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Justice, equality and liberty: Inspiration from the Indian Constitution for 
effective diabetes management
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Abstract

Diabetes Mellitus  (DM)  could  have  easily  been  labelled  as  the 
“black swan” of the 21st century, had Covid19 not emerged as 
a  pandemic.    Modern  diabetes  care  in  India  grapples  with 
multiple  challenges.  The  twin  enemies  of  uncontrolled 
hyperglycaemia and unwanted hypoglycaemia pose an ethical 
dilemma  during  the  decisionmaking  process  of  DM 
management.  With  an  unfavourable  support  system  against 
this  rapidly  emerging  public  health  threat,  we  look  to  the 
Indian Constitution  for guidance. Apart  from  just euglycaemia 
(a state of normal blood glucose levels), every Indian living with 
DM has some requirements and rights, that can be summarised 
with  the  help  of  three  basic  principles  of  the  Constitution,  ie, 
justice, equality and liberty. Together, these words remind us to 
practise accurate and appropriate diabetes care, delivered in a 
patientcentred manner. Justice, equality and  liberty should be 
incorporated  into  diabetescare  systems,  and  fraternity 
encouraged. This will ensure that we achieve the dreams of our 
founding fathers through evolution of a comprehensive disease 
management model.
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Background

Contrary to the popular perception of non-communicable 
diseases (NCD) as diseases of the upper strata of the 
community, they disproportionately affect the marginalised 
sections in almost every part of the world, but substantially 
more in the low and middle-income countries (LMIC)(1). 
Amongst NCDs, diabetes needs no special mention. Indeed, 

diabetes is affecting (age-standardised prevalence) up to 
8.5% of the global adult population, and a majority of them 
hail from LMICs (2).  In India, the prevalence of diabetes in 
adults aged 20 years or older was estimated to be 7.7% (6.9–
8.4) in 2016, with significant regional variations (3). 
Untreated Type 2 diabetes mellitus (DM) deteriorates the 
quality of life and substantially contributes to premature 
deaths. Detection in the early stages of the disease, lifelong 
treatment, along with lifestyle modifications, helps in 
decreasing mortality and morbidity. 

However, modern diabetes care in India grapples with 
multiple challenges. The huge burden of undiagnosed and 
untreated disease coexists with over-labelled and 
mismanaged cases (4). Further, the use of suboptimal 
therapeutic regimens and preparations creates a paradoxical 
situation, where the physician constantly struggles to 
manage the twin enemies of uncontrolled and unwanted 
high or low blood glucose levels. These factors also pose an 
ethical dilemma during the decision-making process of DM 
management. The ineffective management of DM as a result 
of non-adherence to the prescribed treatment by patients, 
and therapeutic inertia amongst physicians are some of the 
major hurdles to achievement of the desired glycaemic 
targets. This eventually leads to suboptimal blood-sugar 
levels and a plethora of complications (5).  In less developed 
nations with high levels of illiteracy, it is difficult to make the 
community understand the implications of chronic diseases 
such as DM, and increase compliance to drug adherence. 
Anecdotally, unqualified medical practitioners take 
advantage of this lack of confidence in allopathic treatment, 
and tend to get more favourable media patronage, in spite 
of the sheer lack of evidence in support of their claims. 
Unfounded hearsay is worsened by unregulated 
advertisements of unproven therapies and strategies for 
management of diabetes. The community at large tends to 
accept medical therapy from unregistered practitioners, on 
being assured of it as the gold standard in safety and 
tolerability. When untrained/unregistered practitioners 
casually market the concept of comprehensive wellness, 
banking on the internalisation by the public of the bio-
psychosocial construct of health, they eventually dilute the 
concept of mind-body medicine (6). Further, physicians have 
failed to convince governments that chronic diseases like 
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DM represent a serious potential roadblock in the way 
towards universal health care in India. Unlike communicable 
diseases like Covid-19, the actual effects of NCDs may not 
appear as a national emergency. These diseases are “lifestyle 
diseases”, and are actually driven by corporate giants and 
national health policies. Products like cola, chips and pizzas 
have been so much assimilated into our lives that it is near 
impossible to drive them out without concerted government 
support.

In such a difficult scenario, we look to the Indian Constitution 
for guidance. Said to be the longest constitution in the world, 
the Constitution of India sets out the guiding principles for 
the governance of India. With 395 Articles divided into 22 
parts, it is the supreme authority of the country. The three 
values that the constitution assures its citizens- justice, 
equality and liberty-should define our work as well. However, 
the Constitution of India does not expressly guarantee a 
fundamental right to health, but there are multiple 
references in the Constitution to public health. The apex 
court has reaffirmed that the right to health is fundamental 
and is interpreted to the right to life and personal liberty 
under Article 21. It is on record that the government has a 
constitutional obligation to provide health services (7). 
Within this obligation is the “right to diabetes care” and that 
too in an affordable and appropriate manner. As responsible 
health-care professionals, we demand the right to 
euglycaemia for every Indian as a noble target. Euglycaemia 
is not just normal blood glucose level, but a holistic diabetes 
care model, that has its roots in efforts at individual, and 
community level, with enabling environmental and social 
determinants which ensure self-care, and effective adoption 
of appropriate life-style changes. Therefore, apart from just 
normal blood glucose levels, as usually envisaged for every 
Indian living with DM, there are some more requirements, 
and rights, that can be summarised with the help of three 
basic principles of the Constitution:

Justice

Justice, in the diabetes care scenario, would imply offering 
the correct screening, diagnostic, monitoring, and 
therapeutic tools to all those who are in need (8). However, a 
growing literature links DM not to the individual but to “the 
web of the social determinants of health as it influences the 
quality of early life, stress, availability and quality of food and 
social exclusion”, and hence, diabetes management should 
be envisaged under the holistic care model (9). Diabetes 
management can be unpleasant for many because of the 
numerous obligations (healthy eating habits, adequate 
physical activity and medication adherence); when 
compounded with food insecurity, this becomes an even 
greater barrier to adequate care (10). Food-insecure 
populations are at risk for monotonous, lower quality food, 
decreased micronutrient intake and associated deficiency 
disorders, and lesser servings of  fruits and vegetables per 
week (11).This emphasises what it takes to ensure that 
everyone has the access to the means to manage the disease 

and its complications. We mentioned earlier, DM is a lifestyle 
disease. Factors like sedentary lifestyle, increased body 
weight, unhealthy diet, and substance abuse, are equally 
common, or may be more among the marginalised sections 
of the society. These inequalities call for a major public-policy 
overhaul. For example, the policies of promoting rice and 
wheat through the public distribution system without a 
focus on other nutrients, and inaccessibility to parks and 
play-areas for schools meant for low-socio economic strata, 
and their impact on the diabetes status of the population 
demands justification.

Prevention programmes that promote a wholesome dietary 
intake and physical activity can decrease the prevalence of 
DM and minimise the associated morbidity. Accessibility and 
affordability (NCDs receive only 1% of global health funding 
in LMIC) to the essential medicines and technologies for DM 
is also a challenge in LMIC, compared to the developed 
world (12). Specifically, India spends around 0.5% of its GDP 
on NCDs and injuries and the gap between this frugal 
spending and Disability Adjusted Life Years (DALY) affects 
the economically vulnerable states most severely (13). The 
scientific community has appropriately labelled this disparity 
as the “social justice issue of our time.” There is an urgent 
need to change this trend, or else any gains made from 
improvements in global health in the last few decades will 
fade away.  These failings typify a major chunk of DM cases in 
LMIC which are undiagnosed or inadequately managed.

Therefore, the health administration and other stakeholders 
must admit to the disproportionate impact of DM on their 
vulnerable populations, and commit more support in terms 
of attention and financing to cope with the increasing 
burden of such chronic diseases. Or else, this can have 
significant human and economic consequences. Deficiencies 
in the accessibility to affordable treatment must be 
addressed, with the help of better logistical forecasting, 
distribution systems, justifiable pricing, and capping if 
necessary. Moreover, research and development of low-cost 
DM management tools that are suited for LMIC must be 
encouraged. A Common platform for different stakeholders 
to promote inter-disciplinary collaborations can create 
effective, affordable, and appropriate solutions that are the 
need of the hour. Appropriate justice should include 
penalisation of the culprits as well. Therefore, increased 
taxation on tobacco-products and junk foods should be 
implemented, so that the raised prices can restrain 
consumers from unstoppable consumption (14).  Also, cities 
and workplaces should be organised to promote a healthy 
lifestyle and the International Diabetes Federation's (IDF) 
“diabetes prevention score for cities” can be seen as a 
guiding light for all (15).

Equality

Equality means that all persons seeking healthcare should 
be treated equally, without discrimination on any grounds. 
The Sustainable Development Goals (objective SDG 3.4) 
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commits to reduce the NCD associated premature mortality 
by one-third by 2030, and promote mental-health and well-
being (16). But, access to adequate treatment and 
management of DM is unfortunately limited due to gender-
disparity, and societal power-dynamics (17). Previous studies 
have consistently reported an association between gender, 
socioeconomic gradients, religion and the prevalence of DM 
(18,19). While some studies have even demonstrated that the 
risk factor burden for diabetes and other non-communicable 
diseases is greater among the higher socio-economic 
groups, mortality is lower, suggesting that wealthier groups 
have better access to treatments and healthcare, possibly 
through private insurance or through greater affordability of 
out-of-pocket health expenditures (20, 21).

This creates a set of concerns that are specific to women, and 
weaker sections of the population. Certain issues related to 
screening and management of vulnerable and high-risk 
groups includes patchy delivery of opportunistic screening, 
concerns about unmanageable workload, high burden on 
specialised care, and follow up of such patients. Therefore, it 
is pertinent that these vulnerable groups are fully aware of 
the available treatment options and their rights of access to 
services.  Cost-effective interventions should be promoted to 
mitigate the rising burden of DM among these groups. In 
India, government has offered financial assistance through 
the Ayushman Bharat scheme, which is envisioned to curtail 
inequality, and key challenges like inadequate access to 
services, limited availability of medicines, and catastrophic 
out-of-pocket expenditure (OOPE). These challenges are also 
the bottlenecks to India's promise to accomplish universal 
health coverage (UHC) (22).

Liberty

Liberty supports the concept of patient autonomy and 
patient-centred care (PCC). PCC is defined as an approach to 
“providing care that is respectful of and responsive to 
individual patient preferences, needs, and values and 
ensuring that patient values guide all clinical 
decisions” (23).This involvement of patients in the informed 
decision-making process should be looked upon as the 
central principle of evidence based medicine for anyone 
who is living with a chronic disease. However, it is particularly 
suitable to DM. Simply, PCC involves crafting therapeutic 
plans that keep the preferences, needs and values of patients 
in mind. This allows as much flexibility, or “liberty,” as possible 
(24). In diabetes management, although absolute liberty (in 
terms of permitting potentially harmful lifestyle choices) may 
not be possible, many different monitoring and treatment 
options are available that allow the patient to play an active 
role in therapy, based on the principles of informed decision 
making. Ultimately, it is patients who have to take a call 
pertaining to their lifestyle choices, and adherence to disease 
management protocols (including pharmacological and 
non-pharmacological interventions), that finally decide the 
disease outcome.

Also, denying liberty to debilitated patients living with DM, 
who lack the capacity to consent to their disease 
management protocols (eg patients with cognitive 
impairment), is a serious concern. In such cases, an 
amendment of the Mental Capacity Act, 2005, of England 
and Wales, also known as the Deprivation of Liberty 
Safeguards (DoLS), clarifies that such people may only be 
deprived of their liberty, if the protocols are made keeping in 
mind the best interest of such patient; and if there is no 
other alternative (25).

Responsible PCC reminds us that it is our duty to inform the 
person with diabetes about relevant aspects of his or her 
condition, so that appropriate decisions can be taken, to 
achieve optimal health.

Fraternity is another word used in the Indian Constitution. 
The constitution endeavours to promote fraternity amongst 
its citizens. This selfless ideal echoes in our modern concept 
of the diabetes team, peer-support, patient-provider 
interaction, and shared decision making. Keeping the person 
with diabetes as the centre of our focus, leaders in 
healthcare should facilitate incorporation of these 
constitutional goals in diabetes practice. Along with the right 
to euglycaemia, the process of achieving euglycaemia is 
equally important.

Conclusions

We have attempted to describe the core principles of the 
Indian constitution as they can be applied to ethical and 
updated medical care in patients living with DM. Together, 
these words remind us to practise accurate and appropriate 
diabetes care, delivered in a patient-centred manner. Justice, 
equality and liberty should be incorporated into diabetes 
care systems, and fraternity encouraged. Meanwhile, it will 
be interesting to watch how NCDs, particularly DM, will 
decide the fate of the development of our country in the 
coming decades. We should carefully tackle this crisis by 
taking inspiration from the past or present, in any form 
available. This will ensure that we achieve the dreams of our 
founding fathers through evolution of a comprehensive 
disease management model.
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