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Summary

Diabetes mellitus is becoming a major public health prob-
lem in Africa and its burden is expected to increase. Per-
sons with diabetes mellitus require continuing medical care
and sclf-management education to prevent complications.
Inboth developed and some resource-poor countrics. the
management of persons with diabetes has been undergo-
g rapid changes in order to improve standards of carc.
through restructuring of clinics or through the cstablish-
ment of diabetes centres with a multidisciplinary tcam ap-
proach to carc. There has been a progressive increase in
the prevalence of diabetes mellitus in Nigeria and the bur-
den is expected to increase even further. In view of the
looming burden of diabetes in Nigeria, there is an urgent
need to examing existing healthcare structures, revise the
delivery process of healthcare programmes for persons
with diabetes and effectively implement a process that fa-
cilitates accessibility to such programmes. Well-structured
community-based carc. appropriatc to the local situation
and resources. would provide for this, making it more ac-
cessible and realistic to the needs of persons with diabe-
(es living in urban and rural arcas of Nigeria. Various mod-
cls have been adopted for the delivery of diabetes carc.
This article aims to highlight some of these various mod-
els of diabetes carc. It concludes with a proposed model
for the carc of persons with diabetes mellitus in Nigeria.
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Résumé

Le diabéte mellitus cst devenu un probléme majeur de santé
en Afrique et ses conséquences sont supposées augmen-
ter. Les individus ayant cctic maladic doivent avoir des
soins de santé intense ¢t une ¢ducation du ménagement
propre pour prévenir les complications. Dans les pays
developés ct sous developés le ménagement des person-
nes avee le diabéte a subit des changements rapide afin
draméliorer les standards des soins cn restructurant les
cliniques ou cn tablissant les centres muni d'unc équipe
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multidisciplinaire. Il y a unc augmentation progressive de
la prévalence du diabéte au Nigeria. En vue d'une
prévalence croissante au Nigeria. Il y a cc besoin de re-
examiner les structures des soins existant. réviser le pro-
cés de distribution et une implémentation cffective des
programmes accessibles. Des soins communautaire bien
structurés. appropriés. bases sur la situation local et ses
ressources pourrons améliorer ces besoins des ces pa-
tients en zones urbaines or rurales au Nigeria. Plusicurs
modeles ont ¢1¢ adoptes pour apporter les soins aux pa-
tients diabétique. Cette étude apporte un modéle de mena-
gement pour les soins des personnes ayant le diabete
mellitus au Nigéria

Introduction

Diabetes mellitus is associated with long-term damage.
dysfunction. and failure of various organs. especially the
eyes. kidneys. nerves, heart, and blood vesscls [1]. Tt is
the leading causc of blindness |2]. non-traumatic amputa-
tions [3]. and end-stage renal discase in adults in the west-
cernworld [4]. Itis also a major risk factor for cardiovascu-
lar discasc [3].

Diabetes mellitus is alrcady a major public
health problem in Africa and its burden is expected o
increasc [6). The World Health Organization (WHO)
and International Diabetes Federation (IDF) in 2004
warned (hat the number of people with diabetes in Al
rica is expected to more than double over the next 25
years [6]. In2000, there were 7.5 million cases of diabe-
tcs in the continent. By 2030, this figure is expected (o
rise to around 18.2 million. [t has been estimated that
more than 80% of people with diabetes in Africa remain
undiagnosed [6]. Type 2 diabetes mellitus (type 2DM)
is expected to account for the majority of these cascs.
I is the predominant type of diabetes scen in both de-
veloped and developing countrics, accounting for up
(0 90% of all paticnts with diabetes [1].

There has been a progressive incrcasc in the re-
ported prevalence of diabetes mellitus amongst Nigerians.
n 1963. Kinncar reported the prevalence of diabetes nelli-
(us amongst a hospital population in [badan as 0.39% (7]
and he considered diabetes to be an uncommon discase
amongst Nigerians. Johnson obtained a prevalence rate of
0.3%10 0. 5% amongst Lagos metropolis residents in 1969
[8]. while Osuntokun et al in 1971. reported a prevalence
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rate of 0.43% in a hospital-based study done in Ibadan [9)].
By 1988. the prevalence of diabetes amongst Lagos resi-
dents was reported as 1.7% [ 10]. while prevalence rates of
2. 4% and 1.3% respectively were reported amongst per-
sons living inurban and rural communitics around Iorin in
198911].

In the report of a national survey conducted on
non-communicable discases in Nigeria, published in 1992,
the national prevalence rate for diabetes mellitus was re-
ported as 2.8% |12]. The crude prevalence for diabetes
mellitus in males and females below the age of 45 years
was 1.6% and 1.9% respectively: with a 3 fold increase
after the age of 45 vears 10 3.4% and 5.6% in males and
females respectively. Urban communities had a higher over-
all prevalence of diabetes (3.3%) when compared with ru-
ral communitics (2.6%). The burden of diabetes in Nigeria
is expected to increase even further.

Persons with diabetes mellitus require continu-
ing medical care and self-management education (o pre-
vent acutecomplications and reduce the risk of Tong-term
complications. The United Kingdom Prospective Diabe-
tes Study (UKPDS) showed that intensive control of blood
glucose and tight control of blood pressure reduced the
risk of microvascular complications amongst paticnts with
type 2 DM [13]. Consequently. it should be the aim of

health decision makers and health professionals to pro-
motc an optimal organization and delivery of care for pa-
tients with diabetes. as far as existing resources allow. In
both developed and some resource-poor countrics. the
management of persons with diabetes has been undergo-
ing rapid changes in order (0 improve standards of care
through restructuring of clinics or the establishment of
diabetes centers with a multidisciplinary cam approach to
carc [14). Various models have been adopted by these
countrics for the delivery of diabeles carc.

This article aims to highlight some of these
changes. as well as various modcls of diabetes care. 1t
concludes with a proposed model for the carc of persons
with diabetes mellitus. in Nigeria.

Our experiences and the challenges to the delivery of
diabetes care in Nigeria

Methods

We retricved and reviewed the register of patients attend-
ing the diabetes clinic of the University College Hospital
between January 2002 and December 2004,

Results

As many as 6-8 new referrals were received at cach clinic.
and this was in addition to paticnts attending the follow
up clinic. The number of patients attended to on a follow
up basis per clinic. ranged from 50-65. In 2002. 1793 per-
sons with diabetes mellitus were attended to in our clinic.
The number rose steeply (0 2708 and 2915 in the year 2003
and 2004 respectively. This may however be a slight un-

der-cstimation of the actual figures as some paticnts may
see other specialists in rclation (o complications or per-
sonal preferences.

Discussion
The ambiance of our diabetes clinic (run at the University
College Hospital (UCH). [badan. Nigeria) 1s an overpopu-
lated and understaffed clinic. Usually theclinic is run once
aweek by 2 consultant physicians. | senior registrarand 2
registrars. Two public health nurses act as health educa-
(ors. A dictician also renders service during the clinic hours.
There are no diabetes specialist nurscs. chiropodists or
orthotists. The clinic is often overwhelmed by the number
of paticnts sccking carc. which does not allow provision
of optimal care. Often times because of the large clinical
load. insufficient time is allotted to paticnts with complica-
tions and they arc often overshadowed by the number of
people with uncomplicated discasc. This same scenario
probably exists in other health care institutions in Nigeria.
Limited access to healthcare. low awareness
amongst the public and health-carc providers. inadequate
epidemiological studics. insufTicient resources for national
diabetes programmes. and the dearth of high-quality dia-
betes education and training of healthcare-personnel are
major challenges faced by Nigeria and other African coun-
(rics [6.15]. This has resulted in unsatisfactory carein terms
of prevention and management of complications in pa-
tients with diabetes.

Though the number of patients seen in our dia-
betes clinic has risen significantly. there has been no cor-
responding increase in the number and spectrum of health
care providers 1o man the clinic adequately. The number of
paticnts attending the clinic is expected (o rise further and
this will have further negative implications on the stan-
dards of carc. if the existing structurc of carc is not re-
vised.

Models for the delivery of diabetes care
1) Shared care model
In the United Kingdom (UK). duc to the ever-increasing
burden of type 2 diabetes. it was logical that the general
practitioner in the UK assumed an increasing role in (he
provision of care for these paticnts. It was no longer pos-
sible or desirable for all patients to be treated routinely
within sccondary carc by diabetes specialists. Shared care
schemes for persons with diabetes arc now in operation in
the UK [16]. Ttinvolves the “joint participation of hospital
consultants and general practitioners in a planned deliv-
en of care for patients with a chronic condition. informed
by an enhanced information exchange above and bevond
the routine discharge and referral notices™ [16]. Studics
have confirmed that shared care schemes are effective in
the UK and can be as cffective as hospital-based care [17].
For shared care to work efficiently, the following have
been considered as essential [ 16]:
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the identification of abjectives for care

guidelines for management of diabetes locally

agreed along national guidelines. taking into con-

sideration local resources

well developed outreach services rom hospital:

highly trained diabetes nurse specialists who

advise on practical problems

computerized prompting system for calling and

recalling paticnts,

shared care patients™ record system carricd by

patients when attending clinics in both hospilzl'l

and community

anccflective educational system for patients. their

carers, and all healthcare professionals. and

an integral audit system between hospital and

GP. allowing discussions to improve the service

inacost cflective way.
I the light of all the above. it would appcar that many
barricrs exist in respect of the cfficient 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
Nnurses.

Developed countrics have been using diabetes spe-
cialist nurses or diabetes cducators to provide diabe-
tes education. information and support as well as treat-
ment changes for patients with diabetes [18]. The in-
troduction of diabetes care by specially trained nurses
who followed detailed protocols and algorithms under
the supervision of a diabetologist has been associated
with improved diabetes outcomes [19]. There isample
evidence that properly trained nurses have a role (o
play in healthcare delivery systems for diabetes in Af-
rica. where doctors are few and overburdencd with
many aspects of patient carc [14,20]. They have alrcady
taken oot in South Africa and Ghana. A training
programme for diabetes specialist nurscs has been in
existence at the Diabetes centre in Kumasi. Ghana in
the last few years. Diabetes specialist nurse-led educa-
tion for paticnts and carers has contributed to major
improvements in diabetes management and outcome in
Ghana and they arc considered great asscts [14.20].
Between 1991 and 1998, diabetes related admissions
declined from 16% to 4%, and mortality from diabetes
declined from 4% to 0.5% over the same period [14].
Diabetes specialist nurses are reported (0 have reduced
the workload of the doctors by handling cducation,
teaching of dict and management of stable patients.
Nurscs in Nigeria if given adequate education and train-
ing can also play a significant rolc in diabetes care and
complement the work of the doctors. This should ide-

ally be implemented at all levels of health care.
(3) The mstitution of non-communicable disease (NCD)
climes at primary and secondary healtheare levels,
This involves the setting up of NCD clinics. separate {rom
the general primary health clinic. with the aim of delivering
care {o persons with diabetes close (o people’s homes at
the primary carc level [15]. 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 care
(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 care for people with diabetes at differ-
ent levels of health care. Some basic principles have been
rccommended | 15).
- The programme should be appropriatc (o the lo-

cal situation and resources

Effective educational system for all health care

professionals should be in place

Well supported delegation of human and physi-

cal resources is a priority in order (0 1prove ac-

cess 10 health care and sustain uptake of long-

ferm 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 care to the rural poor in villages [21]. The
objective is to educate the village health worker to manage
safely a paticnt with type 2 diabetes and (o have the depth
of knowledge necessary (o teach effectively a patient to
ake carc of self. A comprehensive (raining course. with a
structured plan of education is needed. This should be
constructed in a manner. which is understandable, appli-
cable and learnable, given by professionals actively work-
ing in the ficld or a team of mobile professionals employed
o educate VHWs on site [21]. It is anticipated that the
VHW would potentially be sensitive to local environmen-
(al issucs 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 ensurc that the standards arc maintained. Contact
with a secondary health care facility is thought to be cs-
sential in order that VHWs can refer to a higher level of
care where necessary.

The Ghana diabetes care model

An increasing population of persons with diabetes and
(e realization that their carc was not optimal, led to the
cventual sctting up of a diabeles centre, with diabetes
specialist nurse cducator support in Kumasi, Ghanain 1993
[14.20]. The scrvice was sct up in conjunction with the
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Manchester Diabetes Center (UK) and the Tropical Health
and Education Trust (UK). Through this diabetes centre,
structured diabetes care 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 (hrough international col-
laboration of medical schools. industry and government
health care institutions [22]. The programme also involved
in-service training for nurscs and doctors in teaching hos-
pitals. district hospitals. polyclinics, and other staff con-
nected with the care of persons with diabetcs. so that they
can also. in turn. train others. In three years all regional
and about 63% of sub-regional/district health facilitics had
trained diabete§ Tealthcare tcams. 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 care and education have also
been produced. The Ghana diabetes care model. a *top-
down” approach. initially involving two diabeles centres.
is recommended to other developing countrics. which in-
tend to incorporate diabetes care and education into their
health care system.

A proposed model for Nigeria
[ view of the increasing burden of diabetes in Nigeria,
there is now an urgent need to examine existing healthcare
stiuctures. revise the delivery process of healthcare
programmes for persons with diabetes and cffectively
implement a process (hat facilitates accessibility to such
programmes. Well-structurcd community-based care, ap-
propriate to the local situation and resources. would pro-
vide for this [21], making it morc accessible and realistic to
the needs of persons with diabetes living in urban and
rural arcas of Nigeria. I is advocated that (his should in-
volve adequate assessment and care performed by appro-
priately traincd personnel. not just in big city hospitals.
but also in rural hospitals and primary healthcare clinics in
citiesand villages [15.23]. A good example of this exists in
South Africa, where diabetes care has been devolved as
much as possible from the central hospital to primary
healthcare (PHC) clinics with referral o sccondary care
when necessary |24]. There is a need for (his in Nigeria.
The lack of trained health professionals and lack
of programmes 1o train heal(h professional has been cited
by many member organizations of {he International Diabe-
tes Federation (IDF) as the most crucial issuc impeding
the delivery of high-quality diabetes education and care
[25]. Weadvocate for the institution of measures toachicve
a major increase in awarencss and know ledge about dia-
betes. its complications and preventions amongst Nige-
rian health professionals. especially af primary and scc-
ondary healthcare levels. This is fundamental 1o the provi-
sion of rcasonable care (o persons with diabetes, relevant
(0 local needs and resources. and would make (he shared
carc model. [casible in Nigeria some day. The introduction
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of VHWSs in Nigeria would be a rcalistic means for the
provision of care to the rural poor. and in line with this. we
advocate for the development of a training programme for
VHWSs. The proposals made above can be developed and
initiated as a pilot programme in one statc in Nigpn:l and
subsequently extended throughout the cqunlr_\' il found
10 be beneficial and cost-cffective. This can only be
achieved successfully through a collaborative approach
by health decision makers. non-governmental organiza-
lions and healthcare professionals in Nigeria,

The existing structure of diabetes carc in many
hospitals in Nigeria cannot deliver the quality of care.
which is required. Duc (o the increasing burden of diabe-
tes in Niecria. there is now a pressing need for the estab-
lislnncn( of dedicated diabetes centres throughout the
country, These are solely dedicated to the care of persons
with diabetes so as to offer improvements in the standard
of care and diabetes related outcomes. South Africa and
Ghana arc two countrics with this model of care operating
successfully. The first diabetes centre in Nigeria has re-
cently been established in Haro. Ogun state and (his is a
laudable development.

Efforts currently being made to develop guide-
lines for diabetes management locally. as well as ongoing
projects to disseminate knowledge about diabetes and its
cconomic impact should be encouraged and expedited
Nurses in Nigeria if given adequate education and train-
ing can also play a significant role in diabetes care and
population-based community health promoting activitics

and programmes targeted towards the management of
vpe 2 DM,

Conclusion

The carc of patients with diabetes in Ni geria must be taken
much more seriously than we have done thus far The
restructuring of diabetes care in Nigeria is long overdue
and is fundamental o achieving the objective of more
ellective management of patients with diabetes The cs-
tablishment of community-based carc is crucial. If these
mcasures arc not put in place now, the increase in diabe-
(es and its associated complications could have huge
public health implications on the nation. We canand must
learn from the experience of other African countrics like
Ghana and South Africa. Health decision makers. non-
sovernmental organizations and healthcare profession-
flls in Nigeria must work together in the fi ghtto reduce the
impact of diabetcs.
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