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To tackle diabetes, science and health systems 
must take into account social context
an increasing amount of publications are recognizing that a person’s risk of diabetes and diabetes outcomes are 
influenced largely by social determinants of health. This renewed understanding of disease should influence health 
provision and diabetes research, but will it?

Jacqueline A. Seiglie, Devaki Nambiar, David Beran and J. Jaime Miranda

In a year marked by the centenary of the 
discovery of insulin1 and outstanding 
scientific progress in the therapeutic 

management of diabetes mellitus2,3, these 
advances have been contrasted by the 
sobering disparities that, although present 
before the COVID-19 pandemic, have been 
unmasked by this crisis for people living 
with diabetes. While diabetes is now well 
recognized as an important biological risk 
factor for poor COVID-19 outcomes, the 
disproportionate impact of this pandemic 
on socially vulnerable people with diabetes 
has laid bare the profound importance of 
the social determinants of health in the 
tackling of health inequalities4,5. These 
disparities are particularly alarming when 
one considers that among the nearly 
half-billion people with diabetes globally, 
three out of every four people with diabetes 
live in low- and middle-income countries 
(LMICs)6. The renewed attention on the 
social determinants of health in relation 
to diabetes in the wake of the COVID-19 
pandemic has revealed the sheer complexity 
of tackling health inequalities and the 
inadequacy of existing metrics, frameworks 
and approaches7. The question is: amid the 
astounding scientific progress accomplished 
in the management of diabetes, what does a 
social-determinants framework add to the 
field, particularly in LMICs?

It has long been recognized that health is 
strongly influenced by social determinants—
the conditions in which people are born, 
grow, live, work, and age, including the 
health system8. In fact, the concept of the 
social determinants of health was woven 
into the very foundations of modern public 

health, which at the turn of the 19th century 
inspired pioneers such as Rudolf Virchow to 
posit that social medicine was inextricably 
intertwined with the politics of social 
justice9,10. Further evidence on the strong 
linkage between the social determinants 
and their impact on disease emerged 
throughout the 20th century11 and, in 2008, 
culminated in the report of the World 
Health Organization’s Commission on the 
Social Determinants of Health8, which 
called for a global movement to recognize 
their importance in the tackling of health 
inequalities, with the goal of closing the 
health gap within a generation. Yet more 
than a decade since that call for action was 
put forth, the COVID-19 crisis has abruptly 
highlighted the lack of progress achieved 
in tackling inequalities, making visible 
the linkages and the gross weaknesses of 
living conditions, health and well-being, 
and the impact of this on multiple facets of 
long-term chronic conditions12,13.

In their timely article ‘Social 
determinants of health and diabetes: a 
scientific review’, published in Diabetes 
Care4, the authors provide an overview of 
key definitions and social-determinant 
frameworks of diabetes and outline detailed 
recommendations for their implementation 
into community sectors, diabetes research 
and clinical practice in the USA. The review 
builds on pragmatic scientific and consensus 
statements published before the COVID-19  
pandemic14,15 and categorizes social 
determinants of diabetes into the following 
five domains: socioeconomic status; 
neighborhood and physical environment; 
food environment; healthcare; and social 

context4. Each of these domains encompass 
aspects of life circumstances that influence 
how a person’s risk of diabetes and diabetes 
outcomes are shaped—a phenomenon 
that occurs largely outside of the health 
system16. While there is robust evidence 
to support this framework, much of this 
evidence has been generated in high-income 
contexts. Less is known about the social 
determinants of diabetes in LMICs, which 
are highly heterogeneous and may be subject 
to additional societal pressures, such as 
socio-political and protracted conflicts17, 
environmental pollutants18, and corporate 
and commercial power19,20, as well as 
constrained health systems with limited 
capacity to manage chronic conditions that 
rely on continuity of care21.

Whereas much of the scientific progress 
in diabetes has gravitated toward the 
domain of pharmacological interventions, 
diabetes ‘exists’ within a much broader 
context, with factors that influence its 
development throughout the life course. 
For instance, an adverse intrauterine and 
postnatal environment may influence the 
development of insulin resistance and 
the onset of metabolic disease later in 
life22. When these early life disadvantages 
are coupled with social and commercial 
determinants that catalyze the development 
of overweight and obesity19, the cumulative 
burden of these life-course circumstances, 
which disproportionately affect vulnerable 
segments of the population, can be difficult 
to overcome even within equitable health 
systems. Notably, solutions for mitigating 
the risk of diabetes may very well lie 
outside the sphere of health systems, as 
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demonstrated by a housing experiment 
showing that the opportunity to move to a 
neighborhood with a lower poverty rate was 
associated with a lower prevalence of severe 
obesity and poorly controlled diabetes16. 
As contended by others, “a diagnosis is 
rarely a solution to problems caused by 
poverty and inequality”23. Furthermore, 
there is a strong socioeconomic patterning 
of diabetes and other non-communicable 
diseases at the population level, whose 
rise in LMICs is occurring in the context 
of a complex interplay of epidemiological, 
demographic and nutritional transitions24,25. 
Within this framework, diabetes and other 
non-communicable diseases are posited to 
rise initially among affluent groups before 
shifting to groups of low socioeconomic 
status26,27. It is critical to recognize this 
socioeconomic patterning of diabetes, 
ideally before the burden of diabetes shifts 
among populations facing socioeconomic 
and other vulnerabilities, which requires that 
additional obstacles, manifold in quantity 
and complexity, be overcome.

While the social-determinants 
framework is fundamental for 
understanding elements largely outside of 
the health system that contribute to the 
risk of diabetes and its outcomes, insightful 
medical anthropologists have long proposed 
the broader framework of ‘syndemic’ 
(‘synergistic epidemic’) theory28,29. A 
syndemic refers to the clustering of two 
or more diseases within a population that 
contributes to, and results from, persistent 
social and economic inequalities28,30—a 
concept that is particularly relevant in 
the context of the intersection between 
COVID-19 and diabetes and that highlights 
social determinants as core components 
of the effort to eradicate disparities30. 
Indeed, it has been proposed that in 
tackling COVID-19 and its interaction with 
non-communicable diseases, “the syndemic 
nature of the threat we face means that a 
more nuanced approach is needed if we are 
to protect the health of our communities”30. 
A ‘syndemic lens’ can both lead to a 
deeper understanding of the reasons 
for the clustering of diabetes in certain 
populations and inform targeted policies 
to address broader structural and political 
forces that impact both the development of 
diabetes and diabetes-related outcomes31. 
This framework requires a nuanced 
understanding of context-dependent 
factors that influence disease development 
and progression, as well as investment 
in research that can tackle the biosocial 
complexities of diabetes28,29,32.

The strengthening of health systems for 
the provision of diabetes care in LMICs is 
critical. However, the development of health 

systems that solely prioritize short-term 
care delivery, relying on patient–provider 
interaction or health-system inputs, is likely 
to fall short in tackling both the rising burden 
of diabetes and its associated disparities. 
This core challenge, of recognizing the 
limitations of the current models of care, 
is poignantly captured by this reflection 
on patients’ real-world experience of living 
with type 2 diabetes in Peru: “a patient’s 
agency to manage their [type 2 diabetes] 
is affected by a multiplicity of factors 
acting together: the burden of treatment, 
the chronicity of poverty, the immediate 
social context, the deficiencies in the health 
system, as well as the financial burden of 
dietary change and medication adherence…
the interaction among all these factors in 
an individual’s vulnerability to ill-health 
have been recognized by critical medical 
anthropologists who developed the 
syndemics framework to acknowledge the 
role of broader political, economic, and social 
structures in the individual lives of people, 
their health, and responses to health”33.

How can the COVID-19 crisis be 
leveraged to revisit the approach to 
diabetes care in LMICs through a syndemic 
framework? Diabetes has been long 
considered a suitable ‘tracer’ condition 
of international benchmarking of health 
systems, since it is well defined, fairly easy to 
diagnose and common34. Given the enormous 
and rapidly growing prevalence of diabetes 
in LMICs, as well as its social patterning, we 
argue that diabetes is also a suitable tracer of 
health disparities35. Through its recognition 
as such, the approach to understanding the 
growing burden of diabetes in LMICs can be 
broadened beyond its biology and within its 
tightly linked social, economic and structural 
context29,32.

The publication of scientific statements 
on the importance of social-determinant 
frameworks is a great step forward4,14,15. 
However, will this translate into research 
efforts and changes in this arena 
beyond the exploration of disparities in 
high-income contexts? The incorporation 
of a social-determinants framework will 
require both a conceptual shift in the 
collective approach to the prevention 
and management of diabetes, beyond 
pathophysiology and pharmacotherapy, and 
concomitant investment in upstream factors 
as an integral aspect of the diabetes field. 
Funders, governments, the private sector 
and researchers should consider the critical 
importance of the social determinants of 
diabetes as the world moves toward the 
‘new normal’ after COVID-19, to ensure a 
more equitable society in which health is not 
vitiated by underlying social and economic 
factors. The centenary of the discovery of 

insulin is a reminder not only of the impact 
science and medicine can have on health but 
also that if governments and civil society, 
including academia, do not play a role in 
addressing disparities, advances will be 
sequestered among the privileged.

And we return to our question: what 
does a social-determinants ‘lens’ add to 
the field, particularly in the LMIC context? 
The multi-faceted challenges imposed 
by COVID-19 and the neglected rising 
burden of diabetes in LMICs present a 
key opportunity for remembering the 
caution and the bold call to action put 
forward by the World Health Organization’s 
Commission on the Social Determinants 
of Health in 2008: social injustice is killing 
people on a grand scale, and the health 
gap must be closed within a generation. 
It follows that ‘building back better 
and fairer’36 will require rather more 
than advances in pharmacotherapy and 
technologies. Life course, the whole of 
society and intergenerational approaches 
ought to guide responses, attempting to 
tackle multiple drivers at once. Indeed, 
contending with the global, national and 
local legacies of power (asymmetries) lies at 
the heart of addressing diabetes—and the 
ailing health systems and societies its burden 
reflects—in the coming decades. ❐
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