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ABSTRACT:

Rapid urbanization and the globalization of the food market have led to changes in nutritional behavior and the way of
life of populations, including developing countries such as Benin, with the consequent emergence of various pathologies
such as diabetes type 2.

The aim of this study was to study the food profile and lifestyle of type 2 diabetic patients followed by CHD-Atacora
from Natitingou, Benin. It was a cross-sectional study with a descriptive and analytical purpose. Sociodemographic,
biometric and dietary information were collected on the basis of a pre-established and validated questionnaire.

A total of 204 type 2 diabetic patients were enrolled in the study. The mean age of the subjects was 56 + 12 years with
female predominance (sex-ratio = 1.5). The Wama, Bariba and Ditamari ethnic groups accounted for 43% of the sample.
Almost 75% have a level of education less than or equal to secondary school. The main comorbidities were abdominal
obesity (90%) and high blood pressure (48%). About 70% of the subjects reported that they regularly engage in physical
activity, including walking (60%). Cereal-based foods (maize, rice, millet and sorghum) and vegetable sauces largely
dominate the food consumed by the subjects (90%).

Food habits including cereal-based foods, mainly maize seem to have a definite impact on the management of the
disease. Educational attainment would also be a key factor to consider as higher educated individuals appear to be more
aware of the influence of food habits and lifestyle on diabetes management.
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non-insulin-dependent diabetes, commonly known
as "mellitus diabetes " (1). This pathology develops
when the secretion of insulin is insufficient to

INTRODUCTION

In recent decades, the urbanization and

globalization of the food market have contributed
significantly to changes in people's behavior and
lifestyle in developing countries, particularly in
Africa. These changes in lifestyle and food habits
have favored the emergence and aggravation of
the risk factors for noncommunicable diseases
(NCDs), the consequences of which are very
important in terms of morbidity and mortality.
Among these NCDs, we have type 2 diabetes, or

maintain normo-glycemia or rather, and more
often moreover, in a context of insulin resistance
induced by obesity (2).

Despite of the importance of obesity in risk factors,
there is a significant clinical heterogeneity in the
pathways of type 2 diabetes. A recent study has
shown that more than 10% of cases of type 2
diabetes occur in subjects of normal weight, and
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more than 50% of cases involve subjects who were
not obese at the base. It has been shown that waist
circumference is also associated with the risk of
type 2 diabetes, so that for the same body mass
index (BMI), the distribution of adipose tissue
storage is an important determinant of the risk of
developing diabetes. type 2. Indeed, being
overweight with a large waist considerably
increases the risk of type 2 diabetes compared to
an obese subject of more or less normal waist
circumference (3).

Diabetes is a public health problem because of its
ever-increasing prevalence in both developed and
developing countries. Indeed, in 2011 there are
366 million people with diabetes worldwide with a
prediction of 552 million for 2030 (4). The figure of
21 million people with type 2 diabetes in Europe is
generally high (5, 6). According to estimates by the
World Health Organization (WHO), the number of
adults affected by diabetes mellitus will increase by
17% in developing countries against 41% in
developed countries between 1995 and 2025 (7, 8)
Epidemiological forecasts estimate that the
prevalence of diabetes will have increased by 98%
in 2030 in Sub-Saharan Africa (9). Benin is hardly
spared from this scourge. The STEPS survey,
conducted in 2003 in Benin, revealed that out of
3822 surveyed subjects 101 had a diabetic
hyperglycemia, which had a prevalence of 2.6%
(10). From a geographical point of view, the
department of Atacora comes in second position
(6%) after the one of Alibori. On the other hand,
the Otamari ethnic group (in the Atacora
department) taken alone has a prevalence of 6.8%
(10). These numbers challenge us in many ways.
Thus, the present study set itself the objective of
studying the food profile and lifestyle of type 2
diabetic patients followed at the Departmental
Hospital Center (CHD) of Atacora, Natitingou.

The objective of our study was to study the food
profile and lifestyle of type 2 diabetic patients
followed at the Departmental Hospital Center
(CHD) of Atacora, Natitingou (Benin).

METHODOLOGY

Our study was conducted at the departmental
hospital of Atacora precisely in the diabetology
service. This was a descriptive and analytical cross-
sectional study that was conducted over a 3-month
period from December to February 2018. The

target population of the study consisted only of
patients with type 2 diabetes who were followed at
CHD Atacora. Included in the study were all
patients over the age of 20, both sexes, followed in
the center for at least 6 months, with a complete
medical file and with their consent. Any pregnant
patient and also patients with edema were
systematically excluded from the study. The data
were collected on the basis of a pre-established
and validated questionnaire. Each of the registered
patients  provided information on socio-
demographic data (age, sex, origin, marital status,
religion, educational level, ethnic group),
anthropometric data (weight, height, size), family
history, food habits (number of meals, capacity of
meals, time of meal, frequency of meal
consumption, type of oil frequently consumed)
type of treatment received (dietetic, medicated,
traditional ) lifestyle and personal and family
history.

Data analysis

Data was captured and analyzed with sphinx
software, and SPSS version 3.5.1. All statistical tests
were performed at the significance level of 5%.

The sample size was calculated by the SCHWARTZ
formula

_z?XpXq

iZ

With z = 1.96 for a risk of 5%

p: according to the STEPS survey carried out in
2008 on MNT, the prevalence of diabetes is 2.6% in
Benin (10)

g=1-pandi=0.03.

1.96°X0.026X0.974
n= " =108.09

We conducted an exhaustive census of all patients
meeting the inclusion criteria.

RESULTS
1. Sexand age

The mean age of the subjects was 56 + 12 years
with a female predominance (males = 40%, females
= 60%, sex ratio = 0.67). This female predominance
has also been reported (Figure 1).
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Figure 1: Distribution of patients by age and sex.
2. Marital status

Most (95%) of the subjects are married or
widowed. This seems logical since the average age
in our sample is 56 years old. Generally we observe
that at this age people live in couples (Figure 2).
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Figure 2: Distribution of patients by marital status
3. Ethnicgroup

The Bariba and the Wama come in first with about
15%, followed by Ditamari and Dendi, then the
Nago (Figure 3).
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Figure 3: Distribution of patients by ethnic group

4. Level of schooling

The majority of subjects have a level of education
lower than or equal to secondary school. Only 7%
of the subjects had higher education (Figure 4).
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Figure 4: Distribution of patients surveyed by level
of schooling.
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Figure 5: Distribution of participants by socio-
professional category

The incidence of diabetes appears to be higher in
the household category, particularly among
women who have not been to school.

Then among employees, especially those with
secondary level. Moreover, regardless of
occupational category, the proportion of people
with primary or secondary education seems
relatively high (Figure 5).
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5. Patient's religion

We have a more or less significant predominance
of the Christian religion (59.6%) compared to Islam
(38.4%). Two hypotheses can emerge: either
religion would have an influence on the onset of
type 2 diabetes or the population would be
majority Muslim (Figure 5)
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Figure 6: Distribution of religions of the patients
surveyed.
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Figure 7: ethnic representation on the first two
components.

The analysis of Figure 7 shows that the Fon,
Ditamari, Nago and Bariba ethnic groups constitute
the group of diabetic patients over 44 years old, in
a couple and having a level of education at least
equal to the secondary level. Moreover, Wama and
Dendi represent more the Muslim world.

6. Screening for the disease

6.1. BMI of patients at first checking according to
the sex.

About one-third (1/3) of participants are
overweight (35%) and about one quarter (1/4) are
moderately to morbidly obese (25.1%). The
proportion of obese women (moderate to severe)
is significantly higher than that of men (Table 1).

Table 1: Anthropometric data of patients at first checking

Frequenc Male Female
uency
BMI Number o Frequency Frequency
% N N
(%) umber (%) umber (%)
Undernutrition (BMI<16,5) 2 1 2 2.4 0 0
Thinness (16,5<BMI<18,5) 8 3.9 4 4.9 4 3.3
Normal body
1 2 1.
(18,5<BMI<25) 7 35 33 40 38 31.4
Overweight (25<BMI<30) 71 35 34 41.5 37 30.6
Moderate Obesity
14. . 22 18.2
(30<BMI<35) 30 4.8 8 98 8
Severe obesity (35<BMI<40) 13 6.4 0 0 13 10.7
Morbid Obesity
. 1 1.2 .
(BMI1.>40) 8 3.9 / >-8

6.2. Waist according to gender

Analysis of Figure 8 showed that more than seventy-seven percent of women (77.7%) had waist
circumferences of between 86.00 and 114.67 cm compared to 70.7% of men. In addition, 8.3% of women had
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a waist circumference of between 111.67 and 143.33 cm, compared to only 2.4% of men. Waist
circumference is a determining factor in the onset of type 2 diabetes.
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Figure 8: Waist circumference of patients surveyed
by gender

6.3. Physical activity practice

Just over 70% of the subjects reported that they
regularly engage in physical activity (Figure 9).
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Figure 9: Percentage of patients practicing physical
activity

6.4. Moving’s method of patients

Walking is the most practiced physical activity by
patients (60%). Just over one-third (36%) of the

participants in this study travel by motorcycle
(Figure 10).
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Figure 10: Percentage of patients practicing
physical activity.

7. FOOD HABITS
7.1. Food behavior
7.2. Frequency of food intake during the day

The vast majority of patients (93.3%) have a food
ration of 3 meals a day. And a high proportion
(76%) takes a snack in the afternoon.
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Figure 11: Distribution of diabetics according to the
frequency of food intake of the day.

7.3. Frequency of main foods consumed at
breakfast

Maize-based foods dominate (28.47%) the
breakfast of diabetic patients included in this study
(Figure 12).
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Figure 12: Distribution of the main foods consumed
by diabetics at breakfast.

7.4. Frequency of main foods consumed at lunch

The analysis in Figure 13 showed that foods based
on yam, corn and rice dominate the lunch of
diabetic patients included in our study.
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Figure 13: Distribution of the main foods consumed
by diabetics at lunch.

7.5. Frequency of main foods consumed as a snack

Snacks are very diverse. They are made of cake,
fried yams, porridge made of corn, etc. (Figure 14)
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Figure 14: Distribution of the main foods consumed
by diabetics as a snack.

7.6. Frequency of main foods consumed at dinner

Corn dough largely dominates (over 90%) evening
meals (dinner) (Figure 15).
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Figure 15: Distribution of the main foods consumed
by diabetics at dinner

Energetic foods are the largest part of the daily diet
of the respondents. Protective foods come in the
second position, especially at lunch and dinner.

In terms of food group, carbohydrates come first,
especially at breakfast, lunch and dinner. Then

come the lipids and vegetables (Table 2).
Table 2: Frequency of food consumed by major food groups and functional groups

Foods Food Groups
Periods

Energy Growth Protection Carbohy Fat Protein Fruits Vegeta

drate bles

Breakfast 58.52 14.14 10.93 39.55 18.98 14.14% 0.00 10.93
Lunch 33.45 11.75 28.95 31.12 28.62 8.68% 0.00 26.62
Snack 27.65 0.00 0.00 27.65 7.89 0.00% 0.00 2.40
Dinner 32.93 6.00 32.93 32.93 32.93 6.00% 0.00 32.93
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7.7. Type of oil used by participants according to
their frequencies

Industrial oils and red oil each make up about one
third of the oils consumed by participants. Peanut
oil represents 20% of the oils consumed (Figure
16). Otherwise, eighty percent of participants
consume oil twice a day. One percent more than 3
times a day, eleven percent 3 times a day and eight
percent 1 time per day (Figure 17).

SheaButter Mone

red ail

Feanut oil

Figure 16: Distribution of the main oils consumed
by the participants

morethan 3 Ltimeaday
times aday

3 timesa day

Twicea day

Figure 17: Frequency of oil consumption
DISCUSSION

The present study showed a female predominance
of 67% (sex ratio = 0.67). In 2017, in a study on
dietary habits of type 2 diabetics followed at the
antidiabetic center of Abidjan in Cote d'lvoire, Ake-
Tano and her colleagues (11) also recorded a
female predominance of 59.4% ( sex ratio = 0.68).
This female predominance was also found in a
population of black Americans compared to
Caucasian women, in a proportion of one to two

(10). On the other hand, these results are to some
extent opposed to those described in France in the
context of the ObEpi study. Since 1997, the ObEpi
study has evaluated the prevalence of overweight
and obesity in France every three years, thanks to a
self-administered questionnaire sent to 20,000
households. In 2012, 25,714 subjects over the age
of 18 answered this questionnaire. According to
the data collected in this study, while subjects with
type 2 diabetes are more often men (55% of
subjects), women are more often obese (severe or
very severe), hypertensive or dyslipidemic. (12).

We also found in our sample a more or less
significant predominance of the Christian religion
(59.6%) compared to Islam (38.4%). Two
hypotheses can emerge from this observation:
either the population of Natitingou would be
predominantly Christian, or the food habits of the
population would be influenced by religion. In this
case the defense of consuming pork and alcoholic
beverages advocated by Islam could it be an
effective asset against type 2 diabetes?

The principal component analysis applied to the
characteristics of our sample shows that the first
component alone accounts for 46.3% of the
information in the initial matrix, and that with the
first 3 components we can explain 72.5% of the
information. of the initial matrix, which is sufficient
to guarantee an accuracy of interpretation of the
starting information.

Figure 7 shows that the Fon, Ditamari, Nago and
Bariba ethnic groups constitute the group of
diabetic patients over the age of 44, in a couple
and having a level of education at least equal to the
secondary level. Moreover, the Wama and Dendi
represent more the Muslim world. These
observations corroborate those of the STEPS
survey conducted in Benin in 2008. In fact, this
survey revealed a high prevalence of
hyperglycemia among Ditamari people (6.8%) in
the Atacora department. Specifically, it was a
prevalence of 6.0% abnormal fasting
hyperglycemia, and 3.8% diabetic hyperglycemia).
These figures are in second position at the national
level after those of the department of Alibori (13).

Abdominal obesity and hypertension were the
main risk and comorbidity factors observed in our
sample at 90% and 48%, respectively. Associated
with diabetes, these factors favor the appearance

37 |Page



Chabi Nicodeme Worou et al, Journal of Biomedical and Pharmaceutical Research

and / or progression of cardiovascular pathologies.
Indeed, the prevalence of type 2 diabetes is
directly related to that of obesity, with insulin
resistance being the key factor that links the two
disease states. Moderate obesity increases the risk
of developing type 2 diabetes by a factor of 2,
average obesity by a factor of 5, and severe obesity
by a factor of 10. The type of obesity, characterized
by the mode of distribution of the fat masses, must
also be considered attentively. Indeed, it is the
distribution of android type fats, that is to say at
the abdominal and peri-visceral level, which seems
deleterious metabolically. In contrast, gynoid
obesity (fat distribution in the lower body) would
have a protective effect against these metabolic
complications. Overall, the weight problem affects
adults of both sexes, even in economically
disadvantaged areas. We are talking about
"diabesitis". With regard to hypertension, in
general, most (60% to 80%) people with type 2
diabetes die from cardiovascular complications and
up to 75% of specific cardiovascular complications
have been attributed to a higher blood pressure.
(14, 15). Hypertension is also a major contributor
to kidney failure and eye disease in diabetics (16,
17). In Ivory Coast, Kouamé et al., (18) noted that
high blood pressure was the most common
cardiovascular risk factor in type 2 diabetics.

In terms of food groups, carbohydrates come first,
especially at breakfast, lunch and dinner. Then
come the lipids and vegetables. Indeed,
carbohydrates provide 40 to 45% of our daily
calorie intake while lipids provide more than 40%
of calories, mainly in the form of saturated fat. For
both the general population and diabetic patients,
this type of diet appears to be harmful to health,
and in recent years there has been a tendency to
increase the proportion of carbohydrates ingested.
Several studies have compared the effect on the
metabolic parameters of high carbohydrate diets
(55% of calories in carbohydrate) or low (35 to 40%
of calories in carbohydrate form). These studies
indicate that, in obese type 2 diabetic patients,
substitution of carbohydrates for
monounsaturated lipids could lower postprandial
glucose and plasma triglyceride levels, improve
insulin sensitivity, reduce visceral fat, and increase
of HDL cholesterol level (19, 20) However, it should
be remembered that, compared with
carbohydrates, the caloric density of lipids is

significantly higher (9 kcal / g against 4 kcal / g for
carbohydrates). In addition, always compared to
carbohydrates, the satietogenic power of lipids is
low, the energy cost of their storage represents
only 3 - 4% of their energy intake and, finally, their
palatability (that is to say the character creamy and
pleasant food in the mouth) is excellent, which
favors a larger intake (21).

In our study, industrial oils make up more than a
third of the oils consumed by patients, followed by
red oil, which alone accounts for one third of
consumption. Indeed, the main objective regarding
lipid intake in the type 2 diabetic subject is to
reduce the intake of saturated fats and cholesterol.
Saturated fats are the main determinant of LDL
cholesterol. These are contained in animal fats
(beef, pork, lamb, dairy products), but also in some
vegetable oils (palm oil, coconut oil). Saturated fat
intake should not exceed 10% of total energy
intake. In subjects whose LDL cholesterol level is
equal to or greater than 100 mg / dl, saturated fat
intake should not exceed 7% of energy intake (22).
As regards dietary cholesterol, its intake should not
be higher than 300 mg / day. Polyunsaturated fats
must represent 10% of daily energy intake.
Polyunsaturated fats in the omega 3 (n-3) family
are found in fish, particularly cold-water fish (tuna,
salmon, herring, mackerel). It is therefore
recommended that both diabetics and the general
population consume fish at least twice a week (23,
24).

Regarding the practice of physical activity, about
70% of respondents reported that they regularly
engage in physical activity, including walking (60%).
The STEPS survey conducted in the general
population in Benin in 2008 also found a low
prevalence of physical inactivity in the department
of Atacora (2.09%) compared to the Littoral
Department (19.52%) (8) . Konan and colleagues
(25) in Cote d'lvoire and Coulibaly et al., (26) in
Mali found respective proportions of 19.7% and
35%. In France, Bongard et al., (27) showed that
regular physical activity was less common among
diabetics and subjects with the metabolic
syndrome compared to non-sick subjects (27). It is
admitted, however, that regular physical activity
has favorable effects on glucose metabolism (28)
and some associated cardiovascular risk factors
(28, 29) and should therefore be encouraged in
type 2 diabetic patients.
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CONCLUSION

The diabetic subjects followed at CHD Atacora have
a non-sedentary lifestyle with a marked
predominance of women. Dietary habits including
cereal-based foods, mainly corn, the lack of fruit,
and the wrong culinary method of vegetables, are
dangerously influencing their lifestyle. The level of
education would also be a determining factor to
take in consideration by figuring out the level of
illiteracy of participants, with regard to the impact
of food habits and lifestyle on the occurrence of
diabetes. Moreover, the subjects surveyed do not
practice a sustained and regular physical activity.

REFERENCES BIBIOGRAPHIQUES

1. Lotta LA, Abbasi A, Sharp SJ, Sahlqvist AS,
Waterworth D, Brosnan JM., ... Wareham NJ.
Definitions of metabolic health and risk of future
type 2 diabetes in BMI categories: a systematic
review and network meta-analysis. Diabetes Care.
2015 38(11), 2177-2187. doi: 10.2337/dc15-1218

2.  Ferrannini E, Gastaldelli A, Miyazaki Y, Matsuda M,
Pettiti M, Natali A, & DeFronzo, R. A.
Predominant role of reduced beta-cell sensitivity to
glucose over insulin resistance in impaired glucose
tolerance. Diabetologia. 2003, 46(9), 1211-1219.
doi: 10.1007/s00125-003-1169-6

3. InterAct Consortium. Long-term risk of incident
type 2 diabetes and measures of overall and
regional obesity: the EPIC-InterAct case-cohort
study. PLoS medicine, .2012, 9(6), €1001230.

4. (OMS), 0.M.d.l.S., Rapport Mondial sur le diabéte.
Geneéve. 2016, OMS: p. 4.

5. Chiasson JL, Josse R.G, Gomis R., Hanefeld M,
Karasik A, Laakso M. STOP-NIDDM Trial Research
Group. Acarbose for prevention of type 2 diabetes
mellitus: the STOP-NIDDM randomised trial. The
Lancet. 2002, 359(9323), 2072-2077.

6. Hanefeld M, Karasik A, Koehler C, Westermeier T,
Chiasson JL. Metabolic syndrome and its single
traits as risk factors for diabetes in people with
impaired glucose tolerance: the STOP-NIDDM trial.
Diabetes and Vascular Disease Research. (2009),
6(1), 32-37. doi: 10.3132/dvdr.2009.006.

7. Rodriguez A, Delgado-Cohen H, Reviriego J,
Serrano-Rios, M. Risk factors associated with
metabolic syndrome in type 2 diabetes mellitus
patients according to World Health Organization,
Third Report National Cholesterol Education
Program, and International Diabetes Federation
definitions. Diabetes, metabolic syndrome and
obesity: targets and therapy. 2011, 4, 1.

8. Houinato D, Segnon Agueh J, Djisgbenoude O.
Rapport Final de I'enquéte STEPS au Benin.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Programme National de Lutte contre les Maladies
Non Transmissibles et Organisation Mondiale de la
santé, Cotonou. 2007.

Béran, D., Besancon, S., & Bowis, J.. Le diabete, un
probléeme majeur de santé publique pour I’Afrique.
Revue ReMeD. 2006, 33, 1-3.

Scheen A J. The epidemic of metabolic diseases, a
major problem of public health. Revue medicale de
Liege, 1999.54(2), 87-94.

Ake-Tano SOP, Ekou FK, Konan YE, Tetchi EO,
Kpebo DO, Sable SP, ... & Dagnan NS. Pratiques
alimentaires des diabétiques de type 2 suivis au
Centre antidiabétique d’Abidjan. Santé Publique,
2017. 29(3), 423-430.

Eschwege E, Basdevant A, Crine A, Moisan C,
Charles M A. Type 2 diabetes mellitus in France in
2012: results from the ObEpi survey. Diabetes &
metabolism. 2015, 41(1), 55-61.

Houinato D, Segnon Agueh J, Djisgbenoude O.
Rapport Final de L'enquéte STEPS au Benin.
Programme National de Lutte contre les Maladies
Non Transmissibles et Organisation Mondiale de la
santé, Cotonou. 2007.

Bild D, Teutsch, SM. The control of hypertension in
persons with diabetes: a public health approach.
Public health reports. 1987, 102(5), 522.

Messerli FH, Grossman E. Diabetes, hypertension,
and  cardiovascular  disease: an  update.
Hypertension (Dallas, Tex.: 1979. 2001, 38(3), E11.
Brenner BM, Cooper ME, De Zeeuw D, Keane WF,
Mitch WE, Parving, HH, ... & Shahinfar, S. Effects of
losartan on renal and cardiovascular outcomes in
patients with type 2 diabetes and nephropathy.
New England journal of medicine. 2001, 345(12),
861-869. doi: 10.1056/NEJM0a011161

Lewis EJ, Hunsicker LG, Clarke WR, Berl T, Pohl MA,
Lewis JB, ... & Raz I. Renoprotective effect of the
angiotensin-receptor antagonist irbesartan in
patients with nephropathy due to type 2 diabetes.
New England Journal of Medicine. 2001, 345(12),
851-860. doi:10.1056/NEJM0a011303

Kouamé K, Itinéraire thérapeutique des malades
fréquentant le centre antidiabétique d’Abidjan
(Thése) Université Houphouet Bouigny Boigny
d’Abidjan, 2006, p. 121p.

Garg A. High-monounsaturated-fat diets for
patients with diabetes mellitus: a meta-analysis.
The American Journal of Clinical Nutrition.1998,
67(3), 5775-582S.

Stern L, Igbal N, Seshadri P, Chicano KL, Daily DA,
McGrory J, ... & Samaha FF. The effects of low-
carbohydrate versus conventional weight loss diets
in severely obese adults: one-year follow-up of a
randomized trial. Annals of internal medicine.
2004, 140(10), 778-785.

39|Page



Chabi Nicodeme Worou et al, Journal of Biomedical and Pharmaceutical Research

21.

22.

23.

24.

Miyashita Y, Koide N, Ohtsuka M, Ozaki H, Itoh Y,
Oyama T, ... & Shirai K. Beneficial effect of low
carbohydrate in low calorie diets on visceral fat
reduction in type 2 diabetic patients with obesity.
Diabetes research and clinical practice. 2004, 65(3),
235-241. doi: 10.1016/j.diabres.2004.01.008

Franz MJ, Bantle JP, Beebe CA, Brunzell ID,
Chiasson J L, Garg A, ... & Purnell, JQ. Evidence-
based nutrition principles and recommendations
for the treatment and prevention of diabetes and
related complications. Diabetes care. 2002, 25(1),
148-198. doi:10.2337/diacare.25.1.148

Monnier L, Slama G, Vialettes B, Ziegler O.
Nutrition and diabetes. Recommendations of
ALFEDIAM (French Language Association for the
Study of Diabetes and Metabolic Diseases). Diabete
& metabolisme.1995, 21(3), 207-216.

American Diabetes Association. Nutrition principles
and recommendations in diabetes. Diabetes care,
27(suppl 1). 2004. s36-s36.

25.

26.

27.

28.

29.

Konan P, Observance du traitement
antidiabétiques chez les patients suivis au centre
antidiabétique d’Abidjan. (Thése) Université
Houphouet Bouigny Boigny d’Abidjan., 2006, p.
121p.

Coulibaly A, O’brien HT, Galibois |. Apports
nutritionnels, caractéristiques anthropométriques
et contrdle métabolique de diabétiques de type 2 a
Bamako au Mali. Médecine et nutrition.2007,
43(2), 49-60. doi: 10.1051/mnut/2007432049.

Bongard. Fédération Internationale de Diabete
(FID). Atlas du diabéte de la FID. 2013, p. 153p.
GRIMALDI A. Traité de diabétologie, édition

Médecine-Sciences Flammarion . 2é ed. 2005, p.
1044p.

Paquot, N. Diet and nutrition principles in type 2
diabetes. Revue medicale de Liege. 2005, 60(5-6),
391-394.

40| Page



