
by Bernie Hederson, NP, CDE

Diabetes is everywhere 
and is not going away 
anytime soon. We have 
all cared for patients with 
diabetes. Sometimes we saw 
a patient because he had 
a complication of diabetes 
such as wounds, blindness, 
renal failure, amputations. 
Other times we saw patients 
with diabetes who needed 
our services for non-diabetes 
related conditions, but we 
always tuned in to their 
diabetes. 

Diabetes has no boundaries and affects male, 
female, Caucasian, African American, Latino, Asian, 
Native American, infants, toddlers, adolescents, 
young adults, baby boomers, octogenarians, wealthy, 
poor and middle classes, patients, family members 
and friends. You may even have diabetes. The most 
current statistics indicate 23.6 million children 
and adults have diabetes. This is 7.8% of the US 
population1. A 2009 study demonstrated 13% of 
people age 20 and older have diabetes2. Headlines in 
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Executive Director’s 
 Column

Bernardine 
Henderson

Guest Editor
Sarah J. Carmody
Executive Director

Hello Everyone!
Another year has gone and 

as I look at my calendar for 
2010, it is going to be a busy 
Spring. The Delaware Nurses 
Association has a lot planned 
thus far and I hope you will 
join us, either by attending, 
participating in planning 
or both. Please check the 
website for meeting, event 
and conference dates.

In January, Nurses 
Healing Our Planet hosted 

another Medicine Take Back event at Christiana 
Care Hospital. As always, it was a successful event 
and shows the need for a permanent pharmaceutical 
disposal program in our state. The DNA along with 
members of the Board of Pharmacy are working 
on legislation to introduce a pilot pharmaceutical 
take back program. More information to follow as 
it develops and also look for additional take back 
events scheduled in the coming months. If you would 
like to help at the take back events, please contact 
the DNA offi ce. Special thanks to all of the partners 
and sponsors that support these events.

The Spring Conference is scheduled for March 12, 
2010 at Wilmington University and the Professional 
Development Committee has worked hard to compose 

Executive Director’s Column continued on page 2

2000 read: 33% of the children born this year will 
develop diabetes. Diabetes is a growing problem.

We can distance ourselves from our patients with 
diabetes, but may fi nd this diffi cult to deal with 
family and friends who have the disease. We know 
where uncontrolled diabetes can lead and want 
to divert our loved ones from this path. As nurses, 
we tend to give of ourselves at work, to family, to 
community organizations and such. Finding time 
to care for yourself if you have diabetes may seem 
impossible, but try. 

The more you know about diabetes and its 
management the better you will be able to help 
your patients, family, friends and yourself. I asked 
several of my nurse colleagues to share some of their 
wisdom with your through this newsletter. Most 
are Certifi ed Diabetes Educators (CDE) who worked 
in the diabetes fi eld many years. Their nursing 
backgrounds are quite different as are their current 
positions. I hope you will take their information to 
heart and use it in your nursing practice.

Wishing you well.

1 2007 National Diabetes Fact Sheet. http://www.
diabetes.org/diabetes-basics/diabetes-statistics

2 New Survey Results Show Huge Burden of Diabetes. 
Diabetes Dateline: Spring/Summer 2009. http://diabetes.
niddk.nih.gov/about/dateline/spr09/1.htm

Sarah Carmody

Lana Gordineer Patt Wagner
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 Reporter
Vision: The Delaware Nurses Association is dedicated to 
serving its membership by de� ning, developing, promoting 
and advancing the profession of nursing as an art and 
science.

Mission: The Delaware Nurses Association advocates for the 
interest of professional nurses in the state of Delaware.

Goals: The Delaware Nurses Association will work to:
1. Promote high standards of nursing practice, nursing 

education, and nursing research.
2. Strengthen the voice of nursing through membership 

and af� liate organizations.
3. Promote educational opportunities for nurses.
4. Establish collaborative relationships with consumers, 

health professionals and other advocacy organizations.
5. Safeguard the interests of health care consumers and 

nurses in the legislative, regulatory, and political arena.
6. Increase consumer understanding of the nursing 

profession.
7. Serves as an ambassador for the nursing profession.
8. Represent the voice of Delaware nurses in the national 

arena.

2009-2010 
Election Results

Congratulations to the new Board of Directors 
members and Nominating Committee members!

President-Elect-Bonnie Osgood
Secretary-Carol Dye
ANA Delegate-New Castle-Nat’e Guyton
ANA Delegate-Kent County-Karen Panunto
ANA Delegate-Sussex County-Kelly Davis
ANA At-Large Delegate-Diane Talarek

Committee on Nominations:
Sussex County (chair)-Cheryl Layfi eld
New Castle County-Evelyn Hayes
New Castle County-Moonyeen “Kloppy” Klopfenstein
Kent County-Bonnie Perratto
Kent County-Marianne Foard

a three-track program that provides a diversity of 
information. Thank you to Wilmington University for 
providing the facilities for this conference.

Also in March, the DNA Delegation (President, 
President-Elect and I) will be attending the ANA 
Constituent Assembly, where we have the opportunity 
to visit with other states’ representatives and to learn 
more about the status of current national legislation 
effecting nursing/healthcare as well as projects 
that support and advance the profession of nursing. 
Information that is learned at this event will carry 
over to the ANA House of Delegates that will occur in 
June.

The Steering Committee for the RN Volunteer 
Program is working hard to develop this program. 
My hope is that by the time this issue goes to print, 
that we will have this program up and running. If 
you are a registered nurse and need practice hours, 
know that you can count volunteer time as long as 
the nursing process was used and it is documented. 
Please see additional information in this issue.

While it might seem too early to think about, 
Nurse Excellence Awards will be held in July. 
Remember, you have to play to win. So if you or a 
nursing colleague exemplifi es nursing, please 
consider taking the time to submit a nomination. 

Wishing you a happy Spring!

Executive Director’s Column continued from page 1

Wit and Wisdom
Whenever I’m caught between two evils, I 

take the one I’ve never tried.
~Mae West

The difference between the right word and 
the almost right word is the difference between 
lightning and a lightning bug.

~Mark Twain
Success is the ability to go from one failure to 

another with no loss of enthusiasm.
~Winston Churchill

ANA Launches 
New Website

The American Nurses Association launched a new 
Web site dedicated to safe patient handling intended 
to help reach ANA’s goals of eliminating manual 
patient handling in health care facilities and creating 
a safer work environment. To view the new site, go to: 
www.ANASafePatientHandling.org.
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President’s Message

Norine Watson

Affi liate Corner
Dr. Madeline Lambrecht (madeline@udel.edu) was 

recently elected President of the Delaware End-of-Life 
Coalition (DEOLC) and shares the following updates 
on DEOLC initiatives:

The Delaware End-of-Life Coalition, the 
Wilmington VA Medical Center, the Delaware 
Veterans Home and Delaware Hospice partnered 
together for a grant project entitled “Hospice Initiative 
for Homeless and Rural Veterans”, funded by the 
National Hospice and Palliative Care Organization. 
This statewide program focused on identifying 
veteran needs at end of life, educating veterans on 
community resources available to them at end of life, 
and educating homeless shelter staff, fi rst responders 
and healthcare providers on special needs of veterans 
at end of life. For more information about the project, 
please contact Rebecca Nelson, Vice-President of 
DEOLC, at rnelson@delawarehospice.org.

Mark your calendars! The Delaware Grief 
Awareness Consortium (GAC) will be hosting its 
second annual Grief Arts Festival on Sunday Nov. 
7th, 2010 at Exceptional Care for Children, 11 
Independence Way, Newark, DE, 19713. The festival 
is designed to bring the grieving community of ALL 
ages together to explore and express the myriad 
of grief-related feelings in a safe, positive and 
comforting environment. By exploring grief through 
activities such as healing touch, art displays, 
poetry, art activities, journaling and music we hope 
to support those who have lost a loved one. For 
more information, or to get involved in this event 
sponsored by the Delaware End of Life Coalition 
(DEOLC), contact Patti Tillotson, Chair of the DEOLC 
Children and Grief Committee at 302-383-3300 or 
pteverest@verizon.net.

Did you know that as little 
as a 15 lb. weight gain as we 
age puts us at risk for Type 
2 Diabetes? You might have 
seen the alarming statistic 
in the recent issue of the 
journal of Diabetes Care 
that in the next 25 years, 
the population of people with 
diabetes—both diagnosed 
a nd und ia g nosed—w i l l 
rise from approximately 24 
million today to 44 million by 
the year 2034. 

Most of us are touched in some way by diabetes. 
We work to help our family members change their 
lifestyle to include healthy food choices and exercise. 
Once the diagnosis of diabetes is made we take 
steps to help our family members understand what 
it means, the monitoring that is required, and the 
steps needed to be taken to maintain optimal health. 
At the same time if you are like me you are always 
thinking about your own lifestyle and what we need 
to stave off diabetes. I just had this conversation 
with my colleagues and they related that they were 
training for marathons, working out with home 
exercise equipment and going to the gym with 
the awareness of the vital importance of routine 
exercise. We know from a recent trial—the Diabetes 
Prevention Program—http://diabetes.niddk.nih.
gov/dm/pubs/preventionprogram/ we can prevent 
diabetes through diet and exercise. In that 10-year 

study, overweight people with elevated blood sugar 
levels who lost a modest amount of weight lowered 
their risk of developing diabetes by at least a third. 
People over age 60 got even more dramatic results, 
cutting their risk of diabetes during the study period 
by about half.

Additionally we are all aware that each day 
children and young adults are diagnosed with Type 1 
Diabetes, a diagnosis that changes their lives forever. 
According to the National Institutes of Health, an 
estimated 850,000 to 1.7 million Americans have 
Type 1 diabetes. Of those, about 125,000 are age 19 
or younger. An additional 13,000 children develop 
Type 1 diabetes every year. Even though the long-
term survival of those with type 1 diabetes has 
dramatically improved and complications have 
decreased over the last 30 years it is still a serious 
chronic illness that requires education, care and 
conscientious monitoring. 

Diabetes not only touches our families and us 
personally it also impacts every nursing practice 
environment. One of the most basic steps you 
can take to accurately help others and to prevent 
developing this prevalent chronic condition yourself 
is to stay informed. This edition of the DNA Reporter 
was designed to help you do just that.

Diabetes – A Chronic Illness that Touches Us All

Save the Date!
March 12, 2010

Spring Conference 2010
Wilmington University, 

New Castle campus

Topics:
Keynote Title: The Future of Nursing
Bariatric Surgery 10 Years Later
How the Mouth Can Make You Sick
Breath Actuated Nebulizer Technology
Analgesic Overdose (Rx)
Scalies & Other Funky Skin 
    Conditions

To view full agenda and register, visit 

www.denurses.org

Legislative Update
The Delaware Nurses Association, along with the 

American Nurses Association, has endorsed the 
Preservation of Antibiotics for Medical Treatment Act 
(PAMTA, S. 619/H.R. 1549) introduced by the late 
Senator Ted Kennedy and Senator Olympia Snowe, 
along with Representative Louise Slaughter.

A thorough summary of this bill may be found 
at: http://www.ucsusa.org/food_and_agriculture/
solutions/wise_antibiotics/pamta.html. 

The text of the bill at: 
http://thomas.loc.gov/home/gpoxmlc111/h1549_

ih.xml (House version) 
http://thomas.loc.gov/home/gpoxmlc111/s619_

is.xml (Senate version)

Attention RNs
 with 1 year long term care 

experience interested in 
administering the State of  

Delaware Nurse Aide test. Flexible 
schedules call toll free 1-877-851-2355

and ask for Jess or
fax resume to 1-419-422-8328.
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Bernardine C. Henderson, 
RN, NP, MS, MBA, CDE, BC-ADM

Bernardine C. 
Henderson earned her 
nursing diploma from 
Chester County Hospital 
School of Nursing in 
West Chester PA, her 
BS in nursing from 
Virginia Commonwealth 
in Richmond VA, her 
MS in Cardiopulmonary 
Nursing and Family 
Nurse Practitioner 
Certifi cate from the 
University of Delaware 
and her MBA in 
Healthcare Administration from Wilmington 
University in New Castle DE. She is a Certifi ed 
Diabetes Educator (CDE) and Board Certifi ed 
Advanced Diabetes Management Nurse 
Practitioner. She is published in peer reviewed 
journals and has provided many presentations 
on diabetes care. She was instrumental in 
developing the Christiana Care Health System 
Diabetes & Metabolic Diseases Center and was 
involved in the Center nearly 20 years. Currently 
she is the Diabetes Nurse Practitioner at the 
Wilmington VAMC in Wilmington DE. Bernie 
may be contacted by e-mail at Bernardine.
henderson@va.gov or by phone at 302-994-2511 
x 4657.

I remember having to memorize insulin start, 
peak and duration times. I memorized it because I 
needed to pass a test, but it never meant anything to 
me. Now there are more insulin types available than 
the NPH, Regular, Lente and Ultralente I learned 
about in nursing school. I am sure nursing students 
today still have to memorize the same things I did 
and for most, it does not mean anything to them 
either. I have had the opportunity to work in the 
diabetes fi eld for more than 25 years and would 
like to share some of what I learned about insulin 
therapy. 

One fallacy I would like to debunk is: if a person 
takes insulin he has Type 1 diabetes. Defi nitely not 
true. People with Type 1 diabetes do not produce 
insulin and must take insulin injections to remain 
alive. With Type 2 diabetes, the body produces 
insulin, but not enough to keep blood sugars in 
the target range. Approximately 27% of people with 
Type 2 diabetes take insulin injections alone or in 
combination with oral agents1.

The purpose of diabetes management is to avoid 
the complications of diabetes such as retinopathy, 
nephropathy and neuropathy. Various studies have 
demonstrated maintaining blood sugars in a target 
range helps prevent complications of diabetes2 3. 
The treatment used for diabetes has not changed 
in years; it still includes meal plan, exercise and 
medications. The type and number of medications 
has increased over the years. As more is learned 
about diabetes different oral agents are developed to 
counteract the physiologic defects. 

Initial treatment of diabetes is meal planning 
and exercise since weight loss improves insulin 
sensitivity, one of the major defects seen in Type 
2 diabetes. As blood sugars rise, oral agents are 
prescribed. When meal planning, exercise and oral 
agents are no longer effective in maintaining target 
blood sugars, insulin therapy is recommended.

Much to our patients’ dismay, insulin must be 
injected subcutaneously as a SHOT. Often there is a 
resistance to starting insulin therapy from both the 
prescriber and patient4. Fear of injections, weight 
gain and hypoglycemia are barriers to starting 
insulin therapy4. Overcoming these barriers can be a 
challenge. Once the person is willing to take insulin, 
he receives an insulin plan.

A common insulin plan is Novolog 70/30 or 
Humalog 75/25 insulin before breakfast and before 
dinner. Because these insulins are comprised of 
both a quick acting and longer acting insulin, the 
patient must eat on a regular basis or face the risk 
of hypoglycemia. When the patient takes the insulin 
before breakfast, the quick acting insulin works to 
keep the blood sugars from rising too much after 
breakfast. The longer acting insulin works to counter 
the rise in blood sugars associated with the lunch 
carbohydrate intake. If the patient does not eat 

One Insulin Plan Does Not Fit All
breakfast or is late for lunch, she risks hypoglycemia 
because the insulin is going to work to lower the 
blood sugars even if she has not eaten her meal. 

When Novolog 70/30 or Humalog 75/25 insulin is 
taken before dinner, the quick acting insulin keeps 
the blood sugars from rising too high after dinner. 
The longer acting insulin works to lower blood 
sugars over night. The peak action is between 2–3:00 
am and often causes early morning hypoglycemia. A 
bedtime snack can help prevent the early morning 
low blood sugar. With many people overweight or 
obese, adding calories is not a good idea. It is much 
better to adjust the insulin plan to the patient.

If a person does not eat breakfast, he does not 
need the quick acting insulin in the Novolog 70/30 
or Humalog 75/25 insulin; he only needs the longer 
acting insulin. This longer acting insulin is known 
as NPH insulin. It works around lunch time. If a 
person is having low blood sugars at 2–3:00 am then 
the Novolog 70/30 or Humalog 75/25 insulin could 
be split into rapid acting insulin at dinner and longer 
acting insulin (NPH) at 9–11:00 pm. Taking the NPH 
later at night allows it to counter act the rise in 
blood sugars associated with early morning hormone 
release known as dawn phenomena. 

For the active person who never knows when 
she will be able to eat, a long acting peakless basal 
insulin such as Lantus or Levemir with quick acting 
bolus insulin injections such as Humalog, Novolog 
or Apridra before meals might be a better plan. The 
long acting insulin lowers the overall blood glucose 
level and the quick acting insulin prevents the rise 
in blood sugars associated with meals. The downside 
to this plan is there are usually more injections, but 
many people will opt for more injections that allow 
fl exibility in their schedule.

Weight gain associated with insulin therapy is 
usually associated with one of the following. Prior to 
insulin the body eliminates unneeded nourishment 

through the urine. Once the person starts insulin, 
much of the nourishment not needed at the time of 
the meal is converted to fat. If a person continues to 
eat as he did before he started insulin therapy, weight 
gain is guaranteed. Secondly, some people gain 
weight because they have frequent hypoglycemia. 
If a person needs juice and food to treat low blood 
sugars, they are eating extra calories. Extra calories 
are converted to fat. Adjusting the insulin plan may 
help decrease the tendency toward weight gain. 
Finally, people who are on the wrong insulin plan 
may feel they need to eat to keep their blood sugars 
from dropping. Again, extra calories contribute to 
weight gain. Adjusting the insulin plan to meet the 
patient’s needs should be a goal of the provider.

If your family, friend, patients have to work their 
life around their insulin plan, consider referring 
them to a comprehensive diabetes management 
program so that a medication plan can be tailored to 
their needs.

The following is a chart with the various insulin 
types, onset, peak and duration of action.

1National Diabetes and Digestive and Kidney 
Diseases. (2007). Diabetes Statistics, 2007. Atlanta: 
National Institutes of Health.

2The Diabetes Control and Complications Trial 
Research Group . (1993). The Effect of Intensive 
Treatment of Diabetes on the Development and 
Progression of Long-Term Complications in Insulin-
Dependent Diabetes Mellitus. The New England 
Journal of Medicine, 977-986.

3UK Prospective Diabetes Study (UKPDS) 
Group. (1998). Intensive blood-glucose control 
with sulphonylureas or insulin compared with 
conventional treatment and risk of complications in 
patients with type 2 diabetes . Lancet, S0140-6736.

4Peyrot M, R. R. (2005). Resistance to insulin 
therapy among patient and providers: results of the 
cross-national Diabetes Attitudes, Wishes and Needs 
(DAWN) study. Diabetes Care, 2673-2679.

Bernardine 
Henderson

Insulins

Name Color Speed Begins working Peak Duration
    (works strongest) (lasts in the body)

Lispro
(Humalog) Clear Rapid acting 5-15 minutes 1-2 hours 3-5 hours

Aspart
(Novolog) Clear Rapid acting 5-15 minutes 1-2 hours 3-5 hours

Glulisine 
(Apidra) Clear Rapid acting 15-20 minutes 1-2 hours 3-5 hours

Regular (U100)
 Humulin R Clear Short acting 1/2-1 hour 2-5 hours 4-8 hours
 Novolin R

NPH
 Humulin N Cloudy Intermediate 1-2 hours 6-12 hours 12-18 hours
 Novolin N

Regular (U-500)  Yellowish Intermediate 1-3 hours 6-12 hours 12-18 hours
 clear

Glargine Clear Very Slow 1-2 hours none 24 hours
(Lantus)

Detemir Clear Very Slow 1-2 hours none 14-24 hours
(Levemir)

Combination Insulins:

Name Color Mix Begins working Peak Duration
    (works strongest) (lasts in the body)

70/30   30% Novolog 5-15 minutes 2 hours 12 – 18 hours
Novolog mix Cloudy 70% NPA

75/25  25% Lispro 5-15 minutes 2 & 8 hours 12 – 18 hours
Humalog mix Cloudy 75% NPL

70/30 Cloudy 30% Regular ½-1 hour 2 & 8 hours 10-18 hours
Novolin mix  70% NPH

50/50  50% Regular ½-1 hour 2 & 8 hours 12-18 hours
Humulin mix Cloudy 50% NPH

50/50 Humalog Cloudy 50% NPL &  10-15 minutes 1-3 hours 10-16 hours
mix  50% Humalog
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Lana Gordineer, MSN, RN, CDE

Lana earned her BSN 
from Delaware State 
College and MSN from 
Wesley College. She is 
a Certifi ed Diabetes 
Educator and has 
worked in the Education 
Department in this 
role for over 3 years. 
Previously Lana was 
the Medical/Surgical 
Clinical Educator in the 
Education Department 
for 3 years. Lana has also 
worked in Endoscopy, Medical/Surgical Nursing 
and Chronic Care. Lana has been a RN for over 25 
years. Lana in her role as a CDE is responsible for 
inpatient and outpatient diabetes consults, all out 
patient diabetes classes including; Introduction to 
Diabetes, Diabetes & You and Gestational Diabetes. 
She also sees out patients as one-on-ones and 
facilitates the Diabetes Support groups and the 
Insulin Pump Club. Lana coordinates, teaches and 
plans classes for the nurses at Bayhealth Medical 
Center on diabetes and how to teach diabetes self 
management for the inpatient population. Lana is 
a member of the American Association of Diabetes 
Educators, the American Diabetes Association, 
the Delaware Diabetes Coalition and the Diabetes 
Advisory Council. Lana can be reached by email 
at lana_gordineer@bayhealth.org or at her offi ce at 
(302) 430-5570.

Management of Type 2 diabetes can follow a variety 
of pathways depending on the individual with diabetes 
and the course of the disease. Insulin resistance and 
beta cell failure are the hallmark defects in Type 2 
diabetes. Over time, the body makes less and less 
insulin until insulin injections are required to replace 
that which the body can no longer make. Oral anti-
diabetes agents are used to counter insulin resistance 
and beta cell failure.

If diabetes diagnosis occurs in the early stages of the 
disease, initial treatment is lifestyle modifi cation that 
counters the insulin resistance. Life style modifi cations 
include changing eating and exercise patterns. If 
the Person with Diabetes (PWD) is unable to obtain 
acceptable blood glucose (BG) levels after 3 months with 
lifestyle changes, the patient needs to take oral anti-
diabetes agents to control blood sugars. 

Currently there are six classes of oral anti-diabetes 
medications: sulfonylureas, glinides, biguanides, 
thiazolidinediones (TZDs), Alpha-Glucosidase 
inhibitors and DPP-4 inhibitors. Additionally there are 
combination medications. Each class works differently 
to control BG and gives the provider the option to 
prescribe the agent that will work the best for the 
patient. Patients may be taking more than one diabetes 
agent.

The choice of the initial anti-diabetes agent depends 
on laboratory data and home blood glucose testing 
values. If the fasting glucose is elevated a biguanide 
is the usual drug of choice because it reduces hepatic 
glucose output. When pre-meal blood sugars are above 
target, TZDs may be the initial drug of choice. This 
class of medication increases insulin sensitivity and 
works well lower BG before meals, If blood sugars are 
elevated after meals, the agents of choice are those 
that enhance insulin secretion such as sulfonylureas 
and glinides or those that delay the absorption of 
carbohydrates such as alpha-glucosidase inhibitors. 

As insulin resistance and beta cell failure progress 
additional agents are needed to maintain target BG 
levels. Typically, diabetes control is evaluated every 3 to 
6 months and if not target, medications are adjusted. 
The adjustments may include changing the medication 
dosage or adding another anti-diabetes agent. The 
provider makes medication adjustments, but the 
certifi ed diabetes educator (CDE) can play a pivotal 
role in assisting the patient and provider in diabetes 
treatment adjustments including medications.

Sulfonylureas
Sulfonylureas are the oldest of the oral agents with 

fi rst and second generations are available. Also known 
as insulin secretagogues or hypoglycemic agents, 
sulfonylureas increase the release of insulin from the 
pancreas. The most common adverse effects of this 
class are hypoglycemia and weight gain. The elderly 
are at great risk for hypoglycemia due to the age-related 
decline in renal function. With the body is unable to 

The Use of Oral Anti-Diabetes Agents in the Management of People with Diabetes
clear the medication the amount of active ingredients 
increase causing low BG. Glipizide causes less 
hypoglycemia than glyburide. Weight gain is another 
side effect of sulfonylureas and is probably secondary 
to increased insulin secretion which converts extra 
calories to fat. A few individuals are insensitive to 
sulfonylureas and these drugs will not help lower BG. 
There are also a small number of people with sulfa 
allergies who will develop a sensitivity to this class of 
drugs. These people usually develop a rash and itching. 
Many prescribers use sulfonlyureas as initial therapy 
despite more effect drug being available.

Glinides 
Glinides are insulin secretagogues and are also 

known as hypoglycemic agent. Although not a 
sulfonylurea, similar action and adverse effects. Like 
a sulfonylurea, this class of drugs increase the release 
of insulin from the pancreas. Unlike a sulfonlyurea its 
effect is glucose-dependent and is less likely to cause 
hypoglycemia. These medications should be taken prior 
to the meal.

There are 2 of glinides available in the U.S. 
Repaglinide is absorbed through the GI tract is 
primarily excreted by the liver. Because this medication 
has a short half-life the potential for accumulation is 
minimal and hypoglycemia is uncommon. Nateglinide 
works similarly to repaglinide but has the potential to 
cause hypoglycemia. 

Biguanides 
Currently metformin is the only biguanide available 

in the U.S. Biguanides are insulin sensitizers and do 
not increase insulin secretion. Because there is no 
increased insulin production the risk of hypoglycemia 
is low. Biguanides are an effective antihyperglycemic 
agent because they reduce hepatic glucose production, 
enhance insulin-sensitivity, and decreases intestinal 
absorption of glucose. Contraindications or 
precautions to this class of medication are: pregnancy, 
breastfeeding women, or children; renal dysfunction 
(serum creatinine levels> 1.5 mg/dl in males or > 1.4 
mg/dl in females); hepatic dysfunction; acute or chronic 
lactic acidosis; history of alcoholism or binge ingestion 
of alcohol. Patients should not take this medication if 
they are at risk for acute renal dysfunction or tissue 
hypoperfusion such as cardiovascular collapse, 
acute myocardial infarction, or acute exacerbation of 
congestive heart failure. Patients should not take this 
medication after contrast studies or major surgical 
procedures until renal function has returned to 
normal. The most common side effects are GI such 
as abdominal bloating, nausea, cramping, feeling of 
fullness, or diarrhea. A rare, but deadly adverse effect 
is lactic acidosis that occurs primarily in individuals 
who take the medication despite contraindications. 
Used to treat infertility associated with polycystic ovary 
syndrome (PCOS), metformin may increase the risk of 
pregnancy.

Thiazolidinediones
Rosiglitazone and pioglitazone are the 

thiazolidinediones currently available in the U.S. 
This class of drug, known as glitazones, are insulin 
sensitizers and do not increase insulin secretion. 
Contraindication and/or precautions include: 
pregnancy, breastfeeding women, children; patients 
with hepatic dysfunction; rare cases of severe 
idiosyncratic hepatocellular injury. Like metformin, 
these drugs treat insulin resistance and may enhance 
fertility. The list of adverse effects is: elevated hepatic 
enzymes; rare cases of idiosyncratic hepatocellular 
disorder plasma volume expansion and weight gain (a 
class effect). These drugs are contraindicated in severe 
CHF.

Alpha-Glucosidase Inhibitors
Alpha-Glucosidase inhibitors delay glucose 

absorption and do not increase insulin secretion 
and are used to treat postprandial elevations in 
BG. Acarbose and miglitol, the alpha-glucosidase 
inhibitors available in the U.S. are contraindicated 
in pregnancy, breastfeeding, children; infl ammatory 
bowel disease; colonic ulceration; obstructive bowel 
disorders; chronic intestinal disorders of digestion or 
absorption; in patients with cirrhosis of the liver and 
it is not recommended in patients with creatinine level 
> 2.0 mg/dl. Adverse effects include GI effects such as 
diarrhea, abdominal pain, and fl atulence.

DPP-4 Inhibitors
A group of medications known as incretin mimetics 

is now available to treat diabetes. Sitagliptin (Januvia) 
is an oral form of this class and is a dipeptidyl 
peptidase-4 (DPP-4) inhibitor. Stigaliptin is an enzyme-

inhibiting drug and can be used either alone or in 
combination with other oral antidiabetes. Stigaliptin 
inhibits the enzyme dipeptidyl peptidase 4 (DPP-4) from 
breaking down the incretins glucagon-like peptide 1 
(GLP-1) and gastric inhibitory polypeptide (GIP). This 
inhibition results in stimulation of insulin secretion, 
inhibition of glucagon secretion, delay in gastric 
emptying s, reduced appetite and regeneration of islet 
B (beta)-cells. The result is lower blood glucose levels 
especially after meals. This medication should be used 
with caution in patients with impaired renal function or 
used cautiously with patients that have mild impaired 
renal function–renal blood tests should be done on a 
regular basis. Possible side effects include a cold, runny 
nose, sore throat or headache. 

Combination Medications
Combination anti-diabetes medications are available. 

Combination medications reduce the number of pills the 
PWD must remember to take. Frequently medications 
are combined to extend patents for the various 
pharmaceutical companies. The following are a list 
of combination drugs that allow the PWD to take one 
pill instead of two: Glyburide/Metformin (Glucovance); 
Glipizide/Metformin (Metaglip); Rosiglitazone/
Metformin (Avandamet); Rosiglitazone/Glimepiride 
(Avandaryl); Pioglitazone/Metformin (ActosPlus Met); 
and Pioglitazone/Glimepiride (Duetact), sitaglipin and 
metformin (Janument).

Often MNT, exercise and monotherapy with an oral 
anti-diabetes agent are not enough to maintain BG 
control Additional oral anti-diabetes agents may be 
needed to achieve good glycemic control. Target glycemic 
control helps prevent complications of diabetes.

Resources: 
Franz, M; Kulkarni, K; Polonsky, W; Yarborough, P; 

Zamudio, eds.: A Core Curriculum for Health Professionals: 
Diabetes Management Therapies, 4th Ed. American Association 
Diabetes Educators; 2001.

Freeman, Charlene, Oral Medication and Insulin Therapies: 
A Practical Guide for Reaching Diabetes Target Goals, Eau 
Claire, Wisconsin: PESI Healthcare,: 2008: 27-35.

Inzucchi, S., M.D.: Diabetes Facts and Guidelines: Yale 
Diabetes Center; Diabetes Education; 2007:41-51, 

Mensing, C; Cypress, M; Halsteson, C; McLaughlin, S; 
Walker, E: Type 2 Diabetes Across the Life Span; In The Art 
and Science of Diabetes Self-Management Education: A Desk 
Reference for Healthcare Professionals: American Association 
Diabetes Educators, 2006: 215-231

http://en.wikipedia.org/wiki/Development_of_dipeptidyl_
peptidase-4_inhibitors

U.S. Department of Health and Human Services, National 
Institutes of Health; NIDDK, NIH Publication No. 08-4222, 
March 2008.

Oral Diabetes Pills at a Glance

Generic Name Brand Name Place of
(*generic available)  Action
Glipizide* Glucotrol Pancreas
Glipizide ER  Glucotrol XL Pancreas
Glyburide Micronase Pancreas
Glyburide XR Diabeta Pancreas
Micronized Glynase Pancreas
Glyburide* PresTab
Glimiperide* Amaryl Pancreas
Metformin* Glucophage Liver
Metformin ER* Glucophage XR Liver
Rosiglitazone Avandia Muscles/Fat
Pioglitazone Actos Muscles/Fat
Acarbose Precose Stomach
Miglitol Glyset Stomach
Repaglinide Prandin Pancreas
Nateglinide Starlix Pancreas

Combination Medicines

Rosiglitazone/ Avandamet Muscles/
Metformin  Fat/ Liver

Glipizide/ Metaglip Pancreas
Metformin  Liver

Metformin/ Glucovance Pancreas
glyburide  Liver

Pioglitazone/ Actoplus Met Muscle
Metformin  Fat/liver

Pioglitazone/ DuetAct Muscle/Fat/
Glimepiride  Liver

DPP-4 Inhibitor Medicines

Generic name Brand name Action Duration

Dipeptidyl Januvia Pancreas  24 hours
Peptidase  Liver 

Sitagliptin/ Janumet Pancreas
Metformin  Liver

Lana Gordineer
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Kris Smith, MSN, RN, CDE (about to retire)

Kris Smith obtained her BSN and MSN from 
the University of Delaware. She is a Certified 
Diabetes Educator (CDE) and has maintained 
her certification since 1990. Additionally she is 
certified as an Advanced Diabetes Management 
Clinical Specialist. Having worked in both the 
inpatient and outpatient settings, Kris has 
assisted many patients learn about and cope 
with diabetes. Currently she is working for 
Christiana Care Health System as the inpatient 
diabetes specialist developing policies, protocols 
and education programs that impact the diabetes 
practice of all health care providers and patients. 
Kris will be retiring from nursing the end of 
2009.

Egyptians identified Diabetes 3,500 years ago. 
Banting, Best and company discovered taking insulin 
from animals and injecting into humans 87 years ago 
prevented a death sentence that was associated with 
having Type 1 diabetes. Today, diabetes is a chronic 
disease. It took 3,413 years to discover a life-saving 
treatment. Since that time, diabetes management 
changes have occurred like the speed of light.

Oh the Changes I Have Seen
1960’s

A diagnosis of diabetes resulted in a hospital 
admission. The patient stayed a week or two learning 
how to care for their diabetes. Patient admissions 
for complications of diabetes were common. People 
would stay for weeks and months. Caring for these 
patients was a challenge.

When I started my nursing career in 1969, the 
amount of sugar in the patient’s urine determined 
the amount of insulin I gave my patient. I dipped a 
piece of yellow Test-tape into my patient’s urine. 
If there was no sugar, the tape remained yellow. If 
the paper turned green, there was glucose in the 
urine. Increasing shades of green color indicated 
the amount of glucose in the urine. I checked for 
urine ketone by putting several drops of urine onto 
a tablet. If the tablet turned purple my patient had 
positive urine ketone. Urine testing did not reflect the 
current glucose level in the blood. It was “old news”, 
but it was the best information we had.

I gave my patient a mix of Regular (R) and NPH (N) 
Insulin that had been extracted from the pancreas of 
pigs or cows. My patients received insulin injections 
twice a day. Animal source insulin often caused local 
reactions (dents or swelling) at the injection site. 
Hypoglycemia was a common occurrence with R and 
N insulin therapy. Some fortunate patients received 
diabetes pills instead of insulin injections. The only 
oral agents available were sulfonylureas–Orinase 
and Diabinese are the names I remember. 

To prevent hypoglycemia my patients had to eat 
3 meals and 3 snacks per day whether they were 
hungry or not. I am sure many of you remember the 
1200, 1500 and1800 calorie ADA meal plans. 

Doctors and family members advised women 
to avoid pregnancy because of the high risk of 
miscarriage and birth defects. Also, the pregnant 
women with diabetes risked harming her own health 
and delivery would have been by caesarean section.

1970’s
In the 1970s blood glucose meters arrived. Instead 

of relying on outdated urine glucose data, patients 
could adjust treatments based on current data. The 
first meters were much larger than today’s meters 
and very dependent on technique and timing. 

About this time, the blood glucose meter became 
available for patient home use. This was a major 
breakthrough since people with diabetes now had a 
way to evaluate their self-care.

Insulin pumps also came on the scene in the 
70s. The first insulin pump was a huge “backpack” 
device. Over time the pumps became smaller, 
however, insulin pump therapy did not ‘”take off” due 
to a high rate of pump insertion site infections. 

Diabetes often resulted in blindness due to 
retinopathy. Introduced in the 1970s, laser treatment 
helped o slow the progression of diabetic retinopathy.

1980s
In the 1980s “Juvenile Diabetes” was renamed 

Type 1 diabetes because adults develop Type 1 
diabetes. “Non-insulin Dependent Diabetes” was 
renamed Type 2 diabetes because many people with 
Type 2 become dependent on insulin to maintain 
glucose control. The advent of laboratory made 
insulin that was identical to human insulin almost 
eradicated local reactions. The first premixed insulin, 
70/30 (mix of 70% N and 30% R), was introduced 
and insulin pens arrived on the scene 1986. The 
hemoglobin A1C was a new blood test used to track 
blood glucose control over time. Some people called 
it the anti-cheat test since a patient could not alter 
the results of the test by being ‘good’ right before 

the blood test like they good with a simple blood 
glucose test. Point of Care blood glucose testing was 
introduced to hospital nursing units. With the meter, 
I had a way of determining how low my patient’s 
blood sugar was during hypoglycemia symptoms 
and how well the juice I gave was working. No more 
waiting for a blood glucose result from the lab.

Diabetes care was getting some improvements! 

1990s
In the 90s two landmark studies changed diabetes 

treatment. For the first time ever there was evidence 
that controlling blood glucose levels helped reduce 
the complications of diabetes. The DCCT (Diabetes 
Complications Control Trials) demonstrated that good 
blood glucose control in people with type 1diabetes 
resulted in dramatic delays in onset and progression 
of retinopathy, nephropathy and neuropathy. The 
greatest benefits were seen with HbA1c results under 
7.2%. The basal/bolus insulin regimen used in the 
DCCT is now the standard for insulin treatment. 
Insulin pumps regained favor after their use in the 
DCCT. Infections from pump insertion sets declined 
when patients were told to change sites more 
frequently.

The UKPDS (United Kingdom Prospective Diabetes 
Study) examined the effect of glucose control 
and blood pressure control on the development of 
complications in people with Type 2 diabetes. There 
was a decreased rate of myocardial infarctions, 
retinopathy and nephropathy with lower blood 
glucose levels. Controlling blood pressure to 
130/82 or less reduced the risk of stroke, diabetes 
death, heart failure, blindness, retinopathy and 
nephropathy. The current guidelines for HbA1C and 
blood pressure control come directly from the DCCT 
and UKPDS recommendations.

Also in the 90s the first analog insulin was 
introduced. Analog insulins have been crucial to 
basal/bolus insulin regimen that has replaced twice 
a day R and N. Basal/bolus insulin mimics normal 
insulin production by the pancreas. A rapid-acting 
analog (Humalog, NovoLog or Apidra) is injected 
before each meal simulating the bolus of insulin that 
would be produced by the pancreas under normal 
conditions. A long acting basal analog (Lantus or 
Levemir) is injected once or twice a day to simulate 
the slow continuous basal insulin normally made by 
the pancreas. 

Now
Meal planning has changed too. ADA diets no 

longer exist. The emphasis today is on balanced 
meals, moderating carbohydrates, and controlling 
weight and lipid levels. People with diabetes are 
encouraged to see a dietitian for an individualized 
meal plan that promotes low fat, high fiber, moderate 
carbohydrate intake and calories based on weight 
and activity level. People who take insulin can learn 
to count the grams of carbohydrate in the meal and 
match the insulin dose to it. 

The arsenal of oral agents introduced in the last 
20 years is impressive and still growing! Each class 
works on a different defect of Type 2 diabetes. In 
addition to the Sulfonylureas (Glimeparide-Amaryl, 
Glipizide-Glucotrol and Glyburide-Micronase, 
DiaBeta) and Glinides (Repaglinide-Prandin and 
Nateglinide-Starlix) that increase insulin production 
there are several new drug classes. The Biguanides 
(Metformin-Glucophage) decrease glucose from the 
liver, Thiazolidinediones (TZDs-Avandia and Actos) 
decrease insulin resistance, Alpha-glucosidase 
Inhibitors (Glyset–Miglitol and Precose–Acarbose) 
slow carbohydrate absorption, DPP4 Inhibitors 
(Sitagliptin–Januvia and Saxagliptin–Onglyza) aid 
the Incretin system to make more insulin available 
and decrease glucose from the liver. Then there are 
the combination oral agents that are too numerous 
to mention here.

So much has changed in my 40 years and I have 
not even mentioned Byetta, Symlin, glucose sensors, 
islet transplants, or the artificial pancreas. The next 
40 years will make it look like we have been standing 
still! However, one thing has not changed. People 
with diabetes still need education to help them learn 
how to manage their diabetes on a daily basis.

 References
http://forecast.diabetes.org/magazine/features/

long-lives-lived-well
http://chinese-school.netfirms.com/diabetes-

history.html
http://findarticles.com/p/articles/mi_qa4100/

is_200304/ai_n9205228/pg_2/?tag=content;col1

Professional 
Development 
Committee

Chair - Karen A. Carmody, RN, MSN, FNP-BC

Register now for the DNA Spring Conference 
Friday, March 12, 2010 at Wilmington University 
New Castle Campus. Three tracks will be offered, one 
entire track for Pharmacology Updates. Visit the DNA 
website for a complete agenda. 

Plans are in place to bring you a loss prevention/
loss control/risk management seminar in June. If 
you have or are interested in Malpractice Insurance 
look for more information on this very important 
topic. 

With a little more volunteer help we can 
incorporate contact hours into the APN Council 
monthly meetings. In addition, now is the time to 
start planning for the fall 2010 DNA membership 
conference. We are always interested in new 
committee member with fresh ideas and many 
hands make light work. Please consider volunteering 
to work with the planning committee to implement 
these and other Professional Development programs. 
Contact the DNA office at 302-998-3141. 
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Barbara A. Willey, RN, MSN, CDE

Barbara A. Willey 
earned her BSN and MSN 
at Wilmington College. 
Barbara began her 
healthcare career serving 
as a medic in the US Air 
Force. She has worked in 
a variety of settings over 
her 25 years as a nurse 
but always with a focus 
on education. She worked 
at the Christiana Care 
Diabetes & Metabolic 
Center and became a 
certifi ed diabetes educator. She continues to teach 
the Living with Diabetes classes part-time. Barbara 
became part of the State of Delaware’s efforts to 
combat diabetes in underserved areas by working 
part-time at the local FQHC. In 2008 she joined 
the Education Resource Center at the Wilmington 
VA Medical Center where she currently serves as 
the Clinical Education Specialist. Barbara may be 
contacted via e-mail at Barbara.willey@va.gov.

To defi ne diabetes and truly capture the complexity 
of the disease is a challenge, even for this seasoned 
certifi ed diabetes educator (CDE). If left unchecked and 
uncontrolled it can wreak havoc on a human body. 
Ignorance is not bliss; it can lead to blindness, dialysis 
and amputation. When I explain diabetes to patients, I 
often describe it as a chronic disease, stressing there is 
no cure. The causes are complex and include reduced 
insulin production, insulin resistance and hepatic 
glucose release. The National Institute of Health defi nes 
diabetes as “a group of diseases marked by high levels 
of blood glucose, also called blood sugar, resulting from 
defects in insulin production, insulin action, or both.”1 
In either defi nition, the outcome is the same: elevated 
blood glucose levels. 

Effective patient self-management is essential for 
people to live well with diabetes. Managing the day-to-
day care of diabetes is a challenge for anyone. Learning 
how to make informed decisions about diabetes 
management is key for people with diabetes. 

Diabetes Management in a Federally Qualified Health Center
The certifi ed diabetes educator (CDE) is an 

important resource for people learning to live with 
diabetes. The CDE engages the patient in active 
collaboration and assists the person in designing a self-
management plan that works for him. When working 
with patients the educator must consider emotional 
and chronological age, daily activities, culture, religious 
practices, eating habits, physical abilities, and existing 
co-morbid health problems. The fi rst step in helping 
people is to listen to their story.

When a person with diabetes is poor, homelessness 
and has no health insurance, diabetes management 
takes on a new challenge. Fortunately, Delaware has 
Federally Qualifi ed Health Centers (FQHCs) to serve 
this population. I am a CDE and work at an FQHC. 
As mentioned, I am a seasoned CDE, but am still 
amazed at the challenges some patients overcome. The 
patients I see at the FQHC usually meet the eligibility 
requirement of being under-insured or having no 
insurance. I often learn as much from the patient as 
the patient learns from me. 

Their Stories
How do you stress the importance of sleep and rest 

to a person who lives in a motel room with two siblings 
that take turns sleeping because there are only two 
beds? How do you discuss meal planning with people 
who cooks on a hot plate and microwave? The fi rst step 
is to give the individuals the respect and time to tell 
their stories. This allows the patient and CDE to build 
a plan that is realistic and uses the resources available. 
Listening also gives the CDE insight of the challenges 
facing Americans today in our current economic crisis. 
Seeing how patients adapt to their situation and care 
for their diabetes speaks to the spirit of the individual 
willing to learn how to improve their well-being. 

Some Facts
Diabetes is more common in minority populations. 

Thirty-seven percent of the population at the four 
Delaware FQHCs is African American and 46% is 
Hispanic. Considering the diabetes prevalence rate for 
African Americans in Delaware is 11%3,4, quite a few of 
the FQHC patients have diabetes. Diabetes is the most 
expensive disease in the Western World and the Agency 
for Healthcare Research and Quality noted on its fact 
sheet that “the burden of diabetes is much greater for 
minority populations than the white population”.

Forging an Institutional Partnership.
In an effort to reduce the burden of diabetes in 

Delaware and bridge the disparity gap, an initiative 
between the State of Delaware the state’s four FQHCs 
began in 2002. This initiative developed into a program 
that now consists of four CDEs and one diabetes 
educator serving the needs of patients at Delaware’s 
FQHCs. This program provides services to the high-
risk population served by the FQHCs in an effort to 
reduce health disparities and long-term complications 
from diabetes by providing diabetes education 
and treatment2. This project supports a diabetes 
management infrastructure and contributes towards 
improved health outcomes for clinic patients. Services 
provided include diabetes self management training, 
hemoglobin A1c testing, diabetes screenings, exams 
and education materials.2

One resource recommended by the diabetes 
educators at the FQHC is the Delaware Emergency 
Services Diabetes Fund. This Fund provides 
fi nancial support up to $400.00 a year to a patient 
needing diabetes services, medications, or supplies. 
Although used by FQHC, this fund is available to all 
Delawareans with diabetes needs. For additional 
information regarding this funding, contact the state 
at (302) 744-1020.

Conclusion
In an effort to meet the growing needs that caring 

for patients with diabetes has placed on the state of 
Delaware. The CDE at the FQHC plays an integral role 
in meeting the challenges of diabetes healthcare in the 
21st Century. The role of the CDE within the FQHC is 
essential as a key member of the diabetes management 
team meeting patients on a basic level and helping 
them maneuver the maze of diabetes self-management 
and healthcare delivery. 

References:
1http://diabetes.niddk.nih.gov/dm/pubs/statistics/#race
2Information on Medicare Participation Federally Qualifi ed 

health Center. http://www.tachc.org/Community Resources/
Community Development/Requirements/Mission Strategy.
asp 

3 h t t p : // a p p s . n c c d . c d c . g o v / b r f s s / p a g e .
asp?yr=2006&state=DE&cat=DB#DB

4Delaware Health and Human Services, Division of 
Public Health, Diabetes Prevention and Control Program. 
(2009) The Burden of Diabetes in Delaware. Doc. No. #35-05-
20/09/03/01.

Barbara Willey

Rosemary Sullivan RN, BSN, CDE, CPT

I began to refl ect on the job description of a nurse…
and decided there is no single sound bite that can 
explain the many roles we have in this complicated 
health care system! What we learn in school is only 
the beginning of what we learn as we navigate the 
opportunities in this profession. Being open to change, 
fl exible, inquisitive and observant will serve to prepare 
us for these inevitable metamorphose. Looking at my 
own evolution through the years I see many events 
that have led to my current role.

Early on the need to develop strong clinical 
competence is pretty much a must. It is ideal to be in 
a busy, stressful, acute environment – nothing like 
baptism by fi re! Nothing can substitute for what is 
learned there; not only the nursing skills but also the 
ability to organize, work under pressure and work as 
a team member. These characteristics are common for 
all subsequent roles in nursing!

From there people in nursing may start to pursue 
their own interests, gravitating to particular specialties. 
Today I will focus on corporate nursing opportunities; a 
fi eld of nursing that was not on my radar screen until 
the last few years! 

Nurses in Corporate Settings
Corporate nursing traditionally meant working 

in a company’s employee health unit. Actually fewer 
industrial/corporate organizations maintain a free 
standing full time program, often they are outsourced 
to local health care providers. 

Recently nurses have become key members of 
health insurance models. Most employer funded health 
plans are managed by insurance companies such as 
Blue Cross. Nurse Case Managers gather information 
about member’s health care activities and work with 
a team to determine coverage eligibility. They can be 

Who Would Have Thought?
certifi ed in case management (CCM) and draw on their 
diverse clinical backgrounds to ensure appropriate, 
cost effective care. Often there are disease specifi c case 
managers such as in diabetes, cardiac, perinatal and 
oncology areas. Many work in an offi ce setting but in 
some organizations the utilization review nurse will be 
on site in a hospital to coordinate care.

Nurses are also found in law offi ces reviewing charts 
and assisting attorneys in deciphering medical jargon 
and usual and customary care expectations. Again a 
strong clinical background is essential for this type of 
work. There are certifi cation courses in Legal Nurse 
Consulting that seem to be advertised in every nursing 
journal. Asking for recommendations from local nurses 
in the fi eld would be a way to see job prospects exist in 
your community. 

More recently pharmaceutical companies are hiring 
nurses. Often the company is involved in disease 
states that require patient education. Again, this 
role calls for nurses very comfortable in their area 
of expertise and are often certifi ed in a particular 
disease state. For instance, most companies involved 
with diabetes medications or related equipment, 
have teams of certifi ed diabetes educators (CDE’s) 
for patient education. The goal of these teams is to 
support the proper use of insulin/oral meds, meters, 
insulin pumps etc. These teams support patient 
education initiatives as well as the primary care offi ce 
staff and providers in a rapidly changing fi eld such 
as diabetes. This model has been highly successful in 
showing corporate commitment to patient care. This 
may be the fi rst opportunity for a nurse to enter the 
business world and many companies have excellent 
training programs as this world is very different 
from a hospital type setting. This is sure to become 
a more prominent role in health care as the value of 
the nurse as patient educator is seen as practical 
and essential for the safety and effi cacy for complex 
treatments initiated in an outpatient setting. It is also 

free to the patient and thus is an economical way to 
deliver basic patient education to all. More advanced or 
individualized patient education can then be accessed 
using insurance benefi ts. 

A very new pharmaceutical initiative involving 
nurses is starting to emerge which constructs a team 
of professionals addressing inquiries about the science 
surrounding a disease state. Its focus is on products 
currently marketed and in development. Often this 
team is made up of physicians, pharmacists, nurses 
and registered dieticians. These teams are often called 
Medical Scientifi c Affairs (MSA) and up until recently 
this group was almost always made up exclusively 
of physicians. The value of this integrated team is its 
design to reach different target audiences (eg: a MSA 
pharmacist speaking to a group of pharmacists about 
formulary issues). Another example of this groups 
activities could get involve a nurse MSA member 
speaking to a hospital nursing group for a non-branded 
diabetes update. Another might be a medical offi ce 
group lunch to present information about emerging 
clinical study data surrounding product safety 
applicable to clinicians in a practice setting. The MSA 
team delves into the scientifi c data, the study statistics 
and monitors journal articles and conferences 
involving a disease state. It is also likely that this 
group is involved in clinical study site development and 
investigator initiated study discussions. The traits of 
organization, working under pressure and teamwork 
that were learned back with that fi rst job are still 
necessary for success here!

So – who would have thought that that degree in 
nursing would start such an odyssey!

The fl exibility of this career is as diverse as the 
people entering the fi eld. Remember to keep learning, 
keep your eyes open for the unique and give it a try. 
Most often you can only gain by new experiences. If 
history repeats itself nurses graduating now will be 
part of careers not even created yet!
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Patt Wagner, RN, CDE

Patt Wagner, RN, 
BSN,CDE. Patt Wagner 
received an Associate 
Degree in Nursing from 
DT&CC, Georgetown, in 
1978, and completed her 
BSN at Wesley College 
in 1987. Patt was one 
of the fi rst 3 nurses 
in Delaware to receive 
national certifi cation 
recognition as a Certifi ed 
Diabetes Educator in 
1986. She has spent most of her nursing career 
as a diabetes educator. She has held many 
diabetes organization board positions, including 
the Delaware Affi liate, and the National Board 
of the American Diabetes Association. She has 
worked in private clinical practice, established 
hospital-based diabetes education programs, and 
served as the Executive Director of the Delaware 
Diabetes Coalition. She has worked with the DE 
Health & Social Services, Diabetes Prevention 
and Control Program and the DE Department of 
Education. Currently she is the Diabetes Clinical 
Manager for Medtronic Diabetes, a diabetes 
management and insulin pump company as a 
clinical consultant for Health Care Providers, 
and their patients. Patt can be reached at patt-
wagner@comcast.net or by calling 302-381-3848.

The American Diabetes Association calculates 
that 17.9 million people in the United States 
currently have diabetes and another 1.6 million 
diagnosed annually. This means that 7.8% of the 
U.S. population has some form of diabetes. We 
should all be well aware that this diabetes epidemic 
is not showing any signs of slowing down or coming 
under any control. 

When insulin was fi rst discovered in 1922, the 
headlines read… “Diabetes Cured”…, This was not 
the case since insulin only helps to control blood 
sugars and does not cure this terminal disease. The 
discovery was a hormone that worked for about 6 
hours at a time. Extracted from bovine and porcine 
pancreas this insulin had many impurities that 
meant the action was very unpredictable. Since 
the initial discovery of insulin, this protein has 
been through many modifi cations in an attempt to 
meet the clinical needs of individuals requiring the 
hormone that their body no longer produces.

Insulin is required to facilitate the transfer of 
glucose from the blood stream into the body’s cells. 
Glucose is a source of energy supplied continuously 
to the cells. Insulin produced in the pancreatic Beta 

Insulin Pump Therapy: What It Can Do and Whom It Can Help
Cells is termed endogenous insulin. Exogenous 
insulin is insulin not produced by the body. To 
maintain therapeutic integrity exogenous insulin 
must bypass the digestive system because the gastric 
juices deactivate the protein. The only effective 
means of delivering exogenous insulin is through 
subcutaneous injections. 

Science and technology created purifi ed animal 
source insulin and manipulated the protein to allow 
for variations in insulin absorption rates of insulin. 
Eventually science discovered a way of manufacture 
recombinant analog insulin. Animal source insulin 
is no longer used in diabetes therapy. Despite modern 
science advances in insulin therapy, insulin must 
still be injected under the skin. For some individuals 
with diabetes this means taking as many as four, 
fi ve, six or more “insulin shots” a day, every day, with 
no time off for good behavior. 

Advances improved upon the reusable stainless 
steel needles and glass syringes initially used in 
1922. Syringes are now disposable, smaller, sharper, 
and even Tefl on coated. Alternatives to the syringe 
such as pens, jet-ejectors and multiple injection ports 
are now available. Inhaled insulin was on the market 
for a short time, Insulin conversion to crystals 
allowed inhalation of the protein. The insulin entered 
the blood stream through the mucous membranes of 
the lungs. Due to lack of interest in inhaled insulin, 
it is no longer available. 

Maintaining target blood glucose levels helps 
reduce the risk of short and long-term complications. 
According to the DCCT Trials1, intensively treated 
patients achieved a mean hemoglobin A1C of 7.3%, 
compared with 9.1% for the conventionally treated 
patients. People in the intensively managed group 
used multiple daily injections (MDI) or an insulin 
pump to help regulate blood sugar levels. People in 
the conventionally treated group took one or two 
insulin injections a day. Intensive treatment reduced 
the risk of micro-vascular complications in patients 
with Type 1 diabetes by 35%–90%. In the EDIC 
Study2 a retrospective analysis, revealed after a mean 
follow up of 17 years, intensive insulin therapy was 
associated with a 42% reduction in cardiovascular 
events compared to conventional treatment.

With data pointing toward tight control reducing 
the risks of neuropathy, retinopathy, nephropathy, 
and macro-vascular events, more individuals 
are opting for this treatment strategy. Intensive 
management attempts to mimic the physiologic 
pattern of insulin delivery and requires basal and 
bolus insulin doses. MDI therapy uses intermediate-
acting or long-acting insulin as the basal insulin 

and rapid-acting or quick-acting insulin before meals 
as the bolus. Pump therapy uses only rapid-acting or 
quick-acting insulin. The pump delivers a continuous 
dose of insulin creating a basal insulin rate and the 
person intermittently has the pump deliver a larger 
dose of insulin called the bolus. When compared 
to MDI, insulin pump therapy offers variable basal 
rates, customized boluses, and less variability in 
insulin action. 

Hypoglycemia is the main barrier to intensive 
therapy. The closer blood glucose levels come to 
normal, the higher the risk for low blood glucose. 
Hypoglycemia is more common with MDI than 
insulin pump therapy since intermediate and long-
acting insulin absorption and duration of action 
can vary up to 46%.3 The unpredictability of these 
insulin types make it diffi cult for people to know 
when and how much insulin to take. Using an 
insulin pump results in fewer fl uctuations in blood 
glucose levels because pumps use only rapid-acting 
insulin. Despite the superiority of insulin pump 
therapy over MDI in diabetes management, not 
everyone should use pump therapy.

So, who is a candidate for insulin pump therapy? 
Before an individual pursues insulin pump therapy, 
several considerations need to be addressed

• The individual needs to have realistic 
expectations. She needs to know what the pump 
can do and what it cannot do.

 It cannot cure diabetes, it cannot make 
independent diabetes decisions and it cannot 
“do all the work” for the individual. It will 
likely be MORE work but more satisfying and 
support a more fl exible lifestyle.

• The individual needs to be prepared to do more 
specifi c self-management interventions.

 She needs to learn to carbohydrate count and 
adjusting insulin doses.

 Achieving effective basal settings, (baseline 
insulin) can take weeks to months. Many 
individuals give up before it is accomplished. 
Consequently, she does not get the optimal 
control she could get from insulin pump 
therapy. Individuals must work closely with a 
diabetes team. Most insulin pump candidates 
underestimate the amount of work involved. 

• The individual must inquire about any out of 
pocket expenses for the initial purchase of the 
pump and the necessary monthly supplies.

 Health care insurance generally covers a 
portion of the cost of the pump, but different 
benefi t packages offer varied amounts of 
coverage. The individual should not assume 
coverage of an insulin pump by their 
insurance. Pump supplies such as infusion 
sets and reservoirs are expensive.

 The individual should have an established 
medical home for care and prescriptive 
needs.

• Optimally the individual should already be on 
MDI therapy prior to using an insulin pump. 

 She should understand the mechanisms of 
action of rapid acting insulin.

 She should be able to problem solve, and 
accurately identify and count carbohydrates. 

 She should be willing to perform 4–6 blood 
glucose tests every day. 

• Individuals should accept the idea of being 
attached to a pump 24 hours a day, 7 days a 
week. 

 She should not be overly concerned about 
having others see her wearing and using a 
pump. 

 She must have adequate vision and manual 
dexterity to physically set up and operate the 
insulin pump independently.

 She should have an adequate support 
system in place to encourage and assist with 
diabetes self-management demands. 

1JAMA. 2002:287(19):2563-2569.
2N Engl J Med.2005;353:2643-2653
3Heise T. Diabetes Care. 1998;21:1910-1914; Heise T., 

Nosek L, Ronn BB, et al. Diabetes. 2004;53:1614-1620

Patt Wagner
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Nancy Gugerty, MS, RD, RN, CDE

Nancy Gugerty 
completed her BS in 
Dietetics at the University 
of Maryland, her MS in 
Interdisciplinary Science 
from Johns Hopkins 
University, and her BS 
in Nursing from the 
University of Delaware. 
A Certifi ed Diabetes 
Educator (CDE), she has 
been counseling people 
with Diabetes since 
1994. Currently she 
specializes in Insulin Pump Therapy. She is an 
avid swimmer and runner. She lives and works 
in Newark Delaware. Nancy may be contacted at 
ngugerty@yahoo.com.

How many times do you think your patients with 
diabetes have heard: “you are not allowed to have 
sugar”, “you can’t eat that dessert”, and “you’re not 
allowed to drink any alcohol”? As a nurse, patients 
and family members with diabetes may look to you 
for nutrition advice. Nutrition recommendations for 
people with diabetes have certainly changed over 
the years. Below are a few tips to keep you current 
on what you should know about Diabetes Meal 
Planning. 

It’s all about the carb
People with diabetes are allowed to eat 

carbohydrates. They are actually allowed to have 
sugar too! The key for people with diabetes, even 
those taking insulin, is to be able to determine the 
amount of carbohydrate they eat per meal. This is 
called Carbohydrate (Carb) Counting. By using food 
labels, carb reference books, websites, measuring 
cups, and food scales, people with diabetes can learn 
to count the number of grams of carbs in their meals 
and snacks. 

Everyone needs to eat carbohydrates and the 
amount needed is based on caloric intake, activity 
level and need to lose, maintain, or gain weight. They 
will comprise approximately 50 – 60% of calories 
eaten. Carbohydrate foods include starches, milk 
and fruit and increase blood glucose levels. 

People using insulin can learn match their dose 
of insulin to the amount of carb that they are eating 
to keep their blood glucose from going to high after 
meals. They do this by using insulin to carbohydrate 
ratios, that is they take a certain amount of insulin 
for a specifi c amount of carbohydrate such as 1 unit 
of insulin for every 15 grams of carbs. 

People not using insulin should eat about the 
same amount of carbohydrate at each meal; that 
is breakfast should always have about the same 
amount of carbs, lunch may have a different number 
of carbs than breakfast, but all lunches should have 
the same number. Oral medication and non-carb 
counting insulin therapy assumes the person is 
eating about the same amount of carbs at a meal. A 
very generic range to start is 40 to 60 grams of carb 
per meal and 15 to 30 grams of carb per snack. 

Comparing pre- and two-hour post-meal blood 
glucose levels allows the person with diabetes to 
evaluate the appropriateness of the carb range. If 
the post meal blood sugar reading is too high, then 
he is eating too many carbohydrates at the meal 
or not taking enough insulin. A person using this 
method of meal planning should consult a registered 
dietitian for more specifi c recommendations. 

The American Diabetes Associations states that 
non-nutritive sweeteners are permitted for use when 
consumed within the quantity guidelines set forth 
by the FDA. Examples of non-nutritive sweeteners 
include aspartame, acesulfame-k, saccharine, and 
stevia. Many beverages are made with these non-
nutritive sweeteners, and save the person with 
diabetes a signifi cant number of carbohydrate grams 
and calories when compared to the sugar-containing 
version of the same beverage. 

While the focus is on carbohydrate for people 
with diabetes, fats should also be considered. People 
with diabetes are at an increased risk for developing 
heart disease. Skim and low fat dairy products, fresh 
fruits and vegetables, skinless poultry, fi sh, and 
lean, trimmed cuts of beef help make up a diet that 

What Every Nurse Needs to Know about 
Diabetes Meal Planning

is low in total and saturated fats. Trans fats found in 
snack foods and baked goods should be substituted 
for trans fat free alternatives. 

Does every person with diabetes need a bedtime 
snack? 

The answer to that question is no. The need for 
a bedtime snack depends on the medication and 
insulin regimen. Patients whom practice fl exible meal 
planning and are on a carbohydrate counting insulin 
regimen can eat just like people without diabetes. 
Basal bolus therapy can be done with injections or 
on an insulin pump, and mimics the way a pancreas 
works. A person on such therapy is allowed to skip 
meals without the fear of going low. Patients on 
conventional therapy of pre-mix insulin requiring set 
meal and snack times may need a bedtime snack to 
prevent low blood glucose levels. 

What about alcohol?
People with diabetes are allowed to consume 

alcohol in moderation, but need to be cautioned about 
its blood glucose lowering effect. Because alcohol 
interferes with the liver’s process of gluconeogenesis, 
low blood glucose can result several hours after 
consuming alcohol. People who are drinking should 
also eat carbohydrates to help prevent hypoglycemia. 
Checking a 3 am blood glucose level following 
alcohol consumption is a prudent recommendation, 
especially for the infrequent drinker. The American 
Diabetes Association recommends one drink or less 
per day for adult women and two drinks or less 
per day for adult men1. The person with diabetes 
should discuss drinking alcohol with his health care 
provider and pharmacist to review any medications 
contraindicated with alcohol. 

Emphasize Exercise
It is diffi cult to talk about meal planning without 

also emphasizing the importance of exercise, 
especially for people with diabetes. Exercise has 
numerous physical and psychological benefi ts. 
The results of the Diabetes Prevention Program 
published in 2002 showed that modest weight loss 
achieved with exercise and dietary changes were 
more effective than metformin in preventing the 
development of diabetes in people with pre-diabetes- 
quite a convincing argument for exercise2. The ADA 
recommends people with diabetes to get at least 
150 minutes per week of moderately intense (50 – 
70% maximum heart rate) physical activity and/
or a minimum of 90 minutes per week of vigorous 
(greater than 70% max heart rate) aerobic exercise. 
People without contraindications should also include 
resistance training, which targets all major muscle 
groups, three times weekly1. Exercise can lower 
blood glucose levels and people with diabetes should 
test blood levels prior to exercise. If blood glucose 
is low and/or exercise time will be extensive, the 
person with diabetes should eat carbohydrate food to 
prevent low blood sugars.

The meal plan for people with diabetes is 
minimally different from that for people without 
diabetes. Avoid using the word “cheating” when 
speaking of meal planning. There is no such 
thing. Today all food can be worked into a healthy 
diabetes meal plan. When in doubt about diabetes 
meal planning, consult your registered dietitian 
colleagues. Many insurance companies including 
Medicare pay for dietitian offi ce visits. 

1Diabetes Care. 2009; supplement
2 h t t p ://d i a b e t e s . n i d d k . n i h . g o v/d m / p u b s/

preventionprogram/

Tina Fisher, RN, BSN, CBN

Tina Fisher obtained 
her Associate degree in 
nurings from DelTech 
Community college 
and her BSN from 
Immaculata College. Tina 
joined the Christiana 
Care Health System in 
2003. She has been a 
member of the Bariatric 
Program team since 
2005.She is a Certifi ed 
Bariatric Nurse and is 
currently the Bariatric 
Surgical Coordinator for the Christiana Care 
Bariatric Program. Tina may be contacted at 
Tifi sher@christianacare.org

In healthcare, we understand that our processed/
modern/convenience food diet combined with a 
sedentary life style increases our odds of obesity. 
Many things contribute to obesity and it is an 
epidemic. As our waist lines expand, so do the co-
morbidities affecting quality of life and healthcare 
dollars. Losing weight is not a simple task in a 
stressed out modern world. Most dieters are not 
successful and tend to regain the weight they do 
lose. Currently the only proven method for long-
term weight loss in the morbidly obese is bariatric 
surgery.

There are three surgical weight loss procedures 
available to the adult population in Delaware. The 
Gastric band patient typically can expect a weight 
loss excess of 42% average weight loss after 1 year, 
and 55% after 5 years. The Gastric Bypass has a 
67% average weight loss after 1 year and 58% after 5 
years. The Gastric Sleeve patient can expect 46-83 % 
of excess weight loss after 1 year. The Gastric sleeve 
does not have 5 years of data to report at this time. 

The gastric band involves placing a silicone band 
around the top portion of the stomach creating 
a 2 oz pouch that offers early satiety. There is a 
catheter and port attached that allows the band 
to be adjusted with saline. This works strictly as 
a restrictive process. The gastric bypass involves 
separating a portion of the upper stomach from the 
main body of the stomach. The process involves 
bypassing food from the duodenum and bringing the 
intestines together in a Y shape so that food from the 
smaller stomach can meet up with the hormones and 
gastric juices from the larger stomach. This works by 
restriction and mal-absorption. The gastric sleeve 
involves removing 65-85% of the greater curvature of 
the stomach. This creates a smaller food pouch and 
removes a good bit of the grehlin receptors in the 
stomach that stimulate hunger.

For the obese type 2 diabetic population weight 
loss surgery can be very helpful for improving 
overall diabetes control. Ongoing long-term studies 
are still needed but for now we are excited about 
the improvements we are seeing with our diabetic 
populations after weight loss surgery. Weight loss in 
general will improve diabetes control but with the 
gastric bypass an improvement in improve blood 
glucose prior to discharge and before signifi cant 
weight loss. The improved glucose control is due to 
the increase in two gut hormones called PYY and 
GLP 1. The increase in PYY seems to help improve 
the leptin receptor response in adipose tissue while 
the increase in GLP 1 enhances glucose dependent 
insulin secretion, suppresses inappropriate glucagon 
secretion and promotes satiety. The current thought 
is the actions of these hormones help decrease the 
desire for food and help regulate gastric emptying 
which decrease postprandial glucose excursions. 

Long-term goals of diabetes management 
with gastric surgery are to reduce or eliminate 
medications, reduce or eliminate complications of 
uncontrolled diabetes and heart disease, improve 
quality of life and reduce cost for healthcare. Any 
surgery involves risk but the results currently seen 
have a cost benefi t ratio that favors weight loss 
surgery.

Bariatric Surgery 
and Diabetes

Nancy GugertyTina Fisher
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Dot Baker, RN, MS(N), CNS-BC, EdD
Professor, College of Health Professions – 

Nursing, Wilmington University

By November 2009, the 
National Center for Chronic 
Disease Prevention & Health 
Promotion stated that 
approximately 1,536,647 
people had already died in 
2009 from chronic disease. 
Thus, diabetes as a chronic 
condition is a timely and 
crucial concern. This 
column presents a variety of 
resources and organizations 
about diabetes. Most of 
the websites can serve 
healthcare professionals and consumers. Premier 
resources include national and state government 
health agencies, specialty organizations, research, 
and evidence-based practice.

Data Bits

Dot Baker

 RESOURCES INTERNET ADDRESS

National Institute of Diabetes & Digestive and Kidney Diseases 
>Offers resources for the scientifi c community and health http://endocrine.niddk.nih.gov/
information for the public (health & disease topics,
campaigns & programs, clinical trials). Offers slideshows
about scientifi c advances, Keep your kidneys healthy, Healthy
Moments, the Control Your Diabetes for Life Campaign

National Endocrine and Metabolic Diseases Information Service http://endocrine.niddk.nih.gov/info/
>Offers information clearinghouses; education programs; tools  index.htm
& resources; A-Z topics; statistics; clinical trials, guidelines, 
& research reports; additional resources; order publications 

Centers for Disease Control & Prevention (CDC) http://www.cdc.gov/
>Search for “diabetes” on the home page offers resources such 
as: information about programs and publications, data & trends,
fact sheet, prevention, news releases, disparities, relevant Morbidity 
and Mortality Weekly Reports, etc. 

>Check out the Vision Health Initiative (VHI) produced by the  http://www.cdc.gov/visionhealth/
Division of Diabetes Translation. It offers multiple resources,  framework.htm
including a framework for improving the nation’s visual health

National Center for Chronic Disease Prevention & Health Promotion
 >Offers quick links to chronic conditions, tools & resources,  http://www.cdc.gov/nccdphp/
statistics and tracking, state & program examples, state profi les, 
publications. Has features such as "Promoting Preventive Services 
for Adults 50-64: Community and Clinical Partnerships" and 
Communities Putting Prevention to Work”

>Chronic disease profi le for the State of DE http://www.cdc.gov/nccdphp/states/
(burden, facts, programs, etc.)  delaware.htm

> Chronic disease cost calculator http://www.cdc.gov/nccdphp/
 resources/calculator.htm

National Center for Health Statistics (NCHS)  http://www.cdc.gov/nchs/
>Offers statistics by topic such as diabetes, surveys & data collection
 systems, publications, tools & resources, and What’s New

State of DE (Division of Public Health) Diabetes  http://www.dhss.delaware.gov/dph/
Prevention and Control Program dpc/diabetes.html

>Offers preventive and control information and reports  http://dhss.delaware.gov/dhss/dph
>See The Burden of Diabetes in Delaware 2009 /dpc/fi les/diabetesburdenrpt09.pdf

Delaware Diabetes Coalition http://www.dediabetescoalition.org/
>Offers numerous resources such as diabetes programs, educators
and health providers, pharmacy, wellness expo announcement, 
transportation, Medicare, waste disposal, and links to clinical
guidelines, etc. The coalition publishes a “Community Resource Guide”

American Diabetes Association (ADA) http://www.diabetes.org/
>Offers ADA professional resources online [Diabetes Pro] such as articles,
programs, meeting reports, scientifi c session webcasts, etc. http://professional.diabetes.org/

>Information about ADA journals http://www.diabetesjournals.org/

> ADA articles in USA Today articles @ http://content.usatoday http://content.usatoday.com/
.com/topics/topic/Organizations/Non-profi ts,+Activist+Groups topics/topic/Organizations/
/American+Diabetes+Association Non-profi ts,+Activist+Groups/
 American+Diabetes+Association

American Association of Diabetes Educators
>Includes link to Diabetes Education resources, offers Webinars, http://www.diabeteseducator.org/
describes certifi cation

American Dietetic Association
>Offers extensive resources about nutrition, tips, latest news, monthly  http://www.eatright.org/cps/rde/xchg
features, etc.  /ada/hs.xsl/index.html

Juvenile Diabetes Research Foundation
>Offers resources such as Life with Diabetes, diabetes news, research http://www.jdrf.org/ 
information, publications, and link to fi nd local chapter  

Preventing Chronic Disease: Public Health Research, Practice, and Policy http://www.cdc.gov/PCD/
>Free peer-reviewed online journal that interfaces research and practice to 
advance chronic disease prevention and health promotion

Evidence-based practice sources:
>Agency for Healthcare Research & Quality (AHRQ) http://www.ahrq.gov/

>National Guideline Clearinghouse (NGC) http://www.guideline.gov/

>Cochrane Collaboration http://www.cochrane.org/

>Joanna Briggs Institute http://www.joannabriggs.edu.au/
 about/home.php

Other resources:
>Journal of Family Practice(JFP) (11/09) article about clinical practice in  http://www.jfponline.com/
type 2 diabetes supplements_cme.asp?id=8090&self

>Journal of Telemedicine and Telecare (JTT) about diabetes care using http://jtt.rsmjournals.com
telemedicine and e-health /content/vol15/issue2/

>Seventh Annual Diabetes/Heart Disease and Stroke Winter Symposium  http://www.scdhec.gov/health/
Evidence-based Management – Improving Diabetes and Cardiovascular  chcdp/diabetes/docs/symp_
Care: Innovate, Motivate to Better Collaborate (2009) Program%20_Final%202.23.2009.pdf

DNA/APN Council on

The Delaware Nurses Association and the APN 
Council of Delaware has launch their new Facebook 
online community group, providing nurses with 
access to popular social networking sites that 
offer fast, free, and convenient new ways to share 
information and make professional connections 
online. By signing up to become a “fan” of DNA at 
www.facebook.com/denurses, users will be able 
to post news, get the latest Association news and 
events/meeting info and join in on discussion boards 
on timely nursing issues.

Additional articles 
regarding Palliative Care 

and Hospice Care are 
available on the DNA 

website at 
www.denurses.org
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Welcome New and Reinstated Members!
Robert Abrahamsen-Wilmington
Manal Alzubi-Dover
Marie Berntsen-Frankford
Betsy Bruemmer-Wilmington
Sarah Bucic-Delaware City
Ashley Finsley-Dover
Denise French-Elkton
Patricia Fuller-Dover
Georgiana Ibach-Rehoboth Beach
Rita Jackson-Lewes

Ann Miller-Newark
Emily Reeb-Camden
Carrie Robinson-Dover
Joe-Ann Rooney-Wilmington
Jane Tester-Lincoln University
Cynthia Thorn-Felton
Paula Tomanovich-Newark
Robin Underwood-Camden-Wyoming
Tina Vincent-Milford
Elizabeth Walls-Elkton
Jeffrey Willey-Seaford

The Delaware Nurses Association is proud 
to offer the fi rst ever Delaware license plate 

celebrating nursing. The funds generated from 
the license plates will go toward the development 

of the Delaware Nursing Foundation and 
scholarships. In order for the plates to go into 

production, the DNA must have 
200 applications.

The numbers 1-20 are being held for a silent 
auction to be announced at a future date. 

Visit www.denurses.org to download the 
application form.

Delaware RN License Plate

Full DNA/ANA Membership
$229 per year/$19.59 monthly, electronically
• Employed-full time/part time
• Save up to 45% on conference registration
• Save on ANCC certifi cation fees
• Save 10% on professional liability insurance 

with Marsh*
• Free and discounted online continuing 

education
• Save 10% on personal accounting fees
• Discounts to insurance programs such as life, 

disability, job loss 
• Email alerts
• Online networking-DNA Facebook page and 

ANA Nurse Space
• Publishing opportunities and discounts
• National and State leadership opportunities
• Much more!
* Must hold certifi cation from ANCC; one-time 

savings.

Delaware State-Only Membership
$149 per year
• Employed-full time/part time
• Save up to 45% on conference registration
• Free and discounted online continuing 

education
• Save 10% on personal accounting fees
• Discounts to personal insurance such as life, 

disability, job loss 
• Email alerts
• Online networking-DNA Facebook page
• Publishing opportunities and discounts
• State leadership opportunities
• Much more!

American Nurses Association Only Membership
$179 per year
• ANA Smart Brief
• ANA Nurse Space
• Federal lobbying
• Discount to national conferences
• Save on ANCC certifi cation
• Free and discounted publications
• Much more!

Coming soon!
Delaware license plates for registered nurses.
Only available to full and state-only members.

DNA has partnered with the following 
organizations for member discounts and programs.

Membership 
        Benefi ts

InsureEZ.net

Apply online at 
www.denurses.org

by Barbara Starr

I am a nurse. I have found my nursing role of thirty 
plus years to be fulfi lling and rewarding. I learn 
something new all the time but recently I learned the 
real value of nurses and leadership in the community 
setting. 

In 2004, I had a health crisis myself. It was one 
that my personal efforts could make a signifi cant 
contribution. My underlying disease was obesity. My 
physician told me that I needed to lose weight. How 
many times have I heard this–only my entire life! I 
have always been overweight or obese. I know the ill 
effects of obesity. I was literally eating myself to death. 
I had to stop the cycle so, in February 2004, I joined 
the well know organization, Weight Watchers®. I must 
also add that this was not my fi rst time and that I 
am a professional yo-yo dieter. I lost 103 pounds in 
the following year and became active in ways that I 
have never been able to experience. This has been life 
altering for me so I chose to share with others if I could.

In 2005, I became a Weight Watchers® leader. I knew 
my own weight loss was life altering for me but I had so 
much more to learn. As a nurse I have always touched 
the lives of others but never have I touched lives like I 
do now. In one week’s time three separate individuals 
on three separate occasions thanked me for saving 
their lives. Saving lives? That is what nurses do but I 
had not done anything exceptional for these people. I 
taught them, I applauded them, and I cheered for them 
when they were discouraged but I didn’t save any lives. 
I am truly humbled that they believe I saved them.

My fi rst individual was a poorly controlled diabetic 
who had been told by his physician that he would be 
unable to lose weight because he is on insulin. After 
his fi rst 60 pounds were gone he brought copies of his 
labs to the Weight Watcher® meeting. The labs were all 
within normal limits, including his Hemoglobin A1C! 
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His cholesterol level is now within normal limits for the 
fi rst time. Most importantly, he feels good about himself 
and feels like he is in control of his disease.

My next encounter is a dear family friend. She is a 
very petite person with very out of control hypertension. 
Medications were not impacting her blood pressure so 
she was consistently and signifi cantly out of normal 
ranges for blood pressure. She too had tried many diet 
plans including Weight Watchers® but she knew that 
her health was at stake. She is now a well-controlled 
lifetime member of Weight Watchers® and a well-
controlled hypertensive individual. She is taking fewer 
medications and has a normal blood pressure. She 
walks with her very supportive and loving husband for 
exercise. She too feels better about herself and her new 
lifestyle.

My third person of this week is very special indeed. 
She has been newly diagnosed with breast cancer. She 
believes that she would not have found the mass with 
her added weight. She has learned a healthy lifestyle 
and we know that will help her in her future.

Did I save these lives? In reality, I did not. But, I 
can’t express the joyful feeling that I have as part 
of their weight loss journey. I also acknowledge the 
responsibility placed on nursing to educate people on 
a healthy lifestyle and lead as a role model. I have a 
great forum to ‘spread the word’ about obesity and the 
negative impacts on the health of our entire country. I 
also have the advantage and thrill of seeing real results 
from lifestyle changes. When you are standing beside 
the person who has just lost 100 pounds you share 
their joy but as a nurse you know that you helped with 
a nationwide crisis one person at a time.

I encourage nurses to set the example for our public 
and be a healthy role model. Lead others on the path 
of good health. The rewards you reap will not be yours 
alone.


