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Diabetes
What’s NeW 

What’s Next
It’s No exaggeratIoN to say that 
diabetes is an international health 
emergency. About 66 million Euro-
peans have some form of the disease. 
Type 1, caused by an immune system 
attack on the pancreas, usually strikes 
younger people and follows them 
throughout their lives. Type 2 is more 
common and is caused by resistance 
to the hormone insulin, which tells 
the body to absorb blood sugar. And 
41 million Europeans exhibit signs of 
prediabetes, which means they have a 

one-in-ten chance of developing full-
blown type 2 diabetes if not treated. 

But here’s the good news: Over 
just the past few years, a remarkable 
number of diabetes treatments, from 
medications to surgical solutions to 
high-tech devices, have shown prom-
ise. It’s too soon to declare victory, but 
these breakthroughs have given peo-
ple with diabetes something sweet: 
winning strategies for today and con-
siderable hope for the future. Here are 
six that are already here or on the way.



Adapted from an article by sari harrar

tion control on the plate. Now I have 
three to four roast potatoes. And I’m 
eating a lot less of the chocolate cake, 
and not as often.”
hoW It WorKs The Diabetes Preven-
tion Program in the UK was modeled 
after landmark diabetes prevention 
studies from the U.S., which set goals 
for people at risk of developing type 

2 diabetes: A modest 
7 percent weight loss 
over nine months and 
a minimum of 150 
minutes of exercise 
each week.

“They have shown 
that with relatively 
m o d e s t  l i f e s t y l e 
changes, someone 
who is at increased 
risk of diabetes… could 
reduce their risk of de-
veloping diabetes by 
up to 58 percent,” says 
Stephen Lawrence, 
general practitioner 
and principal teaching 
fellow for the diabetes 

unit at Warwick Medical School. “This 
involves no medication at all.”

Managing portion sizes and reduc-
ing fat are key.

“Fat cells, particularly at the abdo-
men, release hormones that increase 
risk for diabetes,” says David Nathan, 
a professor of medicine at Harvard 
Medical School, and the director of 
the Diabetes Center at Massachusetts 
General Hospital. “And it takes only a 

 for PreDiabetes

the Diabetes 
Prevention Program
What It Is As recently as last year, Pa-
mela Hancock, 67, of Northwich, Eng-
land, wouldn’t think twice about eating 
a dozen or more lard-roasted potatoes 
as part of her dinner or a hulking slab 
of chocolate cake for 
dessert. “I knew about 
healthy eating, but as 
the years have gone 
by, the plates got piled 
up more and more,” 
Hancock says.

Six months ago, 
her doctor worried 
that Hancock’s ex-
cess weight and high 
blood pressure put 
her at risk of diabe-
tes, so he asked her 
to join the National 
Health Service’s Dia-
b e t e s  P r e v e n t i o n 
Program, a U.K.-wide 
program that’s aimed 
at helping people with prediabetes 
eat healthier, exercise more often and 
drop enough weight to slash their risk 
of having their disease progress to type 
2 diabetes.

“It helped me to lose a lot of 
weight—just over two stones—and 
I’m still losing weight,” Hancock says. 
“What we’ve been watching is the por-

small amount of weight loss to lower 
risk. We found that dropping just two 
pounds lowers your odds for diabetes 
over three years by about 16 percent.”

Metformin
What It Is The drug has been re-
search-proven to reduce the incidence 
of type 2 diabetes among people with 
impaired glucose tolerance. It’s widely 
prescribed for people with pre-dia-
betes in the U.S., but metformin isn’t 
licensed for diabetes prevention in 
many European countries.

“My guess is that its off-label use is 
relatively common, but I don’t have 
any solid data on that,” says medical of-
ficer Gojka Roglic of the World Health 
Organization in Geneva, whose area of 
expertise includes diabetes.
hoW It WorKs Metformin reduces 
blood sugar by lowering the amount 
of sugar coming from the liver. A 2017 
Georgetown University review showed 
that it cuts the risk of developing type 
2 diabetes by 18 percent over 15 years.

 for tyPe 2 Diabetes

Metabolic surgery
What It Is Rerouting the digestive 
system with gastric bypass surgery 
(so called because it creates a smaller 
stomach and bypasses part of the 
small intestine) or with a sleeve gas-
trectomy (which reduces the size of 
the stomach by about 80 percent) is 
a drastic diabetes solution. After all, 
it’s major surgery, with small but real 

risks for such complications as infec-
tions, bleeding, and gastrointestinal 
problems. It’s also not a stand-alone 
solution.
hoW It WorKs Reducing the size of 
the stomach makes it easier for pa-
tients to stick with smaller portions—
but people are also strongly urged to 
follow a healthy diet. New research 
is showing that the surgery produces 
safe, long-lasting benefits, particularly 
in people with recently diagnosed dia-
betes, such as John,* 37, an American 
who lives in Germany, who was diag-
nosed with type 2 diabetes three years 
ago. His doctor suggested gastric by-
pass surgery when John weighed 107 
kilos and had high cholesterol and 
hypertension. 

“Being fairly young, I was looking 
at, for the rest of my life, simply being 
on pills that treated the symptoms but 
caused problems themselves,” John 
says. “Even if I kept my sugar down, 
type 2 diabetes still causes damage 
and, honestly, would never go away.”

Four months after his gastric bypass 
surgery, John has lost 24 kilos and has 
stopped taking medication for diabe-
tes, cholesterol and blood pressure. 
His blood-sugar levels are in the nor-
mal, healthy range.

“I’m a lot happier and healthier 
than I was before the surgery,” John 
says. “I didn’t go into this for weight 
loss, but it’s a happy byproduct.”

  r e a D e r ’ s  D i g e s t 
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*John asked that his surname be 
withheld for privacy



the goal. If you fail the trial, you can 
also have the surgery.”

Double-Duty Drugs
What theY are Tablets that com-
bine two diabetes drugs into one 
medication have become more com-
monplace. The availability of particu-

lar drugs varies by the 
country, but a number 
of combination dia-
betes medications are 
widely available across 
Europe. The trend 
gives patients fewer 
tablets to swallow at 
each sitting, making it 
easier to follow doc-
tors’ orders.

“They can end up 
with three different 
diabetes medications,” 
Lawrence says, “and 
that’s before you’ve 
considered that they’ll 
be taking treatment, po-
tentially, for their high 
blood pressure and their 

cholesterol level.”
hoW theY WorK Two-in-one treat-
ment is quickly becoming standard for 
people with type 2 diabetes. Up to 43 
percent of them now take two or more 
diabetes drugs, according to a recent 
international study of the medical 
treatments of 70,657 people with type 
2 diabetes. They may help diabetes pa-
tients live healthier lives.

“There are well-known studies that 

Research has shown that people 
who have surgery within five years of 
being diagnosed with type 2 diabetes 
have a 70 to 75 percent chance of a 
complete remission.

“If you have diabetes for three years, 
four years, the diabetes can go into 
remission within some weeks, but if 
you have 10 years of 
diabetes, the recovery 
takes more time in 
the patient and may 
not happen,” says 
John’s surgeon, Ru-
dolf Weiner, professor 
of surgery at Frank-
furt Sachsenhausen 
Hospital and presi-
dent of the German 
Society for Bariatric 
Surgery. “People will 
live longer and have 
better quality of life, 
and they are free from 
all medications and 
complications.”

In 2016, more than 
45 medical organiza-
tions endorsed bariatric surgery for 
people with moderate to severe obesity 
and diabetes. For many people, the first 
steps in battling diabetes should be life-
style changes, followed by medications 
as needed.

“When somebody has a BMI of 40, 
it makes no sense to start a weight-
loss trial—surgery makes more sense,” 
Weiner says. “The BMI below 35? They 
would have a good chance to achieve 

if you can reduce the number of medi-
cations that patients have to take, then 
you improve their adherence,” Law-
rence says. 

 for tyPe 1 Diabetes

the artificial Pancreas
What It Is When Anthony Tudela, 
44, of Vizille, France, skis, snow-
boards, or does mountain-bike rac-
ing, he’s no longer concerned that the 
intense physical exertion will lead to 
too-low blood sugar, known as hypo-
glycemia. Since 2017, he’s worn an ex-
perimental artificial pancreas known 
as the Diabeloop DBLG1 system, 
which measures his blood-sugar lev-
els every 5 minutes and consistently 
keeps him within target levels.

When Tudela plans to physically 
exert himself or eat something, he in-
puts the data into the Diabeloop inter-
face system on his mobile phone. The 
artificial pancreas then adjusts his 
insulin levels accordingly. It checks 
his blood-sugar levels regularly, so if 
Tudela over- or under-calculates, he 
doesn’t suffer the consequences.

“I can take sugar immediately, and 
15 minutes later, the sugar level is okay,” 
says Tudela, who was diagnosed with 
type 1 diabetes at age 7. 

Before receiving an artificial pan-
creas, Tudela’s blood-sugar levels were 
on target only 30 to 40 percent of the 
time. His A1C levels hovered between 
11 and 12 percent, and he experienced 
hypos regularly.

With the artificial pancreas, Tudela’s 

blood-sugar levels are on target 76 per-
cent of the time. His A1C levels have de-
creased to 7.5 percent, and he doesn’t 
get hypos anymore, because the device 
keeps such tight control of his blood-
sugar levels.

“With this machine I feel free—I 
can live as if I wasn’t diabetic,” Tudela 
says. “But you have to trust the device. 
For decades, you got accustomed to 
the idea that you have to control your 
disease; you are responsible for it. 
And all of a sudden, the device is re-
sponsible. You have to let it go, and it 
is not so easy.”

You can’t yet buy an artificial pan-
creas system like Tudela’s experimental 
one, but that could change soon. Diabe-
loop is in the process of marketing the 
DBLG1 system, which could become 
commercially available within a few 
months. 
hoW It WorKs  Just like a healthy 
human pancreas, an artificial pan-
creas system automatically senses 
blood sugar levels. It uses a device 
called a continuous glucose monitor 
alongside an insulin pump that pro-
cesses the data to deliver just-right 
spurts of insulin round the clock. That 
reduces the need for finger sticks, 
blood sugar checks, insulin shots and 
having to program an insulin pump 
by hand. 

“Insulin pumps have no intelli-
gence; they just deliver insulin, ac-
cording to a program developed by 
the endocrinologist,” says Pierre-Yves 
Benhamou, head of the endocrinol-
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dent. “I’d wake up in many different 
hospitals. And my wife lived a really 
difficult life, wondering when I went 
out of the house whether she was go-
ing to get another phone call from the 
ambulance service.” 

By 2004, Lane experienced be-
tween four and six 
fairly severe hypos 
weekly, most with 
no warning. When 
his doctor offered 
him the opportunity 
to regain warnings 
of hypos through an 
experimental treat-
ment called islet cell 
transplantation, he 
jumped at the chance.

Islet cells in the 
pancreas make in-
sulin; when they die 
out, type 1 diabetes 
results. So wouldn’t 
transplanting healthy 
new islet cells fix 
the problem? Islet 

cell transplants are available in many 
countries, including the U.K., Canada, 
Australia, France, Switzerland, Italy, 
Sweden, Germany, and the Nether-
lands. In a number of countries, this 
procedure is now government funded. 

Lane received three islet cell trans-
plants in 2004 and 2005. Within a few 
months, he became the first person in 
the U.K. with type 1 diabetes to stop 
taking insulin, a direct result of the 
transplants. A year later, he needed 

ogy-diabetology department at the 
Grenoble University Hospital Cen-
ter in France, who’s part of the Dia-
beloop medical development team. 
“The DBLG1 system, developed by 
Diabeloop, is completely different. 
The quantity of insulin delivered to 
the patient adapts all 
the time according to 
the blood-sugar level 
of the patient.”

All of the clinical 
trials thus far have 
been done on adults 
with type 1 diabetes, 
but the next trial will 
study pediatric pa-
tients. The goal is to 
eventually regulate 
blood-sugar levels 
and decrease the risk 
of hypoglycemia in all 
type 1 patients.

Islet cell 
transplants
What theY are  It wasn’t unusual 
for Richard Lane of Beckenham, Eng-
land, to regain consciousness in an 
emergency department after having a 
hypo-induced coma. Lane, now 75, was 
diagnosed with type 1 diabetes in 1976, 
and for most of the years until 2004, he 
had little to no warning that a hypo was 
coming on.

“Life was absolutely awful,” says 
Lane, the first ambassador of Diabe-
tes UK and its immediate past presi-

to take insulin again, and after a few 
years, the transplanted islet cells died 
off. But Lane is grateful for those trans-
plants.

“The main purpose of the treatment 
was not to enable me to come off in-
sulin; it was to actually bring back my 
warnings of hypos,” Lane says. “I still 
have got my warnings of hypos back. 
So I’m still benefiting hugely from the 
treatment.”
hoW theY WorK  Islet cell trans-
plants aren’t for everyone.

“Islet transplantation is only con-
sidered if patients have been tried on 
optimal conventional treatment first,” 
says professor Paul Johnson, director 
of the islet transplant program at the 
University of Oxford. “They need to 
have been treated with the best pos-
sible modern insulins and insulin 
pumps, and despite that, still be get-
ting hypoglycemic unawareness.”

It’s a much less invasive procedure 
than a whole pancreas transplant: Islet 
cells are typically injected into the liver 
via the portal vein where they start to 
function as they would in the pancreas. 
(Islet cells aren’t transplanted back 
into the pancreas, because the risk for 
complications is high.) 

“It isn’t a major operation,” Johnson 
says. “It’s like having an intravenous 
drip run through. Nearly all the islet 
transplants in the UK are done in the 
X-ray department, with the patient still 
awake, but with a local anesthetic injec-
tion over the liver and some sedation.”

Most patients need two consecu-

tive islet cell transplants to ensure 
that the procedure is effective and 
that the islets last. (The cells can last 
for many years but tend to function 
for three to five years.) Patients who 
receive islet cell transplants must take 
anti-rejection medication (immuno-
suppression)—which have many side 
effects—for the rest of their lives.

Many patients are able to stop tak-
ing insulin for some period of time: In 
a recent study, when 48 people whose 
type 1 diabetes was extremely difficult 
to control (leading to life-threatening 
low blood sugar episodes), received 
islet cell transplants, 52 percent had 
healthy blood-sugar levels one year 
later without insulin. 

“Even if they require some insulin, 
an islet transplant can be life-saving 
in terms of preventing sudden death 
of undetected hypos,” Johnson says, 
“and life-improving by helping to pre-
vent complications such as blindness, 
kidney failure and heart disease re-
sulting from uncontrolled high blood 
sugars.”
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