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Guidelines for ethno-
centric psychosocial 
management of diabetes 
mellitus in India: The 
north east consensus 
group statement
Sir,
I read the review article titled “Guidelines for ethno-
centric psychosocial management of diabetes mellitus 
in India: The north east consensus group statement” 
by Kalra et al. with great interest, in which the authors 
have nicely addressed the need of having a guideline 
regarding the management of the psycho-socio-cultural 
determinants of diabetes in North East India, the 
habitat of 220 different ethnic groups. In this review 
article, the authors have framed 18 recommendations 
regarding the ethno-centric psycho-social management 
of diabetes in North East India.[1] The recommendations 
have been developed as an add-on to the national 
guidelines for the psycho-social management of diabetes 
in India.[2] Psychosocial factors can also inf luence 
regimen adherence and glycemic control. Although 
glycemic control is a major focus of intervention efforts, 
other types of outcomes, including regimen adherence, 
psychosocial functioning and quality of life, are also 
worthwhile targets for intervention. Clinical outcome 
in diabetics are as dependent on psycho-social factors 
or learned behavior as on metabolic state or therapeutic 
interventions. The guideline suggested by the authors will 
definitely help the health care professionals to identify 
the unmet needs in the psycho-socio-cultural aspects of 
diabetes and deal accordingly for a better outcome in 
diabetes management. Research findings indicate that 
family-based behavioral procedures such as goal-setting, 
self-monitoring, positive reinforcement, behavioral 
contracts, supportive parental communications and 
appropriately shared the responsibility for diabetes 
management have improved regimen adherence and 
glycemic control.
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Letters to Editor

Children with diabetes 
friendly services: A 
blueprint
Sir,
Psychosocial factors are important modulators for the 
success of treatment.[1] Identification of key obstacle and 
tackling with the same improves long-term prognosis 
of diabetes. It is important to include psychological 
assessment and treatment into routine care rather than wait 
for the identification of a specific problem or deterioration 
in psychological status.[1] The International Society for 
Pediatric and Adolescent Diabetes guidelines state that 
“Psychosocial factors are the most important influences 
affecting the care and management of diabetes.”[2] The 
recently published article, “Children with diabetes friendly 
services: A blueprint” brought out this important aspect 
into the limelight.[3] Beyond the biological competency of 
the treating physician, acquiring the skills on dealing with 
the psychosocial concerns of the patient has also become 
the basic need of care. The literature review reveals that 
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people who do not have diabetes mellitus do not perceive 
it to be a stigmatized condition. In contrast, people who 
have diabetes report the feeling of being judged and 
constantly monitored. The diabetes related stigma may 
have negative consequences on psychological well-being 
as well on clinical outcomes.[4]

The second Diabetes Attitudes, Wishes, and Needs 
(DAWN2) study aimed to assess psychosocial outcomes 
in people with diabetes across 17 countries has recently 
been published.[5] Diabetes-related distress Problem Areas 
in Diabetes Scale 5 score ≥40 was reported by 44.6% 
of participants. Overall quality of life was rated either 
“poor” or “very poor” by 12.2% of participants. Diabetes 
had a negative impact on all aspects investigated, ranging 
from 20.5% to 62.2% on relationship with family/
friends and physical health, respectively. The availability 
of person-centered chronic illness care and support for 
active involvement was rated as low. Only 48.8% of 
respondents had participated in diabetes educational 
programs/activities to help manage their diabetes.

Here, it is also important to mention regarding DAWN 
Youth study.[6] The DAWN Youth surveys generated 
new knowledge and insights of the unique challenges 
of childhood diabetes amongst governments, health 
organizations, professionals, families, and policy makers.

Five DAWN Youth goals were identified to address the 
insights:
• Improve access to age appropriate care, education, and 

psychosocial support
• Improve support from schools
• Improve peer support
• Improve educational and psychosocial support for 

parents and families
• Address childhood obesity and type 2 diabetes.

The DAWN Youth program aims to facilitate action and 
advocacy to improve the lives of young people with diabetes 
and their families with special focus on overcoming 
psychosocial barriers and the DAWN Youth Call to 
Action.

We feel that there should be an increased stress upon 
imparting diabetes education in cultural/age/sex specific 
manner. Involvement of psychologists with special interest 
in diabetes can be a great asset. Appropriate social concerns 
need to be addressed, whether it may need involvement of 
community workers and may require some support from 
government agencies/non-governmental organizations 
in terms of finance/free education and other resources 
needed for well-being of children with diabetes.

The great value of change in social environment cannot be 
overemphasized, especially in Indian family system. In India, 
entire family is actively involved in care of these patients. It 
is also remarkable to note that this care can extend for very 
prolonged period of time. Though, it is beneficial in one 
aspect that child with diabetes has always some support at 
hand and it increases compliance to some extent, but, other 
side of this situation is undue expectations and judgmental 
behavior of family. Moreover, as in other chronic diseases, 
caregiver burnout is frequently seen in these families. To 
avoid all these social issues, it is paramount that family is 
adequately counseled. Similar situations are encountered 
by these children in schools too. All stakeholders in this 
process should be made aware that with modern advances 
in treatment, these children can live an absolutely normal 
life with only little extra care and caution.

In the social environment, peer-interaction may be 
encouraged among children with diabetes. They should be 
encouraged to share their problems with other children of 
the same age or elder to them. The experiences of handling 
the situations by one may be an inspiration for the others. 
They should also be encouraged to become role models, as 
they are more familiar with the problems, the “diabetics” 
face in day-to-day life. They can play an important role to 
deal with newly diagnosed cases of diabetes in future and 
may place them at a better level to cope up with the stress 
associated with diabetes.

In short, the child with diabetes should be holistically taken 
care by covering all domains of health, be it biological, 
psychological, or social aspects. All efforts should be made 
to mark their journey as a role model in diabetes care.
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Pharmacological 
and psycho-social 
interventions in 
management of depression
Sir,
The article by Balhara and Verma,,[1] in the latest issue of 
Journal of Social Health and Diabetes titled – “Review of 
psycho-social interventions in management of depression in 
diabetes,” is well written with an exhaustive review of literature. 

There is a 250% increase in the use of psychotropic 
medications in adolescents from 1994 to 2001 suggesting 
that people have become more comfortable with using 
drug therapy as a treatment for mental disorders.[2] And, 
this trend follows in a developing country like India where 
the numbers of psychologist available for the psycho-social 
interventions are very few; hence, the mainstay of treatment 
for depression still remains the pharmacotherapy. A 
disadvantage of psychotherapy is that it typically takes 
longer than drug therapy to produce benefits that are 
noticeable to the person receiving treatment — six to eight 
weeks or longer for psychotherapy, compared with four to 
six weeks for medication. Also, psychotherapy alone is not 
effective in people with severe depression.[3]

Prescription anti-depressants are effective at all levels of 

severity,[4] whereas different types of psychotherapy are 
also effective but for managing only mild to moderate 
depression.

In our Indian set up, wherein psychiatric disorders still 
has a taboo placed on it, the concept of psychological 
interventions is severely disregarded. Those who do visit 
the psychiatrist, come with a mind set of being treated with 
drugs and also an early recovery. The regularity of follow-
ups, which would be required in psycho-social treatment 
modality, is also lost on the patients as they prefer a long 
follow up. The compliance issues, which are associated 
with the negligence, low awareness about illness, and social 
taboo, are also a major thing to be considered. It would be 
difficult to restore the improvement attained by the therapy 
in case of erratic compliance, wherein the medications 
will be able to give an early relief, thus improving the 
compliance. The sessions conducted are usually of about 
30-45 minutes, which are long. Low education standard 
is another hindrance in the instructions given to patients 
during therapy and in patients who would require self-
assessment exercises. 

Many patients are seeking medication from their general 
practitioners rather than having to see a psychiatrist. But, it 
may not be possible for a patient to have cognitive behavior 
therapy (CBT) from an untrained person. The effectiveness 
of therapy may depend on a high level of therapist experience, 
but that may not be the case of treatment with drugs.
[6] The decision to use psycho-social treatment requires 
consideration of local psychotherapy resources, relative 
expense of treatments, and response to past therapies.[7] 

Moreover, in severe depression with a high of suicide, 
the instant effect of pharmacotherapy can save lives while 
psychotherapy will be rendered helpless. The transference, 
which a patient might develop with the therapist further, 
can cause stress and difficulty in ending the sessions. The 
cultural and religious bounds would prevent a patient 
from certain therapies. 

Hence, a combination of both psycho-social and 
pharmacological treatment will be more effective as they 
both augment the effect of each other, but alone psycho-
social treatment may not be as effective.
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