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Well-structured and appropriate diabetes education is 

inadequate, both for people with the disease and health-

care providers. Most countries do not have a national 

diabetes programme. Without countrywide preventive 

measures, the deadly combination of communicable and 

non-communicable diseases will disable and kill millions 

of people, and will further stifl e economic development in 

the regions where growth is needed most. The diffi  culties 

highlighted in the 2006 World Diabetes Day campaign 

need eff orts beyond the health-care sector: the food 

and drink industry, nutritionists, educators, and the 

community at large must play a key part.

Clearly, the unifi ed voice of the UN is needed to 

impress these facts on the world. Thus the International 

Diabetes Federation is leading a global campaign for 

a UN resolution on diabetes, which encourages UN 

member states to develop national policies for treatment, 

care, and prevention of diabetes within the sustainable 

development of their health-care systems. With diabetes 

advancing so rapidly in south Asia, it is fi tting that the 

People’s Republic of Bangladesh is the lead sponsoring 

country behind the resolution. If nothing is done to 

reverse current trends, by 2025 Bangladesh is expected 

to be one of the ten countries with the largest number of 

people with diabetes.6

The prospect of a UN resolution has brought to-

gether the largest global coalition on diabetes, repre-

senting people living with the disease, their families, 

health-care professionals, scientists, and industry. Passage 

of the resolution would expand and further motivate 

this coalition to help bring cost-saving and highly 

cost-eff ective treatments and prevention to every corner 

of the world.
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What is the commonest cause of death in a child with 

diabetes? The answer—from a global perspective—is lack 

of access to insulin. Families in the poorest parts of the 

world must make a choice between insulin for one child 

or starvation for the rest. The consequence, in parts of 

India—which has more people with diabetes than any 

other country in the world—is that girls are missing from 

the children’s clinics.1 There is no choice at all in some 

parts of sub-Saharan Africa, where children with diabetes 

live, and die, as if insulin had never been discovered.

The issue is an emotive one. How could it be otherwise? 

But the solutions require cool consideration. The review 

by David Beran and John Yudkin in today’s Lancet focuses 

on sub-Saharan Africa, and shows the complexity of 

the challenge.2 People in poor countries must buy their 

own insulin, and its cost at the counter—often well 

above the price paid to the manufacturer—can become 

a matter of life and death. Poor countries typically lack 

eff ective health networks, distribution of insulin is often 

irregular, and retailers add their margin of profi t or divert 

subsidised insulin into the more lucrative private sector. 

Syringes and needles must also be paid for, as must 

tests for glucose in the blood or urine. Not least, the 

health-care system must be capable of supervising the 

management of diabetes.

Faced with such complexity, it is all too easy for those 

engaged in the debate to generate good reasons for 

doing nothing—which may explain why the diabetes 

community, despite much wringing of hands, has failed 

to mobilise eff ectively to remedy the situation. The cause 

has, however, been actively promoted by the International 

Insulin Foundation, with a more slow-footed response 

from the International Diabetes Federation. Lars Rebien 

Sørensen, chief executive offi  cer of Novo Nordisk, has 

taken a personal interest in the issue, and his company has 

pledged to make insulin available to the public sector in 
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50 of the world•s poorest countries at no more than 20% 
of the average price in Europe, North America, and Japan; 
33 countries have participated in the programme to date.3 
All players have focused their attention on infrastructural 
support as well as the availability of insulin, and several 
pilot schemes are in place. But is this enough? As Beran 
and Yudkin point out, the impact of the equity-pricing 
initiative has been limited,2 and such arrangements risk 
the creation of •islands of philanthropyŽ which distract 
attention from the underlying issues of patent protection 
and rising drug costs.4

People in sub-Saharan Africa are not alone in being 
unable to a� ord diabetes. A survey of elderly Americans 
showed that 19% of a� ected respondents had cut back 
on their use of diabetes medication in the previous year 
because of cost. Others had been obliged to reduce 
spending on items such as food, or to increase their credit-
card debt.5 Meanwhile, the pharmaceutical business is 
one of the most pro“ table on the planet. The top “ ve 
companies have a market capitalisation considerably in 
excess of the gross national product of India„ and twice 
that of sub-Saharan Africa.4 The diabetes market has 
o� ered a bonanza for these companies in recent years, 
expanding from US$3·8 billion in 1995 to $17·8 billion 
in 2005, and representing annual growth of just under 
20%. Much of this expansion has been driven by the 
introduction of more expensive branded agents. To take 
one example, one in “ ve health-care dollars in the global 
budget is spent on a thiazolidinedione, despite lack of 
evidence that this class of drugs o� ers advantages over 
metformin.6 In the UK, it costs US$46 to treat a patient 
for a year on the maximum daily dose of metformin, 
compared with $710 for pioglitazone or $980 for 
rosiglitazone.7

The world market in insulin, dominated by an oligopoly 
of three industrial providers, was worth $2·0 billion in 
1995, rising to $7·3 billion in 2005, and to an expected 
$11·8 billion in 2010.6 Novo Nordisk supplies 50% of 
the world•s insulin, and 87% of its sales are in the USA, 
Europe, and Japan.3 Increased sales are partly attributed 
to the rising prevalence of diabetes and partly to the 
trend towards more intensive therapy, but largely to price 
escalation in relation to the analogue insulins. These costs 
re” ect the massive investment in drug development and 
manufacturing plant needed to bring these insulins to the 
market. It is not surprising, therefore, that the companies 
have promoted the analogues vigorously, to the extent 

that the cheaper biosynthetic human insulins have 
become unavailable in some markets.

No special insight is needed to forecast that drug 
costs for diabetes cannot continue to expand at 20% 
a year. Value for money is a growing concern for the 
richest countries, as for the poorest. The world needs 
cost-e� ective evidence-based use of drugs for diabetes, 
and currently lacks it„ as any comparison of drug uptake 
in di� erent regions will show. The diabetes community 
must accept its share of responsibility for this situation. 
It has been too ready, for instance, to accept the pretexts 
o� ered in place of blinded comparisons of the new 
insulins, and it is no coincidence that the most in” uential 
expert voices have tended to favour the higher-cost 
solutions.

Costs will, however, need to be contained, whether 
by rational use of evidence, by legislation (rational or 
otherwise), or by market forces. The burgeoning market 
in countries such as India and China will undoubtedly 
challenge the existing pricing structure and encourage 
new entrants into the “ eld. Generic medications will be 
used more widely, and the developing world must be 
allowed to bene“ t from this change. There is increasing 
pressure on the US Food and Drug Administration to 
open the door to entry of generic human insulin into 
the US market.8 Pro“ t margins in this area will, however, 
be relatively low„ certainly in comparison with other 
biosynthetic agents„ and the oligopoly, with falling 
marginal costs of production, can a� ord to mount a sti�  
resistance to the challenge of new rivals.
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No-one should have to die of untreated diabetes. 

Although this disease is only one among a host of 

health problems that afflict the poorest countries, 

it is one for which effective and potentially in-

expensive remedies are available. Sustainable, 

locally-appropriate, and cost-effective strategies are 

what we need, and affordable insulin is a necessary 

part of any solution. Philanthropic initiatives, such 

as that of Novo Nordisk, are immensely welcome, 

but equity pricing needs to extend to the private 

pharmacies where most patients still have to buy 

their insulin.2 On a wider perspective, the marketing 

policy of the pharmaceutical industry has escalated 

the costs of diabetes for diminishing benefit, thereby 

exacerbating existing inequalities. Africa’s problem is 

indeed our problem too.
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Diabetes care in Africa

Infectious diseases still constitute the major contributors 

to mortality and morbidity in Africa. However, Africa 

also faces the emergence of chronic diseases, including 

cardiovascular diseases, diabetes, and cancers. The 

prevalence of diabetes will increase with improved access 

to highly active antiretroviral therapy, which is associated 

with a four-fold increase in the risk of diabetes.1 Diabetes, 

thought to be rare in Africa, is now common, but many of 

the issues are unresolved.

A MEDLINE search last July, with the MeSH terms 

diabetes mellitus and Africa, yielded 0·7% of all entries on 

diabetes mellitus. This dearth of publications on diabetes 

in Africa could be due not only to insuffi  cient local research 

but also to the diffi  culties that African investigators face in 

publication in peer-reviewed scientifi c journals. Less than 

1% of continuing multicentre clinical trials on diabetes 

registered with the European (EudraCT) or the US 

(clinicaltrials.gov) databases are based in Africa; and the 

small number of African trials are based almost exclusively 

in South Africa. This lack of research and published 

data biases any overview of diabetes care in the African 

continent.

The burden of diabetes in Africa remains diffi  cult 

to estimate, despite some local data. Because of the 

rapidly changing population structure and the profi le of 

diabetes risk factors, the suggested 0·8–4·0% prevalence 

is an underestimate of the real burden of diabetes in 

most African countries.2 Our work shows that diabetes 

prevalence has increased more than ten-fold over a decade 

(fi gure). Between 1990 and 2025, the number of people 

with diabetes in Africa will increase by more than 180% 

(from 3 million to 8 million).3 This trend and data from 

migrant studies suggest that an epidemic is looming.4

Risk factors for diabetes in Africa are similar to those in 

other regions. But the magnitude, distribution, and trends 

associated with such risk factors, and their perception 

by the population, have not been fully studied. Diabetes 

is more frequent in urban than in rural areas.5 The 

contribution of each subtype of diabetes to the estimated 

burden of diabetes in Africa is not fully known.

Health systems in many countries in the region are 

geared towards the management of infectious diseases, 

and therefore do not have clearly defi ned policies for 

the care and management of chronic diseases such as 
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Figure: Prevalence of type 2 diabetes in Cameroon, 1994–2003

Prevalence standardised according to new world population distribution. 
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