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ABSTRACT

Background: Diabetes mellitus is a metabolic disorder that progresses over time, and it is accompanied by several complica-
tions that result in the malfunctioning of the body’s systems. Of the types of diabetes, type 2 diabetes mellitus (T2DM) is
most common in Nigeria and many other African countries. Several risk factors are common with the development of T2DM,
making managing the disease multifactorial. Patient-centered care (PCC) is one of the recognized medical methods where
patients manage ailment, which has provided more efficient outcomes. First-degree relatives of T2DM have many things in
common, and these include a risk of developing T2DM or cardiovascular disease (CVD).

Methods: This review aims to understand the strategies involved in managing T2DM in Nigeria, which are tailored around
the patient. Databases were searched for relevant and current original research papers, and review papers were excluded

Review Findings: The findings show that pharmacotherapy, lifestyle management, and the use of insulin were some of the
strategies used in Nigeria to manage T2DM. Although many researchers reported the use of drugs and lifestyle modification,
only a few studies used insulin in the management of T2DM. Adherence to lifestyle modification was challenging among
T2DM patients in Nigeria, making the management of the disease difficult. However, different subjects acknowledged the
benefits of adopting the PCC method in managing T2DM.

Conclusion: Therefore, we conclude that medical practitioners and public health workers should promote patient-centered
care using mobile phones, social media platforms, and text messaging services to enhance adherence to treatment and care
guidelines.
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1.0 INTRODUCTION

Diabetes mellitus (DM) is a long-lasting metabolic illness
that progresses over time. It is characterized by hypergly-
caemia, long-term microvascular (retinopathy, nephropa-
thy, and neuropathy), and macrovascular (cardiovascular)
consequences. Type 2 diabetes (T2DM) makes up the
majority, or around 90%, of the types of diabetes [1]. The
global prevalence of diabetes in Europe is 59 million in
the year 2019, and by 2045, the predicted projection is
expected to rise by 15%. In Southeast Asia, there were 88
million people with diabetes in 2019, and by 2030 and
2045, the expected prevalence is 115 million and 153
million, respectively. Also, the Western Pacific, with the
highest prevalence of 163 million in 2019, is expected to
have an increase of 31% by 2045; however, South and
Central America, with the second-lowest prevalence of
32 million, is expected to have an increase of 55% by
2045. The prevalence of diabetes in North America and
the Caribbean is expected to rise to 63 million from 48
million in 2019. The African continent had the lowest
prevalence of diabetes (19 million) in 2019, while the
projected prevalence is expected to increase by 143% in
2045; hence, the prevalence of the ailment is expected to
double by 2045 [2]. DM prevalence in Nigeria was 4.7%
in 2010; by 2030, it is expected to have risen to 5.5% [3].
In another meta-analysis, the estimated prevalence of
type 2 diabetes using different available data from online
publishers showed that a total of 11.2 million people were
reported. The North-Western region of Nigeria contribut-
ed the least percentage (3.0%), while the highest percent-
age (9.8%) was recorded from the south-south [4]. The
proportion of undiagnosed diabetes is also increasing,
with African countries taking the lead (50.1%). The rea-
son for the increase in undiagnosed diabetes has been
attributed to inadequate funding, limited health care cen-
ters, vast rural areas with a high number of people with
undiagnosed diabetes [2], and inadequate patient-centered
care for diabetic people. However, several variables raise
the risk of T2DM, some of which include obesity, ethnic-
ity, low birth weight, and a first-degree relative with DM
in the family history, growing older, polycystic ovarian
syndrome, inactivity, a diet high in fat and calories but
low in fiber, urbanization, symptoms of insulin resistance
like Acanthosis nigricans, Cardiovascular diseases
(CVD)/hypertension, and poor glucose control [5]. About
50% of the mortality in the DM population is attributed to
CVD [6]. The typical lifestyle that people with T2DM
and their family members practice increases not only

their individual risk for CVD but also predisposes non-
T2DM members to acquiring DM. Therefore, it is crucial
that family members participate in the care of the affected
person and have their risk of developing DM assessed
when managing T2DM. At the initial consultation with a
T2DM patient and their family members, T2DM patient-
centered care education should be discussed, as it is a
crucial part of T2DM management. Facilitating the abili-
ties, knowledge, and skills required for T2DM patient-
centered care is a continuous effort [7]. The following
key issues are covered: the disease process, treatment
options, dietary and exercise guidelines, knowledge of
prescribed medications, blood glucose self-monitoring,
acute and chronic consequences, and psychological and
social challenges [8].

The idea of client-centered therapy was created in the
1950s by American humanistic psychologist Carl R. Rog-
ers [9]. Meanwhile, a psychoanalyst, Michael Balint, who
coined the phrase "patient-centered medicine," pushed
this method in medicine [10]. Although the patient-
centered care concept is mentioned frequently, there are
many different definitions of it, but the most widely used
in the field of medicine is the model created by Stewart et
al. [11]: incorporating prevention and health promotion,
finding common ground, enhancing the patient-physician
relationship, being realistic, and exploring both the dis-
ease and the illness experience are among the six dimen-
sions that are recommended.

Patient-centered care is increasingly understood to be
related to high-quality healthcare. Through the Patient's
Eyes, published by Margaret Martz [12], as well as pa-
pers by Mead and Bower and Hobbs [13, 14], are signifi-
cant works that helped pave the way for the current rise
of patient-centered care. The association between pa-
tients' interactions with healthcare professionals, organi-
zations, and systems and their subjective experiences of
illness and well-being, the degree to which the systems
function to meet patients' needs, and the incorporation of
patients' perspectives on healthcare quality by healthcare
professionals, managers, and planners were three key
themes that were covered.

The idea of patient-centered care has gained popularity in
the last ten years as the age of health care commercializa-
tion approaches. Patient-centered care has gained support
from several healthcare organizations, policymakers, and
regulatory and research organizations since the late 1970s
[15]. In its 2001 report, "Crossing the Quality Chasm,"
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the Institute of Medicine listed patient-centered care as
one of the six goals for improvement. It is defined as care
that respects and responds to each patient's preferences,
needs, and values and ensures that clinical decisions con-
sider the patient's values [16]. Patient involvement is be-
coming more essential to the delivery of high-quality
healthcare [17]. A patient-centered approach to the treat-
ment of T2DM is advised by joint guidelines from the
American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD), in which
patient preferences, requirements, and values should be
taken into account [18]. They evaluate the data and for-
mulate recommendations for type 2 diabetes treatment.
Members of these two organizations [19] and other socie-
ties and federations have created several guidelines [20].
Individualization of treatment is the key to success, so the
above recommendations should be considered in light of
each patient's needs, preferences, and tolerances.

Through better communication, appropriate intervention,
increased satisfaction and patient-reported outcomes, and
finally biomedical outcomes, patient-centered care may
have significant positive effects on patients [21, 22]. Pa-
tient-centered treatment entails tailored patient care based
on patient-specific data [13] as opposed to a sole focus on
the disease [23]. This results in a complete healthcare
strategy where the doctor is receptive to the patient's de-
sires and preferences and seeks to understand the condi-
tion from the patient's perspective [24]. Patient-centered
care is often referred to as patient-focused care or a pa-
tient-centered approach [25]. Patient-centered communi-
cation, patients-centered access, patients-centered inter-
view, patients-centered outcome, and patients-centered
diagnosis are just a few of the many subcategories that
fall under the umbrella term of patient-centered care [26].
Patient-centered care has also reduced the average dura-
tion of stay, increased patient satisfaction, and provided
more effective therapies, all of which have reduced
healthcare expenditures [27]. The emergence of patient-
centered care has been successfully used to achieve its
aims and objectives in developed countries and some seri-
ous-minded African countries. Therefore, this review
aims to study the strategies used in Nigeria to manage
T2DM by adopting patient-centered care.

2.0 METHODOLOGY

We used a very sensitive search methodology in the
search strategy. To retrieve primary research, we conduct-
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ed searches in the Excerpta Medica database (EMBASE),
Cumulative Index to Nursing and Allied Health Literature
(CINAHL), PsycINFO (PsycINFO), and African Journals
Online (AJOL). To incorporate the fundamental compo-
nents of the research question, such as population and
context (such as hospitals, clinics, health services, and
patients), geographic region (which includes items such
as Nigeria), outcomes (such as the provision of patient-
centered management), and study design (which includes
items such as studies and epidemiological surveys), we
combined pertinent text words with Medical Subject
Headings (MeSH) or other hierarchical medical vocabu-
lary systems. It was done by searching PUBMED. This
PUBMED search has been adjusted to meet the require-
ments of the other databases.

2.1 Standards for Eligibility

We adhered to the following standards before conducting
this review:

¢ research on patient-centered diabetes management in
Nigerian hospitals or clinics.

¢ research projects employing both qualitative and
quantitative methods (questionnaire-based research);

¢ The analysis considered original research findings;
however, all forms of reviews were excluded from
this study.

3.0 RESULTS AND DISCUSSION

Table The list of patient-centered care practices in Nigeria
does not cover all possible practices, but it might serve as
a good reference point. Some care strategies that were
intended to foster PCC have been identified. Most patient-
centered care was established throughout the country's six
geopolitical zones. Some strategies were implemented by
federal, state, or local frameworks. Most patient-centered
care was provided in hospitals, while some instances oc-
curred in community settings and private clinics. General
patients, including those with acute or chronic illnesses,
were involved in patient-centered care as part of PCC;
families and communities also participated in health care.
Patients frequently participated in healthcare redesign,
quality improvement initiatives, evaluation, and financial
changes in patient-centered care management for T2DM.
Additionally, patients collaborated in creating educational
materials, process improvement solutions, and cost-
cutting strategies. Through planned studies, patients were
enrolled in quality improvement initiatives. Patients who
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had been enrolled in a particular study were frequently
activated afterward through orientation meetings, peer
mentors, advisers, and outside facilitators, as well as
through leadership support and role modelling.

3.1 Type 2 Diabetes Management Strategies

In Nigeria, managing T2DM involves addressing several
significant modifiable risk factors, including obesity,
physical inactivity, smoking, high blood pressure (BP),
and dyslipidemia. T2DM strategies include lifestyle-
related tactics (such as nutrition counselling and exer-
cise) and drug therapy as part of medical management.

Critical components of type 2 diabetes care include life-
style changes intended to influence a person's level of
physical activity and food intake [28]. Every patient
should receive comprehensive general diabetes education
(individual or group, preferably based on an authorized
education), focusing on dietary treatments and the signif-
icance of increasing physical activity. In a study done in
Delta State, south-south Nigeria, most of the participants
were knowledgeable about using a quality diet to manage
diabetes. Despite the participants demonstrating sound
knowledge of the disease's medical and dietary manage-
ment, some rural participants used herbs to manage the
disease. This practice was due to a lack of financial ca-
pacity; culture was also found to influence the disease
management choice [29]. While promoting therapeutic
lifestyle changes is crucial during diagnosis, the treat-
ment plan must include periodic counselling. Glycaemic
control and other cardiovascular risk factors are im-
proved by weight loss, whether done through diet alone
or with supplemental medical or surgical intervention. A
modest weight loss of 5-10% significantly enhances glu-
cose control.

Dietary guidance must be customized [30, 31]. Patients
should be encouraged to eat nutritious foods according to
the general population's dietary recommendations and
their personal tastes and cultures. The importance of low-
fat dairy products, fresh fish, and foods high in fibre
(including fruits, vegetables, whole grains, and legumes)
should be emphasized. Eating less high-energy foods,
such as those high in saturated fats, and sugary desserts
and snacks, regularly should be encouraged [32, 33].

Promoting as much physical activity as possible is rec-
ommended, with the optimum goal being at least 150
minutes per week of moderate exercise that includes re-
sistance, flexibility, and aerobic training [34]. Of the 385
T2DM patients assessed in a hospital in Gombe State,

one of the major factors associated with glycaemic con-
trol was the level of physical activity (p = 0.007), but
only a few of the patients who were married and educat-
ed engaged in moderate physical activity compared to the
general population [35]. However, in a semi-urban area
in southwestern Nigeria, the majority (87.2%) of the
T2DM patients engaged in low physical activity (< 150-
300 min/wk), which is likely to hinder the management
of T2DM. In another related study, out of a total (119)
T2DM respondents, about 68.9% were physically active,
which positively correlated with high quality of life (1=
0.403, p=0.001) but not with FBG (r= 0.044, p= 0.641),
hence affecting the glycaemic control strategy used in the
management of T2DM [36]. In Nsukka, southeastern
Nigeria, the level of physical activity was low among
T2DM patients. At the same time, those without diabetes
were more physically active, and a significant difference
was noticed among the diabetic and nondiabetic groups
(p<0.05) [37]. In the same vein, the burden of physical
inactivity is high, while the level of outdoor physical ex-
ercise is low in Enugu, Nigeria. Urban dwelling and in-
creasing age are risk factors for physical inactivity. Liv-
ing in urban areas, being less than 40 years of age, hav-
ing a university education, and having a high personal
income positively drive outdoor leisure-time physical
exercises [38].

In an education study about improving the quality of life
for diabetic patients in southeastern Nigeria, the mean
health-related quality of life (HRQOL) scores of the in-
tervention group increased significantly in all the do-
mains of HRQOL (p < 0.05) with an effect size of 0.14
(Eta squared). A comparison of the baseline and the end-
line shows a statistically significant difference (64.72 +
10.96 vs. 58.85 = 15.23; t = 4.349. p = 0.001). As age
increases, HRQOL decreases in those domains [39]. Al-
s0, in a study monitoring the quality of life of T2DM pa-
tients attending hospitals in Ibadan, Lagos, and Idi-Araba
in Ogun State, southwestern Nigeria, patients with ter-
tiary education had a higher quality of life compared to
patients with other education status by engaging in good
practices (eating the required food) to reduce the effect of
diabetes [40]. Educational intervention was also regarded
as an effective method for improving self-management
practices in people with diabetes mellitus, hence it should
be included in all diabetes care plans [39].

Pharmacotherapy strategy among T2DM in Nigeria

The preferred and most economical initial agent is met-
formin, assuming it is not contraindicated and that the
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patient tolerates it [41]. It is started at the time of diagno-
sis or shortly after, especially in patients for whom life-
style modification alone has not or is not likely to meet
HbA Ic targets. Patients who have a high baseline HbAlc
(75 mmol/mol) are less likely to achieve a target that is
close to normal with monotherapy. Therefore, in this sit-
uation, starting with a combination of two non-insulin
agents or with insulin alone may be justified [42]. Other
oral medications that could be used instead of metformin
include sulfonylurea/glinide, pioglitazone, or DPP-4 in-
hibitors. In rare circumstances where weight loss is
viewed as a crucial therapy component, starting treat-
ment with a GLP-1 receptor agonist might be helpful.
However, drug selection should be heavily influenced by
the preferences, traits, side effect susceptibilities, propen-
sity for weight gain, and hypoglycaemia of a given pa-
tient [43]. In southern Nigeria, sulphonylureas were the
most frequently prescribed class of antidiabetic drugs
(69.2%), with the mean global satisfaction with the treat-
ment scores of the patients being 61.4(x8.3). Patients
were generally satisfied with the treatment offered. How-
ever, the level of adherence to prescribed antidiabetic
drugs was poor [44]. Furthermore, in a tertiary healthcare
institution in Lagos State, a total of 235 participants were
recruited for the study, comprising 64.3% females, and
the average age of the participants was 60.7 years, with
an age range of 20—88 years. This study showed metfor-
min as the most commonly prescribed medication among
the participants, irrespective of sex and age [45].

The next step would be to add a second oral medication,
a GLP-1 receptor agonist, or basal insulin if monotherapy
alone does not achieve/maintain a HbAlc target over 3
months [46, 47]. After looking at adherence, the drug
should be stopped and replaced with one that has a dif-
ferent mechanism of action if no clinically significant
glycaemic decrease is shown. In a state hospital in Uyo, a
combination of antidiabetic agents was prescribed to
80.8% of the patients; however, clinically significant and
potentially dangerous drug-drug interactions were identi-
fied in 91.7% of the prescriptions [44]. A cross-sectional
study was done by the International Diabetes Manage-
ment Practices Study Group in Nigeria between 22nd
August and 30th September 2016. Among other reports,
metformin and sulfonylureas (128/187; 68.45%) and pre-
mix only (76/115; 66.09%) were the most commonly
used oral glucose lowering drugs (OGLD) [48].

In Southwestern Nigeria, a co-administered combination
of metformin and glimepiride (15; 25.9%) was most

common in the management of T2DM, which has good
glycaemic control (HbA1c<7%) [49]. Also, in [jebu-Ode,
oral medications were mostly used 187(93.5%), particu-
larly, metformin 199(99.5%) and pioglitazone 100
(50.0%), while dipeptidyl peptidase-4 inhibitors were not
used at all. Patients mostly had poor glycaemic control
159 (79.5%) [50]. Also, calcium-channel-blockers,
statins, angiotensin-converting-enzyme inhibitors, and
low-dose aspirin were the commonly prescribed adjuncts,
but adherence remains one of the issues to contend with
by health care providers [49]. Since non-adherence is one
of the issues among T2DM patients, a study done in
Nnewi showed that multiple medications and associated
costs were the most common factors associated with non-
adherence. The mean cost of prescriptions amounted to
$13.30 per patient, or $0.53 per patient per day [51]. The
devaluation of the naira in Nigeria makes the prescribed
drug unaffordable since most of the drugs are imported
into Nigeria; therefore, in most cases, non-adherence is
inevitable.

Another thing that must be considered is the cost of the
drug regimen; costs must be recognized as a significant
factor influencing the choice of glucose-lowering medi-
cations in many settings. The international organization
that conducted a study on the pattern of drug use in Nige-
ria referred to the cost of medications/strips (92/144;
63.89%) as one of the main reasons for the non-
achievement of glycaemic targets in Nigeria [48]. Less
expensive agents should be selected for environments
with restricted resources. However, side effects and any
required monitoring should also be considered, each with
its own financial implications. It is uncomfortable to note
that in many primary health centers (PHCs) in Osun
State, southwestern Nigeria, only moduretic tablets were
the most reported essential medicines, available in 15%
of PHC facilities in rural LGAs and none in urban LGAs.
The anti-diabetic medicines were unavailable in any of
the PHC facilities in both locations [52].

Adding a third non-insulin agent to a two-drug combina-
tion that is not yet or is no longer meeting the glycaemic
target has been found to have benefits in some studies
[53, 54]. If triple combination therapy without insulin is
tried, the patient should be closely watched, and if it
doesn't work, the strategy should be quickly changed. In
particular, prolonged, uncontrolled hyperglycaemia
should be prevented. More so, employing agents with
complementary modes of action is undoubtedly the most
crucial factor to consider when employing triple combi-
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nations. A study in north-east Nigeria showed that over
three-quarters of the patients (87%) were on multiple oral
antidiabetic agents, and metformin was the most pre-
scribed medication (93.8%). In addition, the antihyper-
tensive agent with the highest prescription rate was lis-
inopril (57.9%), while 50.9%, 6.5%, and 2.7% received
low-dose acetylsalicylic acid, lipid-lowering agents, and
pregabalin, respectively. Although the study commended
the prescription rate of metformin and lisinopril, it also
suggested the use of more combinations of drug regi-
mens in the management of T2DM in many settings [55].

Adding more medications increases the risk of side ef-
fects and drug-drug interactions, drives up expenses, and
has a detrimental effect on patient adherence. A study
assessed the prevalence of drug therapy problems and
related factors in a population of diabetic patients in a
tertiary hospital in Awka, southeastern Nigeria. Of the
399 patients examined, a total of 792 drug therapy prob-
lems were identified, averaging 2.1(x 1.4) problems per
patient. The study recorded more male (52.1%) than fe-
male (47.9%) diabetics. The mean age of the patients was
65(x 12.4) years, which ranged from 35 to 91 years.
They found that 49(12.4%) of the patients experienced at
least one episode of hypoglycaemia. The most frequent
DTP was non-adherence, which had a prevalence of
26.7%, and polypharmacy was found to be a significant
influence on patients' DTP. The authors claim that there
is a high prevalence of DTPs in healthcare facilities,
highlighting the necessity for a comprehensive drug man-
agement strategy that involves using chemists to manage
patients with diabetes more actively [56]. For patient-
centered care, each new medicine should have its justifi-
cation, advantages, and adverse effects reviewed with the
patient.

In Federal Capital Territory, Abuja, the availability of
T2DM risk medicines ranged from 28.4% (in private
hospital pharmacies) to 59.9% (in private pharmacies).
There was mixed variability in the mean availability of
Originator Brands (OBs) and Lowest Priced Generics
(LPGs) anti-diabetic drugs, with the highest availability
being OBs at 36% and LPGs at 40.2% in private pharma-
cies and public pharmacies, respectively. The availability
of global drugs ranged from 49.7% in private hospitals to
68.8% in private pharmacies. In Abuja's various pharma-
ceutical industries, less than 80% of the world's cardio-
vascular, diabetic, and worldwide medications were
available, and they were also prohibitively expensive.
Private pharmacies provided the best options regarding

pharmaceutical availability, pricing, and affordability,
even though the costs were typically prohibitive. 4% in
public hospitals, 51.4% in private pharmacies, and 323%
in private hospitals [57].

3.2 Insulin Regimens in Nigeria

Patients who appear to have severe hyperglycaemia and
the majority of those who do not meet their goals on oral
hypoglycaemic medications should receive insulin thera-
py- A method that is more likely than others to improve
glycaemic control and adherence is starting therapy with
the proper type of insulin, depending on the patient's
unique eating habits and lifestyle. Most patients express
reluctance to start injectable medication, but if the doctor
thinks that this shift is crucial, encouragement and educa-
tion may typically get past this resistance. The most prac-
tical approach is to use a single basal insulin injection;
the timing of administration is determined by the pa-
tient's schedule and aggregate glucose profile. In an at-
tempt to monitor glycaemic control and its association
with socio-demographics, comorbid conditions, and med-
ication adherence among patients with type 2 diabetes in
southwestern Nigeria, Ibrahim and his colleagues [58]
recruited 300 participants. Their findings showed that
among the factors responsible for poor glycaemic control
is the non-initiation of insulin therapy, perhaps because
of the pains associated with the injection. Meanwhile, a
study looked at the misconceptions about insulin and bar-
riers to insulin initiation in T2DM among general physi-
cians in southeast Nigeria. The result showed that most
were private practitioners, predominantly in rural areas,
and only 15 (23.4%) respondents had initiated insulin for
an outpatient with T2DM. Among the often-cited obsta-
cles to starting insulin therapy were fears of hypoglycae-
mia, expectations that patients would reject insulin, a
physician's lack of trust, and worries about needle dis-
comfort. Other socioeconomic characteristics were wor-
ries about the cost of insulin, the frequency of glycaemic
monitoring, and the availability of facilities for storing
insulin [59].

For the purpose of patient-centered care, frequent com-
munication (phone, SMS, video calls, and social media)
with the therapist may be required during the self-
titration stage [60]. During this stage, daily self-
monitoring of blood glucose is obviously crucial. The
frequency of monitoring should be reassessed after the
insulin dose is stabilized [61]. On the other hand, a pre-
mixed insulin, which is a fixed combination of an inter-
mediate insulin with normal insulin or a fast analogue,
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may be more practical, but it is less adjustable. Pre-
mixed regimens typically decrease HbAlc to a greater
extent when compared to basal insulin alone, although
frequently at the trade-off of somewhat more hypogly-
caemia and weight gain [62].

In LAUTECH Teaching Hospital, south-west Nigeria,
insulin adherence was noted at 72.8%, with better adher-
ence among those who self-injected insulin than those
injected by health care professionals (HCPs) or relatives.
Among the respondents, 80.8% were on human insulin,
and pre-mixed insulin was the most used (52.6%). Most
participants (52.6%) were taking 10-20 units per day, and
only 22 (10.3%) were taking >40 units/day. They also
found that reuse of the insulin needle was found in 74.6%
of the participants, and the major reasons for insulin
omission were the non-availability of insulin and patients
being tired of insulin injection [63].

In a sponsored project in Nigeria, insulin initiation was
given around five years after diabetes diagnosis in T2DM
(diabetes duration: 8.69 + 7.16 years; duration of insulin
treatment: 3.17 £ 4.49 years). The proportion of people
achieving glycaemic targets (HbAlc < 7%: T2DM
[66/202, 32.67%] was low [48]. But lack of experience in
self-managing insulin (46/144; 31.94%) was the main
reason for the non-achievement of glycaemic targets.
They concluded that early insulinization and subsidized
healthcare could improve long-term diabetes outcomes in
Nigeria.

4.0 CONCLUSION

In Nigeria, T2DM is one of the major diseases affecting
many people, and some people are yet to be diagnosed,
especially in rural communities. The management of the
disease involves different aspects, and adherence to in-
structions by individuals with T2DM is challenging.
Lifestyle modification, the use of drugs, and insulin con-
stitute significant strategies in managing the disease in
Nigeria. Fear and inadequate/lack of funds hindered
many individuals with T2DM from receiving treatment
even when early glucose control and other risk factors
(i.e, age, stress, obesity) delayed the progression and the
onset of long-term complications. The effectiveness of
PCC in the management of T2DM cannot be overempha-
sized, and to achieve this method, patients and health
workers must work together to achieve the set goal.
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