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Big Attitude, Better Life: How One Blind Farmer Dominated Diabetes

by Fred Riggers

EDITOR’S NOTE: Fred Riggers is legally blind, and has had diabetes for over 60 years. He spoke at the Annual Seminar of the Diabetes Action Network, in Dallas, TX, in July 2006. Below are some of the highlights of his dynamic speech.

My name is Fred Riggers.  I’m from Nez Perce, Idaho.  I’ve had diabetes 60 years.  I’m 63 years old.

I remember when I was first diagnosed, nobody around here knew anything about diabetes.  I was in a hospital in Lewiston, near Nez Perce, and, they didn’t know anything about it either. 

I was sent to a hospital in Seattle, WA—to put me on insulin and get me regulated. Back then, insulin cost less than a dollar a bottle.

When I first started going to school, my mother talked to all the teachers about diabetes and what to look for, in case I had a low blood sugar reaction. Growing up with diabetes, my folks never told me I was different.  In school, I was treated the same as everybody else, even though I was the only one in school with diabetes. My folks brought me up believing that I could do anything!  So, consequently, I did.  I even started driving a tractor when I was ten years old!

I remember boiling, cleaning, and sharpening the needles.  Remember how dull the old-style needles were?  I started out with urine testing; there were no blood glucose monitors back then. We had regular and long-lasting insulin. I remember protamine zinc was a terrible insulin. It hurt when it went in, and didn’t work very well.  It was very erratic.  The insulins we have now are so good.  I’m on an insulin pump now, so I use Humalog.

The first pumps were the size of television sets, and you had to just sit there.  But they started getting smaller, and I kept telling my doctors: “I want one.” I was one of the first to go on one, about 1978.  They were still pretty good sized, probably, six, seven inches long, six inches high, and two inches thick.  I’ve still got my first pump, upstairs...I couldn’t bring myself to trade it in. 

How does one survive with diabetes for over 60 years? Let’s see... I don’t smoke or drink. I made up my mind at 13 or 14 years old, when all the rest of the kids were smoking and drinking, I decided not to smoke. I didn’t like it. Back then, I didn’t realize that not smoking was a real help.  Now everyone knows that smoking is really bad for the heart, and the lungs. I’ve been a full-time farmer in Idaho all my life growing small grain, wheat, and barley.  Everybody confuses Idaho with Iowa.  And no, I didn’t grow potatoes.  

Because I never thought there was a stigma against diabetics, I’ve never been a “closet 

diabetic.”  If it’s time for me to run a blood sugar test, I just stop and do it.  If people don’t like to see me taking a shot or running a blood sugar test, they can leave.  That’s their problem, they can leave. I don’t do things to please other people; I do things so I can live.  When it comes to my diabetes, I’m open about it. The idea is that if I run into trouble, people will know how to help me.  

Living Life to the Fullest

I’ve never considered myself handicapped by being a diabetic.  I have done many things that some diabetics might think are outrageous.  I’ve jumped out of airplanes, I’ve shot on rifle teams, and I’ve played baseball and football. I’ve even ridden a snowmobile, over 80,000 miles; and I’ve hunted alone, all my life. Of course, when I’m out by myself, I have to take extra food with me, and make sure I have my insulin. It becomes just automatic.  

Even after losing much of my vision to diabetes, there is not much I won’t try.  If someone tells me I can’t do something; guess who tries it?  I just do it to prove to that person that it can be done.  It’s just a matter of attitude, and I’ve been told I have a big 

one!                      

More Than Just Pills: A Guide to Understanding Your Diabetes Meds

by Peter J. Nebergall, PhD

Today, almost 21 million Americans have diabetes.  Perhaps 40 million more have “pre-diabetes,” also called  “impaired glucose tolerance” or IGT.  Ninety percent of diabetes is the type 2, insulin-resistant variety.  

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 2 diabetes occurs when the body produces enough insulin but gradually loses the ability to process its own insulin, called “insulin resistance.”  

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.

Oral Medication Review

The first successful “diabetes pills” were the sulfonylureas (glyburide, glipizide, glimepiride, tolazamide, chlorpropamide, and tolbutamide).  These are insulin secretagogues, that is, chemicals that stimulate 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.  These drugs work for a while, often for years, before insulin injections may become necessary.  

For decades, sulfonylureas and insulin injections were the only medicinal options for type 2 diabetes.  More recently, another group of oral medications have been developed that, like the sulfonylureas, stimulate increased insulin production.  These medicines, called the meglitinides (repaglinide/Prandin and nateglinide/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 become useless when the pancreas ceases insulin production, as it eventually does in many type 2 diabetics.  At that point, insulin must be injected.

Newer diabetes medications attack type 2 at its source: “insulin resistance,” the body’s increasing inability to process insulin.  Metformin (trade name Glucophage), and the glitazones (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).  Metformin and the glitazones 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.
A third category of medicines, the alpha-glucosidase inhibitors (acarbose/Precose and glyset/Miglitol) is completely different.  These drugs temporarily suppress the digestive enzymes which 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-prandial spikes.   Unfortunately, they can have many side effects, and are less than universal in their utility. 

One important thing to remember is that no drug available today, including insulin, does anything more than treat the symptoms of diabetes.  No drug, no herb, no food additive cures diabetes—though many unscrupulous touts would have us believe theirs will.  Save your money.

Psychological Insulin Resistance

Unfortunately, oral medications are often eventually insufficient.  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 themand really need to start injecting insulin to keep their blood glucose at a safe level.  (Note:  Regular, frequent blood glucose monitoring and HbA1c testing will show if you have reached the point where you should begin insulin therapy.)

Here we encounter what the drug companies 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!  Many men would rather face a bayonet.  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-useless 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 would resist commencing regular insulin injections—so they don’t even suggest it.  Yes, insulin is a powerful medication, with risks if used incorrectly—but what in this world DOESN’T have risks if used incorrectly?  The risks of remaining on oral diabetes medications once pancreatic insulin has diminished or ceased entirely are far greater than the risks of taking insulin.

Oral Insulin?

Exubera is a milestone—an inhalable “oral insulin.”  For the first time, we have an insulin that does not require injection.  Insulin has become just another “oral diabetes medication.”

But there are problems.  First, Exubera is “fast” insulin, with a response curve quite similar to that of Humalog.  There are no longer-acting, inhalable insulins, yet.  Will there be, eventually?  Probably—just not 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 (and the British National Health Service has refused to provide it, claiming the extra cost is too high).  Look for the cost to drop, especially as more oral insulins are FDA-approved.

Conclusion

It is now far easier for you and your doctor to tailor your oral diabetes medications to your specific needs—improving your control and lessening your possibility of serious complications.     

Oral diabetes medications are a means to an end.  The point is to keep your blood glucose down in the normal range by whatever means necessary.  Whatever gets that job done is what you should be using.  Diet and exercise, pills, or insulin—they’re just tools.  Use 

the right tools, do your best, and win.      

Dynamic Distributor Does Her Thing

May 16, 2006

Dear Mr. Bryant, 






   

While traveling, I happened upon a copy of the Voice of the Diabetic.  I called for a 

subscription upon returning home.  At the time I was receiving one or two other publications for diabetics.  I never seemed to get them all read, but I devoured the Voice as soon as I received it and learned more from it than any other!  

I soon had my brother reading the Voice. His wife works for the free clinic in a 

neighboring town, so she ordered it for the clinic.  Then I showed it to our financial adviser. She uses a pump and is so enthusiastic about the Voice, and she thanks me every time I see her.  I next told the Rockingham Family Physicians about the Voice, and they also wanted copies for their office. 

Soon after, I was at the University of Virginia, participating in a study, and I took a copy to them. I also get copies for our church, Mt Olive Presbyterian, as we have quite a few diabetics there. Most recently, I shared the Voice with the Valley Greeters, a break-off group of the Welcome Wagon.

I tell everyone that the Voice is quarterly, and free, but that donations are greatly appreciated and much needed to keep the paper coming.

I have now dropped all the other publications, as I seem to find all the current information I need in your publication.  

Thank you so much for keeping us informed!  

— Alice H. Johnson, Harrisonburg, VA

Laser Photocoagulation for Diabetic Retinopathy

by A. Paul Chous, MA, OD

EDITOR’S NOTE: Dr. A. Paul Chous, who himself is diabetic, explains treatment of diabetic retinopathy and stresses the importance of early intervention. When treatment fails, remember that the Diabetes Action Network and the National Federation of the Blind are here to help.
Diabetic retinopathy (DR) is the leading cause of new blindness for Americans between the ages of 20 and 74.  It is estimated that an American with diabetes loses his or her vision every 22 minutes. Though clinical research clearly demonstrates that tight control of blood glucose and blood pressure (good metabolic control) substantially reduces the risk of blindness due to DR, many patients develop this eye disease and are at risk for serious vision loss, sometimes even despite outstanding metabolic control.  Fortunately, the advent of retinal laser therapy (laser photocoagulation) has greatly reduced the number of patients who lose vision to DR.

Laser photocoagulation refers to the precise and concentrated application of high energy light, typically of a single wavelength (called monochromatic light). This light energy (photo-) is absorbed by body tissue and generates heat which, in turn, causes 

clotting (-coagulation) of blood and localized destruction of that tissue. When applied to the retina, the light-sensitive membrane lining the inside back wall of the eye, laser energy creates focal “burns” that have two principal effects: (1) they destroy small areas of the retina and (2) they seal off damaged, leaking blood vessels that threaten vision.

Diabetic retinopathy occurs when high blood glucose damages the smallest blood vessels supplying the retina, leading to leakage of small amounts of blood, serum, blood fats and blood proteins. If significant leakage occurs within the macula, (the most sensitive part of the retina), vision may be affected (diabetic macular edema or DME]—otherwise patients rarely have symptoms at this stage. As DR progresses, new but abnormal blood vessels may form and proliferate on the surface of the retina and optic nerve (proliferative diabetic retinopathy or PDR). These new vessels break easily and bleed profusely (vitreous hemorrhage), leading to vision loss and formation of scar tissue that may tug on the macula or detach the retina from the back wall of the eye, leading to blindness.

When is Photocoagulation Beneficial?

First, retinal laser therapy is beneficial for minimizing fluid leakage from leaky blood vessels within the macula, essentially by cauterizing those leaky vessels. The Early Treatment of Diabetic Retinopathy Study (ETDRS) showed that retinal laser therapy applied to the macula reduces the risk of substantial worsening of vision from significant diabetic macular edema (DME) by 50 percent, if it is performed in a timely fashion, even in patients who have excellent vision when diagnosed. Second, laser therapy causes regression (shrinkage) of the abnormal blood vessels found in proliferative diabetic retinopathy (PDR). The ETDRS showed that one to several thousand laser burns applied outside the macula reduces the risk of severe vision loss from PDR by 50-75 percent, if it is performed in a timely fashion, even in patients with 20/20 vision at the time of their diagnosis. It is thought that sacrificing some of the peripheral retina, by destroying it with laser burns, turns off the chemical messengers causing abnormal blood vessel proliferation, thereby protecting the macula and vision from more severe injury due to PDR.

First Steps

It is important to understand that retinal laser therapy does not prevent DR, nor is it used to treat mild or moderate DR (for these less severe stages, improving blood sugar and blood pressure control are the mainstays of effective treatment). Rather, it is used to treat only serious, vision threatening DR: significant diabetic macular edema (DME); proliferative diabetic retinopathy (PDR); and sometimes, severe non-proliferative retinopathy (severe NPDR) in people with type 2 diabetes. It is also critical to know that retinal laser therapy for DR works best only when it is performed prior to losing vision, ideally, before the patient has any symptoms whatsoever.

Side-Effects of Photocoagulation

Laser photocoagulation does have side effects. It can reduce a patient’s night vision or his/her ability to function well when going from a lighted environment to a darkened one (e.g., a movie theater). It can cause a loss of peripheral vision or blind spots in a person’s central vision, depending upon where the laser burns are placed. The laser burns themselves can (rarely) become a site for the development of abnormal blood vessels beneath the retina, leading to vision loss (this is the same process occurring when a patient loses vision to “wet” macular degeneration). Finally, and most importantly, sometimes laser therapy does not work, and patients lose vision despite receiving timely treatment.  

Future Treatment Options

For all these reasons, a lot of research and effort has gone into developing new medications for treating serious DR before it causes irreparable damage to the retina. While these drugs hold great promise for treating and preventing blindness due to diabetic retinopathy, laser photocoagulation remains the “gold standard.” Despite its shortcomings and limitations, retinal laser therapy has unquestionably saved the vision of tens of thousands of people with diabetes, including the author of this article. Unfortunately, it will not restore vision that has been lost.  For that, we must look to the future of molecular and tissue engineering, to the spirit of making the irreparable reparable, and to a host of novel ideas that will, hopefully, become the passion of our best and brightest biomedical scientists.     

Jean’s Journey: 

How One Woman Brought Health and Hope to Diabetics in Kenya
by Jean Suren, KRN, BSC, CDE

When I came to Kenya, East Africa, in 1991, I was only the second diabetes educator on the continent (there was one in South Africa).  I knew I would face challenges getting diabetes education started here, but I didn’t know how very difficult it would be.

As the third president of the American Association of Diabetes Educators (AADE), in the late 1970s, I battled to empower Americans with diabetes. Little did I know that my work with AADE was preparing me for much larger battles ahead in Africa.

At the age of 45, I was diagnosed with type 2 diabetes.  This was no surprise to me; it was in the family—and I’d had reactive hypoglycemia (a precursor of type 2 diabetes) for 20 years.  Of course I was angry—but I’d been an educator for more than a decade, so I knew what to do.  It took a few months to find the right motivation to “do the doing.”  My feet were my motivation—I didn’t want an amputation.  I am addicted to African music, and love to dance—so I have managed my diabetes well for the past 20 years.

Life in Africa has challenged my diabetic control, but thankfully, I win almost every battle.  Although Kenya grows a lot of vegetables for export, many Kenyan tribes consume few vegetables.  As I traveled around Kenya, teaching health professionals in hospitals about updated diabetes care and patient education, I had a hard time getting my daily vegetables.  Traditionally, Kenyans eat a high-starch diet, with occasional meat, and only small amounts of vegetables and fruits.

For five years, I traveled two weeks out of every month, via public transportation. Because of this, my stress level was usually very high. Roads here are in horrendous condition, accidents are common occurrences, drivers explain “rules are meant to be broken,” and our public transport system is very dangerous.  Busses and matatus (Nissan vans) are always packed like sardines; until recently there were no seat belts or speed governors. 

My experiences as a diabetic in Kenya taught me how to advise my patients living with the same challenges.  It took two years to research the state of diabetes within the health care sector and to develop means of delivering quality care.  Our health care providers’ knowledge of diabetes and patient care is nearly 20 years out of date.  Half the nation is living below the poverty line—which makes getting any health care nearly impossible.

In 1993, I started the first hospital-based diabetes program in Sub-Saharan Africa, at Kikuyu Hospital, outside Nairobi, the capital.  Gradually, I developed a motivated and dedicated team of health professionals.  We learned a lot about how to give high-quality care at very low cost.  We debunked the excuse: “We don’t have the money.” We proved that trained and motivated health professionals can deliver high-quality, cost-effective care.

The Diabetes Control and Complications Trial (the DCCT study), completed in 1993, was a great impetus to do a better job, for now we had proof there was payoff for good control.  Then we defined clear targets for our patients based on that data.

In our own clinic, Diabetes Care and Training, about 75 percent of our patients can successfully hit the target and keep it (except during illness or times of stress).  Of over 2,300 regular patients, 25 have received certificates of recognition for maintaining good control and stopping the progress of complications.

Over the past decade there have been three American diabetes educators who sent our clinic surplus supplies.  These we used for our indigent diabetics who want good control but cannot afford it.  My foster son Stephen, who I was blessed with 12 years ago, when he was diagnosed with type 1 diabetes, grew into a strong, healthy man on donated, often recently expired, insulin.  (Unofficially, insulin, if stored properly, can be used for up to six months past the printed expiration date.) He is now a nurse/diabetes educator in a hospital on the outskirts of Nairobi, and is married with children.

We recently celebrated my 65th birthday—21 years with well-controlled diabetes, and 15 years of serving Kenyans with diabetes.  In reflecting upon my contributions to this nation, 4,000 health professionals have been taught updated diabetes care, and over 5,000 people with diabetes have gotten the benefit of care under my guidance.  Today, there are about 40 trained diabetes educators across Kenya, doing a good job under trying circumstances.  At the end of our long, busy days, we draw strength and satisfaction knowing that we empowered thousands of interested diabetics to live full and healthy lives.

PARAMETERS FOR GOOD CONTROL

Fasting Blood Sugar

 
  63
to        90  mg%

1 hour after meal


108 
to       162 mg%

2 hours after meal


125 
to       180 mg%

3 hours after meal


108
to       162 mg%

4 hours after meal


  80 
to       144 mg%

5 hours after meal


  63
to        90  mg%

NOTE:  If anyone wants to contact Jean, her staff, or other Kenyan diabetics, write to:  Diabetes Care and Training, PO Box 35181, Nairobi, Kenya 00200, or (iffy) email: jeansuren@yahoo.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 can 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:  My question is about Glucagon.  I’m a caregiver, and I have observed that some elderly, brittle diabetics seem to not respond well to it—they have another BAD hypoglycemic episode within 24 hours.  Are there some people who should not receive Glucagon?
A:  Your question is of great interest to me. Thankfully, I’ve never received a dose of Glucagon, but I’ve always wanted it to be there, in case I needed it.

Glucagon is a valuable agent, but not without some problems. Glucagon is a “last ditch” measure to treat severe hypoglycemia.  It is used only if the person is so severely hypoglycemic that they are unable to take carbohydrate by mouth.  It must be injected by another person; and it only works well if there is an adequate supply of stored carbohydrate—in the form of liver glycogen.

What is Glucagon?

The liver stores carbohydrate by converting blood sugar into liver glycogen.  Insulin acts to increase deposits of glycogen into the liver and there lies the problem with insulin—it can divert glucose into liver glycogen, even if blood sugar levels are too low.  Glucagon works in reverse, stimulating the release of stored carbohydrate (liver glycogen), thereby increasing the blood sugar level.

The Importance of Frequent Testing

Frequent blood sugar testing can provide some protection against unsuspected low blood sugar. Perhaps even more important is learning how to predict activity or food intake that makes low sugars more likely.  

Hypoglycemia is best treated by prevention, not by rescue efforts. Many persons with type 1 diabetes lose the ability to sense hypoglycemia. This is called hypoglycemic unawareness. The person with hypoglycemic unawareness has little or no perception of early low blood sugar.  Their first event with hypoglycemia may be confusion, or loss of consciousness.

The Brittle Diabetic

“Brittle Diabetes” is a term used to describe wildly fluctuating sugars.  Many persons with “brittle” diabetes are slender, even malnourished, and often have some diabetic complications. A slender or malnourished person is at greater risk for hypoglycemia, since they lack the cushion of adequate carbohydrate stores (glycogen) in the liver.  

Their blood sugar control is often not ideal. However, the brittleness may improve with careful education regarding management of the diabetes.

The Yo-Yo Effect

A frequent pattern is: inadequate insulin to cover a meal, resulting in high blood sugar—then too large a correction of insulin, which causes the sugar to fall too low, followed by an excess consumption of carbs, which again results in too-high blood sugar.  This yo-yoing of the blood sugar makes hypoglycemia far too frequent.  

How Glucagon Works

Your question is important since with a rescue agent like Glucagon we want it always to work but to have no tendency to cause repeated low sugars.  Some persons do show increased risk for recurrent low sugars after using Glucagon—why?  Glucagon is a hormone, produced, like insulin, in cells called the Islets of Langerhans, located in the pancreas.  Alpha cells produce Glucagon, beta cells produce insulin.  

These two hormones are like yin and yang—insulin lowers blood sugar by helping the body use glucose, and by shifting blood sugar from the blood into liver in the form of glycogen. Glucagon acts to break down liver glycogen to increase blood sugar.  However, there must be enough liver glycogen for a Glucagon injection to raise blood sugar.  Persons with type 1 diabetes and those who are malnourished have less liver glycogen available, and frequent hypoglycemia also depletes liver glycogen stores.

A Final Precaution

The package insert in Glucagon emphasizes the importance of pushing a carbohydrate diet to replace glycogen stores after use of Glucagon.

Wes Wilson 

[PHOTO/CAPTION: Sarah French with her mother, Melinda French, her grandmother, Addie Griffin, and great-grandmother, Louie Cheek]

Louie Cheek, 98, Loves Life

by Ed Bryant

Louie Cheek (yes, that’s her real name) is 98 years old.  She has type 2 diabetes.  If you ever thought diabetes was a gigantic drag on life, then Louie Cheek is one lady you should meet. 

There’s a lot of diabetes in her family. Four of Louie’s five sisters had it, and her daughter had it. Even her granddaughter experienced diabetes during pregnancy. 

Diabetes is very important to this family; in fact Ms. Cheek’s great-granddaughter, Sarah French, Miss Missouri, has selected diabetes and fitness as her special platform.  

Louie was diagnosed about 25 years ago.  She explains “I don’t take insulin.” Upon learning that she had type 2 diabetes, Louie began to modify her lifestyle. “I changed my way of eating. I don’t eat fried or fatty foods, and I drink a lot of water.  And I walk.  I used to walk three miles a day, but I’m getting to where I can’t do that anymore—not that far. But, I can still touch my toes with my hands” she boasts. 

Louie takes care of herself.  She tests her blood sugar regularly, almost every day. She advises, “Eat a good breakfast, and exercise.”  Doctors would certainly agree. 

“I’m still going strong,” she assures me. She has a special message for Voice readers: “Get up and go exercise.  Take care of yourself.  You have to have a positive attitude, to make yourself feel good every day. Don’t get up talking about your ailments!  Forget your ailments!  Get up and go whether you feel like it or not, and don’t say a thing about it.  Sure enough, you’ll get to feeling good.  It’s the best thing to do.”

[PHOTO/CAPTION: Sarah French, Miss Missouri]

Miss Missouri Crusades for Diabetes
by Ed Bryant

Sarah French is this year’s Miss Missouri.  Twenty years old, she is beautiful, poised, energetic and athletic.  You need those things, and more, when you’re trying to become Miss America.  But it’s not just about looks.

Successful contestants must also have a platform, a cause, that would make the centerpiece of their year.  Sarah’s platform is strong on healthy living and 

physical fitness, and she calls it “Health and Fitness for Life.”  

Miss Missouri is very interested in diabetes, with good reason. “Unfortunately, I have a long family history of diabetes...” she states.  “I chose my platform because diabetes runs on both sides of my family.  I have cousins with diabetes, I have uncles who have diabetes, my mother has diabetes, my grandmother, and my great-grandmother Louie, who’s 98 years old, has it,” she explains. 

“My cousins are type 1, and I have an uncle that’s type 2.  My mother is type 2, my grandmother is type 2, and, honestly, I think my 98 year old great-grandmother is type 2.”

Born in Dallas, and raised in Hot Springs, AK, Miss Missouri is now a broadcast journalism major at the University of Missouri-Columbia. Sarah has a lot of energy.  In addition to being a full-time college student, Sarah makes time to compete in pageants, make public appearances, stay involved with her on-campus organizations, and stay fit. 

She volunteers with the Special Olympics, writes health articles for Life & Home Magazine, and speaks to schools across Missouri about proper diet and adequate exercise.  She’s a dynamo.

“America has a ‘huge’ problem,” Sarah writes on her Web site, www.sarah-french.com.  “Sixty percent of Americans are suffering from obesity.” You may be surprised to learn that 70 percent of all cases of cardiovascular disease and 42 percent of colon cancers are among obese individuals.  In fact, obesity rates have tripled in the last 40 years. 

Sarah is especially concerned about the crisis of childhood obesity.  She speaks of the lure of computer games, and the challenge of trying to get today’s young people interested in physical activity.  It’s more than just the easy availability of fast food’s “empty” calories, or the disappearance of school physical education; Americans need to learn (or re-learn) how to treat their bodies in a healthy manner.  Sarah warns that: “The children of today may grow up to be the first generation of Americans with shorter life spans than their parents.  The spread of diabetes in young Americans is frightening,” she continues, “and the trend is not slowing.”  She admonishes us to “think healthy, not thin.”

And who better to tell them?  People respond best to a lesson when it is coupled with a positive personal example. Sarah sets so many positive examples; it’s easy to lose count.  She’s an intelligent young woman doing the right things to avoid or delay diabetes. She is a leader making a positive difference. 

Sarah French, Miss Missouri, is talking good sense.  She wants all Americans to see the rewards of embracing healthy lifestyle changes, and she understands the danger of doing nothing.  She wants people everywhere to choose a healthy future. 

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.  

[PHOTO/CAPTION: Kurzweil–National Federation of the Blind Reader]

[PHOTO/CAPTION: Mike Freeman uses the Kurzweil–National Federation of the Blind Reader.]

Revolutionary Reading Technology Enhances Independence for Diabetics

by Chris Danielsen

Have you ever had trouble reading the tiny print on a nutrition label or a menu due to vision loss?  Are you tired of asking someone with better vision to read something to you?  For many diabetics with visual impairment, one of the greatest frustrations is the difficulty reading.  While many books are available on tape, and newspapers and magazines are easy to access with NFB-Newsline®, the day-to-day reading chores are sometimes impossible.  The National Federation of the Blind has a solution: a portable, hand-held device that can read just about any print document or packaging aloud!  

On July 1, 2006, the NFB introduced a revolutionary innovation in print reading technology for the blind and visually impaired.  The Kurzweil–National Federation of the Blind Reader is the world’s first hand-held reading machine.  While the transformation of an image of text into speech is not new—talking computers have been using it for years—it’s now in a much smaller, easily portable package. The device consists of a digital camera attached to a PDA (palm-size computer), which contains the text translation and speech software. 

And it’s incredibly easy to use.  Just point the camera at your cereal box or medicine label or bank statement—or even this page of the Voice!  The camera snaps an image of the printed page. The software analyzes the text, and then a synthetic voice reads the text aloud. 

The Kurzweil–National Federation of the Blind Reader can recognize virtually any text 

on a contrasting background, including print on most labels and packages. The device gives blind and visually impaired diabetics access to an amazing array of printed items. Mike Freeman, a member of the board of directors of the Diabetes Action Network, says: “Now it’s much easier for me to manage my diabetes without the help of a sighted person. I have successfully used the Reader to read nutritional information on frozen food items, restaurant menus, and the medical inserts that come with test strips and insulin cartridges.”

The Kurzweil–National Federation of the Blind Reader has received rave reviews from the Baltimore Sun, the Washington Post, the New York Times, U.S.A. Today, and other major media.  More importantly, it’s been an enormous hit with blind and visually impaired people who have used it.  Patrick in D.C. remarked, “It’s wonderful not 

to ask someone else for help.  There was nothing better than saying, ‘It’s okay, I got it.’” Other user comments included the following:

•  “This thing is the beginning of a revolution!”

•  “I was able to read the muffin box and make muffins for my daughter without any help!  It was great for me, and it made my daughter happy too.”

•  “It’s like holding independence in the palm of your hand.”

For more information, contact the Kurzweil–National Federation of the Blind Reader information and sales line at (877) 708-1724, or go to www.nfb.org and click on Products & Technology.  

[PHOTO/CAPTION: DAN President Lois Williams]

DAN Action Report

2006 ELECTIONS

At the annual seminar and business meeting of the Diabetes Action Network, held on July 3, 2006 in Dallas, Texas, in conjunction with the National Federation of the Blind convention, elections were held to fill national board positions for the 2006/2007 year.  Here are the results:

OFFICERS:

PRESIDENT


Lois Williams
        Huntsville, AL


FIRST VICE-PRESIDENT


Joyce Kane

Stratford, CT

SECOND VICE-PRESIDENT


Minnie Walker

   Mobile, AL

TREASURER

Joy Stigile


Reseda, CA 

SECRETARY


Bernadette Jacobs   Baltimore, MD

BOARD MEMBERS:  

Ed Bryant 
 
Columbia, MO 

Mike Freeman 
Vancouver, WA 

Maria Bradford
Spokane, WA


2006 Raffle Winners 
Congratulations to Robert Stigile, of Reseda, California. He was the winner of our annual Diabetes Action Network raffle. Lots of people helped sell tickets, and the following folks each sold 50 or more:  Ken Staley, of Chicago, IL, Tom Ley, of Baltimore, MD, Lois Williams, of Huntsville, AL, Joy Stigile, of Reseda CA, and Ed Bryant, of Columbia, MO.  Truly a winning performance!  

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.

Mindfulness in Everyday Activity

by Ann S. Williams, PhD, RN, CDE

This column is Part 4 of my series on stress management and mindfulness.  In the first column, I defined stress as a reaction to a change or strain and discussed a few basic ideas about stress.  In the second column, I defined mindfulness as awareness of the present moment, and I described simple mindfulness meditation.  In the third column, I described how to use mindfulness to decrease your reaction in particularly stressful moments.  If you have not read those columns, you can find them on the Internet: www.nfb.org and click on Publications or by contacting the Voice editorial office.  This column is the fourth, the last of this current series.  It covers a way to practice mindfulness while doing everyday activity.

Mindfulness describes a state of mind difficult for most people to achieve.  In the last column, I described how, when people watch their flow of thoughts, most discover the mind moving rapidly from one thought to another, like a playful puppy in constant motion.  Learning mindfulness involves bringing the mind back to some detail of the present moment, acknowledging it, and accepting it.  Practicing this in regular times of meditation and in times of stress can help you keep your focus more and more in the present moment.

Another way to practice mindfulness is to pay close attention to your perceptions, as you do simple, everyday activities.  Many people who do this regularly report they sense profound changes in the quality of their lives.  The good feelings and happiness they experience day to day are greatly increased, and their negative reactions to stressful times are greatly decreased.

So how can a person begin to practice mindfulness in everyday activity?  A very simple technique is to slow down an ordinary, common activity, and pay attention to the small experiences that make it up.  Choose something you do often, and do it very slowly, noticing your sensations in each small step of the activity.

For example, think of sipping tea.  A person sipping tea in the usual way may be aware of holding the cup, smelling the aroma before the first sip, and the taste of the first sip.  The experience of drinking the rest of the tea may blend into one single experience that has to do with noticing the decreasing amount of tea in the cup.

Taking a sip from a cup of tea with mindfulness, however, is quite different.  It begins with noticing the cup of tea in front of you.  What is the shape of the cup?  Is it tall or short, wide or narrow, thick-walled or thin-walled?  Does it have a handle?  What is the color of the cup?  What is the color of the tea in the cup?  What do those colors look like next to each other?  Do you see steam rising from the cup?

As you touch the cup, you have a different experience of it.  What texture is the surface of the cup?  If it has a handle, is the handle warm or cool?  Is that different from the temperature of the body of the cup?  What is your reaction to touching the cup—do you like the feeling in your fingers, dislike it, or feel indifferent to it?   Notice your feeling, and accept it, and continue to pay attention to each moment of experience.

As you lift the cup, notice the sense of fullness or heaviness.  Also notice that as you slowly bring the cup toward your face, the scent of the tea becomes quite noticeable.  What is that scent like?  Is it sweet, pungent, or spicy?  Do you notice a dominant scent and other weaker scents?  Does the scent evoke an emotional reaction?  And does the color of the tea look different as you bring it closer?

As you touch your lips to the edge of the cup, you will feel a temperature and a texture.  What are these feelings?  Can you feel steam rising from the tea on your face?  If you inhale air through your mouth over the surface of the tea, without tipping the cup far enough to receive tea in your mouth yet, you will notice a faint taste of the tea.  What is this flavor?  Is it exactly like the scent, or a little different?  And as you look into the cup up close now, what do you see?  Do you notice small currents in the liquid?  Are there fragments of tea leaves on the bottom of the cup?

With the first sip, notice the small movement of your wrist that allows the tea to flow into your mouth.  Notice the slight shift in the weight of the cup.  Notice the temperature of the tea as it enters your mouth and your perception of the flavor as the tea moves from the front of your mouth to the back.

Now, slowly lower the cup to the table.  Notice the movement of your hand and arm.  Notice the decrease in scent as the cup moves away from your face.  Notice the shifting of the weight of the cup to the table as you set it down.  Also, notice the aftertaste of the tea in your mouth.  Is it the same as or different from the flavor that you noticed when you had tea in your mouth?  Do you like the aftertaste or not?  Whatever your sensations and reactions are, simply notice them, and accept them.

At this point, you may have spent about five to ten minutes taking your first sip of tea.  Many people find that the satisfaction of a sip of tea is greatly increased by such an activity, but others may have a more negative feeling about this practice.  Whatever your feeling is, simply notice it and accept it.  You may choose to continue to drink the cup of tea slowly and mindfully, or you may simply go back to your usual way of drinking tea.

The tea is only an example.  Any activity of daily life can be practiced with mindfulness.  Someone might sweep a floor, wash a dish, pat a dog, eat a raisin, or do any number of other ordinary activities, slowly and mindfully.  When beginning mindfulness, it often helps to do the same activity repeatedly for a while, perhaps daily, or several times a week.

To decrease stress and increase happiness, add the practice of mindfulness in everyday activity to regular meditation.  People who do this often notice they start to experience a simple but profound shift in the ways their mind works.  They may react to the small stresses of everyday life in quite different, less upsetting ways.  And when major stresses come along, they are able to recover equilibrium much more quickly.  As we noted in the beginning of this series, for people with diabetes, managing their reaction to stress is an important step to remaining both emotionally and physically healthy.     

Book Reviews
by Susan Blake, MS, RD, and Beth Howard

THE ULTIMATE CALORIE, CARB, & FAT GRAM COUNTER:  Quick, Easy Meal Planning Using Counts for Your Favorite Foods
Published 2006 by American Diabetes Association

Author:  Lea Ann Holzmeister, RD, CDE

Pages:  603; price:  $9.95

This book is a comprehensive guide for anyone trying to lose weight, control diabetes, or simply eat healthier meals.  Find calories, carbohydrates, fat grams, percentage of calories from fat, saturated fat, cholesterol, sodium, fiber and protein, as well as servings and exchanges for over 7,000 fresh, packaged, and restaurant foods.  

This book describes four types of meal planning:  (1) calorie counting; (2) carbohydrate counting; (3) fat gram counting and (4) food exchange systems. 

Each chapter provides handy lists (i.e., beverages, bread, etc.) and the chapters are organized alphabetically.  The book is very easy to use by people with a variety of lifestyles and eating habits.

YOUR DIABETES CONTROL HANDBOOK

Author:  Dr. Marshall Chazen

Published 2004 by Management Advantage

Pages:  391; price: $24.95

This book aims to educate and entertain, and is written from the perspective of an individual with diabetes, not a medical doctor.  In this book, Dr. Chazen writes from both research and personal experience, with a light-hearted touch. The author describes both Type 1 and Type 2 diabetes, medications and treatments, and the overall effects of diabetes on organs and mental health.  He also discusses ways to control and slow down this disease, and even ways to prevent it.

As a diabetic, I found this book to be very informative, in spite of the fact that it is an easy read.  As emphasized in the closing chapter, paying attention to this disease can help us save our kidneys, eyes, hearts, limbs and even our lives.  Dr. Chazen’s experiences, research and recommendations can help any diabetic do just that.

101 TIPS TO RAISING HEALTHY KIDS WITH DIABETES

Published 2006 by American Diabetes Association

Authors: Laura Hieronymus, M.Ed. and Patti Geil, MS RD.  

Pages: 124; price:  $14.95

Can we raise healthy kids who have diabetes? Of course! This essential book tells how children with diabetes can be happy and healthy! This resource helps you teach your children the facts, responsibilities, and good attitudes about diabetes while they are young.

The book is simple to use, and easy to read.  Chapters cover babyhood, toddlers, school-age and teen concerns. The book addresses medical, emotional and lifestyle issues. Learn about hypoglycemic treatment for babies, snack ideas for fussy eaters, and strategies for active school-age children and teen athletes. Tips include how to teach children about self-management and blood glucose monitoring. The index, terms, and explanation of diabetes are also helpful.  

This book is a marvelous guide for families and support groups. 

It is a hopeful, helpful book for talking about health, eating, activity, and the self-care 

essential to life long diabetes control. Read the 101 Tips and raise your child with more ease and confidence. 

Cystic Fibrosis and Diabetes too?

About 30,000 people in the United States are living with Cystic fibrosis (CF). Moreover, many CF patients develop diabetes, and it is not a standard form.  The diabetes that strikes CF sufferers looks like both type 1 and type 2, and it seems to follow a disease-related defect in pancreatic beta cell function.

CF patients create their own insulin, but often not enough of it—so they need injected insulin to cover meals.  Many are also very insulin-resistant. 

Cystic fibrosis results from a faulty gene—and this fault impairs the normal passage of salt and water through the body’s cells.  Researchers from the University of Florida believe this impairment damages insulin production.  These researchers are calling for all patients diagnosed with cystic fibrosis to be given an oral glucose tolerance test, and, if positive, to be treated for their diabetes. 

Diabetes and Irregularity are Linked, Sometimes

People with diabetes often experience a complication called autonomic neuropathy, which may cause constipation. Intestinal nerve damage (gastroparesis) can inhibit the regularity of your digestive system.  However, it may not be diabetes. It could be your diet or medications. 

Narcotic analgesics, such as Tylenol with codeine or Darvon, can be constipating.  Some people become constipated while taking antidepressants or blood pressure medications. Diet and exercise also play a role in digestive health. Try to add more fiber to your meals, and make sure you’re getting enough water and physical activity. Talk to both your doctor and your dietitian about constipation.    

Ace Inhibitors May Reduce Hispanic Diabetes Risk

by Peter J. Nebergall, PhD

Are you a Hispanic person with high blood pressure?  

If so, you should talk to your doctor about your hypertension (high blood pressure) medication.  People with diabetes are at a much greater risk of developing high blood pressure than others, and the most common medications prescribed for high blood pressure are beta-blockers and diuretics.  But researchers at the University of Florida have discovered that Hispanics with high blood pressure may respond better to less commonly prescribed drugs: calcium antagonists and ACE inhibitors.  In fact, they found that, in addition to treating hypertension, the ACE inhibitors may actually improve or prevent diabetes.

University of Florida researchers, working on the INVEST (International Verapamil SR-Trandolapril Study) have discovered that certain persons of Hispanic ethnicity with high blood pressure—with or without diabetes—respond better to calcium antagonists and ACE inhibitors than they do to the traditional beta-blockers and diuretics.  Diabetes and high blood pressure often march in step—so improved blood pressure control, for this very heavily diabetes-impacted population, will reduce the burden of diabetes.  The same research discovered that the ACE inhibitors (specifically a mix of verapamil and trandolapril) could improve insulin resistance and cut the risk of developing full-blown diabetes.

Ace inhibitors are already recommended to treat diabetes complications such as nephropathy and retinopathy, and this new development is exciting.  The next question is whether the ACE inhibitors will be equally beneficial to non-Hispanics.  The study was limited to Hispanics, and doesn’t appear to have incorporated non-Hispanic “controls,” so we don’t yet know whether the benefits will be the same for other ethnic groups.  In addition, because the term “Hispanic” embraces a diverse population of racial, ethnic, and national groups, further research will be needed to determine which factors, if any, correlate with the benefits of ACE inhibitors.

In the meantime, however, you should consult your doctor about whether your high blood pressure medicine is right for you.   




LYRICA: Drug Package Insert Contains Ambiguous Instructions

(From ISMP Medication Safety Alert, 6/1/06; reprinted with permission)

A pharmacist alerted us to a potential for error when referencing a dosing chart in the package insert for LYRICA (pregabalin), a new drug used to treat neuropathic pain from diabetic peripheral neuropathy and post-herpatic neuralgia. A table of dose adjustments lists creatinine clearance levels with corresponding daily doses of the drug. However, the dose regimen is listed as BID, TID, or QD. 

Unfortunately, the manufacturer intends BID to mean that the total daily dose should be divided into two doses, while most would expect its meaning to suggest twice-a-day dosing. Likewise, the manufacturer uses TID to mean dividing the total dose into three doses daily, while most expect it to mean to give the expressed dose three times daily. While we certainly do not condone the use of the error-prone abbreviation QD, at least the manufacturer didn’t alter its typical meaning: daily. If you are using, or plan to use LYRICA make sure your health care-provider gives you clear dosing instructions.                    

[PHOTO/CAPTION: Cardio net fits in the palm of your hand]

New Cardio-Technology Helps Detect Heart Problems Sooner

Diabetes often causes cardiac complications such as heart attacks, strokes, and the need for heart bypass operations. Once prevention is no longer an option, the challenge becomes an early and accurate diagnosis with timely treatment.

Traditionally, physicians have used observation, electrocardiograms, and halter monitors. However, a heart problem may not be detected during a physical exam, or during an in-office electrocardiogram. This is especially true if the symptoms are episodic. A halter monitor, which is worn for three days, offers a more comprehensive evaluation, but there may be delays in transmission of information.

Thankfully, electronics are rapidly advancing and improving the diagnoses of heart conditions. Consider the Cardionet Ambulatory Monitor. The CardioNet Service provides 

physicians with the information they need for diagnosis and therapy management. The Cardionet system is like a halter monitor crossed with a Palm Pilot and a cell phone. 

When used as a diagnostic tool, CardioNet’s signature service, called Mobile Cardiac Outpatient Telemetry (MCOT), allows doctors to capture significant arrhythmic events for up to 21 days.  It may be worn for up to 21 days. Cardionet has three non-invasive/stick-on electrodes that connect to a sensor, which can be worn as a pendent or on a belt-clip. This sensor wirelessly relays the information to the monitoring device. This system provides more-or-less real time monitoring, and it allows users quickly to report an abnormal event to their caregivers via a wireless cellular technology. Information can also be sent to the doctor via fax, email, or Internet. 

For more information, ask your doctor about Cardionet, or visit their Web site: www.cardionet.com, or call (619) 243-7500.   

CONSUMER ALERT: Roche Recalls “Advantage” and “Comfort Curve” Strips

Roche Diagnostics, maker of the AccuChek line of blood glucose monitors, reported on June 28 that difficulties had been discovered with certain “Advantage” and “Comfort Curve” test strips.  The containers for these strips hold a desiccant in the lid—and in some cases the lid has been breaking open, leaving little balls of desiccant rolling around the bottom of the test strip vial.  “You can see and hear them, little yellow-brown balls about the size of a BB,” reports Roche Customer Service.  “Don’t use those strips.”

Roche reports such defective strips can read up to 250 mg/dl too high—and cause the user to overmedicate and risk hypoglycemia.  All Advantage and Comfort Curve strips with an expiration date of July 30, 2007, or earlier, are potentially affected.  Note:  ANY test strip overexposed to water, excessive heat, or high humidity will be inaccurate and should not be trusted!

To find out more, contact Roche Customer Service:  1-800-858-8072, or visit:  www.accuchek.com     

[PHOTO/CAPTION: The 8 Members of Team Type 1]

Team Type 1 Triumphs

by Havilah D’Agostino 

Insulin-dependence imposes extra rules and constraints for bicyclists, but not barriers. Team Type 1 (sponsored by Freestyle, a maker of blood glucose monitors) has certainly proved this. Long distance bicycling is a terrific test of mental and physical fitness. To complete a cross country race, mind and body must be in incredible condition. Team Type 1 demonstrated the potential of diabetic athletes by completing a grueling 3,043 mile route, in the “Race Across America”. The team of eight riders, riding in relays, averaged a speed of 22 miles an hour. 

The Diabetes Action Network of the National Federation of the Blind applauds these individuals on a job well done: Phil Southerland, Joe Eldridge, Steve Holmes, Bobby Heyer, Pratt Rather, Linda Demma, Troy Willard, and Jay Hewitt.

For more information about fitness and diabetes: 

•  Check out the Team Type 1 Web site at www.teamtype1.org. 

•  The Diabetes, Exercise, and Sports Foundation’s Web site at www.diabetes-exercise.org. 

•  Or email Lisamaria Martinez, President of the National Federation of the Blind Sports 

and Recreation Division at lmartinez217@gmail.com. 

So, how do people with diabetes train for such athletically demanding feats? With great control. 

•  Test your blood sugar frequently before, during, and after exercise. 

•  Eat properly 

•  Know the amount of food your body needs for strenuous exercise. 

•  Adjust insulin to maintain healthy glucose levels 

•  Don’t forget to network with other diabetic athletes to share suggestions and success.

And remember, athletic success only comes with equal parts preparation and perspiration!

Healthy Home Cooking 

by Healthy Exchanges

Dear Readers, we are saddened to inform you that JoAnna M. Lund, writer of this Healthy Home Cooking column, passed away on Saturday, May 20th at her home in De Witt, Iowa, after a courageous four-year battle with Inflammatory Breast Cancer.  Though we will miss her greatly, she asked that the staff continue sharing our Healthy Exchanges cooking tips.  You will still be able to find us each quarter, and we hope you will continue to find our cooking tips a great help to you in your kitchens.
Hi!  Thanks for joining us in our kitchen again, where the cooking is easy and the food is both healthy and tasty!  Do we ever have a ton of new cooking tips for you!  Enjoy!

KEEPING VEGGIES FRESH

To help fresh fruits and veggies stay fresh in salads and desserts, give them a quick shower with lemon juice.  We know you’ve heard that advice a million times before!  But did you ever hear our easy way to do that?  Simply pour purchased lemon juice into a kitchen spray bottle and store in the refrigerator.  Then, every time you use those fruits and veggies, just give them a quick spray with your ‘lemon spritzer’.  You’ll be amazed how this little trick keeps your produce from turning brown so fast.

GOURMET DIET SUNDAES

For a special treat that tastes nothing like “diet,” try placing 1-1/2 tablespoons of any flavor fruit spread in a microwaveable safe container and microwave on HIGH for about 15 seconds.  Spoon a half-cup of sugar-free, fat-free ice cream in a dessert dish and drizzle the hot fruit spread over top.  Enjoy without guilt!  Some combinations to get you started are: apricot spread over chocolate ice cream; strawberry spread over strawberry ice cream; or blueberry spread over vanilla ice cream.  Now, let your imagination be your guide!

DO YOU SALSA?

Chunky salsa can be one of your best kitchen helpers!  Here are a couple of suggestions:  (1) In a small saucepan, combine 1/4 cup of chunky salsa (I’ll leave the degree of hotness up to you; I’m a mild salsa lover, myself), and one (15-ounce) can of either green beans or carrots that you’ve rinsed and drained.  Cook over medium heat until the mixture is heated through.  This makes canned veggies sing notes they didn’t even know they could!  (2) To make a great dressing for a single-serving lettuce salad, combine two tablespoons fat-free Ranch or Thousand Island salad dressing with two tablespoons chunky salsa.  It makes the dressing go twice as far and adds twice as much flavor!

A SALTY SUGGESTION 

Back to those canned veggies.  Never pay the higher price for the salt-free versions.  Instead, buy national brands when they are on sale.  When ready to prepare one of our recipes that calls for canned vegetables, simply open the can, place the vegetables in a colander and rinse them for a few seconds under warm water.  You’re getting rid of most of the salt and saving money in the process!

Now for our Recipe Makeovers

CN of TN sent us a family favorite to revise in the Healthy Exchanges Way.  She was mighty pleased with this!

OSOTO FRUIT SALAD

Ingredients:

1 (4-serving) package JELL-O Sugar-Free Vanilla Cook-and-Serve pudding mix

1 1/4 cups water

1 (8-ounce) can pineapple tidbits, packed in fruit juice, drained, and 1/4 cup liquid, reserved

1 (20-ounce) can Lucky Leaf No Sugar Added Cherry Pie Filling

1 (11-ounce) can mandarin oranges, rinsed and drained

3 cups cooked orzo pasta, rinsed and drained

1 1/2 cups Cool Whip Free

Instructions:

In a large saucepan, combine dry pudding mix, water, and reserved pineapple liquid.  Cook over medium heat until mixture thickens and starts to boil, stirring constantly.  Pour hot mixture into a large bowl.  Stir in cherry pie filling, mandarin oranges, and pineapple.  Place bowl on a wire rack and let cool for 15 minutes.  Add orzo pasta.  Mix well to combine.  Fold in Cool Whip Free.  Refrigerate for at least 30 minutes.  Gently stir again just before serving.

HINTS:  

(1)  If you can’t find pineapple tidbits, use chunk pineapple and finely chop. (2) Usually 2-1/2 cups uncooked orzo pasta cooks to about three cups.

Serves 12 (2/3 cup) Each serving equals:  100 calories, 0g fat, 3g protein, 23g carb., 50mg sodium, 7mg cholesterol, 1g fiber; Diabetic Exchanges: 1 starch, 1/2 fruit.

MR of PA sent an Italian recipe to have us lighten up.  Officially, this is a salad—but it sure could pass for dessert!

IMPOSSIBLE LASAGNA PIE

Ingredients:

12 ounces extra-lean ground sirloin beef or turkey breast

1 (8-ounce) can Hunt’s Tomato Sauce

1 1/2 teaspoons JO’s Italian Seasoning or any Italian seasoning

1 cup + 2 tablespoons (4 1/2 ounces) shredded Kraft Reduced-Fat Mozzarella Cheese

1/2 cup fat-free cottage cheese

1/4 cup (3/4 ounce) Kraft Reduced Fat Parmesan Style Grated Topping

1 cup fat-free milk

1/2 cup + 1 tablespoon Bisquick Reduced Fat Baking Mix

2 eggs or equivalent in egg substitute

1/8 teaspoon black pepper

Instructions:

Preheat oven to 400 degrees.  Spray a deep dish 10-inch pie plate with olive oil-flavored cooking spray.  In a large skillet sprayed with olive oil-flavored cooking spray, brown meat.  Stir in tomato sauce, JO’s Italian Seasoning, and 1/2 cup mozzarella cheese.  Remove from heat.  Layer cottage cheese and Parmesan cheese in 

prepared pie plate.  

Spoon meat mixture evenly over top.  In a blender container, combine milk, baking mix, eggs, and black pepper.  Cover and process on BLEND for 30 seconds.  Pour mixture evenly over meat mixture.  Evenly sprinkle remaining 1/2 cup + 2 tablespoons mozzarella cheese over top.  Bake for 30 to 35 minutes.  Place pie plate on a wire rack and let set for five minutes.  Divide into six servings.

Serves 6; Each serving equals:  224 calories, 8g fat, 24g protein, 14g carb., 637mg sodium, 226mg cholesterol, 1g fiber

Diabetic Exchanges:  3 meat, 1/2 vegetable, 1/2 starch

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.  

Visit our Web site: www.healthyexchanges.com for more “common folk” healthy recipes to try. Until next time!  

Risks After a Stroke

When treating stroke patients, emergency room physicians often use a “clot-busting” therapy called thrombolysis. Although the therapy works well most of the time, some patients have an elevated risk of intracerebral hemorrhage (ICH), a type of stroke, after treatment. In fact, elevated blood glucose has been shown to correlate with increased risk for ICH after thrombolysis treatment.  So clinicians have typically obtained a glucose test when they treat stroke patients with thrombolysis.

Research, led by Eric Juttler, MD, of the University of Heidelberg, asked whether the Hemoglobin A1c test might be a better predictor of ICH rather than a simple fingerstick. Unlike the fingerstick which gives the glucose level for a single moment, the A1c test provides information about glucose control over the past 2 to 3 months. (How? The amount of A1c—also known as glycated hemoglobin or HbA1c—gleans information about glucose control over the lifespan of a red blood cell.) 

Researchers evaluated data from 400 stroke patients admitted to their emergency department from March 1998 to October 2005.  They found the A1c test (given at time of admission to the hospital) to be a better predictor of ICH risk than the traditional blood glucose, finger-stick, test. The researchers now recommend that hospitals adopt the A1c calling it a “much better screening parameter for the risk of cerebral hemorrhage after thrombolysis.”        

Resource Roundup
Note: Resources mentioned below do not imply endorsement by the Diabetes Action Network of the NFB.
News About the SensoCard Meter

The SensoCard Plus is a tiny talking glucose monitor.  We reviewed this product, along with its competitor the Prodigy meter, in the April 2006 Voice.  Here’s the latest: The Sensocard was recently sold to BBI Healthcare, in the UK.  They expect FDA approval shortly. Contact: BBI Healthcare, telephone: (011044) 7795-294459; Web site: www.bbihealthcare.com

Adaptive tools available at the NFB’s Independence Market

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

Full Service Diabetes Supplier

Access Diabetic Supply promises free glucose monitors, delivery, and in-home training in the use of blood glucose testing devices.  Your private insurance is welcome, and they accept Medicare, too. Check them out online:  www.diabeticsupply.com or call:  

1-800-285-1430.

Beta-Blocker Caution

British researchers report the beta-blockers, a class of blood pressure drugs, are now suspected of increasing the risk of type 2 diabetes, perhaps up to 30 percent.  Noting that as many as 40 percent of adults will develop hypertension, they recommend ACE inhibitors and calcium channel blockers instead.  If you’re taking beta-blockers, don’t just stop. Please discuss this with your doctor.

Metformin and Weight Loss

The oral diabetes medication Metformin has earned its place in therapy for type 2 diabetes.  Now it appears it may have some value as a weight loss drug.  A recent US study gave Metformin to a number of obese adolescents who were at risk for type 2 diabetes. In the treated group, Metformin significantly reduced the patients’ body mass index (BMI) at 6 and 12 months duration.  The untreated group’s BMIs did not change. 

The test was small.  Further studies are expected. 
Compact, Talking Glucose Monitor

The new Prodigy is compact, it talks, and its display is clear and bright. The meter uses 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 now available, and costs $31. A box of 50 strips costs $19.  Order five boxes of strips, and the meter is free.  Contact the retailer: Diabetic Support Program, 3381 Fairlane Farms Road, Wellington, FL 33414; telephone: 1-800-990-9826; Web site: www.prescriptionsplus.com    

Men, Milk, and Type 2 Diabetes
Interestingly, a Harvard study linked increased consumption of low-fat dairy, by adults, with a decreased risk of type 2 diabetes, especially in men.         

Adaptive Computing Equipment

Freedom Scientific, a powerhouse adaptive equipment maker, offers screen magnifiers, screen readers, talking PDAs, scanning-reading machines, and more. Freedom Scientific: telephone: 1-800-444-4443; Web site: www.freedomscientific.com

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 Street, Baltimore, MD 21230; telephone: 1-866-504-7300.    

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: 1-800-453-9033, ext. 611; Web site: www.americandiabeticsupply.com

Dry Skin Care
People with diabetes frequently have to deal with dry skin.   Borage DiabetiCare, by Shikai, contains GLA, an important omega-6 fatty acid. To locate a retailer near you, call DiabetiCare Labs; telephone: 1-888-544-3427, or visit their Web site: www.diabeticarelabs.com 

Flying With Insulin or Supplies?
Terrorist activity has caused the United States Transportation Safety Authority, the TSA, to limit carry-ons.  What about insulin, glucose tablets, and other diabetic supplies?  

Passengers may bring insulin on board as long as the prescription label matches the name of the traveler. For more details go to: www.tsa.gov. 

NOTE: www.diabetesandtravel.com also contains useful advice for diabetic travelers, for example, how to manage time zone changes. 

Talk is Cheap, or Should Be

Independent Living Aids offers an array of 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, Inc., PO Box 9022, Hicksville, NY 11802; telephone: 

1-800-537-2118; email: indlivaids@aol.com  

Counting Calories?

Interested to find how many calories your workout burned?

Try the BBC Calorie Burner Calculator, enter the minutes spent at a given exercise, and the calculator will tell you how many calories you burned. The calculator is located at: www.bbc.co.uk/health/interactive_area/calculators_calorieburner1.shtml

Sugar Free Treats?

In the past, doctors believed diabetics had to avoid sugar.  

However, it’s important to count all carbs (sugars and starches) into your meal plan. Don’t overlook those “diabetic treats,” they count too!

Low Vision Optometrists

The International Academy of Low Vision Specialists is a consortium of optometrists serving people with diminished vision.  They can advise you on appropriate treatment and assistive devices. Contact: Richard Shuldiner, OD, FAAO, telephone: 1-888-610-2020.

New Impotence Gel

Male sexual dysfunction is a common side effect of diabetes. Futura Medical and GlaxoSmithKline are partnering to develop a rub-on gel.  The active ingredient, glyceryl trinitrate, works by dilating the arteries, improving blood flow. They hope to have this treatment on the market in 2009. 

Lantus Versus Levemir—Choices

For some time, Lantus insulin, from Aventis, with its even response and 24-hour duration has been the ultimate long-acting insulin.  Now it has competition.  Novo Nordisk announces Levemir, a similar long-acting insulin.

Are they the same?  No, they’re different enough to avoid patent infringement. Preliminary data suggest similar efficacy for type 2 patients, and shows Lantus doing a slightly better job with type 1s.  Talk to your doctor about Lantus and Levemir.  

Take Trans Fats Seriously 

In a recent study, researchers fed male vervet monkeys a “western-style diet” containing 35 percent fat.  Half the monkeys received lots of trans fat, about 8 percent of their diet.  The other monkeys received the same amount of fat, but unsaturated fats only.  All the monkeys gained weight, but the unsaturated-fat group only gained an average of 1.8 percent.  The ones who got the trans fats gained 7.2 percent.  Worse, the researchers noted, trans fat seems to move fat deposits already on the body—straight to the belly. Choose fats that are liquid at room temperature.

News About Avandamet
Avandamet, from GlaxoSmithKline, combines the oral diabetes medications Metformin and Avandia.  Both drugs are FDA-approved, and have been used, separately or in combination, for years.  Avandamet was FDA-approved several years ago, as a second-line therapy—for type 2 patients who were uncontrolled by Metformin alone.  

The FDA has just approved Avandamet as a primary therapy for type 2 diabetes.  Talk to your doctor about Avandamet, or visit the GlaxoSmithKline Web site:  www.gsk.com 

Herbal Remedy Shows Potential

A traditional Chinese remedy for type 2 diabetes was recently investigated by researchers from Beth Israel Deaconess Medical Center and Harvard Medical School.  They found that genipin, an extract of Gardenia jasminoides Ellis, reversed “faults linked to obesity and high glucose “when added to pancreatic tissue. 

Diabetes Wellness Day

SMMC Visiting Nurses presents

2nd Annual Diabetes Wellness Day

For those living with Diabetes, their family and friends 

and health care providers.

Saturday, November 4, 2006

8:30 AM 2:30 PM

Coastal House, Route One, Wells, Maine

Pre-registration is required by October 20th.  To receive a registration form, call Jennifer Courtois, RN at SMMC Visiting Nurses, (207) 283-7689.
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