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Diabetes in all its varieties inflicts high individual, societal and 
financial costs at every earning level. Diabetes mellitus and its 
complications has an enormous impact on patients, and on the 
economy of a country as a whole. Diabetes is classified into two 
major forms: diabetes insipidus and diabetes mellitus. Diabetes 
insipidus (DI) is an uncommon form resulting from a deficiency 
of the antidiuretic hormone (also known as vasopressin), or an 
abnormal response by the kidney to the hormone.[1] Vasopressin 
is secreted by the posterior pituitary gland where it is stored after 
production in the hypothalamus, a small gland in the brain. 

Diabetes mellitus is a persistent disorder characterised by an 
elevated degree of blood glucose. This can be as a result of the 
body’s failure to produce sufficient insulin (a hormone secreted in 
the pancreas to regulate the level of blood glucose), or the inability 

of the body to utilise insulin effectually, or both.[2] The two forms 
are not related, but both exhibit associated symptoms such as 
excessive thirst and frequent passage of urine. The large 
volume of urine produced by a DI patient is diluted, and mostly 
water. It is unusual to encounter DI that jeopardises a person’s 
health.

The most prevalent type of diabetes is diabetes mellitus, which 
is the form that receives more news coverage. It is also the focus 
of the present article. Diabetes mellitus is simply referred to as 
diabetes for the purposes of the article. 

Prevalence refers to the proportion of individuals present in a 
population at a given time that has a disease, while incidence refers 
to the proportion of new cases of a disease among a certain group 
of people for a particular period of time.[2]
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Background. The prevalence and incidence of diabetes mellitus is increasing at an alarming rate worldwide, especially in Africa. It was long 
thought that Africans suffer mainly from communicable diseases, but data from sources such as the International Diabetes Federation show 
an increasing prevalence of non-communicable diseases in Africa. 
Objectives. To review startling data from the International Diabetes Federation about the population of diabetics in Africa. 
Methods. The data are presented as percentages of each variable, specifically the residential setting, gender and age group of populations 
in countries of the north, southern, west, east and central Africa sub-regions. This was done for easier comprehension and comparison than 
if presented as raw values. The patterns and trends in the countries of each sub-region are thereafter discussed. Variation in the prevalence 
of diabetes between individual countries was observed. 
Results. Diabetes prevalence is significantly higher in urban than in rural areas: of the diabetic population, 55.90% are urban 
dwellers v. 44.10% rural. An exception is the east Africa sub-region, with 38.16% urban dwellers, as against 61. 84% rural, but the overall 
pattern shows urbanisation as a major factor for the increasing prevalence of diabetes in Africa. The most productive demographic of 
society (20 - 59 years old) were the most affected by diabetes in all African countries and sub-regions: north, 72.87%; southern, 75.57%; west, 
82.49%; east, 84.06%; and central, 83.74%. These are citizens in their prime and the most useful segment of the workforce. Diabetes is not 
sex-sensitive in Africa, with 48.89% of diabetics male v. 51.11% female, apart from in the north and southern Africa regions (44.16% male 
and 55.84% female, and 43.52% male and 56.48% female, respectively). The rate of death due to diabetes is very high in Africa. The number 
of undiagnosed cases is huge. The economic impacts of diabetes, which include increased use of health services and loss of productivity, 
and consequent financial burden, are severe. 
Conclusion. Given the rising global prevalence of diabetes, and projections that this will continue to increase substantially over the coming 
decades, we suggest measures to be taken to stem the tide of the disease, in Africa in particular and the world at large. The prevalence of 
diabetes can be reduced drastically with timely action on these recommendations. Intervention strategies to control diabetes need to be 
intensified.
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The International Diabetes Federation (IDF)’s 2013 estimates[3] 
state that approximately 8.3% of adults, a population of about 
382  million people, have diabetes, and they projected the 
number of people with diabetes to increase to above 592 million 
in 20 years’ time. However, there are an estimated 180 million 
undiagnosed diabetics moving towards complications while 
unaware of their condition.[3]

Complications are secondary problems arising from a disease, 
wound or treatment (such as surgery) that make the condition 
more severe.[3]

Africa, in epidemiological transition, is currently faced with an 
exploding but neglected problem of non-communicable diseases 
(NCDs). A recent United Nations meeting on the global issue of 
NCDs highlighted their extremely disproportionate weight in low- 
and middle-income countries, and stressed the need to urgently 
tackle the menace, particularly in these countries.

In Africa, there are 33.1 million people diagnosed with diabetes, 
while ~29.7 million are undiagnosed. About 522 600 deaths due to 
diabetes occurred in Africa in 2013, 76% of which were of people 
under the age of 60 years.[2] Poverty, ignorance, social inequality, 
lack of and difficult access to quality health facilities could be 
responsible for the growing scourge of the disease in Africa. 

People with diabetes can experience many health problems, 
especially if the condition is not properly managed.[4] Complications 
resulting from diabetes are the leading source of disability, 
cardiovascular disease, blindness, kidney failure and lower limb 
amputation.[5] Furthermore, diabetics have a higher likelihood of 
developing infections.[6] Developing diabetes complications can 
be inhibited by keeping the blood glucose, blood pressure and 
cholesterol levels normal.[7] Inadequate control of diabetes and its 
complications can result in increased medical bills, absences from 
work, disability and untimely death.[8]

Globally, diabetes is being diagnosed in epidemic proportions, 
creating a major public health burden. The countries with the 
highest numbers of diabetics are China, India, the USA, Brazil and 
Mexico.[9]

Diabetes mellitus classifications
Diabetes mellitus is classified into types. Type 1 diabetes was 
formerly known as juvenile-onset diabetes because it commonly 
develops in children or young adults, although it can start at any 
age. It typically results from an autoimmune reaction where the 
body’s defence mechanism attacks the cells that produce insulin. 
This results in little or no insulin production. The development is 
usually sudden and dramatic. Those suffering from type 1 diabetes 
need insulin replacement to survive, and in order to regulate 
their blood glucose level. It accounts for less than 1 in 10 cases 
of diabetes. It occurrence is still unpreventable. Every day, about 
200 children develop type 1 diabetes worldwide. The number of 
toddlers affected by type 1 diabetes is reported to be increasing at 
a startling rate of 3 - 5% annually.[10]

Type 2 diabetes was formerly called non-insulin-dependent 
diabetes or adult-onset diabetes. More than 9 out of every 10 cases 
of diabetes are of this type. It is indicated by insulin resistance and 
partly by insulin deficiency, either or both of which may exist when 

diabetes is diagnosed.[4] It is most common in people aged 50 and 
above, and rare in children, although there are indications that it is 
increasing among younger adults.[11]

The symptoms are typically minor or non-existent and 
may remain unnoticed for many years.[12] It is usually detected 
when a complication appears, or during a normal blood or 
urine glucose  test, thereby making it hard to detect. There 
are predisposing non-modifiable factors, such as age, family 
health record and cultural upbringing, as well as modifiable 
factors, specifically obesity, physical inactivity, unhealthy diet 
and smoking.[2] Type 2 diabetes at the outset can typically be 
managed through exercise and diet.[13] However, as the condition 
progresses, type 2 diabetics will need drugs and/or insulin. There 
are many indications that changes in lifestyle to achieve a healthy 
body weight and sufficient physical activity can help avert the 
development of type 2 diabetes.[14] 

Gestational diabetes mellitus (GDM) is a type of diabetes 
characterised by high blood-glucose levels during pregnancy 
in women not previously diagnosed with any form of diabetes. 
It manifests in 1 in 25 pregnancies globally, and is associated 
with complications in both mother and baby.[15] GDM frequently 
disappears after delivery, though it can recur in later pregnancies. 
Women with a history of GDM and their offspring have a greater 
likelihood of developing type 2 diabetes in later years. There is a 
tendency for a woman with a history of GDM to develop type 2 
diabetes within <10 years of delivery.[16]

Other, rarer, types of diabetes also occur, for example, neonatal 
diabetes.[17]

Method
The present article is based on data from 2013 IDF Diabetes Atlas[3] 
on the prevalence of diabetes mellitus worldwide. Over 75% 
of all countries and territories in Africa lack up-to-date primary 
data on diabetes prevalence, according to the most recent 2016 
IDF Diabetes Atlas,[18] which largely uses extrapolations rather than 
data. Extrapolated estimates are not as dependable as estimates 
from studies conducted in the country, hence the IDF data from 
2013 are used, rather than those from 2016.

The given raw values from the IDF are presented in percentages 
according to gender (male/female), residential setting (rural/urban) 
and age groups (20 - 39, 40 - 59 and 60 - 79 years old) of the 
population of people with diabetes in each country and sub-region 
of the African continent. This was done because presentation of 
data in percentages enhances comprehension and comparison, 
and promotes quicker understanding of the trends and patterns. 
It  is only when data are understood that necessary actions can 
follow. 

The percentages were calculated by dividing each specific sub-
population by the number of cases in that population, multiplied 
by 100.

The analysis provides evidence of the extent to which Africa is 
affected by the disease, in percentages.

The formulas were coded using Excel (Microsoft, USA) for 
computation. The results were verified with Maple Calculator 
(Maplesoft, Canada). 
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Results 
The results in Tables 1 - 5 provide clear and 
easy-to-comprehend data on the prevalence 
of diabetes in Africa’s population. We present 
population-based data on diabetes from the 
6th edition (2013) of the IDF Diabetes Atlas on 
the prevalence of diabetes in Africa.[3] The data 
are shown for countries in each of the five sub-
regions: north, southern, west, east and central 
Africa. The percentages of diabetics are analysed 
according to gender, age group and residential 
setting of patients in each country. Our aim is 
to bring these alarming diabetes facts into the 
continental spotlight. Gathering and assessing 
worldwide health data is a veritable means to 
explain and communicate health challenges, 
ascertain tendencies and assist decision-makers 
in setting priorities.

Discussion
North Africa (Table 1)
The North Africa sub-region has the highest 
prevalence of diabetes on the continent, 
and one of the highest in the world. One 
in 10 adults has diabetes in this sub-region. 
Egypt has the highest number of people 
with diabetes in Africa, and also the highest 
prevalence. This may be because the country 
has been a centre of world civilisation; some 
believe that diabetes is a disease occasioned by 
economic development. Egypt currently needs 
highly proactive intervention in treatment and 
prevention of diabetes.

The data show that there is a higher 
proportion of female diabetics in this sub-
region than any of the others. Urban dwellers 
are more affected by diabetes than their rural 
counterparts. Exceptions are Sudan and South 
Sudan – this may be a result of urban-to-
rural migration caused by war in the countries. 
The male population may also have decreased 
owing to deaths during the war, since they 
were usually the fighters and soldiers; one 
of the effects of war is a decline in the male 
population. The group with the highest 
percentages of people with diabetes was of 
those between 40 and 59 years old, followed by 
those between 20 and 39 years. These are the 
most productive years of a person’s life. If this 
trend continues, the countries could lose their 
most productive citizens early. The diabetes-
related death rate in Sudan is worrisome, and 
the country should invest more in treatment 
and prevention programmes. Peace must be 
given a chance in war-torn countries because Ta
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good and accessible medical care can only be 
provided and guaranteed in an atmosphere of 
peace and safety. Education of the girl-child 
must also be given top priority in the sub-
region.

Southern Africa (Table 2)
The prevalence of diabetes in this sub-region 
is highest in South Africa, Zimbabwe and 
Tanzania, in descending order. There are more 
women with diabetes than men in the sub-
region, with the exceptions of Malawi and 
Zambia. There are more urban dwellers with 
diabetes than rural dwellers in the sub-region 
as a whole, but exceptions occur in Lesotho, 
Malawi, Swaziland, Tanzania and Zambia. The 
age distribution of diabetics in the sub-region 
shows that ~80% are between 40 and 59 
years and 20 - 39 years old, apart from in 
Botswana, Namibia and South Africa. These 
three countries have the highest diabetes-
related expenditures per person in the sub-
region. This spending seems to be showing 
results, because they also have the lowest 
percentages of people with diabetes aged 
between 20 and 39 years. This could mean 
that the incidence of diabetes is decreasing in 
these countries. The diabetes epidemic should 
be seen as a major threat to productivity, 
and hence the economy, owing to absence 
from work, spending on drugs, job loss and 
disability.

West Africa (Table 3)
This sub-region generally has more men with 
diabetes than women, apart from in 6 of 
the  15 countries considered: Benin, Burkina 
Faso, Cape Verde, Mali, Mauritania and 
Senegal. Approximately 3 out of 5 diabetics 
in the region are urban dwellers. This could be 
due to the fact that West Africa is one of the 
most developed and populous sub-regions in 
Africa. In the sub-region, it is only in Burkina 
Faso, Guinea, Guinea Bissau, Liberia, Mali, Niger 
and Sierra Leone that more diabetics are found 
among rural dwellers.

The percentage of diabetics in West African 
countries in the age bracket of 60 - 79 years 
is small. This might be a result of untimely 
diabetes-related death among patients. The 
percentage of patients in the age bracket 
of 20  - 39 years is relatively high in these 
countries, especially in Niger. West African 
countries need to invest massively in diabetes 
treatment and prevention programmes so Ta
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as to stem the tide of the disease. 
The impact of negligence on their 
part will be felt considerably in the 
workforce, between ages 20 and 
59 years. An unhealthy workforce 
represents an unhealthy nation. 
Productivity will be affected if urgent 
steps are not taken. 

The number of diabetes cases in 
Nigeria alone (3 921 500) is higher 
than the sum of cases in all other 
West African countries together 
(2 494 410). This means that 61.12% 
of diabetes cases in West Africa are 
in Nigeria.

Nigeria needs to be very timely 
about her intervention, because the 
number of diabetics between the 
ages of 20 and 39 years, 1 407 690, 
is also higher than the totality of 
diabetics in that same age bracket 
in other West African countries, 
at 1  062  070. Likewise for the age 
bracket 40 - 59 years, diabetics in 
Nigeria alone number 1 808 060, 
while 1 016 340 is the total number 
of diabetics in the same age bracket 
in the other West Africa countries. 
These are citizens in their prime, 
although it should also be noted 
that Nigeria is a very large country, 
and as such the number of diabetics 
will be large.

The number of diabetes-related 
deaths in Nigeria alone (105  091) 
doubles that of the totality of other 
West African countries (52 160). 
However, the adult population of 
Nigeria alone is larger than that of 
the totality of other West African 
countries. 

East Africa (Table 4)
The male population of diabetics 
is larger in this sub-region than the 
female, except in the Comoros and 
Seychelles, where there are more 
female diabetics. There are more 
rural-dwelling diabetics than urban, 
except in Djibouti, the Seychelles 
and Somalia. This is the only sub-
region in the continent with higher 
rural dwellers than urban settlers.

The percentage of diabetics aged 
20 - 39 years is the highest, while that Ta
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of those aged 60 - 79 is the lowest, in the sub-region. This 
shows clearly that the region has not invested enough 
in medical care and preventive measures. This highlights 
the need for better prevention and education. Many 
patients may have died from diabetes in their most 
productive years, or as they reached the age bracket of 
60 - 79 years. There is also a threat to the human resource 
capability in the region, because >80% of the diabetics 
are in the productive population. In the Seychelles, 
however, massive investment seems to be paying off, 
because the country has just 10% of diabetics in age 
bracket 20 - 39 years, and the highest percentage in the 
age bracket 60 - 79 years. 

Central Africa (Table 5)
As in many of the sub-regions, urban dwellers with 
diabetes are more numerous than rural in this sub-
region. Percentages of rural settlers with diabetes 
in Burundi and Rwanda were higher than those of 
urban settlers probably due to urban-rural migration 
occasioned by war. Gabon has the highest prevalence 
of diabetes in the sub-region. There are more male 
diabetics than female in most countries in the region, 
except in Gabon and São Tomé and Príncipe. The age 
distribution of diabetics in the sub-region shows that 
more than 80% of them were between 20 and 39 years 
old or 40 and 59, with the exception of Gabon, which 
has a good percentage of diabetics in the age bracket 
60 - 79 years. This might be due to the country’s high 
expenditure per person with diabetes. The investment 
seems to be yielding good results, because only a small 
percentage of all citizens in the age bracket 20 - 39 years 
are diabetic. Other countries should also take such action 
to confront the challenge posed by non-communicable 
and non-infectious diseases.

Recommendations
The following are our suggestions for the treatment and 
prevention of diabetes. 

Health information gathering, processing and 
dissemination
There is a need for regular nationwide surveys and 
data-gathering on the health status of the citizenry of 
each country. The collected data should be processed, 
analysed and disseminated through appropriate means 
to all stakeholders. Representation of the data in an 
easy-to-understand way such as percentages, which are 
simple, straightforward and ensure uniform sampling, 
as we have done in this review, is necessary for positive 
action, rather than merely gathering data on the number 
of diabetics as a whole. The paucity of reliable data on 
the continent’s health status is worrisome, and should 
be tackled by the various health ministries and statistical 
bureaus of countries on the continent. Ta
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Education
Health education should be a major 
priority for African countries. The need 
for massive education on diabetes and 
its medical, social and economic impact 
cannot be overemphasised. School 
curricula from the primary to the tertiary 
level should include considerable infor
mation about communicable and 
most importantly, NCDs. Education 
is the most important bridge to the 
future and a powerful instrument of 
empowerment, and its base needs to 
be broadened, and its quality improved. 
Proper health education should be the 
centrepiece of the strategy for any 
development. 

Public awareness and correct 
orientation
Public enlightenment on diabetes is 
very necessary. Timely awareness and 
understanding of diabetes symptoms, its 
attendant complications and predisposing 
factors such as obesity, especially 
abdominal obesity, a sedentary lifestyle, 
poor eating habits, physical inactivity, 
family history, alcohol consumption and 
smoking can help in preventing people 
from becoming victims. 

Strong commitments are needed 
to raise awareness about diabetes in 
Africa. The misconception held by many 
that diabetes is prevalent only among 
the affluent should be debunked in its 
entirety. This will also help to prevent 
stigmatisation of diabetics. All the media 
of public orientation such as mass 
media, social networks, public lectures 
and announcements should be used 
to spread the message about diabetes. 
Prompt detection can prevent or hinder 
chronic health complications of people 
with diabetes.

Nutrition and physical activity 
(exercise)
Knowledge comes with responsibility. 
‘A fork can dig a grave’ when it comes 
to diabetes and other NCDs. Attention 
should be given to healthy eating by all 
Africans. Strategies to promote access
ibility and availability of food, fruits 
and vegetables year round should be 
formulated. Government should provide Ta
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sports and recreational centres and facilities such as gymnasiums in 
strategic places. Schools at all levels should have practical sporting 
arenas and facilities to inculcate the habit of regular exercise in 
students.

Medical tests, medication, medical care and 
medical personnel 
Regular comprehensive medical tests such as blood glucose 
level tests, blood pressure tests and urine analysis should be a 
health priority of all and sundry. Self-testing kits for some of these, 
such as the digital glucometer and sphygmomanometer, should 
be made available at a subsidised rate. Initiatives to improve 
the accessibility and availability of affordable essential healthcare 
facilities, medicines and injections such as insulin are needed to 
address the diabetes epidemic. Continuous training of medical 
personnel such as endocrinologists and nutritionists is necessary to 
control diabetes. 

Government policy 
African governments should increase their allocation of funds and 
investments to healthcare systems. They must facilitate efficient 
public health arrangements, community service projects and 
health and social strategy preparation. Governments should roll 
out plans for the prevention and management of diabetes in their 
countries, sub-regions and the continent at large. The healthcare 
models in place for dealing with communicable diseases such as 
HIV, tuberculosis and lately the Ebola virus on the continent can 
potentially be adopted as a framework to deal with the diabetes 
epidemic. The scourge can also be largely prevented and controlled 
at the government level through collective and co-operative action 
by the African Union (AU) member states. Appropriate political 
will, which is not given to undue over-politicisation of medical and 
health matters of human development, is essential. Investing in 
intensive diabetes prevention and treatment programmes now will 
have tremendous payoffs for the future of the continent.

Public-private partnership 
Non-governmental organisations, philanthropists and blue-chip 
companies can strategically partner with governments and their 
agencies through advocacy and campaigning as part of their 
corporate social responsibility to nip the diabetes menace in the 
bud. They can also help to subsidise prices of medications and the 
sponsorship of medical training.

Conclusion
We have provided general information about and insight into the 
prevalence of diabetes in Africa in a tabular, easy-to-understand 
format in percentages. The most productive demographic of 
society (20 - 59 years old) is the most affected. Urban dwellers are 
more prone to diabetes than rural. Diabetes is not gender-sensitive 
in Africa. We have recommended concerted initiatives and efforts 

required to address the growing diabetes epidemic, particularly in 
Africa and the world at large. 

Living with diabetes is a serious challenge, hence people with 
diabetes deserve all the support they need to enjoy life to the fullest.

The fact that Africa currently has the highest predicted rate of 
increasing diabetes incidence in the world is a poignant reminder 
that diabetes prevention and control should be on the top of the 
AU and member states’ health agendas. The diabetes epidemic 
could be retarded or stopped in the very near future by making the 
right choices today.
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