
International Journal of Multiphysics 

Volume 18, No. 3, 2024 

ISSN: 1750-9548 

 

2996 

Self-Monitoring of Blood Glucose in Type 1 Diabetes: 

The Role of the Family Physician in Patient Education  
 

1, Noha Osman Frere1, Shereen Bahgat2, Nermeen Rashad1Muhammad Nagah 

Family Medicine Department, Faculty of Medicine, Zagazig University1  

Internal Medicine & Endocrinlogoy Deparment, Faculty of Medicine, Zagazig University2  

*Corresponding author: Muhammad Nagah Abdelhafeez Muhammad 

Muhammad.naga7@gmail.comEmail:  
 

Abstract 

Background: Type 1 diabetes mellitus (T1DM) is a chronic autoimmune condition 

requiring lifelong insulin therapy and active patient engagement. Effective glycemic 

control is essential for preventing both acute and long-term complications. Self-

monitoring of blood glucose (SMBG) and self-adjustment of insulin doses are 

foundational practices in diabetes self-management; yet remain underutilized, especially 

in low-resource settings like Egypt. Family physicians play a critical role in bridging this 

gap through structured education and patient empowerment.  

Aim: This review aims to explore the clinical value of SMBG and insulin self-adjustment 

in the management of T1DM and to examine the role of family physicians in enhancing 

these practices through patient education.  

Methods: A narrative review of the literature was conducted, drawing on international 

guidelines, clinical studies, and regional data to assess the effectiveness, challenges, 

and implementation of SMBG and insulin self-adjustment in type 1 diabetes. Special 

attention is given to the Egyptian healthcare context and the potential for family medicine 

integration.  

Results: Evidence indicates that regular and structured SMBG, when coupled with 

appropriate self-adjustment of insulin doses, leads to significant improvements in 

glycemic control and reduction of diabetes-related complications. However, patient-

related barriers such as lack of education, psychological resistance, and affordability 

issues persist. Family physicians are uniquely positioned to deliver structured diabetes 

education, foster patient autonomy, and reinforce national and international guidelines at 

the primary care level.  

Conclusion: Integrating SMBG and insulin self-adjustment education into routine family 

medicine practice is a cost-effective and impactful strategy to improve outcomes among 

T1DM patients. Expanding the role of family physicians in structured patient education 

may bridge current practice gaps, particularly in under-resourced healthcare systems like 

Egypt’s. 

Keywords: Type 1 diabetes, self-monitoring of blood glucose, insulin self-adjustment, 

family medicine, patient education, Egypt, primary care, glycemic control. 
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INTRODUCTION 

Type 1 diabetes mellitus (T1DM) is a chronic autoimmune condition characterized by the destruction 

of pancreatic β-cells, resulting in absolute insulin deficiency. It most commonly presents in childhood or 

adolescence but may also occur in adults. The lifelong dependence on exogenous insulin and the need for 

precise glycemic control make T1DM one of the most demanding chronic diseases to manage (1). 

Globally, the incidence of T1DM is rising by 3–4% annually, particularly among children under five 

years of age (2). Despite technological advances in insulin therapy and glucose monitoring, many individuals 

with T1DM fail to achieve recommended glycemic targets, placing them at increased risk of both microvascular 

and macrovascular complications (3). Acute complications such as diabetic ketoacidosis (DKA) and severe 

hypoglycemia remain prevalent, especially in low- and middle-income countries. 

In Egypt, the burden of T1DM is especially concerning. The country contributes nearly one-quarter of 

all childhood T1DM cases in the Eastern Mediterranean Region, with an incidence rate of approximately 8 per 

100,000 children under the age of 15 each year (4). Many patients present late or are diagnosed during acute 

episodes, reflecting gaps in public awareness, early screening, and access to structured diabetes care. 

Achieving and maintaining glycemic control in T1DM requires daily engagement in self-management 

practices. Among the most critical of these are self-monitoring of blood glucose (SMBG) and the ability to self-

adjust insulin doses. These strategies enable timely responses to glycemic fluctuations and reduce the risk of 

complications. However, their effective implementation depends heavily on patient education, motivation, and 

healthcare system support. 

Family physicians, as first-line providers in primary care settings, are ideally positioned to deliver 

continuous diabetes education, guide SMBG practices, and train patients in safe and effective insulin titration. 

This review explores the evidence supporting SMBG and insulin self-adjustment in T1DM management and 

highlights the pivotal role of family medicine in enhancing these practices, particularly in resource-constrained 

settings like Egypt. 

Self-Monitoring of Blood Glucose (SMBG) 

Self-monitoring of blood glucose (SMBG) is a cornerstone of type 1 diabetes mellitus (T1DM) 

management. It enables patients to obtain real-time information about their glycemic status and respond through 

timely insulin adjustments, dietary modifications, or lifestyle changes. Regular SMBG is essential not only for 

identifying episodes of hypo- or hyperglycemia but also for minimizing glycemic variability and achieving 

optimal long-term control (5). 

Clinical Benefits of SMBG 

Evidence consistently shows that patients who engage in structured SMBG achieve better glycemic 

outcomes than those who test irregularly or without clear objectives. The Diabetes Control and Complications 

Trial (DCCT) demonstrated that intensive insulin therapy supported by frequent glucose monitoring 

significantly reduces the risk of microvascular complications (6). Moreover, studies have found that SMBG 

enhances behavioral awareness, improves insulin dose precision, and empowers patients to make informed 

decisions regarding their daily care (7, 8) . 

Guidelines and Recommended Frequency 

According to the American Diabetes Association (5), individuals with T1DM should perform SMBG: 
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• Before meals and snacks 

• Occasionally postprandially 

• At bedtime 

• Before and after exercise 

• When hypoglycemia is suspected 

• After treating hypoglycemia 

• Before driving or performing critical tasks 

These recommendations are particularly important for patients on multiple daily injections (MDI) or 

insulin pump therapy. However, adherence to these frequencies requires both education and access to reliable 

glucose monitoring supplies. 

Challenges and Limitations 

Despite its benefits, several barriers hinder the effective implementation of SMBG, especially in low- 

and middle-income countries like Egypt. Financial constraints often limit the ability of patients to purchase 

glucometers, lancets, and test strips, leading to reduced testing frequency or reliance on outdated techniques. In 

some cases, patients reuse strips or lancets, compromising accuracy and safety (9). 

Psychological barriers are also significant. Many patients experience "glucometer fatigue" due to the 

emotional burden of constantly confronting abnormal glucose values. Others lack the training to interpret 

readings or act upon them, reducing SMBG to a passive routine with limited therapeutic benefit (10). 

SMBG in the Egyptian Context 

In Egypt, structured SMBG remains underutilized. Studies indicate that many patients are unaware of 

the appropriate timing and purpose of glucose testing. Education on pattern recognition and appropriate insulin 

adjustment is not routinely offered, and economic challenges often prevent consistent monitoring. These issues 

highlight the need for primary care–based educational initiatives that integrate SMBG training into routine 

diabetes management. 

The Role of Family Physicians 

Family physicians can play a transformative role by delivering ongoing SMBG education. By 

reinforcing structured monitoring practices during routine visits, offering accessible guidance, and addressing 

psychological and financial barriers, family medicine practitioners can help patients extract meaningful insights 

from their glucose readings and improve their overall control. 

Self-Adjustment of Insulin Doses 

Self-adjustment of insulin doses is a critical component of effective type 1 diabetes mellitus (T1DM) 

management. It refers to the patient’s ability to independently modify insulin regimens based on self-monitoring 

data, dietary intake, physical activity, and other daily variables. When performed correctly, this strategy 

enhances flexibility, improves glycemic control, and reduces the risk of both acute and chronic complications 

(11). 
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Clinical Importance and Rationale 

T1DM requires constant adjustments to insulin therapy due to fluctuating insulin needs. These 

fluctuations are influenced by carbohydrate intake, stress, physical activity, illness, and hormonal changes. 

Rigid, fixed-dose regimens often fail to accommodate these variables, leading to suboptimal control. 

Empowering patients to make informed insulin adjustments allows for real-time management and better 

alignment with individual needs (5). 

The DCCT and other trials have shown that tight glycemic control reduces the risk of microvascular 

complications, and such control is more likely to be achieved when patients are trained to modify their insulin 

independently (12). Modern diabetes education models now emphasize structured insulin self-adjustment as a 

standard practice in T1DM care. 

Methods of Insulin Dose Adjustment 

There are several well-established methods that patients can use to adjust insulin safely: 

• Basal Insulin Adjustment: Based on fasting blood glucose trends. If fasting levels are consistently 

high or low, basal doses are modified incrementally. 

• Bolus Adjustment with Carbohydrate Counting: Patients use individualized insulin-to-carbohydrate 

ratios to calculate doses for meals. 

• Correction Doses: Calculated using the insulin sensitivity factor (ISF) to bring high glucose levels 

back to target. 

• Anticipatory Adjustments: Made before physical activity, during illness, or in anticipation of stress. 

• Pattern Management: Recognizing and addressing recurring glucose trends over days or weeks. 

These methods are taught in structured programs such as DAFNE (Dose Adjustment For Normal 

Eating), which has shown significant clinical benefits (13). 

Benefits and Risks 

The benefits of insulin self-adjustment include: 

• Lower HbA1c levels 

• Reduced glycemic variability 

• Greater lifestyle flexibility 

• Improved patient autonomy and satisfaction 

However, inappropriate adjustments due to miscalculations or lack of knowledge can lead to 

hypoglycemia or worsening hyperglycemia. Overconfidence, poor technique, or emotional fatigue may also 

compromise outcomes (14). Therefore, training and follow-up are essential. 

Barriers in Low-Resource Settings 

In countries like Egypt, insulin self-adjustment is not commonly practiced due to: 



International Journal of Multiphysics 

Volume 18, No. 3, 2024 

ISSN: 1750-9548 

 

3000 

• Limited access to structured diabetes education 

• Inadequate provider time during clinic visits 

• Financial constraints preventing frequent SMBG 

• Cultural dietary habits that complicate carbohydrate counting 

• Lack of awareness among both patients and providers 

These barriers can be overcome with targeted educational interventions, culturally adapted training, 

and involvement of family medicine teams. 

The Role of Family Physicians 

Family physicians are well-positioned to support insulin self-adjustment by: 

• Teaching calculation methods and adjustment strategies 

• Providing regular feedback and follow-up 

• Addressing patient fears and psychological resistance 

• Integrating self-adjustment education into routine primary care visits 

By building patients’ confidence and competence, family physicians can transform the insulin titration 

process from a provider-led task into a patient-driven skill, thus enhancing diabetes outcomes and reducing 

healthcare burdens. 

The Role of Family Physicians in Patient Education 

Type 1 diabetes mellitus (T1DM) is a complex autoimmune disease that necessitates meticulous daily 

management. Unlike type 2 diabetes, which may be controlled initially through lifestyle modification and oral 

medications, T1DM requires lifelong administration of exogenous insulin from the time of diagnosis. Achieving 

and maintaining glycemic targets is crucial for preventing acute complications such as diabetic ketoacidosis 

(DKA) and hypoglycemia, as well as long-term microvascular and macrovascular complications. However, 

maintaining blood glucose within a narrow range is challenging due to the numerous variables influencing 

insulin needs, including carbohydrate intake, physical activity, illness, stress, hormonal fluctuations, and 

environmental factors (15). 

Family physicians occupy a unique and strategic position in the healthcare system, offering continuous, 

holistic care across the lifespan. In the context of type 1 diabetes mellitus (T1DM), their role extends far beyond 

diagnosis and pharmacological management. They serve as educators, motivators, and coordinators of care, 

especially in promoting critical self-management practices such as self-monitoring of blood glucose (SMBG) 

and insulin dose adjustment. 

Empowerment through Structured Education 

Empowering patients to manage their diabetes effectively begins with education. Family physicians are 

often the first and most frequent point of contact for patients and are well-positioned to introduce and reinforce 

core concepts such as carbohydrate counting, correction dosing, and interpreting SMBG data. They can provide 

individualized education tailored to patients' health literacy, socioeconomic background, and cultural context. 
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In many low- and middle-income countries, including Egypt, endocrinologists and diabetes educators 

are often concentrated in urban centers, making access difficult for large portions of the population. Here, the 

family physician’s role becomes even more vital in democratizing access to evidence-based diabetes care. 

Integrating SMBG and Insulin Adjustment in Primary Care 

Family medicine offers the opportunity to embed SMBG and insulin adjustment into routine care. By 

integrating glucose logbook reviews, patient counseling, and insulin dose planning into each follow-up visit, 

physicians can make education a continuous process rather than a one-time intervention. 

International guidelines, including those from the American Diabetes Association (5) and the 

International Diabetes Federation (16), emphasize the need for ongoing patient education as a core component 

of diabetes care. These guidelines recognize that without appropriate guidance and follow-up, tools such as 

SMBG and flexible insulin dosing may not yield their intended benefits. 

Overcoming Barriers 

Family physicians can play a pivotal role in addressing common barriers to diabetes self-management. 

These include: 

• Educational gaps: Offering simplified, repetitive explanations that help patients build confidence over 

time. 

• Psychosocial concerns: Addressing emotional resistance, anxiety about self-titration, and low self-

efficacy. 

• Economic constraints: Advocating for cost-effective SMBG solutions, linking patients to affordable 

care programs, and prioritizing essential tools. 

• Cultural and dietary challenges: Advising patients on how to adjust insulin doses based on local 

dietary habits, such as high-carbohydrate meals or fasting during Ramadan. 

Egyptian Context and Opportunities 

In Egypt, the role of the family physician in diabetes education remains underdeveloped in many areas. 

However, opportunities exist to expand their involvement through structured training initiatives, national 

primary care guidelines, and collaborative partnerships with public health campaigns. By equipping family 

physicians with the necessary tools and resources, healthcare systems can scale up effective diabetes self-

management education across the country. 

Incorporating insulin self-adjustment and SMBG into the core responsibilities of family medicine 

practice not only improves individual patient outcomes but also reduces the burden on tertiary care and 

improves overall system efficiency. 

Conclusion: 

 Self-monitoring of blood glucose (SMBG) and self-adjustment of insulin doses are essential pillars of 

effective type 1 diabetes mellitus (T1DM) management. These practices empower patients to take control of 

their disease, improve glycemic outcomes, and reduce the risk of complications. Despite their proven benefits, 

adoption remains suboptimal, especially in low-resource settings like Egypt, due to barriers such as inadequate 

education, limited access to supplies, and patient hesitancy. 
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Family physicians are uniquely positioned to address these challenges. As accessible and continuous 

care providers, they can deliver individualized education, promote behavior change, and integrate SMBG and 

insulin self-adjustment training into routine consultations. By bridging the gap between tertiary guidelines and 

community-based implementation, family physicians can play a transformative role in improving diabetes 

outcomes at the population level. 

Recommendations 

1. Integrate SMBG and insulin adjustment training into primary care through regular family 

medicine visits, with structured follow-up and reinforcement. 

2. Develop and disseminate culturally adapted educational materials tailored to local dietary patterns, 

literacy levels, and patient needs. 

3. Ensure affordable access to SMBG tools by advocating for insurance coverage, public subsidies, or 

low-cost glucometer programs. 

4. Train family physicians and primary care staff in up-to-date diabetes education techniques, 

including carbohydrate counting, correction factor use, and motivational interviewing. 

5. Leverage digital health tools (e.g., mobile apps, telemedicine) to support remote monitoring, 

feedback, and ongoing education. 

6. Strengthen collaboration between family physicians, endocrinologists, and diabetes educators to 

create a multidisciplinary support system. 

7. Promote policy initiatives that formally recognize and fund diabetes self-management education 

within national healthcare frameworks. 

Expanding the role of family physicians in diabetes education is a low-cost, high-impact strategy to close 

existing care gaps. A patient-centered, primary care–driven model offers the potential to transform outcomes for 

individuals with T1DM, especially in underserved communities. 
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