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Make Me a Perfect Match: 

Understanding Transplant Compatibility

The ultimate goal of matching a donor kidney with the person seeking transplantation is identification of an organ that will be tolerated indefinitely by the body of the recipient (who takes medications to prevent rejection).  It is helpful to divide donor and recipient matching into three distinct areas: blood type matching, tissue type matching and crossmatching.  Each is a distinct and important aspect of donor and recipient matching for which specific, complex laboratory tests have evolved.  Each applies to kidneys from both live and deceased donors.

Blood Type Matching

The importance of blood group matching in transfusion has been known for many years, and it is equally important in kidney transplantation.  The four major blood types in humans correspond to the type of glycoproteins (a combination of sugar and protein) on the surface of the blood cells.  Type A cells carry type A glycoproteins and type B cells carry type B glycoproteins.  Type AB cells have a mixture of both A and B glycoproteins.  Type O cells have neither.

 Humans also naturally have antibodies to the glycoproteins their own cells lack.  These 

antibodies are responsible for causing serious (and sometimes fatal) reactions when they attack their targets.  Since people with type A cells have antibodies to type B glycoproteins, a donor with type B blood is not compatible with a type A recipient.  Similarly, those with type B cells have antibodies to type A glycoproteins, indicating a type A donor is not compatible with a type B recipient.  Individuals with type AB cells lack antibodies to these glycoproteins and are therefore compatible with any potential donors (with regard to blood type matching).  Those with type O have antibodies against both type A and type B cells and therefore require type O kidney donors.  Thus, the person with blood type AB is the universal kidney recipient and the person with blood type O is the universal kidney donor.

The other factor, called the RH factor, adds a plus or minus to the blood type letter.  This factor relates only to a particular cell type in the blood, is not part of the kidney and is not important in kidney matching.

Tissue Matching
Tissue matching is a very complex area involving testing the similarity of certain proteins, called antigens, between the donor and recipient, which are defined through blood tests.  We all have many genes, some of which determine the expression of these antigens.  For kidney transplantation, we currently look at six of these, called major histo-compatibility complex or HLA antigens.  By analyzing which six of these specific antigens both individuals have, we are able to determine the closeness of tissue matching.  A six-antigen match (both people have the same set of six antigens) is the best compatibility between a donor recipient pair who are not identical twins.  This match occurs 25 percent of the time between siblings having the same mother and father and also occurs from time-to-time in the general population.

Long-term outcomes in kidney transplantation do relate to this matching (as well as other 

factors), which is the reason for seeking the best possible match.  Analysis of thousands of transplants consistently shows that six-antigen matched kidneys have the best statistical results, followed progressively by five antigens, and then four antigens, etc.  For this reason, when a close match is available, it is preferred.  Yet, today, the immunosuppressive medications used to prevent rejection have improved to the extent that even transplants with no tissue match (a zero match) may still provide good outcomes.   Many other factors, such as the patient’s age, other disease conditions, and degree to which the prescribed medications are actually taken, also affect the results of transplantation.  For this reason, good tissue matching is considered a benefit, but not a requirement for good outcome.

Crossmatching
The final test of compatibility between a kidney donor and recipient is the crossmatch, used to identify the presence of preformed antibodies that would damage the kidney (i.e. cause rejection) from that specific donor.  The basic test involves mixing the liquid portion of the recipient’s blood (the part of the blood that contains antibodies) with cells from the donor.  Killing of these cells indicates the presence of antibodies.

The three past medical events that may cause a recipient to have antibodies are pregnancy, blood transfusion or prior transplantation.  Refinements in laboratory techniques for crossmatching have led to very sensitive and accurate testing that is probably responsible for some of the improved outcomes of kidney transplantation.  Although this testing is now highly complex and may involve as many as 10 to 15 different/separate tests, the final result is fairly simple.   If the crossmatch is positive, the recipient has responded to the donor (antibodies were present and killed the cells) and transplantation should not be carried out.  A negative crossmatch means the recipient has not responded, and transplantation may proceed.  Although this may seem confusing, we should all think of a crossmatch as the final and very important test indicating a go or no go with a transplant operation.  A positive crossmatch essentially says the recipient will reject the donor organ and the transplant should not be done.  A negative crossmatch indicates the recipient will not respond and the transplant should be done.

To be certain, the final crossmatch provides accurate results for deciding whether or not to proceed with transplantation, live cells from the donor and recent blood from the recipient are needed.  It is easy to schedule blood testing in the days before a live donor kidney transplant.  But the rapid decision-making required to avoid wasting kidneys from a deceased donor requires the recipient’s blood has already been prepared and stored in the tissue typing laboratory.  For this reason, people who are active on the United Network for Organ Sharing (UNOS) kidney waiting list must provide a new blood sample each month.

New Approaches to Incompatible Donors
A recipient who has an incompatible live donor kidney or has antibodies that make it very difficult to find a compatible deceased donor kidney will not be able to undergo conventional transplantation.  Today, there are numerous strategies being attempted to try to overcome these obstacles.  New matching strategies to identify another live donor-recipient pair whose incompatibility with each other may still permit successful organ exchange between the pairs are being explored.  In the simplest exchange, for example, donor 1 with blood type A (whose own recipient 1 has blood type B), might exchange organs with donor 2 who has blood type B (whose own recipient 2 has blood type A). Other exchanges are more complex, but are actively being sought in numerous regions of the country.

Other approaches to incompatibility involve pretreating the recipient with immunoglobulin, a blood product pooled from thousand of donors, with or without a therapy called plasmapheresis.  These strategies are intended to deplete the level of preexisting antibodies to blood groups or to HLA antigens in the recipient and to make the crossmatch result negative.  These approaches are still considered experimental, but should be discussed if there is no other strategy likely to permit transplantation. (Editor’s Note: As of May 2006, some transplant programs such as the Incompatible Kidney program and the Positive Crossmatch and Sensitized Patient protocol at Johns Hopkins Hospital, Baltimore, MD, are no longer considered experimental.) 

In summary, a well-matched kidney is one in which the blood types between the donor and recipient are compatible, the tissue typing is well-defined and well-matched (as well-matched as possible), and the crossmatch studies are negative.  Application of these principles has helped to make the results of live and deceased donor kidney transplantation excellent, and to make this therapy safe for thousands of patients with end-stage renal failure.  New approaches to making transplantation possible for recipients with incompatibilities and high level of antibodies are beginning to show promise for making transplantation a realistic option for those who could not previously benefit.

About the Authors
Amy L. Friedman, MD, FACS, is an associate professor at Yale University School of Medicine Department of Surgery in New Haven, Connecticut and serves on the AAKP National Board of Directors and AAKP Medical Advisory Board.

Thomas Peters, MD, FACS, is a transplant surgeon at Jacksonville Transplant Center at Shands Jacksonville Medical Center in Jacksonville, Florida.  Dr. Peters also serves on the AAKP National Board of Directors and AAKP Medical Advisory Board. 
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Listen to the Gov

Nearly 129 million adults in the United States are overweight,” said Arkansas Governor Mike Huckabee in a recent press release.  “Of these, more than 60 million are obese, and nine million are severely obese.  Excess weight is an indicator of poor health habits—such as poor nutrition and lack of physical activity—known to cause or worsen chronic conditions such as diabetes and heart disease.  When combined with tobacco use, these health habits are the leading cause of preventable death in the United States.

“These trends threaten the health of individual Americans and the American economy.  We already pay more for health care than people in other Western nations.  If we continue to tax our health care system with chronic conditions, the system will 

worsen.”

He’s right.  Diabetes is a “self-management” disease.  If you do your best, with good exercise and healthy diet, you can prevent or moderate diabetes’ severity and reduce the risk of complications.   
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Father and Son Duo Tackle Diabetes
by Gail Brashers-Krug  

Five-year-old JonCarlos Rivera Ley looks just like his papa, Tom.  JonCarlos inherited his charming smile, his delightful singing voice, and his goofy sense of humor.  And a year ago, JonCarlos also inherited his father’s type 1 diabetes.

But JonCarlos enjoys an important advantage that most diabetic children do not.  He has an arsenal of the three most important weapons against a chronic disease like diabetes: know-how, a positive attitude, and terrific role models.  One of JonCarlos’s advantages comes from the fact that both his parents are blind.

“Step Outside Your Fear”
But how can blindness possibly be an advantage?  JonCarlos’s mom, Eileen, who has been legally blind since birth, explains: “Tom and I know that being blind can be rather frustrating at times, but it doesn’t mean that a good life is over.  We accept that we have to make adjustments, and we get on with life.”

Tom, a 39-year-old devout Christian and self-described “math geek,” lost his sight to 

diabetes at age 17.  He is currently undergoing dialysis three times per week while awaiting a kidney transplant.  Nevertheless, he is relentlessly upbeat, positive, and energetic.  “You can always think of reasons why you can’t, if you’re coming from a position of fear. But if you step outside your fear and try, you can usually figure it out.”

Much of Tom’s hopefulness comes from his strong faith.  “I truly believe that God allows struggles in our lives for our good.  For example, if I had not become blind, I would never have met my wonderful wife or had my children.”

JonCarlos’s fourteen-year-old sister, Maria, agrees: “My parents have never let disabilities stand in their way.  Some people think that because my parents are blind, I do everything for them, or I get away with lots of stuff because they can’t see.  But it’s not that way at all.  Mom and Tom are super independent, and, trust me, my mom never lets me get away with anything.”  Maria is really proud of her family. In fact, Maria recently gave a speech to her entire middle school about the strength she and her little brother have gained from their parents’ approach to adversity.

“Find the People Who Know”
The Leys put their positive attitude to work to handle their son’s diagnosis.  “When JonCarlos developed diabetes,” Eileen says, “we knew that handling diabetes would be a lot like handling blindness.  The key was to find the real experts, people living with the problem every day.  There are always those kinds of people out there, those who are living with the problem and have already found solutions.”

The Leys learned this networking strategy from the National Federation of the Blind.  When Tom became blind in high school due to diabetic retinopathy, he and his parents were distraught.  A gifted math and science student, Tom had dreamed of becoming an electrical engineer.  Shortly after Tom became blind, his father took down a volume of the encyclopedia from the bookshelf and opened it to “blindness.”  There he read that blind people succeed at many jobs, “and,” Tom recalls with a smile, “lo and behold one of the jobs listed in the encyclopedia was electrical engineer!”  

That experience planted the seed of hope, but hope began to bloom fully when Tom met the National Federation of the Blind.  Joanne Wilson, then President of NFB of Louisiana, reached out to Tom.  “It was truly amazing.  She did things that I never dreamed blind people could do.  She had five children!”  Tom adds, “Every time I talked to her, she would mention something new, and I’d think, ‘How does she do that?  How does she go grocery shopping, or do her job?’”  Joanne introduced Tom to people in the NFB Diabetes Action Network, who taught him how to manage his diabetes independently.

Eileen joined the Federation while a student at Harvard College.  Her life has never been the same since.  “It was a real relief to meet other blind people who were achieving their goals.  It took a lot of pressure off of me.  I no longer had to be a ‘Super Blind Woman.’  I could just be myself.” 

Over the years, Tom and Eileen have benefited from the advice and support of dozens of successful blind and visually impaired people. Today, Tom is a software development manager for UPS, and Eileen is a strategic planning and fundraising consultant and works on Voice of the Diabetic.  Now they mentor others dealing with blindness and 

diabetes.

The Leys reached out to another, different supportive community when JonCarlos was just nine months old, and was diagnosed with severe hemophilia, an extremely rare, genetic bleeding disorder.  Eileen: “We were shocked—no one in our families had hemophilia.  But we handled it the same way we handled blindness: we knew the key was to find people who had done it before.”  They found the Hemophilia Foundation of Maryland, and through the foundation’s families learned how to manage their son’s hemophilia and, Eileen adds, “Still help him have a normal childhood.”  With special IV infusions of a blood clotting factor every other day, JonCarlos’s hemophilia is controlled.

Before JonCarlos developed diabetes, Eileen, recalls, “Tom would worry every time JonCarlos seemed thirsty.  I told him not to be silly.  ‘Come on,’ I said, ‘you know the odds are very low, and we already have the hemophilia to deal with.’”  But when their son turned four, he began to be thirsty all the time, and have a constant, itchy skin rash.  As the familiar symptoms mounted, Tom and Eileen grew more concerned.   “Finally we had a long, tense talk at three in the morning.  Tom was very upset.  He left the room to be alone for about a half hour, and then came back and said, ‘Okay, I’m done feeling sorry for myself.  We’ll test him in the 

morning.’”  

So when Tom and Eileen learned that JonCarlos had diabetes, they immediately put their NFB experience to work again.  First, they sought advice from their friends in the NFB’s Diabetes Action Network, who assured Eileen that she could manage the glucose testing and insulin dosing safely and effectively.  Next, they set about finding other families raising diabetic preschoolers.  Eileen recalls, “While we were in the hospital dealing with the diagnosis, a dear friend got on the Internet and found the Children With Diabetes Web site. Through it, she found several families in her area who have boys JonCarlos’s age with diabetes.”  With the support of those families, Tom and Eileen learned things like how to train their son’s babysitters and preschool teachers.

“Managing Diabetes Is All Day, Every Day”
Of course, their positive attitude does not mean that the Leys are Pollyannas.  They recognize the challenges and fears of raising a diabetic child.  Eileen recalls, “I couldn’t believe my little boy had yet another chronic disease. When he was first diagnosed, I was nauseous all the time. Of course, Tom has diabetes, but he manages it on his own.  He’s the family expert, but he was at work and I was home with JonCarlos. Managing diabetes is all day, every day.  I was terrified that I would forget to give him his insulin or give him the wrong food or something.”

JonCarlos’s diagnosis was particularly difficult for Tom.  Tom recalls, “I had so many mixed feelings.  I had gone blind and gotten kidney disease as a result of my diabetes.  I didn’t want my son to have to suffer.  Now, with all the intensive therapies and better insulins, I’m hopeful he won’t have to suffer complications at all.”

He continues, “I don’t want to sugar-coat it.  Diabetes is a tough disease.  You have to be a full-time manager of your diabetes.  You’re always thinking about it, always planning for it throughout the day.  The sooner you embrace this life, and accept it as your ‘new normal,’ the sooner you can move on and keep living your life.”

Managing with Adaptations
Managing diabetes can be challenging for anyone, but it is even more so for blind people.  As Tom explains, “There are three basics to day-to-day management: giving insulin, testing blood sugar, and counting carbs.  Those are all things that blind people can’t do without some adaptation.”

The Leys employ a number of adaptations to manage JonCarlos’s diabetes.  For administering insulin, they use the NovoPen Junior by Novo Nordisk to administer Novolog and the OptiClik by Aventis to administer Lantus insulin. The two pen devices are shaped differently, which greatly simplifies identification. The dials on the ends of the pens measure the insulin, and they make audible clicks for accurate dosing. Before switching to his insulin pump, Tom used the Count-a-Dose, a device that provides audible clicks so that a standard syringe can be accurately filled without sight.

For testing blood sugar, the Leys use both talking and non-talking blood glucose meters.  Tom uses a talking meter, the ACCU-CHEK VoiceMate, while JonCarlos uses a traditional meter with a visual display, the ACCU-CHEK Compact, and reports the numbers on the display to his parents.

Counting carbs is a bit more challenging.  “When a new food comes into the house,” Tom explains, “we put a label on it, in Braille and large print, with the serving size and the carbs per serving.  After a while, we’ve come to know from experience how many carbs are in our favorite foods.”  The Leys use their talking computer to access special Web sites like CalorieKing.com where they can find carb counts. 

One of the most helpful strategies they used in managing JonCarlos’s diabetes, Eileen recalls, was educating their friends and family on how to manage the disease.  “When we first started meeting parents with diabetic children, we heard stories of parents who could never go out on a date or leave their children at all, and grandparents who wouldn’t watch their grandchildren because they were afraid of dealing with the diabetes.  There was no way we were going to accept that!”  Eileen invested some time in explaining diabetes management to the parents of JonCarlos’s friends, “and now he goes on play dates like any other little boy.”  

But even a glance at this remarkable family reveals that JonCarlos is not like any other 

little boy, and his family is not like any other family.  Diabetes, blindness, kidney failure, hemophilia—it seems that they can overcome anything.  Eileen laughs, “One of the diabetes educators I know told me that blind diabetics like Tom are a real inspiration to her sighted patients.  She tells them, ‘If these blind people can manage their diabetes and not complain, then you can do it too!’”  

Type 2 Diabetes in Kids Doubles 

St. Louis-based Express-Scripts a pharmacy benefit management company, released a study indicating that the number of children taking prescription medication to combat type 2 diabetes has doubled in recent years. Reviewing the records of more than 3.7 million children age 5 to 19 in their own database, they have charted a doubling of prescription medications used to treat type 2 diabetes: from 0.3 per thousand in 2002, to 0.6 per thousand in 2005.

“This study is the first of its kind to reveal the long-suspected national increase in the prevalence of children at risk for diabetes,” said Emily Cox, PhD, Express Scripts senior director of research, and the study’s lead author.

Drawing on a huge database, asking such a straightforward set of questions, this study is one of the clearest.  Since it includes only those young people already diagnosed and prescribed medications for treatment it is no doubt the tip of a very large iceberg.

The rise in diabetes medication use was most pronounced among pre-adolescents, with prevalence of diabetes treatment jumping 106 percent among 10- to 14-year-olds. We hear how it’s not “adult onset” anymore, but these data show us how severe the problem really is.

The study does not address what may be causing the increase; but authors assume it is rapid growth in childhood obesity (today 1/3 of all North and South American children are overweight; by 2010 it is assumed the figure will be closer to 50 percent), and they blame ever-more-sedentary lifestyles and the increasing availability of junk food.            
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Diabetes in the Classroom: Time to be Prepared
by Peter J. Nebergall, PhD    

Classroom teachers have responsibilities far more broad than just “teaching the subject.”  Presiding as the only authority figure in the classroom for hours each day, the teacher is responsible for the welfare of students. There’s no buckpassing; the teacher is in the room, and the school nurse is not.

So what happens when a student has diabetes?
Hopefully the teacher has been informed. When a student is diagnosed, or when a diabetic child enrolls in school, it is the parents’ or guardians’ responsibility to let school authorities know of the condition—and what needs to be done to help keep the child from running blood sugars too low or too high.  The “desire to conform,” to not stand out, may be powerful; but if a child has type 1 diabetes, or severe type 2, it can be a life and death matter—Parents must let the school authorities know!  
If your child has type 1 diabetes (or “brittle” enough type 2 that emergencies can occur) it may be grounds for preparation of an “IEP” (Individualized Education Program) or a “504 Plan” (in other states that do not use the IEP).  Such an individual plan is ideally worked out among parents, school administrators, and pertinent medical professionals (such as the child’s primary care physician and diabetes educator).  Sometimes the school’s counselor will be involved.  The plan they prepare should spell out the teacher’s role in the child’s day-to-day diabetes self-management, and that of other school personnel.  Parents—you need to be part of the process here.
There are privacy considerations, described in HIPAA, the Health Insurance Privacy and Portability Act.  Appropriate documents must be signed and filed before school administrators and health care professionals can legally discuss a child’s condition with anyone.  This requirement is critically important. 
If the child’s diabetes is significant enough that it can affect his or her safety (not to mention academic performance), it is well to remember that legally, diabetes is classed as a “disability” under the Americans with Disabilities Act (the “ADA Act”), and schools are required to make “reasonable accommodations.”  Such accommodations will vary between individual diabetics, of course, and, as a diabetic child advances through the school system, may change through time as well.  It is important for all to cooperate in keeping the IEP current, and following its instructions, about the student’s diet, medications, and physical activity.  Parents—stay involved.
What about your diabetes knowledge?  As a teacher, you are no doubt used to doing “in-service training” for most every issue; it would not be unreasonable, in a school where diabetic students are present, to schedule a workshop with a Certified Diabetes Educator (CDE) so you can learn, from an expert, how to recognize a diabetes emergency, what to do, and when you need to summon emergency medical aid.   Parents, you need to keep informed too.  
There are educational resources available to you.  Helping the Student with Diabetes Succeed: A Guide for School Personnel is an 80-page manual published by the National Diabetes Education Program, which is a joint venture between the National Institutes of Health and the U.S. Centers for Disease Control.  Any school district lacking an up-to-date plan for dealing with diabetic students would do well to make this text their 

primary guide and parents of a diabetic child should read it cover to cover.  To obtain copies, contact: National Diabetes Education Program; telephone: 1-800-438-5383; Web site: www.ndep.nih.gov.  The book may be downloaded (in PDF format) without cost.  

The Children With Diabetes Web site (www.childrenwithdiabetes.com) contains answers to many of your questions, especially in its section titled “Diabetes at School.”  The site even offers sample IEP and 504 plans, and has a list of states with published diabetes care programs, including Florida, Missouri, New Jersey, New York, Texas, and Washington.  If you are in any way involved with a diabetic child (that includes as a parent), the Children With Diabetes site is worth your while.

The National Association of School Nurses offers their Consensus Statement: Safe Delivery of Care for Children with Diabetes in Schools.  This document may be found online at: www.nasn.org/statements/consensusdiabetes.htm. 

The state of Montana has developed pocket inserts for “Children With Diabetes: A Resource Guide for Schools,” described as “everything you need when a child with diabetes is coming to your school.”  These may be downloaded from: http://healthinfo.montana.edu/diabetes/srminserts.pdf.

The above are just a sample.  The Juvenile Diabetes Research Foundation (JDRF) and the American Diabetes Association (ADA) have their own resources. Where the diabetic student may be losing vision, the National Federation of the Blind (NFB) offers extensive resources, both directly (contact: National Center for the Blind, 1800 Johnson Street, Baltimore, MD 21230; telephone: (410) 659-9314, ext. 2335; Web site: www.nfb.org) or via Voice of the Diabetic magazine.

I didn’t put this information together alone.  A number of high-quality diabetes educators quickly responded to my “call for help,” and flooded me with more good resources than I had space to fit.  My thanks to: Connie Kleinbeck, RN, BSN, CDE, Ann Williams, PhD RN CDE, and Anne Whittington, MBA, MSN, RN, CDE.   

New Drug Treats Diabetic Retinopathy

Arxxant (ruboxistaurin mesylate), from Eli Lilly, is a new medication specifically designed to treat diabetic retinopathy.  It has completed its clinicals; in a three-year “Phase 3” trial involving 685 patients, it significantly reduced the occurrence of sustained moderate visual loss in patients being treated for moderate to very severe diabetic retinopathy. 

The Food and Drug Administration has granted “priority review status” for Arxxant.  In its clinical tests, no significant safety issues have emerged, and the item has demonstrated its efficacy.  It’s all paperwork now.

Please note:  For Arxxant to be effective (the same is true for current therapies like laser 
photocoagulation), the retinopathy must first be detected.  That means regular eye exams with dilated pupils.  Unfortunately, no therapy to date can undo damage already done.  It shouldn’t be too long a wait; ask your doctor about Lilly’s Arxxant; but get your eyes examined first.                      
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Living Testimony
by Nancy J. McCrary     

My name is Nancy J. McCrary.  Diabetes came into my life in 1982, the year I was diagnosed as a “borderline diabetic.”  After he gave me the news, my doctor warned me that unless I started eating right and exercising, I would become a “real” diabetic.

I didn’t listen.  I was in denial.  I continued in my usual habits, and I gained a lot of weight.  So, as predicted, in 1985, I was diagnosed with type 2 diabetes.

I still didn’t listen.  I was given the same warnings as other patients; I knew the consequences; but I did not follow my diet and exercise plan.  

The doctor placed me on the oral medication Glynase twice a day, but my health kept going downhill, and I was switched to Glucophage twice a day.

I don’t know why I ignored my diabetes.  It’s nothing to play around with once you have been diagnosed.  Please learn from me and take the advice of your doctor; get it under control.  Follow your diabetic diet and daily exercise routine.  

I “handled” my diabetes by staying in denial, believing everything would be okay, and 

throwing myself into my work.  When I was employed, I worked 12 to 18 hours a day, five days a week, and of course this also contributed to my health issues, like the heart problems I started having in 1992.

But I kept at my self-destructive lifestyle of fast foods, excessive work schedule, and no exercise.  I was a true couch potato—then my diabetes really took a toll on my body.  

I started having sight problems; the doctors diagnosed macular edema, and the beginnings of diabetic retinopathy.  I felt numbness and tingling in my legs and feet; I tried to ignore them—but my health just kept getting worse. 

Then, in September 2004, my heart condition began to worsen.  In November, 2004, I had a heart attack that I almost did not recover from.  It is only by the grace of God I am alive today.  He gave me another chance to do better.

I’d almost gone blind.  I’d had a lot of sleepless nights, leg pain, numbness, tingling, and many episodes of heart problems.  Finally, I got serious about my diabetes.  My body is a temple of God, and I decided to live as long as He would allow—not to cut life short by ignoring my diabetes.

I’m doing a lot better now.  I exercise daily, and I follow a vegetarian diet of fruits, nuts, vegetables, and grains, with a low number of carbohydrates.  I’ve been taking insulin four times a day, but now, as I eat better, lose weight, and regularly exercise, I’m getting to reduce the volume of my insulin.

I’ve come down from a hemoglobin A1c of 13.9 to one of 6.2, and from a weight of 309 pounds to 250.  I have three stents in my heart, a pacemaker (due to congestive heart failure), pulmonary hypertension, aortic stenosis, arthritis, sleep apnea, acid reflux, diabetic neuropathy, and I need bilateral knee surgery.  After going through all these medical complications, I can testify how good it is possible to feel, and how much of a 

normal lifestyle you can live, when you are taking care of yourself.  You could say I am living testimony.  


Due to ill health, I retired from a nursing career in 2004, after working for 32 years.  Although I am on disability, I remain an active person.  I do a great deal of missionary work throughout my church and community, trying to help others as often as possible.  I love telling others how the Lord saved me, and how He gave my life new meaning.

I had the pleasure of meeting a very inspirational lady named Lois Williams [president of our Diabetes Action Network].  She is very supportive, and continues to uplift my spirit.  It is a long and tough road to regain your health and get your life back on track, especially when you have to do it alone.  It takes faith, a lot of faith in God, and you need to surround yourself with family and good friends who will strengthen your spirit.

To all of you reading this article, I say please, please, DON’T LET DIABETES RULE YOUR LIFE!  If you let it get out of control, it will take control—and you may spend the rest of your life trying to stay free of pain, sleepless nights, and the burden of diabetic complications.  You won’t enjoy your life.  Don’t wait until you are diagnosed with diabetes; take control NOW, by eating right and exercising daily.  Diabetes won’t kill you; you will kill yourself if you don’t fight against this and other diseases by doing the right thing to retain or improve your health and stay alive.

To my family, friends, and all who read this article, I say:  “Live life to the fullest, and may God bless you.”       

IF BLINDNESS COMES…

Welcome to the Voice’s newest feature, 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.               

Blind Diabetics Can Draw Insulin Safely
by Ed Bryant

A major aim of the Diabetes Action Network of the National Federation of the Blind is to provide support and information for blind diabetics, so they might better maintain or regain independence and productivity.  Our national support and information network allows communication across a wide area, something important for blind or visually impaired diabetics and their families.  With the trauma of sight loss, sometimes the newly blinded do not realize that most blind men and women with diabetes CAN self-manage safely and accurately, by use of alternative/adaptive techniques.

I became blind from diabetic retinopathy about 28 years ago.  When I first lost my sight, I didn’t use insulin gauges to help draw my insulin, as I had never heard of such devices!  Twenty-six years ago, I designed my own insulin gauge, and I used it for approximately three years, with no difficulties.  However, I do not advocate the use of non-standard or homemade insulin-measuring devices, unless they have been checked for reliability by someone knowledgeable in insulin-measuring techniques.

Members of the health care community sometimes forget that although a diabetic may be newly blinded, he or she has often been successfully self-managing the disease for 15 years or more.  Most long-term type 1 diabetics have had years of experience drawing their own insulin.  Veteran blind diabetics often have more experience with adaptive insulin preparation devices than do many sighted health professionals.  The following observations are only a small sample.

Because of my experience with diabetes and blindness and my editorship of Voice of the Diabetic, I am often asked to evaluate insulin-measuring gauges designed for the blind or visually impaired.  I have tested numerous measuring devices, and in my opinion the Count-A-Dose, from Medicool, wins my blue ribbon.  (Note:  The Count-A-Dose is 

available from the National Federation of the Blind Materials Center:  (410) 659-9314.)  The device provides a very easy method of insulin dispensing.  Designed for the B-D LoDose syringe, the Count-A-Dose holds two insulin vials and directs the syringe needle into the vials’ rubber stoppers.  Using the thumb-wheel, which clicks for each unit measured (clicks can be both heard and felt), the blind diabetic can reliably draw and mix his or her own insulin.  

How to Get Air Bubbles Out of an Insulin Syringe
There are techniques by which a blind diabetic may draw and mix insulin without drawing air into the syringe.  Like many others, I have used them successfully for years.  I first draw four or five units of regular insulin into the syringe and then inject all of it back into the vial.  I then repeat the operation two more times.  The fourth time, I draw the full amount of insulin needed from the first vial.  Then, when I draw insulin from the 

second vial, I draw the exact amount needed.  I have put this to the test; 100 repetitions without air bubbles.  Diabetes Action Network former First Vice President Janet Lee twice performed the same test.  In both cases the complete absence of air in the syringe was independently verified.

“Tapping the syringe to remove air bubbles,” a common technique used by the sighted, becomes unnecessary.  The one to two units of air in the hub of the needle (where needle meets syringe) are expelled during the procedure used with the first vial of insulin.  I demonstrate this technique to nurses, who are delighted to see that air bubbles are not present and the insulin measurement is accurate.  Of course, long-term insulin users will be familiar with the need to inject as much air into the vial as the amount of insulin they withdraw, to facilitate getting the insulin into the syringe.  

How to Know When an Insulin Vial is Getting Low

Each vial of insulin contains 10cc, 1000 units.  The maximum number of units used per day, divided into the vial’s 10cc (1000 units) capacity, gives the maximum number of days the bottle can be used.  When I open a new vial of Regular insulin, I divide its 1000 units by 20 units, the maximum I use daily, so one supply should last me 50 days, but as a safeguard, I assume that the new bottle contains only 940 units (9.4cc), which should last a maximum 47 days instead of 50.  I measure my NPH insulin in a similar manner.  As long as at least 60 units of insulin remain in the vial, the needle will remain submerged while filling, and there is no danger of drawing air.  In drawing out the insulin, I keep the syringe vertical, needle straight up in the vial, so as not to inadvertently draw out air.  Many blind consumers (and diabetes educators) are unaware of this point’s importance—that the natural tendency is to tilt or slant while drawing, which can lead to inaccurate filling, and air in the syringe.

Many methods exist to determine how long a supply will last.  One way is to set aside the 

number of syringes needed for 940 units of insulin.  Another might be to employ Braille, large print, tape recorders, or personal computers, to record how much insulin has been used each day.  Blind consumers, who keep their blood glucose under tight control, follow regimes of insulin mixing and multiple injections, both of which increase the need for precision.  I have found the more precise the record of insulin drawn, the easier to 

safely predict when it is time for a new supply.  

The first of a two part series.

New Diabetes Tapes

Milner-Fenwick makes instructional videos, DVDs, CD-ROMs and audiocassettes.  Many of them address aspects of diabetes.  They work closely with the American Association of Diabetes Educators (AADE), and make most of their sales to the “professional” market (hospitals, clinics, etc.)  Their products are excellent.

They now offer a consumer audiotape (normal “music” speed) diabetes tutorial titled: The Diabetes Home Audio Guide: Skills For Self Care.  The instruction is basic, simple, and usable by any diabetic, blind or sighted.  The producers asked Lois Williams, president of the NFB Diabetes Action Network, to review.  She stated:  “My concern, when you lose your vision because of diabetes, is that there’s been nothing available.  Having people read to you, and going to seminars, is OK, but people can’t remember everything.  It’s important to have a resource you can refer to when you’re ready.”

Voice Editor Ed Bryant has been through the tape, and agrees with Lois that it is extensive (120 minutes long), pertinent and useful.

The Diabetes Home Audio Guide: Skills For Self Care is available in audiocassette or audio CD, at a (single copy) price of $17.95 plus shipping.  Substantial discount (as low as $8.95 each) for bulk orders.  Contact:  Milner-Fenwick: 1-800-432-8433, between 9 a.m. and 5 p.m. ET.       

Diabetes Self-Management Joins NFB-NEWSLINE®

Blind and visually impaired diabetics can now listen to Diabetes Self-Management magazine over the telephone through NFB-NEWSLINE®.  Thousands of visually impaired readers already use NFB-NEWSLINE®, a free, telephone-based service that enables people to listen to the printed word.  

The service features hundreds of daily newspapers and several news magazines.  The system allows readers quickly to move about the text with a standard touch-tone telephone.


Now anyone who is unable to read standard print can listen to Diabetes Self-Management.  This informative magazine joins AARP Magazine, The New Yorker, and The Economist on NFB-NEWSLINE®.  To get connected with NFB-NEWSLINE®, call 1-866-504-7300 or find it online at www.nfbnewsline.org.  

[PHOTO/CAPTION: Prodigy Meter]

New Tiny Talking Meter

The Prodigy is a talking blood glucose meter from Taiwan.  Truly tiny, it measures 3-7/8 inches x 1-3/4 inches x 15/16 inch.  It talks: the meter incorporates speech synthesis.  The Prodigy’s screen is clear and bright, and screen numbers are 5/8 inch tall.

The meter uses “state-of-the-art” capillary action, touchable test strips (no “hanging drop of blood”) and tests across a 20 mg/dl to 600 mg/dl range, with a tiny (0.6 µl) blood sample.  

The Prodigy meter is available, right now.  The meter costs $30.99, and a box of 50 strips costs $18.95.  Order five boxes of strips, and the meter is free.  Medicare beneficiaries who have met their deductible can get the meter and supplies for free.  It has already been FDA-approved.  The supplier is:  Diagnostic Devices, Inc., PO Box 227397, Miami, FL. You should contact the retailer: Diabetic Support Program, 3381 Fairlane Farms Road, Wellington, FL 33414; telephone: 1-800-990-9826; Web site: www.prescriptionsplus.com.

Ask the Doctor
by Wesley W. Wilson, MD

NOTE:  If you have any questions for “Ask the Doctor,” please send them to the Voice editorial office.  The only questions Dr. Wilson will be able to answer are the ones used in this column. 

Wesley W. Wilson, MD, has retired as an Internal Medicine practitioner at the Western Montana Clinic in Missoula, Montana.  Dr. Wilson was diagnosed with type 1 diabetes in 1956, during his second year of medical school.  He remains interested and involved in diabetes education for patients and professionals.

Q:  I am presently incarcerated.  I have type 2 diabetes, but diet choices and exercise opportunities are of course limited in this place.  I want to take care of myself; what is the best way for a prisoner like me to keep my sugar where it should be?
A:  Management of diabetes is always a challenge, but, as you point out, your challenges are increased by your limited meal choices and constrained exercise opportunities. You seem to be serious in your desire to control your blood sugar, and thereby reduce your risk of serious complications in the future.

The American Diabetes Association publishes a supplement to their journal Diabetes Care, titled: American Diabetes Association Clinical Practice Recommendations.  The latest was published in January 2006, and includes a position statement on diabetes management in correctional institutions.  I’d strongly urge you to obtain and review this list of recommendations made by experts and the ADA.  They are only recommendations (they are not law), but they may be helpful for you in improving diet and exercise options.

I’ll include the summary and key points for your review:

“People with diabetes should receive care that meets national standards.  Being incarcerated does not change these standards.  Patients must have access to medication and nutrition needed to manage their disease.  In patients who do not meet treatment targets, medical and behavioral plans should be adjusted by health care professionals in collaboration with the prison staff.  It is critical for correctional institutions to identify particularly high-risk patients in need of more intensive evaluation and therapy, including pregnant women, patients with advanced complications, a history of repeated severe hypoglycemia, or DKA.

“A comprehensive, multidisciplinary approach to the care of people with diabetes can be an effective mechanism to improve overall health and delay or prevent the acute and chronic complications of this disease.”

I’m not sure how carefully the institution you’re in follows the ADA recommendations, but the majority of the effort needed depends on you.  I’m glad you pointed out in your note the two priority items are diet and exercise.

First, can you check your blood sugar regularly?  You need to check blood sugar to see how well your efforts are working.  Several other questions are important.  Do you have high blood pressure?  Any heart disease?  Any advanced complications?  Are you overweight?  These have to be considered when planning your exercise and diet plan.

Exercise is difficult to measure or prescribe.  Any type of muscular activity improves insulin sensitivity.  Isometric exercise can be done in limited space.  Lifting weights, walking in place, or walking outside, all improve blood sugars.  I feel the exercise should be done several times a day, every day, on a regular schedule, and should be slowly increased in duration as you evaluate your exercise tolerance.

Food is the other part of your treatment program.  I expect your food choices are limited, but there are several things you can do to regulate food intake.  First, get a booklet or sheet that lists carbohydrate content for each food item, so your breakfast, lunch, and evening meal can be similar in carb content.  The other important item to watch is fat in your diet, particularly if your weight is too high.

Remember, you can get help and information from the American Diabetes Association (www.diabetes.org), from local hospitals, or from health care providers.

Check your blood sugars regularly—I’d suggest before and 2 hours after each meal—at least for a week.  This will allow you to see how well your program is working.  Good control of sugars indicates you can test less frequently, but changes in diet, exercise, or your own situation (such as illness) require more frequent testing.

Monitor your weight, perhaps monthly.  If you are overweight, I would expect you to adjust food and exercise so as to achieve slow but steady weight loss.

I hope your prison experience can allow you to achieve and maintain good control of your diabetes.  

[PHOTO/CAPTION: JoAnna M. Lund]

Healthy Home Cooking
by JoAnna M. Lund

Hi!  Thanks for joining me in my kitchen again, where the cooking is easy and the food is both healthy and tasty!   Do I ever have a ton of new cooking tips for you!   Enjoy!

Healthy Sausage

Maple sausage patties are very popular this time of the year. But, they’re also filled with excess fats and sugars.  Not if you prepare them my way!   Combine one pound extra-lean ground sirloin beef or turkey breast with 1 teaspoon poultry seasoning, 1/2 teaspoon ground sage, and 1/2 teaspoon garlic powder.  Blend in 2 tablespoons sugar-free maple syrup.  Use a 1/3 cup measuring cup as a guide to form six patties.  Place in a skillet sprayed with butter-flavored cooking spray, and brown for four to five minutes on each side.  These are almost guaranteed to put a smile on the face of just about anyone who tries them!

Sugar-Free Chocolate Glaze

To make a delicious (and low-calorie) chocolate glaze for brownies, bars, or a cake prepared in an 8-by-8-inch or 9-by-9-inch pan, all you have to do is melt 4 teaspoons reduced calorie margarine and 1 square (1-ounce) of unsweetened chocolate in a medium-sized saucepan that has been sprayed with butter-flavored cooking spray, stirring constantly.  Remove from heat and stir in 2 tablespoons fat-free sour cream and 1 teaspoon vanilla extract.  Add 1-1/4 cups granular Splenda.  Mix well to combine.  Drizzle warm mixture evenly over top of brownies, bars, or cake.

Crushing Tip

Crushing graham crackers for a cookie recipe?  Place them in a self-sealed sandwich bag and “crush” away.  It works great for releasing tension and for finely crushed crumbs!

Masher Madness

Get that potato masher out of the “junk drawer” and put it to work for much more than mashing potatoes!   Use it to mix orange juice when you are using frozen concentrate.  When cooking extra-lean sirloin beef or turkey, use it to separate the meat.  Spray the bottom with butter-flavored cooking spray, and then use it to flatten peanut butter cookies.  When making meatloaf, use it to do the mixing; it blends everything beautifully and keeps your hands clean!

Refreshing Yogurt Coolers 
A quick way to make your own “yogurt coolers” is to take a 36-ounce container of fat-free plain yogurt and combine with a (four-serving) package of dry sugar-free lemon gelatin and a (20-ounce) can of well-drained crushed pineapple, packed in fruit juice.  Mix well and store in the fridge.  A 3/4 cup serving of this luscious treat counts only as one fat-free milk and one fruit.   It looks as good as it tastes.  No one will ever believe they’re eating something healthy—unless you tell them!

Now for our Recipe Makeovers
MB of IA sent me a copy of her husband’s favorite dessert.   She wanted to prepare a 

healthier version now that he has diabetes.  This is a depression-era recipe, thus the name—but trust me—my version is definitely a “keeper”!

RAISIN DEPRESSION CAKE

Ingredients:

1 cup raisins

2 cups water

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

1 cup granular Splenda
1-1/2 cups all-purpose flour

1-1/2 teaspoons baking powder

1 teaspoon baking soda

2 teaspoons apple pie spice

Instructions:

Preheat oven to 350 degrees.  Spray a 9-by-9-inch cake pan with butter-flavored cooking spray.  In a small saucepan, combine raisins and water.  Cook over medium heat until raisins are tender.  Remove from heat, drain, and reserve 1 cup water.  Allow to cool.  Meanwhile, in a large bowl, combine margarine and Splenda.  Add flour, baking powder, baking soda, and apple pie spice.  Mix well to combine.  Stir in raisins and reserved water.  Evenly spread batter into prepared cake pan.  Bake for 15 to 18 minutes.  Place pan on a wire rack and allow to cool.  Cut into 8 servings.   Freezes well.

Serves eight - Each serving equals: 178 calories, 2g fat, 4g protein, 36g carbo, 290mg sodium, 2g fiber

Diabetic Exchanges:  1 starch, 1 fruit, 1/2 fat

MM of OH requested I “lighten up” her favorite quick & easy main-dish recipe.  With the 

broccoli stirred in, my version quickly became a favorite of mine, too!

CHEESY MACARONI DIVAN

Ingredients:

1 (12-fluid-ounce) can Carnation Evaporated Fat Free Milk

3 tablespoons all-purpose flour

1 tablespoon Grey Poupon Country Style Dijon Mustard
1-1/2 cups shredded Kraft reduced-fat cheddar cheese

1-1/2 cups frozen cut broccoli, thawed

2 cups diced cooked chicken breast

2-1/2 cups cooked elbow macaroni, rinsed and drained

1/8 teaspoon black pepper 

Instructions:

In a covered jar, combine evaporated milk and flour.  Shake well to blend.  In a medium-large saucepan sprayed with butter-flavored cooking spray, combine milk mixture, mustard, and Cheddar cheese.  Cook over medium heat until mixture thickens and cheese melts, stirring constantly.  Add broccoli.  Mix well to combine.  Stir in chicken, macaroni and black pepper.  Lower heat and simmer for six to eight minutes, stirring often.

Serves 6 (1 cup) - Each serving equals: 295 calories, 7g fat, 30g protein, 28g carbo, 390mg sodium, 2g fiber

Diabetic Exchanges:  2-1/2 meat, 1 starch, 1/2 fat-free milk, 1/2 vegetable

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

Foot Care Plans Prevent Amputations

BBC News, for March 28,2006, reports on a Wolverhampton (UK) study that found not enough was being done for diabetics at high risk of amputation.  People are losing limbs, they report, when good intervention might have saved the limb.  People with diabetes are at 15 times greater risk of lower limb amputation than the general public, according to the study.   

Amputation brings irrevocable consequences, and diminished quality of life.  British data (from Diabetes UK) show up to 70 percent of people die within five years of an amputation.  You don’t want to go there—unless you have to.
What puts a diabetic at high risk?  A history of foot ulcers, nerve damage (neuropathy), 

circulatory damage and foot deformities (like charcot foot) can set up need for an 

amputation.

The study showed more than 90 percent of diabetic amputees had been considered as high risk, in the period leading up to their procedure.

But, the study found, more than a quarter of those considered “at high risk for amputation” are not being offered any specialist care.  Two out of five are not being educated on how to prevent or treat infections that could lead to the need for amputation.  Over one third of the patients surveyed, all of them considered at high risk for amputation from complications of diabetes, had no kind of diabetes review, no assessment of how well they were self-managing their diabetes, that might have helped ensure they did not develop dangerous complications.

Douglas Smallwood, chief executive at Diabetes UK, stated:  “It is shocking some people with diabetes are getting substandard foot care, or none at all, if they are at high risk of amputation.

“We know the rate of amputation may be reduced 40 percent or more, through effective foot care.  All people with diabetes should receive at least a yearly foot check.  Those who have problems need to be provided with a foot care plan that incorporates specialist care and education on what to look out for, and how to avoid infections.”

So what should you do?  For a start, when you go to see the doctor, take your shoes off, and ask him or her to take a look at your feet.  Do it often.  And when you think there is trouble, seek medical help immediately!  Let’s keep our feet, folks!

Letters to the Editor

2/9/06

I really enjoyed reading your magazine.  It informs me about new medications, technology, and recipes.  I share this paper with the churches here in Louisville where there is huge population of diabetics.  I look forward to sharing the good news.  Keep up the good work!

Gwen Crenshaw

Louisville, KY

2/9/06

Please add my name to your list for subscribers.  Your newsletter is the best I have ever read.  I have been a diabetic for 10 years and use insulin four times per day.  Thank you.

Andre Fournier

Fort Worth, TX

2/11/06

I read your magazine today.  I am a diabetic, and I really got great information from your magazine.  Please put my name on your list.

Percy Mejia, Suffield, CT

2/13/06

I enjoy your publication immensely.  I pass it on to several fellow diabetics, and you send a copy to our library.  Thank you for all you do, and all that you will do.

Charles M. Noble

Aberdeen, WA

4/4/06

Please send us more copies of Voice of the Diabetic, 75 copies.  We have two medical offices, and our patients really like your paper.  Thank you very much.

Ram Eye Center, Leesburg, FL
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Finally Found the Pump
by Bridget Toal

I am blind, and I have been on the insulin pump since April 2005.

I was diagnosed with diabetes at age 2-1/2.  At age seven, I went to Camp Firefly to learn to do the needles myself.  They went over the diet, needles, blood testing, and activities to make me more independent.  They had me practice giving injections, sticking needles into oranges.  

I started injecting my own insulin, under my mother’s supervision.  She was my main assistant; my dad was working.  We tested my blood sugar by urinalysis.  I remember matching the strips and the different colors.

I used syringes at first.  When I was in 10th grade (age 15), I used an air gun, a needle-less injection device.  I wasn’t on it very long.  It did a lot of damage to my injection sites in my arms and thighs.

In 10th grade I went to Joslin Hospital in Boston.  They took me off the air gun right away.  They did extensive eye exams, and put me back on a needle, and on a mix of NPH and Regular insulin on a sliding scale.

As an adult, my doctor put me on a Lilly insulin pen, with a 75-25 mixture.  That was good in that it was easy to keep with me on the road.  There were no vials, no needles.  

I had always gone to an eye doctor regularly, every year.  They would check for glaucoma and conduct a very in-depth eye exam.  But that doctor retired, and I went to a new eye care clinic.  They did the chart, the basics, but it wasn’t a really in-depth eye exam.  By the time they noticed the bleeding in my eye, it was pretty extensive.  

I went to another local eye doctor.  He saw I had bleeding in both eyes, and suggested two new laser treatments to correct the bleeding.    

Then one eye hemorrhaged while I was driving.  The doctors saw I’d had hemorrhage, and said it would dissipate, but it never did.  Their suggestion was to go in for an operation to drain it, a vitrectomy.  While I was set up to do that, my other eye hemorrhaged.  They said I had proliferative retinopathy, and it was happening so fast.  

The surgeons tried to scrape the scar tissue from the retina.  In total, I had five eye operations.

By June 2003, I had no sight.  When they started the surgeries, they said I had an 80 percent chance of getting my eyesight back.  But I ended up falling into the 20 percent category for both eyes.

Now, at age 33, I’m totally blind.  If you point a flashlight directly at my eyes and turn it on and off, I can see a faint flicker.  If driving with someone at night and there are oncoming cars, I can see a flicker from the headlights.

I periodically had asked about the pump, and the doctors kept saying I was not a candidate.  I had no idea what the pump was.  I thought it was surgically implanted, not external.

One ophthalmologist said I’d have to go through special tests before I could go on it.  I got all those tests and procedures, but still my endocrinologist and nurse said I was not a good candidate for the pump.  They didn’t really explain; they just said I would need a sighted person with me in order to use the pump.  During the eye procedures, I went back to living with my mother, but I intended to go back to my own home.

It was when I got pregnant that I finally started learning more about the pump.  I was in the hospital, and the diabetic coordinator took her pager and put it in my hand.  She told me that’s what the pump felt like.   But the other doctors said, again, that if I were to have a pump, I would need a sighted person with me at all times.

I had a miscarriage and lost the baby.  I was determined to get my diabetes under control, because I wanted to have a child.   I got a new doctor, and he then showed me a pump, and explained it to me.  He put it into my hands.  He explained that it was external.  With it, I could do anything—even sports.  It was a simple procedure to temporarily suspend it, so I could take a shower.

This was in 2005, and the pump was a Medtronic (Minimed).  I went on it with saline, for 

practice, for two weeks.  I tried it when I was still living at home with my mom.  She got a pump too, so she could go through it step by step with me.  I wore one.  Eventually, we went on to insulin, in April 2005.  

I am now at home, by myself, managing my diabetes with no sighted assistance.  I change the pump; I change the reservoirs.  The only thing I get assistance for is the basal rate.  If it needs any adjustment, my mom does it over the phone, with the doctor giving her step-by-step instructions.  Otherwise, I do everything else myself for the pump.

The pump has two “rates,” two types of insulin delivery.  You need to set both, to get it right.  With the basal rate, you get insulin continuously, across 24 hours.  It gives you a certain amount per hour.  You can set it to deliver differing amounts throughout the day, because you’re going to need a different amount when you’re active, than during your sleeping time.  

When you eat, you manually set your own bolus rate, and come up with your own ratio, determined by how much food you consumed at that meal.  You learn your sensitivity to carbohydrates, which determines your insulin need.  You can be more or less sensitive to the carbs you eat.   I calculate my bolus dose at six carbs per one unit of insulin.

I got pregnant again in December 2005.  My A1c was at 6.2, and my doctor wanted it at 6.  They wanted my sugars to be between 70 and 90.  I lost the baby again on February 20.  They’re doing genetic testing now, to find out why; they don’t know if it’s because of diabetes or another genetic issue.  

I have had a few hypoglycemic episodes, but all explainable.   I was dieting a lot, when I was 16 or 17.  I was doing Jenny Craig to lose some weight, passed out, and had to go to the hospital.  By the time I got to the hospital, my blood-glucose level was in the low 20s.  And with the second pregnancy, the lowest blood sugar I had was a 29.  But I feel the lows when I get down around 60MG/Dl.

The pump’s buttons are easy to use.  It vibrates when your insulin reservoir is completely empty, and you can feel it, tell that it is vibrating.  It practically comes out and slaps you in the face when you have no more insulin left.

Anyone, sighted or blind, can use the pump.  There is absolutely no reason not to be on the pump.  I’m blind, I’m on it, and I could not be in any better control.  It’s a very simple device to use.  It’s not totally accessible, yet, but it is blind friendly.  I’m dealing with Medtronic, trying to give them some suggestions. 

If you want to talk to me about blind people using insulin pumps, please contact me c/o Voice of the Diabetic. 

British NHS Refuses Exubera     

Exubera (from Pfizer) is the first inhaled (not injected) insulin to receive approval.  It is legal and available in the UK and USA.  But that’s only half the battle.  Who’s going to pay for it?

Britain has a National Health Service through which all citizens are covered.  For a new medical device or treatment to be fully accepted in the UK, it has to be approved by the British National Institute for Health and Clinical Excellence (NICE).

NICE has rejected Exubera.  They agree it works, but claim that as it provides the same 

benefits as injected insulin, at a far higher cost, it is “not cost-effective.”

American insurers are, of course, in no way bound by this decision. 

Book Reviews

by Ruth Mencl, MN, RN, CDE

THE MIND-BODY DIABETES REVOLUTION

by Richard Surwit, PhD

(Avalon, 2005)

Richard Surwit writes a unique book about controlling blood sugars through the management of stress, depression and anger. The author gives patients an opportunity to take matters into their own hands, identifying and dealing with their own emotional issues. He presents his theories as an adjunct to other therapies.

Surwit provides 3 screening questionnaires, on stress, hostility, and depression that allow the patient to self-screen. He also has an “appetite awareness scale” that could be very helpful in increasing patient awareness of their eating behaviors.  

You can record yourself reading the exercises, or buy a CD to assist with the program.  His four-part process for self-cognitive behavior therapy includes a six-week program that allows the reader to implement therapy himself.  Even if you don’t use the therapies, the discussion of the emotional aspects of diabetes is enlightening and beneficial. 

The patient struggling with emotional difficulties and their effect on blood sugars may well benefit from this self-help approach.  Especially with type 1 diabetes, blood sugar volatility can be frustrating. This book offers an opportunity to try out psychological therapies to reduce both everyday stress and the stresses of a chronic condition. 

DIABETIC COOKBOOK FOR DUMMIES (Edition 2)

by Alan Rubin, et. al

(reviewed by Barbara Simpson LD, RD, CDE)

The title of this book is catchy, meant for those who feel they need help with cooking and planning their meals—yet I wonder why we like to see ourselves as “dummies.”  It’s true; such a title gets us interested:  will this book shed some light on the subject?

I think it did and then some.  I asked several of my clients with diabetes to take a look at the book.  Some automatically assumed it wasn’t for them; others were curious enough to open it up and look through it.  Those who took the time to look really liked the material. I guess you can’t judge a book by its cover.

The cookbook not only provides healthy recipes; it actually goes into great detail explaining why and how someone with diabetes should live and eat.  “Why should we eat whole grains and how do you cook barley and bulgur so that it actually tastes good”? It is nice to see recipes for foods I am encouraging my patients to eat.

This lovely cookbook helps fill in the gaps in many ways. This is the how to do what I am told cookbook!  The chapters are small and give quick, simple tips for the beginner cook as well as for changing eating habits, grocery shopping, balancing meals, preparing ethnic foods, restaurant eating and growing your own greens.

“Snacking” should be individualized by a diabetes educator, as adding carbohydrate at the wrong time of day may produce higher blood sugar levels.  That issue is not clearly explained, and might be confusing to someone who does not have a meal plan.

The Diabetic Cookbook For Dummies encourages the reader to receive training from a certified diabetes educator (CDE) for specific recommendations regarding meal plan and 

medications. I like that part; it reinforces the need for individualized care plans. 

This is a great resource for people with diabetes—but it does not replace the essential need for individualized care and direction.  I will put it on our list of resource books for our patients. Thank you, Dr. Rubin, for updating an already good book—and making it an excellent one.  

Recipe Corner

This issue, all recipes are from Mr. Food’s Diabetic Dinners in a Dash, copyright (c) 2006 American Diabetes Association.  Reprinted with permission.  To order copies of the book, please call: 1-800-232-6733, or order online at: http://store.diabetes.org.  

Tropical Shrimp

Ingredients:

1 tablespoon peanut oil

3 scallions, thinly sliced

2 teaspoons curry powder*

1/2 teaspoon ground ginger*

1/2 teaspoon chili powder*

1/4 teaspoon salt

1/4 teaspoon black pepper

3/4 cup plus 1 tablespoon light coconut milk

1 tablespoon fresh lime juice

1 teaspoon sugar

1 pound large shrimp, peeled and deveined, with tails left on (about 28 shrimp)

Instructions: 

In a large skillet, heat the oil over medium heat.   Add the scallions and sauté for one minute. Add the curry powder, ginger, chili powder, salt, and pepper.  Stir until the scallions are well coated with the seasonings.  Add the coconut milk, lime juice, and sugar; bring to a boil.  Reduce the heat to low and simmer until the sauce reduces and thickens, about five minutes.  Add the shrimp and sauté for about three minutes, stirring constantly, until they turn pink.  Serve immediately.

Serves seven (serving size four shrimp); per serving: 79 calories (35 from fat), 4g total fat (1.4g saturated fat), 75mg cholesterol, 183mg sodium, 3g total carbohydrate, 1g sugar, 8g protein.  Exchanges: 1 very lean meat, 1 fat.  

*To make this a gluten-free recipe, use the seasonings with no added starch from a gluten-containing source.

Greek Chicken

Ingredients:

1 tablespoon vegetable oil

6 boneless, skinless chicken breast cutlets (4 ounces each)

1/2 teaspoon salt

1/4 teaspoon black pepper

1 jar (12 ounces) chicken gravy*

1/4 cup dry white wine

1-1/2 teaspoons fresh lemon juice

1-1/2 teaspoon dried oregano*

2 tablespoons sliced black olives (optional)

1/4 cup crumbled real feta cheese (optional) 

Instructions: 

In a large skillet, heat the oil over medium-high heat.  Season the chicken with the salt and pepper then brown for three to four minutes per side.  In a small bowl, combine the gravy, wine, lemon juice, and oregano; mix well.  Pour over the chicken and simmer for four to five minutes, or until no pink remains in the chicken.  Top with olives and feta cheese, if desired, and serve.

Serves six, each serving: 176 calories (50 from fat), 6g total fat (1.1g saturated fat), 67mg cholesterol, 585mg sodium, 3g carbohydrate, 0g sugars, 25g protein.  Exchanges: 4 very lean meat, 1 fat. 

*To make this a gluten-free recipe, use gluten-free gravy and seasoning with no added starch from a gluten-containing source.

Orange Cream Pie

Ingredients:

1 container (8 ounces) fat-free frozen whipped topping, thawed

1 package (8 ounces) fat-free cream cheese, softened

1 teaspoon vanilla extract

1 package (4-serving-size) sugar-free orange gelatin

1 nine-inch reduced-fat graham cracker crust

Instructions:

In a medium bowl, cream together the whipped topping and cream cheese until smooth.  Add the vanilla extract; beat until well combined.  Sprinkle the gelatin mix over the top; stir until well combined.  Pour the orange cream mixture into the pie crust; cover and chill for at least two hours, or until set.

Serves 12; each slice: 118 calories (18 from fat), 2g fat, 2mg cholesterol, 193mg sodium, 18g carbohydrate, 7g sugar, 4g protein.  Exchanges: 1 carbohydrate, 1/2 fat.

Chinese Chicken Salad

Ingredients: 

1 tablespoon peanut oil

4 garlic cloves, minced

1/3 cup dry-roasted, unsalted peanuts

2 tablespoons light soy sauce*

2 tablespoons white vinegar

3 tablespoons sugar

3-1/2 tablespoons canola oil

1 head Napa or Chinese cabbage, washed and cut into bite-sized pieces

2 cups cooked chunked boneless, skinless chicken breast (12 ounces)

1 small carrot, shredded 

Instructions: 

In a medium saucepan, heat the peanut oil over medium heat.  Add the garlic and peanuts and sauté for three to five minutes, until the garlic is lightly toasted.  Reduce the heat to medium-low and add the soy sauce, vinegar, sugar, and canola oil.  Cook for two minutes, until heated through.  In a large bowl, combine the cabbage, chicken and carrot.  Pour the warm dressing over the cabbage mixture; toss until well coated.  Serve immediately.

Makes eight servings; serving size: 1-2/3 cups: 211 calories (111 from fat), 2g total fat (1.6g saturated fat), 36mg cholesterol, 187mg sodium, 10g carbohydrate, 2g fiber, 7g sugars, 16g protein.  Exchanges: 1/2 carbohydrate, 1 vegetable, 2 lean meat, 1 fat.

*To make this a gluten-free recipe, use gluten-free soy sauce or pure tamari.

Resource Roundup

Editor's Note: Products described are for information only and inclusion does not imply endorsement of the Diabetes Action Network of the NFB.

Dry Skin Care

Diabetes can impair the body’s ability to make enough GLA, so Borage DiabetiCare provides GLA directly to the skin.  To locate a retailer near you, please call DiabetiCare Labs; telephone: 1-888-544-3427, or visit their Web site: www.diabeticarelabs.com.

Take Type 2 Seriously

People think type 2 diabetes is “less serious” than type 1, because it is less spectacular.  New diabetes statistics from the U.K. document the risk of early death from type 2 diabetes is up to three times that of a non-diabetic.  More than 90 percent of all diabetics have type 2.

But type 2 diabetes is treatable and often preventable, and those who take early action improve their odds of avoiding complications. Get tested.  If you don’t have it, great.  If you do, start a diet and exercise program NOW!


Health Care Answers By Phone
BlueCross BlueShield (BCBS) offers Health Care Answers.  BCBS maintains a library of more than 270 tapes on health care topics, ranging from allergies to vertigo.  Call: (888) 485-2583.  You can access the line 24 hours a day.  You can speak to an experienced registered nurse about your health concerns.

BCBS prefers this service be utilized by its own members, but assures the Voice it will not turn anyone away.   

Low Vision Glasses

If you are dealing with low vision, and could benefit from wearable glasses with 2x magnification, check out Humanware’s MaxTV glasses.  They’ll help you with television, long distance viewing, and other activities.  Contact: Humanware; 1-888-204-7921; Web site: www.humanware.com.

Terrific Diabetes Literature from NFB  

The NFB maintains an extensive literature collection, with free materials on many subjects, including diabetes. Order your free copy of Diabetes Action Network Articles.  You can also buy the ADA Exchange List for Meal Planning, 2003 Edition in Braille for $10; or on tape, $2.

To order, contact: NFB Materials Center, 1800 Johnson St., Baltimore, MD 21230;  (410) 659-9314. You may also order via email: materials@nfb.org.  The Center is open 8:00 a.m. to 5 p.m., EST, Monday thru Friday.

Low Vision Optometrists
The International Academy of Low Vision Specialists is a consortium of optometrists interested in serving people with diminished vision.  They are ready to advise you on appropriate treatment and assistive devices. Contact: Richard Shuldiner, OD, FAAO, (888) 610-2020.

Talk is Cheap, or Should Be

Independent Living Aids (ILA) is a good source for low-vision adaptive devices.  Many of them speak, helping you perform daily tasks without sight, and most are quite inexpensive.  For a free catalog, contact: ILA at P.O. Box 9022, Hicksville, NY 11802; 

(800) 537-2118; email: indlivaids@aol.com.

Diabetes Supplies

American Diabetic Supply, Inc. will ship your diabetes supplies to your door.  They handle all insurance claims and provide free delivery.  Folks with Medicare and/or private insurance (no HMOs) may receive supplies at no further cost.  For information, contact:  American Diabetic Supply, Inc., 400 S. Atlantic Ave., Suite 108, Ormond Beach, FL 32176; (800) 453-9033, ext. 200; Web site: www.americandiabeticsupply.com.

Adaptive Computing Equipment

Freedom Scientific, a powerhouse adaptive equipment maker, offers screen magnifiers (including MAGic and JAWS software), talking attachments (voice synthesizers) for your computer, scanner/reading machines like the new SARA, Braille printers and more.  Whether you need adaptive software or hardware, check out: Freedom Scientific; (800) 444-4443; Web site: www.freedomscientific.com.

LifeScan’s SureStep Recall

LifeScan makes many blood glucose monitors, including the One Touch SureStep, the subject of this notice.  Most meters display their results on a liquid crystal display (LCD).  Given time, or climate extremes, any LCD can fail, but LifeScan reports certain SureStep meters are more likely to fail.  

If your OneTouch SureStep has a serial number between L3152Rxxxxxx and L5348Rxxxxxx, it is affected by this recall. Please call LifeScan Customer Service, anytime, at (866) 679-9248 and they will replace your meter AT NO CHARGE.
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!  To subscribe contact: NFB-NEWSLINE®, 1800 Johnson St., Baltimore, MD 21230; (866) 504-7300. 

No More “Postage Due”

Postage rates just went up.  It costs us a lot more to get Voice of the Diabetic to you, and to everybody else who needs it.  You can help. Please keep us up-to-date on your current address.  Contact: Voice of the Diabetic, 1200 West Worley, Columbia, MO 65203; 

(573) 875-8911; email: ebryant@socket.net.  


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 TAPE ___ EMAIL

 ___ 
SURE, I can distribute #_______ copies of Voice. 

 ___ 
YES,  I would like information about becoming a 



member of the Diabetes Aciton Network of 


National Federation of the Blind.  My $10 annual 


dues are enclosed.

Name: ______________________________________________

Address:_____________________________________________

_____________________________________________________

City:______________________State:___________Zip:_______

Phone:______________________________________________ 

Email:_______________________________________________

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 

      1200 West Worley, Columbia, MO 65203

 
      telephone: (573) 875-8911

 
      fax: (573) 875-8902


      email: ebryant@socket.net

                  Web site: www.nfb.org/voice.htm  

Making a Meaningful Gift

It’s wonderful to give and make a difference. Consider giving to the NFB Diabetes Action Network.  Your generous gift will keep projects like Voice of the Diabetic alive and well. 

For 21 years, our readers have depended upon the free education and encouragement we offer. Where else will they find such positive examples of diabetics succeeding despite 

complications?  Please support our life-changing work today!

__ YES!  I want to help the NFB Diabetes Action Network (DAN).  (A $10.00 Membership includes a FREE subscription to Voice of the Diabetic.)  Enclosed are my dues along with a $ _______donation payable to the NFB Diabetes Actions Network.

__ YES!  I can offer monthly support.  Please contact me about automatic Monthly Donations.

__ YES!  I can offer long-term support.  Please contact me about planned giving options

NAME: ______________________________________________________________ 

ADDRESS: ___________________________________________________________

CITY/STATE/ZIP: ______________________________________________________

TELEPHONE: _____________________ EMAIL: ________________________

Return to NFB Diabetes Action Network, c/o NFB Affiliate Action 1800 Johnson Street, Baltimore, MD  21212; (410) 659-9314 x 2335.


A Special Invitation to Advertisers
Voice of the Diabetic is the nations only magazine devoted to helping consumers at risk for complications of diabetes.  

Today our Voice spreads encouraging news in over 355,000 copies.   Join our Voice so subscribers can hear your message loud and clear.  

Call (410) 296-7760, email: voiceads@verizon.net, or fax us at (410) 296-7645. You may also visit our Web site: www.nfb.org/vod/vodads.htm.         

