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Existential vulnerability: an ethnographic study of 
everyday lives with diabetes in Vietnam

Tine M. Gammeltofta , Bùi Thị Huyền Diệub , Vũ Thị Kim Dungb , Vũ Đức 
Anhb, Lê Minh Hiếub  and Nguyễn Thị Áib 
adepartment of Anthropology, University of copenhagen, copenhagen, denmark; bthái Bình University of 
Medicine and pharmacy, thái Bình city, Viet nam

ABSTRACT
This article asks: how can the concept of existential vulnerability help 
us to comprehend the human impact of chronic disease? Across the 
globe, the prevalence of chronic health conditions is rising dramatically, 
with wide-ranging consequences for human lives. Taking type II diabe-
tes in northern Vietnam as its ethnographic case, this study explores 
how chronic health conditions are woven into everyday lives, altering 
subjectivities and social relations. Applying the notion of existential 
vulnerability as its analytical prism, the article explores three different 
dimensions of vulnerability: physical, emotional, and social. The analysis 
highlights the importance of a focus on social connectedness for com-
prehending the everyday impact of chronic disease and for the devel-
opment of health care interventions in this domain.

Introduction

Across the world, the prevalence of non-communicable diseases (NCDs) is rising dramat-
ically. This article focuses on type II diabetes, a disease that is attaining epidemic proportions 
in many settings: nearly 10% of the world’s adults currently live with diabetes, and numbers 
continue to rise (IDF (International Diabetes Federation) 2019). Diabetes rates are rising 
particularly rapidly in low- and middle-income countries where ill-health can have cata-
strophic consequences for individuals and households. Taking type II diabetes (hereafter, 
‘diabetes’) in northern Vietnam as its ethnographic case, this article explores how people 
seek to integrate a demanding chronic health condition into their everyday lives. The article 
focuses particularly on the sense of existential vulnerability that emerged as a powerful 
theme in the ethnographic material. Although specific patterns of vulnerability varied, 
depending on each person’s life situation, the general experience of vulnerability was widely 
shared. Whereas anthropological research on vulnerability in health has often taken a struc-
tural approach, exploring the social and economic forces that produce vulnerability (e.g. 
Bourgois et al. 2017; Farmer 2004), this article highlights how such larger forces manifest 
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in people’s intimate lives, taking the form of existential threats. Such threats may be partic-
ularly pronounced in low- and middle-income countries where people live with high degrees 
of social and economic contingency and where interpersonal dependencies are strong (cf. 
Mendenhall and Weaver 2018). In addressing existential aspects of health, we take our cues 
from Michael Jackson’s existential anthropology (Jackson 2005) and from Jason Throop’s 
work on affective and ‘mooded’ responses to disease and disaster (Throop 2017, 2021). We 
take inspiration also from the rich ethnographic literature on diabetes that has emerged in 
recent years, exploring how people in different parts of the world live with this disease (e.g. 
Mendenhall 2019; Moran-Thomas 2019). In terms of theory, we propose an extension of 
medical anthropological vulnerability theories to include a more sustained focus on the 
existential vulnerabilities that life with chronic disease entails.

From structural to existential vulnerability

The term vulnerability is derived from the Latin vulnerare, to wound, hurt, injure. It captures 
the human potential to be injured, physically or psychologically; to be at risk of harm. 
Vulnerability is, in this sense, intrinsic to the human condition (cf. Browne, Danely, and 
Rosenow 2021; Butler 2004; Laugier 2020). In medical anthropology there is a long and 
strong tradition of exploring structural vulnerability, understood as a state of human being 
that arises from a position of exposure to structural violence. Focusing on large-scale social 
forces, the concept of structural vulnerability highlights ‘the pathways through which spe-
cific local hierarchies and broader sets of power relationships exacerbate individual patients’ 
health problems’ (Bourgois et al. 2017, 299). Research operating from a structural vulner-
ability perspective has produced important insights into the social forces that place some 
individuals at higher risk of health damage than others, highlighting how interplays between 
socio-economic deprivation and various forms of discrimination increase people’s risks of 
ill-health. Structural vulnerability frameworks have, however, also been criticized for poten-
tially deepening stigmatization due to the very labeling of some groups as more vulnerable 
than others, and due to the limited attention that such frameworks pay to people’s own 
agency in handling health challenges (e.g. Clark and Preto 2018; Trundle, Gibson, and Bell 
2019). While the concept of structural vulnerability offers important insights into mecha-
nisms of power and their consequences for health, it holds less promise for analyses that 
seek to understand how people experience and respond to the larger forces that affect 
their lives.

To maintain a focus on the weight of structural forces, while also carving out analytical 
space for individual interpretations and modes of agency, this article proposes the concept 
of existential vulnerability, defining existential vulnerability as forms of vulnerability that 
arise from concerns that are rooted in the individual’s very existence (Heidegger 1995; 
Yalom 1980). Existential vulnerability is a shared condition of human life, while also taking 
specific forms within different socio-cultural contexts. In developing the notion of existen-
tial vulnerability, we draw on Simone de Beauvoir’s existentialist philosophy of vulnerability 
(de Beauvoir 2018). Whereas Jean-Paul Sartre and other existentialists placed a premium 
on the singular individual’s freedom and responsibility, de Beauvoir’s philosophy emphasizes 
the other’s freedom and power over us (cf. Wallace 2020). The other’s freedom is at the heart 
of existential vulnerability; we are exposed to others, to their actions and assessments of 
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us. This exposure produces vulnerability—as does our awareness of our own power to affect 
others. Other people are vulnerable to us, just as we are vulnerable to them. ‘The individual 
is defined only by his [sic] relationship to the world and to other individuals;’ writes de 
Beauvoir, ‘he exists only by transcending himself, and his freedom can be achieved only 
through the freedom of others’ (de Beauvoir 2018, 169). Existential vulnerability is, in other 
words, rooted in this inherent interdependency of human lives (cf. Gilson 2013; Laugier 2020).

To explore in more detail how existential vulnerability is lived, we apply Irvin Yalom’s 
distinction between four existentially significant givens of existence: death, freedom, exis-
tential isolation, and meaninglessness (Yalom 1980). These are facts of life that we typically 
encounter, Yalom maintains, in border situations where our daily existence is shattered by 
urgent events such as death, disease, or irreversible decisions: ‘If we can brush away or 
“bracket” the everyday world, if we reflect deeply upon our “situation” in the world, upon 
our existence, our boundaries, our possibilities, if we arrive at the ground that underlies all 
other ground, we invariably confront the givens of existence’ (Yalom 1980, 8). It was these 
givens of existence that people with diabetes in Vietnam encountered as they strove to weave 
a life-threatening chronic disease into their daily lives. Before moving on to consider the 
life challenges that diabetes posed to the research participants, we shall briefly consider the 
country context.

Type II diabetes as a matter of vulnerability in Vietnam

Vietnam is currently undergoing major epidemiological changes as NCDs are joining infec-
tious diseases as significant sources of morbidity and mortality: the country is currently 
seeing rapidly rising rates of cardiovascular diseases, cancers, chronic obstructive pulmonary 
disease, and diabetes (Nguyen and Hoang 2018; Nguyen and Trevisan 2020). At least 6% 
of Vietnam’s population has been diagnosed with type II diabetes, and as elsewhere around 
the world, many live with pre- or undiagnosed diabetes (IDF (International Diabetes 
Federation) 2019; Ngoc, Lin, and Ahmed 2020). Despite the current surge in diabetes and 
other NCDs, the Vietnamese health care system remains oriented mainly towards episodic 
and curative care, while patient-centered NCD management is often lacking (Teo and Huong 
2020). The COVID-19 pandemic has exacerbated these problems, further complicating 
people’s access to care for chronic health conditions (Ho et al. 2021; Ái et al. 2021). Further, 
as health care services for diabetes and other NCDs are provided at hospitals rather than 
at the primary level, hospital overcrowding and lack of person-centered care are key prob-
lems in health care provisioning for chronic health conditions. Currently around 87% of 
Vietnam’s population hold a health insurance which, for people with diabetes, covers the 
main costs of routine diabetes management and medicine as well as treatment of compli-
cations (Pham et al. 2020).

The increasing prevalence of type II diabetes in Vietnam must be seen in the context of 
the socio-economic changes that the country has gone through over the past years, as it has 
transitioned from a centrally planned socialist economy to a socialist-oriented market econ-
omy; a transition that began in 1986 with the economic reforms named Đổi Mới. From 
being categorized as one of the poorest nations in the world a few decades ago, Vietnam 
has now attained lower middle-income country status, with poverty rates dropping from 
58% in 1993 to 14% in 2008 and below 6% today (World Bank 2021). Socio-economic 
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development is, however, not without costs: Vietnam is currently struggling with severe 
water and air pollution; with persistent food safety problems; and with serious climate 
change challenges (UNDP 2021). The country also faces demographic difficulties, as the 
population is rapidly aging and the population support ratio declining (Teo and Huong 2020).

In Vietnam as in many other settings, ‘lifestyle’ factors alone offer limited explanation 
for the increasing prevalence of diabetes. People in Vietnam generally eat healthy diets and 
are not obese: even though it is on the increase, only 2.1% of the population are currently 
categorized as overweight (FAO et al. 2020) and fat intake is lower than the WHO recom-
mendation (Nguyen et al. 2020). Consumption of alcohol and tobacco is common among 
men, but very limited among women (Nguyen et al. 2020); and most adults meet WHO 
recommendations for physical exercise (Bui et al. 2015). To understand what places people 
in Vietnam at risk of developing diabetes, therefore, environmental and epigenetic factors 
must be taken into consideration too: across the world, there is growing evidence that 
exposure to air pollution and toxic chemicals increase the risk of diabetes, and that epigen-
etic mechanisms may also play a significant role (e.g. Bansal and Simmons 2018; 
Carlsson 2020).

In present-day Vietnam, environmental toxicity poses growing problems: in many parts 
of the country, levels of arsenic in groundwater exceed WHO standards substantially (Luu 
2019); air pollution is severe throughout the country (WHO 2021); and pesticides are used 
intensively in Vietnamese agriculture (Hoi et al. 2016). Further, during the Second Indochina 
War, large amounts of the highly toxic herbicide dioxin Agent Orange were sprayed over 
Vietnam. Dioxins are very persistent in the human organism and the environment, and 
there is growing evidence of epigenetic transgenerational inheritance of disease suscepti-
bility, possibly increasing diabetes risks (Nilsson, Sadler-Riggleman, and Skinner 2018; 
Maamar et al. 2021). Vietnam’s nutrition transition may have epigenetic consequences too: 
due to the country’s rapid move out of poverty, Vietnam has seen falling undernutrition 
over the past decades (Harris et al. 2020). Due to the speed of change, however, adult phys-
iologies may still be epigenetically ‘programmed’ for poverty. This produces increased sus-
ceptibility to metabolic disorders, even in the absence of high-calorie intake or obesity 
(Nyirenda and Byass 2019). Vietnam’s diabetes epidemic must, in short, be seen on the 
background of this complex pattern of social and environmental changes and the bodily 
vulnerabilities they entail.

Research setting, materials, and methods

This article derives from ethnographic research conducted in 2018–2020 in a rural commune 
of Thái Bình province in Vietnam’s Red River Delta under the auspices of a larger interdis-
ciplinary and capacity-building research project.1 The ethnographic research was carried 
out by a team of one Danish and five Vietnamese researchers (the authors of this article) and 
included an extended case study involving 27 individuals with diabetes and their households 
(Table 1). The research participants were recruited through convenience sampling among 
people with diabetes living in the uptake area of the health station of the local commune. 
The sample included 14 women and 13 men, aged 67.1 years on average. Of the 27 individuals, 
two were living from social support from the state, 13 had retired and received a pension, 
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eight had retired and lived from support provided by their families, and four were working. 
Two lived alone, while eight shared a household with their spouse, and 17 lived in two- or 
three-generational households, most often with an adult son and his family.

Work with each case began with a home visit during which a semi-structured interview 
was conducted, focusing on daily life with diabetes (Figure 1). The initial interviews were 
followed up by subsequent informal visits and conversations; in some cases, home visits 
also included conversations with household members such as spouses, children, or children-
in-law. When possible and feasible, researchers also attended diabetes check-up visits at the 
hospital together with the research participants. During the COVID-19 crisis in 2020, 
informal conversations were conducted via telephone or, when possible, in-person. All data 
collection was undertaken in Vietnamese.

As always in qualitative research, analysis was concurrent in all stages of the research. 
Detailed ethnographic fieldnotes played a key role in the analytical process, allowing for 
ongoing joint interpretations of the findings. At the end of each day of fieldwork, the 
researcher responsible for that day’s case visit wrote up ethnographic fieldnotes, including 
observations, conversations, and key events, and concluding with analytical reflections 
on the observations made. All fieldnotes were shared within the team through upload to 
a secure OneDrive folder, and all interviews were voice recorded and transcribed verba-
tim. Interview transcripts were coded using a codebook developed on the basis of the 
original research questions and team’s fieldnotes and synthesized using a content analysis 
strategy. The coding system included the following main categories: life history; family 
situation; work; domestic economy; diabetes history; understandings of the disease; daily 
disease management (subthemes: diet, alcohol, exercise); experiences with hypo/hyper-
glycaemia; diabetes check-ups/interactions with the health care system; medications; 
complications; other health problems; emotional life; sexual life; support from family and 
community; and relations to other people with diabetes in the community. During anal-
ysis, the topic of vulnerability emerged as a key issue, with three dimensions of vulnera-
bility being particularly evident: difficulties controlling the disease; fears of burdening 

Table 1. descriptive characteristics of study participants at the time of recruitment thái Bình, Vietnam, 
november 2018–April 2019.

characteristics participants (N = 27) % of total

Age Mean (range) 67.1 (49–81)

occupation/income Service/farming 4 14.8
retired, with pension 13 48.1
retired, with family support 8 29.6
receiving social assistance 2 7.4

Self-reported years with diabetes Mean (range) 8.1 (1–29)

gender Female 14 51.9
Male 13 48.1

Marriage status Married 22 81.4
Widowed 4 14.8
divorced 1 3.7

household living alone 2 7.4
living with spouse (one generation) 8 29.6
living in two-generational household 6 22.2
living in three-generational household 11 40.7

Medicine oral medication 18 66.6
insulin 9 33.3
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one’s family; and challenges integrating with the community. The case of a 70-year-old 
woman we shall call Bà Lan2 illustrates how these different dimensions of vulnerability 
intertwined, coexisting in one life:

‘I don’t want to be a burden on my children’: the case of Bà Lan

‘I don’t want to be a burden on my children’, Bà Lan exclaims, ‘I don’t want them to have to 
look after me’. Bà Lan gestures to us to sit on tiny red plastic stools around a wobbly wooden 
table placed in the narrow alley leading to her house. On the table are a tea pot and worn 
ceramics cups. Bà Lan bends forward, talking directly into the voice recorder. ‘I don’t want 

Figure 1. home visit.
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to be a burden on my children’, she repeats, desperation in her voice. Her eyes look cloudy 
behind the heavy glasses. ‘I feel so sad about my condition’, she says. ‘All I want is to be inde-
pendent so that I don’t trouble my children. I can prepare my own meals, but I do depend 
on my children. This makes me feel so unhappy. I don’t want to trouble my children. I want 
them to be able to go to work. When they have to serve me, I feel so unhappy’.

Bà Lan was diagnosed with diabetes (bệnh đái tháo đường) 13 years ago. When the doctor 
told her that she had diabetes, she felt frightened—‘I thought I was going to die from this’. 
In her village, many people have died from diabetes, among them her younger brother. 
After he was diagnosed, his health deteriorated quickly, and he spent his last years in a 
wheelchair. It was difficult for him to control his disease, and it is difficult for Bà Lan too, 
she says; her blood sugar counts are nearly always too high. At her last check-up, her blood 
sugar level was 16. ‘My blood sugar goes up and down. I don’t know what to do about it’, 
she says. ‘I try not to worry. Worrying doesn’t cure me. So I don’t care. I just take my med-
icine’. Bà Lan’s body contradicts her words: clearly, she does care. Her tone of voice, the 
sadness in her eyes, indicate intense worry.

Since she was informed about her diabetes, Bà Lan has been watching her diet with care, 
eating more vegetables and less white rice than before. But when attending local celebrations, 
she says, she tries to appear normal, hiding her eating habits from others. She wants to be 
discreet about her disease, so that others do not pay attention to her. Being discreet is, 
however, increasingly difficult. Over the past few years, her health has deteriorated. She 
used to ride around on her bicycle selling noodles, but this is now impossible: she cannot 
feel her feet and has trouble walking, and her eyesight is poor. This has deepened her 
dependency on her children, and particularly on her youngest son who lives just across the 
village lane from Bà Lan and her husband:

If only I could see better, then I could drive on my bike. Then I wouldn’t have to trouble my 
children. I’m old now. I can eat, but not work. Having to burden my children makes me feel 
so heavy at heart, it troubles my conscience. So even when I feel weak, I tell my children that 
I’m fine, so that they can go to work without having to think about me… I can’t contribute to 
my family, or to society. I feel so depressed. I have no hope anymore.

Bà Lan’s loss of working capacity has placed her and her husband in a strained economic 
situation. Since local authorities categorize them as poor, they receive a modest monthly 
sum as social assistance from the state, but hardly enough to survive. To generate more 
income, Bà Lan’s husband takes odd jobs when he can, and they have tried to raise chicken 
and pigs, but without success: their pigs died in the swine flu epidemic, and they did not 
succeed in raising chicken either. Whereas most elderly people in their village are able to 
help their children with childcare and household chores, Bà Lan feels she has little to give. 
Their four children all have families of their own and lead busy, hardworking lives, struggling 
to earn a stable income. Bà Lan wishes she could help them more. ‘I wish I could be inde-
pendent’, she says, ‘I don’t want to bother my children. I want them to be able to go to work, 
to have peace of mind’.

***
In many respects, Bà Lan’s life experiences resonate with experiences evoked by other 

research participants. Even though most were financially better off than her, Bà Lan’s con-
cerns about being a burden, her struggles to control her diabetes, her attempts to downplay 
the disease, and her fears concerning the future were widely shared. The vulnerability that 
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she expressed was, in other words, a shared condition. Starting from Bà Lan’s story, the next 
sections highlight the three dimensions of existential vulnerability that appeared from the 
analysis as the most pressing: physical, emotional, and social.

Physical vulnerability: death as a daily horizon of life

A diabetes diagnosis was, for all participants in this research, a step into a new and more 
complicated life. Like Bà Lan, many reported profound feelings of fear when receiving their 
diagnosis. All knew of individuals in their family or community who had suffered and 
eventually died from the condition, and these experiences frightened them. Like Bà Lan, 
nearly all participants expressed a desire to control their disease well, and like her, many 
encountered difficulties doing so. The target blood sugar level of around 7 mmol/L that 
health providers set for them was often difficult to reach. Many lived with elevated or fluc-
tuating blood glucose levels, as measured at their monthly diabetes check-ups, and many 
experienced frequent episodes of hypo- or hyperglycaemia. Sixty-six-year-old Bà Sim, for 
instance, said that her blood sugar was nearly always too high: three months earlier, it had 
been 18 mmol/L, then down to 7.7, then up to 9.5. She felt that the medicine she received 
at the hospital was ineffective, so instead of taking two pills, as prescribed, she took three, 
and supplemented with medicine that she bought in the market and that other patients had 
recommended. Bà Sim had, like many other research participants, developed her own ways 
of managing her disease, with minimal consultation with health care professionals.

Although nearly all research participants went for regular check-ups at the hospital, they 
had little opportunity to ask questions or resolve doubts. Hospitals were overcrowded, and 
doctors overburdened, leaving them with numerous unanswered questions. Several lived 
with health problems that they ascribed to their diabetes, such as eyesight problems or 
numbness in limbs, and these problems deepened their sense of physical vulnerability. Due 
to the abstract nature of the advice they received from healthcare providers, many felt unsure 
about what they could eat and what they should avoid. As a result, many simply tried to eat 
as little as possible. Sixty-four-year old Bà Khuê, for instance, said: ‘I eat a very restricted 
diet, just a little rice with vegetables. If I eat more than that, I’m afraid that my blood sugar 
will rise. I also don’t eat snacks. I take only my main meals’. During home visits, family 
members often expressed concern that the person with diabetes was on a too strict diet 
(kiêng quá), resulting in undernourishment, physical weakness, and frequent hypoglycaemia 
episodes.

In addition to questions surrounding diet, medicines also caused uncertainty. Many 
participants regulated their medicines themselves or supplemented the medicine provided 
at the hospital with allopathic or traditional medicines that they bought at a private phar-
macy or from an herbalist. These additional medicines were in some cases highly costly, 
straining already tight household budgets. Often, doubts about whether current medications 
were the right ones deepened people’s feelings of uncertainty (bấp bênh) (Figure 2).

These struggles to maintain stable blood sugar levels generated a heightened sense of 
physical vulnerability: although they were acutely aware that they suffered from a serious 
disease, many felt powerless to control it. Fears of complications loomed large, as did anx-
ieties regarding what the future might bring: would they end up seriously disabled? What 
would, over time, happen to their eyesight, their heart, their skin, their feet and legs? Trying 
to handle this anxiety, some took a defiant approach to their disease, as if mobilizing inner 



ANTHROpOLOGy & MEDICINE 9

defences by distancing themselves from it. Describing her not always diabetes-friendly 
eating habits, for instance, Bà Sim said: ‘I don’t care about it! We’ll die anyway, won’t we’.

Emotional vulnerability: caring about others

‘I don’t want to be a burden on my children’, Bà Lan exclaimed. This sentiment was echoed 
by practically all research participants. Residing in a rural area where marriage endogamy 
within villages is common and multi-generational households prevail, all participants were 
living either together with or near their children and grandchildren. As a consequence, the 
daily habits and practices of the person with diabetes would usually unfold in close inter-
action with other family members, within and across households.

Like Bà Lan, many expressed feelings of loving responsibility for their children, saying 
that they did not want their diabetes to place burdens on them. They wanted their children 
to lead happy, carefree lives, unburdened by disease and disability, and they therefore tried 
to be discreet about their disease, downplaying it in the presence of adult children and other 
family members. Bà Đào, for instance, lived in a three-generational household, with respon-
sibility for daily care of several grandchildren and a husband with heart problems. Her 
primary concern was how to prevent the disease from affecting her family:

Like other patients, I wish that this disease could be cured, so that my family could be happy, 
and I could lead a healthy and joyful life… I do everything I can so that my children can feel 
at ease when they go to work. Our meals are our happiest moments, so I want them to be able 

Figure 2. diabetes medications.
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to eat in an open and happy spirit. For instance, even if my disease is serious, I tell them that 
it’s not a problem. I don’t want to cause them worries. If I have a headache, I also don’t tell my 
children. I just take my bike and go to the health station. My only wish is that my family is 
happy, so I don’t complain to my husband or children about my disease.

When talking about their fears of complications, the worries people evoked often centered 
on the suffering that a worsening of their health would impose on their family. In the words 
of Bà Đào:

I think a lot about how I can prevent the disease from developing, about how to remain stable. 
If I don’t try hard, if I let it develop further, then it will be difficult for my children…. I often 
lie awake at night, my thoughts spinning. When people outside see me, they say my disease is 
not a problem. But they know nothing about my suffering. I speculate constantly. Maybe 
there’ll be complications later on. Now I can still see, still walk. I can help other people. But 
what will happen when I cannot help others anymore? Then my children will suffer. I feel so 
worried and afraid… If complications arise, I’ll lose my independence. Therefore, I must try 
hard, I must eat appropriately, take my medicine, exercise. Always these three things.

While Bà Đào described herself as being in good physical health despite her disease, others 
lived with complications such as numbness or eyesight problems. Their capacity to con-
tribute to their households had diminished, and they had become dependent on family 
members in multiple ways. Those who found themselves in such a situation of dependency 
would often, like Bà Lan, express profound feelings of pain. Their adult children, they 
explained, had to work hard already, and so imposing additional burdens on them felt 
intensely painful. Further, since their health insurance did not cover the medicines they 
purchased on their own initiative, the search for better medicines often involved additional 
economic burdens. Further, many expressed deep regrets about having to trouble family 
members when they needed help to attend their monthly diabetes check-ups. Sixty-six-
year-old Bà Thoa, for instance, described the pain she felt, taking her husband’s time: ‘My 
husband is the one who provides for our family. But every time I go for a check-up, he must 
take the day off to bring me there and to help me with the paperwork. I don’t know how to 
do it, and I cannot walk so well anymore’. Many expressed wishes for diabetes care to be 
provided closer to their home, at the local commune health station, as this would lessen 
the burden placed on family members.

In the context of family lives, striking gender differences emerged: whereas many women 
expressed intense worries about the burdens of care and cost that their disease placed on 
their families, or might place on their families in the future, men tended to be considerably 
less vocal about these concerns, apparently feeling more at ease about their own needs for 
domestic care and support. Fifty-nine-year-old Duy, for instance, described how his wife 
helped him to eat an appropriate diet: ‘My wife prepares and serves the food that I need. 
She prepares the food according to my needs, not her own. She asks me what I would like 
to eat, and then she goes to buy that. We eat according to my preferences’. Although male 
participants, like their female counterparts, often struggled with deepening domestic 
dependencies, many seemed to take a more light-hearted attitude to this situation, express-
ing a sense of entitlement rather than regret when describing the care that they received 
from family members. For instance, talking about the many different, and costly, medicines 
that he was taking, 80-year-old Ông Hoàn described his situation through a metaphor 
evoking natural disasters: ‘My treatment is very costly. The children complain about it. 
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But according to our elders, this is how it must be. They have to care for me (cứ phải nuôi 
vậy thôi). I have to take this medicine…. Everyone says, “we must live with the floods” 
(phải sống chung với lũ thôi). I know I’m a burden for our family, but we have to accept that’.

Overall, the predicament of feeling intensely responsible for family members while also 
suffering from a capricious and hard-to-control chronic disease placed research participants 
in a situation of profound emotional vulnerability; a situation where feelings of inadequacy 
and hopelessness often prevailed.

Social vulnerability: the urge to belong

The third dimension to vulnerability that this research revealed stemmed from people’s 
fears of moral judgements made by other community members. In Thái Bình, as in other 
Red River Delta provinces, the fabrics of local communities are tightly woven (Taylor 2016). 
Most families have resided in their village for centuries and trace their lineage through 
multiple generations, worshipping ancestors up to five generations back. Further, Red River 
Delta villages consist of houses that lie closely clustered together, rendering everyday 
exchanges of news and gossip easy; comings and goings are witnessed by other villagers, 
and people participate in the lives of one another both at times of special family events—
weddings, funerals, anniversaries—and through the grind of mundane, routine everyday 
lives. News and gossip run quickly through hamlet lanes, keeping villagers informed of 
small and big events in one another’s lives.

When talking about their diabetes, many participants expressed a strong desire to inte-
grate (hoà nhập) with their local community. The term hoà nhập literally means ‘to integrate’, 
but it also means ‘to get along well’, indicating that community membership and belonging 
hinge, to a certain degree, on a blending in among others. The capacity to integrate, to take 
part in daily community activities on an equal footing with others, was stressed as a signif-
icant aspect of being the community member that people aspired to be. Like Bà Lan, many 
emphasized that they did not want to be different or to attract others’ attention; their urge 
was to live inconspicuously among their peers. This desire to blend in often made appro-
priate diabetes management difficult. At communal celebrations such as weddings and 
anniversaries, for instance, when people gather around large trays of food, social bonds are 
often affirmed by using one’s chopsticks to place food items in one another’s bowls (Figure 3). 
This habituated gesture of generosity would, ironically, often make it difficult for people 
with diabetes to take part in local celebrations. In order to prevent situations where they 
had to reject others’ generosity, therefore, some avoided attending such events. Fifty-one-
year-old Tình, for instance, told us how he struggled to reconcile a life with diabetes with 
life in the local community:

When I attend celebrations, I eat normally, like other people, in order to blend in. If I don’t eat 
much, people will pick food for me, making me feel really embarrassed (ngại lắm). I feel I 
must eat like others do, so often I don’t attend. When my friends invite me, I simply decline 
the invitation, and when my neighbours or relatives invite me, I ask a family member to go 
instead of me. I have to reject many invitations and I cannot go out like I did before. This 
makes me feel very uncomfortable (khó chịu).

Similarly, 64-year-old Bà Bích said, ‘It’s very difficult. At local celebrations, one has to eat 
the food that’s there. If people put food in my bowl and I cannot eat it, it feels very 
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embarrassing. It also makes people notice me’. Problems of community integration seemed 
to be most acutely experienced by male research participants: in northern Vietnam, smoking 
and alcohol drinking lie at the heart of everyday male socializing (Lincoln 2016). This often 
places men with diabetes in a conflict between appropriate disease management and con-
tinued contact with friends. For some, this resulted in a loss of friends and a marked reduc-
tion in their capacity to take part in local community life.

Some research participants described diabetes as a stigmatizing condition; they felt that 
their diabetes reduced their worth in the eyes of community members. Duy, for instance, 
kept his diabetes secret from everyone apart from his wife and children. He gained part of 
his income from short-term service work performed for other community members and 
feared losing work if customers knew about his condition:

I haven’t told anyone about my diabetes. Not even my friends. Because my life is still normal, 
there’s no change, so I don’t tell anyone. This is about my income, my occupation. I don’t want 
any rumours to run, I don’t want people to feel puzzled. I’m afraid that my customers won’t 
trust me anymore, or trust that I can work for them. I work normally, like I always did, but not 
everyone knows what diabetes is. Perhaps they think it’s something very dangerous, and 
they’ll gossip. This would affect my work, and it would affect my moods too, making me feel 
more negative.

Several participants told us about the severe stigma that had surrounded diabetes a decade 
or two ago, when the disease was still relatively rare. Bà Sim, for instance, used to live from 
producing and selling rice noodles—but 18 years ago, when she was diagnosed with diabetes, 
nobody wanted to buy her noodles anymore: ‘People avoided me. They said they didn’t 
want to buy my noodles… To begin with I was scared too, because I was told that this was 

Figure 3. Meal.
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a disease of the rich. Oh no, I thought, how can I afford treatment if this is a disease of the 
rich? But today people are more familiar with this disease’.

Discussion: existential vulnerability between the universal and the culturally 
specific

Existential vulnerability is intrinsic to the human condition—‘an ontological condition of 
our humanity’ (Rogers, Mackenzie, and Dodds 2012, 12). We are all subject to injury and 
harm; we all live under the weight of the ‘givens of existence’. But while being universal and 
shared, existential vulnerability is also culturally contingent, taking different forms across 
social contexts. Some individuals are more sensitive to particular risks than others; some 
risks heighten at particular moments of our lives. Existential vulnerability is, in other words, 
realized in differing ways across cultures and contexts. This confronts us with the analytical 
challenge of determining how to balance the universal with the culturally specific or, as 
Wendy Rogers and colleagues put it, ‘how to reconcile a universal claim about ontological 
human vulnerability with a context-sensitive analysis of specific kinds and sources of vul-
nerability’ (19; see also Browne, Danely, and Rosenow 2021).

The different forms of existential vulnerability expressed by research participants in 
Vietnam—physical, emotional, and social—all had a universal dimension. Diabetes is a 
life-threatening disease, and our interlocutors’ sense of physical vulnerability seemed to be 
rooted in this awareness of death’s presence in their lives as an ultimate horizon, one that 
might easily move too near too soon. Emotional vulnerability, in turn, concerned the risk 
of failing to sustain the lives of one’s most intimate others—family or household members. 
This form of vulnerability arose from an acute awareness of one’s capacity to harm, hurt, 
or help other people. Social vulnerability was rooted in fears of exclusion from the larger 
community of local life; in existential terms, it concerned the risks of isolation that human 
life entails. Understood along Yalom’s lines, then, we can see physical vulnerability as con-
nected to the existential theme of death; emotional vulnerability as connected to freedom; 
and social vulnerability to risks of isolation and the urge to belong. Seeking to integrate 
their diabetes into everyday lives, in other words, research participants in Vietnam encoun-
tered what Yalom defines as universally shared givens of existence. These givens were, 
however, realized in culturally specific ways, gaining particular meaning and weight through 
local social conditions and culturally shared norms and values.

The physical vulnerabilities that people experienced must be seen in light of current 
health system constraints in Vietnam: in a health care setting where systems for NCD care 
are not yet well developed, patients with chronic conditions often receive limited profes-
sional support (Duong et al. 2018). Even though national health care strategies place empha-
sis on primary health care, people with diabetes most often attend check-ups at overcrowded 
hospitals—sometimes far from their homes—where time for patient care and counseling 
is inadequate (Teo and Huong 2020). Further, limited attention is paid in Vietnam to the 
mental health needs of people with diabetes and other chronic health conditions (Huynh 
et al. 2021); and many patients report difficulties accessing the pharmaceuticals that suit 
their needs (Dang et al. 2021; Thi Bui et al. 2021). Such lack of adequate professional guid-
ance and support deepens vulnerability, as shown by numerous other studies from low- and 
middle-income settings (e.g. Mendenhall 2019; Mendenhall and Norris 2015).
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The emotional vulnerabilities expressed by research participants were often related to 
the economic costs that chronic disease entails for families in Vietnam; costs that increase 
if complications arise. In 2017, medical costs directly due to diabetes accounted for 10% of 
total health care expenditure in Vietnam (Pham et al. 2020). For the individual patient, 
such direct medical costs come on top of indirect costs due to loss of time and reduced 
productivity and often occupy a large share of a household’s income (Le, Dinh, and Quang 
2017). The costs that diabetes imposes on households play a significant role when people 
with diabetes experience distress, feeling that they burden their children and other family 
members (Khong et al. 2021). These emotional dynamics are exacerbated by a powerful 
moral ethos in Vietnam that stresses the individual’s obligations to contribute actively to 
family and society (cf. Gammeltoft 2014; Shohet 2021): this duty to contribute turns disease 
and disability into not merely economic, but also moral problems (cf. Meeker 2019). The 
tendency for emotional vulnerability to be more marked among women can be explained 
in several ways: partly by a cultural emphasis on women’s responsibilities for family well-be-
ing (e.g. Schuler et al. 2006), and partly by male-oriented kinship practices which render 
women less securely anchored in their households and therefore more vulnerable to moral 
assessment and critique (e.g. Bélanger and Li 2009; Nhi, Hanh, and Gammeltoft 2018).

The social vulnerability expressed by research participants must be seen in light of the 
cultural premium that is placed in northern Vietnam on social belonging and active com-
munity membership (cf. Earl 2014; Gammeltoft 2018). To many people, the very meaning 
of life seems to reside in this sense of belonging; in the awareness of being but a singular 
thread in larger tapestries of life—tapestries that stretch back in time to ancestors and 
forward to descendants, tying the individual into larger communities of sentiment and 
sociality; into family, neighbourhood, village, and nation (cf. Taylor 2016). In a socio-cul-
tural context where longing for belonging is strong and where the capacity to blend in with 
others is socially valued, traits that set an individual apart—whether due to appearance, 
health, or way of life—can be highly challenging, socially and existentially (cf. Oosterhoff 
et al. 2010). In short, when social reciprocity and participation in collective life are core 
values and significant sources of personhood, a diabetes diagnosis becomes intensely exis-
tentially challenging.

Conclusion

Drawing on fieldwork carried out in northern Vietnam, this study has shown how the 
concept of existential vulnerability can serve as a useful analytical prism when seeking to 
comprehend how a capricious chronic disease affects human lives. The analysis highlights 
how type II diabetes generates physical, emotional, and social vulnerabilities that touch 
upon people’s very being, affecting their everyday routines, their perceptions of self, and 
their relations to others. Diabetes, this indicates, is a problem not merely of individual body 
metabolism, but of social metabolism as well: this is a disease that affects social connections 
deeply. Physical vulnerability concerns, ultimately, the most fundamental disconnection of 
all; death. Emotional vulnerability concerns the risk of hurting intimate others—family or 
household members—while social vulnerability concerns the threat of exclusion from the 
larger community of local life. In a country such as Vietnam, where ‘connections are the 
source of life’ (Taylor 2016, 1), this makes diabetes life-threatening in more than one sense: 
this is a disease that threatens people’s existential as well as physical survival. These 
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vulnerabilities all take specific social forms in northern Vietnam—under the influence of 
local cultural norms and values, socio-economic conditions, and habituated social prac-
tices—but being of an existential nature, they are likely to manifest in other settings as well, 
in locally configured ways. Comprehending how chronic disease affects human existence, 
this analysis suggests, requires close attention to the social connections that sustain daily 
lives and to basic existential concerns about survival, responsibility, and belonging.

Note

 1. In 2017, the prevalence of type II diabetes in Thái Bình was 6.5% among individuals aged 
25+, reflecting the national average.

 2.  All personal names are pseudonyms.
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