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ABSTRACT 

Background: During a neurophysiology lecture in a physiotherapy class, a 

philosophical statement “psychologist is a physiotherapist who specializes in 

physiological manipulation of the limbic system” was presented to students for 

reflection and the first response was “physiotherapy is not psychology” 

Objectives: The aim of this case report is to contribute to the evolving discussion 

regarding cultural competence and how psychological tool of ‘listening’ may be 

physiotherapeutic in diabetes rehabilitation  

Materials and methods: A case of new diabetes emergency is presented: client 

was unresponsive to drug and anxious to change medication as well as the staple meal. 

Intervention involved listening to the client, which led to (1) identification of psycho-

sociocultural stress as potential cause, and (2) successful further intervention by 

removing the feeling of pressures.  

Results: An important outcome that blood glucose level was non-responsive to drug 

got stabilised, client went back to work in the following week and remained stable 

during the one month follow-up. 

Conclusion: Theory is formulated – albeit a re-articulation of known idea that the 

limbic system is linked up to the hypothalamus-pituitary-adrenalin axis is in part 

possibly the basis of diabetes and unresponsiveness to drug. Overall, this article 

identifies that empathic listening is more than just a necessary communication skill, 

but also a physiotherapeutic regimen that involves manipulating the limbic system to 

stop release of e.g. glucocorticoids. On the corollary, not listening to a client is not 

only poor communication skill, but also a cause of pathophysiology that can cause 

disease and/or exacerbate existing diabetes.  

Keywords: diabetes management, cultural competence, empathy, listing skills, 

physiotherapy, psycho-social stress 
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INTRODUCTION 

Cultural competence in care giving refers to 

attitudes and behaviours of the carers 1, and it 

can also be defined as the level of correctness 

of translation of knowledge about individuals or 

groups of people into specific standards, which 

determines quality of service such as healthcare 
1-3. Cultural competence is an issue that has 

evolved and it is acknowledged to be as yet 

contextual 3. In the context of diabetes 

healthcare management, this includes 

consideration of sociocultural beliefs and 

lifestyle, especially nutritional as well as 

occupational practices. 

A lot is known regarding stress-induced 

hyperglycaemia and the need for holistic care 4-

8. This includes the fact that diabetes and mental 

disorders are closely associated and both 

influence each other in complex physiologies 9. 

Yet, assessment criteria and management 

strategies of diabetes emergency department 

seems articulated 10, but without recourse to 

physiotherapy. Further, the need to develop 

preventive interventions has been identified 11, 

but the development is yet in lieu. However, 

knowledge of how to develop the preventive 

interventions are suggested to be based on 

education to promote healthy interactions in 

families 12,13, and incorporation of innovative 

mental health services strategies including 

resilience framework and community 

collaboration 14. 

A critical review of the suggestions reveals two 

key themes – communication skills and 

emotion, which are fundamental physiatry and 

psychology. Although, what is missing in the 

suggestions is involvement of physiotherapist, 

it is known that the physiatric history 

incorporates not only the physiatrist's 

evaluation but those of other disciplines such as 

physiotherapy15. There is probably a role for 

physiotherapists in assessment and 

management of diabetes 16-18, but such a role is 

not clear in hospital emergency. 

Physiotherapists are involved in mental health 

and neuroscience and this includes mental 

healthcare by physical therapy;19 and evaluation 

and treatment of injury of the nervous system,20 

among others. 

Method – Case presentation 

Preamble 

Here is a case of 49 years old African male 

‘undiagnosed’ possibly post-traumatic stress 

disorder (PTSD) client. Prior to the diabetes 

scenario, the client has been uncomfortably the 

sole income earner for his family of eight plus 

mother-in-law. He suffered loss of investments 

and in 2015 had the emotional trauma that he 

described as “lost my precious son to cold hand 

of death”. He had also been diagnosed with 

diabetes and hypertension, which were not 

responding to medication. 

Client’s narrative  

First day: The client had been sick for the past 

3 weeks with malaria typhoid and his BP was 

170/110 mmHg and blood sugar was 189 

mg/%, but the client thought that with the help 

of God he was okay. He reported further that he 

was on drugs to control the BP and the blood 

sugar has come down to 140 mg/%. To worsen 

the situation government had not payed his 

salaries. 

Two days later: Much as he appreciated 

counselling and advice, he still expressed need 

of financial support at this critical moment. He 

reported that the previous night, he urinated ten 

times and in the morning, he was waving. He 

went to the hospital lab and behold the sugar 

level was 202 mg/%. He believed the reason 

could be that he had been eating eba (cassava) 

for the past weeks since he had no money to buy 

wheat option and to change his drugs. 

Intervention 

On first day: The client was counselled based 

on his illness and what he was going through 

and this counselling involved the wife and 

grown up children. 

On the second: Further family counselling was 

done and it was explained that switching from 

cassava to wheat meal is not a magic wand that 

will alleviate his illness. In particular:  
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 Client was led to understand the need 

to (1) avoid loneliness, except for 

relaxation; (2) go to his farm as a form 

of exercise and occupational therapy as 

opposed to obligation to alleviate 

financial pressures; and (3) identify 

accessible or affordable foods that are 

of medicinal value. 

 Wife was made to understand the 

impact of pressure and stress including 

how she can relieve some of the 

pressures and stresses. Empathy was 

purposely induced by asking her to 

imagine what she will do to survive as 

a single parent, if the husband were to 

pass away. 

Result – Outcome 

The client felt that although the financial need 

had not been solved, the feeling of pressures 

had been removed and that created the aura of 

relaxation and this was mainly from the new 

level of interaction within the family. The client 

was also advised to consume bitter leaf 

(Vernonia amygdalina), a traditional vegetable 

with antidiabetic properties 21-23, which is 

available and most often free. Plantain, a 

traditional food with antidiabetic properties 
24,25, was also identified as accessible and 

acceptable for the purpose of dietary changes. 

The client returned to work the following week 

and the blood glucose level is now stable and 

under control. The evidence to substantiate that 

this case study approach worked is that client 

has remained stable and has neither presented 

another crisis nor taken sick leave from work. 

Reflecting on the case: It is important to note 

the client’s anxiety. First, he had not been paid 

salary. The second thing to be mindful of was 

the client’s desire to change drugs, apparently 

because the drugs were not working and thirdly 

the client wanted to change his meal from 

cassava to wheat. 

Unknown to the client, studies indicate that 

glycaemic index of cassava and wheat meals 

are close. Therefore, there is no guarantee that 

the wheat option is the magic wand, because 

glycaemic index of the cassava meal may be 

lower depending on how it is processed or 

consumed 26,27, but the client was anxious to 

change diet. Further, neither the client, nor 

family members were aware that client’s past 

and continuing stressing out could have caused 

the disease and may be the reason of being 

unresponsive to drug. 

Discussion 

Pathophysiological basis of psycho-

sociocultural pressure complicating of 

diabetes  

This case report builds on the knowledge that 

health outcomes of diabetes management 

depends on a client’s bio-psycho-sociocultural 

characteristics as well as the carer’s content of 

care 28. PTSD can cause diabetes and 

cardiovascular accidents 29,30 and psychological 

problems such as depression are common in 

diabetes and this has been reported to have 

strong links with poor metabolic control and 

diabetic complication. Although screening 

tools are established there are problems with 

identifying patients with depression but when 

such individuals are referred for treatment, the 

outcomes have been successful 31. In terms of 

physiology, the mechanism of stress regulation 

by the limbic system has been articulated 32. 

Suffice to note that the physiological functions 

of the limbic system, which comprises 

amygdala and hippocampus, include the 

probability of both activating and inhibiting the 

hypothalamus-pituitary-adrenalin axis 

(HPAA). The hippocampus inhibits, the 

amygdala activates the HPAA and the degree of 

activation of glucocorticoid secretion by the 

amygdala is potentially proportional to the 

amygdala’s response to stressors such as social 

interactions 32. Thus, stressors cause the 

amygdala to activate the HPAA en route to 

hyperglycaemia. 

Thus, in the context of novel application of 

known idea, what is being highlighted here is a 

translation on how PTSD or persistent 

emotional stress can be effectively determined 

as a cause of pathophysiology in diabetes 
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emergency. In the case presented, it is 

imaginable that  

1. The client has been under financial 

stress  

2. The memories of lost investments and 

precious son constituted episodes of 

psychological trauma 

3. Episode of financial stress and unmet 

family or psycho-sociocultural 

pressure constitutes a PTSD episode.  

In the case presented, the PTSD arising from 

psycho-sociocultural pressure may have been 

unaccounted for, and gone undiagnosed 

clinically, but the pain-response of the limbic 

system perhaps activated the glucocorticoids’ 

release, which is exacerbate hyperglycemia 

thereby disrupt the otherwise managed 

physiology and thus make diabetes to manifest. 

Basis for cultural competence and 

physiotherapy in diabetes rehabilitation 

Communication is acknowledged as key in 

physiotherapy professional practice and it is 

recommended that physiotherapy pre-licensure 

as well as continuing professional development 

include opportunities to develop listening 

skills.33 apparently, requirements for licensure 

include cultural competence. 34 

This case report also builds on the knowledge 

that physiatrist history is the integration of the 

physiatrist's evaluation as well as those of other 

disciplines such as occupational and 

physiotherapists 15. At this juncture, it is 

probably pertinent to acknowledge that 

physiotherapy is inseparable or overlapping 

with psychology, especially by considering 

target of health benefits of regular exercise in 

the goals of physiotherapist and psychologist 35. 

In physiotherapy, exercise reduces anxiety, 

depression and negative mood. It is a 

therapeutic regimen that improves cognitive 

function and quality of life 34. Psychology uses 

structured exercise program to improve mood 

and promote wellbeing as well as promote self-

management of mental and physical health 

issues 36,37. Therefore, there is no disputing that 

PTSD as well as diabetes emergency is within 

the scope of physiotherapy. Indeed, 

physiotherapy involving massage has long been 

advanced in the context of massage therapy for 

children with various medical conditions 

including diabetes and this has been shown to 

reduce anxiety and stress hormone levels as 

well as improve clinical course38. 

The theory added here is that empathic listening 

by a physiotherapist is more than just cultural 

competence for hearing a client’s story to 

enable effective diagnosis. Rather, it is also 

physiotherapeutic regimen as vignetted in 

figure 1. With reference to the case presented, 

it is noteworthy that client lives with the past 

trauma of lost child and investments as well as 

ongoing anxiety of financial pressure. PTSD 

was not previously diagnosed, probably 

because African men are least likely to show 

symptoms 39, or due to barriers in seeking 

clinical help 40. Nevertheless, the client had 

been diagnosed with diabetes and drug plus 

nutritional prescriptions made without recourse 

to untold story of PTSD. Perhaps, attending the 

clinic in emergency situations would have made 

evaluation for mental health a secondary 

priority, but not during efforts to stabilize blood 

glucose level with trials of different drugs or 

staple food and laboratory monitoring. This is 

the time for allied healthcare professional to 

come in and consider other options such 

complementary medicine and 

ethnopharmacology. 
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 Figure 1:  Illustration of how stress can cause 

diabetes and mar treatment 

 

With reference to the case presented, it is highly 

unlikely to identify, without empathy and good 

listening skills, pain and/or PTSD vis-a-vis 

emotion as the cause of diabetes or non-

responsiveness to drug. Yet, the therapy that the 

client needed was probably only empathic 

listening that perhaps: 

1. Manipulate the limbic system, which 

in turn will stop triggering the release 

of glucocorticoids that are making the 

diabetes to ‘play up’. Then, instead of 

amygdala activating glucocorticoid 

release, the hippocampus will inhibit 

the release (Fig. 1).  

2. Identify the untold story of PTSD, 

which will then inform the need for 

psychological treatment that may 

include diversional therapy and family 

counselling. 

Nutrition in diabetes management 

While the emphasis in the case report is on 

cultural competence, empathic listening and 

physiotherapy, it is worth mentioning that 

virtually every disease entity is aggravated by 

life stresses 41, and that good relaxation as well 

as anti-oxidant nutrients are relieving. Indeed, 

so much is known about the anti-diabetic 

effects of antioxidants and relaxation 29,41-44 . It 

is therefore worthy to mention that the 

physiotherapist’s knowledge of traditional food 

of the client is pertinent to successful ‘patient 

education’ per se. Discussion of nutrition or 

ethnopharmacology is out of scope of this case 

report but it is important to note that cultural 

competence goes beyond communication skills 

and includes knowledge of a client’s cultural 

lifestyle as well as psycho-sociocultural values. 

Conclusion 
 

This article propagates on one hand that 

listening is more than a communication skill, 

but also a physiotherapeutic regimen that 

manipulates the limbic system physiology to 

stop triggering the release of glucocorticoids. 

On the other hand, not listening to a client is 

more than a poor communication skill, but also 

a cause of pathophysiology that could cause 

disease and/or exacerbate existing diabetes. 
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