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EXERCISE DIABETES AWAY

Is theme of third year celebration of
DIABETES AWARENESS WEEK

The growing diabetic population has become a real menace.
As the year 2000 nears, the challengg is how to prevent more
people from having diabetes. Diabetes Awareness Week is geared
towards this goal. Primarily by making people more aware or
conscious of this disease, they will work harder to avoid getting
it. One way is to stay away from fat by regular exercise. This is
the reason for coming up with the theme "Exercise Diabetes
Away" for the 1995 Diabetes Awareness Week which will be
held on July 23-29,1995,

To kick off the event, an exercise fair will be held at the
Glorietta, Ayala Center Makati on Sunday, July 23, 1995, Mini
motorcades from different participating hospitals in Metro
Manila will converge at the Ayala Center Makati at 10:00 A M.
A Sunday Catholic Mass will be graced by no less than the new
Secretary of Health, Dr. Hilarion Ramiro, Ji. Different fitness
centers will participate in the fair and will lead demonstrations
on exercise with participation from the audience. The audience
will also experience some ballroom dancing during the affair.

For the first time, the mid-year Philippine Diabetes Associa-
tion convention will also be held during the Diabetes Aware-
ness Week on July 26,1995 at the Century Park Sheraton Hotel
Manila. The convention has a whole day scientific program for
physicians and an afternoon learning session for the lay (See
programs elsewhere on this page).

Other activities lined up for the week include lectures on dia-
betes to different civic groups and organizations notably the
Rotary Clubs. Different TV programs will also tackle the topic
of diabetes which will feature top endocrinologists. Simultane-
ously the different PD'A chapters and different Diabetes Clinics
natiomwide will hold similar activities to celebrate Diabetes
Awarencss Week, Diabetes clinics whose staff has undergone
training at the Diabetes Center are expected to open during the
week,

This celebration is hosted by the Philippines Diabetes Asso-
ciation and Diabetes Center along with friends from the phar-
maceutical industry. So come and join. It's not too late yet. Go
ahead and exercise and keep diabetes away.

- JosePHINE CARLOS-Ragoca, M.D.

4th Midyear Convention Presents:

Procress in Dingeres CARE

The PDA will hold its 4th midyear convention at the Cen-
tury Park Sheraton on Wednesday, July 26 as part of the Diabe-
tes Awareness Week celebration for 1995. The theme of the
convention is "Progress in Diabetes Care." The program has a
whole day affair for physicians, and a half day for the lay audi-
ence. The program is reproduced below.

1. For physicians (7:00 AM to 4:30 PM)

A Moming Sessions

1. Dr. Ma. Teresa Plata-Que : Genetics of IDDM

2. Dr. Ebwynn Fernando : Genetics of NIDDM

3. Dr. Ricardo Fernando : The Driabetic Triopathy

4. Dr. Rosa Allyn G. Sy : Diabetes and Obesity

S. Dr. Tommy Ty Willing : Diabetes and Dyslipidemia
6. Dr. Araceli Panelo : The Diabetic Foot

B. Afternoon Sessicns

1. Dr. Elizabeth Paz-Pacheco : DCCT - Therapeutic Implications

2. Dr. Laura T. Acampado : Combination Therapy
3. Dr. Ruby T. Go : Hypoglycemia Unawareness and
Counterregulation

4. Dr. Augusto D. Litonjua : GDM: 100 years after Duncan

IL For the lay (1:00 PM to 5:00 PM)

" An Afternoon for Family Learning”
1. Dr. Cynthia H. Manabat : Diabetes - What it is’How to control it
2. Dr. Rosa Allyn G. Sy : Why Exercise?
3. Mr. Raymond Baclit : Let's Shake and Move our Body
(Appropriate exercises for diabetics)
: What to do when hypoglycemia occurs
: Who cares for my feet?

4. Mr. Noel Zabala
5. Ms. Juliana Divinagracia
6. Workshops:
a. Proper foot examination and hygiene
With nurse educators Susan B. Trinidad, Nora Makalintal, Louise Marie
Flores, Nercedes Legarda, Rosalyn Almazan, and Lizaflor Ibay.
b. Diet: What are your choices if you haven't got any?
" Ask your experts: Ma. Imelda Q. Cardino, Chita Angeles and Joy Sustraido

PDA at 88thPMA Convention

The Philippine Diabetes As- May 25, Playing to an SRO au-
sociation took care of Session dience of about a thousand
VB at the recently concluded attendees, the topic of the sym-
88th annual convention of the Posium was ‘Coping with thle
Philippine Medical Associa- insulin resistance synd_romg.
tion at the Philippine Interna- DT+ Augusto D. Litonjua

tional Conveation Center last (Continued on page 12)
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Dr. Mirasel with the 9 years old campers, counselors and nurse.

For two weeks, Mr
Constancio Halili (president of
Dia-Care) and I had the privi-
lege of joining the Camp Joslin
Staff for pre-camp training and
actual camp sessions in Bos-
ton, Massachusetts, U.S.A.

The Joslin Diabetes Centers'
camping programs enable
young people with diabetes to
learn more about themselves,
the management of diabetes
and coping with special chal-
lenges of living with diabetes.
This is accomplished by pro-
viding children and adoles-
cents with diabetes with enjoy-
able recreational and camping

- experiences that enhance safe

independence, healthy self-dis-
cipline and personal growth.
This is Camp Joslin's mission
statement.

Dr. Elliott Joslin conceived
of camps, as far back as 1948
as a means to help insulin de-
pendent diabetic children and
adolescents to be active in their
diabetes care. The Camp Josiin
camp has grown tremendously
over the years. It has complete
camping facilities like soccer
ficlds, baseball fields, tennis
courts, recreational lounges,
basketball courts and even a
man made lake for waterfront
activities. It sees around 700
insulin diabetic patients over
the whole summer, The secret

of the success of the camp is-

not in its facilities but the
}oung dedicated staff (admin-
istration, program and health
care stafl), who make sure that

the children have fun but at the
same time learn more about
diabetes,

We joined the camp for pre-
camp training. The pre-camp
training was devoted to staff
development and was handled
by a professional team from the
Joslin Diabetes Center, the
camp leadership and some vet-
eran staff members. Special
problems of diabetes in chil-
dren and adolescents were spe-
cifically addressed. Counseling
techniques for teaching chil-
dren 7-16 vears of age were
emphasized. The training like-
wise provided the staff with
skills to develop camp program
activities. These were impor-
tant to build a cohesive and
solid team of staff members
with which the parents will
entrust their child for a week
or two of camp. The qualified
staff is unique in that most of
them, (except perhaps for the
health care team), from the
kitchen aides to the director
and administrator have diabe-
tes. And they definitely can
empathize with the children.
Since most of them have dia-
betes we have to eat diets tai-
lored to diabetics. We have a
meal plan and follow it the best

The most senior counselor (Mr. Halili} with the poungest of the campers (7-8 yrs. old)

Wit SUIRWINVIED
JOSILR ¢

Roberto Mirasol M.D.
Endocrinclogist
Rizal Medical Center

we can. (Mr. Halili actually lost
weight in camp!).

The camp sessions follow a
very rigorous schedule with
maximum flexibility in the dif-
ferent programs. The campers
wake up for bloods (term used
for capillary blood glucose
monitoring) insulins and
ketones. Then we head for
breakfast of mostly bagels,
bread, cereals, fruits, skim
milk and of course the all-
American peanut butter (they
actually weigh the peanut but-
ter!). Campers then clean their
cabins and the different camp
areas. We then start with our
first activity which is actually
moderate to vigorous exercise
- swimming, basketball, volley-
ball. newcomb, baseball,
hockey, etc. ‘A less active fol-
lows which is less vigorous
activity such as archery, fish-
ing, boating, canoeing,
weights, arts and crafts, cte.
Bloeds, insulins, ketones and
lunch follow. The blood sug-
ars now are going down and
the children are very hungry to
eat. Two actives after lunch and
a general swim plus a less ac-
tive program completes the af-
ternoon session. The program
staff makes sure the kids don't

get bored. Before dinner
bloods, insulins and ketones
are done and an active program
is conducted after dinner to
burn the calories, Blood sug-
ars are now low or normal. The
day ends with an evening pro-
gram. This could be a camp-
fire, bingo, a dance or a con-
test in naming a tune or rap
sessions or any activity which
everybody could participate.

The activity is capped by .

bloods, insulins, ketonesand a
bedtime snack. With such a
schedule, most campers have
lowered insulin requirements,
generally have good blood glu-
cose control and have in fact ,
frequent hypoglycemic reac-
tions. Even when sleeping a
number of campers do get
hypos. Throughout these ac-
tivities, there are countless op-
portunities for education about
diabetes care, particularly
about day-to-day issues in
camp. The rap sessions are
age-specific and offer creative,
attention keeping approaches.
Most of the learning however
is gained through informal
contact with medical staff and
other campers as well.

It was learning experience
for both of us. We became sur-
rogate parents, educators,
coaches, counselors, and con-
fidantes to the kids. Hopefully
in mid-1996 we may be able to
come up with a diabetic camp
to help our Filipino diabetic
children. Three words which
echo in the hearts and minds

(Continued on page 12}
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Roberto ‘M‘lrago
Endocrinolegis!
Rizal Medical Cehter” -

In this season of rains and typhoons, illnesses are very com-
mon. Viral infections such as the common cold or flu present
special problems to the person with diabetes. llness in itself
can raise the blood sugar. Vomiting or loss of appetite will af-
fect diabetes control, In this issue of Diabetes Watch, we will
help you prevent a minor illness from becoming a major prob-
lem by answering your questions on SICK DAYS.

What is the effect of illness on my blood glucose control?

Illness is a form of stress and any stress increases the secre-
tion of counter-regulatory hormones. They are antagonistic to
the effects of insulin and therefore increase the blood sugar.
These events result in dehydration, electrolyte imbalance and
loss of nutrients. That is why it is important to recognize an
illness early on.

How do I prepare for an iliness?

First you should know when to have more blood sugar tests.
Finally youinust know what food and fluids to take and how to
handle your medication.

If I am vomiting or having diarrhea, what should I do?

In this situation you know that sticking to your meal planis a
problem. You must drink plenty of fluids. There is no set rule
on how much fluid to take. Approximately 4-6 oz. every 30-60
minutes is reasonable. No extra calories must be contributed by
the fluids. If however, you cannot eat or do not feel like eating,
replace your regular meal with sugar containing liquids or soft
foods, e.g. 1/2 glass of orange juice, tea with two teaspoonfuls
of honey or sugar, 1/3 cup sweet jelly or 6 pieces of crackers.
Extra fluid will prevent dehydration and the sugar will provide
the calories necessary.

Should I test my blood sugars very often?

By all means. This will provide feedback on whether your -

blood sugars are not in good control. Do this every 4-6 hours
when ill. Aside from blood sugar testing you must test your
wrine for ketones especially if the blood glucose is more than
250 mg/dl.

I cant eat when I'm ill, should I stop my medications?

NO, NO, NO. Do not stop your insulin injection nor your
diabetes tablets. Even if you cannot eat, your body needs the
medications that is prescribed for you. I you are on insulin,
take your usual dose. You may need additional rapid acting in-
sulin, If you are on tablets, take them if you can. Sometimes

you may have to take insulin during an illness.

Do my other medicines affect my blood sugar?

YES. Over the counter drugs may have either hyperglycemic
or hypoglycemic effects. Many cough syrups are usually aque-
ous solutions saturated with sugar. Elixirs and tinctures usually
contain alcohol. These affect the blood sugar. Some cold rem-
edies may raise the blood sugar because they often contain
epinephrine. Before using any drug check with your doctor.

When do I seek help?

It depends on your illness. If you have an illness that does not
improve after 1-2 days, vomiting or diarrhea for more than 6
hours, moderate to large ketones in the urine, persistently high
blood sugar readings, unusual drowsiness or sleepiness that is
not normal for you, abdominal pain, chest pain or difficulty in
breathing- then seek help IMMEDIATELY!

We welcome your comments, suggestions and guestions, Write the PDA office or
Faxto 531-1278.

GLICLAZIDE
DIAMICRON

i 2 tablets daily in the majority of cases

. - . HELPS THE DIABETIC LEAD A NORMAL LIFE

» Provides Complete Metabolic and Vascular
Treatment for Diabetes

* 24-hour blood sugar control. . .

Insulin Secretion at the Right Time

= Less risk of hypoglycemia
« No pangs of hunger
= Less risk of atherosclerosis

Protection from vascular complications

Normalizes Hemovascular Abnormalities

* Reduces platelet hyperadhesiveness and
hyperaggregation
* Normalizes impaired fibrinolytic activity
» Reduces hypersensitivity to adrenalin
SERVIER Les Laboratoires Servier,
Grdy, 45400 Fleury-ies-Aubrais (France)
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Ten Tips for Those Who Get Diabetes After Sixty

¥ Accept the fact that you have dia-
betes. :

¥ Understand that uncentrolled dia-
betes can be causing serious compli-
cations even if you feel fine.

¥ Read about diabetes and attend a
diabetes education class.

¥ Call your local chapter of the Phil-
ippine Diabetes Association or a
nearby hospital to locate a diabetes
support group.

v Make sure you have a knowledge-
able and caring doctor. If possible, see
a diabetologist, endocrinologist, or
gerontologist, at least-for a few visits.
¥ Know that, with your docto's help,

you can control your ¢wn diabetes
through a helpful diet, exercise, oral
medication or insulin, and self-moni-
toring of blood glucese.
¥ Know your body. Correlate your
blood glucose levels with mood
swings, fatigue, or other symptoms.
+ Keep up to date on the latest dia-
betes research and equipment.
¥ Obtain special equipment if you
need it.
¥ Remember that your life is valu-
able and important, no matter what
your age.

From Diabetes Forecast, May, 1995, page 37

Tommy 5. Ty Wiling, MD
Endocrinologist
Meifrepolitan Hospilal

DIABETES and
CORONARY ARTERY DISEASE

Atherosclerosis is a major
cause of mortality and
morbidity in patients with
diabetes. Indeed, in all forms
of diabetes, atherosclerosis-
related mortality has increased
steadily since the beginning of
insulin era to the point where
it now account for more than
70% of the total mortality. This
increase in the prevalence of
coronary artery disease (CAD)
in diabetics is seen both from
autopsy and clinical studies.

The risk of diabetic patients
dying prematurely of CAD is
increased several fold com-
pared with the general popu-
lation, and is partly a conse~
quence of an increase inci-
dence of heart attack in the dia-
betic population (as well as in-
creased mortality from heart
attack itself.) Increased mortal-
ity post-heart attack may be
explained in part by the follow-
ing:

Silent (and thus unrecog-
nized) heart attack is much
more common in diabetics and
predisposes to later presenta-
tion. This maybe related to ei-
ther established or partial au-
tonomic neuropathy which is
known to associate with in-
creased CAD mortality.

Non-insulin dependent dia-
betes mellitus (NIDDM]} is of-
ten linked with obesity and
other independent CAD risk
factors such as hypertension,
hypercholesterolemnia, insulin
resistance, hypertriglyceri-
demia and decreased levels of
high density lipoprotein
(HDL). This clustering of risk
factors in the NIDDM patient

has a synergistic effect on CAD
risk and causes more extensive
atherosclerosis and thus mere
advanced disease.

Metabolic abnormalities
such as increased free fatty ac-
ids, and changes in pH, potas-
sium and magnesium levels
compound this high risk sce-
nario. These possible explana-
tions for the increased mortal-
ity post-heart attack seen in
diabetes are certainly not ex-
haustive, but they clearly illus-
trate that the diabetic state is
not just an abnormality of car-
bohydrate metabolism.

The results of the Interna-
tional Atherosclerosis Project
show that the prevalence of
CAD isincreased up to six-fold
in the diabetic patient com-
pared with the non-diabetic.

For diabetic patients, where
changes in lipid metabolism
are characteristic of the dia-
betic state, dyslipidemia is
likely to be one of the primary
determinants of risk for CAD.
These changes in lipid metabo-
lism, which may be qualitative
or quantitative, probably aug-
ments the atherogenicity of
other CAD risk factors such as
hypertension and smoking,

In contrast, any relationship
between the risk of developing
CAD and the degree of
glycemic control is at best tenu-
ous and unsubstantiated.

Clustering of Conventional
Risk Factors

Comparison of the distribu-
tion of conventional CAD risk

in diabetics shows that there is = 1

(Continued on page 5)
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Diabetes and Coronary...
From page 4)
clustering of this factors in dia-
betic patients. Moreover, the
factors are usually more severe
in diabetics. The commen as-
sociation of trancal obesity, hy-
pertension, hypertriglyci-
demia, low levels of HDL, glu-
cose intolerance {or established
NIDDM) and gout with CAD
is well recognized and has been
calied the Syndrome X or the
Reaven syndrome. Although
some authorities consider this
to be a hyperinsulinemic state,
it is best considered to be a
manifestation of relative insu-

lin resistance. -

Insulin resistance has been
implicated also in the
pathogenesis of essential hy-
pertension, which both illus-
trates and emphasizes the close
and complex interdependence
of these variables.

This finding supports the
view that long term clinical
management of the typical

obese NIDDM patient requires
a holistic approach, and all
modifiable risk factors such as
hyperlipidemia, hypertension,
obesity and smoking habits
need io be addressed enthusi-
astically.

Hyperlipidemia
The role of hyperlipidemia
in promoting atherosclerosis in
diabetes is well documented.
There is also evidence that
qualitative changes in lipid
metabolism are important.
Hypertriglyceridemia is a
common lipid abnormality
seen - in . diabetes, but
dyslipidemia arising from a

e
HDL.

combination of elevated
triglyceride and cholesterol
level is also more commeon in
diabetics than non-diabetics.
However, the most typical
dyslipidemia is a combination
of hypertriglyceridemia to-
gether with lowered levels of

ensive approach to

=,

The lipid abnormalitics
found in IDDM and NIDDM
tend to differ. In IDDM the
plasma cholesterol level is
broadly similar to that seen in
the indigenous non-diabetic
popuiation, but in NIDDM it
is generally raised.

However, the issue is com-
plicated by the fact that there

are also equally important
qualitative differences which
are believed to augment the
atherogenicity of the particles
involved. In NIDDM the selec-
tive production of large,
triglyceride-rich very low den-
sity lipoprotein (VLDL) parti-
cles is seen, whilst the LDL
particles are small, dense,
triglyceride-enriched and de-
pleted or cholesterol ester,
There is also a variation in the
activity of the various lipases
which results in the selective
reduction in the concentration
of HDL.

The sum total of all the
changes in the lipid mectabo-
lism seen in diabetes has led
to the expression of
atherogenic lipoprotein pheno-
type.

The precise physiological
relevance of such modification
in vivo remains to be estab-
lished. However, modifications

(Continued on page 6)
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Plasma levels of Metformin [Glucophage] after one, two or three tablets of
850 mg daily. The two tablets a day dosage has shown to have similar
effective plasma concentration as the thvee tablets a day dosage.

PRESCRIBING INFORMATION:

Simplifies the therapy
for the NIDDM patients

850ms

INDICATIONS: Non-insulin dependent diabetes when dlet has filed and especially if
patient is overweight, Alone as initial therapy. or In comblnation with 3 sulphonylurea, or
as an adiuvant to insulin In patients whose symptoms are poorly contrabed.

DOSAGE: 850 mg b.l.d. with or afler meats, Good diabetic controf may be achieved within
a few days, but may be defayed for up Lo two weeks. IF controt is incomplete @ cautious
Increase 1o 3 g daily maximum is justified. Once control has been obtained it may be
possible to reduce the dosage. CHILDREN: Not recommended. ELDERLY: Glucophage
is Indicated but not when renal function is impalred,

CONTRAINDICATIONS: Hypersensitivity, diabetic coma, ketoacldosls., renal impair-
ment, chronic liver disease. cardiac failure, recent myocardiat infarction. History or states
associated with lactic acidosis or hypoxemia, alcohofism.

PRECAUTIONS: Regular monltoring of reral function is advised.

ADVERSE REACTIONS: Gastrolntestinal disturbances sometimes occur and can often be
avoided by taking Glucophage with or after food but & temporary lowering of the dose may
be nieeded.

OVERDOSAGE: In combination therapy with a sulphonyturea or insulin or with atcoho!,
hypoglycemla can oocur.

PHESENTATION: Tablets containing 850 mg Metformin hydrochloride Boxes of 100's.

Full presceibing information available upon request

Merck, Inc. MERCK

PO, Box 2833, MCC, Makati
Metre Manila, Phllippines
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Diabetes and Coronary...
(From .page 5)

which could cause cholesterol
uptake by the macrophages are
known to occur in diabetes.
These include glycosylation of
apoproteins, chemical modifi-
cation by malondialdehyde
(which is produced by the
prostaglandin cascade follow-
ing platelet aggregation), and
some of the qualitative changes
already mentioned. Thus this
combination of both qualitative
and quantitative changes in
lipid metabolism may partially
explain  the increased
atherogenicity of the diabetic
state.

Hypertension

Hypertension, one of the ma-
jor CAD risk factors, is more
prevalent in diabetics than in
general population, Tts rela-
tionship with diabetes and
CAD risk appears to be differ-
ent in IDDM and NIDDM.

Like dyslipidemia, hyperten-
sion is amenable to therapeu-
tic intervention.

Nephropathy

Excess mortality from CAD
cannot be explained solely in
terms of hypertension. Epide-
miological studies in Denmark
have shown that in IDDM, the
development of proteinuria is
a major discriminant for CAD
mortality. Patients with
proteinuria show a meore than
40-fold increase in mortality
compared with diabetics with-
out proteinuria. The latter have
only a four-fold increase in
mortality compared with the
general population. Once per-
sistent proteinuria has devel-
oped, about 40% of diabetic pa-
tients will develop evidence of
CAD within six years, com-
pared with only 5 % in those
without proteinuria.

In NIDDM the situation is
more uncertain and controver-

GLIPIZIDE

'MINIDIAB

MINIDIAB

Time (hry to Hali-lile.
T1/2 thr)

30.60

Chlorpro-
pamide
Glibencla-
mide
Gliclaride

Glipizide

Drugs peak cifect

8.10

serious, and even fatal h

pharmacokinetics are more
advantageous than those of other sulfonylureas

s “Glipizide evolied a more pronounced and more rapid increase of plasl_'na insulil_'l and
correspondingly greater and faster blood glucose reduction than did glibenclamide.”

® Thus, likelihood of hypoglycemia is minimized *As glipizide (Minidiab) is rapidly eliminated,
and 45 there is no evidence that its metabalites zre significantly active, the risk of long-lasting
nypoglycemia should be small when using ghipizide. In ¢ de has px ked
«cemia in several cases; it is possible that this risk is increased in
patients with renal insuiliciency due to accumulation of an active polar metabolite. A similar
risk is well recognized in the case oi chlorpropamide.”
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sial. However, in these pa-
tients, microalbuminuria is the
best marker for early mortal-
ity. It is likely that both
proteinuria and microalbumi-
nuria are surrogate markers for
generalized endothelial dys-
function characterized by ad-
vanced atherosclerosis.
Patients with early nephro-
pathy are often found to have
raised Ievel of LDL and plasma
fibrinogen, lowered HDL lev-
els, and mild hypertension.
There are two strategies for
preventing CAD in the general
population. For patients who
are otherwise asymptomatic
with no evidence of underlying
vascular disease there is the
simple primary prevention
strategy which aims at modi-
fying risk factors such as
hyperlipidemia, hypertension
and smoking. The precise
threshold for drug intervention
in this category of patient is
currently the subject of contro-

Versy.
For patients already demon-
strated to have established
CAD or those considered to be
at high risk (such as those with
familial hypercholesterolemia)
there is an alternative, but not
necessarily mutually exclusive,
secondary prevention strategy.
Several studies have shown
that these vulnerable patients
benefit from the use of diet and/
or drugs, and there is a clear
consensus that in a secondary
prevention strategy the thresh-
old for intervention should be
lower.
. Because the diabetic popu-
lation is generally vulnerable
to CAD it should not be pre-
sumed that an asymptomatic
patient with NIDDM is, in fact,
free from coronary disease.
Treatment of hyperlipidemia in
such patients should not be
constrained by the guidelines
applicable to the primary pre-

(Continued on page &)
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Fart of a better diabetes health
care regimen
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technology.

Chemically, biologically
and physically identical
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insulin.

Improved glycemic
control is achieved.
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In the 1960°s, it was esti-
mated that diabetics had a 50%
chance of undergoing surgery
at least once in their lifetime.
However, due to the recent ad-
vances in medical and surgi-
cal therapies, if is likely that
diabetics today have a much
greater chance of undergoing
surgery.

When even the slightest hint
of a possible surgery is given
to a diabetic patient, the first
question that crosses his or her
mind is “Can I undergo sur-
gery?”. The answer to this
question is “YES” but with
precautions and adequate
preparation. The secret to un-
dergoing successful surgery is
to have appropriate pre-opera-
tive evaluation and manage-
ment and excellent intra-op-
eraiive and post-operative care.

Pre-operative Evaluation and
Management
It is very important that dia-

betic patients undergo ad-
cquate pre-operative evalua-
tion by their physicians, pref-
erably endocrinologists, when
circumstances allow, such asin
non-emergency operations.
There are severa!l factors to

diabetes because the manage-
ment will differ for patients
with IDDM or NIDDM. It is
also important to determine the
degree of blood sugar control
because this will determine
how intensively blood sugar
controf will be undertaken be-

fore surgery and if surgery will
have to be delayed until accept-
able blood sugar control is
achieved. It is also important
to estimate insulin requirement
to determine how much insu-
lin should be given during sur-
gerY.

Of course, it is essential that
a patient be evaluated for the
presence of diabetic complica-
tions such as coronary artery
disease, hypertension,
nephropathy and neuropathy
because these factors have a
great influence on the outcome
of surgery. If any problems
such as uncontrolled hyperten-
sion have to be corrected, this
should be done before surgery.

As much as possible, diabet-
ics should be operated on early
in the day to avoid prolonged
exposure to intravenous fluids
before surgery and to give the
doctor enough time to stabilize
their condition after surgery.

(Continued on page 8)
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| DiabetesWatch |

The whole world today is
suffering from a serious epi-
demic of diabetes mellitus.
This silent killer especially
threatens developing countries
like the Philippines, where in-
creasing numbers are flocking
to very few diabetic clinics that
have been hurriedly set up.

More than three decades
ago it was known that diabetes
was.rare in the young. A 1961
article in the Journal of the
Philippine Medical Associa-
tion claimed that over a period
of fifteen years, only one juve-
nile diabetic was admitted into
the Philippine General Hospi-
tal. Limited surveys at that
time seemed to verify the im-
pression of rarity. But since the
1960°s the numbers have
grown alarmingly, such that
diabetes doctors today are
warning everyone that the next
Jjuvenile diabetic can be your
child, your nephew, or your
grandchild! The Juvenile Dia-
betes Foundation at the Lung
Center of the Philippines, to-
gether with the Institute for
Studies on Diabetes at the Uni-
versity of the East Ramon
Magsaysay Memorial Medical
Center have amassed close to
two thousand cases today.

Diabetes hits the young

Ricardo E. Fernando, M.D.
Diabetologist
St. Luke's Medical Center

DIABETES
IN THE
YOUNG

betic drugs. An occasional pa-
tient may turn up to be an in-
sulin-dependent diabetic later
on.

The complications of dia-
betes are varied. The younger
ones are more prone to develop
nerve (neuropathy) and eye
(retinopathy, cataracts) and
kidney problems. Cataracts
cause loss of transparency of
the lens. Retinopathy destroys
the small blood vessels of the
.retina - the film of the eye.
Nerve fibers subjected to long
standing elevations of blood
sugars malfunction and even-
tually get destroyed. And the
blood vessels in the kidneys
undergo the same destructive
changes as in the eyes,

The sequelae of these dia-
betic complications are severe:

even at the very early ages of neuropathy leads to pain, all

two and three. Generally the
numbers increase towards ages
12 to 15. Two forms of diabe-
tes afflict our children. The
younger ones suffer from an
unmistakably insulin-depend-

ent form characterized by dia-

betic ketoacidosis and coma
especially when they miss their
insulin injection. This is called
Type I diabetes mellitus, Itkills
because it is misdiagnosed
many times. The other type is
called Maturity Onset Diabe-
“tes in the Young (MODY).
This comes a little later dur-
ing the teenage vears and be-
yond. These patients can sur-
vive on diet and oral anti-dia-

L

kinds of organ dysfunctions,
impotence, severe weakness.
Retinopathy and cataracts lead
to-blindness. A great number
of blind people in the Philip-
pines are diabetics. And
nephropathy ends in the dialy-
sis and kidney transplant
centers. All the complications
impact on gquality of life and
€CONOMICS. ‘

A recently concluded
study has shown beyond doubt
that near-perfect control of
blood sugars can save the chil-
dren from the consequences of
chronic diabetes. Unfortu-
nately control is very depend-
ent on financial logistics. It is

estimated that a juvenile dia-
betic in the Philippines today
needs a budget of at east three
thousand pesos a month to be
able to keep his head above
water. Optimum diabetes care
is something hardly possible in
the life of many many of our
juveniles. In advanced coun-
tries, diabetics argue about
which blood glucose meter to
use for menitoring, which in-
sulin preparation to use,
whether to uvse very good sy-
ringes or insulin pumps. In our
current situation, many indi-
gent diabetics merely pray that
they will have insulin for to-
day and tomorrow. They use
bloed sugar monitoring strips
without meters and very very
sparingly. Many di¢ because of
lack of support materials.

Guia was an 18 year old
college student when she suf-
fered an insect bite on a finger
on her left hand. This gradu-
ally became infected. For six
days her whole hand and fore-
arm were remarkably swollen.
She developed high fever and
was taken to the hospital in a
very weak condition. Diag-
nosed to be suffering from se-
vere, widespread infection with
lung abscesses, she lapsed into
a coma. Her blood sugar was
found to be 594 mg%. She had
plenty of acetone in her urine.
She was given large amounts
of antibiotics and insulin but
she died in 24 hours.

Mike was the youngest of

three healthy boys in his. fam-
ily. At the age of eleven he be-
came a diabetic. He went
through periods of fear and
anger. The first few years were
very rough on him, but he
eventually settled down after
relenctantly attending a sum-
mer camp. He was just begin-
ning to get over the hump
when one day his younger
brother started to complain of
signs and symptoms much like

" those he had experienced dur-

ing the onset of his diabetes.
Brought to hospital the
younger brother was immedi-
ately diagnosed diabetic.

If to a once happy family
the above experience was all
too shocking, it was more so
to a young mother and father,
both dumb, to whom was born
a very pretty baby girl who, af-
ter about one year, developed
overt diabetes ushered in by
coma. the parents now hesitate
to have another child for fear
that the same misfortune might
Tecur.

Lanie was five when she
was found to be in coma with
a blood sugar of 1500mg%.
Her doctors were abie to pull
her through the crisis only to
be confronted with exasperat-
ing fluctuations of her blood
sugar levels which sent her fre-
quently to the hospital. Com-
pliance with the doctor’s orders
was very poor; her brief life
was characierized by rebellion
against the disciplines being
imposed on her - diet, moni-
toring, insulin injections. The
parents were about ready to
give up on her when she died
at the age of 21.

The doctors were not sure
what kind of diabetes 12 year
old Juliet had, but she was
placed on insulin right away.
One day, her father - a farmer 373
- had to have emergency sur- ;%

gery and she stopped her insu- 3

lin to help ease the strain on 3§
{Continued on page 11}
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the family budget. In no time

: ¢ at all she was rushed to the
" . emergency ward in severe dia-

; betic coma. She was dead in
two days.

Imma was an only child;
her family could not afford to
t : have another. She was eight
¢ . when she developed diabetic

i coma. Uncontrolled diabetes
{ led to eye complications. She

had to face the serious decision
of whether to keep the baby
even with the prospect of blind-
ness and renal failure before
ber. She died of uremia shortly
after the baby was born.

Tovy, aged 17, came from
a very poor family and had
been diabetic since the age of
nine, Many times her insulin

supply would run out. At the

age of 16, she required cata-
ract surgery but could not raise
the necessary funds. She faces
afuture threatened with biind-
ness.

Disabling nerve disease
with impotence hit Norman, a
father of two, at the age of 29,
after he had suffered from un-
controlled diabetes for some 10
years. He had to quit a very
promising job and depend on
his very supportive wife for
over a year, :

These ten young Filipinos
dramatize the tragedy now oc-
curring more and more fre-
quently in the younger strata
of Philippine society, sparing
neither sex nor age, neither
paying respect to economic sta-
tus,

The Juvenile Diabetes
Foundation and the Institute
for Studies on Diabetes jointly
sponsor year-round clinics and
programs for these kids. They
have been holding yearly Sum-
mer Camps for Juvenile Dia-
betics since 1982. There still
is a long way to go in arousing
sufficient public interest in
these unfortunate children.

From Dicbetes Fovecas, June, 1995, pqg"u 79-80

Metformin Reduces
Risk Of Heart Disease

People with type II diabetes who
take diabetes pills now have two op-
tions: sulfonylurea drugs (such as
glipizide and chlorpropamide) or
metformin, a drug approved by the
Food and Drug Administration in De-
cember. But having more choices
means people must weigh pros and
cons more carefully. .

One advantage often touted for
metformin is the ability to lower the
levels of triglycerides, blood fats
linked to heart disease. A new study
measured metformin's effect more
precisely.

Ten men and six women with
II diabetes participated. All had been
taking glipizide, yet their fasting glu-
cose levels were still too high.

Researchers measured a vaniety of

 blood fats as well as the subjects’ in-
'sulin sensitivity. Then the subjects

began taking metformin in addition
to glipizide. After several weeks, the
researchers again measured blood fats
and insulin resistance.

The tests revealed that fasting glu-
cose and glyeohemoglobin levels had
dropped, showing that diabetes con-
trol was better. The subjects were
more sensitive to insulin. And their
levels of unhealthy blood fats had
dropped.

People with type II diabetes have a
higher risk of heart disease than other
people, probably in part because they
have higher levels of blood fats [ike
triglycerides. This study verified that
metformin, when used with glipizide,
changes levels of blood fats in a
healthy direction. So metformin may
not only help keep type 1 diabetes
under contral, but also help prevent
heart disease, the top killer of people
with type I diabetes.

"This paper shows again that
metformin is a very effective way to
lower blood glucose in patients not
well controlled on sulferylureas alone
and emphasizes the beneficial effect
of metformin on postprandial [after-
meal] lipids levels,” says Gerald
Reaven, MD, of the Veterans Affairs
Medical Center in Palo Alto, Calif;
(Diabetes Care 17:1093-99, 19943

Steady On Your Feet

It's one of life's more frustrating
experiences: You tell your doctor
about your new problem or symptom,
but your doctor is baffled.

Sometimes, people with diabetic
sensory neuropathy (diabetes-caused
damage to the nerves that defect touch
and temperature) have told their doc-
tors they were wabbly when walking

or standing. But doctors knew little
about this. Researchers decided to in-
vestigate. They studied 17 adults with
diabetes but not neuropsthy, 17 with
both diabetes and sensory neuropathy,
and 17 with neither condition. Each

- person stood barefoot on a platform

that measured how well a person
could maintain his or'her balance.

The people whe had both diabetes
and neuropathy had 2 harder time stay-
ing balanced. They had particular
problems when they closed their eyes
or tipped their heads back, actions that
eliminated some clues for staying
steady. People who had diabetes with-
out neuropathy were about as stable
as those without diabetes. The type of
diabetes people had, their glucose lev-
¢ls, and whether they used insulin had
no influence on stability.

People who aren't stable on their
feet probably are more likely to fall
down and hurt themselves. As a re-
sult of this research, the investigators
were able to create tables to help doo-
tors estimate the steadiness of their
patients, based on age and results from
one of several easily performed
neuropathy tests.

"People who already have symp-
toms of neuropathy should be aware
that their balance may be compro-
mised in some situations," says Peter
Cavanagh, PhD, of Pennsylvania
State University in University Park.
He cites, for example, being in a dark
100m or trying to reach something high
in a closet. "Tuming the lights on or
being careful about attempting to bal-
ance in unusual situations could pre-
vent a fall,” he says. (Diabetes Care
17:1411-21, 1994)

Type I Diabetes In Families

When one family member has type
T diabetes, first-degree relatives (par-
ents, children, and brothers and sis-
ters) are more likely to get it Previ-
ous studies found that 5 to 19 percent
of people with type I diabetes had a
first-degree relativewith the condition.
But a new study suggests that these
estimates are too low because re-
searchers did not follow families long
enough.

Danish researchers gave quest-
ionaires to all type I patients at their
diabetes clinic who were at least 50
years old and had had diabetes at least
30 years. The questionaire asked how
many relatives the subjects had and
which had type I diabetes, Of the 291

" subjects, 73 (about 25 percent) had at

least one relative with type I diabe-
tes.

Many of the previous studies
looked only at children or teens and
followed them for a short amount of
time. Therefore, these studies couldn't

uncover nisks to children or long-term
risks to brothers and sisters. This
study, by looking only at older peo-
ple, could collect decades of informa-
tion about their familtes.

‘When deciding whether to have
children, sorne people with type I dia-
betes weigh the chances that their
children might one day develop type
1 diabetes, too. The parents of one
child with type I diabetes may won-
der about the risk to their other chil-
dren. This study shows that the chance
may be higher than doctors had
thought. (Diabetologia 37:321-27,
19943

Practice Makes Perfect?

. Afier testing your blood glucose
levels several times a day for all this
time, you'd think you'd be pretty dam
good at it. But not everyone is. New
research shows that some people start
off fine, then get sloppy over time,
Other are slow to catch on to moni-
toring. But the study also showed that
people can hone their skills by review-
ing their technique at clinic visits.

The researchers recruited 40 male
velerans with diabetes in Phoenix to
be in the study. Everyone received
training in how to use a certain glu-
cose monitor, Then, they went home
with instructions to monitor their
blood glucose levels at least twice a
day. The subjects-retumed to the elinic
three fimes to give blood and test their
own blood, while a diabetes educator
rated their technique.

Eighteen men measured their glu-
cose levels accurately at all visits,
(Accuracy being a result within 20
percant of the lab's resuli—for exam-
ple, the lab's report was 200 mg/d]
and the subject's was between 160 and
240 mg/dl) Twelve started off poorly,
then improved their skills. Nine
started off with accurate readings, but
later slipped. One man never did
measure his glucose accurately.

In a follow-up study, 3 of the 18
men with accurate results and 8 of
the other men again retumed to the
clinic several times. This time, the
diabetes clinic staff’ gave them point-
ers on their technique and their moni-
tors. By the end of the study, every-
one was getting accurate results.

Doctors should check patients’
metering skills ofien, perhaps at every
visit, says Udaya Kabadi, MD, of the
Carl T. Hayden Veterans Affairs
Medical Center in Phoenix. "Patients
should bring their own meters, and
they should check their own glucose
from fingerstick with either another
meter in the office or with the

lab."(Diabetes Care 17:1110-14,
1994) “
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EDITORIAL COMMENT

PREVENTING
DIABETES

Mary Anne Lim-Abrahan, MD
President, PDA

Although, scientists have
not yet been successfyl in dis-
covering a cure for diabetes

" mellitus (DM), they have made

progress in developing ap-
proaches that may prevent this
disease. ,

For those of you who al-
ready have diabetes, the re-
search achievements may not
affect your life. But they may
have a great impact on the lives
of your children and future
generations of your familjes.

A number of approaches
have been developed for the
prevention of Type I (Insulin
Dependent Diabetes Mellitus -
IDDM). One of the most prom-
ising approaches is to use low
dose insulin in people who are
at highrisk for developing this
type of diabetes (the children
of parents who have Type I
DM).  Another drug,
cyclosporin (used most com-
monly in renal transplanta-
tion), has shown some effec-
tiveness by slowing the de-
struction of insulin producing
cells, However, the side effects
outweigh the possible benefits.

One of the most intrigu-
ing areas of research has been
the search for the defective
genes within the human chro-
mosome that may cause Type I
DM. When fully identified,
gene therapy can be considered

‘o fight the destructive process

which leads to symptomatic
diabetes.

In Type IT (Non-insulin
Dependent Diabetes Mellitus -

. NIDDM), scientists are still

searching for the cause. Scien-
tists at the Joslin Clini¢c have
recently identified a gene that
may contribute to the develop-
ment of Type II DM. While
major research is still being

done in this field, there have
been advances in determining
how lifestyle changes may be
able to prevent Type II diabe-
tes. :

. There are four major risk
factors for Type II diabetes:
being a blood relative of a dia-
betic, being over 40 years old,
having a baby who weighs
more than eight pounds at birth
and being overweight. Except
for being overweight, one can-
not do very much about the
other three risk factors.

In a recent study, scientists
at the Harvard School of Pub-
lic Health found a strong posi-
tive association between obes-
ity and the risk for Type I dia-
betes. The strongest link with
diabetes was found to be a large
waist circumference, rather
than total overweight. It is not
Just the amount of extra weight,
but where they carry that
weight that increases the risk
for Type II DM. A “pot belly”
(apple configuration, central
obesity, abdominal obesity) was
found in the highest risk group.
Increased abdominal fat was
associated with increased lev-
els of free fatty acids, insulin
insensitivity or resistance and
abnormal glucose levels. Insu-
lin resistance means that insu-
lin is available but is unable to
exert its maximum effect in
lowering blood glucose. This is
in contrast to Type I DM,
where there is a relative or ab-
solute lack of insulin.

Early obesity and total
weight gain throughout adult-
hood are also independent risk
factors for diabetes.

An exercise program may
help prevent diabetes by a com-
bination of effects. Exercise
improves the body’s sensitiv-
ity to insulin and improves the
function of insulin receptors on
body cells. Insulin needs to at-
tach to receptors located on the
surface of the cell to exert its
effects (key and lock). Exercise
also decreases blood glucose
levels during and after physi-

cal activity.

By encouraging your chil-
dren to exercise, teaching them
healthy eating habits and pre-
venting them from becoming
overweight, you can reduce
your childen’s future risk of
developing digbetes.

PDA at .... (Frompage 1)

gave an overview of the syn-
drome and the management of
the hyperlipedimic component.
Obesity was discussed by Dr.
Ma. Honolina S. Gomez, and
hypertension by Dr. Cynthia
Halili-Manabat. The session
was easily one of the best at-
tended and elicited a Iot of dis-
cussions.

We survived... (From page 2)

in each and every staff and
camper in Camp Joslin and I
wish to share with youis "T AM
OUTSTANDING] Indeed, we
are outstanding,

*Our special thanks to the Philippine Center
Jor Diabetes Education Foundation and the Joslin
Diabetes Center for sp ing our irip.
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