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  Foreword




  by Mark McCarthy




  DIABETES IS increasing across the world. Already close to one in ten of the world’s population either has

  diabetes or are likely to develop it during their lives. The prevalence of diabetes is predicted to double over the next 15 years and most of this increase will be in type 2 diabetes.




  This ‘epidemic’ of diabetes represents a serious and increasing challenge for societies and health care systems worldwide. However, each individual faced with the diagnosis of

  diabetes faces an equally formidable challenge.




  In the days, weeks, months and years following a diagnosis of diabetes, there is so much to learn, so much to deal with. A wealth of facts to accumulate – about the disease itself, and the

  various treatments available. A host of skills to acquire – how to monitor blood glucose (sugar) levels, and how to watch out for and detect early signs of complications. We all know that

  diligent control of blood glucose levels can offer excellent protection against those complications, yet this goal remains, even with the range of treatments at our disposal, no easy task. To

  achieve such control requires the full and active participation of the patient, constantly balancing diet, lifestyle and treatment to steer a course between the short-term consequences of a blood

  glucose level that has fallen too low, and the long-term damage caused by running too high a level for too long. There are few other conditions which make such demands.




  And there are more subtle adjustments that need to be made. The diagnosis of diabetes brings with it significant mental and emotional challenges. On the one hand, there are the inevitable

  concerns about the future, and the new demands of managing a condition that requires constant vigilance and attention. On the other, there is the need to ensure that such concerns do not destroy

  the spontaneity and pleasures that make life worth living.




  Hopefully, most people with diabetes will find that the coterie of health care professionals that they encounter following the diagnosis of diabetes (a team that includes their GP, practice

  nurse, diabetes specialist nurse, dietitian, consultant diabetes specialist, podiatrist, ophthalmologist, and others!) will provide much of the guidance they require. Some will have access to

  structured education programs, whilst others will glean information and support from friends, relatives, community groups or the Internet.




  But every person living with diabetes – and anyone living with someone living with diabetes – will find Gretchen Becker’s wonderful book an invaluable complement to those other

  sources of information. The First Year – Type 2 Diabetes carries the reader through that first year after diagnosis, dispensing solid scientific background and sensible practical

  advice, throughout instilling confidence that the challenge of dealing with diabetes is a manageable one. The book is infused with Gretchen’s own experiences of coming to terms with the

  diagnosis of diabetes. She can walk the reader ‘step-by-step’ through the highs and lows, through the obstacles and the challenges, simply because she’s been there herself. And

  though she pulls no punches, the message is definitely upbeat – information means empowerment, and empowerment means better control of your diabetes, and fewer problems in the future.




  If there is a better guide to living with diabetes, I’ve not found it. I know that my patients with type 2 diabetes – not just those newly-diagnosed, but anyone wanting a

  ‘refresher’ course – will find in this book a valuable companion.
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  Introduction




  DIABETES, PERHAPS more than any other chronic disease, must be managed largely by you, the

  patient. This is because everything you do affects your blood sugar levels. Most especially, every morsel of food you eat has a major effect. Exercise, or its lack, also plays an important

  role.




  Other life situations can affect blood sugar levels as well. These include physical stress such as getting the flu and emotional stress such as losing a job. Medications can also make your blood

  sugar go either up or down.




  Doctors and nurses can guide you in your quest for normal blood sugar levels, but they cannot be at your side 24 hours a day. You may not see them for weeks or even months at a time. Thus to

  gain good control, you must take charge and learn to do a large part of the management of your diabetes yourself. To make wise daily decisions about the myriad factors that can affect your blood

  sugar levels, you need knowledge.




  Diabetes is an immensely complex disease that affects every system in the body. To make things even more complex, type 2 diabetes comes in many forms. A treatment that works

  wonderfully for someone else may not work at all for you.




  Your doctor, and even a complete ‘health care team’, cannot control your diabetes without your help. Learning how diabetes works and then working with your doctor to figure out which

  of the many treatments available will be best for you is extremely important if you want to obtain normal blood sugar levels, and this is the best way you can reduce your chances of ever developing

  complications.




  You have a lot to learn, and no one expects you to learn everything at once. It takes time before you can absorb it all. I know. I have type 2 diabetes myself.




  What happened to me




  The first sign – I realized later – that something was wrong was in late summer 1995, when I noticed the black fly bites I’d scratched in May when working on my sheep farm in

  Vermont had still not healed. That autumn, some strange pink algae persisted in growing in my toilet, despite numerous cleanings with chlorine bleach. I get my water from a spring, so I concluded

  there was a new type of algae in my water supply. I didn’t feel sick, so I didn’t worry about it.




  The following January, I noticed I was thirsty a lot and attributed this to the fact that I use a lot of salt. Later I noticed I seemed to need to urinate a lot and attributed that to the fact

  that I drink a lot of coffee while I earn a so-called living copyediting medical books.




  I got more and more myopic and attributed that to the fact I’d been spending 50 to 60 hours a week trying to edit a manuscript an ophthalmologist had sent to a publisher single-spaced, in

  tiny type. I guessed that he was trying to drum up business (and had succeeded in my case).




  I started craving sweets. One day in April, I realized I was rushing through my dinner, not enjoying it as I usually did, so I could get to the big glass of fruit juice I usually drank at the

  end. The next day I visited a friend, who offered me a cup of coffee. ‘What I’d really like is a glass of water,’ I said. ‘I don’t understand why

  I’m thirsty all the time.’ She suggested I be tested for diabetes.




  So I rushed home, where I had some of those tablets people used to use to test for sugar in urine. My mother had been diagnosed with diabetes some years before, so I’d kept them on hand to

  do periodic checks. Previously they had always stayed blue, meaning no sugar. This time, they turned deep brown.




  Going to the doctor’s office simply confirmed what I already knew. I had diabetes. The blood sugar test the nurse did gave a reading of 16.8 mmol/L, four hours after my last meal.

  ‘Is that bad?’ I asked, totally uninformed about what a normal blood sugar reading should be.




  Later the nurse said, ‘You’re not terribly overweight, so we don’t know if we’ll have to put you on insulin or not,’ which didn’t cheer me up a lot. I’d

  never been seriously ill, so I was stunned. Now I had not only a disease, but an incurable one. I’d never be able to eat normally again. Maybe I’d have to have injections. I’d

  have huge medical bills, because I didn’t have good medical insurance. (Of course, if I’d been living in Britain, this wouldn’t have been a worry.) I didn’t know how

  I’d cope.




  But I wanted to know more. So I bought books about diabetes. Then I explored the Internet and found Rick Mendosa’s website that linked to almost every page available on the Internet. I

  signed up for several e-mail mailing lists and read other people’s accounts of their experiences, started asking them questions, and learned and learned. Now I would like to share some of

  this information with others.




  How to use this book




  Because I know what a shock it is to receive a diagnosis of diabetes and how much there is to learn, I have tried to break down the information into small bits that you can absorb slowly,

  starting with the most essential things you should know right away and then slowly moving on to the more subtle aspects of dealing with this disease. Sometimes I outline the bare essentials of a

  complex topic like diet in an early chapter and then later discuss it in more detail.




  Ideally, you would get this book the day you were diagnosed, but it may take days or weeks before you find it or are ready to read about this disease. Whenever you get the book – or open

  it – start with Day 1 and work your way through it at your own pace.




  The book is modelled after the classic approach to creating a fine oil finish on a piece of furniture, in which you oil the wood every day for a week, every week for a month and every month for

  a year. After that, you only need to touch it up every now and then.




  So too, when you are diagnosed, there is so much to learn that you need to spend a little time every day learning about this disease. Then, as dealing with it becomes part of your regular

  routine, you can spend a little less time until eventually you’ll only need to ‘touch up’ your knowledge every now and then.




  Each day or week or month in this book is divided into a Living and a Learning section. The Living sections deal with the problems of living with this chronic disease. I hope the Living sections

  will help you to understand that you are not alone; that the emotional upheavals you’ll probably go through are normal; that living with diabetes is sometimes hard, but it’s possible to

  lead a rewarding life nevertheless; and that once you come to terms with having diabetes and get your blood sugar under control, you may find you feel better, have more energy and enjoy your food

  more than you ever have before.




  The Learning sections explain some of the science of diabetes. Some of you may be more comfortable reading about science than others. If you’ve always liked science and technology, I hope

  you will appreciate the depth of the discussions in the later Learning chapters. There is material there you won’t find in other popular books about diabetes.




  Even if you are a technophobe, I hope you will read the Learning sections in Days 1 to 7, at least, because they include important information that you really should know, as well as the

  summaries at the ends of each section. Skimming the subheads in each chapter should also give you a general idea of what the chapter says. Later, as you get more comfortable

  with the science of diabetes, you can go back and read the rest of the Learning sections, or you can consult them for reference when you have a question about some aspect of diabetes. Terms in

  bold are defined in the glossary at the end of the book.




  I will not prescribe




  I am not a doctor, and I will not prescribe for you. I will not tell you which treatment I think is best or how much medication or vitamins you should take. Diabetes research is going on at a

  furious pace. New diabetes drugs and paraphernalia are appearing every year, and opinions on the effectiveness of vitamins and supplements sometimes seem to change from newscast to newscast. A

  medication or vitamin recommendation that seems best today might seem wrong in a couple of years.




  Thus instead of giving you a lot of specifics that will soon be outdated, I’ve tried to give you enough background information about how diabetes, current drugs and current meters work so

  that you can understand what you read about new treatments, medications and supplies. As your knowledge about diabetes evolves, I hope what you learn from this book will enable you to keep up with

  the new advances, so you can work with your doctor to ensure that your own individual treatment plan evolves as well.




  Because there are different philosophies about how to treat type 2 diabetes, rather than prescribing what you should do, I have tried to describe different approaches so you and your

  doctor can decide together which philosophy might be right for you.




  Like many people in America, I started off on the American Diabetes Association exchange diet, and I lost 13.5 kilograms. However, I was hungry 24 hours a day, and my blood sugar levels

  continued to be above normal. So I gradually cut back on my carbohydrate intake and ended up on a low-carbohydrate diet. On this diet I stopped losing weight, but I also stopped being hungry all

  the time. My blood sugar levels are mostly in the normal range, and what weight I had already lost, I’ve managed to keep off for seven years.




  I hope my own experiences haven’t biased my discussions toward this dietary approach; what works for me might not work for you. There are no studies comparing the long-term effects of the

  various diabetic diets, so your choices must be based on conjecture about how a particular diet will affect you in the long term, as well as your own experience with its short-term effects.




  Where the focus is




  This book is aimed at people going through their first year with type 2 diabetes. Most of you will not require insulin injections in your first year. Although I discuss the pros and cons of

  insulin therapy for people with type 2 diabetes, I do not go into the details about different types of insulin and how to inject them. For the same reason, I focus on preventing diabetes

  complications instead of details of how to treat them. If you can use the knowledge in this book to maintain near-normal blood sugar levels, I hope you will never get major complications. If you

  already have early signs of them, I hope you can reverse them with good control.




  I have assumed that you are an intelligent person who wants to take an active part in your treatment rather than just accepting your doctor’s prescription without understanding the reasons

  behind it. I have also assumed you have already received – or will very soon receive – from your doctor or a nurse the very basic instructions or pamphlets usually given to patients

  just diagnosed with type 2 diabetes. Rather than simply repeating in a parrot-like fashion the information you’ll get from these professionals or pamphlets, in the first few days I focus on

  some of the things you probably won’t be told, some of the emotional upheavals you’ll undoubtedly go through, some of the challenges you’ll face. Later, when I hope your

  emotions have become more stable, I go back and review some of the basic things you were probably told in those first meetings, just to make sure you’ve absorbed them all.




  If for some reason you did not receive any of the basic instructions after your diagnosis, you might want to go right to Month 2 and read through the ‘diabetes

  ABCs’. Then you can go back and review them later, when your emotions have settled down.




  Throughout this book I emphasize the need to use a home meter to learn what your blood sugar levels are. In fact, I mention testing so often you may begin to think I have shares in a test strip

  company. I don’t. I just care about your health.




  I have quoted comments from real people who are living with type 2 diabetes, although their names may have been changed to preserve their privacy. As you read these comments, keep in mind that

  what works for one person may not work for you. But sometimes reading about what someone else has gone through strikes a chord and makes you realize that your own feelings and reactions are normal.

  I hope it helps.




  Keep on learning




  By the end of your first year with diabetes, I hope you will understand where you can go to continue this learning process as well as share your knowledge with others, and how to evaluate the

  announcements of diabetes news in the popular press.




  If you have access to the Internet, the excellent section by Internet diabetes expert Rick Mendosa will provide you with a guide to using that immense resource to increase your knowledge about

  diabetes, learn about advances in treatment as they occur and share experiences with other people living with diabetes.




  Diabetes is a chronic genetic disease that today is incurable. The good news is that it can be controlled. With knowledge and care, most people with type 2 diabetes can live near-normal lives

  for many years. It has been said that the best way to live a long life is to get a chronic disease, because it makes you take care of yourself. Many people who take charge of their type 2 diabetes

  find this to be true. They lose weight, start exercising, eat healthy foods and feel healthier and more energetic than they have in years. I certainly do.




  This is not to say that a diagnosis of type 2 diabetes means unmitigated joy. There are obvious sacrifices involved, especially isolation from sharing ‘normal’ food with friends and

  family, and some people do suffer handicapping side effects. So I am sorry that you have become a member of the ‘Type 2 Diabetes Club’, but I welcome you to our worldwide community.

  Remember, you now have diabetic ‘brothers and sisters’ all over the world who understand what you are going through. You are not alone.




  





  THE FIRST YEARTM




  Type 2 Diabetes




  







  DAY 1
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  living




  It’s Not Your Fault




  YOU’VE JUST been diagnosed with type 2

  diabetes. If you’re like most people, you’re probably in a state of shock. At the first consultation, your doctor probably told you a lot of things about diets and drugs and insulin and

  glucose and carbohydrates and blood tests and avoiding this and doing that, and you probably came out of the office with your head spinning, not remembering much of what the doctor said.




  Don’t worry, you’re not alone. Most people feel that way.




  If no one in your family ever had diabetes, and especially if you’re thin and thought diabetes only happened to fat people, you’re probably especially puzzled. ‘What did I do

  wrong? Why is this happening to me?’




  Sometimes a diagnosis comes like a thunderbolt on a sunny day. Sophie C. consulted a doctor about a toenail fungus, and he drew some blood for routine tests. ‘Next day the phone rang, and

  my doctor informed me quite bluntly that I was diabetic,’ she said. ‘Talk about a slap in the face! I was scared out of my mind. There must be some mistake here. I wasn’t blind,

  my feet weren’t gangrenous. No family history of the disease, no warning signs (that I knew of at the time), not a clue.’




  Or maybe you were expecting a diagnosis someday. You’ve got relatives with diabetes: your grandmother had diabetes and died from gangrene in her foot. Your father got it when he was 65 and

  died from a heart attack a few years later. If you’re also overweight, maybe you figured someday you’d get diabetes yourself. But you probably figured ‘someday’ would be far

  in the future, when you were old. Not today. Not now. ‘I’m not ready yet.’




  Whether you expected it or not, a diabetes diagnosis is a shock.




  Getting diabetes is not your fault




  There’s so much to learn, but you can’t learn it all at once. Trying to accept the diagnosis is enough for your first day. Here’s what you should remember as you deal with

  this: Getting diabetes is not your fault.




  A lot of people may tell you that if only you’d eaten less sugar, or eaten less fat or exercised more, or eaten more fibre, or smoked less, or done none of the things that 95 per cent of

  people do, you wouldn’t have got diabetes. Especially if you’re overweight, since most people with type 2 diabetes have a problem with weight, people will suggest that it’s your

  fault that you got diabetes because you let yourself get fat.




  There is no question that type 2 diabetes is associated with obesity. Therefore, most people assume that the excess weight causes the diabetes. But here’s something to think

  about: It’s possible that diabetes causes obesity.




  You need the genes




  To get diabetes, you need to have diabetic genes. One of the causes of your diabetes is a poor choice of ancestors. People without those genes can spend their lives lying around eating chips and

  watching TV and they’ll probably get fat. But they won’t get diabetes.




  Having the genes, however, isn’t enough to give you the disease. Even if you have diabetes genes, if you live in an environment where you don’t get a lot to eat

  and you do hard physical labour all day, you still probably won’t get diabetes. Some people think the diabetic genes are thrifty genes that make your body use its food more

  efficiently, meaning that you can gain more weight with less food. In times of famine, this comes in handy, and when food was extremely scarce, your ancestors probably fared better and had more

  children than other families who didn’t have those genes.




  But when your family moved to a different country or into a different type of lifestyle where food was plentiful and machines did all the work, those diabetes genes weren’t so handy after

  all. When food is limited, it doesn’t matter how hungry you are. You can’t eat enough. When food is readily available, having a good appetite can be a disaster.




  Diabetes may cause hunger




  Having diabetes genes may affect the appetite. Alex E. described the time someone brought some scrumptious pastries to work. A thin person walked in, looked at the pastries, and said, ‘Oh

  my, those look good. I wish I were hungry so I could try one.’ Alex was flabbergasted. He was hungry all the time and thought everyone else was too. Only after he learned to control his blood

  sugar levels did his hunger abate and he learned what normal hunger is like.




  Some people find that they get ravenously hungry when their blood sugar is fluctuating rapidly. You may have had poor blood sugar control for years before you were diagnosed with diabetes. This

  means that after every meal, your blood sugar went abnormally high. Then it came down again. This may have triggered intense hunger, which would make you eat again. Then the roller coaster would

  repeat. No wonder you put on a little weight.




  ‘All my life I was hungry! The more “healthy” my diet, listening to all the diet gurus, the more hungry I became,’ said Linda C.




  You can’t change your genes




  So it may have been those diabetes genes that made you hungry. The hunger made you eat. The thrifty genes were especially efficient in turning that food into fat. And the fat made it harder for

  you to exercise. So you had another snack instead.




  I’ve probably already told you more about diabetes than you wanted to know right away. But for now, just remember this. To get diabetes, you need to have diabetes genes. There’s

  nothing you can do to change your genes.




  Your diabetes is not your fault.




  IN A SENTENCE:




  

    

      

        Diabetes is not your fault.


      


    


  




  







  [image: ]




  learning




  What Is Diabetes?




  DIABETES IS an incredibly complicated disease that comes in many flavours. Later, we’ll discuss some of

  those exotic flavours. But for now, we’ll stick with the two basic groups, called type 1 and type 2 diabetes.




  Type 1 is autoimmune




  Type 1 diabetes, which used to be called juvenile diabetes, or insulin-dependent diabetes mellitus (IDDM), is usually, but not always, diagnosed in children and young

  adults. It is an autoimmune disease, meaning that for some reason, the immune system has mistaken its own pancreas for foreign tissue and destroys the cells that produce

  insulin, which is a hormone. As a result, people with type 1 diabetes produce almost no insulin and must take daily insulin injections.




  Type 2 means insulin resistance




  Type 2 diabetes, which is what you have, used to be called adult- or maturity-onset diabetes, or non-insulin-dependent diabetes mellitus (NIDDM), sometimes popularly called

  old-age diabetes, because it is usually, but not always, diagnosed in older people. Today, more and more younger people, even children, are being found to have type 2 diabetes. Because this

  book is about type 2 diabetes, whenever I say just diabetes, unless I specify otherwise, I am referring to the type 2 variety.




  Type 2 diabetes is probably not an autoimmune disease, and you probably don’t have less insulin than normal. In fact, you may have more insulin than normal. The problem is

  something called insulin resistance (IR).




  Insulin lets glucose into cells




  Before we discuss IR, let’s go back and try to understand what insulin does. Like a car that needs energy to run and uses petrol as an energy source, your body also needs energy to

  function and uses a sugar called glucose. When you eat food, the body converts much of that food into glucose. The glucose is taken up by the brain and the muscles to make you think well and

  run fast, both useful characteristics if you’re trying to avoid being eaten by a sabre-toothed tiger or hail a taxi in London.




  The brain doesn’t need insulin to take up that glucose, but the muscles do. In the presence of insulin, the muscles produce what are called glucose transporters – which you

  can think of as little boats that carry glucose passengers – to ferry the glucose across the cell membrane into the cell. Without enough insulin, the cell doesn’t produce enough

  transporters, so a lot of the glucose can’t get into your muscle cells. The glucose just builds up in the bloodstream and causes all kinds of problems.




  If you’re thin, you may be one of the minority of people with type 2 diabetes who for some unknown reason simply don’t produce enough insulin. In this case, your IR may be

  normal.




  If you’re overweight, it’s more likely that you’re producing plenty of insulin, but you’ve got IR. For some unknown reason, the insulin just

  doesn’t work very well. The body (which is generally much more intelligent than we are) recognizes this and produces more insulin to compensate for the IR. But after many years, the cells in

  the pancreas that produce the insulin (called beta cells) can’t keep up with the demand and eventually get ‘exhausted’, not able to produce all the insulin you need. Then

  your blood sugar (blood glucose) level rises, and that’s usually when you’re diagnosed with diabetes.




  The drinks machine analogy




  If you like analogies, think of muscle cells as drinks machines. If you want a drink, you put money (insulin) into the machine and a can of fizzy drink (glucose transporters) comes out.




  Thomas is a single father who just got fired from his job. He’s thirsty and he finds a functioning drinks machine, but he simply has no money to put into the machine, so he can’t get

  a drink. Thomas is like the thin person with type 2 who just isn’t producing enough insulin (money), even though the glucose-transporter factory (the drinks machine) is working well.




  Rhoda, on the other hand, is wealthy. She has all the money she needs, because she prints her own money on a machine in her basement. She’s thirsty, finds a drinks machine, puts in some

  money and discovers that the machine is broken; no can comes out. But Rhoda is in luck for today. She discovers that if she puts in £25, she can get a drink out of the machine. Getting money

  is no problem for her, so she keeps using the drinks machine because it’s near where she works.




  Rhoda is like the overweight person with IR. She can produce plenty of money (insulin), but the machine (her glucose-transporter factory) is broken. For a while, things work all right for Rhoda.

  When she needs a drink, she just prints more money.




  Then one day, Rhoda’s money-printing machine (her insulinproducing beta cells) starts wearing out. Every day, she’s got less  and less money (insulin). Finally,

  she doesn’t have enough money for even one drink. Now she’s like the person with IR whose beta cells are exhausted.




  Focus on the basics




  No one yet understands exactly how all these processes work, but scientists are working hard on the problem. Later, we’ll discuss some of the details. For now, it’s enough just to

  understand the basics: Diabetes is a disease of insulin deficiency, in either quantity (the beta cells don’t produce enough) or quality (you’ve got plenty of

  insulin, but it doesn’t work very well). As a result, your blood glucose levels are too high.




  There are many ways to treat type 2 diabetes. For now, trust your medical team to make the best choice for you and don’t worry about all the whats and whys. You’ve probably gone for

  many months, maybe even years, with high blood glucose levels, but with no treatment at all. Now almost any treatment will improve your situation. You’ve got a lot to learn in the days ahead,

  so concentrate on becoming informed and let your medical team lead the way.




  IN A SENTENCE:




  

    

      

        Diabetes means you don’t have enough (in quantity or quality) insulin to keep your blood glucose levels in the normal range.


      


    


  




  







  DAY 2
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  living




  Is It All a Mistake?




  I SUSPECT most people with diabetes have the same fantasies.




  In the first fantasy, you’re sitting at the kitchen table surrounded by diabetes paraphernalia and lists of food choices called exchanges that you got from the nurse. You’re

  trying to understand what insulin resistance (IR) is, and you can’t remember if your doctor said you had too much of it or too little. You’re wondering if you’ll have to have

  injections.




  Then the telephone rings.




  ‘Hello? Is this Mr Bigappetite? This is Dr Birdwhistle’s receptionist. There’s been a mistake here at the lab. They mixed up your lab results with Mr Bigape E. Tight’s.

  Your blood sugars were fine. You don’t have diabetes after all.’




  Unfortunately, that fantasy is not likely to come true. Your diabetes is real. And it’s not like the flu or a bad case of bronchitis. It doesn’t go away. Someday in the future,

  they’ll discover how to cure diabetes. But that day isn’t here yet. Your diabetes is going to be with you for a long, long time.




  You want it to go away




  Diabetes doesn’t show. You don’t have any obvious outward signs like a high fever or black warts on your nose or joints that scream when you move. Many people feel perfectly healthy

  once they’ve got their blood glucose levels under control. So it’s easy to fantasize that your diabetes might have gone away. In this fantasy, you’re standing at the checkout in

  the supermarket. You smile as you see a copy of the latest edition of your local newspaper, with your picture on the front. The cover story says, ‘Middle-aged diabetic miraculously

  cured.’




  There is a picture of you, eating a chocolate fudge sundae. ‘It was the oddest thing,’ you are quoted as saying. ‘After dinner last night, I had a bite of this strange Tibetan

  chocolate, and the next day my blood sugar stayed normal no matter what I ate. Then this morning, I discovered I’d lost weight.’ Doctors confirmed your recovery. ‘We can only say

  it’s a miracle,’ says Dr Charge A. Lott.




  This second fantasy never comes true either. Unfortunately, your diabetes is here to stay.




  You can be diagnosed with or without symptoms




  You may have been diagnosed because you weren’t feeling well. Many people feel tired when their blood glucose level is high. High blood glucose levels can cause constant thirst and

  frequent urination. It can cause recurrent yeast infections. It can also cause problems with the lens of your eyes, so that you have to change the prescription for your glasses too often. Some of

  you may have had elevated blood glucose levels for five or ten years before you were diagnosed. If that is the case, you may have had more severe symptoms, such as sores that wouldn’t heal,

  numbness or tingling in your arms or legs, problems with your kidneys or damage to the retina of your eyes. You may even have had a heart attack before you were diagnosed.




  If you’ve had any of these symptoms of diabetes, it may be easier for you to believe that you do, in fact, have this disease,  especially when the symptoms disappear,

  or at least stop getting worse, after you get your blood glucose levels under control.




  But you may have been diagnosed on the basis of a random blood glucose test during a physical exam or screening at a health fair when you were feeling perfectly fine. Then someone pricked your

  finger and tried to tell you that you’ve got diabetes.




  How can you believe that when you’re feeling so good? Surely it must have been a mistake. No one in your family has diabetes. You’ve always eaten healthily. So admittedly, you

  don’t run the London Marathon every year, and you don’t lift weights every day. But you’re reasonably fit and reasonably active. You thought diabetes only happened to overweight

  people who never went far from the TV remote control. How could this happen to you?




  It must be a mistake. Maybe the machine was broken. Maybe that nice woman doing the test wasn’t properly trained. Or maybe it was just because you had been eating sweets before you took

  the test and probably when you eat regular food again everything will be back to normal. Right? Unfortunately, wrong is the right answer here.




  Acceptance is difficult




  Accepting that you have diabetes is difficult for anyone, even if you had obvious symptoms when you were diagnosed. One day, you’re just like everyone else. Then suddenly everything is

  changed. You’re different. Simple things that you’ve always taken for granted are now suddenly forbidden to you – probably forever.




  How do you deal with this sudden curtain falling down on the world as you knew it? The easiest way is to deny it. They think you’re going to stop eating almost everything that tastes good?

  No way.




  Taking tablets is easy. But changing your entire way of living is more difficult. ‘I went through the various phases of being unable to imagine giving up my favourite foods, or feeling

  cheated that certain foods would be taken from me, or that I had a right to these  foods and it was unfair for this disease to treat me this way and even a little,

  “I’m strong, these high blood glucoses won’t hurt me,” ’ said Edward A.




  But acceptance leads to control




  Accepting your diagnosis as soon as possible is absolutely the best thing you can do for your control of this disease, because there’s both bad news and good news about type 2 diabetes.

  Diabetes is incurable. That’s the bad news. The good news is that it is controllable. And the most important agent in that control is you.




  Of course it’s not easy. Acceptance takes time. But once you are able to accept the fact that you really do have type 2 diabetes, a condition that won’t ever go away, you can start

  taking control. In many cases, you will eventually feel healthier and more energetic than ever before.




  That first step may be one of the hardest to take, and it normally takes a while to fully accept this new way of life. The front page of the newspaper fantasy will probably be with you for years

  to come. But acceptance is the key. Acceptance allows you to dump all the unnecessary baggage of pretending and blaming and resenting and wasting your energy looking for medical mistakes or miracle

  cures.




  You know that diabetes is not your fault. It’s simply one of those bad breaks. You’ve got it, and it’s not going to go away. Now you can focus on learning more about this

  complicated disease so that you can control it well and lead a happy, rewarding life.




  IN A SENTENCE:




  

    

      

        Accepting that you have diabetes is the first step towards controlling it.
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  learning




  Measuring Your Blood Glucose Levels




  THE BEST thing you can do is to get a blood glucose meter. Right away. Now. There are many different kinds of

  meters and subtle differences among them that I’ll discuss later. But for now it doesn’t really matter what kind of meter you get. What matters is that you get a meter and that you

  use it.




  A simple meter may be best to start




  Strips are available free on a National Health Service (NHS) prescription but you will have to buy a meter. Adequate ones will cost less than £25 and they are available in all good

  chemists. Alternatively the practice or hospital diabetes nurse will advise you.




  Some meters offer fancy extras. If you’re a gadget freak, you’ll want to check these out right away. If you’re visually impaired, look for a meter with a large display. There

  are also talking meters as well as little gizmos that help you aim the drop of blood onto the strip when you can’t see it very well.




  Otherwise, a simple meter is just as good, especially to start  with. The important thing at this point is not the bells and whistles in the meter. The important thing is to

  get a meter, learn how to test and do it every day.




  Every meter operates slightly differently, so of course you’ll need to read the instruction manual for your own particular meter before you actually do a test. Or your doctor, nurse or

  diabetes educator may show you how to use it.




  Pricking your fingers is a minor annoyance




  Some aspects of testing are pretty much the same no matter which meter you have. Testing your blood glucose (which from now on I’ll call BG) requires you first to obtain some blood.

  This means that you must puncture your skin. Ouch. Yes, it does hurt a little. And yes it does take a few days before you stop worrying about the pain. I remember the first time I tested my blood.

  I knew that all I had to do was press this little button on my finger-pricker and it would do all the work for me. I did a few dry runs pricking imaginary fingers in the air. Then I put the pricker

  on my finger and . . . and . . . finally I closed my eyes and clicked, and ouch, a little hurt and then it was done.




  It doesn’t take long to realize that pricking your fingers is one of the minor annoyances of having diabetes. When you’re starting out, it’s the anticipation that hurts the

  most. And certain types of finger-prickers hurt more than others. The best kinds are the ones you can adjust for different depths. At the lowest setting, you hardly feel a thing.




  Blood is usually easy to get




  But wait. Let’s go back a minute. Before you prick your finger, wash your hands in warm water. This not only reduces the number of germs on your fingers, but it ensures that you

  don’t have any traces of sugar on your fingers that might interfere with the test, and it’s also easier to get blood from warm hands. Then dry your hands thoroughly. Extra moisture on

  the skin could dilute the  blood and give a wrong result. Don’t use an alcohol wipe. If you don’t get it all off, the alcohol might interact with the test

  materials and cause false results.




  After you’ve pricked your finger, wait a second or two, and then gently squeeze out a little blood and let it drop onto the test strip. Your meter will start working, and in less than a

  minute you will know what your BG level is.




  The best place to prick your fingers is on the side of the tips, close to the nail (but not too close, or the blood will run all over the nail and won’t drop onto the strip). The fingers

  are less sensitive there.




  Many people rotate their fingers, using a different finger every day, so each finger has several days to heal before being used again. This is a sensible method, but I find that my ring finger

  and little finger are the easiest to get blood from, and I tend to use them day after day.




  The instructions to your meter will tell you to make sure to use a fresh lancet every time you test, but many people use the same lancet for days, weeks or even months without changing.

  It seems that people usually build up immunity to the germs on their own skin, and infections from used lancets are rare although they can occur. For the same reason, it’s not absolutely

  essential to wash your hands before lancing your fingers to test, but if you’re near a bathroom, it certainly doesn’t hurt and reduces the chances of contaminating the blood sample with

  something on your fingers that might affect the test. Of course, to avoid getting infected with hepatitis, AIDS or other viruses, you should never use a lancet that has been used by anyone

  else.




  Use a few tricks when the blood won’t flow




  Sometimes blood is easier to get than other times. Anything that increases your circulation, such as exercise or a hot bath, makes the blood run out more easily. That’s a good time to use

  your ‘bad’ fingers – the ones that don’t bleed as well. Sometimes you may have difficulty squeezing a drop of blood out, especially if  your hands are

  cold. If this happens, try warming your hands in hot water. If that’s not enough, try swinging your arms to push the blood into the fingertips. Then, after you’ve pricked a finger, hold

  your hand well below your heart, the lower the better, and relax your hand for a few seconds before you try to squeeze some blood out. Don’t worry. You’ll get the hang of it pretty

  quickly.




  Although ‘milking’ the finger by grasping it at the base and squeezing towards the tip can help, it’s best to avoid getting blood this way if you don’t have to, as it can

  force nonblood fluids (called interstitial fluid) into the drop, and this sometimes affects the results. If all else fails, try putting a rubber band on your finger like a tourniquet to

  build up pressure at the tip. Needless to say, you’ll want to take it off as soon as possible.




  Test as often as you can




  Once you’ve learned how to measure your BG level, you’ll want to do it (OK, you should do it) frequently. This is especially important early on, when you’re learning how

  your body reacts to various things like the foods you eat and the exercise you get. We’re all different, and we all live under different circumstances. No book and no doctor and no diabetes

  nurse can tell you exactly how your particular body is going to react to your particular diabetes treatment plan. Only by testing as often as you can will you be able to learn about your own

  particular physiology.




  If your BG strips are provided by your general practitioner (GP) on an NHS prescription, there may be a limit of, say, 50 per month. If you feel the need for more, discuss it with your GP who is

  likely to be sympathetic if you put forward a good case.




  The best times to test depend on your situation




  When should you test? Most people like to do it as soon as they get up in the morning. This is called a fasting test, and it sometimes gives a very approximate indication of how good your

  control was on the previous day. Other common times to test are one and  two hours after a meal, which tells you how high your BG level goes when you eat particular foods;

  before the next meal, which tells you whether the BG rise that usually follows a meal has come down to the starting point before the next meal; before and after exercise; at bedtime and any time

  you feel that something is wrong.




  

    This sounds as if you have to test yourself almost ten times a day. You might learn a lot by testing this often but it would be unreasonable to keep it up for long. Continuous monitors

    that test BG levels every few minutes have been developed and are becoming available. The first ones are too expensive for general use, but the prices will undoubtedly come down.


  




  When the number of strips is limited, you can rotate the testing times to get additional information. For instance, on Monday, test first thing before eating and before lunch. On Tuesday, test

  first thing before eating and after supper. On Wednesday, test before and after exercise. If your diet and exercise patterns are pretty regular, eventually you’ll get a sense of how various

  factors affect your BG levels.




  Here’s some good news. After a year or so of this intensive testing, you’ll get a very good sense of how your body reacts to various influences, and unless you are taking insulin,

  you won’t have to test as often. I often don’t test at all for days, and then I do a detailed test of some new food or exercise pattern.




  Advanced meters are being developed




  New meters seem to be coming out almost every month. More and more allow you to get blood from less sensitive parts of your body (such as the arms) as well as the fingers.




  Because most people don’t really enjoy punching holes in their fingers and the market is huge, companies are working fast and furiously to develop noninvasive meters that will allow

  BG testing without drawing blood. One approach is to measure the BG level in interstitial fluid. This method uses patches to absorb the fluid,  and then either you read the

  patch with a meter or a watchlike device gives readings for many hours. Other creative ideas include using a sensor implanted in a contact lens.




  Some meters on the market today test ketones (see Day 5) as well as BG levels. One tests for lipids (see the box in Month 6), ketones and glucose, with more tests planned for the

  future.




  But don’t wait for all the new gadgets. The important time to do a lot of testing is now, as soon as you can. The sooner you get into the habit of knowing what your BG level is, the

  sooner you will begin to learn how to control this major inconvenience called diabetes.




  IN A SENTENCE:




  

    

      

        Testing your blood glucose levels regularly is the best way to learn how to control your diabetes.


      


    


  




  

    

      CONVERTING GLUCOSE VALUES BETWEEN MMOL/L AND MG/DL




      

        To convert units exactly, divide mg/dL by 18.016, or multiply mmol/L by 18.016. To approximate, simply use 18 as the conversion. The following table

        has done some of these conversions, rounded off (see here).
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  living




  How Do I Tell My Friends and Colleagues?




  SEVERAL DAYS after your diagnosis, you probably still haven’t accepted this new way of life emotionally.

  Accepting a chronic disease is a lot like accepting the death of a good friend. It takes a lot of time. In this case, the good friend is someone you’ve known all your life: your former

  nondiabetic self.




  Before you can fully accept your new condition, you need to take some time to mourn your loss. But as you go through the slow process of acceptance, you need to deal with the other people in

  your life. Your closest friends and relatives have probably already heard about your diagnosis. But what about your casual friends? Should you tell them? If so, how? Should you tell your colleagues

  at work? Will it affect your job security if you do?




  Some people tell everyone




  Of course we’re all different and have different life situations. Some people are very up-front about their condition. I try to tell everyone. Well, maybe not everyone. I don’t walk

  down the street taking total strangers by the collar and informing them that I have type 2 diabetes. But if it’s relevant – for example, if someone invites me to dinner and I want to

  make sure they know in advance that I won’t be able to eat certain foods because of my condition, not because I hate their cooking – then I tell them. This comes in very handy if I do,

  in fact, hate their cooking.




  As a freelance writer and editor, I told my primary client because I wanted the client to understand that I could no longer spend 50 or 60 hours a week at a computer terminal; I needed some time

  to exercise every day. My disclosure had little effect on our working relationship. Not everyone has the freedom to be so forthright in a business situation.




  Some don’t want to tell




  Some people find it difficult to communicate their condition with the rest of the world. Katherine G., who was diagnosed on the basis of a random blood test when she was feeling perfectly fine,

  said, ‘When I was diagnosed I went through all the stages of emotions. First I was sure there had been a mistake with the blood test. Then I tried to keep anyone from finding out and asked

  Frank not to mention it to any of the children. I had guilt feelings. What had I done wrong? I got angry and wanted to smack every over-weight person I saw. I refused to attend meetings where all

  those diabetics talked about their problems, since I didn’t belong with that group. I didn’t want anyone seeing me go into the Diabetic Centre. I wouldn’t use the local library to

  get books about diabetes, so I went to the library in another town. I worried that I’d passed on the genes to my children and grandchildren. I had nightmares about being blind, in a

  wheelchair because I had no feet, and being wheeled in to use a dialysis machine.’




  It may be especially difficult to accept a diagnosis of a chronic disease if you’ve always been the strong one in the family, the one who coped when things got rough,

  the healthy one who took care of other people when they got sick. Now all of a sudden someone tells you that you’re the ‘sick’ one, even if you’re feeling perfectly OK. If

  you tell the rest of the family what’s going on, will you lose your long-standing role in the family? Is your life going to totally change?




  Many men are raised to think that men should always be strong and soldier on no matter how much they hurt. You may see illness as a type of unmanly weakness and want to deal with it by

  pretending it doesn’t exist. If so, you naturally wouldn’t find it easy to broadcast your new vulnerability to the world.




  Whether to tell your employer depends on the circumstances




  Deciding whether to tell people at work that you have a chronic disease is even more difficult than telling family and friends. If you are taking diabetes drugs or insulin that might make your

  blood glucose (BG) levels go too low (see Week 3), it would be wise to let someone at work know this, so they would understand if you suddenly started acting differently or needed to interrupt work

  in order to have a snack. If you operate dangerous machinery and are taking medication that could make your BG levels go so low that you could pass out and hurt other people, then of course you

  have a moral obligation to inform your employer. And if asked outright if you are diabetic, it’s not wise to lie.




  If there’s no reason your employer needs to know about your diabetes, you may feel a ‘don’t ask, don’t tell’ approach makes sense. You may worry that letting your

  employer know that you have an expensive chronic disease will jeopardize your career. The employer may worry that you will take a lot of sick days. Or your employer may think everyone with diabetes

  spends a lot of time away from their work giving themselves injections.




  It’s illegal to discriminate against people with diseases like  diabetes. But we all know that unscrupulous employers can get around the laws by inventing excuses to

  lay you off or to make your life so unpleasant that you decide to resign. If you’re the only breadwinner in the family, deciding whether or not to tell your employer about your diabetes is

  not an easy decision.




  The ‘diabetes police’ can be annoying




  Although the consequences of telling your friends might not be as serious, they can also cause problems. For example, people who know about your diabetes may assume the role of ‘diabetes

  police’. Most people think that people with diabetes can’t eat any sugar, but that other foods, including bread and potatoes, are fine. So they’ll watch you like a hawk. After

  watching you slug down a plate of potato salad sandwiches on buttered white bread without comment, if you reach for a tiny cookie, they’ll say, ‘Are you allowed to eat that?’ as

  if you weren’t able to take care of yourself.




  Sometimes the diabetes police take an even more active role. A friend told me about Loretta, who had type 1 diabetes and ‘had an insulin reaction, stopped at the corner shop, grabbed a

  chocolate bar and began munching it down, muttering to the shop assistant that she was diabetic and was having a reaction. The shop assistant leaped on her and grabbed the chocolate bar, screaming,

  “Diabetics aren’t supposed to have sugar!”’




  People deal with the diabetes police in different ways. Some simply ignore them. Some explain. My favourite is the woman who turns to the person interfering and says, ‘That’s odd.

  You don’t look like my mother.’




  If you don’t tell your friends and co-workers that you’re diabetic, you won’t need to worry about the diabetes police. But then when sugary treats are served at office breaks

  and social gatherings, you’ll have to either risk your health by eating things that aren’t good for you or risk hurting your friends’ feelings by turning down their delicious

  offerings.




  If you’re overweight, you can always say you’re on a diet – which of course you are – and simply refuse to give in when everyone  says, ‘Oh come

  on, one bite won’t hurt you.’ They may all hate you for your strong willpower, but at least you won’t let the food hurt you. If you’re thin, that excuse won’t

  help.




  As someone once said, ‘I always tell the truth, because that way I don’t need to remember what I said.’ It’s always easier to be truthful. But if you’re worried

  about keeping your job, it may not always be possible to take the easy route.




  There is no one right way to decide when to tell your friends and colleagues that you have diabetes. Like the disease itself, this decision is complex and different for each of us. You have to

  take charge and make the decision that is best for you.




  IN A SENTENCE:




  

    

      

        How to tell friends and colleagues about your diabetes is as individual as you are.
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  How Does Food Affect My Blood Sugar?




  WHEN MOST people think of diabetes, they think of sugar. People with diabetes can’t eat sugar;

  anything else is OK. I’m not surprised by this narrow view of diabetes, because it’s what I thought before I was diagnosed.




  The sad truth is that almost every type of food you put in your mouth will affect your blood glucose (BG) levels one way or another, and it’s important to understand how.




  There are three types of food




  There are basically three major classes of food: fat, protein and carbohydrate. You probably know quite well what fat is. It’s that greasy stuff that tastes so good and seems to

  leap directly from the plate onto your thighs or stomach. To be more specific, fat includes solid fats like butter, margarine and vegetable shortening; oils like olive oil; and hybrids like soft

  margarine.




  Fat is composed of long, water-insoluble molecules called fatty acids attached to a small molecule called glycerol (known as glycerin in pharmaceutical

  preparations). The glycerol is shaped like the letter E, and when three fatty acids are attached to the glycerol (one on each arm of the E), the resulting fat is called a

  triglyceride (sometimes called triacylglycerol; it means the same thing). This is one of the blood lipids that is usually measured when you have your blood fat level measured. Fat

  contains 9 calories per gram (cal/g).




  Protein foods are meat and fish, eggs and cheese. Most meats and cheeses also contain a lot of fat, so if you want to limit your fat intake, you’ll have to limit your intake of

  fatty meats and most cheeses as well.




  Proteins are composed of long chains of amino acids strung together like Christmas tree lights and then moulded into threedimensional shapes. Proteins are made up of many different kinds

  of amino acids. Protein contains 4 cal/g.




  Carbohydrate foods include both starchy foods, such as bread, rice, beans and potatoes, as well as sugars (see the box Understanding Sugars, Other Sweeteners and Bulking Agents), such as

  sucrose (table sugar), lactose (milk sugar) and fructose (a sugar found in honey and fruits).




  The starchy foods contain polysaccharides, which are composed of long chains of sugars; when you digest polysaccharides, they are broken down into the sugars they contain. Some people

  call polysaccharides complex carbohydrates, but this term can be misleading (see Month 10). Sometimes the chains form a lot of branches, and the degree of branching can affect how quickly

  they are digested. Sugars, like amino acids, come in many types, and the types of sugars in the carbohydrates can also affect how quickly they will raise your BG levels. Carbohydrate contains 4

  cal/g.




  Fibre is the portion of carbohydrate that humans are unable to digest. Much of the fibre is cellulose, a main component of plant cell walls. Ruminants such as cows and sheep can

  eat grass, and bacteria in their rumen – one of their four stomachs – digest the cellulose for them. Having only one stomach, we are unable to digest cellulose, and much of the fibre

  passes right through us. Some of the fibre in humans can be digested by bacteria in the colon that convert the fibre to fatty acids and gas, a phenomenon often observed

  when a person eats a lot of beans. Fibre contains very few calories; the number depends on how much of the fibre the colonic bacteria are able to digest.




  Most foods are mixed




  Many foods contain a combination of food types. For instance, beans, rice and grains contain a lot of carbohydrate, but they contain protein as well. Eggs, nuts and tofu have a lot of

  high-quality protein, but they also contain fat. Even lean meats may contain several grams of fat per serving.




  Cream contains a lot of fat but has some protein and carbohydrate as well. Fruits and vegetables are mostly carbohydrate, but vegetables also contain some protein and fat and even fruits contain

  trace amounts.




  Today, knowing the exact composition of the food you eat is pretty simple. Food labels tell you how much of each type of constituent is in most of the food you buy. Nutritional tables are

  available in books or, if you have Internet access, on numerous sites on the Internet (see For Further Reading).




  If you do have a computer, there are numerous nutritional software packages that will not only determine how much of each constituent is in the various foods you use, but also keep track of the

  total amounts you’ve had each day and alert you if you’ve had too much or too little of a nutrient that is important to your diet.




  Carbohydrate has the greatest effect




  The food that has the greatest effect on BG levels is carbohydrate. This is true whether you have diabetes or not. The BG levels of people without diabetes also rise after they eat a

  carbohydrate-containing meal. The difference is that their BG levels only go up a little, maybe 1.5 mmol/L (millimols per litre – the units with which BG levels are expressed)

  after a meal containing a lot of carbohydrate. Then their pancreas secretes just the right amount of insulin, and their BG levels come down quickly.




  The BG levels of people with diabetes increase a lot more than that. Some people might see their BG levels increase 5.6 or even 11 or more mmol/L after eating a lot of carbohydrate. The pancreas

  tries to put out enough insulin, but it can’t. Or it secretes a lot of insulin, but because of insulin resistance (IR), the effective insulin (meaning the amount that can actually have an

  effect despite the IR) is insufficient.




  Without enough effective insulin, your BG levels not only go up higher but take longer to come down. It is this long-term increased BG level that causes diabetic complications, and that is what

  you want to control with your diabetes treatment.




  Fibre is important too




  Fibre has a large effect on how fast the carbohydrate raises your BG levels. There are two types of fibre, soluble and insoluble. The insoluble fibre is a lot like sawdust. It

  doesn’t dissolve in water and pretty much just goes right through you, absorbing water and adding a lot of bulk. Insoluble fibre, although it has a healthy effect on elimination, is thought

  not to make much difference to how quickly your BG level goes up after a carbohydrate meal.




  The soluble fibre forms a gummy solution that slows down the speed of digestion of carbohydrate. It has a big effect on how quickly a carbohydrate meal will raise your BG levels. It is

  also thought to decrease cholesterol levels (see the box in Month 6). Soluble fibre eaten at one meal can even decrease the rate at which your BG level increases at a later meal. Soluble

  fibre is a very good food for people with type 2 diabetes, and many of the traditional remedies for the disease, such as fenugreek, guar gum, prickly pear (nopal), barley and aloe, are very high in

  soluble fibre. Soluble fibre is also found in oat bran, flaxseed and many fruits.




  Fibre is considered a carbohydrate, but unlike other carbohydrates, it isn’t broken down into sugars in the human small intestine. Thus when you want to know how much effective carbohydrate – the amount that your body will convert to sugar – a food contains, you should check the label. A hypothetical ice cream flavour called Garlic Ripple with

  Sawdust Chunks might contain 34 grams of total carbohydrate and 14 grams of fibre.




  In the UK, Europe and Australia the fibre has already been subtracted on food labels. The label for Garlic Ripple with Sawdust Chunks would list 20 grams of carbohydrate and 14 grams of fibre.

  However, the rules for food labelling are different in North America, Africa and Asia, where you will need to subtract the fibre from the total amount of carbohydrate to get the amount of

  carbohydrate that will make your BG level go up. It is important to remember this when you are reading food labels on imported food.




  Protein and fat have smaller effects




  Protein also affects your BG levels. This is because some of the protein we eat, usually estimated at 40 to 60 per cent, is converted to glucose in the liver. This conversion takes time, so a

  pure protein meal will not only cause a lower increase in your BG levels, but the increase will be much longer after eating, usually four to six hours. Some people with type 2 diabetes still

  produce enough insulin to cover slowly released sugars. If so, you might not see any increase in your BG levels at all after a small protein meal.




  Fats eaten by themselves won’t cause an increase in your BG levels. But who wants to eat a meal consisting of chunks of butter swimming in olive oil with cocoa butter for dessert? Eaten

  with other foods, however, fats have an effect on your BG level.




  First, fats decrease the rate at which the stomach empties. This means that if you eat carbohydrate, which might make the BG level peak in 60 minutes if you ate it alone (see Figure 5) but add

  some fat, the BG level might peak at 90 minutes instead.




  Some people find that eating a little fat with carbohydrate not only delays the peak but makes it lower. Their BG level never goes as high when they add the fat. Other people say that just a

  little bit of fat makes their BG levels go much higher, perhaps by increasing IR. Sometimes this effect can still be seen with a higher fasting level the next day. Because

  different people react differently to fat, the best way to find out how fat affects your BG levels is (alas) to prick your fingers a few extra times after you’ve eaten fatty meals to see if

  the fat makes your BG go up or go down.




  Alcohol reduces blood glucose levels – sometimes too much




  Alcohol is neither a fat, a protein, nor a carbohydrate, but it does contain 7 cal/g. If you’re following an exchange diet (see Day 4), alcohol is usually counted as a fat.




  People used to say that anyone with diabetes should never drink alcohol. This is because alcohol can lower BG levels, and if you are taking insulin or sulphonylureas (see Week 3) that can

  make your BG levels go too low, the alcohol can increase the effect and paralyze the mechanisms that normally bring the BG levels back to normal.




  However, if you are not taking these drugs, small amounts of alcohol such as a small glass of red wine with a meal may help moderate the BG-raising effects of the meal as well as possibly having

  heart-protecting actions. Note that the important word here is small. Excessive drinking is not a good idea when you have diabetes of any kind.




  Knowledge is power




  In Month 9, I discuss in more detail how you can get actual numerical values for your after-dinner BG tests. You probably don’t want to get that fancy right away. For now, you should just

  know that all these foods interact and will affect your BG levels after a meal, and as usual, the best way to find out how your favourite foods affect your own BG levels is to test, test and test

  again.




  All this finger-pricking and testing of foods may sound depressing. Granted, it’s inconvenient, and it does hurt a little bit. But the rewards are immense. Knowing from the beginning just

  how you react to the various foods you eat is the best way you can keep your BG levels as close to normal as possible and avoid any of the complications that occur in people

  whose BG levels are uncontrolled.




  Trust me. Your BG levels matter. Take charge, test and learn. Knowledge is the best weapon you have against diabetes.




  

    

      Understanding Sugars, Other Sweeteners and Bulking Agents




      HERE is a list of most of the sweeteners you will encounter. Refer to this list whenever you see an unfamiliar name on a list of ingredients and wonder

      what it is.




      

        

          

            • Sugars. The names of sugars end in -ose, but not everything ending in -ose is a sugar (for example, cellulose, which is

            insoluble fibre). They include single sugar units called monosaccharides. The most common of these are glucose, fructose and galactose. They also include sugars made

            of two sugar units, or disaccharides. These include sucrose, or common table sugar (made of glucose and fructose); lactose, milk sugar (made of glucose and galactose)

            and maltose (made of two glucose units).




            Most sugars contain 4 cal/g, the same as starch. They are carbohydrates, and the calories should be counted in your diet plan.




            Fructose, a natural sugar found in fruits and vegetables, is metabolized (broken down) slightly differently from glucose and doesn’t raise BG

            levels as quickly. However, it has the same number of calories, and it tends to increase triglyceride levels more, especially if eaten in excess.




            Sucrose, also a natural sugar found in fruits and vegetables, contains half glucose and half fructose. Hence table sugar won’t actually raise your BG

            levels quite as fast as 100 per cent glucose.




            Carob powder, a chocolate substitute, contains 75 per cent sucrose, glucose and fructose.




            • Other names. Often the word sugar is not mentioned in a list of ingredients, but sugar-containing syrups are. These include

            honey, corn syrup, high-fructose corn syrup, rice syrup, molasses, treacle, sorghum, turbinado, starch syrup, malt extract and maple syrup. You can assume these will affect

            your BG levels the same as sugars. Processed starches such as cornstarch, potato starch, wheat starch and tapioca starch will also raise your BG levels at least as fast as

            sugar.




            • Fructooligosaccharides. The fructooligosaccharides are short chains of fructose found in onions and asparagus. They are not broken

            down in the small intestine, so they are eaten by bacteria in the colon, where they are supposed to stimulate the growth of favourable bacteria.




            Longer chains of fructose are called inulin, which is found in Jerusalem artichokes. Inulin has often been recommended as a good food for people with

            diabetes because like the fructooligosaccharides, it isn’t broken down in the intestines and doesn’t raise BG levels. Many people confuse the words inulin and

            insulin and will tell you to eat Jerusalem artichokes because they’re full of insulin. Even if they were, insulin would be destroyed in the stomach.




            • Dextrose. Dextrose is just another word for glucose. So too, levulose is an older term for fructose. (These terms come from

            the fact that solutions of these sugars rotate polarized light in a particular direction. When you break down sucrose into a 50:50 mixture of glucose and fructose, the mixture is

            sometimes called invert sugar, because the direction that a solution rotates polarized light is inverted in the process.) Another name for glucose is grape sugar, because

            grapes contain a lot of glucose.




            • Bulking agents. Many artificial powdered sweeteners are so intensely sweet that you only need tiny amounts, and it would be difficult

            to pour such small amounts. Hence the manufacturers add bulking agents. One such agent is glucose (usually listed as dextrose). You may think it odd that

            sugar substitutes contain glucose, but the amounts are relatively small, usually less than 1 gram. If your diet includes a lot of carbohydrate, this amount is negligible. However, if

            you’re on a low-carbohydrate diet, it may be significant, and you should use liquid or tablet sweeteners instead. Some tablets also contain bulking agents, so check the

            labels.




            Another common bulking agent is maltodextrin. This is simply starch (a polysaccharide made of glucose) that has been partly broken down into smaller units,

            but not completely broken down into glucose. However, it will raise your BG levels about the same as glucose or starch. It does not taste sweet. Polydextrose (see later) is also a

            common bulking agent.




            The ‘measure-for-measure’ sweeteners that let you substitute one teaspoon of the sweetener for a teaspoon of sugar usually have the most bulking

            agents.




            • Sugar alcohols. When you treat sugars with hydrogen, you can reduce their aldehyde or ketone groups to alcohol groups. If you

            don’t remember from chemistry courses what this means, don’t worry about it. It’s not important. What is important is that when you do this, the resulting sugar

            alcohols are metabolized (broken down and converted to energy) slightly differently from the sugars, so they don’t raise your BG levels quite as fast and have fewer

            calories. They are not intoxicating, like ethyl alcohol, the formal name for booze.
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