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Introduction: 

Diabetic type II is known as a silent illness exhibiting no symptoms until it develops very severe.  Early 

and timely case detection therefore require active and opportunistic screening (Rema, Deepa & Mohan 2000). 

The untimely treatment and delay in diagnosis often increase the cost of diabetic care. The increasing spending 

on diabetic management and growing incidence of hospitalization led to think about alternative ways to best 

manage diabetics. Healthcare expenditures on diabetes account for 11.6% of the total healthcare expenditure in 

the world in 2010. About 80% of the countries spend between 5% and 13% of their total health expenditure on 

diabetes in 2010 (IDF, 2011). Hospital admission spending for diabetic inpatients with no complications ranged 

from 11 to 75% of per-capita income. Spending for patients with complications ranged from 6% to over 300% 

more than spending for patients without complications (Goldhaber-Fiebert JD, Li H, Ratanawijitrasin S, 

Vidyasagar S, Wang XY, Aljunid S, Shah N, Wang Z, Hirunrassamee S, Bairy KL, Wang J, Saperi S, Nur AM, 

Eggleston K 2009). Median cost per hospitalization, length of stay during admission, and cost of inpatient 

admission were all significantly higher for diabetic patients with a co-morbid condition (Tharkar S, Satyavani K, 

Viswanathan V, 2009).Increase in diabetic patients point to economic burden due to declining work 

productivity, early retirement, and sometimes premature death (WHO, 2002). An estimate  by the International 

diabetic federation report suggest that more than half of the diabetic deaths are before 60 years of age (IDF, 

2012 ) resulting in loss of productive work years. The prevention and cost effective ways to manage diabetics 

and non-communicable disease in general is gaining importance. Can countries spend more on health in 

changing global economic scenario is a question. India is facing an epidemic of diabetes, with growing 

prevalence (Ramachandran et.al, 2008). This study in this present health scenario is an attempt to understand if 

the health spending and quality of life are related to empowering knowledge.  

Research Methods: 

The research goal was to find rationale for Empowering Patient Education Interventions in diabetic 

care. Main objective was to understand the relationship between relationships between Empowering 

Knowledge, Health Expenditure among diabetic patients. The study followed descriptive literature review and 

analysis of empirical studies done on patient empowerment and cost studies.  

Background: 

The Chronic problems account for 60% of all deaths worldwide, with 80% of those taking place in 

developing countries taking a disproportionate toll mostly during the prime productivity age (Narayan, Ali & 

Koplan 2010) bringing huge financial loss to households and to the state economy. In 2004, deaths due to non-

communicable diseases in India were twice that of due to communicable diseases (WHO 2010). It is important 

to note that 40% of all hospital stays and 35% of all outpatient visits globally account for non-communicable 

diseases (Mahal, Karan & Engelgau 2009).  Since many are premature deaths this pause a threat to the economy 

and the labor market and also put lots of burden on the economy through increasing health expenditure leading 

to even catastrophic health expenditure  (Engelgau, Karan, Mahal 2012). This also influences the poverty 

incidence due to health care spending, and it has been found that health care spending is an important reason for 

poverty in India (The Times of India 2010) 

Indian Scenario: 

Diabetic is one among the four top chronic diseases in India (Tayler, 2010). India is the second most 

populous country in the world with over 1.2 billion people (Census of India 2011). India is the home for huge 

number of diabetic population the second largest in the world after china (IDF Diabetic Atlas 2012). Overall, 

Non Communicable Disease (NCD) is emerging as a leading cause of deaths in India accounting for over 42% 

of all deaths (Registrar General of India, 2011). It is expected that there will be 69.9 million diabetic patients in 

India by 2025 (King, Auburt & Herman, 1998) increasing the economic burden. Diabetes is rapidly emerging as 
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a major health problem in India, particularly in urban areas (Ramachandran & Snehalatha, 2010). Not only in 

Urban areas a recent study done by the ministry of Health Government of India suggest that there is an 

increasing incidence of diabetics in rural areas also (MOH,GOI, 2012). International Diabetes Federation (IDF) 

2009 report reveals that the total number of diabetic subjects in India is 50.8 million .All chronic conditions 

require continuous medical care complemented by long-term support from healthcare services. However 

responding to the care demands of people with chronic conditions is a challenge in most low- and middle-

income countries, including India, where the health system is primarily oriented towards the management of 

infectious diseases and maternal and child healthcare (Reddy, Shah, Varghese & Ramadoss 2005; 

Venkataraman, Kannan &Mohan, 2009). It is estimated that the overall prevalence of diabetes, hypertension, 

Ischemic Heart Diseases (IHD) and Stroke is 62.47, 159.46, 37.00 and 1.54 respectively per 1000 population of 

India (MOH GOI, 2012).The greatest number of people with diabetics is in the age group of 40 to 59 years 

which is the peak of professional productivity pausing lots of economic implications (IDF, 2012). 

Kerala Scenario: 

Kerala is a state located in the South West part of India. It is one of the smallest states in terms of 

geographic area. Kerala as per the 2011 population census has a population of 30.5 million.  Kerala has the 

highest literacy rate (93.91%) and the highest life expectancy (74 Years) in the country. Kerala also stand 

highest in the number of diabetic patients. Kerala reported a prevalence of diabetes at 20% (Menon, Kumar, 

Gilchrist, et al, 2006) which is nearly double the diabetic incidence of the whole of India. The studies done in 

Kerala among the diabetic patients suggest poor adherence to medications and also growing private expenditure 

on diabetic care(Uma V. Sankar, Kasia Lipska, G. K. Mini,P. S. Sarma, K. R. Thankappan, 2012), pointing to 

the need of looking at ways to fill the knowledge gaps.  

The Need of this Research: 

Financial Burden: 

By 2030, India's diabetes burden is expected to cross the 100 million mark as against 87 million earlier 

estimated (Times of India 2011). Poorly managed diabetes leads to serious complication and early death (IDF, 

2012). Poorly treated and managed diabetic is also the reasons for increase in the cost of diabetic care. From the 

present literature it is clear that diabetics is going to make severe burden on the under resourced health care 

system in India. The literature available on economic evaluation of diabetic or cost analysis of diabetic is very 

limited in India. Managing complications of diabetes account for nearly 60% of diabetic related direct health 

care costs and almost 80 to 90 per cent of indirect costs (WHO, 1997). Diabetes also leads to loss in productivity 

and economic growth and lots of cost on economy and family because of heavy spending (IDF 2010). 

Epidemiological transition globally and in India particularly made the spending on non-communicable and 

chronic care an important component of health expenses both private and public.  

Economic loss due to chronic ill health is associated not merely with the cost of care but takes a heavy 

toll in terms of loss in productivity and life years (Wild, Roglic, Green, Sicree & King 2004).Of the total health 

expenditure 11% is spent on diabetics care in India (IDF, 2011). It is important to note that Indians develop 

diabetics at an early age that is those younger than 45 years of age account for 36% of diabetics in India 

(Ramachandran and Snehalatha, 2010). In India, the poorest people with diabetes spend an average of 25% of 

their income on private care. Most of this money is used to stay alive by avoiding fatally high blood sugar levels 

(The Indian Express, 2009).On an average people with diabetes are three times more likely to be hospitalized 

compared to non-diabetic individuals (ADA, 1997).The excess cost is related to higher cost of treating late 

diabetic complications and the economic loss due to lost man-days or lost economic opportunity. Diabetic 

complications account for 60% of diabetic related health care costs (Direct costs) and almost 80-90% of indirect 

cost.9 Recent studies have shown that health care expenditures are as much as five times as high for individuals 

with diabetes compared to individuals without diabetes (Gray A, Raikou M, McGuire A, Fenn P, 2000).  

Health Spending and Poverty: 

The private spending on health care is high in India compared to other neighboring Asian countries and 

a major share of private spending is out of pocket spending (World Bank, 2005). Heavy out of pocket Spending 

on health is also a cause for poverty in India (World Bank 2005).  72% of health care expenses in India are 

financed through out of pocket payment by households at the point of use of a health service (National Health 

Accounts 2005). Borrowing is an important strategy for meeting health care expenses in India (World Bank, 

2005). In this scenario an increasing economic burden because of the Non Communicable Diseases is an 

important concern. It is important to understand the most effective spending methods to best address the NCD to 

minimize economic burden on household and on the economy as a whole. Lower-income groups spent a higher 

proportion of their income on diabetes care. The highest increase in percentage of household income devoted to 

diabetes care was in the lowest economic group (Ramachandran A, Ramachandran S, Snehalatha C, Augustine 

C, Murugesan N, Viswanathan V, Kapur A, Williams R, 2007). The average Indian with diabetics spends 

US$575 annually out-of-pocket. Indirectly, it will also cost the diabetics patients another US$100 or more 

annually in lost effective work hours while seeking and undergoing diabetic treatment. An estimate done in a 
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study conducted by MV Hospital for Diabetes and Diabetes Research Centre , in Chennai conclude that for 

India in 2010 costing US$31.9 billion to manager diabetics.  

A recent study conducted by Kerala Sastra Sahitya Parishsad  suggest that average annual out-of-

pocket spending by a person with chronic illnesses is about Rs.38,000  (The Hindu, 2011). More simply, the 

substantial money spent on outpatient treatment by households precludes spending on other consumption items 

thereby diminishing welfare. Many poor households are unable to cope with outpatient spending; around 20% 

(25%) of untreated illness episodes in urban (rural) areas are untreated due to financial constraints (Selvaraj and 

Karan 2009). A greater proportion of private health expenditure is for outpatient care than for inpatient care 

(Bhojani, Devadasan etal. 2012). 

Theoretical Framework: 

Theory of Empowerment: 

Emphasis is increasingly being placed on encouraging patients to play a more active part in their health 

care (NHS, 1996). The goal of patient empowerment is to prepare patients to make informed choices about their 

own health (Feste & Anderson, 1995). The Ottawa Charter for Health Promotion (WHO 2008) notes that 

"people cannot achieve their fullest health potential unless they are able to take control of those things which 

determine their health". The Ottawa Charter for Health Promotion (WHO, 1986) has made empowerment a key 

issue in the theory of health-promotion, which focuses on positive health enhancement rather than only ill-health 

prevention, mainly through the improvement of social conditions (Labonte1994). The theory of empowerment is 

becoming more and more important in health care. Health empowerment emphasizes facilitating one’s 

awareness of the ability to participate knowingly in health care decisions (Shearer, 2004). It talks more about the 

patient autonomy and ability to make decisions about their health care. People understand their needs far better 

than anyone else and as so should have the power both to define and act upon (Cochran, 1986).  In order for 

people to take power, they need to gain knowledge about themselves and their environment and be willing to 

identify and work with others for change (McClelland 1975). Empowerment also is about power and power 

relations (Moscovitch and Drover, 1981).  Powerlessness could be understood at the individual level as the 

expectation of the person that the actions will be ineffective in influencing the outcome (Keiffer, 1984). 

Empowerment may be considered as a health enhancing process (Jones and Meleis 1993). In the field of health-

care, empowerment has been acknowledged as an alternative to compliance in order to guide the provider–

patient relationship (Etzwiler 1997, Glasgow, 1999).  

Empowering Knowledge: 

The empowering knowledge is comprise of patients´ previous knowledge, knowledge expectations and 

received knowledge (Leino-Kilpi & Vuorenheimo, 1994, Leino-Kilpi, Mäenpää & Katajisto, 1999, Heikkinen et 

al., 2007, Rankinen et al., 2007). The empowerment model promotes a bio psychosocial approach to diabetes 

care, conceptualizing the state of being empowered as having knowledge about the disease, and self-awareness 

of values in managing diabetes, personal goals, needs, expectations and priorities—sufficient to make informed 

decisions in caring for diabetes (Feste C, Anderson RM1995, Feste CC 1991 & Anderson RM, Funnel MM, 

Arnold MS 1991). The empowerment approach argues that in caring for their disease diabetic patients make 

choices each day that affect, and are affected by their emotions, thoughts, values, goals, and other psychosocial 

aspects of living with this chronic disease (Anderson RM, Funnell MM, Barr PA, Dedrick RF, Davis WK, 

1991).The empowering knowledge is divided into six dimensions: bio-physiological (i.e. illness, symptoms, 

treatment and complications), functional (i.e. mobility, rest and nutrition), experimental (i.e. emotions and 

hospital experiences), ethical (i.e. rights, duties and participation in decision-making), social (i.e. families, other 

patients and patients unions), financial (i.e. costs and financial benefits) (Leino-Kilpi & Vuorenheimo, 1994, 

Leino-Kilpi et al., 1999, Rankinen et al., 2007).  

Empowering Knowledge & Diabetics: 

Awareness about and understanding of the disease is less than satisfactory among patients, leading to 

delayed recognition of complications. The cost of treatment, need for lifelong medication, coupled with limited 

availability of anti-diabetic medications in the public sector and cost in the private sector are important issues 

for treatment compliance(Venkataraman, Kannan, and Mohan, 2009).Patients' lack of knowledge about diabetes 

care can impede their ability to manage their disease. This is important as better patient self-management ability 

is related to improved diabetes control (Heisler M, Smith DM, Hayward RA, Krein SL, Kerr EA, 2003). The 

awareness about the disease and its complications is also less than satisfactory among patients. Only 23% of 

self-reported diabetics, in a population based sample in Chennai, knew that diabetes could lead to foot problems, 

while only 5.8% knew that it could cause a heart attack (Deepa M, Deepa R, Shanthirani CS, Dutta M, Unwin 

NC, Kapur A, et al, 2005). Compliance to medical advice, for a condition like diabetes, is an expensive affair, 

with the average cost per annum ranging from Rs 3000 to 10,000 in different studies (Shobhana R, Rao PR, 

Lavanya A, Williams R, Vijay V, Ramachandran A, 2000) In 2005, the median per annum cost for diabetes care 

was estimated to be Rs 10,000 for urban, and Rs 6,260 for rural patients (Ramachandran A, Ramachanrdan S, 

Snehalatha C, Augustine C, Murugesan N, Viswanathan V, et al, 2007).  A recent study suggests in Kerala on 

diabetic patients suggest diabetic patients receive limited diabetes management knowledge from health 
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professionals and so poor adherence to treatment. Poor adherence is likely to lead to increased complications of 

diabetes resulting in increased costs of health care and increased morbidity and mortality for the population in 

the long term (Uma V. Sankar, Kasia Lipska, Mini G. K., Sarma P. S., Thankappan K. R, 2013).The ultimate 

goal of patient education is to empower patients to make decisions and participate in their own care and the 

knowledge can be understood as the basic element in the empowerment process (Gibson 1991, Leino-Kilpi etal. 

1993, 1998, 2005).The concept of Empowerment in health care means the functional entity through which 

patients experience control over their health problems and the consequences (Leino-Kilpi et al. 1998). 

Participatory learning strategies that treat people as active subjects of their own learning can have the effect of 

changing pattern of dependence by providing and reinforcing empowering experiences (Roter etal. 2001).    

Conclusion and further Research:  

Designing culturally-sensitive personalized interventions is essential to sustain patients’ involvement in 

their treatment, and encourage patients to take an active role in their own health and health care. We consider 

patient activation and empowerment as a cyclical process defined through patient accumulation of knowledge, 

confidence, and self-determination for their own health and health care. We propose a patient-centered, multi-

level activation and empowerment framework (individual-, health care professional-, community-, and health 

care delivery system-level) to inform the development of culturally informed personalized patient activation and 

empowerment (P-PAE) interventions to improve population health, and reduce racial and ethnic disparities. We 

discuss relevant Affordable Care Act payment and delivery policy reforms, and how they impact patient 

activation and empowerment. Such policies include Accountable Care Organizations and Value Based 

Purchasing, Patient Centered Medical Homes, and the Community Health Benefit. Challenges and possible 

solutions to implementing the P-PAE are discussed. Comprehensive and longitudinal data sets with consistent P-

PAE measures are needed to conduct comparative effectiveness analyses to evaluate the optimal P-PAE model. 

We believe the P-PAE model is timely and sustainable, and will be critical to engaging patients in their 

treatment, developing patients’ abilities to manage their health, helping patients to express concerns and 

preferences regarding treatment, empowering patients to ask questions about treatment options, and building up 

strategic patient-provider partnerships through shared decision making 
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