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Editorial

D iabetes Digest is 10 years old and still 
thriving. Our original aim remains valid: 
to keep healthcare professionals up-to-

date with new research that may impact their 
clinical practice. We have been particularly 
fortunate in being able to retain an excellent 
Editorial Board who produce the reviews and 
comments on the highlighted articles. We 
thank them.

Of course, we thank our readership – 
apparently Diabetes Digest is read in all 
sorts of places including trains, planes and 
bathrooms! We feel proud that Diabetes Digest 
is one of the few journals from which every 
member of the team – whether in primary 
or secondary care – can take something 
valuable from; be it an overview of all that 
is happening in diabetes research, or access 
to the findings of specific articles published 
in journals outside those usually read by the 
healthcare professional providing diabetes 
care. Importantly, Diabetes Digest continues 
to not simply communicate recent research 
findings, but rather to comment on what the 
research means at the clinical coalface – the 
implications, not just the facts.

The biggest change that we have seen since 
our lanuch in 2001 has been the huge impact 
of the Internet. We are forever discussing 
the pros and cons of online publishing, the 
need for an electronic version of the journal. 
However, one thing we will not change is our 
original idea of including a “WOW! factor” for 
each article – this seems to produce more 
debate than any other aspect of the journal.

Both the Publisher and Editor-in-Chief 
of Diabetes Digest are 10 years longer in 
the tooth. Although we are increasingly 
preoccupied by pension schemes, bus passes 
and winter fuel allowances, we believe that the 
journal will be around as long as high-quality 
research is being undertaken. The challenge 
for all of us is to make sure that the UK remains 
at the forefront of producing the material that 
helps clinicians to continue to deliver care of 
the highest quality for people with diabetes. 
We look forward to the next 10 years!	 n
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CSII THERAPY: Essential information for people with a special interest in pump therapy

1Continuous subcutaneous insulin infusion (CSII) is 

recommended for children over 12 years of age and 

adults with disabling hypoglycaemia (the repeated and 

unpredictable occurrence of hypoglycaemia resulting in 

anxiety and reduced quality of life).

2In children with type 1 diabetes, younger than 12 years 

of age CSII therapy is recommended as long as multiple 

daily injection (MDI) therapy would be impractical or 

inappropriate, and the child is willing to trial MDI between 

the ages of 12 and 18 years. 

3CSII should be initiated by a specialist team (physician 

with a special interest in CSII, a DSN and a dietitian) 

providing advice and special education.

4CSII should only be continued in adults and children 

over 12 years of age if glycaemic control improves.

5CSII is not recommended for people with type 2 

diabetes.

6In type 1 diabetes MDI with long-acting insulin 

analogues is more effective than MDI with older insulins 

(e.g. NPH). In type 2 diabetes there is no proven advantage 

of long-acting insulin analogues over older insulins.

7Observational studies of CSII therapy in pregnant 

women with type 1 diabetes showed no significant 

difference in outcomes of pregnancy between CSII and 

MDI.

8A meta-analysis of RCTs and observational studies 

providing the clinical-effectiveness evidence to 

manufacturers, compared CSII with isophane-based or 

insulin glargine-based MDI therapy in people with type 1 

diabetes. Glycaemic control was significantly improved for 

those receiving CSII therapy.

9Clinical specialists emphasised that the evidence for the 

relationship between maintaining a low HbA1c le
vel and 

avoidance of long-term complications is robust.

10CSII therapy could be made cost effective with the 

decrease in HbA1c le
vels from very high baseline 

because of the avoidance of long-term complications.

11But if the baseline levels are less than 9.0% then an 

additional quality of life benefit needs to be assumed 

to make CSII cost effective. This benefit could be derived 

from quality of life improvements associated with the use of 

the insulin pump which were not included in the economic 

modelling and a reduction in the fear of hypoglycaemia.

USEfUl RESoURCES

NICE Final Appraisal Determination: Key points

On 30 November 2007 a number of key opinion leaders (the 

Faculty) from the field of insulin pump therapy for people with 

diabetes met to discuss the then recently published Appraisal 

Consultation Document on Insulin Pump Therapy (or CSII, 

continuous subcutaneous insulin infusion) for people with 

type 1 diabetes. The main purpose was not to discuss the 

minutiae of the appraisal document, rather to interpret it, with 

the key focus being ‘implementation’ and ‘what does it means 

to my patients?’ This section summarises the main points from 

that document.

1The Faculty agreed that the real costs of uncontrolled 

diabetes and subsequent complications are considerably 

more than the costs involved with the initiation of CSII.

2How can healthcare professionals make the case for local 

trusts to fund pump therapy? Pump clinics, providing 

structured patient education on self adjustment, and the 

availability of a formal needs assessment based on NICE 

guidance may provide part of the answer.

3There must be processes put in place that allow quick, 

easy and continuous auditing of the service provision to 

be performed.

4It is apparent that there is a wide variability in practice 

across the UK; the Faculty recommend that local diabetes 

specialist centres must begin to standardise their services 

within and outwith their areas.

5The Faculty concluded that, once initiated, pump 

therapy should not be stopped too soon. The patient 

must be given the opportunity to learn to use the technology 

and to improve their diabetes management using it: in many 

of the Faculty members’ experiences it can take many people 

up to 6–12 months to achieve the desired improvements 

in their glycaemic control. The patient should be reviewed 

regularly at this stage, perhaps every 3 months.

6It must be remembered that an improvement in 

glycaemic control is not only defined as reduction in 

HbA1c le
vels. Protection from hypoglycaemia is an integral 

part of good control. For some people benefits in quality 

of life may be important, and it is im
portant for continued 

commissioning that such benefits, if b
eing used, are 

quantified.

Implementing NICE CSII guidelines
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I recently picked up a copy of The Daily Telegraph (Anon, 
2009) in which I found a quarter page advertisement for a 
book called “Internal Health: The key to Eternal Youth and 

Vitality”. Inter alia it contained the following:

“Look at it this way, if you carry poisons in your bowel they 
must seep into your bloodstream… Your blood goes to every 
part of your body, including the brain… How can anyone 
think clearly if the blood feeding their brain contains waste 
which should be in the sewer?” [emphasis in the original]

This is merely the latest incarnation of a long tradition 
that constipation leads to the absorption of toxic substances 
from the “cess pool” that forms in the intestine, so called 
“autointoxication” (Whorton, 2000). In the 1820s, the French 
psychiatrist Jean Esquirol (1772–1840) advised vigorous 
purgation for mentally ill patients (“copro-psychiatry”) and in 
the early 20th century the American psychiatrist Henry Cotton 
advised pulling out the teeth and removing the large bowel to 
cure madness (Scull, 2005). It was not only the mad who were 
subjected to such treatments. The French King Louis XIII (1601–
1643) had 212 enemas, 215 purges and 47 bleedings in 1 year, 
and his successor Louis XIV (1638–1715) had several thousand 
intestinal douches during his life. Two 19th century surgeons, 
John Harvey Kellogg (1852–1943) and William Arbuthnot Lane 
(1856–1943), made fortunes out of the colon (Dally, 1996). 

Kellogg was a conventional surgeon who did more than 
22 000 operations during his 67-year career. We remember 
him today for “All Bran” but to contemporaries he was famous 
for the sanitarium (a word that he coined) he founded in Battle 
Creek, Michigan, where the rich and famous flocked to have 
their colons cleaned with his enema machine. After this a healthy 
intestinal flora was re-established with a pint of yoghurt, half 
of which was eaten and the other half given as an enema. 

William Arbuthnot Lane who led the army medical service 
during World War 1 became obsessed by the idea that chronic 
constipation and autointoxication was the cause of a myriad 
ills in rich women and to cure it removed the colons of more 
than 1000. In his 1913 British Medical Journal article he listed 
17 consequences of autointoxication, which covered virtually 
every minor and major ailment of humankind (Lane, 1913). 
Number 15 was about the damaging effects on the pancreas:

“The pancreas becomes infected directly by extension from 
the stagnating contents of the duodenum. This results in 
chronic induration, inflammation, and, finally, cancer of this 
organ. Pancreatic diabetes may also ensue.”

At this time Lane’s views were relatively orthodox, so that 
in 1913 a meeting on autointoxication at The Royal Society 
of Medicine lasted 6 evenings, involved 60 speakers and, 
when published, covered 380 pages (Champneys, 1913). 

Lane was pilloried in Bernard Shaw’s The Doctor’s Dilemma 
and by the mid-1920s decided that operations were not, after 
all, necessary. He founded an organisation called The New Health 
Society, which aimed to combat constipation and promoted 
fruit, vegetables and exercise as the basis of healthy living. 

Most histories of diabetes give a prominent place to the so-
called starvation treatment introduced by the maverick American 
physician, Frederick Madison Allen. Yet Allen’s friend Joslin 
credited a French physician Guillaume Guelpa (1850–1930) 
as the real originator of fasting in diabetes. Guelpa, who was 
born in Italy but spent most of his working life in Paris, was 
famous and/or notorious in his day but is now so completely 
forgotten that I have been unable to find an obituary.

Guelpa claimed to have been influenced by the work of 
Dr Georges Dujardin-Beaumetz (1833–1895) who found 
that those patients with typhoid who lost the most weight 
had the best prognosis. Guelpa introduced his treatment for 
diabetes in 1896 when he showed that fasting and saline 
enemas got rid of glycosuria in 3 days. He attributed this to the 
elimination of waste products and toxins (Guelpa, 1910a). 

In 1910 Guelpa spoke at a meeting of the British Medical 
Association in London where he expanded on his work on 
diabetes. He claimed that: emaciation enabled the body 
to remove toxins more rapidly; that weakness was not a 
manifestation of deficient nutrition but of imperfect removal 
of toxins; and that hunger was not an expression of the 
needs of the body for repair of waste, but was a measure 
of the degree of intoxication in the digestive system. 
He ended by saying that his method of treatment was 
never harmful, that it was nearly always useful, and that 
sometimes gave truly marvellous results (Guelpa, 1910b). 

Speaking to the French Vegetarian Society in 1911, he 
enumerated the elements of his cure of diabetes, which 

Fasting, purgation, autointoxication  
and diabetes 

Today’s	diabetes	world	is	fast-
moving	and	exciting;	knowledge	
is	accumulating	at	an	astonishing	
rate.	To	help	understand	the	
present,	however,	it	sometimes	
helps	to	examine	the	past.
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“autointoxication”	of	the	bowel	as	a	result	of	
constipation,	the	antiquated	perceptions	of	its	
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purgation	as	a	way	of	treatment.
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�For�safety’s�sake:�Best�practice�for�
�assisted�monitoring�of�blood�glucose

In this section, a panel of experts give their opinions on a recently published article.  
In this issue, the focus is on an editorial that provides a new paradigm for assisted 

monitoring of blood glucose with consideration of the special safety needs associated  
with blood glucose testing in care facilities.

Evidence of unsafe 
AMBG practices 
highlight need  
for protocol

1Assisted monitoring of blood 
glucose (AMBG) can be defined 

as blood glucose monitoring carried 
out by a healthcare professional or 
other carer for a person with diabetes.

2 The authors stress that AMBG 
should be recognised as distinct 

from self-monitoring of blood 
glucose (SMBG) in order to address 
safety concerns, importantly the 
transmission of blood-borne diseases 
in assisted living facilities and during 
screening activities.

3A range of USA-based evidence 
suggests that hepatitis B virus 

outbreaks resulting from unsafe AMBG 
practices have become increasingly 
frequent since 2000, with people with 
diabetes who are resident in assisted 
living facilities being primarily affected.

Digestdebate

T his interesting editorial (Klonoff and Perz, 
2010; summarised alongside) introduces 
the concept of assisted monitoring of 

blood glucose (AMBG) and argues that, within 
a care setting where diabetes management is 
provided by someone other than the patient, there 
should be strict guidance in place to prevent the 
risk of transmitting blood-borne diseases.

Klonoff and Perz (2010) highlight a USA study of 
18 hepatitis B virus outbreaks that were the result 
of the improper use of blood glucose monitoring 

equipment (Thompson and Perz, 2009). At least 147 people were 
infected during these outbreaks and six people subsequently died 
from the complications of acute hepatitis B virus infection. Although 
these numbers are relatively small at a population level, presumably 
all the cases could have been prevented if better AMBG safety 
measures had been in place.

The authors remind us that most blood glucose monitoring 
equipment, including finger prickers and insulin pens, are designed 
for use by one person only, but in some centres are used for multiple 
people without adequate safety measures in place. While it may seem 
obvious not to reuse devices that puncture the skin because of the 
risk of infection, the authors also highlight the potential risk of blood-
borne disease transmission using a blood glucose monitor for multiple 
people, which is common practice in many care settings in the UK.

It is clear that, even if the risk of disease transmission is small, 
carers and healthcare professionals carrying out blood glucose 
monitoring for another person need to be made aware of the risks 
and to minimise them through the use of single-use devices wherever 
possible and, if meters need to be shared, that they are adequately 
cleaned and disinfected before reuse – or, ideally, use the person’s 
own blood glucose meter.

Ultimately, best practice may be, where possible, to enable people 
with diabetes to self-manage their condition when in hospital or 
another care setting rather than undertake AMBG, a recommendation 
supported by Diabetes UK (2009) and NHS Diabetes (2010).

Diabetes UK (2009) Improving Inpatient Diabetes Care – What Care Adults with Diabetes 
Should Expect when in Hospital. Available at: bit.ly/9py5kt (accessed 28.09.10)

NHS Diabetes (2010) Commissioning Diabetes Emergency and Inpatient Care. Available at:  
bit.ly/a2iaDd (accessed 28.09.10)

Thompson ND, Perz JF (2009) Eliminating the blood: ongoing outbreaks of hepatitis B virus 
infection and the need for innovative glucose monitoring technologies. J Diabetes Sci 
Technol 3: 283–8

Simon O’Neill,  
Director of Care, 
Information  
and Advocacy,  
Diabetes UK

assisted monitoring  
of blood glucose: 
special safety needs 
for a new paradigm  
in testing glucose

Klonoff DC, Perz JF (2010) 
J Diabetes Sci Technol 4: 
1027–31
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4 The reuse of spring-loaded finger-
prick devices and the sharing of 

blood glucose meters without cleaning 
and disinfection between uses were 
the most frequent unsafe practices 
revealed by surveys undertaken by 
the Centers for Disease Control and 
Prevention (CDC).

5 The authors suggest that devices 
appropriate for use in SMBG may 

be inappropriate for AMBG, namely 
multiuse finger-prick devices and 
blood glucose monitors.

6 It is recommended that single-use 
disposable finger-prick devices 

featuring lancets that permanently 
retract after activation be used for 
diabetes screening and AMBG.

7 People who regularly undergo 
AMBG should have a blood 

glucose monitor for their exclusive 
use. Where unavoidable, sharing of 
monitors should be minimised and 
the monitors be consistently  
cleaned and disinfected between 
each use. Furthermore, shared 
monitors should be designed 
specifically for AMBG applications, 
with validated instructions for 
cleaning and disinfection.

8 Further to the safe performance 
of AMBG, the authors reminded 

readers that insulin pens should not 
be shared for the same concerns 
regarding safety.

9 The CDC, in conjunction with 
a range of stakeholders, have 

developed recommendations for the 
prevention blood-borne pathogen 
transmission during blood glucose 
monitoring and insulin administration 
in healthcare settings.

10 The authors concluded that 
AMBG, while similar to  

SMBG, is a distinct practice that 
requires purpose-designed equipment 
and additional safety standards.  
By attention to these issues, people  
with diabetes, people being screened 
for diabetes, healthcare professionals 
and carers will be better protected  
from the risk of AMBG-related 
disease transmission.

“P rimum non nocere.” This statement 
is attributed to Thomas Sydenham 
– a great observer and a physician 

who applied common sense to medical problems. 
Modern technology allows us to do infinitely more 
than Sydenham and his colleagues, but his good 
sense still applies; if we do a test, we must make 
sure it is appropriate and that it is safe for the 
patient and everyone else. 

Blood glucose is a common, but by no means the only, point-of-care 
test performed using finger-prick samples by healthcare professionals 
and carers. Klonoff and Perz’s article (2010, summarised alongside) 
is a timely reminder that assisted monitoring of blood glucose has 
spread hospital-acquired infection in the past and could do so again. 
This must not be allowed to happen in the UK. The Medicines and 
Healthcare products Regulatory Agency (MHRA) issued warnings to 
this effect in 2005 and 2006 (MRHA, 2005a; 2006).

It seems obvious that finger-prick samples must be taken with a 
lancet that is used to prick one patient only and not the staff member 
doing the test or anyone else. Staff have a legal responsibility to follow 
manufacturers’ single-use advice for both lancets and insulin needles. It 
is usual medical practice to clean monitoring equipment used on more 
than one person, but this is not always the case with glucose meters. It 
should be. The user guides include cleaning instructions. The MHRA has 
issued advice on point-of-care testing (Box 1; MHRA, 2005b).

It also seems obvious that insulin pens should be used for a single 
person only. Indeed, that person should be administering his or her own 
insulin wherever safe and possible. All healthcare professionals should 
be aware of the National Patient Safety Agency’s (2010) Rapid Response 
Report, Safer Administration of Insulin, and the NHS Diabetes e-learning 
website www.diabetes.nhs.uk/safe_use_of_insulin.

The Centers for Disease Control and Prevention recommendations 
detailed by Klonoff and Perz are very sensible. What are we waiting for?

1 Involve your local hospital laboratory 
Your local hospital pathology laboratory can play a 
supportive role in providing advice on a range of 
issues including the purchase of devices, training, 
interpretation of results, troubleshooting, quality 
control, and health and safety.
2 Management  
Many people will be involved in the creation, 
implementation and management of a POCT service. 
It is vital that an appropriate POCT coordinator is 
identified and a POCT committee established.
3 Health and safety  
Be aware of the potential hazards associated with the 
handling and disposal of body fluids, sharps and waste 
reagents outside of a laboratory setting.
4 Training  
Training must be provided for staff who use POCT 
devices. Only staff whose training and competence 
has been established and recorded should be 
permitted to carry out POCT.

5 Always read the instructions  
… and be particularly aware of situations when the 
device should not be used.

6 Standard operating procedures (SOPs) 
SOPs must include the manufacturers’ instructions 
for use.

7 Assuring quality  
The analysis of quality control material can provide 
assurance that the system is working correctly.

8 Results  
Results should be reviewed by appropriately qualified 
staff with particular reference to the patient’s history.

9 Record keeping  
… is essential and must include patient results, test 
strip lot number and operator identity.

10 Maintenance  
In order that devices continue to perform accurately 
they must be maintained according to the 
manufacturers’ guidance.

Box 1. The Medicines and Healthcare products Regulatory Agency’s (2005b) 
top 10 tips for point-of-care testing (POCT).

Dr Rowan Hillson mbe,
National Clinical  
Director for Diabetes, 
Department of Health
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