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PLEASE READ THIS TWICE (you will not take everything in first time)

AND KEEP IT FOR REFERENCE

IF THERE IS ANYTHING YOU DO NOT UNDERSTAND PLEASE ASK
AN INTRODUCTION TO DIABETES

If you have recently been diagnosed with diabetes, you may have been feeling unwell recently and it may have come as a relief to find out what was wrong. On the other hand you may not have been experiencing any symptoms at all and the diagnosis may have come as a surprise or shock to you.

Diabetes cannot be cured, but can usually be successfully managed in such a way that it does not affect your ability to work, travel and enjoy an active life.

As a person with diabetes you have an active role in the management of your condition. You will receive treatment, advice and support from your healthcare team, but the day-to-day management will be down to you.

In order to manage your diabetes effectively you need to have a good understanding of the condition, how it affects you and how your daily activities affect it.

This set of information sheets is designed to provide an initial introduction to the management of diabetes and a reference for you to retain for the future.

What is diabetes?

DIABETES is a condition in which there is a raised level of sugar (glucose) in the blood.

In type 1 diabetes the raised blood sugar levels occur because the body stops producing insulin.  Insulin is a hormone, produced by the pancreas, which causes sugar to pass from the blood stream into the cells of your body where it is used to provide energy. Type 1 diabetes requires treatment with insulin by injection and will not be considered further in these information sheets. 

In type 2 diabetes your body may still produce some insulin but this may not be enough to control the blood sugar level and the insulin you produce may not be used effectively because your body has become resistant to its action (“insulin resistance”). There is a very close association between obesity and insulin resistance – approximately 80% of people with type 2 diabetes develop the problem as a direct result of being overweight. Type 2 diabetes has a strong tendency to run in families – some of this is because of a genetic predisposition to develop diabetes and some of it is because of a family habit of over-eating.

Why is diabetes important?
Anyone who has been diagnosed with diabetes following the development of typical symptoms (thirst, excessive urine production, weight loss, lethargy) will have some understanding of the way in which high blood sugar levels can make you feel unwell – and how much better you feel when the diabetes is treated. 

But more than half the people we diagnose with diabetes have no symptoms at the time of diagnosis and are discovered as a result of routine screening blood or urine tests.

The importance of diabetes is largely due to the increased risks of various problems that may develop over a long period of time. These problems include heart attacks, strokes, diabetic eye disease, diabetic kidney disease and diabetic foot disease.

The critically important thing to understand is that the medical treatments and lifestyle changes we recommend are based on very strong evidence that they dramatically reduce your risks of developing these long-term problems.

We know that the following factors will minimise your risks:

· Maintain normal blood glucose levels 

· Maintain normal blood pressure levels 

· Lower your cholesterol level

· Don’t smoke

· Attain and maintain ideal body weight

· Take regular exercise

Each of these will be discussed in detail in the pages that follow. 

It is important to recognise and understand that you can choose the extent to which you follow medical advice and that where you are unable to follow that advice you will be choosing a higher risk of an adverse outcome. 

For example, if you are a smoker and choose not to stop, your risk of premature death from a heart attack (~40%, or 4 people in 10) is much higher than if you are able to stop (~20%, or 2 people in 10). 

If you are overweight and choose to lose weight by eating less, and keep it off, you will gain life expectancy at the rate of 4 months per kg of weight lost.

It is also important to understand that diabetes is a progressive problem – the tendency for your blood sugar to rise increases with time. This means that any treatment that keeps you under control now may not be sufficient to keep you under control next year – so regular follow-up is important, and the amount of treatment needed for control tends to increase with time.

Our aims in follow-up and treatment of people with diabetes are the prevention of long-term complications and the maintenance of health. If you do your part in the management of your condition, we are usually successful in our aims.

THE PRACTICE DIABETES CLINIC

We have over 600 people with diabetes registered at Audley Mills. The majority (95%) of these are managed at the practice diabetic clinic.

The clinic takes place on most Wednesday and Thursday afternoons from 2.00 to 5.00 pm. You will be given an appointment which provides either 10 minutes with a health care assistant (Jane or Liz) and 10 minutes with me, or 20 minutes with the practice nurse (Jenny Holiday or Nikki Baker). Dr. Beltran and Dr Wright have also developed an interest in diabetes and will be seeing some people.

I have always taken a special interest in diabetes, and established the diabetic clinic at Audley Mills in 1987. I was a clinical lead for diabetes for South East Essex Primary Care Trust. I was a founder member of the Local Diabetes Services Advisory Group, now known as the Diabetes Network. Jenny Holiday has passed the English Nursing Board certificate in Diabetes Nursing and gives talks to other practice nurses on diabetic care. Jenny, Dr Beltran and I have all completed the Warwick certificate in diabetes care. Nikki Baker has attended a course on basic diabetes care. Jenny Holiday, Nikki Baker and myself have attended a Warwick University approved course in insulin transfer and we now offer this service within the practice.

When you come to the clinic please remember:

Bring a first morning sample of urine

Bring your distance vision glasses

If you are doing any home blood sugar or blood pressure monitoring, bring your results

The Health Care Assistant will carry out the following tasks:

- Check your blood sugar

- Test your urine for protein

- Check your Blood Pressure
- Weigh you 

- Check your Visual Acuity (the eye chart)

I will then:

- Check your results 

- Discuss any problems you may have relevant to your Diabetes

· Advise on any changes of treatment that may be needed 

· Undertake an annual examination of your feet

The Practice Nurse will:

· Do all the things listed above 

· Give dietary advice

· Bring to my attention any matters that need my advice

Our overall aims in managing diabetes are:

· To optimise glycaemic (blood sugar) control (diet, exercise, & drug treatment advice)

· To optimise blood pressure control

· To minimise risks from cardiovascular disease (smoking cessation, cholesterol management)

· To minimise the risk of developing the complications of diabetes (eyes, kidneys, feet)

· To detect any complications of diabetes at an early stage

· To provide, or arrange, treatment of any complications

· To enable people with diabetes to understand and share in the management of their condition

We will send your next diabetic clinic appointment in the post. 

We will send the blood test forms for your routine tests with the appointment.

We aim to give you 4 to 6 weeks notice. 

Please make sure you get your blood tests done at least 3 days before the clinic date – so that we have the results when you come.

If you are not able to attend at the time we have arranged please ‘phone and book an alternative appointment. 
DIABETES - MISCELLANEOUS

FREE PRESCRIPTIONS

If you require drug or insulin treatment for your diabetes you are entitled to free prescriptions for ALL your prescribed medication. 

You need to complete an application form, which we will sign and send to the Health Authority for you.

You are not entitled to free prescriptions if you are less than 60 years old and your diabetes is controlled by diet only.

DIABETES & DRIVING

The Road Traffic Acts require you to report your diabetes to the DVLA unless you are treated by diet only.

You should also report your diabetes to your insurance company. The insurance company may not cover you in the event of an accident if you have not informed them of your diabetes.

DIABETES UK

You may wish to join Diabetes UK (formerly the British Diabetic Association), which produces a regular magazine, runs a local group and offers a variety of useful information and literature.  (Tel. 0171 323 1531)
IMMUNISATIONS
It is recommended that all people with diabetes have an Annual Influenza vaccination.

It is also recommended that you have a Pneumovax immunisation - this protects you from pneumococcal pneumonia (the commonest type) - you only need one immunisation as it protects you for life.

Maintaining normal blood glucose levels

Blood glucose levels are affected by:

· The amount of sugar in your diet

· The amount of calories in your diet

· The amount of insulin circulating in your blood stream

· The extent to which you are resistant to insulin

· The amount of activity you undertake

Between us we can reduce the amount of sugar in your blood stream by:

· Reducing the sugar content of your diet

· Reducing the overall quantity of food you consume – if you are overweight

· Taking medications that increase the amount of circulating insulin

· Taking medications that reduce insulin resistance

· Increasing the amount of activity you undertake

It is important that we do not over-treat you so that your blood glucose level falls too low (hypoglycaemia). In practice this is only likely to occur when you take too much of a medication that increases the amount of circulating insulin.

Diet management

By reducing the amount of sugar in your diet you will reduce the amount of insulin your body requires. Although your insulin production is not enough to cope with a high or moderate sugar diet, it may be enough to cope with a low sugar diet. Thus for some people with diabetes diet alone will be sufficient to control the level of blood sugar within the normal range. Even if you do require additional drug treatment diet is a most important part of diabetes management.
The ‘diabetic diet’ is, a healthy low sugar, low fat, high fibre diet - with reduced calories if you are overweight.

LOW SUGAR
DO NOT ADD SUGAR TO ANY FOOD OR DRINK

DO NOT CONSUME ANY HIGH SUGAR FOOD OR DRINK

eg. Jam, Honey, Marmalade, Syrups, Sweetened drinks

      Sugary Puddings or Deserts

      Sweet Biscuits, Cakes, Sweets, Chocolate

LOW FAT

Reduce Butter, Margerine, Cheese, Oil, Lard.

Grill, don’t fry.

Trim off visible fat from meat.

HIGH FIBRE
Use Wholemeal/Wholegrain Bread and Breakfast Cereals.

Eat plenty of Fresh Vegetables.

REDUCED CALORIE

If you are overweight, your diabetes will be easier to control and better controlled if you can lose weight. This should be achieved by reducing your total calorie intake - partly as a result of making the changes outlined above and partly by reducing the size of your meals, snacks etc.

General Advice:

Your meals should be planned in your normal way substituting allowed foods for disallowed foods where necessary eg have fresh fruit rather than a sugary desert. Also note that although the items listed under LOW SUGAR should not be eaten at all, the items listed under LOW FAT may still be consumed in small quantities.

The bulk of carbohydrate in your diet should be in the form of rice, pasta, potatoes and bread.
Artificial Sweeteners:

These are allowed and may be used, especially in cooking. (The sweetener should be added after cooking as boiling makes them taste bitter).

We recommend that they are not used to sweeten drinks or cereals at least for the first month of dietary treatment. If you are used to having sugar in your tea and coffee etc. this means that you have a ‘sweet tooth’ and you will not readily appreciate the sugar content of food and drinks. By getting used to the taste of unsweetened tea and coffee etc you will soon wonder how you ever managed to tolerate them sweetened; you will regain the ability to detect the sweetness in other foods and this will help you to avoid foods you should not have.

‘Diabetic’ Products:

Do not use these - they are high calorie and expensive.

Package Labelling:

Package labelling may give a list of ingredients and/or a nutritional label. The list of ingredients is given so that the largest quantity ingredient is mentioned first. If sugar (or glucose, sucrose or dextrose) is mentioned high in this list of ingredients you should avoid the product. The nutritional label gives ‘total carbohydrate’ and then “of which sugars:” The sugar quantity is usually given in g/100g eg jams are 70g/100g = 70% sugar. As a rough guide anything with more than 20g/100g sugar should be avoided completely and anything with less than 10g/100g sugar is OK.

Fruit:

Fruits and fruit juices contain natural sugar. Generally, fruits are regarded as healthy food, but excessive consumption may result in a significant rise in blood sugar. Limit yourself to three pieces of fruit and a small glass of fruit juice per day.

Drinks & Alcohol

Any LOW-CALORIE or SUGAR-FREE drink is OK.

Limit alcoholic drinks to 3 units daily for men, 2 units daily for women.

(1 unit = half pint of beer or a small glass of wine or 25ml of spirits).

Drink dry wines and sherries rather than sweet or medium.

Pils beers are low sugar but high alcohol.

Spirits contain no sugar but very high alcohol.

Drugs used to control blood glucose levels

If Diet alone is insufficient to control your blood glucose level then you will need to take some tablets. Tablets are not a substitute for diet and it is very important that you must still adhere to your dietary treatment.
Because type 2 diabetes is a progressive disorder, most people with this condition experience a stepping up of drug treatment over time. Many people will eventually not have good control of blood sugar despite maximum tablet treatment and will then need to transfer to insulin treatment. This process commonly takes 5 to 15 years.

Drugs which reduce insulin resistance are of two types: metformin and glitazones (eg pioglitazone).

Drugs which increase insulin production are also of two types: sulphonylureas (eg gliclazide) and post-prandial glucose regulators (eg repaglinide).

The evidence for benefit, in terms of preventing the adverse outcomes of diabetes, is best for metformin – so for most people this is the drug of first choice

Evidence of benefit is also good for sulphonylureas – so gliclazide is our usual second choice drug

The evidence of outcome benefit with the other two groups of drug is not so good, though they do help with blood sugar control. These are usually reserved for third and fourth line treatments – and in many cases it will be better to transfer to insulin.

Metformin:
Dose:
Metformin comes in 500mg, 500mg mr (modified release) and 850 mg tablets.

I usually recommend the 500mg mr tablets as side effects are fewer.

Starting dose is 1 or 2 tablets to be taken with the evening meal, and may be increased in a step-wise fashion to 2 tablets twice daily (with breakfast and evening meal).

Action:

Reduces insulin-resistance 

Helps to prevent the conversion of proteins and complex carbohydrates into sugar. 

Benefits:

Improves blood glucose control

Reduces risk of long-term adverse outcomes of diabetes

Tends to encourage weight loss

Unwanted Effects:

Minor gastro-intestinal side effects, especially diarrhoea, are not infrequent with Metformin. They are more likely to occur on larger doses. These symptoms tend to improve with continued use of the drug, but it is sometimes necessary to withdraw treatment.

Contra-indications:

Metformin should not be used in people with significant kidney disease or liver disease.

Use:

Metformin is the first choice drug for most people with type 2 diabetes.

Because of its effect in reducing insulin resistance, we usually continue treatment with metformin when people transfer to insulin therapy. 

Sulphonylureas eg Gliclazide

Dose:

Gliclazide comes in 30mg mr and 80mg tablets 

(The 30mg modified release tablets are equivalent to the 80mg plain tablets)

The usual starting dose is 1 tablet daily. This can be increased in a step-wise fashion up to 4 tablets daily. The 30mg mr tablets are taken as a single daily dose at breakfast time. The 80mg tablets are usually taken twice daily at breakfast and evening meal times.

Action:

Increases insulin release from the pancreas

Benefits:

Improves blood glucose control

Reduces risk of diabetic eye disease

Unwanted effects:

Sulphonylureas are very well tolerated drugs and few people experience any unwanted effects. You should be aware of the following possibilities:

Hypoglycaemia - This is a fall in blood sugar below the normal range. It can be recognised by feelings of hunger, sweating and light-headedness which rapidly get better when you eat. 

It may occur because you have missed or delayed a meal, because the dose is too high or because the dose is taken at the wrong time for you.

It may be solved by eating meals at regular times, by reducing the dose or by altering the time at which you take your dose. 

(You should not alter the dose without seeking medical advice).

Weight Gain - Some people gain weight on Sulphonylureas. 
Contra-indications:

Gliclazide should not be used in people with severe kidney disease or liver disease.

Use:

Gliclazide is the second choice drug for most people with type 2 diabetes. 

It is the first choice drug for people with ideal body weight.

Glitazones eg Pioglitazone
Dose:

Pioglitazone comes in 15mg, 30 mg and 45mg tablets. 

They are taken as a single daily dose in the morning and can be taken with or without food.

Action:

Reduces insulin resistance 

Benefits:

Improves blood glucose control

Unwanted Effects:

Fluid Retention - eg ankle swelling. 

This may be aggravated by taking non-steroidal anti-inflammatory drugs eg ibuprofen, diclofenac. It may be a sign of heart failure, which occurs as a result of treatment in 1:400 people treated. It should be reported and may be a reason to discontinue treatment.

Weight Gain
- most people gain weight on glitazones.

Contra-indications:

Glitazones should not be used in patients with heart failure or liver disease.

Use:

Glitazones are usually used where either metformin or gliclazide are not tolerated.

Triple therapy (eg metformin+gliclazide+glitazone) is sometimes used, but for most people uncontrolled on full doses of two tablet treatments transfer to insulin will be a better option.

Post-prandial Glucose Regulators (eg Repaglinide)

Dose:

Repaglinide comes in 500mcg, 1mg and 2mg tablets

They taken up to 30 minutes before each meal

The usual starting dose is 500mcg or 1mg three times daily

They can be increased in a step-wise fashion up to 4mg three times daily

Action:

Reduces the rise is blood sugar following a meal

Benefits:

Improves blood glucose control

Unwanted effects:

Abdominal disturbances (pain, diarrhoea, constipation, nausea, vomiting)

Contra-indications:

Severe liver disease

Use:

An alternative to a sulphonylurea

In practice this is little used due to its inconvenient dosing schedule

How do we monitor blood glucose control?

Good blood glucose control means that the blood glucose level should be maintained within the normal range (4 to 7 mmol/L) most of the time. 

However, because blood glucose level fluctuates widely during the course of the day, monitoring based on regular home blood glucose testing has not proven to be of value and often tends to confuse (see next page).

The best measure of blood glucose control is the HbA1c test.

HbA1c - (Glycated Haemoglobin)

The HbA1c test is a blood test that measures the amount of glucose attached to haemoglobin circulating in the blood stream. (Haemoglobin is the pigment which makes your blood red). The higher the level of sugar in your blood at any time the more likely it is that some of it will become attached to haemoglobin (glycation). The lower the % of haemoglobin which is glycated the better the control of the diabetes.

Because haemoglobin circulates within red blood cells, which have a limited life expectancy (~3 months), the HbA1c gives us a good measure of your blood glucose control over the period of ~3 months leading up to the test.

People with well-controlled diabetes have up to 7% HbA1c.

People with an HbA1c >9% are poorly controlled.

I will usually recommend an increase in treatment if the HbA1c is 7.5% or more.

I will also recommend an increase in treatment if there has been a progressive rise in HbA1c such that it can be reasonably predicted that it would be greater than 7.5% at the next assessment if no action were taken.

We do the HbA1c test:

· Routinely at least annually


· Three to four months after a change in treatment

If you have your blood test done 1 to 2 weeks in advance of the diabetic clinic the results will be available at the clinic.

Self-monitoring for people with type 2 diabetes

Urine Testing

It is traditional for people with diabetes to test their own urine for sugar. 

However, there is very little evidence that such testing is of any value, so in this practice we do not recommend this procedure for our patients.

Blood Testing

All people with diabetes on treatment with insulin need to monitor their own blood glucose levels. In general I will only recommend home blood glucose monitoring in people with type 2 diabetes as preparation for insulin treatment.

For people with type 2 diabetes who are not on insulin (or about to commence insulin) there is no evidence that monitoring your own blood sugar is of any more value than monitoring your own urine sugar.  

You may find that blood sugar monitoring machines are available fairly inexpensively from the local pharmacist. These machines may be promoted to you by the pharmacist or his staff. The companies are able to supply these machines cheaply because they make their profit on the sticks that are required to use them. These sticks are available on the NHS, however they cost the NHS £15 per pot of 50. Since there is no clinical benefit in blood testing for most people who are not treated with insulin, this expense cannot be justified. If you buy yourself a blood sugar monitoring machine without my advice, I will not provide you with an NHS prescription for the sticks. Some people are nevertheless reassured by the ability to monitor their own blood sugar. You may choose to buy the testing sticks for yourself as a prescription is not required.

Maintaining normal blood pressure levels

The majority of people with type 2 diabetes end up on treatment to lower their blood pressure. And most of those on treatment for blood pressure eventually require 2 or 3 different types of treatment in order to control the blood pressure within an acceptable range.

High blood pressure in itself does not produce any symptoms. However, the higher your blood pressure the higher your risk of developing heart attacks, strokes, diabetic eye disease and diabetic kidney disease. And the lower your blood pressure the lower the risk of these problems. 

The threshold level of blood pressure for treatment is 145/85. Anyone with diabetes who consistently has a BP higher than this will be recommended to have treatment.

The target level for treatment is ‘the lower the better’. Levels around 120/70 would be regarded as ideal, but are not always achieved.

How do we monitor blood pressure?

Clinic blood pressures, when high, are notoriously unreliable and are not a good predictor of risk. Many people who usually have a ‘normal’ blood pressure have a high blood pressure when sitting in the doctor’s surgery. 

Despite this we often initiate treatment based on clinic blood pressures in people with diabetes – this is because the benefits of our usual first choice drug (an ACE-inhibitor) are so well established that the treatment is likely to be beneficial (reduced risk of heart attacks) even in people with diabetes who have a normal blood pressure.

After initial treatment if your clinic blood pressures remain high we will usually look for further evidence that your blood pressure is high in other settings. There are two methods of doing this:

Ambulatory blood pressure monitoring: You wear a BP cuff and a monitor for 24hours. It checks your BP half hourly during the day and hourly at night. We then take the average reading and use that to determine treatment. 

Home Blood Pressure monitoring: There are a variety of reliable home monitors. The most accurate is model AND UA-767. This is the only one stocked by Audley Mills Pharmacy. (Monitors using a wrist or finger cuff are not sufficiently reliable). We recommend home monitoring for anyone who is on treatment for high blood pressure. The benefits are that we get a series of readings on which to base our treatment decisions, instead of just one or two clinic readings; readings taken in your home are more likely to be a true resting blood pressure than readings taken in the surgery; there is a greater chance of avoiding unnecessary additional drug treatment and we can avoid repeating ambulatory monitoring (which many people find uncomfortable).

Drugs used to treat high blood pressure

The most commonly used drugs are outlined here:

Angiotensin Converting Enzyme Inhibitors (ACE – Inhibitors) eg Perindopril

and any other drug ending in –opril.

Dose: 

Perindopril comes in 2mg, 4mg and 8mg tablets

Usual starting dose is 4mg once daily or 2mg once daily in the elderly

It can then be increased to the maximum dose of 8mg once daily if necessary

Benefits: 

Lowers blood pressure

Reduces risk of heart attacks and strokes

Reduces risk of diabetic kidney disease

Improves blood glucose control

Unwanted Effects:

Cough

Hyperkalaemia (raised blood potassium level) – requires regular blood testing

Use:

First-line drug for treatment of high blood pressure in people with diabetes

Treatment of diabetic kidney disease

Calcium Channel Blockers eg Amlodipine

and any other drug ending in –ipine.

Dose:

Amlodipine comes in 5mg and 10mg tablets

Usual starting dose is 5mg. It can then be increased to a maximum of 10mg

Benefits:

Lowers blood pressure

Reduces risk of heart attacks and strokes

Unwanted Effects:

Ankle swelling

Use:

First choice additional drug for people who need more than one medication to control blood pressure

Indapamide

Dose: One 1.5mg mr tablet daily

Benefits:

Lowers blood pressure

Reduces tendency to erectile dysfunction in men

Unwanted effects:

Hypokalaemia (lowered blood potassium level) – requires regular blood testing
Headache

Use:

Second choice additional drug for people who need more than one medication to control blood pressure

Angiotensin – II – Receptor Antagonists eg Irbesartan

and any other drug ending in -sartan

Dose:

Irbesartan comes in 75mg, 150mg and 300mg tablets

Usual starting dose is 150mg once daily, reduced to 75mg once daily in the elderly

It can then be increased to the maximum dose of 300mg once daily if necessary

Benefits:

Lowers blood pressure

Reduces risk of diabetic kidney disease

Unwanted effects:

None occur with sufficient frequency to be worthy of mention

Use:

As a substitute for ACE-inhibitors when these are not tolerated

As an additional treatment for people requiring multiple treatments to control BP.

Lowering blood cholesterol levels

The higher your cholesterol level the higher your risk of heart attacks and strokes. 

Some treatments (simvastatin, atorvastatin) that lower cholesterol levels have been shown to reduce these risks substantially. 

For people with diabetes over the age of 40, we have to treat 20 people for 5 years to prevent one event (heart attack or stroke). 

There is very little in preventative medicine that is more rewarding than this.

The ‘low fat’ part of the diet advice is particularly aimed at reducing weight. 

It does also aim to lower cholesterol levels, however, even if you diet as strictly as possible you will only achieve ~10% of the cholesterol-lowering you achieve by taking ‘statins’.

The benefits of taking ‘statins’ are the same no matter what the starting cholesterol level is (providing that the total cholesterol is greater than 3.5 mmol/L – as it nearly always is). 

Because the benefits of treatment have been so well demonstrated, we recommend treatment with a ‘statin’ to all people with type 2 diabetes aged over 40 (unless the untreated cholesterol level is 3.5 or less).

We will check your cholesterol level annually and 3 to 6 months after a treatment change. The government sets us a target to get your cholesterol level to 5.0 or less.

Statins – simvastatin, atorvastatin

Dose and Use:

Both drugs come in 10mg, 20mg, 40mg and 80mg tablets

The usual starting dose is Simvastatin 40mg 

(This was the dose used in the clinical trials – lower doses are not known to be beneficial in reducing risks of heart attacks and strokes; simvastatin is substantially more cost-effective than atorvastatin). 

Atorvastatin is used at a starting dose of 10mg or 20mg in people who are intolerant of simvastatin 40mg; or at a starting dose of 20mg or 40mg in people who do not achieve the cholesterol target level of 5.0 or less on simvastatin 40mg.

Atorvastatin may then be increased to 80mg if the target level is not achieved on lower doses.

Benefits: Reduction in risk of heart attacks and strokes

Unwanted Effects: Muscle aches and pains (different to those we all get as part of being human)

Contra-indications: Active liver disease

Cautions: You should not drink grapefruit juice when on simvastatin

LONG TERM COMPLICATIONS OF DIABETES

A) DIABETIC EYE DISEASE
10 to 20% of people with type 2 diabetes eventually develop some degree of diabetic eye disease. Diabetes also accelerates the development of cataracts.

It has been clearly demonstrated in controlled clinical trials that tight control of blood sugar and tight control of blood pressure both significantly reduce the incidence of diabetic eye disease.

Once each year you will be sent an appointment to have a retinal photograph. This examination is done at the Rayleigh clinic. You will have drops put into your eyes to widen the pupil and a photograph is then taken of the back of your eye (retina). The purpose of this examination is to detect the early changes of diabetic eye disease - at a stage before it has caused any visual impairment. This is very important because treatment (laser photocoagulation) is available which will halt or at least delay the progression of the eye disease.

In addition to this we will check your visual acuity (the eye chart) at every Diabetic Clinic. If you use glasses for distance vision you should bring them with you to the clinic.

B) DIABETIC KIDNEY DISEASE    

Diabetic kidney disease develops in about 10% of people with type 2 diabetes

In diabetic kidney disease there is an increased output of protein into the urine. This is detected in the clinic by a simple stick test on a sample of urine. It is important that THE SAMPLE OF URINE YOU BRING TO THE CLINIC SHOULD BE A FIRST MORNING SAMPLE as normal activity during the course of the day may increase the amount of protein in your urine.

It may take 20 years for diabetic kidney disease to progress from the stage at which we can first detect it by stick-testing your urine to the stage at which it results in symptoms of ill health. Of greater importance is the fact that the presence of diabetic kidney disease further increases the risk of heart attacks.

It has been clearly demonstrated in controlled clinical trials that tight control of blood sugar and tight control of blood pressure both significantly reduce the incidence, and rate of progression, of diabetic kidney disease.
C) DIABETIC FOOT DISEASE

The feet of people with diabetes are susceptible to two main types of disorder: Neuropathy and Ischaemia.

The Neuropathic Foot (diseased nerves to the foot) is numb and susceptible to (painless) ulceration at points of high pressure loading. Neuropathy is associated with poor blood sugar control.

The Ischaemic Foot (reduced arterial blood supply) is susceptible to pain, ulceration of toes or sides of the foot, and gangrene. Ischaemia is much more likely in people with diabetes who smoke.

Either type of diabetic foot may predispose to infection.
You can look after your feet by following the simple advice listed below:

-Wash your feet daily with mild soap and warm water

-Pat dry with a towel. Remember to dry between your toes

-Rub moisturising cream into dry skin regularly

-Wear shoes which fasten with a lace or a strap

-Wear shoes which have plenty of room for your toes

-Make sure shoes and socks are not too tight

-Wear new shoes for just 1-2 hours at a time initially

-Do not walk barefoot

-Cut your nails straight across. Never dig down the sides of a nail

-Corns, calluses and painful or thickened nails should be attended to by a

 State Registered Chiropodist.

-Do not use corn cures and do not cut your own corns or calluses

-Do not warm your feet in front of a fire or radiator or on a hot water bottle

At the diabetic clinic you will have your feet examined annually to check their general condition, sensations and pulses. 

You should report any problems with your feet to the doctor or nurse.
D)  ISCHAEMIC HEART DISEASE
Diabetes is a risk factor for vascular disease. This means that as a person with diabetes you have a higher risk of having angina, a heart attack or a stroke, than if you did not have diabetes. The risk is doubled for men and quadrupled for women. 

Because of this risk we pay attention to the other risk factors for heart disease - some of which are modifiable.

The most important risk factors for heart disease are:

· Family history of heart attack in a first degree relative under 60 years of age

· Age - risk increases as you get older

· Sex  - risk greater in men than women

You can do nothing about any of these risk factors.

The next group of important risk factors are:

· SMOKING - The most important modifiable risk factor. It has been clearly demonstrated that smokers who stop can improve their risk. People with diabetes who smoke are at especially high risk and can reduce the risk dramatically by stopping. If you are a smoker you will be advised very strongly to stop.

· High Blood Pressure (hypertension) - An important risk factor for heart disease. Treatment, especially with an ACE-inhibitor (e.g. Ramipril or Perindopril), has been demonstrated to produce significant benefits. People with diabetes often have or develop hypertension, and 70% require anti-hypertensive medication. 

We treat high blood pressure aggressively in people with diabetes. This means that some people will be advised to take 2, 3 and occasionally up to 5 medications for their blood pressure.

· High Cholesterol - An important risk factor for heart disease. We routinely test the cholesterol level in people with diabetes. There is very good evidence that cholesterol-lowering treatment substantially reduces the risk of heart attacks and strokes in people with diabetes. Usual practice now is to offer treatment with a statin (e.g. Simvastatin) to all people with diabetes over the age of 40, largely irrespective of the actual cholesterol level. Poor diabetic control increases your cholesterol level and vice versa.

Finally there are a group of risk factors relating to lifestyle:

· Obesity - If you are overweight try to lose weight- by eating (& drinking) less.

· Weight loss in people with type 2 Diabetes has been clearly shown

to reduce mortality from Coronary Heart Disease: For each 1kg of weight

loss there is an increased life expectancy of 3-4 months on average.
· Lack of Exercise - everybody should undertake five or six 30-minute sessions of physical exercise every week.
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