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Editorial 
Voice

Dear friends !

May comes with the summer special issue of your favourite Dialogue. 

You will find a balanced mix of world news, kitchen talk, case study 

and 'Doctor's Room' with recent interesting articles in the medical 

press.

Thanks a lot for your 'liking' the new getup and content as also for 

your valuable suggestions.

Hope you enjoy reading and keep in top fitness !

Your's

Vinod K Gujral

drgujral19@ gmail.com

www.diabetesheartcare.com



3

Of course, that means eating right, exercising 
and aiming for a healthy weight. But it also 
means learning how to work closely with 
your medical team regarding medication 
decisions. Over 80% of people with diabetes 
take medications for glucose control, 
including 100% of patients with type 1 
diabetes (who require insulin medication for 
survival).

Our professional focus is lifestyle coaching 
for type 2 diabetics. we have consistently and 
passionately urged people with type 2 
diabetes to do all they can to maximize the 
power of lifestyle change by learning how to 
adopt an ambitious eating and exercise 
strategy, aiming to achieve remission 
(normal glucose without medication) or get 
as close to remission as possible, on 
minimum medication .

When glucose levels cannot be adequately 
controlled (HbA1c greater than 7%) by eating 
right and exercise, then medications are 
crucially important for reducing the risk of 
diabetic complications such as visual loss, 
kidney failure, neuropathy, foot ulcers, limb 
amputation, stroke and heart attack. We 
know from clinical trials that using 
medication to lower the A1c down to 7% 
helps reduce the risk of such complications, 
and helps prolong survival in certain 
patients. We also know from clinical trials 
that using multiple medications to push the 
A1c much below 7% has NO  FURTHER 
ADVANTAGE, although there may be 
advantages in certain patients.

It is a mistake to conclude that there is no 
point pushing the A1c below 7%. 
Observational studies suggest diabetics with 
A1c around 7% are still at about double the 
risk for complications as diabetics with an 
A1c below 6%. Unfortunately, using drugs to 
achieve that improvement is a limited 
strategy. lifestyle change, aiming to push the 
A1c below 6%, is almost certainly worth 
striving for whenever possible.

Are Diabetics Overmedicated ?
– CDRS counselling services

Most people with diabetes need cholesterol 
drugs to reach the optimal levels. We know 
from clinical trials that if the LDL (bad) 
cholesterol is over 100 mg/dL (or the C-
reactive protein level, a marker of 
atherosclerosis, is over 2.0 mg/L), patients 
with diabetes live longer and/or have fewer 
heart attacks if they use statin drugs to 
push the LDL (bad) cholesterol well below 
100 mg/dL, and the ideal may be around 70 
mg/dL.

So we really have mixed feelings about 
whether diabetics are “overmedicated” 
because we have two simultaneous 
problems. On the one hand, we have a large 
proportion of people who are “undertreated” 
because they are not meeting A1c and 
cholesterol targets. On the other hand, we are  
concerned about the common scenario 
where drugs serve as an excuse to avoid 
eating right and exercising.

It is very easy for health care providers and 
patients to rely on medications to get the 
numbers in line, without paying due 
attention to lifestyle change. The drugs can 
easily mask the problems that could be and 
should be addressed by lifestyle change. It is 
important to recognize that this is a very 
different situation than when a patient is 
making concerted lifestyle efforts, and 
seeing good results, but the health goals are 
still not being met.

Lastly, we  would just like to acknowledge 
that we often use drugs and other treatments 
that have little or no benefit as reported in 
trials . Pharmaceutical companies sometimes 
exaggerate the benefits and downplay the 
risks of their products, and may do so via the 
design and interpretation of clinical trials 
that doctors, patients and the Food &Drugs 
Authority  rely on to assess the risks and 
benefits of drugs

So, in summary,  mission is to help people 
avoid unnecessary medication, but often 
medication is truly necessary to live life to 
the fullest.
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 farmer family enjoyed a diet that 
would have greatly concerned  
nutrition scientists in the 1970's. A

They ate eggs with abandon - freshly laid 
that morning eggs.  Yet, somehow, they 
remained mostly slim and coronary 
disease free.  How could this be so? The 
body of research from the 1970's clearly 
showed that egg yolks are a source of 
significant dietary cholesterol and that we 
should dramatically reduce the number of 
eggs in our diet to lower our cholesterol 
scores. This made perfect sense at the 
time. However, later controlled studies of 
egg eating and non-egg eating populations 
did not back up that hypothesis.

Archived in the journal of the american 
college of nutrition are a large number of 
very well referenced articles detailing 
modern nutritional science about eggs.  
Eggs are not only delicious, but they are 
very good for you. The yolk contains 
nutrients that improve your good 
cholesterol number - minerals, folate, b 
vitamins, proteins, and mono unsaturated 
fatty acids - all good things for 
cardiovascular health. 

L eat an egg and enjoy some eye health 
from the lutien and zeaxanthin. 

L eggs are a complete protein source in 
that they contain all eight of the 
essential amino acids - and the price is 
often much lower per serving than 
meat.

L of course, as with all foods, one simply 
needs to not go overboard in quantity. 
Just because one or two are good for 
you doesn't mean you should eat a 
dozen in one sitting...no matter how 
tasty the recipe. To get all the good 
stuff in an egg, you do need to eat the 
yolk as that's where so much of the 
nutrition sits ready to be used.

Imagine a tomato grown in depleted soil 
and one grown in well  fertilized soil; 
which do you think would be more 
nutritious? The same idea is easily applied 
to the egg. Check the freshness dates on 
the carton and, if you can, do get eggs 
from humanely raised chickens. Crack 
open two eggs for your own comparison 
test. Open one from a cheap brand and one 
from a humane brand and compare the 
yolk. You should find that the yolk in the 
egg from a naturally raised chicken is 
larger and deeper in color which indicates 
a quality high nutrition egg.

Poaching an egg is a great way for a calorie 
counter to cook an egg as it requires no fat 
at all. Everyone has their favorite method. 
You can even get little tools and gadgets to 
use on the stove top to hold the egg in a 
perfect shape – or get a little gizmo that 
will poach it in the microwave for you. 

If you are still unsure about how eggs and 
cholesterol apply to you and are 
concerned about adding whole eggs to 
your diet, try making your egg scrambles 
with one whole egg supplemented with a 
serving or so of low calorie high protein 
egg whites. That way you get the best of 
both worlds.

Your thoughts….

L  do you only eat egg white or do use the 
entire egg? 

L what is your favorite way to fix an egg?

L do you buy whatever egg is on sale or 
do you buy free range eggs? 

L do you keep chickens so you can collect 
fresh eggs? 

L can you tell the difference?

L do you find that eating an egg at 
breakfast helps keep you fuller longer? 

AN EGG TODAY IS BETTER THAN A HEN TOMORROW. 

– NUTRITION SERVICE OF CDRS
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Chocolate is one of the world's most prized 
flavor sensations, and most people who are 
interested in healthy eating have a vague 
notion that chocolate might have health 
benefits. For example, the published a few 
weeks ago reports on the combined results 
of 21 studies with 2,575 participants 
showing that cocoa consumption is 
associated with decreased blood pressure, 
i m p r o v e d  b l o o d  v e s s e l  h e a l t h ,  
improvement in cholesterol levels, and 
improvements in diabetes risk factors such 
as insulin resistance.

Unfortunately, the role of chocolate in 
disease prevention has proven to be 
complicated and controversial from both 
medical and ethical standpoints.

From a medical standpoint, chocolate 
appears to be a “mixed bag”. A bar of dark 
chocolate contains a complex mixture of 
sugar, fat, cocoa, and other flavor 
enhancers. The sugar content is lower in 
dark chocolate than in milk chocolate, 
however it's presence certainly offsets 
(either partially or fully) any potential 
health benefits of chocolate. We don't 
actually know whether eating more dark 
chocolate is favorable for heart disease or 
diabetes or longevity, compared to eating 
less of it. The fat in chocolate is highly 
saturated, which is concerning as a 
potential accelerator of heart disease and 
atherosclerosis. However, much of the 
saturated fat is comprised of stearic acid, 
which does not appear to adversely affect 
cholesterol levels compared to other more 
common types of saturated fat. Still, fat is 
high in calories and contributes 
substantially to chocolate's high caloric 
density. It is hard to maintain a healthy 
weight or battle obesity when eating 
enough chocolate to potentially achieve 
health benefits from it.

Any health benefits of chocolate certainly 
come from the cocoa component. Cocoa 
contains “polyphenolicflavanoids” which 
are antioxidants with the potential to 
improve multiple heart disease risk factors. 
Much work is underway to better 

understand how these compounds work on 
a cellular level. In any case, most of the 
studies that indicate improvements in 
heart disease risk factors are inconclusive 
because they are either short-term trials 
that just look at risk factors rather than 
actual disease rates, or because they are 
observational studies that cannot draw 
conclusions about cause and effect. The 
matter is further complicated by the fact 
that many of the studies use special 
c h o c o l a t e  p r o d u c t s  t h a t  a r e  
uncharacteristically high in cocoa content 
and/or low in sugar, and/or sponsored by 
companies that sell chocolate.

The  guess is that cocoa is actually 
beneficial, but the sugar and fat present in 
dark chocolate bars entirely offsets those 
benefits such that dark chocolate bars are 
“health neutral” rather than beneficial. 
The logical way to leverage the potential 
health benefits of cocoa would be to find 
ways to incorporate significant amounts of 
unsweetened cocoa powder into foods 
and/or beverages that do not contain 
excess sugar or fat. For example,   make 
home-made shakes containing  banana, 
cocoa powder, a few almonds (or almond 
milk) and a little stevia.

Unfortunately, much of the chocolate and 
cocoa available is produced by African 
children working under conditions that 
would be considered unethical and illegal 
in most Western countries. Some of the 
chocolate is likely produced by slave labor 
and efforts are underway to address this 
serious political problem. Fortunately, it is 
possible to buy cocoa and chocolate that is 
certified as conforming to our usual ethical 
standards

In the final analysis, our love affair with 
chocolate gets mixed reviews on multiple 
levels. Like many of life's potential 
treasures, “the devil is in the details”. If 
we're smart about it, we can probably do a 
much better job learning (on multiple 
levels) how to properly harvest and 
harness the healthy aspects of this 
wonderful gift from “mother nature”

Chocolate for Diabetics?
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preventing common diabetic skin 
complications. If you're already 
experiencing skin issues, managing your 
diabetes can help prevent problems from 
getting worse.

To get a handle on your diabetes, strive 
for a healthy weight, eat right, cut back on 
salt, maintain a healthy blood pressure, 
and exercise. That's a tall order, but talk 
to your health care team for support.

+ Be aware.  If you suffer from diabetic 
nerve damage (neuropathy), you could 
have an infected cut, scratch, or skin 
puncture and not know it. Don't let a 
small problem turn into a big one -- be 
aware of your body. Check your feet, 
ankles, in between your toes and legs 
regularly for wounds that aren't healing.

+ Do something about wounds and sores. 
Don't neglect wound care. If you find a 
nick, a scratch, a small cut, anything that 
isn't healing or that worries you, talk to 
your doctor immediately.

+ Cover up.  This simple first line of 
defense can help you avoid the cuts and 
scratches that can lead to infection. 
Whether you're gardening or walking the 
dog, cover your legs with long pants and 
your feet with flat, good-fitting shoes.

+ Practice good skin care.  Keeping skin 
clean and dry, but not too dry, is key to 
good diabetic skin care. 

If You've Got Diabetes You're At Higher Risk For A Wide Range Of Skin Complications.

You Can Do A Lot To Reduce Those Risks ; These Simple Diabetic Skin Care Tips Can Help.

    Common Diabetic Skin Complications

+ Bacterial and fungal skin infections  are a 
very common complication for people 
with diabetes, and often result when a 
bacteria or fungus invades a cut; scratch; 
dry, cracked skin; or other wounds.

+ Acanthosisnigricans is a frequent 
diabetes skin problem . Characterized by 
tan or brown, velvety skin developing at 
the neck, groin, and underarms, 
acanthosisnigricans is often a sign of 
insulin resistance.

+ The brown, scaly patches of diabetic 
dermopathy  are often mistaken for age 
spots. Small oval or circular, and 
harmless, these spots tend to occur on 
the front of both legs.

+ In Legs,  changes like ulcers, erosions, or 
discoloration are another common skin 
complication associated with diabetes 
and are often the result of poor 
circulation.

   6 Diabetic Skin Care Tips

+ Get educated. One key to preventing 
diabetic skin problems is to understand 
what causes them. Talk to your doctor. 
Learn about diabetic skin complications, 
what your particular risks are, and how 
you can lower them.

Control your diabetes.  Getting -- and 
keeping -- your blood glucose within 
normal range can go far toward 

To take care of your skin :
l Keep skin comfortably dry, especially at armpits, toes, and groin. Talcum powder can help.

l  But avoid drying skin out. Skin that's too dry can crack, itch, and get infected, so prevent 
that by taking short, lukewarm showers or baths and using mild soaps and shampoos when 
you wash. Avoid deodorant or scented cleansers, which can be harsh on sensitive skin.

l  Moisturize if your skin is dry. The best time to moisturize is right after a shower or bath, 
when skin is still moist.

l  Dry well by patting gently -- don't rub -- focusing on underarms, between legs, under 
breasts, and between toes.

Basic skin care can go far toward helping you prevent diabetic skin complications, but if you 
have questions, or if a cut, scrape, or bruise worries you, don't wait, talk to your doctor or 
dermatologist right away.
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The Doctor's Room (Recent Journal Review)

Does Reducing SBP Cut CV Risk in Patients With Diabetes?
Safety and Efficacy of Low Blood Pressures Among Patients With Diabetes :

Subgroup Analyses From the ONTARGET

(ONgoingTelmisartan Alone and in combination With Ramipril Global Endpoint Trial)

Redon J, Mancia G, Sleight P, et al, on behalf of the ONTARGET Investigators
J Am CollCardiol. 2012;59:74-83

   Study Summary

This post hoc analysis of ONTARGET data was designed to 
determine whether blood pressure at which cardiovascular 
(CV) protection is achieved differs between patients with and 
without diabetes. The study population comprised 25,584 
persons older than 55 years of age (9603 with diabetes) who 
had 1 or more previous CV events or had diabetes with end-
organ damage. Although patients in the main trial were 
randomly assigned to receive telmisartan, ramipril, or both, 
data for the current analysis were pooled because there were 
no significant differences between outcome and treatment 
allocation. The primary outcome was a composite of CV 
death, myocardial infarction, stroke, or hospitalization for 
congestive heart failure. Secondary outcomes were each of 
the primary outcome components. Using Cox regression 
models, investigators explored the relation between baseline 
systolic blood pressure (SBP) divided into quartiles (95-130, 
131-142, 143-154, and 155-200 mm Hg) and risk for CV, as well 
as the relation between outcome and the magnitude of SBP 
changes during follow-up, divided into tertiles, for each SBP 
quartile.

The primary outcome occurred in 1938 (20.2%) of diabetes 
patients and in 2276 (14.2%) patients without diabetes. 
Diabetes conferred a significantly higher CV risk (hazard 
ratio, 1.48; 95% confidence interval, 1.38-1.57) overall and 
regardless of SBP changes during treatment. In both patients 
with and without diabetes, progressively greater SBP 
reductions were accompanied by reduced risk for the primary 
outcome only if baseline SBP levels ranged from 143 to 155 
mm Hg. There was no benefit observed for reducing SBP 
below 130 mm Hg except in decreasing the risk for stroke, 
where the relationship to SBP was progressive down to 115 
mm Hg. For other outcomes, a "J-curve" was observed for the 
relationship between in-treatment SBP and CV events. The 
nadir of the J-curve for the primary outcome was 
approximately 130 and 129 mm Hg for patients with and 
without diabetes, respectively.

   Viewpoint

Current guidelines of the American Diabetes Association 
[1](ADA) recommend a SBP target of < 130 mm Hg.  However, a 

post hoc analysis of the INVEST data found that reducing SBP 
[2]to < 130 mm Hg did not improve CV outcomes,  whereas 

results from the ACCORD study indicated that targeting < 120 

mm Hg did not reduce CV events compared with patients in 
[3]whom the target was < 140 mm Hg.  Thus, the optimal SBP 

level for patients with diabetes is becoming less (rather than 
more) clear, at least with respect to cardiovascular disease. 
Intensive control of blood pressure does seem to provide 

[4,5]protection from microvascular disease,  which in some 
sense only adds to the confusion. The uniquely fascinating 
contribution of the current study is that SBP reduction 
seemed to reduce CV risk only if baseline SBP levels were 
relatively high (143-155 mm Hg). In other words, aggressive 
reduction from levels in the 130-140mm Hg range may not be 
necessary. One important caveat is that all patients in 
ONTARGET had a history of CV events history or were 
otherwise at high risk for CV. For patients newly diagnosed 
with diabetes, these findings may not apply. In any case, 
because the apparent optimum level of SBP seemed to be 
about 130 mm Hg, the current ADA guideline target SBP of < 
130 mm Hg remains reasonable.

References

1. American Diabetes Association. Standards of 
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of intensive blood-pressure control in type 2 
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1585. Abstract

4. Patel A, MacMahon S, Chalmers J, et al. Intensive 
blood glucose control and vascular outcomes in 
patients with type 2 diabetes. N Engl J Med. 
2008;358:2560-2572. Abstract

5. Zoungas S, de Galan BE, Ninomiya T, et al. 
Combined effects of routine blood pressure 
lowering and intensive glucose control on 
macrovascular and microvascular outcomes in 
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ADVANCE trial. Diabetes Care. 2009;32:2068-2074. 
Abstract



8

editerranean diet is a term applied to a modern 

nutritional pattern based on the traditional dietary 

pattern of the region encompassing southern Italy, M
Greece (notably the Greek island of Crete) and parts of the 

Middle East.

The most commonly understood version of the Mediterranean 

diet was presented, amongst others, by Dr Walter Willett of 

Harvard University in the mid-1990s. Based on "food patterns 

typical of Crete, much of the rest of Greece, and southern Italy in 

the early 1960s", this diet, in addition to "regular physical 

activity," emphasizes "abundant plant foods, fresh fruit as the 

typical daily dessert, olive oil as the principal source of fat, dairy 

products (principally cheese and yogurt), and fish and poultry 

consumed in low to moderate amounts, zero to four eggs 

consumed weekly, red meat consumed in low amounts, and 

wine consumed in low to moderate amounts". Total fat in this 

diet is 25% to 35% of calories, with saturated fat at 8% or less of 

calories. The principal aspects of this diet include high olive oil 

consumption, high consumption of legumes, unrefined cereals, 

fruits, vegetables, moderate consumption of dairy products 

(mostly as cheese and yogurt), moderate to high consumption 

of fish, low consumption of meat and meat products, and 

moderate wine consumption. Olive oil is particularly 

characteristic of the Mediterranean diet. It contains a very high 

level of monounsaturated fats, most notably oleic acid, which 

epidemiological studies suggest may be linked to a reduction in 
 coronary heart disease risk. There is also evidence that the 

antioxidants in olive oil improve cholesterol regulation and LDL 

cholesterol reduction, and that it has other anti-inflammatory 

and anti-hypertensive effects.

The Mediterranean diet throws up an interesting paradox: that 

populations consuming it have a lower incidence of Coronary 

Artery Disease (CAD) in spite of consuming relatively higher 

amounts of fat than places like the US where similar amounts of 

fat consumption are seen. The beneficial effects accrue from 

the low levels of saturated fat and high levels of 

monounsaturated fat and dietary fiber. One main reason for this 

fat distribution pattern is the significant presence of olive oil. The 

inclusion of red wine is considered a factor contributing to health 

as it contains flavonoids with powerful antioxidant properties. A 

number of international studies have attempted to validate the 

positive health effects of the Mediterranean diet. 

 The Seven Countries Study found that men from Crete island 

had exceptionally low death rates from heart disease, despite 

moderate to high intake of fat. The Cretan diet is similar to other 

traditional Mediterranean diets, consisting mostly of olive oil, 

bread, abundant fruit and vegetables, fish, and a moderate 

amount of dairy foods and wine. According to a 2008 study 

published in the British Medical Journal, the traditional 

Mediterranean diet provides substantial protection against type 

2 diabetes. A 2008 study published in The New England Journal 

of Medicine examined the effects of three diets: low-

carbohydrate, low-fat, and Mediterranean. The study involved 

322 participants and lasted for two years. The low-carb and 

Mediterranean diet resulted in the greatest weight loss, 12 lbs 

and 10 lbs, respectively. The low-fat diet resulted in a loss of 7 

lbs. One caveat of the study is that 86% of the study participants 

were men. The low-carb and Mediterranean diets produced 

similar amounts of weight loss in the overall study results and in 

the men. In the remaining participants who were women, the 

Mediterranean diet produced 3.8 kg (8.4 lbs) more weight loss 
 on average than the low-carb diet. A study published in the 

British Medical Journal in 2009 showed some components of 

the Mediterranean diet, such as high vegetable consumption 

and low meat and meat product consumption, are more 

significantly associated with low risk of mortality than other 

components, such as cereal consumption and fish 

consumption. A 2011 meta-analysis published in the Journal of 

the American College of Cardiology analyzed the results of 50 

studies covering about 535,000 people to examine the effect of 

a Mediterranean diet on metabolic syndrome. The researchers 

reported that a Mediterranean diet is associated with lower 
  blood pressure, blood sugar, and triglycerides.

Such a diet may be difficult to adopt in our Indian milieu, but the 

broad composition and distribution of various components 

could serve as a template for a more healthy, heart-friendly diet, 

given the soaring incidence of CAD and diabetes in our country.

Mediterranean diet- fact or fad ?
*O.P.Yadava, **A. Kundu

*C.E.O. & Chief Cardiac Surgeon
**Consultant Cardiac Surgeon

National Heart Institute, New Delhi
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OBJECTIVE : Phthalates are ubiquitous 
industrial high-volume chemicals known as 
ligands to peroxisome proliferator–activated 
receptors (PPARs). Because PPAR-g agonists 
modulate insulin sensitivity and are used to 
treat type 2 diabetes, we investigated whether 
circulating levels of phthalate metabolites are 
related to prevalent type 2 diabetes.

RESEARCH DESIGN AND METHODS : A  total 
of 1,016 subjects, aged 70 years, were  
investigated in the Prospective Investigation of 
the Vasculature in Uppsala Seniors Study. Four 
phthalate metabolites were detected in almost 
all participant sera by an API 4000 liquid  
chromatograph/tandem mass spectrometer. 
Type 2 diabetes was defined as the use of 
pharmacologicalhypoglycemic agents or a 
fasting plasma glucose .7.0 mmol/L.

RESULTS : A total of 114 subjects were shown 
to have diabetes. Following adjustment for sex, 
BMI, serum cholesterol and triglycerides, 
educational level, and smoking and exercise 

habits, high levels of the phthalate metabolites 
monomethyl phthalate (MMP) (P, 0.01), 
monoisobutyl phthalate (MiBP) (P, 0.05), and 
monoethyl phthalate (MEP) (P, 0.05), but not 
mono(2-ethylhexyl) phthalate, were associated 
with an increased prevalence of diabetes. Using 
the fasting proinsulin–to–insulin ratio as a 
marker of insulin secretion and the 
homeostasis model assessment-insulin 
resistance index as a marker of insulin 
resistance, MiBP was mainly related to poor 
insulin secretion, whereas MEP and MMP 
mainly were related to insulin resistance.

CONCLUSIONS : Findings In This Cross-
sectional Study Showed That Several 
Phthalatemetabolites Are Related To Diabetes 
Prevalence, As Well As To Markers Of Insulin 
Secretion Andresistance. These Findings 
Support The View That These Commonly Used 
Chemicalsmight Influencemajor Factors That 
Are Regulating Glucose Metabolism In Humans 
At The Level Of Exposure

RECENT : Circulating Levels of Phthalate Metabolites 
Are Associated With Prevalent Diabetes in the Elderly
P. MONICA LIND, PHD    BJÖRN ZETHELIUS, MD, PHD   LARS LIND, MD, PHD

Our 36 hospital chain pharmacies in north India provide services to 5500 
patients at their hospital bedside per day for 24 hours & 365 days.

With best complements from:
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Heart rate training zones are calculated by taking into 
consideration your Maximum Heart Rate (MHR) and 
your Resting Heart Rate (RHR). Within each training 
zone, subtle physiological effects take place to enhance 
your fitness.

The Energy Efficient or Recovery Zone - 60% to 70%

Training within this zone develops basic endurance and 
aerobic capacity. All easy recovery running should be 
completed at a maximum of 70%. Another advantage to 
running in this zone is that while you are happily fat 
burning you may lose weight and you will be allowing 
your muscles to re-energise with glycogen, which has 
been expended during those faster paced workouts.

The Aerobic Zone - 70% to 80%

Training in this zone will develop your cardiovascular 
system. The body's ability to transport oxygen to, and 
carbon dioxide away from, the working muscles can be 
developed and improved. As you become fitter and 
stronger from training in this zone it will be possible to 
run some of your long weekend runs at up to 75%, so 
getting the benefits of some fat burning and improved 
aerobic capacity.

The Anaerobic Zone - 80% to 90%

Training in this zone will develop your lactic acid 
system. In this zone, your individual anaerobic 
threshold (AT) is found - sometimes referred to the 
point of deflection (POD). During these heart rates, the 
amount of fat being utilised as the main source of 
energy is greatly reduced and glycogen stored in the 

muscle is predominantly used. One of the by-products 
of burning this glycogen is lactic acid. There is a point at 
which the body can no longer remove the lactic acid 
from the working muscles quickly enough. This is your 
anaerobic threshold (AT). Through the correct training, 
it is possible to delay the AT by being able to increase 
your ability to deal with the lactic acid for a longer period 
of time or by pushing the AT higher.

The Red Line Zone 90% to 100%

Training in this zone will only be possible for short 
periods. It effectively trains your fast twitch muscle 
fibres and helps to develop speed. This zone is reserved 
for interval running and only the very fit are able to train 
effectively within this zone.

Heart rate variations for a given intensity

A reduction in heart rate for a given intensity is usually 
due to an improvement in fitness but a number of other 
factors might explain why heart rates can vary for a 
given intensity:

Dehydration can increase the heart rate by up to 7.5%

Heat and humidity can increase the heart rate by 10 
beats/minute

Altitude can increase the heart rate by 10 to 20%, even 
when acclimatised

Planning Exercise ? Learn the Heart Rate Training Facts
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Biological variation can mean the heart rate varies from 
day to day by 2 to 4 beats/minute

Resting Heart Rate

To determine your resting heart rate (RHR) is very easy. 
Find somewhere nice and quiet, lie down and relax. 
Position a watch or clock where you can clearly see it 
whilst lying down. After 20 minutes determine your 
resting pulse rate (beats/min). Use this value as your 
RHR.

If you have a heart rate monitor then put it on before you 
lie down. After the 20 minutes check the recordings and 
identify the lowest value achieved. Use this value as 
your RHR.

The heart is a muscle so with regular exercise it will 
become larger and become more efficient as a pump. 
As a result you will find your resting heart rate gets 
lower so you will need to check your RHR on a regular 
basis (e.g. Monthly).

Calculation of a zone value

The calculation of a zone value, X%, is performed in the 
following way:

Subtract your RHR from your MHR giving us your 
working heart rate (WHR)

Calculate the required X% on the WHR giving us "Z"

Add "Z" and your RHR together to give us the final value

Example: The athlete's MHR is 180 and their RHR is 60 - 
determine the 70% value

MHR - RHR = 180 - 60 = 120

70% of 120 = 84

84 + RHR = 84 + 60 = 144 bpm

Training Zone Heart Rate Calculator

Please remember that any equation used to determine 
your maximum heart rate (MHR) is only a best guess 
and not a guarantee of your true MHR value. The use of 
an equation implies that everyone of the same age has 
the same MHR! To determine your true MHR you should 
consider conducting a Stress Test.

Heart Rate Training

Heart Rate Training is no longer a tool used only by 
athletes at the very pinnacle of their sport. Many 
athletes now use a portable heart rate monitor (HRM) 
yet few of us fully understand the concept of heart rate 
training and how to make best use of it to optimise our 
year round training and competition.
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Rs. 20,000/-

Rs. 15,000/-

Rs. 25,000/-

Rs. 11,000/-

Rs. 9,000/-

Rs. 7,000/-

Rs. 5,000/-

Rs. 20,000/-
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Tension Mounts : High Blood Pressure

the diastolic The systolic pressure is higher 
because it is measured during a heartbeat, 
when the heart contracts and the pressure is 
at its greatest. When the heart relaxes 
between beats, the pressure drops and the 
diastolic pressure is recorded.

The American Diabetes Association (ADA) 
defines hypertension for people with 
diabetes as either a systolic blood pressure 
of 130 mm Hg or higher or a diastolic blood 
pressure of 80 mm Hg or more, on two 
consecutive doctor visits. A second reading 
is necessary because one's blood pressure 
tends to fluctuate depending on exercise, 
sleep, time of day, and emotional state. 
Sometimes, home monitoring may be 
recommended if a doctor suspects that the 
“white coat effect,” a measurable increase in 
blood pressure in the presence of a 
physician, is causing high readings. 

Your Target

For people with diabetes, it is 
recommended that blood pressure  be 
below : 

130 mm Hg
80 mm Hg

Rolling up your sleeve, hearing the sticky 
sound of Velcro ripping apart, feeling the 
big squeeze on your upper arm: Getting your 
blood pressure taken is a routine part of a 
trip to the doctor . But when your doctor or 
nurse reads out the numbers over the hiss of 
the cuff's deflation, do you know what they 
mean for your health? You should. More 
than 70 percent of people with diabetes 
have high blood pressure (also known as 
hypertension), take medication to keep it in 
check, or both. It's a serious health concern, 
and understanding the basics can keep the 
pressure from getting to you.

With every beat of your heart, blood surges 
through the winding passageways that make 
up your circulatory system. As blood pushes 
against vessel walls, the walls push back—a 
shoving match called blood pressure. Even if 
you feel fine, your blood pressure may still be 
high. The only way to find out is to get it 
checked regularly.

   Numbers to Know

Blood pressure is recorded as two numbers, 
the systolic and diastolic pressures. You'll 
hear your blood pressure is, say, “120 over 
70” or see it written as “120/70 mm Hg.” The 
top line is the systolic pressure; the bottom, 
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pressure is damaging your eyes or kidneys, 
respectively.

  The lowdown on high blood pressure

In people with mild hypertension (systolic 
pressure of 130 to 139 mm Hg, diastolic of 
80 to 89), ADA recommends starting with 
diet, exercise, and other changes to bring the 
pressure down. Studies have shown that 
cutting down on salt, losing excess weight, 
reducing alcohol consumption, getting more 
exercise, and eating more fruits, vegetables, 
and low-fat dairy products may help get 
blood pressure in line. Some research 
suggests that having low potassium may 
increase blood pressure, but talk with your 
doctor before taking a supplement : Too 
much potassium may be harmful for seniors 
and those with kidney disease. A healthy, 
well-balanced diet should provide all the 
potassium you need. In people with more 
severe hypertension or when blood pressure 
remains high after three months of lifestyle 
changes, your doctor may decide that 
medication is necessary.

There are numerous blood pressure 
medications, many of which are also used for 
other conditions, such as heart failure, 
angina, and arrhythmia. Many people, 
especially those with diabetes, require 
multiple medications to reach their blood 
pressure targets. 

Because these medications lower blood 
pressure, their side effects may include 
drowsiness, light-headedness, and erectile 
dysfunction. Special care must be taken 
during pregnancy, so be sure to let your 
doctor know if you are or plan to become 
pregnant. Here is a rundown of common 
blood pressure–lowering medications; many 
of them are also available as combinations, 
with two types of medication in a single pill.

Taking multiple meds can be a headache, and 
cutting salt out of your diet may seem like 
tough going. But figuring out a way to keep 
your blood pressure down—for the sake of 
your eyes, kidneys, and heart—is just too 
important to ignore. A healthy blood 
pressure is something you and your doctor 
can achieve. So maybe it's time to put a little 
gentle pressure on yourself and get started. 

  Mercury Rising

Circulation is complex, and so are the causes 
of high blood pressure. One contributing 
factor is blood volume. Blood pressure rises 
as blood volume increases, as if your blood 
vessels were a water balloon being filled. This 
is why a salty diet may result in high blood 
pressure: Sodium doesn't travel in blood 
alone; it needs to be hydrated. As water 
floods into the blood to join the sodium, 
blood volume increases, causing pressure to 
rise. 

Another way blood pressure rises is through 
the narrowing of blood vessels. Just as it's 
easier to drink through a big straw than a 
little one, blood flows more easily through 
larger arteries. Atherosclerosis (fat buildup 
on blood vessel walls), a risk factor for heart 
attacks and strokes, can narrow, harden, and 
clog blood vessels, increasing blood 
pressure.

  Doing Damage

High blood pressure takes a toll in part 
because it forces the heart to struggle to keep 
blood flowing through your arteries. This 
stress can enlarge and weaken the heart. 
Also, as blood is forced through your blood 
vessels, it can damage their inner walls and 
lead toatheromas. These clumps of cell 
debris and fat can narrow the blood vessels; 
the i r  accumula t ion  i s  a  par t  o f  
atherosclerosis, which in turn causes higher 
blood pressure, in what can become a vicious 
cycle.

The eyes and kidneys are also vulnerable to 
high blood pressure. These sensitive organs 
are laced with intricate networks of blood 
vessels. High blood pressure can damage the 
delicate vessels, causing hypertensive 
retinopathy (eye disease) or hypertensive 
nephropathy (kidney disease). Kidney 
damage can start its own vicious cycle; as the 
kidneys become less adept at removing 
sodium and waste from the blood, the 
volume of blood grows, heightening 
pressure. In a person with diabetes, all of this 
adds to the extra risk that the disease already 
poses for the eyes and kidneys. Even if your 
blood glucose control is good, an eye exam or 
a urine test may reveal signs that high blood 
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One in three Indian adults hasprediabetes, 
and to make matters worse, only a small 
fraction of these people know it!

I consider this to be a national emergency. If 
we fail to detect and reverse prediabetes, 
then how are we going to stand any chance at 
reducing the growing epidemic of type 2 
diabetes?

I caution nondiabetics who are overweight 
and over age 50 to assume they have 
prediabetes until proven otherwise. 

Prediabetesinvolves mildly increased blood 
sugar levels, most commonly after meals but 
sometimes also in the fasting state. This 
occurs because the pancreas organ can no 
longer produce enough insulin hormone to 
sustain normal blood sugar levels (usually 
about 50% loss of function in prediabetes). 
Doctors usually diagnose prediabetes with a 
simple fasting blood sugar level (at least 110 
mg/dL) or a hemoglobinA1c level (at least 
5.7%). Adults who are overweight or over age 
45 should typically be screened for 
prediabetes/diabetes.

Individuals with prediabetes typically go on 
to develop type 2 diabetes, especially if they 
do not take steps to delay or prevent this 
disease via lifestyle changes. General 
physicians  have a great opportunity to 
uncover the huge number of prediabetics out 
there. I'll estimate that 40%-50% of a typical 
Screening Drive results  showprediabetes or 
type 2 diabetes, but that the minority of 
these patients are diagnosed. It is crucially 
important to find and warn these patients 

because lifestyle change, especially weight 
loss, can really make a tremendous 
difference in delaying or preventing 
progression to type 2 diabetes.

We know from clinical trials (Diabetes 
Prevention Program, Finnish Diabetes 
Prevention Trial) that long-term weight loss 
in the 4% range delays the progression of 
from prediabetes to type 2 diabetes by about 
4 years longer than when no weight loss 
occurs. The greater the weight loss the 
longer one can expect to delay diabetes. In 
fact, my working assumption is that 
prediabetics who achieve long-term weight 
losses of 10% will delay diabetes by about 10 
years, and those who maintain weight losses 
of 20% will delay diabetes by about 20 
years,and so on. I can't prove it, but I think 
this is a reasonable guess. The crucial point 
is that the rate of progression from 
prediabetes to type 2 diabetes is exquisitely 
sensitive to weight loss, and failure to 
recognize and capitalize on this fact 
amounts to  a  shameful ly  wasted 
opportunity in my view.

Now, we all recognize that sustaining weight 
losses on a long-term basis, even in the 4% 
range, is no easy feat. However, patients 
stand a much better chance if they 
participate in a formal program designed for 
long-term results. We now have much 
greater experience in designing programs 
that can cost-effectively achieve this degree 
of weight loss.

If we in the medical profession make it a 
priority, we can offer good weight loss 
support and a better chance at living a fuller 
l ife,  to the enormous number of 
undiagnosed prediabetics out there who 
would like the chance to be found and 
helped. The medical profession has a pivotal 
role in addressing this national emergency. I 
challenge current and future leaders to 
recognize and act on the alarm I and others 
are sounding now, in the early stages of 
catastrophe.

Pre–diabetes : A National Emergency!
– Dr. V.K. Gujral
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   How Much Sleep for Teens ?

It's a mantra we've come to expect from 
physicians, sleep experts, and other health 
professionals: teenagers areshort on sleep. 
This lack of sleep contributes to a range of 
problems, including poor decision making 
and reduced academic performance. As a 
result, widely accepted guidelines for teens 
include getting in nine hours of sleepper 
night.

A new study challenges these standard 
guidelines for how much sleep is optimal for 
teenagers, at least when it comes to academic 
performance. Researchers in the economics 
department at Brigham Young University 
found that teens perform better on 
standardized tests when they received seven 
hours of sleep per night. That's two hours 
less than the current  guidelines, which 
recommend approximately nine hours of 
nightly sleep for adolescents.

Researchers analyzed the amount that teens 
slept on a nightly basis in relation to how the 
teens scored on standardized tests. They 
also examined how the relationship between 
sleep and test scores changed as teenagers 
grew older. They examined sleep habits and 
test scores of 1,724 students ages 10 to 19. 
Researchers took their data from a national 
survey conducted in 2002-2003, which 
collected information from children and 
families on a wide range of topics, including 
sleep, health, and education.

What did they find? Teens scored highest on 
standardized tests when they had less sleep 
than federal guidelines recommend. They 
also found that teens needed less sleep with 
age to achieve their highest test scores. 
Optimal levels of sleep for teens were:

l 9 to 9.5 hours for 10 year olds.

l 8 to 8.5 hours for 12 year olds.

l 7 hours for 16 year olds.

For teens across the 10-19 age spectrum, 
sleeping less than or more than these 
optimal amounts was associated with lower 
test scores.

   BUT

1) First, we can't know from these results 
that sleep had an effect on students' test 
scores. The results of this study illustrate 
a relationship between sleep amounts 
and test achievement and not a cause and 
effect.

2) In addition, the data that the researchers 
relied upon came from self-reported 
accounts of sleep habits from children 
and their parents. This leaves open the 
likely possibility that in some—if not 
many—instances, teenagers' actual sleep 
habits were different than what they or 
their parents reported.

3) Most important, and acknowledged by 
the researchers themselves, this study 
kept a narrow focus: to evaluate the 
amount that teens slept in relation to 
their performances on standardized 
tests. This research did not take into 
account any other aspects of teens' 
mental and physical health when 
determining “optimal” sleep.

In recent years there have been numerous 
studies that show the risks of sleep problems 
and low sleep among teens. There's evidence 
that indicates that sleep difficulties put 
teenagers at elevated risk for a range of 
mental and physical health problems, 
including:

l Drug abuse and depression.

l High blood pressure.

l Obesity.

The results of the study on teen sleep and 
test results are interesting and thought 
provoking. Among the things scientific 
inquiry does best is to challenge accepted 
truths and conventional wisdoms. This latest 
research is a great example of this, and raises 
questions worth further pursuit. At the same 
time, the stakes for our teens are high, in 
terms of their health and well being.

THE  NEWS YOU  CAN  USE Sleep WellSleep Well
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