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Abstract

Background As a chronic disease, type 2 diabetes (T2D) often involves long-term care obligations for patients' fam-
ily members. Understanding the socially and culturally specific challenges that family caregivers face and how they
cope with them is crucial in developing targeted and effective interventions to support both caregivers and patients
with T2D. This research examined family caregiving for people with T2D living in rural northern Vietnam. Although
there is a growing literature on family support in Vietnam, little is known about the personal experiences of family
caregivers for people with T2D. This paper seeks to fill this gap revealing some of the challenges and coping strategies
of family caregivers to people with T2D.

Methods This qualitative study is based on ethnographic research using primarily semi-structured interviews with 21
caregivers to a person with T2D in Vietnam. The research was conducted in 2022 by a Vietnamese-Danish research
team. Each interview was voice-recorded, transcribed verbatim and thematically coded.

Results Four major challenges emerged from the analysis: physical health concerns, psychological exhaustion,
economic burdens, and lack of support. Caregivers expressed motivation to overcome these challenges as they felt
a deep sense of responsibility towards their family member with diabetes. The primary caregiver’s sense of responsi-
bility toward their family would often cause them not to share the burdens from caregiving with other family mem-
bers to avoid burdening them as well. However, negative experiences from caregiving were decreased and positive
feelings increased in the instances where caregiving was shared between multiple family members.

Conclusion While family members expressed motivation to take care of the patient because of moral obliga-
tions, some caregivers, specifically primary caregivers, did not want to burden other family members with care
tasks and were reluctant to ask for assistance. For families who did share the caregiving tasks among several family
members, some of the negative sentiments associated with caregiving were diminished. Having multiple members
of a family forming a caregiving community thus motivated people in handling care challenges.
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requires following regimented eating plans, monitor-
ing blood sugar levels, organizing daily medications, and
coordinating medical care [2]. Along with the rise in peo-
ple diagnosed with diabetes, and the fact that self-care is
currently promoted as a solution to burdens on health
care systems [3], the responsibility for day-to-day dis-
ease management increasingly moves from health-care
professionals to individuals and families. American and
European guidelines for diabetes management are often
not followed in low and middle-income countries, due to
resource constraints [4]. The management of T2D is thus
a challenge in low and middle-income countries because
of the difficulty of access and affordability in health care
systems, and because of the lack of health care workers
and clinical information [5].

In this article, the term family caregiver refers to indi-
viduals who provide primary care to a family member
with diabetes. It could be a spouse, adult child, or any
other relative responsible for assisting in personal care
and mobility, performing household duties, solving finan-
cial problems, or help inject insulin.

In recent years, studies have shown that caregiver
involvement in patients’ diabetes care is associated with
more successful self-management and better health out-
comes [6-9]. Though family caregivers play a pivotal role
in the well-being of the T2D patient, research shows that
caregivers in Thai Binh lack knowledge on how to help
and support care recipients in managing their diabetes
[10].

From 2011 to 2021, the prevalence of T2D among
adults in Vietnam increased from 3.2% to 6.1% [11].
However, the Vietnamese health care system is not fully
equipped to provide care for people with non-communi-
cable diseases, as primary health care institutions often
do not have the necessary capacity and technology to
support patients with T2D and other NCDs in manag-
ing their disease [12]. In other low- and middle-income
countries, studies have similarly shown large unmet
needs for diabetes care in general [13, 14].

In Vietnam, the health care system consists of four
levels: national, provincial, district and commune. Ser-
vices for prevention, diagnosis and treatment of dia-
betes are difficult to access, especially at the commune
level [15]. Although social health insurance in Vietnam
covers direct medical costs, other costs such as trans-
portation, food, over-the-counter medication, and tradi-
tional medicine are covered by the patient and/or their
caregiver(s) [16]. A report from the Vietnamese Minis-
try of Health showed that the rate of patients treated by
self-medication account for 73% [17]. A poor household
spends 47.12% on average of their total income on dia-
betes, with the highest spending being related to medica-
tions [18]. Although caring for sick loved ones can lead

Page 2 of 9

to negative impact on caregivers, research has shown that
Vietnamese caregivers accept their role because of moral
and social obligations [19].

While the literature on people with T2D has expanded,
studies on the experiences of family caregivers are highly
limited. To our knowledge, no qualitative study has yet
investigated the challenges associated with caring for
people with T2D in Vietnam. To improve quality of care,
it is essential to understand the specific challenges that
caregivers are facing.

To address these issues, this qualitative study focuses
on the caregiver’s point of view. Through analyzing the
caregivers’ experiences in caring for their family mem-
ber with diabetes, this study aims to explore what chal-
lenges caregivers face and how they deal with them. A
comprehensive and in-depth understanding of the fam-
ily caregiver’s struggles can help health care providers in
planning programs aiming to support caregivers.

Methods

Research setting and sample

The study was conducted in a rural area of Vietnam’s
Thai Binh province. Thai Binh is located in the northern
part of Vietnam with approximately 2 million residents
of whom the majority live from wet-rice cultivation. The
research was conducted under the auspices of a larger
interdisciplinary and capacity-building research project
investigating informal care for people with T2D. The
overall project combines epidemiological and ethno-
graphic methods, and the present study was conducted
as a part of the project’s ethnographic component [20].
The ethnographic research aimed to understand how
people with diabetes and their informal caregivers expe-
rience and respond to the disease, with a special focus
on the challenges they face. As always in ethnographic
research, emphasis was placed on understanding T2D
as the affected individuals themselves understand it, giv-
ing careful attention to the social conditions and cultural
meanings through which the disease emerges as a local
problem. The ethnographic research was conducted as
an extended case study [21] involving 27 people with dia-
betes and their informal caregivers. In the first stage of
the ethnographic study we worked mainly with people
with diabetes themselves (for details on sampling for the
first stage of the ethnographic research, see article [21]),
whereas the second stage of the data collection, carried
out from March to June, 2022, included semi-structured
interviews with family caregivers. We conducted inter-
views with 21 caregivers, meeting with the people that
patients with T2D themselves defined as their most
important caregivers. For socio-demographic character-
istics of the caregivers, see Table 1.
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Table 1 Characteristic of caregivers (n=21)

Varriable Number Percentage
Gender Male 10 476
Female 11 524
Age in years <60 7 333
60-79 12 57.2
>80 2 9.5
Relationship with the patient  Spouse 15 714
Daughter/son/ 4 19.1
daughter-in-
law
Others 2 9.5
The forms of support Nutrition 7 333
Treatment 4 19.1
Finance 6 286
Emotion 7 333
All 5 238
Duration of caring 1-5 years 0 0
6-10 years 12 57,1
>10 years 9 429

Data collection

To guide the interviews, a semi-structured interview
guideline was developed. The guideline included a set
of key issues to be investigated in the interview, with the
order of the questions varying depending on the context
of each interview. The main topics were: caregivers’ life
situations, the nature of the care provided, their own per-
ceptions of their roles as caregivers, the challenges they
faced, and their coping strategies, motivations, and social
and familial support.

The interviews were performed by five Vietnamese
researchers and one Danish researcher and were con-
ducted face-to-face in the home of the participants. Most
interview sessions had a duration of approximately two
hours. The interviews were recorded by an mp3 recorder
and later transcribed. All interviews were conducted
in Vietnamese. If the family member with diabetes was
present in the house at the time of the interview, the
researcher also asked to meet and talk to them. After
each interview, the researchers wrote up detailed eth-
nographic fieldnotes, including observations, conversa-
tions, and key events. The fieldnotes were shared with
other research team members and used as the basis for
on-going development and refinement of the research
questions, thereby enhancing the rigor of the research.
In this research, ethics was not merely a matter of formal
approval, but also a constant concern during fieldwork
where the researchers did their utmost to engage with
research participants in careful and considerate ways, so
as to not add further worries to already overburdened
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households. All ethnographic data was stored on an
online platform and accessible to all team members.

Data analysis

The interview transcriptions were systematically coded
based on a coding set developed from the original
research questions and the researchers’ field notes. The
main coding categories were: caregiver’s life; work; the
diabetes situation of patients; the main care activities;
challenges in care; feelings about care; support from
others. Each researcher coded the transcriptions and
fieldnotes from the cases for which he/she held respon-
sibility. When coding was completed, all researchers read
through the codings, using the coded transcriptions as
the basis for write-up of articles. The research partici-
pants did not read the transcriptions or the coded data.

Results

The sample included 11 men and 10 women. The mean
age of the participants was 63.9+15.4 years (ranging
from 29 years old to 82 years old). The majority of the
T2D patients were cared for by their spouse (71.4%).

In the following, we will first present the challenges
that caregivers reported. Next, we move on to examine
how they would overcome them. Four main challenges
for caregivers were identified from the ethnographic
material: physical health concerns, psychological exhaus-
tion, financial burden, and lack of support.

Caregiving challenges

Physical health concerns

Caregivers reported several challenges in relation to
physical health. Firstly, caregivers worried about the
physical health of the diabetes patient. One caregiver, a
wife to the patient, articulated her worry about severe
hypoglycemia which can lead to death if not detected in
time: “I am so worried. Hypoglycemia mainly happens at
night, so I have to pay close attention. If he is in a lethar-
gic state, and there is no response, I must immediately call
my child to take him to the hospital, many times alread)y.
Several times, if I did not detect this, he would have died’.

Watching their family members’ health deteriorate
is cause for concern and fear among the caregivers.
Another wife to a patient said: “My biggest fear is that he
has to go to the hospital. Every time I see the emergency
room, I am very scared because he has been in the hospi-
tal for the whole year; I have to stay up all night for a long
time. Now he gets tired even after only sitting for a while,
so0 he can’t do any heavy work’.

Most of the patients in the study struggled with other
chronic diseases such as hypertension and cardiovas-
cular disease, and some had severe complications from
diabetes such as amputation or retinal complications.
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Therefore, supporting the patients required that the car-
egivers themselves were in good health. However, 15 out
of 22 caregivers were 60 years old or older, including
three caregivers who were past 80 years old. Additionally,
most of them had one or more chronic diseases, and they
often needed care from others themselves.

Many of the caregivers in this study said that they felt
run down and that their health status was not adequate
for supporting their family member with diabetes. Find-
ings of the study therefore indicate that caregivers are
challenged by coping with their own health problems as
well as the patient’s.

Putting these challenges into words, a 73-year-old wife
said: “I often have headaches, dizziness when walking,
and vestibular disorders. Additionally, my knee hurts and
walking is very painful. He (patient) is tall and big, I have
to brush his teeth, wash his face and give him a bath every
day. Every day, I'm the only one who takes care of him. I
feel very tired” The family caregivers thus feel responsi-
ble for and worry about both the family member’s physi-
cal health as well as their own, as their ability to care for
the person with diabetes depends on their own physical
abilities.

Psychological exhaustion

Another challenge that became apparent when talking
to the caregivers were their experiences of psychological
exhaustion. Many reported that the development of com-
plications from diabetes, changes in physical abilities and
the emotional state of the family member with diabetes
had negative effects on them.

Most of the caregivers expressed high levels of anxiety
and fear, especially when their loved one suffered from
severe complications from diabetes. A husband shared
his worries: “When she couldn’t eat or fainted, I was
worried, I was sad. Due to necrosis, now both of her legs
have been amputated. I feel very worried. She has gone to
the hospital several times a year. The hospital makes me
feel scared. Caring for her there is extremely hard work”
A wife said: “Before he was paralyzed, he also supported
me with many things, now he lies like that and can’t walk.
I'm so sad and worried. I just hope he will be able to walk
again so I will not have such a hard time’.

Stress and fatigue in caring for the patient can lead
to negative emotional experiences in both the patient
and their caregivers. A husband of a patient responded:
“I have many illnesses and still have to support her. It’s
s0 hard for me, sometimes I'm so tired that I get angry, I
curse her, it’s very stressful”’ Another wife-caregiver said:
“I'm tired after working hours when I come home. I also do
all things at home, he doesn’t understand, he always com-
plains and nags, so sometimes 1 feel extremely exhausted.”
This makes it apparent that the psychological exhaustion
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that caregivers experience sometimes strain their rela-
tionship with their family member and can push them
into behaving in a way towards them that they otherwise
would not.

Economic burdens

Some caregivers reported that they had to give up work
opportunities because they were taking care of their fam-
ily member with diabetes. Moreover, caregivers reported
difficulty in maintaining a full-time job and described
having to give up work activities when these did not fit
with their caregiving schedule. Caregiving could there-
fore have a direct negative impact on a family’s finances.
One wife described her work situation in these words: “I
would prefer to work in a company or another job. The job
I have now is manual labor. It is very hard but the time is
flexible. I have to take care of him so I cannot take another
job” Another caregiver explained that she could not bal-
ance caregiving with full-time employment, and as a
result, she had to leave her job: “Years ago, I went to work
abroad, but my father was sick, so I had to return home. I
can’t work because I have to take care of my father and my
two young children”

At the same time, the study showed that in rural areas
in a middle-income country like Vietnam, the medical
expenses for people with diabetes in general, and people
experiencing complications from diabetes in particular,
are a significant burden for them and their family. One
husband said: “She has a health insurance, but the medi-
cines for diabetes covered by the health insurance are not
good enough. So we must buy extra medicines ourselves.
Also, besides the diabetes she has many other diseases.
So the total cost of her treatment in recent years has been
about 500 million (about USD 20,950) while she and
I have only 3 million (about USD 126) in pension per
month. I used to work in pig farming, but she always had
to go to the hospital and I have to take care of her, so I can-
not work like I used to”

Another husband said: “Momney is very important,
because I don’t have a lot of money, so I can’t buy good
medicine for treatment and prevention of complications
for hee. My economy can only meet about 60% of the
treatment needs of the disease” Economic burdens thus
contribute to further psychological stress, as caregivers
feel they must earn the money they need to pay for the
medical expenses. However, this often proves difficult, as
tending to a steady job and caring for their family mem-
ber are difficult to combine.

Lack of support

The last main challenge identified was a lack of support
from other family members or social networks. The
research revealed that people who are solely responsible
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for the care of a family member with diabetes are prone
to experience loneliness in their caregiving.

Participants gave numerous explanations as to why
other family members were unable to contribute to the
caregiving. Spousal caregivers most often explained the
lack of support with the work demands and family obli-
gations that their children or grandchildren might have.
This would cause elderly couples to resist dependency on
their children and to not want to ask for their assistance.
One wife said: “Normally it’s only me taking care of him,
when he'’s in the hospital as well as at home, from eating,
and bathing to learning to walk. The children have only
had to take care of him when I was isolated due to Covid.
When I ended the isolation, I took care of him again. The
children have to go to work and take care of their fami-
lies, and they also don’t have the money to support us. The
costs for treatment in hospital and medicine are our own
expense.”

Adult children, who were also a major source of care,
were often the primary or sole caregivers when the other
parent had passed away or their physical health was
not adequate for caregiving. Adult children would also
emphasize the conflicting obligations that their other
family members, particularly siblings, had to fulfill as a
reason for the lack of assistance in caregiving. One son
said: “There is only me and my wife. I have a brother and
a sister but mostly I do everything for him [the father]. I
even had to quit my job to stay at home to take care of
him. My siblings also have children and go to work, so they
can’t take care of him often”

Being solely responsible for a family member’s health
places all of the above-mentioned challenges on one
family caregiver, causing feelings of loneliness and isola-
tion. Yet the caregivers resisted burdening other family
members.

Caregiver responses to challenges

“It is my responsibility”

Caring responsibilities can be overwhelming and lead to
stress, worry, financial devastation, and feelings of loneli-
ness, but caregiving responsibilities can also lead to feel-
ings of love, generosity, and can strengthen family ties.
Many caregivers expressed gratitude for the opportunity
to provide care and to be a part of this journey in their
family member’s life. Notably, they saw it as an important
part of their familial role towards each other.

Caregivers, especially spouses, usually perceived the
role of taking care of their family member as part of
their destiny as a spouse and as a part of life. In Viet-
nam, spouses accompany each other through old age and
express a sense of responsibility to take care of each other
throughout life. Many participants in the study described
the mutual care between spouses as a better approach to
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receiving care than receiving it from one’s child. A hus-
band explained: “As husband and wife, we must rely on
each other. That is the obligation. If she’s sick, I have to
take care of her. When I feel tired, I'll overcome it myself.
I try to encourage her” Another husband described his
sense of responsibility in these words: ‘T have had cardio-
vascular disease for many years, and 1 was bedridden a
few years ago, only she took care of me. Now that I'm bet-
ter I take care of her again, that'’s my responsibility. Even if
it’s hard, you have to try”

A wife also described feeling pressures from caregiv-
ing, but said that she would never complain about it, as
caring for each other as spouses is essential and is also
a source of positive feelings: “Sometimes there is a lot of
pressure in caring for him, I do not dare to complain to
anyone. When I see he is in better health, I also feel happy.
The caring between husband and wife is best. Caring for
each other helps us to always have comfortable thoughts,
not thinking anything negative. If you feel happy, anything
can be overcome.

Adult children often described the responsibility to
care for their parents in similar terms. One son said: “My
family lives with him so I have responsibility to take care
of him. In addition to taking care of my father, I also have
to take care of my blind mother-in-law because there is
no one else to take care of her. This is the responsibility of
children to their parents” This participant thus empha-
sized an inherent responsibility that is part of adult
children’s familial role to which they must live up. Car-
egiving then is considered a part of family life and seen as
obligations that strengthen family ties: familial roles are
cemented through caregiving. Mobilizing the feeling that
“it is my responsibility” seemed to help caregivers to keep
up spirits.

Seeking assistance from others

While several caregivers described being solely respon-
sible for the care of their family member with diabetes,
some would share this responsibility with other family
members and people in their social network. One car-
egiver, whose husband had diabetes, described how all
her children and grandchildren helped with the care:
“I am only strong enough to cook, feed, wash his clothes
every day, but to change diapers and give a bath or inject
medicine, our son must do it. I am not strong enough. Our
son, daughter, and grandchildren, they all support by giv-
ing us money and rice. They take good care of their father.
Another wife of a patient described receiving economic
support from their children: “Economic support for us is
provided mainly by our eldest daughter, she pays our hos-
pital fees and medicine. Our two sons-in-law also support
us in many ways. They all take really good care of their
dad’
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Both wives emphasized how their children would take
good care of their father, stressing that this was a source
of happiness to them. This also shows how caregiving
strengthens family ties for all family members when eve-
ryone participates and creates a sense of security in each
other as they come together to support a family mem-
ber. The results showed that when caregiving tasks were
shared, feelings of loneliness and other negative emotions
were less pressing for the caregivers while the positive
feelings associated with taking care of a family member
were enhanced.

Discussion

This study fills an important gap in the qualitative lit-
erature on the experiences of family caregiving towards
people with diabetes in Vietnam, and the findings have
important implications for future designs and contents
of intervention programs. This study contributes to the
literature on the challenges of chronic disease caregiv-
ers, not only in the Vietnamese context, but also in other
similar contexts.

A previous article from this project showed that dia-
betes patients experience existential vulnerability as the
disease threatened their health, caused them feeling anx-
ious to burden their loved ones with their disease, and
threatened their ability to belong in the larger commu-
nity [22]. As this indicates, diabetes affects not only the
lives of those suffering from the disease but also the lives
of the family members who care for them. In many ways
caregivers also experience this existential vulnerability as
their lives become entangled with their family member’s
disease.

Other studies document how caring for chronically ill
family members or significant others at home influences
multiple aspects of caregivers’ lives [23, 24]. Families are
often the primary source of care and support for older
relatives and patients with chronic diseases, contributing
services that would cost hundreds of billions of dollars
annually if they had to be bought [25]. Family caregivers
in Vietnam fulfill multiple important roles in the care of
patients with chronic diseases—roles that are often con-
sidered an integral part of family life and its responsibili-
ties [19, 26].

As presented in the results, the study revealed four
major challenges for family caregivers: physical health
problems, psychological exhaustion, economic burdens,
and lack of support. The health status of their family
member with diabetes stood out as a major concern to
family caregivers, especially in case of diabetes complica-
tions such as amputation or vision loss. Severe comorbid-
ities and complications have previously been proven to
contribute to social, psychological, physical, emotional,
and practical challenges for caregivers [27]. Previous
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studies also show that the health status of people with
chronic disease has direct impact on their caregivers’
own physical health [28, 29]. This aligns with the findings
in this study, where family members reported worrying
about the patient’s health and experiencing challenges
with their own health when caring for their loved one.

The second challenge of family caregivers in this study
was psychological exhaustion. Studies have shown that
caring for people with diabetes long-term makes car-
egivers susceptible to health problems such as sleep dif-
ficulties, pain, headaches, and chest pain [30]. Some
studies indicated that caregiving burdens heighten risks
of depression, anxiety, and poorer quality of life [31]. Our
findings thus resonate with previous studies, as the par-
ticipants described experiencing a heavy burden on their
mental health and their everyday emotional state.

The struggles that participants experienced with main-
taining their household economy are also in line with
previous studies. Struggling with the costs of treatment,
caregivers in our study reported that the caregiving tasks
hampered their ability to maintain a steady job and made
earning a living difficult. Similarly, previous studies have
shown that caregiving might interfere with work, lead-
ing to lower performance and fewer promotions and
thus leading to caregivers earning a lower wage [32, 33].
Financial issues are serious concerns for caregivers both
in developing countries and among vulnerable popula-
tions in developed countries [34—37].

Finally, lack of support from other family members
sometimes placed all the burdens from caregiving on one
person. This caused considerable distress and negative
feelings. This is consistent with previous studies as well
[38—40]. As caregivers did not want to burden and rely
on other family members, many caregivers were shoul-
dering the care tasks themselves. For female caregiv-
ers, this often meant adding to an already existing care
burden. Because of gendered social norms the general
caregiving roles in the household are ascribed to female
family members[41]. This also meant that the female car-
egivers in this study often took care of several people in
the family. Besides taking care of people with diabetes,
they may also have had to take care of children, grand-
children, and even other elderly people in the family, as
well as undertaking general household chores. Gender
inequality in caregiving has been described in previous
studies on family caregiving[42].

Despite facing many challenges and experiencing a
heavy burden with the care tasks, caregivers in our study
also reported positive sentiments about their caregiving
role. Most caregivers regarded caring for their loved one
as an important responsibility. In northern Vietnam, it is
the norm to live with one’s family and be taken care of by
family, when growing old and/or becoming ill. Spouses
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and children often provide primary care because of their
immediate access to the patient either by living with
them or living close to them [43, 44]. In this study, car-
egivers described the diabetes caregiving role as a natural
extension of roles taken on as part of living in a house-
hold as a family together. This resonates with long-stand-
ing Vietnamese family values which are rooted in the
triple teachings of Buddhism, Confucianism and Taoism.
These values define the needs of the family as a whole as
more important than the needs of any individual fam-
ily member. Family obligation is a critical component of
Vietnamese culture, which refers to an implicit societal
expectation of mutual support among family members
[45, 46]. Caregivers in this study highly emphasized the
traditional values of “filial piety” (long hiéu thdo), as they
described their responsibility towards their parents. Filial
piety indexes the values of love, compassion, and sacrifice
between children and parents, where a child is educated
from a young age about their “responsibility/obligation”
(¢rdch nhiém/nghia vy) for respecting and taking care of
their parents, particularly when they become older and
sick [47]. Taking care of their parents means to “return”
the love and sacrifices they received from their parents
when they were younger [48, 49]. Previous studies con-
ducted among family caregivers for people with dementia
in Vietnam have come to similar results, emphasizing the
motivational aspects of familial obligations [19, 50].

To face caregiving challenges, caregivers in our study
thus mobilized these moral feelings within themselves
when describing their inherent familial responsibility
towards a family member. Caring for their family mem-
ber strengthened these family ties and caused positive
feelings as a spouse or a child felt a sense of fulfillment
of their familial role. Another source of motivation for
caregiving, which proved more difficult for some to uti-
lize, was to ask for support from other family members.
Previous research on family caregiving for patients with
chronic diseases shows that when families include more
than one family member in caregiving tasks it has a
variety of positive effects for the primary caregiver, e.g.,
decreasing the overall burden and feelings of loneliness,
and maintaining the caregiver’s resilience [51-54].

Yet, the results of this study showed that many primary
caregivers, mostly spouses, tried to avoid burdening
other family members with caregiving tasks. A previous
article from this project used the concept disease diplo-
macy to describe how diabetes patients in Thai Binh
tend to their disease on an everyday basis [21]. Disease
diplomacy refers to the ways in which diabetes patients
attempted to balance attentiveness to and discretion
about their disease. This meant managing it as best they
could with the limited information and resources they
had, while not attending too much to the disease to avoid
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negative emotions and choosing not to talk with others
about the disease to avoid burdening them. Similarly, car-
egivers in our study took their responsibilities towards
their sick family member very seriously, while being
reluctant in burdening others with the negative emotions
from the disease. Ironically, it is the same familial moral
values that motivate caregivers when they face challenges
in caregiving tasks that also prevent them from seeking
assistance from other family members. As seen from the
results, caregivers do not want to burden other family
members, whom they assume have other important obli-
gations that they should focus on. As no individual family
member is considered more important than the whole,
much needed assistance is rarely asked for.

Conclusions and recommendations

This study has shown that caregivers for people with
T2D face many challenges among which we highlighted
four in particular; physical health concerns, psycho-
logical exhaustion, economic burdens, and lack of sup-
port. As family members defined caregiving as a moral
obligation, caregivers were positively motivated in their
care tasks as caregiving made them feel fulfilled in their
family roles and strengthened family ties.

At the same time, many family caregivers experienced
loneliness if they did not share the caregiving with
other family members. As caregivers did not want to
burden other family members, they were often reluc-
tant to ask for assistance. For families who did share the
care tasks among several family members, some of the
negative sentiments associated with caregiving dimin-
ished and positive feelings were enhanced as familial
feelings were further consolidated. Having multiple
members of a family being part of caregiving thus moti-
vates people in handling care challenges.

These findings point to the importance of informing
family members about the complexities of care associ-
ated with T2D. It is of utmost importance that family
caregivers understand and are well-informed about the
complexities of caring and what the caregiver burden
can accumulate to. If people become better informed
on the complex caregiving that other family members
undertake, they might be motivated to offer more sup-
port. Thus, information about the disease targeted
towards the whole family is crucial to maintain a sense
of moral obligation to care for both the family member
with diabetes and their primary care provider.
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