In an at-
tempt to sudy thishigh-risk condi-
tion, we carried out this study us-
ing the ATP111 criteriatodetect the
prevalence of this syndrome in a
primary health care center.

The study was conducted in
2002. Subjects were Kuwaiti indi-
viduals, ages 30-60 years. The
screening included measurements
of blood pressure andwaist circum-
ference, fasting plasma glucose
(FPG), fasting TG, and HDL-Cus-
ing the lipid analyzer Cholestech.

Waist circumference wascons d-
ered increased if it exceeded 40
inches in males and 35 inches in
femdes.*Low HDL-Cwasconsd-
ered when itslevel was <40mg/dl
in males and <50mg/dl in females.
High TG was consdered when its
level was>150mg/dl. Impairedfast-
ing glucose (IFG) was consdered
whenitslevel wasin the range of
6.1-6.9 mmol/L. Blood pressure
wasconsidered high if the mean of
threeconsecutive measurementsat
2 weeks apart was 2140/90mmHg
for nondiabetic subjects or >130/
80mmHg for diabetic patients?

There were 609 parti cipants,
39.4% maleand 60.6% female. The
diabetic patients comprised 12%
and the hypertensive patients
11.8%. Increased waist circumfa-
ence was seen in 57.5%. |IFG was
detectedin 13.6%, high TG and low
HDL-C were found in 46.5% and
56%, respectively. According tothe
ATPIII guidelines, the prevalence
rate of IRS among the participants
was 32.8%, while with ATP 1l
guidelines, the prevalence would
have been 18.1%. In our Sudy, the
prevalence of IRSwassignificantly
affected by the age group—it was
26% in the ages 3040 and 34.4%
in the ages >40-60.

Because the root causes of this
syndrome are improper nutrition
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and inadequate physical adivity, it
is recommended that a healthy
lifestyle be adopted, including
weight control and increasing
physical fitness. Despite the avail-
ability of many medicationsthat can
control hypertension, blood sugar,
and lipids® low HDL-C remains a
problem sincethereis no effective
drug tregment to elevate this pro-
tective form of cholesterol to the
safe levels. That is why we think
that the ATP 111 guidelines will
makethe | RS eas er to diagnose but
somewhat harder to manage.

In conclusion, IRS is highly
prevalent among the Kuwaiti indi-
viduals attending our primary
health care center. General practi-
tione's nead to havethe skills nec-
essary toproperly identify and man-
age this high-risk condition.
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Editor’s Note: Teaching communication skillsto learnersis an important responsibility of office-based
teachers. In this month’'s column, John F. Clabby, PhD, and Robert O’ Connor, MD, of UMDNJRobert
Wood Johnson Medical Schoal describe how to teach mirroring techniques, which learners can easily

use to build rapport with patients.

I welcome your comments about this feature, which is also published on the STFM Web dte at
www.stfm.org. | also encourage all predoctoral directorsto make copiesof thisfeature anddistribute it
to their preceptors (with the appropriate Family Medicine citation). Send your submissions
to williamh@bcm.tmc.edu. William Huang, MD, Baylor College of Medidne, Department of Family
and Community Medicine 3701 Kirby, Suite 600, Houston, TX 77098-3915. 713-798-6271. Fax: 713
798-7789. Submissionsshould beno longer than 3—4 double-spaced pages. References can beused
but are not required. Count each table or figure as one page of text.

Teaching Learners to Use Mirroring: Rapport
Lessons From Neurolinguistic Programming

John Clabby, PhD; Robert O'Connor, MD

Thereisarenewedemphasisonthe
needto teach and assesscommuni-
cation kills. The Association of
American Medical Colleges en-
couragesboth medical schoolsand
resdenciesto include communica-
tion sillsin their curricula®? In
addition, the Federation of State
M edical Boards, the National Board
of Medical Examiners, andthe Edu-
cational Commisson for Foreign
Medical Graduates have collabo-
rated to develop the US Medical
Licensing Examination-Step 2
Clinical Skills, which includes an
assessment of sudents ability to
establish rapport and communicate
with patients®** In the Kalamazoo

(Fam Med 2004;36(8):541-3.)

From the Department of Family Medicine,
UMDNJ Robert Wood Johnson Medical School.

Consensus statement, paticipants
in the Bayer-Fetzer Conference on
Communicationin Medical Educa-
tionconcludedthat “ astrong, thera-
peutic, andeffectivereldionship is
the sne qua non of phydcian-pa
tient communication.”

An important aspect of develop-
ing therapeutic relationships with
patientsis the building of rapport.
Teaching learners to build rapport
presents a number of challenges.
Oneisthat thereis not aclear con-
sensusonwhat congtitutespositive
rapport building. In one study, fac-
ulty examined the same videotape
segment of a rapport-building ex-
changeand haddivergent observa-
tions of the quality of the rapport
building, ranging from positive to
inadeguate and even negaive! A
secondchallengeisthat faculty are
not consigent in evaluating a
learner’s rapport-building skills
across an encounter. In this same

study, 72% of thefaculty identified
specific rgpport skillsdemonstrated
in the early phase of the interview,
but only 25% were ableto identify
those same rapport-building skills
later inthesame interview.
Neurolinguistic programming
(NLP) offersamirroring approach
that office-based teachers can use
to teach learners how to build rap-
port with their patients. Neuro-
linguistic programming resulted
from John Grinder and Richard
Bandler’sdetail ed observationsand
analyss of the words, vaice tone,
and body language used by expert
thergpists to establish rapport and
effect changesin others. These ex-
pert therapists included Milton
Erickson, ahypnotherapist and psy-
chiatrigt; Fritz Perls, apsychothera-
pist; Virginia Satir, a family thera-
pist; and Gregory Bateson, an an-
thropologist and socia psycholo-
gist.°In their observations, Grinder



