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Abstract

In the 215 century, the glamour of economic and technological development is not free from miseries particularly
in the health domain. The quality of life of the people with increasing trend of non-communicable diseases is at
great stake. Diabetes is one of the most dangerous killing diseases, which not only affect the individuals but the
entire family and ultimately causing burden to the state. So far medical innovations have helped to diagnose the
disease and maintain it throughout the life. Diabetes management is becoming market centric and it looks to suffer
with deficits of cost effective and patient friendly perspective. The process involved in maintaining the disease is not
friendly to human nature. The restrictions, cautions and precautions are much medicine centric; it does not suites
completely to the human nature. The doctor treating the diabetic person may consider the fault on the part of patient
but it is a natural for the patient to go beyond the prescriptions of Doctor. The medical approach of managing the
diabetes carries unbearable cost on individual, family, society and even on the state itself.

Unless underling etiology of the disease is completely understood scientifically, using samples from variety of
sections, regions and social groups, ethnic groups, we cannot get the profile of determinants which are rooted into
diabetes. It is believed to be a disease of modern times, which is broadly embedded with host of stressors; and it
is generally recognized that the environment in which people live is highly stress prone due to paradigm shift in the
life style of people, e.g., eating, working, living, communicating etc. In order to get some insight about the disease,
it is important to understand the causative factors embedded into the social system in which people are living. It is
quite possible that host of incident shocking in nature to a particular individuals may play significant role in causing
the diabetes. Keeping this into background retrospective narrative technique was used for in-depth interview with
20 diabetic persons with qualification ranging from primary school to Ph.D. having status of economically middle
class. The salient findings are: 1) The in-depth case studies revealed micro level determinants in the changing
dynamics of the relationship in the family, which play a critical role in facilitating non-communicable disease. 2) The
drastic changes in the —expectation’s profilel of the family members, unexpected changes in the behavior of the
family members, unresolved conflicts among the family members, unexpected treatment on small matters like food,
clothing, outing, property, etc. play a vital role in causing diabetes as reported in almost all the case studies. From
the findings it looks that people need to be prepared from the early stages of life about upcoming situations emerging
in the family of contemporary period. The coping skills and communication education about the dynamic changes
in the expectations and behavior profile in the family and society should be taken up as preventive and promotive

approach with complete intuitional design.
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Introduction

Globalization

Globalization is reshaping the social geography within which we
might strive to create health or prevent disease [1]. The determinants
of health - be they a SARS virus or a predilection for fatty foods — have
joined us in our global mobility. Driven by economic liberalization and
changing technologies, the phenomenon of ‘access’ is likely to dominate
to an increasing extent the unfolding experience of human disease and
wellbeing. Understanding globalization as a subject matter itself needs
certain benchmarks and barometers of its successes and failings. Health
is one such parameter. It is a marker of social infrastructure and social
welfare and as such can be used to either sound an alarm or give a
victory cheer as our interconnectedness hurts and heals the populations
we serve. In as much as globalization can have an effect on health, it
is also true that health and disease has an effect on globalization as
exemplified by the existence of quarantine laws and the devastating
economic effects of the AIDS pandemic

A balanced view would propose that the effects of globalization on
health are neither universally good nor bad, but rather context specific
[2]. The extent to which individual states are able to engage the process
of globalization on their own terms differs widely from one country to
the next. Child mortality, for example, changes quickly in response to

subtle changes in purchasing power in impoverished communities. In
rich communities however, a small change in income has little effect on
utility in either direction. As we consider the effects of globalization on
wellbeing, it becomes apparent that we need to consider both the long
term scenarios for populations as a whole, and the immediate effects
for the more vulnerable within those populations who are dependent
on fragile local economies.

We are here trying to develop a concept by identifying the social
determinants of health at individual level and the main features of
the globalization process. The resulting conceptual model explicitly
visualizes that globalization affects the institutional, economic, social
—cultural and ecological determinants of population health operates at
the contextual level, while influencing health through long-term and
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short-term determinants. It provides valuable insight in how to organize
the complexity involved in studying the health effects resulting from
globalization [3]. It could, therefore, give a meaningful contribution to
further research by serving as a road map and provides a basis for the
development of future scenarios on health [4,5].

Good health is accepted as an international goal and we can state
that there have been broad gains in life expectancy over the past
century due to medical innovations and decrease in the communicable
diseases. But health inequalities between rich and poor persist and
the non-communicable diseases have increased, while the prospects
for future health depend increasingly on the relative new processes of
globalization. In the past globalization has often been seen as a more
or less economic process. Nowadays it is increasingly perceived as a
more comprehensive phenomenon, which is shaped by a multitude of
factors and events that are reshaping our society rapidly. Two recent
and comprehensive frameworks concerning globalization and health
are the ones developed by Woodward et al. and by Labonte and
Togerson. The effects that are identified by Woodward et al. as most
critical for health are mainly mediated by economic factors. Labonte
and Torgerson primarily focus on the effects of economic globalization
and international governance. In our view, however, the pathways from
globalization to health are more complex [6]. Therefore, the health
effects of the globalization process require a more holistic approach and
should be rooted in a broad conception of both population health and
globalization.

There is more and more agreement on the fact that globalization is
an extremely complex phenomenon; it is the interactive co-evolution
of multiple technological, cultural, economic, institutional, social and
environmental trends at all conceivable scales. Hence, Rennen and
Martens [6] define contemporary globalization as an intensification of
cross-national cultural, economic, political, social and technological
interactions that lead to the establishment of transnational structures
and the global integration of cultural, economic, environmental,
political and social processes on global, supranational, national, regional
and local levels. Although somewhat complex, this definition is in line
with the view on globalization in terms of deterritorialisation and
explicitly acknowledges the multiple dimensions involved. However,
the identification of all possible health effects of the globalization
process goes far beyond the current capacity of our mental ability to
capture the dynamics of our global system; due to our ignorance and
interdeterminacy of the global system that may be out of reach forever

(7].
Health is a multifaceted concept

As the world around us is becoming progressively interconnected
and complex, human health is increasingly perceived as the integrated
outcome of its ecological, social, cultural, economic and institutional
determinants. Therefore, it can be seen as an important high-level
integrating index that reflects the state- and, in the long term, the
sustainability-of our natural and socio-economic environments [8].
Our identification of the most important factors influencing health is
primarily based on social dimension of existing health problem, i.e.,
diabetes. In order to differentiate between health determinants of
different nature, we need to explore the traditional distinction between
social, cultural, economic, environmental and internal and external
factors. These factors operate at different hierarchical levels of causality,
because they have different positions in the causal chain. The chain of
events leading to a certain health outcome includes both proximal and
distal causes; proximal factors act directly to cause disease and distal
or long term determinants are further back in the causal chain and

act via intermediary causes [9]. These can be seen as the macro- level
conditions shaping the distal and proximal health determinants; they
form the context in which the distal and proximal factors operate and
develop. Additionally, health in itself can also influence its multi-level,
multi-nature determinants; for example, ill health can have a negative
impact on economic development.

The lifestyle plays a significant role in the course of good health
due to the widespread flow of people, information and ideas; it also
spread throughout the world [10]. It is already widely acknowledged
and demonstrated that several modern behavioral factors such as an
unhealthy diet, physical inactivity, smoking, alcohol misuse and the
use of illicit drugs are having a profound impact on human health
[11]. Individuals respond to the range of healthy as well as unhealthy
lifestyle options and choices available in a community, which are in
turn determined by global trade, economic development and social
interactions [12]. Globalization is causing profound and complex
changes in the very nature of our society, bringing new opportunities
as well as risks. In addition, the effects of globalization are causing a
growing concern for our health, and the intergenerational equity
implied by ‘sustainable development’ forces us to think about the
right of future generations to a healthy environment and a healthy
life. It clearly demonstrates that an interdisciplinary approach towards
globalization and health is required, which draws upon the knowledge
from relevant fields such as, for example, medicine, epidemiology,
sociology, political sciences, health education, environmental sciences
and economics [13,14].

In addition, the exploration of possible future health impacts of
different globalization pathways by means of scenarios analysis could
provide a useful contribution to the ongoing discussions on globalization
and health (The world health report 2002). Scenarios can be described
as ‘plausible but simplified descriptions of how the future may develop,
according to a coherent and internally consistent set of assumptions
about key driving forces and relationships. Recent research showed that
the health dimension is largely missing in existing global scenarios. It
is therefore important that a holistic approach towards globalization;
so we perceive globalization as a process in which simultaneously
many different processes take place in many societal domains and at
individual level.

Transition in the lifestyle

The results of market-driven society made people feel insecure about
their prospects for receiving society when they need it. It destroys the
trust that people once had in the management whose role is often to block
access to society. By making society a commodity to be bought and sold
like any other, it expands the growing economic inequality leading drastic
ill effect on health. It pits people against each other in competing society.
Even before the rise of market-driven society, corporations relied on the
insecurity of society to control workers. For decades, large employers have
preferred to link health benefits to employment, knowing it gave them
more control over their employees. According to a New York Times/CBS
pollin 1991, 32 percent of workers did not quit jobs they disliked because
they were afraid of losing their health benefits [15]. In June, 1998 General
Motors threatened to deny medical benefits to striking workers in Flint,
Michigan in order to pressure them back to work [16]. Raytheon actually
did cancel health insurance for striking workers in Massachusetts in
August 2000, to force them back to work [17].

The Value Crisis is a unique perspective on the inevitable conflict
between commercial/scientific values which are entirely number-
driven and human values which evolved without numbers. This is not
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a blame of one system or the other; rather it is a discovery of how their
often-difficult incompatibilities affect everything from our personal
everyday choices to the global challenges facing our planet. We are
forced to think in terms of numbers, but that is clearly not how our
brains are wired. Humans have a unique ability to dramatically change
their environment through conscious decisions. Decisions are based
on value systems - we make choices based on what we think is best.
The Value Crisis presents the case for the existence of two conflicting
value systems that rule our decision-making - one based on our innate
human values, and one based on market forces. It is that conflict, largely
unacknowledged, that gets us into trouble.

Conlflict is defined as a difference of wants, needs, or expectations.
The workplace is filled with people who have differences of wants, needs,
and expectations so, conflicts occurs. Conflicts may be opportunities
for creativity, collaboration, and improvement. But, unresolved conflict
is very costly to the entire society. The trouble isn’t necessarily the fact
that conflict exists. It's how we deal with those conflicts or what happens
when they aren’t resolved. The impact of conflict in the workplace or
at home can be devastating - to the family members, parties involved,
to colleagues and teams, to clients, and to the business as a whole.
Some of the results of unresolved conflict in the workplace are Stress,
frustration and anxiety, loss of sleep, strained relationships, Grievances
and litigation, Loss of productivity, increased client complaints,
Absenteeism, Sabotage, Injury and accidents, Disability claims. Other
consequences of increased conflict-related stresses include greater
incidence of substance abuse, heart problems, back problems, cancers,
mental health problems, greater incidence of workplace injury and
much higher incidence of interpersonal conflict. [18].

Unresolved conflicts

The presence of conflict does not determine the quality of a
marriage; rather, how the couple handles conflict situations determines
the quality of the relationship [19]. Even beliefs about conflict are more
important to marital, happiness than whether or not the two partners
actually agree with one another [20]. How you handle conflict spreads
to other members of your family. For example, it has been noted that
adult children who are taking care of their parents usually have high
levels of conflict with siblings [21].

Immediate impact of unresolved conflict

Unresolved conflict has tremendous negative impact. People
cannot carry out their normal job duties. In relationships, unresolved
conflict leads to drifting away from one another and sometimes throws
out the relationship entirely. One study even found that the relapse of
compulsive gamblers was related to erupting interpersonal conflicts
[22]. Family research is quite clear about the system wide effects of
destructive marital conflict. First, negative conflict between the parents
reduces the family’s network of friends and creates more loneliness [23].
Second, conflict between the parents tends to both change the mood of
household interactions and also to shift the parents’ attention to the
negative behaviors of their children [24]. For example, inter-parental
conflict leads to fathers issuing confusing and threatening commands
to their sons [24]. Families with delinquent teenagers are found to be
more defensive and less supportive than families without delinquents
[25]. Finally, the effects of destructive conflict patterns suggest that
“ongoing conflict at home has a greater impact on adolescent distress
and symptoms than does parental divorce” [26].

Long-term impact of unresolved conflict

It isn't just the people who call one another names who have

relationship difficulties deriving from conflict. It has been clearly
demonstrated that “couples who never engage in conflict are at long-
term risk” [27].There is evidence that parents who either avoid conflict
or engage in negative cycles of mutual damage directly influence the
children’s subsequent lives. For instance, if your parents avoided conflict,
you may be at risk in romantic relationships [28]. A modest relationship
exists between mothers who avoid conflict and their daughters’ marital
satisfaction [29]. On the other end of the continuum, children who
are exposed to harsh discipline practices at home are more at risk for
aggression, hyperactivity, and internalizing by withdrawing, having
somatic complaints, and experiencing depressive symptoms [30]. The
family effects also reach beyond the immediate environment. One
study demonstrated that children from high-conflict homes had much
stronger negative reactions while watching a video of angry adults than
children from low-conflict homes [31]. In addition, it is evident in
the Indian context that unresolved conflicts plays a significant role in
making people stressed.

Diabetes is a consequent of an extreme stress in life. The word
diabetes derives from the Greek for siphon, a reference to the copious
urine excretion that characterizes this affliction. Diabetes is a lifelong
(chronic) disease in which there are high levels of sugar in the blood.
In common usage, the term diabetes is synonymous with diabetes
mellitus. The term diabetes mellitus describes a metabolic disorder
of multiple etiologies characterized by chronic hyperglycemia with
disturbances of carbohydrate, fat and protein metabolism resulting
from defects in insulin secretion, insulin action, or both. A condition
in which excessive amounts of some substances are excreted from the
body. The term may refer to either of two unrelated diseases, diabetes
mellitus and diabetes insipidus [32].

Some studies revealing different aspects of diabetes are referred
here. Stress blocks the body from releasing insulin in people with Type
2 diabetes. The diagnosis of diabetes usually comes as a shock and is
certainly a stressful time [33]. Changes in lifestyle including stoppage
of smoking, diet and learning to manage injections may all contribute
in addition to the worry regarding chronic illness [34]. In people who
have diabetes, stress can alter blood sugar levels. It does this in two ways.
First, people under stress may not take good care of themselves. People
who are anxious are under pressures and may lose appetite and skimp
on eating, or reach for not-so healthy quick fixes like candy or chips and
sometimes seek refuge in food and drink. The intake of alcohol may be
increased. Many people who are under stress turn to food as a source of
comfort. This pattern of comfort eating can often play havoc with blood
sugar level. Further anxiety leads to less exercise. The results can be
disastrous for people with diabetes. They may forget, or not have time,
to check their sugar levels or plan good meals. Second, stress hormones
may also alter blood sugar levels directly as it antagonizes the action of
insulin. While in most people glucose levels go up with mental stress,
while in others can go down. Diabetic mice under physical or mental
stress have elevated glucose levels. The effects in people with Typel
diabetes are more mixed. People with Type 1 diabetes may develop
elevated blood glucose levels and ketoacidosis.

Those with Type 2 diabetes usually gain weight and develop
obesity and often blood sugar levels are raised [35] Inflammatory
signaling pathways can also become activated by metabolic stresses
originating from inside the cell as well as by extra-cellular signaling
molecules. Something else that affects peoples responses to stress
coping style. Coping style is how a person deals with stress. People
who use them tend to have less blood sugar elevation in response
to mental stress [36]. Hyperglycemia induces the overproduction of
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oxygen free radicals and consequently increases the protein oxidation
and lipid oxidation [36].

Insulin is a hormone produced by the pancreas to control blood
sugar. Diabetes can be caused by too little insulin, resistance to insulin,
or both. To understand diabetes, it is important to first understand the
normal process by which food is broken down and used by the body
for energy. Several things happen when food is digested: A sugar called
glucose enters the bloodstream. Glucose is a source of fuel for the body.
An organ called the pancreas makes insulin. The role of insulin is to
move glucose from the bloodstream into muscle, fat, and liver cells,
where it can be used as fuel. People with diabetes have high blood sugar
because their body cannot move sugar into fat, liver, and muscle cells
to be stored for energy. This is because either: Their pancreas does not
make enough insulin, their cells do not respond to insulin normally
or both. There are three major types of diabetes. The causes and risk
factors are different for each type: Type 1 diabetes can occur at any
age, but it is most often diagnosed in children, teens, or young adults.
In this disease, the body makes little or no insulin. Daily injections of
insulin are needed. The exact cause is unknown. Type 2 diabetes makes
up most of diabetes cases. It most often occurs in adulthood, but teens
and young adults are now being diagnosed with it because of high
obesity rates. Many people with type 2 diabetes do not know they have
it. Gestational diabetes is high blood sugar that develops at any time
during pregnancy in a woman who does not have diabetes [37]. High
blood sugar levels can cause several symptoms, includes Blurry vision,
Excess thirst, Fatigue, Frequent urination, Hunger, Weight loss. Because
type 2 diabetes develops slowly, some people with high blood sugar
have no symptoms. Symptoms of type 1 diabetes develop over a short
period of time. People may be very sick by the time they are diagnosed.
Signs and tests- A urine analysis may be used to look for high blood
sugar. However, a urine test alone does not diagnose diabetes. Health
care provider may suspect that you have diabetes if your blood sugar
level is higher than 200 mg/dL. To confirm the diagnosis, one or more
of the following tests must be done.

Blood tests

Fasting blood glucose level -- diabetes is diagnosed if it is higher
than 126 mg/dL twice. Levels between 100 and 126 mg/dL are called
impaired fasting glucose or pre-diabetes. These levels are risk factors
for type 2 diabetes. Hemoglobin Alc test -Normal: Less than 5.7% Pre-
diabetes: 5.7%-6.4% Diabetes: 6.5% or higher. Oral glucose tolerance
test -diabetes is diagnosed if glucose level is higher than 200 mg/dL after
2 hours. (This test is used more often for type 2 diabetes.) Screening for
type 2 diabetes in people who have no symptoms is recommended for:
Overweight children who have other risk factors for diabetes, starting
at age 10 and repeated every 2 years, Overweight adults (BMI greater
than 25) who have other risk factors, Adults over age 45, repeated every
3 years

Treatment: There is no cure for diabetes. Treatment involves
medicines, diet, and exercise to control blood sugar and prevent
symptoms and problems.

Expectations (prognosis): Studies have shown that better control
of blood sugar, cholesterol, and blood pressure levels in persons with
diabetes helps reduce the risk of kidney disease, eye disease, nervous
system disease, heart attack, and stroke [38].

Complications of diabetes

Diabetes are the inability of glucose to enter the cells. The result is that
the bloodstream has a high amount of glucose and cells are not able to

produce energy for the body. When diabetes is not carefully managed by
keeping the amount of sugar in the blood at the right level, the resulting
high glucose amounts wreak havoc on nearly every organ system in the
body. One of the main contributing factors in some of the complications
mentioned are issues arising from problems with the smallest of blood
vessels. High concentrations of glucose lead to weakness in their walls,
and the combination of bursts in these vessels and the scar tissue created
in the healing process can damage the organs which these vessels serve.
Complications of Diabetes can range from sudden, urgent issues to those
that develop slowly over the years. These complications are Heart Disease
and Stroke, Vision Loss and Blindness (Diabetic Retinopathy), Kidney
Failure (Diabetic Nephropathy), Amputation (Diabetic Neuropathy),
Diabetic Ketoacidosis, Diabetic Coma.

Prevention as per medical world

Keeping an ideal body weight and an active lifestyle may prevent
type 2 diabetes. There is no way to prevent type 1 diabetes. To prevent
complications of diabetes, visit your health care provider or diabetes
educator at least four times a year. Talk about any problems you are
having.

Diabetes Management by medical fraternity

The management of diabetes is so important for diabetics to
understand. The main items that need to be managed are glucose
level monitoring, diet, weight control, exercise, regular medications
and insulin injections, foot care, skincare, teeth and mouth hygiene,
regular visits to dentist, regular visits to eye doctor, regular checkups
with primary doctor, lab work as ordered by primary doctor this is
when diabetics need to make a life time commitment to doing what is
necessary to control diabetes. All of these factors are interconnected and
in the case of type 2 diabetes, it can be totally controlled in some cases
with diet and exercise [39-47] (Table 1). The prevalence of diabetes is
rising all over the world due to population growth, aging, urbanization
and an increase of obesity and physical inactivity. Unlike in the West,
where older persons are most affected, diabetes in Asian countries is
disproportionately high in young to middle-aged adults. This could have
long-lasting adverse effects on a nation's health and economy, especially
for developing countries. The International Diabetes Federation (IDF)
estimates the total number of people in India with diabetes to be around
50.8 million in 2010, rising to 87.0 million by 2030. The primary goal in
the management of diabetes mellitus is the attainment of near-normal
glucose levels. In India, more than half of patients have poor glycemic
control and have vascular complications. Therefore, there is an urgent
need to understand the social dimension of diabetes [48-50].

Rank ' Country/Territory 2010 (millions) Country/Territory = 2030 (millions)

1 India* 50.8 India 87.0
2 China 43.2 China 62.6
3 u.s. 26.8 uU.s. 36.0
4 Russia 9.6 Pakistan 13.8
5 Brazil 7.6 Brazil 12.7
6 Germany 7.5 Indonesia 12.0
7 Pakistan 71 Mexico 11.9
8 Japan 71 Bangladesh 10.4
9 Indonesia 7.0 Russia 10.3
10 Mexico 6.8 Egypt 8.6

Table 1: Diabetes in India.

*Table: Top 10 countries for estimated numbers of adults with diabetes, 2010 and
2030
*Current Status of Diabetes in India
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According to recent estimates, approximately 285 million people
worldwide (6.6%) in the 20-79 year age group have diabetes in 2010
and by 2030, 438 million people (7.8%) of the adult population, is
expected to have diabetes. The largest increases take place in the
regions dominated by developing economies. The global increase in the
prevalence of diabetes is due to population growth, aging, urbanization
and an increase of obesity and physical inactivity. The primary
determinants till date of the epidemic are the rapid epidemiological
transition associated with changes in dietary patterns and decreased
physical activity but the social determinants at their individual level are
often neglected [51].

Unlike in the West, where older populations are most affected,
the burden of diabetes in Asian countries is disproportionately high
in young to middle-aged adults. This could have long-lasting adverse
effects on a nation’s health and economy, especially for developing
countries. Healthcare expenditures on diabetes are expected to account
for 11.6% of the total healthcare expenditure in the world in 2010.
Estimated global healthcare expenditures to treat and prevent diabetes
and its complications are expected to total at least 376 billion U.S.
Dollars (USD) in 2010. By 2030, this number is projected to exceed some
USD490 billion. Roughly 80% of people with diabetes are in developing
countries, of which India and China share the larger contribution. It is
estimated that the total number of people with diabetes in 2010 to be
around 50.8 million in India, rising to 87.0 million by 2030. According
to the World Health Organization (WHO) criteria, the prevalence
of known diabetes was 5.6% and 2.7% among urban and rural areas,
respectively. Ramachandran et al. reported that age-standardized
prevalence of diabetes and impaired glucose tolerance (IGT) in urban
India in 2000 was 12.1% and 14.0%, respectively, with no gender
difference. Diabetes showed positive and independent associations
with age, body mass index (BMI), waist-to-hip ratio, a family history
of diabetes, monthly income and sedentary physical activity. Age, BMI
and a family history of diabetes showed associations with IGT [52-60].

More recent reports from various parts of India showed further
increases in diabetes prevalence in urban areas. Moreover, the prevalence
of diabetes was also found to be increasing rapidly in rural areas, as a
result of the recent socioeconomic transitions. India, the world‘s second
most populous country, now has more people with type 2 diabetes
(more than 50 million) than any other nation. The problem has been
well documented in a battery of recent papers. These publications were
fore shadowed by studies of previously Westernized Indian populations
elsewhere, and they illuminate distinctive features of diabetes in India.
Type 2 diabetes results from a genetic predisposition and from lifestyle
factors, especially those of the so-called Western lifestyle, characterized
by high calorie intake and little exercise. Also known as non-insulin-
dependent or adult-onset diabetes, this form of the disease is far more
common than type 1 (insulin dependent) diabetes. Until recently, type
2 diabetes — henceforth simply diabetes was viewed as a disease of
overfed, sedentary people of European ancestry. But it is now exploding
around the world owing to the spread of Western habits. The reasons
are those behind the diabetes epidemic worldwide. One set of factors is
urbanization, a rise in living standards and the spread of calorie-rich,
fatty, fast foods cheaply available in cities to rich and poor alike. Another
is the increased sedentariness that has resulted from the replacement
of manual labor by service jobs, and from the advent of video games,
television and computers that keep people seated lethargically watching
screens for hours every day [61-68].

In India, the rate of individuals having diabetes is increasing at
a rapid pace over the past years and is now on the top ten cause of

death among people. A very serious disease needs to be addressed
immediately. Stress and sedentary lifestyle are one of the most
important reasons of Diabetes. In this study different diabetic patients
were selected, retrospective narrative technique was used, and the
answers of the respondents were analyzed in order to determine the
best method of stress and lifestyle management for the diabetes patients
and for educating the healthy individuals. Also this study is focused on
the identification of stressor of life and stress due to sedentary lifestyle
in the onset of diabetes. With India having the highest number of
diabetic patients in the world, the sugar disease is posing an enormous
health problem in the country. Calling India the diabetes capital of the
world, the International Journal of Diabetes in Developing Countries
says that there is alarming rise in prevalence of diabetes, which has gone
beyond epidemic form to a pandemic one. The International Diabetes
Federation estimates that the number of diabetic patients in India
more than doubled from 19 million in 1995 to 40.9 million in 2007.
It is projected to increase to 69.9 million by 2025. Currently, up to 11
per cent of India‘s urban population and 3 per cent of rural population
above the age of 15 has diabetes. Diabetes affects all people in the
society, not just those who live with it. The World Health Organization
estimates that mortality fr om diabetes and heart disease cost India
about $210 billion every year and is expected to increase to $335 billion
in the next ten years. These estimates are based on lost productivity,
resulting primarily from premature death [69,70].

Studies have shown that the high incidence of diabetes in India
is mainly because of lifestyle, lack of physical activity, obesity and
consumption of diets rich in fat, sugar and calories, but very few
studies are conducted on diabetes and stress and stress due to sedentary
lifestyle. The most prevalent is the Type 2 diabetes, which constitutes 95
per cent of the diabetic population in the country. In this, patients are
non-insulin dependent and they can control the glucose in their blood
by eating measured diet, taking regular exercise and oral medication.
Worldwide, millions of people have Type 2 diabetes without even
knowing it and if not diagnosed and treated, it can develop serious
complications. Type 1 diabetes (insulin dependent), however, is not
preventable. In India, the Chennai-based Diabetes Research Centre
says that over 50 per cent cases of diabetes in rural India and about 30
per cent in urban areas go undiagnosed. Globally, diabetes affects 246
million people, which is about 6 per cent of the total adult population.
It is the fourth leading cause of death by disease and every 10 seconds
a person dies from diabetes-related causes in the world. Each year,
over three million deaths worldwide are tied directly to diabetes and
even greater number die from cardiovascular disease. Modification in
lifestyle and proper medication can delay and prevent diabetes in high-
risk groups. Avoiding excessive weight gain could eliminate over 80 per
cent of Type-2 diabetes. Sandeep and colleagues of the Madras Diabetes
Research Foundation summarize the situation as follows: diabetes [in
India] is no longer a disease of the affluent or a rich man's disease. It
is becoming a problem even among the middle income and poorer
sections of the society. Studies have shown that poor diabetic subjects
are more prone to complications as they have less access to quality health
care. This presents an alarming picture.l Therefore is somewhere shows
that the present diabetes management strategy in diabetic patients and
diabetes prevention strategy in non-diabetic individual has failed to a
large extent, therefore it gives us a signal to explore the social dimension
of this disease more specifically at the individual levels [71-80].

Research questions

Diabetes is related to the different types of stress on a individual
before and after its onset. Different stressors and stressful lifestyle affect
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the quality of life of the diabetic patients. How conflicts, stress and
sedentary lifestyle are involved in increasing the sugar level in diabetic
patients? What are the stressors involved and type of lifestyle at pre
and post diabetic stage? How unresolved conflicts, stress and sedentary
lifestyle are involved in making a healthy person diabetic? Wither
particular shocking experiences making immediate contribution to
the diabetes? What are the circumstances under which individuals
become diabetic? Wither negative family circumstances in terms of
behavior, conflicting relations, barrier in immediate communications
and negative attitude on the part of the family member contribute so
diabetes? There could be many unwanted circumstances in and around
the family which can play detrimental role and which are social in
nature. To find out the answers of some of these questions, in the short
study it was decided to have a detailed in - depth information from the
person suffering from the diabetes with the following objectives.

Objectives of the study

(1) To address the impacts of diabetes on individuals and families.
(2) To know diabetes related to stress and lifestyle. (3) To find out the
nature of stress, immediate shock experience, unbearable stress related
to family, treatment of family members, work related stress and death
incidents among diabetes patients. (4) To find out relation between the
stress and diabetes for people living in metropolitan cities. (5) The focus
of the study is identification of stressors of life. (6) To develop some
research hypothesis with a specific focus to establish the relationship
diabetes with social determinants.

Research tools and technique

Questions having retrospective experiences of the subject for in-
depth interviews were developed after review of literature related to
diabetes. Case study method was used. Through Retrospective Narrative
Approach we tried to identify stressors since childhood, analyzed the
diabetic lifestyle management plan, evaluated the working, family,
academic, survival, diabetes management stress, explored the basic
nature and behavior of the patients, investigated the role of doctors,
family, friends, got an insight of the lifestyle and stress factors involved
the pre and post Diabetes stage. The focus of in-depth interview was to
capture the stressful experiences from the childhood aiming to illustrate
the life perspective adopted by the person to address the stressors. And
to find out different forms of stress/pressures on diabetic patient, as well
as contributing factors, unresolved conflicts, impacts and responses at
individual levels.

Respondent

Prior to data collection, appointment was sort with the subjects
and their consent was taken for the in-depth interview. All subjects
participating in interviews were requested to give oral consent after
the explanation of the research project’s objectives, procedures,
confidentiality, as well as the benefits. The subjects could withdraw from
the study any time or refuse to answer any questions. Their information
was kept confidential and discussed only among the researchers,
research assistants, and research consultants.

Data collection

Individual interviews were conducted to obtain the data. Data was
collected through interview. In order to get some insight about the
disease, it is important to understand the causative factors embedded
into the social system in which people are living. It is quite possible that
host of incident shocking in nature to a particular individuals may play
significant role in causing the diabetes. Keeping this into background

retrospective narrative technique was used for in-depth interview with
20 diabetic persons with qualification ranging from primary school to
Ph.D. having status of economically middle class. The method used in
this study is the Retrospective narrative techniques. The participants
were the diabetic patients in the different setting home, office, etc. The
participants were interviewed regarding the level of their understanding
about the illness. The use of the interview allows the study to analyze
the present situation, the past conditions, the experiences, incidents
occurred in life of the patient, etc. Retrospective analysis was done
on the following parameters —childhood and adulthood experiences,
circumstances, lifestyle, behavior of doctor, family, friends, co-workers,
stressful situations, other health problems and identification of the
stressors .

Theresearch area in this study is the Delhi NCR region. In Delhi NCR
region, there are wide varieties of patients, with different types of stress
and the data from the target patients was obtained through personal
interview. The time spent in each interview varied from 1 to 2 hours.
Interview was stopped when the obtained data became redundant. The
data was obtained through formal and informal individual interview.
The study covered the urban areas, which comprises of patients from
both government and non-government sectors. The subjects were
the working ladies, housewives, small scale shopkeeper, working
professionals in MNC's, government employees, students, retirees, etc.
and their number varies from 1 to 2 subjects in each category. Data
was collected between September and October 2011. Qualitative data
collected through retrospective narrative technique and in-depth
interviews, with written answers if the patient grants permission. Field-
notes were also taken as well. The purpose of the research as well as the
techniques and procedure was explained to the patient and after that,
patient was interviewed.

Data analysis

Data was analyzed through individual case studies which were
prepared from the personal interview. Descriptive statistics was used
to find out the demographic characteristics of the subjects under study.
Qualitative data was analyzed by content analysis.

Results are presented and discussed in the following tables

(Table 1-6) A very simple analysis has provided revealing
information regarding treatment seeking behavior, 20% felt for
treatment over the time ranging from 1 year to 5 years. 55% diabetic
patients started treatment after the diagnosis varying from the range
of 1 month to 8 months. Only 25 % of diabetes person stated treatment
in the time range from 7 days to 20 days. (Table 7 and 8) The study has
revealed important information that most of the diabetic patient have
unresolved conflicts, which constitute 80% of the total, sample size, the
financial stress contributes up to 35%, emotional stress 65%, family
disputes 20%. (Table 9 and 10) There are multiple factors which leads
to diabetes at individual level are complex and were analyzed through
study as one factor 20%, two factors 60%, three factor 20%.

Results and Discussion

The salient findings are: (1) The in-depth case studies revealed
micro level determinants in the changing dynamics of the relationship
in the family, which play a critical role in facilitating non-communicable
disease. (2) The drastic changes in the —expectation's profilel of the
family members, unexpected changes in the behavior of the family
members, unresolved conflicts among the family members, unexpected
treatment on small matters like food, clothing, outing, property, etc.
play a vital role in causing diabetes as reported in almost all the case
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S. No. Patient Age Gender Family Present Status = Occupation Qualification Social Class
(Years) Members Living Status

1 Mr. A 55 Male 3 Alone Working Shopkeeper High School Middle Class

2 Mrs. B 39 Female 3 With Family Working Teacher B.Ed., M.A. Middle Class

3 Mr. C 53 Male 4 With Family Working Clerk M.A. Middle Class

4 Mr. D 50 Male 2 Alone Working Professor PhD Middle Class

5 Mr. E 62 Male 2 With Family Retired BSF Inspector High School Middle Class

6 Mr. F 65 Male 3 With Family Working Engineer B.E Middle Class

7 Mr. G 20 Male 3 With Family Working C.A Student CA Middle Class

8 Mr. H 51 Male 3 With Family Working Accountant B.Com. Middle Class

9 Mr. | 61 Male 2 With Family Retired D.I.G (1.B) M.Sc. Middle Class

10 Mrs. J 49 Female 4 With Family Working Housewife B.A. Middle Class

1 Mrs. K 60 Female 3 With Family Retired Housewife High School Middle Class

12 Mr. L 37 Male 2 With Family Working Engineer M.Tech. Middle Class

13 Mrs. M 55 Female 2 With Family Working Housewife Sr. Secondary School Middle Class

14 Mr. N 40 Male 3 With Family Working Shopkeeper Diploma (M.E) Lower-Middle Class

15 Mr. O 64 Male 4 With Family Working Contractor Diploma (M.E) Middle Class

16 Mrs. P 60 Female 4 With Family Retired Housewife Primary School Middle Class

17 Mrs. Q 40 Female 3 With Family Working Housewife Middle School Middle Class

18 Mr. R 70 Male 4 With Family Working Tailor Middle School Lower-Middle Class

19 Mr. S 45 Male 4 With Family Working Shopkeeper High School Middle Class

20 Mrs. T 71 Female 3 Alone Working Honorary High School Middle Class

Table 2: The background of the 20 cases of diabetes.
Out of the total subjects 65% were male and 35% were female. Out of the 20 diabetic patients, 80% are working and 20% are retired. The percentage of patients above 52
years is 55% and the percentage of patients below mean age is 45%.

S. No. Gender Frequency Percentage generation gap appears to play significant role in the stress; particularly
1 Male 13 65% in case of those person having high expectation from the marriage and
2 Female 7 35% children and finding the reality contradicting after the marriage. It is quite

possible that in Indian culture older generation possess a strong web of
expectations from the children, particularly in terms of obedience, respect,
good behavior, morality and —freedom within limitation and contrary to

Table 3: Gender demography.
Out of the total sample, the 65% were male and 35% were female.

S. No. Present Status Frequency Percentage the reality with which they are living. Such situation of unresolved conflict
1 Retired 4 20% may play a significant role in making them diabetic.
2 Working 16 80%
Table 4: Occupation distribution. . . Treatment Seeking Behavior
Out of the 20 diabetic patients, 80% are working and 20% are retired. S.No. Patient | Detection | Gapin Desi Dawa/Homeopathic
Age Treatment medicine/Others
S. No. Age Frequency Percentage 1 Mr. A 39 5 years Desi Dawa
1 Above Mean Age i 55% 2 | Mrs.B 39 6 months Diet
2 At Mean (52.35) 0 0% 3 Mr. C 45 15 Days Diet and Exercise
3 Below Mean Age 9 45% 4 Mr. D 30 8 months Others
Table 5: Age distribution. 5 Mr. E 62 1 month Diet
The percentage .Of patients above 52 is 55% and the percentage of patients 6 Mr. F 41 2 months Desi Dawa and Diet
below mean age is 45%. 7 Mr. G 13 10 days Others
studies. 8 Mr. H 44 3 months Meditation
As evident from the in-depth case studies there are some cases those 190 MMr; I J :2 1:mn;:r:l:zs Dielzt);el::sv:alk
have reported an extreme pressure of work as a major cause of their » Mrs. K 18 1 month Diot and Exercise
diabetes. It looks that the nature of work in which people is involved is an 12 : 23
important factor. Particularly those who don' relish their work, contrary Mr. L 7 days : None
they are given unproportionate pressure to complete the work, are more 13 Mrs. 31 3 rnonths .D|et and Wa||.<
vulnerable to the disease. There are some cases of diabetic persons both 14 | McN 40 Till Date Diet and Exercise
male and female who perceived family stress as a major causative factor for 15 Mr. O 58 20 days None
their disease. It looks that changing profile of relationship among family 16| Mrs.P 30 4 months Diet and Exercise
members and continued quarrel on family related issues, sudden stop of 17 | Mrs.Q 35 20 days Desi Dawa
communication among family members, negativity towards each other 18 | MrR 64 1 year Desi Dawa and Walk
perhaps play detrimental role in causing diabetes. Few diabetic patients 19 Mr. S 25 3 years Desi Dawa
included in the studies are living the life of paradox and unresolved 20 Mrs. T 60 1 year Desi Dawa and Walk
conflicts. From the in-depth discussion in case of few diabetic patients inter Table 6: Treatment seeking behavior.
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S. No. Gap in Treatment Frequency Percentage
1 Years 4 20%
Months 1 55%
Days 5 25%

Table 7: Gap in treatment distribution.

Stress Factors
S. No. Patient Financial Emotional  Family Dispute Unresolved Conflicts

1 Mr. A X X X
2 Mrs. B X X
3 Mr. C X
4 Mr. D X X
5 Mr. E X X
6 Mr. F X X
7 Mr. G X

8 Mr. H X X

9 Mr. | X X
10 | Mrs.J X X

11 Mrs. K X X
12 Mr. L X

13 Mrs. M X X
14 Mr. N X X
15 Mr. O X
16 Mrs. P X X
17 | Mrs.Q X X
18 Mr. R X X X
19 Mr. S X X X
20  Mrs. T X X X

Table 8: Stress factors contributing towards diabetes.

S. No. Stress Factor Frequency Percentage
1 Financial 7 35%
2 Emotional 13 65%
3 Family Dispute 4 20%
4 Unresolved Conflicts 16 80%
Table 9: Stress factor prevalence distribution.
S. No. Multiple Response Frequency Percentage

1 One Set of Factor 4 20%

2 Two Set of Factors 12 60%

3 Three Set of Factors 4 20%

4 Four Set of Factors 0 0%

Table 10: Multiple response contributing to diabetes.

A conflict between expectations (what person thinks) and
reality (what is given in the family) contributes a lot to stress. A
continuous stressful life since childhood leads to accumulation of
pain and sorrow within an individual. Development of diabetes
after marriage due to various reasons such as conflicting relation
between spouse, conflicts due to children behavior, lack or no
communication within family members proved and reported to
be more devastating by most of the patients. Unexpected behavior
and attitude of son, son in law, daughter and daughter in law leads
to chronic stress. Loss of respect and dignity and more abundant
reaction from family members leads to long lasting pain and sorrow.
Feeling of being exploited, high stressful situation in marital affairs
perhaps causes permanent stress among people [81-115].

Conclusion

The results of this study are based on qualitative data analysis are
presented simultaneously as follows: magnitude, characteristics, scope
of stress in diabetic patients., influencing factors in the context of stress
in diabetes patients., effects and impact of unresolved conflicts and
stressful lifestyle in diabetes patients., individual, institutional, and
systematic responses towards stressors, conflicts and stressful lifestyle
management strategies can be formulated., events leading to diabetes,
individual reaction towards diabetes, family‘s behavior towards patient.
The unresolved conflicts and stress within self of a person when get
accumulated over the years may cause diabetes amongst the people. The
causative factors could be family disputes, poor communication among
spouse, the generation gap between the children, widening gap in the
expectations of people in the role of parents and un-fulfillment of those
expectations, value crisis at work place or any other reason which may
be causing a situation of unresolved conflicts. When the threshold of
pressure or stress crossed due some shocking incident or unbearable
pressure, it leads to the onset of diabetes. From the findings it looks that
people need to be prepared from the early stages of life about upcoming
situations emerging in the family of contemporary period. The coping
skills and communication education about the dynamic changes in
the expectations and behavior profile in the family and society should
be taken up as preventive and promotive approach with complete
institutional design. The trend must be reversed in order to reduce
Diabetes by motivating the non-diabetic group to manage conflicts
and prevent stressful lifestyles which leads to future complications.
Work with diabetic group to reduce chronic condition. Diabetic cases
can be significantly reduced or eliminated by stress management
and incorporating physical activity into people lives. Government
organization/Corporate can better control their healthcare costs
through programs of health and fitness with the concept of body, mind
and soul.

References

1. Woodward D, Drager N, Beaglehole R, Lipson D (2001) Globalization and
health: a framework for analysis and action. Bull World Health Organ 79: 875-
881.

2. Labonte R, Torgerson R (2000) Frameworks for analyzing the links between
globalization and health. Draft report to the World Health Organization.
Saskatoon, SPHERU, University of Saskatchewan.

3. Martens P, McMichael AJ, Patz J (2000) Globalisation, Environmental Change
and Health. Global Change and Human Health 1: 4-8.

4. Huynen MM, Martens P, Hilderink HB (2005) The health impacts of globalization:
a conceptual framework. Global Health 1: 14.

5. WHO (2002) The world health report 2002: reducing risks, promoting healthy
life. Geneva, World Health Organization.

6. Rennen W, Martens P (2003) The globalisation timeline. Integrated Assessment
4:137-144.

7. Martens P, Rotmans J (2002) Transitions in a globalising world. Lisse, Swets
and Zeitlinger.

8. Dodgson R, Lee K, Drager N (2002) Global health governance: a conceptual
review. London, Centre on GlobalChange and Health, London School of
Hygiene and Tropical Medicine.

9. UN: UN Millennium Development Goals. , United Nations. http://www.un.org/
millenniumgoals/. Accessed 10-01-05.

10. Hong E (2000) Globalisation and the impact on health: a third world view. Issue
paper prepared for The Peoples’ Assembly, Savar Bangladesh.

11. IMF: Evaluation of the IMF’s role in Poverty Reduction Strategy Papers and

J Clin Med Genomics, an open access journal
ISSN: 2472-128X

Volume 3 ¢ Issue 1+ 1000126


http://www.ncbi.nlm.nih.gov/pubmed/11584737
http://www.ncbi.nlm.nih.gov/pubmed/11584737
http://www.ncbi.nlm.nih.gov/pubmed/11584737
http://www.globalhealthequity.ca/electronic library/Framework for analysing links between Globalization & Health - WHO 1-71 Dec 31 2003.pdf
http://www.globalhealthequity.ca/electronic library/Framework for analysing links between Globalization & Health - WHO 1-71 Dec 31 2003.pdf
http://www.globalhealthequity.ca/electronic library/Framework for analysing links between Globalization & Health - WHO 1-71 Dec 31 2003.pdf
http://link.springer.com/article/10.1023%2FA%3A1011572212445#page-1
http://link.springer.com/article/10.1023%2FA%3A1011572212445#page-1
http://www.ncbi.nlm.nih.gov/pubmed/16078989
http://www.ncbi.nlm.nih.gov/pubmed/16078989
http://journals.sfu.ca/int_assess/index.php/iaj/article/viewFile/136/91
http://journals.sfu.ca/int_assess/index.php/iaj/article/viewFile/136/91
http://www.sciencedirect.com/science/article/pii/S0016328705000364
http://www.sciencedirect.com/science/article/pii/S0016328705000364
http://cgch.lshtm.ac.uk/globalhealthgovernancepaper2.pdf
http://cgch.lshtm.ac.uk/globalhealthgovernancepaper2.pdf
http://cgch.lshtm.ac.uk/globalhealthgovernancepaper2.pdf
http://www.slideshare.net/pd81xz/zwy121
http://www.slideshare.net/pd81xz/zwy121

Citation: Singh M, Khan AM (2015) Social Determinants of Diabetes. J Clin Med Genomics 3: 126. doi: 10.4172/2472-128X.1000126

Page 9 of 11

16.
17.

2

o

2

=

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

the Poverty Reduction and Growth Facility. Washington D.C., International
Monetary Fund; 2004.

.Walt G (2002) Globalization and health. Paper presented at the Medact
Meeting.
. WHO, WTO (2002) WTO agreements and public health. Geneva, World Health

Organization and the World Bank.

. Commission on the Future of Health Care in Canada (2002) Globalization and

Canada’s health care system. Vancouver, University of British Colombia.

. Fidler D (2002) Global health governance: overview of the role of international

law in protecting and promoting global public health. London, Centre on Global
Change and Health, London School of Hygiene and Tropical Medicine.

Singer P: One world. New Haven, Yale University Press; 2002.

Carruth RS, Goldstein BD (2004) The asbestos case: a comment on the
appointment and use of nonpartisan experts in world trade organization dispute
resolution involving health risk. Risk Anal 24: 471-481.

.WTO (2001) European Communities measures affecting asbestos and

asbestos-containing products. WT/DS135/AB/R. Appellate Body Report.
Geneva, World Trade Organization.

.WTO (1997) European Communities measures concerning meat and meat

products (hormones). WT/DS26/R/USA and WT/ DS48/R/CAN. Panel report.
Geneva, World Trade Organization.

.WTO (1998) European Communities measures concerning meat and meat

products (hormones). WT/DS26/AB/R and WT/ DS48/AB/R. Appellate Body
report. Geneva, World Trade Organization.

. Levine DI, Rothman D (2006) Does trade affect child health? J Health Econ

25: 538-554.

Ben-David D (2000) Trade, growth and disparity among nation. In Income
Disparity and Poverty, World Trade Organization Special Study 5 Edited by:
WTO. Geneva, WTO publications.

Dollar D, Kraay A (2001) Growth is good for the poor. Washington, DC, World
Bank.

Feachem RG (2001) Globalisation is good for your health, mostly. BMJ 323:
504-506.

Oman C (1996) The policy challenges of globalisation and regionalisation.
Paris, OECD Development Centre.

Reinicke WH (1998) Global public policy: governing without government?
Washington D.C., Brookings Institution Press.

WTO (2003) The World Trade Organization in brief. Geneva, World Trade
Organization.

Held D, McGrew AG, Goldblatt D, Perraton J (1999) Global transformations:
politics, economics and culture. Stanford, Stanford University Press.

Wilson ME (1995) Travel and the emergence of infectious diseases. Emerg
Infect Dis 1: 39-46.

UN (2002) International migration report 2002 New York, United Nations,
Department of Economic and Social Affairs, Population Division.

Frenk J, Sepulveda J, Gémez-Dantés O, McGuinness MJ, Knaul F (1997) The
New World order and international health. BMJ 314: 1404-1407.

Reid C (2004) Wounds of exclusion: poverty, women’s health and social
justices. Edmonton, Qualitative Institute Press.

“Medical Care for the American People: The Final Report of the Committee on
the Cost of Medical Care,” Adopted October 31, 1932, Chicago: University of
Chicago Press, cited in “The Future of Health Policy,” Victor R. Fuchs, Harvard
University Press, Cambridge, MA, 1993

Ad Hoc Committee To Defend Health Care, “For Our Patients, Not For Profits:
A Call To Action,” JAMA Dec 3 1997, Vol 278 No 21

Peeno L (1998) What is the value of a voice? US News World Rep 124: 40-43,
46.

Executive Summary, U.S. GAO Report, June 1991, “Canadian Health
Insurance: Lessons for the United States”

Committee For Economic Development, “Building a National Health-Care
System: A Statement on National Policy by the Research and Policy Committee

38.

39.

40.

4

iy

4

w

44,

45.
46.

4

S

4

oo

49.

5

o

5

uy

52.
53.

54.

55.

56.

57.

58.

59.
60.
61.
62.

63.

64.

65.

66.

of the Committee for Economic Development,” CED, April 1973, New York, NY,
p 22-23

Committee For Economic Development, “Reforming Health Care: A Market
Prescription,” CED, New York, 1987, p 6

Committee For Economic Development, “Reforming Health Care: A Market
Prescription,” CED, New York, 1987

Crozier, Michael J., Huntington, Samuel P., Watanuki, Joji, “The Crisis of
Democracy: Report on the Governability of Democracies to the Trilateral
Commission,” New York University Press, New York, 1975, p 36

. Crozier, p 74, Crozier, p 106, Crozier, p 8, Crozier, p 113
42.

Navarro V., “Dangerous To Your Health,” Monthly Review Press, New York,
1993, p 50

. National Public Radio, June 29, 1998.

Woolhandler S, Himmelstein DU (1991) The deteriorating administrative
efficiency of the U.S. health care system. N Engl J Med 324: 1253-1258.

Navarro, “Dangerous To Your Health” p 75

Navarro V (1982) Sounding boards. Where is the popular mandate? N Engl J
Med 307: 1516-1518.

. Pokorny G (1988) Report card on health care. Health Manage Q 10: 3-7.

. Danielson DA, Mazer A (1987) Results of the Massachusetts Referendum for a

national health program. J Public Health Policy 8: 28-35.

Himmelstein DU, Woolhandler S (1989) A national health program for the
United States. A physicians’ proposal. N Engl J Med 320: 102-108.

. Opinions ‘90 Cumulation,” Chris John Miko & Edward Weilant, editors, Gale

Research Inc., Detroit, 1991

. For example, the nurses struck St. Vincent's Hospital in Worcester, MA in the

spring of 2000 over this issue.
Boston Globe, August 30, 2000

Kawachi |, Kennedy B (1999) Wilkinson RG: Income inequality and health. New
York, The New Press.

Alemzadeh R, Ali O (2011) Diabetes Mellitus. In: Kliegman RM, ed. Kliegman:
Nelson Textbook of Pediatrics. 19th ed. Philadelphia, Pa: Saunders; chap 583.

American Diabetes Association. Standards of medical care in diabetes -- 2011.
Diabetes Care. 2010; 34 Suppl 1:511-S61. [PubMed]

Pignone M, Alberts MJ, Colwell JA, Cushman M, Inzucchi SE, et al. (2010)
Aspirin for primary prevention of cardiovascular events in people with diabetes: a
position statement of the American Diabetes Association, a scientific statement
of the American Heart Association, and an expert consensus document of the
American College of Cardiology Foundation. Circulation 121:2694-2701.

Eisenbarth GS, Polonsky KS, Buse JB (2008) Type 1 Diabetes Mellitus. In:
Kronenberg HM, Melmed S, Polonsky KS, Larsen PR.Kronenberg: Williams
Textbook of Endocrinology. 11th ed. Philadelphia, Pa: Saunders Elsevier, chap
31

S Baba, MK Gould, P Pimmet (1985) (eds.), Diabetes Mellitus: Recent
Knowledge on Aetiology, Complications and Treatment.

WE Benson (1988) Diabetes and Its Ocular Complications.
M Brenner (1987) Management of the Diabetic Foot.
P Czernichow, AD Robinson (1985) (eds.), Diabetes Insipidus in Man.

E Friedman, CM Peterson (1985) (eds.), Diabetic Nephropathy: Strategy for
Therapy.

Woods SC, Smith PH, PorteD (1981) The role of the nervous system in
metabolic regulation and its effects on diabetes and obesity. In Brownless M
(ed), Handbook of Diabetes Mellitus, Vol. 3. New York, Garland 208-271.

Bjorntorp P (1991) Metabolic implications of body fat distribution. Diabetes
Care 14: 1132-1143.

Berne C, Fagius J, Niklasson F (1989) Sympathetic response to oral
carbohydrate administration. Evidence from microelectrode nerve recordings.
J Clin Invest 84: 1403-1409.

Kaufman LN, Peterson MM, Smith SM (1991) Hypertension and sympathetic

J Clin Med Genomics, an open access journal
ISSN: 2472-128X

Volume 3 ¢ Issue 1+ 1000126


http://www.ncbi.nlm.nih.gov/pubmed/15078318
http://www.ncbi.nlm.nih.gov/pubmed/15078318
http://www.ncbi.nlm.nih.gov/pubmed/15078318
http://www.ncbi.nlm.nih.gov/pubmed/16303196
http://www.ncbi.nlm.nih.gov/pubmed/16303196
https://www.wto.org/english/res_e/booksp_e/special_study_5_e.pdf
https://www.wto.org/english/res_e/booksp_e/special_study_5_e.pdf
https://www.wto.org/english/res_e/booksp_e/special_study_5_e.pdf
http://elibrary.worldbank.org/doi/abs/10.1596/1813-9450-2587
http://elibrary.worldbank.org/doi/abs/10.1596/1813-9450-2587
http://www.ncbi.nlm.nih.gov/pubmed/11532848
http://www.ncbi.nlm.nih.gov/pubmed/11532848
http://www.worldcat.org/title/policy-challenges-of-globalisation-and-regionalisation/oclc/48351591
http://www.worldcat.org/title/policy-challenges-of-globalisation-and-regionalisation/oclc/48351591
http://www.jstor.org/stable/40203347
http://www.jstor.org/stable/40203347
https://www.wto.org/english/thewto_e/whatis_e/inbrief_e/inbr00_e.htm
https://www.wto.org/english/thewto_e/whatis_e/inbrief_e/inbr00_e.htm
http://www.jstor.org/stable/4192890
http://www.jstor.org/stable/4192890
http://www.ncbi.nlm.nih.gov/pubmed/8903157
http://www.ncbi.nlm.nih.gov/pubmed/8903157
http://www.ncbi.nlm.nih.gov/pubmed/9161318
http://www.ncbi.nlm.nih.gov/pubmed/9161318
http://www.researchgate.net/publication/236218003_Book_Review_The_wounds_of_exclusion_poverty_women's_health__social_justice._Author_Reid_C._(2004)._Edmonton_Alberta_Qualitative_Institute_Press
http://www.researchgate.net/publication/236218003_Book_Review_The_wounds_of_exclusion_poverty_women's_health__social_justice._Author_Reid_C._(2004)._Edmonton_Alberta_Qualitative_Institute_Press
http://www.ncbi.nlm.nih.gov/pubmed/10177197
http://www.ncbi.nlm.nih.gov/pubmed/10177197
http://www.ncbi.nlm.nih.gov/pubmed/1901623
http://www.ncbi.nlm.nih.gov/pubmed/1901623
http://www.ncbi.nlm.nih.gov/pubmed/7144817
http://www.ncbi.nlm.nih.gov/pubmed/7144817
http://www.ncbi.nlm.nih.gov/pubmed/10312447
http://www.ncbi.nlm.nih.gov/pubmed/3584456
http://www.ncbi.nlm.nih.gov/pubmed/3584456
http://www.ncbi.nlm.nih.gov/pubmed/2911282
http://www.ncbi.nlm.nih.gov/pubmed/2911282
http://epirev.oxfordjournals.org/content/26/1/78.full
http://epirev.oxfordjournals.org/content/26/1/78.full
http://www.ncbi.nlm.nih.gov/pubmed/20508233
http://www.ncbi.nlm.nih.gov/pubmed/20508233
http://www.ncbi.nlm.nih.gov/pubmed/20508233
http://www.ncbi.nlm.nih.gov/pubmed/20508233
http://www.ncbi.nlm.nih.gov/pubmed/20508233
http://trove.nla.gov.au/work/18151699?selectedversion=NBD3393085
http://trove.nla.gov.au/work/18151699?selectedversion=NBD3393085
http://www.ncbi.nlm.nih.gov/pubmed/1773700
http://www.ncbi.nlm.nih.gov/pubmed/1773700
http://www.ncbi.nlm.nih.gov/pubmed/2681266
http://www.ncbi.nlm.nih.gov/pubmed/2681266
http://www.ncbi.nlm.nih.gov/pubmed/2681266
http://www.ncbi.nlm.nih.gov/pubmed/1987797

Citation: Singh M, Khan AM (2015) Social Determinants of Diabetes. J Clin Med Genomics 3: 126. doi: 10.4172/2472-128X.1000126

Page 10 of 11

67.

6

oo

69.

70.

7

N

72.

73.

74.

7

(2]

76.

77.

7

(e}

79.

80.
81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

hyperactivity induced in rats by high-fat or glucose diets. Am J Physiol 260:
E95-100.

Schade DS, Santiago JV, Skyler JS, Rizza RA (1983) Intensive Inesulin
Therapy. Princeton, E xcerpta Medica.

. Fuller JH (1985) Epidemiology of hypertension associated with diabetes

mellitus. Hypertension 7: 113-7.

Surwit RS, Feinglos MN, Scovern AW (1983) Diabetes and behavior. A
paradigm for health psychology. Am Psychol 38: 255-262.

Surwit RS, Scovern AW, Feinglos MN (1982) The role of behavior in diabetes
care. Diabetes Care 5: 337-342.

. Clutter WE, Bier DM, Shah SD, Cryer PE (1980) Epinephrine plasma metabolic

clearance rates and physiologic thresholds for metabolic and hemodynamic
actions in man. J Clin Invest 66: 94-101.

Williams RH, Porte D (1974) The pancreas. In Williams RH (ed), Textbook of
Endocrinology. 5th ed. Philadelphia, Saunders 502-626.

Shaw JE, Sicree RA, Zimmet PZ (2010) Global estimates of the prevalence of
diabetes for 2010 and 2030. Diabetes Res Clin Pract 87: 4-14.

Dianna J Magliano, Stefan Sdéderberg, Paul Z Zimmet, Bendix Cartensen,
Beverly Balkau, et al. (2010) Mortality, All-Cause and Cardiovascular Disease,
Over 15 Years in Multiethnic Mauritius. Diabetes Care 1983-1989.

. Jowett JB, Diego VP, Kotea N, Kowlessur S, Chitson P, et al. (2009) Genetic

influences on type 2 diabetes and metabolic syndrome related quantitative
traits in Mauritius. Twin Res Hum Genet 12: 44-52.

Ramachandran A, Ma RC, Snehalatha C (2010) Diabetes in Asia. Lancet 375:
408-418.

Mohan V, Radhika G, Vijayalakshmi P, Sudha V (2010) Can the diabetes/
cardiovascular disease epidemic in India be explained, at least in part, by
excess refined grain (rice) intake? Indian J Med Res 131: 369-372.

. Pradeepa R, Anjana RM, Unnikrishnan R, Ganesan A, Mohan V, et al. (2010)

Risk factors for microvascular complications of diabetes among South Indian
subjects with type 2 diabetes--the Chennai Urban Rural Epidemiology Study
(CURES) Eye Study-5. Diabetes Technol Ther 12: 755-761.

Dowse GK, Gareeboo H, Zimmet PZ, Alberti KG, Tuomilehto J, et al. (1990)
High prevalence of NIDDM and impaired glucose tolerance in Indian, Creole,
and Chinese Mauritians. Mauritius Non-communicable Disease Study Group.
Diabetes 39: 390-396.

Zimmet P (1996) IDF Bull 36:29-32.

Mohan V, Sandeep S, Deepa R, Shah B, Varghese C (2007) Epidemiology of
type 2 diabetes: Indian scenario. Indian J Med Res 125: 217-230.

Mohan V, Mathur P, Deepa R, Deepa M, Shukla DK, et al. (2008) Urban rural
differences in prevalence of self-reported diabetes in India--the WHO-ICMR
Indian NCD risk factor surveillance. Diabetes Res Clin Pract 80: 159-168.

Dunstan DW, Barr EL, Healy GN, Salmon J, Shaw JE, et al. (2010) Television
viewing time and mortality: the Australian Diabetes, Obesity and Lifestyle Study
(AusDiab). Circulation 121: 384-391.

Unnikrishnan RI, Rema M, Pradeepa R, Deepa M, Shanthirani CS, et al.
(2007) Prevalence and risk factors of diabetic nephropathy in an urban South
Indian population: the Chennai Urban Rural Epidemiology Study (CURES 45).
Diabetes Care 30: 2019-2024.

Sandeep S, Ganesan A, Mohan V (2010) Development and Updation of the
Diabetes Atlas of India

Landsberg L, Young JB (1985) Sympathoadrenal system: The regulation
of metabolism. In Ingbar SH (ed), Contemporary Endocrmology, New York,
Plenum 217-246.

Whitehead WE, Schuster MM (1985) Gastrointestinal Disorders: Behavioral
and Physiologic Basis for Treatment. New York, Academic Press.

Cannon WB (1941) Bodily Changes in Pain. Hunger, Fear and Rage. New York,
MacMillan.

Capponi R, Kawada ME, Varela C, Vargas L (1980) Diabetes mellitus by
repeated stress in rats bearing chemical diabetes. Horm Metab Res 12: 411-
412.

Huang SW, Plaut SM, Taylor G, Wareheim LE (1981) Effect of stressful

stimulation on the incidence of streptozotocin-induced diabetes in mice.
Psychosom Med 43: 431-437.

91. Roudier M, Portha B, Picon L (1980) Glucocorticoid-induced recovery from
streptozotocin diabetes in the adult rat. Diabetes 29: 201-205.

92. Nakhooda AF, Like AA, Chappel CI, Wei CN, Marliss EB (1978) The
spontaneously diabetic Wistar rat (the “BB” rat). Studies prior to and during
development of the overt syndrome. Diabetologia 14: 199-207.

93. Carter WR, Herrman J, Stokes K, Cox DJ (1987) Promotion of diabetes onset
by stress in the BB rat. Diabetologia 30: 674-675.

94. Bellush LL, Rowland NE (1989) Stress and behavior in streptozotocin diabetic
rats: biochemical correlates of passive avoidance learning. Behav Neurosci
103: 144-150.

95. Lee JH, Konarska M, McCarty R (1989) Physiological responses to acute
stress in alloxan and streptozotocin diabetic rats. Physiol Behav 45: 483-489.

96. Robinson N, Fuller JH (1985) Role of life events and difficulties in the onset of
diabetes mellitus. J Psychosom Res 29: 583-591.

97. Slawson PF, Flynn WR, Kollar EJ (1963) Psychological factors associated with
the onset of diabetes mellitus. JAMA 185: 166-170.

98. Stein SP, Charles E (1971) Emotional factors in juvenile diabetes mellitus: a
study of early life experience of adolescent diabetics. Am J Psychiatry 128:
700-704.

99. Hinkle LE, Evans FM, WolfS (1951) Studies in diabetes mellitus IlI: Life history
of three persons with labile diabetes, and the relation of significant experiences
in their lives to the onset and course of their disease. Psychosom Med 13:160-
183.

100.Hinkle LE, Evans FM, WolfS (1951) Studies in diabetes mellitus IV: Life history
of three persons with relatively mild, stable diabetes, and relation of significant
experiences in their lives to the onset and course of the disease. Psychosom
Med 1:184-202.

101.HINKLE LE Jr, WOLF S (1952) Importance of life stress in course and
management of diabetes mellitus. J Am Med Assoc 148: 513-520.

102.Vandenbergh RL, Sussman KE, Titus CC (1966) Effects of hypnotically
induced acute emotional stress on carbohydrate and lipid metabolism in
patients with diabetes mellitus. Psychosom Med 28: 382-390.

103.VandenBergh RL, Sussman KE, Vaughan GD (1967) Effects of combined
physical-anticipatory stress on carbohydrate-lipid metabolism in patients with
diabetes mellitus. Psychosomatics 8: 16-19.

104.Kemmer FW, Bisping R, Steingriiber HJ, Baar H, Hardtmann F, et al. (1986)
Psychological stress and metabolic control in patients with type | diabetes
mellitus. N Engl J Med 314: 1078-1084.

105.Gilbert BO, Johnson SB, Silverstein J, Malone J (1989) Psychological and
physiological responses to acute laboratory stressors in insulin-dependent
diabetes mellitus adolescents and non-diabetic controls. J Pediatr Psychol
14:577-591.

106.Bradley C (1982) Psychophysiological aspects of the management of diabetes
mellitus. Int J Mental Health 11:117-132.

107.Carter WR, Gonder-Frederick LA, Cox DJ, Clarke WL, Scott D (1985) Effect of
stress on blood glucose in IDDM. Diabetes Care 8: 411-412.

108.Gonder-Frederick LA, Carter WR, Cox DJ, Clarke WL (1990) Environmental
stress and blood glucose change in insulin-dependent diabetes mellitus.
Health Psychol 9: 503-515.

109.Greenhalgh PM, Jones JR, Jackson CA, Smith CC, Yudkin JS (1992) Changes
in injection-site blood flow and plasma free insulin concentrations in response
to stress in type 1 diabetic patients. Diabet Med 9: 20-29.

110. Stabler B, Surwit RS, Lane JD, Morris MA, Litton J, et al. (1987) Type A
behavior pattern and blood glucose control in diabetic children. Psychosom
Med 49: 313-316.

111. Stabler B, Lane JD, Ross SL, Morris MA, Litton J, et al. (1988) Type A behavior
pattern and chronic glycemic control in individuals with IDDM. Diabetes Care
11: 361-362.

112. Travis L (1987) Stress, hyperglycemia, and ketosis. In Travis L, Brouhard
BH, Schreiner BD (eds), Diabetes Mellitus in Children and Adolescents.
Philadelphia, Saunders 137-146.

J Clin Med Genomics, an open access journal
ISSN: 2472-128X

Volume 3 ¢ Issue 1+ 1000126


http://www.ncbi.nlm.nih.gov/pubmed/1987797
http://www.ncbi.nlm.nih.gov/pubmed/1987797
http://www.ncbi.nlm.nih.gov/pubmed/4077239
http://www.ncbi.nlm.nih.gov/pubmed/4077239
http://www.ncbi.nlm.nih.gov/pubmed/6870041
http://www.ncbi.nlm.nih.gov/pubmed/6870041
http://www.ncbi.nlm.nih.gov/pubmed/6756844
http://www.ncbi.nlm.nih.gov/pubmed/6756844
http://www.ncbi.nlm.nih.gov/pubmed/6995479
http://www.ncbi.nlm.nih.gov/pubmed/6995479
http://www.ncbi.nlm.nih.gov/pubmed/6995479
http://www.ncbi.nlm.nih.gov/pubmed/19896746
http://www.ncbi.nlm.nih.gov/pubmed/19896746
http://care.diabetesjournals.org/content/33/9/1983.short
http://care.diabetesjournals.org/content/33/9/1983.short
http://care.diabetesjournals.org/content/33/9/1983.short
http://www.ncbi.nlm.nih.gov/pubmed/19210179
http://www.ncbi.nlm.nih.gov/pubmed/19210179
http://www.ncbi.nlm.nih.gov/pubmed/19210179
http://www.ncbi.nlm.nih.gov/pubmed/19875164
http://www.ncbi.nlm.nih.gov/pubmed/19875164
http://www.ncbi.nlm.nih.gov/pubmed/20418547
http://www.ncbi.nlm.nih.gov/pubmed/20418547
http://www.ncbi.nlm.nih.gov/pubmed/20418547
http://www.ncbi.nlm.nih.gov/pubmed/20818974
http://www.ncbi.nlm.nih.gov/pubmed/20818974
http://www.ncbi.nlm.nih.gov/pubmed/20818974
http://www.ncbi.nlm.nih.gov/pubmed/20818974
http://www.ncbi.nlm.nih.gov/pubmed/2307296
http://www.ncbi.nlm.nih.gov/pubmed/2307296
http://www.ncbi.nlm.nih.gov/pubmed/2307296
http://www.ncbi.nlm.nih.gov/pubmed/2307296
http://www.ncbi.nlm.nih.gov/pubmed/17496352
http://www.ncbi.nlm.nih.gov/pubmed/17496352
http://www.ncbi.nlm.nih.gov/pubmed/18237817
http://www.ncbi.nlm.nih.gov/pubmed/18237817
http://www.ncbi.nlm.nih.gov/pubmed/18237817
http://www.ncbi.nlm.nih.gov/pubmed/20065160
http://www.ncbi.nlm.nih.gov/pubmed/20065160
http://www.ncbi.nlm.nih.gov/pubmed/20065160
http://www.ncbi.nlm.nih.gov/pubmed/17488949
http://www.ncbi.nlm.nih.gov/pubmed/17488949
http://www.ncbi.nlm.nih.gov/pubmed/17488949
http://www.ncbi.nlm.nih.gov/pubmed/17488949
E:\TotalJournals\OMICS\IJGM (JCMG)\IJGM-Volume3\IJGM3.1\IJGM3.1_W\jcmg-15-1174 (126)\APPROVED\86.
E:\TotalJournals\OMICS\IJGM (JCMG)\IJGM-Volume3\IJGM3.1\IJGM3.1_W\jcmg-15-1174 (126)\APPROVED\86.
https://www.goodreads.com/book/show/4238190-gastrointestinal-disorders?from_choice=false&from_home_module=false
https://www.goodreads.com/book/show/4238190-gastrointestinal-disorders?from_choice=false&from_home_module=false
https://archive.org/details/bodilychangesinp029647mbp
https://archive.org/details/bodilychangesinp029647mbp
http://www.ncbi.nlm.nih.gov/pubmed/7409741
http://www.ncbi.nlm.nih.gov/pubmed/7409741
http://www.ncbi.nlm.nih.gov/pubmed/7409741
http://www.ncbi.nlm.nih.gov/pubmed/6458836
http://www.ncbi.nlm.nih.gov/pubmed/6458836
http://www.ncbi.nlm.nih.gov/pubmed/6458836
http://www.ncbi.nlm.nih.gov/pubmed/6991322
http://www.ncbi.nlm.nih.gov/pubmed/6991322
http://www.ncbi.nlm.nih.gov/pubmed/350681
http://www.ncbi.nlm.nih.gov/pubmed/350681
http://www.ncbi.nlm.nih.gov/pubmed/350681
http://www.ncbi.nlm.nih.gov/pubmed/3653564
http://www.ncbi.nlm.nih.gov/pubmed/3653564
http://www.ncbi.nlm.nih.gov/pubmed/2522305
http://www.ncbi.nlm.nih.gov/pubmed/2522305
http://www.ncbi.nlm.nih.gov/pubmed/2522305
http://www.ncbi.nlm.nih.gov/pubmed/2526954
http://www.ncbi.nlm.nih.gov/pubmed/2526954
http://www.ncbi.nlm.nih.gov/pubmed/4087226
http://www.ncbi.nlm.nih.gov/pubmed/4087226
http://www.ncbi.nlm.nih.gov/pubmed/13989201
http://www.ncbi.nlm.nih.gov/pubmed/13989201
http://www.ncbi.nlm.nih.gov/pubmed/5147725
http://www.ncbi.nlm.nih.gov/pubmed/5147725
http://www.ncbi.nlm.nih.gov/pubmed/5147725
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC436317/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC436317/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC436317/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC436317/
http://www.ncbi.nlm.nih.gov/pubmed/14844568
http://www.ncbi.nlm.nih.gov/pubmed/14844568
http://www.ncbi.nlm.nih.gov/pubmed/14844568
http://www.ncbi.nlm.nih.gov/pubmed/14844568
http://www.ncbi.nlm.nih.gov/pubmed/14888516
http://www.ncbi.nlm.nih.gov/pubmed/14888516
http://www.ncbi.nlm.nih.gov/pubmed/5966669
http://www.ncbi.nlm.nih.gov/pubmed/5966669
http://www.ncbi.nlm.nih.gov/pubmed/5966669
http://www.ncbi.nlm.nih.gov/pubmed/6044688
http://www.ncbi.nlm.nih.gov/pubmed/6044688
http://www.ncbi.nlm.nih.gov/pubmed/6044688
http://www.ncbi.nlm.nih.gov/pubmed/3515188
http://www.ncbi.nlm.nih.gov/pubmed/3515188
http://www.ncbi.nlm.nih.gov/pubmed/3515188
http://www.ncbi.nlm.nih.gov/pubmed/2607394
http://www.ncbi.nlm.nih.gov/pubmed/2607394
http://www.ncbi.nlm.nih.gov/pubmed/2607394
http://www.ncbi.nlm.nih.gov/pubmed/2607394
http://www.jstor.org/stable/41344287
http://www.jstor.org/stable/41344287
http://www.ncbi.nlm.nih.gov/pubmed/4042808
http://www.ncbi.nlm.nih.gov/pubmed/4042808
http://www.ncbi.nlm.nih.gov/pubmed/2226381
http://www.ncbi.nlm.nih.gov/pubmed/2226381
http://www.ncbi.nlm.nih.gov/pubmed/2226381
http://www.ncbi.nlm.nih.gov/pubmed/1551306
http://www.ncbi.nlm.nih.gov/pubmed/1551306
http://www.ncbi.nlm.nih.gov/pubmed/1551306
http://www.ncbi.nlm.nih.gov/pubmed/3602301
http://www.ncbi.nlm.nih.gov/pubmed/3602301
http://www.ncbi.nlm.nih.gov/pubmed/3602301
http://www.ncbi.nlm.nih.gov/pubmed/3402294
http://www.ncbi.nlm.nih.gov/pubmed/3402294
http://www.ncbi.nlm.nih.gov/pubmed/3402294

Citation: Singh M, Khan AM (2015) Social Determinants of Diabetes. J Clin Med Genomics 3: 126. doi: 10.4172/2472-128X.1000126

Page 11 of 11

113. McLesky CH, Lewis SB, Woodruff RE (1978) Glucagon levels during 115.Brand AH, Johnson JH, Johnson SB (1986) Life stress and diabetic control in
anesthesia and surgery in normal and diabetic patients. Diabetes 27: 492. children and adolescents with insulin-dependent diabetes. J Pediatr Psychol

) . ) 11: 481-495.
114.Chase HP, Jackson GG (1981) Stress and sugar control in children with

insulin-dependent diabetes mellitus. J Pediatr 98: 1011-1013.

J Clin Med Genomics, an open access journal

ISSN: 2472-128X Volume 3 ¢ Issue 1+ 1000126


https://scholar.google.co.in/scholar?q=related:gEKOhiympvsJ:scholar.google.com/&hl=en&as_sdt=0,5
https://scholar.google.co.in/scholar?q=related:gEKOhiympvsJ:scholar.google.com/&hl=en&as_sdt=0,5
http://www.ncbi.nlm.nih.gov/pubmed/7014811
http://www.ncbi.nlm.nih.gov/pubmed/7014811
http://www.ncbi.nlm.nih.gov/pubmed/3559842
http://www.ncbi.nlm.nih.gov/pubmed/3559842
http://www.ncbi.nlm.nih.gov/pubmed/3559842

	Title
	Corresponding author
	Abstract
	Introduction
	Globalization
	Health is a multifaceted concept 
	Transition in the lifestyle 
	Unresolved conflicts 
	Immediate impact of unresolved conflict 
	Long-term impact of unresolved conflict 
	Blood tests 
	Complications of diabetes 
	Prevention as per medical world 
	Diabetes Management by medical fraternity 
	Research questions 
	Objectives of the study 
	Research tools and technique 
	Respondent
	Data collection 
	Data analysis 
	Results are presented and discussed in the following tables 

	Results and Discussion 
	Conclusion
	References
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6
	Table 7
	Table 8
	Table 9
	Table 10

