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Abstract
Background:

Medical pluralism is defined as the coexistence of multiple medical traditions and
practices in local contexts and belief systems. Medical pluralism is common in India. The
rising NCD burden in Tamil Nadu pushes people to look for different therapeutic options.
The data on the extent of medical pluralism at the community level is very limited in
India. This study aims to find the extent of medical pluralism and the reasons for medical
pluralism in the rural Kanyakumari district.

Methodology:

It is a mixed-methods study using a multistage cluster random sampling strategy. The
quantitative component included 370 self-reported diabetic persons from rural
Kanyakumari. Out of that, 18 participants were selected for the qualitative study which
focuses on reasons of medical pluralistic practice.

Results:

The extent of medical pluralism is found to be 22.7% among self-reported diabetes
patients. The most common medical pluralistic practice among self-reported diabetes
patients is modern medicine with herbal medicine (77.4%) followed by modern medicine
with herbal medicine and Siddha medicine (4.7%). The co-relates of medical pluralism
are found to be gender and comorbidity of heart disease with diabetes. Women were 3
times more likely to engage in medical pluralism when compared to men. Diabetic people
with heart disease are 65% less likely to use medical pluralistic practice when compared
to diabetic people without heart disease. The reasons for medical pluralistic practice were
found to be free from adverse effects, low cost, easy availability and user-friendliness.
People use CAM as a self-regulator for managing their diabetes.

Conclusion:

More than one-fifth (22.7%) of the participants adopt medical pluralistic practices which
includes modern medicine. CAM medications are used as a self-regulator for modern
medication among diabetic patients. More emphasis will need to be given to medical
pluralistic practices prevailing in the society while framing policies for diabetes
management.



Chapter 1
INTRODUCTION

1.1.Background for the study

Non-communicable diseases are responsible for 74 % of the deaths worldwide. Every
year, 17 million people die before the age of 70 due to non-communicable diseases
(NCDs). (“Non-communicable diseases-Fact Sheets -WHO,” 2023) The rise of NCDs is
mainly attributed to the modifiable key behavioural risk factors like tobacco use,
unhealthy diet, lack of physical activity, and the harmful use of alcohol, which in turn
leads to overweight and obesity, raised blood pressure, raised cholesterol, and ultimately
disease. (“Non communicable diseases-Fact Sheets -WHO,” 2023)

As per the global NCD progress monitor 2022 report, nearly 66 % of all deaths in India
are due to NCD. (“Noncommunicable Diseases Progress Monitor 2022,” 2022) Diabetes
mellitus represents a chronic metabolic disorder characterised by the persistent elevation
of blood glucose level. Prolonged hyperglycaemia leads to diverse microvascular and
macrovascular complications affecting multiple organ systems. These encompass the
ocular, cardiovascular, renal, nervous, and reproductive systems. Consequently, diabetes
may manifest as retinopathy, hypertension, coronary artery disease, nephropathy,
peripheral neuropathy, autonomic neuropathy, and disturbances in reproductive function.
(Banday et al., 2020) As per the ICMR-INDIAB study conducted from 2008- 2020, the
overall prevalence of diabetes in India was 11.4% and that of prediabetes was 15.3% and
this encompasses interstate variations in diabetes prevalence. The state of Tamil Nadu had
an adjusted prevalence of 10.4%. In rural Tamil Nadu the prevalence of diabetes was
7.8% with prediabetes at 15%. (Anjana et al., 2023, 2011) Diabetes is a chronic disease
that has to be managed throughout life with lifestyle changes and diet. With the rising

burden of diabetes in India, people tend to seek care from various therapeutic options



available to them. (de-Graft Aikins et al., 2023a; Masola and Sigida, 2021)
Complementary and alternative medicine is one such therapeutic option which people
seek care from. India has its own structured AYUSH system of medicine together with a
multitude of regional non-organised and unstructured rural medical practitioners and local
healing traditions. (Agrawal et al., 2023; Shi et al., 2021)

1.2.Introducing Medical Pluralism

Medical pluralism refers to the coexistence of multiple medical traditions and practices
located in local contexts and belief systems. (Asian Medical Systems, 1976; Cant, 2020)
Complementary and alternative medicine (CAM) is the term which includes all the
healthcare practices which are not part of the conventional healthcare system.
(“Traditional, Complementary and Integrative Medicine,” 2024) Complementary
medicine is used along with modern medicine while alternative medicine is used instead
of conventional medicine. (Aboyade ef al., 2016)

Complementary medicine is a term to denote that this medicine is used complementary to
other forms of conventional medicine while alternative medicine is used when it is used
as an alternative to biomedicine. (Kumar et al., 2006)

Traditional medicines are rooted in culture and usage of local health traditions is
associated with the cultural value associated with the native traditional medicine. (Reddy
et al., 2023) It is determined by beliefs, culture and theories and philosophies of health
care and how it is understood by the community. (Al-Azri, 2020) Every country has its
own traditions and culture associated with the medical pluralism that prevailed in that
society. Even in developed countries, traditional medicine is use is very common and
used regularly. Traditional medicine was regularly used by 42% in the US, 48% in
Australia, 49% in France, 70% in Canada and 70% in some African countries, In some

countries, CAM utilization was more than 80%. (“Traditional medicine -WHO,” 2023)



Traditional medicine is associated with the culture of the population. (Reddy et al., 2023)
People tend to seek different therapies for their healthcare needs. It is determined by the
structural factors like availability of the medicine, availability of healthcare facility,
accessibility, affordability and other interpersonal factors. (Fjer et al., 2020; Khalikova,
2021) Pluralistic health seeking behaviour of the society is driven by belief systems,
disease types, livelihood and ethical principles of the community. (Yu, 2021) A study
among diabetic patients in Nigeria undertaken in 2020 found that 62 % of diabetic
patients use CAM for their treatment. Of those using CAM, 88.4% engaged in
concomitant use of CAM and allopathy while 11.6% used CAM as an alternative to
allopathy. A study among type 2 diabetes patients in Indonesia in 2020 found 54.3% of
diabetic patients using CAM had commonly used herbs and spiritual healing. (Sari et al.,
2021) A Hospital based study among diabetics in Beirut, Lebanon found that nearly 38%
had ever used CAM for their treatment.(Naja et al., 2014) In UAE a hospital based study
undertaken in 2018 showed that CAM use among Type 2 DM patients was
39.3%(Radwan et al., 2020). In 2019 Bangladesh tertiary care-based cross sectional study
among diabetic patients, 35.2% were engaged in CAM therapy. (Rafi et al., 2020)
Similarly in Palestine 51.9% of the diabetic patients reported taking herbs for their
diabetic management. (Ali-Shtayeh et al., 2012) As recently as 2018, a study among
diabetic patients in Karachi, Pakistan indicated that 57.8% of diabetic patients use CAM.
(Raja et al., 2018) The tertiary care-based study among diabetic patients in Allahabad,
India reported that 67.7% diabetic patients used CAM therapy. Naturopathy was the most
commonly used CAM therapy for diabetic management in this Allahabad study. (Kumar
et al., 2006) The prevalence of CAM use among the general adult population in south
India was 62%. (Devi M et al., 2021) In Kerala the prevalence of CAM use among

diabetic patients in rural parts of Kollam district was found to be 39%. Among the



diabetic patients, 30% engaged with simultaneous consumption of CAM with modern
medicine while 9 % resorted to pure CAM for diabetic treatment. (Vishnu et al., 2017) In
Tamil Nadu the prevalence of CAM use among diabetic patients in Madurai was found to
be 45.4%. (Devi et al., 2015) Another study In Salem in 2012 among diabetic patients
attending a tertiary care centre reported a higher prevalence of CAM use, as high as
70.1%. (Balamurugan et al., 2013)

Many participants engaged in medical pluralistic practice do not report their CAM use to
their biomedical physician. (Roy et al., 2015; Sari et al., 2021). There were numerous
studies on the herb drug interactions noted in the literatures. (Elmer et al., 2007; Gupta et
al., 2010) But an understanding of herbs and drug interactions are not known to most
biomedical practitioners. Even though some studies support use of certain CAM options
for the treatment of diabetes, there is very limited understanding of herb drug interactions
of CAM options. (Elmer et al., 2007)

1.3. Relevance of Kanyakumari district

Kanyakumari is the district in southernmost tip of India. As per 2011 census, the rural
population of the Kanyakumari district was 330572 (17.61%) while that of Urban
population is 1539802 (82.33%). Kanyakumari district has the second largest urban
population in Tamil Nadu. (“District Statistical Handbook 2022-2023-Kanniyakumari
district,” 2024; “India - Census of India 2011 - Tamil Nadu - Series 34 - Part XII B -
District Census Handbook, Kanniyakumari,” 2011) As per the 2017 Human Development
Index report the HDI score of Kanyakumari district was 0.944 which is highest in
Tamilnadu . (“Tamilnadu Human Development Report 2017,” 2017) The literacy rate of
Kanyakumari district was 91.7%. Kanyakumari district has various health traditions and
region-specific healthcare traditions. (Sieler, 2012; Subramanian et al., 2019)

Kanyakumari district, with high human development index, high literacy rate and



availability of various domains of both biomedicine and AYUSH health care facilities in
both private and public domain makes it a suitable site for studying medical pluralism. As
per the NFHS -5 report, among adults above 15 years in Kanyakumari district, 27.1 %
were reported to be having above high blood sugar or taking tablets for diabetes.
(“NFHS-5 District Fact Sheet Kanyakumari, Tamil Nadu,” 2021) With rising burden of
NCD in Tamil Nadu, people seek care from different health care options for treatment. In
Kanyakumari district, with its high literacy and development, it is likely that the reporting
on medical pluralistic practices will be better. Therefore, this study of medical pluralistic
practices among diabetes patients was located in Kanyakumari district.

In a densely populated (1119/sq km), highly urbanised district (82.3%) with limited rural
population (17.7%) and high Human Development Index (0.944) having the presence of
various AY USH medical institutions, as per NFHS -5 27.1 % of the participants were
either taking tablets or having high sugar levels. This is likely to yield a relatively higher
proportion of persons using medical pluralistic practice among diabetic patients in
Kanyakumari district. (“District Statistical Handbook 2022-2023-Kanniyakumari
district,” 2024; “India - Census of India 2011 - Tamil Nadu - Series 34 - Part XII B -
District Census Handbook, Kanniyakumari,” 2011; “NFHS-5 District Fact Sheet
Kanyakumari,Tamilnadu,” 2021; “Tamilnadu Human Development Report 2017,” 2017)
1.4. Study rationale

There were many studies related to medical pluralistic practices in different contexts
across the world. Though medical pluralism is very prevalent in India, the number of
studies regarding medical pluralism is relatively low. Most of the studies among diabetic
patients regarding the CAM usage pattern have been conducted across the healthcare
institutions in urban areas. (Balamurugan et al., 2013; Itrat and Akhlaq, 2022; Kumar et

al., 2006a; Roy et al., 2015) Community-based studies of medical pluralistic practice in



the Indian context are very few. In diabetes management, people tend to seek care from
different therapeutic modalities. The extent of medical pluralism in India is not well
documented and neither are the reasons for such practices clearly understood. According
to NCD monitoring survey, only 36.1% of the diabetic patients were following treatment
and out of that, 15.7% had sugar level in control. (Mathur et al., 2022) So a vast majority
of the diabetic patients do not follow treatment and another major proportion, that is
84.3% of diabetic population do not have control over their sugar levels and they do have
a possibility of engaging in various medical pluralistic self -care practices to manage their
diabetes. There is a huge gap in understanding the extent medical pluralistic practice in
India especially in rural India because most of the available studies are focused on urban
health care units. It is important to study the extent of medical pluralism and the reasons
for such practices in rural community to come to grips with medical pluralism in India.
1.5. Justification

This study will help to describe the extent of medical pluralism among rural population of
Kanyakumari district. With that, we can begin to understand the patterns of of CAM use
in the community and the reasons for such use. This study will help the policymakers to
understand the gaps in the diabetic care cascade and to develop programmatic corrections
accordingly. This will help communities tackle diabetes in a better way leading to better

quality of life. for people with diabetes.



CHAPTER 2

Review of literature

This review attempts to examine the existing literature on medical pluralism among
diabetic patients and the reasons for these. This review of literature used search engines
and online databases like Pubmed, Google Scholar, Anthrosource, and Research Gate.
The keywords used were “Medical pluralism”, “Diabetes” “Diabetes management”,
“CAM use”, “Diabetes and CAM use” Complementary and alternative medicine”,
“Traditional medicine” “Medical pluralism in India”. The search was restricted to the
period 2000 to March 2024 and then government websites and documents of the WHO,
Health Ministry, ICMR, AYUSH department, Kanyakumari district-specific documents
were also reviewed to get a better idea of the context.

The literature review has been described in the following sections namely 'medical
pluralism’, ‘complementary and alternative medicine’, ‘factors associated with practice of
medical pluralism’, ‘reasons for medical pluralism’ to get a broad understanding of
medical pluralism. The review of literature also elaborates the status of medical
pluralism in the global scenario, Indian scenario and Tamil Nadu scenario then policy and
programmatic perspective of CAM in India and then ends with diabetic management.

All the materials for which abstracts were available, were examined for relevance, listed
and read. Relevant abstracts were chosen and the associated full-text availability was
verified through multiple sources. Full-text articles that were available and made a

significant contribution to the topic were included.



Figure 1. Flow Chart indicating Literature review process

Pubmed, Google scholar, Anthroposource, Researchgate

( Using Key search terms “ Medical pluralism “ “Diabetes”,

37 3Y

“Diabetes management”, “CAM use”,”Medical pluralism in
India”, “Complementary and alternative medicine”, “Traditional

medicine” )

863 Articles, 435 Full-Text articles

¥

105 Duplicates removed and then selecting the articles related to
the objectives of the study

75 articles reviewed

2.1. Medical pluralism

“Medical pluralism can be defined as the employment of more than one medical system
or the use of both conventional and complementary and alternative medicine (CAM) for
health and illness”. (Minocha, 1980)

Medical pluralism refers to the coexistence of multiple medical traditions and practices
located in local contexts and belief systems. (Cant, 2020)

In the 1970s Leslie introduced the term “Medical pluralism” while studying the
indigenous systems of medicine in Asia. He emphasized the hierarchical position of

medical pluralism and noted the subordinate position of non-biomedicine healthcare
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modalities. (Asian Medical Systems, 1976). Indigenous medicine and conventional
medicine coexist in a complex and complementary way. The access to biomedical
practices does not lead to the displacement of healing traditions from the community. The
people’s views about health include prayers, healers, and medicinal plants and vary based
on their socio economical background. (Zank and Hanazaki, 2017)

2.2. Complementary and alternative medicine

According to the WHO, "Complementary medicine" or "alternative medicine" includes a
wide range of healthcare practices that fall outside a country's traditional or conventional
medical system and are not fully incorporated into the mainstream healthcare system. In
some nations, these terms are used interchangeably with "traditional medicine."
(“Traditional, Complementary and Integrative Medicine,” 2024)

Herbal medicine includes herbs, herbal products, herbal formulations or any products
with plant based active ingredients or combinations (“Traditional, Complementary and
Integrative Medicine,” 2024). Traditional medicine is a historical cumulative knowledge,
skills, practices rooted in culture based beliefs, theories and evolved from the experiences
of the community. It may not be explainable but tend to be used in the maintenance of
health care and involved in disease prevention, diagnosis, treatment of physical and
mental illness. (“WHO traditional medicine strategy,” 2013)

Complementary and alternative medicine (CAM) is a umbrella term used to refer various
therapeutic methods, healing philosophies and healing traditions. (Cant, 2020) It differs
across region to region across countries. CAM provider or CAM practitioner is a complex
term it includes lay caregivers, local healers, traditional priest giving healing traditions to
professional CAM doctor or persons with different educational qualifications of
providing various CAM therapies. It is determined by the geography, culture, political

economy and history associated with the nation. (Koithan, 2009)



NIH has classified CAM therapy into 5 categories namely Alternative medical systems,
Mind body interventions, Biologically based therapies, Manipulative and Body based
therapies and Energy System based therapies. (Koithan, 2009)

Alternative Medical systems include Ayurveda, Homeopathy, Siddha medicine and
Traditional Chinese medicine etc. They have their own philosophies and beliefs.
Biological based systems include herbal supplements, specific diet and dietary
supplements. These are highly non-codified and region specific and do change over time.
Mind body interventions include various therapies which aim to enhance the connectivity
between mind and body. It includes yoga, meditation, Tai chi, dance, prayers, spiritual
healing. Manipulative and body focused therapies focused on physical manipulation by
hands includes healing practices of massage, chiropractic, massage, varmam therapy.
Energy based interventions focus on energy fields of the body includes Reiki, Magnet
therapy etc. (“Complementary and Alternative Medicine (CAM) - NCIL,” 1980; Walia et
al., 2023)

2.3. Factors determining practice of medical pluralism

Medical pluralism is determined by various factors like historical and political factors,
health system factors, cultural factors, socio-economic factors and interpersonal factors.
2.3.1 Historical and political factors: History plays an important role in paving the way
for medical pluralism especially colonialism supported the stronghold of western
medicine over many nations. (Cant, 2020; Eves and Kelly-Hanku, 2020; Saini, 2016) It
sidelined the vernacular native medical practices of many nations. Political economy of
the country and the governmental support and its position regarding the CAM plays a
important role in determining medical pluralism within nations. (Agrawal et al., 2023;
Cant, 2020). Medical traditions are highly dynamic and changed based on the socio-

economic progress of the country. (Khalikova, 2021)
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Migration of people from one tradition to other traditions leads to medical pluralism
while migrating people tend to take their beliefs, perceived etiology and understanding of
health to a new tradition leading to medical syncretism. Medical syncretism refers to
blending to different medical practices based on diversified cultural beliefs, it includes
mixing of biomedicine with traditional medicine. (Porqueddu, 2017) Historical cross-
cultural linkages between different communities leads to the formation of different
medical systems.(Marco.,2021; Saini, 2016).

2.3.2. Health system factors: Integration of traditional medicines into a country’s own
health system as promoted by WHO traditional medicine strategy itself leads to medical
pluralism.(“WHO traditional medicine strategy,” 2013) Even though India integrates its
own AYUSH System into the government health system, the utilization of the AYUSH
services from the government is comparatively very low when compared to biomedicine
clinics. In terms of per patient utilization, Government of India spends more in AYUSH
when compared to biomedicine because of increased footfall in biomedicine hospitals.
(Rudra et al., 2017). Distance of the health centres and urban centres frame the health
seeking behaviour of people. (Zank and Hanazaki, 2017)

Inclusivity of CAM therapies in health insurance schemes favours the uptake of CAM
therapy by people. In Norway, Sweden and Denmark CAM therapies are well established
in their health care system and large number of CAM therapies are reimbursed through
health insurance. Whereas in Czech Republic, Poland, Estonia fewer CAM therapies are
reimbursed through insurance.(Fjar et al., 2020) In European context, specialist visit,
physician density, health expenditure per capita are positively associated with CAM
use.(Fjer et al., 2020) The health worker and physicians also influence their patients to
use CAM therapies in certain scenarios.(de Medeiros et al., 2016; Devi et al., 2015)

Availability of physicians and number of traditional healers is also important determinant

11



for medical pluralism in a particular region. (Zank and Hanazaki, 2017) Cost of the
treatment is a key determinant for people migrating from one therapy to other. (Chary et
al., 2012) According to the National Medical Council there are 13,08,009 registered
allopathic physicians in India as of June 2022. There are 5.65 lakh AYUSH doctors in
India. With assumed a four fifth availability of allopathy doctors together with AYUSH
physicians the Doctor- population ratio is 1: 834. (“Update on Ratio of Patients And
Doctors Nurses,”2022.) i.e. in India 33% of the doctors are AYUSH doctors. In addition,
India has many informal healers and traditional medicine practitioners. This favours
medical pluralism in India. (Nahar et al., 2017; Pengpid and Peltzer, 2021a)

2.3.3. Cultural factors: The choice of medicine is shaped by the culture which the
person belongs. (Khalikova, 2021; Zank and Hanazaki, 2017) Cultural norms determine
how we understand the illness and people’s choice of medicine and their
behaviours.(Juarez-Ramirez et al., 2019; Nasiruddin, 2018). Migrants prefer to use their
medical system of their country of origin. They search for specific herbs to deal with their
healthcare needs. (de Medeiros et al., 2016; Khalikova, 2021). Availability of medical
plants together with cultural traditions promote people to engage in CAM. (Zank and
Hanazaki, 2017). Religion also plays important role in treatment seeking. Muslims tend
to use Unani since it is connected with their religion. (Itrat and Akhlaq, 2022). Religious
involvement for care seeking is a part of many cultures. (Botchway et al., 2022;
Martinson, 2011)

2.3.4. Interpersonal factors: Negative perceptions about state health systems pushes is
associated with CAM use. (Fjar et al., 2020) People tend to consider CAM options
because of their perceived effectiveness, natural qualities and it is based on subjective

experiences and views about disease and CAM. (Khalikova, 2021) Traditional healers

12



tend to spend more time with the patients when compared to biomedicine physicians and
this shapes perceived ideas about quality of care.(Sundararajan et al., 2020)

Highest treatment satisfaction is associated with medical pluralism. (Pengpid and Peltzer,
2021) CAM users experience better treatment satisfaction when compared to non-CAM
users in terms of effectiveness, side effects, convenience and overall satisfaction. (Itrat
and Akhlaq, 2022) Family, friends, neighbours and peers play important role in
determining the choice of treatment. They become significant influencers of indigenous
medicines. (de-Graft Aikins et al., 2023b; Devi et al., 2015; Khalikova, 2021) Social
media and mass media act as a important source of CAM medications.(Porqueddu, 2017)
2.3.5. Socio economic factors: Age is the important factor in medical pluralism. As age
increases people tend to use CAM more frequently. (Balamurugan et al., 2013; Devi et
al., 2015) People above 60 years of tend to use AY USH more when compared to
others.(Pengpid and Peltzer, 2021a; Sharma et al., 2017).

Regarding gender, women tend to use more CAM when compared to men. (Aboyade et
al., 2016; de Medeiros et al., 2016; Fjer et al., 2020; Pengpid and Peltzer, 2021a; Zank
and Hanazaki, 2017) Even women physicians tend to use CAM therapies more frequently
than their male peers. (Roy et al., 2015) Increase in education level is positively
associated with CAM use (Devi et al., 2015; Fjer et al., 2020; Kumar et al., 2006b). On
the other hand, a study in Tamil Nadu. CAM use decreases with increase in education.
(Balamurugan et al., 2013) In Vanuatu, people with no formal education use CAM when
compared to those with formal education. (Elliott and Taylor, 2021). Employed people
tend to seek CAM more frequently than unemployed or retired people. (Fjer et al., 2020).
Unskilled workers seek CAM treatment more frequently when compared to semiskilled
or skilled workers. (Balamurugan et al., 2013). Changing work patterns have an impact

on choice of medicine. (Zank and Hanazaki, 2017). People living in rural areas tend to
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use CAM when compared to urban counterparts. (Pengpid and Peltzer, 2021a; Zank and
Hanazaki, 2017) Even caste makes difference in local health traditions. (Sujatha, 2007)
People’s social status is associated their choice of healthcare. (Khalikova, 2021; Saini,
2016) People from middle and high socio economic status are more aware and practicing
CAM when compared to low socio economic status. (Itrat and Akhlaq, 2022; Kumar et
al., 2006b).

2.3.6. Health related factors: People with poor health, disabled people, sick people, or
those with chronic long standing health issues tend to seek CAM more often when
compared people with good health. (Fjer et al., 2020) Available information on disease
type is the important determinant of medical pluralism.(Khalikova, 2021) Physician fees
is also an important determinant of health seeking behaviour of people. In India the cost
of seeking biomedicine is much higher when compared to AYUSH treatment. (Pengpid
and Peltzer, 2021a). Duration of diabetes is the important factor in diabetes treatment.
People having diabetes for below 5 years are more likely to use CAM when compared to
those with longer experience with diabetes. (Balamurugan et al., 2013) A study from
Madurai district, Tamil Nadu indicates that as duration of diabetes increases CAM use
increases. (Devi et al., 2015) People with chronic disease tend to use CAM options when
compared to people with other conditions. (Aboyade et al., 2016; Fan et al., 2018; Masola
and Sigida, 2021; Walia et al., 2023)

2.4. Reasons for Medical pluralism

People use CAM medications based on their perception regarding their inherent natural
qualities and they prefer CAM not for treatment but for also general wellbeing. (de-Graft
Aikins et al., 2023b; Porqueddu, 2017a; Sari et al., 2021) Faith in CAM medications, low
cost, poor control, side effects and negative perceptions associated with modern

medication and state health systems are the important reasons for CAM use among
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diabetic patients. (Devi et al., 2015; Fjer et al., 2020; Kumar et al., 2006b; Porqueddu,
2017a; Roy et al., 2015; Samal and Dehury, 2018; Tangkiatkumjai et al., 2020). Easy
availability of CAM options and their perceived effectiveness also leads people to choose
CAM. (Kumar et al., 2006b; Roy et al., 2015; Samal and Dehury, 2018; Sari et al., 2021)
The safety perception and quick relief received CAM therapy is associated with its
use.(Kumar et al., 2006b; Porqueddu, 2017b; Sari et al., 2021; Tangkiatkumjai et al.,
2020). Families and friends influence people choose CAM therapy and they act as a
source of CAM information and potential influencers of initiation of CAM. (de-Graft
Aikins et al., 2023b; Khalikova, 2021; Sari et al., 2021). The cultural value associated
with the indigenous treatment makes people to prefer indigenous medicine. (Botchway et
al., 2022; Chary et al., 2012)

People focused on perceived efficacy of CAM based on their past experiences and
cultural ethos. The belief systems and subjective understanding of the illness and ethical
values of the society pave the way for medical pluralism. (Khalikova, 2021; Yu, 2021)
Among western populations CAM use is considered as the autonomy to control their
health. (Tangkiatkumjai et al., 2020) Negative perception of CAM and better satisfaction
with biomedicine is associated with not use of CAM.(Tangkiatkumjai et al., 2020)
Relief from symptoms, reduction of the progression of disease, reduction of the side
effects of allopathic drugs are reported as reasons for CAM use among Palestine diabetic
patients. (Ali-Shtayeh et al., 2012)

Distrust with modern medicine, cost effectiveness, easy accessibility, non-availability of
other treatment options, perceived less side-effects of AYUSH and personal experiences
are the reasons for seeking AYUSH care among the population. (Samal and Dehury,

2018) Family history of CAM use, specific conditions, positive recommendations from
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others are the reasons for CAM use among black women in urban south Africa. (Aboyade
etal., 2016)

Among Indian and Pakistan migrants with diabetes, CAM intake is due to the perceived
inherent danger associated with allopathic diabetic medications. To counter balance the
side effects of allopathic medication and to compensate for their failure to adhere to drug
and diet regimen they tended to use complementary therapies. (Porqueddu, 2017c¢)

Lack of drugs and facilities (60%), rude staff behaviour (50.6%), travel costs and distance
(43.5%), absence of female doctor and nurses (36.5%), high cost of drugs (20%) and long
waiting time (20%) are reported by the rural women in Kanyakumari as the reason for not
using government facilities. (Anbu, 2020)

Familiarity of the informal healthcare provider, affordability and accessibility are the
important factors associated with informal healthcare provider utilization in India. (Nahar
et al., 2017) Patient satisfaction is thus a key determinant of medical pluralism. (Agarwal,
2018)

2.5. Medical pluralism in Global scenario

A systematic review conducted in 2021 on global prevalence of CAM usage among
diabetes adults included articles from 25 different countries and determined it to range
from 8- 89%. Acupuncture, mind-body therapies, religious and spiritual healing and
homoeopathy were the most commonly used CAM options. cinnamon, fenugreek, garlic,
aloe vera, black seed are most commonly used herbs for diabetic management. High
prevalence of CAM use among diabetes was found in India (89%) and Jordan followed
by Tanzania (78%), SriLanka (76%) and Iran (75%). In countries like Jordan (17%),
Israel 23%, USA (26%), Saudi Arabia (26%) CAM use was reported to be lower.

Prevalence of CAM use as an adjunct therapy was 78%. More than one fifth (21%), used
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CAM as an alternative to modern medication for diabetes, nearly two thirds of those who
did so did not report this CAM use to their physicians.

In 2014, secondary data analysis of European Social Survey indicated 17.9% prevalence
of CAM usage in Europe. Of this, 11% utilized at least one physical treatment, 9.5%
opted for consumable CAM, and 2.54% utilized both types simultaneously. (Fjer et al.,
2020) A cross sectional study among diabetic patients in Thailand in selected primary
healthcare units shows that daonde xinxi (modified Taichi), meditation and prayers were
used for diabetic management. (Wanchai and Phrompayak, 2016)

A cross sectional study among diverse rural population in Brazil in 2014 found that
people use combinations of pharmaceuticals, plants, prayers and diet for their diabetic
management. Use of CAM reduced with increased frequency of visits to the health
centre. A majority (60.6%) were involved in medical pluralism while 33.5 % use CAM
alone and 5.9% use allopathy alone. Migrants and women tend to use CAM more
frequently when compared to non-migrants and men. (de Medeiros et al., 2016)

In lelet pentecostals of Papua New Guinea the church has a stronghold over healthcare
institutions and decision of therapy. Vernacular medicine is sidelined by churches as
satanic practices but lelet people still believe that the herbs are gifted by God for healing.
Due to widespread pentecostalism, lelet people rely on prayers and magical beliefs for
their therapeutic needs. (Eves and Kelly-Hanku, 2020)

2.6. Medical pluralism in India

India is a country with diverse culture and medical traditions and healthcare practices.
The Indian pattern of medical pluralism involves ethnomedicine and biomedicine. This
background does not allow for viewing medical pluralism with the dualistic lens because
it is very widely practiced India. There is the intrinsic codified health systems and in

addition to these, there are ethnomedicines and folk medications by way of local health
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traditions that hold sway in Indian subcontinent. (Borah et al., 2009; Reddy et al., 2023)
Folk streams also have classical texts but the local healing traditions are not based on
professional texts alone. There are differences between the illness perception and healing
by the traditional healer and professional siddha or ayurveda doctor. Traditional healers
rely on manasuththi (intuition) for choosing the correct therapy for the illness and
inherited knowledge passed on through familial traditions that had strengthened them.
Thus, medical pluralism differs across different regions and communities in India
(Sujatha, 2007)

Based on the 2017-2018 nationwide cross-sectional study (LASI Study wave 1)in India,
AYUSH practitioner utilization during the past 12 months was 6.5% while Traditional
Health Practitioner (THP) utilization was 7% and either THP or AYUSH utilization found
to be 13%. (Pengpid and Peltzer, 2021a). Utilisation of AYUSH practitioners during the
past two weeks was found to be lower in Kerala (13.7%) and west Bengal (11.6%). THP
utilisation was higher in Bihar (24.3%) followed by Uttar Pradesh (15.3%) In Tamil Nadu
the utilization of AYUSH Practitioner and THP is much lower at 0.9% and 0.1%.
(Pengpid and Peltzer, 2021)

A hospital based cross sectional study in 1999 in Allahabad showed that the prevalence of
of CAM use was 67.7% among diabetic patients. Naturopathy was the most preferred
CAM therapy. Nearly half (47%) of the diabetic patients indulged in medical pluralistic
practices. This study also found that there was concomitant use of allopathy and CAM
while 24.2 % patients using only CAM before formal treatment. (Kumar et al., 2006)

In 2018 a hospital based cross sectional study in Hegganhalli primary centre (Which had
a weekly once Unani OPD) in Bangalore found the prevalence of Unani medicine among

diabetics was 25.6%. Qurs ziabetes is the most commonly used Unani medicine among
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the diabetic patients. Glycemic control was better among Unani users compared to non-
unani users. (Itrat and Akhlaq, 2022).

In Saudi Arabia, in a hospital-based study regarding CAM usage among diabetic patients,
Mind body therapy, (which includes meditation and Rugyah (a Quran based healing
method) herbal supplements were the most commonly used CAM therapy among diabetic
patients. This study found that among CAM users, 51 % report that their blood glucose
level improved due to CAM therapy and 53 % of the CAM users have HbAlc level > 9
% while 62% of the non CAM users have significantly lower HbAlc levels (>8 %)
.(Aljulifi et al., 2022)

A 2014 cross sectional study in a tertiary care hospital involving 200 doctors and 403
patients as the study population indicates that among doctors 58% are CAM users and
among patients 28% are CAM users. Half (50%) of the doctors who use CAM
recommend it to patients. Sixty percent of the patients practice medical pluralism. The
overall extent of CAM use among the participants was 38%. (Roy et al., 2015)

A health facility based cross sectional study among patients with non-communicable
disease in Rishikesh, India found that 41 % of patients were ever users of CAM and more
than half of the study participants used more than one type of CAM for their treatment.
More than one-third (35%) of the participants with diabetes used CAM and 43 % of the
participants with diabetes and hypertension used CAM for their therapeutic needs.
(Nailwal et al., 2021) In 2017, study found that the prevalence of CAM therapy among
diabetic patients in Kollam district, Kerala was just 9 % among exclusive CAM users and
the combined use of CAM and modern medicine was 30 %. (Vishnu et al., 2017)

2.7. Medical pluralism in Tamil Nadu

A retrospective analysis of the footfalls in the government yoga and naturopathy clinics

of Tamil Nadu (Lifestyle clinics) from 2015-2018 shows the positive trend in the
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utilization of yoga and naturopathy treatment for lifestyle disorders. In that analysis,
nearly 44% of patients visited rural clinics under NRHM. Diabetes is the most common
disorder for utilization of yoga and naturopathy treatment from these lifestyle clinics.
(Maheshkumar et al., 2020)

The prevalence of CAM use among diabetic patients in a tertiary care hospital-based
study conducted in 2011 in Salem showed that it was70.1%. karela juice (60.6%), methi
(42.6%) and neem (28.7%) were most commonly used CAM options by the participants.
(Balamurugan et al., 2013)

The prevalence of CAM use among type 2 diabetic patients and others who visited a
diabetic health camp showed that of the CAM users, 66.7% were involved in concomitant
use of allopathy and CAM. The most common of CAM therapies were Biological
(84.6%) including herbs, nutritional supplement), mind body system based (59.8%) and
whole systems (16.6%). Under whole medical systems 7.4% used acupuncture, 6.1%
used Ayurveda and 3.1 % used homeopathy. (Devi et al., 2015)

2.8. Health system evolution in India with respect to CAM

Medical pluralism is very common in India. (Minocha, 1980; Nahar et al., 2017; Ruhil,
2016) Traditional medicine in India has both codified and non-codified systems of
medicine. In the codified systems of medicine, knowledge is codified in pharmacopeia
and ancient scriptures. In non-codified systems of medicine, the knowledge is transmitted
through oral means across generations and it evolved through trial and error approach. It
is context specific it differs from region to region and is based on the available resources
and local needs. It is known by different names, including ethnomedicine, folklore
medicine, little traditions, indigenous medicine, ethnomedicine, bush medicine etc.

(Minocha, 1980)
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2.8.1. Policy and Programmatic perspectives - CAM In India: In 1835, in pre
independence India, Lord Macaulay backed the government support for conventional
medicine there by pushing indigenous medicine to the peripheral position. All the regions
ruled by East India Company then prioritised biomedicine. (Saini, 2016; Samal and
Dehury, 2018) Due to colonialism, the roots of the indigenous medicine in India faded.
During the British period, modern medicine was utilised by the wealthy class, elite
groups and by the British authorities. The hakims and vaidhyas of indigenous medicine
were considered subordinate to the biomedical tradition. The masses still depended on the
indigenous systems of medicine for their healthcare needs. (Saini, 2016; Samal, 2015).
The Madras Government formed the Committee on Indigenous systems of Medicine
headed by Muhammed Usman aimed for better understanding of indigenous systems of
medicine. It undertook evidence-based data collection on indigenous medicine
practitioners of Ayurveda, Siddha and Unani medicine. The Usman Committee report
advocated for state support and financial support for the traditional medicine. The
committee viewed traditional systems of medicine as valuable and effective and
highlighted the limitations of hegemonic western medicine. (Muhammad Usman, 1923;
Wujastyk et al., 2022)

The Bhore Committee formed in 1943 gives a critical view on indigenous system of
medicine. It quoted indigenous medicine as “unscientific”. It prioritized modern medicine
and focused on establishing allopathic health care infrastructure, medical education and
healthcare workers training. It recommended the inclusion of ‘dais’ into health services
due to the very high maternal and infant mortality rates. (Joseph et al., 1946) While
Sokhey committee report of 1948 recognised the Vaids and Hakkims of indigenous
system of medicine and recommended the integration of indigenous medicine into

broader health system of India. It emphasized on the need to enhance public health
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outcomes by integrating traditional medicine. (“Sokhey Committee Report,” 1948) The
Chopra committee recommended mutual learning between allopathy and indigenous
systems. But, nevertheless, the Mudaliar committee in 1969 prioritized modern medicine
and following this, the National Health Policy of 1983 lead to the creation of department
of Indian System of Medicine in 1995. (Minocha, 1980)

During the 7th 5-year plan, India had 4.5 indigenous practitioners. By the 9th 5-year plan,
there was a significant increase with 6 lakh indigenous practitioners catering to rural
India. However, despite this growth, challenges persisted in terms of standardization and
quality education. The 7™ 5-year plan emphasized on the importance of enhancing the
quality of human resources in indigenous medicine. It aimed to improve the quality of
care within indigenous medicine and to safeguard the extensive knowledge of medicinal
plants and healthcare traditions. This involved completing the pharmacopeia for various
medical systems, encourage good manufacturing practices (GMP) to ensure quality,
promoting the cultivation of medicinal plants, and focused on research and development
of AYUSH drugs through the establishment of central research councils and improving
inputs from indigenous medicine. Their inclusion within national programs was
considered under the health domains from the 1% to 12" Planning commissions of India.
The 11™ 5-year plan addressed the lack of quality education, lack of quality Indian
medicine professors and talked about the exploitation of medicinal plants and influx of
spurious products in market. The 11" 5 year plan focused on main streaming of AYUSH.
(Samal, 2015)

2.8.2. AYUSH in India: The Department of Indian System of Medicine and
Homoeopathy (ISM&H) was formed in 1995 and it is renamed as Department of AYUSH
(Ayurveda, Yoga, Unani, Siddha and Homoeopathy) in November 2003. The National

Rural Health Mission(NRHM) introduced “Mainstreaming of AYUSH and revitalization

22



of local health traditions” program in 2006 to revitalize public health services.(“Ministry
of AYUSH,” 2024; Samal, 2015) In November 2014, a separate ministry was formed as
Ministry of AYUSH which focuses on research and quality education of Ayush systems of
medicine in India.(“Ministry of AYUSH,” 2024) The 5 different research councils are
under Ministry of AYUSH which are involved in research on respective systems of
medicine. Apart from this, under the Ministry of AYUSH, 8 educational institutes and 5
statutory councils of Indian were identified. (“Ministry of AYUSH,” 2024)

As of April 31st, 2014, AYUSH facilities were situated alongside 44.3% of District
Hospitals (331), 36.3% of Community Health Centers (1885), and 34.6% of Primary
Health Centers (8461).(“Ministry of AYUSH,” 2024; Samal, 2015)

2.9 Diabetic management

Diabetes is a chronic metabolic disease characterised by impaired secretion of insulin by
the beta cells of islets of langerhans it is characterised by hyperglycemia (raised sugar
level).In India 66 % of all the deaths are due to NCDs and 22 % of premature mortality
due to NCDs happen in India. (“Noncommunicable Diseases Progress Monitor 2022,”
2022) The better management of diabetes involves improved quality of life, better
glycemic control, relieve from symptoms to prevent micro and macro vascular
complications and infections. Healthy lifestyle, healthy diet, exercise and proper
adherence to anti-hyperglycaemic drugs help in the better management of diabetes
mellitus. Oral anti- hyperglycaemic drugs include biguanides, sulphonyl ureas,
thiazolidinediones, SGLT inhibitors, glinides. These are the modern medications used in
the diabetic management in India. (“ICMR Guidelines for Management of Type 2
Diabetes,” 2018) Metformin is the most common diabetic medication used in India and
Insulin is used in hyperglycemia management in diabetes. (“ICMR Guidelines for

Management of Type 2 Diabetes,” 2018; Singla et al., 2019)
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A wide range of treatment modalities are provided by Ayurveda for diabetic management.
As per National Ayush Mission in Ayurveda, diabetes is denoted as Madhumeg and it lists
many medications based on symptomology and condition. Nishamalaki churna/tablet,
Triphala churnal/ tablet, Shiva gutika, Chandraprabha vati, Silajatvadi vati, Dhanvantara
ghrita (for Diabetic carbuncles), Kshira baladi taila (for Diabetic Neuropathy),
Saptamrita lauha (for Diabetic Retinopathy) are some of the medicines provided for
management of diabetes in ayurveda. (“Diabetes | National AYUSH Mission (NAM),”
2023.). In Siddha, Diabetes is noted as Madhumegam and it has many treatment options
namely madhumega choornam, aavarai kudineer, Abaraga chendooram for the
management of diabetes. (Subramanian et al., 2023) In Unani, Qurs ziabetes, Qurs
tabasheer, and Qurs ziabetes kafoori are used for diabetes treatment. (Itrat and Akhlaq,
2022)

A systematic review of CAM for glycaemic control of diabetes in 2022 published in
Journal of Public Health Research gives the wide variety of medicines used for glycaemic
control and it includes various therapies. Natural products like Berberis aristata, black
cumin, Silybum marianum, fenugreek seed, Bitter melon, cinnamon or whortleberry
supplements; C. spinosa, R. canina, and S. securigera, Nigella sativa, mulberry juice,
chicory, chamomile tea, bell pepper juice with integrated yoga therapy were seen as
beneficial in reducing blood sugar levels. In a study, ’qigong’ has been demonstrated to
have better effect in reducing the blood glucose level compared to control group.
Acupressure on certain points namely ST36, BL23, and BL13 for 12 weeks, 3 min, three
sessions/week had the effect to reduce blood sugar levels in gestational diabetes mellitus
compared to the control group. (Setiyorini et al., 2022)

Diabetic persons under CAM therapy show a significant reduction in blood sugar level

and glycated haemoglobin levels too, especially when taking Modern medications
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together with CAM. (Devi et al., 2015; Itrat and Akhlaq, 2022). In India, Trigonella
foenum-graecum, Ocimum sanctum, Momordica charantia, Eugenia jambolana, Allium
sativum and Ficus religiosa, Pterocarpus marsupium, Gymnema sylvestre, Mormordica
chirantia, Eugenia jambolana herbs are traditionally used for diabetic management. They
also help in glycemic control. (Rizvi and Mishra, 2013)

Possible drug interactions are noted by physicians with modern medications and these
include gingko biloba interaction with anticoagulants, garlic interaction with
antidiabetics, ginger -antiplatelet medications are noted by physicians in the CAM
prevalence study in Delhi. (Roy et al., 2015) Simultaneous consumption of herbs or CAM
options together with modern medications pose a challenge to the health of the individual
since aloe vera interferes with glibenclamide. Certain herbs, particulary Mimordica
charantia, co-consumption with metformin results in greater reduction of sugar. The
interaction of various herbs with the allopathic medications is not clearly known. It may
be beneficiary or threatening. (Gupta et al., 2017) Even traditional healer consultation is
significantly associated with poor glycemic control from a study among Ghanaian.
(Botchway et al., 2022).and also religious participation is associated with better diabetic
glycemic control. (Botchway et al., 2022)

The National NCD monitoring survey conducted in 2017-18 in India shows that the
prevalence of diabetes among adults was 9.3% but impaired glucose tolerance is high at
24.5% and among people with diabetes mellitus, 45.8% aware of their condition. Only
36.1% were following treatment and only 15.7% have their sugar level in control.

(Mathur et al., 2022b)
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Chapter 3

Methodology

This chapter describes the methodology followed for the study. I outline the specific
objectives, the study design used, the selection of the appropriate sample for the study
from the defined population, the data collection techniques, the analysis used and the
ethical considerations. Since the study includes a qualitative component, it is relevant to
reflect upon the positionality of the researcher and its implications for the specific
component of the research. This chapter concludes with the positionality statement of the
researcher.
3.1. Objectives
3.1.1. Major objectives: The major objectives of this study were to:
e To determine to what extent do people with diabetes mellitus take recourse to
, medical pluralistic practices’ (MPP) by way of treatment in rural Kanyakumari
district and
e To identify the reasons for the use of medical pluralistic practices (MPP) among

people with diabetes mellitus
3.1.2. Minor objective : To identify the correlates of medical pluralistic practices.
3.2. Study design
The study was designed as a mixed-methods study, using a sequential explanatory study
design. It includes a cross-sectional quantitative study followed by a qualitative
exploration amongst selected participants of the quantitative study to assess the reasons
for their therapeutic choices including medical pluralistic practices.
3.3. Subject selection
As the study examines the use of medical pluralistic practices for diabetes mellitus

patients, the subjects for the study includes self-reported diabetes patients.
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3.4 Study setting

The study was undertaken in a community-based setting in rural areas of Kanyakumari
district. Kanyakumari district has 9 block panchayats. Kanyakumari district in Tamilnadu.
All the 9 blocks were included in the study.

3.5 Study population

The study population consisted of self-reported diabetic patients aged 18 years or more,
who were residing in the selected house for at least 5 days a week in rural areas of
Kanyakumari district of Tamilnadu. (Defacto population)

Justification: Medical pluralistic practices are region-specific and determined by various
factors like education, occupation, and socio-economic status. This study will consider
persons who are residing in the house for at least 5 days a week. since Kanyakumari
district has a significant volume of people who work or reside in Trivandrum, Tirunelveli
and other districts for their occupation, their lifestyle will be dictated by the practices
adopted in their usual place of residence. Their consumption pattern will differ from the
others in the household. Therefore, the present study excluded the migratory population
who stay only a few days a week at home.

3.6 Sample size estimation

3.6.1. For the quantitative component of the study: The sample size was calculated
using the formula (1.96)**p*q/d> where 1.96 is the value for a 95% confidence interval
under normality, p is the anticipated prevalence of the use of medical pluralism which
was taken as 39 per cent from a previous study in Kollam, Kerala(Vishnu et al., 2017), q
was equal to 1-p which was 1-0.39=0.61 and d, the half-width of the confidence interval
has been taken as 0.05. Using this formula the sample size estimated was 366. The design
effect was taken as 1 yielding a final sample size rounded off to 370. Given the limited

time availability, the design effect was kept at 1, in spite of the use of cluster sampling. To
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minimise the design effect, efforts have been made to keep the cluster size at the
minimum possible in the circumstances.

Inclusion criteria: The criteria for inclusion was self-reported diabetic patients aged 18
years or more who are residing in the house for at least 5 days a week in rural areas of
Kanyakumari district of Tamil Nadu (De-facto population).

Exclusion criteria: Patients who were not willing, and could not respond to the study
due to some disabilities were excluded from the study.

3.6.2. For the qualitative study: The sample size for the qualitative study was 10-12. It
included 5-6 self-reported diabetic patients who are following modern medicine treatment
alone and 5-6 self-reported diabetic patients who were following medical pluralistic
practices identified from those surveyed in the quantitative survey for this component of
the study. Of the persons with diabetes enrolled in the quantitative study who demonstrate
adherence to modern medication or have different medical pluralistic practices were
considered and enrolled in the qualitative part of the study to understand the reasons for
their therapeutic choices.

3.7. Sample selection procedure

Patients were selected using a multi-stage cluster sampling technique. There are 9
community development blocks (CDB) in Kanyakumari district. For better
representation, the sample size was divided across the 9 blocks based on their rural
population proportion in the Kanyakumari district as per the 2011 Census. (“India -
Census of India 2011 - Tamil Nadu - Series 34 - Part XII B - District Census Handbook,
Kanniyakumari ,” 2011) From each of these 9 CDBs, 3 grama panchayats were selected
randomly using the R software version 4.3.1 and based on the required sample size. The
number of wards needed per grama panchayat is determined based on the proportion of

population in that block. From each ward, 5 self-reported diabetic patients were included.
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The wards are also selected randomly using R software. Keeping the cluster size as 5, the
number of clusters to be included becomes 74, thereby yielding a total sample size of
74*5 =370. Here, a ward is the cluster.

For the quantitative component of the study, an interview schedule is developed and used
to collect information from all the participants. Of the persons with diabetes enrolled in
the quantitative study who demonstrate adherence to modern medication (n=5-6) or have
different medical pluralistic practices (n=5-6) were considered and enrolled in the

qualitative part of the study.
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Figure 2. Sample selection process
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Block panchayat list
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RJ BP- Rajakkamangalam BP
KC BP-Kuruthancode BP
TK-Thackalai BP

TT- Thiruvattaru BP
KL-Killiyur BP
MC-Munchirai BP

MP-Melpuram BP

The cluster size is 5

i.e. 5 Self-reported diabetic patients
selected from each ward
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3.8. Data Collection Techniques

3.8.1 Data Collection for quantitative study: The recruitment was done by the principal
investigator. Using a multi-stage cluster random sampling strategy, from each ward, 5
self-reported diabetic patients were selected and enrolled in the study.

The centre of the ward was located with the help of the frontline health worker or ASHA
worker. From the centre of the ward by spinning the bottle the direction in which to move
was identified. By moving in the direction shown by the bottle the first house was
selected. From there, every third house was selected alternatively (systematic random
sampling). This was adhered to across all clusters/wards. In case the ward was split into
3-4 numerous distinct regions then the places were numbered and using a random number
generator, the distinct site was selected and the centre of the place is determined with the
help of ward members. Then the sample selection followed the same pattern as noted
earlier.

Within each selected household, using a screening list (attached as annexure XIII), the
presence of a diabetic patient in the household was verified. If, after the selection of a
diabetic patient, the selected participant was not willing to participate in the study this
household was not included. Efforts were made to include the selected participants by
conducting interviews at timings convenient to them. The system of going to every third
household was continued until 5 diabetic patients were enrolled using the screening list. If
the house had at least 1 diabetic person who was residing in the house for at least 5 days
in a week was located within it, that household was included in the study. If a house has
more than 1 self-reported diabetic patient who is residing in the house for at least 5 days,
then one person within the household was selected using a lottery method and enrolled

after obtaining their consent.

31



The consent form and participant information sheet were provided to the participant and a
signature from the participant was obtained to ensure their voluntary participation in the
study (attached as annexure I and II and V and VI for English and Tamil). All the
participants are informed that they may be contacted again to obtain further details for the
later part of the study. The data was collected using the structured interview schedule for
diabetic patients. The interview schedule was deployed using ODK (attached as annexure
3.8.2. Interview schedule

The interview schedule consists of questions on socio-demographic characteristics,
history of the disease and treatment, history of diabetic medication and its adherence in
terms of dose, timing and regularity, questions related to CAM usage and other non-
pharmacological means of diabetes management questions related to factors associated
with medical pluralistic practices, modern medicine treatment and CAM therapy
including cost. The interview was conducted in Tamil, the language commonly spoken in
the state. The English and Tamil translation of the interview schedule are included in the
dissertation as annexures IX and X.
3.8.3. Data Collection for qualitative Study: For the qualitative study, of the
participants (i.e. self-reported diabetic patients) who were enrolled in the quantitative
study; those who demonstrate adherence to modern diabetic medication or have different
medical pluralistic practices were considered and recontacted and after obtaining consent
from them (PIS and CF attached as annexure III, I'V, VII and VIII for English and Tamil).
Such participants were enrolled in the qualitative part of the study. The data was collected
using an in-depth interview guideline. copies of the in-depth interview guideline used
have been included in the dissertation as Annexures XI and XII. All the interviews were

conducted in Tamil.
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The consent form, participant information sheet and in-depth interview guidelines were
originally drafted in English and translated into Tamil.

Eighteen participants from the quantitative study were re-contacted and re-consented for
participation in the qualitative component of the study. The interviews were audio-
recorded, ensuring their privacy and confidentiality. In-depth interviews were conducted
in Tamil. The audio-recorded interviews were transcribed. The interviews were translated
and transcribed verbatim to English for analysis.

3.8.4. In-depth Interview Guidelines for Informants: The In-depth interview
guidelines were to identify the reasons for medical pluralistic practices a set of questions
for persons who demonstrated adherence to modern medication and questions for persons
who were following medical pluralistic practices (attached as annexure XI and XII for
English and Tamil).

3.9. Data Collection Period

Data collection was conducted for 2 months between January 12, 2024 to March 5, 2024.
The survey and the in-depth interviews proceeded simultaneously. If persons who
demonstrated adherence to modern medicine for treating diabetes or to pluralistic
practices across a spectrum of socio-economic status, they were interviewed using the in-
depth interview guide.

3.10. Data Analysis

3.10.1. Data Analysis for Quantitative Study: Data cleaning and analysis were done by
the principal investigator. Data analysis was done with the help of IBM SPSS Version 25.
For univariate analysis the socio-demographic variables were grouped across gender to
examine if there were any variations. The outcome variable for this study was medical
pluralism. Medical pluralism was identified by combining the data of the variable

Predominant treatment and predominant CAM Therapy. Cross tabulations for bivariate
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analysis on the basis of whether or not the person with diabetes used medical pluralistic
practices. The potential associations were examined using Chi square test for association
and a multivariate model was built identifying the variables that were significantly
associated with medical pluralism in the bivariate analysis. Inductive coding was done for
open-ended questions included in the interview schedule.

3.10.2. Data Analysis for Qualitative Study: All the interviews were audio-recorded
(with respondent’s consent) and translated and transcribed in English. Transcriptions were
done manually by the principal investigator and then inductive coding was done with the
help of WEFT QDA version 1.0.1 version software. A total of 18 in-depth interviews
were needed based on new emerging categories to achieve information saturation.

The interviews were analysed using thematic analysis wherein the transcripts were
repeatedly read, analysed and interpreted. The interviews were coded. The primary codes
were generated in keeping with the research objectives. Then similar codes were
combined, reorganised and examined for emerging patterns to form themes and
subthemes. Codes and themes were refined through discussion with the guide. The results

are integrated with the quantitative data to form a joint display.

3.11. Operational definitions used

Medical pluralistic practice: For this study, medical pluralistic practice among type 2
diabetic patients is operationally defined as the employment of more than one of the different
medical therapies for the management of diabetes during the last 6 months with regularity.
Here medical pluralistic practices among diabetic patients include the practice of taking
modern medication together with any one of the CAM therapies or taking at least any 2 of the
CAM therapies together for the management of diabetes regularly for the last 6 months.
Management of diabetes: Any practice undertaken with the purpose of either reducing the

blood glucose level or aimed at reducing the symptoms and complications caused by diabetes
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namely the increased frequency of urination, increased appetite, excessive thirst, numbness of
the hand and feet, dry skin, unhealing wounds, eye problem, sexual problem caused by
diabetes) regularly in the ast 6 months is seen as management of diabetes.
Herbal medicine: Herbal medicine is operationally defined as taking any herbs or herbal
products or plant-based formulations with the aim of either reducing the blood glucose
level or alleviating the symptoms and complications of diabetes mellitus
3.12. Study Variables
3.12.1. Outcome Variable: Medical pluralistic practice and reasons for it was the main
outcome variable. This was determined (Medical pluralism) by using the predominant
treatment and predominant CAM therapy variables. Those who were using more than 1
therapy for treatment of diabetes were considered as having medical pluralistic practice.
3.12.2. Predictor Variables: Predictor variables were classified into
a. Socio-demographic variables namely age, gender, marital, status, education,
employment, family income, religion
b. History of disease and treatment includes diabetes diagnosis period, first treatment
opted, last physician visit, blood glucose levels, hbAlc history and therapy of
other diseases and the reason for predominant treatment
c. History of Diabetic medication and their adherence in terms of dose, timing and
regularity: It includes the details of Diabetic medications, Alteration of dose, time,
regularity and its reasons
d. Non-pharmacological means of diabetic management include exercise, a specific
diet and ever-use of CAM
e. Factors associated with medical pluralistic practice medicine treatment include
cost of modern medicine, Source of money, source of modern medicine, decision

influencer of treatment, friends in the health sector
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f. Factors associated with medical pluralistic practice CAM therapy include the cost
of CAM medicine, Source of money, source of modern medicine, decision
influencer of treatment, friends in CAM therapy

3.13. Ethical considerations

The study was carried out only after review and approval by the Ethics Committee of
Sree Chitra Tirunal Institute for Medical Sciences and Technology (Ref number:
SCT/IEC/2161/DECEMBER/2023). The participants were voluntarily enrolled in the
study after getting informed consent. Participants could withdraw from the study at any
time if they wanted to do so. Privacy and confidentiality were ensured during and after
the study. The audio for the in-depth interview was recorded after obtaining consent from
the informants. The data were accessible only to the primary investigator and the guide.
All soft copies of the questionnaire and the audio recorded will be deleted when no longer
needed or after three years of completion in keeping with the requirements of the ICMR
guidelines in this context, whichever comes first.

3.14. Positionality

Regarding the qualitative study, the researcher was conscious of the fact that his training,
professional background and views on the topic could influence the nature of data
collection and its interpretation. Being from same context Kanyakumari enabled the
researcher to get insider view. Being a Siddha practitioner enabled the researcher to
understand the nuances of CAM practices in the community. The possibility of the
interpretations of the data being coloured by the researcher's views based on all the points
was clarified with the respondents during the interview to report the true account of what
was intended in order to avoid any biases due to the researcher’s training. Given my

quantitative and qualitative training, I was deeply conscious that my Siddha training
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could influence my data collection and I attempted to set aside that specific identify
during data collection, particularly, the quantitative data collection.

However, it is important to also report that during the in-depth interviews, the reported
levels of blood sugar did cause the researcher to feel some anxiety regarding the locally
available CAM therapies being used. This was not merely due to the professional training
but also possibly a concern about the potential long-term consequences of the condition
(diabetes) for the persons interviewed. That, more than my own professional training did
colour my view of the data which veered towards viewing CAM therapies (especially
those that I encountered) as being less effective.

3.15. Nonresponse rate

In 1328 households visited and listed, the number of the diabetics identified was 560.
From among the 560 diabetic patients identified, only 528 were found to be eligible to
participate in the study (due to their categorisation as migrants). Of the 528 eligible
participants, 91 declined to participate in the study. Given this, the estimated
Nonresponse rate is 17.2% (91 / 528).

Estimated prevalence calculated with the help of cluster listing sheet gives the prevalence
of diabetes as 11.6% which is on par with the overall prevalence of diabetes in the Indian
population in 2023 (ICMR INDIAB study over 12 years) (11.4%).(Anjana et al., 2023).
3.16. Design effect

The current study is used multistage cluster sampling technique. The design effect used
for estimating the sample size was 1. It is therefore important to demonstrate the actual
design effect that emerged from the sample. The Intraclass correlation of the sample with
variables cluster ID, age, gender, marital status, education and outcome variable medical

pluralism was calculated using SPSS as ICC = - 0.011 (p =0.841). Using the formula
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DEFF= 1+ (m-1) *ICC with average cluster size m=5, I[CC =-0.011 the real design effect
is calculated as 0.956 It is very near to the assumed design effect 1.

3.17. Validation for qualitative data

The qualitative data is validated using triangulation of the data collected from the
qualitative study with the field notes, in-depth interviews, observation and quantitative
findings. For ensuring credibility more time was spent with the participants to make them
comfortable. The prolonged engagement with the participants in the field helped to get rid
of intruder bias of the researcher. The consistency of the findings from the interviews
from the different clusters adds trustworthiness to the findings. The study findings are
transferable to other rural parts of Tamil Nadu and the study tool used is also transferable
in other contexts. The detailed description of the study participants, research context, data

collection methods, study setting are given in the next chapter.
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Chapter 4

Results

This chapter describes the results of the study. It was a mixed methods study that used a
sequential explanatory study design. The quantitative component of the study describes
the extent of use of medical pluralistic practices by persons with diabetes in rural
Kanyakumari district and its correlates. In addition, the study also proposed to identify
the reasons for such practices. The first of these objectives was to be met using a
quantitative approach and is described in the first section and the reasons for medical
pluralistic practices were identified using a qualitative approach as an explanation. This is
included as the second section. The qualitative analysis that identified the reasons for
medical pluralistic practice includes the validation for the qualitative analysis.

I describe the study participants with their socio-demographic and health status profile in
the first section. The outcome variable, viz., use of medical pluralistic practices and its
correlates are described in the second section. The third section includes the reasons for
medical pluralism in the community and this is based on the qualitative component of the
study.

4.1. Profile of the study participants — quantitative component

There were 370 persons in the study sample. Of that 157 (42.4%) were males and
213(57.6%) were females. The gender disaggregated socio-demographic characteristics
of the study participants is presented in table 4.1. The age distribution of the population
ranged between 35 to 92. The mean age of the participants was 62.68 +0.53 years and
median age was 63. Among men, a slightly higher percentage (61.8%) were in the above
60 age group when compared to women. But in terms of absolute numbers more women
(114) were in the above 60 age group when compared to men. Nearly two-thirds (70.5%)
of the participants were currently married and 27% of participants were
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widows/widowers. There were relatively higher number of currently married men
(84.7%) when compared to women. One-third of women in the study population were
widows (37.1%) and13.4% of the men were divorced. About one-third of the participants
had completed primary education. One-fifth of the participants had completed middle
school education. More men (31%) had higher secondary and above level of education
when compared to women (16%). Seventy percent of the women have less than a middle
school education, but among men only fifty five percent have education below the middle
school level. The sample consisted of 57.7% participants belonging to the Hindu religious
denomination and 44.3 % of the participants were Christians. The type of ration card was
used as a proxy for socioeconomic status. Slightly more than half (55.7%) of the
participants belong to Priority Household (PHH), while 44.3 % of the participants belong
to Non-Priority Households (NPHH). A slightly higher percentage of the men (60.5%)
belonged to the Poor (PHH) category, while among women there was a somewhat equal
distribution across NPHH and PHH. The household income varied from Rs.0 to
Rs.1,50,000 with the mean income of Rs.15262 £884 and median household income at
Rs. 10,000. Half of the participants (55.9%) were unemployed and only 44.1 % were
employed. Among the women alone, only one third (33.3%) of the were employed and
nearly double that of the men (58.6%) were employed. The type of employment indicated
that of the employed women, half of them (52.1%) worked as a casual wage labour in
public works (MGNREGA worker) and nearly half of the men (55.4%) were either self-
employed or regularly salaried. But only one fourth of women (28.2%) were self-
employed or regularly salaried. Among those retired,17.4 % of the men were retired

whereas only a minuscule of 2.8% of women were retired/pensioner.
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Table 4.1. Percentage distribution of study participants by socio-demographic
characteristics and gender

Variables Gender Total N=370
Age Men Women
N (%) N (%)

Age Group  <=60 60(38.2) 99(46.5)  159(43)

>=60 97(61.8)  114(53.5) 211(57)
Marital Currently Married 133(84.7)  128(60.1) 261(70.5)
Status Single 3(1.9) 5(2.3) 8(2.2)

Widow/Widower 21(13.4) 79(37.1)  100(27)

Divorced 0 (0) 1(0.5) 1(0.3)
Education Non-literate 13(8.3) 19(8.9) 32(8.6)

Primary education 46(29.3) 87(40.8) 133 (35.9)

(1st -5th std)

Middle school education 27(17.2) 46(21.6) 73(19.7)

(6th — 8th std)

Secondary education 23(14.6) 27(12.8) 50(13.6)

(9th -10th std)

Higher secondary 32(20.4) 29(13.6) 61(16.5)

education

(11th and 12th std)

Graduate 11(7) 3(1.4) 14(3.8)

Postgraduate 5(3.2) 2(0.9) 7(1.9)

Hindu 88(56.1) 125(58.7)  213(57.7)
Religion Christian 68(433)  88(41.3) 156(42.2)

Muslim 1(0.6) 0(0) 1(0.3)
Ration Card NPHH 62(39.5) 102(47.9) 164(44.3)
Type PHH 95(60.5) 111(52.1)  206(55.7)
Household <5000 47(29.9) 56(26.3) 103(27.8)
income 5001-10000 42(26.8) 59(27.7) 101(27.4)

10001-20000 44(28) 46(21.6) 90(24.3)

20001-30000 18(11.5) 32(15) 50(13.5)

>30001 6(3.8) 20(9.4) 26(7)
Employment Unemployed 65(41.4) 142(66.7)  207(55.9)
status Employed 92(58.6) 71(33.3) 163(44.1)

Continued
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Variable Gender

Male Female Total
N (%) N (%) N=370
N (%)
Current Self-employed 30(32.6)  §(11.3) 38(23.4)
Employment Regularly Salaried /Wage  21(22.8) 12(16.9) 33 (20.3)
employee
Casual wage labour in 2(2.2) 37(52.1) 39(23.9)
rural areas (In public
works)
Casual wage labour in 21(22.8) 11(15.5) 32(19.6)
rural areas (in other
works)
Casual wage labour in 2(2.2) 1(1.4) 3(1.8)
urban areas (in other
works)
Retired/pensioned 16(17.4) 2(2.8) 18(11)
Total 157(100.0) 233(100.0) 370(100.0)

4.2. History of diabetes mellitus and its treatment of the study participants

The mean duration of diabetes since diagnosis was found to be 10.7 +8.7 years. Close to 10
percent more women had been more recently (less than 10 years ago) diagnosed when compared
to men. The median of the duration of diabetes since diagnosis was found to be 9.1 years. Nearly
63 % of the participants visited the physician within the last 1 month. More women had visited
the doctor within the last 6 months. In terms of first option for treatment, 78.3% participants take
modern medicine treatment while 25.2% of the participants use CAM treatment as their first
treatment option. Nearly 16.5 % participants did not start with any treatment initially. Among the
participants who seek CAM as an initial therapeutic for diabetes, 21.7% used Ayurveda,79.3%
used herbal medicines, 6.5% used Homeopathy, 12% used Siddha. Of the men who used CAM as
the first treatment option following diagnosis, 30 % sought Ayurveda treatment while among
women initial CAM users, just 17.2 % had used Ayurveda treatment. More than half of the
participants (51.6%) sought care from the government hospital, while 55.4 % of the participants

sought private treatment and 3 % participants sought other facilities like CAM provider, informal
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health provider. Nearly 10% of the participants sought care from multiple sources including

government, private and others.

4.2. Percentage distribution of study participants by diabetes mellitus treatment

status and gender

Variable Gender
Men N (%) Women N Total N(%)
(%)
Duration of <= 10 years 75 (47.8) 121(56.8) 196(53)
being diabetic
> 10 years 82 (52.2) 92(43.2) 174(47)
Within 1 month 93(59.2) 140 (65.7) 233 (63)
Within 1-6 months 39 (24.8) 59(27.7) 98 (26.5)
Last visit to the = Within 6 months -1 9(5.8) 2(0.9) 11(3)
Doctor year
More than 1 year 15(9.6) 9(4.2) 24 (6.5)
Cannot say 1(0.6) 3(1.4) 4(1.1)
First treatment* Modern medicine 123(78.3) 167 (78.3) 289 (78.3)
CAM 35(22.3) 58(27.4) 93(25.2)
Don’t start any 26(16.6) 35(16.5) 61(16.5)
treatment at first
Others*1 0(0) 2(0.9) 2(0.5)
First treatment  Ayurveda 10 (29.4) 10(17.2) 20(21.7)
CAM type* Herbal medicines 27(79.4) 46(79.3) 73(79.3)
Homeopathy 5(14.7) 1(1.7) 6(6.5)
Siddha 6(17.6) 5(8.6) 11(12)
Yoga and 0(0) 1(1.7) 1(1.1)
Naturopathy
Faith healing 0(0) 1(1.7)) 1(1.1)
Others*2 1(2.9) 0(0) 1(1.1)
Total 34(37) 58(63) 92(100)
Government Hospital 68(43.3) 123(57.7) 191(51.6)
Recent Private Hospital 96(61.1) 109(51.2) 205(55.4)
treatment® Others*3 5(3.2) 6(2.8) 11(3)

* - People using more than 1 option are noted with this
Others*1- includes Reducing the food
Others*2-includes CAM option bought from television
Others*3 — includes Informal health provider, Traditional healer, Private lab
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Men N (%) Women N (%)  Total N (%)
Multimorbidity*  Diabetic Foot ulcer 3(1.9) 3(1.4) 6(1.6)

Elevated Cholesterol 42(26.7) 65(30.5) 107(28.9)
Heart disease 29(18.5) 26(12.2) 55(14.9)
High Blood pressure 65(41.4) 114(53.5) 179(48.4)
Kidney disorders 3(1.9) 5(2.3) 8(2.2)
Neurological Problem  16(10.2) 14(6.6) 30(8.1)
Vision impairment 5(3.2) 7(3.2) 12(3.2)
Amputation of leg 2(1.3) 1(0.5) 3(0.9)
Bone disorder 5(3.2) 12(5.6) 17(4.6)
Hypothyroidism 1(0.6) 16(7.5) 17(4.6)
Others*4 26 (16.6) 18 (8.4) 44 (11.9)
Total Multimorbid 104(66.2) 148(69.5) 252(68.1)
persons
No Co Morbidity 53(33.7) 65(30.5) 118(31.9)

157(100.0) 213(100.0) 370 (100.0)

Others*4 — includes other diseases which are less than 1 % of the Count

Nearly half of the participants in the study had hypertension. A higher percentage of
women have hypertension when compared to men. More men in the study had heart
disease compared to women. Nearly 30 percent of study participants had
hypercholesterolemia, 8 percent participants had neurological problem. Study participants
with diabetic foot ulcer accounts for 1.6%. Just about a third (32 %) of the diabetic

patients are free from other comorbidities.

4.3. Extent of Medical pluralism among Self-reported diabetics in rural
Kanyakumari

The extent of medical pluralism is given in table 4.3. Medical pluralism was practiced by
22.7% of the self-reported diabetic persons in rural Kanyakumari district. Concomitant
use of modern medicine and CAM is seen in 78 people. Just A small number of the
participants, 22 of them use only one of the options under CAM. Among the exclusive
CAM users, 21.4% (6) used pluralistic practices, including herbal medicine with other
CAM options. Among those who used modern medicine with CAM, 89.7 percent were
using only one CAM option with modern medicine, while 10.3% were using 2 CAM

therapies with modern medicine treatment.

44



Table 4.3. Percentage distribution of diabetic persons by their use of therapies, rural
Kanyakumari district

Treatment Single Plural Total

Therapy Therapy
Modern 264 78 342
Medicine
CAM* 22 6 28
Total 286(77.3%) 84(22.7%) 370
Only CAM Frequency Percent Modern medicine with CAM  Frequency Percen
Therapy t
Ayurveda 1 3.6% Modern medicine + 1 CAM 70 89.7%
Faith 1 3.6% Modern medicine +2 CAM 8 10.3%
Healing
Herbal 13 46.4% Modern medicine + any CAM 78 100%
medicine
Others* 7 25.0%
Herbal 6 21.4 %
Medicine+
Total 28 100%

* - 7 persons who are following their own management of diabetes using unknown CAM is
included in the CAM

Table 4.4 Patterns of medical pluralistic practices among self-reported diabetes
patients in rural Kanyakumari district

Medical pluralistic Combination Frequency N (%)
Modern medicine +Herbal medicine 65 (77.4)
Modern medicine + Ayurveda 3(3.5)
Modern medicine + Siddha 2(24)
Modern medicine + Herbal medicine+ Siddha 4(4.7)
Modern medicine + Herbal medicine + Siddha + Faith Healing 1(1.2)
Modern medicine +Herbal medicine + Ayurveda 1(1.2)
Modern medicine +Herbal medicine+ Homeopathy 1(1.2)
Modern medicine + Faith Healing + Others 1(1.2)
Herbal medicine + Yoga and Naturopathy 1(1.2)
Herbal medicine + Ayurveda 1(1.2)
Herbal medicine + Siddha 2(2.4)
Herbal medicine + Ayurveda + Siddha 2(2.4)
Total 84 (100)

Twelve different patterns of medical pluralistic practices were noticed among self-
reported diabetes patients in rural Kanyakumari district. Nearly 77.4% of those following

medical pluralism have concomitant use of modern medicine and herbal medicine. Herbal
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medicine includes folk practices too. It is operationally defined as taking any herbs or
herbal products or herbal combinations with the aim of either reducing the blood glucose

level or alleviating the symptoms and complications of diabetes mellitus.

Herbal medicine use is dominant among those with medical pluralistic practices (85.7%),
apart from modern medicine (92.9%). Ayurveda and Siddha medicine use along with
modern medicine is the second most frequent medical pluralistic practice (3.5% and 2.4%

respectively) among diabetes patients.

4.4 Examining associations of medical pluralism with socio-demographic
characteristics and multi-morbidity

To identify the correlates of medical pluralistic practices in rural Kanyakumari district,
bivariate analysis using chi-square tests of association and subsequently binary logistic
regression were undertaken.

Table 4.5. Association between medical pluralism and selected socio-demographic
characteristics in rural Kanyakumari district

Variable Engagedin  Not engaged in Total Chi- p-value OR (95%CI)
medical medical square
pluralism pluralism (%) value
(%)
Gender Female  65(30.5) 148(69.5) 213(100) 17.46  <0.0001 3.190(1.820-
Male 19(12.1) 138(87.9) 157(100) 5.592)
Age <=60 46(28.9) 113(71.1) 159(100) 6.163  0.013 1.853(1.135-
group >60 38(18) 173(82) 211(100) 3.027)
Marital Currently 53(20.3) 208(79.7) 261(100) 2.89 0.89 0.641(0.383-
status married 1.072)
Others 31(28.4) 78(71.6) 1.9(100)
Religion  Hindu 52(24.4) 161(75.6) 213(100) 0.837  0.360 1.262(0.766-
Others 32(20.4) 125(79.6) 157(100) 2.077)
Ration NPHH 36(22) 128(78) 164(100) 0.095 0.76 0.962(0.567-
card type PHH 48(23.3) 158(76.7) 206(100) 1.513)

Continued
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Variable Engaged in Not Total Chi- p-value OR (95%CI)
medical engaged in square
pluralism  medical value
(%) pluralism
(Y0)
Education <=Primary  37(22.4) 128(77.6) 165(100) 0.013  0.90 0.972(0.595-
category education 1.586)
>Primary 47(22.9) 158(77.1) 205(100)
education
Household <=10000 46(22.5) 158(77.5) 2.4(100) 0.06 0.93 0.981(0.602-
income >10000 38(22.9) 128(77.1) 166(100) 1.59)
Employment Employed 37(22.7) 126(77.3) 163(100) 0.00 0.99 1(0.612-
status Unemployed 47(22.7) 160(77.3) 2.7(100) 1.632)
Current Casual 14(18.9) 60(81.1) 74(100) 1.104  0.29 0.670(0.316-
employment Wage labour 1.419)
status Other 23(25.8) 66(74.2) 89(100)
professions
Exercise status  Yes 35(23) 117(77) 152(100) 0.015  0.90 1.302(0.630-
No 49(22.5) 169(77.5) 2218(100) 1.690)
Specific diet Yes 47(24.5) 145(75.5) 192(100) 0.718  0.39 1.235(0.757-
No 37(20.8) 141(79.2) 178(100) 2.015)
Diabetic 1 73(24.4) 229(75.8) 302(100) 2.022  0.16 1.652(0.823-
persons in the >=2 11(16.2) 57(83.8) 68(100) 3.317)
family
Diabetic years = <=5Syears 22(22) 78(78) 100(100) 0.039 0.84 0.946(0.545-
category >5years 62(23) 208(77) 270(100) 1.643)
Last Doctor Within 56(24) 177(76) 233(100) 0363 0.43 1.232(0.738-
visit Imonth 2.056)
More than 1 28(20.4) 109(79.6) 137(100)
month

4.4.1. Bivariate analysis: The bivariate analysis was done with medical pluralism as the

outcome variable and socio demographics and multimorbidity details as the predictor
variables. Chi-square test was done to identify the variables that were significantly

associated with medical pluralism. Age group, gender and having heart-disease as a co-

morbidity were found to be significantly associated with medical pluralism.
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4.6. Association between medical pluralism and experience of multi-morbidity in
rural Kanyakumari district

Variable Engaged  Not engaged Total Chi- p- OR (95%CI)
in medical in Medical square value
Pluralism Pluralism
Multimorbidity Yes 56(22.2) 196(77.8) 252(100) 0.104 0.747  0.918(0.547-
No 28(23.7) 90(76.3) 118(100) 1.541)
Heart Disease Yes 5(9.1) 50(90.9) 55(100) 6.821 0.009  0.299(0.115-
No 79(25.1) 236(74.9) 315(100) 0.775)
Elevated Yes 22(20.6) 85(79.4) 107(100) 0.394 0.530  0.839(0.485-
Cholesterol No 62(23.6) 201(76.4) 263(100) 1.452)
High Blood Yes 43(24) 136(76) 179(100) 0.344 0.557 1.157(0.711-
pressure No 41(21.5) 150(78.5) 191(100) 1.882)
Diabetic foot ulcer  Yes 1(16.7) 5(83.3) 6(100) 0.127 0.722  0.677(0.078-
No 83(22.8) 281(77.2) 364(100) 5.877)
Kidney disease Yes 2(25) 6(75) 8(100) 0.025 0.875 1.138(0.225-
No 82(22.7) 280(77.3) 362(100) 5.746)
Neurological Yes 7(23.3) 23(76.7) 30(100) 0.007 0.931 1.040(0.430-
problem No 77(22.6) 263(77.4) 340(100) 2.515)
Vision Impairment Yes 1(8.3) 11(19.7) 12(100) 1.459 0.227  0.301(0.038-
No 83(23.2) 275(76.8) 358(100) 2.367)
Bone disorder Yes 2(11.8) 15(88.2) 17(100) 1.215 0.270  0.441(0.99-
No 82(23.2) 271(76.8) 353(100) 1.967)
Amputation ofleg  Yes 0(0.0) 3(100) 3(100) 0.888 0.346  0.946(0.545-
No 84(22.4) 283(77.1) 367(100) 1.643)
Hypothyroidism Yes 5(29.4) 12(70.6) 17(100)  0.457 0.499  1.445(0.494-
No 79(22.4) 274(77.6) 353(100) 4.225)

The association between medical pluralism and socio-demographic characteristics and

experience of multi-morbidity is described in tables 4.5 and 4.6. The variables namely

age, gender, having heart disease with diabetes were found to be significantly associated

with medical pluralistic practice. A higher proportion of women were engaged in medical

pluralism when compared to men. The odds ratio reported was 0.313 (0.179-0.550) and

the difference was statistically significant(p<0.0001). People below age 60 were engaged

in medical pluralism when compared to people above 60 years of age. The odds ratio
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reported was 1.853 (1.135-3.027) and the difference was statistically significant
(p=0.013). Diabetic people with heart disease were less likely to be involved in medical
pluralism when compared to those who do have heart disease with diabetes. The odds
ratio reported was 0.299 (0.115-0.775) and the difference was statistically significant (p=
0.009). All the other comorbidities were not associated with medical pluralistic practice
among diabetic patients.

4.4.2 Binary Logistic regression

Table 4.7. Binary logistic regression of medical pluralism with selected socio-
demographic characteristics and heart disease as co-morbidity

Independent variable  Crude Odds ratio P value Adjusted Odds P value

(95% CI) ratio (95% CI)
Age Group <=60 1.85(1.135-3.027)  0.013 1.64 (0.987- 0.056
2.72)

> 60 Reference Category Reference
Gender Female  3.19 (1.820-5.592) <0.0001 3.03(1.72-5.34) <

Male Reference Category Reference 0.0001
Heart Yes 0.30 (0.115-0.775)  0.009 0.35(0.13-0.93) 0.035
disease

No Reference Category Reference

The logistic regression analysis with medical pluralism as the outcome variable and age,
gender and heart disease as co-morbidity as the dependent variables was considered to
examine the correlates associated with the practice of medical pluralism. To examine the
potential for multi-collinearity, the associations between age and heart disease was
examined. The chi-square value was significant, indicating association (p-value =0.002).
Therefore, the interaction effect was included in the model and the odds ratio
(Exponential B) was found to be 1.006 with p value near to 1 (p=0.996). Given this
result, the interaction effect was dropped from the model only the three main variables
were included. This analysis indicates that gender of the person and having heart disease
as a co-morbidity with diabetes were significant predictors of medical pluralism. While
persons below 60 years of age are more likely to engage in medical pluralistic practices
when compared to people above 60 years, this association is not significant. Women tend
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to engage in medical pluralism 3.03 times more frequently when compared to men. Heart
disease shows a negative relationship with medical pluralism i.e. a diabetic person with
heart disease is 65 % less likely to be involved in medical pluralism when compared to a
diabetic person without heart disease.

4.5. Reasons for medical pluralism among self-reported diabetes patients in rural
Kanyakumari district

The reported reasons for medical pluralism among the self-reported diabetes persons
were documented. The major reasons for medical pluralism were free from adverse
effects (83.3%), low cost (82.1%), easy availability (78.6%), user-friendly (61.9%), other
treatments are not working (20.2%). Other reasons were modern treatment is too toxic
(20.2%), friends' influence (6%) and to reduce sugar or symptoms (6%). The predominant
reasons among monotherapy users were easy availability (80%), user-friendliness
(78.2%), are from adverse effects (57.5%), low cost (53.7%). Other reasons for use of
medical pluralistic practices among mono-therapy users were familiarity of physician
(4.6%), continual care of multi morbidity (3.2%), fear of interaction of CAM (2.5%), not
able to follow food restrictions (2.1%) and specialist care (1.8%). (not shown in the table)
4.6. Rationale for medical pluralistic practices among self-reported diabetic patients
in rural Kanyakumari district — explanations from the qualitative study

This component of the results section describes the qualitative component of the study
that was undertaken to offer explanations for the use of medical pluralistic choices of
treatment for diabetes among rural residents of Kanyakumari district, Tamil Nadu state.
The key informants were selected from the initial quantitative study. The people who
adhere to modern medication and people who are involved in different medical pluralistic
practices were selected from the quantitative study after obtaining consent. Eighteen

persons, 9 men and 9 women were interviewed and all of them did take recourse to
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medical pluralism occasionally or systematically. The 18 interviews translated and

transcribed verbatim for analysis using WEFT-QDA Version 1.0.1. The coding for these

interviews has been included as annexure XIV to this dissertation.

To provide a comprehensive understanding of the background of those interviewed, their

profile is presented in table 4.8.

Table 4.8 Socio-demographic characteristics of key informants

Socio- Male Female Total
Demographics N=18
Average Age 60.2 61.77 61
(in years)
Religion Hindu 3 6 9

Christian 6 3 9
Marital status  Currently 7 4 11

Married

Widow/widower 2 5 7
Education Non-literate 1 0 1

Primary 2 4 6

education

Middle school 2 2 4

education

Secondary 0 0 0

education

Higher 2 1 3

secondary

education

Graduate 1 0 1
Occupation Casual wage 4 2 6

labour

Self-employed 1 1 2

Retired 1 0 1

Unemployed 3 6 9
Ration Card PHH 2 6 8
Type NPHH 7 3 10
Household <=10000 4 6 10
income >10000 5 3 8
Duration of <= 10 years 3 4 7
diabetes >10 years 6 5 11

The women and men interviewed varied slightly in age. Ten of the 18 informants were

from relatively better off households. Almost all were literate barring one informant who
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was a 54 years old fisherman. The household income was less than Rs.10,000 per month

for 10 of the 18 informants. Six of the participants were working as casual labourers and

9 were unemployed. The current medication status of the key informants is presented in

table 4.9. Ten informants were currently using modern medicine alone for their treatment.

Four informants were using modern medicine with herbal medicine. Two informants

taking Herbal medicine and 2 informants were using multiple CAM therapies for their

treatment.

Table 4.9. Current medication status of key informants

Serial Participant Current medication status
No
1 62 yr. old pastor Modern medicine
2 53 yr old fisher man Modern medicine
3 56 yr old widow Modern medicine with Herbal medication
4 58 yr old self-employed women = Modern medicine with herbal medication
5 53 yr old construction worker Herbal medicine
6 69 yr old poor women Herbal medicine
7 49 yr old granite handler Modern medicine and herbal medicine
8 65 yr old women Modern medicine
9 54 yr old illiterate fisherman Modern medicine
10 72 yr old middleclass widow Modern medicine
11 70 yr old poor women Modern medicine
12 60 yr old women Ayurveda, Siddha with Herbal medicine
13 62 yr old Foreign returned Modern medicine
graduate
14 78 yr old high SES retired Modern medicine
government employee
15 51 yr old women Modern medicine
16 77 yr old man Modern medicine
17 54 yr old tribal man Modern medicine with herbal medicine
18 55 yr old widow Siddha medicine with Herbal medicine

and Faith healing

The next segment describes the results of the analysis of these interviews using the

themes identified as a result of the analysis.
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4.6.1. Perception or understanding of diabetes: The ideas regarding the causes of
diabetes were varied. People thought that the tensions in their lives were the cause of
diabetes others thought that their altered food habits caused them to develop diabetes.

“so then the doctor said that it was normal. For you, the diabetes didn't come because of
familial lineage of diabetic history. ( Varisu prakaram vara kudumpa sugar ila ). For you
diabetes came because of your mistake in food habits (So doctors said nothing to worry
about.”’-56 yr old woman
They felt that maintaining equanimity and staying happy and eating proper food will help
in the management of diabetes.

“When I came here My mind is happy, I take my food correctly while in my sister's home
No one is there I have to take care of the things. I have severe tension because leaving my
house I was staying there. Due to that tension also I got diabetes - 60 year old woman
They recognised certain well-known symptoms of diabetes such as frequent urination,
thirst and the tremors. The experience of these symptoms leads to their visiting health
care professionals for an initial diagnosis. Through self-experience they have gained an
understanding of when they have low-sugar they felt tired, experienced head reeling and
also tended to stumble.

“If my sugar level is low means I am not able to stand and sit (enthiruchi iruka vidaathu).
It causes stumbling a lot (irukavidaathu remba thadumarum”- 56 yr old woman
When they experienced these symptoms, they knew that it could be managed with the
consumption of sugar or sweets. They have sugar substitutes provided by the hospital or
take sugar that is actually available at home. The experience of low sugar also results in a
reduction or avoidance of their regular diabetes medication as a part of this management

strategy.

“When sugar level is low also it causes head reeling. on those situations...I don't take
this CAM options and I didn't take my tablets too “-56 yr old woman
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4.6.2 Reasons for preference of CAM: People tend to take CAM options for their
treatment needs due to their easy availability around the home and neighbourhood. They
grow the plants for their therapeutic needs and also collects plants from the
neighbourhood.

“If anyone don't get this medicine or anyone who didn't like this medicine they take that

medicine .... Guava leaves,silanthi kuzha, adhatoda leaves, red nichi ilai I have it in my
field (vilai). I grow them” — 55 yr old woman

“I live in the village, so I get everything easily so I don't find it difficult to make” — 58 yr
old woman

People with diabetes take CAM medications because they have the time to do so. It could
be because they do not work or because they work at home like the one who made papads
at home. This paves the way to to make herbal concoctions. CAM medications are
manageable when the person tends to stay at home or work from home because these
home remedies require processing and that takes time. The way to process these
medications are usually learned from peers and friends. Alternatively, CAM medications

are also obtained from traditional healers or CAM practitioners.

“These medicine I take in the morning in between my jobs (velaiyoda velaya eduthupen )-
“58 yr old woman

“Not daily whenever the time permit I take it. If I take some guava leaves decoction it is
enough for 2 days. I keep it there and drink it a little by little. I drink it and do some
works and then I drink it like that. like that Sugarkai kuzha it is a good medicine. I take
decoction of coriander seeds, Cumin water ...In that way When I am at home Whenever I
am free I take that herbs I prepare that decoction and drink it *“ - 54 year old tribal man

The easy availability and low cost associated with the CAM treatment facilitates CAM

treatment for their healthcare needs.

“After coming back to home I haven't take those medications. Then I went to one
vaidhya's house. In vaidhyasala I see him.” — 55 years old woman

In situations where people felt that their modern medicine treatment is too costly or

perceive it to be of substandard quality then they prefer to take CAM options.
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“While I am in Dubai there the medicine is very costly. Just like that I take one normal
sugar medicine. [ haven't take good medicine quality medicine. So I take chinniavarakai
thaneer (decoction of a vegetable Cluster beans), amla water ... Yeah, there every
medicine is costly.

Did you take it because it is not costly? Yeah Yeah “- 62 yrs old foreign returned
graduate

People also resort to CAM options when there are circumstances that take them away
from home. It could be a puberty event or a death ceremony which they have to attend.
Such occasions include a feast where they cannot adhere to their dietary needs and may
not be able to carry their diabetic medications. In those circumstances, they consume

available local CAM options suggested by peers and friends.

‘If I go to any marriage function, Puberty function, or funerals. On those occasions
whatever herb they got near that road some ladies with sugar were there with us. They
pick those herbs and eat and they give me those herbs for eating” -56 yr old widow

Certain religious groups who may not take formal medications for religious reasons, may
find CAM therapy, particularly homebased ones as an option they can use within their

religious belief system.

“Yes ‘ilaikal ellam marunthu agumae’ (Leaves become medicines) is noted in our biblical
verses (vasanam )” -55 year old woman

People seeking care from a hospital which integrates modern medical practice with
AYUSH, the integrative hospital tend to use CAM therapy for their diabetes.

“Doctor Lejo doctor advised me to take 2-3 herbal medicines (pachilai marunthu” -54
yrs old tribal man

People perceive biomedical doctor’s advice to take vegetables as a facilitator for CAM
use. In addition, those who are in the practice of managing co-morbidities with CAM, do

consider CAM options for diabetes too.

“Then the doctor ... advised me to take vegetables either raw vegetables or cooked
vegetables. After that doctor's advice I started taking these kinds of items intermittently.
Intermittently I eat neem leaves, black tulsi -Ocimum tenuiflorum)(Karunthulasi ),
karunochi (vitex negundo) These herbs can control the sugar.’-56 yr old woman
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People perceive CAM therapy to be safe as it adds a feelgood factor to their treatment

options.

“Fenugreek water is powerful. It is not a bad thing for us. It is good. So I drink this
fenugreek water...Sugar is in control. fenugreek keeps it in control”’-69 yr old woman

People tend to use herbs and concoctions for their therapeutic need because of their
perceived natural qualities and perceived absence of side effects. This leads them to

favour CAM treatment.

“I took guava leave decoction, Athu ennaku kekuthu. Kaatunellaikai Indian gooseberry )
Juice is also useful for me ( kekuthu). Then in food vegetables like bitter gourd, snake
gourd is helpful for me... “None of this is toxic (ethuvum visam kedaiyaathulaa) ’-58year
old woman

“Sugar is in control. fenugreek keeps it in control’-69year old woman

People hesitate to initiate modern medicine because they think of life long adherence to
diabetic medications and possibly the label of being a ‘diabetic’. They try to avoid the
label and the need for life long adherence. They think that they can avoid this situation
through use of CAM options. If they are also taking modern medicines for other

conditions, this becomes an added burden too.

“people said if we take tablets lifelong we have to take tablets till our death. If we take
naatu marunthu with this naatumarunthu we can control this sugar.”’- 56 yr old woman

“No It don't suit my body. Already I take asthma medicine and inhalers I weaken my
nerves. If I take sugar medicines too It may cause difficulties (kastam).so I can follow this
continuously.”’- 60 yr old woman

There is also an expectation that modern medicine will alleviate the symptoms even when
they have indulged in eating high starch foods. When the symptoms continue, then they
feel disheartened and opt for CAM therapy. Poverty or non-availability of food among
the elderly pushes them to a situation of dealing with limited food and limited resources.
Sometimes, elderly who are living alone with limited familial support do not eat regular

or timely meals and they make do with available food. In these circumstances, they are
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unable to take the prescribed tablets as they have to be eaten before a meal. Alternatively,
they also start to feel uncomfortable, if they have taken it (possibly due to limited food

intake).

“This tablet causes indigestion I feel it is difficult (kastama irukum ). I feel burning
sensation in stomach (vevvu ) and veppuralam (heart burn and palpitation). I am not
able to take it” -55 yr old woman

When people perceive and experience side effects of modern medicine they found that
this modern medications as not suitable for them then they tend to look for alternatives

for diabetic treatment.

“Since My English medicine didn't helps me to control my sugar level so I leave it for a
few days Then I gone for siddha’- 62 yrs old pastor

CAM medications are perceived to be natural and safe and without side effects. This is
why CAM is preferred, and it is also used to offset the perceived side effects of modern

medicines.

“Nature (iyarkai)l don't have any side effects (paathipu ) with natural treatment.”- 49 yr

People who take CAM medications along with modern medications, find them both to be

equally effective.

“Allopathic tablet controls it and also the natumarunthu which I take amla, neem leaves,
karumthulasi,bitter gourd These four will control the sugar. There is no doubt about it. I
said this because I experienced it” 56 yr old woman

“I took daily tablet in night alone. When I took siruthaaniyam (millets) and kashyam
(decoction).l feel ok ( parava ila konjam parava ila).” 58 yr old woman

During the COVID-19 pandemic, households began to consume prescribed remedies like
Nilavembu kashayam and homemade concoctions for general wellbeing and prevention of
everyday ailments like cold, this practice then spills over into management of diabetes too

with some other concoctions being used as an additional means to manage sugar levels.
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“First my sugar level was 480. I take tablets for 2-3 days then I didn't take the tablets |
take it only for 3 days. Then I take nilavembu kashyam, fenugreek seeds, curry leave
Jjuice. By taking this my sugar level comes in control. Then when I checked my sugar level
it is also in good control. It falls below 200 then I stopped taking that tablet. I feel that it
will be in control with this CAM options alone. I stopped that medicine.” -49 yr oldman

The reduction of sugar levels and associated reduction in the perceived symptoms of high
sugar levels makes people prefer CAM. This makes think that CAM is effective in

managing their diabetes.

“Yes, while taking the tablets whenever the sugar level rise I add a little bit of fenugreek

Due to the fear of side effects of CAM and fear of interaction of CAM with modern
medication people altered modern medications doses and CAM medications if they have
also been prescribed. Based on the symptoms and perceived experiences people tend to
use CAM as alternative or an adjunct therapy when they have symptoms, they take CAM
as an adjunct when they perceive no symptoms and feeling better they stopped their
modern medication and replace it with CAM options occasionally.

“If I took (CAM) regularly also it makes me weak ( thalarvu) .It makes me ok. It reduces
my tablet intake”-58 yr old woman

“Have you stopped your medicines while taking that naatumarunthu?
Yes, why you stopped your medicines?

If I take this tablet and that water together. I fear that something will happen (vallathum
vanthudumonu)” — 54 yr old fisherman

4.6.3. Using CAM therapy due to ease of availability or non-use due to non-
availability: The easy availability of CAM products is an important reason for people’s
preference for CAM. People get information regarding CAM therapy for diabetes from
their friends, relatives and neighbours. peers with diabetes act as potential influencers and
sources of CAM information. Due to social media and mass media people tend to get

CAM medication details from that too and start utilizing the prescribed methods for their
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diabetic management. People who seek care from traditional healers and CAM
practitioners also learn the CAM medications for diabetic management from them.
Locations with women gatherings like Mahatma Gandhi National Rural Employment
(MNREGA) Scheme work and Self-help groups act as the Source of CAM medication
information.

“I am in women Self Help group here. One magazine came there every month. In that
book(magazine)there is a section named medical notes (maruthuva kuripu ). Some people

read it I got some notes from that magazine. I now prepare and give those medicines to
him “- wife of a 49 yr old man who was taking CAM medications

People with diabetes get their diabetic CAM medication from their inherited traditional
knowledge systems. They learn the CAM medications and herbs used for their diabetic
management. They consciously grow the herbs and plants needed for their CAM therapy

or collect them from the neighbourhood where it is found.

“Guava leaves, silanthi kuzha, adhatoda leaves, red nichi ilai I have it in my field (vilai).
1 grow them in my field. - 55 yr old woman

“[ started to take the root directly from the forest by digging it out of the soil’-55 yr old
woman

Those who do not depend on herbs buy CAM products from the grocery shop, local
herbal shops and sometimes from the Ayurveda hospital. When they didn’t get the
relevant herbs needed for their CAM therapy they asked their friends, neighbours and

relatives to get the herbs.

“From the Normal grocery shop, I bought thippili (piper longum), val milagu (piper
cubeba-vaal nalla milaku), sukku (dried ginger)” -56 yr old woman

“Some more medicines which I bought from local herbal store (Naatu marunthu kadai )
and crush them into powder and I take it “-62 yrs old pastor

Ease of availability of the CAM products favours its intake. People prepare their
medication, take the herbs and eat them. For men, wives act as the potential influencers

for CAM.
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“My wife helps me. Though I forget it she prepares and make the things (CAM medicines)
ready for me.”’- 49 yr old man

Non-availability of qualified CAM practitioners or the traditional healer, work related

circumstances are not conducive to CAM use.

“Due to my job circumstance, I have been travelling a lot So during that time I am not
able to prepare this kashyams and take them to all the places So i didn't take Naatu
marunthu” — 78 yr old retired government employee

4.6.4. Reasons for use of modern medicine or avoiding CAM: Person with diabetes
prefer to use either CAM or modern medicine due to their fear of the possible interaction
of CAM with modern medicine. People avoid taking modern medication when they are
testing their CAM medications and then, they alter their modern medicine doses in
keeping with CAM consumption. People with diabetes prefer to stop both their modern
and CAM medication when they their sugar levels are low (below normal). They regulate
the combination of CAM and modern medicine doses in keeping with their own
monitoring practices, but these may not confirm to any specific medical practice.
“Initially For few days When I started taking this fenugreek water I take the single tablet

occasionally. When it comes near to normal (odukka normal ana pinadi ) Like when they
advised me to take half tablet I take fenugreek water alone’ -69 yr old poor widow

The relatively higher cost associated with conventional CAM treatment is a barrier in
continuing CAM therapy for diabetes. In addition, the longer distance that people have to

travel to the preferred CAM therapy-providing hospital is also a barrier to continuing it.

“It is like a Siddha kashyam..It is good ...But when compared to my salary for 10 days
the medicine costs a lot. So due to the high cost of that treatment, I stopped that medicine
and went to government hospital treatment.” -54-year-old tribal man

“It (Ayurveda Hospital) is very far...I am not able to continue it It is a very far distance
from here. I have to travel 22 km from here “ - 62 aged Pastor
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Sometimes, CAM therapy does not reduce the sugar levels as desired. There is also effort
needed to process the CAM medications and that is also difficult to do all the time. Then
they shift to modern medicine and follow the CAM as an adjunct to modern medicine

because of the ambiguity over its effectiveness.

“I started naatu marunthu. Due to sugar my tooth started to become shaky ...I am not
able to chew and eat the neem leaves. After that, someone has to pick the neem leaves
from the trees and have to make a decoction, so I felt it is difficult to do that so then I
stopped this naatu marunthu and I shifted to this sugar tablet.” — 56-year-old women

“With herbal medication I don't get correct relief ...1t (Sugar level) may be lower for 2-3
days Then it again shows like previous results. I don't get satisfaction with that” -77-year
old man

Being at home favours the diabetic person to take the medications correctly because of

the time availability and access to the medications.

“If [ am in my home and doing household chores I won't miss my tablet. “
56-year-old woman

Modern medicine is sometimes preferred as it is seen as effective in controlling sugar
levels or controlling the symptoms of high sugar levels as people experience them. This
then, leads to preference of modern medicine, particularly when they have co-morbidities.

“After my stroke with the help of doctor-prescribed medicines alone, I am able to control
my sugar “ -62 yr old foreign returned graduate man

“If my sugar level rises [ will show that symptoms over my eyes.I know that it is due to
the elevated sugar level ... My Body feels weak (udampu thalarthalaa irukum). so I take
tablets”

-54 yr old non-literate fisherman
“Since I got a traumatic injury in my hand to prevent further infection (paluthura
kudathunu) I am taking the allopathic tablets for the past 5-6 days” — 49 yr old granite
worker
People experience the symptoms of uncontrolled diabetes when they don’t take their

medications. Eventually then they start taking their drugs regularly when they perceive

high sugar due to fear of adverse consequences.
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“I take tablets with me. [ myself prepared a medicine package (marunthu pottalam). If I
go to any place for 5 days I keep the medicines for 5 days within it”’- 54 year old tribal
man

“No I won't miss insulin for 1 day. Because if I miss the insulin for 2 times in a day means
It may end up in something ( sugarla maatrira kudathae )So due to that fear I will take it

- 77year old man

Due to the high cost of treatment in the private sector, government hospitals are preferred.
Private hospital doctors also recommend dietary management for diabetes and many
patients find these difficult to follow. That is yet another reason to shift to Govt hospitals,
because doctors only require them to adhere to their medications The government
treatment is seen as better when patients experience reduction of symptoms and sugar
levels. The new scheme to help people who are unable to travel to the government
hospitals of the Government of Tamil Nadu, the Makkalai thedi maruthuvam (medicine at

door steps) scheme comes in handy to provide drugs at home for some patients.

“Now for the past 3 months I am going to the (Government) hospital Now only my sugar
level is back to normal.The sugar level reduced from 365 level to 191 level. so they
advised me to take rice one time in a day and They said to me to eat the food that is not a
problem but They insisted me to take the tablets regularly on correct time continuously.”
— 53 yr old fisherman

“In my village Women health volunteer under "Makalai thedi maruthuvam "gets the
medicine from the hospital and give to us at doorsteps. ...They give vitamin tablets too.
After taking this tablet I am feeling better and my sugar is also reducing “— 53 yr old
Fisherman

Sometimes, government hospital treatment is not preferred because the sugar levels were
not reduced even after treatment. Government hospitals also do not offer care during
acute events related to diabetes. They are also crowded and busy. This leads to a
preference for private hospitals due its perceived quality, user friendliness and
approachable in emergency situations. Persons with diabetes also tend to seek private
hospital care due their multimorbidity profile and they opt to seek specialist care due to
the perceived effectiveness and quality. Even though private treatment is costly, people

with diabetes tend to prefer it when compared to government treatment due its perceived
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quality and better reduction of blood sugar level. Private hospitals are also seen to be

better able to deal with multi-morbidity conditions and achieve reduction in sugar levels.

“I consulted the (Private) doctor ... that medicine is also a good medicine, costly
medicine. “— 62year old Foreign returned graduate man

“I got stroke and 14 years before I have some issues with my heart. I have 2-3 blocks in
heart. I seek treatment from Ananthapuri hospital (Trivandrum) for that problem.”
70year old upper SES retired government employee

Person with diabetes uses CAM as a self-regulation measure to manage diabetes in the

initial stages. They also consider dietary management as a therapeutic option.

“It was started only few months back...1 try to control it with my food habit (akarathula
sari panalam)”’- 53 yr old Man

“If I go to doctor,he advised to take this tablet that tablet. Maximum I take care with own
strategies ”’-53 yr old man

People did not actively involve in exercise or waking for their diabetic management.
They perceive their minimal walking or involvement in manual job as being sufficient.
There is a practice of using different combination of therapeutics to achieve their diabetic

management goals, including prayers.

“Walking, this medicine and Jebam (Prayers) helps me to reduce my sugar level. ”’- 55 yr
old woman

“My job itself is like a exercise. In my job I have to handle the weight. we have to lift the
big big granite stones. It is like a exercise for me “—49 yr old granite worker

Dietary management followed is dependent on their understanding and experience of
diabetes. This management includes reduction in the volume of food, replacing refined
sugar with brown sugar and avoiding starchy foods like tapioca. The belief that doing
manual labour requires a higher volume of starch food to manage the heavy-duty work

involved contributes to self-management with respect to diet.

“They said not to eat tapioca but I wish to take 2-3 pieces of tapioca. Today I have eaten
the prohited thingsSo I take the tablet” -54 yr old Non literate fisherman
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There is a degree of frustration with the management of diabetes as they look for a cure
for diabetes. When they understand the longstanding nature of the illness they alter the
modern medication doses, substitute it with some form of CAM, based on their subjective

understanding of their bodily symptoms.

“I don't tell that it is helping. sugar level gets raised and then lowered. It doesn't seems
that It will gone.”’- 58 yr old Self employed woman

“Though doctor advised you to take 3 tablets a day you take 2 times in a day right?

1 take 2 times in a day But in some days I take tablets 3 times a day” -54 yr old lliterate
man

4.6.5. Reasons for self-regulation of modern medicine consumption: People with
diabetes alter their modern medications on various occasions. This happens when they
are having to eat tablets for other conditions which may be perceived to affect diabetes.
While going for the marriage functions or feasts and they forget to carry their modern
medicine tablets, they replace the medications with CAM option. women who are doing
their household chores find it difficult to adhere to prescribed medications and they alter
the modern medications to suit their timings. In geriatric age group, when people have no

one to support them so they alter their diabetic medication.

“But while doing the household chores. I think that I may take it later then I do washing
the vessels, washing clothes and other works like that I may forget in between the
works”’-72 yr old woman

“In those marriage functions when I go out with my friends the tablet is at my home.
Then I take some neem leaves and karum thulasi and drink water. It controls that sugar”-
56 yr old widow

“Yes. I reduce the drugs Yeah I think like daily I am taking this tablet daily what will
happen if I didn’'t take it for one day Yes yes If [ become unwell since [ was staying alone
here. If I take more tablets, It causes me to sleep a lot. Because of that I reduce the tablet.
“-72 yr old woman

People avoid consumption of diabetic medication with alcohol due to the fear of

interaction. The higher cost of the modern medication makes people to alter their dose
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due to its unaffordability CAM therapy is seen as an adjunct and substitute for modern

medication.

“When we take tablet and alcohol together both belongs to hot variety ( sudana vagai ) .
It may causes some side effects to the body (udampula poi vala kulapam kaatum ) So 1
didn't take my tablets when I take alcohol” - 54 yr old illiterate fisher man

“When [ was fishing I cannot take the tablets. While fishing It takes time If I take tablets
now it is not fair (ipo mathirai sapta sari agaathu). The time is already over. so I decided
not to take tablet that day. Then in the next morning I take the tablet “-54 yr old
fisherman

“Instead of taking the allopathy tablet 3 times in a day I take allopathic tablet once in a
day and then I take weekly two times guava leaf concoction, taking sprouted lentils
(mulaikatiya payaru vaikaigal) like that I follow” -58 yr old woman

“I didn't take it every day. I don't take it everything since I am not a bedridden sick
patient (keda rogi ) I am not a kedarogi So 1 didn't take tablets every day - 65 year old
women

4.6.6 CAM as a Self regulation to manage sugar levels:

People with diabetes use different means of self-management of diabetes based on their
understanding of the disease and their bodily symptoms. Initial engagement and
suggestion by the Physician is important in determining the therapeutic choice for the
person diagnosed with diabetes. If the initial treating physician focuses the patient
towards the control with non-pharmacological treatment like exercise and diet control,
most people prefer to try those non-pharmacological treatment options to take a control
over their diabetic status. On the other hand very stringent advice of the physician
especially in reducing food intake causes a detrimental effect in the patient’s adherence to
medication. Due to the perceived side effects of modern medicine some persons with
diabetes take recourse to CAM therapy or include their therapy with modern medicine

due to their inherent fear of allopathic medications.

If I go doctor he advised to take this tablet that tablet. Maximum [ take care with own
strategies (namamala mudinja alavula parthutu) — 53 yr old construction worker
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When persons with diabetes find that dietary management is not enough to control their

sugar levels they take recourse to modern medication.

“At first I prefer to take the foot control as a option. Then I am not able to control my
sugar with my food control. “ 54 yr old tribal man

For managing their diabetes people tend to follow different therapeutic and non-
therapeutic combinations and these include exercise, yoga, prayers, diet control and

taking herbs and CAM options.

“First I do exercise, second (Modern) medicine and then food control. “- 62 yr old man

People of certain religious groups tend to use religious practices, prayers because of their

strong healing beliefs and perceived benefits in reducing their sugar levels.

“Walking, this medicine and Jebam ( Prayers ) helps me to reduce my sugar level.
We follow osam (osam irupom ) .

What does osam mean?

Osam means we don't take food. We do jebam ( prayers), prayers.

How many days you follow it?

Friday I have osam meet (osa kuttam ). On that day I won't take food ““ -55 yr old
widow

Diet control which people prefer to follow and the actual diet regimen needed to keep
diabetes within control has huge differences. Peoples beliefs about diet control emerge
from their inherent understanding of diabetes and diet. People take alternatives to sugar
namely country sugar, limit consuming sweets, starch and carbohydrate rich food like
desserts, tapioca and millets to manage diabetes. If they take this starch rich food, then to
manage this risky behaviour they use CAM intake as a coping mechanism to reduce the
perceived higher sugar levels that they expect. Instead of taking modern medications
people take recourse to diabetic food supplements which are costly but are perceived to

be safe.
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“Diet control I take Country sugar (naatu sarkarai) instead of sugar. that's too I take a
little while drinking (chai or coffee). I take all type of food. I reduce intake of sweet
varieties. Then I take D protein. I take it by mixing it with milk apart from this I won't
follow any food control.” 49 yr old granite handler

Since allopathic physicians are very strict about diet control in managing the diabetes,
people take recourse to CAM as a form of determining autonomy over their food choices
under the belief that CAM options do not need dietary restrictions. People find it difficult

to change their food habits and their traditional food preferences like rice and tapioca.

“Now I am taking the herbs directly from the hills and making and taking this kashyam.
This medicine reduces my sugar level. I can take sweets, I can eat rice, I can drink chaya
(with sugar). Everything we can take sweet can do nothing to us. ““ 55 yr old widow

When people don’t have access to their diabetic medications, to reduce the adverse

effects of high sugar levels people reduce their food intake to manage their sugar levels.

“What you will do on those days without tablets?

1 didn't do anything I reduce my food intake.

Oh! You reduce the food intake because you didn't have tablet?
Yeah I limit the food intake.” - 72 yr old middleclass widow

The management of diabetes is also gendered. In many homes, the wife helps the husband
to control diabetes by providing them with timely medications, good dietary options for
diabetes. The wife prepares the CAM medications for the diabetic husband whereas in
case of women either the children have to take care of them or they have to care for

themselves.

“She cooperates a lot. Even in the medicines also she only knows what are all the
medicines I have to take. “-78 yr old high SES retired government employee

People get frustrated due to uncurable nature of the diabetes and also they get frustrated

because they are not able to control the diabetes.

“For me Sugar has to reduce It has to come to normal. But it is not reducing. To reduce
the sugar level only we are taking this tablets. If someone enquire me whether I am taking
the tablets I said yes But my sugar level is not reducing ““ -54 yr old illiterate fisherman
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“Sugar tablet which I take in the morning. I may take one tablet didn't take other tablet...
it is, due to the fear of side effects “— 72 yr old middleclass widow

People with diabetes, due to multiple reasons start skipping their modern medications. To
make up for this, they use CAM as a self-regulator to maintain their sugar levels. People
who used to take conventional CAM adhere to CAM to maintain their sugar leve.l But a
vast majority of people with diabetes are following medical pluralism and regulate their
sugar level based on their CAM use. This is done due to the perceived less side effects ,
safety perception and beliefs about the inherent natural qualities of CAM. People use
CAM as a self-regulator to manage their sugar level. CAM use gives the diabetic person
more autonomy over their body. Folk based CAM use gives them a flexibility in their
therapeutic choice and adherence so they feel more comfortable with following folk

based CAM therapies for their diabetic management.

“[ take the juice from the curry leaves, Guava leave decoction, aloe vera jel then I take
amla juice. Mainly I take Nilavembu kashyam (Melia azadirach). If I take one leaf also it
brings too much bitter to it. Then I take fenugreek seeds. I take these things
alternatively.” 49 yr old granite handler

People with better modern medication adherence at present from private facilities also do
try CAM options to control their sugar levels but when they find that this CAM options

are ineffective in managing their sugar level, they stick to modern medicines alone.

“Before my stroke She (wife ) used to prepare this CAM Medicines occasionally for me.
After I completely stopped it” - 62 yr old Foreign returned graduate.

4.7. Reasons for medical pluralism in rural Kanyakumari district

The ideas about diabetes as a disease requiring lifelong management is not acceptable and
this results in avoiding the label by managing diabetes through CAM options during the
initial diagnosis. CAM options used along with modern medicine provides an easy, less
expensive and safe treatment for diabetes. CAM options are also considered as adjunct

therapy with modern medicine to alleviate the perceived side effects of modern medicine.
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If a person has multi-morbidity that requires specialist care and better management of
diabetes, people shift to more conscious use of modern medicine as it enables them to
achieve control over sugar levels without the effort of making or processing the herbal
concoctions. Others, who find it difficult to manage modern medicine either due to costs
or limited resources or other circumstances (like living alone), do use CAM options as a

form of self-regulation.
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Chapter 5

Discussion and Conclusions

This study is a mixed methods study i.e. sequential explanatory design in which the
quantitative study involves cross sectional study to determine the extent of medical
pluralistic practices among self-reported diabetes patients followed by the qualitative study
to understand the reasons for such practice.

5.1 Medical Pluralism

The combined understanding of the mixed method study is medical pluralistic practice is
common but not the principal choice of treatment. The initial diagnosis of diabetes happens
with the modern medicine facility. Initially 25.2% of the participants opt for CAM and
16.5% do not start any treatment. More than three-fourths (78.2 %) used modern medicine
as initial therapy. The medical pluralistic care for diabetes starts at the initial period of
diagnosis itself. In the current study people perceive tension and emotions, altered food
habits as the cause of the diabetes. It is comparable with the perceptions from Delhi and
other sites where they perceive negative emotions, tension as the cause of diabetes.
(Greenhalgh et al., 2011; Mendenhall et al., 2016)

5.1.1. The wavering by use of CAM: Frequency of CAM intake differs across the
participants. Diabetic people do not take recourse to CAM on a regular daily as compared
to modern medicine users. In a study in Kollam 57% used CAM daily and for the rest, the
frequency varied between weekly or occasionally. (Vishnu et al., 2017) For those who use
CAM exclusively, there was a certain regularity in use. But for those diabetics who were
into medical pluralistic practices, modern medicine was the major treatment option and
CAM was the adjunct therapy to manage occasion when modern medicine was not
available for a limited period or as a substitute. People engage in CAM to reduce the side

effects of modern medicines. It is comparable with available evidence from Europe. (Fjaer
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et al., 2020) People with diabetes tend to do medical syncretism blending different medical
traditions it is understood from studies in England and Mexico. (Gaytan-Hernandez and
Garcia de Alba-Garcia, 2006; Porqueddu, 2017) This practice has been noted in other sites
as well among migrants of Indian or Pakistani origin in England.(Porqueddu, 2017) People
are influenced to use CAM options by friends, relatives and neighbours. This has also been
observed in in Bangladesh and UAE. (Radwan et al., 2020; Rafi et al., 2020) Altering or
moderating the dose of medicine due to the cost factor has also been reported elsewhere
in a study from Dong village, China. (Yu, 2021)

5.1.2. Learning about the Therapeutic effect on body through experience : People with
diabetes in the current study understand the disease diabetes via its symptoms and not its
long term effects and this has been noticed in studies among African communities from
developed nations. (de-Graft Aikins et al., 2023) The occurrence of symptoms is a helpful
in recognising the disease and seeking treatment. People give more importance to
symptoms and their subjective experience with diabetes like increased frequency of
urination, heavy thirst, tiredness, palpitation, head reeling are experienced as the symptoms
of increased sugar level and more emphasis is on the means to tackle the symptoms by
either taking CAM options or modern medications. People know about the side effects of
modern medications when they consume it without having food and perceive modern
medicine as not being suitable for them. The side effects of the modern medicine are the
important reason for people’s preference to CAM Others have also found similar reasons
in Kerala and elsewhere.(Porqueddu, 2017; Vishnu et al., 2017)

5.1.3. Shift to biomedicine: The gradual shift from the CAM to the modern medicine
occurs as the age increases. People with diabetes develop comorbidities either because of
poor adherence to medications or due to the age. Comorbidities, especially due to vascular

comorbidities leads diabetic patients to seek private modern medicine treatment because of
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their perceived quality and the need to manage multimorbidity. People in old age after
experimenting the different types of CAM for their diabetic care shift to exclusive modern
medicine use because of the need to manage both diabetes and its co-morbidities. As they
age, the resource base in terms of supportive families and funds are restricted. Into this
breach, the Makalai thedi maruthuvam scheme of Tamilnadu government provides better
access to modern medications at the home for the NCD care to people above 45 years of
age.(“Makalai thedi maruthuvam,” 2024) That is another reason for higher use of modern
medication by older persons and those with multi-morbidity.

5.2. Extent of medical pluralism

There is no clear available study on extent of medical pluralism among diabetes patients in
the Indian context in the public domain. The extent of the medical pluralism is found to be
22.7% in the present study. This is lesser than 30.2% concomitant use of allopathy with
CAM among diabetic patients in Madurai and that was a health camp-based study in an
urban area. The health seeking behaviour of the participants and the bias of biomedical
facility and inclusion of special diet, nutritional supplements in that study may overestimate
the extent of use of CAM.(Devi et al., 2015) In the current study specific diet, nutritional
supplements are not included under CAM. It may underestimate the extent when compared
to the Madurai study. The prevalence of CAM use among diabetic patients in a tertiary
health care-based study in Salem found that 70.1 % used CAM for their therapeutic needs
since it is based on tertiary healthcare facility all the participants would have already been
taking allopathic medications. The extent of medical pluralism is much lower than current
study compared to the Salem study possibly because the later was based on tertiary care
facility. so that is the reason for overestimation of extent of medical pluralism. The
concomitant use of modern medicine with CAM in rural Kollam study is found to be 30

%. In the present study in medical pluralistic practice is much lower than the Kollam study.
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It may be due to wide spread presence and governmental support for codified CAM like
Ayurveda as 26.7 % CAM users in Kollam study used Ayurveda. Herbal medicine usage is
predominant (63.2%) among CAM users in Kollam study which is comparable with the
higher herbal medicine usage in the current study.(Vishnu et al., 2017)

Herbal medicine usage is predominant among medical pluralistic users (87%) which is in
concordance with previous study in Salem where CAM usage pattern noticed were karela
juice(60.6%), methi (42.2%), neem(28.7%) and diabetic herbs (12.8%).(Balamurugan et
al., 2013) Among CAM users 17% were using homeopathic medicine while in current
study it was only a 1.2% of the participants engaged in medical pluralism used homeopathy.
It may be due to the relatively less number of homeopathy government facilities in
Kanyakumari district. (“District Statistical Handbook 2022-2023-Kanniyakumari district,”
2024)

5.3. Correlates of medical pluralism

Previous studies in Saudi Arabia, Madurai and Noida suggests that people above 60 age
are more likely to use CAM therapy.(Aljulifi et al., 2022; Devi et al., 2015; Sharma et al.,
2017) The present study found that people below 60 age use CAM more frequently when
compared to people above 60 .Though not statistically significant, there is an association
of medical pluralism and age in the study, with those younger using CAM therapies more
frequently in the present study. In Medical pluralistic practice people above 60 years tend
to follow a single therapeutic option, usually modern medicine. During old age due to lack
of resources people are pushed to take recourse to CAM, but in Tamilnadu due to
availability of modern medicine at doorsteps by the Makkalai thedi maruthuvam (Doorstep
healthcare) scheme which provides better access to medication to the people at the
community level. The Makkalai thedi maruthuvam scheme gives diabetes care services to

4,753,436 people in Tamilnadu as on April 12, 2023.(“Makalai thedi maruthuvam,” 2024)
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For those above 60 years of age, it changes the trend of CAM usage in old age and as
understood from the qualitative study. Older people prefer CAM only when there is no
supportive environment for modern medicine intake or lack of resources due to poverty or
lack of food. Madurai study in Tamilnadu was done in 2015 before the introduction of
Makalai thedi maruthuvam scheme. In Salem study as the age increases the propensity to
CAM use increases(Balamurugan et al., 2013) but in the current study increase in age is
inversely proportional to CAM use. As age increases the CAM use decreases.

In the current study women was more likely to take recourse to medical pluralistic practices
when compared to men. It is comparable with previous studies from Thailand, India,
Europe.(Fjer et al., 2020; Pengpid and Peltzer, 2021b; Wanchai and Phrompayak, 2016b)
But studies in Madurai, Salem, Uttarakhand did not indicate any high end use of CAM
among women. (Balamurugan et al., 2013; Devi et al., 2015; Walia et al., 2023) In this
study, women were more likely to use medical pluralistic practices. It could be due to their
employment profile since only one third of women in the study are employed. and among
them, half were employed as casual wage labour in public works (MGNREGA workers)
Their income is dynamic with employment for a maximum of 100 days per year. So vast
majority of the women in the study population depends on husband and family for their
healthcare needs. Given that when compared to modern medicine the cost of treatment for
CAM options is very less, women were found to be using CAM therapy more often than
men.

Being with Heart disease is negatively associated with medical pluralism in the current
study. It is comparable with Kollam study in which the presence of any comorbidity is
negatively associated with CAM use(Vishnu et al., 2017) The quantitative study indicated

a strong association with heart disease as a co-morbidity with non-use of CAM. People
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with heart disease tend not to take CAM because of the fear of interaction of CAM with
modern medication.

5.4. Reasons for Medical pluralism

The reasons for medical pluralism among diabetes patients in the current study include easy
availability, low cost, fear of side effects of modern medicine, user friendliness, free from
adverse effects and other treatments are not working. It is comparable with the reasons
evolved from the previous study of CAM use among elderly in Noida.(Sharma et al., 2017)
Most effective than modern medicine was a predominant reason for using CAM in the
Noida study but not reported in the present study. It may be due to the reason that the
Noida study was on elderly but this study in on diabetic patients. In Kollam study,
ineffectiveness of modern medicine, user friendliness and free from side-effects were the
major reasons and these are comparable with the current study.(Vishnu et al., 2017)

Low cost is one of the important reason for CAM use. The median cost of allopathic
diabetic treatment reported in the Kollam study in 2017 is nearly 250 rupees. Due to the
soaring medical inflation in India(Poongavanam et al., 2023) people may prefer to use low
cost options previous studies suggests that cost of CAM therapy for diabetes is much low
compared to that of modern medicine. (Vishnu et al., 2017) Low cost, easy access, tradition
were significant factors for CAM use among African populations which is comparable with
the present study.(Tangkiatkumjai et al., 2020) Dissatisfaction with modern medicine,
perceived safety of CAM and expectation of benefits of CAM are the potential factors
influencing CAM use found in a systematic review which are compatible with the

qualitative findings of the present study.(Tangkiatkumjai et al., 2020)

75



5.5. Strengths and limitations of the study

5.5.1. Strengths: There are nearly 74 clusters from 27 grama panchayats selected using
multistage cluster sampling. It provides detailed geographical spread of the sample which
helps in generalizability of the findings.

The methodology use sequential explanatory study provides better understanding of the
nuances and reasons and factors associated with medical pluralism.

The design effect was computed to be close to 1 as assumed for the sampling plan. This
adds strength to the validity of the findings.

There are only limited number of studies to quantify the extent of medical pluralism in
India. This study adds evidence to the extent of medical pluralism in India. Studies on the
extent of CAM use in rural population in India is very limited. This research helps to fulfil
the gaps in that area.

5.5.2. Limitations: Social desirability bias is a serious limitation in this study as many of
the participants may have reported better modern medicine use for this reason. ince the
measures are self-reported and recall bias is also another limitation.

5.6. Conclusions

This study found that the extent of medical pluralism among self-reported diabetes patients
in rural Kanyakumari is 22.7% Women were more likely to take recourse to medical
pluralism because of the lack of resources, particularly when they age and familial support
becomes limited. The medical pluralism found in the study is like a tip of iceberg as nearly
more than 25% of the participants used the CAM medications as their first treatment and
other 16.6% reported not using any treatment initially. The implications of medical
pluralism is not clearly understood since people experience side effects in using the CAM
medications and the clear understanding of CAM - modern medicine interaction is not very

well known either among the lay populations nor among the modern medicine practitioners.
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The medical pluralistic way of diabetic management is prevalent in the community and
used as a means of self-regulation for diabetic management.

5.7 Policy implications

The Makkalai thedi maruthuvam scheme of Tamil Nadu government helps in better
access of medications for NCD care at the grass root level. But this scheme is reported to
liver medications only once in 2 months at home through the women health volunteer. If
the medications are provided every month at home, it would be helpful in ensuring the
better quality of life of diabetic patients and reducing their out-of-pocket expenditure.
People with diabetes use CAM for their diabetic management in rural community. The
policy makers and program managers should be aware of the changes in drug
consumption patterns among diabetic patients in rural parts of India. The side effects of
CAM reported among the diabetic patients and the efficacy of the CAM in diabetic
management is not clearly known. Policy makers should be aware of syncretism practices
prevailing in the society in diabetic management in order to better cater to the needs of

the communities in rural Kanyakumari district, Tamil Nadu.
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Study title:
Mixed-Methods Study of Medical Pluralistic Practices among Self -reported Diabetes
patients and reasons for these practices in rural Kanyakumari district, Tamilnadu

Researcher: C.S.Nagarajan

Affiliation: Achutha Menon Centre for Health Sciences Studies, Sree Chitra Tirunal
Institute for Medical Sciences and Technology, Thiruvananthapuram

Greetings,

I'am Dr C S Nagarajan, pursuing my Master of Public Health degree at Achutha Menon
Centre for Health Sciences Studies. As part of my academic research, I am conducting a
study titled “Mixed-Methods Study of Medical Pluralistic Practices among Self -reported
Diabetes patients and reasons for these practices in rural Kanyakumari district, Tamilnadu
” focused on understanding the various treatment methods like modern medicine, siddha ,
ayurveda and various nattu vaidhyam methods used by the self-reported diabetic patients
in rural Kanyakumari and also to explore the reason behind the use of various
nattuvaidhyam and various treatment methods among participants who know they have
diabetes in rural Kanyakumari district.

Study objective:

The primary objective of the study is to study the extent do people with diabetes mellitus
use different treatment methods like modern medicine ,siddha,ayurveda,nattu vaithyam
methods for diabetes treatment in rural Kanyakumari district and to understand the
reasons for the use of such practices. This is being done to help public health
professionals suggest better ways of managing the diabetes in the community.

Why This Study is Conducted

Diabetes mellitus is a metabolic disease characterized by High blood glucose and it is one
of the major long-term diseases affecting the health of the public. The proper
management of diabetes i1s needed to prevent later life complications like kidney diseases,
blood vessel diseases, nerve problems, and eye diseases and diabetes affects the quality of
life of the people. So therapeutic and non-therapeutic management of diabetes is very
important to prevent complications in the later part of life.

Medical pluralism is defined as the employment of one or more systems of medicines
simultaneously for healthcare. Medical pluralistic practices prevailing in society are very
diverse and rooted in the culture. Medical pluralism affects the health care of the
population positively and negatively. This study focuses on understanding the extent of
medical pluralistic practices among self-reported diabetic patients to understand the

88



various reasons behind this practice to get a better understanding of gaps in the diabetic
care processes in the community.

How the Study Will Be Conducted?

The People who know they have diabetes from the rural areas of Kanyakumari are selected
randomly The people with diabetes who are willing to share their details are enrolled. An
interview with the person is done to collect the relevant details. The responses will be kept
confidential and if further details are needed later I will contact you for your valuable
information.

Requesting to take part in the study

I am inviting you to be part of this study. Before you participate in this, you are free to
discuss this study with your households. This information sheet may contain the words that
you would feel difficult to understand. If you find anything difficult to understand, you may
stop me in between, and I could take time to clarify your doubts before moving ahead. If
you have any questions later, you may ask me or contact me. The interview may take about
30-40 minutes and [ may have to contact you in the future for any clarifications.

Following this interview, some of you will be re-contacted in a month or so, to follow up
on the information already collected for another interview at your convenience.

Voluntary Participation

Your participation in this study is entirely voluntary. It is your choice whether to participate
in the study or not. The choice that you make is in no way going to affect you in any manner.
If you feel like not responding to the questions in the study in the middle of the survey, you
are free to do so. You are free to withdraw at any point during the interview without any
consequences. No incentives will be provided for taking part in the study.

Confidentiality

Your privacy is of utmost importance. All information you provide will be treated with the
strictest confidentiality. The information you share will only be used for research purposes
and will not be disclosed to anyone else.

Risks
There are no known risks associated with participating in this study.
Benefits

While there may not be immediate direct benefits to you, your participation will contribute
to a better understanding of the medical pluralistic practices among self-reported diabetic
patients in the community and thus help other diabetic patients living in Kanyakumari
district. If, after the interview, any of the health care practices described are assessed to be
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unhealthy or unsafe, I will provide advice as to the potential risks involved and suggest
visiting the nearest Govt Health Centre for follow-up.

Funding

I am doing this research at my own expense.

Contact Information

If you have any questions, or concerns, or require further information about the study,
please feel free to contact me and for any queries on the authentication of this study, you
can get the Member Secretary, Institutional Review Board (IRB) of SCTIMST

Principal Investigator

Dr C.S.Nagarajan

MPH Student

AMCHSS, SCTIMST,

Medical College (PO), Thiruvananthapuram-11
Email id: nagarajancs98@gmail.com

Mobile: +91 9940919061

IEC Member Secretary
Dr Srinivas G
Member Secretary
Institutional Review Board, SCTIMST, Trivandrum
Contact Number: 04712524689 (office)
Email id: srinivasg@sctimst.ac.in

Thank you for considering participation in this study.

Sincerely,

Dr. C.S. Nagarajan
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ANNEXURE Il

IF&S CLO6Ter &HEMTHTT S Mlallwev 4Uley enlnwld, wf S GIm
S [HHTET LHS S 6U Mlellwev LMHMILD Q& TLSIeLHIL LI [BlMIeueoTLD,
B meueTHS LD

LURIGHMUMTETT &$&H6U6V GMILIL] (LD &HVBlemev 3LUI6 -Quantitative Study

e 6T emeuLiL]:

SLOLDBITLI960T &HetTeol MG L] meul L g&Hev Biflble) Gmmulmerflsser
LDSH W6V Bleveyld LD[HESI6U LIGT(LNE &60TemLD [H6ML (LD 60N &6iT
LDMMILD &M TEOT &ITI600T MG 6T -FH6eVLIL|(LDMM 3LU16)]

LT MWEFGFNWITETT:5).6T6N).[H T [T ITEQ 60T

@ EMEUUTLIL]: 9555 GLO6TE &FHTHTT 3Mlaflulcy gule] emouwlld, wf
FGTT HBBT6T HS S0 SMledliey IMMILD Q&TLOleLEIL LI
Bl016U6DTLD, B (HeU6T HS L TLD

6U600T&H & LD,

BTE0T LO[HSSIEUT. §).6TeN. [HITE T ITE60T, & &G GLO6UT60T GlamMeV s
FWeTgFen eUL LR 6nDUSH 6V (LNSIGHEM6V QLTS &&HTSTTL

UL L g Liem Ul LG &8 UGB CMe6T. 6Teordl 8606 I muld &l ulleor
@0 UGSH WS, " SLOILDBITL 19607 Seoteol WM& LI Inmeul L& &ev
Bldley GrmuwimeflaeT g H ulley Blevalld LDHSSI6N LIGT(LNE &60T60L0
60 L_(LD6DY MEEIT LDMMILD &M T60T &ITJ600T RIS 6IT -&H6VLIL|(LD6D M
a6

" 6TeOTM SHemeVLILey LisuBaum FFREFeMEF (LN M &Hem6rTLI
L& Q& TeTeUSH 6L SHeU6iTld O FaSHS) 6UHH CmeT. HCuTLS),
FH5T, QW TGS IDMMILD &HeoTeof WM& STTLILIM &FJE85H60T
GrmwmerlgseT LweTUMSSID LvCeum BITL_(h 606UsH W (LD6d) D& 6T
LOMMILD SeoteoflWmM@GLOIf ImeUl L& &6V 2 6TeT SFmLLiLmmbigerfley
Fi&H&EMT CHITU @EUUSTHS Q&KHE LMRGHMHUTETTSH6 emL G
LIsuGeum BT (hemeaugs S U InMHMID LIVGaIM FH Fang

(LD MEEMETL LIULIGTLI(H S SI6UHME 6T &ITIJ600TE MG T T

6UTH S 6T G6IT6OT ..

a6t GHTESHLD:

FHeoteof MG L] MUl LS5 60T HFToLILmEIS6Tlev Fiéseny ChTUl
9 GTEMaUI&H6T CVMTUD), FGH5T, TG, BITL(H emneudsH UL
GumeTm LLGeuM PR FeNTF (LNEMMGHEM6T FdG60[ CHITU
PREFEG 6THS 3668 G L LIWeTURS SR MITITHET 6T6dTLI6N S
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QLT TLGISID, &5 &M W [HD)L(LD6D M EE06TLI
LIW6TLI(H & SI6US M & IT60T & ITI600T Mg 66Tl LiflHSI6 & meTau gl
LU16960T (NG 6TemLD GBITESHINMGLD. QLTS &&HTSHITT 616V [HT 5 6ITIT6V
Fenss55H 60 Biilidle) CEranws &L OLULGSSIUSDETET FDbs
alblsemeTll UlhaenIsHs 2 56|alsHMeHTsH @Sl
GMHE&TETTLOQSH MSI.

ger Qb ey FLSSLILGSE DS

Blbley GBI TG 2 L 606V @ USHSH FIEHMT 66 2_UITeUSSTeV
gHUOLD @@ eueTiHens WTHM CHITWTEGLD, GLoaIlh @S
QUMEILNE 5 6Tl6T QW CIMER WSS LITH &G (NHS W HevorL_&mev
Grmlsserflev epedrMM@GLD. P\ MIBTs CHTUISET, @T&HS BT CBHITUISET,
BILOL| G&MTETTMIG6T LDMMILD &6vor GBHITULIG6T Lnmmid Biflble) Grmul
GumeTm LNM&TeL QUMD FlEHHEHMNS &H68 Hiflbley
Grmullest Fiflulmeor GLD6VITEIOTEMLD |GG WLILDITEOT 6260TMI. 6T60T GG,

M &em s Wler LInu@GHuilev gL A&Hs5605ama1s HH &6
Blbley GBHMUl&ESTeT G Fens LnMMID FHFeng evevns LM
GLD6VITEDOTEOLN (LNEM M EHLD L&A LD (LNES WILDITEOTS.

LD(HSHSIQIL LIGOTENLO(LNE SH60T60LN 6T60TLISI 660TMI 6LV G FHM &S
CLMHULL LDGBHS (PmM&HN6T RCT CHIEH 2 L LHSH M
LweTLUM S SI6US TS UenTFWLMISSHLILIGSMS!. Fenss T 6V Bleva]ld
LD[HSH 6 LIGTEMLO(LNE S560T60ILD [HEML_(LNEMM &6 &6 LD

LOTMILL 66U LDMMILD SHeVTEFESFTTESH 6V Gauemeormlwenel. LDIHS 6N
LIGOT(LN & S560T60IL0 D8G5 61T160T 2 L 6LHeVSHemMS CHITLO60 M UITE 6 LD
TN DWNSEE|D UTHSESME. @b lile FenssSe Biflflal
Lrmilliy QEFWe6eLLNe M &H6rTI6L 2 _6TeT )60 LGleU6r & 6m6rT [H60TE
L& Q& meTeT @) h& HenL(nemmuiledr Lileoteoreoollullev 2_eTerr
LIuBeuml STesotmIsGeneTll LfhaIQsmeTeusm& Hiflwley
Grmwimerflgerflem LG LO(HSSI6U LIGTEnLD (NS SH60T6mL0

Ben L (nemmEserflet gjemafenL Ll Liflb& Q8 meTeuH 6L &eueorld
QFVSHHHB M.

SLUI6Y 6T LSS LILIBILD?

seteflumguilulledr Symolymmisefley @QbhS SHHEHEHEHS
FJSH&HEN]T GrBIul QOLUUSTHS Q& HEHaUTE 6T (Random)
SMHEFWVTSHS CaIHOSH&HSELILUGSRMTISHET, &MH1& 6T
afeugmgsenerll URTHS smerer efl@pun Hiflle Crrmuwmeflser
USe| QWU @eTemery. SFUbsUULL elleuImaEenerll QLM
SlauseflLd Cameatallsem CaHLGLILLM UH e QFWwL@mWD. LS 6eVSH6T
THEAWWTES emeaussLIUMWm, CGuawld elleugmaEer GHemeuliLil L T6v,
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o mGefledr WLHULES  SHHUNGG 2 HISM6T LY eoTe0T [T
Q&MTLILQ&TeTGeU60T.

puiafleL LUBICHEM G MM C& L (H &6 & TeiT8 Gm 6T

@b Ulalley LUBICHEME 2 _HIGHM6T MPEHHCM6r. BhIsG6eT @& 6y
LUBICHMUSMG (PeoT, @bs  3Ulemalll LMol o _MBI&6T
GO LUSDeTHL6T leuTHESHMD. @QHS SHeaUVGMILILN6v HHiserT
HUflb& Q&MeTem &HIQ6TIOMS: 2 600T(HLD 6UTTHMSE6T @) ([HESHEVITLD.
BriseT UlhsIQ&smeTeald &Hlqerlnns @ BHSHTev, [HhIG6T 6T6dTem 60T
@emLuwiley BlMIGHeVMD, G (PETCTTHERTF QFV6USHMNHEG (LN6T
2 MBIGEHHEG FHCHEMGET @mLlear s s6fleubhss
2 56 CaleT .2 MEHEHHEG Learer) gCHemiln CHatallEHer @) HbHSTev,
BriGeT  eTedreofILd  GHLSGEVMD VLS  6TEOTeM6T  QSTLTL
Q& MeTemeVITID. GBS TEIOTNSHE &I 30-40 MBI BIGET SL&6VTLD,
GuaID gCsID QFH6TlesHEHEHEE THITHTVSH N 2 _HIGHEN6T [HIT6oT
QSTLILG&TeTeT Geuevor Uil [H&s @ LD.

@Qbs GEBIsTamameVs QSMTLIbHE, 2 m&Haled HFlev o MBS
FH&HCHML LOMQMITIH GBI & TEOOTE & &5 T8> JM&H6oTG6N
GrafleaalUl L SHaemeull NaTQSTLY, @@ LTHHEH0 6vevgl
LN eoTeor@IIT Q&ML Q85 TeTG6U60T.

S60TeuTITIT6U LIRIGCS ML

@Qbs puiedlev BEIGeT LUBIGCHMHUS WMHMIeD &60T60T TFeULDTETSI.
puiedlev LIBIGSHMLIST @)6V6M6VWIT 6T6TLIG 2 MmIs6T ellpLILILD. g6
QEFWUWLD CHF6a 2 MBIGHM6T 67HS euensUWIad LITH&SHTS. b lledleor
Bhellev gulailey 2 6tem ComeaTallEHEhahE LSeveflsaallevemey ereor
BoIsG6T 2 6oTIHS ML, BHIGET euaumm Q&FUIUIEVTD. GBIJEsmTevoredl6or
Gumgl ehs ChIsHNND A@GLULD  Gevemey erefley  [BHIsGe6T
aflevEHeuTD.QHS ileflev LIBICHEMUSME 6THS 261655H 56 5 Mem & W|LD
GULPMRIGLILIL TSI

@78 F WSS 6TemLn

o mIsG6ET Seoflwflenn Wsa D WHERWINTeTE. BHISGET QIPHIGLD
MOTEHS  SHHAIMVSEHND HHIEMWOWITET  J8HGF WSS 60T60 L0 L 60T
BL&SSLILIBILD. briiser LIS (HLD & 56160 QL TTUIES
ChMTHE&HMBIGHERHHTEH WL HCL LwWearLUGSSLLUGILL wmmin Ceuml
WMHS G0 Qeuefluil UL s,

QUTWRISET: @b el umICsMUSTL Ml L
LIS SIHET 675160 @)6V6M6V.
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1 60T60) LD & 61T

O MIGEHHEG 2 L60Tlg GBIIQUITET LIVEITEH6T Hem L &amelll_ L TeiiD,
o MmIGET URGHML, FenssHen bBiflfle GmmwmeflaserflenL Gul
DRSS LIGTINS SH6TemlD HeOL (LNemM&EemerTLl LM HeormmssLl
L BSIQ&meTeUS MG, &Heoteof MGl mall L&Hev aUmLd Wwmm
Pfldle GrmwmeflsEprsGlh 2 .5aln. ChIsTaasE LImG
alleuflg s ULl (HeTer FHISTIL UTHS&TLL  HeoL (pemmaserflev
gCssuIlDd ACTMHERWMHMSTHCeUT TV AV
UMSSTUUOMSTHCT WLHIUNLLULLTL AHOD gHLLEHTnlgUI
SUMTWMBIGET GSMIHH BTeoT UCTF6T QULNMHIGEI6T MHMILD
NeTQSTLIUSNHESG AMBPV6TET TEH &HSTT WSS
urmgeneuuIQmm Uiflb e e & Gmeor.

BIS WS aersl QFMHS GFvalley @bS WTTUFRMW QFULS
U ([H S CMeoT.

QML $8&6U6V

o MGHEHHEG JCHMIN CHaTallFHeT VS FHGHEMGHET @) (HHS TV
g pllemalll UMM Fo(@H6V HHaUL CHemeuliLIL L ITev,
HU6|QFUIS 6TEOTeM60TS QST LGS T6TeTeD CLaILD @)\HS 2 Uieeor
IBESHTID GNHS JCHMID BHeTallsEhsH &, HmIsG6eT SCTIMST @)60T
Bloialer QBMILNME & WIEC) 2 MILILNeTT Q& We6VTeTen] Q& MLIL]
Q& ITETETELITLD

(NS EOTEM LN 3, UIGUTEITT

LTSI &).6T6N.[5ITET ITE60T
MPH LD T600T6U [T
AMCHSS, SCTIMST,

DS S8 &euarif] (PO), S (HeUeTHSLTLD-11
Ll 63T60T(6H & 6V 319 nagarajancs98@gmail.com
QILOMEMLIGL: +91 9940919061

IEC 2119607 Q& WeVTeTy

Lm&LT wipleumen &l
2 mILIN6TT Q& WEVITETT

Blmicuer QBMILPEME G, SCTIMST, EHeI6THSL LD
QSITLITL] 6T600T: 04712524689 (I &VIGI6VELD)

L 60T60TEH & 6V 8314, : srinivasg@sctimst.ac.in
@bs slellev LUBICHMLIMSEE &([HEHH 6V G185 MevoTL_&M & HeoTm).

9_600T60LO L 6ITET,

LTS LT &).6TeN.[HITE T T 60T
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ANNEXURE IIT

Achutha Menon Centre for Health Science Studies (AMCHSS)
Sree Chitra Tirunal Institute for Medical Sciences & Technology (SCTIMST)
Trivandrum -11

PARTICIPANT INFORMATION SHEET -Qualitative study

Study title:
Mixed-Methods Study of Medical Pluralistic Practices among Self -reported Diabetes
patients and reasons for these practices in rural Kanyakumari district, Tamilnadu

Researcher: C.S.Nagarajan

Affiliation: Achutha Menon Centre for Health Sciences Studies, Sree Chitra Tirunal
Institute for Medical Sciences and Technology, Thiruvananthapuram

Greetings,

I'am Dr. C S Nagarajan, pursuing my Master of Public Health degree at Achutha Menon
Centre for Health Sciences Studies. As part of my academic research, I am conducting a
study titled “Mixed-Methods Study of Medical Pluralistic Practices among Self -reported
Diabetes patients and reasons for these practices in rural Kanyakumari district, Tamilnadu
” focused on understanding the various treatment methods like modern medicine , siddha,
ayurveda and various nattu vaithyam methods used by the self-reported diabetic patients
in rural Kanyakumari and also to explore the reason behind the use of various nattu
vaithyam and various treatment methods among participants who know they have
diabetes in rural Kanyakumari district.

Study objective:

The primary objective of the study is to study the extent do people with diabetes mellitus
use different treatment methods like modern medicine, siddha, ayurveda,nattu vaithyam
methods for diabetes treatment in rural Kanyakumari district and to understand the
reasons for the use of such practices. This is being done to help public health
professionals suggest better ways of managing the disease in the disease in the
community.

Why This Study is Conducted

As I said before Medical pluralistic practices prevailing in the community may affect the
management of diabetic treatment so understanding the medical pluralistic practices
among the diabetes is much more important in diabetes management. This part of the
study tries to explore the various reasons for the usage of medical pluralistic practices
among diabetes patients and it will enrich the information which I have already collected
to get a better understanding of the medical pluralistic practices prevailing in the society.

How this study will be conducted ?:
As I have conducted a study among self-reported diabetic patients in rural areas of the

Kanyakumari district. People with certain special medical pluralistic behaviours who are
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willing to share information regarding medical pluralistic practices were selected for
conducting in-depth interviews to obtain further information about their medical pluralistic
behaviours in managing diabetes. I mentioned this to you in the earlier interview and
obtained your consent to contact you.

With your consent, the interviews will be audio-recorded for further study purposes. The
interviews will be confidential and conducted in a private setting to ensure your comfort
and privacy.

Requesting to take part in the study

As I have already conveyed. I am now inviting you to be part of this study. Before you
participate in this, you are free to discuss about this study with your households. This
information sheet may contain the words that you would feel difficult to understand. If you
find anything difficult to understand, you may stop me in between, and I would take time
to clarify your doubts before moving ahead. If you have any questions later, you may ask
me or contact me. The interview may take about 35-45 minutes and I may have to contact
you in future for any clarifications

Voluntary Participation

Your participation in this study is entirely voluntary. It is your choice whether to participate
in the study or not. The choice that you make is in no way going to affect you in any manner.
No incentives will be provided for taking part in the study.

Confidentiality

Your privacy is of utmost importance. All information you provide will be treated with the
strictest confidentiality. The information you share will only be used for research purposes
and will not be disclosed to anyone else.

Risks
There are no known risks associated with participating in this study.
Benefits

While there may not be immediate direct benefits to you, your participation will contribute
to a better understanding of medical pluralistic practices among self-reported diabetic
patients and their various reasons. If, after the interview, any of the health care practices
described are assessed to be unhealthy or unsafe, I will provide advice as to the potential
risks involved and suggest visiting the nearest Govt Health Centre for follow-up.

Funding

I am doing this research at my own expense.
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Contact Information

If you have any questions, or concerns, or require further information about the study,
please feel free to contact me and for any queries on the authentication of this study, you
can get the Member Secretary, Institutional Ethics Committee (IEC) of SCTIMST

Principal Investigator

Dr. C.S.Nagarajan
MPH Student
AMCHSS, SCTIMST,
Medical College (PO), Thiruvananthapuram-11
Email id: nagarajancs98@gmail.com
Mobile: +91 9940919061

IEC Member Secretary
Dr. Srinivas G
Member Secretary
Institutional Review Board, SCTIMST, Trivandrum
Contact Number: 04712524689 (office)
Email id: srinivasg@sctimst.ac.in

Thank you for considering participation in this study.
Sincerely,

Dr. C.S. Nagarajan
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ANNEXURE IV

IF&S CLO6Ter &HEMTHTT S Mlailwev 4Uley enlnwld, wf S GIm
S [HHITET LD [HSSI6U Mlellwev LMHMILD Q&ML EIL LI [BlMieueoTiD,
B GeueTHS LT

LBIGSH MU H&H6U60 GMILIL| -@ IevoTLTIDBlemey 3416 -Qualitative
study

94, W6 HemeuLiLy:

SLOLDBTLI960T &HevTeol MG L] meul L g&Hev Biflbley Gmmulmerflsser
DSH W6V Bleveyld LD[HESI6 LIGT(LNE &60TemLD [H6ML (LD 60N &6iT
LDMMILD &M TEOT &ITIT600T MG 6T -FH6eVLIL|(LDMM U6

QLT MERNWITETT:&).6T6N). [HITE T T 60T

@) 6M6UOTLIL]: D55 CLO6TeT &-&HMHTT Mlalluley gLl 6nlDUILD, LWof
FGTT HBBT6T HS S0 SMledliey IMMILD Q&TLOl6LEIL LI

bl 016600, &) ([HEU6DTHS LT LD

6U6DOTSH G510,

BTEOT LITSLIT. &).6T6N. BITSIJTE60T, &5 5 GLO6OTE QlameLs
FWeTaFen eVL LR ML UISH6V (LNSIHEM6V QLTS &&HTSTTLI

UL Lung LienUl LSS BB CMe6. 6TeoTdl &606 I muld & ulleor
@0 UGSH WS, " SLALDBITL 19607 SHedteol MG L] IDmaul L& &6V
Bldley CrrmuwimeflaeT nsH ulle Blevalld LDHSHSI6 LIGT(LNE &60T60L0
H60)L_(LD6D M E6IT LDMMILD J& M ET6OT &ITIJ600T IS 6T -8 6VLIL|(LD6DY M
2pU16Y

" 6TEOTM S6meVLILINGL LIsuBeum FIHEFemE (LN M &HEm6TLI
L& Q& TeTeUSH 6L SHeU6iTld QFaSHS) 6UHH CmeT. CTLS,
FHHT, W TCISLD LDMHMILD SeTeof MG SFTLILm FIEaEHenT
GrmwimerflgseT LweTURSS&ID LevCeum BITL(H emeudH WD
(LENMSHET LDMHMILD SHedTeot WG] IDMaUL L SH 6L 2_aT6r

S ymliLmkigefle FFe&semT CHITU @ULILMS SIMHS
LmIGsMmUMeTIseflenL_Cul LisvGeumi HITL(H emeuds S UL oM miLd
LeLCeum AR Fen g (LNemME6m 6L LIW6oT LI & &l6U & M & Teor
SHITT600TEH6MS LT MWD 61[HSI6TE6IT60T.

Sy WiefletT GHMTE & LD:
Sttt WMG L] maUl L& 6T SITLIL|MBEIS&S6T6) Freseny Bl

2 GTEMaUTS6T CVMTUS), FGS5T, W TCausLD, BITL(H emeussH WD
GuImesTm LLGeuM FIFRFM & (LN MGHEMET FJE:5H60T GBI
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PREFEMFEG 6THS 2(6T6& G L1 LTS SHPMITISHET 6T60TLI6N S
QTMLIGCH I uleleT (NS 6oTenLn GBHITESHIDMGLD. FeLNd &S 60
FIHHMT CHMenWS &L HLLMGSSISHMETET FNMHSE el &Hemn 6L
U b&enI&He QUMS &&HMSTT [BL 60T I8 Eh&HE 25 eUSMETH @)
QEWWLLGSMSI.

g6 Q\HS S| FLSSLLOSMS!

BIT6OT (LN6OTGL Mg GLIMTEY, FeNGEH 6V [Blevald LD(HS SI6N
LIedTem D& S16U Hen L (e m a6 Hiflle & & 6o & ulleor
GLD6VITEOOTEMLNEM WL LIMTH & &6V, eTeorG6u Hifldley
GrmwimerlgserflemLGW LD([HSSI6U LIGTenLN S SI6) [H60)L(LD6m M 856M6ITL
L BsiesmeTeug Bifldle] BlFaumssEev W&Ha|D (&G WD TS
@Qbs uieller UGS, HlWe Grmuwimertlsserflen_Gw DB SI6
LI60T6M LD & 16 [H60)L_(LD6D) ME6M6ITL LILIGOT LI(H & &16UEH M & MeoT LI6LE6um
SITJ600TMHIGEM6T T TW PWMHF SRS, CLosvDd @S Felns &5 6V
BleveLd LD[HSSI6U LIGTEnLN G SI6 Het L (LDemm&Heme6TLl Limn)l [H60T&
45 Q& TeTerT [BITedT M &6TCel CF&HIf5HH H&H6U605Hem6T GLoayIL
CuUBSSID.

Q\HhS U6 eTeueumml HL&SLILI(HILD?:

seteoflwm@ll wmall LsHer  Somolymiiseflsy Brlley
Grmwmeflgeflld BLESLILLL 6T6rdl  (N&H6V  Blemev  Lulalev
DS LTSS B (Nenm&eT UMM  SHSHeueusemerLl
LS JHS Q& MeTeTs SWMITE @ He G Flev FMLIL LD[HESSI6U LIET (NS
ST FLENSHHM6TE Q&meoor. BUFSe6T, Bifldle Grmemnuwls
SLOUUOSSTH6 JalfHefledr WmMSSHe LTINS &H6TemlD
BeOL(NemM&6eT UMW FaBlEHev HEeuevEHemnerll Qum  edlifleumeor
GIBIJ & ITEOOT6V & 60) 61T BLESUSDSGHS CHIHOSHH&HSLILILL6OTH.
WHSW CBHIsTeuredled @emng BT 2 misGe L &GmILLIL GLedr,
O MGMETH QSTLILUQSTTUSMEG S MGl FSHamGHLI
QuUMBMeOT.

2 MGET @ULSVLET, GCeuHed lley ChHTHSHMIGEHHETSH
GBS MTeoTeL&H6T LI CWmalley LIFle] QEWwLIL®LWD. GBIIss TeooTevss 6T
@USFWLDMeTemnel IDMMID 2 MIG6T UFSH WmHmID Seoflu]iflenmnenul
2 MIFLILGSSID auemsuilev HeofllILL L Sjemlolililey BLSSLILIBILD.

pieleL LIBICEHEMGLMTM G L (h & Q & M6t Cm 6T

BT JMHHeTC Q5 leNGHHE CLIME. @b UleleT @b LGS WS
BT  @UGLTEH 2 BI&HmeT ISWnsHCmer. BhiGar @&y

99



UBICHEMUSMHGS e, @bs  plemelll umnl 2 m&ser
GSOLUSHOTHLT alaUTHEHEHEMMD. @HS HHaUeL SHmerflev [Hhiser
Llb& Q&TeTem &HIQeTDMS: 2 600T(HLD UTTHMSEH6T @) (HESHEVITLD.
PrseT UflhsIQ&smeTeld &HlqeTlnng @ BHSTev, [HHRIG6T 6T60T6em 60T
@enLuwiley BIMIGHeVMD, G (NETCTTERF QF6ISHMEG (LN6T
2 MGET FHBHEMEMETS Q6afleyLbBSSIUENES& BT CHIsHemns
THSSHQSHTTHCMEIT. 2 MEHEHEHEG LTy gGoHsmiln CoeTallser
@ BHS M6V, [HRIGET 6T6oTev LD GHL_S6VITLD 3{6V6V G 6TEOTEM 60T QG TL L
Q& MTETEMEVITLD. GIBIJ&TE0OT6L & IOMIT 35-45 BILAIL_MISG6T Q4&H60MLD, GLOgILD
gCgsuIld 68 & MBI EH 8 G TR ISMTVLEH 6V D MIGEM6TS
QSTLILG&TeTeT Gauevor QUi [He &L

S60TeuTITIT6U LIRIGCS ML

@bs spuiiedlev BEIsGeT LUBIGCHMHLS WMHMIeD &60T6oT TFeULDTETSI.
puieilev LIBIGEHMLIST @)6V6M6VWIT 6T6TLIG 2 MmiIs6T ellpLILILD. BhigseT
QEFWWLD CHJ6] 2 MIGMET 6HS aUemGHUINID LTH&HEMS. Lilalev
LMRIGHMUSMS 6THS 2618 SH61&HM60 & LD 6ULPMHISLILIL TSI

@78 T WG 60Ten LD

o mIsGET Seoflwflenn Wsa D WHERAWINTeTE. BHISGET QILPMHIGLD
MTHS  SHHAMSEBN HHEMWWITET  J8GF WSS 60T60 L0 L 60T
BLSSLILIBILD. Briiger LS HLD 5566V QTTUIES
CHM&EHMIGEEHHTEH WL BHIGL UwWeTUBSSLIUGW WM Geuml
WMHS G0 Qeueflull UL msl.
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ANNEXURE V
Achutha Menon Centre for Health Science Studies (AMCHSS)
Sree Chitra Tirunal Institute for Medical Sciences & Technology (SCTIMST)
Trivandrum -11

Mixed-Methods Study of Medical Pluralistic Practices among Self -reported

Diabetes patients and reasons for these practices in rural Kanyakumari district,
Tamilnadu

CONSENT FORM -Quantitative study

I have been invited to participate in the thesis titled” Mixed-Methods Study of Medical
Pluralistic Practices among Self -reported Diabetes patients and reasons for these
practices in rural Kanyakumari district, Tamilnadu

I have read the information provided regarding the study, or it has been read to me. I got
the opportunity to ask questions about it and the questions which I have been asked have
been answered to my satisfaction.

I am aware that there is minimal risk in participating in the study. I understand there is no
immediate direct benefit in the study.

I know I will not be incentivized to participate.

I understand my personal information will remain confidential.

I know that I can withdraw my consent at any point of the study

I consent voluntarily to be a participant in this study and I give permission to contact me
for further details if needed for the later part of the study

Participant ID: Name of the participant:
Mobile Number: Signature

Place:

Date:

I (The researcher) confirm that the participant was allowed to ask questions about the
study, and all the questions asked by the participant have been answered correctly and to
the best of my ability. I confirm that the individual has not been coerced into giving
consent and the consent has been given freely and voluntarily.

Name of the
Researcher..................

Signature of the Researcher
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ANNEXURE VI
SLOIDPHITL Lq 65T SHetTesNlIT@GLOM LOmeUl L §&l60 Biilbley Crmimeigeln
&HUTNeL Hlevalld W(HGHGIO LIET(LPS H6TTenLD HEOL (LPeMMESB6T DMHMILD
SIGHMSTET SMJEIMRIGET -SHEVLIL|(LPMMD Sy l16)]
@LIL|SH 6V LILgeULD - (LD &6LIH6M 6L gi,u'.IG].l For Quantitative study

" SLOILDBITL19.60T SeoTeof I WIMG O] Lmeul_ L &H 6L Biflble] Crmumerflaer

&S U6V Blevald LDHS 6 LIGT(LNS &60TemLD [HeM L (LDemME6T LM MILD

S| B METEOT &ITIT600TMHIS6T -856VL1L| (LN U16)" 6TedTm FHemevLiLllev gy Ulaflev
LIBICEHMS 6T60Td: & 2empLliL] (B & LILIL (H6TeTs.

QU6 QSTLITUMS eULMBISLILLL &861608 606l [HIT60T LILY.&5) (55 G m et
S|6VEV S 6TEITE G AUMTRHELILIL LS. 3jemns L Lmmlw Gaemellsemers Ga L&D
QUTUILIL| 6T60TE &5 PGS S!, HTetT CoHLL CoHeTallFHEHoHE 61605 S
FBLUH SIS LUFeverflesliul L gl

U196V LIBICEHMHLISH 6V GH6MBS LIS S 2_6T6eNS 6T60TLIENS [HIT6OT

M CouedT. UIN6OTITEL 2 L 60TIq GBHITLY. LIVEDT &)6V6M6V 6T60TLIEM S5 [HIT60T
L5 Q8 meTs Cmedr.

LIBICEHMUSM G 6T60T8: & 6TH&H NS 261885 561 & M6t & UL|LD QILDMHBISLIL MG
6TEOTLISI 6T6e0TE (G Q& fluLd

6TeOT& G560t ILILL L 5856160856 THAWLNTSE @) ([HEELD 6T60TLIeN S [HT60T
L5 Q8 meTs Gmedr.

SbIeNetT 6Th% GBS HeILD 6TerTS eL1LIGH6M6V H(BHLOLILI GILIM WOIGU]LD 6TeT D)
66018 &S QS IWLD

@bS UIedlev LBIGSHMLIGSME HIT6T SIS (LN6dTUH S & LD & 5 Gm 6o
Gaild Y uleleT LIMUGH & & CHemaul Ll L6y GLogvd el misEhsH &
GTEOTEM60TS QG ITLITL| QS IT6TeT 2 6eILnG 2 6rfl 88 GmeoT

LIBIGS&HMLIMTETIT 319 : LIBIG&HMLIMETIfl6dT QLIW:
QLOITEBILIGY 6T600T: &S WITLILLD

@\LLD:

GCxH:

pulemeul] Lmnilw CoeTallEHemerd Gl 8 LIBIGSHMLITET
SDNFHGHHLILILLITT 6TeTLIEN S [HITE0T (4T UGG WITerT)

2 MIBHILHSSHCM6T, GLosYLD LIBIGSHMUTETT GaHL L |6M6rTSH S
GHeTellEEH5 G FWLMEELD, 6TEOT60TT6V (P HEHeUeNT FIMHS LIS 6V
leflEB&LIUL (B eTemg. spL1L|S6V 6ULPMEIG MM &6oflBLIT

QML MISSLILL 60606V 6TETLIENS LD, 2L1L|H6V &&IHSH FLOME6]|LD
aBLUULMS6|D aUPEISLILL (H6TeTsl 6T6iTLIens 2 MIF)LILIH &S5 EGm6or.

QL UI6UTETIfl60T 60 &G WITLILILD
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ANNEXURE VII
Achutha Menon Centre for Health Science Studies (AMCHSS)
Sree Chitra Tirunal Institute for Medical Sciences & Technology (SCTIMST)
Trivandrum -11

Mixed-Methods Study of Medical Pluralistic Practices among Self -reported
Diabetes patients and reasons for these practices in rural Kanyakumari district,

Tamilnadu

CONSENT FORM -Qualitative study

As I(Participant) have already participated in the initial part of this study. Now I have
been invited to participate again in the thesis titled “Mixed-Methods Study of Medical
Pluralistic Practices among Self -reported Diabetes patients and reasons for these
practices in rural Kanyakumari district, Tamilnadu”

I(Participant) have read the information provided regarding the study, or it has been read
to me. I got the opportunity to ask questions about it and the questions which I have been
asked have been answered to my satisfaction.

I am aware that there is minimal risk in participating in the study. I understand there is no
immediate direct benefit in the study.

I know that the audio of the responses which I have spoken has been audio recorded

I know I will not be incentivised to participate.

[ understand my personal information will remain confidential.

I know that I can withdraw my consent at any point of the study

I consent voluntarily to be a participant in this study and I consent to use the audio
recordings recorded during the session

Participant ID: Name of the participant:
Mobile Number: Signature

Place:

Date:

I (The Researcher) confirm that the participant was allowed to ask questions about the
study, and all the questions asked by the participant have been answered correctly and to
the best of my ability. I confirm that the individual has not been coerced into giving
consent and the consent has been given freely and voluntarily.

Name of the
Researcher..................

Signature of the Researcher
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ANNEXURE VIII

SLOIPBITL 1q.65T HesTeanLIM@GLO LTl L §He0 Biflfley Cohmwimeiger
GHSHUNL Hlevalld L([hS G I LTS FH6iTemLD HemL (LPenMEET LOMMILD
SIGMSTET SMJEUIMRIGET -SHEVLIL|(LPEMMD S l16)]

LILIS6V LI aILD @) T600TLITLD FlemeV Iy li6a]-Qualitative Study

@bS aLuleletr 9Tl LGSHUN6L BTeoT (LIBIGHMLITET) 6 M & 60T Gl
LImIGE&MMIGTETS M6, " SLAILDBITL 19.60T SeoTeoi I WIMGLOK] ImaUl_ L S&Hev Hifldley
GrmwimerlaseT g ullev Bleveyld LD[HSSI6U LIGT(LNS 601600
H60)L_(LD6M M &6 LOMMILD &M ETE0T &ITJ600T MG 6T -&6VLIL|(LN6MM LUie] "
6T6dTm HemeuLiLNev @LIGLIMSI BITeoT Leoor(hLD LIBIGHME |6mLp&asLILIL GL6oT.

TBIT60T (LIMIGSHMUITETH) Q4U16)| QSTLTUMTS eUPMmISLILILL H&HeUM6VLI
LY &5 [HEH CMET 6V6VEl 6T60TE G L LIGH&HLILLL G SiensL1 Limnlwl
GHmeTa G em6TE: GoL (G UITUILIL| 6T60TE: &5 R SS5S!, HITeT G L
GH 6Tl & EH 5 G 616016 H (LIS SHTLOMS LIH6everfl&HasLILL LS.
U1al6v LIBICHMHUS 6V GHMBS IbLIS S 2_6TeNS 6T60TLIEN S [HIT60T
M Couetr. oy ueleoTmeL 2 L 6oTlq GBITLY. LIGVEIT &)6V6mI6V 6T60TLIENSS [HITE0T
L5 Q8 meTs CmedT.

BTeT 2655 LIGlevaserfleor oyl GWIT epedllILFH 6 QawwliLLl (b eTens
6TeOTLIEN & HIT6dT M CouedT LIBICSHMLISM S, 616018 6TH&H e

D615 5561 & T60 &L LD QULDTBIGLIL TSI 6T6OTLISI 6T60T8 & Q& flu]Lh

6T6OT& G560t ILILL L 5585616086 THAWLNTSE @) [HEELD 6T60TLIeN S [HIT60T
L5 Q 8 meT Gmedr.

Sb\1eNetT 6Th% GBS H eILD 6TerT RLILIGH6M6V S (BHLOLILI GILIM WOIGU]LD 6TeT D)
608G S QS HWLD

@bs Ulellev LMIGSHMLIGSME HITET SIS (LD6iT6UH S
@LIL|HO&HTTH M6 LnMMID Feller CUME LISe|Qauiwiur L
19 CWIT UH e semerll LiueTLI(h &S IHITedT 6111|8568 6T GmedT

LIBIGS&HMLIMTETIT 8319 : LIBIG&HMLIMETIfl6edT QLIWI:
QLDITEMLIGV 6T600T:

S UWIMLILILDG)L LD:
CxH:

pulemaull Lmnilw GoeTalld:emernd Gl g LIBIGSHMLITETT

I DNFHGHHLILILLITT 6TETLIEN S [HIT60T (4T ITUIEF WITerTy)

2 MIFILHSSHCM6T, GLad LIBICSHMHUTETT CHLGLD Se06aTsh Sl
GHeTell&EH5 G D FlWME6|LD 6TETETTEV (LNLLTESaINT FIMHSE LIS 6V
lefleBaLIUL (B eTemg. spL1L|S6V aULPMHIEGLMMI &6oflBLIT

QML MISSLILL60606V 6TETLIENS LD, 2LILIH6V &&HSH FLOME6|LD
ABLULMSE|D aUPEISLILL (H6TeTsl 6TetTLIens 2 MIF)LILIH &S5 EGm6or.

(6353 R QL U16UMaT 60T em&@UITLILILD
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ANNEXURE IX

Mixed-Methods Study of Medical Pluralistic Practices among Self -reported
Diabetes patients and reasons for these practices in rural Kanyakumari district,

Tamilnadu.
Quantitative study -Interview schedule
SI.NO. | Question ‘ Coding Criterion ‘ Code Options
Questions 1 — 18 Socio-Demographic characteristics

1. Participant Id Number

2. Block name Agastheeswaram 1
Thovalai 2
Rajakkamangalam 3
Kuruthancode 4
Thackalai 5
thiruvattaru 6
Killiyur 7
Munchirai 8
Melpuram 9

3. Grama panchayat name

4. Ward number

5. Participant name

6. | Address /Location

7. What is your age? ( Please tell me
the age in completed years as of
01-01-2024)

& How would you identify yourself Male L
in terms of your sexual identity? Female 2
Gender Transgenfi.er 3

Non specified 4

9. Married 1

Single 2
What is your Marital Status? Widow/widower 3
Divorced 4
Others ( Specify]— ] 5
10. Non-literate 1
Primary education(1°t -5 2
std)
Middle School Education 3
(6% — 8t std)
What is the highest Educational Secondary education (9™ - | 4
status you have attained? (class or | 1qth std)
degree obtained)
Higher secondary 5
education(11* and 12% std)
Graduate 6
Postgraduate 7
Others (specify) 8

11. | How many years of education

have you completed? (Till the
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highest level of education you
have successfully completed)

12. | Are you employed now? Yes 1

No 2
( If the Answer to question 12 is 2 then skip question number 13 and move to question
number 14)

13. Self-employed 1
Regular salaried/wage 2
employee
Casual wage labour inrural | 3
areas(In public works)

Casual wage labour in rural | 4
areas (in other works)
eiat |s.your Curren.t Casual wage labour in 5
Profession/Occupation) y
urban areas(In public
works)
Casual wage labour in 6
urban areas (in other
works)
Unpaid Family worker 7
Homemaker 8
Retired/pensioned 9
Others (specify)— 10
14. | How many members live in this
household, including only those
who stay for at least 5 days a
week in this household? (Do not
include temporary visitors or
those who work, coming in the
morning and leaving in the
evening)
15. | Among the members listed in
question 14, how many are
earning wages or salaries?
16. | How many of the members
residing in this household have
been diagnosed as being diabetic?
(check against the screening
instrument to see if the number
matches. If not reconcile the
numbers through clarification)
17. | What is the total monthly income
of the household considering the
members who live here
(mentioned in question 14)
18. | What is the type of ration card AAY 1
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BPL

2

APL

3

If there is more than 1 diabetic patient who stays for at least 5 days in the

household using the Lottery method the relevant person was selected randomly
and the below questions from question number 19 are continued to be asked to

them

Questions 19-35: History of the disease and treatment

19. | When were you told by a Month
healthcare provider that you have | Year
diabetes?
20. Allopathy 1
. . . CAM 2
What is the first treatment option Both 3
that you usegiwhien youiwere Don’t start any treatment 4
diagnosed with diabetes? !
at first
Others specify: 5
If the answer to question 20 is CAM-2 or both -3 then move to question number
21 otherwise skip question number 21 and move to question number 22
21. Ayurveda 1
Homeopathy 2
Unani 3
If you started your diabetic Stidha -
treatment with CAM therapy Yoga and'naturopathy =
which CAM therapy did you use as Acupunctur.e - 6
your first treatment? He.rt?al medicines /
Reiki 8
Varmam therapy 9
Faith healing 10
Others (specify—] 11
22. Within one month 1
Within 1-6 months 2
When did you last visit your Within 6 months to 1 year 3
physician/clinic for diabetic care? [ \1ore than 1 year 4
Cannot say 5
23. Government including ESI 1
Where did you seek treatment for an.d the cooperativesettor
diabetes most recently? Private 2
Both 3
Others( Specify) ] 4
24. Easy to access 1
Why did you use the above Better treatment 2
sector? ( Multiple answers Better facilities 3
possible) Low cost 4
Others (specify )] 5
25. Which system of medicine do you Allopatiy L
use predominantly? CAM 2
Both 3
26. Easy availability 1

108




Low cost 2
Free from adverse effects 3
What are your reasons for the use | Other treatments are not 4
of that system of medicine? working
(multiple answers possible) Conventional treatment is 5
too toxic or dangerous
User friendly 6

27. | When did you start formal Month
treatment for diabetes? Year

28. | Have you ever checked your blood | Yes 1
sugar level? No 2

29. Within the last two weeks 1

1 month 2
When did you last check your Withiw 156 mohths 3
blood sugar level? 6 months to Lyegr 4
More than one year ago 5
Cannot say/can’t 6
remember

30.

What was your blood sugar when
you last checked it?

31. Fasting 1
When was the blood glucose level Random 2
measured?

Postprandial 3

32. | Have you ever checked HbAlc in Yes 1
the last 3 months No 2
If the answer to Question number 32 is option-2 then skip Question number
33,34 and move on to 35

33. | What was the HbA1c value when
you checked it?

34. | HbAlc value verified by seeing the | Yes 1
reports available No 2

35. | Do you currently have any of the following health conditions?

SI.LNO | Name of the | Disease | Disease | Treatment | Type of CAM
Disease Present | absent | yes/No treatment | treatment
yes/No
1 Heart or
circulatory
system
diseases
2 Elevated
cholesterol
3 High blood
pressure
4 Neurological
problem
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5 Diabetic foot
ulcer

6 Kidney
disorders

7 Vision
impairment

8 Sexual
dysfunction

9 Liver disease

10 Others
(Specify)

(If the answer for question number 25 is 2, then skip the question number from
36 to 42 and move to question number 43 )

Questions 36-42 History of Diabetic medication and their adherence in terms of

dose, timing and regularity

36. Oral hypoglycaemic drugs 1
What are all the allopathic Insulin Injection 2
medicines you are taking for Insulin pumps 3
regulating your blood sugar level? | Vitamin supplements 4

Others (specify) 5
( If the answer for question number 36 is option 1,2, then move to Question
number 37 otherwise skip to Question number 41 )

37. | Did you ever change the dose of Yes 1
your medications prescribed in Sometimes 2
the last 6 months based on your Always alter the dose as 3
own intuition (Without your per my intuition
Physician’s advice)? No 4
(If the answer for question number 37 is option 4 then skip the question number
38 and move to question number 39)

38. Forgetfulness 1

Poor economic situation 2
Due to a change in my diet | 3
pattern
Fear of side effects 4
What is the reason for you
. Instructed by the CAM 5
changing the dose of your s
o . . practitioner
medications prescribed in the last — -
Felt that it interfered with 6
6 months? .
CAM medicine
Was told my friends thatit | 7
interferes with CAM
medicine
Others specify[—— 8

39. Always take on time 1

How often did you take your y‘
: . o Sometimes forget to take 2
diabetic medication at the correct .
. o . . on time
time as it is prescribed during the
Always forget to take on 3

last 6 months?

time
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( If answer for the question number 39 is 1, then skip question number 40 and

move to question number 41)

40. Forgetfulness 1

Poor economic situation 2
Due to a change in my diet | 3
pattern

What is the reason for you Fear of side effects 4

changing the timing of your Instructed by the CAM 5

medications prescribed in the last | practitioner

6 months? Felt that it interfered with 6
CAM medicine
Was told my friends thatit | 7
interferes with CAM
medicine
Others specify| | 8

41. | In the past 6 months did you ever | | don’t skip my medicine 1

skip your diabetic medicine for a

short period of 1 week up to 1 . .

month If yes What is the Som.et.lmes | skip my 2

frequency of skipping the medicines

medicine in the last 6 months? I always used to skip the 3
medicine for a short while
Others Specify 4

If the answer for question number 41 is 1 No

guestion number 43

then skip question number 42

and move to

42. | What is the reason that you are Forgetfulness 1
skipping your medications Poor economic situation 2
prescribed for a short period of 1 Due to a change in my diet | 3
week to 1 month in the last 6 pattern
months?

Fear of side effects 4
Instructed by the CAM 5
practitioner
Felt that it interfered with 6
CAM medicine
Was told my friends thatit | 7
interferes with CAM
medicine
Others specify[___] 8
Question 43-49
Non-pharmacological means of diabetes management

43. | Do you exercise regularly to Yes 1

control your diabetes like walking | No 2

for exercise, yoga, or other
activities?

If the answer to question 43 is option 2 then skip Question number 44 -46 and

move to question number 47
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44,

If yes What form of exercise do
you most frequently do?

Yoga

walking

Running

Working out in the gym

others

vl | W[ N[ -

For every option selected in question number 44 question number 45 and 46 are

repeated
45. In a week How often do you Daily L
engage in these activities? 1-S'daysiadweek 2
3-6 days a week 3
46. | In a day how many minutes do
you do this activity?
47. | Do you follow any specific diet for | Yes 1
the control of diabetes? No 2
48. | Do you use CAM therapy for your | Yes 1
Diabetic treatment? No 2
( If the answer for question number 48 is 2, then skip question number 49 and
move to question number 50 )
49. Ayurveda 1
Homeopathy 2
Unani 3
Siddha 4
If you use CAM, what among the Yoga and naturopathy 5
following do you use regularly Acupuncture 6
during the last 6 months? Herbal medicines 7
Reiki 8
Varmam therapy 9
Faith healing 10
Others (specify]—] 11
Questions 50-54
Factors associated with Medical pluralistic practice: Allopathic treatment
50. | How much did you spend during
the last month on your allopathic
treatment for Diabetes Mellitus?
(Including Medicines, consultation
for treatment and testing)
51. Own Salary 1
Family members residing 2
. with me
What is the source of money for .
this treatment? Eamily memt?e'rs, bu.t neg ;
currently residing with me
Pension or govt aid 4
Others (Specify ) 5
52. Self-decision 1
How did you make the decision to suggested by Family 2
take allopathic treatment? member -
Suggested by Friends 3
Health worker (nurse) 4
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Others (specify) 5

53. Govt hospital 1
Where did you get your allopathic Prlva.te hospital 2
medication during the last month Provided by the health 3
5 worker at home
' Nearby pharmacy 4

54. | Do any of your friends/relatives/ Yes 1
neighbours work in the health No 2
sector (Allopathy)?

Question 55-61

Factors associated with Medical pluralistic practice: CAM Therapy
55. . .

How much did you spend during

the last month for your Diabetic

treatment using CAM therapy?

56. Own Salary 1
Family members residing 2
with me

What is the source of money for Family members, who but 3
CAM therapy? not currently residing with
me
Pension or govt aid 4
Others (Specify ) 1 5
- How did you make the decision to SeIf—IdeC|S|on L
Family member 2
take CAM therapy for your -
diabetic treatment? friends 3
Health worker (nurse) 4

58. | Did any of your Yes 1
friends/relatives/neighbours work | No 2
in the CAM?

59. Prepare on my own 1
Where did you get your CAM Friends 2
therapy medication for your Relatives 3
diabetes treatment during the last | CAM practitioner 4
month? Market — formal shop 5

Others (specify) ] 6
60. Thank you very much for yes
answering all my questions. If |
need any clarifications, can | no
contact you?
If yes coded in Question no 60 then move on Question number 61 otherwise it is
ended
61. Can you please give me a contact | Enter the contact number

number that | can use to do so?
Please give me only the number
that you yourself have access to or
give me one which you trust.
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ANNEXURE XI

Achutha Menon Centre for Health Science Studies (AMCHSS)Sree Chitra Tirunal
Institute for Medical Sciences & Technology (SCTIMST) Trivandrum -11

Mixed-Methods Study of Medical Pluralistic Practices among Self -reported
Diabetes patients and reasons for these practices in rural Kanyakumari district,
Tamilnadu

In-depth Interview Guidelines for Key Informants

STUDY TOPIC:

Hello, I am Nagarajan C S. I am a final year student doing my post-graduation in Master
of Public Health (MPH) at Achutha Menon Centre for Health Science Studies in Sree
Chitra Tirunal Institute for Medical Sciences and Technology, Thiruvananthapuram. As
part of my thesis titled “Mixed-Methods Study of Medical Pluralistic Practices among
Self -reported Diabetes Patients and reasons for these Practices in rural Kanyakumari
district, Tamilnadu “

| am here to study how people with diabetes mellitus use various treatment options in the
rural Kanyakumari district and how using various medical pluralistic practices changes
the way they take their prescribed allopathic diabetic medication.

We'll get started immediately with your consent to participate in this study. The
interview will last between 30 and 40 minutes. Is it okay for me to continue the
interview?

A. . Warming up:
1. You said that you had diabetes mellitus. How did you get diagnosed as having diabetes?

2. For treatment and control of your diabetes, What are all the various methods you are
using now? It can be anything like medicines, exercise, cycling, diet, prayers, etc

B. For self-reported diabetic people following Allopathic care:
3. What are all the medicines prescribed by your physician for your
diabetes?
4. Usually how many days in a month do you take all the medicines as prescribed by the
physician (without failure)?

5. You have been diagnosed as having Diabetes and you are taking treatment for it.
Sometimes you manage to take your medicines as prescribed, but sometimes you do not.
Can you tell me, when you are not able to take it as prescribed and what are the

reasons for your variation in taking the prescribed drugs?

6.Why is it that sometimes you are able to take it as prescribed and sometimes you are
not? How does this happen?

7. What happens when you do not take the medication as prescribed?

8. How have your sugar levels changed since you started these allopathic medications?
How have they helped?
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9. Have you had to change the doctors for your diabetic treatment? If So Why did you
change?

10. Some people take other medications along with DM allopathic treatment like CAM
treatments while others do not. Can you tell me why you have not used CAM?

11. Who helps you to manage your DM and how do they help you?

12. When would you have considered CAM options (for those not using it)?
13. What are the Various other methods that you are using now to manage your diabetes?
How do they help?

C. Regarding Medical pluralistic practice:( Self-reported diabetic patients who
are taking Allopathic treatment together with CAM or any other Medical
Pluralistic practice)

14. Are there any other treatments that you currently take for your diabetes mellitus?
What are they? Could you please explain?

15. Have you had to change the doctors for your diabetic treatment? If so Why did you
change?

16. When did you start these treatments and who helped you to start these?

17. Have you taken any other treatment for your diabetes treatment? When did you start
this other treatment? What are the additional benefits you got with this therapy?

18. How did you identify this treatment or method as the other option for Diabetes? Who
helped you to find this and how do you get the medications prescribed by this other
doctor?

19. Some people take other medications along with DM allopathic treatment like CAM
treatments while others do not. Can you tell me why you have started CAM/?

20. Who helped you to get these (CAM) treatments and how did they help you?

21. How have your sugar levels changed since you started these medications/ other CAM
medications? Have they helped? If so, how?

22. Which of these two options do you think helps you to manage your diabetes? Why?
23. Between the two treatment options, which do you tend to miss taking? Why is it that
you miss taking ........ medications more frequently?

24. For example, sometimes, when people find that treatments do not suit them, they also
consult religious or faith-based healers for support to resolve the health problem. Because
of the problems with Diabetes you have been talking about has anyone advised you to
consider such options? Have you considered them and gone to such healers?

25. How did it help you in the management of Diabetes mellitus?
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ANNEXURE XII
IF&HS CLerer &HEMTSTT S Mlailwev ylley emowid, wf A GTm
S [HHTET LHS S 6U Mleflwev LMHMID Q& TLSleLHIL LI Bl MIeuerTLD,
B GeueTHS LT
SLOIDBITL 1q.65T HesTesnIMGLON MUl L 560 Biflfley Grmwimerilger
G SUTeL Hlevealld (HSHSI6U LIGT(LPS H6TT6nLD HmL (LDMMSB6I
LOOMID SISOETE HMTJMIMRIGET -HeOLIL|(LPEMM Jhli16)]

(PSR W F5H6U6V &(HLIGUTSHEHSHETET GIhIT5SHTerev 608G (h

6UEDOTE: & LD, [HIT6OT [HITE T ITEI60T &) 6T61V. [HIT6OT H(HeU6THSL|T&HTH 6V 2_6TerT
uf F1SHTM HGEHT6T HS S Sipleflwey HmD QS misleuEIL L
BlMI6I6TSH 6V 2_6TeT &S CGLO6T6T LD[HESSI6U 3Mlallulsy Ul
MLOWSFH 6L (N&IFEN6V QLTS S&HMHTTSHH 6V (6TLDLIN6TEF) (LD & &H606VLI
LILQ L1L9160T @) 15 WITetoT 9.6V LILG& S 6U([HTHGmedT. 6TeorS! @) MG Wimevor (b
uleler e UGHWs "Hildle] CrmwmeflseT nsHullsy Brldley
GEmemW BIFeUGLILISM S T60T LO[HESI6) LIGOT(LN & & 60T6mLD
H60)L_(LN6mM&6T LDMMILD SLALDBITL 19 60T SFTLOLILM &6dTeol I WIMG LD
LTl LSH 6V @) 55608 [HeD)L (LD 60N & 6588 T60T & ITIJ600T k856"
6T60TM HeMeVLILN6L U6 Q&FUIWI 6UbSI6TCermedT

FHeoteof WMG L] MUl L &SH 6T STl mBiserfley Fiésaseny Bl
D GTEMEUI 6T 6TLILIL LI6VGeuml FIHFemn& (N6 & 6m6TLI
LWweTL(h S SIS MTIE6T 67607 LIe0 & LD, LI6VEGeuMI LIGT(NS TR & s
HEO L (LNEMMEeMETL] LIWeTUMO S SeUTsH6eHsES LlhSienrassliL L
GG Hflle] DHIHSHISH6m6T 6TLILILG UIT6OT LOTMISH 608 E1H5 &

2 LLUQSSHPMTIHET 6T60T LIS U|LD U6 C1&UIW HITET @)HI&

6UTH S 6T GEIT6OT.

@Qbs uleilev LIBICHME &MhiG 66l FLONG LN 2 600T6) L 60T160

2 LemQUINMES QSTLHIGEMD. @B GBS TEoT6L 30 (LD&H6V 40

B L_MBIG6T euem T H19.8 @G LD. [H5TedT GBIJEsT600Ten 6V GG L MBS EVITLOT?

A. 2.60JWIMTL6V QSMTLESLD :

1.2 BIGEHEG FieHsmT CHITU @ILULSTHF Q& MeTe! J&H6lT.
2 BIGEHGHEG FIEHST GHITUI @MLILIG 6T Sevor MLl L g&l?

2.2 mise6T Hiflble Crmul&Esmer A&HEma mHmID &LGILIUTL MG,
BiiseT @UGUTs LweTU®GSSID LIvEGaum (LNMMSET WITen6U? IS
LD@BHSIHET, 2 LmUUWIMG), enF&H 6T el (h &6V, 2_600T6) (LN M,
LNomIs s ement GUITETM 6TSI6UME 6D @) (HEHS6VITLD
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B. 9GS A& FemnsFenwiLl erummin Brlley
Crmwimer5Eh & S:

3. 2_KIG6T ID(HSHSIIT 2 HI&GHEFH G FIHHMT CHTUISHEHTES
L& enI&H@GLID LOHHS 6T 6T60T 6 60T60T60T?

4. QIPESHINTSE @) LDMHHH 6V 6158560607 [BITL&H6T LO(IHE S 61T IT6V

Ll &IenT&SLILLL 606015 S DB HSIS 66T LD (&6UMI560 @) 60Tl
T(H &S5 & mMeTel & 6iT?

5.2 MIGEHHEG FiHEmT CHITUI @ULILG SevormiwliLil (),
AEHMHETr ARFF 6T(h &S R NTEH6T. Flev GBS 6rflev

o MGEHHG UK HSIenTsHSLILL LG DJHHSSHEM6T (L6 MW

6T(h S SI&HQ S TETHNTSH6IT, 60T M6V Flev GBI MmIS 6 6L HHig6T
(PENMWIITS LOIHHSHISH606T 6T(H &85 (LY UI6NI6L6m6V.

U BSIenTHELILILL ID[HHSHIHEM6T TLIQLITDS! 2_HIG6TTeV 6T(H &5
(WPIeIFHlevemev LMMILD LI HSEenTEHELILIL L LOHH S 8606

2 Q& meTeuHlev HrRIG6T mmILIT(H 6Us M & TeoT & ITJ600T Mg 6iT
6T60T G 6OTEOTEOT 6T6OTMI Q& M6V6V (LOLY.U|LDIT?

6. Flev FLowWmIGeflev BaIgG6T LUflHSIenTs5 L. OIHHSIS 06T
T(H &S &R SMETeTIn (B LDMHMID Flev FLOWMmIG 66 HHig 6T
6T(H &5 (LNLL.6UF6LEM6V GJ60T? @) S 6J60T L ST MSI?

7.Uflb&emI&&LILLL LDBHSISHem6T Bhis6T 6T(h & mellL_Lmev
D _[BI5EH 5 & 6T60TG60TE0T60T [Bl&(LDLD?

8 BRIGET @B HCTLS LOHIH S8 M6 6T(H &S 68 TeTerT
ATDONGSH 6 @ (BHS! 2_HIG6T FFHEHMT 3|6T6e) 6TL 1L
LMW 6ITeT&1? @\ h& LO(HIHSISH6T 2_MBI&HEHEG 6T 2 FHalluig?

9. 2 mIG6T Bflfle) PR &FenTFEHHTE LDIHES S 6T M 6T
LTHMW6Tef T8 6TT? D LILILG UITETT6V BRI 6T 60T LOM M6t & 6iT?

10. Flevy LDLMHMIDHS S PR EFFS6T CLIMTMaIMenM CeuTLISH
AR EFU LT 6T(HSHSIHQETOTRMTIHET, FlevT LILILG

6T(h &SI TETEUT V66V HMHIGET 60T LOMMMI LD(HSSHIEUENSL]
LWesT LR &8 660606V 6T60TMI QEFMEV6V (LOLY.U|LDT?

11. 2_mugeT Blifldle) GBmenl BTG &8 WMTQTEV6VITLD 2_B1&%HEHE G
2 HHMITTSHET LDMMID EUTEHET 2_MBIGHEHE G 6TLILIG
2 HRMTISHET?
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12.[5BI&6T DMTMHMI DRSS AR FnT eT(hLILems LM eTLIGLIMS
GWMRILILTT&S6T ? (InMH M DS SI6N FHFens LiweTLbH SSTHaIF]LLD
G L 5Geue00TIqUIS )

13. 2_mise6T BHiflle Chmemnws L OLILGESS @LICLMSI HhigerT
LweT LSS0 LI6uBeumI (D60 ME6T WIMen6U? O 6m6l 2_hiShEHE G
eTLILI 2 SHaTRmSI?

C. IL0(HSSI6U LIGT(PS &6iTemLD HevL (LpemmemnlLl Limm): ( Lomm o
LDHSHSIAID VLS Caum FGEHEILD LD[HSH S LIGOT(LNE SH60T60LN
HEO L (LNeMU|L 6T CFIHSI SCmTLH TR Ene 6T(h &S5
Qametenld BHiflble) Gmmuwimerflaser )

14 2_migeT Hiflble] CHTUlEE Hhser MHEUNSI 6T(h &S5 Q& TETEHLIN
Gouml gCHEBILD PR FMFFHET 2_6TOTHIT? B{60)6) 6T 60T G GOTEOTEOT? 6015
UMM Q& MEH&FLD all6ms & (LNL.ULDT?

15 2_miseT Bflle AR FFHETSH L0(HSS6)FTSH 06T
LTHMW6Taf TS 6mm? O LILILG WITETT6V BRI 6T 60T oMM mleof & 6iT?

16.@)65 GG &F 60 F 566 [HEIGH6T TLICLIMSI QU TIDLINSHTEH6T, @55
QSMLMIS 2_HISEH&HEG WY 2 56T & eT?

17.2_miseT Hiflifle G FamasE Caum gCaHsIn AR Fms aT(H5SI5
Q& MEoTICT&HETT? @B LDMM PR EFenFenl 6TLICLIMS

A TDINSSTEH6T? @B FHFF eLpeuld HRIG6T QUMM Fa(h &6V
LI6V6OTE 61T 6T60T G 60T60T 60T ?

18.@ 65 TR FenTF 6veval (Wemmenw B e| CBHTUI& 8 meoT

PR G F WIS [HIFHET 6TeU6U TN &6voTL M BB THET? @) 60

FH6ooT(H L1958 2 MBIHEHEHG WM 2 G566 TI&H6T LDMHMID @bHS MM
LMmHSSIUT LUKl HSIenTsH s LD(HIHS &6 [HhIs6T 6Tl QLMIeTSH6T?

19 lev LDTMHMILD[HESSI6N F R &M FH6T GLITETMmEUMENM
Blalm & mer GV ITLISH FI& & 6m & UL60T LDMM LOHH G606 LD
T(HSHSIGQSHTOTRHMTISHET, FlevT JLILILY 6T(HSHSI8 Q& TETEUSH VM6V .
BBIG6T g6t ITHm FIHFnF (LNenMEem6T S TIDLINGSTH6T 6T6oTm!
Q&FM6L6V (LPLQU|LOIT?

20 @S LDTMHM FIRFF (DM E6M6IT 6T(H &SI GG TETET 2_Mh1&HEH5H &
WMy 2 56T mI&6T LDMMID eUTSH6T 2 MG EHE G 6TLILILG
o2 HeeTTI&6T?
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21.@QH& LOMMHMI FIG & 60) & (LN 60 D & 61T/L0 (HH FH1 & 60 61T [HBI S 61T

SATDIESHH 6L @BHS 2 BI&ET QTS FI58HMT |66 6Ll
LTI ETETSI? 3|8 2 BIGEHHEG 2 56l QFUSSHT? eTliuLg 2 Sellug?

22. @hS @ Fevor(h FNRFeM&F(NemMGH6TI6L 673 2 _MmisG6T Hifldley
GBEMmemw& &L BLULUBSS 2 56D eTerml [HHIG 6T Blemerd S M & 6iT?
6J60T?

23 @\ evor(h) R FF (LpemmEs6rflev, BBIS6T 6Ten G

TS5 HO & MeTImS Haumell(hS N TE6T? SLILILG i bHS
LO[HHSISHEM6T T(HHHIEHQ & TeTeUen S 60T HaUmell(HH MT&H6T?

24.2_GITJ60or L0MS, Flev GBI MG 660, FI& Fen & 56T &MhisEH& &L
QUITIBHS TS 6T60TMI L& & 6T &6v0T LM [H&H 6V, 2 L 6VH6VLI
gFgemerenwsd STLILSMETS FTWOIWTTS6ET 3j6Vevg BLOLNGms
Il LILiemLulevmest @&6oor 1D & SILIGUTE6METW LD 3|6U[T&H 6T

N GRMTITHET. HHIG6T CLIF &6 &HMTE00TI(HE LD FIEHEN]
Grmulleormev gFMUIMILD LN TE&F 6016078 6T 85TI600TLOMSS, 856085
BUFG6LLD UfIFe8:8 WTmeUg 2 h18Eeh& G

M6 MISH 6T TTHETT? HHIGHET UMM &(HEH 6V G &mevor(h
&556M5 W &6oT LIS SILIeUTE6TILLD Q&6 ([HES N Tae6rmm?

25. Brfldley Grmemnwl BIFeUSHILILISH 6L S 2 MG EHEH G 6TeU6UTm
o sallwgl
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ANNEXURE XIII

Cluster listing sheet

Cluster ID/Name of village/panchayat: Ward number:

Sl no HH address No of persons | Any If yes Total No of people If eligible
living in the diabetic number of with diabetes willing to
household persons with | who is staying in | participate

Yes /no diabetes in the house for in the study
the house atleast 5 days in | Yes/no
a week (Eligible)
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ANNEXURE -XIV

List of Themes with Axial
codes and Primary codes from
the qualitative study

S1
No

Theme

Axial Codes Primary codes

Understanding
or Perception of
Diabetes

Perceived reasons for diabetes Tension is the Cause of
mellitus diabetes

Happy mind and Proper
food helps in reduction
of Sugar level

Altered Food is the
reason for diabetes said
by doctor

Perceived symptoms indicative Symptomatic
of High sugar levels Understanding of High
Sugar level

Perceived illness
(diabetes) only when
become sick

Perceived Symptoms at
initial diagnosis of
diabetes

Recognising and managing low Symptomatic
sugar levels understanding of Low
sugar level

Management of
Perceived low sugar
levels with sugar or
sweet

Avoid taking tablets and
CAM options when
perceived sugar level is
low

Reasons for
Self-regulation
of Modern
Medicine
Consumption as
Prescribed

Reasons for Self-regulation of Altering the Modern
Modern Medicine Consumption | | medication while

as Prescribed attending Marriage
functions or fests

Forgetfulness as a
Reason for Skipping the
tablet

Feeling Healthy is the
reason for skipping the
tablet
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Altering the modern
medicines and
Physician advice

Taking too many tablets
(polypharmacy) is the
reason for skipping the
medicine

Tiredness and lying on
bed as the reason for
Skipping the tablet

Household chores as the
reason for skipping the
tablet

Lack of support and
skipping the tablet

Change in food is the
reason for altering the
tablet

Skipping sugar tablet
when having fever

Not Controlling the
sugar level is the reason
for altering the modern
medicine

Altering the drug as per
their wish and emotions

Low sugar perception is
the reason for altering
the tablet

Alcoholism affecting
the Drug intake

Job circumstances is the
reason for skipping the
tablet

Non availability of
tablet as the reason for

skipping

Taking Half tablet as
per Friends(PhD)
Suggestion

High Cost as a
determinant of Skipping
the tablet

CAM therapy affecting
Modern medicine
intake
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Using CAM
Therapy due to
ease of
availability or
Non use due to

nonavailability.

Sources of CAM Medication

CAM use due to
Familial Traditional
Knowledge

Preparation of CAM
Medicine by wife

Self Preparation of
CAM Medicine

Growing herbs in the
garden for CAM
therapy

Vaidhyasala or Country
raw drug store is the
Source of CAM
medicine

Asking Relatives to get
the CAM medicine

Kottar Ayurveda
Hospital is the source of
CAM medicine

Friends as the source of
CAM medicine

Neighbours as the
Source of CAM
medicine

Collecting herbs for
CAM therapy

Buying CAM products
from Grocery shop

Availability of CAM
options at home

Reason for Non-use of any
medication (CAM or Modern
medication)

Perceived sugar level is
not very high

Avoid taking tablets or
CAM options when
perceived sugar level is
low

Source of Information about
CAM

CAM Knowledge as
Family tradition

MGNREGA work is the
Source of CAM
Medicine information

Other People with
diabetes is the source of
CAM Medicine
information

Relative is the source of
CAM Medicine
information
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Traditional knowledge
1s the source of CAM
Medicine information

Neighbours as the
source of CAM
medicine Information

Social media is the
Source of CAM therapy
information

Friends as the Source of
CAM information

Traditional Healer or
CAM Practitioner is the
Source of CAM
medicine information

Reasons for Not Preferring
CAM

Non availability of
Good Professional
CAM Practitioner
nearby is the reason for
not taking CAM

My circumstance not
favour CAM intake

Not seeking care from
faith healers

Not approaching
Vaithyar or CAM
practitioner for CAM
treatment

Reasons for use
of modern
medicine or
avoiding CAM

Not using CAM due to fear of
side effects ambiguity over
effectiveness, cost and distance
of travel involved in seeking
Care

High cost of CAM
medicine

Shaky tooth due to
CAM intake is the

reason for stopping
CAM therapy

Negative perception on
CAM

Ambiguity over
working nature of CAM
medication

Perceived side effects
of CAM

CAM therapy didn’t
suits me so I stopped it

Distance of the hospital
(too far) is the reason
for stopping CAM
therapy
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Reason for use of Modern
medicine-Ease of use due to
being at home

Availability at home
facilitates regular intake
of tablet

Reason for Choice of Modern
medicine For diabetic treatment
-Effectiveness

Better perception on
modern medicine
treatment

Reduction of sugar
level with modern
medicine

Therapy for diabetic
wound

Decision to take
Modern medicine

Preference to Single
doctor and Single
therapy — Modern
medicine

Management of
perceived High sugar
levels using Modern
medicine

Stopped CAM therapy
because started
following Allopathy
medicine

Rare Skipping of modern
medicines(Occasional)

Rare Skipping of Modern
medicines (Occasional)

Reason for Choice of modern
medicine -Fear of adverse
consequences

Taking the modern
medicine precautionary
while going out

Regular intake of
Tablets When perceive
High sugar or perceive
symptoms

Perceived symptoms
when not taking tablets

Tackling the risky
behaviour in diet by
taking Modern
medicine regularly

Fear of skipping the
Modern medications

Reason for Shifting from private
hospital-Cost

High cost is the reason
for shifting the hospital

Familiarity of the
doctor is the reason for
seeking care at the
hospital
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Distance is the reason
for shifting the hospital

Not reducing the sugar
level is the reason for
shifting the hospital

Use of Government hospitals for
modern medicine treatment

Low cost is the reason
for Seeking treatment at
Government hospital

Good treatment is the
reason for seeking care
at Government hospital

Makkalai thedi
maruthuvam Health
service at home

Better Perception on
kerala Govt tablet when
compared to tamilnadu
government tablet

High cost associated
with private care

Source of Information about
CAM

CAM Knowledge as
Family tradition

MGNREGA work is the
Source of CAM
Medicine information

Other People with
diabetes is the source of
CAM Medicine
information

Relative is the source of
CAM Medicine
information

Traditional knowledge
18 the source of CAM
Medicine information

Neighbours as the
source of CAM
medicine Information

Social media is the
Source of CAM therapy
information

Friends as the Source of
CAM information

Traditional Healer or
CAM Practitioner is the
Source of CAM
medicine information
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Preferring to Choose either
CAM or Modern medicine due
to fear of interaction

Stopping the modern
medicine while taking
CAM

Fear of interaction of
CAM and modern
medicine

Fear of side effects of
CAM

CAM therapy affecting
modern medicine intake

Avoid taking tablets and
CAM options when
perceived sugar level is
low

Stopped CAM therapy
because my sugar level
is below normal

Use of Private Hospital due to
Perceived quality

High Cost associated
with Private Hospital
care

Negative perception
about Government
hospital treatment

Government tablet
didn’t control the sugar
level

Busy hospital not
getting tablets is the
reason for shifting to
other hospital

Multimorbidity is the
reason for seeking care
at private hospital

Emergency care and
user friendliness of
Private hospital care

Good treatment is the
reason for seeking care
at private hospital

Seeking Specialist’s
care for diabetes
treatment

CAM as Self-
Regulation to
manage Sugar
levels

Use of Alternative means of Self
management of diabetes
mellitus

Initial Suggestion of
Doctor about various
therapeutic options

Initial preference to
food control as a
therapeutic option
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Hesitate to consult a
doctor managing DM
using own strategies

Combination of
Therapies in
management of
Diabetes

Walking and exercise
for diabetes
management

Prayers as a therapeutic
option

Food control for
diabetic management

Persons who help to
manage diabetes

Frustration over Persisting
increased Sugar levels

Frustration about not
curing

Frustration over not
Controlling the diabetes

Frequent skipping of intake of Frequent skipping of

modern medicine intake of modern
medicines

Everyday Consumption of Some | Every day Consumption

form of CAM of Some form of CAM

Occasional Consumption of Occasional Consumption

Some form of CAM. of some form of CAM

Reasons for
preference to
CAM
Medication

Reasons for Preferring CAM
therapies (Availability and low
cost)

Free at-home favours
CAM intake

Approaching vaidhyar
or CAM practitioner for
CAM treatment

CAM therapy is not
costly

Going to marriage
function or fests with
peers having sugar
favours CAM intake

Job circumstances (Self
employed women at
home) favouring CAM
intake

Bibilical verse is the
facilitator of CAM
intake
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Doctor’s advice to take
vegetable favours CAM
intake

Taking Care at
Integrative Hospital
Favours CAM

Taking CAM therapy
for Co-morbidity

Traditional healer or
CAM practitioner is the
Source of CAM
medicine information

Growing herbs in the
garden

Collecting herbs for
CAM Therapy

Reasons for Preferring CAM -
Safety

Better Perception and
Perceived Safety on
CAM therapy

Herbs and Concoctions
used for Diabetic
management

CAM don’t have side
effects

Reasons for Preferring CAM -
Modern medicine requires
lifetime adherence and may not
be effective

Negative Perception on
Modern medicine

Modern medicine won’t
help me to control the
sugar level

In Modern medicine life
long adherence is
needed so prefer CAM

Reasons for Preferring CAM -
Modern medicine does not
produce Symptomatic relief

Modern medicine didn’t
give symptomatic relief

Reduction of Sugar
level with CAM therapy

Taking CAM to reduce
the risk of Carbohydrate
diet

Taking CAM is the
Own decision

Reason for Preferring CAM -
Fear of Side effects of Modern
medicine

Fear of side effects of
modern medicine

Consequences of non
suitable modern
medicine

Fear of side effects of
modern medicine
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Taking CAM to reduce
Side effects of modern
medicine

CAM therapy don’t
have side effects

Reason for preferring CAM As
effective as Modern medicine

Same Control with
CAM and allopathy so
prefer to use CAM

Avoid taking tablets and
CAM options when
Perceived sugar level is
low

Better Perception on
taking CAM and
Modern medicine
together

Reason for Preferring CAM -
CAM is effective

Managing Perceived
High sugar with CAM

Taking CAM for
general well being

Reduction of Sugar
level with CAM therapy

CAM Therapy for
Symptomatic
Management

Taking CAM when
Perceived Symptoms

Preferring to choose either
CAM or Modern medicine due
to fear of interaction

Stopping the modern
medicine while taking
CAM

Fear of interaction of
CAM and modern
medicine

Fear of side effects of
CAM

CAM therapy affecting
modern medicine intake

Avoid taking tablets and
CAM options when
perceived sugar level is
low

Stopped CAM therapy
because my sugar level
is below normal
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* SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY, TRIVANDRUM
7 Thiruvananthapuram - 695 011, Kerala, India

ALK >
\_.,j (An Institute of National Importance under Govt. of India)
Grams : Chitramet, Phone : +91-471-2443152, Fax : +91-471-2550728 / 2446433, E-mail : sct@sctimst.ac.in, Website : www.sctimst.ac.in

Institutional Ethics Committee

CDSCO Registration No: ECR/189/Inst/KL/2013/RR-21
DHR Registration No:EC/NEW/INST/2022/2775

SCT/IEC/2161/DECEMBER/2023 11.01.2024

Dr. C.S. Nagarajan
MPH Student, AMCHSS

SCTIMST, Thiruvananathapuram

Dear Dr. Nagarajan,

The Institutional Ethics Committee held on 30™ December, 2023, reviewed and discussed your
application to conduct the study titled “MIXED-METHODS STUDY OF MEDICAL PLURALISTIC
PRACTICES AMONG SELF - REPORTED DIABETES PATIENTS AND REASONS FOR THESE
PRACTICES IN RURAL KANYAKUMARI DISTRICT, TAMILNADU (IEC /2161)".

Principal Investigator Dr. C.S. Nagarajan, MPH Student, AMCHSS, SCTIMST
Co-Principal Investigator(s) Dr Mala R athan, Professor Senior grade, AMCHSS, SCTIMST
Duration of the study 4 months

The following members of the Ethics Committee were present at the meeting held on 30"
December, 2023

SL. | Member Name Highest Degree Gender | Scientific Affiliation
No. INon with
Scientific Institution(s)
q; Smt. Sathi Nair MA (English Literature) | Female | Lay Person No
2. | Dr. Kala Kesavan P MBBS ,MD Female | Basic Medical No
Scientist
3. | Adv. Priya Kaimal LLM, MBL Female | Legal Expert No
4. | Dr. P. Manickam BSMS, MSc Male Health No
(Epid).,PhD Science
Expert/ Social
L Scientist
E 1 Dr. Christina George MD Psychiatry Female | Clinician No
| 6| Dr. Narayanan Namboodiri. K K | MBBS,MD.DM Male | Clinician Yes
L?. I Dr. Biju Soman MBBSMD, DPH, MSc, | Male | Basic Medical Yes
DLSHTM Scientist
1
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The following documents were reviewed:

SCT/IEC/2161/DECEMBER-2023

Original submission

1. Checklist Form
2. Covering letter addressed to the Chairman, IEC, SCTIMST dated 30.11.2023
3. Responses /amendments made based on the Reviewer's comments
4. IEC Application Form
5. Research Proposal
6. Declaration Form
7. Participant Information Sheet Quantitative study in English and Tamil
8. Participant Information Sheet Qualitative study in English and Tamil
9. Consent Form Quantitative study in English and Tamil
10. Consent Form Qualitative study in English and Tamil
1. Quantitative study -Interview schedule in English and Tamil
12. In-depth Interview Guidelines for Key Informants in English and Tamil
13. CV of Principal Investigator and Co-P]
14. SRC Recommendation Letter

Revised submission
1. Checklist Form
2. Covering letter addressed to the Chairman, IEC, SCTIMST dated 10.01.2024
3. Responses /amendments made based on the Reviewer's comments
4. Copy of IEC Recommendation letter dated 09.01.2024
5. Responses /amendments made based on the Reviewer's comments
6. IEC Application Form
7. Research Proposal
8. Declaration Form
9. Participant Information Sheet Quantitative study in English and Tamil
10. Participant Information Sheet Qualitative study in English and Tamil
11. Consent Form Quantitative study in English and Tamil
12. Consent Form Qualitative study in English and Tamil
13. Quantitative study -Interview schedule in English and Tamil
14. In-depth Interview Guidelines for Key Informants in English and Tamil
15. Cluster listing sheet
16.

CV of Principal Investigator and Co-PI

IEC Decision
The IEC approved the conduct of the study in the present form.

Remarks:

The Institutional Ethics Committee expects to be informed about the progress of the study,
any SAE occurring in the course of the study, any changes in the protocol and patient
information/informed consent and asks to be provided a copy of the final report.

There was no member of the study team / Guide who participated in voting / decision making
process. The ethics commitiee is organized and operated according to the requirements of

Good Clinical Practice and the requirements of the Indian Council of Medical Research
(ICMR).

Sincerely, !

Dr. G. Sri'nivas
Member Secretary, IEC

MEMBER SECRETARY
INSTITUTIONAL ETHICS COMMITTEE (IEC)
SCTIMST, THIRUVANANTHAPURAM

()
INSTTUTIONSL ETHCS \ &
CONMITTEE (EC)
SCTINST
T}ﬂRUVANAthAFURW
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