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]J.QU BT A When my 60 year old mother Many of us with diabetes experience
. collided with an errant dog these minor miracles, too. I love seeing
. while she was riding her road bike in  examples of people with diabetes living

® ¥ October, she cracked her helmet, fully, living with vibrancy, taking control

endured some nasty road rash, and and—imagine—being healthy despite
broke her pelvis. A physician being “diabetic.”

friend of mine sympathetically [ was diagnosed with diabetes in 1997
V. said, “Oh that’s too bad! It'll at age 27. I didn’t know anyone else my
- take her a good six months to age with diabetes, and I considered myself a

heal.” When I told him she was  pretty healthy person. That vision of myself

training for a 3000 mile cross-  probably delayed my diagnosis; I just kept

country cycling event that brushing off the symptoms as “stress,” so

started in March, he replied that by the time [ was diagnosed, my Alc

vehemently “There’s no way!”  was 19.5 and my fasting blood sugar was
My mom started her cross-  somewhere around 500.

country adventure March The diagnosis came on a Friday. Initial
7th, just 17 weeks after I took shock was quickly replaced by relief as
her home from the Hood the insulin took effect—what a miracle!
River Hospital Emergency When my kind young primary care doctor

Room. I love it when our deter- asked me if [ wanted to be admitted to
mination and healing can buck  the hospital or would I prefer going home,

the odds and cause health care [ confidently (ignorantly?) said “I'll be fine;
. N : providers to marvel at the minor [ think I can handle these shots and this
.« iy miracles of our bodies and spirit! finger sticking.” I did, more or less,
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Lifetime Ride (continued from page 1)

and the next week I politely bullied
my way into appointments with an
endocrinologist, a dietician, and an
RN/CDE to learn more and figure
out how to live this new life.

Like so many people with a chronic
illness, I plugged away, doing my best.
Still, diabetes can get a bit lonely.
When Diane, my RN/CDE/angel
of hope sent me a flyer about an
upcoming diabetes conference called
TCOYD, she encouraged me to go
and meet some other folks with
diabetes, perhaps
learn a new tip or
two to keep me
going.

[ will never
forget that first
TCOYD confer-
ence [ attended
in 1997. Before
Dr. Edelman opened the program, [
was already in awe. Thousands of
people filled the San Diego Conven-
tion Center, all somehow connected to
diabetes! There were aisles full of
vendors, all with products or informa-
tion that could help me live better
with diabetes! There were healthy
snacks! There were people of all sizes,
colors, shapes, ages—yes, even some
people who looked like me! What an
awakening. The speakers were
amazing, and all touched my life and
heart and mind.

[ mustered the courage to speak
with Dr. Edelman during one of the
breaks. I noticed how he made himself
available and patiently attended to
hundreds of people’s individual
questions throughout the day, and I
too wanted a tiny piece of him. I asked

Q will never forget that brst
TCOYD conference | attende
in 1997....Thousands of peopl
plled the San Diego Conven-
tion Center, all somehow
connected to diabetesD

him what it was like traveling exten-
sively overseas while managing his
diabetes. Did he think it advisable for
me to consider an overseas adventure?
[ will never forget his utterly positive
and encouraging remarks—he left me
with a new spark in my heart and
some personal challenges in my mind.
[ was going to live in Europe, I was
going to compete in a triathlon and,
God willing, I was still going to have
children, regardless of the diabetes.
He didn’t see diabetes as
any kind of
impediment to
accomplishing
any goals or
achieving any
dreams. Thanks
to the friends
[ met at TCOYD
conferences and
workshops, my life with diabetes is
immeasurably better than it might
have been.

Now, my mother is taking on her
own personal challenge in support of
me and others with diabetes.

(Lifetime Ride,continued on page 12)

Heather Neilsen Clute lived in Europe, competed

in triathlons, and is pictured here with her
husband and three beautiful daughters.



CLINICALINERTIA

Help Your Doctor Take Better Care of You

| Dr. Edelman®s Corner

Cinical inertia is the failure of health care providers to
nitiate or intensify therapy when indicated. In the
diabetes field, the term refers to when it takes too long for a
health care professional to take action to improve glucose
control in a patient who is not at goal. The results of a
study conducted a few years ago demonstrated that it took
up to one to two years to either change or add a diabetes
medication once the Alc value was documented to be
above 8%. The study initiated much discussion about who
was to blame for this clinical inertia without too much
thought on how to fix this pervasive problem.

[ believe that there are many
factors that contribute to clinical
inertia. First of all, physicians and
other caregivers often make changes
too slowly. The classic example is
resistance to starting insulin therapy
in a person with type 2 diabetes who
is doing poorly on oral medications.
Frequently, the patient is blamed for
not wanting to be “on the needle”,
but research has shown that many
physicians are, in fact, not comfort-
able with prescribing insulin. Let’s
face it; people take the course of
least resistance and health care
professionals are people. This is
especially true if a caregiver has to
fill out prior authorization forms for
new medications that are restricted
in the patient’s health care plan.
Obstacles or hassles involved in
prescribing the best medications or

devices for a patient are the perfect
fuel for perpetuating clinical inertia.
In addition to the health care
providers, people with diabetes also
contribute to clinical inertia. Many
of you reading this article probably
can relate to a question I commonly
hear from my
patients.
“Do I really
need another
medication?”
“Will I need to
be on this pill
for the rest of
my life?”
People natural
want to be on as few medications as
possible and this frame of reference
often limits proper and timely
diabetes care. I can certainly
empathize as [ am on a handful of

OThe most important thing
you can do is to have and
be knowledgeable about
what your goals for control
are, always get a copy of
your lab results and under-
stand what they mean.O

Seven Edelman, MD
Founder and Dector
Taking Contol of Your
Diabetes

medications in addition to my
insulin pump and continuous
glucose monitor.

Lastly, the limitations of the
current health care systems and
reduced health care dollars
contribute to clinical inertia.
Sometimes, we get the run around
attempting to obtain new drugs and
devices because of red tape and
bureaucracy. Getting a call back
from our caregivers or a timely
appointment is often times very
difficult. Even getting a copy of
our own lab results in many cases
is a struggle.

What can be done to limit or
eliminate clinical inertia? The
most important thing you can do
is to have and be knowledgeable
about your goals for control, always
get a copy of
your lab results
and understand
what they mean.
Then take action
to correct any
problems. For
example, if your
Alc is creeping
upward above your goal, make an
appointment or call your caregiver
to discuss the possible causes and
solutions. Don’t wait until your next

(Clinical Inertia, continued on page 7)
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Vice President of Research for
Amylin Pharmaceuticals, Inc.
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MEET ALAIN BARON, MD

Getting a Better Glimpse of What Goes in to R&D

Michele D. Huie

. Baron never intended to

ecome a diabetologist, though
diabetes was a “big part of his
thinking” as his younger brother
Neal was diagnosed
with type 1 back in
1965 at the age of 5. D
Baron admits he largely
“went to medical school
by default,” as his friends were
going. He enjoyed the clinical years,
and planned on becoming a heart
surgeon, then thought about going
into psychiatry, and finally he de-
cided on internal medicine. During
his residency, he realized that while
he liked interacting with patients, his
real passion was understanding the
science behind the medicine.
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ODrug development i
really the domain of

failure more than the

domain of success.C

Following his postdoctoral
studies, Dr. Baron held academic

and clinical positions in the Division

of Endocrinology and Metabolism
at the University
of California, San
Diego, and the
Veterans Adminis-
tration Medical
Center in San Diego. In 1989, Dr.
Baron moved to Indiana University
School of Medicine, where he served
as Professor of Medicine and Chief,
Division of Endocrinology and
Metabolism, and “spent 11 years
there growing a research lab.”
While at [U, he focused his
research on the etiology and
therapy of type 2 diabetes.

Moving to Amylin

In the late 90s, Dr. Baron was
recovering from lymphoma. He’d
had chemotherapy, and radiation
therapy, and his outlook on life
was deeply impacted by this. “I was
living with no regrets,” he said,
“...one life to live.”

“I never had any desire to go
into industry; like most in academic
medicine, | had an impression of
industry as venal,” he said. But in
1999 Dr. Baron received an email
from Dr. Orville Kolterman at
Amylin (Senior Vice President,
Clinical and Regulatory) asking,
‘Can we talk?. Kolterman and
Joseph Cook, the CEO at the time,
showed Dr. Baron some data on
exenatide [Byetta]. “They tried to
hire me to lead this program at a
time when Amylin had 38 people
and only three months of funding
left. I gave it some thought. I
believed exenatide was going to
revolutionize the treatment of type
2 diabetes, and I decided, ‘I'm not
going to have the regret of not
having been a part of that.”

Dr. Baron left his formal academic
career and became Amylin’s 50th
employee. To this day, he dedicates
his time to managing the company’s
research—"“everything from an idea
to proof-of-concept for drugs for
diabetes and obesity.”

R&D - The &rget Driven
Approach

Typically, research and develop-
ment (R&D) is done on a target
driven approach. In this manner,



researchers screen millions of
compounds to see if any of these
molecules interact in some manner
with the chosen target (the area/
function in the body that the drug
is developed to treat). Very few

do, and the ones that positively
interact with the target (1 in 5,000)
are called hits. Fewer still are com-
pounds that look like medicine.
These are called leads. For example,
some molecules cannot be mass-
produced, some can’t be absorbed
in the body, some aren't stable; thus
the body won't be able to use them.
Then researchers whittle down the
leads, making sure the drug is
specific for the target and doesn’t
impact anything else in the body.
This is the target driven approach.
Of course, very few leads actually
turn into FDA-approved drugs.

as rapidly as possible, but it’s very
difficult to do,” he said. “From the
time you discover a molecule to the
time you market it—that takes
about 12 to 14 years on average,
and about 1.5 billion dollars.
Decisions you make very early

on are so critical.”

AmylinOs Approach

Amylin Pharmaceuticals was
founded in 1987 on the discovery of
a hormone, amylin, produced by the
same beta cells of the pancreas that
make insulin. Amylin’s scientists
discover and investigate new peptide
hormones. Peptide hormones are
hormones with endocrine functions
such as insulin (from the pancreas),
thyroid hormone (from the thyroid
gland), epinephrine (from the
adrenal gland) and endorphins (from

OFom the time you discover a molecule to the
time you market itNthat takes about 12 to 14

years on average, and about 1.5 billion dollar®
b Dr. Alain Baron, Senior Vice President

of Research, Amylin Pharmaceuticals

“Drug development is really the
domain of failure more than the
domain of success.” To explain, he
pointed out that it is vitally
important for pharmaceutical
companies to fail fast, that is, to
know quickly that a drug ultimately
won’t work so that the company
doesn’t spend exorbitant sums of
money on a doomed project. “You
try to get to a go-or-no-go decision

the hypothalamus). By discovering
new hormones, the company chal-
lenges the traditional target driven
approach to R&D. “We actually
discover new hormones, then take
the hormones and put them directly
into the animal model of the disease
of interest. We start with the
medicine and find its utility, as
opposed to finding a target and
screening a bunch of molecules

against a target.”

One of the most apparent differ-
ences between Amylin and other
pharmaceutical companies is that
Amylin only deals with injectable
medications. “If you have an
injectable, it has to have a signifi-
cant effect because people aren’t
going to inject it otherwise. So we
have been forced by virtue of our
focus on peptide hormones to say,
‘Listen, if we are going to do
something, it has to make a differ-
ence, not just a market difference.
[t has to make a difference to
patients.”

The Pipeline

There are two things Dr. Baron
tells us he is most excited about.
The first is once-a-week Byetta
[Exenatide LAR]. Byetta is the
first in a class of medicines for type
2 diabetes called incretin mimetics.
This drug mimics the effect of
naturally occurring hormones
released in the intestines, and helps
the body secrete insulin and other
hormones in a physiologic manner.
Currently, Byetta is taken by
injection twice a day with the two
main meals. Dr. Baron says the
once-a-week version of this drug
“demonstrates the best data for a
diabetes drug ever.” Seventy-six
percent of people using the drug in
studies achieved an A1C value of
7 percent or below and lost excess
weight at the same time—a combi-
nation of benefits not seen with
any other drug.

(Alain Baron, MD,continued on page 7)
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ALYA(G: A New Era in Blood Sugar

By Timothy S. Bailey, MD, FACE
President, Advanced Metabolic
Care + Research

yTCOYD Newsletter, Vol. 24

Hemoglobin Alc (HbAlc or
simply Alc) has been the test
of choice for the past 15 years to
measure the average blood sugar
over the prior two to three months.
It has been the gold standard to
predict the potential for long-term
diabetes complications (i.e. eye,
kidney and nerve damage). Despite
the wide acceptance of Alc there are
efforts in progress to improve on it.
Each of these improvements has the
potential to confuse
unwary patients
and healthcare
professionals, so
this article sets out
to explain the buzz
on ADAG vs. Alc.

The life span of a red blood cell
(the cell that carries oxygen and
hemoglobin to the organs of our body)
is approximately two to three months
before it is cleared from the body by
the spleen. New red blood cells are
made continually by the bone marrow.
Whether you have diabetes or not,
glucose molecules stick to red blood
cells, giving us “glycoslated hemo-
globin”. The Alc test measures how
much glycoslated hemoglobin a
person has. An Alc result under 7%
is considered well-controlled diabetes,
and a result between 4 and 6% is
considered normal for those without
diabetes.

Before the publication of the
DCCT (Diabetes Control and
Complications Trial) results in
1993, there were many methods
used to measure average glucose
levels. Each of these methods resulted
in a different numerical value for the

OADAG will join the list of

recommended goals which§ Clinical Chemistry

include targets for fasting
and post-prandial (after
eating) glucose levels.O

same person’s blood because of the
different ways the tests were per-
formed. The National Glycohemo-
globin Standardization Program
(NGSP), established in 1996, required
all labs to report Alc in values that
are “traceable” to the DCCT method.
Based on the NGSP, an Alc of 6%
roughly equated to an average glucose
of 135 mg/dL. But no one knew
precisely how accurate that average
blood glucose estimation was.

The International
Federation of

and Laboratory
Medicine (IFCC)
has spent years
perfecting a more
accurate method of measuring Alc
that all labs will now follow. This
proposed new gold standard also
reflects enhanced understanding of
what an Alc of a particular per-
centage equates to in mg/dL—the
units by which we measure our blood
sugar using a home glucose monitor or
continuous glucose monitoring device.
Where an Alc of 6% was understood
to be an average of 135 mg/dL, the
new standard pins 6% to 126 mg/dL.
Last September [2007] at the EASD
meeting in Amsterdam the Alc
Derived Average Glucose (ADAG)
study results were reported. In the
trial, Alc was measured monthly
and compared with 1000s of glucose
values determined by continuous
glucose monitoring (2 days each
month) and frequent fingerstick moni-
toring (7 times daily at least 3 days per
week) over 4 months. The results
from the subjects (some with type 1,
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some with type 2, and others without
any diabetes) proved that Alc accu-
rately predicts the average blood sugar
levels. Importantly, the calculation
was not influenced by diabetes type,
gender, ethnicity, age, or smoking
status.

The formula is: ADAG = Alc x
28.5-45.4; so an Alc of 6.7, for
example, predicts an average glucose
level of approximately 146 mg/dL) or
6.7(Alc) x 28.5 - 45.4 = 146 (ADAQG).

We are starting to see labs
reporting three values:

* NGSP (“old”) Alc
¢ JFCC (“new”) Alc
e ADAG—The Alc Derived Average

Glucose has the advantage of being

in the same unit of measurement

that we use when we regularly
check our blood using a home
glucose meter or CGM device.

Each of these values will also
need to be accompanied by a recom-
mended goal range.

Diabetes and the testing that comes
with it is complicated. It is likely to
become more so in the future as we
gain a better understanding of how
diabetes affects the body and we
improve the accuracy of diabetes tests.
Alc will not disappear, but ADAG
will join the list of recommended
goals which include targets for fasting
and post-prandial (after eating)
glucose levels. You and your health-
care professional will need to keep
up on the latest information to take
full advantage of these advances.

Bottom line? New tools to help you
take control of your diabetes are in
development and may provide a better
indicator of how you are managing it. 5

Alain Baron, MD (continued from page 5)

The area of obesity ties with
Byetta for most exciting drug devel-
opment for Dr. Baron. A hormone
called leptin was discovered about
a decade ago at Rockefeller Univer-
sity. Leptin comes out of fat cells;
the more fat cells you have the
more leptin you have. It signals the
brain about the energy storage in
the body, and regulates energy
expenditure. People who lack leptin
are massively obese and ravenous
most of the time. When leptin is
replaced, the body fat melts away.

But leptin does not work as a
cure for obesity, which has been a
huge disappointment to scientists
around the world looking for an
effective obesity treatment. “It
doesn’t work in obese people; it
doesn’t work in obese rats.
However, what we discovered here
about four years ago is that when
you combine leptin and amylin
(the peptide hormone that is the
company’s namesake), you can get
significant weight loss.” Clinical
trials in overweight humans using
“amyleptin”—combined leptin and

amylin—will come to fruition soon,
and look promising. “Combining
hormones to get better therapies
is something we are very keen on.
This is the thrill of my work,” says
Dr. Baron. “Here, I can have the
thrill of making a difference in
very large populations of patients.”
[t is a marvel to think of how far
we've come in understanding and
treating diabetes in the last two
decades. Who knew 20 years ago
that the beta cells of the pancreas
not only produce insulin, but also
produce amylin—a hormone that
works in conjunction with insulin
to flatten out post meal blood sugar
spikes? The more we learn about
the naturally occurring hormones in
the body, the better we can tackle
the ups and downs of living with
diabetes. “We believe that natural
hormones, which have evolved over
billions of years, are inherently safer
than small molecules that people
make—that are human inventions,”
he said. “We are going after things
that are in nature.” ¥

Clinical Inertia (continued from page 3)

appointment if it is too far down
the road. If your LDL cholesterol is
above 100 mg/dl and this problem is
not currently being addressed, then
you need to speak to your caregiver
about getting to goal (less than 100
mg/dl). If you are not on aspirin,
find out why. Assist or request assis-
tance from your caregiver when

appealing any health care claims for
new drugs and devices. You and
your health care provider are on the
same team, but there is no question
that you need to be the most active
member of your health care team.
Help your doctor take better care of

you. /gz_ \/ W

Taking Control of Your Diabetes/
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OYD TV
is bound to
delight, inspire
and inform as
host Dr. Steven
Edelman meets
with experts in a myriad
of fields. The second season wraps
up with a great lineup of shows, all
of which are/will be available to
watch online at www.tcoyd.org.

Taking Care of The Skin
YouOre In

In January, Dr. Edelman spoke
with Dr. Janet Trowbridge about
the importance of our skin, and
examined a number of skin condi-
tions that commonly affect people
with diabetes. Dry skin, fungus,
yeast infections, acanthosis
nigricans, eruptive zanthomas,
NLD and vitiligo are just a handful
of the topics covered in this episode,
which is now available for viewing
online.

Sex, Intimacy & Diabetes

“You deserve a good sex life and
diabetes shouldn’t steal that from
you,” said Janis Roszler, RD, CDE,
LD/N, renowned expert on diabetes
and sexual health, during the
February TCOYD TV episode. This
show featured our dynamic host and
special guest discussing the potential
impact of diabetes on sexual health,
and ways to maintain a healthy,

8 MyTCOYD Newsletter, Vol. 24
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enjoyable sex life. Watch it online
at www.tcoyd.org.

An Introduction to Insulin
Pump Therapy

Are you a good candidate for an
insulin pump? Do you want to
know more about how they work,
and what advantages they have over
multiple daily injections? In March,
don’t miss this important episode.
Dr. Edelman and Andrea Gasper,
MA, PA-C, review the basics of
managing diabetes with an insulin
pump, the components and features
of pumps, and the concerns people
sometimes have before starting
pump therapy. They also highlight
unique characteristics of pumps
across the spectrum of manufac-
turers.

Support for this episode came fom

#\nimas  DISETRONIC
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Diabetes and Heart Disease:

The Power of Prevention

In April, Dr. Edelman will discuss
what you can do now to reduce your
risk for heart disease with cardiolo-
gist Dr. Daniel Blanchard. In this
episode, Dr. Edelman provides a
healthy perspective on the impor-
tance of monitoring and controlling
cholesterol and blood pressure in

an anl B A AAARARAS

addition to watching our blood sugar
values. Also see how Dr. Edelman
does on his biennial stress test.

Diabetic Pregnancies
If you have diabetes you CAN

have a successful pregnancy and
a healthy baby! TCOYD is proud
to bring you an information-packed
two-part series on diabetes and
pregnancy. The first episode will
delve into pregnancy with pre-
existing type 1 and type 2 diabetes.
Thomas Moore, MD, an obstetrician
specializing in high risk pregnancies
and director of perinatal medicine
at UCSD, talks with Dr. Edelman
about pregnancy planning, recom-
mendations for staying healthy
throughout pregnancy for the
benefit of both the baby and the
mother, and post-delivery issues.
In the second episode on pregnancy,
Drs. Moore and Edelman focus on
gestational diabetes and discuss
who is at risk, the implications of
gestational diabetes on the baby,
therapies for treating gestational
diabetes, recommendations for
staying healthy throughout the
pregnancy, and post-delivery issues.
Did you miss a TCOYD TV
broadcast? Catch TCOYD TV all
over the world wide web, including
youtube.com! Visit www.tcoyd.org
to watch TCOYD episodes online

at any time for no charge. 3
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PRO-PEN-SITY FORHEALTH

Goodbye Vials and Syringes

Michele D. Huie

With fantastic user-interface,
visual and audio display, and
easy-to-handle functionality—a few
new pens have become available for
some commonly used insulins and
medications—making injections
much easier. We are delighted to
bring you developments in the world
of wireless, handheld, purse-and-
pocket friendly pen injection
devices.

For starters, the long acting
insulin glargine Lantus, made by
Sanofi-Aventis, is now available
in a pen called the SoloStar. The
SoloStar is a disposable insulin pen
that administers a maximum of 80
units of Lantus in one injection. The
pen has a smooth dialing mechanism
with a soft click which helps verify
how much you are dosing. Sanofi-
Aventis’ rapid-acting insulin Apidra
will soon be available in a SoloStar
pen as well.

Also recently released was Lilly’s
KwikPen, prefilled with Humalog,
or Humalog Mix 75/25 and 50/50
insulins. The short length of this
pen makes it easy to distinguish from
other pen injection devices in your
arsenal, and it’s very convenient to
carry. The squat design also creates
a more natural motion to push the
plunger for those with smaller hands.

The pen holds a standard 300 units.

Amylin has released the long-
awaited disposable pen for Symlin
(pramlintide). For those of us previ-
ously drawing Symlin from a vial
into an insulin syringe, be careful
as this pen measures the Symlin in
micrograms instead of in units. The
pen is packaged to reflect the two
distinct dosing requirements for type
1 and type 2 diabetes. The pen for
type 1’s has four options for dosing—
15 mcg, 30 mcg, 45mcg or 60 mcg.
This enables hassle-free titration
up from the 15 mcg dose. The pen
packaged for type 2’s has a 60 mcg
or 120 mcg setting, enabling the user
to titrate from 60 mcg. This pen
features a unique design that only
requires priming on the first use.

These insulin and Symlin pens are
more than just a convenience. The
pen protects these hormones from
heat and light, which have been
shown to reduce the potency over

time. In addition a pen carries less
insulin and Symlin than a vial, thus
exposing them to the environment
for a shorter period of time (it takes
a lot longer to use up a vial with
1000 units of insulin compared to
300 in an insulin pen for example).

Thank you Sanofi-Aventis, Lilly
and Amylin. Precariously carrying
vials and syringes in our pockets will
be a thing of the past. If you are still
using a vial and syringe consider
talking to your caregiver about
switching.

This disease is like my prst day of kindergarten. The| worst
\ is realizing you have to go backiesday. /

Taking Control of Your Diabetes 9



DEAL O
NO DEAL

By Candis M. Morello, PharmD,
CDE, FCSHP,

& Courtney Shakowshi, 1st Year
Student Pharmacist

he banker offers an

aspirin a day to decrease
your risk of cardiovascular
disease (complications in
the heart or blood vessels).
Should you deal? Aspirin is
a blood thinner and when
taken at low doses has an
anti-platelet effect. This
means it will prevent blood
particles from sticking
together and slowing blood
flow. Blood that flows more
freely through the body
decreases the risk of a
heart attack or stroke.
Taking aspirin daily is
recommended by both the
American Diabetes Associa-
tion and the American
Heart Association.
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Is Aspirin Right for Me?

People with diabetes are at two
to four times higher risk for experi-
encing a heart attack and stroke than
to those without diabetes. Taking
aspirin daily can reduce this risk.
Anyone with a history of a heart
attack or stroke should take aspirin.
People over 40-years-old with
type 1 or type 2 diabetes who,
therefore, are at high risk for cardio-
vascular disease should take aspirin
as a preventative measure. A family
history of heart disease, hypertension,
high cholesterol, obesity, and
smoking are all factors that put you
at risk for developing cardiovascular
disease.

Who Should Avoid Aspirin?

While aspirin has proven to reduce
the risk of a heart attack or stroke,
it is not for everyone. People with
diabetes who are younger than 30
years old are not considered candi-
dates for aspirin therapy. There is no
evidence of aspirin’s benefit in this
young population.

How Does Aspirin Affect
My Body?

Like most medications, aspirin is
absorbed in the stomach and upper
intestine as aspirin tends to be a little
acidic. Eating a light snack or taking
aspirin at meal time can reduce
stomach discomfort. Also, using the
enteric coated aspirin formulation,
discussed further below, should
prevent upset stomach symptoms.
Aspirin’s anti-platelet effect can also
make people more prone to bruising

or bleeding. If you experience a lot of
bruising or bleeding, or even contin-
uous upset stomach, you should notify
your primary care provider.

Aspirin may also increase the blood
thinning effects of other medications
you may be taking. If you use any
anticoagulation medications (blood
thinners), such as warfarin, you
should not take aspirin without
consulting your primary care provider.

How Should Aspirin Be 8ken?

The anti-platelet effect of aspirin
is attained by taking 81 mg daily.
This is often referred to as “low dose
aspirin” and is proven to be just as
effective as higher doses of either
plain or enteric-coated aspirin. With
the enteric coated formulation, the
tablet is covered with a material
that prevents the medication from
being released in the stomach and
it is instead released in the small
intestine. This should reduce the
chances of an upset stomach. Higher
doses of aspirin are available and may
be recommended for particular
patients. Remember to consult your
provider before starting any new
medication so that a proper dose and
schedule can be determined.

Could You Have an
Aspirin Allergy?

Aspirin should
not be taken by
people who have

an aspirin allergy.

Occasionally : ’
people may

develop an ——



Question

uestion: My doctor told me that it is not good to change my dose of
Lantus at night based on my bedtime blood sugar level. | am a 39-
year-old type 1 living with diabetes for the past 15 years. | take a fast

of the Month

| By Steven V. Edelman, MD

acting insulin with my meals and 24 units of Lantus at bedtime. Why did
my doctor advise to not change my Lantus dose based on if my blood
sugar is a little high or a little low at bedtime?

Answer: Long acting basal insulins such as Lantus and Levemir ideally should not be adjusted based on a high
or low blood sugar level at the time of injection. Use a fast acting insulin analog such as Apidra, Humalog or
Novolog to bring down an elevated blood sugar, no matter what time of day; and use extra caution at night to
avoid hypoglycemia. Consider making your goal blood sugar level a little higher, such as 150 mg/dl. For example,
let's say you have a bedtime blood sugar of 250 mg/dl, and a correction factor of 1:50 (one unit of insulin lowers
your blood sugar level 50 mg/dl). Take your current blood sugar (250), minus your goal blood sugar (150), and
divide that by 50 (your correction factor) and you get 2 units of fast acting insulin. If the morning blood sugar
levels are consistently high then that is a good reason to increase the basal insulin at night. Adjusting the basal
insulin on a single bedtime blood sugar can cause problems with daytime blood sugar levels. Also, it takes 2 or 3
days for Lantus or Levemir to normalize or equilibrate its effects—so it doesn’t make sense to make daily adjust-
ments to basal insulin. Changes made to the basal dose should happen no more than every few days.

allergy while taking aspirin. Signs of
an aspirin allergy range from mild to
severe and may include: hives, itchy
skin, watery eyes, swelling of the
lips, tongue, or face, and difficulty
breathing. These signs usually occur
within a few hours after taking
aspirin. If you are experiencing any
of these symptoms seek medical
attention immediately. Furthermore,
be sure to notify your primary care
provider, your pharmacist, and other
medical personnel of your newly
identified allergy. This will help

avoid future adverse reactions.

Bottom Line
DEAL! Don’t take any chances

when it comes to the possibility of
having a heart attack or stroke.
Taking aspirin as a preventative

therapy can only decrease your
chances of experiencing one of these
events. For heart health, it is vitally
important that we keep an eye on

blood pressure and cholesterol levels.

These are modifiable risk factors
that are relatively easy to control,
so talk to your health care provider
and make sure your blood pressure
and cholesterol are at goal. (Visit
www.tcoyd.org to see an informtion-
packed TCOYD-TV episode on
diabetes and heart disease). Other
ways to decrease your risk are eating
a healthy diet, staying active, and
maintaining good glycemic control.
So, get out there, get moving, and
take control of your diabetes. Don’t
let your diabetes control you! ¥

The MyTCOYD Newsletter is a
benel of the Taking Control Of
Your Diabetes membership program.
Membership is $20, and includes
the organization's quarterly publica-
tion, membership pin, and a copy
of the third edition of the book
Taking Control of Your Diabetes,
by Dr. Steven Edelman, and Friends
or a copy of the TCOYD Television
season 1 DVD. For merinformation
or to join, visit www.tcoyd.org,
or call 800-998-2693. Support
diabetes education and join today!
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Lifetime Ride (continued from page 2)

Sponsored by a group called Woman-

Tours, she joins a group of women
over the age of 50 in her quest. They
started pedaling from San Diego on
March 7 and will arrive in St.
Augustine, Florida on May 2. When
she told me she wanted to make her
ride a fundraiser for diabetes, [ was
touched and excited. Her father had
type 2 diabetes, and died of a heart
attack. My mom has spent her whole
adult life living healthfully, and this
bike ride is a perfect example of
diabetes prevention in action.

When I reflected on who and
what has truly helped me in my
11 years with diabetes, it came as no

surprise that mom would fundraise for

TCOYD, and I am so proud of her!
This bike ride could “just” have been
a ride for pleasure and for personal

Gold Corporate Sponsors

a ﬂBBOTT j\nlmas @I aoSmithkline I .‘”I S(AN @

Silver Corporate Sponsors
) By

Healthare

w BD

#<DEeXCOM  DISETRONIC InsuletCorporation €% MERCK

with diabetes, she has chosen to
champion our cause, spinning her
way to greater health and wellness
for us all.

My mother’s goal is to raise
at least $10,000 for TCOYD to
contribute to the education and
empowerment TCOYD offers
thousands of people nationwide.
If you are interested in sponsoring
her ride to support TCOYD, please

TCOYD, or Taking Control of Your
Diabetes, 1110 Camino Del Mar,
Suite B, Del Mar, CA 92014

All gifts will go towards helping
TCOYD provide educational
programs and conferences for people
living with diabetes and their loved
ones. TCOYD is a 501(c)3 not-for-
profit organization and all gifts are
tax deductible. If you'd like to track
her progress, visit www.tcoyd.org.

write “Barbara’s Race” in the memo
line of your check and mail to:

fulfillment. But as someone who's
seen, upclose, the challenges of life

Ride on, mom! I love you too! &

Taking Control Of Your Diabetes Tel:
1110 Camino Del Mar, Suite “B”
Del Mar, CA 92014 | www.tcoyd.org

(800) 998-2693
(858) 755-5683
Fax: (858) 755-6854

TCOYD Conferences & Health Fairs

2008 Schedule

Indianapolis, INFebruary 2 % //

Las Vegas, NMarch 8 N B ——
Native Americans, San YnApril 5 TCO D ngafl;lé?;‘g’:
Honolulu, HIApril 26 PAID
Maui, HI April 27 San Diego, CA
New Orleans, LMay 10 TARING CONTROL ———

OF YOUR DIABETES

1110 Camino Del Mar, Suite B
Del Mar, California 92014

Albuquerque, NMMay 31
Kalispell, MTSeptember 20
Santa Rosa, CActober 11
Des Moines, 1/ctober 25
San Diego, CAlovember 22
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