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S u m m a r y 
Diabe tes me l l i t u s is b e c o m i n g a m a j o r publ ic heal th prob-
lem in Af r i ca a n d its b u r d e n is expec ted to increase. Per-
sons with diabetes mel l i tus require con t inu ing medical care 
and s e l f - m a n a g e m e n t educa t ion to prevent complicat ions. 
In both deve loped a n d s o m e resource-poor countr ies , the 
m a n a g e m e n t of pe r sons wi th d iabe tes has been undergo-
ing rapid c h a n g e s in o rde r to improve s t andards of a i re , 
t h r o u g h re s t ruc tu r ing of c l in ics or th rough the establish-
men t of d iabe tes cen t r e s wi th a mult idiscipl inary team ap-
p roach to care. T h e r e has been a progress ive increase in 
the p reva l ence of d iabe tes mel l i tus in Niger ia and the bur-
den is expec ted to inc rease even fur ther . In view of the 
l o o m i n g b u r d e n of d iabe tes in Niger ia , there is an urgent 
need to e x a m i n e ex i s t i ng hea l thca re structures, revise the 
deliver}' p roce s s of h e a l t h c a r e p r o g r a m m e s for persons 
wi th d i abe te s a n d e f fec t ive ly imp lemen t a process that fa-
ci l i ta tes accessibi l i ty to such p rog rammes . Wcll-structurcd 
c o m m u n i t y - b a s e d ca re , a p p r o p r i a t e to the local situation 
a n d resources , would p rov ide for this, m a k i n g it more ac-
cess ib le a n d real is t ic to the needs of persons with diabe-
tes l iving in u rban a n d rural a reas of Nigeria . Various mod-
e ls h a v e been adop ted for the deliver}" of d iabetes care. 
T h i s a r t ic le a i m s to h igh l igh t s o m e of these var ious mod-
e ls of d i abe te s care . It c o n c l u d e s wi th a proposed model 
for the ca re of pe r sons wi th d iabe tes mel l i tus in Nigeria. 

K e y w o r d s : Diabetes mellitus, burden, care, Nigeria, 
model, restructure 

R e s u m e 
Lc diabete mell i tus est devenu un problemc majcur dc santc 
en A f r i q u c ct scs c o n s e q u e n c e s sont supposecs aug tnen-
tcr. Les ind iv idus ayant cct tc m a l a d i c doivent a \ o i r des 
soins dc san tc in t ense ct u n e educa t ion du managemen t 
proprc pour p reven i r les compl i ca t i ons . D a n s les p a \ s 
dcve lopcs ct sous dcvc lopcs lc m a n a g e m e n t des person-
lies avee lc d iabe te a subit des c h a n g c n i c n l s rapidc a f in 
d ' ame l io r c r les s t a n d a r d s d e s so ins en rcslructuranl les 
c l in iqucs ou en c tabl issant les cen t res muni d line cquipc 

Correspondence. Dr J O Adeleyc. Department of Medicine. Col-
lege of Medicine/University Col lege Hospital. PMB 5116. Ibadan. 
Nigeria. Email: jokotadeafflhotmail .com or jadeleye@comui.cdu.ng 

miiltidisciplinairc. II y a une augmenta t ion progressiv e dc 
la p r e v a l e n c e du d i abe t e au Nige r i a . En vuc d u n e 
prevalence croissantc au Nigeria . II y a cc bcsoin dc rc-
cxaminc r les s tructures des soins cxis tanl . rc\ iscr lc pro-
ccs dc distr ibution ct une implementa t ion effective des 
p rogrammes acccssiblcs. Des soins co inmunauta i rc bicn 
structures, approprics , bases sur la situation local ct scs 
rcssourccs pourrons amcl iorcr ccs besoins des ccs pa-
tients en /.ones urbaincs or ruralcs an Nigeria. Plusieurs 
modcles out etc adoptes pour apporter les soins a u \ pa-
tients diabctiquc. Ccttc etude apportc un modclc dc nicna-
gcnicnt pour les so ins des pc r sonnes ayant lc d iabete 
mellitus au Nigeria 

I n t roduc t i on 
Diabetes melli tus is associated with long-term damage , 
dysfunct ion, and failure of var ious organs , especially the 
eyes, kidneys, nerves, heart , and blood vessels [ 1 ]. It is 
the leading causc o f b l i n d n c s s | 2 | . non- t raumat ic ampu ta -
tions | 3 | , and end-stage renal disease in adults in the west-
ern world |4 | . It is also a major risk factor for cardiovascu-
lar disease | 5 | . 

D iabe t e s m e l l i t u s is a l r eady a m a j o r pub l i c 
hea l th p rob lem in Af r i ca and its bu rden is expec ted to 
inc rease | 6 | . T h e World Hea l th O r g a n i z a t i o n ( W H O ) 
and In te rna t iona l Diabe tes Fede ra t ion ( IDF) in 2004 
w a r n e d that the n u m b e r of peop le wi th d iabe tes in A f -
rica is cxpcc t cd to m o r e t h a n doub le over the next 25 
years | 6 | . In 2000 . there were 7.5 mil l ion eases of diabe-
tes in the c o n t i n e n t . By 2030 . th is f igu re is cxpcc tcd to 
r ise to a r o u n d 18.2 mi l l ion . It h a s been es t ima ted that 
more than 8 0 % of people wi th d iabe tes in Afr ica remain 
u n d i a g n o s e d | 6 | . Type 2 d i abe t e s me l l i t u s (type 2 D M ) 
is cxpcc tcd to a c c o u n t for the ma jo r i t y of these cases. 
It is the p r e d o m i n a n t type of d i abe te s seen in both de-
ve loped a n d d e v e l o p i n g coun t r i e s , a c c o u n t i n g for up 
lo 9 0 % of all p a t i en t s wi th d i abe t e s 11|. 

The re has been a progressive increase in the re-
ported prevalence of diabetes mellitus amongst Nigerians. 
In 1963, Kinncar reported the prevalence of diabetes melli-
tus amongs t a hospital population in Ibadan as 0..>9% | 7 | 
and he considered diabetes to be an uncommon disease 
amongs t Nigerians. Johnson obtained a prevalence rale of 
0 . 3 % to 0 . 5 % a m o n g s t Lagos metropolis residents in 1969 
| 8 | . while Osun tokun et al in 1971. reported a prevalence 
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ra te o f O . 4 3 % in a hosp i i a l -bascd s tudy d o n e in Ibadan | 9 | . 
By 1988. the p r e v a l e n c e of d i abe t e s a m o n g s t Lagos res i -
den t s w a s repor ted a s 1 .7% 110|. w h i l e p r e v a l e n c e ra tes of 
2 . 4 % and 1 .5% respect ively w e r e repor ted a m o n g s t per -
sons living in u rban and rural c o m m u n i t i e s a round Ilorin in 
19891111. 

In t he report of a na t i ona l survey conduc ted on 
n o n - c o m m u n i c a b l e d i seases in Niger ia , publ ished in 1992. 
the na t iona l p r e v a l e n c e ra te for d iabe tes mcl l i tus was re-
por ted a s 2 . 8 % 1121 T h e c r u d e p r e v a l e n c e for d iabetes 
mcl l i tus in ma le s a n d f e m a l e s below the age of 45 years 
w a s 1 .6% a n d 1 . 9 % respect ively: wi th a 3 fold increase 
a f te r the age of 4 5 yea r s to 5 . 4 % and 5 . 6 % in males and 
f emales respectively. Urban communi t i es had a higher over-
all p r e v a l e n c e of d iabe tes ( 3 . 3 % ) w h e n c o m p a r e d wi th ru-
ral c o m m u n i t i e s (2 .6%) . T h e burden of diabetes in Nigeria 
is expec ted to inc rease e v e n fur ther . 

P e r s o n s wi th d iabe tes mcl l i tus require con t inu-
ing medica l ca re a n d s e l f - m a n a g e m e n t educat ion to pre-
ven t acu te compl i ca t i ons and reduce the risk of long- term 
compl i ca t ions . T h e Uni ted K i n g d o m Prospect ive Diabe-
tes Study ( U K P D S ) showed that in tensive control of blood 
g lucose and tight contro l of blood pressure reduced the 
risk of mic rovascu la r compl ica t ions amongs t pat ients with 
type 2 D M [131. Consequen t ly , it should be the a im of 
heal th decis ion m a k e r s a n d heal th profess ionals to pro-
mote a n op t ima l o rgan iza t ion a n d del ivery of care for pa-
t ients wi th diabetes , a s far as exis t ing resources allow. In 
both deve loped a n d s o m e resource-poor count r ies , the 
m a n a g e m e n t of pe r sons wi th d iabetes has been undergo-
ing rapid c h a n g e s in o rder to improve s tandards ol care 
th rough res t ruc tur ing of c l in ics or the es tabl ishment of 
diabetes centers w ith a mul t id isc ipl inary team approach to 
carc 114). Var ious mode l s have been adopted by these 
coun t r i e s for t he delivery of d iabe tes carc. 

T h i s a r t i c l e a i m s to h i g h l i g h t s o m e of these 
changes , as well a s va r ious mode l s ol d iabetes carc. It 
conc ludes wi th a p roposed model for the carc of persons 
with d iabetes mcll i tus. in Niger ia . 

O u r e x p e r i e n c e s a n d t h e c h a l l e n g e s to t he d e l i v e r y of 
d i a b e t e s c a r e in N i g e r i a 
M e t h o d s 
We retr ieved and reviewed the regis ter of pa t ien ts a t tend-
ing the d iabe tes c l in ic of the Univ ersi ty Col lege Hospital 
between January 2002 and D e c e m b e r 2004. 

Resul t s 
As many a s 6 - 8 new refer ra ls w e r e receiv ed at each cl inic, 
a n d this w a s in addi t ion to pa t i en t s a t t end ing the follow 
u p cl inic . T h e number of pa t ien ts a t t ended to on a follow 
u p bas i s pe r cl inic, ranged f r o m 50-65. In 2 0 0 2 . 1 7 9 3 per-
sons wi th d iabe tes mcl l i tus were a t t ended to in our clinic. 
T h e n u m b e r rose steeply to 2708 a n d 2915 in the year 2003 
a n d 2 0 0 4 respectively. T h i s may however be a slight un-

dc r - c s l ima l ion of t he ac tua l f i g u r e s a s s o m e pa t ien ts may 
sec o the r spec ia l i s t s in re la t ion to c o m p l i c a t i o n s oi per-
sonal p re fe rences . 

Discuss ion 
T h e a m b i a n c e of o u r d i abe t e s c l i n i c ( run at the University 
Col lege Hospi ta l ( U C H ) . Ibadan . N ige r i a ) is a n ovc rpopu-
latcd and unders ta f fed c l in ic . Usual ly the c l inic is run once 
a week by 2 consu l t an t phys ic i ans . 1 sen io r reg is t ra r a n d 2 
registrars. T w o pub l ic hea l th n u r s e s act a s hea l th educa-
tors. A diet ician also renders scrvicc d u r i n g the clinic hours. 
T h e r e a r c no d i abe t e s specia l i s t nurses , ch i ropod i s t s or 
o r t h o t i c s . T h e c l in ic is o f t e n o v e r w h e l m e d by the n u m b e r 
of pa t ien ts s e e k i n g ca rc . w h i c h docs not allow prov ision 
of op t ima l carc . O f t e n t i m e s b e c a u s e of the la rge cl inical 
load, insuff icient t ime is a l lot ted to pa t ien ts w ith compl ica-
t ions and they a r c o f t e n o v e r s h a d o w e d by the n u m b e r of 
people with u n c o m p l i c a t e d d i sease . T h i s s a m e scenar io 
probably exis ts in o t h e r hea l th ca rc ins t i tu t ions in Nigeria. 

L imi t ed a c c c s s to h e a l t h c a r e , low a w a r e n e s s 
amongs t the publ ic a n d h e a l t h - c a r e providers , inadequa te 
epidemiologica l s tudies , insuf f ic ien t resources for national 
diabetes p r o g r a m m e s , a n d the dea r th of high-quality d ia -
betes educa t ion a n d t r a i n i n g of hea l thca re -pe rsonne l a re 
major cha l l enges faced by Niger ia and o ther Af r ican c o u n -
tries 16.15). T h i s has resulted in unsatisfactory carc in terms 
of prevent ion a n d m a n a g e m e n t of compl ica t ions in pa-
t ients wi th d iabe tes . 

T h o u g h the n u m b e r of pa t ien ts seen in our dia-
betes c l in ic h a s r i sen s ign i f ican t ly , there has been no cor-
respond ing increase in t he n u m b e r a n d spec t rum ol health 
carc providers to m a n the c l in ic adequately. T h e number ol 
pa t ients a t t e n d i n g the c l in ic is expec ted to rise fu r the r and 
this will have fu r the r nega t ive impl ica t ions on the s tan-
d a r d s of carc . if the e x i s t i n g s t ruc tu re of ca rc is not re-
vised. 

M o d e l s f o r t h e d e l i v e r y of d i a b e t e s c a r e 
1) Shared carc model 
In the Uni ted K i n g d o m (UK) , d u e to the ever- increas ing 
burden of type 2 d iabe tes , it w a s logical that the general 
pract i t ioner in the U K a s s u m e d a n inc reas ing role in the 
provis ion of ca re for these pa t ien ts . It was no longer pos-
sible or des i rab le for all p a t i en t s to be treated routinely 
w ithin secondary ca rc by d i abe t e s spec ia l i s t s Shared carc 
s c h e m e s for pe r sons wi th d iabe tes a r c now in operat ion in 
the UK 116|. It involves the "joint par t ic ipa t ion of hospital 
consu l tan t s and genera l p rac t i t ioners in a p lanned deliv-
ery of carc for pa t i en t s wi th a c h r o n i c condi t ion , informed 
by an e n h a n c e d i n f o r m a t i o n e x c h a n g e above and bey ond 
the rout ine d i s cha rge a n d referra l not iccs" 116|. Studies 
have c o n f i r m e d that sha r ed ca rc s c h e m e s a rc effect ive in 
the UK and can be a s e f fec t ive as hospi ta l -based care 117|. 

For shared carc to work efficiently, the following have 
been cons idered as essent ia l 116|: 
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the ident ideal ion of objectives for care 
guidelines for management of diabetes locally 
agreed along national guidelines, taking into con-
sideration local resources 
well developed outreach services from hospital: 
highly trained diabetes nurse specialists who 
advise on practical problems 
computerized prompt ing system for calling and 
recalling patients. 
shared carc pat ients ' record system carried by 
patients when at tending clinics in both hospital 
and community 

• an effective educational system for patients, their 
carers, and all hcalthcarc professionals, and 
an integral audit system between hospital and 
GP. al lowing discussions to improve the service 
in a cost effective way. 

In the light of all the above, it would appear that many 
barriers exist in rcspccl of the efficient implementation of a 
shared carc scheme as practiced in the UK. for the man-
agement of patients with diabetes in Nigeria. Other models 
thought to be more appropriate to the needs of a resource-
poor and developing country like Nigeria arc now dis-
cussed . 

(2) Training and introduction of diabetes specialist 
nurses. 
Deve loped c o u n t r i e s have been us ing diabetes spe-
cial is t nu r ses or d i abe te s educa to r s to provide diabe-
tes educa t ion , i n f o r m a t i o n and support as well as treat-
ment c h a n g e s for pa t i en t s wi th diabetes [18]. The in-
t roduc t ion of d i abe t e s ca rc by specia l ly t ra ined nurses 
w h o fo l lowed de ta i l ed p ro toco ls a n d a lgo r i thms under 
the supe rv i s ion of a d iabc to log is t has been associated 
wi th i m p r o v e d d iabe tes ou t comes 119|. The re is ample 
ev idence that p roper ly t r a ined nurses have a role to 
play in hea l t hca re delivery sys tems for diabetes in Af-
r ica . w h e r e doc to r s a r c few and ove rburdened with 
many aspects of pat ient ca rc 114.20]. They have already 
t aken root in Sou th A f r i c a a n d G h a n a . A t ra in ing 
p r o g r a m m e for d iabe tes special is t nurses has been in 
exis tence at the Diabe tes cen t re in Kttmasi . Ghana in 
the last few years . Diabe tes special is t nurse- led educa-
tion for pa t i en t s and ca re r s has contr ibuted to major 
improvemen t s in d iabetes m a n a g e m e n t and outcome in 
G h a n a and they arc cons idered great assets [14,20]. 
Between 1991 a n d 1998. d iabe tes related admiss ions 
decl ined f rom 16% to 4 % . and morta l i ty f r o m diabetes 
dec l ined f rom 4 % to 0 . 5 % over the s a m e period 114]. 
Diabetes specialist nurses a rc reported to have reduced 
the work load of the doc to rs by h a n d l i n g educat ion , 
t each ing of diet a n d m a n a g e m e n t of stable patients. 
Nurses in Nigeria if g iven adequate education and train-
ing can a lso play a s ign i f i can t role in diabetes carc and 
complemen t the work of the doctors . Th i s should ide-

ally be implemented at all levels of health carc. 
(3) The institution of non-communicable disease (MCI)) 
clinics at primary and secondary healthcare levels. 
This involves the setting up of NCD clinics, separate from 
the general primary health clinic, with the aim of delivering 
carc to persons with diabetes close to people's homes at 
the primary care level 115). An appropriate primary level 
clinic will be nurse-led with back up as available from doc-
tors. It is advised that clear protocols for diagnosis, risk 
factor assessment, and management should be developed 
and adopted. Nurses and doctors in primary health carc 
(PHC) and their colleagues in referral institutions would 
need to be appropriately trained in the clinic's functioning 
and protocol. This would help to ensure cooperation and 
standardization of carc for people with diabetes at differ-
ent levels of health carc. Some basic principles have been 
recommended 115). 

• The programme should be appropriate to the lo-
cal situation and resources 
Effective educational system for all health carc 
professionals should be in place 
Well supported delegation of human and physi-
cal resources is a priority in order to improve ac-
cess to health carc and sustain uptake of long-
term treatment 

(4) Development of village health workers (VHWs). 
The development and implementation of a regional train-
ing programme for potential village health workers (VHWs) 
has been proposed as a model for delivering accessible 
and realistic carc to the rural poor in villages [21]. The 
objective is to educate the village health worker to manage 
safely a patient with type 2 diabetes and to have the depth 
of knowledge necessary to teach effectively a patient to 
take carc of self. A comprehensive training course, with a 
structured plan of education is needed. This should be 
constructed in a manner, which is understandable, appli-
cable and learnablc, given by professionals actively work-
ing in the field or a team of mobile professionals employed 
to educate VHWs on site |21 | . It is anticipated that the 
VH W w ould potentially be sensitive to local environmen-
tal issues and possess an inherent understanding of their 
belief system with respect to traditional health practices. 
Supervision and updating of the training of the VHW would 
help to ensure that the standards arc maintained. Contact 
with a secondary health carc facility is thought to be es-
sential in order that VHWs can refer to a higher level of 
carc where necessary. 

T h e G h a n a d iabe tes c a r c model 
An increasing population of persons with diabetes and 
the realization that their carc was not optimal, led to the 
eventual setting up of a diabetes centre, with diabetes 
specialist nurse educator support in Kumasi. Ghana in 1993 
114,20]. The scrvicc was set up in conjunction with the 
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Manchester Diabetes Center (UK) and the Tropical Health 
and Education Trust (UK). T h r o u g h this diabetes centre, 
structured diabetes carc by a team approach , nurse-led 
education for patients and carers has led to major improve-
ments in diabetes management and outcome. 

A national diabetes carc and education programme 
has been developed in Ghana through international col-
laboration of medical schools, industry and government 
heal thcare institutions |22 | . T h e programme also involved 
in-service t raining for nurses and doctors in teaching hos-
pitals. district hospitals, polyclinics, and other staff con-
nected with the carc of persons with diabetes, so that they 
can also, in turn, train others. In three y ears all regional 
and about 6 3 % of sub-rcgional/district health facilities had 
trained d i a b e t e f h c a l t h c a r c teams, run diabetes services 
and had diabetes registers at these institutions |22 | . The 
programme has now been extended to primary health care 
level. Guidelines for diabetes carc and education have also 
been produced. T h e Ghana diabetes carc model, a ' top-
down approach, initially involving two diabetes centres, 
is recommended t o o t h e r developing countries, which in-
tend to incorporate diabetes carc and education into their 
health care system. 

A p r o p o s e d model f o r N i g e r i a 
In view of the increasing burden of diabetes in Nigeria, 
there is now an urgent need to examine exist ing healthcare 
s t ruc tu res , revise the de l ive ry p rocess of h e a l t h c a r e 
p r o g r a m m e s for persons with d iabetes and effectively 
implement a process that facili tates accessibility to such 
programmes. Well-structured communi ty-based carc. ap-
propriate to (he local situation and resources, would pro-
vide for this [21 J. mak ing it more accessible and realistic to 
the needs of persons with diabetes l iving in urban and 
rural a reas of Nigeria. It is advocated that this should in-
volve adequate assessment and carc per formed by appro-
priately trained personnel , not just in big city hospitals, 
but also in rural hospitals and pr imary heal thcare clinics in 
cities and villages 115.23). A good example of this exists in 
South Afr ica , where diabetes carc has been devolved a s 
much as possible f rom the centra l hospital to p r imary 
heal thcare (PHC) cl inics with referral to secondary carc 
when neccssaiy | 24 | . The re is a need for this in Nigeria. 

The lack of t ra ined health profess ionals and lack 
of p rog rammes to train heal th profess ional has been citcd 
by many member organiza t ions of the International Diabe-
tes Federat ion (IDF) a s the most crucial issue imped ing 
the delivery ol h igh-qual i ty d iabe tes educa t ion and carc 
|25 | . We ad \ ocatc for the institution of measures to achicvc 
a major increase in awa renes s a n d know ledge about d ia -
betes. its compl ica t ions and p reven t ions amongs t Nige-
rian health profess ionals , especial ly at primary and sec-
ondary hcal thcarc Ipvcls. Th i s is f u n d a m e n t a l to the provi-
sion of reasonable c a i c to pe r sons wi th d iabe tes relevant 
to local needs and resources , and would m a k e the shared 
carc model, feasible in Niger ia s o m e day. T h e introduct ion 

of V H W s in Nigeria would be a realist ic m e a n s for the 
provision of care to the rural poor, and in line with this, we 
advocatc for the development of a t ra in ing p r o g r a m m e for 
VHWs. T h e p roposa l s m a d e a b o v e can be developed and 
initiated a s a pilot p r o g r a m m e in o n e state in Nigeria and 
subsequent ly ex t ended th roughou t the country if found 
to be bcnc f i c i a l a n d cos t - e f f ec t i ve . T h i s c an only be 
achieved successful ly t h r o u g h a co l labora t ive approach 
by health decis ion make r s , n o n - g o v e r n m e n t a l o rgan iza -
tions and hca l thca rc p ro fess iona l s in Niger ia . 

T h e ex i s t i ng s t ruc tu re of d iabe tes carc in many 
hospitals in Niger ia cannot de l iver the quality of carc. 
which is required. D u e to the i nc rea s ing bu rden of d iabe-
tes in Nigeria , there is now a p r e s s i n g need for the estab-
l ishment of ded ica t ed d i abe t e s c e n t r e s t h r o u g h o u t the 
country. T h e s e a r c solely ded i ca t ed to the ca re of pe r sons 
with diabetes so a s to o f fe r i m p r o v e m e n t s in the s t a n d a r d 
of carc and d iabe tes re la ted ou t comes . South Afr ica a n d 
Ghana arc two count r ies wi th this model of ca rc ope ra t ing 
successful ly . T h e first d i abe te s c e n t r e in Niger ia has re-
cently been es tabl i shed in Ilaro. O g u n s ta te a n d this is a 
laudable deve lopmen t . 

Ef for t s cur ren t ly b e i n g m a d e to deve lop gu ide -
lines for d iabetes m a n a g e m e n t locally, a s well a s o n g o i n g 
projects to d i s s e m i n a t e k n o w l e d g e about d iabe tes a n d its 
economic impact shou ld be e n c o u r a g e d a n d exped i t ed 
Nurses in Niger ia if g iven a d e q u a t e educa t ion a n d t ra in-
ing can a lso play a s ign i f ican t role in d iabe tes ca rc and 
populat ion-based c o m m u n i t y heal th p r o m o t i n g act ivi t ies 
and p r o g r a m m e s t a rge ted t o w a r d s the m a n a g e m e n t of 
type 2 DM. 

C o n c l u s i o n 
The care ol pat ients w ith d iabe tes in Niger ia must be taken 
much m o t e seriously than w c h a v e d o n e t h u s far T h e 
i c s t iuc tu i ing of d i abe te s c a r c iu N ige r i a is l ong o \ c r d u e 
and is f u n d a m e n t a l to a c h i e v i n g the ob jec t ive ol" m o r e 
e l e c t i v e m a n a g e m e n t of p a t i e n t s wi th d i abe t e s T h e es-
tab l i shment o r c o m m u n i t y - b a s e d c a r c is c ruc ia l If these 
measures a rc not put in p l ace now. the inc rease in d iabe-
les a n d its a s soc i a t ed c o m p l i c a t i o n s c o u l d h a v e h u a c 
public heal th imp l i ca t ions on the na t ion . We can a n d must 
learn f r o m the e x p e r i e n c e of o the r A f r i c a n coun t r i e s l ike 
G h a n a and South A f r i c a . Hea l th dec i s ion makers , non-
gove rnmen ta l o r g a n i z a t i o n s a n d hca l t hca rc p rofess ion-
a ls in Niger ia must work toge ther in the f ight to reduce the 
impact of d iabe tes . 
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