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UN POIDS QUI
S’ALOURDIT...

4 personnes

sur 5 atteintes
de diabeéte
vivent dans des
pays en voie de
développement
ou moins
avances

. Plus de la moitié des

personnes atteintes de diabete
appartient a la tranche d’age de

la population active




TOP 5 DES PAYS EN AFRIQUE (PAR NOMBRES DES MALADES
EN MILLIONS) POUR LA POPULATION ATTEINTE DE
DIABETE 2017
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TOP 5 DES PAYS EN AFRIQUE (PAR PREVALENCE) POUR LA

POPULATION ATTEINTE DE DIABETE Zgi% des adultes de 20-79 ans
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LE DIABETE EN AFRIQUE

T e

personnes atteintes de diabete

en Afrique ne sont pas

diagnostiquées — C’est la

plus forte prévalence du

monde




LE DIABETE EN AFRIQUE
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LES MODELES DE SOINS ET LES
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DIABETE EN AFRIQUE:
RESULTAT DE L'INTERNATIONAL DIABETES
MANAGEMENT PRACTICES STUDY (IDMPS) WAVE 7,

2017

VAR D AL DA 201 8; VOLUME-67-ISSUE-SUPPLEMENT -

DONNEES COLLECTEES EN 2016 AUPRES DE 12 PAYS AFRICAINS:

ALGERIE, CAMEROUN, COTE D’IVOIRE, REPUBLIQUE DEMOCRATIQUE DU CONGO, EGYPTE, KENYA, MADAGASCAR,
MAROC, NIGERIA, SENEGAL, AFRIQUE DU SUD ET TUNISIE




Methodology

PARTICIPATING AFRICAN COUNTRIES

A total of 8303 participants from 24 countries were included in Wave 7 (2016—-2017) of the IDMPS
* N=3191 (38.4%) were recruited from the Africa region.

African region participating Total participants , ‘

countries N=3191 ‘

Algeria 280 r ‘
Cameroon 288

Democratic Republic of Congo 75 a

Egypt 449 ’ "

Ivory Coast 135

Kenya 194 .
Madagascar 75

Morocco 302

Nigeria 381

Senegal 144

South Africa 445

Tunisia 423




HBA,- TARGET ACHIEVEMENT (HBA - <7 %)
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DT2 ADO seul ADO + insuline Insuline seul

* DT1:12,2% des personnes atteignent HBA1_<7%
 Moins de 5% des personnes avec soit un DT1 ou DT2 are atteignent des objectifs
glycémiques HbA1c<7%, pression artérielle normale et LDL-cs < 100mg/dL

" HbA1lc<7%
HbA1lc>7% IDMPS wave 7



Personne atteinte de DT2 Personne atteinte de DT1

Manque :
d’éducation : Cramte, .
sur le diabéte d’Hypoglycémi

Le colt élevé des médicaments et bandelettes est la raison n°4 dans le DT1 et DT2




FACTEURS PREDICTIFS DE NON ATTEINTE DU CONTROLE
GLYCEMIQUE DANS UNE POPULATION AFRICAINE
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Cl, confidence interval; OR, odds ratio; OGLD, oral glucose-lowering
drug; T1D, type 1 diabetes; T2D, type 2 diabetes.




Patients Receiving Education, %

DIABETES EDUCATION
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PEU DE PATIENTS FONT UNE AUTO SURVEILLANCE
GLYCEMIQUE (ASG) JOURNALIERE ET AUTO-
AJUSTEMENT DES DOSES D’INSULINE

Pratiques de 'ASG

% self adjustement of insulin dose

SMBG very occasionally 30,00%
25,20%
25,00% -
22,60%
SMBG occasionally
20,00% - 17.90%
15,00% 7

SMBG every day

10,00%

Pts with a glucose meter 39% 5,00%

0,00% -
0% 10% 20% 30% 40% 50% 60% 70% 80% Insulin Alone OAD+insulin




LES RISQUES DES MALAD!ES CV
CHEZ LES DIABETIGUES EN
AFRIQUE




CV BURDEN IN PEOPLEWITHTID AND T2D IN
AFRICA

Appropriate disease management requires control of:

Blood glucose Serum lipid High blood
m levels 7 pressure (HBP)

@ Poor control i1s associated with an increased risk of CV events

We investigated the proportions of people with diabetes-associated
HBP and abnormal lipid profiles in 12 countries across Africa




ACHIEVEMENT OF TRIPLE TARGET CONTROL

@ Triple target control is defined as HbA,.<7 %, SBP/DBP <130/80 mmHg and LDL-C <100 mg/dL
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Au Cameroun tres peu de patients atteignent les
3 cibles cliniques comme définie par la FID

Contrble optimale du diabéte: 3 cibles

Hémoglobine Taux de lipides
glyquée

Pression artérielle (LDL — mauvais CT)

(HbA,. ) moins de 7% + (PA< 130/80 mmHg) + (LDL-Cs< 100 mg/dL)

Type 2 Type 2
(Traitement orale) (insuline dépendent)
(Echantillon : 302) (Echantillon : 183)
. 1 Cibles
‘ 2 Cibles
‘ 3 Cibles

Mlun .n

39% 24% 2% 52% 43% 2%




AU CAMEROUN, LA PLUS PART DES PERSONNES ATTEINTES DE DIABETE
DEVELOPPENT DES COMPLICATIONS PEU APRES LE DIAGNOSTIC
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TAUX DE COMPLICATIONS MICROVASCULAIRES ET
MACROVASCULAIRES
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OGLD, oral glucose-lowering drug;: T1D, type 1 diabetes;
T2D, type 2 diabetes.



Proportion of people experiencing
>| microvascular complication (%)

MICROVASCULAR COMPLICATIONS:T2D BY THERAPY TYPE
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B Retinopathy ® Visual impairment*

M Sensory neuropathy (distal limbs) B Microalbuminuria
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OGLD + insulin Insulin only




Proportion of people experiencing
>1 macrovascular complication (%)

MACROVASCULAR COMPLICATIONS: T2D BY THERAPY TYPE
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LES DEFIS SOCIO-
ECONOMIQUES DU

DIABETE EN AFRIQUE




LE DEFIS SOCIO-ECONOMIQUE DU DIABETE
EN AFRIQUE -1

Les personnes atteintes de diabéete ont plus de

probleme de santé (complications et/ou

comorbidités) que les voisins du meme age et du

meme sexe sans diabete




LE DEFIS SOCIO-ECONOMIQUE DU DIABETE EN

AFRIQUE -2
Brown JB et al. PLoS One, 2014 561 5500/ T T4 16 30 1 71 e il Bebb s, iy diabete

N AP, Mo

At least one  Hypertension Lower Eye Disease Kidney Stroke
NCD Extremity diseases

—~ i
(IDM]S



LE DEFIS SOCIO-ECONOMIQUE DU DIABETE EN
AFRIQUE - 3

on des services medicaux et medicaments durant les 90 derniers jours

(3.6)
(5.9 =T

4.5)

At least | Outpatient Visit At least | inpatient At least one medicine
admission




LE DEFIS SOCIO-ECONOMIQUE DU DIABETE EN

AFRIQUE '4aiement annuel des services medicaux et medicaments

1.8

Total Annual Total Annual Total Annual Total annual out-of-
Payment per Person ~ Payment per Person  Payment per Person pocket payments
for Outpatient Care for Inpatient Care for Medicine




LE DEFIS SOCIO-ECONOMIQUE DU DIABETE EN Al

33
Impact des problémes de santé sur la capacité des participants
| " ¥ bien-ef
(1.8
)

40

3.1

Cannot do any Cannot do as Must do more Not have enough Cannot see Missing work
work much work work to eat friends or family days, last 90 days




LE DEFIS SOCIO-ECONOMIQUE DU DIABETE EN A

34
Impact des problémes de santé sur les capacités a travailler et le
bien-etre des membres de la famille 3.5
. (1.4) (2.3)

Cannot do any work Cannot do as much Must do more work Not have enough to
work eat




LES SOLUTIONS
DOIVENT ETRE:

I. CHANGEMENT DE POLITIQUES POUR LA SANTE

2. COUVERTURE UNIVERSELLE DE SANTE




Politiques pour la santé

Intersectoral Health sector policies
policies including financial protection policies)

l

e Access to and uptake of health interventions
e Quality of delivery of health interventions

‘, ! l ‘,

To reduce physiological To mmprove health
‘ risk factors outcomes
To reduce behaviora ou . To provide financial
and environmental B —_ N protaction from
risk factors * Stunting = Child deaths health costs
e Overweight e Adult premature
e Anemia deaths
e Hypertension e Short- and long-term
disability

e Dislipidemia
e High blood glucose
e Other

e Pain and distress

amison DT et al. Universal Health Coverage and Intersectoral Action for Health. 3rd edition.VVashington (DC): The




Couverture universelle de santé et forfaits de haute priorité

Infection
and NCDs
inadequate and
dietary injury
intake

Grand Highest priority
convergence NCD and injury
(GC) interventions

B Universal health coverage (UHC)
I Essential universal health coverage (EUHC)
Highest priority package (includes GC plus

highest priority NCD and injury interventions)




TAKE HOME MESSAGES

.... 16 million people in Africa have diabetes;
this Is expected to rise to 41 million by 2045

6 HbA _ target achievement (<7 %) in Africa is low

Appropriate disease management requires control of:

Blood glucose Serum lipid High blood
m levels 7 pressure (HBP)

Their poor control in Africa is associated with an increased risk of CV
events

Remedial measures to facilitate treatment access,
ial support and structured diabetes education are

needed to improve disease management in Africa




