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Forty years of Clinical Diabetology Practice, Teaching, Academic

And Research Work, International Committees, Cross Cultural
Perspectives, Fellowship of NAMS,
1. Should you retire & go into oblivion (gardening etc)?

2. Should you pursue a new venture?

3. Should you goion like a hackney horse till you drop down
dead?




2000-New Millennium i _Time to reflect on 35 years of

OProgresso I n the managemen:t

Diabetes in the New Millennium 7 Quo Vadis Domini
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Do not Follow where the path may lead

Go instead where there is no path and leave a trail.
Ralph Waldo Emerson



The Story of Diet

AAmeri ca needs to have sound nutriti ioofalleages c a
and in all walks of life. We are a nation of nutritionally naive consumers, currently
wasting Billions of dollars each year on diet fads and nutrition nonsenseo

(Nutrition Education in America: from Day one; Fredrick J.Stare etal Dept. of Nutrition,
Harvard School of Public Health, Boston, Mass, USA in world Review of Nutrition &
Dietetics , Ed.GH.Bourne,1986).

Evolution of Diet through the past 100 years

(Pre Insulin) Naunyn Era No CHO Low fat

(Post Insulin) Low CHO High Protein, Low fat

High CHO, Protein, Low fat (Prof. J.C. Patel)

Relatively high CHO, high Fibre, Adequate protein Low sat fat (Prof. M.V.)

andsooné

Guyobs Hospital Line Protein Diet (Red I|ine, Bl ¢

Glycaemic Index guided Exchange Diet etc.




William Cullen i 17t Century Edinburgh Physician
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The Story of Diet i Sample Diabetic Diet Menu
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BREAK FAST 8.30 AM
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of Diet i Sample Renal Diet Menu

EARLY MORNING 6.30 A.M D
MID M()RMN(, IO 30 AM

IUN(HIZ}OPM .

TEA TIME 3.30 PM

MID EVENING 5.30 PM

DINNER 8.00 PM

PAND

BED TIME




The Story of Physical Exercise (including yoga

Asanas For Genaral Use

The ideal exercise for every one
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PAVANAMUKTASAN
PADA-UTTAN
PADMASAN Leg-Lift Wind-Rebef

Lotus
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BHUJANGASAN PRIRTIASAN CONTRA POSE
Cobra . Body Lift
The easiest and the most effecti MATSYASAN !
ffective . DHANURASAN
almost anywhere, anytime, Fish Bow
fitness-for-life programme. SURYA NAMASKAR
HEALTH
— R Sun Asan
A)I-ﬂv_n‘; OF THE h;\-w:u BESTIELLLR Les Snowdon
WAI K SIL.IM Maggie Humpherys
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The Story of Insulin

Al nsulin Delivery to the R.iTaglartin GurreatdViedicane, 198h e r i
Journal of The Royal College of Physicians, Edinburgh.
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The Story of Insulin

Al ns ui$ iimected subcutaneously, not because this is an
appropriate route, but because it is convenient é .. There is
considerable day-to-day variation in the speed of absorption from
any one site for shoot acting insulins and much greater variation for
Intermediate acting insulins. It has been calculated that upto 80% of
day-to-day variation in blood glucose profiles can be explained by

variation in the rate of absorption of intermediate-acting insulins.




DIABETES CONTROL AND COMPLICATIONS TRIAL (D.C.C.T. 1983 1 1993

During the past decade this mega clinical trial with multimega hype was
presented to the medical fraternity, VIZ, the results of an exhaustively planned,
meticulously implemented, superbly controlled and randomized clinical trial
involving 23 centres and 1441 patients with IDDM, and costing over 120 million
US$. The findings confirmed (what no _sane-thinking diabetologist ever doubted)
that inor mal bleadrsggars and HBALC, throughout the trial period could
reduce the microvascular complications upto 50% or more and even reverse it to
a lesser extent. But what was the price to pay?

a. Less than 10% of the participants achieved the target control!
b. 300% more incidence of severe, crippling hypoglycaemia( and

c. The protocol used in achieving the near nor mal i zofblood sugars and
HBA1C in the DCCT trial was so impractical that, even 7 years after the
acceptance of the findings of the study by diabetologists the world over, to say
that Not even one Centre anywhere in the World implements this type of control
in their IDDM patients is indeed the saddest commentary of the usefulness of this
mega exercise. Nobody has discussed the why of this aspect in the follow-up.
The report is evidently for the archives.




of Oral Hypo Gl

Insulin Secretagogue Metformin U- Glucosidase Thiazolidinedione
(sulfonylurea or shorteri acting Inhibitor
meglitinide)

Sulfonylureas contraindicated | If obese, Renal/liver | Milder Abdominal obesity,
in severe liver/renal disease | function normal presentation additional signs of metabolic
Meglitinides ~ useful ~ for | No acute illness, Gl |If postprandial | Syndrome

postprandial  hyperglycemia | disease, CHF,  or | hyperglycemia (insulin resistance,
or hypoglycemia with | alcohol abuse is predominant | hypertension, and

sulfonylureas Nateglinide safe
with liver / renal disease.

Cr< 1.4 (women)
Cr< 1.5 (men)

Hold if IV contrast dye
procedure >= 80 yr

if renal function not
reduced

pattern
No Gl disease

dyslipidemias)

LFT, normal, monitor at base-
line, every 2 mo for 1st yr, and
periodically thereafter

No hepatic impairment

No NYHA Class lll or IV CHF
If edema, lower dose and/or
add diuretic

Safe with renal disease




UNIVERSITY GROUP DIABETES PROGRAMME (UGDP 1961 TO 197/0)

This landmark multicentric clinical trail was designed elaborately by the high priests in
academic institutions across the length and breadth of the USA and studied 823 diabetic
patients for 9 years; the full report of the study was published in 1970®

The salient points to note are:
a. Biguanide drug (Phenformin) was dropped from the trail during the 6™" year on account of
significant increase in hypertension and cerebrovascular stoke observed in this

treatment group.

b. Sulfonylurea (Tolbutamide) group was found to have more cardiovascular morbidity!
mortality than the Insulin or placebo (no drug) group.

A hue and furore on the Pros and cons of the UGDP findings followed for the next one
year with about 100 protagonists and over 150 antagonists publishing their findings. A
consensus process followed and all diabetologists agreed that the trial was not fool
proof and hence continued use of sulfonylurea drugs were thought to be safe provided
they were used according to specified guidelines, following the failure of Diet and
Exercise in controlling cases of NIDDM. (ADA Policy Paper, 1979)®),




Shame: the elephant in the room
Managing shame is important for improving health care

Editorial, BMJ Volume 324, 16t" March 2002.

In 19600 sthe results of UGDP showed that Tolbutamide, was
associated with a significant increase in mortality in patients
who developed Myocardial Infarction. The obvious response from
Medical Profession should have been gratitude: here was an
Important way to improve the safety of Clinical Practice. But in
fact the response was doubt, outrage, even legal proceedings
against the investigators; the controversy went on for years.

Why?







