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President’s Message

Greetings from NEDS! On behalf of the new executive body of NEDS |
ank ypur dall for giving us the opportunity to serve society.The
chi e ahead of us is to understand the Diabetes situation in
North-East in greater depth and to carry out our plan of action in a
ategic manner.Here lies the importance of taking up scientific
research and intervention.The NEDS executive body has already identified few
priority areas, namely- educating and training the paramedics with a defined
curriculum and creating awareness amongst the adolescents in the school and
colleges.A committee has been formed to address these issues and very soon it will
be implemented. We have already started organising CME,Workshop,Training
“ programme, Awareness meeting across the whole North-East in a planned manner
on priority basis.

The sudden demise of Dr.A.B.Choudhury is a great loss to the society. He was
one of the torchbearers in the field of Diabetes in Nagaland.He proposed a unique
mode of creating Diabetes awareness by training and educating the school
teachers and the people involved in various religious institutions just few days
before his unexpected death. To organise NEDSCON at Nagaland was also a long
dream of Dr.Choudhury.The onus of responsibility now lies on our shoulder to
- ~fulfil the vision of Dr Choudhury. May his soul rest in eternal peacel.

Prof. Sanjeeb Kakati
/ President, NEDS

by it
%/ From the Editor
Dear Colleagues
With a deep sense of solace we ul:llll
and dedicate it to the memory of 12
meet in the serene, mystic &raste ]
«4 late Dr A B Chﬂudhun the silent crusad T NE
.. welfare of diabetes patient, promoting Dmbetes Awareness and
Prevention programs in the hl.lf of Nagaland, We congdole his death and may his
soul R.I.P.
NEDS is dedicated to continue it scientific endeavour with Diabetes Workshops, .
CME, Update and Scientific publications and soon will take up NEDS scientific
gtl,“:lies. [ am grateful to all my colleagues for their contribution to this scientific
ulletin.
I take this opportunity to convey my best wishes to all the member of NEDS.

S|

e

Dr. Debomallya Bhuyan
Secretary
NEDS
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Fribute to /Sate) Dr. A.B. Ghoudfury

Dr Ashit Baran Choudhury left us suddenly
for Heavenly abode on 23 rd Feb 2017 after a
brief illness. People of the region are very
much socked by the news of his sudden
demise. He was a perfect gentleman with
multifaceted quality.

He graduated from Guwahati Medical
College, Assam. He was practicing Medicine
independently in Dimapur, Nagaland, till his
last breadth. His concern for the down
trodden people will never be forgotten. He
was a very popular person and Doctor in
Dimapur.

He was one of forerunner in the fight against
Diabetes not only in Dimapur but in the
entire North Eastern Region of India. He has
always fought against Diabetes during his
practice. His keen interest and knowledge in
Diabetes will always be acknowledged by
fraternity.

He was one of the pivotal person in
establishing the NAGALAND Chapter of
North Eastern Diabetes Society. He was a
great visionary. Under his Dynamie
guidance, fight against Diabetes got
momentum and was progressing well in
Nagaland. He had unigue organizational
quality. His absence will be felt for a long
long time to come.

We the members in the North Eastern
Diabetes Society , have lost vibrant person.
Dr A B Choudhury was always a guiding force
in NEDS.

He is survived by his Wife and only Daughter.
We extend our heartfelt sympathy to the
family members and pray to almighty to give
them strength to bear the irreparable loss. .
We, the NEDS members, pray to almighty for
his eternal peace.

We the members of North Eastern Diabetes Society have lost a
friend, colleague and perfect gentleman. Dr. A. B. Choudhury is
no more with us. He had a massive myocardial infarction on the
23" February 2017. Dr. Ashit Baran Choudhury was born on
16th October 1952 and graduated from Guwahati Medical
College in 1977. He was a soft spoken, gentle person liked by all
specially by his many patients. Throughout his 40 years of
medical practice he gave selfless service to the people of
Nagaland. Other than treating patients in charity and giving free
medications, he was involved in relief works in remote villages
providing financial help to the needy. He has been actively
associated with NEDS from the very beginning and was
chairman of the upcoming NEDSCON in Dimapur, Nagaland. He
is also President of Indian Medical Association, Nagaland State
Branch. There are many in the community who will mourn
deeply his passing as his was a life of service, love, compassion
and excellence.

North Eastern Diabetes Society was founded in February 1996
with the prime aim to encourage research in the north east
whose population is different and diverse from the mainland
India, to give a platform to the local talents, and give them
exposure to the other parts of India. [ was given charge of the
president of the newly formed society, Dr. Amio Sarma the
working President, late Dr. Sekhar Shah the General Secretary.
Dr. Mihir Saikia, Dr. Sorojini Dutta Choudhury, Dr. Dipti
Sarma, Dr. Th. Biren Singh Dr. A.K. Bhattacharyee and many
other colleagues from the north east joined together to form this
forum. NEDS was associated with RSSDI then and organised
RSSDI Scientific programmes and also was allotted credit hours
for the conferences.

The first Annual Conference was held in Jorhat along with API-
Assam Chapter with Dr. Amic Sarma as the Organising
Secretary on 14" and 15" December 1996. Dr. P.V. Rao, was
present representing RSSDI. The next was held in Imphal in
November 1997, followed by Annual Conferences in different
parts of the north east, Agartala, Shillong, other parts of Assam
and once in Aizwal. NEDS has come a long way, it has become a
major diabetes organisation known to every nook and corner of
India. [ should be thankful to our young and versatile office
bearers for bringing NEDS to this level with excellent annual
conferences every year comparable to any national conference.

Long live NEDS
Dr. Th. Premchand Singh

A salute to a great personality.

NORTH EASTERN DIABETES SOCIETY.
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A tribute to Dr A B Choudhury

In the late summer of 1951, little did Mr and Mrs. M.K. Choudhury
know the enigmatic life that their 3™ born son would lead. Born on
16" October 1953 in Dhubri (Assam), Dr Ashit Baran Choudhury or
Shibu as he was fondly called at home, believed in simple living and
high thinking.

Coming from a modest background, he completed his schooling in
Tuensang, where his father was deputed as a representative of Assam
Government in NEFA (North East Frontier Agency). Due to his love for
Nagas, Dr. Choudhury's father chose to stay back in Nagaland when
he was given the option to rejoin his mother institution. Dr
Choudhury proved his father's decision right when he became the
first student to pass in 1" Division from Government High Schoal,
Tuensangunder Assam Board in the year 1968.

He later went to pursue his medical degree in Guwahati Medical
College after completing B.Sc Part I from Science College, JOtsoma.
Being teachers' favourite throughout his study years, he was offered
Post Graduate Degree based on his meritorious record. However, he
had to decline it owing to the rising family responsibilities after his
father's untimely demise.

After passing out from GMC in 177, Dr Choudhury joined Civil
Hospital, Dimapur and worked there for 3 years (1977 to 1980)
followed by a brief stint at Ramakrishna Mission Hospital, Dimapur,
His constant hunger for knowledge and passion to serve humanity
drove him to learn different languages. He was proficient in Bengali,
English, Hindi, Nepali and 17 local Naga dialects.

He started his private practice in 1980 in a small clinic attached to a
pharmacy near Railway Gate, Dimapur. The hordes of patients, who
turned up from far and wide, were a proof of his clinical acumen and
humane nature.

He started his private practice in 1980 in a small linick attached to a
pharmacy near Railway Gate Dimapur. The hordes of patients, who
turned up from far and wide, were a proof of his clinical acumen and
humane nature.

He married in 1985 and couple was blessed with a daughter in the
following year. As a husband and father, he ensured that both his
wife and daughter were empowered and financially independent.

As his popularity grew, he shifted his clinic to the current place in
Burma Camp. Through his 40 years of clinical practice, he gave
selfless service to the people of Nagaland. Other than treating
patients in charity and giving free medications, he was also actively
involved in relief works in remote villages, providing financial help to
the needy and pioneering the set-up of medical organization in
Nagaland.

His demise on 23" February 207, was not just mourned by family but
by the multitude of people cutting across all sections as well. The
palpable disbelief of the sudden fatal heart attack was evident in the
tears of those who loved him dearly .

His is survived by his wife and his only daughter, who as he desired
took up the same profession as his.

Dr. A.B. Choudhury was left behind a legacy that will be hard to
emulate and a void that is impossible to fill. This column is just a
small memoir to the exemplary life that he has led.

NEDS CHAPTER

DrA. B. Choudhury-A Tribute

Born on 16" October 1952 in
Dhubri (Assam), Dr Ashit Baran
Choudhury or Shibu completed
his schooling in Tuensang,
Nagaland. He became the first
student to pass in 1" division
from Government High School,
Tuensang under Assam Board in
the year 1968.

He later went on to pursue his
medical degree in Guwahati
Medical College after completing
B.Sc part | from Science College,
Jotsoma.

After passing out from GMC in
1977, Dr Choudhury joined Civil
Hospital, Dimapur and worked
there for 3 years (1977 to 1980)
followed by a brief stint at
Ramakrishna Mission Hospital,
Dimapur.

He started his private practice in
1980 in a small clinic attached to
a pharmacy near Railway Gate,
Dimapur. He married in 1985
and the couple was blessed with a
daughterin the following year.

He shifted his clinie to the current
place in Burma Camp.
Throughout his 40 years of
clinical practice, he gave selfless
service to the people of Nagaland.
Other than treating patients in
charity and giving free
medications, he was also actively
involved in various organizations
and was the President of IMA
Nagaland State Chapter.

His demise on 23™ February 2017
was not only mourned by family
but by the multitude of people
cutting across all sections as well.
He is survived by his wife and his
only daughter, who is also a
doctor.

Dr A. B. Choudhury has left
behind a legacy that will be hard
to emulate and a void that is
impossible to fill.

I personally recall meeting him at
NEDSCON and IMA events where
we would engage in exchange of
ideas to improve health delivery

and education in remote o a
locations in Nagaland. DIMAPUR NP E:z'
Dr Daljit Smgh Sethi @ LA
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EVOLUTION OF GUIDELINES FOR
THE MANAGEMENT OF TYPE 2 DIABETES MELLITUS

- Dr. Bikash Bhattacharjee

Senior Consultant,
Sunvalley Hospital, Guwahati

3) Post ACCORD era since 2008: There was a tendency of
progressively lowering glycemic and blood pressure
target during post UKPDS era to optimally reduce
diabetic complications. The action to control
cardiovascular risk in diabetes (ACCORD) study was a
negative study, but it had a profound impact on all
guidelines related to T2DM. ACCORD study showed
intensive glycemic and blood pressure control
irrespective of age, duration of diabetes, co-morbidities
and other variables, increases mortality. But sub
group analysis of the ACCORD study showed that, the
group of young patients with short duration of diabetes
and without co-morbidities, benefited from intensive
control. Thus ACCORD study ushered in the era of
personalized care with individualized target.

Guidelines are periodically updated. All new intervention do
not find place in the guidelines. A new intervention is
included in the guidelines based on new evidences to
establish its clinical role.
In the last decade of 20" century when we used to discuss
about 'unmet needs ' in the management of T2DM, we
talked about necessity of new blood glucose lowering
medications to control blood glucose optimally. Now we
have different classes of glucose lowering medications to
target almost all the pathophysiclogical defects of T2DM.
The newer classes of medications are increasing the
number of choice and appropriate choice of medication for a
founded in 1940 and 1950 respectively. EASD was particular patient with T2DM, becoming more and more
founded in 1965. difficult.
History of evolution of guidelines for the management of The guidelines have become essential to make appropriate
T2DM can be divided into three periods:- choice in different aspects of the management of T2DM
1) Pre UKPDS era : There were no good evidence based includingdiet, exercise and medications.
guidelines for the management of T2DM before
publication of United Kingdom prospective diabetes
study (UKPDS). There were practice
recommendations for control of symptoms and acute
complication.
Post UKPDS era since 1998: UKPDS provided us with
evidence to show that good glycemic and blood
pressure control can decrease complication of T2DM.
It also provided us with a glycemic target to achieve
good control. In fact, UKPDS was the base on which
evidence based guidelines were developed.

CONTROVERSIES ON GESTATIONAL DIABETES MELLITUS

-Dr. Kunjun Saikia
AMC, Dibrugarh

Professor Miles Fisher defined modern treatment
guidelines as follows:

“Evidence-based clinical practice guidelines are
systematically developed statements intended to assist
practitioners about making and understanding care
decision for specific clinical circumstances. The
evidence-base should be obtained using an unbiased and
transparent process of systematically reviewing and
appraising published clinical research, which is then
synthesized into recommendation for clinical practice”.
There are different national and international guidelines.
The two most referred guidelines, the Global guideline for
type 2 diabetes mellitus (T2DM) by International diabetes
federation(IDF) and the American diabetes association
(ADA)/ European association for the study of diabetes
(EASD) guideline, are international guidelines.

There are many national guidelines like National institute
of health and care excellence (NICE) guideline, American
association of clinical endocrinology (AACE)/ American
college of endocrinology (ACE) guideline and Japan
diabetes society guideline. There are two Indian
guidelines: Indian council of medical research (ICMRE])
guideline for management of T2DM and Research society
for studies of diabetes in India (RSSDI) clinical practice
recommendation.

Associations that produce important guidelines were
founded around middle of 20" century. ADA and IDF were
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Gestational diabetes mellitus (GDM) always has been an area of disagreements and debates. The guidelines vary in their
recommendations and which of them should be followed for clinical practice is a matter of uncertainty. A brief overview of
the guidelines is given below.

Any degree of glucose intolerance detected during pregnancy for the first time is designated as GDM. The NICE guidelines
of UK and Indian DIPSI guidelines does not make a distinction about lesser or greater degrees of hyperglycemia in
pregnancy, but WHO and FIGO guidelines designates two categories : Diabetes in pregnancy | DIP) which requires the
diagnostic thresholds of non pregnant adults for diabetes ,with GDM being designated to lower glycemic thresholds.

For diagnosis the controversy can be traced to the two methods - (a)75 gm OGTT and (b) 100 gm OGTT that is done after
screening through a 50 gm glucose challenge in non fasting state. The first method is based on the data provided by the

HAPO study, the largest study on GDM, and which have been incorporated by the international association of diabetes and
pregnancy study group (IADSPG) recommendations, WHO and ADA. The second method follows the data provided by O
Sullivan group and adopted by the American college of obstetricians and gynaecocologists (ACOG). Which method is

Contd. from pg 4
followed is a matter of choice, but the 75 gm OGTT is agreed by most clinician as the method of choice because of its
convenience. DIPSI guidelines of India recommend a single step of 2 hour cut-off value after 75 gm OGTT in either fasting
or non fasting state. The test is simple and can be easily adopted for Indian set up, but many argue that more data is
required for its validation. The reader can refer to the guidelines for the diagnostic thresholds which are not mentioned
here due to restricted space.
Controversy surrounds the treatment protocol as the non insulin therapy is coming up. Insulin is still
recommended as the first choice by ADA, but FIGO and ACOG are emphatic on the use of Metformin as
alternative to insulin. Glyburide use is increasing in UK and USA recently. But given the not so extensive data
base of use of OAD in pregnancy and till more information from ongoing studies are available, it will perhaps
gﬂ:ir::n to diet and exercise. o

be prudent to keep insulin as the preferred agent to treat GDM in ad

LIFE STYLE MODIFICATION IN DIABETES MANAGEMENT.

-Dr. P. K. Biswas

Senior Diabetologist
Guwahati

I ife Style generally means how a
person leads his life. Life style
encompasses all the activities in

one's life. Activity level, food habit,
leisure activity, level of stress,
interpersonal relationship, addiction
etc- all these factors come under life
style.
Healthy life style means adoption of
beneficial activity in the living process.
On the other hand, any activity within
the way life causing harm to an
individual is unhealthy life style.
It has been shown that adoption of
healthy life stt_yle promotes benefit in a
person suffering from Diabetes.
Persuasion of Healthy life style helps to
manage and reach Glycaemic and Lipid
Goals to a great extent in a Diabetic
pErson.
There is always a scope for modification
of one's life style for betterment - be itin
terms of food habit, activity or exercise
level. At times, modification of working
style may be needed. If someone is in
the habit of smoking cigarette then, this
habit should be gquitted as early as
possible.

Self enhancement of health Knowledge

is required for modification of style.

Food Habit- a diabetic person should

plan his or her healthy food plan in

consultation with a dietitian.

Diet planning should take into

consideration of availability of local

food items. Selection of different items
should be based on various macro
nutrient factors e.g. carbohydrate, fat
and protein contents. Daily

intake should be spaced
scientifically. During food plan of a
diabetic person, one should pay
attention to Micro and Macro
nutrients present in the food items.
Food choice should also take into
consideration of daily national
recommendations of nutrients, Food
plan should be individualized. While
planning a food plan for a Diabetic
person, one should keep in mind
about the presence of Co-morbid
conditions and accordingly food plan
should be modified.

Exercise- It has been observed that
sedentary life has adverse effect on
Diabetes. Those who are sedentary in
nature, they put on much weight.
Adding weight means more metabolic
problems. Control of glycaemia in a
diabetic person is adversely affected
by sedentary life style.

A through physical examination is
needed before commencing exercise
or sport activity by a diabetic person.
A quantified exercise programme
should be adopted by a Diabetic
Person. Thus before resumption of
exercise, one should plan exercise
programme carefully. If possible,
exercise should be undertaken under
the watchful eyes of an experienced
care provider. Appropriate Footwear
and apparels should be worn during
exercise by a Diabetic person.
Medication - Pathophysiclogy of
Diabetes is complex. Apart from
suitable modification of lifestyle and
adoption of exercise,
pharmacotherapy may have to be
added for control of Glycaemia in a
diabetic person. Medication may be

multiple in numbers. At times,
managing multiple medications by a
diabetic person may be become
problematic. Suitable lifestyle
modification may be needed for
{I}mrpcr&tiun of medication in one's
ife.

Cessation of Smoking - Cigarette
smoking is extremely harmful for a
Diabetic person. A Diabetic person
should quit smoking as early as
possible. Modified lifestyle of a Diabetic
person should adopt a smoking free life.
Sometimes it is very difficult to achieve,
but relentless effort should be applied.
If required, professional help may be
taken for quitting smoking.

Other Addictions- Some of the Diabetic
persons may get addicted to other
substances. All addictions are harmful
for health. If someone is in the habit of
consuming alcohol, then he or she
must consult this aspect with the care
provider.

Diabetic person should monitor his or
her Glycaemic condition by Home blood
glucose system and prepare a log.
Diabetic education is one of the vital
requirements of a diabetic person.
Adoption of proper monitoring system
by a Diabetic person helps manage
Diabetes in a better way. All these may
require modification of lifestyle.

Stress leads to higher Glycaemic level.
Stress management is of the vital
importance in a Diabetic person's life.
Diabetic person should always try to
adopt stress free life. To adopt a stress
free life, Yoga may be helpful.

S0, Modification of life Style is one of the
key requirements in a Diabetic person's
life. This is an ongoing process m

recommended quantum should be
taken. Micro nutrient intake should be
according to recommendation.

Food

Mouth bacterial changes in type 2 diabetes

may up risks of oral health problems

A new study, published in FLOS ONE, suggests that high
glucose in saliva produced by metabolic diseases, including type
ﬁm, may alter types of bacteria in the mouth and what
they do.

Our mouth is colonised by hundreds of different bacterial
species. A limited number of these species are known to
participate in inflammation, infections and dental decay.

Here, researchers from Harvard School of Dental Medicine
have found an association between high salivary glucose and
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changes in oral bacteria, including some of those infection-inducing ones.

The study measured glucose concentration and bacterial counts from saliva samples in over 8,000 Kuwaiti children
using DNA probing. Among the children involved, some were obese or had predispositions to metabolic syndrome, and
others had mj_llgb_ﬂg; In addition to the saliva samples, the children received an oral health check to see if they had
dental caries, dental erosion or inflammation of the gums (gingivitis). After reviewing all of the results, researchers found
that changes in bacterial species counts occurred more in gbese participants than in those of normal wmght

An indication of different bacterial diversity and frequency was also found in children with type 2 diabetes.
Looking at the children's oral health, the research team also noticed that elevated salivary glucose appeared to correlate
with signs of dental erosion, dental caries, and gingivitis. For example, those who had high salivary glucose also had nearly
twice the percentage of carious teeth than their low salivary glucose counterparts.

Those with higher glucose in their saliva were also more likely to have reddening of the gums - a sign of gingivitis
developing. Overall, these findings provide some evidence that higher glucose in saliva, as seen in some Li
disorders, tend to be associated with changes in the oral microbiome. A specific association between type 2 diabetes and
those changes is, however, less clear and will require further research.

Bariatric Surgery: An Important Treatment Option
For Some Patients With Type 2 Diabetes

Abd A Tahrani MD, MRCP (UK), MMed5ci, SCOPE (Mational Fellow), PhD
MNIHR Clinician Scientist at the University of Birmingham, UK
Honorary Consultant in Diabetes and Endocrinology at Birmingham Heartlands Hospital, Birmingham, UK
Lead for Weight Management Research and Diabetic Neuropathy Services at Birmingham Heartlands Hospital, UK

Type 2 Diabetes (T2D) is a progressive
disorder that is characterised by
hyperglycaemia and increased
cardiovascular disease risk. Obesity
plays a major role in the development
of insulin resistance and B-cell failure
making obesity the most important
risk factor for developing T2D. Hence,
it is not surprising that with the global
increase in obesity prevalence; the
prevalence of T2D also increased
dramatically worldwide.

Targeting obesity is an essential part of
the management in patients with T2D
as it can result in significant impact on
hyperglycaemia and cardiovascular
disease. Clinical trialsshowed that
using very low calorie diet (VLCD]) can
normalise glucose levels within a week
and induce diabetes ®“remission”
without the use of any glucose
lowering agents within 4 weeks;

Obese Subjects (SO5) study (odds ratio
for diabetes remission in surgery vs.
control: 6.3; 95% Confidence interval
2.1-18.9; P =0 0.001). The most
important predictor of diabetes
remission after surgery was diabetes
duration; with shorter diabetes
duration favouring higher chance of
longer term remission of diabetes. The
improvements in glycaemic parameters
following bariatric surgery are observed
within the first week after surgery
before any significant weight loss
(except in the case of LAGB) mainly due
to neurohormonal changes in glucose
and energy metabolism. In addition,
cohort studies showed that bariatric
surgery resulted in reduction in
cardiovascular disease, some cancers
and mortality, Furthermore, in patients
with T2D bariatric surgery resulted in
reduction in long-term microvascular

main bariatric surgical procedures:
laparoscopic adjustable gastric
banding (LAGE); laparoscopic sleeve
gastrectomy (L5G), Roux-en-Y gastric
bypass [RYGE), Biliopancreatic
diversion duodenal switch (BPD). The
mechanisms of weight loss vary
considerably between procedures.
BPFD is the only malabsorptive
procedure; LAGB works primarily by
changing the eating behaviour and
vagal stimulation due to the increase
intraluminal pressure in the pouch
above the band; while RYGB and LSG
result inchanges in the gut hormones
[increased GLP-1 and PYY and
reduced ghrelin), energy
expenditure, food choices favouring
less calorie dense food possibly due to
changes in taste and food perception
and changes to gut microbial and bile
salts metabolism. LAGB results in 15-

mainly due to improvements in -cell
function and insulin secretion. Several
studies from the LookAHEAD trial
showed that intensive life style
intervention in patients with T2D
resulted in significant weight loss over
4 years period and improved HbAlc
and fasting plasma glucose levels. In
addition, the intensive lifestyle
intervention in the LookAHEAD study
resulted in significant improvements
in hypertension and reduced the
incidence of chronic kidney disease in
patients with T2D. Furthermore,
weight loss in the LookAHEAD study
was associated with reduction in
cardiovascular dizease. However, the
long-term compliance with such strict
dietary or lifestyle interventions is
difficult for many patients.

Bariatric surgery is currently
considered the most successful
treatment that result in long term
sustained weight loss. There are four
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20% weight loss, while LSG and RYGB
result in 25-30% weight loss and BPD
results in 30-40% weight loss.

All the above-listed bariatric
procedure were shown to be superior
to medical care and life style
intervention in patients with T2D in
randomised controlled trials up to 5
years duration. Bariatric surgery was
superior to medical care in regards to
weight loss, glycaemic control, blood
pressure, and lipids in patients with
T2D. Improvements in these
metabolic parameters occurred
despite significant reduction in
medications use post surgery. Up to
80% patients achieve diabetes
remission following bariatric surgery,
and although the proportion of
patients with T2D who are in
remission lessen with longer follow-
up, still about 30% of patients remain
in remission 15 years following
surgery as shown in the Swedish

complications (such as retinopathy and
chronic kidney disease).

However, bariatric surgery is not
without risks. The risk of death within
the first 30 days post surgery is less
than 0.5% in experienced centres.
There are surgical risks such as
marginal ulcers, hernia, leakage or
gastrointestinal bleed (the risk is about
1% for each complication). Long-term
there is the risk of mineral and
nutritional deficiencies [such as B12,
folate, iron..etc.) which are usually
preventable by taking regular
supplements and easily treatable if the
patient is having blood test regularly.
Following surgery there is also small
increase in the risk of self-harm
(including suicide), bone fractures, and
excess alcohol intake. There iz also the
risk of excess skin from significant
weight loss.

So, in patients with T2D, it is important
to consider bariatric surgery as an

important treatment option in patients with T2D and a body mass index = 30 kg/m’ (27.5 ke/ m’ in South Asians).
However, patients selection is essential in order to keep the risks of surgery minimal. Generally, patients with history of
self-harm or suicide within the last 12 months, current alcohol or substance misuse and untreated significant mental
health disorder should not be offered bariatric surgery till these factors are addressed. In addition, patients should be well
informed of the benefits vs. the risks of surgery so they can make informed choices. Overall, bariatric surgery can be a very
useful treatment option for some patients with T2D.

Natural history of B-cell adaptation and failure in Type 2
Dr Debomallya Bhuyan
HOD, Dept of Medicine, Nazareth Hospital,Shillong.

T2D is a complex disease , core patho-physiologic defects in T2DM is the Insulin resistance in muscle and liver and B-cell
failure . B-cell failure occurs much earlier and is more severe than previously thought, People with impaired glucose

tolerance (IGT) are maximally /near-maximally insulin resistant and have lost over 80% of their B-cell function

The

current evidence suggests that Genetic predisposition and Environmental factors can impair the capacity of the B-cells to
respond to insulin resistance and ultimately lead to their failure Indian are susceptibility to T2DM. We have T2D in
younger age and with lower BMI, India is the world capital for both low birth weight and diabetes . Indians are short & thin
but more adipose compared to Europeans — Metabolic Obesity.

Natural history of T2DM can be underst

ood in three major stages:

1. Susceptibility 2 pB-cell adaptation 3 B-cell failure.

Experiments in rodent models and human specimens suggest that the failure of B-cells to increase mass and function is a
central event in the development of this disease. Multiple factors play a role in the adaption of B-cells during the natural

history of T2D,

The susceptibility to develop diabetes is determined by -Genetic components , Fetal environment , Nutrient environment
during the first few years of life. Most individuals will not develop T2D unless they are exposed to conditions of increased

insulin demand such as obesity induced insulin resistance.

In fact, the majority of the obese population develops insulin

resistance and P-cells compensate in response to increased insulin demand by expansion and increase in insulin
secretion. Most of Indian is predisposed to Genetic components. Environmental factors regulating p-cell development and
neonatal B-cell mass. Studies showed that low birth weight was associated with abnormal glucose homeostasis and a
higher risk for metabolic syndrome. In these studies the propensity for impaired glucose tolerance was worsened if the
adults were obese. Based on the results of several studies one may assume that infants exposed to inadequate nutrition
during gestation may be born with a decrease in p-cell mass.

Less is known about the impact of over nutrition and obesity on the offspring risk for T2D.

One large study of T2D in youth found an increased odds ratio of T2D in children whose mothers were obese. Several
studies demonstrate that offspring born after exposure to gestational diabetes had a 3.7 odds ratio of developing T2D as

compared to their siblings.

B-cells can expand during conditions of insulin resistance (Pregnancy & Obesity) and these responses determine the
susceptibility to T2D. B-cells adapt to insulin resistance by increasing f-cell mass and insulin secretion. The capacity of
B-cells to expand in response to metabolic stress decreases with age. The compensatory hyperinsulinemia maintains blood
glucose levels within the normal range until the B-cells can no longer produce sufficient insulin, resulting initially in

glucose intolerance and eventually T2D.

Glucolipotoxic effects, Pro-inflammatory cytokines arising from visceral obesity or derived from the islets themselves-
Contribute to progressive B-cell dysfunction. In fact, B-cell failure has been described as the primary determinant of
whether an insulin-resistant individual will progress to diabetes., And with decrease of Glucolipotoxity and good glycemic
control with an early and aggressive treatment with Insulin & Life Style modification there are Robust evidences of Beta

Cell Regeneration .

Lots of researches are going on globally about the Beta cell Regeneration.

Ferlmlnntms may be an early sign of type 2 diahetes

A new study
suggests
severe gum
disease - also
known as
periodontitis -
may be an
early marker of type 2 diabetes.

New research quﬂgestﬂ there may be a
link between gum disease and diabetes.
According to the latest data, diabetes
affects approximately 422 million pecple
worldwide, and this number is expected
to increase.

In the United States, 29 million people
live with the disease. Of these, over 8
million people have it but have not been
diagnosed, according to the Centers for

Dizeasze Control and Prevention (CDC).

The CDC also estimate that 37 percent of
Amﬂi\mn adults over the age of 20 have
] i 3

North Eastern Diabetes Society (NEDS)
had a Mid-Term CME in Hotel Royal
Highness, Tinsukia on 18/2/17.
Around 70 delegates from this part of
Assam attended the CME, which
discussed the advances in Diabetes
Mellitus treatment and issues related
to Diabetes & Pregnancy. Senior
physicians and renowned
Gynaecologists attended the meeting
and deliberated on these issues. Meet
was presided by Prof Sanjeeb Kakati
JPresident of NEDS in presence of Dr
Debomallya Bhuyan Secretary & DrPK
Biswas Treasurer. Dr Kalyan Ganguly,
from Kolkata spoke about new
molecules in Type 2 Diabetes Mellitus
management. Dr Kunjan Saikia from
AMC Dibrugarh spoke on issues
related to Diabetes and Pregnancy and
Dr Bikas Bhattacharjee from Guwahati
gave a talk on International and
National Guidelines and
Recommendation of Type 2 Diabetes
Mellitus management.

After the global scientific extravaganza
of the 21" Conference of the NEDS at
Radisson Blue on 1st week of
November 2016, it is our sincere and
committed effort to continue CME at
different location of North east India.
NEDS sincerely appreciates the efforts
of Dr N G Singha and Dr Manoj Gogoi
for successfully organizing this
Tinsukia CME.

Dr Debomallya Bhuyan
Secretary, North Eastern Diabetes
Society,

Nazareth Hospital, Shillong.

Written

by Ana Sandoiu

Published: Thursday 23 February 2017

prediabetes.
New research - li in the journal BM.J
Open Diabetes Research & Care - sugpests
severe gum disease, or pericdontitis, might
be an early sign of diabetes.
The authors also suggest a simple finger
stick diabetes screening procedure could
be carried out in the dental office to avoid
the adverse effects of leaving diabetes
untreated.
Studying the link between severe gum
disease and diabetes
Researchers from the University of
Amsterdam in The Netherlands assessed
a total of 313 participants from a dental
clinic at the university.
Of these, 126 patients had mild-to-
moderate gum disease, 78 patients had
severe periodontitis, and 198 individuals
did not have signs of gum disease.
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Participants with periodontitis had a
higher body mass index (BMI) than the
rest, with an average BMI of 27. However,
other diabetes risk factors - such as high
bloed pressure or high cholesterol - were
similar across all three groups.

The researchers analyzed higher glycated
hemoglobin (HbAlc) values in dry blood
spots, and evaluated the differences in
mean HbAlc values, as well as the
Ert\ra]cnc: of diabetes and prediabetes
etween the two groups.

HbAlc values measure the average level of
bloed sugar in the last 2-3 months. The dry
blood spots were obtained by samplinE
participants’ blood using a finger pin-pric
test.

Prediabetes is commonly considered to
range between an HbAL1C value of 39-47
millimoles per mol (mmol/ mol).

Royal Highness Tinsukia
Tinsukia 18/2/2017.

Calendar Programme of NEDS 2017.

Metformin Summit — Dibrugarh 8.1.2017.
Executive Meeting of the New NEDS Body - 28.1.2017.
NEDS MID:

GME- Tinsukia 18.2.17.



