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with Type 2 Diabetes Mellitus with 
Poor Glycaemic Control in Nigeria: 
A Qualitative Study

Oyedeji Ayodeji1 , Madeleine Benton2, Lois Orton3  

and Scott Weich1

Abstract

Background: Many individuals living with type 2 diabetes mellitus (T2DM) struggle to maintain optimal glycaemic 

control. Reports from Nigeria show particularly high rates of poor glycaemic control, increasing the risk of microvascular 

and macrovascular complications. Little research has explored the lived experiences of individuals living with T2DM 

with poor glycaemic control in Nigeria, particularly in secondary healthcare settings, to guide improvements in care.

Objective: This study explored the experiences of individuals living with T2DM with poor glycaemic control.

Method: A qualitative research design was used. Semi-structured, individual interviews were conducted with 14 

participants, aged 35 to 74 years, recruited from 3 secondary healthcare institutions in Lagos, Nigeria.

Results: Four key themes were generated: (1) Beyond the T2DM diagnosis, which captures the perceptions of T2DM, 

the financial burden of the condition, and the onset of physical health issues associated with T2DM; (2) Psychological 

impact of T2DM, which highlights mental health difficulties and experiences of stigma; (3) Managing and living with T2DM, 

which describes the use of traditional medicine, the influence of religious beliefs and the importance of community and 

social networks and (4) Diabetes care at secondary healthcare institutions, which highlights patient-provider interactions 

and the gaps in information and education.

Conclusion: The findings provide valuable insight into the lived experiences of individuals with T2DM with poor 

glycaemic control and underscore the importance of addressing knowledge gaps and providing psychological support as 

integral components of comprehensive diabetes care.

Plain Language Summary 

Living with Type 2 Diabetes in Nigeria: Personal Experiences of People Who Face Challenges in Managing 

Their Blood Sugar

Why was the study done? Many people with type 2 diabetes (T2D) face challenges in managing their blood sugar levels. 

In Nigeria, this is a common issue that can result in significant health issues such as damage to the eyes, kidneys, nerves 

or heart. However, there is still limited information about the experiences of people in Nigeria who face challenges in 

managing their blood sugar levels, especially those that receive treatment at secondary care centres. Understanding their 

experiences can help improve the support and care they receive. What did the researchers do? This study explored what 

life is like for people living with T2D who face challenges in managing their blood sugar levels. Fourteen adults, aged 35 to 

74, from three secondary health centres in Lagos, Nigeria shared their personal experiences. What did the researchers 

find? People shared their views about T2D, the costs involved in its treatment and the physical health problems that 

came with it. They spoke about how living with T2D affected their emotions, including feeling worried and judged by 

others. They shared how they coped with challenges in achieving good blood sugar control, including using traditional 

medicine, leaning on their faith and getting support from family and their community. Finally, they talked about their 

experiences with care at the secondary care centres, including their interactions with healthcare providers and the lack 

of clear information. What do the findings mean? This study helps us better understand the life of people with T2D who 
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face challenges in managing their blood sugar levels. It shows the importance of providing people with more information 

about diabetes and emotional support as key parts of good diabetes care.
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Introduction

Type 2 diabetes mellitus (T2DM) is a prevalent, progres-

sive, chronic condition associated with microvascular and 

macrovascular complications, which accounts for over 

90% of diabetes cases globally.1 The International Diabetes 

Federation (IDF)2 estimates that 540 million people world-

wide have diabetes, with 75% of these individuals living in 

low- and middle-income countries (LMICs) such as 

Nigeria. The IDF in its 2021 report, predicts an increase to 

783 million by 2045, with 94% of this growth occurring in 

LMICs due to greater population increases.2

Managing T2DM can be challenging due to its depend-

ence on individual lifestyle and daily self-management 

tasks, such as monitoring dietary intake, physical activity, 

carbohydrate consumption and regular testing of blood glu-

cose levels. These tasks are crucial for maintaining optimal 

glycaemic control, defined as glycated haemoglobin 

(HbA1c) under 7%.3 While individual health behaviours 

play an important role in maintaining optimal glycaemic 

control, many people face significant challenges in meeting 

the demands of self-management.4,5 Additionally, a lack of 

knowledge and skills can lead to disengagement with self-

care, ultimately resulting in poorer health outcomes.

Although poor glycaemic control is associated with an 

increased risk of microvascular and macrovascular compli-

cations, it remains a common challenge across various set-

tings.6-8 Existing literature reports several factors as 

contributing to poor glycaemic control in individuals with 

T2DM. Within the Nigerian setting, studies have shown 

that T2DM is strongly associated with illness perception, 

knowledge and mental health problems like diabetes dis-

tress and depression.9-11 There is the need to better under-

stand the experiences of individuals with poor glycaemic 

control in Nigeria, given the country’s high diabetes burden 

in the African region and the significant proportion of undi-

agnosed T2DM cases.12 Despite reports indicating high 

rates of poor glycaemic control (ranging from 40% to 74%) 

in this setting, existing studies8,13,14 exploring the experi-

ences of individuals living with T2DM with poor glycae-

mic control have predominantly utilized quantitative 

approaches and been conducted within tertiary healthcare 

institutions. As a result, there is a paucity of evidence 

exploring patient experiences in secondary healthcare set-

tings in Nigeria, where the majority receive care due to 

their widespread distribution and relative accessibility of 

these facilities across towns. Findings involving patient 

populations in secondary healthcare institutions will pro-

vide additional insight in understanding the experiences of 

individuals with T2DM with poor glycaemic control in this 

setting to guide improvements in care. Therefore, this 

research investigates the experiences of individuals living 

with T2DM with poor glycaemic control in secondary 

healthcare institutions in Lagos State, Nigeria.

Methods

Study Design and Setting

A qualitative study design using semi-structured interviews 

was conducted to explore the experiences of individuals 

living with T2DM with poor glycaemic control in Lagos, 

Nigeria. Lagos is the most populous urban state in Nigeria 

with a population of 17.5 million people and is home to 

diverse language groups.15 According to the Lagos State 

Ministry of Health,16 it was reported that Lagos has 30 reg-

istered secondary healthcare facilities that are grouped 

based on its 5 administrative regions: Ikeja, Badagry, 

Ikorodu, Lagos Island and Epe. These regions represent 

both urban (Ikeja, Lagos Island) and peri-urban (Ikorodu, 

Badagry and Epe) settings. For this study, 3 secondary 

healthcare facilities; General Hospital Gbagada (Ikeja), 

General Hospital Lagos Island (Lagos Island) and General 

Hospital Ikorodu (Ikorodu), were selected using conveni-

ence sampling. To mitigate potential bias associated with 

this sampling method, hospitals were selected from both 

urban and peri-urban regions to ensure diversity among 

patients in terms of socioeconomic characteristics and 

experiential contexts. In Nigeria, secondary healthcare 

facilities serve as the first point of contact for patients 

resulting in most individuals with T2DM receiving treat-

ment at these facilities. Patients are routinely managed by 

the medical officers and specialist physicians (endocrinolo-

gists) with advanced knowledge and experience in manag-

ing T2DM. Their care is further supported by nurses and 

dietitians. The outpatient clinic at the selected hospitals 

runs twice a week, and the target population for this study 

was adult patients with T2DM attending these clinics.

Recruitment

Potential participants were identified by healthcare profes-

sionals in 3 secondary healthcare facilities in Lagos. The 

study inclusion criteria were: aged 18 years and over, a con-

firmed diagnosis of T2DM and HbA1c higher than 7% 

(53 mmol/mol) for 6 months or longer. The definition of 

poor glycaemic control was in line with the guidelines of 

the American Diabetes Association.3 Pregnant women and 

patients with diabetes complications were excluded.

Potential participants meeting the inclusion criteria were 

invited by healthcare professionals to discuss the study with 

the researcher and were provided with a participant infor-

mation sheet. Those interested and consenting participants 

provided their contact details and were contacted later by 
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the researcher to confirm their participation, answer any 

questions and arrange a convenient date, time and venue for 

the interviews. Written consent was obtained by the first 

author (AO) before the interview took place. Interviews 

took place at venues that were convenient for the partici-

pants such as the diabetes clinics and participants’ homes 

with the single exception of a participant who requested to 

be interviewed over the telephone. Recruitment of new par-

ticipants ended when data saturation was reached, that is, 

when sufficient understanding had been achieved and no 

key themes were emerging from the interviews.

Procedure

The interview topic guide was developed based on the aims of 

the study in combination with previous literature on T2DM.17,18 

Although pilot interviews were not conducted due to the 

COVID-19 pandemic, the interview guide was reviewed by 

the fourth author (SW) prior to the commencement of the 

study. Typical questions were: (1) “Can you tell me about the 

time you were diagnosed with T2DM?” (2) “Was there a time 

when things were going well in relation to managing your ill-

ness?” Further information is available in the supplemental 

materials. Probing questions (eg, How did you feel when you 

were diagnosed with diabetes? Why do you think they were 

going well?) were used to gain deeper understanding of par-

ticipants experience. The interview guide was modified as the 

study progressed with the participants in terms of wording and 

phrasing of questions to eliminate questions that were identi-

fied as ambiguous. Participant recruitment and interviews 

were conducted between late September 2020 and April 2021. 

In addition to conducting the interviews in English, which is 

the official language in Nigeria, they were also conducted in 

Nigerian Pidgin English, which is a widely spoken language 

and acts as a bridge between different language groups.

Data Analysis

All interviews were audio-recorded and transcribed verba-

tim by the first author (AO). Names of participants were 

replaced with identification codes to preserve anonymity. 

Interview transcripts were imported into qualitative soft-

ware NVivo and analysed by the first author (AO) using the-

matic analysis.19 The process of analysis began with the 

reading and re-reading of the interview transcripts to become 

familiar with the data and check transcript accuracy against 

the audio recordings. Next, codes were generated utilizing 

the words said by participants in their interviews and these 

codes were then categorized into themes and sub-themes 

with relevant coded data extracts. These were then validated 

by SW, JC and MB. The themes were reviewed, and neces-

sary amendments were made to the themes and sub-themes 

to ensure that they reflected the qualitative data.

Results

Participants

Twenty-four individuals who met the inclusion criteria were 

referred by healthcare professionals and thus were invited to 

participate in the study. Of these, 14 participants accepted to 

be interviewed for this study. Of the remaining individuals 

who met the inclusion criteria, n = 10 were no longer reacha-

ble via their contact number, n = 1 pre-consented to the inter-

view but withdrew consent prior to commencement of the 

interview and n = 3 were interested but no suitable date could 

be found because of work commitments. The average dura-

tion of the interviews was 50 minutes. Out of the n = 14 par-

ticipants aged between 35 and 74 years (mean age = 58 years), 

n = 6 were men and n = 8 were women. The duration of par-

ticipants’ T2DM diagnosis ranged from 1 year to 31 years. Of 

the n = 14 participants, n = 8 participants were still employed, 

n = 3 were unemployed and n = 3 were retired. Furthermore, 

education levels of the participants were such that n = 6 par-

ticipants attained tertiary education, n = 4 went to primary 

school, n = 2 attained secondary school education and n = 2 

received no schooling/education. Majority of participants 

were married (n = 9), n = 1 was single and n = 4 were widowed. 

Seven of the participants had family history of T2DM and the 

remaining n = 7 had no family history of T2DM.

Themes

Four themes each with between 2 and 3 sub-themes were 

generated. The 4 themes that were generated were: (i) 

Beyond the T2DM diagnosis, (ii) Psychological impact of 

T2DM, (iii) Managing and living with T2DM, and (iv) 

Diabetes care at secondary healthcare institutions. The 

themes and sub-themes are summarized in Table 1 and dis-

cussed across the remainder of this section.

Table 1. Summary of Themes and Sub-themes.

Themes Sub-themes

Beyond the T2DM diagnosis Personal perceptions and interpretations of T2DM

Financial burden of the condition

Initial and ongoing physical health issues

Psychological impact of T2DM Mental health challenges

Experienced stigma and its effect

Managing and living with T2DM Use of traditional medicine practices for management.

The role of religious beliefs.

The importance of community and relationships
Diabetes care at secondary healthcare institutions Patient-provider dynamics

Information and education gaps
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Theme 1: Beyond the T2DM Diagnosis

Sub Theme 1.1: Personal Perceptions and Interpretations 

of T2DM. Perception about diabetes and self-management 

plays a salient role in influencing patients’ health behav-

iours, which are essential for achieving and maintaining 

optimal glycaemic control. Most participants believed 

that T2DM and poor glycaemic control had explanations 

beyond those provided by medical professionals.

I knew it was sugar related problems and that was how I felt 

anyway I knew I would be treated I knew I would get out of it 

but I didn’t know it would continue in me but it continued until 

now (Participant 1, male 74 years)

I just believe that any sickness is from God Almighty. . .. 

(Participant 3, male, 35 years)

I always think that if it’s something they give me medicine for 

that is doing me, it would have come down but this one. . .I 

always take the medicine it will be going high, shey [is it not] 

that the person in the village is doing me this thing? Nothing 

that I don’t think of. . .I feel within myself that it is somebody 

that is doing me, that they sent this diabetes to me, for me to 

get it and die (Participant 13, female, 56 years)

One participant described diabetes as a foreigner that would 

soon leave her body, expressing hope and relief from the 

burdensome lifestyle constraints imposed by the diabetes 

self-management regimen. Another participant compared 

T2DM to a problem and felt that there must be a solution if 

1 continues searching.

You know somebody will have health challenge, you will find 

a way yourself how it will go out. . .what kind of drugs can 

somebody take for this thing to go because it is not good. . .

when you like eba (cassava flakes), when they [are] telling you 

not to eat the eba again, will you be happy? I will be happy if I 

don’t have it. . .because that particular disease I don’t want it 

to stay long. It [diabetes] is a foreign disease it’ll go out it will 

crash by fire by force (Participant 9, female, 60 years)

I believe that in the world problems are to be solved so if there 

is a problem you just have to look for solution and if you look 

for solution you are able to solve the problem and if you have 

not gotten it, keep on searching. . .until you get the solution 

you want (Participant 14, male, 62 years)

Sub Theme 1.2: Financial Burden of the Condition. The cost 

of diabetes care is high, with patients paying out of pocket for 

treatment services including medications. For some partici-

pants, the thought of how much is regularly spent on treating 

T2DM increased their stress levels and heightened their desire 

to be free of the illness, whereas other participants reported 

that the poor efficacy of locally available medications forced 

them to buy more expensive alternatives from overseas.

Yes, I wish I didn’t have it because the money I spend in 

getting the drugs at least every month I buy drugs worth 

#15,000 (GBP20.83) (Participant 2, female, 72 years)

. . .I am not happy with it. . .because it causes me to spend so 

much money (Participant 11, female, 64 years)

Sub Theme 1.3: Initial and Ongoing Physical Health 

Issues. Some participants stated that they had fewer 

medical complaints before diabetes diagnosis but that has 

changed as T2DM has had a considerable impact on their 

sight, sexuality and upper and lower limbs.

It has stopped my sex life my [manly part] can never get up 

again yes, I am coming to know that I cannot make love again 

to a woman. . . (Participant 6, male, 64 years)

It is just diabetes alone I don’t have any other illness. When it 

[diabetes] came is when my leg started hurting. . .before it 

came I don’t get tired (Participant 8, female, 64 years)

Both of my leg pains me, it does me to the level that I don’t 

know what is going on, to the level that diabetes makes it 

impossible for me to use my hand to collect something. . .it 

doesn’t feel like my hand, I cannot use it to carry a bucket to 

bathe unless my children carry it for me (Participant 13, 

female, 56 years)

Theme 2: Psychological Impact of T2DM

Sub Theme 2.1: Mental Health Challenges. The results 

point to the fact that most participants with poorly con-

trolled T2DM experienced mental health problems. Self-

management was described as overwhelming and fatiguing 

by participants and they reported experiencing a range of 

thoughts and feelings including anger, frustration, sadness 

and helplessness as they struggled to understand why their 

self-management efforts did not culminate in better control 

of the illness.

Living with diabetes is like you have a demon in you, you have 

to constantly suppress and fight, so diabetes is like that, it’s 

frustrating, very frustrating (Participant 12, female, 52 years)

Some participants reported feeling sad, frustrated and 

unhappy about lifestyle restrictions, such as having to give 

up the food they loved, which affected their motivation to 

adhere to self-management guidelines.

You know this thing is a routine. . .that you’ll do it [self-

management] every day, you will be bored at times I’ll just be 

tired of taking drugs (Participant 7, male, 45 years)

Your favorite food they ask you not to take again. . .you will 

not be happy, you will be feeling sad all the time. . . (Participant 

9, female, 60 years)

One participant expressed feelings of severe emotional 

distress and hopeless thought patterns arising from the lack 

of improvement in her blood sugar levels, despite consist-

ently taking her medications. This sense of hopelessness 

culminated in suicidal ideation and a short-lived decision 

to stop using the medication out of frustration and despair. 

Her experiences highlight how difficulties with glycaemic 

control can impair emotional resilience and the will to live.

What is causing the sugar level to go high as I always take 

medicine every day by day, there is no day I don’t take! That’s 

why if I think. . .I’ll just be down, I won’t be able to talk, even 
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if anybody talks to me I won’t be able to answer them, I will 

just be quiet there, that’s how I feel, I will just be down, even 

my daughter will talk to me, I’ll just say, please leave me, I 

don’t want to talk (Participant 13, female, 56 years)

. . .I don’t know myself again, it makes me to feel bad, I don’t 

feel happy again that I’m living. The sickness didn’t let me get 

up again, it didn’t let me sit down! I angrily said I wouldn’t 

take any medicine again, if it wants to kill me, let it kill me. I 

don’t want, I always take the medicine, [and] instead of the 

thing to get better, it worsens (Participant 13, female, 56 years)

Sub Theme 2.2: Experienced Stigma and Its Effect. Par-

ticipants recounted feelings of internalized stigma specific 

to their condition. They felt that they could not tell others 

about their burden because of mistrust and the fear of being 

rejected, which was noted as having a negative impact on 

their emotional wellbeing and contributing to poor mental 

health.

You’re not able to communicate, you don’t understand what’s 

happening in your body, you are afraid to tell people that this 

thing is killing you so that they don’t reject you but indirectly 

you are withdrawn. . .and you are getting depressed, and the 

damage is increasing (Participant 12, female, 52 years)

One participant stated that her husband was the only person 

she could confide in about her experiences, as telling oth-

ers, such as friends, would subject her to ridicule.

No [. . .], I’m not sharing my feelings with anybody it’s only 

my husband. You don’t know your friend, you don’t know who 

and who is your friend. One day you will not be around they 

will sit down together and gather themselves together and they 

laugh. . . (Participant 9, female, 60 years)

Stigma from the community, including friends, was also 

disconcerting for participants, who expressed frustration at 

the verbal remarks and language used when shopping for 

daily food or honouring invitation to social gatherings.

No food is diabetic food, no drink is diabetic drink it’s 

annoying. . .people don’t want to be pictured that way, people 

don’t want to be seen that way we just want to feel normal why 

are you telling me this the diabetic. I know all my life I am 

living with a condition that I’m going to live with the rest of 

my life so why are you labelling me that (Participant 12, 

female, 52 years)

Theme 3: Managing and Living with T2DM

Sub Theme 3.1: Use of Traditional Medicine Practices for 

Management. The high cost of prescribed medications led 

participants to seek cheaper treatment methods, such as tra-

ditional medicines. These were sometimes used in combi-

nation with prescribed medication, and many participants 

reported that the traditional medicines helped reduce their 

blood sugar levels and improved their sexual function.

I still take it. . . it’s scent leaf I know it’s very effective if I take 

scent leaf now it will crash my sugar level. . . (Participant 6, 

male, 64 years)

It is only when I wanted to have sex, I saw that I couldn’t do 

unlike before, so there was a time I used a herbal something 

and the thing picked up. . .yes, it helped (Participant 14, male, 

62 years)

Sub Theme 3.2: The Role of Religious Beliefs. Some par-

ticipants with either Christian or Islamic faith highlighted 

that although living with diabetes is unpleasant, their reli-

gious faith and prayers were helping them effectively man-

age their T2DM as well as the emotional burden associated 

with living with the condition.

. . .faith in God has really affected me positively and has really 

helped me not to panic, not to show much fear if any at all, so 

it is that faith that really helped me. . .it is a bad thing to live 

with diabetes, however if you have faith in God and you have 

experienced God in your life, it will help you to have a better 

opinion, if not, one will be living in fear (Participant 14, male, 

62 years)

Prayer was considered as a better option in relation to talk-

ing about the burden of the disease than talking about it to 

others.

. . .I don’t talk to anybody about myself, but I talk with my 

God, it’s only God that can do anything because our God is 

able to take care of me. . . (Participant 9, female, 60 years)

Sub Theme 3.3: The Importance of Community and Relation-

ships. Participants reported that family members, including 

children, play crucial roles in supporting managing their 

condition by encouraging adherence to their diet regimen 

and supporting their psychological wellbeing.

Sometimes if I want to eat something that I’m craving for that 

they know will boost the sugar, they will say, daddy this one is 

not good for you to eat, I will say okay I will stop (Participant 

5, male, 60 years)

While some of the participants received assistance from 

family members, a few others reported receiving recom-

mendations from friends to experiment with natural reme-

dies to help treat their illness.

My friend advised [me] on herbal drug like bitter leaf and 

scent leaf that if I took bitter leaf and scent leaf it’ll go so, I 

started drinking bitter leaf and scent leaf but it never went 

(Participant 6, male, 64 years)

Participants conveyed the need for greater peer support 

from individuals living with T2DM as it presented an 

opportunity to receive help from individuals who have 

experienced similar struggles. It was also identified as 

being beneficial for the emotional wellbeing of persons liv-

ing with diabetes.

When you now see people that have a similar [condition] and 

are in a similar situation like you. . .and they are living fine if 

they don’t even tell you, you won’t know that they have it. . .

it gives you hope (Participant 7, male, 45 years)
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Theme 4: Diabetes Care at Secondary Healthcare Institutions

Sub Theme 4.1: Patient-Provider Dynamics. Participants 

reported that healthcare professionals’ responses to their 

struggles in achieving optimal glycaemic control were cen-

tred around prescribing medication without exploring other 

contributory factors, embodying a passive patient-doctor 

relationship within a medical model of care. This model of 

care is exemplified by some participants’ narratives that they 

did not receive adequate emotional support from healthcare 

professionals in their efforts to control their blood sugar.

Once I explain how I am they’ll write drugs for me whether the 

ones they want to add to my current drugs or the ones they 

want to remove (Participant 2, female, 72 years)

They know that the blood sugar is high, but they don’t ask me 

how I feel how I think about the diabetes or something 

(Participant 3, male, 35 years)

. . .when you talk to all these doctors if you are living in Lagos 

you’ll know the traffic situation and what somebody that is 

supposed to see it from your own perspective is still telling you 

that because you didn’t do this. You know it pains if this person 

is inside my shoes this person should just put herself in my 

shoe and know how it feels (Participant 7, male, 45 years)

One participant stated that some of the healthcare profes-

sionals did not have the patients’ best interests and were 

only interested in financial benefits.

The doctors don’t have our interest. Most of them don’t have 

our interest they only think of their pocket. . . (Participant 12, 

female, 52 years)

Sub Theme 4.2: Information and Education Gaps. Partici-

pants reported inadequate information and education about 

diabetes within the healthcare system, which intensified 

their anxieties about living with the condition. Some of the 

available information was from different settings and as 

such, were not considered relevant to them.

For me I feel that there’s not enough information anywhere. 

Whatever website you go [to] now is what is applicable abroad 

[and] we don’t really have enough information on the kind of 

foods we can combine here that can help us live a healthier life 

(Participant 2, female, 72 years)

Discussion

This study aimed to explore the experiences of individuals 

living with T2DM with poor glycaemic control in Lagos 

State, Nigeria. The findings suggest that optimal glycaemic 

control is influenced by multiple factors, including, diabetes-

related knowledge, financial support, psychological well-

being, social support and the patient-provider relationship.

Participants in this study used metaphors to describe the 

challenges of controlling diabetes, often expressing a sense 

of helplessness. This language contrasts with the conven-

tional biomedical understanding that type 2 diabetes can be 

managed through daily medication and lifestyle changes 

such as physical activity. The use of metaphors to under-

stand illness perception has been explored in previous 

studies. For instance, it was found that Congolese patients 

used metaphors to express beliefs about the extent of per-

sonal control over diabetes, revealing culturally embedded 

understandings of responsibility and attributions.20

Literature has emphasized the impact of illness beliefs 

on self-management behaviour, particularly when individu-

als perceive themselves as unable to change negative out-

comes.21,22 According to Biber et al,23 as cited in Connor  

et al,24 metaphors that conceptualize diabetes as a stranger/

foreigner or brought on by luck/chance and God, will 

reflect an external orientation. This orientation suggests 

that these individuals do not view themselves as having a 

role in the onset or control of the illness. Haskas et al25 fur-

ther argue that individuals with such external beliefs are 

more likely to engage in unhealthy practices, which may 

explain the use of traditional medicine by participants in 

the present study. In contrast, individuals with an internal 

orientation tend to view diabetes as a condition they can 

influence and manage, often using metaphors that reflect 

responsibility and agency.

Financial constraints were notable, as most persons liv-

ing with diabetes must pay out of pocket for medical care, 

in addition to facing the high cost of healthy foods. This 

challenge was pervasive among participants in this study, 

even those who were economically advantaged, and was 

observed to influence the use of traditional medicine in this 

population. While living with diabetes was identified as a 

significant stressor contributing to poor mental health, pre-

vious studies26,27 have also reported a cyclical and mutually 

reinforcing relationship between financial hardship and 

poor mental health in resource-limited countries. This 

effect may be further pronounced in Nigeria, where 40% of 

the population lives in povert.27,28

Living with diabetes is also physically challenging with 

participants reporting the impact on their day-to-day life. 

Although this was not a common complaint among partici-

pants, the study documented the challenges to physical 

health experienced by participants, with the illness affecting 

their sight, sexual drive and limbs. This is comparable with 

research in Zambia that also found physical health issues 

such as sexual dysfunction, poor sight and numbness in 

limbs to be among the experiences of living with diabetes.29 

However, it should be noted that in this present study, sexual 

dysfunction was commonly reported by male participants, 

and it is important to explore if such concern is also shared 

by female participants as it has been previously noted that 

female sexual dysfunction is more difficult to define.30

Majority of the participants acknowledged experiencing 

mental health challenges resulting from the burden of liv-

ing with T2DM. Feelings of frustration, tiredness and help-

lessness were commonly reported and attributed to the 

illness. Poor psychological health also appeared to hinder 

consistent self-monitoring of blood glucose levels. These 

findings are consistent with research in Nigeria and Zambia, 

which similarly documented significant mental health 

struggles among individuals living with T2DM.14,29 In the 

current study, the lack of integrated mental health support 

in diabetes care may have worsened these emotional chal-

lenges, with some participants expressing suicidal thoughts 

and a preference for death over continued living.
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These findings revealed that experiences of stigma from 

friends and healthcare professionals contributed to poor 

mental health, non-disclosure of the disease and reluctance 

to seek help. This highlights type 2 diabetes mellitus 

(T2DM) as a stigma-related illness, as previously suggested 

by Potter et al31 and Winkley et al.32 Such stigma may stem 

from a lack of public health education, misconceptions and 

negative beliefs about diabetes, particularly given that 

health information is primarily disseminated through clin-

ics and healthcare professionals.33,34

Individuals living with T2DM with poor glycaemic con-

trol utilized different coping strategies to buffer the stresses 

associated with their illness. Religious faith and social sup-

port were reported as being instrumental in motivating them 

to take charge of their health and improve engagement with 

self-management practices to minimize the impact of the ill-

ness.35 Nigeria is renowned for being a nation with strong 

religious and societal values which are important for outlook 

on life and influential on health behaviours and choices. Even 

though religious faith can induce frustrations when expected 

healing does not occur, it has been reported to have psychoso-

cial benefits and improve physical functioning for patients.36 

The illness experience of T2DM is often described as stress-

ful. In this study, participants’ use of religious faith as a cop-

ing mechanism reflects findings from other qualitative studies 

conducted among Ghanaian and Indonesian patients.37,38

The use of traditional medicine among individuals living 

with T2DM is a common practice in Nigeria, as noted in pre-

vious studies,39,40 where it is used to manage chronic condi-

tions and promote general well-being. In the current study, 

participants cited its affordability as a key reason for its 

uptake. This finding aligns with research from Tanzania and 

Malaysia, where individuals with T2DM reported using tra-

ditional medicine to support diabetes care due to its accessi-

bility and relatively low cost.17,41 Although Nigeria is among 

the few countries to formally recognize traditional medicine 

in alignment with the WHO’s Traditional Medicine Strategy, 

further research is needed to investigate potential interac-

tions with prescribed medications, as the therapeutic mecha-

nisms of many traditional remedies remain undefined.42

The patient-doctor relationship has been noted as being sig-

nificant in diabetes care and findings from this study suggests 

that persons living with diabetes had a passive relationship 

with their healthcare professionals. This is consistent with the 

finding from previous systematic review in the Nigerian set-

ting that reported the lack of partnership as patients are 

expected to act in accordance with healthcare professionals’ 

recommendations incontestably.43 This is likely due to patients’ 

limited access to relevant knowledge about diabetes and stand-

ard diabetes care which leads them rely on healthcare profes-

sionals to manage their condition. Furthermore, the lack of 

empathy from healthcare professionals regarding adjustment 

to new lifestyle as described by participants, has also been 

reported as a consistent challenge in persons with T2DM by 

Matthews et al.44 In our study, participants felt this also con-

tributed to their distress and stigma, further illustrating the 

need for improvement of the healthcare service as well as a 

healthy patient-healthcare professional relationship.

The mean age of the participants in this study was 

58 years, highlighting a predominantly middle-aged sam-

ple, consistent with similar studies in this setting.14 

However, there are important limitations to consider. 

Firstly, pilot testing of the interview guide was not con-

ducted due to COVID-19 restrictions, which may have lim-

ited opportunities to refine questions prior to data collection. 

Given that participants were recruited from 3 secondary 

healthcare facilities, the findings cannot be generalized to 

other secondary healthcare facilities within the state. 

Additionally, the use of a convenience sample excluded 

participants from other parts of Lagos, potentially omitting 

perspectives different from those included in the study. 

Lastly, allowing participants to speak in their native lan-

guages might have made them feel more comfortable and 

encouraged more open discussion, thereby enriching the 

data. However, this approach could have introduced selec-

tion bias, as the researcher may have been inclined to recruit 

only participants who shared their native language. To 

avoid this bias and address potential language proficiency 

challenges among participants not fluent in English, 

Nigerian Pidgin English was chosen as a suitable alterna-

tive, given its wide usage and comprehension across vari-

ous language groups in the country.

Conclusion

In conclusion, these findings provide valuable insights into 

the experiences of individuals with T2DM with poor gly-

caemic control in Nigeria, especially regarding mental 

health difficulties that are often overlooked in diabetes 

care. By contributing to the growing body of literature on 

T2DM in LMICs, the study highlights the need for an 

approach that incorporates psychological support into rou-

tine diabetes care. Evidence-based approaches such as dia-

betes education, cognitive behavioural therapy, which helps 

patients address maladaptive perceptions about T2DM and 

self-care behaviours and motivational interviewing, which 

supports behaviour change through goal-oriented discus-

sions, could be adapted to address patients’ cognitive and 

emotional challenges. However, implementation may be 

limited by resource constraints, such as the shortage of 

trained mental health professionals, which is common in 

Nigeria and similar LMICs. Future service development 

and evaluative research should explore reallocation of pro-

vision of psychological support to trained non-mental 

health professionals such as peers. This approach may help 

overcome barriers and improve outcomes for individuals 

with poorly controlled T2DM.
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