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When a physician decides that a diabetic patient requires insulin 
treatment, more teaching is necessary than when initiating most 
other medications. It has been found advantageous, in treating 
persons with diabetes mellitus who are not severely compromised 
metabolically, to introduce them in an outpatient setting to the 
administration of insulin. The objective of this article as a teaching 
guide is to enable the health-care provider to cover all essential 
points clearly and effectively in a minimal period of time and 
thereby allow the patient to confidently inject himself/herself 
properly, and to become a member of the team that is managing 
and controlling his/her disease.

This paper deals only with the use of insulin in the diabetic 
patient. It is recognized that other aspects of patient care and 
patient education must be addressed concurrently in the total care 
of the patient with diabetes.

Diabetes mellitus is a worldwide 
disease, the incidence of which appears 
to be increasing. In 1950 diabetes was 
the tenth leading cause of death with
16.2 deaths per 100,000 population in 
the United States; in 1973 the rate was
18.2 per 100,000.* It is now the sixth 
ranked cause of death, accounting for 
1-9 percent of all deaths in the United 
States. The National Commission on 
Diabetes recently reported that in
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1974 more than 600,000 new cases of 
diabetes mellitus were diagnosed and 
the incidence appears to be increasing 
by at least six percent per year. There­
fore, the average American born today 
would have a greater than one-in-five 
chance of developing diabetes, unless a 
method of prevention is found.3

Possibly as important as the mor­
tality from diabetes is the associated 
morbidity, affecting the function of 
many organ systems with resultant 
peripheral vascular disease, neuro­
pathy, retinopathy, and nephropathy. 
Several long-term large population 
studies have shown increased mor­
bidity and mortality among diabetics 
from all cardiovascular causes.4 Also, 
the emotional morbidity and restric­
tions on life-style that diabetes im­
poses are of major significance.

Many persons with diabetes are not 
severely compromised metabolically, 
but do need lower blood glucose 
levels. When diet alone does not achieve 
adequate blood sugar control, the 
decision is frequently made to employ 
a hypoglycemic agent. Since the 
safety of the oral hypoglycemic medi­
cations has been questioned5 and since 
the oral medications are not effective 
in achieving adequate blood sugar con­
trol in many patients,6 insulin treat­
ment is frequently prescribed.

However, patients often resist the 
use of insulin because its adminis­
tration requires syringes and needles, 
items which patients think belong in 
the professional’s realm. Physicians 
and patients may tend to consider the 
injection procedure difficult and the 
regulation of dosage complex and 
troublesome. When the physician de­
cides that insulin is the treatment of 
choice, he/she can easily introduce 
insulin injection in the outpatient set­
ting using the principles and proce­
dures outlined in this teaching guide 
and be confident that the patient is 
knowledgeable enough to self-inject 
correctly with insulin at home.

Advantages of the Outpatient Setting

There are advantages to introducing 
the administration of insulin in the 
outpatient setting. Since hospitaliza­
tion implies a catastrophic situation to 
many persons, for the patient who is 
not severely compromised metabolic­
ally hospitalization for the intro­
duction of taking insulin may exag­
gerate the patient’s perception of 
diabetes and the complexities of in­
sulin injection. A distorted picture 
may be projected concerning the use 
of this medicine in the patient’s life­
style. Other disadvantages to hospi­
talizing the person who is beginning to 
use insulin include the following.
1. Abnormal diet: In the hospital a 
special and unfamiliar diet is provided 
which may not be followed at home.
2. Reduced exercise: In the hospital, 
normal activity is usually decreased 
and may result in differences in effec­
tiveness of a given dosage of insulin 
from that obtained at home and under 
normal work settings.
3. Excessive cost: In the hospital, 
costs in both time and money are high 
and may affect the patient’s attitudes
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toward the treatment and toward his/ 
her diabetes.
4. Difficulty in knowledge transfer: In 
the hospital setting, the patient may 
be upset by the costs being incurred, 
by the close association with patients 
much more seriously ill, and by the 
hospital routine, such that he/she is 
often unable to fully absorb the teach­
ing of unfamiliar new information.

In contrast, outpatient introduction 
to insulin use is far less expensive and 
can help the person integrate the

medication he/she needs into a per­
sonal life-style. The health-care pro­
viders who will be following the per­
son as an outpatient can introduce 
consistent methods of diabetes self­
management early in the patient’s 
care. Except in a few unusual circum­
stances, the person who is not severely 
compromised metabolically can begin 
using insulin as an outpatient. Most 
patients can be taught by an office 
nurse using the following teaching plan 
to ensure coverage of the knowledge

needed for the first week of insulin 
treatment at home.

Teaching Plan

The essential minimal educational 
requirement for the patient in the first 
hour’s lesson includes six major goals

1. The patient will inject the pre­
scribed dose of insulin using sterile 
technique. He will take the insulin at 
the assigned time.

2. The patient will recognize hypo­
glycemia. He will avoid hypoglycemia 
by proper eating habits and will carry 
some form of sugar at all times and 
ingest it when necessary to treat even 
slight symptoms. He will wear a dia­
betes ID bracelet or necklace and have 
an up-to-date ID card on his person.

3. The patient will eat at regular 
intervals. He will not skip meals nor 
consume concentrated sweets.

4. The patient will test a second 
voided urine specimen regularly, using 
proper technique, paying special atten­
tion to timing. An accurate record will 
be kept and brought to clinic.

5. The patient will rotate the sites 
of insulin injection.

6. The patient will call the appro­
priate health-care provider whenever 
questions arise.

It is important that the patient’s 
understanding of each of these goals or 
desired behaviors be evaluated by the 
teacher. In this way both patient and 
health-care team gain confidence that 
the patient will be able to use insulin 
properly.

Each of these goals is outlined 
separately here in tabular form. The 
goal is the Desired Behavior. The 
specific knowledge the patient must 
acquire to achieve the desired goal is in 
the column labeled Content. The 
column labeled Method includes ways 
to convey this knowledge to the pa­
tient. The accompanying illustrations 
are used to facilitate the teaching.

When a person knows he is to begin 
insulin therapy he may be very appre­
hensive worrying about self-injection. 
He absorbs little else of what is said by 
the teacher. Therefore, the first part of 
the teaching session is spent in getting 
the patient to inject himself as soon as 
possible, using normal saline solution 
for this self-demonstration.

Many patients coming to clinic to 
be instructed on insulin injection tech­
niques may have already tried to regu­
late their disease by diet. A re-
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Goal 1: The pa tie n t w ill  in ject the prescribed dose o f insulin at the assigned tim e and using sterile technique.

Desired Behavior C ontent M ethod

Draws up the prescribed 
dose accurately.

Uses sterile te ch n iq ue .

Self-injects at the assigned 
time into the subcutaneo us 
space.

U sing s te rile  n o rm a l sa line s o lu tio n  instead o f  in s u lin , have th e  
p a t ie n t p e rfo rm  th e  fo llo w in g  steps: (h o ld  a syringe  y o u rs e lf and 
illu s tra te  a c tio n s).

H and le  a used syringe  to  get an idea o f  th e  sm all needle size, th e  
feel o f  th e  p lu n ge r, barre l, h u b  o f  needle.

Nam e th e  parts : b a rre l, p lu n g e r, hub  o f  needle.

S ta te  th a t needle and b o d y  o f  p lu n ge r m u s t n o t be to u ch e d .

C heck fo r  tigh tne ss  o f  needle.

P inch up sk in , discuss p ic tu re  o f  subcu taneous space and th e  
p ro p e r p la ce m en t o f  th e  needle in to  th is  space (F igu res 1 and 2).

Wash hands.

Assem ble needed m ate ria ls : s te rile  syringe , a lco h o l p ledge t, 
" in s u l in "  (s te rile  n o rm a l sa line). A  sm all tra y  w ith  supp lies fo r  
teach ing  purposes is co n ve n ie n t.

Select and w ip e  in je c tio n  site  w ith  an a lco h o l p le d ge t (F ig u re  7 ).

R o ll saline b o tt le  g e n tly  as th o u g h  i t  w ere  in su lin .

W ipe to p  o f  sa line b o t t le  w ith  a lco h o l p ledget.

R em ove s te rile  syringe  fro m  w ra p p e r, rem ove needle cover and 
check fo r  needle tigh tness.

M easure dose as a ir is p u lle d  in to  syringe . (T h is  also ensures 
p a te ncy  o f  needle.) Push needle th ro u g h  m id d le  o f ru b b e r to p  and 
in je c t a ir in to  b o tt le  to  avoid  fo rm a tio n  o f  a vacuum  in th e  b o tt le .

T u rn  b o tt le  and syringe  upside d o w n .

D raw  liq u id  in to  syringe  b eyo n d  dosage m a rk .

Push p lu n ge r s lo w ly  to  re tu rn  liq u id  to  v ia l (w ets and lu b rica te s  
ba rre l, rem oves a ir  bubb les).

M easure p rescribed  dose, p u llin g  s lo w ly  to  avoid  a ir bubb les. 

R em ove any a ir bubb les b y  g e n tly  ta p p in g  syringe.

R em ove needle fro m  b o ttle .

P inch up sk in  w ith  th u m b  and fo re fin g e r (F igu re  1).

L o o k  a t F igure  1, p ro p e r angle.

Feel fo r  s o ft spot.

L o o k  a t F igu re  2, p ro p e r subcutaneous space.

H old  syringe  like  a pen c il o r  a d a rt.

Put needle in to  s o ft sp o t a t 90-degree angle.

Push fu ll leng th  o f needle th ro u g h  sk in  q u ic k ly .

Release p in ch .

W ith d ra w  on p lu n ge r to  check fo r  b lo o d  re tu rn . S h o u ld  th e re  be 
any b lo o d , w ith d ra w  th e  needle, p u t pressure on th e  p u n c tu re  site, 
d iscard th e  prepared in je c tio n  and begin again w ith  a new  syringe.

In je c t saline s lo w ly .

R em ove needle s tra ig h t o u t.

Do n o t ru b .

Teacher: W rite  d o w n  p rescribed  dosage and assigned tim e  to  ta ke  
in su lin  in spaces on  a ta ke -h om e  page.

S te rile  subcu taneous 
in je c tio n  te ch n iq u e .

H o w  to  m easure e x a c t dose.

H o w  to  p in ch  up sk in .
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Goal 2: The pa tient w ill recognize hypoglycem ia and w ill avoid i t  by proper eating habits. Some fo rm  o f sugar w ill be carried at all 
tim es by  the pa tie n t and ingested to  tre a t even slight sym ptom s; an up-to-date ID  card w ill be carried at all tim es; and a diabetes ID

bracelet or necklace w ill be w orn at all tim es by the pa tient.

Desired Behavior C ontent M ethod

R ecognizes s y m p to m s  o f  h y p o g lyce m ia  
and responds im m e d ia te ly  w ith  a p ro p e r 
source o f  g lucose.

H o w  to  recogn ize  h yp o g lyce m ia .

S y m p to m s  re la ted  to  decreased cerebra l 
fu n c t io n : unusual b eh a v io r, in a b il i ty  to  
m ake decis ions, fa tig u e , so m no len ce , and 
s lu rred  speech.

S h o w  a d iag ram  such as F igu re  3 as 
s y m p to m s  are discussed.

S y m p to m s  re la ted  to  increased 
ca te ch o lam ine s: p a lp ita tio n s , 
tre m u lo u sne ss, nervousness, sw eating.

W hen to  e xp e c t a c tio n  fro m  in su lin  —  
NPH o r Lente.

Discuss onset, peak, and d u ra tio n  of 
in su lin  a c tio n  using F igu re  4  as a guide.

Onset: sta rts  o n e -h a lf to  one h o u r a fte r 
in su lin  is take n .

Peak: P o in t w he n  a c tio n  is th e  s trongest: 
s ix  to  e ig h t h ours  a fte r  in je c tio n .

D ura tion : H o w  long  a c tio n  lasts: 12 to  
18 hours.

A vo id s  h y p o g lyce m ia . H o w  to  schedule  exercise.

A n  e x p la n a tio n  th a t m uscle  ce lls  th a t 
are exercised use up glucose and can add 
to  th e  e ffe c t o f in su lin  in lo w e rin g  b lo o d  
sugar.

S how  F igu re  5.

Discuss b lo o d  sugar lo w e rin g  e ffec t of 
exercise using th is  fig u re  to  show how 
exercise relates to  th e  e ffe c t o f meals 
and to  th e  e ffe c t o f  in su lin  on blood 
sugar.

H o w  to  avo id  h yp o g lyce m ia .

Plan ahead. Have glucose availab le  in 
b lo o d  stream  fro m  lo n g -ac tin g  sources 
(m ilk ,  crackers, cheese, p e a n u t b u tte r  
sa nd w ich , e tc ).

Have fa s t a c tin g  sources o f  glucose 
availab le  on person in case o f  em ergency 
need (app le, sugar cubes, ra isins, h o n e y , 
ca n d y).

S how  p ic tu re s  o r fo o d s  o f  each type: 
long  a c tin g  and fa s t ac tin g .

Have b o x  o f  ra is ins, m in ts , candy bars, 
sugar cubes w rap p e d  in a lu m in u m  foil, 
packe ts  o f  sugar fro m  restaurants as 
d e m o n s tra tio n s .

Wears d iabetes ID  b race le t o r necklace. 

C arries sugar on person a t all tim es.

Im p o rta n c e  o f  q u ic k  id e n tif ic a tio n  o f 
person on in su lin  th e ra p y .

Have sam ples and o rd e r b lanks fo r ID 
b race le t and necklace  available.

Carries u p -to -d a te  ID  card. G ive p a t ie n t b la n k  card to  f i l l  in 
im m e d ia te ly  and p u t in to  w a lle t or 
purse.
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Goal 3: The pa tie n t w ill eat at regular intervals and w ill n o t skip meals nor consume concentrated sweets.

Desired Behavior C ontent M ethod

Eats a p p ro x im a te ly  th e  same a m o u n t 
and co m po s itio n  o f  fo o d  a t regu lar 
intervals.

H ow  to  balance fo o d  in ta ke  and in su lin  
a c tio n .

R efer again to  F igu re  5 to  illu s tra te  
these p o in ts .

Will n o t skip  meals o r  snacks. C o n tin u o u s  a c tio n  o f  in je c te d  in su lin .

Need fo r  th re e  m eals and up to  th re e  
snacks per d ay  to  have glucose availab le .

Eats no co nce n tra te d  sweets in d ie t 
except to  tre a t h y p o g ly c e m ic  re ac tio n .

W h a t a co n ce n tra te d  sw eet is: cakes, 
co ok ie s , ice cream , h o n e y , ja m , je lly , 
p op  w ith  sugar, sugar.

Have p ic tu re s  o r p la s tic  sam ples o f 
co n ce n tra te d  sweets.

Goal 4: The pa tient w ill test a second voided urine specimen regularly using proper technique, especially exact tim ing . A n accurate
record w ill be ke p t and brought to  c lin ic .

Desired Behavior C ontent M ethod

Tests urine re gu larly . W h y  u rin e  te s tin g  is im p o r ta n t: The 
k id n e y  f i lte rs  th e  b lo o d . W hen th e  
b lo o d  sugar is h ig h , sugar sp ills  in to  th e  
U rine; th e re fo re  u r in a ry  glucose is 
u sua lly  a re fle c tio n  o f  b lo o d  sugar level. 
W hen th e  u rin e  is negative  fo r  g lucose, 
th is  a b i l i ty  to  m o n ito r  b lo o d  sugar level 
is lo s t and th e re  is no  assurance th a t th e  
level is n o t b o rd e rin g  on  h yp o g lyce m ia .

Use F igu re  6, renal dam  il lu s tra tio n , to  
d e p ic t h o w  te s tin g  u rin e  fo r  g lucose 
m ay p ro v id e  an es tim a te  o f  b lo o d  sugar 
level, and h ow  no in fo rm a tio n  is 
o b ta in e d  i f  th e  u rin e  is negative fo r  
glucose.

Ask p a t ie n t to  phone  i f  u r in e  tests 
becom e a ll negative.

Tests second vo ided  specim en as 
instructed.

E xp la in  te c h n iq u e  o f  second v o id in g :

V o id  and d iscard  f i r s t  u rin e . 30-45  
m in u te s  la te r vo id  again and te s t th is  
specim en.

P resent a w r it te n  e x p la n a tio n  page.

U rin e  th a t has co lle c te d  in th e  b la d de r 
since th e  last t im e  th e  p a t ie n t vo ided  is 
a re fle c tio n  o f h is /h e r b lo o d  sugar over 
th is  w h o le  tim e .

A  tru e  p ic tu re  o f  th e  b o d y 's  fu n c tio n  a t 
th e  t im e  o f th e  te s t can be b e tte r 
o b ta in e d  i f  a s e c o n d  vo ided  specim en is 
used.

Follows d ire c tion s  o f  sp ec ific  te s t, 
especially tim in g .

Im p o rta n c e  o f  te s tin g  u rin e  p ro p e r ly . S how  exam ples o f  va rious tests. 

D e m o n s tra te  t im in g .

Indicates on record w h ic h  te s t is being 
used. Uses sweep second hand on  c lo ck  
or w rist watch.

Use d ex tro se  s o lu tio n  and te s t t im in g  
p rec ise ly .

Tests regularly. P re fe rab le  tim e s  to  te s t: be fo re  
b rea k fas t, b e fo re  lu n ch , b e fo re  d in n e r, 
a t b e d tim e .

Present c o p y  o f  c o n tro l record  yo u  
p re fe r p a tie n ts  to  use.

Records test results a ccu ra te ly  on 
urine test sheet.

Im p o rta n ce  o f  im m e d ia te  re co rd in g  to  
save data .

Suggest ta p in g  record  and pen c il on 
b a th ro o m  cu p b o a rd  d o o r.

Suggest p o rta b le  log fo r  a w a y -f rom -ho m e  
tests to  be tra n s fe rre d  to  m ain  log.

Brings record to  c lin ic . Im p o rta n c e  o f  c o m m u n ic a tin g  te s t 
results to  d o c to r.

S how  record  w ith  te s t results f i l le d  in.
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Goal 5: The pa tie n t w ill ro ta te  the sites o f insulin in jection.

Desired Behavior C ontent M ethod

R otates sites o f in su lin  in je c tio n  
sy s te m a tic a lly .

Im p o rta n c e  o f  ro ta tin g  sites: Repeat 
in je c tio n s  in same s p o t m ay re su lt in 
e rra tic  a b s o rp tio n  rates.

S h o w  p ic tu re s  o f  ava ilab le  areas 
(F ig u re  7 ). Have p a t ie n t p ic k  up skin in 
each area and p o in t  to  in je c tio n  spot.

Suggestions fo r  sys te m a tic  ro ta tio n . 

W h a t areas are available?

S e lf- in je c tio n  sites: th ig h s , abd o m e n. 

H e lp er in je c t io n  sites: arm s, b u tto c k s .

G ive  c h a rt w ith  i l lu s tra t io n  o f how to 
space in je c tio n s .

Spacing: one inch  aw ay fro m  th e  
p re v io u s  in je c tio n  site u n t il one area has 
been u tiliz e d .

Before pa tie n t leaves th is  session have him  independently select a site and in jec t saline again.

Goal 6: The pa tien t w ill call the appropriate health-care provider whenever questions arise.

Desired Behavior C ontent M ethod

Does n o t hesita te  
h ea lth -care  team

to  p h o n e  th e  
m em ber.

Assure th a t s ta ff  re a lly  cares.

E ncourage a su p p o rtiv e  and in te ra c tive  
re la tio n sh ip .

Have card ready w ith  pho n e  number of 
c lin ic , d o c to r , nurse, teacher, emergency 
care.

R e tu rn s  to  c lin ic in one w eek. R em ind  to  b rin g  u rin e  te s t sheet. G ive w r it te n  a p p o in tm e n t. Give summary 
page o f  w h a t was ta u g h t fo r  reference 
a t hom e.

I f  possib le  te le p h o n e  p a t ie n t w ith in  the 
n e x t w ee k , p re fe ra b ly  a ro u n d  insulin 
peak tim e .
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Breakfast Lunch Dinner
Figure 5. Blood Sugar Response to  Meals (shaded area), Combined w ith  the Course of 
NPH or Lente Insulin Action (solid line). Adapted from Travis LB: An Instructional 
Aid on Juvenile Diabetes Mellitus, ed 3. Galveston, Tex, University of Texas Medical 
Branch, 1973.

J__L

J__ L

9-
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Figure 6. Pictorial Aid for Explaining How Urine Testing Can Provide Information 
About Blood Sugar Level. Adapted from  Travis LB: An Instructional Aid on Juvenile 

-Diabetes Mellitus. ed 3. Galveston, Tex, University of Texas Medical Branch, 1973.____

emphasis on regularity of meals in 
relationship to the injected insulin’s 
action is the major concept to present. 
The dietician can help plan and rein­
force this point. Weight reduction may 
also be needed as a therapeutic adjunct 
but at this first teaching session about 
insulin injection it is not emphasized.

A person on insulin, eating nutri­
tious foods four to six times during 
the day, exercising regularly, and re­
membering the action times of the 
insulin being taken, is free to include 
most activities in his/her life-style. The 
experience of hypoglycemia is usually 
completely avoidable if goals 2 and 3 
are understood and applied. When the 
person on insulin understands how the 
prescribed insulin acts and is alert to 
the symptoms of hypoglycemia — 
Goal 2 — he/she will be able to 
combine diet and exercise properly 
and prevent any hypoglycemic epi­
sodes. For example he/she will know 
that heavy exercise eight to ten hours 
after injection of neutral protein Hage- 
dorn (NPH) or Lente insulin, without 
a proper snack can result in hypo­
glycemia.

A person on insulin needs to under­
stand how helpful the accurate testing 
of his/her urine, and the consistent 
recording and reporting of results are 
to the management of his/her diabetes 
mellitus. The urine record is a reflec­
tion of blood sugar fluctuations. The 
patient needs to know that he/she 
plays an important role in providing 
information to assist the team of 
professionals managing the diabetes.

Even if the patient has previously 
been instructed in urine testing, each 
step of his/her method should be 
carefully reviewed when he/she starts 
on insulin, because often mistakes are 
overlooked, especially in timing.

The suggestions to use a portable 
rpethod for away-from-home tests are 
given because many persons otherwise 
would neglect testing when at school, 
on a shopping trip, or at work.

Avoidance of hypoglycemia is of 
utmost importance. The patient needs 
to know that his/her urine should not 
always be free of sugar but that it is 
desirable to obtain the occasional trace 
or 1+ reading as illustrated by the 
renal dam picture (Figure 6). He/she 
will learn that insulin needs vary, and 
that urine testing aids in adjusting 
insulin doses and also in judging ade­
quacy of control of blood sugar.

Although rotation of sites is often a
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Figure 7. Insulin Injection Sites. Adapted from  Instructions fo r the Diabetic Patient, ed 
9. The Mason Clinic, Seattle, 1969.

four are taught together, the relative 
time per patient is reduced. The staff 
must evaluate any mental or physical 
handicap which would alter the above 
teaching plan. Time commitment and 
personnel commitment are absolutely 
necessary to start patients on insulin in 
an outpatient setting. The method 
outlined in this paper takes minimal 
time and far surpasses hospitalization 
or handing the patient a prescription 
and a well-illustrated book. The person 
with diabetes can leave the office not 
only as a knowledgeable and capable 
partner in his/her own care but as one 
who also possesses assurances con­
cerning the administration of insulin. 
To reinforce what was taught, a 
printed brief summary of the injection 
technique; the ways to recognize, 
avoid, and treat hypoglycemia; some 
diet suggestions; major points about 
urine testing; rotation of sites; and 
maintaining communication is given to 
the patient at the end of the teaching 
session. The insulin dose and the emer­
gency phone numbers are on this page 
also.

This educational session is only a 
beginning of learning for the patient. 
Many reviews and new material will be 
added as he or she grows into a 
capable team member in the manage­
ment of his/her disease. More in-depth 
classes can be established for groups of 
patients. Private physicians can refer 
their patients to available community 
classes.

Acknow ledgem ents
T h is  w o rk  was su p p o rte d  in part by NIH 

G ra n t A M -1 7 0 4 7 , and P u b lic  Health Service 
H osp ita l G ra n t S E A  76-44.

T h e  a u th o rs  are g ra te fu l to  Dr. Luther 
T ra v is  and th e  V irg in ia  Mason C lin ic , and to 
E la ine  R os t fo r  assistance w ith  the illus­
tra tio n s .

References
1. S ta tis tic a l A b s tra c t o f |he United 

S tates 1975 , ed 96. US Departm ent of 
C om m erce , Bureau o f  Census, 1975

2. M e tro p o lita n  L ife  Insurance Com­
p an y : S ta tis tic a l B u ile t in  5 6 :3 , 1975

3. N a tio n a l C om m iss io n  on Diabetes: 
Long-range p lan  to  c o m b a t diabetes. Dia­
betes Forecast 28  (su pp l 1) 1975

4. G arc ia  M J: M o rb id ity  and mortality 
in  d ia b e tics  in th e  F ra m in g h am  population. 
S ix te e n -ye a r fo llo w -u p  s tu d y . Diabetes 
2 3 :1 0 5 , 1974

5. U n iv e rs ity  G ro u p  D iabetes Program. 
A  s tu d y  o f  th e  e ffe c ts  o f hypogiycermc 
agents on vascular c o m p lic a tio n s  in patients 
w ith  a d u lt-o n s e t d iabetes: P a rt II. Mortality 
results. D iabetes 19 (supp l 2 ) :7 8 9 , 1970

6. W illia m s  R H , P o rte  D Jr: The pam 
creas. In  W illia m s  RH (e d): Textbook  of 
E n d o c r in o lo g y , ed 5. Philadelphia, W8 
Saunders, 1974

neglected area of teaching, we consider 
it worth covering in the first teaching 
session to begin establishment of the 
proper habit. Persons often inject re­
peatedly into the same spot where 
they learned to inject their first shot. 
Rotation planning keeps the person 
from forgetting where he gave his last 
injection. Because of the patient’s 
apprehension concerning self-injection, 
it is best to present site rotation as a 
goal separate from the actual injection 
technique. This also emphasizes the 
importance of rotation of sites.

At this point in the teaching session 
the patient is given a fresh syringe and 
alcohol pledget and asked to give him 
or herself another injection of saline. 
This is the opportunity needed to 
cement the learning. By allowing the 
person to perform the whole injection 
with minimal correction and much

positive reinforcement, there will be 
more confidence the next morning at 
home alone. Any existing problem can 
be addressed at this time while in 
clinic. Suggest keeping the insulin to 
be used daily at room temperature, 
extra vials in refrigerator.

A telephone call to the patient 
reinforces the truth that the staff cares 
and is available to answer questions. 
This concern is helpful to the patient’s 
morale, and also encourages the pa­
tient to feel free to call if there are any 
problems in the future.

Discussion

This initial introduction to the use 
of insulin takes from 30 to 60 minutes 
depending upon the individual pa­
tient’s ability. If a group of three or
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