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Abstract 
  
With the highest prevalence of diabetes in the region, Malaysia faces a massive task ahead to care for its people 
afflicted with the disorder.  For a successful Diabetes Care model to work, it requires a well-established functioning 
multidisciplinary team comprising Endocrinologists/Physicians/Family Medicine Specialist Physicians, Diabetes Nurse 
Educators, Dietitians, Pharmacists, and others such as Podiatrists are needed to provide broad ranging services. 
Although we have many such individuals trained and working independently, these services are fragmented.  What is 
required is coordination and integration of these services to enable patients’ access in a timely manner.  The Disease 
Control Division, Ministry of Health continues to play a central role – coordinating and funding these initiatives. What is 
desperately needed are more certified Diabetes Nurse Educators to manage the overall care of the patients as well as 
to provide key diabetes education that enable patient-empowerment to improve self-care, compliance, and ultimately 
result in better lives. 
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INTRODUCTION 
 
Diabetes is the classic chronic disease that requires a 
multidisciplinary care team approach to provide 
comprehensive management to reduce complications, 
both acute as well as in the long-term.  
 
The Diabetes Care model in Malaysia is continuing to 
evolve.  Approximately 80% of people with diabetes seek 
treatment from the Ministry of Health. As such, it is 
appropriate that the Malaysian Health Ministry, Disease 
Control Division, is spearheading the initiative to develop a 
functioning Diabetes Care model and will continue to drive 
its establishment and success. Before moving forward, it is 
important to recognise where we are at this moment. 
Several points need to be considered, that include: 
 Burden of disease 
 Structure of the healthcare system 
 Where are the people seeking care 
 How are we doing (recent audits, including DiabCare, 

etc.) 
 Diabetes care team – what is already in place and 

what needs to be done 
 National guidelines for diabetes management 
 Strategies for prevention 
 

Burden of disease  
 
Malaysia continues to progress as a nation, both socially 
and economically. Concomitant with this progress, disease 
patterns and burdens have changed to reflect these 
changes in lifestyle and dietary patterns. Unfortunately, of 
all the countries in the ASEAN region, Malaysia probably 
has the distinction of having the highest prevalence of 
diabetes. The recent National Health and Morbidity 
Survey conducted in 2011,1 found that 20.8% of 
Malaysians above the age of 30 years had diabetes (10.7% 
known and 10.1% undiagnosed). With a population of 30 
million, that would mean that there are approximately 2.6 
million Malaysians with diabetes.  
 
Structure of the healthcare system and where are the 
people seeking care 
 
As in most developing nations, the healthcare system is 
broadly divided into hospital-based and outpatient, 
primary care-based facilities.   
 
In order to plan proper diabetes care managements to 
address the needs of this population of individuals, we 
need to know where they are seeking their medical care.  
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Figure 1.  Usual place of treatment for patients with diabetes in Malaysia. 
 
In Figure 1, we recognise that 80% of people with diabetes 
are seeking care in the primary care health clinics (56%) 
and hospital-based clinics (24.6%) in the Ministry of 
Health (MOH). As such, much of the Diabetes Care model 
has to be designed around the Ministry of Health, in 
particular, the primary care clinics, that are carrying much 
of the burden.2 
 
How are we doing? National Diabetes Registry3 and 
DiabCare4 
 
The national diabetes registry started in 2009 and went 
web-based on January 2011.  It supported the 
implementation of the annual “Diabetes Clinical Audit” 
amongst patients with Type 2 Diabetes attending the 
MOH health clinics/primary care facilities.  Over 2009-
2012, ~650,000 patients’ data were added into this registry.  
Mean age of the patients was 59.7 years. HbA1c was 
performed in 78% of the patients (in 2012), with the mean 
HbA1c of 8.1% for T2DM,1 of which 37.9% of patients 
achieved target HbA1c <7.0%. The mean BMI was 27.4 
kg/m2 and only 16.6% achieved BMI <23 kg/m2. Among 
these patients with T2DM, 70.1% had hypertension and 
55.1% had dyslipidaemia. The most common DM-related 
complications were nephropathy (7.8%), retinopathy 
(6.7%), and ischaemic heart disease (5.3%). 
 
For tertiary hospital-based diabetes management, 
Diabcare 20082 assessed ~1549 patients with T2DM 
attending the outpatient diabetes clinics of the general 
hospitals and institutional academic hospitals, the mean 
HbA1c was 8.66%, of which only 22.0% had HbA1c <7.0%. 

In the latest 2013 Malaysian DiabCare audit, 1668 patients 
with T2DM assessed from the same hospital-based 
diabetes clinics had a mean HbA1c of 8.52%, with a similar 
23.7% achieving HbA1c <7.0% (unpublished data). 
 
These results continue to emphasise the fact that achieving 
glycaemic control in our diabetic population remains a 
challenge.   
 
Diabetes Care Team – what is already in place and 
what needs to be done 
 
There are many models of integrated diabetes care. The 
main objective of these Diabetes Care models is to 
establish pathways to provide improved patient care and 
allow appropriate and timely referral of patients between 
different parts of the healthcare system.  However there 
remain significant barriers that need to be overcome. 
 
Key members of the multidisciplinary team needed to 
ensure success of the Diabetes Care model, include 
diabetologists or endocrinologists / internal medicine 
physicians / family medicine specialists (FMS) / medical 
officers, certified diabetes nurse educators / nurse 
practitioners, pharmacists, as well as dietitians. Other 
members (if available) include podiatrists, optometrists, 
dental care professionals and mental health professionals. 
Currently, in Malaysia, there are endocrinologists / 
internal medicine physicians in every state general 
hospital offering specialist diabetes care services.  For the 
smaller hospitals, there are internal medicine physicians 
handling that aspect.  Each of these main general hospitals 
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have established diabetes resource centres, where there are 
diabetes nurse educators helping to deliver patient-
centered education to inpatients as well as outpatients. 
The Ministry of Health pharmacists have also initiated 
services that offer education focusing primarily on 
medications, how the medications work with emphasis on 
the importance of adherence / compliance.  This initiative 
was started in 2006, with formation of the Diabetes 
Mellitus Treatment Adherence Clinics (DMTAC),5 
coordinated and operated by pharmacists. After being 
shown to improve glycaemic control on follow-up,5 these 
services have been expanded from the major public 
hospitals to the primary care clinics.  
 
Family medicine specialists (FMS) form the backbone of 
the health clinics that look after ~60% of the diabetes 
population.  The Ministry of Health (MOH) has 960 
primary care clinics; and there are only ~280 trained and 
certified FMS’ “manning” these clinics. There is a 
continuing need to train more FMS’ to fill this huge void.  
These trained FMS’ further improve care by providing 
downstream educational courses to update trainee 
medical officers. They also continue to audit diabetes care 
and initiate patient educational initiatives.  There is also 
no official integration or pathways between these health 
clinics and the major public hospitals or institutional 
hospitals where many of the physicians and 
endocrinologists practice to enable more timely and 
seamless transfer of patients requiring complex care 
between these systems. 
 
Certified diabetes educators (DNEs) are an essential 
member of this diabetes care team. On an individual basis, 
they are able to educate patients on medications, 
particularly insulin injection techniques, timing of 
injections; and in addition, organise small group 
educational initiatives to allow for broader coverage of 
patients attending the outpatient diabetes facilities.  
Currently, only the major urban hospitals have such 
DNEs, while there are no such individuals to help drive a 
systematic diabetes service in smaller hospitals and rural 
healthcare facilities.  
 
Dietitians are also important members of the team, and for 
best results, they should be available at the diabetes 
outpatient clinics so that patients can be seen and 
appropriate advice given with input from the doctors.  
There are currently approximately 39,000 registered 
dietitians working in the MOH primary health clinics.  
Unfortunately, there are still some areas and clinics, 
particularly in the rural areas, that have no dietitian 
support. The Malaysian Dietitians’ Association has been 
actively supporting the management of patients with 
diabetes. With this in mind, they have helped develop the 
nutrition chapter of the Malaysian Clinical Practice 
Guideline (2009,6 with an update expected in December 
2015).  They have also developed 2 guidelines; Medical 
Nutrition Therapy guidelines for Type 2 diabetes mellitus, 

in 2005,7 updated in 2013.8 Of course, training specialist 
dietitians with in-depth knowledge of dietetic 
management for Type 1 diabetes, diabetes in pregnancy / 
gestational diabetes or concomitant renal dysfunction will 
enhance their contribution to the Team.  
 
There are no certified trained podiatrists available to help 
in the important aspect of diabetes foot care.  Several of 
the main hospitals have diabetes foot services, largely 
manned by orthopaedic surgical units and orthopaedic 
surgical doctors. This lack needs to be addressed. 
 
Important role of Disease Control Division, Ministry of 
Health 
 
The MOH has a unit in the Non-communicable Disease 
(NCD) Section of the Disease Control division (DCD), 
which plans initiatives for the management of chronic 
diseases like diabetes. They have a team that is dedicated 
to planning strategies, implementation of appropriate 
programs, educational initiatives and obtaining funding; 
with the end result – setting-up of a successful chronic 
care model for diabetes. The NCD section developed a 
National Strategic Plan for Non-communicable Diseases in 
2010,9 presented and approved by the Cabinet of the 
Government of Malaysia.  This provided a framework for 
strengthening NCD prevention and control in Malaysia.  
In addition, systematic management of NCDs at the 
community level (that included diabetes) was 
implemented – with 7 goals / targets, including: screening, 
registration, clinical management, complications 
screening, rehabilitation, defaulter tracing, and self-care / 
patient empowerment. 
 
In addition, the disease control division has recognised the 
importance of improving healthcare delivery; as well as 
aligning finances.  This division works toward obtaining 
funding allocation for human resource development e.g. 
Diabetes Nurse Educators as well as funding to enable 
timely availability of medication to achieve glucose 
targets. 
 
Newer modalities of anti-diabetic medications, including 
oral dipeptidyl-peptidase inhibitors (DPP-4i), sodium 
glucose co-transporter 2 inhibitors (SGLT2-inhibitors), 
modern insulin analogs (insulin aspart, lispro insulin, 
insulin glargine, etc.) have all been registered in a timely 
fashion in the national drug formulary for use; and 
budgets were made available for prescription to 
appropriate patients attending the public MOH clinics. 
 
With regard to patient empowerment, modules for patient 
health education, including pre- and post-test 
questionnaires, have been developed and published by the 
Disease Control Division, MOH. Further development of a 
Peer Support Group educational initiative has been 
developed and trial runs have proven its success. It remains 
for this initiative to be rolled out to the wider public.  
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Figure 2. Proposed structural reform to integrate public and private healthcare sectors (Malaysia). 
 
Recognising that majority of patients with diabetes are 
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there are also proposed reforms to integrate public and 
private healthcare sectors, as shown in Figure 2. This will 
devolve some of the healthcare burden to the private 
clinics that are abundant in the whole country and further 
improve overall healthcare. 
 
Unfortunately, despite having many of the members of 
this multidisciplinary team as mentioned above, there 
remains significant fragmentation of these services.  These 
services need to be integrated to allow for timely referrals 
to improve patient experiences and outcomes. 
 
Malaysia has been extremely fortunate in that the MOH-
DCD has been very supportive, working closely with 
other stakeholders in diabetes, e.g. NGOs and academic 
diabetes fraternity to drive change for the improvement of 
diabetes care in the country.  
 
Much of the initiatives, programs, developments described 
above have been driven by the Ministry of Health, with 
some minor assistance from the endocrinologists, 
physicians, dietitians and pharmacists, helping with 
clinical audits and the clinical practice guidelines.  
 
National Guidelines for Management of T2DM 
 
Clinical Practice Guidelines (CPGs) have been developed 
over the past 15 years and in December 2015, the latest 5th 
CPG for T2DM will be rolled out. Updated CPGs are 
required to allow timely changes to recommendations for 

improving diabetes care and aligning clinical decision 
making according to prevailing evidence. These guidelines 
are endorsed by the MOH and made available to all 
practising physicians.  In addition, there is a specific 
insulin initiation guideline to assist primary care doctors. 
 
Strategies for Prevention 
 
Of course, prevention strategies cannot be excluded from 
any future plans for diabetes care. Again, the Ministry of 
Health recognizes this and has initiated collaborative 
efforts with a “Whole-of-Government” strategy to engage 
relevant ministries such as Ministry of Environment / 
Infrastructure, Ministry of Transport as well as local 
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NCD.9 
 
SUMMARY  
 
The burden of diabetes has increased exponentially in 
Malaysia and achieving glycaemic control remains a 
challenge. There is an increasing challenge in providing 
satisfactory, consistent quality of care across a broad range 
of patients. Many of the specialized services are located in 
the urban areas, in the major public hospitals and 
institutional centres. Referrals to specialists are delayed 
due to late diagnosis and sub-optimal control. Timely 
referrals with more seamless transition within the 
healthcare system need to be established. Patient-related 
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have established diabetes resource centres, where there are 
diabetes nurse educators helping to deliver patient-
centered education to inpatients as well as outpatients. 
The Ministry of Health pharmacists have also initiated 
services that offer education focusing primarily on 
medications, how the medications work with emphasis on 
the importance of adherence / compliance.  This initiative 
was started in 2006, with formation of the Diabetes 
Mellitus Treatment Adherence Clinics (DMTAC),5 
coordinated and operated by pharmacists. After being 
shown to improve glycaemic control on follow-up,5 these 
services have been expanded from the major public 
hospitals to the primary care clinics.  
 
Family medicine specialists (FMS) form the backbone of 
the health clinics that look after ~60% of the diabetes 
population.  The Ministry of Health (MOH) has 960 
primary care clinics; and there are only ~280 trained and 
certified FMS’ “manning” these clinics. There is a 
continuing need to train more FMS’ to fill this huge void.  
These trained FMS’ further improve care by providing 
downstream educational courses to update trainee 
medical officers. They also continue to audit diabetes care 
and initiate patient educational initiatives.  There is also 
no official integration or pathways between these health 
clinics and the major public hospitals or institutional 
hospitals where many of the physicians and 
endocrinologists practice to enable more timely and 
seamless transfer of patients requiring complex care 
between these systems. 
 
Certified diabetes educators (DNEs) are an essential 
member of this diabetes care team. On an individual basis, 
they are able to educate patients on medications, 
particularly insulin injection techniques, timing of 
injections; and in addition, organise small group 
educational initiatives to allow for broader coverage of 
patients attending the outpatient diabetes facilities.  
Currently, only the major urban hospitals have such 
DNEs, while there are no such individuals to help drive a 
systematic diabetes service in smaller hospitals and rural 
healthcare facilities.  
 
Dietitians are also important members of the team, and for 
best results, they should be available at the diabetes 
outpatient clinics so that patients can be seen and 
appropriate advice given with input from the doctors.  
There are currently approximately 39,000 registered 
dietitians working in the MOH primary health clinics.  
Unfortunately, there are still some areas and clinics, 
particularly in the rural areas, that have no dietitian 
support. The Malaysian Dietitians’ Association has been 
actively supporting the management of patients with 
diabetes. With this in mind, they have helped develop the 
nutrition chapter of the Malaysian Clinical Practice 
Guideline (2009,6 with an update expected in December 
2015).  They have also developed 2 guidelines; Medical 
Nutrition Therapy guidelines for Type 2 diabetes mellitus, 

in 2005,7 updated in 2013.8 Of course, training specialist 
dietitians with in-depth knowledge of dietetic 
management for Type 1 diabetes, diabetes in pregnancy / 
gestational diabetes or concomitant renal dysfunction will 
enhance their contribution to the Team.  
 
There are no certified trained podiatrists available to help 
in the important aspect of diabetes foot care.  Several of 
the main hospitals have diabetes foot services, largely 
manned by orthopaedic surgical units and orthopaedic 
surgical doctors. This lack needs to be addressed. 
 
Important role of Disease Control Division, Ministry of 
Health 
 
The MOH has a unit in the Non-communicable Disease 
(NCD) Section of the Disease Control division (DCD), 
which plans initiatives for the management of chronic 
diseases like diabetes. They have a team that is dedicated 
to planning strategies, implementation of appropriate 
programs, educational initiatives and obtaining funding; 
with the end result – setting-up of a successful chronic 
care model for diabetes. The NCD section developed a 
National Strategic Plan for Non-communicable Diseases in 
2010,9 presented and approved by the Cabinet of the 
Government of Malaysia.  This provided a framework for 
strengthening NCD prevention and control in Malaysia.  
In addition, systematic management of NCDs at the 
community level (that included diabetes) was 
implemented – with 7 goals / targets, including: screening, 
registration, clinical management, complications 
screening, rehabilitation, defaulter tracing, and self-care / 
patient empowerment. 
 
In addition, the disease control division has recognised the 
importance of improving healthcare delivery; as well as 
aligning finances.  This division works toward obtaining 
funding allocation for human resource development e.g. 
Diabetes Nurse Educators as well as funding to enable 
timely availability of medication to achieve glucose 
targets. 
 
Newer modalities of anti-diabetic medications, including 
oral dipeptidyl-peptidase inhibitors (DPP-4i), sodium 
glucose co-transporter 2 inhibitors (SGLT2-inhibitors), 
modern insulin analogs (insulin aspart, lispro insulin, 
insulin glargine, etc.) have all been registered in a timely 
fashion in the national drug formulary for use; and 
budgets were made available for prescription to 
appropriate patients attending the public MOH clinics. 
 
With regard to patient empowerment, modules for patient 
health education, including pre- and post-test 
questionnaires, have been developed and published by the 
Disease Control Division, MOH. Further development of a 
Peer Support Group educational initiative has been 
developed and trial runs have proven its success. It remains 
for this initiative to be rolled out to the wider public.  
 

Chronic 
Disease 

Management 
under 1Care

Family doctor

Choice of 
provider

Quality 
Assurance

No payment at 
Point of Care

Emphasis on 
prevention

Trained 
Primary 

Health Care 
Physicians

102 Diabetes Care Model in Malaysia

www.asean-endocrinejournal.org Vol. 30 No. 2 November 2015

Siew Pheng Chan

ONLINE FIRST | November 30, 2015 | http://dx.doi.org/10.15605/jafes.30.02.09 ONLINE FIRST | November 30, 2015 | http://dx.doi.org/10.15605/jafes.30.02.09

 

 
 
Figure 2. Proposed structural reform to integrate public and private healthcare sectors (Malaysia). 
 
Recognising that majority of patients with diabetes are 
accessing care from primary care facilities in the MOH, 
there are also proposed reforms to integrate public and 
private healthcare sectors, as shown in Figure 2. This will 
devolve some of the healthcare burden to the private 
clinics that are abundant in the whole country and further 
improve overall healthcare. 
 
Unfortunately, despite having many of the members of 
this multidisciplinary team as mentioned above, there 
remains significant fragmentation of these services.  These 
services need to be integrated to allow for timely referrals 
to improve patient experiences and outcomes. 
 
Malaysia has been extremely fortunate in that the MOH-
DCD has been very supportive, working closely with 
other stakeholders in diabetes, e.g. NGOs and academic 
diabetes fraternity to drive change for the improvement of 
diabetes care in the country.  
 
Much of the initiatives, programs, developments described 
above have been driven by the Ministry of Health, with 
some minor assistance from the endocrinologists, 
physicians, dietitians and pharmacists, helping with 
clinical audits and the clinical practice guidelines.  
 
National Guidelines for Management of T2DM 
 
Clinical Practice Guidelines (CPGs) have been developed 
over the past 15 years and in December 2015, the latest 5th 
CPG for T2DM will be rolled out. Updated CPGs are 
required to allow timely changes to recommendations for 

improving diabetes care and aligning clinical decision 
making according to prevailing evidence. These guidelines 
are endorsed by the MOH and made available to all 
practising physicians.  In addition, there is a specific 
insulin initiation guideline to assist primary care doctors. 
 
Strategies for Prevention 
 
Of course, prevention strategies cannot be excluded from 
any future plans for diabetes care. Again, the Ministry of 
Health recognizes this and has initiated collaborative 
efforts with a “Whole-of-Government” strategy to engage 
relevant ministries such as Ministry of Environment / 
Infrastructure, Ministry of Transport as well as local 
governments to modify behaviour of the population 
toward a healthy lifestyle. These are spelt out in the NSP-
NCD.9 
 
SUMMARY  
 
The burden of diabetes has increased exponentially in 
Malaysia and achieving glycaemic control remains a 
challenge. There is an increasing challenge in providing 
satisfactory, consistent quality of care across a broad range 
of patients. Many of the specialized services are located in 
the urban areas, in the major public hospitals and 
institutional centres. Referrals to specialists are delayed 
due to late diagnosis and sub-optimal control. Timely 
referrals with more seamless transition within the 
healthcare system need to be established. Patient-related 
factors, i.e. patient empowerment, need to be addressed. 
Continued close collaboration between the MOH and 
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other key stakeholders, such as non-governmental 
organisations (e.g. Diabetes Malaysia / Malaysian Diabetes 
Educator Society / National Diabetes Institute) as well as 
corporate partners – will help drive many of these changes 
required to further establish a successful Diabetes Care 
model in Malaysia.  
 
After decades of establishing a comprehensive healthcare 
system, Malaysia continues to work toward improving its 
chronic disease care models, in particular, for the 
management of people with diabetes.  The component that 
needs urgent attention would be the recognition of the 
Certified Diabetes Nurse Educator (DNE) – to recognise 
the DNE as a specialised field of nursing, allowing 
definitive career opportunities and appropriate 
remuneration. These steps would encourage more 
healthcare professionals to embark on training as DNEs.    
 
CONCLUSION 
 
Being a developing nation, Malaysia has come a long way 
toward providing quality medical care to its populace. 
After establishing good acute care services, attention is 
needed toward chronic disease management.  With the 
high prevalence of diabetes, it is essential that an 
Integrated Diabetes Care model be put in place to handle 
the demands and to improve patient outcomes. What is 
desperately required are more well-trained certified 
diabetes nurse educators to help drive these initiatives 
through, with emphasis on patient education and patient 
self-empowerment. 
 

The Disease Control Division (Non-communicable Disease 
Section) of the Ministry of Health has been supportive and 
will continue to drive change and progress toward 
achievement of this goal.   
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or with hereditary thrombophilia are anticoagulated for 
longer duration due to high chances of recurrence.12 
   
Our case might be considered among the 65–80% of CVST 
cases with one or more identifiable causes. Here, the main 
cause being elevated triglyceridemia which may have 
played a role in increasing our patient’s thrombotic risk. 
This highlights a potential direct association between 
CVST and hypertriglyceridemia in the absence of other 
pre-disposing factors. If such a relationship between 
hypertriglyceridemia and CVST were to be found, new 
diagnostic measures might be warranted and this may also 
have an implication on the risk of recurrence and duration 
of anticoagulation in this group of patients. 
 
CONCLUSION 
  
Severe hypertriglyceridemia may trigger CVST.  In this 
rare case study, hypertriglyceridemia was the only 
predisposing risk factor for developing CVST. Our case 
highlights the need for clinicians to consider CVST among 
patients with uncontrolled hypertriglyceridemia. New 
diagnostic measures may become necessary which may 
also have an implication on the risk of recurrence and 
duration of anticoagulant therapy in this group of 
patients. 
 
Acknowledgement 
The authors thank Mr. Kingshuk Bhattacharjee for the medical 
writing assistance in the development of this manuscript. 
 
References 
1. Stam J. Thrombosis of the cerebral veins and sinuses. New Engl J 

Med.2005; 352:1791-98. http://dx.doi.org/10.1056/NEJMra042354. 
2. Bousser MG, Chiras J, Bories J, et al. Cerebral venous thrombosis – a 

review of 38 cases. Stroke.1985; 16:199-213.  
http://dx.doi.org/10.1161/01.STR.16.2.199. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. Allroggen H, Abbott RJ. Cerebral venous sinus thrombosis. 
Postgrad Med J. 2000; 76:12-15. 
 http://dx.doi.org/10.1136/pmj.76.891.12. 

4. Kamphuisen PW, Eikenboom JC, vos HL, et al. Increased levels of 
factor VIII and fibrinogen in patients with venous thrombosis are 
not caused by acute phase reactions.ThrombHaemost. 1999; 
81(5):680-683. 

5. T-Y. Wang, J Yen, G-Y Hung, M-Y Hsieh, R-B Tang. A rare 
complication in a child undergoing chemotherapy for acute 
lymphoblastic leukemia: Superior sagittal sinus thrombosis. Journal 
of the Chinese Medical Association. 2011; 74:183-187. 
http://dx.doi.org/10.1016/j.jcma.2011.01.041. 

6. Doggen CJM, Smith NL, Lemaitre RN, Heckbert SR, Rosendaal FR, 
Psaty BM. Serum lipid levels and the risk of venous thrombosis. 
Arterioscler Thromb Vasc Biol. 2004;24:1970 –1975. 
http://dx.doi.org/10.1161/01.ATV.0000143134.87051.46. 

7. Candelaria GTB, Belangero VMS. "Predisposing factors for deep 
venous thrombosis in children and adolescents with nephrotic 
syndrome," ISRN Vascular Medicine. 2011; 1-5. 
http://dx.doi.org/10.5402/2011/827483. 

8. Saxena R, Batra V, Singh ND, "Prothrombotic factors in nephrotic 
syndrome." Indian Journal of Pathology and Microbiology. 2000; 
43(3)319–323 

9. García-Raso A, Santos Montero AB, Ene GS, Llamas Sillero P. 
Cardiovascular risk factors and venous thromboembolism: Is there a 
connection? J Hematol Transfus. 2013; 1(2): 1009. 

10. Ciccone A, Canhão P, Falcão F, et al. Thrombolysis for cerebral vein 
and dural sinus thrombosis. Cochrane Database Syst Rev. 2004; 
(1):CD003693. 

11. de Bruijn SFTM, Stam J, for the Cerebral Venous Thrombosis Study 
Group. Randomised, placebo-controlled trial of anticoagulation 
treatment with low-molecular-weight heparin for cerebral sinus 
thrombosis. Stroke. 1999; 30: 484–488. 
http://dx.doi.org/10.1161/01.STR.30.3.484. 

12. van Nuenen BFL, Munneke M, Bloem BR. Cerebral venous sinus 
thrombosis: Prevention of recurrent thromboembolism. Stroke. 2005; 
36: 1822. http://dx.doi.org/10.1161/01.STR.0000176582.17934.82. 

13. Mertens I, Verrijken A. Michiels JJ, et al. Among inflammation and 
coagulation markers, PAI-1 is a true component of the metabolic 
syndrome. International Journal of Obesity. 2006; 30: 1308–1314. 
http://dx.doi.org/10.1038/sj.ijo.0803189. 

 
 

Articles and any other material published in the JAFES represent the work of the author(s) and should not be construed to ref lect the opinions of the 
Editors or the Publisher. Authors are required to accomplish, sign and submit scanned copies of the JAFES Declaration: that the article represents 
original material, that is not being considered for publication or has not been published or accepted for publication elsewhere. Consent forms, as 
appropriate, have been secured for the publication of information about patients; otherwise, authors declared that all means have been exhausted for 
securing such consent. The authors have signed disclosures that there are no financial or other relationships that might lead to a conflict of interest. All 
authors are required to submit Authorship Certifications that the manuscript has been read and approved by all authors, and that the requirements for 
authorship have been met by each author. 

104 Diabetes Care Model in Malaysia

www.asean-endocrinejournal.org Vol. 30 No. 2 November 2015

Siew Pheng Chan

ONLINE FIRST | November 30, 2015 | http://dx.doi.org/10.15605/jafes.30.02.09

________________________________________  

ISSN 0857-1074 
Printed in the Philippines 
Copyright © 2015 by the JAFES 
Received: October 1, 2015. Accepted: November 26, 2015. 
Published online first November 30, 2015. 
http://dx.doi.org/10.15605/jafes.030.02.16 

Corresponding author: Prof. Tint Swe Latt 
President, Myanmar Diabetes Association (MMDA) 
Shwe Baho Hospital, First Floor 
No. 1/33, Thamain Bayan Street 
Tamwe Township, 11211, Yangon, Myanmar 
Tel. No.: +95 1 8604489, +95 1 8604490 
E-mail : proftsl@gmail.com 

 

 

 

 

 

Myanmar Diabetes Care Model:  
Bridging the Gap Between Urban and Rural Healthcare Delivery 

 
Tint Swe Latt,1 Than Than Aye,2 Ko Ko,3 Ye Myint,4 Maung Maung Thant,5 Kyar Nyo Soe Myint,5  

Khin Sanda,5 Khaing Lwin,6 Htet Htet Khin,5 Tin Win Aung,5 Kyaw Myint Oo6 
 

1Myanmar Diabetes Association 
2Myanmar Society of Endocrinology and Metabolism 

3Department of Medicine, University of Medicine 2, Yangon, Myanmar 
4Department of Medicine, Thingankyun Sanpya Hospital, Yangon, Myanmar 

5Department of Medicine, North Okkalapa General Hospital, Myanmar 
6No.2 Military Hospital Yangon, Myanmar 

 
 

Abstract 
 
There has been significant magnitude of problems of diabetes in Myanmar, according to the estimates of 
International Diabetes Federation (IDF) and the recent National Survey on the prevalence of diabetes. There has 
been a wide gap of equity between the urban and rural healthcare delivery for diabetes. Myanmar Diabetes Care 
Model (MMDCM) aims to deliver equitable diabetes care throughout the country, to stem the tide of rising burden of 
diabetes and also to facilitate to achieve the targets of the Global Action Plan for the Prevention and Control of 
NCDs (2013-2020). It is aimed to deliver standard of care for diabetes through the health system strengthening at all 
level. MMDCM was developed based on the available health system, resources and the country's need. 
Implementation for the model was also discussed.  
Ê
KeyÊwords:ÊdiabetesÊcare,ÊNCDs,ÊequityÊÊ

Ê
INTRODUCTION 
  
Diabetes represents a significant public health burden 
worldwide by decreasing quality of life and causing death 
and disability at great economic cost.1 Diabetes in all its 
forms imposes unacceptably high human, social and 
economic costs on countries at all income levels.2 
  
International Diabetes Federation (IDF)'s most recent 
estimates indicate that 8.3% of adults - 382 million people 
- have diabetes and the number of people with the disease 
is set to rise beyond 592 million in less than 25 years. Yet, 
with 175 million of cases currently undiagnosed, a vast 
amount of people with diabetes are progressing towards 
complications unawares. Moreover, with 80% of the total 
number affected living in low- and middle-income 
countries, where the epidemic is gathering pace at 
alarming rates.2  
  
Myanmar is included in the Western Pacific region among 
the six IDF regions. IDF estimated that the national 
prevalence of diabetes in 2013 was 5.7% and total 
numbers of people with diabetes were 1,988,850 in 

Myanmar. Numbers of people with diabetes in urban and 
rural area were estimated as 1,100,380 and 888,460 
respectively.2 
  
STEP survey for Yangon Division (2003-3004) reported the 
prevalence of diabetes as 11.8% and prevalence of diabetes 
in urban and rural areas as 13.9% and 7.3% respectively.3 It 
was the regional survey conducted in the most populous 
area of the country, when the Yangon was the capital of 
the country. There were twice as many people with 
diabetes as in urban than in rural areas. 
  
National STEP Survey (2009) recorded associated risk 
factors for diabetes and the prevalence of smoking was 
33.6% in males and 6.1% in females, the prevalence of 
hypertension was 31% in males and 29.3% in females; the 
prevalence of overweight was 21.85% in males and 
23.07% in females; the prevalence of obesity was 4.35 in 
males and 8.45 in females among the sample population.4 
Although it was a national survey it included only the 
survey on the behavioral and physiological risk factors 
and could not report the prevalence of diabetes which 
required laboratory measurement of blood glucose.  
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