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Abstract: The main aim of this research is to evaluate the social insights of type 2 diabetes (T2D), by 

comparing and contrasting different theoretical models that undertake social justification for such 

disease. Three hypotheses model the evolution of this study: (1) social and demographic 

determinations as well as clinical studies are not capable to provide a sustainable explanation for the 

impossibility of diabetes patients to maintain a proper metabolic control, they must be intimately 

correlated with subjective, emotional, psychological factors describing the mental health of the 

patient; (2) the patient must be conceived as a double-role agent, who suffers from such a disease and 

finds himself in the position to operate the management the disease; (3) social relationships that can 

facilitate or, on the contrary, reduce the risk of this chronic condition. Therefore, the research 

attentively selects and evaluates models of comprehending social insights of type II diabetes, inspired 

by Giddens’ sociological pattern of relating individual and social agencies and the Levanthal model. 

One of the major outcomes of this comparative study is that it frames multiple perspectives bridging 

medical and psychological factors in addressing causal and consequential social implications of type 

II diabetes. 
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Type 2 diabetes is a chronic health condition that 

requires a complex structure of changes in the patient’s lifestyle 

and an autonomous and firm commitment to the management of 

nutrition, active physical effort, constant self-monitoring of 

blood sugar, and self-administration of treatment, either oral or 

injectable. From this point of view, the most important factor 

that is required whenever we question the social determinants of 

diabetes in the modern era is reflected by the patient’s 

motivation for proper care and glycemic control. 

T2D management requires “physical, intellectual, 

emotional and social” coordinates (1) that are interrelated in 

order to obtain effective changes in patients’ lifestyles. 

Moreover, since the bulk of disease management and medication 

administration depends solely on the patient, T2D should be 

conceived as a chronic condition whose control is equally 

dependent on “subjective experiences: cognitive / thinking, 

behavioural/conative or emotional/affective”.(1) Consequently, 

in the context of the current research, in which I will focus 

exclusively on the adherence of social factors in the control of 

T2D, a sustainable hypothesis to justify this disease as one of 

the most common diseases within modern societies is reducible 

to the following statement: “socio-demographic characteristics 

and clinical features cannot singularly explain why some 

patients with T2D maintain poor metabolic control; 

psychosocial factors also influence the quality of glycemic 

regulation”.(1) Among the latter, the most relevant aspects are 

related to: “self-efficacy, personality traits, cooperative abilities, 

stress endurance, social support, the relationship between the 

patient and medical professionals”.(1,2) 

In order to puzzle the social insights of diabetes, a 

secondary hypothesis advanced for analysing the disease 

management emerges from the previous considerations: the 

patient must be seen not only as an agent of the disease. One of 

its key-roles is that of “active solvent of health problems”.(1) In 

this sense, the argument follows the Leventhal model, a complex 

dynamic pattern that represents the way in which subjects 

understand aversion factors on their health through the 

symptoms and appropriate medical assessments and develop, 

inextenso, cognitive and emotional representations, integrated 

into clinical strategies of treatment and lifestyle plans. 

The actions, respectively the moral and social values 

by which patients “selfeducate” in the spirit of the disease for 

self-care, depending on the vulnerabilities and advantages they 

have at hand to combat or control the disease, form an 

autonomous structure of disease management through which 

patients’ behaviours and decisions are successively 

implemented, criticized and evaluated in a system of 

“continuous feedback”.(1) Such a model proves its functionality 

in the context in which it allows us to observe methodically and 

systematically the way in which patients’ interventions are 

integrated in the management of the disease, in key areas such 

as acceptability, cooperation, and adaptation. In the following 

part of my article, I will proceed to a brief reconstruction of such 

a pattern by identifying the clinical, cognitive and emotional 

representations of the disease, conceived throughout a social 

framework (figure no. 1). 

In identifying the cause of type 2 diabetes, the genetic 

predisposition factor is recurrently invoked. Secondly, the 

stressful lifestyle or the consequences of an event that, in the 

personal life of the patient, release depression or anxiety, are 
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recognized as primary sources for favouring the progress of 

disease. Despite these empirical, contingent aspects, factors such 

as negligence or ignorance complete the causal picture of T2D. 

Therethrough, whereas the manner in which patients are 

causally responsible for the occurrence of T2D remains at stake, 

the effects of such an interpretation might rather cause 

emotional, affective or psychological complications. The patient 

understands that challenges of personal life as a trigger of T2D: 

according to this paradigm, diabetes proves being not only a 

social disease, but also a phenomenon that is highly determined 

by a personal lifestyle, which claims self-responsibility in 

framing causal mechanisms of T2D.  

 

Figure no. 1. Social implications of the Levanthal model 

 
Therethrough, patients recognize, over time, that 

regardless of whether the genetic factor or lifestyle favoured 

diabetes, disease control is the main challenge they face, 

assuming that diabetes is not a lethal disease with immediate 

implications, but that all the complications that it generates or in 

which it appears integrated amplify the ultimate risks, such as 

morbidity and mortality. Cardiovascular, ophthalmic, locomotor 

complications affect, over time, the patient’s quality of life, 

mobility and emotional state. 

Models of explaining the social insights of diabetes: 

how can we successfully correlate individual and social 

agencies in understanding behaviours of patients along 

processes of disease control? 

Cognitively and emotionally, prohibition becomes the 

main factor in making the patient vulnerable. The ban on high-

calorie foods, along with the associated economic implications, 

such as the costs of personalized diets, associated, at best, with 

physical exercise tailored to the patient’s condition, reflect new 

sources for barriers to disease control. In this context, the 

family, as a social cell, orchestrated by a set of values, rules and 

taboos, can make a sustainable contribution to diabetes control: 

conflicts arising from the costs of investing in organic products, 

imposed by eco trends in recent years, solidarity in 

standardizing food options for the consumption of carbohydrate-

free products or the exclusion of sweets or undertaking group 

sports activities.  

Regarding the drug dimension and its social 

implications, the observations developed by Berenguera et.al are 

more than relevant. Patients “feel more or less diabetic 

depending on the type of treatment prescribed to them”.(1) In 

the case of type 2 diabetes, oral medication stimulates the 

patient’s optimism in managing the disease, as long as insulin 

injection treatment can be delayed. According to Lin et.al major 

depressions are associated with low physical activities, careless 

diets and modest adherences to oral hypoglycemic drugs, 

reduced lipids and hypotension, which impose a better 

management of patients’ responsiveness to treatment, 

respectively a better cooperation between professionals and 

patients in changing treatment strategy in optimal conditions and 

with low risk factors. The dynamics of the human factor is what 

prevents us from restricting the socio-emotional implications of 

diabetes to depressive manifestations existing exclusively 

among patients that pass to injectable insulin administration.  

Preventive care of diabetes, “including home glucose 

testing, screening for microalbuminuria and retinopathy”(2) is 

part of the spectre of phenomena that are highly influenced by 

social aspects. It requires privacy, home-comfort and moral 

support, especially in primary phases when the patient gets 

accustomed with all these methods. The simple inventory of all 

these elements that constitute the picture of the management of 

type 2 diabetes convinces us on the diversity, flexibility and 

variability of the cognitive, emotional and affective components 

of the clinical dimensions, relative to the social coordinates.  

Thus, my conviction is that a unitary and current 

analysis of diabetes as a disease of modern society cannot be 

developed in the absence of an interdisciplinary, sociological 

and clinical perspective on the social structures that maintain or 

influence the causes, respectively disease control. More and 

more authors in the field of social medicine return to Giddens’ 

theories: Hinder & Grenhalg, for example, repeat in their 

analysis devoted to ethnographic studies of diabetes control the 

model of relational social agencies or structures, in which social 

architectures such as norms, moral codes, institutional and 

political, economic or cultural systems, influence and constrain 

individual structures, reduced to the set of behaviours, values 

and actions of individuals who, in turn, shape and reproduce 

social structures”.(3) Such a framework exposes a society which 

is not free from cultural, social or economic contradictions, all 

the more so as it is integrated, in turn, into a “global, 

multicultural, technology-dominated network”.(4) But all these 

clashes start from epistemic considerations: “how much does an 

individual know about his disease?” it is not a question limited 

to cognitive considerations. The speculative, unconscious, 

emotional implications complement the cognitive capital that 

patients develop about their disease.  

Therefore, Hinder &Grenhalg believe that the Giddens 

model needs to be improved in order to account for the 

dynamics of interdependencies between individual and social 

agencies in disease management. The model proposed by 

Stones, which I have formalized according to the following 

figure, represents an optimal solution in the authors’ view, as it 

groups social and individual structures into categories that allow 
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the simultaneous capture of atomized and collective factors: 
 

Figure no. 2. The Stone-model 

 
Unlike Giddens’ model, Stones’ model manages to 

encompass the ethical and emic spheres of internal and external 

structures, thus generating a better understanding of the ways in 

which external structures function independently of individuals’ 

understanding and perception of them, as well as a 

comprehensive “hermeneutic study of what individuals know” 

(4) at the level of internal structures. 

Through these assessments (4), we draw attention to 

the fact that an analysis of the evolution of diabetes cannot be 

elaborated as a disease of modern society independent of 

ethnographic observations which, given the fact that they 

impose only qualitative-descriptive research methods, allow a 

better interpretation, at the level of disease management under 

the sphere of social implications, relying less on the factors of 

patient engagement in disease management (in fact, this 

perspective draws the distinction between what agents say they 

will do and what which agencies undertake, de facto). 

Regarding external structures, national health policies, 

food policies, the gastronomic culture of a geographical region, 

the socio-economic dynamics of urban or rural morphology, by 

predisposing neighbourhoods to a certain type of consumer 

markets or a certain type of education, all these elements are 

sources which, once analysed, familiarizes us with the ethical 

dimension of the spheres in which disease management will take 

place. Internal structures reduce patients’ beliefs, values, 

assumptions, and actions to ethnographic, naturalistic 

observations, combined with perspectives of relatives (family 

members, partners, children), the social circle (friends or co-

workers), through which hermeneutics of dispositions, 

perceptions and understanding of cases”(4) for each patient 

observed. The action segment requires ethnographic observation 

of patients “at work, at home, at school”, in places of 

entertainment and relaxation, during medical visits or during 

sports activities, where appropriate. Actions require an 

integrated interpretation within the context to which they relate, 

the main objective being to observe the understanding of 

diabetes in terms of the interactions undertaken in these 

particular circumstances. 

The third working hypothesis that occurs in these 

terms is the following: the size of social relations and its 

relevance for disease management and quality of life 

maintenance is relevant not only in terms of causality and 

consequentialism. There is a certain “social context of diabetes” 

(5), in which different age segments of an individual’s life are 

affected by the architecture and dynamic set of social 

relationships that can facilitate or, on the contrary, reduce the 

risk of this chronic condition. In the vision of Wiebe et.al, an 

efficient management of diabetes can be followed through the 

prism of two broad psychological theories, which aim to 

evaluate social support in disease management by observing 

interpersonal transactions of principles, values, emotions and 

behaviours. Kiesler-type interpersonal theories (6) argue for the 

acceptance of two registers of social interaction between 

individuals, one marked by the “affiliation-hostility” 

relationship, another by the “domination-submission” 

relationship.(5) The other side is represented by the theory of 

self-determination, which assumes that any individual behaviour 

that meets three fundamental psychological needs – social 

connection (from which emerge feelings of love, care, 

affection), competence (self-assessment, self-esteem and 

efficiency), and autonomy (freedom of decision and action) 

determines regular autonomous conduct. Consequently, both 

theoretical registers “agree that acceptance of the disease and 

care without undermining patient efficiency and autonomy can 

provide, through limited or high social support, sources for good 

management of diabetes”.(5) 

Most cases of type 2 diabetes are detected in older 

segments of adult life, where social commitments are much 

more complex: consequently, criticism in married or family life, 

generated against the patient’s actions to control the disease – 

giving up smoking, alcohol, lack of care for the diet – can 

intervene, in terms of interpersonal transactions of values, 

principles and actions, as a destructive factor, stimulating 

tension or generating anxiety, anxiety or depression in the 

patient. Recent studies note that the importance of the social 

network in self-managing type 2 diabetes needs to be discussed 

on two levels: the functional dimension, “which includes 

measures for social support, such as emotional support, practical 

assistance or information assistance”, and the structural 

dimension, which refers to “the frequency of social contacts or 

the type of relationship in the social network”.(7) 

Consequently, where patients are anchored in a more 

intense social network, there has been a decrease in blood 

pressure, LDL cholesterol, better glycemic control and a change 

in lifestyle to improve quality. Wherever the studies looked at 

patients with a low level of social support, the prevalence of 

type 2 diabetes was combined with a low quality of life and an 

increased mortality rate.(7) From all these observations we 

deduce that there is a vulnerable component in the management 

of diabetes, namely the predictability of the disease, both in the 

sense of its onset and towards its curative insights.  

Instead of conclusions: social framing of the 

management of type 2 diabetes 

The social spectrum of an individual, composed of 

profession, income, education, household management, access 

to nutrition information, lifestyle imposes the coordinates of the 

predictability of type 2 diabetes. Individuals with a lower 

education and low income are predicted to be two to four times 

more likely than other individuals with type 2 diabetes 

mellitus.(3) The model of chronic type 2 diabetes care set out by 

Hill et.al insisted on integrating this condition into a more 

holistic paradigm of chronic disease management, relying on the 

role of the social community in identifying, solving and 

anticipating patient needs. The authors claim that of the two 

registers of the clinical picture, one of social interventions prior 

to the onset of the disease and one of social interventions in 

disease management, the latter is definitely privileged. For the 

accuracy of the analysis, I will present below the model referred 

to, accompanied by some critical comments from which 

significant hypotheses will emerge for the present research. 

In short, we can see how the spectrum of social 

conditions develops a compass in which the professional life of 

the individual and its effects on material well-being compose the 

grounds of clinical education and access to resources for 
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maintaining quality of life and health. Lifestyle requires food 

choices, physical mobility, access to primary health services. 

The biological and psychological effects are measured by the 

increase of cortisol, blood pressure, glucose level, respectively 

the onset of depression, anxiety, decreased energy, lack of 

motivation and impaired self-esteem.(8) Based on these 

observations, type 2 diabetes is a disease with a cyclical 

morphology, from the perspective of social processes that 

contribute to this pathology: it “emerges from and contributes to 

adverse effects”.(3)  

 

Figure no. 3. The Hill model 

 
Thus, poverty, material deprivation of resources or 

lack of access to health services that impose certain costs can 

promote the occurrence of type 2 diabetes, but any effort to 

overcome these conditions can generate chronic stress and 

psychological and biological effects such as those described 

above. In turn, they can cause obesity, high blood pressure and, 

ultimately, the onset of diabetes. From my point of view, this 

morphological cyclicity is not unmanageable: such a vicious 

circle can be overpassed by paying attention to states of 

emergency from concrete life situations, by the intervention of 

social relations and by prescribing public health policies for 

diabetes prevention dedicated to the categories of individuals 

who show socially and biochemically key symptoms in the 

profile of the diabetic patient.  

The “ideology” behind the clinical picture, which aims 

to legitimize type 2 diabetes as a “disease of social 

inequalities”(3), social insecurity and low levels of education, 

turns public health disputes into propaganda elements and tend 

to reflects less a fertile area for calculating the social costs of 

reducing risk factors for diabetes.(9) De facto, social inequalities 

are a transhistorical determinations of humanity: this is not the 

right key to understanding the contingent elements of the 

pathogenesis of type II diabetes. What has changed significantly 

is the modern component of these discrepancies, by driving a 

climate imprinted by the contribution of new technologies and 

the substitution of the individual in multiple roles that require 

mobility, physical effort and dynamism. Specifically, patients 

with type II diabetes produce a large amount of insulin as a 

response to a lifestyle adapted to the social environment in 

which physical demands have been minimized, favouring 

sedentary lifestyle. In parallel, the food industry focuses on 

compensating for shortcomings between work and personal 

time, offering “fast”, high-calorie solutions. The correlations 

between stress, sedentary lifestyle, obesity and poor diet 

configure the conditions for the emergence of type II diabetes as 

a product of modern society: wherever technology has reduced 

the physical interventions of the individual, reducing mobility, it 

has equally managed to process and diversify nutrition. 

However, in what concerns the need to prevent diabetes, one of 

the most significant factors that should strengthen the rise of 

awareness on such issues is represented by the profile of this 

chronic disease to spread and intensify, taking more and more 

the profile of a global pandemic.(10,11) As diabetes embraces 

the pattern of the pandemic, this holistic approach reflects 

multiple consequences that impact the social and economic life 

of modern societies, including “slow economic growth, reduced 

life-expectancy in elders, increased healthcare expenditure”.(12) 

Do we have at our disposal enough theoretical models to frame 

and justify the social insights of diabetes, both from causal and 

consequential standpoints? As we have seen, theoretical 

alternative models that profile social implications of diabetes 

rather define quite generally the social stakes without assuming 

the pandemic aspects of such disease, that should empower 

rather different, more supportive, public policies for combating 

connected causes for diabetes, and more inclusive, reflective 

societal contexts for undertaking such analysis. All the models 

previously investigated converge towards assuming diabetes as a 

disease that tests and highlights implications of social 

inequalities for lifestyles.(13) As we are challenged to turn 

clinical results of medical research and investigations towards 

public spheres by engaging simplified and adapted explicative 

discourses, the main conclusion of this study is that we are 

urged to find patterns of addressing to the masses the proper 

social insights of diabetes, since prevention policies are still 

vulnerable and lack the pandemic background progressively 

adopted by the evolution of such disease. 
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