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TABLE V. Recommended standards of blood glucose control

Measurement Good PoorFair

Whole blood glucose (mg%)
Before meals
Two hours after meals
Glycosylated haemoglobin
proportion (%)

110
130

130
150 {

Allother
values

{
Allother
values5-8 8-9.5

Recent advances in diabetic
management

LILY JOHN

Diabetes is no longer considered to be a single disease
entity but a clinical syndrome of metabolic abnormalities
resulting from the deficiency of insulin. It is now recognized
to occur in two major forms: type I (insulin dependent
diabetes mellitus, IDDM) and type II (non-insulin depen-
dent diabetes mellitus, NIDDM).

IDDM occurs mostly in children, adolescents and
young adults and is associated with progressive
symptoms. Survival of such patients depends on the
administration of exogenous insulin. NIDDM, the most
common form of the disease, occurs mostly in adults. Its
onset is insidious and relatively asymptomatic. Patients
with NIDDM tend to be obese and diabetes in them can
eften be controlled with dietary modifications and oral
hypoglycaemic drugs.

Between these two forms lie a wide range of clinical
presentations with insulin dependency developing in later
life and early onset of NIDDM in young adults, which
makes clinical distinction difficult. Malnutrition related
diabetes mellitus is recognized as a distinct clinical entity
presenting as non-ketotic hyperglycaemia. It is common
in certain parts of India where undernutrition poses pro-
blems in the differentiation of protein deficient pancreatic
disease and IDDM.

The diagnosis of fibrocalculous pancreatic diabetes is
tT1 made easy by the presence of abdominal pain and radiologi-<::
tT1 cal evidence of pancreatic calculi. NIDDM presents a very
:;:g heterogeneous clinical pattern ranging from mild glucose...:
~ tolerance to moderately severe fasting hyperglycaemia
;I>- which requires insulin for metabolic control. The major
...: difference between IDDM and NIDDM is the patient's
'"Il dependence for survival on insulin. Such dependence can
:;:g be judged when the classical symptoms of hyperglycaemia
~ are associated with raised blood sugar levels and ketosis.
..., The aim of modern diabetic management is not only to
o maintain normal blood sugar and lipid levels and to give
tT1 the patient a sense of well being, but also to prevent long-
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blood sugar levels at home is difficult and complicated.
. Twenty-four hour euglycaemia is difficult to achieve
but 'good' to 'fair' (Table V) blood glucose levels can be
obtained in most diabetics if insulin is prescribed in a
logical way.

term complications. The diabetic must be provided with
the knowledge and motivation to livewith his or her disease.
This can be achieved with improved methods of glucose
monitoring with target blood sugar levels, dietary advice
and the use of pure insulin and new insulin delivery sys-
tems. Education of the patient and the family has been
accepted to be a vital part of the treatment and diabetics
should be encouraged to attend a clinic regularly and seek
advice early if any problem occurs.

DIET
A proper diet is the cornerstone of treatment for all
forms of diabetes and it must be planned according to
the individual patient's food habits. The calorie intake is
adjusted to maintain his ideal body weight. The diet
should contain a high percentage of unrefined, high-fibre
carbohydrates which should provide 55% to 60% of the

. total calories. Fat intake should be in the form of
unsaturated fats.

INSULIN
Insulin is the essential treatment for all patients with
IDDM while those with NIDDM can ordinarily be con-
trolled with diet and oral hypoglycaemic agents. Insulin
may be required in NIDDM in the presence of infection
and during surgery. Whenever possible the preference
should be for pure insulin in view of its lower antigenic
potential. Patients requiring insulin for short periods
should be given pure insulin. The introduction of highly
purified insulin preparations has been able to reduce the
incidence of allergy and lipodystrophy besides increasing
the biological potency of insulin. Human insulin now
available is being synthesized in bacteria by the use of
recombinant DNA technology.

Selected individuals with IDDM are offered portable
insulin pumps. These pumps provide bolus doses of insulin
with each meal as well as a sustained infusion in between.



EVERYDAY PRACTICE

However, the cost of these pumps is prohibitive for most
patients. These pumps cannot be used for patients who
have to be controlled with multiple insulin injections using
combinations of intermediate acting and soluble insulin.
Admission to hospital is often necessary to start insulin
treatment.

ORAL HYPOGL YCAEMIC AGENTS
These should be prescribed for patients with NIDDM
whenever dietary restriction fails to maintain normo-
glycaemia. It is important to use the correct dose of any
drug to produce its optimal effect. The present day oral
hypoglycaemic drugs are sulphonylureas and biguanides.
These drugs are often found to be complementary; when
one agent alone is unable to gain metabolic control, the
other is added with good results. The choice of the initial
drug depends on such factors as the age of the patient,
severity of diabetes and the experience and preference of
the physician.

MONITORING
Diabetic control can be monitored by regular estimations
of blood sugar and glycosylated haemoglobin levels.
Urine tests should not be relied upon since they do not
provide an accurate assessment of blood glucose levels and
can often be misleading when renal threshold for glucose
is abnormal. Many portable glucometers are now avail-
able which allow patients to check their blood sugar levels
several times a day so as to adjust the dose of insulin. A
regular check of blood sugars results in improved control.

The proportion of glycosylated haemoglobin indicates
the average level of glucose over 6 to 8 weeks. Glycosy-
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lated haemoglobin can be estimated at reasonable cost by
the colorimetric method, and at least four estimations
should be done annually.

DIABETIC COMPLICATIONS
Diabetics are prone to vascular complications but it has
been shown by many studies that optimal diabetic control
can prevent the progression or even delay the onset of
such complications. These manifest as retinopathy,
nephropathy with renal failure, ischaemic heart disease,
and diseases of the peripheral and cerebral blood vessels.
The morbidity and mortality of diabetics is mostly related
to these dreaded vascular complications. It is now possi-
ble to detect these complications early in the course of the
disease and identify the patients at risk. Screening for
retinopathy with a fluorescein angiogram is important and
treatment is possible with photocoagulation. and other
modalities. Early detection of nephropathy is possible by
testing for the presence of microproteinuria and hyper-
tension, and definitive treatment can be offered to patients
with end-stage renal failure by dialysis and transplantation.
It is possible to prevent or slow the progression of the
complications of diabetes. The measures include
adequate control of hyperglycaemia, hyperlipidaemia
and blood pressure in addition to avoidance of obesity and
smoking.

Team work is important in the management of diabetes
and its complications. All diabetics should be carefully
monitored using fundoscopy, blood pressure recording
and the essential laboratory measurements at the onset of
the disease and then yearly to detect early complications.


