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ABSTRACT

Diabetes Mellitus is among the most significant chronic, 
non-communicable diseases affecting populations 
worldwide, with rising prevalence linked to ageing, 
urbanisation, dietary transition and declining physical 
activity. It is characterised by chronic hyperglycaemia arising 
from defects in insulin secretion, insulin action, or both, and 
is associated with substantial microvascular and 
macrovascular complications when poorly controlled.

This paper examines Diabetes Mellitus, principally Type 2 
Diabetes, from a holistic wellness perspective while 
maintaining the primacy of evidence-based diagnosis and 
appropriate medical care. It explores the relationship 
between insulin resistance, beta-cell function, obesity, 
metabolic syndrome, sleep, stress and quality of life. The 
paper proposes the SR VAIDYA Integrative Framework for 
Diabetes Wellness Education, built on early screening, 
verified diagnosis, medical referral, individualised lifestyle 
support and responsible Ayurvedic integration. 
Panchakarma 



and Ayurvedic dietary science are discussed within clear 
safety boundaries as complementary approaches that must 
never replace or delay necessary medical evaluation, 
pharmacological therapy or insulin treatment where 
indicated.

Keywords: Diabetes Mellitus, Type 2 Diabetes, Insulin 
Resistance, HbA1c, Holistic Wellness, Ayurveda, 
Madhumeha, Panchakarma, Lifestyle Medicine, Metabolic 
Health, Integrative Health.

1. INTRODUCTION

Diabetes Mellitus has emerged as one of the defining 
chronic health challenges of the twenty-first century. It is 
estimated to affect several hundred million adults globally, 
with a disproportionate and rapidly rising burden in South 
Asian populations, including India, where genetic 
predisposition, abdominal adiposity and dietary transition 
combine to accelerate disease onset, often at a younger age 
and lower body mass index than seen in Western 
populations.

The term “diabetes” is frequently used in public discourse as 
a single condition. However, scientific understanding 
requires greater precision. Diabetes Mellitus encompasses 
several distinct pathophysiological entities — Type 1 
Diabetes, Type 



2 Diabetes, Gestational Diabetes and other specific forms — 
that differ in mechanism, natural history and management, 
even though they converge on the shared clinical marker of 
chronic hyperglycaemia.

A DIAGNOSIS OF DIABETES IS NOT A SINGLE DISEASE — IT 
IS A METABOLIC CATEGORY.

2. BACKGROUND AND CLINICAL SIGNIFICANCE

Diabetes Mellitus affects nearly every organ system over 
time. Chronic hyperglycaemia contributes to sleep 
disturbance, fatigue, impaired wound healing, susceptibility 
to infection, psychological burden and reduced quality of 
life. Left inadequately managed, it is a leading cause of 
blindness, kidney failure, lower-limb amputation, 
cardiovascular disease and premature mortality.

The economic and family burden associated with diabetes 
and its complications is substantial, encompassing direct 
medical costs, lost productivity and long-term caregiving 
needs. Early detection, verified diagnosis and sustained 
lifestyle and medical management are therefore central to 
reducing this burden at both the individual and 



population level.

3. CLASSIFICATION OF DIABETES MELLITUS

Precise classification is clinically important because 
management, prognosis and urgency of treatment differ 
considerably across types.

Type 1 Diabetes: Autoimmune destruction of pancreatic 
beta cells leading to absolute insulin deficiency; typically 
presents in childhood or young adulthood and always 
requires insulin therapy.

Type 2 Diabetes: Characterised by insulin resistance with 
a relative, progressive insulin secretory defect; strongly 
associated with obesity, physical inactivity, ageing and 
genetic predisposition; represents the majority of cases 
globally.

Gestational Diabetes: Glucose intolerance first recognised 
during pregnancy, with implications for both maternal 
and foetal health and future maternal risk of Type 2 
Diabetes.
Other Specific Types: Includes monogenic diabetes (e.g., 
MODY), diabetes secondary to pancreatic disease, 
endocrinopathies, or medication use (e.g., 
corticosteroids).

4. PATHOPHYSIOLOGY OF TYPE 2 DIABETES



The development of Type 2 Diabetes is multifactorial, 
involving a self-reinforcing interaction between peripheral 
insulin resistance and progressive pancreatic beta-cell 
dysfunction. Excess adiposity, particularly visceral fat, 
contributes to elevated circulating free fatty acids and 
inflammatory mediators that impair insulin signalling in 
skeletal muscle, liver and adipose tissue.

In early stages, the pancreas compensates through 
increased insulin secretion (hyperinsulinaemia), maintaining 
near-normal glucose levels. Over time, sustained metabolic 
demand contributes to beta-cell stress and gradual 
functional decline, at which point blood glucose begins to 
rise, first in the post-prandial state and later in the fasting 
state, culminating in clinically apparent hyperglycaemia.



Figure 1. The Insulin Resistance – Hyperglycaemia Cycle in Type 2 Diabetes

This cyclical understanding is clinically important: it explains 
why early intervention on adiposity and insulin resistance 
can meaningfully delay or reduce beta-cell decline, whereas 
intervention initiated only after significant beta-cell loss has 
occurred is comparatively less effective at reversing the 
underlying process.

5. DIAGNOSTIC CRITERIA AND ASSESSMENT

A responsible approach to suspected diabetes 



begins with appropriate laboratory confirmation. No single 
symptom or risk factor should be interpreted as diagnostic 
in isolation; verified biochemical testing is essential.

Test Diagnostic Threshold (Diabetes) Notes

Fasting Plasma Glucose (FPG) ≥ 126 mg/dL (7.0 mmol/L) Requires no caloric intake for at least 8 
hours

Oral Glucose Tolerance Test (OGTT), 2-hour ≥ 200 mg/dL (11.1 mmol/L) 75g anhydrous glucose load

Glycated Haemoglobin (HbA1c) ≥ 6.5% Reflects average glycaemia over ~2–3 
months

Random Plasma Glucose ≥ 200 mg/dL with classic symptoms Polyuria, polydipsia, unexplained weight 
loss

 

A single abnormal result is generally confirmed by repeat 
testing unless unequivocal hyperglycaemia with classic 
symptoms is present. Pre-diabetes categories (impaired 
fasting glucose, impaired glucose tolerance) identify 
individuals at elevated future risk and represent an 
important window for lifestyle intervention.

6. RED FLAG PRESENTATIONS REQUIRING URGENT 
CARE



Certain presentations in a person with known or suspected 
diabetes require immediate medical assessment and must 
never be managed through wellness or lifestyle measures 
alone.

Diabetic Ketoacidosis (DKA): Nausea, vomiting, 
abdominal pain, rapid breathing, confusion, fruity breath 
odour — a medical emergency, more common in Type 1 
Diabetes.
Hyperosmolar Hyperglycaemic State (HHS): Severe 
dehydration, extreme hyperglycaemia and altered 
consciousness, more common in older adults with Type 2 
Diabetes.
Severe Hypoglycaemia: Confusion, sweating, tremor, loss 
of consciousness — particularly relevant in individuals on 
insulin or sulfonylureas.
Signs of Serious Infection or Non-Healing Wounds: 
Especially involving the feet, requiring prompt podiatric 
and medical evaluation to prevent progression.

KNOW WHEN NOT TO TREAT AND WHEN TO REFER.

7. COMPLICATIONS OF CHRONIC HYPERGLYCAEMIA

Sustained hyperglycaemia contributes to progressive 
vascular injury, broadly classified into 



microvascular and macrovascular complications. These 
pathways share overlapping risk factors, meaning that 
comprehensive risk-factor management — not glycaemic 
control alone — is central to long-term prevention.

Figure 2. Micro- and Macrovascular Complication Pathways of Diabetes Mellitus



Regular screening — annual dilated eye examination, urine 
albumin-to-creatinine ratio, foot examination and periodic 
lipid and cardiovascular risk assessment — forms an 
essential part of ongoing diabetes care, alongside glycaemic 
monitoring.

8. THE METABOLIC HEALTH CONNECTION

Diabetes rarely exists in isolation. Obesity, hypertension, 
dyslipidaemia, non-alcoholic fatty liver disease, obstructive 
sleep apnoea and cardiovascular disease frequently cluster 
together under the umbrella of metabolic syndrome. The 
relationship is bidirectional and complex, and should not be 
interpreted as proving that lifestyle factors alone cause 
diabetes in every individual, given the substantial 
contribution of genetic predisposition.

THE ENDOCRINE SYSTEM DOES NOT FUNCTION IN 
ISOLATION FROM THE REST OF THE BODY.

A holistic assessment may therefore include attention to 
body weight, waist circumference, blood pressure, lipid 
profile, liver enzymes, sleep quality and physical activity 
levels, alongside glycaemic parameters.



9. MODERN MANAGEMENT OF DIABETES MELLITUS

Management is individualised based on diabetes type, 
disease duration, comorbidities, complication status, patient 
preference and access to care.

Lifestyle Measures: Medical nutrition therapy, structured 
physical activity, weight management and sleep 
optimisation form the foundation of care for all types.

Oral and Injectable Medications: Includes metformin, 
sulfonylureas, DPP-4 inhibitors, SGLT2 inhibitors, GLP-1 
receptor agonists and other agents selected by 
mechanism and comorbidity profile.

Insulin Therapy: Essential in Type 1 Diabetes and required 
in Type 2 Diabetes when other measures are insufficient 
to achieve glycaemic targets.
Ongoing Monitoring: Self-monitoring of blood glucose, 
periodic HbA1c testing and continuous glucose 
monitoring in selected patients.

10. AYURVEDIC AND HOLISTIC WELLNESS 
PERSPECTIVE

Ayurvedic literature has long described a cluster of urinary 
disorders under the term Madhumeha, within the broader 
classification of Prameha. 



Traditional description emphasises excessive urination, 
sweetness of urine and association with dietary and lifestyle 
factors, alongside constitutional (Prakriti) predisposition.

A TRADITIONAL WELLNESS CONCEPT IS NOT 
AUTOMATICALLY EQUIVALENT TO A PROVEN CURE.

Responsible holistic integration means that Ayurvedic 
dietary science (Ahara), lifestyle regulation (Vihara), sleep 
hygiene (Nidra) and stress management may complement 
conventional diabetes care by supporting adherence, 
wellbeing and metabolic health — but must never be 
presented as a substitute for verified diagnosis, prescribed 
medication or insulin therapy where clinically indicated.

11. PANCHAKARMA: THE NEED FOR RESPONSIBLE 
INTEGRATION

Panchakarma represents an important therapeutic system 
within Ayurveda. Its consideration in individuals with 
diabetes requires careful assessment of glycaemic control, 
hydration status, renal function, cardiovascular stability, 
presence of neuropathy or foot ulceration, and current 



medication regimen, given the physiological demands some 
procedures place on the body.

Within appropriately supervised settings and stable 
glycaemic control, general categories such as structured 
Ahara-based dietary correction, Swedana (supportive 
thermal therapies, used cautiously given neuropathy risk) 
and mild, individualised Basti protocols have been discussed 
in traditional literature as supportive measures. Any such 
intervention requires practitioner-level clinical judgement, is 
contraindicated in unstable glycaemic states, active infection 
or significant vascular compromise, and must be sequenced 
around — never in place of — medical management.

ASSESS → STABILISE → REFER WHEN NECESSARY → 
SUPPORT HOLISTIC WELLNESS

Panchakarma should not be promoted as treatment for 
diabetic ketoacidosis, hyperosmolar hyperglycaemic state, 
severe hypoglycaemia, active foot infection or unstable 
cardiovascular disease.

12. THE SR VAIDYA HOLISTIC WELLNESS 
FRAMEWORK

The following integrative framework is proposed for 
responsible holistic wellness education in diabetes 



care, structured around the Institute's name to support ease 
of recall among practitioners and patients alike.

Figure 3. The SR VAIDYA Integrative Framework for Diabetes Wellness Education 



(S-R-V-A-I-D-Y-A)

13. ROOT-FACTOR ANALYSIS: A SCIENTIFICALLY 
RESPONSIBLE APPROACH

Diabetes does not arise from a single root cause. A more 
scientifically defensible concept is Root-Factor Analysis, 
which identifies multiple biological, anatomical, metabolic, 
lifestyle, sleep-related, psychological and medical factors 
contributing to an individual's overall disease burden and 
treatment response.



Figure 4. Root-Factor Analysis Wheel for Diabetes Mellitus (Multidimensional 
Contributing Domains)

14. EVIDENCE GRADING OF KEY CLAIMS

In keeping with the Institute's evidence-grading standard, 
the principal claims discussed in this paper are graded 
below as Strong, Moderate or Weak, reflecting the current 
weight of peer-



reviewed evidence.
Claim Evidence Grade Basis

Insulin resistance and beta-cell dysfunction underlie 
Type 2 Diabetes pathophysiology

Strong Consistent mechanistic and clinical evidence 
(ADA, 2024)

Weight reduction and structured physical activity 
reduce progression from pre-diabetes to diabetes

Strong Large randomised trials, e.g., Diabetes 
Prevention Program (Knowler et al., 2002)

HbA1c and FPG/OGTT are validated diagnostic and 
monitoring tools

Strong International consensus guidelines (ADA, 2024; 
WHO, 2019)

Structured yoga and mindfulness practices improve 
glycaemic and quality-of-life measures as adjunctive 
therapy

Moderate Emerging randomised and observational data; 
heterogeneous study quality

Specific Ayurvedic herbal formulations reduce HbA1c 
comparably to standard pharmacotherapy

Weak Limited, heterogeneous trials; insufficient for 
treatment substitution

Panchakarma procedures reverse diabetes or eliminate 
insulin requirement

Weak / Unsupported No robust controlled evidence; contraindicated 
as sole therapy

15. DISCUSSION

The future of diabetes care increasingly requires integration 
without exaggeration. Conventional medicine provides 
diagnostic precision, pharmacological therapy, insulin 
management and emergency care. Holistic wellness can 
contribute through lifestyle education, physical activity 
promotion, sleep improvement, stress 



management, dietary counselling and patient 
empowerment.

HOW CAN EACH SYSTEM CONTRIBUTE RESPONSIBLY 
WITHIN ITS EVIDENCE AND SAFETY BOUNDARIES?

A successful integrative model should therefore be 
evidence-aware, patient-centred, safety-oriented, referral-
conscious, lifestyle-focused and individualised — consistent 
with the approach adopted throughout this paper.

16. PROPOSED CONFERENCE RECOMMENDATIONS

Recommendation 1: Encourage appropriate medical 
evaluation and confirmatory testing for suspected 
diabetes rather than reliance on symptoms alone.

Recommendation 2: Train wellness practitioners to 
recognise red-flag presentations (DKA, HHS, severe 
hypoglycaemia) requiring urgent referral.
Recommendation 3: Focus lifestyle interventions on 
sustainable metabolic and cardiovascular health rather 
than claiming to cure or reverse diabetes.

Recommendation 4: Use structured, validated 
assessment tools (HbA1c, FPG, OGTT) for 



diagnosis and ongoing monitoring.
Recommendation 5: Individualise Ayurvedic and 
Panchakarma interventions and never delay necessary 
medical or insulin therapy.
Recommendation 6: Conduct ethically designed 
observational and controlled studies of integrative 
wellness approaches in diabetes.
Recommendation 7: Study quality of life, sleep, activity 
and metabolic outcomes as adjunctive measures, without 
unsupported cure claims.

17. FUTURE RESEARCH PROPOSAL FOR SR VAIDYA 
HOLISTIC WELLNESS RESEARCH INSTITUTE

Proposed Title: “Effect of a Structured Holistic Lifestyle 
Programme on Glycaemic Control and Quality of Life in 
Adults with Type 2 Diabetes Receiving Standard Medical 
Care.”

Study Type: Prospective observational study or pilot 
randomised controlled study.

Participants: Adults with confirmed Type 2 Diabetes (HbA1c-
based diagnosis) under active medical management, target 
sample size 120–150 participants across two sites.

Standard Care: Participants continue prescribed 



medical, pharmacological and, where applicable, insulin 
management throughout the study.

Holistic Components: Structured dietary counselling, 
physical activity guidance, sleep hygiene, stress-
management practices and appropriate yoga-based wellness 
practices delivered within professional scope over a 12-
week intervention period.

Primary Endpoint: Change in HbA1c at 12 weeks. Secondary 
Endpoints: quality-of-life score, body weight, waist 
circumference, blood pressure, lipid profile and self-
reported physical activity.

Important Principle: The study should investigate whether a 
structured holistic lifestyle programme improves glycaemic 
control and quality of life as an adjunct to standard medical 
care, rather than claiming to cure or reverse diabetes.

18. CONCLUSION

Diabetes Mellitus is a major, growing health concern with 
complex biological, metabolic, lifestyle and psychological 
dimensions. The relationship between insulin resistance, 
beta-cell function, obesity and long-term complications 
requires both precise medical management and sustained 



lifestyle support.

DO NOT IGNORE. DO NOT SELF-DIAGNOSE. DO NOT 
PROMISE UNPROVEN CURES.

SCREEN → VERIFY → REFER → SUPPORT → FOLLOW UP

Holistic wellness has an important role in promoting healthy 
lifestyle behaviours, metabolic health, stress management 
and patient awareness. However, responsible integration 
requires clear boundaries.

MEDICAL DIAGNOSIS PROVIDES CLARITY. LIFESTYLE 
PROVIDES FOUNDATION. HOLISTIC WELLNESS PROVIDES 

SUPPORT. RESPONSIBLE REFERRAL PROVIDES SAFETY.
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