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Introduction 
 

 
    Diabetes mellitus is derived from the Greek dia (for passing through), -betes (from 
the verb bainein for passing or moving), and mellitus(Latinized from the word for 
sweetened) (Rakel, 2002). 

     Diabetes is a condition primarily defined by the level of hyperglycemia giving rise 
to risk of micro vascular damage (retinopathy, nephropathy and neuropathy) macro 
vascular complications (ischemic heart disease, stroke and peripheral vascular 
disease),reduced life expectancy, diminished quality of life(WHO, 2006) and 
increased risk for infections (like lower respiratory tract infection, urinary 
tract infection, and skin and mucous membrane infection) (Muller et al, 2005). 

   The prevalence of diabetes varies throughout the world, but increasing because of 
changes in lifestyle. According to the estimates of World Health Organization around 
100 million all over the world people suffer from diabetes (Sarah et al, 2004) and ( 
WHO, 1997). 

   Type 2 diabetes (formerly called non-insulin-dependent or adult-onset) results from 
the body’s ineffective use of insulin. Type 2 diabetes comprises 90% of people with 
diabetes around the world, and is largely the result of excess body weight and 
physical inactivity (WHO, 1999).  

1T     Type 2 diabetes is one of the important health problem world wide.374 million 
people  worldwide  have diabetes1T In 2004, an estimated 3.4 million people died from 
consequences of high blood sugar. More than 80% of diabetes deaths occur in low- 
and middle-income countries. About   half diabetes deaths occur among people under 
70 years, 55% of whom are females. WHO projects  that diabetes deaths will increase 
by two thirds between 2008 and 2030 0T(WHO , 2009).  

    By the year 2025 over 75% of the people with diabetes will reside in developing 
Countries  (Nicolucci et al, 2006). 

      The American Diabetes Association (ADA) estimated the national costs of 
diabetes in the USA for 2007 to be $US 174 billion, including $116 billion in excess 
medical expenditures and $58 billion in reduced national productivity (ADA, 2007). 

P

 
P    The Kingdom of Saudi Arabia (KSA), a country of over 16 million people, is a 
rapidly developing country. During the past three decades the potential surge in 
socioeconomic growth has considerably influenced the lifestyle of the people. A 
recent community-based national epidemiological health survey in KSA has found the 
overall prevalence of DM as 23.7%P

3
P which is alarming for health care providers (Al-

Nozha et al, 2004). 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3410072/#ref3
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   Saudi Arabia is considered to be one of the top 10 countries in terms of diabetes 
prevalence worldwide (Sicree et al, 2009). The prevalence varies according to the 
geographic region of the Kingdom, being the highest in the Northern and Eastern 
regions, which account for 27.9% and 26.4% of cases, respectively. The Western and 
Central regions were 24.7% and 23.7%, respectively. The lowest prevalence is in the 
Southern region, which accounts for 18.2% (Al-Nozha et al, 2004).2T The prevalence of 
diabetes mellitus in Saudi Arabia in 2013is 23.9% (ADA, 2014). 

   Diabetic retinopathy is a leading cause of blindness and visual disability It has been 
noticed that, 15 years after the incidence of diabetes, around 2% of diabetics go blind, 
and around 10% of them suffer from severe visual impairment (WHO, 2012). 
Diabetes is the leading cause of kidney failure, accounting for 44% of all new cases of 
kidney failure in 2008 (CDC, 2011). 

    Type 2 diabetes causes nerve damage through different mechanisms, including 
direct damage by the hyperglycemia and decreased blood flow to nerves by damaging 
small blood vessels. This, lead to sensory loss, damage to limbs, and impotence in 
diabetic men. It is the most common complication of diabetes, as it befalls around 
50% of them. Type 2 diabetics are twice more vulnerable to the risk of death than 
non-diabetics (Diabetes Control and Complications Trial Research Group, 1993). 

   Diabetes increases the risk of heart disease and stroke. 50% of people with diabetes 
die of cardiovascular disease (primarily heart disease and stroke) (Morrish et al, 
2001).  

   While diabetes itself is costly from both social and economic perspectives, diabetes-
related complications contribute towards the bulk of the costs associated with the 
disease. Prevention of such complications is now possible in the majority of cases 
with appropriate and timely care (WHO, 2006) and (Eastman et al, 1997). 
   Based on these findings numerous general practice guidelines for diabetes care have 
been published (Nicolucci et al, 2006). 
 
    The greatest challenge, however, resides in the fact that the treatment of such a 
complex disease requires multiple processes and decisions which involve both 
healthcare providers and patients. Despite the numerous technical advances observed 
in type 2  diabetes control and evaluation, type 2  diabetes care remains, perhaps, the 
most complex chronic disease to be managed at the primary health care level (The 
Diabetes Prevention Program Research Group , 2002). 

   However, large proportions of patients with diabetes mellitus are not receiving care 
in accordance with these guidelines (Valk et al, 2004). Studies conducted in USA 
(Saaddine, et al 2006), Europe, (Valk et al, 2004) and Arab countries (Roaeid et Al, 
2007) reported low adherence to process and outcome measures. 
 
   Due to the nature and complexity of type 2 diabetes, comprehensive and integrated 
care should be made accessible and affordable for the patients so that they can attain 
high standard of diabetes management. This includes provision of health education 


