
Dear Chairwoman Harhart, Chairman Readshaw and members of the Pennsylvania House 
Professional Licensure Committee: 

Statistics and economic burden aside, I would like to share how uncontrolled diabetes 
impacts lives and therefore, communities. 

My name is Lisa Laird, RN, BSN, CDE. I serve as the Inpatient Diabetes Care Coordinator of 
a 320 bed teaching hospital just outside Philadelphia, the Lankenau Medical Center in 
Wynnewood. Our population of patients consists of every walk of life, social and economic. 

A 45 year-old Latino divorcee arrived in the emergency department with very high blood 
pressure and uncontrolled diabetes. She has three disabled children receiving assistance but 
she wanted to model a good work ethic and helps in the cafeteria at their local elementary 
school. She stays for unpaid additional hours because her help is needed after school; she 
earned $11,000/year tipping her over allowed income to receive medical assistance and lost 
her insurance. She never had education regarding her diabetes. She went without her blood 
pressure and diabetes medications. I taught her insulin use as her lack of controlled numbers 
required. Before she could make her follow-up appointment the next Tuesday, she suffered a 
stoke and was readmitted. Today she has right sided weakness and slightly impaired speech. 
Sadly, she could have had all her medications with access and knowledge from the $4 lists 
from various retail pharmacies prior to this incident. With education and support, she may 
have reduced her need for those medications or at least gained control of her blood pressure 
and blood sugar. She has since been readmitted once. Her children help her daily with her 
care. They are school aged and without a father in the household. 

Repeatedly I have admissions of uncontrolled diabetes where patients have never received 
education. They have no insight to their disease process or how their daily decisions impact 
their health and quality of life. Occasionally, I see a patient adherent to their care: 

Mr. C., 78, a veteran, was recently admitted with severe hypoglycemia. His family heard him 
fall down during the night, blood sugar read 28, and they called 911. Emergency services 
administered 2 ampules of DSO getting the blood sugar to 200mg/dL. By the time they 
reached the emergency room at Lankenau his sugar was SOmg/dL again. Through careful 
detective work with the patient the following day, I was able to ascertain what happened. A 
well intentioned tech in a city hospital emergency room handed our patient four tuberculin 
syringes instead of four insulin syringes to "tie him over" since he hadn't realized he had run 
out until he arrived home after discharge from a hospital that day. Barriers to care included 
insufficient and incomplete cataract surgery impairing vision in one eye. I checked his ability 
to draw the correct amount of insulin through teach-back and he performed it perfectly. The 
patient was perplexed why those syringes required he take two injections to get 16 units of 
insulin. These are NOT insulin syringes but have measurements in milliliters, not units. The 
patient took 80 units of long acting insulin twice, instead of 16 units. Being the adherent man 
he is, mastering diabetes for over 12 years, he also took his 6 units of rapid acting meal time 
insulin with his late dinner, which was another 60 units. Thankfully, this 220 units of insulin 
did not kill him or cause permanent damage. When he awoke low at SOmg/dL, he treated 
with four glucose tablets and returned to sleep. Low blood sugar struck him again in his 
sleep; his family heard him fall on the floor or he likely would have died. He was so grateful 
I figured out what happened because he said he was going to go home and never take insulin 



again, that it "was poisonous to him". Now, to outlive a war and suffer at the hands of well 
intentioned ignorant healthcare, that is without comment. 

And why is it when a patient's mother, father, brother, sister all have diabetes, they think they 
are the one to get away without it? They didn't. Ironically, our human behavior which gives 
us fight or flight in emergent situations also gives us housing in the garage of denial when we 
think something may be required of us that we may not be capable of doing. 

I just took care of a 45 year old newly diagnosed healthcare professional who had Gestational 
diabetes (in two of three of her pregnancies) and whose mother was in the room who also had 
type 2 diabetes. The patient knew she was at risk, but thought she was in the clear because 
her last pregnancy did not require diabetes medication. She was obese, severely hypertensive 
with retinal bleeding found upon a routine eye exam. Her waist circumference was greater 
than 35, she did not exercise outside her work because she was very busy as a radiology 
technician and on her feet 40 hours a week. Her father was sure she required a "special diet" 
and her mother stated they learned more from me than she had in 15 years of living with 
diabetes. Correcting misinformation, like 'don't eat anything white', is a large part of our 
work in diabetes education. But you can see here that teaching insulin administration and 
food intake, which need to balance one another while also accounting for activity, crosses 
lines in healthcare disciplines (medication, skills, nutrition, physical activity - they can't be 
separated). 

I also had a respiratory therapist with type 1 diabetes, an autoimmune disease where the 
patient makes no insulin. She became ill with a stomach virus and did not know sick day 
protocol. She had not attended classes since training for her insulin pump four years ago. See, 
with illness and high blood sugars the ability to think clearly and follow established processes 
becomes diminished. Although young in her profession, she is licensed, recognizes and treats 
respiratory acidosis; she did not recognize it in herself and landed in the ICU. 

As I review my last set of patients I feel I could tell you each of their stories. I will end with a 
28-year old in the Intensive Care Unit awaiting my arrival. He had high blood pressure, 
newly diagnosed diabetes and had suffered a heart attack which earned him two stents. He 
was sitting in the chair nervous but eager to learn what needed to be done. His first question 
to me was, "Am I the youngest you ever had with a heart attack?" Yes, he was. Robert was 
college educated, Caucasian, less than 20 pounds overweight. He managed a bar, worked late 
hours and long hours, and abused energy drinks. There is a link here in the type of caffeine 
ingested, but a heart attack? His diabetes required insulin. He was a smoker. 

The TODAY study (a clinical trial to maintain glycemic control in youth) continues to fill us 
with sad but imminent news that Robert won't and isn't the only twenty-something to suffer 
a cardiovascular event. Type 2 diabetes in youth may have a more aggressive course despite 
good compliance. Those that don't attain nonnal AIC (3 month measurement value of blood 
sugar control) within a few months of treatment with metfonnin, will require insulin within a 
median of 11 months. We know insulin works - getting them to use insulin is another factor. 
Pregnancy rates are the same in the intensely treated group vs. the control group. Stillbirths, 
pretenn and late term labor occurred in - 20% of the pregnancies. Congenital birth defects 
occurred in an additional - 20% range. I need not paint this picture of the "disabled" young 
adult with a disabled child who, by the way, is at increased risk for diabetes having been 
bathed daily in a high blood sugar womb. 



Our current population is one third overweight and one third obese making 66% of our 
population at risk for hypertension, diabetes, cardiovascular disease and cancer. I am offering 
one way to effect change in our families and conununities through licensing diabetes 
educators to give us the recognition evidence shows we deserve to impact change for a 
healthier tomorrow. Behavior change requires support. Our services are not once and done 
but require lifelong attention and support. 

Evidence has proven again and again that by placing the Certified Diabetes Educator (COE) 
in a primary care office, patients have improved blood sugar and blood pressure control. With 
the average age of the COE in their fifties, help us grow access to this qualified care. Over 
90% of patients with diabetes are treated in primary care. The physicians need support. The 
time necessary to maintain current medication regimens and support behavior change are 
outside the traditional office visit. Please support the Licensed Diabetes Educator to fulfill 
this roll and impact care not only in Pennsylvania, but across our country. 

Respectfully submitted, 

Lisa Laird, RN, BSN, CDE 
Inpatient Diabetes Care Coordinator 
Lankenau Medical Center 
Wynnewood, PA 19096 
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