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Diabetes mellitus (DM) is a serious health problem with high—
and increasing—prevalence and incidence around the world. 
Africa, with a considerable communicable disease burden, is not 
exempt and is facing greater DM risk due to rapid demographic, 
sociocultural, economic and nutritional changes. According to 
the International Diabetes Federation, Africa will experience the 
largest jump in DM prevalence (143%) of all regions over the next 
25 years.[1,2]

As a member of the Cuban medical team working in Luanda, 
Angola, I’ve repeatedly seen male patients presenting with new-
onset diabetic ketoacidosis (DKA) without evident precipitating 
cause. Medical records show these patients are between 40 
and 50 years old; during ambulatory follow-up, they sometimes 
maintain good metabolic control despite having discontinued 
insulin therapy due to dramatic decline in glycemia. These clinical 
fi ndings suggest the presence of k etosis-prone type 2 diabetes 
(KPD). Unfortunately, this variant of type 2 diabetes is often not 
considered during diagnosis and can lead to misclassifi cation and 
incorrect treatment protocols.  

Acute and chronic complications 
from diabetes require continual, 
long-term medical care and 
have signifi cant economic and 
social impact on health systems, 
patients and their families. DKA 
is a complex metabolic disor-
der caused by insulin defi ciency 
occurring in type 1 diabetes, 
although under certain circum-
stances it is currently being 
more frequently ascribed to type 

2 DM. While DKA is on the decline in high-income countries, in 
Africa it is steadily increasing among type 2 diabetics, though data 
is still sorely limited.[3] There, this hyperglycemic emergency trans-
lates into high mortality (26%–29%), where diagnostic delay and 
resource scarcity are commonplace.[4]

In the 1960s in Africa, KPD was reported as “temporary diabetes.” 
Thirty years later, this syndrome was reported in a small 
cohort of young African Americans. The scientifi c literature has 
described this type of diabetes in a variety of ways: idiopathic 
type 1 diabetes, atypical diabetes, Flatbush diabetes and type 
1.5 diabetes.[5] In 2019, WHO included it in its new classifi cation 
of diseases, within the hybrid forms of diabetes.[6] In the United 
States, the estimated prevalence of KPD is between 20% and 
50% of African Americans and Hispanics with newly-diagnosed 
diabetic ketoacidosis.[7]   

Clinically, DKA typically presents as recently-diagnosed diabetes 
with short-lived, but acute, hyperglycemia symptoms. Most 
patients report less than four-week cycles of polyuria, polydipsia 
and weight loss. This is most frequently seen in middle-aged 
overweight and obese men who also exhibit other physical signs 
typical of DM including acanthosis nigricans and abdominal 
adiposity. In 80% of cases, there is a family history of diabetes, 

with an onset of acute hyperglycemia and ketosis or diabetic 
ketoacidosis. Autoimmune studies are negative in the majority of 
cases. Patients usually present with markedly high glucose levels 
(>500 mg/dL), mean glycated hemoglobin (A1c) >10% and a 
blood pH <7.30, accompanied by ketoacidosis.[5]

Hypotheses regarding implicated physiopathological mechanisms 
focus on β cell dysfunction. Although underlying factors are 
unknown, researchers posit that β cells are more susceptible to 
deterioration when there are prolonged high levels of blood glucose 
(glucotoxicity) or free fatty acids (lipotoxicity). With ketoacidosis, 
the presence of reduced β-hydroxybutyrate oxidation, together 
with greater branched-chain amino acid catabolism, leads to 
ketogenesis.[5,7]      

In my clinical experience with both hospitalized and ambulatory 
patients in Luanda, I’ve seen recently diagnosed diabetics 
presenting clinical factors similar to those described in the 
international literature that suggest KPD. Nevertheless, KPD is 
rarely considered as a diagnosis. This oversight has important 
clinical implications since it increases the risk of ketoacidosis. 
In my opinion, we need to conduct a comprehensive analysis of 
clinical fi ndings—particularly in those populations where access 
to genetic, immunological and hormonal testing is extremely 
limited—to improve diagnosis and correctly classify diabetes. 
Analysis of this type would be especially helpful to health 
professionals working in resource-scarce settings in Africa and 
those without clinical experience with this type of diabetes.  
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