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Abstract
The family is the basic social unit and should be taken as the basic unit of engagement and intervention in diabetes care as well.
Family members not only contribute to diabetes care and support but are also prone to all effects arising from this. Shared genetic
and environmental factors lead to a higher prevalence of diabetes in family members, and open a window of opportunity for
diabetes prevention as well. The Ahmedabad Declaration of 2018, titled BThe Family and Diabetes^ has been released during the
Annual Conference of the Research Society for Study of Diabetes India (RSSDI). It supports the theme of World Diabetes Day
2018–2019 and lends its voice towards strengthening the family in our quest for optimal diabetes control.
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Introduction

The dictionary defines a family in various ways [1]. The
noun family is a basic social group consisting of parents
and their children. The word can be used as an adjective
(diabetes is a family disease) and as an idiom (diabetes is
common in women in the family way). The Institute for
Patient- and Family-Centered Care (IPFCC) defines fam-
ily members as two or more persons who are related in
any way biologically, legally, or emotionally [2]. This
allows a more inclusive concept of family, including nu-
clear, extended and kinship network members. It is also in
concordance with Indian customs, where an entire village,
community, caste, or tribe may be considered family.

If family is the basic social unit, it stands to reason that it
should be considered the basic unit of intervention in a syn-
drome such as diabetes, which has multiple social
ramifications.

The Indian family

The attitudes, wishes, and needs of family members of persons
living with diabetes were analyzed in the multinational second
Diabetes Attitude, Wishes and Needs (DAWN2) study [3].
The DAWN2 study documented that there was a significant
impairment of psychological well-being, diabetes-related dis-
tress, and negative impact on the life of these family members.
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The frustration of family members in not being able to help
their loved ones manage diabetes, and in dealing with hypo-
glycemia, was also observed. In spite of these challenge, most
family members reported willingness to increase their in-
volvement in diabetes care [4].

India was one of the 17 countries involved in DAWN2.
Indians living with diabetes reported their family and
Bother people in the community,^ as being most support-
ive, as compared to peers from other countries. Indians
with diabetes were the second most likely (after China)
to have supportive friends, and third most likely (after
China and Algeria) to encounter supportive people at
work or school. This highlights the positive contribution
of the family to diabetes care in India [5].

The Indian family does pay a high price for this contribu-
tion: the Indian family reported the third highest level of
diabetes-related distress among all 17 countries (better only
than Algeria and Turkey). Indian family members also report-
ed a significant impact on their own leisure (rank 17/17), work
or studies (17/17), physical health (15/17), emotional well-
being (15/17), financial situation (11/17), and relationship
with family/friends/nears (11/17). They were also the third
most likely country to mention lack of any positive impact
on their own health [5].

Yet, all these challenges did not prevent India from
scoring the best on the chances of likely depression and
third best on psychological well-being, among family
members in all 17 DAWN2 countries. Another surprising
effect was that Indian family members tended not to par-
ticipate in formal diabetes education activities (rank 12/
17). Even if they did do so, they rarely found these activ-
ities useful (17/17). Therefore, perhaps, they relied on
other sources of knowledge and assistance (2/17) [5].

DAWN2 highlighted what has been termed Bthe Indian
family paradox^: though Indian family members had high
levels of diabetes distress, they were able to maintain
overall psychological well-being and were least likely to
develop depression. Simultaneously, though they exhibit-
ed high levels of involvement in diabetes care, Indian
family members were less likely to participate in formal
educational activities and even less likely to find them
useful. This, perhaps, prompts them to rely on other
source of education, information, and support [5].

The family as a cause

The family acts as a cause of diabetes into two ways: through
inheritance and through environmental factors. While type 2
diabetes is a multifactorial syndrome, a positive family history
is noted in a significant proportion of seen in type 1 diabetes as
well [6]. Monogenic forms of diabetes such as MODY (ma-
turity onset diabetes of the young) are characterized by their

strong family history [7]. Family history also informs the risk
of developing specific complications, such as nephropathy
and coronary artery disease, in diabetes.

Apart from the genetic aspect of causation, psychosocial
and other environmental factors related to the family also play
a role in etiopathogenesis of diabetes. Spouses of persons with
diabetes have been documented to have a higher risk of de-
veloping the condition [8]. Shared dietary, physical activity,
and stress-related and lifestyle-related characteristics may
contribute to this.

The family as a victim

Though diabetes may be defined in terms of an individual’s
biomedical dysfunction, it impacts the life of the entire family.
The management of diabetes may have to accept changes in
their daily routine as well. Members of the family also have to
shoulder responsibility for motivation and for care of the per-
son with diabetes: this may lead to psychological stress, in-
cluding compassion fatigue and burnout [9].

Diabetes-related expenditure can also affect the family
economy and precipitate financial catastrophe [10].
Diversion of limited family funds, from Bnon-essential^ items
to diabetes care, may influence intra-family ties negatively.
Family members who assist in tasks such as glucose monitor-
ing and injection administration are prone to needle stick in-
juries and blood-borne disease [11].

The family as therapy

Family therapy is an accepted method of management in psy-
chology. The same holds true for chronic diseases such as
diabetes which has a strong psychosocial dimension [12].
The prevalence of diabetes in dysfunctional or broken families
is documented to be high. Fostering of a strong and functional
family unit can provide peace of mind and create a support
system. This, in turn, facilitates the achievement of compre-
hensive biopsychosocial health while caring for persons with
diabetes.

The family as support

The family acts as a great support in the management of dia-
betes (Table 1). A supportive family can join in diabetes edu-
cation, assist in self-case and self-management activities, and
encourage adherence to prescribed therapy. Multiple interven-
tional trials have documented the benefit of family-based in-
terventions often culture sensitized in improving diabetes-
related outcomes [13–15].
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The family as an opportunity

The family of a person with diabetes represents a high-risk
group of people from the perspective of development of diabetes
[16]. This implies that such family should be viewed as a target
for prevention of diabetes. This should be viewed as an oppor-
tunity for good health rather than as a cause for dejection. Apart
from managing the individual with diabetes, the health care
system should take the opportunity to screen his or her family
members for diabetes, inculcate healthy lifestyle habits, and start
timely pharmacotherapy if indicated. Regular screening and ed-
ucational intervention for family members should be ensured.

The family as an impediment

Many cultures view chronic Bdisease,^ such as type 1
diabetes, as a social stigma or Bshame,^ and ostracize
individuals who develop the condition [17]. Family
Bhonor,^ viewed as worthiness and respectability of the
family, is perceived to be dependent on the health of its
members. It is not uncommon to encounter situations
where marital prospects of siblings of children living with
t ype 1 d i a b e t e s h ave be en a f f e c t e d by t he i r
Bdishonorable^ family history. Lack of diabetes literacy
in the community can thus become an impediment to di-
abetes care [14].

Limitations and caveats

One must always be respectful of individual preferences.
Some persons may not wish to disclose their diabetes status
to a few or all family members for a variety of reasons. Self-
disclosure followed by family involvement should be encour-
aged but must not be forced, in such cases. Well-meaning, but
ill-informed family members may share hearsay related to
diabetes, which may lead to suboptimal health care seeking
and acceptance. Family involvement, therefore, must be ac-
companied by proper medical education on an ongoing basis.

The family as the future

The diabetes epidemic is gradually converting to an endemic,
which shows no signs of abating [18]. Some Indian states,
such as Punjab, have a higher rate of diabetes than of impaired
glucose tolerance [19], thus reporting a high-endemicity in-
dex. As health policymakers begin to understand the implica-
tions of this endemic, they will have to tailor their diabetes-
care strategies to include more sustainable family- and
community-based interventions. This will help ensure that
optimal results are achieved in prevention and treatment of
diabetes. The family, therefore, should be, and will be, the
basic unit of intervention in diabetes care.

Resolution

Keeping this in mind at Ahmedabad, we, as clinicians, re-
searchers, and public health specialists, involved in diabetes
care, resolve to:

& Spread awareness about the importance of the family in
achieving optimal diabetes care.

& Support individuals with diabetes to communicate their
needs and concerns to their family members.

& Strengthen the family in its capacity to prevent and man-
age diabetes and its complications.

& Sensitize health care professionals to actively involve fam-
ily member in diabetes care

& Suggest to health policymakers to proactively create pro-
grams for education, screening, and treatment of family
members of persons with diabetes.

& Solicit support from allied professions, including family
medicine, community medicine/public health, and mental
health, in improving activity targeting family members of
persons with diabetes in health promotion activities.

& Start social marketing campaigns to improve treatment/
follow-up adherences and end social stigma or
ostracization against persons with diabetes.

Table 1 The role of family in diabetes care

• Active support and care

○ Educational support

■ Accessing knowledge and information

■ Filtering and minimizing hearsay

○ Culinary support

■ Ensuring diabetes-friendly diet at home

■ Avoiding ‘culinary cruelty’

○ Biomedical support

■ Injecting insulin

■ Assisting in SMBG

• Health hazards for family members

○ Compassion fatigue

○ Burnout

○ Needle stick injuries

○ Financial burnout

• Health benefit for family members

○ Health literacy

○ Social/emotional skill enhancement

○ Self discipline

■ Diet

■ Physical activity

• Advocacy for diabetes care
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Action plan

To achieve this resolution, we propose the following action
plan for all diabetes care providers:

At micro-level

& Encourage persons with diabetes to be accompanied by
family members and involve them in clinical consultations

& Provide diabetes screening and preventative facilities to
family members

& Offer educational and psychological support to family
members

At meso-level

& Form peer support groups of family members living with
diabetes

& Create formal, professionally reviewed, educational tools
for family members

& Create platforms where family members can articulate
their wishes, needs, and concern to diabetes care
providers

At macro-level

& Consider a national or state level promotive health pro-
gram focusing on family members of persons with
diabetes

& Use family members as advocates of timely diabetes care
& Involve family members of persons with diabetes in crea-

tion of patient-oriented guidelines and recommendations

Summary

The Ahmedabad Declaration of 2018 is issued on the
occasion of the Annual Conference of the Research
Society for Study of Diabetes in India (RSSDI). The
Ahmedabad Declaration supports the efforts of the
International Diabetes Federation (IDF), World Diabetes
Day 2018–2019 with the theme BThe Family and
Diabetes^, over the next year, we hope that this
Declaration will facilitate active involvement of the fam-
ily in diabetes care, as well as encourage actionable focus
on the health of these family members as well.

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.
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