
Results when you need them: 
Tight control’s immediate impact
Diabetics get short-term gains from tight glycemic control

Tight glycemic control can help diabetics feel better fast, according
to a Harvard study that provides the third leg of a now-sturdy tri-
pod of evidence showing control is not only the best way to go, it

is really the only way to go.
Adding to the Diabetic Control and Complications Trials (DCCT) 

and the United Kingdom Prospective Diabetes Study (UKPDS) results
showing the benefits of tight control for long-term prevention of com-
plications, the Harvard study shows even small improvements in blood
glucose levels have immediate and palpable effects on quality of life
and work productivity of mild-to-moderate Type II patients. (For more
on the DCCT and UKPDS, see Diabetes Management, November 1998,
pp. 77-80.)

This is likely to have sweeping effects on diabetes care and on the
way managed care and employers look at the disease. 

“This study now rounds it out,” says Gerald Bernstein, MD, presi-
dent of the American Diabetes Association and a practicing endocrinol-
ogist in New York City. “You need to direct patients to get their blood
sugars normal, without hypoglycemia, because they will function better
in all ways in society.”
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• Patients report improvements in quality of life, energy, vitality, and
mental and emotional health over the short term with improved
glycemic control.

• Even moderate changes in HbA1c result in patient reports of feeling
better, improving chances of compliance.

• Improved control results in almost immediate reductions in the number
of employee sick leave days.

• Improved control results in reduced frequency of doctors’ office visits.
• Identification of little-recognized symptoms may result in earlier

diagnosis.

KEY POINTS



Where once patients with the disease known as
the “silent killer” were told glycemic control
would benefit them five, 10, or 15 years down the
road, now they can see for themselves that even a
small reduction in blood glucose will make them
feel better in as little as 24 hours, says the study’s
lead author, Marcia Testa, PhD, MPH, senior lec-
turer at Harvard’s School of Public Health in
Boston. 

“Even if you can reduce blood glucose levels
and HbA1c a half a percentage point, you will
probably get some improvement in quality of life
and relief from fatigue,” she says. “Everybody
lives on a very narrow edge of what he has to do,
and that little bit of fatigue can actually make it
impossible to function the way he wants.”

Helping patients live better lives

A better quality of life and healthier patients
translates into fewer doctors’ office visits and
hospitalizations, and for employers, an average
reduction of $91 per month per employee in paid
sick days, the study shows. Specifically, the study
showed even with minor reductions in blood glu-
cose levels, patients slept better and had better
cognitive function and measurably better work
productivity.

“These are not the life and death symptoms, 
but they are the ones that make us live from day to
day,” says Testa. “I think they are very important to
people who, if they can function just a little bit bet-
ter, would be very grateful and would almost do
anything once they feel that good not to go back to
the way they were feeling before.”

The study showed patients were better con-
trolled with the use of oral drug agents than their
peers who struggled to keep blood glucose down
with diet and exercise alone. And even a small
improvement in quality of life may be just what
patients need to bring them into compliance.

For example, Testa describes a typical patient,
a middle-aged obese woman, newly diagnosed
and with no real glycemic control. It’s a Catch-22,

she says. “What’s the first thing you tell them? To
diet and exercise, right?” Testa asks. “First of all,
they don’t have the energy, so how are they going
to start? Then the patients begin to feel blamed,
and they have feelings of guilt.

“So actually, if you can give them a kick by
bringing blood sugar down and checking thyroid
because the disease goes hand in hand with
hypothyroidism, their engines get going and all
of a sudden, they are in a cycle with the ability to
have diabetes self-management work.”

In addition, say both Bernstein and Testa,
attention given to commonly overlooked symp-
toms of diabetes such as fatigue, weakness, and
memory lapses, can lead to early diagnosis and
may even bring in from the cold some of the esti-
mated 8 million undiagnosed diabetics in the
United States. (See list, p. 91.)

Bernstein says, “The Harvard study is impor-
tant because it speaks to what the immediate
effects of an elevated blood sugar are. And there
are many people who walk around with blood
sugars of 200 or 300, and they are basically
unaware of it because they have adapted to it. 

“Now that we’re getting aware of the long-
term effect and with our concerns about blind-
ness and kidney failure, we know an elevated
blood sugar is toxic material and it interferes with
the function of everything in the body,” he says.
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■ Hypertension
education: A neglected
part of diabetes
management

■ Managing cultural
issues in compliance

■ Challenges and
benefits of using
telemedicine in
diabetes management

■ Bringing physicians
on board with your
diabetes program

■ Special focus on age
and diabetes: pediatric,
teen, adult, and
geriatric issues

COMING IN FUTURE MONTHS

Questions to Ask Patients 
❒ How well are you feeling?
❒ Are you anxious?
❒ Are you depressed?
❒ How much energy do you have?
❒ Do you feel a change in your energy?
❒ Are you having problems sleeping?
❒ Do any symptoms bother you such as (see

related list, p. 91) ?
❒ Do you have an active sex life? 
❒ Are there any sexual problems? 
Source: Marcia Testa, PhD, MPH, Harvard’s School of Public
Health, Boston. 



Steven Edelman, MD, diabetologist at the
University of California San Diego Medical
Center and staff member at the VA Medical
Center in San Diego says, “Diabetic care has not
been changing because of lack of patients’ educa-
tion, motivation, and involvement in their own
care.”

Now the Harvard study provides impetus to
patients, he says. “There’s a huge emotional
component to the disease that includes guilt
and fear — a lot of fear. There’s no question
people feel better in the short term, too. And
when people are under control, there is a level
of confidence that they are doing everything
they can to prevent some of the complications
of diabetes.” 

Edelman, a Type I diabetic who was diagnosed
28 years ago, thinks the short-term quality of life
improvements will also provide an incentive for
patients to tackle the admittedly tedious task of
long-term disease management. “The biggest
problem is being tethered to a schedule. It gets
tiring to do everything right — eating and testing
and exercising properly — day in and day out.”

In addition, he says, “The study is a way to 
tell managed care companies, ‘Don’t be short-
sighted. It means long-term savings, even if your
patient switches to another HMO seven years
from now. You’ll still have cost savings.’”

Testa’s 15-week study conducted with Donald

Simonson, MD, of Brigham and Women’s
Hospital, Joslin Diabetes Center, and Harvard
Medical School, all in Boston, involved 569 male
and female volunteers with mild to moderate
non-insulin-dependent diabetes. Patients were
taken off all oral agents for three weeks and
divided into two groups, one receiving glipizide
gastrointestinal therapeutic system (Glucotrol XL)
for 12 weeks and the other, a placebo.

Patients completed a confidential form con-
taining more than 100 questions detailing their
experiences in a variety of areas of physical
health, psychological well-being, mental abilities,
and sexual functioning. They also reported num-
ber of days missed from work and days where ill-
health curtailed their normal activities. (See
sample list of questions, p. 90.)

What kind of care do employers pay for?

As expected, patients on glipizide had signifi-
cantly better blood glucose control (7.5% vs. 9.3%
for the placebo group), but those on oral agents
consistently reported better quality of life on all
areas assessed in the questionnaire. Factoring in
work loss and increased doctor’s office visits, the
improvement resulted in concrete dollar savings.
Testa found that the group on diet alone was
nearly five times more likely to miss work
because of illness. 

Those numbers provide employers with a
powerful tool when selecting managed care plans
for their employees, Testa says. “The employer is
paying for it when he has an employee who is
tired and can’t think and doesn’t come to work,”
she says. “I don’t think employers do enough to
evaluate plans.”

She urges employers to ask what programs 
the companies have in terms of education and
prevention, which can, and will, result in real
savings. 

“One of the reasons we focused on the eco-
nomic side of it was to make the point that man-
aged health care groups who are denying what I
call diabetes specialist care could have detrimen-
tal effects,” Testa says.

“[Managed care organizations] saying we only
need one diabetologist per million people or that
they won’t fund diabetes nurse educators or
dietitians was a move in the wrong direction,”
she concludes.

For more information, contact: Marcia Testa, Harvard
School of Public Health at (617) 432-2818.  ■
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Common Unrecognized
Symptoms

✔ Headaches
✔ Fatigue
✔ Muscle cramps
✔ Vertigo
✔ Dizziness
✔ Tightness in chest during exercise or 

emotional stress
✔ Drowsiness
✔ Cold sweats
✔ Confusion
✔ Foot cramps
✔ Sweating
✔ Numbness of lips or mouth
✔ Blurred or double vision
✔ Short temper
✔ General weakness or fatigue
✔ Dryness of mouth, eyes, or nose

Source: Marcia Testa, PhD, MPH, Harvard’s School of Public
Health, Boston. 



ADA and AAHP join hands
to combat complications
Aggressive 10-year plan targets doctors, patients

Common causes makes strange bedfellows.
Now the driving mission to contain the devas-

tatingly destructive — and costly — complications
of diabetes has brought together organizations that
are often adversaries: the American Diabetes
Association (ADA) and the American Association
of Health Plans (AAHP), a huge combination rep-
resenting more than 1,000 managed care compa-
nies with nearly 150 million Americans enrolled.

The early stages of the initiative promote
screening, early intervention, and state-of-the-art
treatment for those populations served by man-
aged care companies.

Because many diabetes advocates see managed
care as the bogeyman, “It is an unusual alliance,”
admits Peter Fitzgerald, MSc, AAHP’s director of
outcomes research in Washington, DC. “We think
it’s historic in that we are partnering with a con-
sumer organization to address a chronic illness.
It’s unprecedented for us.” 

Gerald Bernstein, MD, president of the ADA,
notes, “The ADA is not an advocate for anybody
except people with diabetes. “Sometimes on the
professional level, it becomes a little confusing,”
he adds, “but here is an opportunity to work with
a group that delivers care to the population as a
whole. If we can get care delivered to the diabetic
population in the right way, then it’s the right
thing.”

At the launch of the initiative in late October,
Bernstein said the alliance was an unprecedented
effort in terms of its scope and potential to fight
the disease and improve the quality of life for
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Texas plan finds success
through patient contact

Administrators at CIGNA Healthcare of
South Texas in Houston aren’t shy about

talking about money and the potential savings
that can result from prevention of complica-
tions. “Our goal is to keep people healthy. And
when they are healthy, they are going to need
less services,” says John Seidenfeld, MD,
MSHA, FACP, vice president and medical
director of CIGNA HealthCare of South Texas.

“I sure hope it will save money,” he says.
“As people are more healthy and take less time
off work and have less of the end-stage prob-
lems, we’re going to be a lot better off and they
will be, too.”

So CIGNA has begun to pursue the 3% of its
225,000-member organization who are diabetics
and account for approximately 10% of the man-
aged care plan’s costs. The effort began with
identifying those individuals from pharmacy
and claims information. 

In 1996, CIGNA began sending monthly
mailings to physicians and patients reminding
them which tests had or had not been per-
formed and when eye exams, urine protein
exams, and follow-ups with primary care
physicians were due.

“It is individualized, and we found it wasn’t
duplicating something the doctor was already
doing,” Seidenfeld says. “Actually we’ve had
pretty good feedback on this.”

Now CIGNA has contracted with Diabetes
Treatment Centers of America to further identify
diabetic members in its population and inter-
vene for higher levels of screenings. Included on
CIGNA’s test menu: retinal screens and quar-
terly visits to the primary care physicians which
include blood pressure, urine protein, lipids,
HbA1c, and foot exams.

The numbers show it was working even
before the intensive intervention began earlier
this year. Retinal screens are up to 38% of the
plan’s diabetic membership. 

“It’s still low on the national scale, but it’s
good in South Texas. We started out at 29% in
1996,” Seidenfeld says. 

CIGNA is aiming for three to four doctor
office visits a year, and Seidenfeld says about
30% of CIGNA’s diabetics are meeting that
goal, compared to about 20% before the plan
began sending reminders.

Best of all, Seidenfeld says, in 1996, 33% of
diabetics had no visits at all, and now only
about 8% are not seeing a doctor at all. He
expects the 1998 numbers will be even better. 

For information, contact: John Seidenfeld, CIGNA
HealthCare of South Texas, (713) 552-7616.  ■



people with diabetes. “To steal a basketball anal-
ogy,” he said, “it amounts to a full-court press
against diabetes and its consequences.”

AAHP officials hope the power of the man-
aged care plans and the expertise and community
presence of the ADA will change the face of dia-
betes management in terms of “quality of care
and quality of life for people with diabetes
throughout the country.”

The 10-year “Taking on Diabetes” initiative
calls for:

1. reducing the incidence of irreversible
vision loss by 40% through early detection and
intervention;

2. reducing the development of end stage renal
disease by 30%;

3. reducing the incidence of new foot ulcers by
50%;

4. reducing the number of foot amputations by
40%;

5. reducing the risk of cardiovascular disease
associated with diabetes.

To date, approximately one-fourth of AAHP’s
member plans representing more than 75 million
people (four million diabetics) have signed on to
participate in the largely unstructured drive that
targets what Fitzgerald calls “real benefits in
terms that would be meaningful for people with
diabetes.”

“We didn’t talk about HbA1c levels, the control
of which is a means to avoid complications,” he
explains. “We talked about the complications
themselves. Our end results are very much what
we want for people with diabetes to experience: 
a higher quality of life than they might otherwise
have. We want them to retain their vision. We
want them to retain their limbs. We want them to
avoid end stage renal disease and not to experi-
ence cardiovascular disease. Our end results are
very much aimed at consumers.” 

There is no prescribed formula for AAHP’s
managed care companies to follow other than
ADA guidelines. Fitzgerald says each company

implements its diabetes management plan as it
sees fit, with guidance from AAHP. “We are look-
ing at identifying best practices. We are looking 
at what kind of programs have actually worked
to move the delivery of care and to move patients
in the right directions so they can avoid these
complications.”

In addition, he says, AAHP plans to form a
communitywide network of plans and sub-
scribers “so we won’t have patients floating in
and out of networks that provide the kind of care
they need, so we’ll be able to provide consistency
of care” and bring education programs to the
workplace to target undiagnosed diabetics.

Experts are beginning to perceive a sea change
in the attitude of managed care toward diabetics
as study after study shows the long- and short-
term benefits not only of glycemic control, but of
diligence toward screening. “They know they’ll
save money through prevention,” Bernstein says.
“They are beginning to see the short-term savings
just by keeping people out of the hospital.”

For its part, AAHP is soft peddling the concept
of saving money through prevention, declining to
estimate how much money can be saved by early
diagnosis and prevention of complications. “We
haven’t approached it in that way,” Fitzgerald
says. “We know there are complications associ-
ated with diabetes that can be reduced, and we
aim to reduce them.”

For further information, contact: the ADA at (703)
549-1500 or the AAHP at (202) 778-3200.  ■

Inner-city clinic succeeds
at diabetes control 
The secret: A team that includes the patient 

Editor's note: Diabetes Management visited the
Grady Diabetes Detection and Control Center in
Atlanta for a first-hand look at how teamwork and
patient involvement can help an underinsured, high-
risk, urban population.

It’s tucked away, somewhere behind Grady
Hospital’s updated main building, a shabby

brick building that saw its best days more than 
80 years ago.
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The American Diabetes Association and
American Association of Health Plans team up
for a 10-year diabetes initiative. Goals include:
• reducing blindness by 40%;
• reducing kidney failures by 30%;
• reducing new foot ulcers by 50%;
• reducing foot amputations by 40%.

KEY POINTS

(Continued on page 96)
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Insulin delivery systems
enter new era

The method of delivering insulin to Type I
diabetics is on the verge of major changes,

but experts have widely differing viewpoints 
on the benefits of some systems and what the
future holds for diabetics who depend on
insulin for survival. 

Diabetes Management asked four experts in the
field of insulin delivery to share their view-
points on the latest developments and to put on
their wizards’ caps to help us take a look into
the future of insulin delivery. They are:

• Gerald Bernstein, MD, president of the
American Diabetes Association (ADA) and a
practicing diabetologist in New York City.

• William Duckworth, MD, professor of
medicine and biochemistry at the University of
Nebraska Medical Center in Omaha and author
of a study on implantable pumps.

• Alan Garber, MD, PhD, professor of
medicine at Baylor University and chief of
endocrinology, diabetes, and metabolism at The
Methodist Hospital in Houston.

• Jay Skyler, MD, professor of medicine,
pediatrics, and psychology at the University of
Miami and author of a study on inhaled insulin. 

INJECTIONS
All the experts interviewed agree that the

days of the old bottle and syringe are gone, or
should be.

But they’re not. Large numbers of American
insulin-dependent diabetes mellitus (IDDM)
patients still use what has become an outdated
method in most parts of the world, even though
insulin pens are easy to use and convenient
since patients don’t have to carry around bottles
and syringes and draw up dosages.

Most pens hold cartridges containing 150 to
300 units of insulin. The patients simply dial up
the required dosage, screw on the needles, and
inject themselves.

“It’s very simple,” Bernstein says.
“They work really well,” Skyler agrees.
But most experts are perplexed at the low

level of pen usage in the United States. “It’s not
being used like it should be,” says Duckworth.
“It’s the major source of insulin delivery in

Europe.” He theorizes that primary care physi-
cians don’t know how useful the pen can be.

Other experts say managed care companies
balk at paying for the slightly more expensive
system.

Bernstein calls that effort at cost cutting “stu-
pidity” on the part of managed care companies
and cited an 88-year old patient who was “terri-
fied of needles” but was denied coverage for the
pen because she was not visually impaired.

PUMPS
The external insulin pump is, by far, the

delivery method of choice among the experts
interviewed. They universally cite the pump’s
reliability and ease of operation.

Although CSII pumps have been in use for
more than 15 years, enthusiasm for them has
increased in the past few years since the publica-
tion of the Diabetic Control and Complications
Trial, according to ADA literature. 

Studies have shown pumps provide improved
metabolic control, reduced hypoglycemia, and
reduced long-term complication rates. The experts
say they provide greater flexibility in lifestyle and
more varied meal timing with increasingly rare
problems as the quality of pumps improves.
Drawbacks  include subcutaneous abscesses, leak-
ing tubing, and pump malfunction. 

Current models are still the size of a cigarette
pack, but that may not even be small enough,
particularly for young women who tell Garber
they find it unsightly at the beach or with
midriff-baring tops.

Skyler notes that the current Miss America,
Nicole Johnson, wears an external pump and
has made diabetes awareness her campaign.

While external pumps may be easier and more
convenient than any other product currently on
the market, their biggest drawback, experts say, is
that the pump is still an injection, and the subcu-
taneous needle must be re-sited every two days.
In addition, the cost of pumps is high ($4,000 to
$5,000) and sometimes their use requires a two-
day hospitalization to evaluate and initiate ther-
apy. Managed care companies frequently balk at
this cost as well. However, Duckworth says, two
insurance companies, Blue Cross and Mutual of
Omaha, “are more amenable to bearing the cost
because they know it will save them money in the
long run.”

Implanted pumps have proven to be fairly
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reliable although there are problems with
obstructions. They are not in wide use, nor 
are they likely to be because of the high cost
($10,000 or more) and must be installed 
surgically in the abdomen under general 
anesthesia.

To Bernstein, pumps are desirable but not
viable because of the cost. “If everybody can’t
have it, it’s not a solution,” he says.

Duckworth says external pumps are “by far
the best method of glucose control “ for Type I
diabetics, but “they take knowledge and support
to maintain.” Without support, many patients
“get discouraged and give up.”

“If I were a Type I diabetic, I’d use the
pump,” Skyler adds.

In the future, perhaps researchers can marry
a blood glucose monitor to either type of pump
so they will continuously monitor blood sugar
and dispense the necessary amount of insulin
as it is needed, effectively creating an artificial
pancreas, he says.

INHALERS
Inhaled insulin may or may not be the wave

of the future, but that treatment definitely is not
a panacea, the experts say.

All agree it is convenient and has a great
appeal for patients who dislike self-injecting.

But the inhalers, which have not yet received
U.S. Food and Drug Administration approval,
can only be used for short-term insulin deliv-
ery, so Type I patients will still have to inject
themselves.

And the inhalers are inefficient.
Garber notes the inhalers only utilize 10% of

the insulin they dispense, so it is necessary to
administer extraordinarily large doses.

“First, this has the potential to use up the
world’s supply of insulin, and second, what
happens to the 90% that is not absorbed?
Garber asks. I haven’t seen a good answer yet.”

In terms of insulin supply, his colleagues
believe that is not a problem since new insulin
factories are currently under construction in
anticipation of increased demand. As far as the
90% of insulin that is not absorbed, they clearly
don’t know what happens to it.

Duckworth says more efficient inhalers are
now being developed that will ensure that 
25% or more of the insulin dispensed will be
absorbed.

Bernstein, admitting the inhaler is “tremen-
dously wasteful,” says he “suspects [the unused
insulin] gets picked up by the bronchial mucosa
and gets washed out.”

Skyler suggests the excess quantity is
exhaled.

Regardless of the method of excretion, the
four agree, the insulin is short-acting, and there
have been no adverse effects reported since
tests have monitored patients for blood glucose
spikes. Despite its disadvantages, Skyler pre-
dicts that five years from now, Type I diabetics
who do not use insulin pumps will be using
inhalers and injecting with a pen for longer-act-
ing insulin.

THE CURE?
Great enthusiasm for the islet cell transplan-

tation concept has been expressed by some
experts as a possible way of curing diabetes.

Unfortunately, it is just a concept, says
Duckworth, who worked for several years on a
means of transplanting islet cells to encourage
the body to once again produce insulin. “Our
program spent $10 million to $20 million, and
we finally gave it up. I do not believe the prob-
lems can be overcome without a true scientific
breakthrough, a major discovery.”

While he thinks the time line may be long,
Skyler says, “I suspect islet cell replacement,
either with beta islet transplants or cells made
into beta cells or genetically engineered cells or
some variant thereof, will in fact occur.”

Bernstein says cell transplants are possible but
probably far into the future. “The real question
is: Can we inject insulin-producing cells safely
into the body either encapsulated or freely and
have them nestle someplace and have them
serve as if there was a normal pancreas?”

Of course, there’s a caveat. “It’s there in ani-
mals, in humans it’s been done, but the diffi-
culty is what do you have to do to the person
to get it to work? That is still a big burden,” 
Bernstein says.

Garber concludes for all the experts inter-
viewed, “ I think we’ll still be stuck with the
disease for the foreseeable future.”

For further information, contact: Gerald
Bernstein at (212) 288-1538. Alan Garber at (713)
790-4749. Jay Skyler at (305) 243-6146. William
Duckworth at (402) 559-6205.  ■



Grady’s Diabetes Detection and Control
Center, serving more than 80 patients a day, the
vast majority of them on Medicare or Medicaid or
uninsured, is a poor stepchild to a poor public
hospital.

But the less-than-luxurious facilities belie the
beehive of activity inside as hundreds of dia-
betic patients from the surrounding community
flock to the center to learn how to manage their
disease.

It’s simple. There’s nothing fancy or presump-
tuous about Grady’s diabetes clinic. It’s just a
handful of people who care and who are willing
to take the time to be sure their patients under-
stand what they need to do to be in charge of
their disease rather than letting the disease run
them, says clinic manager Kris Ernst, RN, CDE.

The classes are working

It’s working. The numbers prove it.
The 9,000-plus patients in the Grady clinic’s

database have an average HbA1c of 7.2%.
The team of nurses, nurse educators, physi-

cians, pharmacists, dietitians, and support staff
are confronted with working with a budget of
only about $1 million a month. Ernst offers these
statistics of the clinic’s clientele:

❒ Their population base is high-risk; 88% are
African-American. Most of the rest are Hispanics,
Asian-Pacific Islanders, and Africans, with only a
smattering of Caucasians.

❒ Most are poor; 50% are on Medicare B, 28%
are uninsured, 12% are on Medicaid, and the
remaining 10% have some type of insurance.

❒ Many are homeless.
❒ About 60% are illiterate.
Yet, despite seeing patients with HbA1c lev-

els as high as 21, staff are achieving results that
many clinics can only dream of. How do they
do it? “It works because we have a whole team,

and they are all sending the same message 
all the time,” Ernst says. “And we back each
other up. Everybody on the team looks out for
problems.”

Patients get the same message over and over as
they circulate through the clinic’s various sta-
tions. The messages are verbal and nonverbal,
says Ernst, and patients spend a great deal of
time with professionals.

Newly diagnosed patients and patients who
have been hospitalized get a full-day work-up at
the clinic and enter the clinic’s six-week program
of classes and follow-up. By the end of that six
weeks, Ernst says, diabetic patients have learned
a great deal. (See class curriculum, p. 97.)

All patients are encouraged to visit the clinic
quarterly to have HbA1c levels checked, visit the
foot clinic, and see the doctor and nurse-educator.
Microalbumin levels, lipids, other blood work,
and retinal and neuropathy exams are done once
a year. But there are no reminders when it’s time
for a visit. There’s no staff to handle that chore. 

On the first day of the all-day program,
patients arrive fasting, get lab tests, and eat
breakfast. 

At 9:30 a.m., Barbara Boyd, RN, CDE, one of
nine nurse educators at the clinic, is just finishing
her early morning class where new patients
familiarize themselves with their monitors, and
those using insulin are checked on their injection
techniques.

She uses illustrated flip charts and explains
carefully what causes diabetes and emphasizes
the importance of monitoring and achieving
desirable HbA1c levels. She asks her students to
parrot back what they understand. They get it.

It takes teamwork

She asks one woman how she felt when she
was told she had diabetes. The woman shyly says,
“It took something out of me.” Boyd assures her
that many people have those feelings and says
there is help available if those feelings persist.

Before she sends her off to her podiatry appoint-
ment, Boyd reminds the woman, “We are a team.
And you’re the most important member of the
team; we can do this together.” 

The elderly woman shuffles away using a
walker and pauses to read a bulletin board laud-
ing the achievements of the clinic’s star patient of
the month: a woman in her mid-40s who has lost
152 pounds, walks five miles a day, and goes to
aerobics classes twice a week. 
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• Diabetes control can thrive in a low-budget
inner-city clinic.

• Team approach makes it possible, clinic offi-
cials say.

• One-stop shopping for labs, nurse educators,
dietitians, pharmacists, podiatrists, eye exams,
and doctor visits saves time and energy.

KEY POINTS

(Continued from page 93)



At the podiatry offices, a somewhat confused
man confides he isn’t doing too well while
Audrey Carter, RN, manager of the foot section,
trims his calluses. A few questions uncover the
problem: He hasn’t had any medication in four
days. He says there was no one to pick up his
prescription. Carter calls the pharmacy and the
lab. The man seems to relax. “Every time I talk to
you, I get good information,” he says.

Downstairs, the waiting room is crowded.
Sometimes staff make use of the waiting time to
instruct patients and answer questions about
nutrition or other aspects of diabetes. Down the
hall, Linda K. Mann, RN, CDE, nurse educator at
the clinic, is just finishing a typical half-hour
appointment with a young autistic woman and
her mother, both diabetics. 

“Now Laura, your sugar is a little low this
morning,” she says looking at the lab report and

handing the young woman a packet of crackers.
“I don’t feel so good,” Laura agrees as she begins
to munch on the crackers. Based on Laura’s esca-
lating blood glucose levels, Mann decides to
increase her insulin dosage. 

In the kitchen, nutritionist Carol Brazier, RD,
shows two patients how to adjust their cooking
and eating habits to accommodate their nutri-
tional needs. “You can have the things you like,”
she tells them as she reviews a chart on high-
sugar and high-fat foods and gives directions on
alternative ingredients. “There are so many nice
things on the market now that are made with
reduced sugar and fat.”

From her tiny office in the clinic’s maze of
corridors, clinic pharmacist Diane Erdman,
PharmD, checks blood pressure and pulse and
scans the lab sheet for a woman asking for
refills on her medications for diabetes, hyper-
tension, and cholesterol. “How often do you
check your sugar?” Erdman asks and nods
when the woman replies how she tries to check 
it every day. “And do you check your feet?” 
The woman says she likes the clinic to trim 
her toenails.

Long wait times are standard

“You’re doing great,” Erdman tells her patient.
“Your blood pressure is 130/60, and your choles-
terol and sugar are good.” She hands her three
prescriptions — for which the patient may have
to wait as long as an hour. “We’re just not fast
enough,” Erdman says. “They simply have to
wait too long.”

David Ziemer, MD, one of four endocrinolo-
gists at the clinic, agrees with her assessment. As
he ushers a woman from the stuffy waiting room
into the examining room, he asks how long she
has been waiting. “Only about two hours,” she
answers, clearly exasperated. Then she smiles at
the bow-tied doctor. “It’s worth it,” she says.
“You’ve really helped me.

Ziemer scans her chart, as the last in the series
of professionals who’ve looked at it today. “I
know I’ve gained weight,” the patient says, “but
you know, the holidays, all those cakes and pies.”
Ziemer repeats what the patient has already
heard several times today. “I am concerned about
your weight, but I am more concerned about
your blood sugar. It’s over 300.”

“It needs to be lower than this, much, much
lower.” The endocrinologist continues, “You
know the problems this can cause.”
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Grady Diabetes Clinic 
Class Curriculum 

Week 1: Know your numbers
✔ Blood sugar testing techniques (patients

bring their blood sugar testing equipment to
class)

✔ Discussion of blood sugar testing information
✔ Living with diabetes (feelings about diabetes)
✔ Diabetes in the family (how families can help)

Week 2: Feeling fit even when you’re sick
✔ Sick-day management
✔ Acute complications (high blood sugar and

low blood sugar)
✔ Medications

Week 3: Healthy habits
✔ Tips for changing health habits (setting goals)
✔ Exercise, activity, and meal planning

Week 4: Body parts — How to keep them 
in working order
✔ Hygiene (foot, skin, dental care)
✔ Chronic complications (eye, kidney, nerve

damage)

Weeks 5 and 6: News you can use
✔ Coping with stress
✔ Use of community resources
✔ Working with your health care team
✔ Information about support groups

Source: Grady Diabetes Detection and Control Center, Atlanta.



The patient nods her agreement. “If we can’t
get this down considerably in the next month,
we’re going to have to seriously consider putting
you on insulin injections,” Ziemer adds.

“I don’t want that, doc,” the woman says. “I’ll
try harder.” She leaves his office clutching her
prescriptions and a new batch of literature,
promising to stop for a talk with the dietitian on
her way out. 

For more information, contact: Kris Ernst, Grady
Hospital Diabetes Detection and Control Center.
Telephone: (404) 616-7417. ■

Researchers get promising
results with new diet
Subjects complain meals are not satisfying

Researchers at the University of Minnesota in
Minneapolis have found positive results from

a study that contravenes at least some of the cur-
rent theory on optimum diet for diabetics.

The study shows positive results for a small
group of men with mild Type II diabetes who ate
a diet high in fruit-based carbohydrates and low
in starch despite some controversy about the con-
sequences of diabetics consuming large amounts
of fruit.

Composing the diet

Lead author Mary Gannon, PhD, a nutritional
biochemist at the Veterans Administration
Medical Center in Minneapolis and associate
professor of food science, nutrition, and
medicine at the University of Minnesota, says
she was interested in discovering if a mixed
meal of known monosaccharide, disaccharide,

and starch composition would result in only a
small rise in plasma glucose concentration. “The
intent was to match the meals as closely as pos-
sible in calories and to match them with foods
where we could incorporate the same foods in
each of the three types of meals,” she says.

Gannon says her study shows the digestion of
the sugars fructose and galactose is unlike the
digestion of glucose. Subjects for the study were
six mild Type II diabetic men, average age 62,
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• Study shows high-carbohydrate, low-starch
diet can be effective for Type II diabetics.

• Experimental diet’s 34% fat content does not
seem to be detrimental.

• Fruit, non-starch vegetables and dairy prod-
ucts form core of diet.

KEY POINTS

Experimental Meal
Patients were fed this identical meal three times

a day:

Meal
• ground beef 100g
• milk (2%) 80g
• lettuce 5g
• sliced tomato 25g
• orange sections 100g
• apple 100g
• stewed prunes 100g
• saltine crackers 6g
• American cheese 30g
• butter 2.5g

Bedtime snac k
• saltine crackers 6g
• apple 120-130g
• American cheese 30g
• butter 2.5g

Nutritional v alues of compared meals

Experimental meal: 
• 2,052 calories
• carbohydrates 43%
• protein 22%
• fat 34%

American diet:
• 2,098 calories
• carbohydrates 40%
• protein 20%
• fat 40%

Recommended diet:
• 2,052 calories
• carbohydrates 55%
• protein 15%
• fat 30%

Source: Mary Gannon, University of Minnesota, Minneapolis.



diagnosed from one week to four years prior to
the study, and not receiving insulin therapy or
oral hypoglycemic agents.

The findings: The high-carbohydrate low-
starch diet caused “very little increase in blood
glucose concentration through the period of time
we were studying it.”

The subjects for Gannon’s study were hospital-
ized for a week to participate in the program.
Each subject fasted overnight and an additional
eight hours without food ingestion. Then each
subject was given each of the three diets included
in the test in random order on days 1, 4, and 7:
the experimental diet, a typical American diet,
and a widely recommended diet for diabetics.

Gannon says, “The intent was to match the
menus as closely as possible in calories and to
match them with foods where we could incorpo-
rate some of the same foods in each of the three
types of meals so each subject could serve as his
own control. That way we were able to get better
statistical power on these and not use as many
subjects.”

Results showed “essentially no net increase in
glucose concentration when compared with the
morning fasting value,” she says. 

Participants were still hungry

However, Gannon says her subjects reported
they were still hungry after ingesting the experi-
mental meal, therefore it is unlikely to be accept-
able to diabetics as a long-term diet. “I don’t
know if people could learn to like the diet,” she
concludes, although she thinks the diet could be
modified for long-term use “if individuals could
just cut down on the amount of potential glucose
in the diet like starchy foods.”

Ardis Beckner, RD, CDE, nutrition educator
specialist at Kaiser Permanente Fontana Medical
Center and instructor of clinical nutrition at
Loma Linda (CA) University, says she thinks
Gannon’s results were more likely due to the
slightly higher protein content of the diet rather
than the presence of different types of sugars.

And she thinks Gannon’s diet could become
palatable. “if patients would stick with it for three
to five days, they would begin to feel satiated.”

“People who would miss the starch would get
over it, I think,” Beckner adds.

For more information, contact: Mary Gannon,
Veterans Administration Medical Center, Minneapolis.
Telephone: (612) 725-2000, ext. 2895.  ■

Treat all diabetics like
heart attack survivors?

Should diabetics be treated as though they have
already had a myocardial infarction (MI)? Risk

factors for coronary heart disease are so high for
Type II diabetic patients that a recent study in
Finland concludes that the risk for diabetics with
no previous MI is as high as for non-diabetics
who have already had an MI.

Steven M. Haffner, MD, professor of medicine
at the University of Texas Medical School in San
Antonio and lead author of the study, says,
“Implicitly, you have to believe that glycemic
control intervention alone is not going to elimi-
nate the excess risk.” 

The seven-year study published in the New
England Journal of Medicine followed 1,373 non-dia-
betic subjects and 1,059 diabetics, all of them Finns.

Among the group, MIs were experienced with
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the following distribution:
❒ Non-diabetics with prior MI 18.8%
❒ Non-diabetics without prior MI 3.5%
❒ Diabetics with prior MI 45.0%
❒ Diabetics without prior MI 20.2%

The study is intended, at least in part, to
address the controversy about how aggressively
to treat cardiovascular risk factors in diabetics,
including the suggestion that diabetics should be
treated as though they already have coronary
heart disease.

Subjects for the study were chosen from
Finland’s government register of patients who
receive reimbursement for drugs. Researchers
chose subjects between the ages of 45 and 64 
born and living in eastern and western Finland.
Residents of western Finland have a significantly
lower rate of heart disease than those living in
the east. “People in Finland have higher levels of
coronary heart disease and low-density lipopro-
tein (LDL) than Americans,” Haffner says. “But
within Finland, there are variations, and if you
take those lower-risk areas, they are not very dis-
similar to American data.”

Between 1982 and 1984, patients were inter-
viewed at the outset and asked about smoking,
alcohol intake, drug use, physical activity, and
any history of chest pain suggestive of coronary
heart disease. Blood pressure, blood glucose,
lipids, and lipoproteins were measured.

Two investigators reviewed medical records,
and following World Health Organization (WHO)
guidelines regarding chest pain symptoms, elec-
trocardiographic changes, and enzyme determina-
tions defined previous MIs. WHO criteria to
determine previous strokes were also followed.

In 1990, surviving patients were questioned
about hospitalization for acute chest pain and
symptoms suggestive of stroke. Death records
were also scrutinized. The results show:

• In both diabetic and non-diabetic subjects, a
history of MI at the baseline was significantly
associated with increased incidence of MI (fatal
and non-fatal), stroke (fatal and non-fatal), and
death from cardiovascular causes.

• Diabetics with prior MI had the worse prog-
nosis, while non-diabetics without prior MI had
the best prognosis.

Since previous studies show diabetic men have
a higher risk for death from a first MI than
women, Haffner advocates aggressive treatment
for men very early after diagnosis, in view that
the average age of diagnosis is 51. “If they are
diagnosed in their 40s or 50s, then that should

kick in immediately because they are already at
high risk of death by then,” he says. “But if some-
body develops diabetes at 25, while their lifetime
risk is much higher, their immediate risk isn’t all
that high, so you might delay a couple of years.”

Haffner adds that several clinical studies of
these issues are currently under way and some
results are expected in 1999. While he “doesn’t
expect definitive results that soon,” over the next
three or four years, much more clinical informa-
tion will be available. ■

CE objectives

After reading this month’s issue, the continu-
ing education participant should be able to:

• List the immediate, short-term benefits of
even small reductions in blood glucose levels.

• Cite the goals for the 10-year “Taking on
Diabetes” initiative between the ADA and the
AAHP.

• Discuss the benefits and limitations of vari-
ous insulin delivery systems.

•  Understand why diabetics may need to be
treated like myocardial infarction survivors.  ■
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