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Patient Introduction
M.F. was introduced to me when I performed his pre-prandial blood glucose check. He was not a patient in my direct care but was agreeable in allowing me to perform the blood glucose check. He was admitted into the hospital for complications of poorly managed blood sugar, as he had been diagnosed with Type II Diabetes the previous year and placed on oral anti-diabetic medications and lifestyle modifications. He is now in the transition from oral medication use to requiring injectable insulin to manage his disease. He is a 59-year-old, obese, Mexican-American male who admits to “not [being] able to turn down my wife’s Mexican cooking.” After speaking with his direct-care nurse, Helene, my instructor, Marti Essman, identified that M.F. was going to require diabetes management education and teaching on the self-administration of insulin prior to discharge that afternoon. The clinical instructor offered the teaching opportunity to me, which I gladly accepted. 
Patient Education
Prior to meeting with M.F., I reviewed Tri-City Hospital’s diabetes management booklets, so that my teaching could reflect the hospital’s suggestions. I made sure to highlight areas that were the most important for his particular situation. Helene and I both entered his room to do the teaching, as Helene needed to teach the insulin dosing and injection portion of the session. I observed this portion of the teaching, so that I could refer back to it at the conclusion of the education session. Helene engaged both the cognitive and psychomotor domains of learning during her part of the teaching. In Fundamentals of Learning, Perry, Potter, Stockert, & Hall (2017) states: “Learning occurs in three domains: cognitive (understanding), affective (attitudes), and psychomotor (motor skills). Health topics involve one or all domains or any combination of the three. You often work with patients who need to learn in each domain” (p. 338). 
My patient teaching strategy was to engage all three of the learning domains to ensure that M.F. would have a reason for “buy-in” and maintain compliance with his diabetic management this time around. Potter et al. (2017) also states, “Motivation underlies a person’s desire or willingness to learn. Previous knowledge, experience, attitudes, and sociocultural factors all influence a person’s motivation” (p. 339). After Helene had finished, I set out to do my portion of the teaching. I reinforced the fact that M.F. would now be dependent on two types of insulin (basal and prandial) and what that means to him. According to the paper, “Type 2 Diabetes Mellitus: Outpatient Insulin Management” (Howard-Thompson, Khan, Jones, & George, 2018), “Use of basal or bolus insulin [is used] to help improve glucose control in patients with partial beta cell failure…when the blood glucose level is above predefined targets, short-acting insulin may be added to the bolus dose or given separately between meals.” I focused this portion of the teaching on the proper management of blood glucose by measuring his blood sugars with a glucometer each day at the recommended times; engaging in nutritional modifications that would control blood glucose levels, like carbohydrate management; and incorporating exercise as a lifestyle modification that would help reduce blood glucose levels. It was imperative that M.F. understand both the benefits of glycemic control on the positive impact healthy lifestyle changes could have on his health, and, conversely, the risks of continuing to ignore the need for incorporation of these modifications on how they could impact his morbidity or even mortality. According to Ignatavicius and Workman in Medical Surgical Nursing: Patient Centered Collaborative Care (2018), “The complications of DM can be greatly reduced with glycemic control along with management of hypertension and hyperlipidemia” (p. 1280). By this time, in speaking with M.F. and gleaning cues from his comments, I realized that his compliance would best be achieved by gearing my teaching toward his affective domain while providing information to his cognitive domain. The “buy-in” came by vehicle of affective learning because M.F. seemed to truly be concerned about the possible adverse effects mismanagement of diabetes could have on his body, especially because he was already beginning to experience some of the untoward effects.
 In order to make sure that M.F. was not distracted during his teaching session, I did the teaching after he had eaten his lunch. I ensured that he was not too tired to receive the information, and that the temperature in the room was comfortable. I understood the need for this, as it was mentioned by Potter et al. (2017) “The ideal environment for learning is well lit and has good ventilation, appropriate furniture, and a comfortable temperature,” (p. 342). I also opened the blinds so that natural light was plentiful and made sure that M.F. was comfortable during the teaching session. 
	Since M.F. was not a new diabetic, I asked him to “teach me” what he already knew about diabetes management. He proceeded to tell me about exercise and nutritional regulation of blood glucose but could not identify specifics of “how much” of either was appropriate, nor could he identify signs nor symptoms of hyper- or hypoglycemia, and when it was necessary to seek help from a medical professional. I used the before mentioned highlighted pages from the hospital teaching brochure as an education guide to explain the basic principles of glycemic management, occasionally jotting down important information he needed to remember. 	
	I then evaluated if M.F. had captured the information by doing a return teaching session. Per Potter et al., “Engage patients in the evaluation process to determine if they have learned essential material. It is also important to determine if patients believe that they have the information necessary to continue self-care activities within the home” (p. 351). I asked M.F. to “teach back” the information I had taught him and to write down the steps of his insulin injection process taught to him by Helene. With the insulin injection process, I identified that he had forgotten about half of what Helene had taught him just 15 minutes prior. Making him write the medication draw and injection steps down not only engrained the process into his memory a bit better by engaging his psychomotor domain of learning, but it also gave him a reference sheet for home use. This method also helped to increase his self-efficacy which Potter et al. mention that  “When people believe that they are able to execute a particular behavior, they are more likely to perform the behavior consistently and correctly” (p. 340). As for reinforcing the teaching that I performed, he was able to identify that he should visit the optometrist at least once yearly to examine his eyes for signs and symptoms of retinopathy, see his general practitioner at least yearly to have labs drawn to test kidney function, and to inspect his feet daily with a mirror to identify if sores might be coming on due to the fact that he is already experiencing signs and symptoms of neuropathy. At this point, M.F. asked me to look at his feet because he had some issues “brewing.” I took off his socks, we both took a look at his feet, and I used his phone camera on selfie-mode to show him how to inspect his feet with a mirror. However, I suggested he use a long-handled mirror instead of his phone in order to better reach his feet when at home. As per Ignativicius and Workman (2018), “Sensory neuropathy may cause pain, tingling, or burning. More often it produces numbness and reduced sensory perception. Without sensation, the patient does not notice injuries and loss of tissue integrity in the foot and does not treat them” (p. 1305). He admitted to having tingling sensations on his toes on the right foot and cracks in between his toes. I drew his attention the ADA statement regarding foot care and amputation, “People with diabetes are far more likely to have a foot or leg amputated than other people” (2018). Since he was displaying these signs already, I advised M.F. to speak to his health care practitioner immediately about these issues. Coincidentally, his physician was standing outside the door listening in on my education session and entered the room to make it known that he had overheard the conversation. The physician allowed me to continue going over the basic “dos and don’ts” with regards to foot care as suggested in the handout booklet.
It was clear to me that M.F. was not compliant in previous attempts at managing his diabetes. He admitted he previously lacked motivation to take proper care of his disease, or that he did not have a relatable reason to engage in its proper management. M.F. also stated that he lacked support from his family to change his habits because food “is such an important part of my family culture.” Nonetheless, as his symptoms have progressed and the adverse effects of neglect of his condition have manifested, he has found new motivation to start applying previous and new knowledge to his own self-care. Examples of this new attitude include statements made by M.F. such as, “I will reduce the portions of my wife’s Mexican cooking or try to make modifications.” Or, “I will make it a point to take a walk every other day for at least 30-minutes.” Additionally, he reported that he had, in the past, carried Hershey’s Kisses in his wife’s purse for management of a possible hypoglycemic event. This strategy would backfire, as he would “just eat them,” leading to further hyperglycemia. As per Marti Essman’s in-class lecture review for Class 3, Diabetes Management, she suggests carrying tubes of gel cake icing for the management of hypoglycemia because they contain the proper simple-sugar content to manage a hypoglycemic event, are easily portable, and they are not a food item that the client would be tempted to eat. I made this suggestion to M.F. and he loved the idea of carrying a sugar source that “would not be a food temptation.” These statements convinced me that he was beginning to embrace positive alternatives in his diabetes management. Now that he had found new motivation, or the “buy-in,” for why a strict management on his diabetes would be important, M.F. was ready to move forward by finding a diabetic support group in his area and working in conjunction with his healthcare team to reign in his diabetic care. I suggested his wife attend the support group with him to enhance his success. By learning to dispel cultural myths about the management of diabetes she would help him overcome the cultural barriers to his success. “Culture is such an integral part of promoting good health because without awareness and acceptance of the cultural beliefs of the client, interventions may be superficial and unsuccessful,” Piven and Duran quoted in the case study, Reduction of Non-adherent Behaviour in a Mexican‐American Adolescent with Type 2 Diabetes (2014). M.F. found encouragement in the fact that he had found management strategies that would lead to his success without being deprived.
 I concluded my twenty-minute teaching with M.F. and thanked him for the opportunity to provide him this information. I turned him over to his physician and gave report to Helene with regards to the information I had given
The Nursing Process
Using the Assessment, Diagnosis, Planning, Implementation, Evaluation (ADPIE) model of the nursing process, I assessed that M.F. was concerned about the possibility of losing his feet to complications of diabetic peripheral neuropathy. 
The purpose of the nursing process is to diagnose and treat human responses (e.g., patient symptoms, need for knowledge) to actual or potential health problems. Use of the process allows nurses to help patients meet agreed-on outcomes for better health (Potter et al. 
2017, p. 225). 
M.F.’s motivation to change his lifestyle by incorporating healthier food choices and exercising stemmed from his “human response” of fear to the possibility of losing his feet to amputation. This concern was even more pertinent to him than the fact that diabetes complications of the cardiovascular system could also take his life. As mentioned by Potter et al. (2017): 
Appropriate encouragement and positive feedback are important in fostering hope and self-confidence and for helping people achieve their potential and reach their goals. You give hope by commenting on the positive aspects of the other person’s behavior, performance, or response” (p. 328). 
Therefore, I praised him for his decision to take control of his diabetes management to not only save his feet but also his life. 
The second step in the ADPIE process for M.F.’s continued care was to select a proper nursing diagnosis as a means for constructing an effective care plan. The nursing diagnosis I felt was most appropriate for his situation was Readiness for Enhanced Health Management. In Nursing Diagnosis Handbook: An Evidence Based Guide, Ackley, Ladwig, & Flynn-Makic (2017) define this nursing diagnosis as “A pattern of regulating and integrating into daily living a therapeutic regimen for treatment of illness and its sequelae, which can be strengthened.” (p. 451). The defining characteristic that was most applicable in selecting this nursing diagnosis according to Ackley et al. was, “Expresses desire to enhance choices of daily living for meeting goals” (p.451). M.F.’s statements about being willing to exercise more, not eating as much of his wife’s cooking, avoiding the temptation of Hershey’s Kisses, and, most importantly, his motivation to save his feet, led me to selecting this nursing diagnosis.
 	This nursing diagnosis would allow me to set goals for M.F. that he could easily carry out to increase his health. The goals focused on M.F.’s understanding of the steps he must take to incorporate daily lifestyle changes and the choices to best meet his desired goals related to his diabetes management. I recognized that I needed to ensure that the goals were SMART, an acronym that stands for specific, measurable, attainable, realistic, and time-framed: which are measurements of the outcome of said goals. As stated by Ackley et al. (2017), “For a successful plan of care, measurable goals and outcomes, including nursing interventions, must be identified… The SMART acronym is used in business, education, and health care settings. This method assists the nurse in identifying patient outcomes more effectively” (p. 8). Since my goals for M.F. were that he understand the importance of his diabetic management by purposefully initiating dietary, exercise, and self-care lifestyle modifications, the SMART measurements allowed for me to verbally check his understanding of the teaching and empower him to gradually implement these changes. The outcomes and subsequent interventions reflected the most important of the identified needs and are discussed individually as follows.
For his first outcome, M.F. is to understand the need to decrease his simple sugar intake and increase more whole or complex carbohydrates. According to Ignativicius et al. (2018), “Carbohydrate intake avoids nutrient deficient sources and focuses on sources from vegetables, fruits, whole grains, legumes, and dairy products. Adults with diabetes are recommended to consume at least 25 g of fiber daily” (p. 1299). This intervention can be implemented at his next meal and continued for each subsequent meal from here on out. My rationale for this intervention comes from the meta-analysis by Abdulah, Hassan, Saadic, & Mohammed, “Impacts of Self-Management Education on Glycaemic Control in Patients With Type 2 Diabetes Mellitus”:
It has been confirmed that healthy eating lifestyle is positively linked to particular food habits such as lowering foods with a high sugar and high-fat and raising the portion or large amounts of vegetables and fruit and limiting specific carbohydrates (2018).
As measurement of his understanding, I asked M.F. to tell me what types of food substitutions he could incorporate in order to meaningfully change his diet. His response that he would incorporate more fruits and vegetables in his diet, and that he would “entertain the thought of switching from flour tortillas to whole wheat” and from “white or Spanish rice to brown rice” indicated to me that the outcome was effective in that he understood some key dietary changes he should make.
The second outcome I identified for M.F. was for him to understand the need to reduce his weight based on JPH Wilding’s findings in “The Importance of Weight Management in Type 2 Diabetes Mellitus,” “… additional weight loss was associated with a significant reduction of glycosylated haemoglobin (HbA1c) levels and improvement in several other cardiovascular risk factors…” (2014). The intervention would be for M.F. to monitor his weight on a daily or weekly basis with the rationale coming from the Centers for Disease Control (CDC) on their website www.cdc.gov. “...evidence shows that people who lose weight gradually and steadily (about 1 to 2 pounds per week) are more successful at keeping weight off. Healthy weight loss isn't just about a ‘diet’ or ‘program’” (2018). A measurement of this outcome would be that M.F. agreed to start daily or weekly weight checks that night or the following morning with the understanding that continuing to weigh himself in order to track his weight loss would be beneficial to his progress. This outcome was partially ineffective due to the fact that I would not be able to witness if this measure would come to fruition, even though he verbalized commitment to it. 
Yet another outcome would be for M.F. to understand the need to engage in safe low-impact aerobic activities of his choosing. In order to begin an exercise regime, he would need to first discuss this plan with his doctor to safely implement this lifestyle change. His diabetes does carry risks when exercising and understanding the management of these risks will allow M.F. to do moderate exercise without untoward effects. His first intervention within this outcome would be that he would need to recognize the signs of when not to engage in exercise especially in cases of hypoglycemia. Ignativicius et al. (2018) provides the rationale: 
Exercise often causes blood glucose levels to fall in a patient with DM. Prolonged exercise increases muscle glucose uptake for several hours after exercise. Teach the patient about blood glucose monitoring and carbohydrate consumption before and during exercise. Also teach him or her to exercise at times when insulin activity is not peaking (p. 1311). 
Therefore, if blood glucose levels drop below 70 mg/dl on the glucometer, M.F. agreed to not engage in exercise at that time, additionally, he would follow the 15-15 rule for management of hypoglycemia. According to the ADA the 15-15 rule is “…have 15 grams of carbohydrate to raise your blood glucose and check it after 15 minutes. If it’s still below 70 mg/dL, have another serving” (2019). This intervention was successful because he stated that he would not engage in exercise during an episode of hypoglycemia. With these considerations in mind, however, the recommended exercise intervention, and second intervention within this outcome, would be for M.F. to engage in at least 150-minutes of aerobic exercise per week without going more than two days in a row without exercising. Balance and strengthening exercise should also be incorporated into the routine. My rationale for making this intervention recommendation came from the ADA website statement, “Experts recommend that people age 18–64 engage in moderate or vigorous aerobic activity for at least 150 minutes per week.  They should also include 2 strength-training sessions, such as lifting weights or kettlebells, or doing yoga” (2018). M.F.’s statement of, “I will try to walk for thirty minutes every other day,” indicated that he understood this teaching point, however, this outcome would depend upon follow up with his healthcare practitioner. For this reason, this outcome proved to be ineffective, at this time.
And, finally, the last outcome would be for M.F. to understand that he must engage in daily diabetic foot care with interventions to prevent and assess for Loss of Peripheral Sensation (LOPS) or Peripheral Artery Disease (PAD). These interventions include daily foot assessments, rotation of his shoes every two days, checking his feet, especially, between the toes for sores, using non-binding socks, and not going barefoot, even when indoors, . And, as stated by the ADA the rationale for this intervention is:
Patients at risk should understand the implications of foot deformities, LOPS, and PAD; the proper care of the foot, including nail and skin care; and the importance of foot monitoring on a daily basis. Patients with LOPS should be educated on ways to substitute other sensory modalities (palpation or visual inspection using an unbreakable mirror) for surveillance of early foot problems (2017). 
M.F. verbalized understanding and stated that he would perform thorough foot care each day. He also asked his physician for a referral to a podiatrist. Since M.F.’s doctor listened in on this teaching and proposed measures to carry out this outcome, I feel it was effective.
As stated previously, the teaching tools I gave M.F. were the two Diabetes Management handout booklets (for both type 1 and type 2 diabetes) provided by Tri-City Hospital, as suggested in Perry et al. (2017) “Use handouts, pictures, and models to reinforce your teaching” (p. 111). Both booklets heavily relied on ADA recommendations and provided the ADA’s website as a resource. He would be able to take those booklets home to reference his goals and help implement his new lifestyle changes. Aside from reiterating what I had taught him, stating what modifications he would make, and verbalizing that he understood each teaching, it would prove difficult to further implement or evaluate the expected outcomes of my teaching because M.F. was not in my care and was discharging home soon. The full implementation of this care plan would need to be carried out further by his outpatient healthcare team and M.F., himself. 
[bookmark: _GoBack]Conclusion
In conclusion, M.F. and I had an earnest teaching session in which he understood that his diabetes needed tighter management and that control of his blood sugar was imperative to his overall health. It scared him into action yet also empowered him to “love himself more than the food,” as he stated. Had he not received this valuable information, perhaps M.F. would continue to ignore signs and symptoms of his health deterioration until it would be too late. This proves the importance of patient education as a tool that can positively influence a patient’s ability to make informed choices in their own health management.
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