

[image: image]







Thank you for purchasing this Simon & Schuster eBook.





Join our mailing list and get updates on new releases, deals, bonus content and other great books from Simon & Schuster.







CLICK HERE TO SIGN UP








or visit us online to sign up at
eBookNews.SimonandSchuster.com







[image: image]





ACKNOWLEDGMENTS


Just as good diabetes management depends on keeping up on a number of fronts—diet, exercise, and medication—putting together a truly comprehensive diabetes management book requires the input of a variety of experts. Chef Sidra Forman’s recipes and meals prove that you don’t have to sacrifice great taste and familiar favorites to stay healthy. We got meticulous research help from exercise physiologist Michelle Kennedy and from registered dietitians Beth Ehrensberger, Heather Kris Jones, Samina Riaz, and Susan Weiner—Susan is also an exercise physiologist and a certified diabetes educator. Two other certified diabetes educators—Kathleen Mahan and Linda Henderson—offered their insights into helping manage the disease. We’re grateful to David R. Brown, M.D., PhD, for reviewing the manuscript; he’s an endocrinologist skilled in the management of diabetes who is also plugged into the latest research. Some of the more fascinating research tidbits in the book are courtesy of two university professors, Bernard Venn, PhD, and Richard Mattes, PhD. Therapists Kristin Vickers Douglas, PhD, and Jody Brand Levine, LCSW-C, both work on the emotional aspects of diabetes—they’ve shared valuable counseling tips. You’ll also get inspiration from the real life stories of Chip Hiden, Nicola Farman, and Lisa Provenzo, who have actually become healthier, fitter, and happier after their diagnoses. And helping us pull all the strings together is our incomparable editor, Donna Fennessy.





INTRODUCTION


WHEN YOU FIRST FOUND out that you had diabetes or pre-diabetes, you probably experienced a wave of emotions: concern, fear, confusion, maybe even anger. But despite the fact that both are serious conditions, the good news is that there’s a lot you can do to stay healthy and improve your quality of life; there are so many more treatment options and resources at your disposal than just fifteen years ago. This is, in large part, a reaction to the epidemic in this country—about 24 million Americans have been diagnosed with diabetes and another 57 million have pre-diabetes, a precursor of the disease. Though this may not be positive news for us as a country, it’s placed diabetes high on the national health agenda. There are millions of people with these conditions, just like you, who are able to continue living a healthy and fulfilled life.


Always keep in mind that how well you fare after your diagnosis is largely up to you. Diabetes and pre-diabetes are conditions that you can manage well by making some important lifestyle changes. When you take the reins and do what you can to manage these conditions, you can dramatically improve your life. I’ve seen this firsthand—in family members who have diabetes as well as clients I’ve worked with over the years. The Best Life Guide to Managing Diabetes and Pre-Diabetes will map out a clear and practical plan for living your healthiest, happiest, fullest life. Once you know what diabetes and pre-diabetes are, how they affect you, and what you can do to stay healthy, you’ll feel more in control and less afraid.


The Best Life program’s design reflects the three pillars of diabetes management: diet, exercise, and medication. It’s no accident that I’ve listed medication last—diet and exercise are the drivers here. Eat right and move enough, and you won’t need as many drugs. In some cases, you can eliminate the drugs altogether, at least for a few years (diabetes is a progressive disease, so the need for medication usually arises again eventually). If you have pre-diabetes you’re probably not on medication; the Best Life program can completely reverse this condition and prevent diabetes down the road.


Whether you have pre-diabetes or diabetes, the dietary and fitness guidelines in this book will help you bring your blood sugar into the best possible range, with a minimum of highs and lows. If you have diabetes you’ll be using a blood glucose monitor to test your sugar and you’ll be logging (see log on page 335) select blood sugar readings, meals, and bouts of exercise. This log will play a crucial role in your diabetes management—it will help you piece together important patterns that you can use to create an individualized program that fits with your disease and your lifestyle. The response to food and exercise varies from person to person; the log will uncover your unique reactions. For instance, you might note that your blood sugar is usually high after eating bread but not after eating pasta. Or that your blood sugar is in a great range after 30 minutes on the treadmill but a little too low after 40 minutes. Or that the dose of medication taken in the morning seems to send your blood sugar plummeting in the afternoon, which is something you and your doctor can adjust.


Not only will all of these tools help you manage the disease—and in some cases, eliminate it altogether—they will also reduce your risk of some of the serious complications of diabetes, such as heart disease, stroke, eye disease, kidney disease, nerve damage, and sexual problems. If you already have one or more of these complications, following this plan can slow their progression and potentially even reverse them. And you’ll probably find that once you adopt this way of eating and exercising, you’ll be slimmer and healthier than you’ve ever been before.


It doesn’t matter how long you’ve had diabetes or pre-diabetes or how healthy you are right now. This plan works as well for someone who has just been diagnosed as it does for someone who has had diabetes for years and has a number of complications. This is as true of someone who’s sedentary and overweight as of someone who’s out running marathons. No matter how progressed your disease is or what your current health status is, this plan can be tailored to fit your needs and even your tastes. For instance, the diet plan, which is very flexible in terms of calories and types of meals, allows for easy substitutions. Hate broccoli but love zucchini? No problem! And the exercise plan meets you at your current level and helps you move up gradually, with useful, practical tips for increasing your activity at any level, from couch potato to ultimate athlete.


By taking the time to read and understand this book, you’ve already made a huge step toward living a healthier life, and I’m thrilled to guide you on this journey. For nearly three decades, I’ve been focused on helping people make meaningful changes in their lives, including being more active, overhauling their diet, losing weight, and discovering the issues that may be standing in the way of their happiness and well-being. Often the people who seek my help have a variety of ailments, including heart disease, arthritis, high blood pressure, and depression, but I’m seeing more and more people with pre-diabetes and diabetes. And because of their specific needs, I’ve partnered with two leading experts in their respective fields, John J. “Jack” Merendino Jr., M.D., and Janis Jibrin, M.S., R.D., to create a program that provides a multifaceted approach to managing the disease. As an exercise physiologist, I’ll help you safely step up your physical activity. Dr. Merendino will explain the specifics of diabetes and pre-diabetes care. A Yale- and Harvard-trained physician, he was a researcher at the National Institutes of Health before becoming a prominent endocrinologist, and has been caring for people with diabetes and pre-diabetes for more than twenty years. Janis offers a nutrition prescription that is loaded with delicious and tasty foods. She has authored several books and hundreds of magazine articles on healthy eating. She has been the lead nutritionist of www.thebestlife.com for the last few years, and I’ve witnessed her passion for nutrition and the joy she gets from helping people.


Before you get ready to jump in and get started, I want to prepare you: you definitely have to commit to this plan for it to work. If you rise to the challenge, you’ll be rewarded greatly, not only with good control of your diabetes or the reversal of your pre-diabetes, but also with more energy, a trimmer, fitter body, and better overall health. You can look at your diabetes or pre-diabetes diagnosis in one of two ways: as a strike against your health that’s too great to overcome, or as an opportunity to really care for and nurture yourself.


This program isn’t a quick fix. However, the gradual changes you’ll make during the three phases of the plan will ensure long-term success. During each phase, you’ll be given a number of goals to work on. After several weeks of practicing these healthy habits, you’ll be given another set of goals, and so on, until you’re leading a more active life, choosing more nutritious foods, and having consistently better control over your blood sugar. In my experience, the best way to change your diet and exercise habits is to do it gradually—it’s those changes that tend to stick for life. Here’s a quick snapshot of what the three phases look like:


[image: image] In Phase One, you’ll work on putting the appropriate amount of carbohydrates on your plate. You’ll be getting more exercise, using the Best Life Activity Scale as your guide. And all the while, you’ll be regularly checking your blood sugar if you have diabetes. (Need to lose weight? You should see the pounds start to drop in this phase.)


[image: image] Four weeks later, you’ll be ready to start Phase Two. At this point, you’ll work on tightening control of your blood sugar even further. You’ll be getting choosier about the carbs you eat; you’ll also get some guidance on the best protein-rich foods and healthful fats to eat at meals and snacks. You’ll use the Hunger Scale, a handy tool that will help you eat when you need to and stop when you should. And finally, many of you will add more physical activity. (Again, for those who need it, your weight should continue to drop.)


[image: image] Phase Three is about staying healthy for life. Of course, you’ll still be keeping on top of your disease with all the lifestyle habits that have now become second nature, but in this phase you’ll set other aspects of good, lifelong care into place. For instance, you’ll be working on motivation and coping with the emotional side of your condition. You’ll refine your diet even further, not only to keep blood sugar in check, but to combat cancer and other chronic illnesses. You’ll become more confident at the doctor’s office when you read our advice on how to get the most out of your health care.


Throughout the three phases we’ll be filling you in on how medication (if you’re taking any) fits into the picture. For instance, we’ll explain how getting more exercise and eating fewer carbs might affect the dosage of your drugs. We’ve also devoted an entire chapter to medications, and this information will allow you to work with your doctor to make the best drug choices for you.


In addition to the information in this book, you can find ongoing support, more meals and recipes, and a handy online log at my Web site www.thebestlife.com. Dr. Merendino, Janis, and I, along with the team of Best Life nutritionists, exercise physiologists, and other health experts, have met with and exchanged e-mails with thousands of subscribers to the Web site; using their feedback and our knowledge, we’ve created a targeted diet plan for people with diabetes. As a member, you’ll get daily and weekly meal plans as well as an electronic Best Life Diabetes Management Log; you’ll also have access to other diabetes-related content to help you manage your condition better, as well as to a thriving community of people just like you who are trying to live more healthfully. You can share tips, offer encouragement, and get support whenever you need it.


I’m confident that the advice, facts, and guidance we offer in this book will put to rest the fears, confusion, and anxieties you first felt once you learned you had diabetes or pre-diabetes. And in time, I hope that you’ll be able to look back at your diagnosis as a turning point in your life—and a positive one at that, because it was the day you started making your health and your needs a priority. It was the day you made the conscious decision to start living your Best Life.
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WHAT ARE DIABETES AND PRE-DIABETES?


YOU KNOW YOUR SUGAR is too high, but you might be wondering: How did I get diabetes or pre-diabetes? What, exactly, has gone awry in my body? Is it curable? How does it affect my health now, and ten years down the road? Will I have to take insulin?


This chapter will answer all of these questions and more. Even if you know a lot about diabetes and pre-diabetes, you’ll still probably learn a lot: this is the place to get straight talk and scientifically up-to-date information. We’re going to start at the beginning, telling you just what these diseases are, how they play out in your body, the effects of diet and exercise, and the conditions that you’re at an increased risk of developing, such as heart disease and nerve damage. We’re going to be straight with you: diabetes is a serious medical problem and one that requires constant and consistent care. And more and more we’re learning about the major health consequences of pre-diabetes. But if you understand what’s going on in your body and the way diet, exercise, and drugs work together to keep you at your healthiest, you’ll be more informed and motivated to manage your condition properly. The single most important thing to remember about diabetes is that if you can keep it under fairly good control, you are far less likely to develop any of the serious complications.


So where to start? You probably know the most basic fact about diabetes: it’s a condition of high blood sugar. Sometimes people will even describe their diabetes by saying “I have sugar.” Sugar refers to glucose, the main sugar your body uses as a fuel. (We’ll fill you in on glucose in a short while.) Whenever someone talks about “blood sugar,” they are really talking about “blood glucose,” and in this book we’ll use these terms interchangeably.


How did your doctor determine that you have diabetes or pre-diabetes? By measuring the amount of sugar in your blood. Perhaps your disease was caught through a routine blood test. In this case, when a patient comes in with no other symptoms, a doctor should order a second test for confirmation. Or, perhaps your doctor decided to test you for the disease after you came in with classic symptoms (excessive thirst, frequent urination, blurred vision, or fatigue) or because you have a strong family history of diabetes or pre-diabetes. He may have even ordered the test because he was concerned about your large belly, which predisposes you to these conditions. If there are clear symptoms of diabetes and the blood sugar test result is high enough to make the diagnosis, a repeat test is not necessary. These are the tests your doctor uses for diagnosis:


[image: image] Fasting blood sugar test. This blood test is done after you have fasted for eight or more hours (usually overnight). Normal fasting blood sugar is under 100 mg/dL. (This is shorthand for milligrams per deciliter. Throughout this book we’ll simply use the number and skip the mg/dL.) If your blood glucose is between 100 and 125 then you meet the criteria for pre-diabetes; a glucose level of 126 or more meets the criteria for diabetes.


[image: image] Non-fasting blood sugar test. If your blood glucose level at any time exceeds 200, then you would also be diagnosed with diabetes. (There is no standard to indicate pre-diabetes.)


[image: image] Oral glucose tolerance test (OGTT). For this test, you go to the doctor’s office and down a syrupy drink containing 75 grams of glucose. Normal blood sugar two hours later is under 140; between 140 and 199 qualifies as pre-diabetes; and if your blood sugar tops 200, you’ve tested positive for diabetes. This test is usually done when the doctor suspects that you have diabetes or pre-diabetes but standard blood sugar tests don’t confirm the diagnosis.


In the near future, another test may become the preferred way of diagnosing both diabetes and pre-diabetes: the hemoglobin A1c test, which reflects average blood sugar over the previous two or three months (see page 31 for more details on the test). Doctors currently use this blood test to track the progression of your diabetes, but in 2009 a group of leading diabetes experts from around the world recommended using the A1c test for the diagnosis of diabetes as well. More on this in the “A1c’s Got Your Number” box on page 32.


Although a sugar solution is used in the OGTT to diagnose diabetes, don’t be misled into thinking that your diabetes came about from eating too much sugar. Although certain types of diets can increase the risk of diabetes (see “Sugar Does Not Cause Diabetes, But . . .” on page 18), the condition really develops because of a glitch in the way your body produces or handles the hormone insulin. To understand diabetes, you have to understand insulin—how it’s supposed to regulate blood sugar and what happens when it doesn’t.


IT’S ALL ABOUT INSULIN


Insulin is a hormone that is produced by cells in your pancreas and is essential for maintaining proper health. (A hormone is a chemical that is manufactured in one part of the body and travels through the bloodstream to other parts of the body, where it has powerful effects.) One of insulin’s main jobs is to help transport glucose into your cells. Without insulin, you’d starve to death, because no matter how much you eat, if glucose and the energy it provides can’t get into your cells, you can’t survive.


From the Cereal Bowl to Your Cells


Food takes a remarkable journey from your plate to your cells, thanks in large part to insulin. Insulin is critical for ensuring that carbohydrates make the trip but also plays a role in the way cells handle protein and fat. Carbohydrates are so important because your body converts them into glucose, its preferred fuel. It’s what keeps your cells running most of the time. There are times they use fat for energy (for instance, muscle cells do during low-intensity exercise), but most of the time it’s a steady diet of glucose, especially in the brain, which uses glucose almost exclusively. The carbohydrates in foods like cereal, milk, fruit, and candy come in three basic forms: sugars, starches, and fiber. Sugars are “simple” carbohydrate molecules—small in size and close in chemical form to how your body uses them for energy. Glucose is a sugar, as is table sugar or cane sugar, also called sucrose. Starches and fiber are termed “complex” carbohydrates because they are large molecules that consist of many sugars chemically attached to one another. Your body turns starch as well as sugar into glucose. But when you eat fiber, it simply passes through your body undigested because you don’t have the enzymes to break it down. (That’s a good thing. You’ll learn more about fiber in Phase Two.) So sugar and starch provide glucose and calories, but fiber does not.


How is food broken down into glucose? Let’s track the fate of the Day 1 breakfast, Steel-Cut Oats with Walnuts and Orange Zest and Silk Light Vanilla Soymilk (page 259). The carbs in this meal come from the sugar in the soy milk and the starch and fiber in the oatmeal. (Or, if you make this breakfast using milk, the sugar would come from the naturally occurring milk sugar, lactose.)


The soy milk’s sugar takes a quick and easy ride into your bloodstream. Your body doesn’t have to do much work; enzymes in the intestine break the sucrose into two simple sugar molecules that are then absorbed directly through the lining of your intestine into your bloodstream. We’ll catch up with this sugar in just a bit, but first let’s look at what’s happening with the starch in the oatmeal. It takes longer to be absorbed because starches are large molecules and the digestive enzymes must break them down into many sugar molecules. These are then absorbed into the bloodstream through the lining of the intestine. The starch in the oatmeal is broken down slowly, but some starchy foods, such as white bread, turn into simple sugar much more quickly (more on this in Phase Two).


Blood from the intestine is now rich in sugar from the soy milk and the oatmeal’s broken-down starch. This blood travels next to the liver and the pancreas. The liver metabolizes any simple sugars other than glucose and stores some of the glucose for later use. The remaining glucose stays in the bloodstream. In the pancreas, specialized cells known as beta cells detect the high glucose level and release insulin into your blood in response. If things are working properly, the more glucose there is in your blood, the more insulin is made by the pancreas.


The insulin and glucose then travel together throughout your body, reaching every single one of the hundreds of billions of cells. Think of insulin as the doorman in a fancy apartment building: insulin opens the cell’s doors and lets glucose in. Without the doorman, glucose can’t get into the cells, and without glucose, the cells can’t function. Here’s the key point to remember: insulin is necessary for glucose to get inside most of your body’s cells. Without insulin, glucose accumulates in your blood but cannot be used to fuel cells. That’s what happens when you have diabetes. The more out of control your diabetes is, the higher the amount of sugar in your blood that can’t be used by your body; you’re essentially starving.


In most cells, glucose is quickly used for energy: to keep your heart pumping, your lungs expanding, and the nerve cells in your brain firing. In liver and muscle cells, however, some of the glucose is converted into glycogen. Glycogen is a storage form of glucose, released as needed for fuel. For instance, when you start a workout, it’s mainly glycogen feeding your muscles. When you haven’t eaten anything for a while, the liver releases the glucose stored as glycogen and can also convert protein and fat into glucose if necessary to tide you over until the next meal. Whether the blood sugar comes from that sandwich you just ate or is released by the liver between meals, insulin is the ticket to getting it into cells to give you the energy you need.


Insulin does more than just regulate carbohydrates; it also affects the way your body processes protein and fat. For instance, the protein in the soy milk you had for breakfast is broken down into amino acids that are then absorbed into the blood. From there, the body reassembles those amino acids to create new proteins, such as hemoglobin, which carries oxygen to all your cells. Insulin lends a hand in constructing those new proteins, which are critical to our survival. Insulin also helps your body store the fat you absorb from your diet so you can use it for energy later.



Insulin, Interrupted



That’s how it’s all supposed to work, but diabetes throws a wrench into the way insulin operates. No matter what you have—pre-diabetes, type 1 diabetes, type 2 diabetes, or gestational diabetes (we’ll explain the differences in a minute)—you have an insulin problem. In one way or another pre-diabetes and all types of diabetes result from inadequate insulin action in the body. This does more than simply raise blood sugar. Because of insulin’s other roles, it means that proteins aren’t properly produced, fat isn’t properly stored, and many other metabolic processes are out of whack. The cumulative effect of these disruptions can hit you hard, resulting in complications of diabetes, such as diseases of the heart and kidneys.


Notice we said that diabetes and pre-diabetes result from inadequate insulin action, not necessarily from inadequate insulin supply. That’s because there are two basic reasons that diabetes or pre-diabetes develops: either there is not enough insulin being produced or the body is not responding properly to the insulin being made. The second problem is called insulin resistance, and we’ll have a lot to say about it a little later. Sometimes one problem exists almost exclusively, but in many situations, people are hit with both issues at once. When you get to the chapter on medications used to treat diabetes, you’ll see how the various drugs are targeted to overcome one or the other of these problems.


PRE-DIABETES AND TYPES OF DIABETES


When we talk about diabetes in this book, we’re using the shorthand for the medical term diabetes mellitus (mellitus means “honey” in Latin), which includes type 1, type 2, and gestational diabetes, the type that develops in pregnancy. All three types are characterized by high blood sugar. There is another condition, diabetes insipidus, that relates to kidney function and has nothing to do with high blood sugar. Below is an explanation of pre-diabetes and of the differences between type 1 and type 2 as well as an overview of diabetes in pregnancy.




WHO HAS DIABETES AND PRE-DIABETES?


The same issues that led to the obesity epidemic—huge portion sizes, overeating, an increasingly sedentary lifestyle—have created epidemics of diabetes and pre-diabetes. The diabetes epidemic is really a type 2 diabetes epidemic because one of the main triggers of type 2 diabetes is obesity. The number of people affected just keeps growing: newly diagnosed cases of diabetes rose 90 percent in just one decade from the mid-1990s to the mid-2000s. And from 1980 through 2006, the number of Americans with diabetes tripled. Take a look at these staggering statistics about Americans:


[image: image] 23.6 million children and adults—8 percent of the population—have diabetes.


[image: image] 5.7 million people with diabetes are not even aware they have the disease.


[image: image] 57 million people—nearly 1 person in 5—have pre-diabetes.


AMONG CERTAIN RACIAL AND ETHNIC GROUPS


[image: image] 3.7 million, or 14.7 percent, of all non-Hispanic black adults have diabetes, compared to only 9.8 percent of non-Hispanic white adults.


[image: image] Diabetes is at least two to four times as common among non-Hispanic black, Hispanic/Latin American, American Indian, and Asian/Pacific Islander women as among non-Hispanic white women.


IN YOUNG PEOPLE


[image: image] About 1 in every 400 to 600 children and adolescents has type 1 diabetes.


[image: image] 2 million adolescents (or 1 in 6 overweight adolescents) age 12 to 19 have pre-diabetes.





Type 1 Diabetes


If you have diabetes mellitus type 1, you’ll need to take insulin, because with this type of diabetes, the body makes essentially no insulin at all. (People are often making some insulin when first diagnosed, but in nearly all cases it eventually dwindles down to virtually nothing.) Sometimes it happens because the pancreas, where insulin is made, is removed surgically or severely damaged by a disease such as pancreatitis. But by far the majority of type 1 cases are triggered by an autoimmune disease that destroys the insulin-producing beta cells in the pancreas. (An autoimmune disease occurs when a person’s immune system attacks normal body tissue instead of protecting it. That’s what happens in rheumatoid arthritis, multiple sclerosis, and some forms of thyroid disease, for example.) Experts aren’t really sure what triggers autoimmune disorders. Many believe the most plausible theory is that a person is first hit with a virus, but instead of just fighting off the virus, the immune system starts attacking organs, such as the pancreas in the case of diabetes. Unfortunately, even after the virus has been completely destroyed, the immune response continues to damage the insulin-producing cells in the pancreas. Whether the virus theory pans out or whether other forces, such as environmental toxins or genes that go awry, are at play, the end result is clear: over time, most or all of the beta cells are destroyed and insulin production dries up. This causes type 1 diabetes.


The process of autoimmune damage to the body’s insulin-producing cells usually takes years, and most people aren’t even aware when it begins. It typically progresses to the point of diabetes sometime in childhood or adolescence. For this reason, diabetes mellitus type 1 used to be called juvenile diabetes. This term is still commonly used, but many people develop type 1 diabetes in their 30s, 40s, or even later, so this isn’t really an accurate description. The term insulin-dependent diabetes mellitus or IDDM was also used in the past, but this really isn’t an accurate term either, because many people with type 2 diabetes also need insulin.


It’s easy to make the diagnosis of type 1 diabetes when a young child has high blood sugar, but it’s not always easy to know whether an older adolescent or adult has it or whether it is type 2. The distinction is critical because the doctor needs to know whether to start insulin treatment—mandatory for type 1—or whether it is safe to try oral medication first. Sometimes blood tests such as the C-peptide test, which can tell whether the person is making any insulin, or tests for antibodies that are part of the immune attack against the pancreas, are helpful. But often the diagnosis becomes clear only over time, such as when a person fails to respond to oral medications.


Genetics can play a role in the development of type 1 diabetes, and in some cases you’ll find a family with many members who have the condition, but that’s not usually the case. It’s thought that some people inherit a genetic susceptibility to something in the environment, such as a particular viral infection, which can trigger the autoimmune reaction. If they don’t get the virus, that autoimmune reaction will never spring to life. Currently, there are no genetic tests that will reliably tell you if you’re likely to develop type 1 diabetes.


Type 1 diabetes accounts for 5 to 10 percent of all people with the condition. There is some evidence that the incidence of type 1 diabetes may be increasing, but it still represents only a minority of cases. And even if it is increasing, it is doing so at a much slower rate than the other major form: diabetes mellitus type 2.


Type 2 Diabetes


Those headline-grabbing statistics—the 90 percent rise in diabetes prevalence in the last decade and the tripling of diabetes cases since the 1980s—are all about type 2 diabetes. And the staggering number of people with pre-diabetes doesn’t bode well for an end to the epidemic. Type 2 diabetes makes up 90 to 95 percent of all diabetes cases. It used to be known as adult-onset diabetes—not any more; it has begun to strike children and adolescents at an alarming rate. Even though the prevalence is still much lower in young people than in the adult population, it has increased by 33 percent in the past fifteen years, especially among certain racial and ethnic groups, such as African Americans, American Indians, Hispanic/Latin Americans, and some Asians and Pacific Islanders. Type 2 diabetes also used to be called non-insulin-dependent diabetes mellitus or NIDDM, but this is misleading as well because many people with type 2 need insulin treatment.


Type 2 diabetes is actually a bit more complicated than type 1. In type 2, both a deficiency of insulin and the body’s lackluster response to insulin, known as insulin resistance, are at work. Let’s focus on insulin resistance for a moment.


Earlier on, we compared insulin to a doorman in a fancy building. Well, if the door is stuck, even the doorman can’t get it open. That’s what happens when a person develops insulin resistance. The glucose is there, waiting to get into the cell, but insulin can’t open the door. Now, if the doorman gets a couple of his buddies, all of them together might be able to open the door. It’s the same thing in insulin resistance. Insulin resistance means that it takes a lot more insulin to do the job than in a normal situation.


That’s exactly what your body does early on in the disease: your pancreas spews out high levels of insulin to normalize your blood sugar level. After a while, though, your body can’t make enough insulin to corral all the glucose, and your blood sugar rises into the diabetic range. No one is sure why this happens. Some decline in insulin production is natural with aging, and it may be that the pancreas eventually just gets “worn out” from putting out all that extra insulin. Once the blood sugar level rises, the problem gets worse. High glucose levels further damage the pancreas’s beta cells, a phenomenon called glucose toxicity, and insulin production plunges further. So, while most people with type 2 diabetes start out with insulin resistance, most also develop insulin deficiency as time goes on.


BLAME YOUR BELLY


For many years, the cause of insulin resistance has been one of the most pressing questions in diabetes research. There’s one clear link: being overweight or obese. And there’s an even clearer culprit: a large belly. Actually, a specific type of belly fat, called visceral or intra-abdominal fat, is to blame. This is fat in and around the liver and other organs inside the abdomen, and it differs from subcutaneous fat—fat under the skin. Liposuction can’t reduce visceral fat because the procedure removes only subcutaneous fat. Subcutaneous fat does not seem to cause insulin resistance or the other problems that are part of the metabolic syndrome (page 20). If your jeans are too tight, subcutaneous fat might be somewhat to blame, but once you’ve hit the numbers outlined in “Get Out the Measuring Tape” on page 17, you most likely have too much visceral fat as well.


Why is visceral fat so toxic? It appears that visceral fat cells manufacture chemicals that prevent other cells from responding to insulin as they should. These chemicals also trigger inflammation, one of the body’s ways of responding to injury. That’s a good thing when you cut yourself or get the flu, but the chemicals sent out by visceral fat cause inflammation that can target your blood vessels, triggering heart disease, and may underlie other diseases, including certain forms of cancer.




GET OUT THE MEASURING TAPE


What’s even riskier than being overweight? Carrying excess fat around your middle. “Apple-shaped” people are at greater risk for insulin resistance, diabetes, heart disease, cancer, and other illnesses than those who are “pear-shaped” and carry more of their fat on their hips and thighs. According to the government-sponsored National Health and Nutrition Examination Survey, people with the largest waistlines have a tenfold greater risk of developing diabetes than those with the smallest. And the risk for heart disease is also greater for those with a larger waistline. Even someone at a healthy weight may be in trouble if his or her belly is too large. If you already have diabetes, your heart disease risk is more than double that of the general population, and a big belly only further adds to the risk. In addition, it can worsen your insulin resistance. How big is too big? For women, a waist measurement of more than 35 inches, and for men, a waist measurement of more than 40 inches.


To take your waist measurement, find the top of your pelvic bone on either side of your body. Starting at that point, place a paper or cloth tape measure around your bare abdomen. (And if you’re a man who wears his belt under his belly—sorry, you can’t measure there!) The tape should be snug (but not pressing into your skin) and parallel to the floor (not crooked). Exhale a little before measuring.





So you can see why shedding some weight is such a good idea, not just for diabetes management but for staving off other illnesses, too. This might be a little tougher for those of you with type 2 diabetes. Part of the nature of this illness is that your body is genetically programmed to lay down more intra-abdominal fat than that of a person without diabetes. It may not be fair, but it’s no reason to throw in the towel. It just means that you must work a little harder at eating right and burning calories. The good news: exercise can make a big dent in visceral fat, as we’ll explain in the Phase One chapter. You have so much to gain from losing!



SUGAR DOES NOT CAUSE DIABETES, BUT . . .


Diabetes is a disease of high blood sugar, so people often think that it’s caused by eating too much sugar. That’s not true in the case of type 1 diabetes, which is an autoimmune disease. But it’s not as straightforward when it comes to type 2. Sugar may play a role in this disease, but it’s not a direct cause-and-effect relationship. For instance, people who consume more sodas and sweetened beverages are more likely to be overweight, which is a primary trigger of type 2 diabetes. In fact, the research on sugary beverages is startling. According to the Harvard Nurses’ Health Study, which tracked more than 91,000 nurses for about eight years, women who drank one or more regular (not diet) sodas per day had an 83 percent higher risk of developing diabetes than those who drank no more than one per month. Even worse than soda was fruit punch, a sugary drink containing very little fruit juice. Drinking one or more glasses daily doubled the diabetes risk compared to drinking one or less per month.


It’s not just sugary drinks that are the problem; unhealthy diets in general can set you up for type 2 diabetes. Take, for instance, the British Whitehall study, which, for eleven years, tracked 7,339 men and women who, at the start of the study, did not have diabetes. Those whose diets included a lot of white bread, potato chips, burgers, and soda were 50 percent more likely to develop type 2 diabetes than those who ate very little of these foods and instead followed a diet that included a lot of whole grains and salads.


It’s true that in these studies the people who consumed an unhealthy diet or drank soda were more likely to be overweight, but experts say that the weight differences alone were not enough to account for the dramatically increased risk of diabetes. They speculate that foods that shoot glucose into the bloodstream quickly, such as sugary sodas, candy, potatoes, white bread, and other foods made with refined flour, simply cause the pancreas to wear out over time. This, in turn, causes the blood sugar to rise, triggering the glucose toxicity described on page 16. Clearly, limiting your intake of sugar and refined carbohydrates is a way to avoid packing on extra pounds. Keeping a lid on these foods, as you’ll start doing in Phase One, will also help slow the progression of both type 1 and type 2 diabetes and help prevent the complications described later on in this chapter. In Phase Two, you’ll be working on replacing refined-flour products with whole grains and other high-fiber foods.


Pre-Diabetes


The diabetes epidemic pales in comparison to the number of people with pre-diabetes—now estimated at 57 million Americans. It strikes one in four Americans over age 20. If you’re one of them, then your blood sugar is high enough to be abnormal, but not high enough to reach the diabetic range (see page 8 for the numbers). If you were diagnosed using a fasting blood sugar test, your condition can also be called impaired fasting glucose; if an oral glucose tolerance test (OGTT) detected your condition, your doctor might refer to it as impaired glucose tolerance. Both mean you have pre-diabetes. Some people will have abnormal results on both tests. Researchers are finding that the OGTT appears to catch more cases than the fasting glucose test. And they’re noticing that people who test positive on both tests have a higher likelihood of developing type 2 diabetes compared to those who test positive with just one test.


Pre-diabetes is really “pre–type 2 diabetes”; it is not a precursor to type 1, which is an autoimmune disorder. Pre-diabetes is, in essence, a milder form of type 2 diabetes: your cells are insulin resistant, but you’re still producing enough insulin to partially overcome the problem. Pre-diabetes progresses to diabetes when the pancreas can no longer release enough insulin and blood sugar soars to diabetic levels.


The term pre-diabetes is still controversial because the condition does not always progress to diabetes. While most people who have type 2 diabetes started out with pre-diabetes, not everyone who has pre-diabetes will go on to develop diabetes; estimates range from 33 percent to 70 percent. Fortunately, about a third of people with pre-diabetes are able to reverse their condition, winding up with normal blood sugar.


However, if you don’t get rid of your pre-diabetes—even if it never turns into diabetes—you still have a serious condition that can set you up for many of the same complications of diabetes, such as heart disease, retinopathy, and neuropathy. Your heart disease risk is particularly high if you have some of the other conditions that often tag along with pre-diabetes, such as high blood pressure, insulin resistance, a big belly, high triglycerides, and low HDL (“good”) cholesterol. If you have three or more of these conditions, you have metabolic syndrome or insulin resistance syndrome. Metabolic syndrome often goes hand in hand with pre-diabetes. It’s estimated that a whopping 40 percent of middle-aged Americans have metabolic syndrome, which not only makes heart disease and diabetes more likely to occur, but also increases the risk of cancer.


Scary stuff, but pre-diabetes and metabolic syndrome are very treatable with a good diet, regular exercise, and weight loss. (Exercise alone can increase insulin sensitivity and shave off belly fat—more on this in the Phase One chapter.) A landmark study called the Diabetes Prevention Program (DPP) found that losing 5 to 7 percent of body weight by cutting calories and stepping up exercise prevents or delays the shift to diabetes. If you or anyone in your family has pre-diabetes or metabolic syndrome, following the plan in this book may completely reverse both conditions.


Diabetes During Pregnancy


When you’re pregnant, the last thing you want is to develop a condition that could threaten you or your baby, but out-of-control blood sugar can do just that. Whether you develop diabetes for the first time while pregnant (what’s called gestational diabetes mellitus, or GDM) or you had diabetes prior to becoming pregnant, you’re putting you and your baby at risk if you don’t get your blood sugar into the best possible range. Somewhere around 4 to 7 percent of all pregnant women—that’s between 135,000 and 200,000 women—in the United States develop gestational diabetes each year. Another 0.3 to 0.5 percent have type 1 or type 2 going into pregnancy. Although this number is smaller than that for gestational diabetes, more women than ever are entering pregnancy with diabetes, mirroring the rise in type 2 cases over the past decade.


Gestational diabetes usually strikes in the second half of pregnancy, but this isn’t always the case. Most obstetricians screen for gestational diabetes around the twenty-second week of pregnancy by giving their patients a version of the oral glucose tolerance test described on page 8. Gestational diabetes is sometimes thought of as a unique kind of diabetes, but it’s really a form of type 2. Women who get GDM have the same risk factors as those with type 2 diabetes—genetics and obesity—and are pushed over the edge into diabetes by hormonal shifts during pregnancy that trigger insulin resistance. Gestational diabetes often goes away after delivery, but once you develop the condition, you’re at an increased risk for a recurrence during later pregnancies and for the development of type 2 diabetes later in life.


Both GDM and preexisting diabetes can affect the fetus, although birth defects, such as congenital heart disease or problems in the brain and spinal cord (such as spina bifida), are much more likely to happen when the diabetes is preexisting. That’s because these conditions occur earlier in pregnancy. Preexisting diabetes also heightens the likelihood of miscarriage or stillbirth. Fortunately, the risk of developing any of these conditions is strikingly reduced in women who have good blood sugar control. Interestingly, prevention depends in large part on having good blood sugar levels for several months prior to becoming pregnant, not just controlling it during pregnancy. It’s critical for a woman with diabetes to work with her doctor, diabetes educator, and dietitian well before becoming pregnant. It’s also essential to take a multivitamin supplement daily if you even think you may become pregnant. According to a Centers for Disease Control and Prevention study, women with diabetes who took a multivitamin during the time of conception greatly reduced the risk of birth defects. Most of the credit goes to folic acid, a B vitamin that helps prevent neural tube defects.


Another risk of a diabetic pregnancy is macrosomia, meaning “big body.” This can happen with both gestational and preexisting diabetes. It’s basically a case of overfeeding the fetus: if a woman’s diabetes is not well controlled, excessive amounts of glucose pass through the placenta and into the fetus’s circulation. Now the fetus’s pancreas has to ramp up its own insulin production to bring down the excess sugar. Too much sugar means too many calories, so the fetus grows abnormally large, with excessive body fat. These hefty babies can have a rough vaginal birth, which can damage their shoulders as they try to squeeze through. Sometimes they just can’t make it, so the delivery winds up being a cesarean section. After birth, even though the excess glucose infusion from the mother has stopped, the baby continues making extra insulin for a while. This can cause hypoglycemia—very low blood sugar—which can lead to neurological damage. These babies are also at higher than normal risk of developing breathing problems and of becoming obese and getting type 2 diabetes later in life.


Remember, diabetes-related effects on the baby can almost always be prevented by good blood sugar control during pregnancy. So if there’s ever a case to be made for good diabetes management—pronto—it’s when you have diabetes and are thinking of becoming pregnant or you get pregnant and develop gestational diabetes. Your blood sugar level needs to get into the normal range as quickly as possible.


Although the diet and exercise goals in this program are appropriate for many pregnant women with preexisting diabetes or those who develop gestational diabetes, this book shouldn’t be used as a guide for treatment during pregnancy. That’s because each woman’s situation is different, and she may require unique dietary and activity recommendations. A pregnant woman with diabetes needs the care of a team dedicated to the management of a high-risk pregnancy, and with such a team approach, the pregnancy usually ends happily with the birth of a healthy baby. After delivery, a woman who had gestational diabetes can apply the principles of The Best Life Guide to Managing Diabetes and Pre-Diabetes to help control her diabetes if it persists or to prevent its recurrence if it has gone away.


COMPLICATIONS OF DIABETES AND PRE-DIABETES


You might think you have just one disease: diabetes. But if it’s not managed properly, you could wind up with a whole host of other problems. Pre-diabetes can also trigger a number of chronic illnesses. We’re not saying this to panic you but to give you a heads-up on just how serious diabetes and pre-diabetes can be. As we emphasize over and over throughout this book, with proper care, you don’t have to develop these other problems. If you already have some of the complications of diabetes, good management can slow down their progression or even reverse them to some degree. Below, we run through the basics of the complications of diabetes. In Chapter Five, we’ll give some additional information, including which tests can help you track and avoid these problems.


How do diabetes and pre-diabetes set off so many other diseases? One trigger is the excess abdominal fat that often accompanies those two conditions. Another cause is blood sugar itself. At this writing the prevailing theory is that excess glucose in your bloodstream fastens onto proteins all over the body and damages them. These glucose-damaged proteins are called advanced glycation end products, or AGEs. (Glycation is the term for glucose attaching to protein.) Everyone gets some AGE damage as he or she ages, but people with out-of-control diabetes get it earlier and at a higher rate. The accumulation of AGEs in tissues causes many of the complications of diabetes. For instance, AGEs cause inflammation that can trigger clogged arteries, resulting in heart disease and erectile dysfunction. They can also damage the eyes, kidneys, and nerves. Lowering blood sugar reduces AGE damage, and medications that prevent AGE formation are being studied as a way to stop or slow the development of diabetic complications.


Take a deep breath; the complications of diabetes are pretty sobering. Here’s the important thing to remember, though: if you follow this program, which means eating healthfully, exercising, and taking your medications properly, you will dramatically reduce the likelihood of developing any of these problems, and you’ll help slow their progress if you already have one or more of them.


Heart Disease, Peripheral Vascular Disease, and Stroke


Heart disease, peripheral vascular disease, and stroke are all caused by clogged arteries, which are the blood vessels carrying oxygen to the heart, legs, feet, brain, and other areas of the body. Having diabetes puts you at double the risk (or more) for developing these conditions. In fact, heart disease is the main killer of people with diabetes, and they get it earlier in life than those without high blood sugar. And pre-diabetes heightens the risk of heart disease and stroke by 50 percent. A large-scale European study called DECODE (Diabetes Epidemiology: Collaborative Analysis of Diagnostic Criteria in Europe) found that testing positive for pre-diabetes through an OGTT makes it even more likely that heart disease will ensue than if you simply tested positive via a fasting blood sugar test. If you regularly have your blood cholesterol and blood pressure checked, you should be able to pick up any early warning signs for these conditions (more on this in Chapter Five, “Drugs Used to Treat Diabetes and Prevent Complications”).


The type of heart disease that’s most common in diabetes is the one in which arteries leading to the heart become narrowed or completely blocked with cholesterol-laden plaque. You might feel this as angina (chest pain) or shortness of breath when you try to exert yourself. A heart attack occurs when one of the arteries becomes completely blocked.


Peripheral vascular disease results from the same process, but it occurs in areas other than the heart, mainly the legs and feet. You might feel pain in the calf (claudication) because the leg is deprived of blood and oxygen. In severe cases, poor blood flow to the lower extremities can result in tissue death that may require amputation of the affected limb.


Strokes happen when blood flow to the brain is interrupted by a clot that blocks an artery. Or an artery with a weakened wall, such as an aneurysm, may simply burst. A TIA, or transient ischemic attack, results from temporary interruption of blood flow in the brain. In this case, the person recovers brain function. If blood flow is cut off too long, permanent damage will occur.


Kidney Disease (Nephropathy)


Remember those AGEs? Well, the theory is that they damage the kidneys to the point where they can no longer filter your blood. High blood pressure is also a major cause of kidney disease, and diabetes and high blood pressure together are really rough on the kidneys. When enough kidney cells are damaged, kidney failure ensues and blood must be artificially filtered with a dialysis machine. The bad news: diabetes is the leading cause of kidney failure and even pre-diabetes is thought to harm the kidneys. The good news: keeping blood sugar levels and blood pressure as close to normal as possible can prevent most cases of kidney damage. There are tests to give you advance warning of kidney problems; we’ll tell you about them in Chapter Five.



Eye Disease (Retinopathy)



The most dangerous eye disease caused by diabetes is retinopathy, damage to the retina, the light-sensitive membrane at the back of the eye. This can cause vision loss and, in severe cases, blindness. Again, AGEs are probably the culprit. Pre-diabetes can also cause retinopathy: in the Diabetes Prevention Program discussed on page 20, 8 percent of people with pre-diabetes developed the condition. In addition, having diabetes puts you at greater risk for developing cataracts and weakened eye muscles, which can cause double vision. Widely fluctuating blood sugar levels often cause blurred or changing vision, but this usually goes away when the blood sugar level becomes stable. Regular visits to an ophthalmologist (eye doctor) are a must for anyone suffering from diabetes or pre-diabetes.


Nerve Damage (Neuropathy)


Neuropathy is the term for a broad range of problems that can come from diabetes-related nerve damage. The most common form is peripheral neuropathy (peripheral nerves allow you to feel something as rough or smooth, cold or hot, sharp or dull). If you have significant peripheral neuropathy, that sensation will be diminished. The symptoms usually affect the feet. You may have a “pins and needles” sensation, a burning pain, or numbness. If your feet are numb, you can develop an ulcer without even realizing it, and this can lead to infection of the underlying bones. An increasing number of studies indicate that pre-diabetes also causes peripheral neuropathy. Doctors have long struggled to understand why about 10 percent of people already have neuropathy when they are first diagnosed with diabetes. It’s most likely that the nerves were damaged during the pre-diabetes phase.


Autonomic neuropathy affects the autonomic nervous system, which controls your blood pressure, heart rate, and breathing and much of your intestinal function. This can cause severe acid reflux because the stomach isn’t emptying properly, chronic diarrhea, and an inability to sense pain properly when there is ongoing damage to the heart or other internal organs, such as the gallbladder. Someone with diabetes is at increased risk of having a “silent” heart attack because the neuropathy numbs the angina pain.


It’s easier to reverse neuropathy in its early stages, but the longer you have it, the harder it is to beat. So ideally, you want to prevent it from the get-go with good diabetes management. And if you already have symptoms, a program like the one in this book can prevent further damage.


Sexual Problems


Erectile dysfunction is very common in men with diabetes and pre-diabetes and results mostly from poor blood flow to the penis. High blood pressure and elevated cholesterol, which many people with diabetes have, may be additional culprits. There may also be damage to the nerves that affect erections caused by neuropathy. Men with diabetes also have a higher likelihood of a low testosterone level, which may contribute to poor erections and a loss of interest in sex. We talk about this in detail on pages 243 to 246.


Cut Complication Risk—Dramatically


Fortunately, these spin-off diseases of diabetes and pre-diabetes can be prevented. The theory that good control of blood sugar can dramatically lower your risk of developing these conditions got a big boost in the 1990s from the Diabetes Control and Complications Trial, or DCCT. In this study, 1,400 people with type 1 diabetes (all taking insulin, of course) were divided into two groups receiving either conventional or intensive treatment. When the study began in the early 1980s, conventional treatment meant keeping blood sugar levels just low enough to prevent symptoms such as blurred vision and frequent urination. As long as the person felt okay, it was considered perfectly acceptable to consistently have blood sugar levels in the 200s, which is now considered too high. That’s because home blood sugar monitors weren’t widely available (when they first hit the market, they were very expensive and not very easy to use). So people with diabetes had to err on the high side in order to prevent hypoglycemia or low blood sugar (see page 70). The intensive treatment group tried to get their blood sugar levels as close to normal as possible through more regular testing with their newly acquired home blood sugar monitors, tests at the doctor’s office, and more frequent insulin administration. The study lasted for 10 years.


The results, reported in 1993, were striking. In the intensively managed patients, the frequency of kidney disease was reduced by more than 50 percent. Damage to the nerves and eyes was reduced by 60 percent or more. Even those people who suffered from established complications of diabetes slowed the progression of their problems. From that point on, a relaxed attitude about blood sugar levels was no longer acceptable.


Studies published over the next several years confirmed the same overall encouraging results for people with type 2 diabetes. The United Kingdom Prospective Diabetes Study (UKPDS) included more than 5,000 people with newly diagnosed type 2 diabetes treated with either insulin or oral medications and followed for about eleven years on average. With a fall in average hemoglobin A1c (see page 31 for an explanation of A1c) from about 8 to 7, kidney disease was reduced by 33 percent, and eye disease dropped by 21 percent. Several studies that followed these landmark trials have confirmed the benefit of good diabetes control in terms of preventing or reducing the progression of kidney, eye, and nerve disease, the so-called microvascular complications of diabetes.


Unfortunately, good control of blood sugar is not enough to stave off all the complications of diabetes. The biggies—especially for those with type 2—are heart disease and other macrovascular complications, like stroke and peripheral vascular disease. Although intensively treated patients in the UKPDS had a 14 percent reduction in cardiovascular disease, the results were not as impressive as they were for the microvascular complications like retinal or kidney disease. One important study, the ACCORD (Action to Control Cardiovascular Risk in Diabetes) trial, published in 2008, even suggested that lowering blood sugar levels too much might increase mortality from heart disease and other causes. This is puzzling, because nearly all the other studies have shown that lower is better. One important point is that people in the ACCORD trial were chosen because they had known heart disease or a very high risk for it, and the results may not hold for the average person with diabetes. Also, this is the only study to date that has shown an increased risk from lower day-to-day blood sugar levels. In fact, two other large studies published in 2008 showed no such increase in heart disease risk among those who had better blood sugar control. Placing too much emphasis on just one study can lead to a roller-coaster ride of medical recommendations. So far we think it’s better to shoot for lower blood sugar levels as long as you don’t have too many episodes of hypoglycemia.


Here’s the bottom line: in order to reduce macrovascular problems, including heart disease and stroke, it’s important to keep your body weight, blood pressure, and LDL (“bad”) cholesterol in the normal range, get enough exercise, and, if you smoke, it’s essential to quit. And of course, it’s important to control blood sugar. Remember, though, that insulin resistance causes vascular inflammation and blocked arteries even without high blood sugar, so becoming less insulin resistant by maintaining a healthy body weight is your goal.


MANAGING DIABETES AND PRE-DIABETES


It might be tempting to imagine that simply popping some pills or injecting insulin will take care of your problem. But diabetes and pre-diabetes are diseases for which medication alone isn’t enough. In fact, many people with these conditions could be treated without medication if they would make the changes in diet and exercise that we recommend in this book. Even for those who must be on medication, lifestyle makes a big difference in the prognosis down the road.


If one leg of a three-legged stool is missing, the stool topples over. The same holds true for the management of your diabetes: it needs to be supported by a good diet, enough exercise, and proper medications. Addressing all three is the only way to achieve the best possible blood sugar control, stave off complications, and increase the chances that you’ll live your best possible life. If you already have some complications, this program can help prevent them from progressing any further and, in some cases, can reverse the damage.


In addition, we think you’ll be very happy with the side benefits. You may look and feel dramatically different, especially if you lose weight—and you can lose a lot of weight on this program. You’ll also become more fit and have lots more energy. You may lower your blood sugar level to a point where you will need less medication—always a big bonus.


Admittedly, there’s a lot to do. Right from the start, you’ll be eating the appropriate amounts of carbs and getting more exercise. If you have diabetes, you’ll be monitoring blood sugar. You’ll check in with your doctor to see if these new habits warrant any shifts in your medications. This is very important—the changes you’re making on this plan may lower your blood sugar so that your old dose of medicine is too high.


The truth is that managing your disease can be very challenging, and that’s why we’ve broken it down into three phases, so you work up gradually to the best way of eating and exercising. Even with this approach, you’re bound to feel overwhelmed sometimes. But hang in there, because the longer you do it, the easier it gets. When you regularly carve out space in your schedule for exercise, it’s easier to get to the gym or take that power walk. After you’ve measured your cereal a few times, you no longer have to do it; eyeballing works fine. The more you use your blood sugar monitor, the easier it becomes, as does injecting insulin if that’s how you’re treated. When you’re lighter and fitter, you can fly through tasks that were once fatiguing and difficult. When your blood sugar is under control, you will have far more energy. So be patient, work through the learning curve, and life will get easier.


Treating Diabetes and Pre-Diabetes with Drugs


Even with good diet and exercise habits, most people with diabetes still require medications. Nearly all medications for diabetes do one of two things: either they increase the amount of insulin in your body, thus overcoming insulin deficiency, or they improve how your body responds to insulin, helping to correct insulin resistance. If you have pre-diabetes, you probably won’t need medication, though studies have shown that medications that improve insulin resistance may delay the onset of diabetes in those with pre-diabetes. If you have type 1 diabetes, the drug choice is pretty simple: insulin. On occasion, you may benefit from other medications as well, especially to combat insulin resistance if you are overweight. If you have type 2 diabetes, a dizzying array of treatment options opens up. In the best-case scenario, you won’t need any medication, at least for a while; diet and exercise may do the trick. But as the condition progresses, these lifestyle changes may not be enough. Figuring out which medications are best for you may take a little trial and error, even with an experienced doctor. We devote a lot of time to this subject—see “Drugs Used to Treat Diabetes and Prevent Complications,” beginning on page 189.


Many people with type 2 diabetes will also need insulin therapy, just like people with type 1. Let’s be honest: most people find the idea of taking insulin frightening or intimidating. But here’s one of the most important things we’re going to say in the entire book: there is no reason to be afraid of insulin treatment. People are often scared of insulin because they don’t like the idea of shots or because they believe that being on insulin means that their disease is more severe. As for the first issue, we don’t blame people—nobody really likes to be stuck with a needle—but the injections are very easy to give and hurt very little. When it comes to the second issue, the truth is often the complete opposite of what people believe: the simple fact is that someone who is on pills but has a high blood sugar level has a much more serious condition than someone who is on insulin and has good blood sugar control. Even though most people are hesitant at the beginning, what we usually hear from someone who has started insulin is “I can’t believe I was afraid of this!” or “I wish I had started insulin a long time ago. I feel so much better now!”


Monitoring Your Progress


If you improve your diet and exercise habits, how will you know whether your efforts are paying off? Two important tools—one for home use, the other from your doctor—will let you know how your blood sugar is responding. As for keeping an eye on all the complications of diabetes, such as kidney and heart disease, there are tests for these conditions as well. We’ll look at those in Chapter Five.


BLOOD SUGAR MONITOR


This is the device you use to prick your finger and get a blood sugar reading (discussed in detail in the Phase One chapter). Finger-stick measurements provide an instant snapshot of your blood sugar at precisely that moment. You’ll find out the effects of the chicken sandwich you had for lunch, the after-dinner walk, or the overnight fast. It’s critical to log this information so you can discover patterns, such as “My blood sugar is usually high in the morning before breakfast” or “I go too low after I take my power walk.” The Best Life Diabetes Management Log on page 335 is an ideal way to record this information. You’ll find out everything you need to know about testing and logging, a must on this program, in the Phase One chapter.


HEMOGLOBIN A1c (A1c)


This test is usually done at the doctor’s office, although home kits are now available. While finger-stick blood testing reveals the blood sugar reading at that moment in time, the A1c test gives you a sense of how your blood sugars have been behaving over the past two to three months.


You might wonder what hemoglobin, which transports oxygen in red blood cells, has to do with your blood sugar. Here’s the link: Glucose in the blood makes its way into red blood cells, where it reacts with hemoglobin to form a new chemical combination called hemoglobin A1c. The higher your blood sugar, the more A1c is made. The A1c hangs around for as long as the red blood cells live (about four months), so when you measure the A1c in your blood, you get an average of how much is in all your cells. Because some cells are new and some cells are up to four months old, the average is something like two months. Therefore, the A1c test will tell you, on average, how high your blood sugar has been for the two or three months prior to the test. A normal A1c is under about 6 (meaning that just 6 percent of the hemoglobin in your body is in the form of hemoglobin A1c). The higher it goes, the higher your average blood sugar levels have been (see “A1c’s Got Your Number,” page 32).


As valuable as it is, the A1c test has its limitations. It tells you how your blood sugar has been doing on average, but it can’t tell you how you got to that average. Let’s say your A1c is 6.5, which is considered excellent control, corresponding to an average blood sugar reading of about 140. Was your blood sugar humming along in a nice tight range of 90 to 190 to get there? Or, were you swinging from dangerous lows in the 30s to dangerous highs in the upper 200s? The home blood glucose monitor completes the picture by letting you know your blood sugar range on an ongoing basis. In addition, there are some conditions, such as sickle-cell disease and other hemoglobin disorders, where the hemoglobin A1c test is not reliable.




A1c’S GOT YOUR NUMBER


Because the A1c test reflects your average blood sugar levels over the past two to three months, it’s an excellent indicator of how well you’re managing your diabetes. You should know your A1c and how it’s been changing over time. You’ll still need your finger-stick numbers to complete the picture, as these tell you how much you’re fluctuating and if there’s a daily pattern to your numbers.


Note that a lower A1c is usually better, but only if you get there without having frequent or severe low-blood-sugar reactions. Remember, the lower your A1c, the lower your average sugar and the more likely you are to have episodes of hypoglycemia. An A1c of 6.5 may be a terrific result for someone who very rarely goes too low, but someone who has a lot of problems with low blood sugar levels may have to shoot for a higher value in order to be safe.


Here’s what the A1c numbers mean:


6.0 and under: Normal. People without diabetes are under 6, but only a small percentage of people with diabetes consistently get into this zone.


6.5: Excellent overall control.


Under 7: Good control.


Between 7 and 8: Fair control. In most cases, you can probably do better.


Over 8: Poor control, and the higher you go, the worse off you are. Someone with a hemoglobin A1c of 11, for example, would regularly have glucose levels over 300, and his or her average glucose levels would be running more than 100 points higher than ideal.


DIAGNOSING DIABETES WITH THE HEMOGLOBIN A1c:


Currently, A1c is used to track the progression of your disease, but in 2009, a group of leading diabetes experts proposed using it to diagnose diabetes as well. Here’s what they are recommending:


6.0 and under: Normal.


From 6.0 to 6.5: Values in this range indicate a “heightened risk of diabetes,” roughly, though not exactly, corresponding to the current definition of pre-diabetes. The risk of developing diabetes and cardiovascular disease goes up as the A1c rises through this range.


6.5 and over: This would mean a diagnosis of diabetes, and ongoing control would be as outlined above.
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