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out that this became a fortuitous 
benefit of my newly chosen career.  
Special thanks must go to Air Canada 
because they were very supportive 
during this transition period.  I was 
hired as a simulator instructor and 
spent eight years as both a full-time 
and, during law school, a part-time 
simulator instructor on the DC-9, 
teaching other pilots how to fly this 
aircraft.  

In 1982, Transport Canada’s Civil 
Aviation Medicine Branch decided to reexamine its policies on 
diabetes mellitus. However, this proved to be a very drawn out affair. 
In 1986, Transport Canada started to look at re-licensing pilots who 
had non-insulin dependent diabetes and were taking oral agents to 
control their diabetes.  Unfortunately for me, Transport Canada was 
still shying away from looking at insulin-treated diabetes. Things 
turned the corner in April 1992, when a panel of expert doctors 
met to review diabetes in the context of the modern aviation 
environment.  Thanks to the work of the late Dr. Gerald S. Wong, 
Dr. James Wallace, Dr. Robert Depuis, and Dr. G.Y. Takahashi, a new 
process for pilots with type 1 was born.

During this ten-year process, the Canadian Diabetes Association 
decided to take the issue to court in an attempt to speed things 
up.  The Canadian Charter of Rights and Freedoms was used to 
attempt to force Transport Canada to develop guidelines to reinstate 
pilots with type 1.  In Her Majesty the Queen as represented by the 
Minister of Transport (Appellant) (Defendant) v. Eileen Grace Bahlsen 
(Respondent) (Plaintiff) (1996), the Federal Court of Appeal ruled 
that refusing a medical certificate to an applicant for a pilot’s license 
because of a blanket prohibition against diabetes was justified 
under Canadian law.  Even though the practice discriminated 

against the applicant, the court held that as there was no other 
state licensing type 1 pilots for solo (single pilot) flight, and as 
there was no consensus of medical opinion on the safety of solo 
flight by insulin-dependent pilots, Transport Canada was justified 
in prohibiting pilots with type 1 from flying. The case did, however, 
help spur Transport Canada into looking at re-licensing pilots with 
diabetes for multi-crewed aircraft.

The very first pilot in the world with type 1 to get his medical 
certification and, therefore, his pilot’s license reinstated was a 
Canadian military pilot, Capt. Chuck Grenkow.  Chuck developed 
diabetes in 1987.  After two years of monitoring and individual 
assessments of his ability to control his diabetes, a very forward 
thinking Dr. Gary Gray, with the help of Chuck’s endocrinologist, Dr. 
John Dupre, authorized Chuck to return to flying duties.  In August 
of 1989, Chuck moved to Summerside PEI and returned to active 
flying status at 413 Sqn.  Chuck is presently working as a Major in 
Esquimalt, BC, where he is still licensed to fly.  He will be retiring from 
the Canadian Forces in July of 2010.

On the civilian side of things, it took much longer. 

John McDermott was the first civilian pilot to receive his medical 
certification with type 1. John had been a Boeing 727 Captain with 
Air Canada before developing diabetes in 1981. John’s medical 
certificate was returned to him in September of 1999, and he 
returned to Air Canada on a Boeing 767 course. Unfortunately, John 
ran into a number of circumstances totally outside of flying that 
precluded him from completing his return to work.  John was the 
pioneer in the return-to-work protocol, and it is quite likely that 
without his efforts, none of the rest of us would have been able 
to return to flying.  He is owed a great debt for paving the way for 
others.

Brett Walker was next. Brett was diagnosed with diabetes in 
December of 1998, but he was able to stay off insulin for awhile 

Captain Steve Steele was 
the first pilot with type 
1 diabetes in the world 
to fly as the captain of a 
commercial airliner while 
taking insulin.  In June 
2006, he transitioned to 
the Boeing 767, which 
he flies on international 
routes around the globe.

(Continued on page 32)
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and continue flying the Boeing 
737 and later the Airbus A320. 
He had to start taking insulin 
in December 2000 and had his 
medical certification revoked at 
that time, but it was returned 
to him in June of 2001.  Brett 
returned to flying as a First 
Officer (Co-Pilot) on the Airbus 
A320 based in Toronto.  Brett 
was the very first civilian 
pilot with type 1 to return to 
operational line flying anywhere 
in the world.

Next came myself and another 
Air Canada First Officer 
whom we will call “Tom.”  We 
both received our medical 
recertification in December of 
2001. Tom returned to flying 
on the Airbus A320 in January 
of 2002.  He is now an Embraer 
Captain based in Toronto. 

I took a little longer because I was living in Hong Kong at the time.  
I gave up the practice of law in 1994 and moved to Hong Kong to 
work as a simulator instructor on the Airbus A340 with Cathay Pacific 
Airways. Following our family’s return from Hong Kong, I returned 
to Air Canada in November of 2002 as a Captain on the Airbus A320.  
The return-to-work protocol required me to fly as a First Officer for 
the first six months to make sure everything went well, but I was 
able to transition into the left seat (Captain) in October 2003. This 
made me the first person in the world to fly as the Captain of a 
commercial airliner while taking insulin.  In June 2006, I transitioned 
to the Boeing 767, which I am still happily flying on international 
routes around the globe.

Ron Swaisland is the latest of the current crop of airline pilots with 
diabetes.  Ron was first diagnosed with type 2 diabetes in August 
of 1996. He maintained his active flight status by controlling his 
blood glucose levels with diet and exercise until July of 2004, when 
he had to transition to oral medications.  Unfortunately for Ron, the 
oral medications proved unsuccessful and he was placed on insulin 
therapy in October 2004.  Ron returned to active flying status in June 
2006 as an Airbus A340 Captain.  He retired from Air Canada on June 
1, 2007.

Canada is the only country in the world allowing commercial 
pilots with type 1 to fly, and we are subject to a very strict in-flight 
protocol to ensure the safety of our flights.  We must complete a 
fingertip blood test within 30 minutes prior to flight departure and 
at least every 60 minutes thereafter for the duration of the flight.  
In cases when the blood glucose readings are in the lower range 
of acceptable readings, that time period is reduced to 30 minutes 
between blood tests.  All of these readings must be forwarded to 

Transport Canada with each medical renewal, and these readings are 
the deciding factor in whether our medical certificates are re-issued 
each medical cycle. We are by far the most medically scrutinized 
pilots in the world.  Our licenses are never renewed: they are revoked 
at the end of each medical period and then re-issued if we continue 
to comply with the requirements set forth by Transport Canada.  

Today in Canada there are 15 Airline Transport or Commercial pilots 
with type 1.  Three of us continue to fly for Air Canada.  There are also 
two air traffic controllers working with type 1. 

Canadian pilots are still the only pilots in the world flying with 
type 1 in a commercial environment.  We hope that through 
our experiences in Canada, type 1 pilots in other countries will 
eventually gain the medical re-certification that Transport Canada 
has provided to us.

For each one of the pilots named in this article, a very special thank 
you must go to the doctors who saw fit to give us the opportunity 
to return to work.  To Drs. Gary Gray at the DRDC, Jim Wallace 
and Edward Brook at Transport Canada, Ed Bekeris, Craig Winsor 
and Peter Hopkins at Air Canada, along with some very special 
endocrinologists, Dr. John Dupre and Dr. Irv Gottesman, we give 
our personal thanks.  A very special thank you is also owed to Capt. 
Dave Noble of the Air Canada Pilots Association and to Air Canada 
Flight Operations Management for their help in the return-to-work 
process.  Without the help of these individuals, none of this would 
have been possible.     

(Continued from page 31)

Flying on Insulin
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following 
doctor bernstein  
	   on holiday
 A type 2’s challenge during nine weeks in new zealand  
 and australia: stay away from bad carbs and keep  
  blood sugar scores down

a t the beginning of 2007, we began studying guidebooks and 
making reservations for a long-anticipated trip to New Zealand and 

Australia. With limited funds and so much we wanted to do, we decided 
our budget would go farther if we stayed at hostels. At the same time, 
we were concerned about Al’s rising blood sugar scores. After visiting 
relatives during Christmas and celebrating the New Year, Al’s morning 
scores were as high as 154 mg/dl. 

When Al was diagnosed in 2002, we lived in San Francisco. An 
endocrinologist encouraged him to regulate his blood sugar with diet 
and exercise rather than pharmaceuticals. Over the next six months, at 
the age of 72, Al closed out his business career to coincide with Ruth’s 
retirement. This allowed him more time for exercise.

In March of 2003, we moved to northwest Washington, near the city of 
Bellingham. In September of 2004, Ruth, whose career was in hospital 
quality management, interviewed a Bellingham endocrinologist for 
a column she was drafting. The endocrinologist told Ruth about an 
acupuncturist, Scott Paglia, L.Ac, who was helping control her diabetes. 
Shortly thereafter, Al began regular treatment with Scott, who had 
studied in South Korea and the Oregon College of Oriental Medicine. 
He incorporates several disciplines within his practice, including 
acupuncture, herbal medicine, diet, and qigong.

discovering dr. richard bernstein
Although Al continued under the care of a hospital-sponsored 
group physician, he also looked to this specialist for regular 
diabetes treatments, which consisted of acupuncture and an array 
of supplements. These included Equilibrium (a collection of herbs), 
chromium picolinate to control blood sugars, and Choleast (red yeast 
rice) to control cholesterol. (Later we tried the juice of bitter melon, 
but that was messy to prepare. Diamaxol, with a long list of ingredients 
including bitter melon extract and cinnamon bark, soon replaced the 
melon juice. Paglia’s special herbal formulation has since replaced 
Equilibrium.) In response to those early 2007 scores, Paglia told us 
about Dr. Richard Bernstein, MD. We read Diabetes Type II: Living a Long, 
Healthy Life Through Blood Sugar Normalization, and The Diabetes Diet: 
Dr. Bernstein’s Low Carbohydrate Solution, and we immediately adopted 
his dietary recommendations. (Ruth got on board because she believes 
the diet is healthy. With the help of Choleast, her cholesterol measures 
have been excellent in spite of the high protein component.) In the eight 
weeks prior to the start of our trip, Al’s daily scores were down to an 

average of 106.  
(See below for a list of Dr. Bernstein’s good and bad carbs)

On our trip, the choice of hostels for lodging turned out to be a good 
one, and not just for the budget. For anyone who envisions hostels as 
overrun with grungy backpackers, those in New Zealand and Australia 
will be a surprise. Yes, there are backpackers, but they are not grungy, 
nor are the premises. The facilities under the Hostelling International 
umbrella must meet high standards to ensure safety, cleanliness, and 
comfort. A subset of HI in Australia and New Zealand is the Youth Hostel 
Association, which, in addition to complying with the HI standards, 
operates hostels in an environmentally sympathetic way. We were very 
comfortable in these quarters, easily making friends with people from 
Europe and Asia. We usually did not significantly increase the median 
age. In nine weeks, we stayed in hostels 38 nights.

taking control by fixing our own meals
The ability to prepare our own meals went a long way toward good 
control. Most hostels have stainless steel kitchens, adequate utensils, 

and clean dishes with food stores nearby. Generally, we cooked our 
own breakfasts and evening suppers, eating the midday meal out in 
conjunction with our explorations.  Our typical breakfast was eggs in a 
stir-fry with shallots, courgettes (zucchini), capsicum (green peppers), 
and sausage or bacon. When short of time for an early tour or flight, we 
put lox and cream cheese on low-carb rye crackers. Our best suppers 
were chicken, beef, or fish with broccoli, Brussels sprouts, or green beans.

By Al Krause and Ruth Higgins

Typical hostel communal kitchen, this one at the Central YHA Backpackers in 
Cairns, gateway to the Great Barrier Reef.



  www.DiabetesHealth.com    /    OCTOBER – NOVEMBER 2008    /    DIABETES HEALTH  35

Experience underscored the need 
to combine exercise with diet and 
to maintain discipline in keeping 
to our Bernstein diet. When Al 
was careful with food and had 
abundant exercise kayaking in 
Milford Sound and Able Tasman 
National Park and hiking on 
Stewart Island, his scores stayed 
low. Two train trips across the New 
Zealand Alps and a stunning bus 
trip from Greymouth to Nelson 
were sedentary, and his scores shot 
up. In Tasmania, trekking for three 
days brought correction.

Eating at restaurants created more 
of a challenge than we expected 
– a challenge to our discipline. 
We like fish and chips and found 
them on almost every menu in 
both countries.  Most kitchens would substitute salad for the French fries 
when we asked.  We would say, “Just let us have a few chips,” but a full 
plate would come. Al would say, “I’ll just have four.” Then another four, 
and soon it was 24.  Of course, most fish batters are heavy on carbs. We 
did eat a lot of salads – Caesar salads and Greek salads were ubiquitous. 
But what did we know about the carbs in prepared dressings? 

sometimes there aren’t a lot of choices
A few times, tours trapped us into meals with little or no choice. From 
Melbourne we had a very long bus tour on the Great Ocean Highway. 
It was worth the time because the scenery exceeds that along Big Sur 
in California. Lunch at a café offered fish and salad, which was fine. 
However, the road back was barren except for one small town where the 
driver/guide was enamored with a noodle house. We went across the 
road to a McDonald’s and bought cheeseburgers without buns, which 
were dry and barely adequate to stave off starvation.

We also had some pleasant surprises. Very hungry after a morning of 
snorkeling at the Great Barrier Reef, we were welcomed back on the 
catamaran by an abundant buffet including plentiful cold cuts and salad. 

Another challenge was food at friends’ homes. We are members of the 
Affordable Travel Club, which enables us to stay with friends we have 
yet to meet. In return for $20 U.S. per night for a couple, members get a 
bed, breakfast, and an hour of orientation. A wonderful couple in New 
Zealand entertained us in their home. In addition to the expected, they 
took us on two tours of their community and treated us to dinner at 
their table, lasagna and beets. What does Al do when confronted with no 
choices from his preferred list? He enjoyed the lasagna and limited the 
beets to two. Happily, the next morning his score was only 119. 

temptation beckons to us all
As our trip progressed, we continued to have good and bad food 
experiences. In Melbourne, our plan was to experience city life for 
a week. Hostel arrangements were perfect and, with a larger Greek 
population than any other city in the world except Athens, salads were 
abundant. However, at a comedy club where dinner was included in the 
admission, the first course was toasted bread. At an Ethiopian restaurant, 
Al could not resist the puffy flat bread. That evening at the hostel, a 
woman wasn’t able to eat all her pizza; Al helped her by consuming two 

slices. The next morning his score 
was 140. 

At Cairns, with snorkeling, kayaking, 
and food discipline, the scores 
came down—but not enough. A 
week later, at Ayers Rock (Uluru), Al 
got back on track with continued 
exercise and better food discipline. 
In addition to a communal kitchen, 
there was an outdoor “barby” where 
every evening we cooked steak, 
chicken, prawns, or fish, adding 
some mushrooms and zucchini 
with lots of salad. We walked the 
circumference of the Rock, around 
the rim of Kings Canyon and into 
the Olgas.  His last four morning 
scores were 110, 97, 109, and 103. 

While we were satisfied that we had 
met the challenges on the road, 

we returned home recognizing the need to be more creative with food 
choices and more aggressive with exercise while traveling.

Now we are studying Costa Rica guidebooks that tell us beans and rice 
are the basis of most meals—even breakfast. 

Another challenge!

bad carbs 
Beets, carrots, corn, onions, potatoes, winter squash, yellow bell peppers, 
all fruits and juices, milk, yogurts, cottage cheese, grains (including rice), 
pasta, breakfast cereals, pancakes, bread, crackers, powdered sweeteners, 
candies (especially “sugar free”), cookies, cakes, and pies. 

good carbs
Artichokes, asparagus, bok choy, broccoli, Brussels sprouts, cabbage, 
celery, daikon radish, endive, mushrooms, mustard greens, pumpkin, 
spaghetti squash, turnips, zucchini.

Lists abridged from The Diabetes Diet, Richard K. Bernstein, M.D., Little, 
Brown and Company 2005

about reservations
We made all of our own reservations except for airlines. Because hostels 
have a limited number of private rooms, we reserved ahead. Our itinerary 
was complete when we left home and we experienced no significant 
deviations. With few exceptions, we made arrangements via the Internet. 
For hostel reservations, visit www.hihostels.com

We made our Affordable Travel Club (ATC) reservations by email prior to 
departure – www.affordabletravelclub.net – and confirmed by telephone 
a few days prior to our visit.          

Dr. Richard Bernstein, who is on Diabetes Health’s Advisory Board, previewed 
this article and commented that “chips, lasagna, red yeast, rice, low carb rye 
crackers, beets, and “lots of” salad (too much of a low carb food still gives 
BG elevations) are not approved in his diet regimen. Still, Diabetes Health 
applauds the authors’ attempts to follow most of the regime. It ain’t easy 
when you’re travelling!

One of the best meals we cooked was on the barby at the Outback Pioneer 
Hotel at the Ayers Rock Resort – steak, shrimp and mushrooms with a large 
salad.
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Imagine  someone pressing a pillow 
over your face while you sleep. 

You wake up and struggle for air. After 10 seconds, you’re 
allowed to breathe again. But pretty soon, the pillow goes 
back over your face. 

That’s essentially what’s happening if you have obstructive 
sleep apnea (OSA). Your airway gets blocked, perhaps by 
your tongue or your throat muscles relaxing too much. You 
wake up a little as you struggle to breathe again. This could 
happen hundreds of times a night.

The stress of struggling for air throughout the night is bad 
for your blood pressure and hard on your heart. You’re not 
getting enough sleep, so you’re tired and irritable during the 
day. You might fall asleep at work or while driving.

We could talk statistics and risk factors. For example, one 
study of men with type 2 diabetes showed that 23% had 
OSA.

But sleep apnea is not a silent disease. So the question to 

ask yourself is not: “Do I fit the profile?” but rather “Do I have 
symptoms of sleep apnea?”

Top Signs of Sleep Apnea
•   �You snore. Often and loudly.

•   �If your spouse has moved into the guest room or your 
landlord says the people in the next apartment are 
complaining, that’s a big red flag. 

•   �Someone has seen you stop breathing for a few seconds or 
gasp while you’re asleep.  It doesn’t get much clearer than 
this.

•   �You’re sleepy during the day.

Joe Carnevale, a machinist in Philadelphia, didn’t realize that 
his daytime sleepiness was from sleep apnea. “I just chalked 
it up to the diabetes,” he says. High blood glucose levels can 
make you tired, but Carnevale’s blood glucose levels were not 
that high. His endocrinologist, Arvind Cavale, MD, suspected 
sleep apnea. Carnevale snores so loudly that his wife wears 

By Marie McCarren

Diabetes

Sleep Apnea
and 

Take a Breath… If You Can
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earplugs. He caused a three-car accident on his way to work 
one morning when he fell asleep at the wheel and turned into 
oncoming traffic. Another time he fell asleep at a red light, 
his foot slipped off the brake, and he tapped the car ahead of 
him. Carnevale just got the results from his sleep study: severe 
obstructive sleep apnea.

Other signs that could mean you 
have sleep apnea
•   �You often wake up with a headache.

•   �You have a sore throat in the morning.

•   �You get up during the night to go to the bathroom. 

•   �You have trouble concentrating during the day.

•   �You’re depressed.

•   �You have high blood pressure.

At Alamo Diabetes Team, a diabetes education service in San 
Antonio, each patient is asked three questions: “Do you snore? 
Do you wake up tired? Are you being treated for high blood 
pressure?” Those who answer yes to any of the three questions 
are asked more questions to assess their risk. Over half of 
patients score at high risk for sleep apnea, and their doctors get 
letters that recommend testing them for sleep apnea. Virginia 
Zamudio Lange, RN, MSN, CDE, says that screening people with 
diabetes for sleep apnea should be routine. “It is unacceptable 
not to screen, given the frequency of sleep apnea and the 
proven benefits of treatment,” says Lange.

Sleep Apnea and Diabetes
Some studies suggest that sleep apnea may 
worsen insulin resistance. And you can see 
how sleep apnea may interfere with diabetes 
treatment. You’re dead tired at work, so you 
keep yourself awake with muffins and coffee. 
When you get home, all you have the energy 
to do is sit in front of the television.

Will treating sleep apnea improve blood 
glucose levels? Researchers in Australia and 
Minnesota (other research sites may be added 
in September) are recruiting people with type 
2 diabetes and obstructive sleep apnea for 
the GLYCOSA Study. They will treat half the 
participants for sleep apnea and see whether 
they have better blood glucose control than 
the people who are not treated for OSA.

Whether it helps with blood glucose control 
or not, treating sleep apnea will improve your 
quality of life, and it will lower your blood 
pressure, which lowers your risk of heart 
attack and stroke.

Diagnosis
If you have signs and symptoms of sleep 
apnea, your doctor may order in-home 
monitoring. If this shows that you are 

suffering from sleep apnea, you can move right to treatment.

If in-home monitoring doesn’t show that you have sleep apnea, 
your doctor may order an overnight sleep study, which is 
more sensitive, more expensive, and may not be available in 
your town. You’ll spend the night at a sleep center, hooked up 
to sensors that detect how well you’re sleeping and whether 
you’re getting enough oxygen. Make sure that you jump 
through all the insurance hoops before you do the sleep study. 
Your plan may require that you go to a certain sleep center.

Treatments
•   �CPA. If you have moderate to severe sleep apnea, you may 

be prescribed continuous positive airway pressure (CPAP, 
pronounced “C-pap”). You wear a mask over your mouth 
and/or nose at night, and a machine gently blows air 
through the mask. The air pressure is adjusted to be just 
enough to keep your airway open.

•   �Dental Device (a.k.a. oral appliance, intraoral device, or 
mouthpiece). Breathe through your nose. Now move your 
lower jaw forward. Does the back of your throat feel a bit 
more open, making it a little easier to breathe? A dentist or 
orthodontist can custom make a device for you to wear at 
night that will keep your lower jaw and/or tongue forward. 
If you grind your teeth at night, ask the dentist if that affects 
which devices you can consider. 

You may want to hear about the experiences of others with this 
or that device or treatment. You can go to a support group or 

(Continued from page 31)

(Continued on page 38)

Snoring loudly and often is one 
sign of sleep apnea
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Diabetes Educator 
Urges Doctors to 
Take Sleep Apnea/
Diabetes Connection 
More Seriously 

do an Internet search to find forums 
on the device you’re considering. 
For example, one entry on www.
cpaptalk.com lists the four stages 
of CPAP adjustment as “intolerable, 
uncomfortable, tolerable, 
comfortable.” If you know this going 
in, you’ll know not to give up too 
early.

Home Remedies
Getting diagnosed and finding the 
right treatment takes time. Starting 
today, you can try some home 
remedies that may help:

•   �Don’t drink alcohol or take 
sedatives or sleeping pills. 
These may let your throat close 
up more. Until you get treatment that eliminates the apnea 
episodes, you don’t want to be drugged at night because 
you may wake up more slowly during an episode of apnea.

•   �Lose some excess weight. After Joe Carnevale lost 15 
pounds last year, his wife noticed that his snoring got better. 
But when he regained the weight, his snoring came back full 

force.

•   �Keep yourself from sleeping on 
your back.  Sew a pocket on the 
back of your pajama top and put a 
tennis ball in it. Or fill a backpack 
with foam rubber and wear that 
at night.

•   �Treat nasal congestion. Try using 
a neti pot to rinse out your sinuses 
with warm salt water. You can get 
a neti pot for less than $20 at your 
local natural foods store and some 
mainstream drugstores.      

Resources
American Sleep Apnea Association 

American Academy of Dental Sleep Medicine

Information in Spanish from the National Heart Lung and Blood 
Institute

Despite the fact that 94 percent of doctors are aware 
of the association between sleep apnea and diabetes, 
only 47 percent of them screen for the condition in their 
patients with diabetes. 

As a result, about 85 percent of sleep apnea cases 
among people with diabeties goes undiagnosed, 
according to Virginia Zamudio-Lange, RN, MSN, CDE, 
who spoke in August at the 35th Annual Meeting of the 
American Association of Diabetes Educators.

Zamudio-Lange reported that in a sleep apnea 
screening protocol developed at Alamo Diabetes Team 
in San Antonio, diabetes educators asked patients about 
snoring and fatigue as they made preliminary diabetes 
assessments. 

Patients who reported apnea-like symptoms were 
categorized as high-risk and referred for further 
evaluation or possible treatment. 

The San Antonio study followed 83 patients over a 
six-month period. Sixty-six percent of patients with 
diabetes fell into the high-risk classification. 

(Continued from page 37)

“I Can’t Get Divorced, 
It’s Bad for My Blood Sugar Levels!”
Hostility and anger 
are associated 
with higher blood 
glucose levels in 
non-diabetic single 
men, new research 
shows.

But for married men, 
having a hostile or 
angry personality, 
or so-called “type 
A” behavior traits, 
doesn’t appear to 
boost blood sugar, 
Dr. Biing-Jiun Shen of the University of 
Southern California in Los Angeles found.

High blood sugar puts people at risk for 
both diabetes and coronary artery disease, 
while certain personality traits are known 
to worsen heart health and increase 
diabetes risk. To determine whether 
these traits might directly relate to blood 
glucose levels, the researchers evaluated 
485 healthy men ranging in age from 52 
to 66, checking their fasting blood glucose 
levels in 1986 and again in 1995.

Hostility, anger, and 
type A behavior 
as assessed at 
the beginning of 
the study were 
associated with 
blood glucose levels 
nine years later, 
the researchers 
found, although 
depression had 
no relationship to 
blood sugar.

But the relationship 
between personality traits and blood 
glucose was significant only for unmarried 
men. Married men had lower blood 
glucose levels, on average, than single 
men at follow-up.

“We speculate that married men benefited 
from their spouses, who helped them 
maintain a healthier lifestyle and curtail 
detrimental habits,” Shen and colleagues 
suggest.

Source: Diabetes Care, July 2008
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EGGPLANT PARMIGIANA
A classic and very flavorful vegetable casserole dish to serve alongside roasted turkey for supper

2/3 cup olive oil 
1 large onion, chopped
1 or 2 garlic cloves, minced
2 cups canned, crushed tomatoes 
1/2 cup water
2 tsp SPLENDA® Granular 
1/2 tsp dried oregano 
1/2 tsp dried basil 
1/4 tsp salt, OR a salt substitute
1 cup grated Parmesan cheese
2 eggs
2 tbsp water 
1 large eggplant, cut into thin slices, OR 3 Chinese eggplants
3 cups grated Mozzarella cheese 

In a large skillet, in 2 tbsp olive oil, cook onion and garlic until 
translucent and tender. Stir in crushed tomatoes, water, SPLENDA® 
Granular, oregano, basil and salt.  Simmer over low heat 10 minutes.  

On waxed paper, spread Parmesan cheese.  In small bowl, beat eggs 
and water together with fork.  Dip eggplant in egg wash and then in 
Parmesan cheese.  In large skillet, in about 2 tbsp hot oil, fry several 
eggplant slices until golden brown on both sides; repeat.  

Layer half eggplant slices in 9 x 13-inch glass baking dish. Cover 
with half tomato mixture, sprinkle with half grated Mozzarella 
cheese; repeat.  Bake in 350°F oven 25 minutes.

Helpful Hints:  To reduce sodium in this recipe, combine Parmesan 
cheese, ground almonds, and low-carb bread crumbs (toast low-
carb bread; blend in blender) in desired ratios to make 1 cup and 
use No Salt instead of salt.

Recipes on this page are from “Splendid Low-Carbing”, a national 
best seller by Jennifer Eloff (www.low-carb.us). 

Jennifer’s note: Chinese eggplant is light purple in color.  The Chinese eggplant has fewer seeds, 
which makes it milder-tasting than the American eggplant. 

Nutrition at a Glance
(per serving)

Nutrition at a Glance
(per serving)

Calories 241.6

Total fat 18.7 g

Carbohydrate 7.9 g

Protein 10.6 g

Calories 75.8 

Total fat 5.9 g

Carbohydrate 4.3 g

Protein 1.5 g

Servings: 12

Servings: 6

DELUXE GREEN BEANS ALMONDINE
Another delicious and nutritious accompaniment for your turkey supper

1 lb fresh green beans 
3 Tbsp butter 
2 cloves garlic, crushed
1/4 tsp salt 
1/3 cup slivered almonds, toasted

Cut green bean ends off, remove 
strings where necessary, and cut in half. 
Rinse in colander.  Bring water (enough 
to cover beans) in large saucepan to 
boil, add beans, and bring to boil again.  
Pour beans into colander and rinse 
with cold water.  In large electric frying 

pan, melt butter and add garlic.  Stir-fry 
garlic briefly until just beginning to 
turn color.  Add beans.  Sprinkle with 
salt and stir-fry 10 minutes, or until 
tender-crisp.  Add toasted almonds.  
Stir-fry briefly. Yields six servings.

Helpful Hint:  To toast almonds, add 
to dry nonstick frying pan on medium 
heat.  Stir-fry until slightly brown.

Recipe from “More Splendid Low-
Carbing” by Jennifer Eloff  
(www.low-carb.us)

Nutrition at a Glance
(per serving)

Calories 75.8

Total fat 5.9 g

Carbohydrate 4.3 g

Protein 1.5 g

Recipe
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PUMPKIN CAKE ROLL
A beautiful cake, suitable for any occasion

Recipes on this page are from “Splendid Low-Carbing for Life Volume 2” by national best selling cookbook author, Jennifer Eloff (www.low-carb.us). 

LOW-CARB 
BAKE MIX
This tasty bake mix 
guarantees a low-carb 
result in your baking.  

Yield: 31/3 cups  
(1/3 cup per serving)

Servings: 12

3 eggs
1 cup SPLENDA® Granular
2/3 cup canned pumpkin
1 cup Low-Carb Bake Mix
11/2 tsp pumpkin pie spice
1 tsp baking powder
1/4 tsp salt

Filling:
8 oz regular cream cheese, softened
1/2 cup SPLENDA® Granular
1/4 cup unsalted butter, softened
1/2 tsp vanilla extract

Line a 15 x 10-inch jelly roll pan with wax paper.  Spray liberally with 
nonstick cooking spray; sprinkle with small amount of bake mix.  

In food processor, or in bowl with electric mixer, process eggs 4 
minutes on medium high speed.  Gradually add SPLENDA® Granular.  
Add pumpkin; process on lower speed.

In medium bowl, combine Low-Carb Bake Mix, pumpkin pie spice, 
baking powder, and salt.  Make a well in center and add pumpkin 
mixture; combine well.  Pour over prepared pan; spread out evenly.  
Bake in 375°F oven 15 minutes.  Invert cake onto clean tea towel.  
Carefully remove wax paper.  Gently roll up cake from one short side 
(it might crack, but continue slowly) together with towel.  Set aside 
to cool completely.  Gently unroll and spread with cream cheese 
filling, sealing any cracks.  Again roll up cake from short side.  

Filling:  In food processor with S-blade, in blender, or in bowl with 
electric mixer, process cream cheese, SPLENDA® Granular, butter, 
and vanilla extract.

12/3 cups ground almonds*
2/3 cup vanilla OR plain whey protein 
isolate 
2/3 cup vital wheat gluten

* �Note:  ground almonds produce 1/3 cup 
greater yield than. almond flour (finer).

In large bowl, combine ground 
almonds, vanilla whey protein, and vital 
wheat gluten; mix well. To use this bake 
mix:  For every cup of flour, substitute  
1 cup of Low-Carb Bake Mix plus  

1/4 cup. Use 1/4 cup to 1/2 cup less liquid or 
wet ingredients in your recipes.

Jennifer’s note: All these bake mix ingredients should 
be available at places like Trader Joe’s or upscale grocery 
or fitness/health stores.  Vital wheat gluten is 75% 
protein and is not the same as gluten flour.  Bob’s Red 
Mill makes vital wheat gluten.  Make sure the whey 
protein powder is an isolate or a mix of isolates and 
concentrates.

Nutrition at a Glance
(per serving)

Calories 174.9

Total fat 13.7 g

Carbohydrate 5.7 g

Protein 7.3 g

Nutrition at a Glance
(per serving)

Calories 162.9

Total fat 10.3 g

Carbohydrate 3.3 g

Protein 14.3 g

Recipe
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Years ago, John Bantle, MD, gave brownies to people 
with diabetes. Brownies made with real sugar. And 

their blood glucose levels…did not skyrocket. 

Bantle and his colleagues were comparing two meal 
plans. Both plans had the same amount of carbohydrate. 
In one, much of the carb was from sugar. In the other, 
the carb came mainly from starches. Participants ate one 
meal plan for 28 days and then switched to the other.  

Participants’ blood glucose levels were essentially the 
same when they ate the high-sugar meals as when 
they ate the high-starch meals. Conclusion: Sugar is just 
another carbohydrate. It’s the amount of carb, not the 
source, that determines blood glucose levels.

That was 15 years ago. Yet today, people who have 
diabetes still hear, “You can’t eat that. It has sugar.”

Will the Myth Ever Die?
“Old ideas that are wrong do die,” says Bantle, a 
professor of medicine at the University of Minnesota, 
Minneapolis. “It just takes them a long time. People 
spent 60 years drumming it into people with diabetes. It 
was in all the textbooks. And if your blood sugar is high, 
intuitively it makes sense that you shouldn’t eat sugar.”

But starch is a string of glucose molecules. When people 
know that, they can see that starches will raise blood 
glucose levels just as sugar will.

“A lot of people who are up-to-date in diabetes consider 
this old news,” says Bantle. “But if you go to the primary 

Sugar and Diabetes: The Myth That Won’t Die
By Marie McCarren

John Bantle, MD, puts 
it in real-world terms: 
“Foods that contain 
sugar don’t produce a 
greater rise in blood 
glucose than bread, 
rice, and potatoes, if the 
calories are the same. 
If you add dessert to a 
meal, increasing the 
amount of carbohydrate, 
your blood sugar will be 
higher. But you’d have 
the same effect if you 
had a double helping of 
mashed potatoes or an 
extra roll.”

Sugar being discharged from a 
container ship

You can read comments, and/or add your own by viewing the
article online at www.diabeteshealth.com.
Enter 5806 into the search box, and click “Search”.

My Account  |  Subscribe  |  Contact Us  |  Help

Search5806
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(Continued on page 46)

I’m actually 
truly appalled 
to see this 
argument in 
2008, with what 

we know now about how carbs (sugars and 
starches) cause weight gain and mess with 
BG control. This advice (“sugar is the same 
as starches, so go ahead and have chocolate 
cake!”) is what the ADA came out with in the 
early ‘80s (I was working in a hospital at the 
time), and I thought it was idiocy then.

Since that time, obesity and type 2 have 

become epidemic. Sure, there’s high 
fructose corn syrup & trans fats in our food 
supply now, but most of the nation’s weight 
gain can be traced directly to the advice 
to eat a low-fat, high-carb diet. They fatten 
cattle with grain for a reason—it WORKS. 
(No study has actually managed to find that 
fat makes you fat, because, in fact, it doesn’t. 
This so-called “common sense” approach 
doesn’t match what happens in the body.)

Dr. Bernstein & Dr. Rosedale are on the 
right track. NON-starchy vegetables, 
moderate protein, and lots of healthy fats 

(nuts, avocados, olive oil, salmon...) keep 
us healthy, help us lose weight, and allow 
insulin-dependent folks to use less insulin.

Grains and dairy were the last food groups 
added to the human food supply (if you 
don’t count chemical “foods”) when we 
switched over from being hunter-gatherers 
to doing agriculture 10,000 years ago. Our 
bodies haven’t had time to adjust, and 
these foods are still the most likely causes 
of allergies. Tropical fruits (except coconut) 
are high in sugars, but berries are worth 
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Going Vegan 
By Marie McCarren

Diabetes Health just returned from the annual meeting of the 
American Association of Diabetes Educators (AADE), in Washington, 
D.C., August 6 through 9, 2008. We joined 3,500 attendees in, as 
AADE President Amparo Gonzalez, RN, BSN, CDE, said, “taking 
on the challenges of delivering diabetes education in today’s 
healthcare environment.” 

At the meeting, Marie McCarren attended a session titled “Practical 
Resources for Vegan Diet Instruction for Diabetes” by Caroline Trapp, 
MSN, APRN, BC-ADM, CDE.

A vegan diet is one with no animal products: no fish, no eggs, no 
dairy, and, of course, no meat. It’s a way to lose weight and improve 
your blood glucose levels without having to weigh portions and 
count calories.

Trapp is director of diabetes education and care at the Physicians 
Committee for Responsible Medicine (www.pcrm.org), in 
Washington, D.C., a group that promotes vegan diets, among its 
other missions. Trapp started her presentation at the AADE meeting 
with research findings on vegan diets (see below) and gave 
practical tips for switching to a vegan diet.

First, discuss your plans with a healthcare professional. A big 
change in your diet will likely lead to changes in your blood glucose 
levels. Get guidelines on adjusting your medications, especially if 
you use insulin. Ask your dietitian about subtracting fiber from the 
total carbs in your meals.

Trapp recommends committing to at least a three-week trial and 
going for it a hundred percent. Don’t just cut down on meat and 
cheese. Trapp says that if you eliminate these foods from your diet, 
you’ll lose your taste for them. She recalled how she used to love 
brie cheese before she switched to a vegan diet. “Now, brie smells 
like old socks to me,” she said.

Your diet will 
come from 
four food 
groups: fruits, 
whole grains, 
vegetables, and 
legumes such 
as beans and 
lentils. Avoid 
high-fat foods 
such as nuts, 
added oils, and 
avocado. Take 
vitamin B12, 
which you can 
get in a regular 
multivitamin. 

The foods you’ll be eating are high in fiber and water. You may feel 
that you are eating a lot, but you’ll probably be consuming fewer 
calories than you did when you were eating meat and sugary foods. 
That’s why you won’t need to count calories or restrict portions.

An attendee asked about meat substitutes such as meatless burgers 
and sausage, noting that they are high in sodium. Trapp agreed that 
these processed vegetarian foods aren’t the best, but said they can 
be useful as transition foods, especially if you have reluctant family 
members.     

For more information from PCRM on switching to a vegan diet, go 
to www.nutritionmd.org and www.foodforlife.org.

Low-fat Vegan Diet Good for Glucose Control
A study headed by Neal Barnard, MD, 
president of the Physicians Committee 
for Responsible Medicine, showed that a 
low-fat vegan diet can lead to weight loss 
and lower blood glucose levels. The results 
were published in the journal Diabetes Care 
in 2006. 

The researchers recruited 99 people with 
type 2 diabetes for the 22-week study. Most 
were overweight. The participants were 
asked not to change their exercise habits 
during the study. 

Half were randomly assigned to and given 
instruction on a low-fat vegan diet. In 
this diet of vegetables, fruits, grains, and 
legumes, 10 percent of calories came 
from fat, 15 percent from protein, and 75 

percent from carbohydrate. The participants 
were asked to avoid animal products and 
added fats and to choose foods with a low 
glycemic index, such as beans and green 
vegetables. They were not told to limit 
calories, portions, or carbs. 

The other participants followed diets that 
were individualized and that adhered to 
American Diabetes Association guidelines. 
Participants who were overweight were 
given calorie limits.

Average A1c in the vegan group was 8% 
at the start of the study and 7.1% at the 
end. Average A1c in the ADA-diet group 
dropped from 7.9% to 7.4%. The vegan 
group lost an average of 14 pounds, while 
the ADA-diet group lost about 7 pounds. 

In the vegan group, 24 out of 49 people 
did not change their diabetes medications 
during the study, and average A1c in this 
subgroup dropped from 8.07% to 6.84%. In 
the ADA-diet group, 33 of 50 participants 
did not change their diabetes medications, 
and their average A1c dropped from 7.88% 
to 7.50%.

In the vegan group, 39 people did not 
change their cholesterol meds. Their 
average total cholesterol dropped from 190 
mg/dl to 157 mg/dl. In the 41 people in the 
ADA-diet group who did not change their 
cholesterol meds, average total cholesterol 
dropped from 195 mg/dl to 176 mg/dl.     
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care arena, I think they’re much 
less aware. I was talking to some 
medical students last week, and 
they thought sugar was a bad 
thing. But they’re just a product 
of their culture. As I talk to 
patients, some people seem to 
know it, and for others it comes 
as a surprise.”

For years, the American 
Diabetes Association’s Nutrition 
Recommendations have included 
their version of  “Sugar is just another carb.” In the 2008 position 
statement, the wording is: “Sucrose-containing foods can be substituted 
for other carbohydrates in the meal plan or, if added to the meal plan, 
covered with insulin or other glucose-lowering medications. Care 
should be taken to avoid excess energy intake.”

Bantle puts it in real-world terms: 
“Foods that contain sugar don’t 
produce a greater rise in blood 
glucose than bread, rice, and 
potatoes, if the calories are the 
same. If you add dessert to a 
meal, increasing the amount of 
carbohydrate, your blood sugar 
will be higher. But you’d have the 
same effect if you had a double 
helping of mashed potatoes or 
an extra roll.”

Readers, what has been your 
experience with sugars versus 
starches? Does your meter tell 

you that a dinner roll is the same as a piece of cake?     

Marie McCarren is the author of A Field Guide to Type 2 Diabetes and ADA Guide to Insulin & Type 
2 Diabetes. 

Sugar and Diabetes
(Continued from page 42)

Sugar granules

(Continued from page 42)
their carb 
load. Sensible 
eating—not 
sugars and 
starches—
would help so 
many.

I was diagnosed with type 1 in 1945. I used 
a lot of saccharin in my early years. The 
experiments conducted in Canada showed 
that saccharin caused cancer in rats. It was 
later found that the amount of saccharin 
fed to the rats was so large that a human 
would have to use an enormous amount 
of it if the experiment was to be duplicated 
for humans. The experiment in Canada was 
conducted inappropriately and the results 
were misleading. Another example of how 
to lie with statistics. Saccharin is safe if used 
in reasonable amounts. So are many other 
artificial sweeteners. I have used them for 
62 years and I am exceptionally healthy 
with no diabetes complications. I never 
hesitate to use foods containing artificial 
sweeteners.

My experience is oatmeal, orange juice, 
bananas raise my blood sugar FASTER AND 
HIGHER THAN CANDY BARS.

I have the same experience with jertut. 
Bread, rice, and potatoes raise my blood 

sugar more than simple sugars like candy 
or fruit.

From reading these comments, it looks 
like the myth is still alive. SUGAR is a 
carbohydrate. It is the amount rather than 
the type that controls blood sugar.

Each carbohydrate has an absorption time 
associated with it. Table sugar is pretty 
quick to get into the blood but it has the 
same overall effect as other carbs. Peanuts 
actually cause me more control problems 
due to their very slow conversion to blood 
sugar.

You should not depend on anyone’s 
regimen, but rather monitor your blood 
sugar and maintain the balance. Eating 
a healthy diet is for everyone, not just 
diabetics. 

I have type 2, use metformin and have 
an A1c that usually sits in the 5.7 to 5.9 
range (and has been creeping lower), even 
though I eat a dark chocolate bar or two or 
similar sweet several times a week. I’ve also 
dropped 50 pounds in the past two years.

When I worked with a dietitian after my 
diagnosis, she lumped the sweets in 
with other starches and didn’t give me 
the sugar-is-poison speech. She trained 
me to increase my fruits and vegetables 
consumption (sometimes hard to do in rural 

Alaska because of the quality and expense 
of fresh produce) and to reduce my use of 
all starches.

As long as I reduce my overall carbs and 
starches, she said the occasional sweet 
won’t hurt me, just so long as I do things in 
moderation. She said it was more important 
for me to eat a healthier diet in general and 
get regular physical activity than it was to 
worry about having the occasional dark 
chocolate bar or a cookie. I just make wiser 
choices, such as having an oatmeal-raisin 
cookie instead of a sugar cookie.

I don’t believe a carb is a carb. Id this 
was true, then all foods with the same 
number of carbs would have the same 
GI. Excluding the fat/protein, we know 
that is not true. I would take 40 grams of 
sugar over 40 grams of enriched flour or 
corn syrup any day. Whole grain slower-
acting carbs get processed at a different 
speed than pulverized, quick-acting grain 
powder. I have no problem with artificial 
sweeteners either. I don’t stick to one as I 
feel consuming a variety hedges your bets. 
And it is a bet. Everything suggested here is 
a sort of bet. We are betting that we know 
what’s best. And for us it may very well 
be. As there is no one type of person with 
diabetes, there is no one type of person. 
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A1c Testing Should Be Routine for Everyone, 
Not Just Those with Diabetes, Say Researchers 

The advantage of the A1c is 
that it tracks blood glucose 
levels over a 120-day period, 
providing a long-term view 
that takes blood glucose spikes 
and dips into account without 
making them the primary 
focus. 

The hemoglobin A1c test (HbA1c) is a staple 
among people with diabetes attempting to 

map out their long-term blood glucose levels. 
However, it is not a standard test for non-diabetics, 
even those whose doctors suspect they may have 
the disease. 

But that could change soon. Dr. Christopher Saudek, 
a professor of endocrinology at the Johns Hopkins 
University School of Medicine and director of the 
school’s Comprehensive Diabetes Center, says that 
the A1c test is far better than the diagnostic tools 
doctors currently use to detect diabetes and should 
be used in place of them.

At stake, he says, is the fact that up to 6 million 
Americans may have diabetes that current tests have 
failed to detect.

Dr. Saudek and five other diabetes researchers 
recently wrote a consensus statement calling for 
their peers to use the A1c instead of the fasting 
glucose and oral glucose tolerance tests that most 
doctors currently use to detect diabetes. 

The problem with those tests, says Dr. Saudek, is that 
they measure only the blood sugar present at the 
moment a blood sample is drawn—a figure that can 
be skewed by recent food intake or exercise. 

For example, the fasting glucose test requires 
patients to fast for at least 10 hours before taking the 
test. The idea is that the body will have metabolized 

blood sugar to a level that is consistent with, say, 
a patient’s level upon rising in the morning. The 
problem is that many patients fail to actually fast, 
resulting in inaccurate data that can lead to a 
misdiagnosis.

In other cases, says Dr. Saudek, patients step up their 
exercise and activity days before taking a test. While 
this temporarily lowers their blood glucose levels—a 
beneficial effect—it hides the higher readings that 
could lead a doctor to suspect diabetes.   

The advantage of the A1c is that it tracks blood 
glucose levels over a 120-day period, providing a 
long-term view that takes blood glucose spikes and 
dips into account without making them the primary 
focus. 

In a way, the A1c is like grading on a curve—the 
highest and lowest scores are thrown out, and the 
remaining mean offers the most accurate picture of 
a patient’s overall blood glucose levels.

According to Saudek and his associates, doctors who 
begin routinely administering A1c’s to their patients 
should categorize those who score 6% on the test 
as pre-diabetic and track them. Patients who score 
6.5% or more should be considered diabetic and 
entered into treatment for the disease.     

An abstract of the study by Dr. Saudek and his 
colleagues can be found in the July 2008 issue of the 
Journal of Clinical Endocrinology and Metabolism. 

changing. Eva liked the color screen and the outside colors of the new Animas 
2020 (hers is “limelite” green). Ean needed a pump with a large cartridge, and 
he thought that the Deltec with the FreeStyle meter attached looked like a 
“Digivice” (think Digimon/Pokemon).  

It really makes life interesting that all three kids have chosen a different brand 
of insulin pump.   Different strokes!  So, be it Animas, Cozmo, or Minimed, 
there will be an alert or alarm going off at any given time of the day or 
night.  We just have to figure out whose it is.   Kind of like trying to find that 
annoying little cricket that is deafening until you look for it. 

Elliott , Eva, and Ean all have a mini-competition to see who can get the best 
A1c every three months.  They compare insertion sites and the occasional 
pump bump.  All nine kids know how to give glucagon.  They all have cell 
phones (“for emergencies, Eva, not for texting!”) just in case. 

Amazing People
It isn’t a life I would have chosen, but then again, it could be much worse.  I 
have had people say things like “I could never do what you do!”  All I can say 
is, “Nobody asked me.”  There are reasons we are given what we have to deal 

with.  Diabetes has shaped the futures of my children and turned me into an 
advocate. Elliott works in a pharmacy.  Eva has definite plans to go to Stanford 
and become a pediatric endocrinologist.  Ean plans to become a research 
scientist so that he can find a cure for diabetes. 

We have met and been associated with some of the most amazing people in 
the world, from our diabetes camp, Camp McCumber (14 years now!) run by 
Dr. Logan, to Dr. Sheikholislam and Dr. Prakasam, to the nurses at the PENS 
team and the amazing distributors who make sure our kids get their supplies 
when they need them. It’s the people we see every day.  It’s the pediatrician 
who is willing to pinch hit during a DKA episode. It’s the school nurse who is 
your right hand, eyes, and ears when you can’t be there. 

Something Good
All of this is something good that has come from something awful. Diabetes is 
a challenge, to be sure, but it’s life as we know it. I think that all of my kids are 
who they are because of the experiences that have touched them.  I like the 
people that they have become.      

(Continued from page 16)

Nine Kids, Type 1, and Silver Linings

Research
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You might think that having a disease is the 
last thing you would want broadcast over the 

World Wide Web. But for some writers, getting 
the word out there is the main idea. In a world 
inundated with celebrity gossip and angst-ridden 
posts, a few people rise above the online mess and 
use their blogs to foster a sense of community in 
what could otherwise be an isolating dilemma: 
living with diabetes.

Despite the worrisome topic, a trip through 
the world of diabetic blogs is anything but 
a downer. Hannah McDonald, author of the 
upbeat “Dorkabetic”, tries to keep her posts 
conversational—even if that means letting her 
sarcastic side take over. “I enjoy making people 
laugh,” she says. “But if I make a serious post, I want 
it to be equally engaging.” McDonald is likely to 
talk about anything from music videos to gang 
sign jokes to daily life with her husband—oh, and 
she talks about her diabetes, too. “I always talk 
about whatever I feel like talking about, whether 
it’s diabetes-related or not,” McDonald says. “I think 
letting other people read about the ‘normal’ things that you do in your life is 
really important. People need to know that they can be just like everyone else, 
and their own mental health is just as important as their physical well-being.” 

It’s a philosophy shared by most who feel comfortable enough to put their 
story on the Internet. Sara Nicastro, author of “Moments of Wonderful” and 
contributor to the Flickr diabetes365 blog, says, “A person with diabetes is so 
much more than just a lack of natural insulin, so I talk about all the parts of my 
life.” 

Me, Too!
Besides letting the authors sound off on whatever is happening to them, 
sharing these personal moments can help others—even strangers—deal with 
their own issues. Kerri Malone Sparling is the author of “Six Until Me” and was 
one of the first diabetes bloggers. “People who comment on diabetes blogs 
are often sounding the ‘me, too!’ alarm,” she says. “They read a post that they 
identify with, and then they chime in with their perspective. I receive emails 
and blog comments from people very often. Sometimes they have a diabetes 
moment they want to share. Other times they have a question like ‘Where can 
I hide my insulin pump in my prom dress?’ They are always so supportive and 
insightful, and I don’t think they realize how much of a difference they make 
in my life.” 

The effect truly is palpable. Sharing their struggles, whether it’s a light-hearted 
anecdote or a glimpse into their darkest hour, produces connections that 
affect the writers just as much as the readers. Andy Bell, 28, has blogged 
about his diabetes since September 2007. “I try to keep it light and chill for the 
most part, but some days, after lost battles and feeling defeated by diabetes, 
you just feel like getting on there and screaming your head off,” he says. “I have 
had some pretty dark moments published to the world. I think it’s nice for 
people out there to be able to read that stuff because somewhere, someone 

is really connecting with it. I love reaching out and 
connecting with all types of people.”

Blog Buddies
Bell and Sparling both participate in Blogabetes, a 
network of blogs about diabetes. The site provides 
a community and safe place for sharing personal 
details and connecting with people dealing with 
diabetes. Many of the writers use the blogs to keep 
tabs on each other. For example, Sparling and 
McDonald always read each other’s blog. “Since the 
diabetes blog community is so sizeable, it’s pretty 
uplifting to be instantly accepted into a helpful 
group just by stringing some sentences together,” 
McDonald says. “If you say, ‘Oh, I had the worst day 
ever because my blood sugar went from 60 to 345 
in two hours,’ you’re going to hear ‘I know how that 
is! Let me tell you about my terrible blood sugar 
day’ instead of something like, ‘Well, that sounds 
crappy. Wish I knew how it felt.’”

Nicastro feels a similar bond with other bloggers. 
“I think sharing my experiences on the Web makes 
me feel a little less alone,” she says. “I don’t know or 

meet too many people in my daily life with type 1. To blog about a difficulty 
I may be having and to have people comment that they have had the same 
experiences helps my spirit.” Nicastro says that this online community can also 
progress to a more personal sphere, evolving into friendships and face-to-face 
meet-ups. 

Left-handed Eskimos with Diabetes Just a Click Away
The ease of the medium has also contributed to the popularity of blogging. 
Most journaling Web sites simply require authors to type in their thoughts 
and click “Submit.”  “It’s an easy and cheap way for people out there to get 
connected and grow in whatever way they want,” Bell says. But for the 
most part, the online community becomes a place to empathize with and 
learn about struggling with diabetes. Carey Potash, another Blogabetes 
author, says, “I’d say [blogging] strengthens the community. If you are newly 
diagnosed or a loved one is newly diagnosed, it’s a one-stop shop.” Potash says 
that the variety of topics discussed, from medical advancements to nutrition 
tips to stories about the hard times, proves that no matter how hard things 
get, there are always bloggers who can relate. “There are a gazillion unique 
subgroups within the blogosphere,” she says. “Looking for other left-handed 
Eskimos with diabetes into roller disco? They’re probably out there blogging.” 

So far, the effect of blogs about diabetes seems to be positive. By bridging 
gaps in every other aspect of their lives—including distance—bloggers are 
proving that in the fight against diabetes, no one is alone.     

www.dorkabetic.blogspot.com 
www.flickr.com/groups/mydiabetesathome 
www.sixuntilme.com 
www.dlife.com/diabetes-blog 
www.artistmom2two.blogspot.com 
www.the-bad-blog.blogspot.com

Finding Community in Diabetes Blogs
Sharing struggles, whether it’s a light-hearted anecdote or a glimpse into one’s darkest hour, produces 
connections that affect the writers just as much as the readers.

By Justine Lorelle Blanchard

“There are a gazillion unique subgroups within 
the blogosphere,” says blogger Carey Potash. 
“Looking for other left-handed Eskimos with 
diabetes into roller disco? They’re probably out 
there blogging.”

Technology Today
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Are You Paying 
for Test Strips 
When You Don’t 
Have To?
By Marie McCarren

News from the American Association of Diabetes Educators 
(AADE) annual convention in Washington, D.C., August 6 
through 9, 2008. Marie McCarren attended “Monitoring Blood 
Glucose: To Test or Not to Test?” presented by Mary M. Austin, 
MA, RD, CDE, a certified diabetes educator and consultant in 
Shelby Township, Mich.igan

Diabetes educator Mary M. Austin reported that many people are paying 
for blood glucose test strips even though their insurance plans would cover 
them. “There is a lot of misunderstanding,” she said. For example, a client of 
Austin’s got a free meter at a health fair. He then paid for strips on his own 
for six months, until he found out that his insurance plan would cover them 
if he got a prescription for the strips from his healthcare provider.

Austin also explained that insurance plans have two ways to cover test 
strips: through the pharmacy benefit and, surprisingly, through the durable 
medical equipment (DME) benefit. Because the DME benefit usually pays 
for expensive items such as wheelchairs and walkers, that “pocket” often 
has more money than the pharmacy pocket. “Go where the money is,” said 
Austin. 

If your pharmacy is not also recognized as a DME provider, it may tell you 
that your strips aren’t covered. For example, nine months into the year, you 
may have reached the limit of your pharmacy benefit. The pharmacy may 
fail to mention that you may be able to get the strips through a durable 
medical equipment provider. 

Read your benefits package or call your member services to find out how 
strips are covered. Your plan may require you to use a mail-order company, 
or you may be able to go to a local business. Make sure your doctor’s office 
has that information if they send in the prescription electronically. 

Next: Use Them Well
Getting the test strips is only half the job. The other half is knowing how to 
use them.  

Austin recalled a client who showed her his blood-stained logbook. He had 
faithfully checked his blood glucose four times a day for a year. All the results 
were over 200 mg/dl. He told Austin he didn’t understand it. “My doctor told 
me that if I checked my blood sugar, it would improve,” he told her.

Lesson: Blood glucose monitoring does not itself lead to lower blood 
glucose levels. You and your doctor need to do something with the data. But 
Austin says she often has this exchange with clients:

Austin: “Why do you check your blood glucose levels?”

Client: “Because my doctor told me to.”

Austin: “Does your doctor look at your logbook?”

Client: “No.”

If this sounds familiar, Austin has a suggestion: At your next appointment, 
take off your shoes and socks and stick your logbook between your toes. In 
other words, make sure your doctor looks at the data you have painstakingly 
collected. Ask your doctor: What are my goals for fasting and after meals? 
What can we change to get my blood glucose levels within goal? 

Sometimes a logbook will show that most of the results are within goal, 
but the person’s A1c is above goal. This can happen when, for example, the 
person checks fasting glucose every day but doesn’t check at other times of 
the day. 

Austin suggested a monitoring schedule that will give more useful 
information. One week check your blood glucose before and two hours 
after you start breakfast. The next week check before and after lunch. The 
next week check before and after dinner, and throw in a couple of bedtime 
checks as well. If you are allowed only 30 test strips a month, skip a day and 
then use the strips you saved to check before and after a meal the next day. 

Over the course of a month, you will see what your blood glucose levels are 
at various times of the day. Then you and your doctor or diabetes educator 
will have a more complete picture upon which to base treatment decisions.      

Marie McCarren is a medical writer who has specialized in diabetes for 15 years. Her books include “ADA 
Guide to Insulin & Type 2 Diabetes” and “A Field Guide to Type 2 Diabetes”.
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Yes, they lacked indoor plumbing, permanent settlements, and 
elevated manners when it came to eating, but our hunter-

gatherer ancestors may have eaten a diet that can help modern 
people combat metabolic syndrome and even type 2 diabetes.

That’s the hypothesis of Dr. Umesh Masharani, an endocrinologist at 
the University of California at San Francisco. He and his colleagues 
are looking into the benefits of the diet our ancestors ate during the 
Paleolithic Era more than 10,000 years ago, before the invention of 
agriculture. 

Until then, our distant kin ate what they could hunt or gather. The 
result was a diet high in wild plants, with variable amounts of meat 
thrown in. It was, overall, a reasonably low-fat diet that required 
human digestive systems to work hard to extract nutrients. The 
pancreas and the body’s insulin-producing capabilities were never 
overwhelmed by a sudden sugar onslaught.

But that changed when humans domesticated animals, grains, 
and other plants, and settled down in villages and cities. Their 
new, sedentary lifestyle provided them with unheard-of new 
foods: processed meat, high-fat dairy products, refined grains, and 
legumes that added an abundance of saturated fat, simple sugars, 

and salt to the human diet. Since then, metabolic syndrome and 
type 2 diabetes have been a recurring burden on humanity.

Dr. Masharani and his team theorize that the Paleolithic diet of 
lean meats, fruits, vegetables, and nuts could help prevent or treat 
metabolic syndrome and all of its related health challenges. They 
think the diet could result in improvements in glucose control, 
insulin resistance, blood pressure, and lipids.  

Additionally, because the diet is rich in antioxidants, Dr. Masharani 
expects that oxidative stress will be reduced and endothelial 
function will be improved at the cellular level—helping to reduce 
cardiovascular disease risk in patients. 

His team plans to recruit 24 patients with type 2 diabetes to 
participate in an open-labeled, randomized diet intervention study. 
One half will follow the standard American Diabetes Association 
diet, and the other half will follow the Paleolithic diet.    

General Information: www.diabetes.ucsf.edu/EN/volunteer_info/

For more information please contact:  Study Coordinator Pooja 
Sherchan at 415-353-9075, or email Pooja.Sherchan@ucsfmedctr.org

When It Came to Eating Right, Did Hunter Gatherers Have the Right Stuff? 
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Speak Out When 
Schools Eliminate 
Full-Time Nurses!
The following is a speech Cynthia Heintz made to her 
local school board regarding the impact of eliminating 
the full-time school nurse. She starts with a possible 
scenario of a student with diabetes not getting the 
attention she needs in the classroom because the 
nurse is no longer there and the teacher has her hands 
full. 

Consumer readers of Diabetes Health should feel free 
to adapt this speech or parts of it for use before their 
own school boards. We’ve left in some explanations 
that healthcare professionals already know. 

by Cynthia Heintz

Minute 1: Child doesn’t feel well 
Minutes 2-3: Child decides to tell teacher, but teacher 
says  “just a minute” 
Minute 4: Child returns to seat feeling confused 
Minutes 5-6: Child begins to feel worse and cannot 
express thoughts clearly 
Minutes 7-8: Another student notices child with head 
on desk, tells teacher 
Minutes 9-10: Teacher asks child if she is OK 
Minute 11: Child cannot communicate 
Minutes 12-13: Child passes out, may begin to have seizures 
Minute 14-15: Teacher calls the office to call “911” 
Minutes 16-17: Teacher tries to move all other students out of 
classroom 
Minutes 18-20: Child’s brain function decreases as the sirens are 
heard in the distance 

This is a worst case scenario. 
This is the untrained trying to do the unknown. 
This is 20 minutes of hell.

I am here tonight to voice my concern about the elimination of 
the full-time nurse position in our schools. Not only is the nurse 
invaluable for routine support at our campus, but she also trains the 
staff in the use of glucagon. 

Glucagon is an injection given intramuscularly to a diabetic in the 
event of stupor or unconsciousness. It takes three to five minutes 
for an ambulance to arrive at a school, locate a hypoglycemic child, 
and begin life-saving procedures. Using glucagon buys valuable 
time between the observation of severe hypoglycemia and the 
treatment necessary to reverse that process.

Our nurse has done an amazing job of training the school staff to 
use glucagon.  Imagine how many people come into contact with 
one of my three children with diabetes in the course of a school 
day.  Now try to imagine training all of those people in the vital use 
of glucagon.  That is not something that can be accomplished on a 
one-day-a-week basis.  

The job of school nurse has been proven time and time again to be 
vital in maintaining the safety of our children. 

Our nurse has been a lifeline for us. I know that I can trust her 
observations of my children. Because she is a full-time nurse, she 
knows what looks “normal,” and she is able to detect the signs of a 
dangerous situation and the subtle nuances that precede a severe 
hypoglycemic state. Familiarity combined with acquired individual 
knowledge cannot be dismissed as having little or no impact. 

In addition, there are state-mandated responsibilities of a school 
nurse. These cannot possibly be complied with on a one-day-a-
week basis. Federal laws protecting children with diabetes include 
Section 504 of the Rehabilitation Act of 1973, the Individuals 
with Disabilities Education Act of 1991, and the Americans with 
Disabilities Act. Under these laws, diabetes is considered a disability. 
It is illegal for schools and/or day care centers to discriminate 
against children with disabilities. In addition, any school that 
receives federal funding or any facility considered open to the 
public must reasonably accommodate the special needs of children 
with diabetes.

To facilitate the appropriate care of the student with diabetes, 
school and day care personnel must have an understanding 
of diabetes and must be trained in its management and in the 
treatment of diabetes emergencies. Knowledgeable trained 
personnel are essential if the student is to avoid the immediate 
health risks of low blood glucose and to achieve the metabolic 
control required to decrease the risk of diabetes complications. 

Studies have shown that most school personnel have an inadequate 

A detail from the Harker memorial windows, 1936, by Reginald Bell.

(Continued on page 58)
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understanding of diabetes. Much of what is known by our staff 
about diabetes has been taught by our nurse. Nurse Kate Cowsky 
is an invaluable resource when it comes to educating the teachers. 
Her style of teaching is one that invites questions and clarifications 
regarding the daily management of the child with diabetes 
and includes physical demonstrations, including positioning an 
unconscious child to avoid aspiration and the practice of giving an 
injection (to an orange!).  

Knowledge is power. Knowing what to do when a child with 
diabetes is having a medical situation makes all the difference in 
the world, not just for the child (although obviously that is the most 

important), but also for the teacher, who feels empowered and not 
helpless.  The parents, too, can breathe a little easier and go about 
their jobs.  The teacher knows what steps to take, the other children 
in the classroom know exactly what to do (and there have been 
drills to make certain of this), and the parents know that while they 
are racing to the school, every step has been taken to ensure the 
safety of their child.  This is the kind of training you receive from a 
full-time school nurse.  

We will settle for nothing less.     

School Nurse

When a school 
lacks a nurse or 
a well-trained 
staff member, 
a window is 
opened for 

trouble by the well-meaning misinformed. 
For example, these three vignettes from my 
personal experience:

1) �The insulin reaction, promptly treated 
with Diet Coke, because the teacher knew 
diabetics shouldn’t have sugar.

2) �The insulin reaction treated with a CUP of 
Karo Syrup, because the assistant knew 
that a reaction meant not enough sugar.

3) �The child, in reaction, sent home 
sick from school mid-day, without 
communication, and found wandering, 
lost and disoriented, in the neighborhood 
an hour later.

For a child with diabetes in school, a little 
knowledge is indeed a “dangerous thing.” 
Realizing how easily small problems can 
become large ones may help school boards 
to give healthcare a higher priority.

No offense, but in New England, an area of 
the country which has one of the highest 
rates of college enrollment, school nurses 
are practically nonexistent because school 
systems are paid for at the individual town 
level, and most towns deem school nurses 
an unnecessary luxury. One need not have a 
paid school nurse to have appropriate staff 
training.

It seems that the only people who “deem” 
nurses unnecessary are those fortunate 
many who have children who rarely 
require any acute or chronic interventions. 

Personally, I cannot imagine that you can 
train general staff to recognize a sickle cell 
crisis or intervene in a diabetes-related crisis 
and what steps to take between the time 
that 911 is called and an actual medical 
professional arrives (it only takes about 2-3 
minutes for brain damage to occur, and no 
type of CPR will help a person with diabetes 
with a blood glucose level of 14....I could 
go on. It is not that the general staff is not 
capable to do so, but they did not get into 
education to play healthcare professional. 
I guess it all depends upon what the 
community of the school wants for their 
children. I have an advanced degree in 
nursing. I teach students how to recognize 
symptoms and how to self-manage their 
own care. I teach dental healt, screen for 
vision, hearing, BMI’s, and immunizations, 
and provide education to the community. 
We do not need yet another generation 
of adults who think that the only way to 
get better is to just pop a pill. Many of our 
society members misuse medical services 
out of a lack of understanding. The costs of 
health care are making health care a luxury, 
but it is certainly not unnecessary. The 
biggest contributors to the thought that 
nurses are an unnecessary luxury are those 
who have no idea what a professional nurse 
actually does.

WOW! Great story!! America needs to 
mobilize to create public policy to mandate 
that every school have a school nurse (a 
minimum of one nurse to 750 students per 
Healthy People 2010 guidelines. Act today!!!

This article rightly points out the necessity 
of having a full time school nurse in every 
school. The nursing judgments that come 

from education and experience cannot be 
delegated to non-healthcare professionals. 
All staff needs to know how to recognize 
a problem and when to seek assistance 
and provide emergency care. However, no 
matter how well in-serviced, teachers and 
aides cannot replace professional school 
nurses.

The possible scenario you showed is reason 
enough that unless a qualified trained 
professional knows the signs/symptoms of 
diabetes or other illness, the outcomes can 
be deadly.

I have over 24 years of nursing experience 
and can tell you first hand that nurses make 
split-second decisions.

With people you are dealing with lives. 
Especially with children you really need to 
know what you are doing.

A nurse must be available full time. Children 
need medication to be given during school 
hours, and dosages must be accurate.

I would not feel safe for my grandchild 
if there were no nurse onboard! With a 
diabetic child, things happen too quickly, 
and you must know what to do in a given 
situation. All who come into contact 
with the child should know what to do. 
My grandchild was found one day in the 
hallway at elementary school, when she 
complained of feeling low, and the teacher 
let her go alone to the nurse. Another 
teacher saw her in the hall. I knew who she 
was, and carried her to the nurse’s office. 
People do not understand how very serious 
this disease is and what can happen to the 
person with diabetes.

(Continued from page 56)
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The FRIO Wallet
• Keep your insulin & Byetta cool
   for 45 hours with NO refrigeration
• Activates with cold water
• Can be re-activated 

The Medi-Fridge
• Use on any electrical outlet worldwide
• Use in car, boat, motorcycle

We Also Carry
Pill Boxes • Glucose Keychains

Pump Holders & Clips • Syringe Holders • Sharps
Logbooks • Medical Alert Jewelry • Gram Scales

and much much                    
 visit us online at:
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Advertiser Product Directory   
October & November 2008

Category Company Product Page Phone Website

Accessories
Diabetes & More Frio Wallet & Medi-Fridge 61 (866) 789-6673 www.DiabetesAndMore.com

Medicool Personal Healthcare Products 60 (800) 433-2469 www.medicool.com

Continuous Glucose Monitors
Abbott Navigator 28 & 29 www.FreestyleNavigator.com

Dexcom Seven CGM System 39 (877) 339-2664 www.dexcom.com

Fast-Acting Glucose Can Am Care Dex 4 Glucose Tablets 3 (888) 400-9770 www.Dex4.com

Food

Miracle Muffins Low Glycemic Muffins 48 (510) 931-7350 www.MiracleMuffins.com

Kraft Better For You Products 6 & 7 (888) KRAFT 4U www.GoodEatingGood Living.com

Sweet Leaf Sweetener 51 www.SweetLeaf.com

SweetyLight Yacon Sweetener & Yacon Tea 60 (888) 922-6612 www.SweetyLight.com

Victus Enterex Glucose Control Shake 53 www.victus.com

Glucose Monitoring Devices
LifeScan One Touch Ultra Mini 21 (800) 227-8862 www. OneTouchDiabetes.com/maddy

Roche Accu-CHEK Compact Plus 47 www.accu-CHEK.com

Insulin sanofi-aventis Insulin 17 (800) 861-6157 www.MoreAboutInsulin.com

Insulin Pumps & Pump Accessories

Animas Corporation Animas One Touch Ping 55 (877) 937-7867 www.OneTouchPing.com

Disetronic Accu-CHEK Spirit 9 (866) 703-3476 www.accu-CHEK.com

Insulet Corporation OmniPod 63 (877) 535-3133 www.myomnipod.com/demopod

Nipro Amigo Insulin Pump 33 (888) 651-PUMP www.NiproDiabetes.com

Lancing Devices Renew Renew Advanced Lancing System 2 www.RenewLancing.com

Mail Order Stores Mini Pharmacy Diabetes Products 10 (888) 545-6464 www.MiniPharmacy.com

Medical ID Beaded Daisy Custom Medical ID 60 www.BeadedDaisy.com

Neuropathy Origin Biomed Neuragen 18 (888) 234-7256 www.neuragen.com

Nutritional Supplements
Cinnergen Liquid Glucose Supplement 43 (877) 964-5591 www.Cinnergen.com

Informulab BetaFast 60 (888) 321-8522 www.betafast.com

Subscriptions Diabetes Health Magazine Subscriptions 59 (800) 488-8468 www.DiabetesHealth.com

Study
Abbott Cholesterol Study 13 (888) 891-9734 www.ForHeartRisk.com

Protégé Type 1 Study 22 www.ProtegeDiabetes.org/dh

Syringes
BD Ultra Fine 64 (888) BD-CARES www.BDdiabetes.com/us

Owen Mumford Unifine Pen Tips &  Pen Needles 25 (800) 421-6936 www.OwenMumford.com
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E-mail cartoons to a friend!  
Go to www.DiabetesHealth.com/cartoons  
to view our cartoon library.

“Ohh, everything looks so good!”

“Wow. This is really heavy reading!”

“I’d be in trouble with my glucose levels, too, if my 
wisdom tooth hadn’t overruled my sweet tooth.”

“Testing your blood sugar again, dear?”




