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Transplant Tales 

Of Kidneys, Family, and Quality Time
by Elizabeth Lunt

[Photo/Description: Tom and his brother, Scott, sit together after their surgery.]
Thomas Rivera Ley smiles broadly at the memory.  “The first words I heard were:  ‘Mr. Ley, your surgery is over and you are making lots of urine!’” he recalls gleefully. Nurses kept coming in to empty bags of urine, he explains, and he could not believe how often. When he was in kidney failure, his body didn’t create any, which was “convenient on long trips,” he laughs. Now, after four years of being near-tethered to a dialysis machine, he’s thrilled about the urine. It proves that his new kidney, a gift from his brother Scott, is working just fine.

Tom, who celebrated his 40th birthday in November 2006, has had diabetes since he was seven years old. He went blind when he was 17. His kidneys began to fail when he was 20, and he had his first transplant at 22. That kidney lasted nearly 14 years, then failed in 2003 because of the toxicity of the very medicine intended to keep him from rejecting the organ.

At that point, Tom sought a kidney-pancreas transplant to cure both the kidney failure and his diabetes. This involved waiting for organs from a deceased donor, and then urgent calls at all hours of the day and night. It was a long, stressful process, and none of the prospective matches actually matched. “I would prepare emotionally to have major surgery, and they would call six or eight hours later and say the cross match did not work,” Tom says. Tom decided to try for a kidney from a live donor and to worry about the pancreas later.

Tom and his wife wrote to his five siblings to see if they would consider giving him a kidney.  “Asking someone to remove an organ and have major surgery [is] difficult,” he says. “We put our hearts and souls into that letter.” They explained how hard and limiting life was for Tom on mandatory dialysis: He didn’t see his family three days a week because he went directly from work to four hours of dialysis and got home very late. All five of his siblings volunteered for donor testing. 

Unfortunately, willingness isn’t enough. Numerous criteria come into play when making a donor match. If blood types are compatible, the cross match is next. Blood from both people is mixed. If the prospective kidney recipient’s blood reacts badly to the donor’s blood, it’s bad news, though it’s called a positive match. A negative cross match, however, means there is no bad reaction to the donor’s blood. Finding a match for Tom was no easy task because of the complexities of his immune system. He was exposed to foreign tissue during his first round of dialysis many years ago and has a high level of antibodies in his blood stream. 

Tom’s 45-year-old brother Scott wanted to help from the start. He respected Tom’s decision to try for the kidney-pancreas transplant, but when Tom turned to his family, Scott was ready. He knew that as a civilian engineer for the Air Force, and therefore a federal employee, he would get generous, paid recovery leave that would make his surgery possible. But more than anything else, he loved his brother. “I’m doing it so he can see his son grow up,” Scott declares. “He’s a great father, a great person. He would do it for me.”

Tom and Scott both have type O blood, and of the willing siblings, Scott was the best donor candidate because he also had a high number of matches on the genetic markers called antigens. The donor coordinator advanced him to the other eligibility tests. Although the transplant would be performed in Maryland, Scott’s initial testing was done in Ohio, where he lives with his wife Maureen and their two teenage children. Scott says the doctors checked him out “top to bottom.” He had a thorough physical, stress tests, X-rays, an electrocardiogram and CAT scans. They want to ensure, Scott explains, that as a donor  “you have no condition that may require your kidneys to work harder in the future.” High blood pressure, diabetes, heart disease and many other conditions disallow live kidney donation, but Scott was given a clean bill of health and selected as Tom’s donor.

Sometimes when a live donor is identified, a kidney transplant can go ahead in as little time as a month. Unfortunately for Tom and Scott, they faced many delays. Over the summer of 2006, Tom’s doctors found a mass in and around his failed kidney. They postponed the surgery and Tom had weeks of testing before his doctors ruled out cancer. “It was an emotional roller coaster,” says Scott, who was waiting in Ohio. 

Two months later, just days before the surgery, a routine final cross match unexpectedly came up positive. The doctors had to find a way to neutralize the antibodies that Tom’s body was creating against Scott’s tissue. They decided on a new plasma replacement therapy, but nobody was sure if the scheduled surgery would go ahead. “It was nerve-wracking,” Tom recalls, because by then Scott and his family were in Baltimore, ready to go. Days of treatment followed, the new protocol worked to reduce Tom’s antibody level, and at midnight on 
a Thursday, Scott and Tom learned that their surgery would proceed the next morning. 

On October 27, 2006, at University of Maryland Hospital, Drs. Bartlett and Cooper finally worked their surgical magic. It had been a long six months since Scott was cleared as a donor. Things went so smoothly that Scott was out of bed and walking that same night. In fact, he even managed to make his way down the hall to Tom’s room to greet him after recovery. A few weeks afterward, they both felt well.

Scott, now home in Ohio, reports that the waiting and testing were “arduous at times,” and it took a while for the soreness in his abdomen to subside after surgery. But he doesn’t anticipate any change in his physical abilities. He says those thinking about donating an organ should not hesitate to “pick up the phone.” The donor coordinators and doctors will not allow surgery unless they are sure a person can spare the kidney and remain healthy.  “It’s not a hero story,” he says.  “It’s just great to have given this gift to my brother.”

Tom thinks it’s great, too. “A big burden has been lifted,” he says gratefully, and “I [am] joyful and thankful to Scott, his wife Maureen, and their children who sacrificed throughout the process to make this happen for me.” He’s savoring 
the foods he was forbidden during dialysis and finds it easier to keep a close eye on his diabetes. In short, Tom is enjoying his new life: home in time for dinner and no detour to the dialysis clinic.                                               i

For more information about organ donation, see www.organdonor.gov or the National Kidney Foundation site at www.kidney.org.

About the Author
Elizabeth Lunt, MS, has worked in publishing and libraries for many years. She is the editor of Voice of the Diabetic and would like to hear your comments about this article or any other in the magazine. Please send Letters to the Editor to: Elizabeth Lunt, Editor, Voice of the Diabetic 1800 Johnson Street, Baltimore, MD 21230 or editor@nfb.org. 

Continuous Glucose Monitoring: 
A Movie is Worth a Thousand Pictures

A Review of the Medtronic Guardian REAL-time system

by Thomas Ley

[Photo/Description: The Medtronic Guardian® REAL-Time CGMS]

The expression “information is power” is especially true for diabetics seeking tight blood glucose control using either multiple daily injections of insulin (MDI) or insulin pumps. Using these therapies, you can decide how much short-acting insulin to take four, six, eight, or even more times per day, based upon the corresponding four or six or eight blood glucose readings you take using finger sticks. 

Imagine how much blood glucose readings might improve if your blood glucose was automatically measured and displayed every five minutes, 24 hours a day, seven days a week. Well, you don’t need to imagine it, it is here, and is known as a continuous glucose monitoring system, or CGMS. 

Medtronic is one of a small handful of companies offering a continuous glucose monitoring system, and they recently released their latest product, the Medtronic Guardian® REAL-Time CGMS. With the Guardian REAL-Time, you can follow the trend of your blood glucose up and down throughout the day and night in response to different foods, exercise, and insulin doses. Knowing what direction blood glucose is trending can be at least as important, if not more important, than knowing your current blood glucose reading. As Gary Fox of Med-tronic says “the biggest advantage is the education you get from the Guardian REAL-Time regarding how different foods, stress and other activities impact your blood sugar.”

The data obtained from CGMS can be compared to watching a movie of blood glucose readings throughout the day, whereas the data from finger sticks taken four or six times a day is like viewing individual snapshots. A single snapshot may be misleading if what occurred prior to the picture is not known. For instance, if you are getting ready for bed and discover that your blood glucose is 88, you might often choose to eat a small snack. However, what if you knew from your CGMS that an hour ago your blood glucose was 72 and a half an hour ago it was 79? Knowing this, your current reading of 88 is not worrisome at all. 

How does the Guardian REAL-Time work?

Three small but separate pieces make up the Guardian REAL-Time CGMS. The first piece is the blood glucose sensor which is inserted under your skin just like an insulin pump delivery site. It measures the level of glucose in your interstitial fluid every ten seconds and produces an average of these readings every five minutes. The sensor is disposable; it remains under your skin for up to three days and must be replaced. The portion that is visible above your skin is about the size of a dime. Each sensor costs $35.

The second piece in the system is the new MiniLink™ transmitter. This piece connects to the sensor and is about the size of a quarter. When connected to the sensor, the two pieces become a single unit which is waterproof. The MiniLink™ transmits the blood glucose readings to the Guardian REAL-Time monitor wirelessly; no cords or wires to have to connect, disconnect or get tangled. The transmitter is rechargeable (in only 20 minutes) and will last for one year before it must be replaced.

The final piece in the system is the Guardian® REAL-Time monitor. This device is exactly the same size and shape as the Medtronic series of Paradigm® insulin pumps. It continuously displays your current blood glucose reading received from the MiniLink™ transmitter along with a trend arrow to show whether your blood glucose is rising or falling. The monitor has three different types of configurable alarms, which go off at a pre-set level for either a high or low blood glucose reading (the alarm sounds different for a low as opposed to a high). You can set the alarm to warn you when your blood glucose is changing rapidly in either direction. Finally, the monitor can alert you up to thirty minutes prior to when it predicts that, based upon the trend and the rate of change, your blood glucose will reach the pre-set high or low level.

You should not base insulin dosing exclusively on the blood glucose reading provided by a CGMS. CGM systems do not eliminate finger sticks; you must still take one twice a day and enter the value into the Guardian® REAL-Time monitor for calibration. You can also enter into the monitor data such as the time of and carbs in each meal or snack, the type and amount of exercise you do and the type and amount of each insulin dose, which may help your doctor make better treatment decisions. You can download all this data to a PC and upload to the Medtronic Web-based CareLink™ personal software. Here, you or your doctor can view graphs of trends that will highlight areas for improved diabetes care.

The Guardian REAL-Time system is not accessible for people who cannot rely upon sight to read and enter data into the monitor. Unfortunately, practically no insurance coverage is available for CGM systems yet. The Guardian REAL-Time starter kit costs around $1,300 and includes four sensors, the Mini-Link™ transmitter and the Guardian® REAL-Time monitor. The CareLink™ software is included.        

Look for an article in an upcoming edition of Voice of the Diabetic which outlines all CGM systems currently on the market or undergoing the FDA approval process. You may visit www.Minimed.com for more information on the Guardian® REAL-Time CGMS or you may call 1-800-MINIMED (646-4633). Alternatively, you may write to:  Medtronic Diabetes c/o Customer Support

18000 Devonshire Street, Northridge, CA 91325-1219   

About the Author
Tom Ley has had Type 1 diabetes since he was seven and has been blind since he was 17. He is a manager and senior software support analyst for UPS and has a strong background in the field of accessible technology for the blind. He is the technology writer for the Voice of the Diabetic.

Pumper’s Voice
Basal Basics
by Gary Scheiner

When it comes to managing diabetes, basal insulin gets very little respect.  Most people can’t spell it correctly (basil?  basul?), and even fewer know what it’s even used for.  And that’s a shame, because basal insulin represents the FOUNDATION upon which insulin therapy is built.  

Basal insulin’s job is to offset the liver’s secretion of glucose into the bloodstream.  Everyone’s liver does it, mainly to supply the brain and nervous system with a steady supply of energy, and mainly in response to the many hormones that are in circulation.   

Because the liver is secreting sugar into the bloodstream continuously, a lack of insulin would result in a sharp rise in blood sugar levels.  It would also cause many of the body’s cells to starve for fuel and can cause the production of acidic “ketones” as cells turn to alternate fuel sources.  And too much insulin would overwhelm the available supply of glucose in the blood and result in a blood sugar drop.  

Suffice it to say that basal insulin is necessary for survival, and the right amount is critical to achieving stable blood glucose control.

Meeting Basal Needs
Each person’s basal insulin requirement is unique, affected by factors such 
as body size, activity level, stage of growth, hormone levels, and the amount (if any) of internal insulin production from one’s own pancreas.  

During a person’s growth years (prior to age 21), basal insulin requirements tend to be heightened throughout the night.  This is due to the production of large amounts of hormones (growth hormone and cortisol) that stimulate the liver to release extra glucose into the bloodstream.  After the growth years, production of these hormones is reduced and limited primarily to the predawn hours.  The “dawn effect”, as this is called, results in an increased secretion of glucose by the liver in the early morning.  Thus, basal insulin requirements in most adults tend to peak during the early morning hours.

Using intermediate insulin (NPH) at night to meet basal needs can often result in hypoglycemia during the night (as the insulin “peaks” 4-8 hours after injection), and a blood glucose rise in the evening as the NPH wears off.  Long-acting/basal insulins (Lantus and Levemir) are relatively flat and peakless, meaning that there may not be enough basal insulin during the night and early morning, and there may be too much in the afternoon and evening. 

Pump therapy is unique because it offers a great degree of maneuverability in terms of matching basal insulin to the body’s needs.  Basal insulin is made up of small pulses of rapid-acting insulin every few minutes.  The rate of delivery (the “basal rate”) can be adjusted hourly, if needed, to match the liver’s normal 24-hour pattern of glucose secretion.  

Pumps also permit temporary changes to basal insulin at a moment’s notice.  This can come in handy during periods of extended physical activity or very low activity (such as during travel).  It can also be used to improve control during illness, menstrual cycle changes, stressful situations, alcohol consumption (which can produce a prolonged drop in blood sugar levels), and following very high-fat meals.  

Setting Basal Doses

In most cases, the daily (24-hour) dose of basal insulin nearly equals or is slightly less than the daily mealtime insulin.  This depends on a person’s body weight and sensitivity to insulin, which is affected greatly by physical activity.  The bigger you are, the more basal insulin you will need.  The more active you are, the less you will need. During a person’s growth/teen years, basal insulin needs can be particularly high.  In advanced age, basal insulin needs can be quite low. 

When evaluating basal insulin levels, keep this important fact in mind:  in the absence of food, exercise and mealtime/bolus insulin, basal insulin should hold the blood sugar fairly steady.
It is a good idea to fine-tune your pump’s basal insulin settings before settling on specific bolus doses or insulin-to-carb ratios to use at mealtimes.  When high or low blood sugars appear, it is difficult to know what to adjust unless the proper basal insulin levels have already been established.  

To test the your basal insulin settings, you will need to wait approximately 4 hours after your last bolus and meal/snack.  This will give the carbs time to finish digesting and the bolus time to finish working.  The meal (or snack) eaten before the test should be fairly low in fat (no restaurant food or take-out) in order to avoid a delayed blood sugar rise.  You must stay connected to the pump continuously during the test, and go about your normal daily activities.  However, heavy exercise should be avoided during the fasting phase of the test.  Testing should not be performed during an illness or the onset of menses, following hypoglycemia, or if the blood sugar is greater than 250 at the beginning of the test.

To start the test:

•  Check your blood sugar about four hours after the last bolus

•   If the blood sugar is above 250, bolus for the high blood sugar and cancel the test

•  If below 80, eat to bring your blood sugar up and cancel the test

•  If the blood sugar is not too high or too low, proceed with the test

•   Check your blood sugar every hour or two until you next usual mealtime

If your blood sugar drops by more than 30 mg/dl during the test period, the basal rate is probably too high.  If it rises by more than 30 mg/dl, the rate may be too low.  The basal rate should be changed in increments of .05 to .2 units/hr depending on your usual settings and the magnitude of the rise or drop that took place.  The next day, re-test to see whether the adjustment produces a steadier blood glucose level.  Continue to adjust and re-test until steady blood glucose levels are obtained.  

Note that basal rates are usually changed one hour prior to an observed rise or fall in the blood sugar, since the rapid-acting insulin infused by the pump takes about an hour to peak.  For example, if your blood sugar rises between 3 a.m. and 7 a.m., you would increase the basal rate between 2 a.m. and 6 a.m.  

A Little Perspective…

Having the right basal insulin program and setting the right doses is important for anyone who uses insulin.  Receiving too much basal insulin, or receiving it at the wrong times, can result in frequent (and perhaps severe) hypoglycemia, not to mention weight gain.  Receiving too little basal insulin will produce high blood sugars and make it very difficult to set appropriate mealtime bolus doses.  Insulin pumps allow the greatest degree of precision in setting basal insulin levels, and that can produce the best control and lifestyle flexibility.

Fine-tuning basal insulin can be complex.  Don’t hesitate to reach out 
to a member of your health care team who specializes in this sort of thing. 

About the Author

Gary Scheiner MS, CDE is a diabetes educator with a private practice (Integrated Diabetes Services) near Philadelphia, and author of Think Like A Pancreas:  A Practical Guide to Managing Diabetes With Insulin.  He has had Type-1 diabetes for 20 years, and offers diabetes education and management consultations via phone, fax, and Internet to patients throughout the world.  Submit inquiries to gary@integrateddiabetes.com, or call (877) SELF-MGT.

Counting Carbs 

Can Improve Your Control
by Lynn Bailiff

What are carbohydrates?

Carbohydrates include starch, sugars and fiber.  Many years ago, people with diabetes were told to stay away from sugar, but little attention was paid to the other carbohydrates consumed.  We now know that watching the total carbohydrate content of food, not just the sugar content, is more important for achieving blood sugar control.     

What foods contain carbs?

Sometimes it is easier to start by identifying foods that do not contain carbohydrates.  Protein foods such as meat, fish, eggs and cheese as well as fats such as butter, margarine, oil, olives and avocados contain minimal or no carbohydrate.  Remember that adding breading or a sweet sauce like barbeque or teriyaki to meats or seafood will add carbohydrates to these foods.  Bread, cereal, rice, pasta, crackers and other grain products contain carbs.  Starchy vegetables like potatoes, corn, peas, and dried beans also contain carbs.  And 
don’t forget about milk products and fruit.  They contain carbs, too.   There is a diabetes myth that skipping a slice of cake and having fruit instead is better for your blood sugar.  It may be, but it depends on the portion size of your dessert.  A small piece of cake will have less carbohydrate than a huge apple.  Read on for more details.  

How much of what I eat should come from carbs?

It depends. Approximately 45-65 percent of calories should come from carbohydrates.  The amount that is right for you depends on your diabetes goals, preferences and lifestyle.  For example, if tests indicate that your triglycerides (a form of cholesterol in the blood) are elevated, you may benefit from eating less carbohydrate (45 percent of your calories) and eat more calories from healthy fats.  Conversely, if you are from an ethnic background in which the diet is traditionally high in carbohydrates from pasta or rice, it may be more realistic for you to consume 65 percent of your calories from carbohydrates.  A meeting with a registered dietitian (RD), in particular someone who is also a certified diabetes educator (CDE), can assist you with setting the carbohydrate goal that is right for you.  

What about low carbohydrate, high protein diets?

Such diets are not recommended by professional organizations for people with diabetes.  The Recommended Dietary Intake for carbohydrate is 130 grams or more per day for all Americans older than 1 year of age.  Consuming a variety of foods including fruits, vegetables, dairy products and grains is needed to provide the body with adequate vitamins and minerals.  Adequate carbohydrates are also needed to provide the body with the fuel it prefers.  In particular, the brain needs carbohydrates to function well.   

What is carb counting?

The first step of carbohydrate counting is to establish a carb target for each meal. For most people it will be between 30 and 75 grams per meal and 15 to 30 grams for a snack (if snacks are eaten).  Next, you add up the grams of carbohydrate you eat to be sure that you reach the target.  Think of it like money.  If your carb target for breakfast is 60 grams, you want to spend all 60 grams on the food that you eat.  Your goal is to be within 5 grams of your goal, so for this meal you want to have between 55 and 65 grams of carb.  Add up what is on your plate.  If you have more than 60 grams, you have spent too much and you should put some food back or else you will go into debt.  If you have not spent all 60 grams, you need more carbs.    

How can carb counting improve my blood sugars?

The carbohydrate you eat affects your blood sugar level after the meal or snack.  Consuming a consistent amount of carbohydrate at the same meal or snack every day will help to minimize fluctuations in your blood sugar.  If you have type 1 diabetes or type 2 diabetes treated with insulin or a medication that stimulates your insulin production, your medication dose will balance a certain amount of carbohydrate.  If your medication dose stays the same every day, so should your carb intake.  More carbohydrate with the same amount of medication will cause your blood sugar to rise.  If you eat less carbohydrate but take the same amount of medication, your blood sugar will be lower, which can lead to hypoglycemia.  For individuals who have type 2 diabetes treated by diet and exercise alone, or with other medications that cannot cause hypoglycemia, it is still important to be consistent with your carbs.  Eating too little carb at a meal may cause you to be hungry later in the day, which may cause you to overeat leading to high blood sugar.  

How do I know the amount of carbs in my meals and snacks?

You can identify the amount of carbohydrate in foods in several ways.  If there is a label on the item, that is the best place to look.  If you need assistance with reading food labels, have someone assist you.  Then keep the information in a format you can refer back to later.  Using a recipe box to file cards with this information in Braille or large print is an easy and economical approach.  You want to know the serving size (in an amount you can measure) on the label and the amount of “total carbohydrate” in grams.   The “sugar” listed on the label does not matter because it is already counted in the “total carbohydrate”.  So, you do not need to look at the grams of sugar.  Total carbohydrate is more important.  You will need to measure your portion sizes so that you can count your carbohydrates accurately.  When you are at home, use measuring cups.  Over time, you will be able to estimate your portions visually or by touching the food on your plate.  Don’t hesitate to use your fingers.    

What happened to the exchange lists?  

If you are familiar with the exchange lists, you can still use them to count your carbohydrates.  Items on the starch, fruit, starchy vegetable and milk lists contain 15 grams of carbohydrate (or one carb choice) per serving listed.  

What about eating out?

When you are eating out, use the information you have learned at home to estimate the carbs you are eating.  Also, don’t hesitate to ask your server for information about how foods are prepared.  Fast food restaurants have nutrition information available online or by calling their corporate headquarters.  There are also many books on the carb content of food available at your local bookstore.  We are working to have some of these available in alternative formats.   

How about fiber?

The RDI for fiber is 14 grams for every 1,000 calories consumed per day.  This translates to approximately 21 grams/day for women and 25 grams/day for men.  The vast majority of Americans eat less than 15 grams of fiber each day. Some studies have shown that eating an extremely high fiber diet (50 grams fiber or more) each day had a significant impact on glycemic control.  However, such an eating pattern was found to be difficult to maintain because every food eaten had to be high in fiber, the overall diet was not very tasty and there were pronounced gastrointestinal side effects.  So, it would be best to start by working towards achieving the fiber intake goals outlined in the RDI.   

About the Author

Lynn Baillif has been a registered dietitian for 15 years and a certified diabetes educator for 7 years. She has been a member of the National Federation of the Blind since 1987 when she was a national scholarship winner.

Healthy Home Cooking

Hi! Thanks for joining us in the kitchen again, where we are giving you food for thought as well as food recipes that are easy, healthy and tasty! Enjoy!

Have you thought about your kidneys, your diet, and how they work together?  Kidney disease is called a “silent disease” as there are often few symptoms.  Making healthy lifestyle choices can help to keep your kidneys functioning well:

• Eat lots of fruit and vegetables, including legumes (peas or beans), and grain-based food like bread, pasta, noodles and rice.

• Eat some lean meat like chicken and fish each week.

• Eat only small amounts of salty or fatty food.

• Drink water instead of sugary drinks.

• Maintain a healthy weight.

• Stay fit.  Do at least thirty minutes of physical activity that increases your heart rate on five or more days of the week, including walking, lawn mowing, bike riding, swimming or gentle aerobics.

• Don’t smoke.

• Limit your alcohol to two small drinks per day if you are male or one small drink per day if you are female.

• Have your blood pressure checked regularly.

• Do things that help you relax and reduce your stress levels.

Two cleansing foods that are believed to help are cranberry juice and white rice. You may want to include these in your diet on occasion. 

You may need to work with a dietitian to find the right food plan. Though you cannot avoid protein, because your body needs it to repair muscles and fight disease, you should limit the amount that you eat.  The same goes for potassium-rich foods such as oranges, potatoes, bananas, dried fruit, dried beans and peas, and nuts. You need all of these in your healthy diet but again, on a limited basis.  

There is one group of foods that you will also want to check with your doctor about before you avoid them.  Beets, chocolate, coffee, cola, nuts, rhubarb, spinach, strawberries, tea, and wheat bran. In most cases, these foods can be eaten in limited amounts.  

Since cranberries are a good food choice for helping keep your kidneys healthy, here are a couple of recipes for your good health that you can use during the upcoming holiday season.    

CRANBERRY CRUMB PIE
3 cups fresh or frozen cranberries

2 Tablespoons water

1 3/4 cups Splenda Granular

1/4 cup orange marmalade spreadable fruit

1 (6-ounce) Keebler graham cracker crust

1/4 cup purchased graham cracker crumbs

2 Tablespoons Bisquick Heart Smart Baking Mix

2 Tablespoons + 2 teaspoons I Can’t Believe It’s Not Butter! 
    Light Margarine

Preheat oven to 425 degrees.  In a medium saucepan, combine cranberries and water.  Cover and cook over low heat, for 15 minutes or until cranberries become soft.  Remove from heat.  Add 1 1/2 cups Splenda and spreadable fruit.  Mix well to combine.  Spoon mixture into pie crust.  In a small bowl, combine graham cracker crumbs, baking mix, and remaining 1/4 cup Splenda.  Add margarine.  Mix well using a pastry blender or two forks until mixture becomes crumbly.  Sprinkle crumb mixture evenly over top.  Bake for 10 minutes.  Place pie plate on a wire rack and let set for 30 minutes.  Refrigerate for at least 1 hour.  Cut into 8 
servings.

Serves 8 – Each serving equals:

195 Calories, 7 g Fat, 1 g Protein, 32 g Carbs, 220 mg Sodium, 5 g Calcium, 2 g Fiber

Diabetic Exchanges:  1 Fruit, 1 Starch, 1 Fat

Carb Choices:  2
CREAMY CRANBERRY PUDDING
1 (4-serving) pkg JELL-O sugar-free vanilla cook-and-serve pudding mix

1 cup Ocean Spray reduced-calorie cranberry juice cocktail

1 cup fresh or frozen cranberries, chopped

1 (4-serving) pkg JELL-O sugar-free instant vanilla pudding mix

2/3 cup Carnation Nonfat Dry Milk Powder

1/2 cup Diet Mountain Dew

3/4 cup Cool Whip Free

2 Tablespoons chopped walnuts

In a medium saucepan, combine dry cook-and-serve pudding mix and cranberry juice cocktail.  Stir in cranberries.  Cook over medium heat until mixture thickens and cranberries soften, stirring often.  Place saucepan on a wire rack and allow mixture to cool completely.  In a large bowl, combine dry instant pudding mix and dry milk powder.  Add cooled cranberry mixture and Diet Mountain Dew.  Mix well using a wire whisk.  Fold in Cool Whip Free.  Evenly spoon mixture into 6 dessert dishes.  Sprinkle one teaspoon walnuts over top of each.  Refrigerate for at least 30 minutes.

Serves 6 – Each serving equals:  

77 Calories, 1 g Fat, 3 g Protein, 14 g Carbs, 141 mg Sodium, 104 mg Calcium, 1 g Fiber

Diabetic Exchanges:  1 Starch/Carb

Carb Choices:  1
We hope you enjoyed our time together in the kitchen. Remember, if you’d like us to revise one of your family favorites so it’s healthier, send your request to: Healthy Exchanges PO Box 80, DeWitt, IA 52742.  Also, be sure to visit our Web site at www.healthyexchanges.com for more “common folk” healthy recipes to try.  Until next time . . .         

IF BLINDNESS COMES

If Blindness Comes is a special pull-out section on diabetes and vision loss, printed in a larger font.  If you know someone living with diabetes and vision loss, please pull this section out and share it.  

The DAN in Action at Convention

by Alan Wheeler

I attended an energetic, informative, and supportive meeting of the Diabetes Action Network at the National Federation of the Blind’s annual convention in Atlanta, Georgia.

It began with the traditional reading of the minutes from the last meeting, which was followed by the treasurer’s report. Lois Williams then gave the President’s report and discussed her various accomplishments in furthering the message of the Diabetes Action Network and the positive philosophy of the NFB.  She expressed the hope and desire that each of us in the national Diabetes Action Network would find ways in our various communities to raise awareness about diabetes and how people with vision loss can continue to live productive lives.

Robert Leslie Newman, chair of the NFB Writers Division, encouraged us to share our stories by writing something, no matter how small, for the Voice of the Diabetic.  He reminded us of the power of hearing someone else’s story about diabetes and vision loss, and described how we could, via our stories, have a positive impact on others.  Mr. Newman also said that the people on the writer’s division listserv (at NFB Net) would be willing to help any of us make our stories more readable.

Following Mr. Newman was a state-by-state roll call of people present to see how each state was represented numerically.  The top three states in order of attendance were Georgia in first place, Maryland in second, and Ohio in third.

Our next speaker was Judy Sanders from the NFB senior division (formerly the 
National Organization of Blind Seniors), who explained that the mission of her division is to educate seniors, as well as their families and communities, so that they do not have to surrender control of their lives due to blindness.

Her presentation was followed by a time of recognition for those whose A1C was at seven or below.  Many people stood up and prizes were passed out, along with cards recognizing their low A1C levels.

The first of the two main speakers was Alvieno Stinson.  Mr. Stinson told us his 
story, and how he came to write his book,  “Beyond the Barriers, Learning to Live with Kidney Failure.”

Stinson started out by discussing the theme of the Diabetes Action Network meeting, “Losing To Gain,” and how a good diet plan and exercise can improve your health and help your body absorb insulin better.

Stinson went on to read excerpts from his book.  He had self-published it in 2004, 
and at first sold it out of his truck.  Since then, he told the audience,  “I have been blessed and it is now distributed worldwide.”

He wrote the book so people wouldn’t make the same mistakes he made upon learning he had kidney disease.  

Glenda Summerville, CDE, was our next speaker.  She discussed behavior change strategies using the acronym D-I-M-E for “Diet, involvement, Monitoring, and Education.”

Diet and Exercise (involvement) are important to weight loss, as obesity is one 
of the major contributing factors to diabetes, Summerville explained.  Monitoring and education are equally as important.  Knowledge is power, and as such, knowing your blood sugar levels, and learning as much as you can about diabetes and how to treat it will help minimize the risk of complications in the future.

To finish the meeting, elections were held for the new DAN board.  The new slate of officers and board members is as follows:

Lois Williams, President

Ed Bryant, First Vice-president

Michael Freeman, Second Vice-president

Bernadette Jacobs, Secretary

Joy Stigile, Treasurer

LeAnn Mayne, Board Member

Minnie Walker, Board Member

Maria Bradford, Board Member 
The meeting was a very positive, thought provoking and educational event.  If you missed it this year, be sure to join us next year!      

Resolution 2007
Regarding Access To Blood Glucose Meters
At the National Federation of the Blind annual convention, members recognized the importance of advocating for accessible technology so that blind and visually impaired diabetics would have the means to self-manage their diabetes. The following resolution was passed, stating that the NFB supports and commends the work of companies developing accessible technology for diabetes.
Whereas, diabetics need to measure the level of glucose in their blood accurately in order to control their diabetes and to reduce the risk of diabetic complications; and

Whereas, tens of thousands of diabetics need nonvisual access to blood glucose meters because diabetes is the leading cause of blindness among adults of working age in the United States, with thousands losing their vision each year; and

Whereas, the need for nonvisual access is even greater because many blind and visually impaired senior citizens become diabetic and many diabetic senior citizens lose vision, either temporarily or permanently, from causes other than diabetes; and

Whereas, the ultimate solution to this impediment to independent self-care is to create affordable, accessible meters by adding speech technology and accessibility features to all new blood glucose meters developed for sale in the United States; and

Whereas, diabetics with vision have access to a dizzying array of state-of-the-art glucose testing technology with advanced features, such as shorter test times, smaller blood sampling requirements, and portable size, and some products such as the Prodigy line made by Diagnostic Devices—including the Basic and the AutoCode—are even making use of voice technology to speak the blood glucose level immediately following a test, but are nevertheless not truly accessible to blind diabetics; and

Whereas, Roche Diagnostics, the leading provider of accessible diabetes testing technology available to blind and visually impaired diabetics in the United States for nearly a decade, recently took a disrespectful and cavalier approach to the needs of their loyal blind customers by discontinuing their decade-old VoiceMate system before introducing another accessible alternative; and

Whereas, in contrast, Diagnostic Devices, Inc, maker of the Prodigy line, took a more positive approach by seeking guidance from blind diabetics in the National Federation of the Blind in the development of an even more accessible meter called the ProdigyVoice; and

Whereas, BBI Health Care, distributors of the SensoCard Plus, a talking meter popular with blind diabetics in the United Kingdom, Australia and Europe, where it has been available for years, has recently applied to the U.S. Food and Drug Administration (FDA) for approval to market the SensoCard Plus in the United States: Now, therefore

Be it resolved, by the National Federation of the Blind in Convention assembled this sixth day of July, 2007, in the City of Atlanta, Georgia, that this organization applaud and commend the developers of the ProdigyVoice for their exemplary commitment to making affordable and accessible blood glucose meters, their willingness to seek input of blind consumers and their success in integrating this advice to create a glucose meter which blind people can use independently, and  

Be it further resolved that this organization urge the U.S. Food and Drug Administration to expedite the approval of the SensoCard Plus in addition to any other blood glucose meters that enhance the access of blind users for marketing in the United States consistent with best practices and safety standards; and

Be it further resolved that this organization establish Non-Visual accessibility 
certification standards for diabetes technology to promote the development of truly accessible products.

Imagine Independence—The Possibilities Fair

[Photo/Caption: Catherine Greenwalt was very excited to receive a new magnifier as a door prize at the Possibilities Fair.]
[Photo/Caption: A senior tries the Big Eye Magnifying Lamp and LAP DESK™ during the senior fair.]

[Photo/Caption: Dorothy DuBois gets a lesson with a long white cane while attending the senior fair.]
The National Federation of the Blind (NFB) will host the sixth annual Possibilities Fair for Seniors Who Are Losing Vision on Thursday, October 18, 2007, from 9:30 a.m. to 2:30 p.m.  The cost is $15 and lunch will be provided.   It will be held at the National Federation of the Blind Jernigan Institute, located in south Federal Hill at 1800 Johnson Street.   To find out more, call (410) 659-9314, extension 2419 or 2297.  The NFB Community Partnership Board invites the public to attend the Possibilities Fair, which will provide seniors with a hands-on opportunity to learn methods for improving their lives. 
Americans are living longer, and vision loss occurs more frequently among those who are older.   More than fifty percent of the 70,000 individuals who become blind in this country each year are over the age of sixty-five. This population is expected to more than double by the year 2030.   The training these seniors need—general adjustment to blindness, independent living skills, Braille—is not readily available to them.

 Seniors, though, are eager to learn about the strategies that will enable them to continue living independent lives.   “American seniors have a strong desire to remain independent as they age.   This is no less so for seniors who are losing their vision. The NFB Jernigan Institute, which works to develop innovative training methods and education for all blind people, places a high priority on the needs of these seniors who are often not provided the services made available to blind people of working age,” states NFB President Marc Maurer.

Demonstration stations will include speech output devices, mobility practice sessions, and techniques for the kitchen, as well as a display of helpful gadgets and gizmos available to make life more accessible.   Participants will learn about books on tape and newspapers over the telephone, talking computers, and magnification devices.  The fair will also include helpful hints about losing vision and enjoying life!   In addition, there will be an interesting mix of nonprofit partners that will have an array of information, demonstrations, and displays for the seniors to enjoy.

With over 50,000 members from 700 local and state affiliates covering all fifty states, the District of Columbia, and Puerto Rico, the Federation is truly the voice of the nation’s blind. Pennsylvania recently had a Possibilities Fair and New Mexico, Colorado, Arizona, and Idaho all have them in the works.  

With its national headquarters located in Baltimore since 1978, the NFB has become the leading force in the blindness field today.  The National Federation of the Blind is changing what it means to be blind through its dedication to improving the lives of all blind people by coming together, sharing resources, and developing useful programs that encourage self-confidence and independence.                  
NFB State Conventions for the Remainder of 2007

State conventions offer opportunities to visit exhibitions, hear interesting speakers, meet other NFB members, and learn from blindness-related programming. For more information contact the NFB Affiliate Action Office at (410) 659-9314.

California 
October 25-28, 2007

The Hilton Arden West 

Sacramento, CA 

Connecticut 
November 3-4, 2007

Hawaii
October 20-21, 2007

Elk’s Club, Honolulu, HI

Illinois 

November 2-4, 2007

Holiday Inn, Quad Cities, IL

Iowa
November 2-4, 2007

Renaissance Hotel

Des Moines, IA 

Kansas
November 2-4, 2007

Grand Prairie Hotel

Hutchison, KS 

Maryland
November 9-11, 2007

Carousel Hotel
Ocean City, MD

Michigan 
October 19-21, 2007

Marriott Centerpoint
Pontiac, MI

Minnesota 

November 2-4, 2007

Holiday Inn

Bloomington, MN 

Nevada
November 2-3, 2007

Orleans Hotel, Las Vegas, NV

New Hampshire
October 27, 2007

Holiday Inn, Concord, NH

New Jersey
November 9-11, 2007

Holiday Inn

Mattahawken, NJ 

New York
November 2-4, 2007

Clarion Hotel, Albany, NY

Ohio 
November 2-4, 2007

Holiday Inn Eastgate

Cincinnati, OH 

Pennsylvania 

November 10-12, 2007

Holiday Inn Greentree

Pittsburgh, PA

Puerto Rico
November 16-17, 2007

Holiday Inn, San Juan, PR

Rhode Island 
October 27, 2007

Radisson Airport Hotel 
Providence, Warwick, RI 

Texas 
November 9-11, 2007

Medical Center Inn

San Antonio, TX

Virginia 
November 2-4, 2007

Wyndham Resort

Virginia Beach, Virginia

Washington 
October 19-21, 2007

Ramada Inn Governor’s House, Olympia, WA 

Wisconsin 
November 9-11, 2007

Best Western, Janesville, WI
Determination is the Key
by Dr. Marc Jay Gannon
As a low vision specialist, I evaluate people with all types and degrees of vision loss.  Often I can help improve visual abilities with the use of special low vision technology.  Other times I encourage the patient to explore alternative, non visual techniques, and sometimes I recommend both.  In the end, it is the patient’s choice. 
Sometimes patients surprise me, like Pauline.  When I first evaluated this 93-year-old woman, I learned that despite her vision loss, she was still living in her own apartment and had a companion who came by every morning for an hour to help her clean and prepare her meals for the day.  She otherwise occupied herself with television and talking books.

After evaluating her extremely limited vision I concluded that there was very little chance that she would be able to regain any level of useable vision.  So her physician son and I agreed that it didn’t make sense for Pauline to proceed with low vision treatment. 

To our surprise, this spunky woman refused to accept our conclusion.  She told her son that she spent 23 hours a day alone at home, bored and frustrated that she could neither read nor write letters. She wanted to try a low vision device and wouldn’t take no for an answer!  

I designed a custom tele-microscopic system for Pauline, and, with one of my therapists, put together an extensive training plan to help her master the device and restore some of her vision function.  After three months, Pauline was reading 18-point type with her low vision aid. (This is similar in size to the large print Reader’s Digest.)  She was also able to write using a special broad-tipped pen and dark-lined paper.  

Pauline wrote us many letters in the months that followed. When I look at those letters I am reminded just how important determination and motivation are in making life work for us. We can change our lives and those of the special people whose paths we are fortunate enough to cross.  Don’t give up! There is life after diabetic retinopathy and vision loss.  Whether the solution is visual or non visual, determination is key.                                                                   i
About the Author

Marc Jay Gannon, OD, FAAO is a frequent speaker and authority on the treatment of low vision and a leader in the field.  He founded the Low Vision Institute in Ft. Lauderdale, Florida, after developing methods and training techniques to successfully treat his low vision patients.   He is respected for his revolutionary solutions and caring demeanor, and is dedicated to improving the lives of the visually impaired.

Be Prepared: Planning for Sick Days

by Ann S. Williams

Although we all hope to stay healthy year-round, there are always times when you don’t feel well. Especially during the winter and early spring, many people catch a variety of illnesses such as colds, sore throats, and influenza.  

While these seasonal illnesses are inconvenient for everyone, they can be potentially dangerous if you have diabetes because when you are sick, the stress of the illness makes your blood glucose (sugar) rise. High blood glucose makes your body’s immune system less effective at fighting germs, and also makes you feel sicker than you would with normal blood glucose.  High blood glucose also causes the kidneys to make more urine, which can lead to dehydration.  This, in turn, can lead to even higher blood glucose.  This can become a vicious cycle, which at its worst can become a medical emergency.

However, most of the time, this vicious cycle can be prevented.  Some simple planning can help you keep your blood sugar in control during times of illness so your body can recover quickly.  Sick day planning should include 3 parts:  First, preventing illness is much better than becoming ill.  Next, it’s important to have a set of supplies on hand that you would need if you were sick, so you don’t have to buy them while you’re sick.  Finally, you need to know what to do to manage your diabetes during illness.

Preventing Illness

There are a few simple steps you can take to avoid illness, even when it’s “going around”:

You should make sure that all your immunizations are up-to-date.  This can be as simple as asking your doctor when you have your regular checkup whether you need to update them.  In general, most adults with diabetes should have had the following immunizations at some time in their lives:  MMR (measles, mumps and rubella) and chickenpox (if they have not had the diseases); tetanus and diphtheria every 10 years; pneumonia; and influenza every year before the flu season begins.  Your doctor may recommend other vaccinations if you have particular risk factors.

The other prevention steps involve common sense and simple low-tech practices.  As much as possible, you should avoid being around people 
who are sick.  And throughout the day, you should wash your hands frequently, especially when illness is “going around”.  People tend to pick up many illnesses from touching surfaces that have germs from having been touched by people with illnesses.  Such surfaces can include doorknobs, telephones, papers, pens, pencils, table tops, etc.  It’s impossible to live a normal life without touching such things. However, many studies have shown that by simply washing your hands with plain soap and water, you can greatly decrease your risk of getting sick from these common sources of infection.  

Supplies:  A Sick-Day Box

You may find it helpful to have a box of supplies that you would need if you become sick.  The box itself can be a shoebox, a cardboard box, or a plastic box.  It could even be a drawer or shelf where the supplies can remain undisturbed until you need them, or anything else that is large enough to contain the following items:

•  The names and phone numbers of your primary care doctor, diabetes doctor, and pharmacy written in large letters and taped inside the lid of the box or sitting on top of everything else.

•  A quart or two of calorie-containing clear liquids, such as ginger ale or clear fruit juice.

•  A quart or two of non-caloric clear liquids, such as chicken broth, sugar-free gelatin, or diet pop.

•  A thermometer.

•  An extra box of blood glucose test strips.

•  An extra box of lancets.

•  An alarm clock, to remind you to check your blood glucose regularly.

•  A box of urine ketone test strips.

•  Paper, such as a blood glucose record book or notebook, and a pen or pencil for writing blood glucose results and other important records.

•  Instructions for sick days.  You can include a copy of this article.  But it is even better to discuss your personal sick day plan with your doctor, and keep your personal sick day instructions in your sick day box.

•  Aspirin, acetaminophen (Tylenol), or ibuprofen (Motrin) to bring down a fever.

•  An up-to-date list of all your medical conditions and medications, including usual doses.

•  Glucose tablets or glucose gel for treating hypoglycemia.

•  If you use insulin you’ll want to include extra syringes, pen needles, or insulin pump supplies, with at least one vial or pen of extra insulin in the refrigerator at all times. 

Managing Diabetes During Illness

The following sick day guidelines apply to most people with diabetes. However, your personal situation might call for something slightly different.  It’s best to talk with your doctor while you’re well about personal guidelines for if you become sick.

•  Continue to take your diabetes medication during illness, even if you are not able to eat.  Because illness is a stress on the body, it will cause the blood sugar to rise, so you’ll need your diabetes medication.

•  Check your blood glucose at least 4 times a day—before each meal and at bed time.  

•  If you use insulin, talk with your doctor about a plan for adding extra insulin if your blood sugar is high during illness.  Dosing varies by individual, so it’s important to consult your doctor about this.

•  If your blood sugar tests above 240:

• Use the urine ketone sticks to check for ketones;

• Check your blood glucose more frequently—about every 2 hours.

• If your blood glucose stays above 240 for 4 or more hours, call your doctor.

•  Write down the time and results of all blood glucose and urine tests, as well as your temperature when you take it.  Also make a note of any illness symptoms, such as vomiting, diarrhea, rashes, or pain.   

•  Drink at least 8 ounces (1 cup) of non-caloric liquid every hour while you are awake.

•  If you cannot eat solid food, alternate 8 ounces of non-caloric clear liquid 
with 8 ounces of carbohydrate-containing clear liquid, like regular pop or a clear juice.

•  Call your doctor:

• If you feel unsure of what to do.

• If you cannot hold down your diabetes medication.

• If you cannot hold down any solid food or liquid.

• You have been vomiting or had diarrhea for more than 2 hours.

• If you have ketones in your urine.

• If your temperature is above 101º F.

• If you have trouble concentrating or staying awake.

• If your blood glucose stays above 240 or below 60.

• If you have symptoms of dehydration or ketosis:  sunken eyes; dry cracked lips, mouth or tongue; skin that remains “tented up” after being pinched; fruity-smelling breath; nausea and dizziness; difficulty concentrating.

Preparation Helps!

All of this preparation may seem like a lot of work while you are well.  But if you have a serious illness, it will pay off.  By having supplies available and knowing what to do, you will be able to recover faster—and you could prevent a very serious illness, a trip to the emergency room, or even a lengthy hospitalization.  So be prepared!  Put together your sick box and sick day instructions today.     

About the Author

Ann S. Williams is an RN, with a PhD in Psychology, and has worked as a diabetes educator for 20 years.  She has specialized in teaching independent diabetes self-management for blind people and writes and speaks frequently on this topic for other health care professionals.  She was the founder and past chair of the Disabilities Specialty Practice Group of the American Association of Diabetes Educators, and remains an active member of that group.

Understanding Oral Diabetes Medications
by Gail Brashers-Krug

Today, almost 21 million Americans have diabetes, and more than 90 percent of those have type 2, or insulin resistant diabetes.  Doctors often prescribe oral medications to treat type 2 diabetes, either alone or combination with insulin therapy.  This article provides a guide to those oral medications.
Which Diabetics Use Pills?

With a few exceptions, diabetes comes in two types.  Type 1 diabetes occurs when the body does not produce enough insulin on its own.  To treat type 1, you must restore the proper amount of insulin—either by taking insulin (through injection or inhalation), or by receiving a transplant, either of an entire pancreas or of specialized pancreas cells, called islet cells.  Type 1 cannot be treated with oral medications.

Type 2 diabetes occurs when the body produces enough insulin, but gradually becomes insulin resistant—that is, loses the ability to process insulin.  Type 2 is usually controlled first through diet and exercise, which improve your body’s ability to process its insulin.  For most type 2 diabetics, however, diet and exercise changes are not enough. The next step is oral diabetes medication.  Moreover, most type 2 diabetics eventually stop producing enough insulin, and often cease insulin production altogether.  As a result, many type 2 diabetics will ultimately need insulin therapy in combination with their pills.   

How Do the Different Pills Work?

Oral diabetes medications attack the problem in three ways.  

More insulin:  Some pills stimulate your pancreas to produce more insulin.  The first successful “diabetes pills” were the sulfonylureas (glyburide, glipizide, glimepiride, tolazamide, chlorpropamide, and tolbutamide). These are insulin secretagogues, that is, chemicals that cause your pancreas to produce more insulin.  When you take these medications, your body is still not processing insulin as effectively as it should, but there is more of it in your bloodstream to process.

More recently, another group of oral medications have been developed that, like the sulfonylureas, stimulate increased insulin production. These medicines, called by the brand names Prandin and Starlix, are more effective than the first generation of drugs, but they accomplish the same purpose—that is, they overcome insulin resistance by increasing insulin supply. 

The obvious problem with the insulin-increasing medications is that they can cause hypoglycemia, or low blood sugar.  In addition, insulin secretagogues become useless when the pancreas ceases insulin production, as it eventually does in many type 2 diabetics. At that point, insulin must be injected.

Using insulin better:  Newer diabetes medications attack type 2 at its source: 
“insulin resistance,” the body’s increasing inability to use insulin.  Drugs known as TZD’s (trade names Actos and Avandia) directly attack the problem, making the body (temporarily) more sensitive to insulin action. These medicines can be prescribed alone, with the sulfonylureas, or in a “compound” medication like Avandamet (Avandia and Metformin).  TZD’s help the type 2 diabetic make better use of the insulin he or she still produces. They are useless where insulin is not present; they are not a substitute for insulin.

The TZD’s, Actos and Avandia, have recently caused concern in scientific circles because they may increase the risk of heart attack for patients who already have heart failure.  As a result of that concern, the FDA held hearings, and required that the drugs carry a boxed warning stating that they are unsuitable for patients with heart failure.

Less glucose:  A third category of medicines, including the widely-prescribed metformin, stimulates the liver to produce less glucose, and/or temporarily suppress the digestive enzymes that turn carbohydrates into glucose, slowing digestion and glucose absorption, keeping glucose levels more even. More a dietary management tool than antidote to insulin shortage, these medicines help some diabetics keep a more stable blood glucose level, and avoid post-meal spikes. Unfortunately, they can have many side effects, and are less than universal in their utility. 

What About Using Pills and Insulin Together?

Unfortunately, oral medications alone often cannot control diabetes. Many type 2 diabetics, diagnosed as young adults, at first successfully control their condition with diet and exercise, but find they need the pills as they grow older. A number of years (and dosage increases) later, these diabetics have reached the limit of 
what oral medications can do for them, and need to start injecting insulin to keep their blood glucose at a safe level.    

Psychological insulin resistance:  When one’s blood glucose levels and A1c values begin to climb, despite diabetes pills, it is time to begin injecting insulin.  But many diabetics just do not want to take that step—an attitude health care professionals call “psychological insulin resistance.” Some of this is plain old fear of sticking yourself with needles—nurtured by memories from our childhood in the bad old days of dull-as-nails reusable syringes! But some doctors contribute to the problem when they don’t make it clear to the patient why staying with oral medications is no longer working. Staying on the now-ineffective pills means that blood glucose will be out of control. Poorly controlled glucose leads to heart disease, stroke, blindness, kidney failure, neuropathy, and even amputation. Even worse, some doctors assume their patients do not want to begin regular insulin injections, so they don’t even suggest it.  The risks of remaining on oral diabetes medications once the pancreas has ceased producing insulin are far greater than the risks of taking insulin.

Once your doctor has decided to implement an insulin regimen, he or she may still keep you on oral medications, or change the dosages, or stop certain medications altogether.  For many type 2 diabetics, a combination of oral medication and insulin therapy is the most effective way to control their diabetes and delay or even prevent the onset of complications.

Inhaled insulin:  Last year saw the introduction of Exubera, an inhalable insulin. For the first time, we have insulin that does not require injection. But there are problems. First, Exubera is fast-acting insulin, with a response curve quite similar to that of Humalog. There are no longer-acting, inhalable insulins, yet.  Another problem is high cost.  Exubera does what fast injected insulins do, without the needle-stick, but at about twice the price. Your insurance may or may not accept that cost.

Byetta

There is also a third category of diabetes medicine, neither oral pills nor insulin.  It is called Byetta, a medicine injected twice a day, and made from a synthetic form of Gila monster saliva.  Seriously!  Byetta’s active ingredient, exenatide, works by mimicking the effects of a human hormone called GLP-1, which is normally released after meals, stimulating digestion and insulin production. GLP-1 also discourages the liver from producing too much sugar.  Byetta has one highly touted side effect: it can cause significant weight loss.  Unfortunately, however, it can also cause severe nausea.

Conclusion

It is now far easier for you and your doctor to tailor your diabetes medications, whether oral or injectible, with or without insulin, to your specific needs—improving your control and lessening your possibility of serious complications.                                            

The new FDA warning accompanying Actos and Avandia states they should not be taken by patients with “heart failure.”  Keep in mind that “heart failure” is NOT the same thing as a heart attack.  Heart failure means that the heart can’t pump enough blood to the body’s other organs.  You can have a heart attack without having heart failure, and you can have heart failure without having a heart attack.  If you have had any heart trouble, please check with your doctor to make sure that you do not have heart failure.

	Brand name (generic name)
	Category
	How It Works
	Other Information

	Amaryl (glymepiride)

Diabinese (chlorpropamide)

Micronase (glyburide)

Glynase (glyburide)

DiaBeta (glyburide)

Glucotrol (glipizide)
	Sulfonylureas
	Increases insulin secretion
	May cause hypoglycemia

	Prandin (repaglinide)
	Meglitinide
	Increases insulin secretion
	May cause hypoglycemia

	Starlix (nateglinide)
	Phenylalanine derivative
	Increases insulin secretion
	May cause hypoglycemia

	Avandia (rosiglitazone maleate)
	TZD
	Helps cells respond more effectively to insulin
	Cannot be used in patients with heart failure

	Actos (pioglitazone HCl)
	TZD
	Helps cells respond more effectively to insulin
	Cannot be used in patients with heart failure

	Glucophage (metformin)
	Biguanide
	Decreases the liver’s glucose production
	Most commonly prescribed diabetes drug

	Riomet (metformin in liquid form)
	Biguanide
	Decreases the liver’s glucose production
	Liquid form of the most commonly prescribed diabetes drug.

	Precose (acarbose)
	Alpha-glucosidase inhibitor
	Slows intestinal absorption of some carbohydrates
	Works best when taken with the first bite of food.

	Glyset (miglitol)
	Alpha-glucosidase inhibitor
	Slows intestinal absorption of some carbohydrates
	Works best when taken with the first bite of food.


About the Author

Gail Brashers-Krug, JD, is Director of Special Projects for the Diabetes Action Network.  A mother of five and a recovering trial lawyer, Gail works with the diabetes industry, diabetes advocacy groups, and government agencies to advocate on behalf of diabetics with complications.

Resource Roundup

Note: Resources mentioned below do not imply endorsement by the Diabetes Action Network of the NFB.

The National Kidney Foundation Can Assist Diabetics

The National Kidney Foundation (NKF) publishes a variety of informational materials about diabetes and chronic kidney disease.  The NKF also provides resources and support for those undergoing dialysis or kidney transplants. The NKF seeks to prevent kidney and urinary tract diseases, improve the health and well-being of individuals and families affected by these diseases, and increase the availability of all organs for transplantation. For more information, call the NKF at (800) 622-9010, or go to www.kidney.org.

A Wealth of Information at One Site

DiabetesXChange.org is a new online clearinghouse for promising initiatives in diabetes care, prevention and management in the U.S. Whether it’s a small community-based initiative, university-sponsored effort, corporate wellness program or large government project, visit the Web site to learn more.
Are You Hearing Voices?

Well, maybe you should be!  Now you can listen to Voice of the Diabetic online at our Web site, or download it to your MP3 player to listen to anytime.  You can be educated, empowered, and inspired while exercising, riding the bus, or standing in line.  Hear the latest news about diabetes complications and listen to the stories of other diabetics who are living their best lives, despite their illness.

To hear the Voice, simply access our Web site at www.nfb.org/voice, and click on the link for the issue you want to hear.  (The Fall 2007 and Summer 2007 issues are currently available in audio format.)  Scroll down to the Table of Contents, find a story that interests you, and click the “Listen Now” button to hear the story play on your computer.  Alternatively, click the “Save to MP3” button to download the story to your MP3 player to enjoy anytime.  We hope you like what you hear!

Talking Health-monitoring Devices

You can buy a number of useful medical tools, such as the Lo-Dose Count-A-Dose tactile insulin syringe-filling tool, a talking blood pressure cuff, a talking digital thermometer, and a talking prescription bottle reader.  Prices are reasonable, and in some cases the lowest anywhere. Enhance your independence and health! Contact the NFB’s Independence Market at telephone: (410) 659-9314 (select option 4 from the voice menu); Web site: www.nfb.org.

Prodigy Meter

Prodigy® AutoCode makes monitoring your blood glucose level easier than ever. An essential tool for the visually impaired, the audio function is also perfect for all who prefer the spoken word to a digital display. Audio prompts guide you through each step of using your meter and testing your blood, and when the test is done you hear the results. For more information visit www.prodigymeter.com or call (800) 366-5901.

Low Vision Tools

The NFB Independence Market has many useful assistance aids for low vision individuals. If you need assorted magnifiers, low-vision felt-tip pens or large-print items such as address books, calendars or check registers, you will find them among the useful items in the market. Contact the NFB’s Independence Market at telephone: (410) 659-9314 (select option 4 from the voice menu); Web site: www.nfb.org.


Helpful Web site:  www.mendosa.com

“Diabetes is a disease that perhaps more than any other depends much more on the patient than on the doctor.” So begins the Web site of David Mendosa, a freelance writer who has written hundreds of articles about diabetes and everything related to it, and is diabetic himself. There are links to all of his writings, plus resources that he has found by scouring the Web for a wealth of diabetes information. www.mendosa.com.

Free Diabetes Identification Necklace!

The Diabetes Research and Wellness Foundation (DRWF) is an organization whose stated mission is “to help find the cure for diabetes and until that goal is achieved, to provide the care needed to combat the detrimental and life-threatening complications of this terrible disease.” The Foundation offers a wealth of free information covering all aspects of diabetes, which you can order from www.diabeteswellness.net or by calling the diabetes helpline at 
1-800-941-4635.

DRWF is offering free identification necklaces for any diabetic who contacts the Foundation. This identification is key when you are unable to speak for yourself in an emergency, and reads:  “I Have Diabetes, Please Test My Blood Before Treating Me.” 

To order, mail your self-addressed, stamped ($0.41) request including your name and address to the address below OR order online and be charged a $2.95 shipping and handling fee.

FREE Diabetes Necklace

5151 Wisconsin Avenue, NW, Suite 420 

Washington, DC 20016 

If you are a health care professional and would like to receive a supply of necklaces for distribution to patients please call us at 202-298-9211 or e-mail us at diabeteswellness@diabeteswellness.net to discuss your requirements.

Read the Paper by PHONE with NFB-NEWSLINE®

NFB-NEWSLINE® makes daily newspapers and magazines accessible by phone. Users listen to the news via synthesized voice. No computer is needed and it is FREE! New feature: national television listings! To sub-scribe contact:  NFB-NEWSLINE®, 1800 Johnson Street, Baltimore, MD 21230; telephone:  (866) 504-7300. 

Diabetes Supplies

American Diabetic Supply, Inc., will ship your diabetes supplies to your door.  They handle all insurance claims and provide free delivery.  Those with Medicare and/or private insurance (no HMOs) may receive supplies at no further cost.  For information, contact:  American Diabetic Supply, Inc., telephone: (800) 453-9033, ext. 611; Web site: www.americandiabeticsupply.com.

Erectile Dysfunction Assistance

Discount Diabetic can provide you with vacuum therapy for your erectile dysfunction and insurance will probably cover it! Effective method, proven to help. Call today (800) 501-1074 or visit www.discountdiabetic.com.

We Want To Hear From You!

Voice of the Diabetic wants to hear your voice.  We have designed a new survey to find out all about our readers.  Tell us what you like about the Voice, and what could use some improvement.  Please take our survey online so that we can make sure Voice of the Diabetic provides the news, stories, and features you need.

To take our survey, visit our Web site at www.nfb.org/voice.  Scroll halfway down the page, and click the link for the reader survey.  No identifying information is collected, and your responses are kept completely confidential.  Please be honest—the more you tell us, the more we can improve.  Thank you!

Help for Diabetic Amputees

The mission of The Amputee Coalition of America (ACA) is to reach out to people with limb loss and to empower them through education, support and advocacy. This includes access to, and delivery of, information, quality care, appropriate devices, reimbursement, and the services required to lead fulfilling lives. The ACA publishes InMotion, a magazine that addresses topics of interest to amputees and their families.  The ACA toll-free hotline provides answers and resources for people who have experienced the loss of a limb.  In addition, the organization develops and distributes booklets, video tapes, and fact sheets to enhance the knowledge and coping skills of people affected by amputation. To contact the ACA, call (888) AMP-KNOW (888-267-5669), or check out the Web site at www.amputee-coalition.org.

Low Carb Pasta

High fiber, low carb, delicious Dreamfield’s pasta can help you control your blood sugar and stick to a healthful diet. Raise your expectations, not your blood sugar. Visit www.tryDreamfields.com for more information. 

Raise Your Voice
Help us share your stories with those who are new to blindness and diabetes!
The Raise Your Voice campaign is our newest project, and we want to hear from you! We want to reach other diabetics who have lost vision, or people who are newly diabetic and may be feeling discouraged, scared, or overwhelmed. Voice of the Diabetic readers know that people can and do manage diabetes with little or no vision, and no loss of independence. So share your story!

We also want to share your voices with pharmaceutical companies, pump manufacturers, blood glucose meter producers, and others in the diabetes industry and tell them how important it is to make their products accessible to diabetics with little or no vision.  We hope to show those companies that there is a growing and vocal population of blind diabetics who need and deserve accessible diabetes technology!

So please, Raise Your Voice and add your story!  Here’s how to do it:

Call the Raise Your Voice line at (410) 504-1940.  After the recorded greeting, leave your story at the beep.  It couldn’t be easier!  Please keep a few things in mind.  

•  First, introduce yourself using your first name. Tell us about your diabetes and blindness. (For example: “I’m Gail, a 38-year-old type two diabetic.  I was diagnosed six years ago when I was pregnant, and became legally blind last year…”).  

•  Second, you don’t have to be a diabetes superhero to share your story. Ordinary people living with diabetes and vision loss are inspiring enough! Your story should be between three and five minutes, but even thirty seconds is fine!  

•  Third, stay positive! Newly diagnosed diabetics or newly blind diabetics need to hear success stories.  Share thoughts, information, or stories that will be helpful to others.  What do you wish you had known when you first lost your vision?  How do you work around your vision loss, or other complications, such as amputations and kidney failure?  What are your successes?

Raise Your Voice and help others!
Watch the next issue of Voice of the Diabetic for details on how to listen to all the stories we collect.     

Voice of the Diabetic Subscription Form
Order Your Free Subscription TODAY!
___   YES, send me a free subscription to Voice of the Diabetic in:  
__ PRINT   __ 4-TRACK AUDIOCASSETTE   __ E-MAIL

___   YES,  I would like to join the Diabetes Action Network of National Federation of the Blind.  
___   My $10 annual dues are enclosed.

Name: __________________________________________________________

Address:_________________________________________________________

City:_____________________________________________________ State:____________________ Zip:_________

Phone:_________________________________________ 
E-mail:__________________________________________

Voice Subscriptions are offered free of charge, but cost the NFB about $20 per year. Your charitable donations are most welcome.  Thank you. 

Return to:  Voice of the Diabetic

1800 Johnson Street, Baltimore, MD 21230

phone: 1-888-581-4741   •  e-mail: subscribe@diabetes.nfb.org

www.nfb.org/voice
Ask the Doctor

Dr. Milagros (Millie) Samaniego is an Associate Professor and Transplant Physician in the Section of Nephrology at the University of Wisconsin-Madison. She is Associate Editor of the American Journal of Transplantation and is an active member of the American Society of Transplantation, the American Society of Nephrology, and the National Kidney Foundation. For many years she has researched kidney transplant rejection and sensitization issues.

People with diabetes are at increased risk of developing kidney disease. This risk varies with the type of diabetes: Although a higher percentage (50%) of Type 1s will develop kidney disease and failure, Type 2 diabetes has become the most common cause of kidney failure because of the high number of people in the United States with Type 2. Up to a quarter of people with Type 2 diabetes will develop kidney disease, so it’s very important to be aware of this risk and make sure you are getting the testing you need to monitor your kidney function. 

Q: Why am I at risk of kidney problems just because of my diabetes?

A: Diabetes damages small and large blood vessels and the kidney is full of those, so it is at increased risk of damage. At the same time diabetes can cause changes in the pressure inside an important capillary network in the kidney called the glomerulus, which is in charge of filtering the poisons in the blood. This is called glomerular hypertension, which causes the kidneys to work harder and affects the filtration rate and causes more kidney damage. So if you have diabetes you must control your blood pressure and make sure you have tests for kidney function every year.

Q: What is the GFR test and why do I need it (do I need it)?

A: The GFR is a check of your glomerular filtration rate (GFR) and is the best reflection of kidney function that we have available. Along with the creatinine level in your blood, your age, race, body size and sex are used in a formula to determine how well your kidneys are filtering waste and extra fluid from your body. If your result is anything below 90 ml per minute, you may have impaired kidney function.

Q: Are there other tests I should be getting to make sure my kidneys are OK?

A: You have probably been getting a standard annual urinalysis to check for blood and protein in the urine, but if you have diabetes you should also have a separate urine test (microalbuminuria) which looks for trace protein called mircoalbumin. If there is microalbumin in your urine and you are diabetic that immediately qualifies you as having kidney disease, regardless of your GFR, so this is a very important test.  Your doctor may want to follow up with radiological testing such as ultrasound to look at the size of your kidneys, which are usually each about the size of a fist. If they appear small, the shrinking may indicate that you have had kidney disease for a long time.

Based on these tests your doctor may decide to do a kidney biopsy where a small needle is inserted and tissue is studied under the microscope.

Q: What are the symptoms of kidney disease or failure? Will I be able to tell?

A: It’s a silent disease. That is why it is so important to have the screening tests. By the time you are sent to a nephrologist (kidney doctor) you may already have an advanced form of the disease. If you have undetected kidney disease, you may have swelling of the legs (edema) or hypertension. If you have 
high blood pressure you should be seeing a nephrologist. 

Q: What are the best ways to manage my diabetes and kidney health?

A: The best thing that you can do to stall the onset or progression of kidney disease is make sure your blood pressure is under optimal control. Talk to your doctor about taking an ace inhibitor or angiotensin-2 receptor blocker even if you don’t have high blood pressure (hypertension). Get annual GFR and microalbuminuria tests, and monitor the results carefully. Also, monitor your glycemic control with A1c tests twice a year (every three months if your goal has not been reached), treat high cholesterol, and don’t smoke!                   
