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Diabetes madlitus, as a component of the metabolic
syndrome may be consdered a paradigm of chronic
non-communicable diseases. Psychological, social and
cultural factors have an intimate role in the course of
managing the disease, and in some ways may have a
role in the cause of the disease Inappropriate activa-
tion of hypothalamo pituitary adrenal axis can lead to
the metabolic syndrome. Psychological reactions and
coping mechanisms operate at the time of diagnosis of
diabetes, and continue all though management stages.
Generic psychological insruments of health must be
supplemented by disease-specific measures such as
quality of life, wel being, adjustment to diabetes, bar-
rie’s to care and integration of diabetes. Work in
India has shown the prevalence of abnormalities in
various components, as wel as documented interac-
tion among patients and their families in living with
diabetes. A comprehensve biopsychosocial modd  for
living effectively with diabetes must be generated,
fine-tuned and finally implemented.

LIFESTYLE disorders, such as diabetes mellitus are
chronic and require a different yardstick for manage-
ment'. Acute medical conditions usually have defined
points of onset, course, cure or death. Lifestyle disorders
are neither so well defined, nor do they depend solely on
medical treatment. Crucial as medical interventions may
be, lifestyle changes are equally important in treatment.
People with chronic diseases, as a nationwide study in
USA showed, are neither old nor disabled?.

Diabetes mellitus is projected to affect Asian Indians
most among al others in the world by 2025 (refs 3, 4). It
has been described as the ‘most complex and demanding’
of any common chronic disease to manage. A combina
tion of one or al of the following is required: modifica-
tion of dietary practices, weight management, exercise,
monitoring of body fluids (blood, urine), foot care, use of
drugs, learning new technical skills such as blood glucose
monitoring®.

Diabetes may set in suddenly and without warning, or
may be presaged by an apprehensive wait among families
where it is prevalent. There is now increasing evidence
that psychological stress may result in diabetes mellitus’.
In addition psychological issues are crucia in adhering to
treatment.
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Concepts of health and illness

Societies have illness-related practices and beliefs. There
is a medical culture system, analogous to a religious or a
political system. The medica culture determines the
ways a person is recognized to be ill, the ways one pre-
sents illness to others, the way illness is dealt with. Con-
ceptually, the process by which health and disease are
perceived and the socio-cultural aspects involved can be
considered as: identification of clinical changes, perceiv-
ing these changes as being significant, deciding to treat
or not to treat, choosing sources of treatment and acting
on the choice of treatment®.

Viewed broadly, health and healthy lifestyle depend on
what is perceived as the most acceptable way of life. It is
essentially a decision to which doctors make small if any
contribution®.

These aspects should be considered when communicat-
ing about healthy lifestyle. Ultimately following the
advice depends on the public having confidence in the
information and in the person who givesit.

Historical perspective

Earlier, attempts were made to correlate personality traits
to the development of diabetes. It is now known that psy-
chological reactions to diabetes are not different from
those in other chronic diseases’. Efforts are made to
understand the coping process, which improves compli-
ance. Research in this area has until now studied correla
tion among variables. Prospective theoretically driven
models of coping must be identified.

Biopsychosocial model of disease

The concept of health and disease has expanded from
only a hiological model to include psychological and
social factors'. The biopsychosocial construct acknowl-
edges that disease results from a dynamic interaction
among biological, psychosocial, developmental, socio-
cultural and ecological factors®. Not only are individual
influences important in the management of diabetes, but
environmental influences affect the preventive and cura
tive behaviours. These dynamic inter-reactions occur in
varying proportion throughout life.
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Neuroendocrine responsesto stress

Stress is a state of threatened homeostasis®, in which a
stimulus is interpreted as being noxious. A variety of
factors can activate the stress response: psychological,
biological and physical. Selye described the ‘general
adaptation syndrome’ which results from stressful stim-
uli. Physiologically the heart pumps more blood, respira
tion is faster, blood is preferentially sent to the brain and
the muscles. Body systems that are not immediately
required to counter the acute stress are slowed down (e.g.
growth and reproduction). Increased metabolic activity
supplies fuel principally to the brain, heart and muscles’.

The hypothalamus in the brain produces corticotro-
phin-releasing factor that stimulates the anterior pituitary
to secrete corticotrophin or ACTH. ACTH in turn stimu-
lates the adrenal cortex to secrete stress hormones. Ar-
ginine vasopressin, a product of the posterior pituitary is
synergistic with CRH in stimulating ACTH. Alone how-
ever, vasopressin has little secretagogic activity.

The autonomic nervous system responds rapidly to
stress. The sympathetic and parasympathetic limbs of the
autonomic nervous system regulate cardiovascular, res-
piratory, renal and endocrine systems.

The brain ultimately orchestrates the global stress res-
ponse by fine tuning the secretion of several neurotrans-
mitters:. CRH, AVP, opioid peptides, dopamine and
norepinephrine, aong with prolactin, glucagon, neu-
ropeptide Y and others.

Emotions and psychological stress

Unlike lower animas, the human brain which is more
developed, is sensitive to subtle social cues that can
affect self-esteem. Threats to self-esteem and fear of los-
ing control over one's environment can elicit a stress
response. The balance between stress and resilience
determines an individual’ s vulnerability to stress.

This vulnerability depends on both genetic and early
life influences. Genetic polymorphisms can affect genes
that regulate stress system. Both early and late life events
may activate the stress response inappropriately.

M etabalic syndrome and hypothalamic-pituitary
adrenal axis

In obesity circulating levels of the adrenal cortical hor-
mone cortisol may be either norma or low®. Environ-
mental stress can result in obesity. Bjorntop postulated
that stress could activate the sympathetic nervous system
and result in the metabolic syndrome through hormonal
dysregulation®. Difference in response among individuals
to the same stimuli may be responsible for the same
stress being perceived as ‘distress’ or ‘eustress °. Hypo-
thalamic-pituitary adrenal axis (HPA) was more active in
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centrally obese men and in the pre-menopausal centrally
obese women®®. Central android obesity and peripheral
gynecoid obesity may be associated with differential
regulation of HPA'. Preferential deposition of fat in the
abdomen may be due to activity of enzymes that metabo-
lize glucocorticoids. The enzyme 11 beta HSD exists in
two isoforms: type 1 (11 beta HSD1) and type 2 (11 beta
HSD2). The type 2 isoform irreversibly inactivates corti-
sol and corticosterone, oxiding their 11 beta hydroxy
groups to metabolites which bind only weakly to hor-
mone receptors’2. The type 1 isoform principaly found in
the liver catalyses both the inactivating and activating
reactions. Stress-related metabolic response may be
modulated by the different enzyme isoforms. The 11 beta
HSD oxo reductase activity in subcutaneous abdominal
fat tissue was high in obesity™®, which may activate local
glucocorticoid receptors'®, further promoting obesity. 11
beta HSD activity in the placenta may also be responsible
for adverse effects on the fetus, by allowing stress hor-
mones to pass through the placenta®®. Intrauterine expo-
sure to stress may activate the HPA axis. In populations
undergoing health transition metabolic syndrome and low
birth weight may be linked through activation of HPA®.
In experimental animals prenatal exposure to dexa
methasone, the glucocorticoid hormone caused |ower
birth weight, permanent elevation of blood pressure and
hyperinsulinism®. A resetting of neuroendocrine path-
ways may be responsible for this constellation of
changes. Therefore maternal exposure to stress may also
contribute to later components of the metabolic syn-
drome, along with maternal undernutrition.

The Hoorn Study tested the Bjorntop hypothesis.
Chronic psychological stress was correlated with preva
lence of type 2 diabetes mellitus and with visceral adi-
posity!’. Over 2000 adults aged 50-74 years without
known diabetes mellitus were evaluated for the number
of major stressful events during the preceding five years.
Ora glucose tolerance test was given after the history
was dlicited. It was found that the number of stressful
events was positively associated with the prevalence of
newly diagnosed diabetes'’.

Psychological reactions at the time of diagnosing
diabetes

A variety of psychological reactions may occur at the
time of diagnosis of diabetes:

Denial

As a defense measure one may believe there could be a
mistake in the test or the report. It is a reaction against
some restrictive or uncomfortable situations. Up to a
point denial is a norma reaction but it can keep from
taking proactive measures to overcomeill health.
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Anger

Anger at the time of unexpected, unwanted or uncontrol-
lable change may be normal. However the expression of
anger should not be hurting to oneself or others.

Guilt

Guilt may occur in a redlistic or unrealistic situation. It
may be useful, example by feeling guilty about events
under one’s control and correcting them.

Depression

Depression may result from unpleasant, uncorrectable
situations. It may be similar to denial, but should not be-
come overwhelming or long lasting. It may be countered
by talking over one's feelings, or becoming involved in
distracting activity or by making changes, one at a time.
If depression is persistent, professional help is needed.

Acceptance

Acceptance and resolution may take up to 12 months
after the diagnosis of diabetes. It requires an understand-
ing of diabetes, and is consolidated when successful gly-
cemic control is established within the parameters of
one's lifestyle™®.

Quiality of life, well being, social support and
coping in diabetes mellitus

When quality of life was assessed in individuals with
diabetes mellitus and with impaired glucose tolerance®,
more subjects with impaired glucose tolerance rated their
general perceived health as being excellent to good
(72.23% with diabetes mellitus, 83.49% with impaired
glucose tolerance).

Considering that diagnosis of chronic diseases such as
diabetes mellitus may have a negative impact on the in-
dividual’s perception of well being, a study was carried
out to determine the effect of being newly diagnosed with
diabetes®®. Using the Medical Outcomes Study Short
Form 36 (SF36) instrument in 1,253 outpatients, screen-
ing for diabetes was shown to have minima ‘labelling
effect’. Similarly education about primary prevention in
offspring of persons with type 2 diabetes resulted in im-
proved awareness about personal risk, but did not cause
psychological harm®*.

Studiesin children with type 1 diabetes mellitus

A study of the impact of diabetes on overall quality of
life identified four major themes?®: restrictions, being
different from others, negative emotion and adaptation.
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Adolescents were most bothered about dietary restric-
tions, and were worried the most about the future, spe-
cificaly diabetic complications. Older adolescents,
however, had lower worry and had better quality of life.
A multi-centric multi-national study from 17 countries
involving 2101 adolescents between the ages of 10 and
18 showed that lower glycosylated hemoglobin (i.e. bet-
ter medium term glycemic control) was associated with
fewer worries, greater satisfaction and better health
perception®®. Both the parents and the health care team
perceived the burden of disease as being lesser in adoles-
cence than in the younger age. There was no correlation
of scores between adolescent and parent or between ado-
lescent and health professionals. Personal models of dia-
betes could be proxima determinants of self-care in
diabetes. Adolescents beliefs about diabetes and its
treatment were important in influencing self-care, emo-
tional well-being and glycemic control®*. Similarly both
friends and family were important sources of support to
adolescents with diabetes?®. Family support predicted
good self-management®®. Acceptance of the disease and a
sense of coherence correlated with educational level?’.

Studiesin parentsof children with type 1 diabetes

In type 1 diabetes mellitus, the parents and immediate
family members face physical, psychologica and social
stress, especially in the very young?®. Having a child with
diabetes mellitus most affected the parental life satisfac-
tion?®. The event with the greatest impact was the fre-
qguency of telling others about the child’s diabetes. The
greatest worry was the possible development of diabetes
complications. Parents of school-aged children had
higher life satisfaction than parents of adolescents. Par-
ents employed various coping strategies such as planful
problem solving, positive reappraisal and social support
seeking®. Fathers were more likely to use distancing
independent of whether the child was a boy or girl, in
contrast to mothers who used all coping strategies when
the child was agirl.

Studiesin type 2 diabetes

Quality of life in type 2 diabetes mellitus is an important
health outcome measure®>!. In addition to medical treat-
ment, social support, health education and psychological
care are aso required®?. A judicious blend of generic as
well as disease-specific psychological instruments is
required to measure quality of life and well being. Scales
have been designed encompassing cognitive and disease-
specific dimensions, while accounting for cultural beliefs
and specific norms®-3¢.

In the United Kingdom Prospective Diabetes Study,
complications of the disease were shown to affect the
quality of life (QOL), whereas the treatment measures
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(intensive versus aggressive) did not affect QOL®'. This
is consistent with an earlier study, which showed that
poor metabolic control and co-morbid conditions were
related to poor QOL°. Over time, insulin therapy was
eventually related to poorer QOL*!.

QOL was compared with metabolic control in 94 out-
patients with type 2 diabetes who were referred for insu-
lin therapy®?. QOL improved in the total group with a
reduction of mean blood glucose.

In contrast to this report, another study followed up
461 persons randomized into standard care or group with
monitoring with diabetes nurse specialist**. The group
who was monitored reported better mood, independent of
glycemic control. Monitoring and discussing psychologi-
cal well being had favourable effects on the moods, even
though metabolic control did not improve. This is similar
to our study on a smaller group who were followed up by
a psychological research scientist**®, where improved
well being occurred independent of glycemic control.

It is therefore important that the balance between
metabolic control and QOL be considered. Care must be
taken not to sacrifice metabolic control with exclusive
focus on well-being aspects, and vice versa. The purpose
of QOL assessment is to improve patient satisfaction pari
par su with metabolic control.

QOL and complications of diabetes

It may seem intuitive that QOL is adversely affected by
complications by diabetes, but few formal studies were
carried out. Aside from the sub study in the UKPDS
referred to above®, complications were evaluated sepa-
rately. Involvement of the foot had a negative impact on
the QOL“®. Currently active foot ulcers and amputation
resulted in a poorer QOL than those with healed ulcers,
without amputation®’. Lower limb ulcers had a negative
impact not only on the patients but also on the caregiv-
ers®. Therefore prevention and management of foot
involvement in diabetes must pay attention to improving
mobility, and by counselling®®. Symptomatic diabetic
neuropathy was associated with impaired QOL®°, on the
following scores: emotional reaction, pain, physical
mobility and sleep. In a recent report, sleep problems
were directly associated with health-related QOLS.
These are particularly relevant to India, where we have
shown that both sleep disturbances® and symptomatic
peripheral neuropathy®® were common. There is also pre-
liminary evidence that sleep deprivation may activate the
hypothalamo pituitary adrenal axis®* and lead to the
metabolic syndrome.

QOL studiesin fine-tuning management strategies

Studies on well being and QOL may be useful to fine
tune management plan to improve well being and com-
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pliance® Continuity of care in the diabetes clinic was as-
sociated with better well-being®. These measures can be
implemented with little extra financial burden. On the
contrary there should be a consideration of how the phy-
sician perceives and is comfortable with the management
relation with the patient. Not only can health care givers
be affected by the burden of treating persons with chronic
unrelenting diseases®, but also it may dictate the doctor—
patient relationship to ensure better glycemic control and
QOL®’. Even in primary prevention of diabetes, inappro-
priate hope must not be offered. Whereas offspring of
type 2 diabetes mellitus perceived greater threat of de-
veloping diabetes and hypertension themselves, they also
engaged in health care behaviours to lower the risk>®. On
the contrary, first degree relatives with type 1 diabetes
wrongly assumed that life style changes can minimize the
risk of developing diabetes®®.

In the same way inappropriate use of self home blood
glucose monitoring in type 2 diabetes persons who are
not using insulin was counterproductive and led to
greater distress®®.

Other aspects of conception in diabetes self

Social support contributes to physical and psychological
well-being®®. Individuals with type 2 diabetes mellitus
tended to create stories of meaning of their diabetes ‘by
linking their current management strategies with past
history®2. Similarly impaired access to specific positive
memories was associated with poor adjustment to type 1
diabetes mellitus®>. Other aspects such as spirituality®*
and personal transformation®® were related to well-being
and positive outcomes.

Psychological instruments, scope and limitations

Psychological instruments for use in diabetes mellitus
must be developed with the same rigour as other clinical
measures. Generic quality of life and well-being instru-
ments give a broad picture of health and illness. They can
be used across populations to assess the psychological
burden of disease. However generic instruments cannot
be used to assess specific conditions, such as diabetes
mellitus, because symptoms from the disease itself may
mimic those due to depression or other psychological
conditions. A variety of such instruments is available for
use in diabetes mellitus.

Psychological measures are employed to evaluate well-
being and quality of life on different domains including
physical, psychological and social functions®®. A variety
of validated forms are available: diabetes quality of life
measure, well being questionnaire, diabetes treatment
satisfaction questionnaire, psychological adjustment to
diabetes, diabetes-specific heath beliefs, perceived con-
trol over diabetes, barriersto diabetes self-care, etc.®’.
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Quality of life measure

The diabetes quality of life measure used in the Diabetes
Control and Complications Trial (DCCT) is conceptual-
ized to measure the patient’s ‘persona experience of dia
betes care and treatment’. Responses are given on a five-
point scale. Summing the responses to core items and
dividing by the number of core items in the subscale
obtains scores. Higher the score, better the QOL.

Well being questionnaire

The well being questionnaire provides a measure of
depression, anxiety and various positive well-being. It is
specific to diabetes, unlike the Beck Depression Inven-
tory, where somatic symptoms of diabetes may be mis-
taken for symptoms of depression. The focus on well
being questionnaire is on cognitive symptoms. Each item
is scored on a 0 to 3 Likert scale. Four subscales assess
depression, anxiety, energy and positive well-being. This
measures both positive aspects of well-being and nega
tive states of anxiety.

Diabetes treatment satisfaction questionnaire

Diabetes treatment satisfaction questionnaire measures
satisfaction with diabetes treatment regimens. It is useful
in clinical trials evaluating new technologies. It is not
designed to measure satisfaction with other aspects of
diabetes care service. Interpretation of the diabetes treat-
ment satisfaction must be done in conjunction with other
measures including metabolic control and well-being.

ATT39: Psychological adjustment to diabetes

This measures the psychological adjustment to diabetes.
It is sensitive to the psychological process unique to dia-
betes. The rationale for this is, blood glucose levels are
affected both by stress-related neuro hormonal perturba-
tions as well as indirectly by compliance to treatment. It
is a 39 item self-report measure with attitudinal state-
ments related to patient’s perception of disease and treat-
ment. The psychological adjustment instrument measures
how far diabetes is integrated into the patient’s lifestyle
and personality.

Diabetes-specific health beliefs

The purpose of this scale is to measure beliefs about dia-
betes and its complications. It evaluates the psychologi-
cal processes rather than outcomes, and can be used to
understand how the patient’s beliefs are associated with
their behaviour. Four belief factors are determined: per-
ceptions of severity of disorder, vulnerability to disorder,
benefits of treatment and barriers to treatments. The
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health belief measure gives a framework for conceptual-
izing the beliefs.

Perceived control of diabetes

Measures of perceived control of diabetes provide under-
standing of patients' preferences for treatment options.
Perceptions of patients and health care professionals may
be discordant. The use of this instrument is to try to
bridge the dichotomy. Three subscales are employed:
personal control, medical and situational control. It meas-
ures psychological processes rather than outcomes.

Locus of control (LOC) refers to ‘expectations of con-
trol over future events'. It may be internal (i.e. the indi-
vidual expects to be able to control the events) or
externa (i.e. the individual has no expectation of per-
sonal control). Multidimensional locus of control scales
is being currently developed.

Barriersto self-care

This evaluates the social-environmental factors in diabe-
tes, and seeks to improve compliance. It identifies envi-
ronmental and cognitive factors that interfere with
diabetes self-care. Thirty one-item statements are given
to the subjects. The scale produces an overal barriers
score. The current scale has been validated on adults with
type 2 diabetes mellitus.

Other scales

A variety of scales are available to evaluate fear of hypo-
glycemia, measurement of diabetes knowledge, cognitive
function, self-care activities, etc. Similarly extensive
research is being done to validate and fine tune the exist-
ing scales across patient populations and different cul-
tures.

Data from India

Women with type 2 diabetes mellitus reported poorer
quality of life compared to men®. People below 40 years
of age reported better satisfaction with management, and
had better quality of life. Duration of diabetes did not
have a significant influence on well-being. There were
gender differences in well-being: men had better adjust-
ment, particularly with coping and integration of the ill-
ness. Among working men, those with diabetes perceived
a poorer quality of life, well being and greater fatigue,
compared to controls.

In a study on the barriers to care and perceived control,
diet and exercise were considered important in the man-
agement of diabetes mellitus®. People using insulin
reported higher personal and medical control compared
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to those on tablets, but experienced greater barriers to
exercise and taking insulin. On partialling out the influ-
ence of these two on biographical variables, there was a
positive correlation between the chance dimension of
LOC and diet, exercise and glucose testing barriers.
There were negative correlates between LOC dimensions
of foreseeahility, personal control and diet barrier.

In a 12-month follow up study, psychological well
being improved as a result of counseling, personal atten-
tion and possibly the supply of medicines independent of
glycemic control®.

Recently we evaluated social support in diabetes melli-
tus (n:249; 146 men, age 49.25+ 11.3 years, duration of
diabetes 6.13+6.11 years; 103 women; 48.29+11.71
years, duration of diabetes 5.36 + 5.37 years).

Attitude towards disease. More than 60% (n:137) of
spouses of patients believed that the disease could be
managed effectively.

Attitude towards the patient. About 65% (n:145) of
spouses felt that the problem of diabetes was minor
which requires minimum support. More than 60% of the
children felt their parents were normal.

Knowledge about the disease. More than 85% (n:193)
of the spouses had fairly good knowledge about the dis-
ease.

Support in adhering to treatment (diet, exercise, medi-
cations). Most of the men (n:102) received support
from their spouse in adhering to diet (Figure 1). Most of
the men (n:99) and a little under half the women (n : 36)
motivated themselves to exercise (Figure 2). More women
(n: 33) than men (n : 23) depended on the spouse to go for
exercise. Seventy to ninety percent of both men (n:127)
and women (n:82) depended either on themselves or on
their spouses in taking medications (Figure 3).

About half of both men and women with diabetes con-
versed about the disease. About a quarter conversed
about the disease with their family members, who in turn
spoke with the doctor (Figure 4).

This information may represent changing socia and
family norms either as a whole or specific to families

100.00 1
o V_I _|L
Spouse Family Self Others
|E| Female 19.42 11.65 59.22 9.71
|l Male 72.34 7.80 9.93 9.93
Source of support
Figure 1. Support in adhering to diet.
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with chronic non-communicable diseases. It can be used
to help in improving compliance to treatment. A recent
publication showed that the quality of marriage prospec-
tively predicted diabetes-related quality of life®®.

Broad concept of quality of life

The concept of quality of life originated in the economic
sciences, where financial adequacy did not always trans-
late into individuals' self-satisfaction. The term was first
used in the early 1950s in a different context, to express
concern over ecological dangers of unlimited economic
growth.

Over time, subjective well-being perceived by patients
was recognized to be important in medical care and
research’®. With more number of people having chronic
diseases, care rather than cure became the focus of treat-
ment.

Quality of life is difficult to define. It is further com-
plicated by related terms being used interchangeably,
such as well being, health status and satisfaction. At the
broadest context it encompasses dimensions of human
experiences ranging from those associated with physical
necessities of life to those with achieving persona ful-
fillment. The scope was narrowed to health-related qual-
ity of life (HRQOL) which is a ‘concept encompassing a
broad range of physical and psychological characteristics
and limitations, which describe an individual’s ability to
function and to derive satisfaction from doing so.” While
there is no consensus yet, most researchers consider
that quality of life is a multidimensional construct, en-
compassing psychological, social and physical well-
being°.

A discussion of the broad ethical, political and eco-
nomic components of QOL was published in a book
edited by Amartya Sen et al.”*. Philosophical theories on
good quality of life may be classified into hedonistic,
preference satisfaction and ideal theories of a good life.
The major issue in ethical judgement is whether it should
be objective or subjective. Ideally a composite based on
both should be available, but subjective judgement can-
not be looked down upon, merely because it is subjective.
At a deeper level, subjectivity may operate in many of
the objective measures as well.

As a corollary, quality of life is affected by disease
processes, and evaluation in these disease states gives a
narrower focus, viz. the health-related quality of life
(HRQOL). One must not infer that HRQOL instruments
provide the broad physical, social, psychological, philoso-
phical and ethical dimensions of QOL concept’2. However,
most functional capacities must consider both an individ-
ual’ s behaviour as well as environmental resources.

Itiscrucial to consider both subjective assessment of the
patient and objective health measures. A final composite
decision would be atrade-off among various components.

1561



SPECIAL SECTION: DIABETES

90.00 7
80.00
70.00 1
60.00
50.00 1
40.00
30.00 1
20.00 1
10.00 1
0.00 m T — — .
. . amily an
Spouse Family Self Friends Friends
[OFemale 40.24 12.20 43.90 2.44 1.22
W Male 17.97 313 77.34 1.56
Sources of support
Figure 2. Support for exercise.
100.00 1
50.00 4
0.00 I_h :
Spouse Self Family Family and friends
[oFemale 39.81 39.81 17.48 2.91
[mmale 30.28 59.15 9.15 1.41

Sources of support

Figure 3. Support in medication.

60.00 -
50.00 o
40.00 A1
30.00 A
20.00 o
10.00 - ’_I
0.00 . T~ —wm —
’ . Family and [Family and Others and
Spouse Family Eriends doctor Self Others Doctor Doctor
|I:|Fema|e 49.50 11.88 3.96 26.73 3.96 0.99 0.99 1.98
|-Male 46.04 14.39 5.04 23.74 2.88 0.72 2.16 5.04
Individuals

Relevant to women with diabetes having worse quality
of life than men”®, this difference spans even in those

Figure4. Converse about diabetes.

without diabetes. Economic, cultural and political factors

Psychological, social and economic aspectsin
coping with diabetes

could be responsible, including differential access to
medical care™.
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Effective coping with chronic diseases such as diabetes is
a process. It is determined by: the patient’s appraisal of
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the illness, the ability to perform adoptive tasks, to learn
and use skills for overcoming the problems’.

Type 2 diabetes mellitus

Resources for effective coping include baseline health,
positive beliefs, social skills and support, and material
resources to cope with the disease™®. In addition to cogni-
tive coping, stress can be reduced by appraising the health
situation, believing one is in control of one's life and
focussing on the positive aspects. Relaxation techniques
and physical exercise also help in coping with stress.

Patient biographical variablesin coping

Men appear to cope with the disease better than women.
Similarly elderly persons adapted better to treatment for
management of diabetes’. Education about the disease,
support from one's family and peers aso contribute to
effective coping. The concept of ‘sick role’ assumed by
the patient is equally important: when responsibilities are
surrendered as a result of diabetes, ‘family power’ may
shift away, and the individual considers himself or her-
self incapable of taking personal care. Similarly diabetes
in childhood places greater strain in the adolescent gain-
ing independence’’.

Denial, anxiety and depression may compromise one's
ability to cope with the disease”.

The role of othersin coping

The role of the family is important in how coping occurs,
as alluded to above. The family’s definition or concept of
illness, the ability to maintain interna equilibrium in the
face of stress, as well as communication among the fam-
ily members al determine whether coping patterns are
effective or ineffective.

The physician also has a crucia role, despite the need
for self-care behaviour of the patient. The main responsi-
bility of the physician is to provide relevant medical
information, encourage self-sufficiency in the family and
the patient, counsel family members and help in balanc-
ing the needs of the patient with the overall well-being of
the family.

Services of trained health psychologist form an inte-
gral part of the health care team’®. Psychological support,
cognitive-behaviour strategies, prevention and correction
of non-adherence, and stress-relieving measures are all
ideally provided by a health psychologist, especially one
trained in diabetes mellitus™ .

Type 1 diabetes mellitus

In addition, children and adolescents who generally
present with type 1 diabetes, face difficulties in devel-
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opmental tasks depending on the age™’’. Child’s concep-
tualization with emotional pain could be a factor in the
coping process'. Similarly the parental influence and
their cognitive appraisal also influences how the child
and the family cope with the demanding disease.

Studies in India have shown the need for planned psy-
chological treatment programmes in children with type 1
diabetes and their parents’®. Such programmes improved
compliance and reduced negative emotions.

All these point to the importance of culturaly appro-
priate interventions to improve compliance to treatment.
One must consider the knowledge and belief systems,
health and ilIness practices, while communicating”®.

Coping asthe central processin management

Coping techniques are one of the most crucial skillsin
present day living®.

Stress has been shown to deplete one's resources,
which must be repleted. A variety of resources can be
used, such as religious faith, social network, money, per-
sonal energy and emotional sense of security®. Social
support helps in many ways. by physical and material
help, and by emotional support.

A positive outlook or optimism is an invauable
resource that protects against disease and aids in rapid
recovery. Intriguingly, efforts are being made to develop
optimism in those who are not innately optimistic®. Dif-
ferent aspects in promoting optimism include a perceived
competence in facing the situation, presence of positive
feelings about oneself, ability to view oneself in positive
light, which may al result in better health-related out-
comes.
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