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INTRODUCTION

Diabetes Mellitus [DM] is referred to as one of the most
common leading cause of death in the 21st century
[1,2]. It was described as a health threatening
associated disease all over the globe [3] and a disease
of global health concern [4,5] Therefore, this article will
present, analyse the cause and effect of diet and
lifestyle on the development of Type 2 Diabetes
Mellitus [T2DM] in a developing country (Nigeria). It
will examine how government policy could be
influenced, create awareness and implement adequate
treatment plan.

STATISTICS

Over three decades ago, communicable diseases were
the most common global health concerns. However, the
trends of event have drastically changed. Evidence
from world leading organisations support the fact that
DM could be seen as a disease that needs urgent
attention in the healthcare delivery sector.

In 1995, the WHO discovered that 135 million people
have DM and could increase to 299 million people by
2025, while study revealed that in 2000, 150 million
people were estimated to have DM and this number
was to double by 2025 [6]. Recently, the International
Diabetic Federation [IDF] estimated 366 million people
worldwide to have DM and that this might likely
increase to 552 million by 2030 [1]. Furthermore, the
IDF showed that 5.1 million deaths for under 60 years
of old were recorded in 2013 due to DM [7].
Additionally, more recent findings claim that 415
million adults have DM, that by 2040 the number
would increase to 642 million [8]. In this discovery, 1
out of 11 adults have DM, 1 out of 7 births are affected
by gestational diabetes, while someone dies from DM
every 6 seconds [8]. Therefore, they concluded that in
2040, 1 in 10 adults will have DM; of these, T2DM make
up 91% of those with DM globally [8].

Moreover, in the most recent update, IDF revealed that
79% of 425 million people worldwide live in low and
middle income countries[9] They suggested that if this
trend continues by 2045, about 629 million of people
with age range of 20-79 years will have DM, that the
largest increases will occur in low and middle income
regions. DM has become a global issue; different
regions of the world affected. IDF reported that China

and India have the highest incidence rate globally while
Africa is considered to have the lowest rate [7],
although the current value has been predicted to
double by 2035 [8]. In Africa, 19.8 million people have
DM, of which 3.9 million have DM in Nigeria [7]. The
main cause have been attributed to diet and lifestyle
changes. Hence, there is need for creative awareness.

CAUSES

The main causes of DM have been related to genetics or
diet and lifestyle for Type 1 and Type 2 respectively.
Findings claim that the main risk factor is lifestyle
decisions [10]. However, literature has proven that
ethnicity and location could play a role in the
development of DM [11]. Having reviewed the
literature, it was discovered that DM is now common
among children and young adults [12], making it no
longer an elderly people's disease as it used to be
referred to [13]. This could be accredited to the rapid
increase in the number of overweight and obese
children and youth resulting from poor diet [14] and
increased physical inactivity [15]. This would
consequently lead to an early onset of DM
characterised with high risk of morbidity and mortality
[16]. Could industrialisation, which is a fallout of
urbanisation and globalisation of westernised lifestyle
be related to the rapid increase of DM?

Diabetes Mellitus, especially T2DM, used to be known
as disease of the developed countries, but now, low and
middle income countries have currently been seen not
to escape from it [11]. Since the onset of urbanisation,
creation of free market and capitalism, there have been
marked increase of DM [17]. Many government for the
sake of new market growth have welcomed
transnational food companies; with their poor quality
and high in saturated fats and refined sugar, replacing
the distribution of traditional healthy food [13,18.19].
However, evidence prove that adoption of urban
characteristics; through technological improvement in
transportation and telecommunication have improved
comfort and mobility. Notwithstanding, it has also
impacted on the development of DM in developing
countries [20].

IMPACT

In Nigeria, though majority of the indigenous diet are
high in calorie and saturated fat, this was easily used up
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as energy from high physical activities. But recently,
through the increasing importation of technological
devices, most of these activities have been replaced
mechanically [21]. In urban areas, creation of new
office jobs, long hours of working and sedentary
lifestyles are on the rise [22]. Hence, there are evidence
of reduced physical activities both in urban and rural
areas in Nigeria [23], thereby increasing the rate of
obesity.

Furthermore, it would be interesting to note that due to
the effect of capitalism [24], healthy diet are less
accessible and expensive compared to unhealthy food
which are easily accessible, less expensive and more
convenient. people in poor societies are more likely to
be malnourished, and have higher mortality and
morbidity rate. This could be evident by the current
economic growth, where there is significant increase in
price of food items [25].

Moreover, In Nigeria, health care delivery is out-of
pocket system. It has been argued that the higher
prevalence of DM among the low socioeconomic group
is linked to deprivation due to barrier to health service;
and have diabetes complications twice higher than
those in the privileged group [26,27]. According to
Arowolo, the effect of DM is huge in Nigeria [28]. DM
patients are faced with great health inequalities,
though claim has it that health is everybody's right
[29]. Many developing countries, Nigeria included now
report the onset of type 2 diabetes at an increasingly
young age. This trend towards younger age of onset
implies a huge additional burden to the individuals and
society and necessitates a lifetime approach to
prevention. Legislative action will be necessary to
promote a healthier lifestyle for all populations.

POLICY AND HEALTH SYSTEM

In order to achieve maximum benefit from lifestyle
interventions changes in government policies and
legislation will be needed in addition to individual and
community-based programmes. According to the
World Health Organization [WHO], everyone has the
right to access timely, acceptable and affordable
healthcare of appropriate quality. In contrast, millions
of people still have difficulty accessing good healthcare
[29]. Although critics of the Universal Human Health
Right argued that ".....the right to health is impossible
to achieve because it either implies that there is such a
thing as perfect health" pp. 64 [30]. However, Kumar et
al. suggested that the operating health system could
promote factors that facilitate health inequality,
inadequate availability of health services, unequal
access and costly health services [31].

In Nigeria, there are government owned hospitals.
These are in deplorable state. Better healthcare
delivery is mostly obtainable in private setting. This
has made accessibility of care extremely impossible for
low income people, who cannot afford the private care

[32,33]. Inadequate access to healthcare could result to
morbidity and mortality. Therefore, there is need to go
beyond the traditional approach to caring for DM to
help make a difference for the disadvantaged
individuals [34].

IMPLICATION FOR HEALTHCARE PRACTITIONERS

As healthcare practitioners, influencing policies to
improve accessibility, availability, quality and
universality; so as to reduce the global burden of
diabetic care is essential [29]. Moreover, Benjamin and
Ubel claim that most people who are obese do not have
a choice but to make their consumption from the
available unhealthy food that have replaced normal
healthy diet [35]. Consequently, influencing
government to initiate policies that would allow the
removal of excess sugar from food or labelling food for
fat and calorie content would help [36].

Additionally, the WHO suggested that early diagnosis
can be made through an inexpensive testing of urine for
blood sugar [37]. Also, the IDF revealed that more than
two-third of diabetes in Africa are undiagnosed [8].
Thus, regular check of urine (for presence of glucose)
and blood (for level of glucose) irrespective of the
cause of admission; on outpatient and emergency basis,
could be advocated. Since healthcare delivery is out-of
pocket system in Nigeria, influencing policy on
strategies aimed at early diagnosis and treatment at
highly subsidised rates would make a difference. This
would provide opportunity for early detection,
treatment plan, thereby reducing the burden of serious
complications.

Lastly, healthcare practitioners could be more active in
health promotions. There should be willingness "...to
challenge conventional roles, values and boundaries”
pp. 10 [38]. Hence, health education on the component
of healthy diet, the effect of unhealthy lifestyle and
importance of increased physical activities should be
enhanced. This would also include influencing and
encouraging the government with all that is necessary
in mandating more nutrition education in schools,
banning advertising of unhealthy products and
subsidising healthy foods at the expense of less
appropriate foods. In addition, priorities on how T2DM
could be prevented should be advocated. Other
recommendations such as: active lifestyle, which
include regular physical activity of at least 1 hour per
day and vigorous activity, which is required to reduce
the risk of developing T2DM; and moderate alcohol
intake and cessation of cigarette smoking, should be
encouraged.

In conclusion, it could be postulated that DM is a global
health threatening disease and one of the leading cause
of death in the 21st century. T2DM makes up 91% of
the incidence of DM worldwide. Studies have related
the main causes to changes in diet and lifestyle
decisions. These are revealed to have massive impact
on diabetic burden, especially the low socioeconomic
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group; who cannot afford healthy diet and good
medical care. As a result, in developing countries
(Nigeria) where healthcare is directly paid for by
patients, policies that would favour accessibility,
availability and quality of care could be influenced by
health practitioners and the government. Also,
increased health education on preventive measures,
that is, consumption of healthy diet and exercise should
be promoted.
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