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Abstract: 

 

India can be considered one of the developing countries in the world, still individuals from India 

have been facing issues related to diabetes. Different types of socio-economic and inappropriate 

health infrastructure-related problems can be observed in the diabetes care system of the country. 

General practitioners often fail to perform appropriate monitoring and supervision of 

patients with diabetes. Many parts of India lack adequateaccess to health care, in addition 

health facilities. The astronomical cost of diabetes care impacts not only individual patients but 

the entire country, and it may reduce the effectiveness of care. As if economic inequality weren't 

bad enough, the large gap between public and private diabetes care delivery adds additional 

expenses. When citizens disregard the advice of certain government bodies, the result is 

inadequate treatment for diabetes. Effective strategies and policies are required to address these 

issues in diabetes treatment and reduce the current diabetes burden. 

Key Words: Diabetic care, Diabetic burden, Diabetes awareness. 

GLOBAL PROBLEM OF DIABETES 

Diabetes can be reported as one of the global issues, according to the “International Diabetes 

Federation” and the journal regarding diabetes released on November 14th, 2011. In this study, it 

can be noticed that, the total number of diabetes patients were 336 million years by the year 2011 

and it can be estimated that by the year 2020, it will increase up to 552 million [1]. Another 

estimation helps to understand that, there are near about 80% of individuals affected by diabetes 

are belongs to middle and low-class families. 
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By the year 2030, approximately 129.7 and 101.2 million people in China and India will have 

diabetes, respectively. As of now, people between the ages of 40 and 59 are at the greatest risk of 

developing diabetes; however, by the year 2030, this age group (60-79) is projected to have the 

highest prevalence. It has also been shown that the prevalence of diabetes is double that in some 

regions, such as the Middle East, South Asia, and Africa. After tallying up the numbers, it's safe 

to assume that diabetes kills off close to a million Americans every year. [8]. Researchers found 

that over 80% of people with diabetes in Cameroon, Ghana, and Tanzania were unaware that 

they had the disease [46]. 

BURDEN IN INDIA 

In India and other low- and middle-income countries, the prevalence of diabetes and other 

noncommunicable diseases, such as NCDs, is partly attributable to the continued burden of 

infectious and nutrition-related diseases. There is a correlation between a lack of nutrition and 

the rise of diabetes and other noncommunicable diseases (NCDs) in countries with middle-

income and lower-income levels, such as India. The World Health Organization (WHO) projects 

that the mortality rate in India due to noncommunicable diseases will have dropped by 69% [9, 

10] by the year 2030, compared to its highest point in 2005. As a consequence of the ongoing 

transformation in epidemiology, some nations, such as India, are dealing with what is known as a 

"double burden" of disease. According to the most recent version of the IDF Atlas, there are 

approximately 61.3 million people in the world who are diagnosed with diabetes. However, this 

number is expected to rise to over 100 million by the year 2030. [1]. 

The information collected from the scattered studies happened from the different parts of the 

country India demonstrates that the prevalence of diabetes in India is a controversial topic. 

According to the published articles by “The Indian Council of Public Research” diabetes can be 

seen in 12%-19% of urban regions and 4%-10% of rural regions [11,12];  

One in twenty-three (12.3%) Indians are habitual users, according to the National Urban Drug 

Survey (NUDS) [13]. According to the Indian Diabetes Prevalence Study (PUDIS) [14], the 

prevalence of diabetes in India varied from 5.9% in urban districts to 2.7% in rural areas. In a 

risk factor survey, the World Health Organization and the Indian Council of Medical Research 

(WHO-ICMR NCDsA) [15] found that the prevalence of diabetes among urban Indians was 

higher than 11%. Since no such study has yet been conducted, it is impossible to draw any firm 

conclusions about the prevalence of diabetes across the country. Instead, studies have been 

conducted in either all of India's states or a single state that is representative of both urban and 

rural areas. 

However, after evaluating the relevance of the information, it can be stated that these may help 

understand in the prevalence of the disease diabetes in India. The diabetes-related studies from 
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all over the world demonstrate that diabetes prevalence is present in Tamil Nadu at 10.4%, 

Maharashtra at 8.4%, and Chandigarh at 13.6% [16]. 

A further investigation carried out in the Ernakulam area of Kerala [17] discovered a prevalence 

of twenty percent. A limited number of clinical studies and an even smaller number of 

population-based research have been conducted on the topic of the prevalence of diabetic 

complications. Data pertinent to the discussion of diabetes have also been compiled by the 

studies known as "Chennai Urban Rural Epidemiology" and "Chennai Urban Population Study." 

Both centres provided evidence that the estimates used to determine the prevalence rates of 

diabetes (17.6%), overt nephropathy (2.2%), and microalbuminuria (26.9%) are primarily based 

on population data. 26.1% of people who had neuropathy experienced symptoms in their 

extremities [18,19,20]. According to CUPS [21,22], the prevalence of coronary artery disease 

was found to be 21.4% in diabetic patients, and the prevalence of peripheral vascular disease was 

found to be 6.3%. 

DIABETES CARE ISSUES IN INDIA 

It is well-known that diabetes and its complications are notoriously difficult to treat effectively in 

India. The same holds true for diabetes-related problems. Especially in more remote areas, a lack 

of access to medical personnel, monitoring equipment, and medication has contributed to the 

epidemic growth of diabetes around the world. In areas with a sparse population, this shortfall is 

magnified. Due to the aforementioned challenges, this goal will be extremely tough to realize in 

India. Without addressing these issues, diabetes will continue to be a significant burden on 

society. The situation will deteriorate if these problems aren't fixed. 

AWARENESS OF DIABETES IN INDIA 

The study also focuses on gathering more knowledge regarding diabetes by patients to manage 

their issues properly. In previous years, lots of studies have been conducted regarding enhancing 

awareness of diabetes among healthcare workers and patients. According to the report of 

CURES, it can be observed that there are near about 25% of individuals present, who do not 

know about the disease diabetes. On the other hand, only 41% of people are aware of the disease 

diabetes and its treatment [23]. Although the study also reported that education increased 

awareness levels, mostly graduate students, medical professionals and lawyers knew that 

diabetes was preventable. Only 42.6% including Knowledge of diabetes risk factors is even 

lower, with only 11.9% of study. The other reports depict that lack of physical awareness and 

obesity are two key reason of emerging risk factors of Diabetes and only 23% of individuals are 

aware of foot disease occur by diabetes [23]. 

Only 41% of Indian adults over the age of 20 knew they were at risk for diabetes, and 92.3% of 

those diagnosed with diabetes were not actually diabetic but saw a primary care physician for 

treatment [24]. Another study based on a large population has found this. Therefore, it is crucial 
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to raise diabetes awareness in India, both among the general public and among people who 

already have the disease. This is essential since better diabetes management is directly linked to 

patients' enhanced ability to control their condition on their own. 

DIAGNOSIS AND ACCESS TO TREATMENT OF DIABETES 

Most Important Aspects of Diabetes Care and Management is timely treatment without which 

complications and morbidity from diabetes mellitus may increase dramatically. In the case of a 

developing country such as India, Type 2 diabetes are remained unrevealed for multiple years. 

Therefore, the diagnosis of Urine or blood glucose test has been done accidentally and most of 

the patients do not get proper treatment for diabetes. [25]. 

According to the findings of the cross-country study conducted in Asia called Diab-Care Asia 

[26], the diagnosis of diabetes was not made until later in life for 54 percent of the Indian 

subjects who had their HbA1c levels measured. According to the findings of another study, 

general practitioners diagnosed approximately 70 percent of diabetics; however, only 

approximately one in five patients received a diagnostic test for comorbidity. Examination of the 

eyes was reported at 17.6%, testing of kidney function was reported at 5.6%, and examination of 

lipids was reported at 4.2% [27]. 

Another factor that is required to be considered in this study, include “the availability of 

medications” for the disease diabetes. [28].The estimation of the sales value of antibiotic 

medicines for diabetes depicts that India has only an average of 10 %to 12% of individuals who 

get proper pharmacological assistance. The variation of the drug Gliberclamide depends on the 

availability for public welfare and the usage of this drug in Karnataka is 3.8%. On the other 

hand, insulin therapy can be considered another reliable and effective treatment approach for 

diabetes [29].  

In spite of insulin therapy's widespread recognition as one of the most effective and reliable 

treatment options, the IMPROVE Control India study [30] found barriers to its use. The majority 

of patients did not begin insulin therapy until it was absolutely necessary, or when their HbA1c 

levels reached around 9 percent. Multiple other issues with diabetes management were also 

discovered through this investigation, including a lack of standardisation in laboratory 

procedures and inconsistent monitoring of diabetes status. Therefore, issues such as the 

unpredictability of the availability of diabetes medications and the lack of price controls in the 

private sector contribute to low drug compliance rates. 

ECONOMIC CONSTRAINTS 

 The study showed that effective management of diabetes required an upgraded treatment 

strategy along with complex resources of medicines, hospital facilities, laboratory testings, and 

professional assistance. Other studies in India, provided data of the annual cost of diabetes 

http://www.ijfans.org/


e-ISSN 2320 –7876 www.ijfans.org 
Vol.11,S  Iss.2, 2022 

Research Paper                                                 © 2012 IJFANS. All Rights Reserved, UGC CARE Listed ( Group -I) Journal 

 

409 
 

treatment in India and the rate is near INR 1230 billion and INR 1837.3 billion by the year 2010 

[31]. The presence of complication further increases treatment costs. For example, a recent study 

found that the cost of diabetes treatment for patients with foot ulcers was more than four times 

(INR 19,020; 409 USD) that for patients without foot ulcers (INR 4493; 97 USD) [32]. 

Patients from India who have been suffering from diabetes mostly rely on their family support 

due to a “lack of significant social security” management system. If the main person of any 

family suffers from an illness, then it may impact the entire family. It can force other non-

workers into paid employment, often prematurely and at low wages, reduce children's education, 

and have long-term economic consequences for them and their families [33]. The treatment of 

diabetes is expensive, in that case, more than 60% of individuals from low and middle-class 

families are required to mortgage their properties for the treatment of diabetes. There are 70% of 

high-income families lost their entire savings to acquire personal treatment for diabetes [31]. 

Therefore, it can be said that the economic burden of diabetics and their families depends on 

their economic status and the country's social security policy. In this way, this kind of condition 

put a huge economic burden on the individuals of India. On the other hand, the economic 

condition of India is worse in comparison with highly developed countries. According to a report 

from South India, it can be noticed that both rural and urban regions have been affected by the 

excessive cost of diabetes [34]. 

For the developing countries, individuals suffering from diabetes need to pay a high cost to save 

their lives, hence they are generally treated as burdens. Due to the limited number of financial 

resources, people from India continuously spend their money on the treatment purpose of 

diabetes. A study in South India reported increasing costs for patients with diabetes 

complications in both rural and urban areas [34]. The total annual cost (including direct and 

indirect costs) of treating diabetic patients in India was estimated at $420per person. If these per 

capita expenditures remain constant, the estimated total cost of treating this disease will reach 

US$30 billion by 2025 [47]. 

The concept of medical expense reimbursement that is based on insurance is difficult to 

implement in the majority of third-world countries. In an analysis using data from 35, Middle-

income countries such as Kenya, Vietnam, Bangladesh, Mali, Ethiopia, and Pakistan were 

included in the World Health Survey [48]. Smith-Spangler et al. [35] reported that it played a 

minor role in reducing costs. [35] According to the findings of a study that was carried out in 

India, just 6.4% of urban residents who came from families with low incomes were reimbursed 

for medical expenses, while 21.3% of those who came from families with high incomes were 

[34]. In many of the world's poorest nations, there is a widespread lack of familiarity with and 

comprehension of health insurance coverage. 

 In India, the benefits of health insurance are only understood by high socio-economic groups, 

hence rural individuals are mostly unsatisfied with the treatment policies and procedures. The 
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growing population of India required a well-developed health infrastructure; however, the 

government only expand by 5% of GDP on the healthcare system. [49]. Of the, most of their 

healthcare spending was private (4% of GDP), while only 0.9% of GDP was spent on public 

healthcare. Therefore, maximizing resource utilization for diabetes treatment and prevention 

requires careful planning based on health economics assessments [33]. 

SOCIAL BARRIERS 

There are major cultural barriers to overcome in addition to the economic considerations that 

undoubtedly contribute to the difficulties of diabetes management. Teenagers in some 

developing nations who have recently been diagnosed with diabetes are less likely to disclose the 

condition and less likely to take insulin or medication because doing so could make it more 

difficult for them to find a spouse. This is one of the reasons why they are less likely to take 

insulin or medication. It is possible that the social stigma connected to their condition at the time 

will prevent them from being eligible for certain jobs, insurance policies, or mortgages. In 

situations like these, it may be difficult for medical professionals to provide adequate care for 

diabetic patients. Even though cardiologists, neurologists, and nephrologists make up the 

majority of those diagnosing and treating diabetes in India, regular monitoring and patient 

education are still severely lacking in the country. In order to prevent these problems, medical 

professionals need to have a strong understanding of diabetes and be committed to continuing 

their education in the areas of patient prevention and education. 

ECONOMIC GAP IN HEALTH SYSTEM 

In India, non-communicable diseases such as diabetes are under-served than communicable 

diseases such as tuberculosis and AIDS. Therefore, funding for diabetes or cardiovascular 

disease is much smaller than that for infectious diseases [45]. 

In India, there is a large disparity between health facilities available in rural and urban areas due 

to inconsistencies in the health care system. Health care consists of the state's agencies (medical 

care is provided free or at subsidized rates), the private agencies (patients must pay for services), 

and numerous physician's shared among them. People have unlimited use of available medical 

facilities and access to all levels of care based on economic feasibility, proximity and knowledge 

of facilities. 

For those who can afford it, private diabetes treatment centers offer specialised services [36]. 

However, the resources available, the expertise and interest of the treating physician in diabetes, 

and the spending of the patient can all significantly impact the quality and cost of care. For those 

in need of medical attention, patients should go to a state hospital, which includes county and 

academic medical centers. Depending on the patient's financial situation, care in a public hospital 

may be provided at no cost or for a nominal fee. However, due to limited funding and outdated 

facilities, the government's healthcare system primarily prioritises treating life-threatening 
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conditions like diabetes emergencies. This contributes to the overall low standard of treatment 

for people with diabetes. 

In the private sector, however, a patient's access to medical care is almost entirely dependent on 

their financial resources. When receiving private medical care, patients must pay for their own 

treatment out of pocket, with little or no recourse to insurance companies. Further, chronic 

disease treatment facilities are underdeveloped. Although most Indians cannot afford the 

country's state-of-the-art hospitals and clinics, a plethora of these establishments have sprung up 

in India over the past few decades. Comprehensive medical care is a primary goal of these 

institutions. Because of this, low-income people have higher expectations of government 

agencies even though they receive the same services as the rest of the population [36]. There is a 

high demand for private healthcare facilities, but many patients may switch to using public 

healthcare facilities due to financial constraints. 

More attention should be paid to rural areas as health facilities based on primary medical centers 

and sub-centers are not well received due to inadequate facilities (staff, equipment, laboratory 

facilities, and lack of essential medicines). is required. Some non-governmental organizations 

provide free health care facilities to low-income groups, but even these health care facilities are 

underutilized due to lack of awareness, poor education, and job problems.  

Because of this, the long-term prognosis of diabetes is put in jeopardy due to a lack of adequate 

facilities (in the public sector) and financial stability. It is less likely for a person's 

socioeconomic status to be a factor in the outcome of a disease when everyone has access to the 

same level of high-quality medical care at the same time. Widespread poverty, a lack of 

education, the inability to read, and a lack of interest in health are all factors that contribute to 

making the problems worse [33]. 

The implementation of the suggested procedures. Problems with delayed diagnosis and poor 

control of blood glucose levels, which in turn raise the risk of various consequences, are 

widespread in India due to a lack of awareness or a failure to follow to established guidelines. 

Most clinicians in the IMPROVE Control India trial saw the need for HbA1c testing, but only 

about 80% of patients actually had it done. In contrast, 97% and 96% of patients participated in 

fasting glucose testing and postprandial glucose testing, respectively. 

Failure to follow recommended guidelines can result in poor glycemic control, directly 

increasing the risk of complications and increasing costs. 

THE NEED TO STRENGTHEN THE EXISTING HEALTH FACILITY 

The healthcare infrastructure in India is not keeping pace with the rapid expansion of the 

country's economy and is simply not sufficient to meet the demands of modern medicine. This is 

the case despite the fact that India's economy is expanding at a rapid rate. The infrastructure in 
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many parts of India is in such a poor state that even though the country is home to a number of 

first-rate medical research facilities, these establishments are only able to make a limited 

contribution to raising overall health levels. This is due to the fact that India is home to a number 

of first-rate medical research facilities. There were 15,393 hospitals in India in the year 2002, 

with approximately two-thirds of them being public institutions. As a result of years of 

insufficient funding, the majority of public health facilities can only offer the most elementary 

level of care. There are a few noteworthy exceptions, but in general, the sanitation facilities are 

inefficient, poorly managed, and understaffed, and medical equipment is in a poor state of 

maintenance. There are some notable exceptions. In addition to this, insufficient provisions have 

been made for public health facilities. For instance, India requires 74,150 community health 

centres for every million people, but the country only has access to slightly less than half of that 

number. In addition to this, there are at least 11 states in India that do not have drug testing labs, 

and more than half of the labs that are currently operational do not have sufficient staffing or 

equipment to perform their duties effectively. The primary responsibility for providing financial 

support for public health falls on the shoulders of the individual state governments, which 

account for approximately 80 percent of the total public funding. An additional 15 percentage 

points are contributed by the federal government, primarily in the form of financial support for 

various national health initiatives [47]. As a consequence of this, there is an urgent need to 

improve the existing healthcare infrastructure in order to better meet the needs of the population 

in terms of its overall health. 

DIABETES PREVENTION 

One of the fundamental aspects of preventing diabetes and its complications is providing 

appropriate education to populations and at-risk populations. An effective education program 

that advocates physical activity, healthy eating, avoidance of alcohol and smoking, and living a 

stress-free life can be very effective in reducing the burden of diabetes. All diabetes clinics and 

hospitals should ensure that patients receive correct diabetes education at every visit. 

Implementing all of these strategies may not be practical in a country like India. It plays an 

important role in facilitating management. 

DIABETES AWARENESS PROGRAM 

The Diabetes Prevention, Awareness, Counseling and Assessment Project (PACE) was a 

successful initiative implemented to raise awareness of diabetes, its risk factors and 

complications in the general population of Chennai City, Tamil Nadu. , India [38]. Diabetes 

awareness is delivered to the population in "real life" through public education, media 

campaigns, general practitioner training, and community-based prevention programs. One of the 

key findings of the PACE project is that the number of people who reported knowing about 

diabetes increased by about 6%. Also, among population in Chennai, awareness levels of risk 
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factors such as family history of diabetes, obesity, stress and hypertension increased 

significantly. 

During the course of the study, the participants gained a greater understanding of diabetic foot 

problems, nephropathy, and retinopathy, according to the findings of the researchers. In addition, 

almost 46 percent of people who took part in the PACE programme reached the conclusion that 

diabetes was preventable as a direct result of the program's interventions [38]. A new study was 

conducted not too long ago to determine whether or not patients can be motivated to adhere to a 

treatment plan that includes physical activity, alterations to their diet, and the use of medication 

by receiving text messages on their mobile phones. [39]. It has been discovered that people with 

diabetes who are able to read and write English and have access to mobile phones prefer using 

this method of communication for all aspects of their diabetes care. The messages offered advice 

on how to keep up a healthy diet, maintain an exercise routine, and adhere to a medication 

schedule. Patients who received messages had lower blood glucose levels than a control group 

that received the same diabetes care as the message service but not the messages themselves 

[39]. 

Awareness and education studies on diabetic foot complications show promising results in 

preventing and reducing the burden of foot ulcers and amputations. A research study from India 

demonstrated beneficial effects of foot care education that included simple foot care advice to 

patients, such as daily foot examinations, performing pedicures and using appropriate/therapeutic 

footwear. Podiatry training was effective in healing foot ulcers in more than 80% of patients. 

Patients (26%) who did not follow foot care recommendations compared with patients (14%) 

who followed advice patients had recent foot injuries people developed problems and required 

intervention [40]. Furthermore, those who regularly wore prescribed therapeutic shoes had 

significantly reduced recurrence of foot ulcers [41]. Approximately 60% of patientsulcer healed 

and remained ulcer-free during the 34-month follow-up period. Recurrence of healed ulcers in 

occurred in only one-sixth of patients and 1% ofsubjects required amputation [41]. These studies 

show that educating patients about foot care and using appropriate footwear can reduce the 

burden of foot problems. 

For nationwide coverage, however, massive infrastructure projects would need to be 

implemented, requiring cooperation between the public and private sectors. To better understand 

how to treat diabetes and other non-communicable diseases, the National Rural Health Mission is 

launching a pilot programme that will provide primary and secondary care to those newly 

diagnosed with the conditions. This work is associated with a larger effort to reduce the 

prevalence of diabetes, cardiovascular disease, and stroke. Cautiously [42]. Also, the Indian 

Council of Medical Research and the World Health Organization have collaborated to create 

guidelines for the treatment of diabetes in India [43]. 
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An increase in diabetes education, knowledge, and the desire for self-care can lead to a number 

of potential outcomes, including an improvement in service quality, a reduction in the incidence 

of complications, and a reduction in the economic costs associated with diabetes. Making 

changes to one's lifestyle, such as reducing body fat, increasing physical activity, and giving up 

smoking, can be an effective method for lowering one's risk of developing diabetes [44]. The 

primary target population for diabetes prevention efforts should be people who are at high risk 

for developing diabetes due to their family history or genetic predisposition. This includes people 

who are disabled, elderly, or who lead sedentary lifestyles. persons, especially those who are 

overweight. It is recommended that people engage in regular cardiovascular activity, make 

healthy dietary choices, and lose excess weight in order to lower the average risk of diabetes in 

the population as a whole. This can be accomplished by recommending that people: Community-

based NCD prevention effort included several pieces of research that investigated ways to 

improve dietary habits, reduce obesity, and use medication to prevent diabetes. [50] 

Such projects have also demonstrated a significant reduction in risk factors through the 

maintenance of a healthy lifestyle [50] and normal body weight (BMI:18.5–24.9 kg/m2) [2]. and 

this will be of great benefit to the community. 

SUMMARY 

There are several factors that can be found in India such as malnutrition, an economic issue, and 

poverty, which affect negatively on almost 61 million people in India. Population growth can be 

considered one of the fundamental causes of this epidemic disease diabetes. Apart from that, 

some other identical causes are “unhealthy eating”, “rapid urbanization”, “obesity” and “lack of 

exercise”. Diabetes can be more severe and form other complicated diseases such as “Diabetic 

retinopathy”, “Cardiovascular disease”, “peripheral neuropathy” and “Diabetic nephropathy”. 

Therefore, it can be observed that proper treatment for diabetes cannot be obtained by patients in 

India, hence it gradually increases the disease and its complications. [4].On the other hand, some 

infrastructural issues can be easily observed in case of the treatment of diabetic patients such as 

“lack of facilities, “inadequate system of healthcare”, and “poor management and monitoring 

quality of health care system”. 

Health professionals and policymakers must unite to address these issues in diabetes care and 

prevention design and Management strategy. 

Diabetes was previously considered only as affects the wealthiest communities and societies. [5] 

Most of developing countries have been badly affected by some hazardous diseases such as 

malaria, tuberculosis and AIDS. In this context, it can be observed that the condition for chronic 

noncommunicative diseases like diabetes has been altered and it leads to hypertension and 

cardiovascular disease. More trouble occurs due to the disease diabetes and it can cause mortality 
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in the patient from India. [45]. It is estimated that largest increase in the number of people 

affected diabetes will occur in areas including developing countries [1]. 

The formation of the disease diabetes includes some high prevalence reasons such as obesity, 

metabolism syndrome, family agitation, and alternation of lifestyles. All these factors lead to the 

consumption of sugar substances and saturated fat; hence it may lead to the formation of 

gastrointestinal diabetes. Due to the presence of the “Asian Indian Phenotype”, Indian 

individuals are mostly exposed to coronary heart disease and arterial disease including increased 

insulin resistance, waist circumference despite lower BMI, lower adiponectin and Creative have 

high sensitivity protein levels [3]. 

 In the case of western countries, diabetes generally occurs in elderly individuals, however, the 

trouble of diabetes is mostly seen in the youth and middle-aged group of India. On this note, it 

can be stated that not only diabetes, also kidney issues are another burden in India.  According to 

the WHO, the “Multinational Study on diabetes” depicts that proteinuria is also associated to 

chronic kidney issues, which ultimately leads to the death of any individual. WHO multinational 

study on Diabetic vascular disease showing proteinuria is associated with increased risk death 

from chronic kidney disease or cardiovascular disease illness, as well as death from any cause 

[6]. Complications related to the foot such as non-healing sores and severe amputations causes 

morbidity and mortality [7]. 

In a developing country like India, where numerous socioeconomic and political factors make it 

difficult to effectively manage the diabetes epidemic, the disease and its complications can have 

devastating long-term effects. [37]. Diabetes is a risk factor for heart disease, stroke, kidney 

disease, and blindness. Diabetes is difficult to treat in India for a number of reasons, including 

the general public's lack of awareness of the condition, a medical system that isn't well equipped 

to deal with it, a weak economy, and patients’ refusal to follow their doctors' recommendations 

regarding diet and treatment, and cultural and social factors. The only way these problems can be 

solved is through the concerted, interdisciplinary, and collaborative efforts of those who are 

already invested in diabetes care. It is necessary for there to be well-designed prevention and 

educational programmers and campaigns in order for there to be increased attention paid by the 

public and private sectors to the risk factors associated with diabetes and their complications. 

CONCLUSIONS AND FUTURE OUTLOOK 

With India's rising diabetic patient population comes a host of challenges that must be overcome 

if the country is to meet the needs of its diabetic population. Some of the biggest issues in 

diabetes care include a shortage of trained medical professionals, a failure to keep primary care 

doctors up-to-date on diabetes research, a lack of affordable treatment options, income disparities 

within the healthcare industry, and the emotional and financial toll taken on patients. 
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Providing effective management for people with diabetes may only address a piece of the 

problem. This makes it difficult for the healthcare system as a whole to handle other therapy 

components that are crucial from the perspective of diabetes control. A person's food preferences 

and level of physical activity may be affected by the interplay of policies and demands from 

many sectors. Many people in rural areas of India are still malnourished because they don't have 

easy access to nutritious foods. Providing dietary guidance to diabetics in such locations is 

difficult, and sustained availability of low-cost and easily accessible food replacements in the 

market would require action from national or state governments on food sourcing, pricing, and 

marketing. Prescribed procedures should be implemented to deal with this matter. 

Key components of a public health approach to diabetes care include surveillance of disease 

patterns and risk factors, as well as preventative and remedial programmes targeted at entire 

communities. 

Acute illnesses and health problems affecting mothers and children have traditionally been 

prioritised in India's healthcare system, as they have been in healthcare systems around the 

world. Noncommunicable diseases (NCDs) are on the rise, and treating them requires a ready 

supply of qualified clinicians, laboratories, and medicines, all of which are in short supply. 

Primary prevention, which entails supporting healthy behaviours and minimising risk, has been 

recognised as the most cost-effective form of intervention in low-resource settings, according to 

the results of several recent community-based research studies. That's why it's crucial for India's 

healthcare system to raise its diabetes treatment standards across the board by adopting widely 

used management procedures and instituting more stringent regulatory frameworks. 

Finally, in order to solve all of these problems, governments, other stakeholders, and 

policymakers should work together to create effective preventative measures. To add to this, they 

should prioritise fixing any problems that arise during implementation and fulfilling any essential 

follow-up obligations. Diabetes Treatment in India Also, doctors and nurses should regularly 

refresh their diabetes-related knowledge to ensure they are providing patients with the most up-

to-date care possible. They should be cognizant of the fact that training in all facets of diabetes 

care for the general public and diabetics is essential. Diabetes treatment in India is affected by 

this. Healthcare for People with Diabetes in India Also, doctors and nurses should constantly 

refresh their minds with the most recent information about diabetes management. 
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