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      This book is for all the people who live with diabetes and have so openly shared their experience with us.

   
      
      Introduction

      Diabetes has been around for thousands of years, and was once relatively rare. Its literal meaning is ‘to pass through’ –
         referring to the passing of liquids through the body. The ancient Egyptians recommended that those suffering from ‘the passing
         of too much urine’ eat a diet of fruit, grain and sweet beer. The Greeks, who mistakenly thought it was a weakness of the
         kidneys, prescribed exercise, ‘preferably on horseback’.
      

      Diabetes is no longer rare. In fact it is one of the fastest growing diseases in the world. About 366 million people in the
         world have diabetes, and that number is expected to reach 552 million by the year 2030. It can cause heart disease, blindness
         and kidney failure, and can lead to amputation. It can be a killer.
      

      In Australia and New Zealand diabetes and pre-diabetes affect 1 in 4 adults. Every day nearly 300 people, including children,
         are being diagnosed with diabetes. And for every person diagnosed there’s someone else who is undiagnosed. Millions of dollars
         are being spent by governments in treating, managing and preventing the epidemic, but the way to stem the tide really begins
         with us as individuals.
      

      Living in Australia and New Zealand offers us immense potential for good health, but many people are uninformed about or confused
         by what’s involved in a healthy lifestyle. Living well with diabetes doesn’t mean being on a ‘diet’. It means eating nutritious
         foods – and not eating whatever happens to be in front of you. It means making smarter food choices. And making the effort to move more.
      

      In the last decade research has yielded overwhelming evidence that lifestyle changes such as maintaining a healthy eating
         plan and increasing exercise can make a real difference to our risk of developing diabetes and to the quality of our health
         if we already have it. It’s never too late to make a difference. There is the potential to turn back the clock.
      

      How to use this book

      There are many types of diabetes and many different approaches to managing it. As the title says, this book is a diet and
         lifestyle guide to living well with diabetes or pre-diabetes, and there are many ways to do that. Our aim is to translate
         the current scientific evidence about managing and preventing diabetes into an accessible, practical resource, giving you
         the information to use so that you can discover what works best for you.
      

      Whether you have pre-diabetes, type 1 diabetes, type 2 diabetes, or gestational diabetes, this book has something for you.

      The book sets out clearly and simply what you need to eat and do to:

      
         	
            Reduce your risk of developing diabetes

         

         	
            Improve your cardiovascular health

         

         	
            Keep your blood glucose levels, blood pressure and blood fats under control, and

         

         	
            Maintain a healthy body.

         

      

      Part 1: Understanding diabetes, pre-diabetes and the metabolic syndrome will spell out the differences between the various
         types of diabetes, tell you how they are diagnosed and explain key aspects of their management.
      

      In Part 2: What you can do, you’ll learn the five fundamental steps to take to maintain a healthy lifestyle.
      

      Part 3: Living with diabetes and pre-diabetes consists of sections on each type of diabetes and includes daily food guides,
         sample menu plans, recipes and the answers to frequently asked questions.
      

      We have also included comprehensive GI tables to help you make smart food choices, and a detailed glossary to help demystify
         common medical terms and inform you so you can take control of your diabetes.
      

      Diabetes is a complex condition and there are aspects of its management – such as blood glucose monitoring, medications and
         insulin – which are not covered in detail. Nor do we cover management of diabetes complications (we hope this book will mean
         you never get them). The information in this handbook is not intended to take the place of individual consultation with your
         doctor or diabetes health professionals.
      

      We hope that this book will help you to manage your diabetes successfully or turn back the clock with pre-diabetes. On the
         pages you will find anecdotes, comments and stories from people with diabetes whom we’ve spoken to throughout the years. We
         hope these inspire you, although keep in mind that what works for one person may not work for another. At the very least,
         we hope you might find familiarity with some of them and realise that you are not alone in your experience of managing diabetes.
      

      We wish you success in preventing or managing diabetes.

      Alan Barclay

      Jennie Brand-Miller

      Stephen Colagiuri

      Kaye Foster-Powell

      Sydney, January 2007

   
      
      	 

      

      PART 1:

      
Understanding diabetes, pre-diabetes and the metabolic syndrome


   
      
      Chapter 1

      
      Understanding diabetes

      
      Felix

     
      Back in late 2003, at age 41, although my general health appeared OK, I began to notice that my weight was inexplicably starting
         to drop, and I was starting to drink a lot of water and felt the need to urinate quite a lot. By early 2004 things had worsened
         considerably. Basically, I began to feel very unwell. Dizzy, extreme lethargy, blurry vision … and the weight loss continued.
         Although I realised that something was clearly wrong with my health and I was worried, I was extremely reluctant to visit
         my GP! In the end, urged by family, I did, and the blood tests that followed showed a very high blood glucose level of 23.
         Yes, I had type 2 diabetes.
      

    

      
      Diabetes mellitus is a chronic condition. In simple terms, this means that your blood glucose (sometimes called blood sugar)
         is too high. There is no cure. It can be successfully managed, but it will never go away. It changes your life, so it’s not
         surprising that anger and denial are really common reactions to a diagnosis of diabetes.
      

      
      In fact the range of feelings many people experience when first diagnosed are not dissimilar to those of grieving. In a way,
         a diagnosis of diabetes represents the loss of your healthy whole self. Your initial reaction may be ‘not me’ denial or ‘why me?’ anger.
         You may even try bargaining, perhaps with the ‘Almighty’. You may experience a period of depression. Hopefully, finally will
         come acceptance that you have diabetes, that life will be different, but you can manage it successfully, and life will go
         on.
      

      
      Whatever your reaction to the diagnosis, your feelings are perfectly natural. You are not alone. If it is any consolation,
         the pain you are feeling now may help you manage your health positively in the years to come. Having diabetes need not stop
         you from enjoying life to the full and achieving whatever you want from life.
      

      
      According to research from the Diabetes Information Jigsaw, ‘depression greatly reduces the ability of people with diabetes to manage their condition, which can result in poorer management
         of blood glucose levels and difficulty in sticking to exercise, diet and treatment programmes’. The most important thing you
         can do is take control of the things in your life you can change and get informed about your body and what is happening to
         it. Knowing what you need to do to manage diabetes will allow you to live well, and lessen the impact of this disease.
      

      
      To understand why diet and lifestyle are so important in managing diabetes successfully, it is useful to know a bit about
         how your body normally handles the nutrients in the food you eat, and how (and why) disturbances to its metabolism can affect
         your overall health.
      

      
      Blood glucose and insulin

      
      Your body is incredibly complex, and is delicately tuned to deliver peak performance. You really are what you eat. ‘Metabolism’
         is the term that describes the processes (a complex series of biochemical reactions) that direct energy from the food you
         eat into fuelling normal growth, development and physical activity; or into storage, such as fat.
      

      
      Your body needs protein to build and maintain tissues, good fats to function and thrive, and carbohydrate as an energy source.
         It is important to understand carbohydrate’s role. When you eat carbohydrate foods such as bread, cereals and fruit, your
         body converts them into a sugar called glucose. It is this glucose that is absorbed from your intestine and becomes the fuel
         that circulates in your bloodstream.
      

      
      Glucose is a universal fuel for your body cells, the primary fuel source for the brain, red blood cells and a growing fetus,
         and the main source of energy during strenuous exercise.
      

      
      In a healthy person, when glucose levels in the blood rise after a meal, the beta cells in the pancreas get the message to
         secrete a hormone called insulin. Insulin drives glucose out of the blood and into the cells. Once inside the cells, glucose
         is channelled into various pathways – to be used as an immediate source of energy, or converted to glycogen (a storage form
         of glucose) or to fat. Insulin has been likened to the key which opens the cell door to let the glucose inside.

      
      Sometimes glucose builds up in the blood. There are two reasons for this. Either the pancreas can’t produce enough insulin
         on demand (some or all of the keys are missing); or the cells do not respond to the insulin in the blood the way they should
         (the locks are malfunctioning).
      

      
      ‘Insulin deficiency’ is when the pancreas does not produce enough insulin to reduce blood glucose levels; ‘insulin resistance’
         is when the insulin can’t do its job properly. Both these conditions lead to glucose accumulating in the bloodstream and to
         high blood glucose levels. Depending on how high the levels of glucose are, the condition is classified as:
      

      
      
         	
            Diabetes, or

         

         	
            Pre-diabetes (see Chapter 2).

         

      

      
      How active you are and how much you weigh have a very important effect on your metabolism, especially on the way your body
         handles carbohydrate. Being overweight or obese is a very common cause of insulin resistance, and losing a little weight is
         a powerful way of reducing insulin resistance. Exercise and improving your physical strength are also good ways of reducing
         insulin resistance.
      

      
      Types of diabetes

      
      There are three main kinds of diabetes, and although many of the symptoms are the same, the causes are quite different.

      
      Type 1 diabetes

      
      Type 1 diabetes is an autoimmune disease and is one of the most common childhood diseases. Rates are increasing throughout
         the world, and no one is quite sure why. Certain environmental triggers have been proposed as possible contributors.
      

      
      About 10 per cent of people with diabetes have type 1. In this type of diabetes, the pancreas does not produce any insulin,
         so you need insulin injections. Maintaining a balanced blood glucose level requires regulating your food intake, your insulin
         dose and your exercise.
      

      
      Formerly called juvenile diabetes or insulin-dependent diabetes, type 1 diabetes is usually first diagnosed in children, teenagers
         or young adults. At the moment, half of all people with type 1 diabetes are diagnosed before the age of 16. Within this group
         there are two peaks in the age of onset: the major peak at 10–12 years and a smaller one at 5–6 years. For some reason, type
         1 diabetes is more commonly diagnosed in the winter months.
      

      
      The risk of someone developing type 1 diabetes if no one in the family has it is around 1 in 200. If there is a family history,
         the chances of developing it are much higher: about 1 in 17 if you have a brother or sister under the age of 30 who has it, and about
         1 in 3 if your identical twin has it. Children whose mothers have type 1 diabetes have about a 1 in 75 chance of developing
         the condition; children whose fathers have it have a much higher chance – 1 in 16.
      

      
      Where you live also seems to affect your chances of developing the disease. Children in Finland have the greatest risk (37
         per 100,000), whereas children in Fiji have a very low chance (1 per 1 million). Overall, boys and girls have the same degree
         of risk.
      

      
      In Australia the disease is on the rise; rates have been increasing every year since 1990. Within Australia, rates vary from
         21 per 100,000 in the Northern Territory to 31 per 100,000 in Tasmania.
      

      
      Similarly, nationwide data from New Zealand has confirmed a doubling in the incidence of type 1 diabetes among children in
         the last three decades. In 1999 and 2000 the incidence in children younger than 15 was 18 per 100,000, compared with only
         9 per 100,000 in 1968–72. New Zealand incidence varies from 12 per 100,000 in Auckland to 22 per 100,000 in Canterbury. Children
         in the South Island have a 1.5 times higher incidence. This reflects a greater proportion of European children: they are 4
         to 5 times more likely than Maori children to develop the disease.
      

    

      
      In Chapters 30–34 we look at managing type 1 diabetes.

      
      Type 2 diabetes

      
      Eighty-five to ninety per cent of people with diabetes have type 2 diabetes. Usually, type 2 diabetes develops after the age
         of 40. With our society’s increasing trend to physical inactivity and obesity, however, this type of diabetes is being found in younger and younger people, and in some indigenous populations, even in children less than
         10 years old. Overeating, being overweight and not exercising enough are important factors (what we call lifestyle factors)
         that can lead to this type of diabetes, especially in a family where someone already has diabetes.
      

      
      People get type 2 diabetes because their insulin is not working properly (insulin resistance, when the locks are malfunctioning).
         For a long time the body will struggle to make extra insulin to overcome the problem, but eventually people with type 2 diabetes
         develop a shortage of insulin (the keys go missing). The aim of treatment is to help people with type 2 diabetes make the
         best use of the insulin they have and make it last as long as possible. Tablets or insulin injections may be necessary.
      

      
      Being diagnosed with type 2 diabetes can be quite a shock. However, if current estimates are anything to go by, you shouldn’t
         feel that you have been singled out. There are around 366 million people with diabetes worldwide and this number is expected
         to reach 552 million by 2030 or 7 per cent of the adult population. Right now in Australia it has been estimated that there
         are around 1.5 million people with diabetes and in New Zealand there are around 250,000. Makes it sound pretty common, doesn’t
         it?
      

      
      In fact, scientists are predicting that 1 out of every 3 people born in the US during the year 2000 will develop type 2 diabetes.
         Unfortunately, Australia and New Zealand are not lagging too far behind.
      

      
      The cost of having type 2 diabetes to you as an individual and our community as a whole is enormous. An Australian study in
         2003 found that total healthcare costs for people with type 2 diabetes who had no complications was nearly $4000 for each
         person, each year, with the government footing around half of the bill. The cost of having diabetes if you also have complications
         is a staggering $9500 per person per year. This adds up to total annual healthcare costs in the billions of dollars for type 2 diabetes alone. The real challenge will be to fund and develop medical and public health programs that will help
         people manage their condition and prevent its complications.
      

      
      The other scary thought is that for every person with diagnosed diabetes in Australia and New Zealand, there is someone else
         walking around with the condition who doesn’t know it. In fact, many people have type 2 diabetes for several years before
         it is picked up – often during a routine medical exam, or after a major event like a heart attack or stroke. Regular health
         checks and screening by your doctor are a good idea after the age of 45, particularly if you have a close relative with the
         condition.
      

      
      Why did you get it?

      
      We know that the number of people with type 2 diabetes is increasing dramatically in both Australia and New Zealand. Why?
         Mostly, it’s a combination of unlucky genetics, increasing rates of overweight and obesity, and other lifestyle factors, particularly
         decreasing levels of physical activity. People from certain ethnic backgrounds and age groups are at greatest risk. Also,
         many people who develop type 2 diabetes have had impaired glucose tolerance or impaired fasting glucose (both are early signs
         of imminent diabetes) for many years.
      

      
      Impaired glucose tolerance and impaired fasting glucose are often referred to as pre-diabetes. They are conditions in which blood glucose levels are higher than normal, but not high enough for a diagnosis of diabetes.
         People with pre-diabetes are at increased risk of developing diabetes, heart disease and stroke.
      

      
      Coming to terms with pre-diabetes (‘impaired glucose tolerance’ and ‘impaired fasting glucose’).

      
      
         	
            Pre-diabetes is a term used to describe people who are at increased risk of developing diabetes.
            

         

         	
            Impaired fasting glucose is a condition in which the fasting blood glucose level is elevated (6.1–7.0mmol/l) after an overnight fast, but is not high
               enough to be classified as diabetes.
            

         

         	
            Impaired glucose tolerance is a condition in which the blood glucose level is elevated (greater than 7.8mmol/l) 2 hours after an oral glucose tolerance
               test, but is not high enough to be classified as diabetes (that is, less than 11.1mmol/l).
            

         

      

    

      Insulin resistance, which occurs without you even knowing it, is thought to be an underlying cause of type 2 diabetes. With
         insulin resistance, your muscle and liver cells are not good at taking up glucose from the blood, unless there’s a truckload
         of insulin about. This makes the beta cells in your pancreas work overtime to produce extra insulin so that your muscle cells
         get enough glucose for making energy. Once your beta cells are unable to produce enough insulin to overcome the resistance,
         you get high blood glucose levels … and along with that, the diagnosis of diabetes.
      

      
      Many factors are being identified as contributing to this failure of the beta cells, and it is believed to be at least partly
         genetically pre-programmed. This is why type 2 diabetes is more common amongst certain groups: Aboriginal Australians or Torres Strait
         Islanders, Maoris, Pacific Islanders, Southeast Asians, Asian Indians, Afro-Americans, Hispanic Americans and Native Americans.
         People from an Anglo-Celtic background, on the other hand, appear to be less susceptible.
      

      
      Genetics may load the cannon, but human behaviour pulls the trigger.

      
      Frank Vinicor, US Centers for Disease Control and Prevention

      
      However, genes alone do not account for the increasing diabetes rates. Environmental factors such as reduced activity and
         a high kilojoule diet have led to increased rates of overweight and obesity. Not surprisingly, around 80 per cent of all people
         with type 2 diabetes are either overweight or obese.
      

      
      Overweight is not only one of the underlying causes of type 2 diabetes. It also increases the risk of developing high blood
         pressure, high LDL (‘bad’) cholesterol and triglycerides, and as a result of all these things, it also increases your risk
         of developing atherosclerosis (hardening and narrowing of the arteries) or blocked arteries dramatically. In addition to these
         factors, more and more women are developing a condition called polycystic ovarian syndrome (PCOS), which is also thought to
         be due to insulin resistance.
      

      
      Occasionally there are other causes of diabetes. There are some medical disorders that cause secondary diabetes, such as pancreatitis
         (inflammation of the pancreas) and acromegaly (due to excessive growth hormone production).
      

      
      A number of medications also increase the risk of type 2 diabetes – the most important of these are the glucocorticoids or
         ‘steroids’ that are often used by people with severe asthma or arthritis. People who need to take certain antipsychotic drugs for mental disorders,
         or anti-HIV drugs for AIDS, may also increase their risk of developing type 2 diabetes.
      

      
      Did you know?

      
      The risk of dying from a heart attack is increased 2–3 times if you have diabetes.

    

      In Chapters 24, 25, 26 and 27 we look at managing type 2 diabetes.

      
      Gestational diabetes

      
      Gestational diabetes is the type of diabetes that women can develop during pregnancy. In any pregnancy, insulin resistance
         develops naturally as a pregnant woman’s insulin needs are 2–3 times her normal needs. If a woman is overweight during pregnancy,
         it’s worse. If a woman’s body cannot produce enough insulin to overcome the insulin resistance, her blood glucose levels increase
         above normal.
      

      
      In most women, when the baby is born, her blood glucose returns to normal and the gestational diabetes disappears. However,
         the risk of these women developing permanent diabetes later in life is very high, and they are strongly encouraged to eat
         well, watch their weight and exercise regularly to reduce their chance of developing it. They should also have regular blood
         checks for diabetes, because it can develop ‘silently’.
      

      
      In Australia, the US and the UK, about 5 per cent of pregnant women, or 1 in every 20, develops gestational diabetes. The
         number of women developing gestational diabetes is increasing, and again it is more common in women of certain groups (Asians,
         Indians, Mediterraneans and Australian Aboriginals, for example). It is also more likely in women over 30, with multiple pregnancies, in overweight women, and in those who have a family history of diabetes or previous gestational
         diabetes.
      

      
      If gestational diabetes is not detected and treated properly it places the baby at risk of growing too big in the womb, which
         can make the birth difficult. Also, the baby is at increased risk of other complications and is more likely to be overweight
         as a child and develop other health problems (e.g. high blood pressure, heart disease and diabetes). That is why the Australasian
         Diabetes In Pregnancy Society (ADIPS – www.adips.org) recommends that women should be tested for gestational diabetes at
         24–28 weeks of every pregnancy.
      

      
      In Chapters 28 and 29 we look at managing gestational diabetes.

      
      Diagnosing diabetes

      
      The main symptoms of diabetes are:

      
      
         	
            Increased thirst

         

         	
            Tiredness

         

         	
            Blurred vision

         

         	
            Leg cramps

         

         	
            Increased urine output

         

         	
            Always feeling hungry

         

         	
            Itching, skin infections, cuts that won’t heal, and

         

         	
            Unexplained weight loss.

         

      

      
      However, the majority of people (except those with type 1), especially early in the development of diabetes, have no obvious
            symptoms at all.

      
      Diabetes is diagnosed by a blood test. If your doctor suspects diabetes, either because of symptoms (listed above) or because
         you are in one of the high risk groups (listed below), they will arrange for you to have a blood test to measure your blood
         glucose level. This is best done after fasting overnight (no food between dinner and the test the following morning).
      

      
      If the result is very high and you have symptoms, that is all that is needed to make the diagnosis.

      
      If it is moderately high, the test should be repeated to make sure of the diagnosis.

      
      If the result is a little bit higher than normal, you will need to have an oral glucose tolerance test to make the diagnosis.
         This involves fasting overnight, then having a blood test to measure the fasting blood glucose, then drinking a sweet drink
         of 75 grams of glucose, and then measuring the blood glucose again 2 hours later.
      

      
      The end result of these tests is that you might have diabetes, or your tests could be normal, or you could have pre-diabetes.

      
      Diagnosing and treating diabetes (or pre-diabetes) early is an important way to prevent complications.

      
      For every person who is known to have type 2 diabetes, there is another who has it but does not know it. Having diabetes and
         not knowing about it is like walking along with a hole in your wallet. About 1 in 4 people already have signs of permanent
         damage from diabetes by the time it is diagnosed. This is because they have had diabetes for a long time without knowing it
         and their high blood glucose levels have been quietly causing problems.
      

      
      Are you at risk of having undiagnosed diabetes?

      
      If you can say yes to any of the following questions, you should be having annual checks of your blood glucose levels. This
         is the only way to find out if you have undiagnosed diabetes. Your doctor can arrange this.
      

      
      
         	
            Are you over 55?

         

         	
            Do you have a family history of diabetes?

         

         	
            Are you overweight or obese?

         

         	
            Do you have high blood pressure?

         

         	
            Did you have diabetes during pregnancy (gestational diabetes)?

         

         	
            Are you an Aboriginal Australian or Torres Strait Islander, Maori, Pacific Islander, Southeast Asian, Asian Indian, Afro-American,
               Hispanic American or Native American?
            

         

      

      
      If there are questions in this list that you don’t know the answer to, make an appointment with your doctor for a checkup.

    

   
      
      Chapter 2

      
      Understanding pre-diabetes

      
      Susie

      
      When I was diagnosed with pre-diabetes, I didn’t know where to start or how to begin to plan my meals. I did know that I really
         had to lose some weight, as I was 92kg. In 3 months I managed to lose just over 6kg. I found it useful having an actual program,
         as it took a lot of the thinking out of planning meals. I didn’t feel like I was on a ‘diet’ as such because I felt as though
         I was always eating. It took a bit of getting used to at first because I’m not a vegie person at all, but I found that using
         balsamic vinegar with salads helped. And I did modify my main meals by having gravy – I don’t like dry food or vegies, but
         I ate them. And I did do much more exercise.
      

    

      If you have pre-diabetes (the term used to describe impaired glucose tolerance and/or impaired fasting glucose), it means
         that you have blood glucose levels somewhere between normal and diabetes. It’s diagnosed by either a fasting blood glucose
         test or an oral glucose tolerance test.
      

      
      Studies around the world show that there are twice as many people with pre-diabetes as with diabetes – in fact it is currently
         estimated that there are about 300 million people worldwide with pre-diabetes. So it is a major public health problem that’s
         only going to get worse unless something is done.
      

      
      Left untreated, pre-diabetes can develop into type 2 diabetes. It also puts you at risk of some of the complications associated
         with diabetes, such as heart attacks and stroke. That’s why as well as making lifestyle changes to deal with pre-diabetes,
         you could also benefit from advice on how to prevent heart disease and stroke.
      

      
      The good news is that there is very strong evidence that you can prevent, or at the very least delay, getting type 2 diabetes
         – and all of its complications. In fact several large studies have shown that 3 out of 5 people with pre-diabetes can prevent
         the development of type 2 diabetes – very good odds indeed.
      

      
      Be well, know your BGL (blood glucose level)

      
      
         
                  
         
         
         
         
            
            	Normal ranges for:
            
            	
            
         

         
         
            
            	Fasting glucose
            
            	3.5–6.0mmol/l
            
         

         
         
            
            	Non-fasting glucose
            
            	<11.1mmol/l
            
         

         
         
            
            	Glycated haemoglobin
            
            	4.0–6.0 per cent
            
         

         
      

    

      Risk factors for developing pre-diabetes

      
      If there’s type 2 diabetes in your family you probably already know that you have an increased chance of getting it too. But
         genetics alone doesn’t account for the current diabetes/pre-diabetes epidemic. Instead, it’s what researchers call our ‘diabetogenic
         environment’ – the food we eat and our sedentary lifestyle. The most obvious trigger is that we’re all getting heavier; and carrying extra body fat goes hand in hand with pre-diabetes and type 2 diabetes. People who are overweight, particularly
         around their middle, have up to three times more chance of developing type 2 diabetes than people who are in the healthy weight
         range.
      

      
      Risk factors you cannot change

      
      
         	
            A family history of diabetes

         

         	
            Your ethnic background (people of Asian, Indian, Aboriginal, Torres Strait Island, Maori and Pacific Island background have
               a greater risk)
            

         

         	
            Having polycystic ovarian syndrome (PCOS)

         

         	
            Having diabetes in pregnancy or giving birth to a big baby (more than 4kg)

         

         	
            Having heart disease, angina, or having had a heart attack, and

         

         	
            Having familial hypercholesterolaemia (an inherited condition that leads to higher than normal LDL cholesterol and potentially
               a heart attack early in life).
            

         

      

      
      Risk factors you can do something about

      
      
         	
            Smoking

         

         	
            Being sedentary

         

         	
            Having high blood pressure

         

         	
            Having high triglycerides

         

         	
            Having low HDL (good) cholesterol

         

         	
            Having high total LDL cholesterol, and

         

         	
            Being overweight, especially if that weight is around your middle.

         

      

      
      Of course not every overweight person is going to develop pre-diabetes or type 2 diabetes (many don’t), but the underlying
         metabolic problem in pre-diabetes and type 2 diabetes – that is, insulin resistance – is exacerbated by being overweight.
      

      
      As we explain in Chapter 1, insulin resistance means your body cells are resistant to the action of insulin (plenty of keys
         but the locks are malfunctioning). They don’t let glucose in as easily as normal, so the blood glucose level tends to rise.
         To compensate, the pancreas makes more and more insulin. This eventually moves the glucose into the cells, but the blood insulin
         levels stay high. Having high insulin levels all the time spells trouble.
      

      
      Being overweight makes this situation worse because the excess fat ‘blocks’ the action of the insulin, putting added pressure
         on the body’s ability to maintain optimal blood glucose levels.
      

      
      What’s the best way of preventing it?

      
      A healthy lifestyle, of course. There’s nothing you can do about the inherited risk factors or family history. But you can
         do something about your weight, the food you eat and a sedentary lifestyle. And if you smoke, you can quit.
      

      
      Several studies around the world (in China, Finland, the US and India, for example) have shown conclusively that people with
         pre-diabetes can delay or prevent the development of diabetes. All of these studies were based on people who made lifestyle
         changes. People increased their level of activity, ate a healthier diet and achieved modest weight loss (about 5–10kg). All
         these changes are achievable with a little effort, and the longterm benefit is enormous – not having to live with diabetes
         and reducing your risk of heart attack and stroke.
      

   
      
      Chapter 3

      
      Understanding heart disease and the metabolic syndrome

      
      
Understanding the metabolic syndrome
      

      
      If your doctor has told you that you have high blood pressure and ‘a touch of sugar’ (pre-diabetes), you probably have the
         metabolic syndrome. This term describes the clustering of risk factors for heart disease, including
      

      
      
         	
            diabetes or pre-diabetes

         

         	
            central obesity

         

         	
            high blood pressure

         

         	
            high blood fats (triglycerides).

         

      

      
      You may also see it referred to as Syndrome X or the Insulin Resistance Syndrome. Surveys show that 1 in 2 adults over 25
         has the metabolic syndrome.
      

      
      People with metabolic syndrome are three times as likely to have a heart attack or stroke as people without it, and they have
         five times more risk of developing type 2 diabetes (if it’s not already present).
      

      
      Insulin resistance is thought to be the reason these risk factors cluster, because tests on people with the metabolic syndrome
         show that insulin resistance is nearly always present. Each risk factor should be treated aggressively to reduce the risk of heart disease and
         in this chapter we look at how you can do this.
      

      
      Risk factor 1: Having diabetes or pre-diabetes

      
      High blood glucose levels increase the tendency for blood clots to form. The resulting increased risk of heart attack is a
         major reason why so much effort is put into helping people with diabetes achieve optimal control of their blood glucose levels,
         and why all people with diabetes should be checked for the other risk factors of heart disease. But you don’t need to have
         diabetes to be at risk – having even moderately raised blood glucose levels hours after a meal has been associated with increased
         risk of heart disease in normal ‘healthy’ people.
      

      
      Here’s how diabetes and pre-diabetes can cause inflammation and hardening of the arteries. A high level of glucose in the
         blood means:
      

      
      
         	
            Excess glucose moves into cells lining the arteries, which causes inflammation, thickening and stiffening – the making of
               ‘hardened arteries’
            

         

         	
            Highly reactive, charged particles called ‘free radicals’ are formed; these destroy the machinery inside the cell, eventually
               causing cell death
            

         

         	
            Glucose sticks to cholesterol in the blood, which promotes the formation of fatty plaque and stops the body from breaking
               down excess cholesterol, and
            

         

         	
            Higher levels of insulin (which follow higher levels of glucose) raise blood pressure and blood fats, while lowering ‘good’
               (HDL) cholesterol levels.
            

         

      

      
      
Risk factor 2: Central obesity
      

      
      When you put on weight, the fat can be distributed evenly all over the body or stick around the middle: what is called middle-age
         spread, a pot belly or a muffin midriff. Fat around the middle part of your body (abdominal fat) increases your risk of heart
         disease, high blood pressure and diabetes.
      

      
      In contrast, fat on the lower part of your body, such as your hips and thighs, doesn’t carry the same health risk. In fact,
         your body shape can be described according to your distribution of body fat as either an ‘apple’ or a ‘pear’ shape:
      

      [image: image]

      
      There are significant health benefits in reducing your waist measurement, particularly if you have an ‘apple’ shape.

      
      A healthy waist

      
      The International Diabetes Federation has published criteria for defining the metabolic syndrome. A person with metabolic
         syndrome will have abdominal obesity plus at least two of the following other risk factors: high triglycerides, low HDL cholesterol,
         raised blood pressure and/or raised blood glucose. A basic guide to whether you have abdominal obesity is:
      

      
      For people of European origin:

      
      
                  
         
         
         
         
            
            	Men
            
            	more than 94cm (37 inches)
            
         

         
         
            
            	Women
            
            	more than 80cm (31.5 inches).
            
         

         
      

      
      For people from South Asia:

      
      
                  
         
         
         
         
            
            	Men
            
            	more than 90cm (35.5 inches)
            
         

         
         
            
            	Women
            
            	more than 80cm (31.5 inches).
            
         

         
      

      
      For people from Japan:

      
      
                  
         
         
         
         
            
            	Men
            
            	more than 90cm (35.5 inches)
            
         

         
         
            
            	Women
            
            	more than 85cm (33.5 inches).
            
         

         
      

      
      These are the most recently published criteria from the International Diabetes Federation (2006).

      
      For more information go to: www.idf.org/home.

    

      
      Risk factor 3: Having high blood pressure

      
      High blood pressure (hypertension) is the most common heart disease risk factor. It is harmful because it demands that your
         heart work harder and damages your arteries.
      

      
      An artery is a muscular tube. Healthy arteries can change their size to control the flow of blood. High blood pressure causes
         changes in the walls of arteries which makes atherosclerosis more likely to develop. Blood clots can then form and the weakened blood vessels can easily develop a thrombosis, or rupture and bleed.
      

      
      About 3 in 10 Australian adults aged 25 and older have hypertension, which is defined as having blood pressure above 140/90.
         This rises to at least 1 in 2 among older adults. People with diabetes should aim to keep their blood pressure under 130/80.
         High blood pressure is especially dangerous because it often gives no warning signs or symptoms. Your blood pressure can be
         high and you feel on top of the world. That’s why it is important to have it checked regularly by your doctor. If it is high,
         there are things you can do to lower it. Just as importantly, if your blood pressure is normal, there are things you can do
         to keep it from becoming high.
      

      
      What can you do about high blood pressure?

      
      A research study in the US – the Dietary Approaches to Stop Hypertension (DASH) study – showed that you can reduce your blood
         pressure by eating foods rich in grains, fruits, vegetables and low fat dairy products. Here are some other lifestyle characteristics
         that help:
      

      
      
         	
            Be a non-smoker

         

         	
            Reduce your salt intake

         

         	
            Achieve and maintain a healthy body weight

         

         	
            Limit your alcohol intake, and

         

         	
            Be active every day.

         

      

      
      Tips for reducing your salt intake

      
      
         	
            Avoid salty foods such as processed meats, commercial sauces and soups (unless they are labelled low salt or salt reduced),
               potato crisps, salty fast foods and salty nuts.
            

         

         	
            When you buy foods in cans, bottles, jars, packets including stock cubes and wrapped bread, look for ‘no added salt’, ‘low
               salt’ or ‘salt reduced’ types. Check the nutrition information panel and go for foods with a sodium content of no more than
               120mg per 100g/ml.
            

         

         	
            Don’t add salt when you cook. Use herbs, spices and salt-free seasoning blends instead.

         

         	
            Rinse canned foods when possible to remove some salt.

         

      

    

      Risk factor 4: Having high blood fats (triglycerides)

      
      Over half adult Australians and New Zealanders have high blood fat levels. For people with diabetes, this increases the risk
         of having a heart attack or a stroke, or developing peripheral vascular disease (for example, in the lower limbs, particularly
         the feet).
      

      
      What causes high blood fats?

      
      Abnormal levels of blood fats are part and parcel of the metabolic abnormalities of diabetes and pre-diabetes. In particular,
         low levels of HDL cholesterol and high triglycerides are common. For some people, genetic factors are to blame, but for the
         majority, diet and lifestyle factors contribute.
      

      
      Blood fats

      
      HDL cholesterol

      
      HDL (high density lipoprotein) cholesterol seems to protect against heart disease because it clears cholesterol from the arteries
         and helps in its removal from the body. So having low levels of HDL in the blood is a risk factor for heart disease.
      

      
      LDL cholesterol

      
      LDL (low density lipoprotein) cholesterol does the most damage to blood vessels. It’s a red flag for heart disease. LDL cholesterol
         comes from the liver to the rest of the body’s organs, and can build up in the walls of blood vessels throughout the body.
      

      
      Triglycerides

      
      The blood also contains triglycerides, another type of fat linked with increased risk of heart disease. Having too much triglyceride
         is often linked with having too little HDL cholesterol (high density lipoprotein). Although this can be inherited, it’s most
         often associated with being overweight or obese.
      

    

      There is good evidence that people with diabetes have similar total and LDL cholesterol levels to the rest of the population.
         However, their average HDL cholesterol levels are approximately 0.2mmol/l lower and their average triglyceride levels are
         around 30 per cent higher than people without diabetes.
      

      
      What can you do about high blood fats?

      
      Moderate weight loss, regular exercise and good blood glucose control will all improve blood fat levels. Dietary factors that
         raise triglyceride levels include eating too many high GI carbohydrates (see chapter 10), drinking too much alcohol and not eating enough omega-3
         fats.
      

      
      Omega-3 fats are found in oily fish, such as herring, mackerel, sardines, salmon and tuna. They are also found in certain
         nuts and seeds, and products made from them: flaxseed, canola, walnut and wheatgerm for instance. You should try to eat two
         to three serves of fatty fish a week, a couple of handfuls of nuts (preferably walnuts) a week, and you should use canola
         spreads and oils. It is also helpful to eat a diet low in saturated fat by:
      

      
      
         	
            Eating reduced fat or low fat milk, cheese, yoghurt, ice-cream and custard

         

         	
            Eating lean meat and chicken, and trimming off any visible fat before cooking

         

         	
            Avoiding butter, lard, dripping, cream, sour cream, copha, coconut milk, coconut cream and hard cooking margarines

         

         	
            Limiting pastries, cakes, puddings, chocolate and cream biscuits, and savoury packet snacks to special occasions

         

         	
            Limiting the use of processed deli meats (such as devon, polony, fritz, luncheon meat, chicken loaf, salami) and sausages

         

         	
            Avoiding takeaway foods such as chips, fried chicken, battered fish, pies, sausage rolls and pasties, and

         

         	
            Making and eating tomato and soy-based sauces and soups (rather than creamy ones).

         

      

      
      Should you look out for foods that claim to be low cholesterol or cholesterol free?

      
      Overall, it is more practical to focus on eating less saturated fat than on eating less cholesterol, because saturated fats
         have a more powerful effect on blood cholesterol levels, and many of the foods that are high in saturated fat are also high
         in cholesterol anyway.
      

      
      If a food does say it is low cholesterol, check the amount of saturated fat in the nutrition panel. For oils, margarines and
         other similar foods that are nearly 100 per cent fat, look for those with less than 20g of saturated fat per 100g. For other
         foods, if they have less than 2g per 100g they are probably a good choice.
      

      
      Most foods that are high in cholesterol are from animals, because cholesterol is manufactured in the liver. So low cholesterol
         claims on rice and bread are pretty meaningless. However, some pre-processed plant-based foods have animal fats added to them
         when they are prepared (many biscuits and cakes do), so some can contain significant amounts of cholesterol.
      

    

      What is insulin resistance?

      
      Insulin resistance means that the body does not react in a normal way to insulin in the blood – it is insensitive, or ‘partially
         deaf’, to insulin (the lock is faulty). Just as we may shout to make a deaf person hear, the body makes more insulin in an
         effort to make it work. So moving glucose into cells necessitates the release of large amounts of insulin. This is why high
         insulin levels are part and parcel of insulin resistance, which in turn leads to other abnormalities, such as high blood pressure,
         due to the effect of the high insulin levels on the kidneys.
      

      
      While some insulin resistance is determined by your genes, what you do to your body is also very important. People who are
         overweight and do not exercise are usually insulin resistant.
      

      
      How do you know if you have insulin resistance?

      
      You probably have insulin resistance if you have two or more of the following:

      
      
         	
            High waist circumference

         

         	
            High blood pressure

         

         	
            Low HDL (good) cholesterol levels

         

         	
            Pre-diabetes

         

         	
            High triglycerides, and

         

         	
            High uric acid levels in blood.

         

      

      
      Chances are your total cholesterol levels are within the normal range, which could give you and your doctor a false impression
         that your coronary health is OK.
      

      
      You might also be normal weight but with a high waist circumference (more than 80cm in women, more than 94cm in men). This
         indicates excessive fat around the abdomen, which is a heart health risk.
      

      
      But the red flag is if your blood glucose and insulin levels, after a glucose load, or after eating, remain high. Resistance
         to the action of insulin is thought to underlie and unite all the features of this cluster of metabolic abnormalities.
      

      
      Why is insulin resistance so common?

      
      The answer is that both genes and environment play a role. People of Asian and African-American origin, and descendants of
         the original inhabitants of Australia and North and South America, appear to be more insulin resistant than those of Caucasian
         extraction, even when they are still young and lean. But regardless of ethnic background, insulin resistance develops as we age, probably because as we grow older we gain excessive fat, become less physically active, and
         lose some of our muscle mass.
      

      
      What we eat plays an important role, too. Specifically, eating too much fat, especially saturated fat, and too little carbohydrate
         can increase your insulin resistance. And if your carbohydrate intake is high, eating high GI foods can make pre-existing
         insulin resistance worse.
      

      
      Why is it a big deal?

      
      The higher your insulin levels, the more carbohydrate you burn at the expense of fat. This is because insulin has two powerful
         actions: one is to ‘open the gates’ so that glucose can flood into the cells and be used as the source of energy; the other
         is to stop the release of fat from fat stores. The burning of glucose reduces the burning of fat, and vice versa.
      

      
      These two things keep going on even if you have insulin resistance because your body overcomes the extra hurdle by just pumping
         out more insulin into the blood. Unfortunately, the level that finally drives glucose into the cells is 2 to 10 times more
         than is needed to switch off the use of fat as a source of fuel.
      

      
      If insulin levels are high all day long, as they are in insulin resistant and overweight people, the cells are constantly
         forced to use glucose as their fuel source. They draw it from either the blood or stored glycogen. The blood glucose level
         then swings from low to high and back again, playing havoc with appetite and triggering the release of stress hormones. And
         stores of carbohydrate in the liver and muscles also undergo major fluctuations over the course of the day.
      

      
      When you don’t get much chance to use fat as a source of fuel, it is not surprising that fat stores accumulate wherever they
         can:
      

      
      
         	
            Inside the muscle cells (a sign of insulin resistance if you are not an elite athlete)

         

         	
            In the blood (this means you have high triglycerides, and many people with diabetes or the metabolic syndrome have this)
            

         

         	
            In the liver (non-alcoholic fatty liver), and

         

         	
            Around the waist.

         

      

      
      Insulin resistance gradually lays the foundations for heart attack and other diseases (stroke, polycystic ovarian syndrome,
         liver disease) and acne.
      

   
      
      Chapter 4

      
      Coming to terms with diabetes

      
      Peter Howard

      
       ‘Nothing succeeds like excess’ was my mantra for many years, and boy did I live it with my job as a wine and food editor
         on national TV.
      

      
      In 2004 I was diagnosed as having type 2 diabetes and my doctor told me in no uncertain terms that I had to mend my bacchanalian
         ways or cop the consequences (and he graphically described what these were likely to be).
      

      
      But even a couple of years into living with diabetes, I still find it hard to write the word ‘disease’, because I want to
         ignore it or want it to go away. I know, however, that I do have a disease that won’t go away but that I can manage it with
         diet, exercise and self-control. As it is for many other diabetics, this is a difficult, private battle. We have to forgive
         ourselves for arriving at this stage and just get on with life and our newfound lifestyle.
      

      
      What has having diabetes meant? First of all it’s been a real wake-up call and has strengthened my resolve to become healthy.
         I have had to find the determination to lose weight, exercise, and completely cut back on drinking alcohol – essentially change
         my lifestyle completely. My intake of fruit and vegetables has certainly improved, as has my fibre intake, and I don’t skip
         meals. I still have diabetes. I also have a whole heap more energy, my blood pressure has dropped, my blood glucose levels
         are sorting themselves out and my friends all comment on how well I look.
      

      
      The really cold hard fact is that we people with type 2 diabetes have to take our lives into our own hands and accept the
         responsibility of living a healthier lifestyle.
      

    

      Coming to terms with diabetes

      
      Being told you have diabetes can come as a shock. It can be hard to accept that you have to take it seriously. And that it
         won’t go away. Ever. As Peter Howard says, it’s a ‘real wake-up call’.
      

      
      Changing the foods you eat, including more physical activity in your day, monitoring your blood glucose and/or taking diabetes
         medications or insulin can interfere with all the everyday activities you did before you were diagnosed with diabetes or pre-diabetes.
         Nothing will be quite the same again. And most people with diabetes experience some degree of loss – from the loss of the
         freedom to eat and drink whatever they like whenever they like, to the loss of a limb or vision. Many people go through a
         series of stages as they eventually learn to cope with their condition.
      

      
      ‘This can’t happen to me! No one in my family has ever had diabetes.’

      
      Denial

      
      Many people respond to a diabetes diagnosis with a mixture of surprise, shock and disbelief. It’s very easy to dismiss it
         when you have no major symptoms – as is often the case when you first find out. But it’s not so easy to do if your eyesight
         has started to deteriorate, or you develop an ulcer on your foot because of poor circulation. What’s most important at this
         stage is not to let your ‘denial’ feelings get in the way of learning how to manage your diabetes.
      

      
      ‘Why me? What have I done to deserve this?’

      
      Anger

      
      Anger can be healthy if you can express it without hurting yourself or others. Get it out in the open. It’s better to find
         someone – a friend, family member or professional counsellor – who can help you sort out your feelings than to bottle them
         up or dump them on those close to you.
      

      
      Whatever you do, don’t shut your family and friends out or turn them off; you need their love and support more than ever now.

      
      Don’t suppress your anger, as that can lead to other problems, such as channelling your resentment into resisting treatment.
         Not a good idea at all!
      

      
      Find a way to work it out. Beat the stuffing out of your pillow, or use it to muffle a good yell, or simply go for a walk
         – the exercise will do you good too. Try to turn all that anger energy into motivation – refuse to let diabetes rule your
         life.
      

      
      ‘If you’ll just give me five years, God, I’ll …’

      
      Bargaining

      
      Bargaining (for many of us) is essentially a last-ditch attempt to try to control life, to go back to things as they were.
         Dr Kubler-Ross called it a period of ‘temporary truce’. Some people address their pleas to a religious figure, some to their
         health professional, and others internalise their pleas. You’ll find that as you sort out the day-to-day practical business
         of living with diabetes, you not only take responsibility for your health, but you start getting back in control and things
         start to go your way again.
      

      
      ‘How will I cope?’

      
      Depression

      
      Depression can be a significant problem for people with diabetes. Coming to terms with the changes that you have to make to
         accommodate diabetes has an impact. You may have times when you feel pretty distressed and unhappy with your lot. Making the
         transition from the ‘old before-diabetes self’ to a ‘new managing diabetes self’ is difficult. Diabetes support groups, where
         you can talk to people who understand what you are going through, can really help you deal with low-level depression and anxiety.
         It’s part of taking an active role in managing your diabetes, and this in itself can also be an antidote for depression.
      

      
      However, some people are not able to overcome depression. If this is the case for you, seek help from a suitably qualified
         and experienced psychologist or psychiatrist.
      

      
      
      Depression isn’t just a fleeting feeling of sadness; it’s a pervasive and relentless sense of despair. It is serious and you
         need to ask for help. Common symptoms of depression include:
      

      
      
         	
            A general lack of interest in life

         

         	
            Marked changes in your sleeping patterns, including having trouble sleeping

         

         	
            Ongoing fatigue and listlessness

         

         	
            Changes in your appetite: either a loss of appetite or over-eating

         

         	
            Uncontrollable feelings of sadness, guilt, worthlessness or purposelessness

         

         	
            An inability to concentrate on anything for longer than a few moments

         

         	
            Suicidal thoughts, and

         

         	
            Problems with sexual function (independent of any diabetes complications).

         

      

      
      Talk to your doctor about getting professional help, or go to the following websites:

      
      www.beyondblue.org.au

      
      www.blackdoginstitute.org.au

      
      www.outoftheblue.org.nz

    

      ‘Yes me!’

      
      It isn’t easy learning to accept as big a life change as diabetes, but when you start going through it, you start viewing
         life very differently. Once you’ve accepted your situation – that you have a chronic condition that isn’t going to go away
         – it actually becomes much easier. But there are some issues that can arise. What follows are some guidelines for dealing
         with family, friends, colleagues, health professionals and the ‘diet police’.
      

      
      
Some of the things you’ll need to deal with
      

      
      1. Health professionals

      
      The job of health professionals (general practitioner, diabetes educator, dietitian, endocrinologist) is to help you look
         after your diabetes yourself. If you think your healthcare providers are not treating you with the respect you deserve, talk
         to them openly about your feelings. If this does not lead to any improvement, politely ask to be referred to someone else.
      

      
      2. Telling others

      
      Who needs to know that you have diabetes? There is no need to go around shouting to the world that you have diabetes; on the
         other hand, there is no need to be ashamed of it either. So how do you decide who to tell? While there are no hard and fast
         rules, these ideas might help you make up your mind.
      

      
      First, consider how often you see a person and what you do together when you meet. If you are to share a meal, why hide the
         fact that you have diabetes and need to check your blood glucose level and take insulin or medication? You have nothing to
         be ashamed of – go ahead, tell them.
      

      
      On the other hand, if you just run in to them from time to time and all you do is chat briefly, do they really need to know?

      
      School mates, work mates, employers, or other people you see every day may need to know more. For example, if you take insulin
         or tablets that may make your blood glucose go low, you should tell your colleagues, because you may have to duck off and
         have a quick snack in the middle of something important – a game, a meeting, a class.
      

      
      If you operate machinery or perform tasks that may put your or someone else’s life at risk, you are morally obligated to let
         those who work with you know.
      

      
      However, if you manage your diabetes or pre-diabetes just through healthy lifestyle, you probably do not need to tell your colleagues. If they ask you, though, it’s wise to tell the truth.
      

      
      3. The diet police

      
      Let’s face it – most people know, or have known, someone who has diabetes. If it was someone who was diagnosed just 10 years
         ago, chances are they were advised to avoid sugar in their diet as much as possible – this was the standard recommendation
         for all people with diabetes for most of the 20th century. That’s why many people equate the management of diabetes with the
         avoidance of all sugar. But research has proven that people with diabetes can eat the same amount of sugar as the average
         person without compromising blood glucose levels. Of course ‘empty kilojoules’ – whatever the source: sugar, starch, fat,
         or alcohol – won’t keep the engine running smoothly. ‘Moderation in all things’ is a good motto.
      

      
      ‘Should you be eating that? It’s full of sugar.’

      
      How many times have you been asked this by an observer? While they have good intentions, it can be downright irritating. And
         wrong.
      

      
      Beyond irritation, it can become dangerous if well-meaning individuals try to stop you having a sweet or drink when you are
         having a hypo (blood glucose levels fall below normal) – there are more than a few stories of people having a potentially
         lifesaving ‘treat’ snatched out of their hand!
      

      
      But what can you do? If you are not having a hypo, you can politely explain that the recommendation to avoid sugar was based
         on experiments on dogs in the 1920s. We have known for the past 30 years that sugar does not upset blood glucose levels any
         more than a typical slice of bread.
      

      
      Knowing why and how to look after yourself is very important, and once you are informed, you can enlighten other people about
         the modern management of diabetes.
      

      
      Doesn’t sugar cause diabetes?

      
      No. There is absolute consensus that sugar in food does not cause diabetes. Because the dietary treatment of diabetes in the
         past involved strict avoidance of sugar, many people wrongly believed that sugar was in some way implicated as a cause of
         the disease. While sugar is off the hook as a cause of diabetes, high GI foods are not. Studies from Harvard University indicate
         that high GI diets increase the risk of developing both diabetes and heart disease.
      

    

   
      
      Chapter 5

      
      Understanding diabetes management

      
      John

      
      I am 64 and was diagnosed with diabetes at the end of May 2005. I was admitted to hospital very ill – blood pressure 256/149;
         haemoglobin A1c 13.2; blood glucose 11.4; cholesterol 7.2; weight 113kg.
      

      
      For several months I had been ill and showed all of the typical symptoms of diabetes – weight loss, craving for sweets, continual
         need to urinate, etc. But being a typical male, I refused to seek treatment until my condition was chronic. After five days
         in ICU and three in a recovery ward I was discharged with my blood glucose 8.2 and blood pressure controlled by medication.
         Fortunately, scans and tests revealed no abnormality to heart, lungs, liver and kidneys. Eyesight had deteriorated, but all
         pulses and nerves to extremities were normal. Eyesight has since restored itself and I use the same reading glasses I used
         before diagnosis.
      

      
      I found out about the glycemic index and started the diet. I have now adopted this as a lifestyle. I have adhered to it for
         6 months and intend to do so for the rest of my life. I have found the experience stimulating and fulfilling and the dietary limitations minimal. In addition I have a regimented regular exercise
         program of minimum of 30 minutes 5 days a week on a treadmill at 6km/h. Over the past 6 months I have reduced my insulin requirements
         and for 4 weeks now I have stopped all insulin injections. Random blood glucose readings vary between 4.5 and 6.4 and this
         week I underwent my biannual medical, the results of which are as follows. Blood pressure 126/74, haemoglobin A1c (glycated)
         5.5, cholesterol 3.27, LDL 1.24, HDL 1.57. All liver, kidney and urine tests normal. ECG normal. Weight 100kg. I believe this
         is testament to the success of low GI foods in the management of type 2 diabetes.
      

    

      There are certain recommendations for good health for everyone who has diabetes. Whether you have type 1 or type 2, keeping
         your blood glucose levels as close as possible to the normal range (4–8 mmol/l) is the first step towards reducing the risk
         of complications. But diabetes affects the whole body, so controlling your cholesterol and blood pressure is the second step.
      

      
      For some people with type 2 diabetes, all they have to do to achieve this is manage their weight, maintain a healthy eating
         plan and be active. Others need to take tablets as well and some may need insulin (it depends on your number of surviving
         beta cells). People with type 1 diabetes must have insulin injections.
      

      
      Many women with gestational diabetes can be treated just by taking care with their diet, but some will require insulin injections.
         Tablets are not used to treat gestational diabetes because there is a chance that they may harm the baby.
      

      
      Treating diabetes is a team effort. Ideally, on your team there will be a doctor (and possibly an endocrinologist or specialist physician), a diabetes educator, a dietitian, a podiatrist, an
         exercise specialist, an eye doctor and a dentist. There may also be a counsellor (psychologist or psychiatrist) to help you
         cope with living with a chronic disease.
      

      
      The most important member of your team is you, and knowledge is your best defence. Only you can make sure you know as much
         as possible about your diabetes and only you can act on the advice that you are given.
      

      
      So, what do you need to aim for?

      
      
         	
            Haemoglobin A1c (2–3 month average blood glucose) – under 7 per cent

         

         	
            Blood glucose levels 4–8mmol/l

         

         	
            Blood pressure – under 130/80

         

         	
            Cholesterol – under 4mmol/l

         

         	
            Healthy weight

         

         	
            Healthy eating plan

         

         	
            Regular exercise

         

         	
            Regular eye checks, and

         

         	
            Regular foot examinations.

         

      

      
      If the combination of weight loss (if necessary), a healthy diet, physical activity and medication delivers near normal blood
         glucose levels, your diabetes is well managed and your risk of complications is much lower. Unfortunately, it doesn’t mean
         that your diabetes has gone away.
      

      
      Working with a healthcare team

      
      Working with a healthcare team is the best way you can avoid the serious complications that diabetes can cause. That’s the
         clear message from numerous studies of people with diabetes in recent years. And that’s why you’ll find the rest of this chapter
         is rather full of lists (sorry!).
      

      
      What we have tried to do is give you as comprehensive a picture as possible of the sorts of tests and checkups you need, and
         how often you need them. If you find that you can’t talk comfortably with anyone on your healthcare team, or that they don’t
         give you the tests or information you need, go and find someone who will give you the care you deserve – and the answers to
         your questions. Don’t hesitate to take this book (or a photocopy of the relevant pages) along with you to your appointments
         to refer to if it will help.
      

      
      Seeing your family doctor

      
      In most cases it’s the family doctor who diagnoses diabetes and plays the central role in coordinating care. It is essential
         that you are happy with your doctor and feel comfortable talking to them, and that they understand what needs to be done.
      

      
      What your doctor needs to do

      
      First visit

      
      
         	
            Give you general information about your diabetes so that you understand what it is and why effectively managing it is so important

         

         	
            Measure your weight, height and waist

         

         	
            Check your blood pressure

         

         	
            Order blood tests to check your:

            
            
               	
                  –   haemoglobin A1c (HbA1c) level, which is a measure of the average level of glucose in your blood over the last 2–3 months

               

               	
                  –   cholesterol and triglyceride levels, and

               

               	
                  –   creatinine level to see whether your kidneys are working properly

               

            

            
         

         	
            Ask you to do a urine test to check for early signs of kidney problems

         

         	
            Refer you to an ophthalmologist/optometrist to examine your eyes to check for early signs of diabetic eye disease (retinopathy)

         

         	
            Refer you to a diabetes educator to give you more information about how you can manage your diabetes yourself
            

         

         	
            Refer you to a dietitian to help you lose weight if you need to and determine the quantity and type of food you should eat
               at each meal
            

         

         	
            Consider referring you to an endocrinologist, podiatrist, exercise specialist and/or other member of the diabetes management
               team, depending on your particular needs
            

         

         	
            Australia: Talk to you about registering with the National Diabetes Services Scheme, so that you can buy cheaper test strips
               and needles if you need them
            

         

         	
            New Zealand: Talk to you about registering for the Get Checked program. Get Checked gives people diagnosed with diabetes a
               free annual check of potential problem areas such as eye and foot circulation, blood pressure and kidney function, so that
               trouble areas can be addressed as early as possible, and help you work out a plan to manage your diabetes.
            

         

      

      
      Even if your diabetes and any associated complications are being well managed, it is a good idea to have a checkup with your
         doctor every 3–6 months.

         Checkups

            
         	
            Check your blood pressure

         

         	
            Check your weight

         

         	
            Measure your waist circumference

         

         	
            Order a blood test to check your haemoglobin A1e levels. HbA1c levels need to be checked every 3–6 months if you are using
               insulin, and every 6–12 months if you are not using insulin
            

         

         	
            Check your cholesterol/triglyceride levels if they are above normal

         

         	
            Help you set goals for managing your diabetes and discuss your progress towards achieving them, and

         

         	
            Do a basic foot examination (every 6 months).

         

      

      
      Each year
      

      
      
         	
            Discuss how well you are managing your diabetes

         

         	
            Check your cholesterol/triglyceride levels

         

         	
            Ask you to do a urine test to check for early signs of kidney problems

         

         	
            Discuss referral to an ophthalmologist or optometrist to have your eyes examined for early signs of retinopathy, and

         

         	
            Refer you to an endocrinologist, diabetes educator, dietitian, podiatrist, exercise specialist and/or other health professionals
               as required.
            

         

      

      
      All people with diabetes in New Zealand are entitled to a free diabetes check with their family doctor once a year – an ‘annual
         review’.
      

      
      Do you need to see an endocrinologist or a specialist diabetes physician?

      
      If you have type 1 diabetes you will generally need to see your endocrinologist annually for a checkup. Otherwise, your doctor
         may refer you to an endocrinologist or specialist physician if:
      

      
      
         	
            Your haemoglobin A1c level is persistently over 8 per cent

         

         	
            You have been in hospital for a diabetes-related problem

         

         	
            You have other health problems associated with your diabetes, and/or

         

         	
            You are pregnant or thinking of becoming pregnant.
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