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Glucose Monitoring – Dr. Davidson (cont’d)
[START 187602_1230_Plenary_FED_LEAD_TAPE_2OF.WMA]

DR. DAVIDSON:  —you know, NPH and glargine, good insulins, they go to the target.  How?  Because they did glucose monitoring and they adjust themselves to insulin every three or four days based on this algorithm.  If they don’t have a glucose monitoring, they could never get to seven; they will be still at 8.5, okay?  And the same is true in this 123 [phonetic] study; 123 study is a study done with aspart mix 70/30.  And we started them with one shot a day, those that did not get to 6.5 went to twice a day, and those that did not go to target went to three times a day.  And at the end of the day, at the end of the study, 77% of the people were able to get below 6.5, 77%.  Then insulin is good, okay, but self-glucose monitoring in order to get there is very important.

Then this is a study that was done by our youngest faculty member, Dr. Lingvay [phonetic] Ilde [phonetic], and it was actually in 2007, and what she did is she used one of the algorithms from the American College of Endocrinology.  And these are 63 treatment naïve individuals with type 2 diabetes for less than two months, ages 21-70.  They initiated with NovoLog Mix 70/30 FlexPen twice daily, 0.2 kg, plus metformin.

We say unless you have a contraindication, every patient with diabetes, from the day of diagnosis, should be on metformin.  It helps terrific: it lowers the incidence of cardiovascular disease, cancer, you name it, and it helps a little bit with weight loss; it has a little GLP1 action.
Okay, then titrate the insulin for a fasting glucose below, between 70-110, and a post-prandial below 140, okay?  And they adjusted, and look: three months, 10.8 average to 5.9.  Why?  Because they knew where to go and they had the tools to do it, and they had the insulin and they have the glucose monitoring to get there.

Then let me finish by telling you this is the map from ACE for naïve patients, and if you look there, achieve ACE guidelines, post-prandial, fasting, and A1C.  And it says assess post-prandial and fasting glucose.  If we don’t do it, we cannot get there.  And then, we tell you the therapies of choice, okay; metformin is preferred, and so on.

And then, this is a new one.  We got a lot of calls from primary care physicians that this was actually a little too complicated, and we have one that shows you from what to do in different A1C levels, okay?  Then you create a profile by using self-glucose monitoring, and with that profile, you do what you need.  What we need to be sure is that everybody agrees that the patients have to have access to supplies, okay, that the patient needs to be educated in what to do with the results, and that if we have a Latino patient that does not speak English, and does not read English, then we need to have that in Spanish.  And we need to be sure they adhere to the problem to what they need to do.

And I also resent so many times, somebody tells me, you know, that patient is not going to do what you want him to do.  Why?  Because he is a Mexican; because he does not read well in English; because he does not understand.  I want to tell you some of my best patients are from Mexico; some of my best patients are from Cuba; some of my patients are from Ecuador.  Then we have the same IQ; don’t let anybody tell you that we are different, okay?
Then the frequency: we need to do all those things, and if we have access to self-glucose monitoring, people are going to do better.  This is an article that came in Diabetic Medicine in 2003, that having supplies is very important.  Then you educate your patients how to use it and when to use it and what are the specifics.  Then you manage them with a pattern, and you need to individualize patients.

For example, you have a patient like the treat-to-target.  You need to do only one blood sugar a day because that is the only one that you are targeting.  What sugar are you going to do if you give a basal insulin at bedtime?  The fasting, okay?  And that is what we did.  And if the fasting gets to normal, like here, then you need to start doing two hours post-prandial.  Why?  Because if you only do the fasting, you will never know that those patients have post-prandial hyperglycemia.  Then doing the fasting, being happy with the fasting, is not good enough.
Then this is an example: we need to - - the hyperglycemia in the morning.  They are waking up very nicely.  You can see Monday 101, Tuesday 105, if you will not actually check a post-prandial, you will not know that that patient could go from a 7.6 to a 6.5.  Then post-breakfast, it was 163; before lunch, 157.  Post-breakfast, 187; before lunch, 166.  This patient adjusted the oral agents, Thursday, 149, 142; and by Sunday, 138, 124.

Now, not all oral agents act that fast.  Then what oral agent do you think they used right here?  They actually used a DPP4, okay, in combination with metformin.  Then if you have somebody that is high after lunch, you know, you need to do the same thing.

Then what is an A1C?  An A1C is the combination of fasting glucose and post-prandial glucose.  The post-prandial glucose is influenced by pre-prandial glucose levels, and if they start with a pre-prandial of 180, they are really too high, and that is not your problem; your problem is to fix that one.  But if they start like that case, that the fasting or the pre-prandial is 110 or 108, and the post-prandial is high, that is what you need to do.

Insulin secretion: remember in type 2 patients, insulin secretion is not normal.  They don’t have the first phase; they have the second phase.  And that is why insulin analogues, fast-acting analogues are ideal.  That is why GLP1s are ideal because actually they improve first phase insulin secretion.
The other thing is educating.  I don’t know what we are going to eat for lunch, but I am going to watch what we eat for lunch because maybe the carbohydrate glucose load is too high, and then we need to actually educate the patients that that amount of carbs is not correct, and insulin sensitivity.  And the fasting glucose is given by hepatic glucose production.  We go to sleep at night, we don’t use calories, glucose comes from the liver, forced into the circulation, 546 in the morning, and then the hepatic insulin sensitivity.

Then I want to finish by telling you those two are very important, and the closer you get to a normal A1C, the contribution of the post-prandial is more important.  And if you are about 7.3, you need to start looking, or 7.5, at what is happening with the post-prandials because chances are that fasting in those patients is close to normal, okay?  - - diabetes, you know, weight management, it will be nice if everybody could afford laparoscopy, bariatric surgery, but that is not the case, and with many more million people entering the health care system, only the limited people are going to have access to that.  We don’t have enough surgeons; we don’t have enough people trained.

Diabetes is multiple defects.  Some of the drugs we give give adverse effects to some of the patients, and then they don’t take it, they don’t tell us, we need to do something.  Hyperglycemia remains a problem.  Cardiovascular risk factors other than glucose is lipids and hypertension.

Then these are the changes and the challenges that we have.  Type 2 diabetes is the main problem.  It is going to break Medicare; it is going to break Medicare unless we do something.  And the reason is very simple: 40% of patients with diabetes that are on Medicare go to the hospital at least once a year; in some areas, maybe 60% or 70%, okay?  Miami Dade is one of them: a lot more Medicare patients go to the hospital, and that is why medicine in Miami Dade is a lot more expensive than the Mayo Clinic, okay?  That is why Michael [phonetic] in Texas, what they say is ask the doctors in Texas, is it the patients that don’t follow, no, it is that we inherent a lot of people from everywhere in the world that come in the winter, that never had good health care, and now they are on Medicare and we pay it.  And then, that is what is expensive.
Then some groups like ours are affected disproportionately, okay?  In some groups, complications are worse, but not because genetics, because of poor care.  Then we need to develop culturally sensitive material.  We need to do more interventions on a timely basis.  We need to look at the targets and adjust the targets when we have more science.

Impaired glucose tolerance or pre-diabetes should require intervention.  We should not be questioned by anybody, by Blue Cross Blue Shield, by Aetna, if we want to start treating diabetes early, why not?  If they don’t have pre-diabetes in the diagnostic criteria, then they are going to have it when the first MI comes, and they need to understand it is cheaper to pay now than to pay later.
Then it is our problem; together, we can work to make the problem better because it is our problem.  It may get worse before it gets better; you saw that.  There are way too many people in-between, there are too many people between us, the physician, and the health care providers, and the patients.  You need to let that known to Congress: there are too many people making money between you and your patients, and that is not fair and that is not square.  It is better and less expensive to pay today than to pay tomorrow.  Gracias.  [applause]

MODERATOR:  We are running late, but I wanted to say it is really inspiring to see two Hispanic physicians that are doing such cutting edge work and really have risen to the top of their specialties.  I would like to impose on both of you to stay and answer questions.  I know the audience has many of them.  But I wanted sort of to, anyone who has to leave, to remind them to fill out your evaluations.  The next session at 11:00 is on research posters awards, and also, Jeff Lala is going to give a diabetes cooking demonstration and show that healthy food can be - - also; also basically remind you to join NHMA and tell all your friends to join NHMA, especially publicize the CME initiative, et cetera.  So anyway, any questions?
[off mic]

MODERATOR:  Please.

FEMALE VOICE:  It is not on.  Is that on?  Yes.  Thank you for your talk.  Thank you so much.  My name is Dr. Aguilar [phonetic].  I have spent the last five years working in farm work or clinics in California, struggling with this problem of undocumented, not having insurance, and I think that the face of the way we change diabetes has changed, how we treat diabetes has changed since Glucophage and glipizide became $4 meds through Wal-Mart; that was awesome.  But I think that, I wonder what is being done on a policy level to make it so that insulin, especially long-acting insulin, can be made generic or more affordable for the people who are not ever, ever going to be covered under health care reform, number one.

Number two, about the policy of giving away glucometers to poor people and then the strips are $80, and so they figure all strips are $80, so then they don’t buy strips and they are not monitoring themselves when they can buy a cheap monitor and get $20 strips, the policy of letting pharma gives those samples and then roping them into having to buy strips for that meter, and then the insulin being—

DR. DAVIDSON:  Perfect.
FEMALE VOICE:  —generic.

DR. DAVIDSON:  You know, obviously you heard this morning that there is between the National Hispanic Medical Association and Johnson & Johnson, a program where some of these people that have no insurance can access all those products that you are mentioning.  While I love long-acting analogues like detemir and glargine, I will tell you that if they cannot afford a long-acting analogue, that NPH is pretty damn good, okay?  And it is better NPH than no insulin, until they become generic, and we need to look at what of those long-acting insulins offer a better deal for the future.  Then we need to look and keep up to date on what happens with insulins, so that I think there is light in the tunnel, but if you and I don’t fight, nobody will fight for us.  Yes?
FEMALE VOICE:  Yes, my name is Martha Marino [phonetic] and I am from Riverside, California.  I think you are 110% on in everything.  When I did my training at Riverside General years ago, I had an endocrinologist, he was from India, who said many of the things you said, because actually, we are Caucasian: I mean, I am Heinz 57; I have French and all kinds of stuff in me.  So we are Hispanic, yes, but we are also Caucasian because we are all mutts.  But anyway, one of the things this doctor would say is that he had medical marvels among his patients because some would have spontaneous combustion because they were COPDers, and yes, they did not smoke, but yet, on the bed, they would explode.  But the main thing, the diabetics, he would say, my patients are medical marvels: they don’t eat, they all exercise, and yet, they are fat.  [laughter]  So—
DR. DAVIDSON:  Yes.

FEMALE VOICE:  —the same thing, but the question I was going to have is that how our elderly, the elderly in all the different races are in convalescent hospitals now.  And my father did not have diabetes; my grandfather was 100% - - Indian.  My father was put into a convalescent hospital; he got diabetes.  Well, who is feeding them?  There is no way he could go to get a Big Mac, you know?  [laughter]  And so, I think—

DR. DAVIDSON:  Well, let me answer some of your questions.  First of all, Latino Hispanic is not a race.  We are an ethnicity, okay?  Then we don’t, we can be Caucasian, we can be Native Americans, we can be African-Americans, and we can be - - with everything onboard; then we are not a race.  Second is your father probably did not get diabetes by being in a nursing home because you don’t get diabetes overnight.  Diabetes is a slowly progressive disease, and many times I tell you, because sometimes I go and visit some of the places at the request from somebody in Dallas, and what happens is the first time they had a blood sugar in three years is when they actually are admitted to a nursing home.  And I will tell you horror stories because you do some chart reviews, and the patients have diabetes because their blood sugar is 140, 150, and they did not make the diagnosis, then some of the nursing homes’ meals are actually pretty good, okay?

FEMALE VOICE:  - - .

DR. DAVIDSON:  And you need to choose the nursing homes.  Some are not that good, but that is up to you and everybody else - - questions here.
FEMALE VOICE:  - - I am here from UCSF, clinical researcher.  Thank you for your talk, very inspiring.  One of the things I wanted to ask is regarding language barriers for patients who are actually illiterate, and in terms of self-management for their diabetes, and two, if there is guidelines regarding hemoglobin A1C for patients that they can follow.  Thank you.

DR. DAVIDSON:  Okay, well, I want to tell you the materials, I have not reviewed the materials lately, but when I was in charge of the diabetes programs for the State of Texas, we actually field-tested Spanish materials and English materials for patients from every company: every company, the American Diabetes Association, and I want to tell you they fail, fail, fail.  The patients did not understand what we tried to tell them.

And there is a report on literacy in America, and I want to tell you that we still have a lot to learn, but patients may not have to read and write, but that does not mean they understand what they are writing, what they are reading.  And especially, illiteracy, we are really very poor.  Then the recommendation from the experts is when you develop Spanish or English material, don’t go to fifth grade because you are going to lose about 50% of the people.  Go to second or third grade elementary school; make it very simple because otherwise we lose them, okay?  A1C, the question is regarding diagnosis of diabetes?

FEMALE VOICE:  - - .
DR. DAVIDSON:  Guidelines, okay.  Well, probably I wanted you to ask me that question, [laughter] okay?  A1C for diagnosis: too late.  You cannot diagnose diabetes by A1C at 6.5 because you lose seven years of treatment.  The first glucose that you can detect simple, and diagnose diabetes earliest post-prandial, as after a challenge, okay?  If you wait for an A1C to be 6.5, you lose time.  Also, an A1C is, we want to actually standardize A1Cs all over the world, but they are standardized in most of the U.S. labs, and the normal should be in most labs below 6%, and it is paid by most of the insurance.  If you want to do it, actually some labs offer an A1C for $18; that is the cheapest I have seen.  Some will charge you $60, and you need to shop around.

MALE VOICE:  [laughter]  - - .

DR. DAVIDSON:  One more question.

MALE VOICE:  - - .

DR. DAVIDSON:  Okay, - - .

MALE VOICE:  - - Lopez.  I am an internist and a pediatrician in San Antonio, Texas.  As always, a great presentation, Dr. Davidson.

DR. DAVIDSON:  Thank you.

MALE VOICE:  My goal as an internist and a pediatrician is to put both of you out of business in terms of decreasing the number of patients that you see.  But some of the challenges, and this is less of a question and more of a comment, and especially in an organization such as the National Hispanic Medical Association, we talked about the treatment of diabetes and metabolic syndrome today, but I am very much interested in the prevention of diabetes in metabolic syndrome, and as a father of three children, I have an 18-, 14-, and 12-year old daughter; they are both healthy weights.  My father has diabetes, their maternal grandfather has diabetes, and in order to achieve that healthy weight in my daughters, it’s they have a dad who is a pediatrician, they are doing eight hours of dance a week, and we are making healthy choices for them.

But my patients do not have a parent who is a physician in the house, both parents often work, and especially if they are low income, the ability to make healthy food choices is very hard and it is a lot cheaper to go to a McDonald’s and eat off the dollar menu to feed your family than to buy fruits and vegetables in a community where you might not even have an HUB [phonetic], the grocery store, of course, in Texas that we typically use in San Antonio.
So I would like to see more in terms of our organizations work to prevent obesity—

DR. DAVIDSON:  Absolutely.

MALE VOICE:  —diabetes, and metabolic syndrome.

DR. DAVIDSON:  Let me tell you, we have done in Texas some very successful programs; you know that.

MALE VOICE:  Yes.

DR. DAVIDSON:  - - in El Paso, okay?  We have a curriculum from the Texas Diabetes Council.  We paid Baylor College of Medicine to actually field test it.  We had a big fight with some principals because when we went to the program, they have to actually remove all of the fast foods from their school and provide a healthy lunch and allow the kids one hour of exercise per day.  And those schools in El Paso where we spearheaded against the principal, okay, are doing very well scholastically because some of these people told us, you are going to use one hour of our schooling to make people lose weight.  They don’t pay me for losing 5 lb; they pay me if they do very well scholastically.  Then there are many things.

The other thing I want to tell you to finish with your question is if you want the children to really change behavior, based on that Baylor College of Medicine study, you need to do it before they go to high school.  And if you look at the U.S. exercise patterns, a girl that finishes elementary school goes to high school, unless they compete in sports, there is no more exercise, especially Latino girls.  That microphone, please.
MALE VOICE:  Yes, my name is Carlos - - from Phoenix, Arizona, and I got here a little bit late.  Actually, I got here about half an hour ago, so I listened to half, probably half of your presentation.  One of the main problems with diabetes, like as you stated, is more and more Latinos are coming down with diabetes which are younger.  One of the major barriers is, well, first of all, access to care, compliance, and the cost.  Especially in Arizona, a lot of patients do not have access to care because they are not covered; they don’t have a job, and they don’t have any money to buy medications or supplies because that is one of the big barriers.  We have all these new medications coming out: GLPs, DPP4s, new insulins.  There is a new medication Cyclosed [phonetic]; I don’t know if you ever heard of that one.
DR. DAVIDSON:  Sure.

MALE VOICE:  It is not out yet.  I mean, we have all these wonderful drugs, but all these people cannot even afford a sulfonylurea or a biguanide [phonetic] which would be metformin; how can we overcome some of these problems?  Now, I know it is a hard task—

DR. DAVIDSON:  Right [phonetic].

MALE VOICE:  —but maybe you can give me a little bit of your thought on this.

DR. DAVIDSON:  Well, let me tell you, if there are children and the family can actually, maybe some of the pediatricians can help me a little more, they can be enrolling Medicaid and be able to buy some prescriptions.  The biggest problem we have with some of the new medications is that they are not approved in children and adolescents.  Then the medication that we have approved in children is actually metformin, and you can buy metformin for $10 for a 90-day supply.
I mean, actually, some of the companies like the Access from Johnson & Johnson, and many other companies participate, if you show them that that child needs it and they are in the poverty level, that medication will be free of charge; so is the meter and so are the strips.  Then you need to know where you are.  If they are in a bracket of income that leaves them in limbo, it is a different question.

Then I think that if we look, we have possibilities to actually treat everybody in the U.S. if we wanted to today, but we need to learn some of the driving around to get prescriptions and get education for free for children.  I think children are the easiest ones to get into the health care system.  The problem is many pediatricians do not take Medicaid.
MALE VOICE:  I hate to—

DR. DAVIDSON:  Yes, right.

MALE VOICE:  —deprive the audience of your knowledge—

DR. DAVIDSON:  - - .

MALE VOICE:  —because, but I am being told that I need to wrap up sort of this session.  But if you don’t mind sort of staying around and sort of individually answering questions, I would appreciate it.

DR. DAVIDSON:  I am going to the poster.  Then you can go to the poster and I will be happy to answer questions.
MALE VOICE:  Terrific.  So we will grab him one-on-one.  Thank you so much once again.  [applause]

[off mic]
[music]
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