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ADCES in Practice is a journal of 

ideas. It’s a platform for diabetes care 

and education specialists and other 

health professionals to share innovations, 

challenges, successes, and hopes with 

colleagues. That’s why we are excited to 

dedicate this page to you, our readers.

We invite you to write to us with your 

thoughts and impressions about articles 

we’ve published. We welcome your reac-

tions and questions about what you’ve read 

in these pages. We call on you to comment 

or expand on the concepts and strategies 

put forth. We ask that you support or chal-

lenge our authors’ words, as you see fit, 

and to give them the opportunity to hear 

and respond to you.

Our hope is for open and honest discourse 

that leads to improved care and outcomes for 

our patients. You may send your comments to 

adcesinpractice@gmail.com.

From Our Readers is a forum for commenting on articles 
published in ADCES in Practice. The length should not 
exceed 800 words of text with a minimal number of refer-
ences. One table or figure may be included, if necessary. 
Any comments regarding a specific article must include 
the title, author(s), and date of publication. Comments 
that include questions or critique of a previously published 
paper will be forwarded to the author(s) of that article for 
a reply. The sharing of ideas, experiences, opinions, and 
alternative views is encouraged. The Editor in Chief of 
ADCES in Practice reserves the right to accept, reject, or 
excerpt letters for clarity and appropriateness of content, 
and to accommodate space requirements. Submissions 
may be sent to adcesinpractice@gmail.com.
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AMY HESS-FISCHL, MS, RDN, 
LDN, BC-ADM, CDCES

FROM THE EDITOR

From the 
Editor
Welcome to the spring 2026 issue of AIP, my 

friends. For those with the changing seasons in 

your necks of the woods, I trust you have come 

out from under winter with a fresh perspective 

and a renewed sense of adventure for the seasons 

ahead. 

As we all know, DSMES does not take a winter 

slumber but forges ahead regardless of the 

season. I am grateful to the authors and reviewers 

who make the issue possible. Our spring issue is 

packed with a plethora of practical information 

regardless of your practice setting.

In the ADCES7 self-care behavior topic areas, 

you will find “Eating Disorders and Diabetes: How 

to Identify, Treat, and Manage Them in People 

With Diabetes”; “Navigating the Crossroads 

of Diabetes and Chronic Opioid Therapy: 

Differentiating Hypoglycemia from Opioid 

Withdrawal”; “Loneliness and Social Isolation: 

What Is Our Role as CDCESs?”; “Diabetes-Related 

Sensorineural Hearing Loss: The ‘Silent Side Effect 

of Diabetes’”; and “Building the Bridge to Optimal 

Diabetes-Cardiometabolic Care Leveraging 

Artificial Intelligence.” For those looking for a CQI 

project, “Embracing Risk Assessment: Using the 

Failure Mode and Effect Analysis (FMEA) Process in 

CQI” is definitely for you!

But wait! There’s more! Each issue so far has 

included content from the Research Committee, 

and this issue features “Innovation Through 

Evidence: Introducing the ADCES 2026-2028 

Research Agenda.” Under the “Organizations 

You Should Know” umbrella, Breakthrough T1D, 

formerly JDRF, gives us an update on the changes 

and updates and links to their free resources for 

our patients with T1D. We also have an ADCES 

Award Winner “Practice Pearls” from the DCES of 

the Year, Katelyn O’Brien, PharmD, BCPS, CDCES, 

BC-ADM, titled “Who Should CaRe? Me! The Role 

of the CDCES in Cardio Renal and Metabolic 

Continuum.” 

As with every issue, you will find “Test Your 

Knowledge” questions and the quarterly “Member 

Perspectives” question: What’s your advice for 

getting patients to return after the initial visit? We 

have also added a “Patient Perspective” column, 

which includes “a day in the life” of a person 

with diabetes who is also an emergency room 

physician.

I hope you find something in this issue that 

resonates with you. I am eternally grateful to 

the authors and reviewers! I may sound like a 

broken record, but feel free to reach out with your 

questions or content pitches. I so look forward to 

hearing from all of you!

Although I know I am dating myself, but I 

cannot help quoting the 1993 movie, Groundhog 

Day, with Bill Murray. In fact, ANY movie with Bill 

Murray is worth quoting, in my opinion. But, I 

digress. In the movie, a man asks Phil Connors/Bill 

Murray, “Do you think it will be an early spring?”, 

to which Bill replies, quoting a poem by Samuel 

Taylor Coleridge (https://www.poetryfoundation.

org/poems/43999/work-without-hope). And with 

that, I leave you with his famous words: “Winter, 

slumbering in the open air, wears on its smiling 

face a dream . . . of spring. Ciao.” n

https://www.poetryfoundation.org/poems/43999/work-without-hope
https://www.poetryfoundation.org/poems/43999/work-without-hope
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FROM THE PRESIDENT

President

KATHERINE S. O’NEAL, PHARMD, 
MBA, BCACP, CDCES, BC-ADM, 
AE-C, CLS, FADCES , FAPHA

It is hard to believe that it has been several 

months now that I have traveled on my highway 

of adventures and journey as President of ADCES. 

The journey has been full speed ahead with my 

foot on the gas pedal. I’d like to “pull over” and 

share some highlights. 

At the annual conference and at the 

technology conference, when among other 

diabetes care and education specialists (DCESs), 

have heard this comment repeatedly:  

“I am with my people.” This hit home for me, and 

as I thought about it more, another way to say this 

came to mind: “We are family.” We are all trying 

to do the same thing in working with people 

with diabetes or at risk of diabetes. I immediately 

reflected on the topic of implicit bias introduced 

at ADCES25. The American Psychological 

Association describes implicit bias as a “negative 

attitude, of which one is not consciously aware, 

against a specific social group.”1 Dr Anthony 

Greenwald and his colleagues developed the 

implicit association test (IAT) in 1998 to measure 

differences in implicit social cognition. Drs 

Benedek Kurdi and Tessa Charlesworth took the 

work of Dr Greenwald and colleagues on IAT and 

connected it to culture. Dr Charlesworth describes 

that “IAT came out of a basic scientific inquiry to 

understand the nature of the mind, of societies, 

and of cultural differences [and that] implicit 

measures are much more tuned in to the specific 

kinds of conversations we’re having only about 

Next Stop on 
the Highway: 
Columbus, OH!

certain topics”. Okay, now we’re putting the car  

in park.

These influential conversations, cultural 

differences, and social exposures can be tied 

to cultural sensitivity and even health literacy 

sensitivity. Eureka! If we approached one another, 

including our patients, with these concepts in 

mind, can we improve patient care and also 

minimize implicit bias? I don’t know the answer, 

but it is definitely worth trying. Cultural sensitivity 

is appreciating differences. In my research, I have 

come across 2 concepts of what is called the 

“4 Cs.” One concept is related to understanding 

the patient’s perspective: call, cause, cope, 

and concerns.2 This stands for the following 4 

questions: (1) What do you call your problem?;  

(2) What do you think caused your problem?;  

(3) How do you cope with your condition?; and 

(4) What are your concerns about the condition/

treatment. The second concept is related to 

cultural humility and personal growth: curiosity, 

comfort, clarity and confidence.3 This stands for 

(1) being open to explore areas of ignorance, 

discomfort, and difference with accountability 

and responsiveness; (2) getting comfortable 

with discomfort; (3) understanding yourself and 

how other people see you; and (4) putting it all 

together. If we combine both concepts of the  

4 Cs with health literacy sensitivity, provider-

patient communication and trust, I hope, would 

naturally improve. As human beings, we are 
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naturally all different; however, as DCESs, we’re 

all trying to do the same thing, so let’s do what 

we can to personalize care and better understand 

each other to ultimately improve patient 

outcomes. 

Time to get back on the highway. ADCES26 

is just a few months away! Take a “right turn” 

on your highway and register for ADCES26. We 

have amazing speakers lined up and innovative 

research posters that will have you reflecting on 

your own practice, learning and gaining new 

clinical knowledge, expanding your cultural 

humility, and connecting with others. Please, get 

on your highway of adventures, take a pit stop, 

and join your “family” in Columbus, OH, for the 

annual conference! I would also like to extend a 

personal invitation to each of you for the annual 

CB/LNG/COI reception on Thursday evening of 

the conference. I like to describe this as a family 

reunion, and I know I can speak for all when I say, 

“Join us! We’re all family here!” I look forward to 

meeting you all. 

See you soon! n
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As a diabetes care and education specialist 

(DCES), I work with my patients to better 

understand diabetes and how they can best 

manage their lifestyle and treatment needs. In 

my training as a clinical social worker, I learned 

about clinical eating disorders, but it was not 

until I began working in the field of metabolic 

medicine focusing on both diabetes and obesity 

that I began to better appreciate how the 2 

fields overlap and the need for DCESs to expand 

their skills and competencies in screening and 

recognizing the signs and symptoms of eating 

disorders. This would lead to better referrals for 

treatment that would coincide with maintaining 

Eating 
Disorders 

and 
Diabetes

How to Identify, Treat and Manage Them 
in People with Diabetes

TANISHA ROBINSON, PHD, LCSW

both mental health and diabetes management. In 

a study conducted by public health researchers, 

it was found that people with diabetes are at 

an elevated risk (1 in 5 people with diabetes) of 

developing an eating disorder.1 The most common 

clinical eating disorders include anorexia nervosa, 

bulimia nervosa, and binge eating disorder. These 

diagnoses can manifest differently for people with 

diabetes, and treatment should be a team effort 

with the provider, the nursing staff, the DCES, the 

registered dietitian nutritionist (RDN), the diabetes 

clinical mental health professional, and most 

importantly, the patient and their family and/or 

support staff.

R ADCES7 SELF-CARE BEHAVIOR: Reducing Risks
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What Are Clinical Eating Disorders and 

Disordered Eating?

The most commonly diagnosed and treated 

eating disorders are anorexia nervosa, bulimia 

nervosa, and binge eating disorder (for prevalence 

statistics, see Table 1).1 A clinical eating disorder 

is a serious mental health condition that affects 

a person’s eating habits, thoughts on food 

and food intake, their emotions on food and 

their personal body image—generally being 

a negative self-image.1 People with diabetes 

may experience eating disorders, which can 

correlate with unhealthy eating habits that have 

developed, mismanagement of medications, 

being overweight or obese, and episodes of 

emotional or stress eating. A study conducted in 

2020 reviewed 13 surveys and showed that health 

care professionals reported challenges in being 

able to screen, detect, and treat eating disorders 

in adolescents with type 1 diabetes due to a lack 

of validated screening tools, treatment guidelines 

and a lack of integration for treatment across 

specialties.3 Clinical psychological treatment of 

eating disorders and diabetes is not standardized, 

but having a clinical mental health provider, 

specialized in health psychology, who is also well 

versed in diabetes on the treatment team is an 

asset to be able to support people and families 

experiencing not only eating disorders but also 

diabetes distress, diabetes burnout, and other 

diabetes-related stressors.3

Disordered eating is classified as a group of 

symptoms that a person can have that do not 

equate to a clinical eating disorder but may 

experience and may be diagnosed with one if 

not treated in early stages. Disordered eating 

symptoms can include dieting for weight loss, 

binge eating or overeating, excessive exercise, use 

of laxatives or diuretics for the purpose of weight 

loss, and purging. If not monitored closely and 

interventions put into place, they can evolve into 

clinical eating disorders.

Prevalence and Incidence of Eating Disorders or 

Disordered Eating in People With Diabetes

A study conducted by Anthony Winston 

showed that 7% of the participants with type 1 

diabetes also had a diagnosed eating disorder, 

showing that that was also an increased risk for 

complications and elevated A1C levels.2 The most 

common occurrence for eating disorders in type 2 

diabetes was found to be binge eating disorders.2 

For people with diabetes and an eating disorder, 

many of them have disordered eating symptoms 

(restrictive eating, binging, and purging) and/or 

then manipulation of their medication (insulin 

restrictions) to manage their weight or blood 

glucose.2

Clinical Eating Disorders: Screening Tools and 

Identifying Them

There are several eating disorder screening tools 

that can be used with individuals to help detect 

and treat symptoms. Screening tools such as the 

Screen for Early Eating Disorder Signs (SEEDS) 

and the Eating Disorders: Informal Screening 

Questions are tools used in clinical eating disorder 

settings and can be found in ADCES's The Art 

and Science of Diabetes Care and Education4 and 

the Health Partners Institute website on their 

International Diabetes Center page for a printable 

copy.5,6 For reference, they are in Table 2 and 

Table 3 as well. Use of these screening tools can 

help clinical diabetes professionals on the care 

team identify and refer people with diabetes 

to the right support for eating disorders. For 

people with diabetes who may have an eating 

disorder, signs to focus on include blood glucose 

mismanagement, insulin mismanagement, or 

other medication mismanagement, which seem 

to be happening at higher rates. Insulin and 

other medications can cause weight gain, and 

if a person with diabetes, especially type 2, is 

concerned about their weight, manipulation of 

Table 1 Prevalence of Eating Disorders in Boys 

and Girls1

Clinical Eating 
Disorder

Prevalence 
in Females

Prevalence in 
Males

Anorexia nervosa 4% 0.3%

Bulimia nervosa 3% 1%

Binge eating disorder 3.5% 2%
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the way they take their medication can happen 

to try and remain weight neutral. Diabetes health 

care professionals should consider disordered 

eating symptoms when evaluating patient needs 

regarding fears of weight gain or increasing 

negative body image. In the program where I 

work, I do utilize these screening tools at the time 

of the consult and am aware of the possible issues 

when discussing with the team member who 

identified the potential symptoms for disordered 

eating.

Disordered Eating and Clinical Eating Disorders 

for People With Diabetes

Diabulimia, diarexia, and orthorexia are not 

recognized by the fifth edition of the Diagnostic 

and Statistical Manual of Mental Disorders but are 

utilized in the diabetes health care community 

to understand specific symptoms for people 

with diabetes and eating disorders. There are 

several clinical eating disorders that are specific to 

people with diabetes, but the four most common 

ones are Diabulimia, Diarexia, Orthorexia, 

and Binge Eating Disorder. Table 4 references 

these diagnoses and the clinical symptoms. 

Diabulimia is the intentional manipulation of 

insulin doses for the purpose of weight loss or 

weight management, and complications can 

include severe hyperglycemia, increase in A1C, 

and diabetes-related ketoacidosis.7 Diarexia 

is found in people with diabetes who have 

restrictive eating of food for the purpose of trying 

to maintain blood glucose control.1 People with 

diarexia may excessively limit food intake, which 

can lead to severe malnutrition, hypoglycemia, 

neuropathy, retinopathy, renal damage, and poor 

metabolic management.1 Orthorexia is defined as 

an obsession with healthy eating in the pursuit 

of optimal health.8 This can trigger obsessive 

thoughts and behaviors and over time, can grow 

to be a severe health problem. Exaggerated 

food intake restriction and removing specific 

food groups are symptoms that can lead to 

malnutrition, hormonal imbalances, and general 

fatigue and weakness. Binge eating disorder is 

when a person has extreme amounts of food in 1 

sitting, eating past the point of feeling full, which 

can lead to feeling sick or vomiting.9 This can 

also include feelings of shame or guilt associated 

as an emotion felt after the binge episode. The 

population that this diagnosis is found in the 

most is our patients with type 2 diabetes, but it 

has been seen in patients with type 1 as well.1 

Negative feelings about themselves, their diabetes 

and how they manage it, and their bodies can 

happen, and with appropriate mental health 

intervention, they can be managed and treated.

Treatment and Education of Eating Disorders in 

People With Diabetes

A comprehensive multidisciplinary approach to 

treatment is a key part of helping people with 

diabetes have healthy eating habits and healthy 

views of food and their body. That approach can 

include psychotherapy, medical management, 

medical nutrition therapy, and diabetes education. 

Cognitive behavioral therapy (CBT), dialectical 

behavior therapy, and interpersonal therapy are 

Table 2 Eating Disorders: Informal Screening Questions4

Question Type Questions to Ask

Weight concerns How do you feel about your weight?

Do you think you are overweight or worry about becoming overweight?

Do you avoid getting on the scale?

Would you weigh yourself in front of others?

What is your ideal body weight?

Body image 
concerns

How do you feel about your appearance? Shape? Body size?

Binge eating Are there certain foods you try to totally avoid eating? (Ask for details.)

How often do you binge eat? (May need to define.)

Describe your last binge episode.

Do you ever feel as though you cannot manage your eating?

Compensatory 
behaviors

Have you ever induced vomiting or taken laxatives, diuretics, or enemas to 
lose weight?

Have you ever reduced or skipped an insulin dose for weight purposes?

Do you exercise regularly? (Ask for details.)

Weight history What was your lowest and highest adult weight? (Ask about weight during 
adolescence when appropriate.)

At what weight are you happiest?

Have you experienced any rapid weight changes? (Ask for details.)

Unusual eating 
behaviors

Are you uncomfortable eating in front of others?

Do you have any eating habits your friends or family have told you were 
unusual?
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Table 3 Screens for Early Eating Disorder Signs (SEEDS)4,5 

These questions ask about you, your life and your health. Please read each question carefully and answer honestly. Mark your answer by selecting 
from the the options.

Questions

1. How do you usually feel? 
Very Sad 

O7
O6 O5 O4 O3 O2

Very Happy 
O1

2. How would your friends describe you? 
Grumpy 

O7
O6 O5 O4 O3 O2

Cheerful 
O1

3. How often do you compare how you look to those 
around you? 

All the time 
O7

O6 O5 O4 O3 O2

Not at all 
O1

4. How well do you fit in with your friends? 
Not very well 

O7
O6 O5 O4 O3 O2

Very Well 
O1

5. How often do you feel in control of your life? 
Never 

O7
O6 O5 O4 O3 O2

Always 
O1

6. How satisfied are you with how you look? 
Very Unsatisfied 

O7
O6 O5 O4 O3 O2

Satisfied 
O1

7. How satisfying is your life? 
Very Unsatisfied 

O7
O6 O5 O4 O3 O2

Satisfied 
O1

8. How well do you handle your feelings? 
Poorly 

O7
O6 O5 O4 O3 O2

Very Well 
O1

9. How would your family members describe your 
mood most of the time?

Grumpy 
O7

O6 O5 O4 O3 O2

Cheerful 
O1

10. How often do you feel your life is valuable?
Never 

O7
O6 O5 O4 O3 O2

Always 
O1

11. How well do you manage your stress?
Poorly 

O7
O6 O5 O4 O3 O2

Very Well 
O1

12. How often do you think about your body shape 
and size?

All the time 
O7

O6 O5 O4 O3 O2

Not at all 
O1

13. How do you describe your mood? 
Grumpy 

O7
O6 O5 O4 O3 O2

Cheerful 
O1

14. How satisfied are you with your body shape? 
Very dissatisfied 

O7
O6 O5 O4 O3 O2

Very satisfied 
O1

15. How satisfied are you with your body size? 
Very dissatisfied 

O7
O6 O5 O4 O3 O2

Very satisfied 
O1

16. How do you describe your moods? 
Up and Down 

O7
O6 O5 O4 O3 O2

Steady 
O1

17. How much do you think you matter to your family? 
Not at all 

O7
O6 O5 O4 O3 O2

Very much 
O1

18. How do you feel when others around you talk 
about body shape and size? 

Uncomfortable 
O7

O6 O5 O4 O3 O2

Comfortable 
O1

19. How much do you think you matter to your friends? 
Not at all 

O7
O6 O5 O4 O3 O2

Very much 
O1

20. How often do you think you meet the expectations 
your family has for you?

Never 
O7

O6 O5 O4 O3 O2

Always 
O1

©2015 Park Nicollet Institute. All rights reserved. www.internationdiabetescenter.com

strong mental health treatment modalities to help 

people with diabetes have a healthier relationship 

with food and their bodies.10 It has been shown 

that the CBT modality can reduce the frequency 

of binge episodes and restriction episodes 

and promote healthier thoughts on glycemic 

management.10 

The process for treatment generally includes a 

http://www.internationdiabetescenter.com/
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consult with their medical provider who identifies 

the symptoms of disordered eating and works 

to make a consult to a mental health provider 

and/or a dietitian that specializes in diabetes and 

disordered eating. Most patients with disordered 

eating or a clinical eating disorder need both 

mental health counseling treatment and nutrition 

counseling because these diseases and symptoms 

are twofold in both a psychological piece and the 

possibility of malnutrition. People with diabetes 

also have an extra element to their disordered 

eating because their disease process, treatment, 

and management are very heavily focused on 

what they eat, how often, and how to manage 

that with their most important numbers (blood 

glucose, A1C, and blood pressure). This can trigger 

many people with diabetes to form anxiety and 

stress around what they eat, when, how much, 

and how to manage their medication intake based 

on that, leading to people to try and find easier 

ways or shortcuts with managing their disease. 

For many with diabetes, this disease feels very 

internal when something “goes wrong,” leading to 

diabetes distress and in some, disordered eating.

Clinical Practice Pearls

I am lucky to be a part of a team of 

comprehensive clinical professionals who work 

with patients to manage not only obesity but also 

other medical conditions. The clinic for obesity 

medicine consists of 2 bariatricians, 2 obesity 

medicine nurse practitioners, 1 obesity medicine 

dietitian (RDN), 1 obesity medicine clinical 

pharmacist, 1 exercise physiologist, and myself, 

one of the obesity medicine behavior health 

specialists. We work together to provide medical 

management for weight loss, nutrition counseling 

and medical nutrition therapy, exercise consults, 

health behavior modification, continuous glucose 

monitoring, GLP-1 management, and diabetes 

self-management education and support (DSMES) 

for all patients, regardless of their type of diabetes. 

We have a plan to help work with the patient on 

these needs and other disciplines, such as their 

OB/GYN, their primary care provider, or even their 

endocrinologist. 

More specifically, on this team, I provide health 

behavior assessments and help to manage the 

needed health behavior changes with emotional 

and stress eating, staying on track with how they 

are eating or managing their health behaviors, 

in addition to DSMES. I also conduct disordered 

eating and eating disorder clinical evaluations 

and refer to appropriate levels of care for eating 

disorder treatment. My role in this includes 

education to patients regarding eating disorders 

and disordered eating symptoms, especially for 

patients with diabetes. When a consult comes 

in, I complete a detailed clinical interview, 

reviewing trauma history, mental health history, 

and substance use history, and then examine 

their relationship with food. I examine their 

medications and how they take them as well 

as their eating habits on a daily basis. I use the 

Clinical Impairment Assessment Questionnaire11 

and the Eating Questionnaire EDE-Q 6.012 tools 

to help with understanding the needs of the 

patient and make an appropriate referral for 

further treatment. Working in a bariatrics and 

obesity medicine clinic puts me in a position 

to further educate our patients with diabetes 

and prediabetes in our program, other providers 

working in our program, and other behavioral 

health professionals. Eating disorders and 

disordered eating in the field of diabetes can 

Table 4 Diabetes-Specific Eating Disorders From the National Alliance for Eating 
Disorders7

Clinical Eating 
Disorder

Symptoms

Diabulimia
Intentional manipulation of insulin for the purposes of weight loss or weight 
management. Eating large portions of food and then purposeful induced 
vomiting or purging for the purposes of weight loss or weight management.

Diarexia
Excessive limitation of food or calories in one’s diet for the purposes of 
prevention of weight gain. There is a negative view of one’s body and 
generally low self-esteem.

Orthorexia
An obsession with extreme healthy eating with the intention of optimal health. 
Patients usually have extreme negative thoughts and are obsessed with their 
eating, health behaviors, and habits.

Binge eating 
disorder

Excessive intake of food or calories where a person eats past the point of 
being full, has nausea or vomiting, often dissociating while doing it, and then 
feels guilt after the episode.
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Table 5 Clinical Team Program Workflow

Patient Flow Process in the 
Obesity Medicine Clinic 
Where I Work

Descriptions

Step 1 Patients first attend the Nutrition 101 class, a general education on nutrition and weight loss.

Step 2

Patients are then able to meet with either the bariatricians or the obesity medicine nurse practitioners for an initial consult, who 
assess their medical needs for weight loss with a medication option and/or the personalized program that consists of a one-
to-one consult with the obesity medicine dietitian, a consult with the obesity medicine exercise physiologist, and the obesity 
medicine behavior specialist.

Step 3

If the bariatrician or the obesity medicine nurse practitioners see disordered eating symptoms, the consult for an evaluation 
goes in for an obesity medicine behavior specialist to meet with them with that information. The nutrition and behavior health 
consults do not happen in any specific order, so if in a nutrition consult she notices any disordered eating symptoms, she puts in 
a consult with the behavior specialist to have a further full assessment. Our clinical pharmacist, as another diabetes educator, 
also makes consults to the behavior specialist for further evaluation and recommendations.

Step 4

Once both nutrition and behavioral health consults have been completed, we work together to develop a plan to manage the 
symptoms, whether that plan includes our team or a higher level of care, such as a residential treatment center, hospitalization, 
or an outpatient program, such as partial hospitalization program, intensive outpatient program, or outpatient clinic for eating 
disorders.

Table 6 Diabetes, Eating Disorders, and Clinical Treatment: Clinic-Specific Layout

Diabetes Type and Eating Disorders in a Bariatrics 
Clinic (Binge Eating Disorder, Diabulimia, and 
Diaorexia)

Clinical Team Members 
for Treatment

Types of Treatment

Type 1 or 2 diabetes/LADA

1. Bariatrician/obesity 
medicine APP and clinical 
pharmacist

2. Registered dietitian

3. Behavioral health 
specialist

4. Exercise physiologist

1. Medication management and adjustment (both AOMs and 
diabetes)

2. Medical nutrition therapy and diet management

3. Eating disorder evaluation and treatment or referral to 
treatment

4. Exercise management and follow up for appropriate healthy 
exercises

Note that we refer out for treatment needs that are clinically, 
culturally, and/or geographically appropriate.

Prediabetes

1. Bariatrician/obesity 
medicine APP

2. Registered dietitian

3.Behavioral health specialist

4. Exercise physiologist

1. Medication management and adjustment (both AOMs and 
diabetes)

2. Medical nutrition therapy and diet management

3. Eating disorder evaluation and treatment or referral to 
treatment

4. Exercise management and follow up for appropriate healthy 
exercises

Note that we refer out for treatment needs that are clinically, 
culturally, and/or geographically appropriate.

Gestational diabetes

All above obesity medicine 
treatment, and then treatment 
is managed by the obstetrics 
team, with our help as 
needed. Once postpartum, 
care is passed back to our 
team.

All above treatment; then from the obstetrics team, medication 
management based on pregnancy and diet and exercise 
adjustments for pregnancy. Reevaluation for treatment once 
postpartum by the obesity medicine team.

Abbreviations: AOMs, ; APP, ; LADA, .[AQ: Please provide expansions for “AOMs,” “APP,” and “LADA.”]
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be complex because it entails not only eating 

habits but also whether there is medication and 

lifestyle habit mismanagement in an effort to 

manage weight gain or loss. In Table 5, I show 

how my clinic and the multidisciplinary team I 

am part of work together to support the person 

with diabetes in their treatment needs, whether 

internal clinical interventions or external referrals 

to an appropriate treatment. This is something 

that could be adapted to other clinic settings as 

well. Table 6 shows what we would do for each 

type of diabetes that may come into our clinic for 

a weight loss consult.

With the diabetes care team of professionals 

working together with the person with diabetes 

and their support system, we can help to support 

people with diabetes in their health and eating 

to ensure it is a positive relationship with food 

overall. We want people to still experience the 

joy of eating and not feel deprived or feel that 

they cannot eat what they enjoy because of their 

diabetes. With a knowledgeable care team, we 

can help prevent eating disorders and disordered 

eating in our patients or treat those who already 

have a diagnosis. n
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As the management of diabetes mellitus and 

chronic opioid therapy becomes increasingly 

common, particularly in patients with painful 

diabetic neuropathy, diabetes care and 

education specialists (DCESs) play a crucial 

role in navigating the complexities of these 

concurrent treatments. Both hypoglycemia 

and opioid withdrawal can present with similar 

autonomic symptoms, such as sweating, anxiety, 

and tachycardia, complicating diagnosis.¹,² 

Mismanagement of either condition can result 

in significant morbidity.¹-³ Understanding the 

pathophysiological processes of hypoglycemia 

and opioid withdrawal and effective management 

strategies is essential for DCESs to provide 

comprehensive care.4-8

Pathophysiology

Hypoglycemia in Diabetes

Hypoglycemia typically results from a mismatch 

between insulin or insulin secretagogues and 

carbohydrate intake or utilization.¹ It is particularly 

concerning in individuals with long-standing 

type 1 diabetes or those with tightly controlled 

type 2 diabetes.¹ Repeated episodes may 

result in hypoglycemia-associated autonomic 

failure (HAAF), characterized by impaired 

awareness of low blood sugar and diminished 

counterregulatory hormone responses, such as 

cortisol and epinephrine.¹ HAAF increases the 

risk of severe hypoglycemia, particularly in older 

adults and those on intensive insulin regimens.¹

Opioid Withdrawal

Chronic opioid use leads to neuroadaptive 

changes in mu-opioid receptor pathways.² 

When opioid use is reduced or stopped, opioid 

withdrawal syndrome can emerge, marked by 

a hyperadrenergic state.² Symptoms include 

agitation, tachycardia, nausea, diarrhea, and 

sweating due to increased sympathetic nervous 

system activity and reduced dopaminergic tone.²

Clinical Presentation

Given the overlap in autonomic symptoms, 

distinguishing hypoglycemia from opioid 

Table 1 Comparison of Symptoms: Hypoglycemia 
Versus Opioid Withdrawal

Symptom Hypoglycemia Opioid 
Withdrawal

Diaphoresis  

Tachycardia  

Tremors  

Anxiety  

Confusion 

Visual 
disturbances



Seizures 

Loss of 
consciousness



Myalgias 

Yawning 

Lacrimation 

Rhinorrhea 

Piloerection 

Vomiting 

Diarrhea 

withdrawal is challenging² (see Table 1). 

Symptoms common to both include diaphoresis, 

tremors, anxiety, and palpitations.¹,² However, 

hypoglycemia more often presents with 

confusion, visual disturbances, seizures, and loss 

of consciousness.¹ Opioid withdrawal may include 

myalgias, yawning, lacrimation, rhinorrhea, 

piloerection, and gastrointestinal symptoms, such 

as vomiting or diarrhea.² Prompt blood glucose 

testing is essential for patients on insulin or 

sulfonylureas.16

Opioid-Induced Hypoglycemia

Certain opioids, including methadone and 

tramadol, may contribute to hypoglycemia via 

mechanisms such as enhanced insulin secretion 

and increased peripheral glucose uptake.³ Patients 

already at risk for glucose instability, such as those 

with diabetes, are particularly vulnerable.³ A case 

series demonstrated recurrent hypoglycemia 

associated with methadone, which resolved upon 

discontinuation.³ DCESs should collaborate with 
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providers to monitor glucose levels regularly in 

patients receiving opioids like methadone.³

Role of DCES in Implementing Diabetes 

Self-Management Education and Support for 

Hypoglycemia Monitoring and Management

DCESs are central to delivering diabetes self-

management education and support (DSMES), 

which is endorsed by the American Diabetes 

Association (ADA), the Endocrine Society, and the 

American Association of Clinical Endocrinology 

as foundational to diabetes care, especially for 

individuals at risk of hypoglycemia or managing 

comorbidities such as chronic opioid use.4-8 

DSMES equips patients to recognize and respond 

to hypoglycemia and to distinguish it from 

conditions with similar symptoms, including 

opioid withdrawal4-8 (see Table 2).

The ADA and Endocrine Society recommend 

DSMES at diagnosis, annually, during treatment 

changes, and at transitions in care.5,7 For patients 

on chronic opioid therapy, DCESs are uniquely 

positioned to help differentiate hypoglycemia 

from opioid withdrawal, reduce the risk of severe 

hypoglycemia, and improve outcomes.4-8

Table 2 DSMES Components for Patients on Chronic Opioids at Risk of 
Hypoglycemia

DSMES Component Description

Hypoglycemia symptom 
recognition

Training patients to identify cues of hypoglycemia (eg, physical 
symptoms, mood changes, food intake, activity) and to use tools 
such as self-monitoring of blood glucose and CGMs6

CGM education Providing individualized education on CGMs, which are 
especially valuable for those with hypoglycemia unawareness 
or frequent episodes and for differentiating hypoglycemia from 
opioid withdrawal in real time6

Collaborative goal setting Engaging in collaborative goal setting, problem-solving, and 
interdisciplinary care planning to integrate hypoglycemia 
management into the broader care plan5,7

Addressing barriers Addressing barriers to self-management, including health literacy 
and access to technology, and offering DSMES via in-person, 
telehealth, or digital platforms5,7

Reassessment and adjustment Reassessing and adjusting the DSMES plan at critical junctures, 
such as medication changes, unexplained hypoglycemia, or 
unmet goals5,7

Abbreviations: CGM, continuous glucose monitor; DSMES, diabetes self-management education 

and support.

Management Strategies

Differential Diagnosis

Timely differentiation is critical. DCESs should 

perform glucose checks at symptom onset and 

gather opioid use history, including recent dosage 

changes.² Observing for withdrawal-specific signs, 

such as yawning or gastrointestinal distress, can 

support diagnosis.²

Medication Management

Opioids may be used for painful diabetic 

neuropathy when first-line therapies are 

ineffective.4 Buprenorphine, a partial agonist, is 

safer than full-agonist opioids and may reduce 

misuse risk.4 The Opioid Risk Tool can guide 

decision-making and risk assessment.5 DCESs 

should also educate patients about the risks of 

opioid dependency and advocate for nonopioid 

alternatives when appropriate.5

Monitoring and Risk Mitigation

DCESs should use validated screening 

tools, such as the Drug Abuse Screening 

Tool and Current Opioid Misuse Measure, to 

identify patients at risk of misuse or addiction.5 

Guidelines from the Centers for Disease Control 

and Prevention recommend evaluating the 

risks and benefits of opioid therapy regularly, 

using nonopioid treatments when feasible, and 

reassessing pain management effectiveness.5

Conclusion

The management of diabetes in patients on 

chronic opioid therapy is complex, particularly 

due to symptom overlap between hypoglycemia 

and opioid withdrawal. DCESs play a pivotal role 

by leading DSMES, supporting accurate symptom 

differentiation, and coordinating patient-centered, 

evidence-based care. Through education, 

monitoring, and interdisciplinary collaboration, 

DCESs help reduce risks, avoid misdiagnosis, 

and improve quality of life for people living with 

diabetes and chronic pain4-8. n
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Social isolation and loneliness have become 

pervasive in industrialized countries, including 

the United States.1,2 Reports indicate over 50% 

of Americans in 2024 felt lonely and that an 

estimated 25% of older adults are socially 

isolated.1,3 The former US Surgeon General, Dr 

Vivek Murth, has repeatedly stressed the dangers 

of loneliness and social isolation on health and 

productivity.2 The World Health Organization 

considers social disconnection and loneliness to 

be primary drivers for depression, anxiety, and 

chronic disease.1

Loneliness and 
Social Isolation

What Is Our Role 
as CDCESs?

MEGAN MUÑOZ, RN, MSN, CDCES

Unfortunately, social isolation and loneliness 

affect persons with diabetes (PWDs) to a higher 

degree than their peers.4 These negatively impact 

diabetes complications and self-care behaviors 

critical to diabetes management.1,2,4,5 In addition, 

social disconnection and loneliness are risk 

factors for the development of type 2 diabetes 

(T2D) itself.5 The goal of this article is to help 

define social isolation and loneliness, explore their 

impact on health and self-care behaviors, and 

discuss potential interventions to support those 

living with diabetes.

Defining Social Isolation and Loneliness

Although social isolation and loneliness are often 

studied in tandem, they are not the same. One is 

more objectively measured, and the other relies 

on one’s perception. For definitions of these terms, 

see Figure 1. It is important to note that although 

studies separate social isolation from loneliness, 

they do not always use a standardized way of 

measuring these factors. Thus, measurement of 

social isolation and/or loneliness can vary study 

to study.

Social Isolation Loneliness

An objective measurement, usually defined by things that 
can be quantified such as:

-	 the number of social contacts and frequency of 
using those contacts

-	 the number and frequency of social events attended

-	 marital status

-	 the number of household members1,2,5 

Social isolation is the opposite of social connectedness.

A subjective measurement, requiring 
insight about one’s own experience.  
It is the distressing sensation of being 
socially isolated, regardless of one’s 
social connections.1,2,5  

It’s important to note that choosing to 
be alone or having “alone time” is not 
the same as being lonely.  

Figure 1

H ADCES7 SELF-CARE BEHAVIOR: Healthy Coping
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Social connection is a fundamental 

human need, as essential to survival as 

food, water, and shelter.

–Dr. Vivek Murth, former US Surgeon General

Negative Influences of Social Isolation and 

Loneliness on Health

Although the COVID-19 pandemic may have 

triggered more discussion about social isolation, 

we have decades of research to show just how 

damaging it can be to health.2,5,6 Poorer health 

habits, higher rates of chronic metabolic diseases 

(eg, cardiovascular disease and diabetes), and 

increased anxiety, depression, and dementia all 

have links to social isolation and/or loneliness.2,5,6

The 2023 Surgeon General’s report, 

“Our Epidemic of Loneliness and Isolation,” 

acknowledges social isolation and loneliness as 

drivers of stress and chronic inflammation.2 It is 

noted that these influences have similar health 

outcomes to excessive smoking, alcohol use, or 

physical inactivity. Dr Vivek Muth, author of the 

report, refers to social connection as being “as 

essential to our long-term survival as food [and] 

water.”2 

ADCES7 Diabetes Self-Care Behaviors Through 

the Social Connectedness Lens

Positive social connections can help PWDs 

increase their self-care behaviors (eg, smoking 

cessation or increased physical activity), whereas 

the lack of support can create negative impacts 

on diabetes outcomes and health behaviors.2,5 It is 

critical that certified diabetes care and education 

specialists (CDCESs) understand the influence 

of social isolation and/or loneliness on a PWD’s 

ability to manage their condition. In the following, 

the ADCES7 is used as a guide to explore these 

influences.

Healthy Eating and Being Active

Food has cultural and social constructs that 

should not be discounted. Living and eating 

with others increases the quality and variety of 

food one consumes while also influencing food 

preparation and access. Loneliness can impact 

bingeing or restriction, either increasing the desire 

for higher caloric, tastier foods or creating a more 

rigid dietary pattern.7,8 Overall, both social isolation 

and loneliness have been linked to poorer dietary 

intake.2,5,7,8

Physical activity offers a vital role in health—

influencing things such as metabolic function, 

muscle mass, bone density, balance, and more. 

Many studies point to reduced physical activity in 

those who are lonelier and more isolated.2,5

Taking Medication

Cardiometabolic medications are critical for 

managing T2D, lipids, and blood pressure, 

which, in turn, reduces the risk of diabetes 

complications. Similar to healthy eating patterns, 

social connectedness can assist in one’s ability to 

understand medication instructions and obtain, 

organize, and use medications as prescribed.2,9,10 

Medication use inconsistencies are more likely for 

those who are socially isolated.2,9,10

Monitoring and Reducing Risks

Social isolation and loneliness, independent of 

diabetes, can increase cardiovascular disease risks. 

Heart disease and stroke are nearly 30% higher, 

and mortality risk almost double in those who are 

more isolated.2,6 Similarly, people who are social 

isolated and living with chronic kidney disease 

(CKD) see accelerations in the development of 

both cardiovascular disease or mortality.11 CKD 

and microvascular complications are associated 

with social isolation or loneliness to similar 

degrees as smoking, hypertension, and physical 

inactivity.12

Actions to monitor and/or reduce diabetes 

CKD and microvascular complications 

are associated with social isolation/

loneliness to similar degrees as smoking, 

hypertension, and physical inactivity.
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complications can be negatively impacted by 

these social factors. In larger, more longitudinal 

studies, smoking was more likely and cessation 

more difficult for lonely individuals.2,5,13 Poorer self-

care routines and lower prioritization of diabetes 

care were evident in other studies looking at social 

connectedness and health behaviors.2,5,9,13

Interestingly, social isolation and loneliness 

have mixed results on health care utilization. 

Social isolation may increase hospitalizations 

and hospital stays and reduce attendance at 

posthospitalization follow-up, whereas loneliness 

increases primary care visits.14,15 

Problem Solving and Healthy Coping

PWDs make significantly more daily health 

decisions than those without diabetes. The ability 

to navigate these and everyday life stressors 

depends on a number of factors: sleep habits, 

eating and exercise routines, glucose trends, 

psychological health, and social connectedness 

and/or loneliness.3,14,16-18

Studies show interruptions to relationships and 

support systems due to trauma, chronic stressors, 

or mental health struggles increase the risk of 

T2D.2,16,17 As mentioned previously, impacts on 

metabolic and psychological health and one’s 

ability to engage in necessary health behaviors are 

evident in other studies.2,5,9,12,18

The CDCES’s Role in Addressing Social Isolation 

and Loneliness

There are many ways CDCESs can expand 

care recommendations through the lens of 

social connectedness. A great place to start 

is by simply asking oneself, “How are my 

current recommendations going to impact this 

person socially?” and “How can I modify my 

recommendations to be more socially inclusive?” 

A few other ideas are listed in the following.

1.	Use screenings to assess for gaps in 

social support. The Diabetes Distress 

Assessment System is a great place to start 

when assessing social connectedness.19 

Higher scores on interpersonal areas can 

signify the PWD is struggling with social 

connectedness. There are also tools like the 

UCLA Loneliness Scale or the Lubben Social 

Network Scale.

2.	Encourage and include support systems 

(family, friends, etc) to join in diabetes 

training. For adults with diabetes, 

support increases self-care actions and 

self-efficacy.20 Ensure consult rooms 

and classrooms are large enough to 

accommodate support persons. Help the 

PWD and their support systems navigate 

common points of relational friction. If your 

program provides group classes, create 

avenues for participants to stay connected 

afterward. This could be through a drop-in 

program, a private group social media page, 

or an exchange of numbers and emails. 

Encourage the PWD to utilize diabetes 

support groups or join the diabetes online 

community (DOC).

3.	Help people embrace their communities 

and find purpose. Social connectedness 

often gives people a sense of meaning in 

the world. A sense of purpose increases 

positive health behaviors.21 Most people 

have a special interest or skill set that can be 

of service to others. Encourage PWDs to join 

clubs, councils, churches, or city programs. 

Communities often need help with things 

such as litter clean up, meal or prescription 

delivery, or reading program support for 

young kids. If someone is homebound, 

they may be able to foster a shelter animal, 

help with social media sites, or manage 

paperwork for volunteer organizations.

4.	Focus self-care recommendations on 

connectedness. Find ways diabetes self-

care behaviors can be tailored through 

social connection. For example, modify 

physical activity recommendations to 

include walking with a coworker, biking with 

one’s child, or joining group exercise classes. 

Consider nutrition recommendations that 

reduce stress in social settings, such as the 

diabetes plate method or intuitive eating. 

https://diabetesdistress.org/dd-assess-score-1/
https://diabetesdistress.org/dd-assess-score-1/
https://sparqtools.org/mobility-measure/ucla-loneliness-scale-version-3/#all-survey-questions
https://www.brandeis.edu/roybal/docs/LSNS_website_PDF.pdf
https://www.brandeis.edu/roybal/docs/LSNS_website_PDF.pdf
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Think outside the box: Consider hosting a 

community meal from a community garden.

5.	Embrace the nuanced. Managing diabetes 

is not all or nothing; there is a social cost 

to rigid expectations of those living with 

diabetes. The middle ground, in which 

someone with diabetes can manage it 

well and have a high level of pleasure, 

is important to explore. Avoid either/or 

language, which may increase isolation 

through shame, guilt, and stigma.22 Help 

people break away from black and white 

thinking—such as “good and bad” food or 

“good and bad” glucose levels.22

Social connectedness is an essential and 

undeniable part of health. For PWDs, social 

isolation and loneliness are drivers for both the 

development of the disease and long-term health 

outcomes. The United States is struggling with 

increased rates of social isolation. However, the 

diabetes population is harder hit, with higher rates 

of isolation and loneliness reported. Diabetes 

health, self-care behaviors, and complications 

are all impacted. Thus, it is imperative CDCESs 

incorporate both assessments and interventions 

for social connectedness into routine care. n
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Much has been written about diabetes-related 

retinopathy, its cause, progression, and impact on 

the quality of life on a person with diabetes (PWD). 

The same thing cannot be said about diabetes-

related hearing loss. Awareness, testing, and 

management are just as important as identifying a 

visual impairment. 

Approximately 7% of people with prediabetes 

already show signs of retinopathy.

A diabetes care and education specialist is the 

first professional a PWD will encounter after the 

diagnosis. When questioned about sensory issues, 

the answer to the question, “Do you have any 

problems with your hearing?,” will usually be, “No.” 

There is a very simple and logical explanation 

as to why a PWD would deny hearing loss: 

Diabetes-related retinopathy can lead to a change 

in the person’s quality of life, affect mobility, and 

create balance issues that could put a PWD at 

risk for a fall.  Hearing loss or diabetes-related 

sensorineural hearing loss (DSNHL) does not affect 

mobility; however, problems with balance can 

be present even in the absence of hearing loss.

Communication problems will occur as the loss 

Diabetes-Related 
Sensorineural 
Hearing Loss

The “Silent” Side Effect of Diabetes
ROBERT M. DISOGRA , AUD

progresses. But again, getting help for a hearing 

loss will take longer than getting help for a visual 

impairment.

Microangiopathy: How Diabetes Affects Hearing

Hearing loss from diabetes is usually the result of 

the microangiopathy in the cochlea vasculature. 

That is, the glucose in the blood builds up within 

the walls the cochlea (stria vascularis), thus 

damaging the capillaries and reducing blood. 

Because the stria vascularis can be 10 to 20 times 

thicker than usual in a PWD, hearing loss is likely 

to occur. These thicker vessel walls of the stria 

vascularis can lead to a sclerosis of the internal 

auditory artery. This reduction brings less oxygen 

to the inner ear hair cells, resulting in outer cell 

damage and subsequent loss in sound sensitivity 

(with or without tinnitus).

Hearing loss from diabetes does not appear as 

quickly as a diabetes-related visual impairment. 

But it is happening. DSNHL occurs in the cochlea 

and usually affects the high frequencies of speech. 

High-frequency losses affect the clarity of words. 

However, because the disease is systemic, hearing 

loss could occur in lower frequencies, too. Low 

ADCES7 SELF-CARE BEHAVIOR: Reducing RisksR
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frequencies provide the loudness of speech.

Researchers noted that there are 2 types of 

(micro)angiopathy in the cochlea: direct and 

indirect. Direct angiopathy interferes with the 

blood supply to the cochlea by reducing transport 

through the thickened capillary walls. Indirect 

angiopathy occurs by reducing the blood flow 

of a narrow vasculature or by causing secondary 

degeneration of the eighth cranial nerve. This 

could impact cognition if the auditory pathway to 

the brain is affected. 

Why Does Diabetes-related Retinopathy 

Get More Attention Than Diabetes-Related 

Sensorineural Hearing Loss?

There is a simple reason why DSNHL is not 

prioritized: Diabetes-related retinopathy will affect 

mobility and increase fall risk, whereas hearing 

loss does not impede mobility. 

If you ask a PWD, “Do you have any problems 

with your hearing?,” the answer will usually 

be, “No.” Why? With sensorineural hearing loss 

(regardless of the etiology), the person can still 

“hear.” But if you ask them, “How well do you 

understand words you are hearing?,” you will/

could get an entirely different answer. Table 1 

lists some causes of hearing loss according to the 

National Institute on Aging.

Symptoms of Hearing Loss

When asked, a person experiencing a mild degree 

of hearing loss will usually deny it: the first 

symptom of hearing loss. A person with hearing 

loss can still “hear,” but the quality/clarity of what 

they hear is the real problem. Table 2 lists the 

common symptoms of hearing loss.

Hearing Loss Under 60 Years of Age and Over 60 

Years of Age: The Diagnostic Dilemma

Hearing loss is twice as common in people who 

have diabetes as it is in people of the same age 

who do not. Even people with prediabetes (blood 

glucose levels higher than normal but not high 

enough yet to have type 2 diabetes) have a 30% 

higher rate of hearing loss than people with 

normal blood glucose levels.

Age-related hearing loss has been researched 

and documented over the decades. In clinical 

practice, audiologists are sometimes faced with 

a patient whose medical history does not fall in 

line with the audiometric data: high-frequency 

sensorineural hearing loss (HF SNHL) at an 

unexpected younger age (<60 years) than what 

would be expected with an older patient (>60 

years). Sometimes, we cannot fully explain the 

etiology of the loss when the patient’s history is 

unremarkable.

Table 1 Causes of Hearing Loss

Age (presbycusis)

History of occupational or recreational noise exposure

Prescription or over-the-counter medication side effects

Family history of hearing loss/genetics

History of head trauma

Ear infections

Autoimmune inner ear disease (American Speech, 
Language, Hearing Association 2025)

Other chronic illnesses (DiSogra and Beck 2025)

Other neurological pathologies  
(ie, acoustic neuroma, etc)

Cerumen (ear wax) buildup

Ruptured ear drum

Table 2 Symptoms of Hearing Loss (Can Be 
Isolated or in Combination With the Other 
Symptoms)

Tinnitus

Difficulty understanding speech, especially in noisy 
environments

Difficulty hearing or understanding children’s or female 
voices

Always asking others to repeat what they said

Complaining that people mumble when they speak

Television or radio volume louder than normal

Difficulty hearing or understanding on the phone

Loss of awareness of environmental sounds

Withdrawal from social situations or not participating in 
conversations

Balance issues

https://www.cdc.gov/diabetes/basics/prediabetes.html
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For patients over the age of 60, it is more 

challenging because this age group almost 

assures us that there will be some age-related HF 

SNHL. Again, an unremarkable case history is an 

indicator that microangiopathy might have begun. 

Prediabetes needs to be ruled out.

Prescription and Over-the-Counter Medication 

Side Effects for Diabetes Management

There are over 80 prescription medications 

approved by the Food and Drug Administration 

(FDA) for type 1 and type 2 diabetes management.

Standards for pharmaceuticals are different 

from those of dietary supplements. FDA 

requirements for showing evidence of safety and 

efficacy is not required for vitamins, minerals, and 

other dietary supplements prior to appearance on 

the market.  By law, dietary supplement packaging 

and advertising must state that the product is not 

intended to diagnose, treat, prevent, or cure any 

disease. 

Dietary supplements are classified by the FDA 

as food, not as drugs. However, many dietary 

supplements contain ingredients that may conflict 

with a prescription medicine or other medical 

condition. Products containing hidden drugs 

are also sometimes falsely marketed as dietary 

supplements, putting consumers at even greater 

risk. For these reasons, it is important for patients 

to consult with a health care professional before 

using any dietary supplement.

The American Diabetes Association 

does not recommend the routine use of 

herbal supplements or micronutrients, only 

recommending supplements in the case of 

vitamin B
12

 deficiency or multivitamin use in 

special populations, including pregnancy, older 

adults, vegetarians, and people following very low 

calorie or low carbohydrate diet.

For a comprehensive list of side effects of 

pharmaceuticals and dietary supplements 

used in diabetes management see DiSogra and 

Mcelhannon in the For Further Reading section.

Communication Strategies 

Until a PWD with communication issues is 

evaluated by an audiologist, there are many 

communications strategies that can be used by 

a PWD and their family and friends. The reader 

can access these strategies on The Audiology 

Project website at www.theaudiologyproject.com 

(click on “Educational Materials,” then click on 

“For Patients,” and then click on “Communication 

Strategies”).

Find an Audiologist Near You

Doctors of audiology (AuD) work in hospitals, 

medical centers, university speech and hearing 

centers, the Veterans Administration, or private 

practice. A simple Google search using “Find an 

audiologist near me” is all that has to be done.

To learn more about audiologists, visit www.

audiology.org/consumers-and-patients/what-is-

an-audiologist/.

Summary

Diabetes care and education specialists (DCESs) 

must be aware that a PWD experiencing diabetes-

related retinopathy could also be experiencing 

DSNHL. Because diabetes-related retinopathy 

directly affects mobility (thus increasing the risk 

of a fall), a PWD will seek help for their vision loss 

sooner than help for a hearing loss from the same 

cause. 

Hearing loss does not affect mobility. This is 

the reason DSNHL is the “silent” side effect” of 

diabetes. 

Therefore, a DCES should include a referral 

for a comprehensive hearing examination by an 

audiologist with the same priority as a referral for 

a comprehensive eye examination to establish 

a baseline to monitor any reported changes in 

vision and/or hearing.

Audiologists are trained to evaluate, diagnose, 

and manage hearing loss in all age groups 

in addition to establishing a close working 

relationship with DCESs. n
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that promotes hearing loss awareness and 

management from diabetes and other chronic 

illnesses. Dr DiSogra has contributed 2 articles 

to ADCES in Practice (see References) and 

continues to lecture on the impact of hearing 

loss from diabetes and other chronic illnesses. 

Correspondence: bobdisogra@gmail.com.
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We have an unprecedented opportunity right 

now to transform health care. In fact, artificial 

intelligence (AI) experts predict that there will be 

more change in health care in the next decade 

than in the previous century.1 Why does health 

care need to change? Health care needs to 

change because health care isn’t healthy. In fact, 

health care is in a serious unsustainable crisis.2 

We urgently need to think about and deliver care 

completely differently. As members of the health 

care team, we each have a role and responsibility 

to leverage AI responsibly in a way that can 

transform health care and make it healthy. 

Ready or not, AI and what is being called the 

“intelligent health revolution” is here.1 Because it 

is a revolution, it brings major opportunities and 

major challenges. Being paralyzed with fear or 

blindly believing in miracles will not help us make 

the most of it. It is up to each one of us to harness 

AI for the good it can do for health care. In this 

article, I discuss action steps to take to build your 

AI acumen and to lead in building the bridge to 

optimal chronic care as presented at the ADCES24 

panel discussion, “Employ Artificial Intelligence to 

Advance Diabetes-Cardiometabolic Care.” See the 

side bar for action steps to take to build your AI 

acumen and for definitions on the various types 

of AI.

It is estimated that 90% of the $4.3 trillion 

annual cost of health care in the United States is 

spent on medical care for chronic diseases.3 The 

increasing prevalence of complex cardiometabolic 

conditions combined with a waning number of 

skilled care providers4 underscore the need for 

new approaches to chronic care management to 

expand access to care, lessen the burden of care, 

improve efficiencies, and reduce unsustainable 

medical costs. It is reported that primary care 

providers with a typical panel of 2500 adult 

patients would need to work 26.7 hours per 

day to provide all the recommended preventive 

chronic care. Although the time demands are 

still excessive, if a team-based care model 

(including RDNs) is implemented, the hours 

needed to provide recommended care decrease 

by over half.5 It is predicted that generative AI 

JANICE MACLEOD , MA, RD, CDCES, FADCES

Building the Bridge to Optimal Diabetes-Cardiometabolic Care Leveraging Artificial Intelligence
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technologies, such as ChatGPT, will be able to 

help lessen the workload considerably as AI 

reliability and capability continue to improve.6 This 

is an opportunity for diabetes care and education 

specialists (DCESs), well-versed in AI technologies, 

to provide their expertise to boost the value and 

reach of their services in the primary care setting 

and beyond.

With health inequities estimated to cost the 

US health care system approximately $93 billion 

annually, addressing disparities is critical for value 

and sustainability.7 Finding efficient ways to assess 

and address social determinants of health (SDOH) 

through linking to local community resources is 

essential.8 AI-enabled geo-location capabilities 

could identify local food banks for those with food 

insecurity. AI capabilities can be used to efficiently 

scan free text in medical records, where many risk 

factors for disease severity and progression and 

SDOH, are captured and thus help clinicians and 

health care systems identify at-risk patients. In 

response to the challenges health care is facing, 

the Institute for Healthcare Improvement has set 

forth the quintuple aim (Figure 1): improving the 

health of the population (Aim 1) at lower cost (Aim 

2) while improving both the patient and health 

care team care experience (Aims 3 and 4) and 

addressing disparities in care (Aim 5).9 The fifth 

aim requires a shift from a downstream, reactive 

health care approach to an upstream, proactive, 

preventive approach. The quintuple aim provides 

a useful framework for the DCES to consistently 

communicate the value of their services:

•	 How are the services you provide cost-

effectively improving the health of the 

populations you serve?

•	 What are you doing to improve the 

experience of health care for patients and 

the clinical team?

•	 How are you expanding access to your 

services?

We can think of this as building a bridge to 

optimal chronic care. We are on one side of the 

bridge, and we want to get to the other side to 

optimal chronic care, as illustrated in Figure 2. 

Building the Bridge to Optimal Diabetes-Cardiometabolic Care Leveraging Artificial Intelligence
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We need to consider what our role is and how AI 

could help.

Our current approach to health care provides 

generalized, one-size-fits-all care (mass 

generalization). We need to be able to provide 

personalized care for entire populations at scale 

(mass customization).10 We need to pivot from 

an episodic model of care to a continuous, on-

demand approach to care and education that 

better matches the relentless 24/7 demands of 

living with a complex, self-managed condition 

such as diabetes. Today, we often lack the data 

needed for clinical decision-making. We need to 

consistently have data to inform timely care for 

our entire population. Today, our approach to 

care is siloed and problem oriented. In diabetes, 

for example, we tend to be glycemic (or even 

A1C) centric. We need to see and treat the whole 

person in their life context. Our current care 

model is fragmented. We need to move to true 

team-based care (even if not in the same location) 

through communication and collaboration so 

the care plan is integrated and works seamlessly 

across multiple chronic conditions. Finally, we 

need to move from transactional reimbursement 

for doing things (fee-for-service) to a focus on 

value not just in how we get paid but also in how 

we think about and deliver care.

Let’s layer in the building blocks to build our 

bridge to the other side (Figure 3).

•	 Building Block 1: A growing suite of 

connected technologies enables people 

to gather data as they live their lives; AI 

analyzes the data and provides personalized 

24/7 coaching, supporting people as they 

self-manage their chronic conditions while 

away from the care team.

•	 Building Block 2: Clinicians can remotely 

monitor population-level data to assess 

the health of their populations, efficiently 

identifying who needs human intervention 

from the clinical care team and when, 

whether a brief coaching nudge or reminder, 

an adjustment in therapy, or behavioral or 

social support. The clinical team interacts 

with individuals in a continuous feedback 

loop.

•	 Building Block 3: Protocol-guided, data-

informed care and education enable the shift 

to an on-demand, continuous care approach 

that allows clinicians to operate at the top of 

their scope of practice, making the most of 

valuable clinician time.

•	 Foundation: At the foundation, ongoing 

assessment of SDOH is automated linking 

at-risk individuals with local resources and 

Institute for Healthcare Improvement (IHI) https://www.ihi.org/resorces/Pages/Publications/quintuple-aim-
for-health-care-improvement.aspx

Figure 1. Institute for Healthcare Improvement quintuple aim: framing your value.

Figure 2. Building the bridge to optimal diabetes-cardiometabolic care.
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social and behavioral support as needed. 

This enables a shift from a reactive to a 

proactive approach to care.

Table 1 provides short-term action steps and 

longer-term plans for helping the DCES lead in 

building the bridge to optimal chronic care in their 

place of practice.

Conclusion/Call to Action

Review the action steps in the sidebar to begin to 

build or enhance your AI acumen. Then get ready 

to step up and lead your team in building the 

bridge to optimal chronic care. Get started right 

away with the short-term action steps in Table 

1. Begin longer-term planning as you complete 

the short-term actions. The bottom line is don’t 

wait for someone else to build the bridge or to be 

invited to build the bridge. You are the one with 

the skills and expertise to build the bridge. The 

time is now. n

Declaration of Conflicting Interests
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Table 1 Short-Term Action Steps and Long-Term Plans for Building the Bridge to Optimal Chronic Care

Building 
block

Building Block 1:

A growing suite of connected 
technologies enables people to 
gather data as they live their lives; 
AI analyzes the data and provides 
personalized 24/7 coaching, 
supporting people as they self-manage 
their chronic conditions while away 
from the care team.

AI-driven digital self-management 
support

Building Block 2: Clinicians can 
remotely monitor the population-
level data to assess the health 
of their populations, efficiently 
identifying who needs human 
intervention and when, whether 
a brief coaching nudge or 
reminder, an adjustment in 
therapy, or behavioral or social 
support, interacting with clients 
in a continuous feedback loop.

Informs timing, level of clinical 
intervention

Building Block 3: Protocol-guided data-informed 
care and education enable the shift to an on-
demand, continuous care approach, allowing 
the DCES to operate at the top of their scope of 
practice, making the most of valuable clinician 
time.

Automate ongoing assessment of SDOH, linking 
at-risk individuals with local resources and social 
and behavioral support as needed. This enables 
a shift from a reactive to a proactive approach to 
care.

Pe protocol data-informed, on-demand care and 
education

Short-term 
actions

Help individuals identify and get 
started on connected technologies

Determine workflow, roles, and 
responsibilities for collaborative 
use of person-level data

Develop organization-approved practice protocols 
that enable the DCES to practice of scope of 
practice to adjust and recommend therapies

Longer-term 
plans

Automate technology decision aids 
to keep the technology conversation 
happening on a timely basis.

Evaluate potential platforms for 
population-level data remote 
monitoring with auto triggers for 
referrals to DCES services.

Automate clinical decision support and SDOH 
assessments and AI-enabled linkages to local 
resources for at risk individuals.

Abbreviations: AI, artificial intelligence; DCES, diabetes care and education specialist; SDOH, social determinants of health.

Figure 3. The building blocks for the bridge to optimal diabetes-cardiometabolic 
(chronic) care.
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SIDEBAR: ACTION STEPS TO TAKE TO BUILD AI ACUMEN

•	 Consider following these experts in the application of AI to health care. 

•	Dr Bertlan Mesko, MedicalFuturist.com; https://www.linkedin.com/in/bertalanmesko/

•	Dr Eric Topol, https://www.linkedin.com/in/eric-topol-md-b83a7317/

•	Dr Harvey Castro, harveycastromd.info linkedin.com/in/harveycastromd

•	Tom Lawry, https://www.tomlawry.com/; https://www.linkedin.com/in/tomlawry/

•	Jan Beger, https://lnkd.in/eR7qichj; keep up with publications on AI in health care by following Jan Beger from GE Health on LinkedIn, who 

summarizes and provides link to relevant articles.

•	 Review the Coalition for Health AI Blueprint for Trustworthy AI, https://www.chai.org/workgroup/responsible-ai/blueprint-for-trustworthy-ai

•	 Add to your reading list: Lawry T. Hacking Health Care How AI and the Intelligence Revolution Will Reboot an Ailing System. Routledge; 

2023.

•	 Review “Augmented Intelligence in Medicine” by the American Medical Association. Available at https://www.ama-assn.org/practice-man-

agement/digital/augmented-intelligence-medicine. 

•	 Consider enrolling in AI training and certification offerings at the American Board of Artificial Intelligence in Medicine, https://abaim.org/

•	 Review National Academy of Medicine’s “Code of Conduct for AI in Health, Healthcare and Biomedical Science,” https://nam.edu/pro-

grams/value-science-driven-health-care/health-care-artificial-intelligence-code-of-conduct/

•	 Consider every repetitive task you do over and over each day as you provide consultations, teach classes, and document your visits. How 

could AI help?

•	 Use the Chat GPT Prompt guide to learn how to refine your prompts to optimize output: “CHAT GPT Cheat Sheet,” by Dr Harvey Castro (AI 

expert and medical doctor), https://www.linkedin.com/posts/harveycastromd_chatgpthealthcare-thegptpodcast-harveycastromd-activity-

7090635508002811904-3hxw/

•	 Make a list of what you could do to bring value to clients if freed from the rote, repetitive tasks.

•	 Lean in. Embrace the change. Be part of the solution.

WHAT IS ARTIFICIAL INTELLIGENCE?

Artificial intelligence (AI): Software that learns, simulating intelligent behavior in computers.

Rule-based AI: Predefined rules are used to process data and make decisions. This is suited for environments where rules and outcomes are 

constant and clear, for example, an automated insulin calculator that used an insulin-to-carbohydrate ratio and correction factor to recommend an 

insulin bolus dose.

Machine learning (ML): A subset of AI that enables systems to learn from data, identify patterns, and make decisions with minimal human interven-

tion. Types of ML include:

•	 Supervised learning: Algorithms are trained on labeled data.

•	 Unsupervised learning: Algorithms identify patterns in unlabeled data.

•	 Reinforcement learning: Systems learn through trial/error, receiving rewards for correct actions.

Deep learning (DL): A subset of ML involving neural networks with multiple layers, enabling high-level data abstraction and pattern recognition. 

DL could be used for pathology and radiology advanced image analysis, speech recognition and natural language processing applications, and 

analysis of genomic data for personalized medicine. Concerns include the lack of transparency of DL models and potential biases and ethical 

considerations in the decision-making processes.

Natural language processing (NLP): A field of AI that focuses on the interactions between computers and humans through natural language. NLP 

could be used to extract relevant information from unstructured data, such as clinical notes. Virtual health assistants and chatbots can be used to 

answer colleague or patient questions. NLP could provide automated transcription, summarization.

Generative AI: A broad category of AI that can create original content. Generative AI tools are built on underlying AI models, such as a large 

language model (LLM; the text-generating part of generative AI).

https://www.linkedin.com/in/bertalanmesko/
https://www.linkedin.com/in/eric-topol-md-b83a7317/
http://linkedin.com/in/harveycastromd
https://www.tomlawry.com/
https://www.linkedin.com/in/tomlawry/
https://lnkd.in/eR7qichj
https://www.chai.org/workgroup/responsible-ai/blueprint-for-trustworthy-ai
https://www.ama-assn.org/practice-management/digital/augmented-intelligence-medicine
https://www.ama-assn.org/practice-management/digital/augmented-intelligence-medicine
https://abaim.org/
https://nam.edu/programs/value-science-driven-health-care/health-care-artificial-intelligence-code-of-conduct/
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Certified diabetes care and education specialists 

(CDCESs) are always looking for ways to better 

serve clients with diabetes or prediabetes. In fact, 

continuous quality improvement (CQI) is written 

right into the National Standard of Diabetes 

Self-Management Education & Support (DSMES).1 

Quality improvement initiatives come in many 

forms. A list of examples might include a project 

to more effectively deliver education, a new 

process to make answering questions or ordering 

TAMARA SWIGERT, MSN, RN, CDCES

Embracing Risk Assessment
Using the Failure Mode and Effect 
Analysis (FMEA) Process in CQI

refills more efficient, or a protocol to titrate 

medications and, in turn, address clinical inertia.

To the developer of such initiatives, the 

benefits may seem obvious; but it is important 

to acknowledge that even the best ideas likely 

come with risks—risks to patients, to the licensed 

professional, and to the organization. Many 

organizations have risk management (or similar) 

committees that review and approve new 

initiatives to address this concern. If your project 

QUALITY IMPROVEMENT Q
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is one that has the potential to cause any harm 

or increase liability, chances are you’ll be asked to 

complete a risk assessment.

Do you cringe when you hear the term “risk 

assessment” (or do you wonder what the term 

even means)? If so, you are not alone! But the 

truth is, risk assessment is a cornerstone of 

safe, high-quality health care. Although it can 

be perceived as a time-consuming institutional 

requirement (and let’s face it, a burden to a busy 

CDCES), structured risk assessment tools/methods 

like failure mode and effects analysis (FMEA) offer 

a practical way to anticipate problems before 

they occur rather than reacting to them after an 

event has occurred. In diabetes care, where small 

errors—especially with medication—can have 

life-threatening consequences, proactive risk 

assessment and mitigation are essential.2,3

So, what is FMEA? FMEA is basically a 

formalized way of asking: “What could go 

wrong here, and how bad would it be if it did?” 

Once you have answered some key questions, 

you have a strategy to reduce those risks. 

That’s it in a nutshell. It’s not rocket science 

(even though it was technically developed by 

aerospace engineers). In health care specifically, 

it provides a systematic approach to evaluating 

a clinical process for potential points of failure. 

It encourages interdisciplinary collaboration, 

enhances patient safety, and supports a culture of 

continuous improvement.4

Let’s break it down.

Understanding FMEA

FMEA involves identifying steps in a clinical 

process, recognizing potential failure modes at 

each step, assigning numerical scores to evaluate 

their impact, and prioritizing the highest risks for 

mitigation.5 The risk assessment scores are based 

on 3 criteria:

1.	Severity (S): how harmful the error could be 

(1 might be inconvenience, and 10 would 

be catastrophic, eg, death or permanent 

disability);

2.	Occurrence (O): how likely it is to happen 

(1 is extremely unlikely, and 10 is extremely 

likely, an almost certain occurrence);

3.	Detectability (D): how likely it is the error will 

be caught before it causes harm (1 is almost 

guaranteed to be detected, and 10 is very 

unlikely it will be detected).

From these criteria scores, the risk priority 

number (RPN) is calculated.

	 The formula is: S × O × D = RPN.

High RPNs indicate issues that need immediate 

attention.6 Keep in mind that high scores do not 

mean the initiative is doomed to fail; rather, it tells 

the project team where to focus efforts to mitigate 

those risks.

Consider how the FMEA was used in the 

following case.

Case Study: Developing an Insulin Titration 

Protocol

Setting.

The setting is a rural primary care clinic with 

several providers and a large cohort of patients 

with type 2 diabetes. The clinic employs a CDCES 

and offers DSMES services.

Project team.

The project team includes a diabetes specialist 

team lead (RN/CDCES), primary care provider 

champion (MD), and patient safety and quality 

lead (PharmD).

Background. 

Maria, the clinic RN/CDCES, observed that patients 

on basal insulin were experiencing delayed dose 

adjustments due to scheduling bottlenecks. She 

recognized that delayed dose adjustment is a 

significant contributing factor to clinical inertia.7 

To address this, she proposed a standing order 

protocol enabling her and the 4 clinic RNs to 

titrate insulin based on structured guidelines and 

provider approval. As part of the initiative, she 

proposed that she as the CDCES provide ongoing 

education and support to her fellow RNs.

Process. 

Maria worked closely with the physician 

champion on the protocol specifics, ensuring that 

only appropriate patients would be included and 

that all dose adjustments are reflective of current 
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evidence-based clinical practice guidelines. 

She met with the nurses to gauge their interest, 

willingness, and availability; RN support was 

unanimous.

The patient safety and quality lead, a 

pharmacist, advised Maria on the organization’s 

project approval process. This included 

conducting a risk assessment to identify and 

mitigate potential issues, which would then 

be reviewed and discussed at the monthly risk 

management committee meeting. As a start, 

Maria and her team thought through steps in the 

protocol: identifying eligible patients, reviewing 

glucose data, calculating dose adjustments, 

communicating with patients, and documenting 

insulin changes. Using FMEA, they generated a list 

of potential failure modes associated with each 

protocol step.

Risk analysis with FMEA.

Once the team identified failure modes, they 

scored them accordingly. Table 1 lists examples 

(note that the actual list would likely include more 

failure modes than what appears in Table 1).

Implementing mitigation strategies.

The team addressed the top risks first by 

incorporating safeguards into workflow, such as 

automation for dose calculation, structured patient 

education, and better data verification procedures. 

These changes allowed for safer titration without 

overburdening the staff. Failure modes with lower 

RPNs were not ignored but were addressed with 

either limited proposed actions or via existing 

policies/tools.

Pilot and monitoring. 

A 30-day pilot with 10 patients demonstrated 

improved glucose management in 80% of 

participants and no adverse outcomes. The clinic 

scheduled quarterly protocol reviews using the 

same FMEA framework to assess ongoing risks and 

make adjustments.2,6

Why Risk Assessment Matters

Risk assessment is not just a regulatory checkbox—

it is a patient safety imperative. According to the 

American Diabetes Association, insulin is one 

of the top medications associated with adverse 

drug events in outpatient care.3 FMEA provides 

a structured method to catch errors before they 

reach the patient.

Health care professionals, especially CDCESs, 

are well positioned to lead these assessments. 

Their expertise in chronic disease management 

and their close patient relationships give them 

unique insights into where gaps exist. FMEA 

provides the tools to turn that insight into action.

In practical terms, investing time in identifying 

and mitigating risk from the beginning increases 

the chances of organizational approval. Why? 

Because the diabetes specialist has already 

thought through issues with which the 

organization is likely to have concerns and 

likely has a response to address those concerns. 

Furthermore, embracing the process has the 

potential to increase the organization’s confidence 

Table 1 Potential Failure Modes and Proposed Mitigation

Failure Mode
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Proposed Mitigation Actions

Incorrect insulin dose 
calculation

8 4 6 192 Implement an EHR-based dose 
calculator

Require dual RN verification6,8

Patient misunderstanding 
insulin instructions 

5 6 4 120 Verify/document patient has completed 
diabetes education

Provide written instructions

Schedule follow-up calls/portal 
message within 24 h4,8

Including an ineligible 
patient (eg, on steroids) 

7 3 7 147 Add a “hard-stop” checklist in the 
EHR to confirm diagnosis and exclude 
inappropriate candidates3,9

New dose exceeds 
patient’s supply (Rx 
insufficient)

4 4 3 48 Add EHR prompt to compare to current 
insulin prescription once new dose 
entered

Delay in documentation of 
dose change

4 3 3 36 Default to organization’s policy that RN 
notes must be signed within 24 hours 
or prompt is received (no additional 
actions)

Abbreviation: EHR, electronic health record.
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and trust in the CDCES and increasingly recognize 

that person as a true subject matter expert.

Risk assessment does not need to be 

intimidating, aggravating, or overly time-

consuming. With a focused approach, such as 

the FMEA method, risk assessment can enhance 

patient outcomes, empower care teams, and 

help structure initiatives that are safer and more 

sustainable. By comparing risks of varying severity, 

as in the case study presented here, teams 

can focus resources where they matter most—

supporting patients and improving care delivery. n
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Health equity remains a foundational element of 

effective public health practice. This is particularly 

true in diabetes prevention and management, 

where inequities disproportionately affect 

racially and ethnically minoritized communities, 

individuals living in underresourced areas, and 

populations facing systemic barriers to care. Type 

2 diabetes continues to be overrepresented in 

communities with fewer economic opportunities, 

limited access to preventive services, and 

increased exposure to the conditions that 

drive chronic disease risk. As national funding 

agencies increasingly emphasize health equity 

as a core priority, the capacity of programmatic 

and technical assistance (TA) staff to engage 

confidently in equity-centered work has become 

essential.

The Diabetes MATCH (Mobilizing Access 

Through Capacity Building and Health) Initiative—

jointly led by the Emory Centers for Public 

Health Training and Technical Assistance and 

the Association of Diabetes Care & Education 

Specialists (ADCES)—is funded through a 

cooperative agreement with the Centers for 

Disease Control and Prevention (CDC-RFA-

DP-23-0021). MATCH supports recipients of the 

companion funding opportunity, A Strategic 

Approach to Advancing Health Equity for 

Priority Populations With or at Risk for Diabetes 

(CDC-RFA-DP-23-0020), by helping state health 

Training Programmatic Staff 
in Health Equity Strategies 

to Build Confidence in 
Advancing Equity 

ALICIA JACKSON, MED, CHES, REYNA SILVA, MPH, CHES, NEENA SMITH-BANKHEAD, MS, D’JATA BARRET, MPH,  

NATELEGE SWAINSON, MPH, PMP, AND KYANDRA FOX, MHA

departments, community-based organizations, 

and partners strengthen their capacity to deliver 

diabetes-related interventions. As MATCH staff 

serve as trainers, TA providers, and capacity-

building agents for recipients nationwide, the 

initiative recognized the need to ensure that 

its own team members possessed the skills, 

knowledge, and confidence necessary to model 

and support equity-informed practice.

In response, the Health Equity Team designed 

and implemented a comprehensive, multipronged 

internal training program to strengthen staff 

capability to operationalize health equity 

principles in their work. The training program was 

created against the backdrop of an increasingly 

polarized political landscape, where equity 

terminology and related initiatives may elicit 

resistance or discomfort among stakeholders. 

This context underscored the importance of 

preparing staff not only to apply equity concepts 

but also to navigate challenging conversations, 

recognize their own biases, and maintain clarity 

and compassion in their approach.

This article describes the development, 

implementation, and early outcomes of this 

health equity training initiative, developed 

to build the confidence, competence, and 

commitment of programmatic staff working 

to advance equity in diabetes prevention and 

management.

MATCHM
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Methods

The training model was developed using a 

data-informed, iterative design process. Work 

began with an internal focus group involving 

programmatic staff representing a range of 

professional backgrounds, experience levels, and 

roles in the MATCH Initiative. The purpose of this 

focus group was to:

•	 assess staff’s health equity competencies

•	 understand their comfort level with equity-

related concepts

•	 identify common challenges encountered in 

their work 

•	 explore their expectations for professional 

development.

During the focus groups, staff were presented 

with the Office of Health Equity’s (OHE) Health 

Equity Domains, shown in Figure 1, and engaged 

in guided discussions about their knowledge 

of the domains and how they apply them 

in their day-to-day work. Findings revealed 

variation in staff’s familiarity with equity topics. 

Some individuals were highly experienced in 

facilitating equity discussions and applying equity 

frameworks to public health practice. Others 

expressed discomfort or hesitancy, often related 

to fears of causing harm, low confidence in 

their knowledge or skills, and concerns about 

navigating politically sensitive environments. 

These insights served as the foundation for 

designing a differentiated learning plan that 

acknowledged the staff’s diverse starting points.

The training program was built around 3 core 

principles:

1.	Meet staff where they are by offering 

developmentally appropriate content that 

does not assume prior expertise.

2.	Integrate structured and unstructured 

learning to address both technical 

knowledge (eg, health equity frameworks) 

and interpersonal skills (eg, confidence in 

facilitating sensitive conversations).

3.	Promote continuous reflection and 

application, ensuring that staff connect 

learning to their daily responsibilities.

Organizational and Program Policy: Embrace equity as the 
foundation of organizational commitments, policies, and practices

Infrastructure: Establish and maintain infrastructure to 
advance equity.

Communication: Communicate effectively to 
advance equity.

Community Engagement and Partnership: Engage communities and 
mobilize partners to enable effective and sustainable organizational efforts.

Structural and Social Determinants of Health: Advance health equity in 
the context of structural and social determinants of health.

Anti-racism and Anti-oppression: Embody anti-racism and anti-
oppression in all aspects of the organization and its interventions

Evaluation: Apply equity-oriented and equitable evaluation 
approaches to monitor and evaluate progress towards health equity

Domain One

Domain Two

Domain Three

Domain Five

Domain Six

Domain Seven

Domain Four

Figure 1. Office of Health Equity’s Health Equity Domains 

https://courses.cdc.train.org/Content_CDC/Resources/OHE_Foundations_of_HE_Competencies.pdf
https://courses.cdc.train.org/Content_CDC/Resources/OHE_Foundations_of_HE_Competencies.pdf
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Training sessions are held monthly and facilitated 

by the internal Health Equity Team with 

contributions from external experts specializing in 

messaging, bias, structural determinants of health, 

human behavior, and reflective practice. Each 

session followed a consistent structure:

•	 Foundational content: definitions, 

frameworks, and practical tools.

•	 Facilitated breakout discussions: small-

group dialogue designed to allow staff 

to process material in a supportive 

environment.

•	 Application scenarios: realistic TA challenges 

requiring staff to apply health equity 

principles.

•	 Reflective assignments: short, structured 

prompts encouraging ongoing self-

assessment and integration into daily work.

Session topics included health equity 

messaging, unconscious and implicit bias, 

culturally responsive engagement, navigating 

politicized environments, trauma-informed 

communication, and strategies for identifying 

opportunities to embed equity into program 

planning, development, and implementation. 

The initial sessions were grounded in a set of 

core health equity imperatives, shown in Figure 

2, which served as a foundational framework for 

the training series. During these sessions, the 

imperatives were first introduced and situated 

within relevant organizational and programmatic 

contexts. Staff then engaged in facilitated 

breakout discussions using role-specific scenarios 

that reflected real-world challenges. These 

discussions provided participants with structured 

opportunities to practice applying the imperatives 

to their daily work, including program planning, 

implementation, and decision-making. 

Progress was monitored through postsession 

surveys and informal feedback. The Health Equity 

Team used this data to continuously refine the 

curriculum, adjust facilitation approaches, and add 

targeted content where additional support was 

needed.

Results

Evaluation findings indicate that the internal 

health equity training initiative has improved staff 

confidence, awareness, and readiness to embed 

equity principles into their TA delivery and other 

projects. Early sessions revealed initial hesitation 

driven by both personal discomfort with sensitive 

topics and uncertainty about how equity fits into 

varying programmatic roles. However, comfort 

levels have increased over time as staff built 

shared language, trust, and familiarity.

More than 90% of evaluation respondents 

reported that the trainings helped them better 

integrate health equity into their work or 

increased their ability to recognize patterns, 

behaviors, or biases within themselves. 

Participants also described feeling more equipped 

to identify entry points for advancing health 

equity in conversations with recipients, even 

when equity was not explicitly requested or when 

partners expressed reluctance to engage in equity 

discourse.

Qualitative feedback illuminated several key 

themes:

•	 Increased confidence: Staff reported feeling 

more secure in their ability to explain health Figure 1. Health equity core imperatives.
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equity, address misconceptions, and engage 

in conversations previously perceived as 

challenging or risky.

•	 Greater self-awareness: Reflective exercises 

prompted participants to identify personal 

biases, communication habits, and 

assumptions that influence their approach 

to TA.

•	 Enhanced practical skills: Staff gained 

concrete tools, such as messaging 

frameworks and question prompts.

•	 Stronger team cohesion: The shared 

learning environment fostered a collective 

sense of purpose and mutual support, 

making equity-related conversations feel 

safer and more productive.

Additionally, staff reported that the training 

program helped bridge the gap between 

theoretical understanding and real-world 

application. This was particularly important given 

the broad portfolio of MATCH recipients, whose 

geographic, political, cultural, and organizational 

contexts vary widely. 

Conclusion

Health equity is not a checklist item but an 

ongoing practice rooted in continuous learning, 

reflection, and skill-building. For programmatic 

and TA staff who play a critical role in shaping 

how funded entities and community partners 

interpret and apply equity principles, ongoing 

professional development is essential. The training 

initiative described in this article demonstrates 

that a thoughtfully designed, multipronged 

approach (detailed in Table 1) can effectively 

strengthen staff capacity to advance equity in 

diabetes prevention and management settings.

Early results demonstrate that staff benefit from 

a training structure that balances foundational 

knowledge with experiential learning, provides 

dedicated space for reflection and practicing 

how to incorporates practical tools for real-world 

application. The model also underscores the 

value of creating psychologically safe learning 

environments where questions, uncertainty, and 

vulnerability are parts of the growth process. 

As health equity continues to evolve in public 

health and society at large, sustained investment 

in workforce development will remain critical 

to ensuring that equity goals translate into 

meaningful, measurable action.

This initiative offers a replicable model for 

public health organizations seeking to strengthen 

internal health equity competencies. As MATCH 

continues its work with diabetes prevention and 

management partners nationwide, the internal 

training program ensures that staff are equipped 

to lead with clarity, compassion, and confidence 

in an increasingly complex and politically charged 

environment. Long-term success in advancing 

health equity depends not only on strong external 

programming but also on the readiness and 

resilience of the workforce that supports it. n
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Table 1 Multipronged Health Equity Training Approach

Training 
element

Description Intended 
outcome

Foundational 
knowledge

Health Equity core imperatives, key messages, and 
shared language

Conceptual clarity

Health equity 
assessments 

Reflective self-assessments, such as the Harvard Implicit 

Association Test, or Preventive Cardiovascular Nurses 
Association Health Equity Assessment Tool 

Increase self-
awareness 

Experiential 
learning

Role-specific, scenario-based breakout discussions Skill application

Reflective space Guided reflection and dialogue following assessments 
and activities

Critical self-
awareness

Practical tools Action-oriented resource guides to support equity 
integration into daily work

Real-world 
application

Psychological 
safety

Level-setting each training with “community 
agreements” to emphasize trust, curiosity, and 
confidence in sharing

Sustained 
engagement and 
trust

Ongoing 
reinforcement

Multiple sessions over time Skill development 
and retention
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https://www.cdc.gov/diabetes/data/statistics-report/index.html 
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The Association of Diabetes Care & Education 

Specialists (ADCES) has long recognized that 

advancing diabetes care and education requires 

more than implementing best practices; it 

demands a commitment to generating new 

evidence and translating research into practice. 

Building on this foundation, the newly released 

2026-2028 ADCES Research Agenda offers a 

strategic framework designed to guide diabetes 

care and education specialists (DCESs) toward 

impactful clinical inquiry, addressing critical 

knowledge gaps, and driving innovation across 

diverse practice settings.1 This new agenda 

operationalizes the priorities outlined in the 2022 

Research Agenda and is closely aligned with the 

ADCES Strategic Plan, emphasizing 3 core goals: 

•	 improving access to diabetes care and 

education, 

•	 advancing the expertise of DCESs, and 

•	 growing and diversifying ADCES 

membership with a focus on team-based 

care diversity.1-3 

Each goal is supported by targeted research 

priorities and sample questions designed to inspire 

inquiry at all levels. These priorities underscore the 

Innovation 
Through Evidence

Introducing the ADCES 2026-2028 
Research Agenda

JENNIFER L. ROSSELLI, PHARMD, BCACP, BC-ADM, CDCES

essential role of evidence in shaping sustainable, 

equitable, and whole-person diabetes care.1

The Evolving Role of the DCES: From Educators 

to Innovators

The release of the new research agenda follows a 

pivotal conversation within the specialty, captured 

in the three-part ADCES in Practice series, “From 

Educators to Innovators.” Part 1 introduced the 

concept of clinical inquiry and highlighted its 

benefits for improving care, emphasizing the 

DCES’s unique position to ask practice-informed 

questions and apply evidence-based methods 

to address unmet clinical needs.4 Part 2 explored 

evidence-based quality improvement (EBQI) as 

a practical, systematic approach for integrating 

evidence into quality improvement initiatives that 

drive equitable and sustainable changes in care 

delivery.5 Part 3 culminated this progression by 

outlining the diverse types of research relevant to 

diabetes care and education. It underscored the 

importance of DCES-led research in advancing the 

science of diabetes care and education, from case 

reports to implementation science, in generating 

generalizable knowledge that informs practice, 

policy, and workforce development.6

TRANSLATING RESEARCH INTO PRACTICET

https://www.adces.org/practice/diabetes-research
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Shaping the Next Era of Research

The 2022 ADCES Research Agenda established 

4 foundational pillars—Diversity and Equity, 

Health Economics and Policy, Implementation 

Science, and Workforce Development—and 

called for translational research to close gaps in 

access, cost-effectiveness, and implementation 

of diabetes self-management education and 

support (DSMES).2 These priorities remain integral 

to the new agenda. The 2026-2028 Research 

Agenda builds on this foundation by transforming 

these pillars into focused priorities and emerging 

areas of inquiry. It offers practical research 

questions that address evolving challenges 

and evidence gaps in diabetes care, questions 

that DCESs can explore at various levels of 

clinical inquiry. Topics include cost-effective 

staffing models for DSMES programs, effective 

methods for teaching diabetes technology, and 

the relationship between DCES responsibilities, 

compensation, and job satisfaction. These 

examples illustrate how the new agenda 

transitions from vision to execution, inspiring 

projects ranging from local EBQI initiatives to 

multisite research studies. This approach ensures 

that DCESs can make meaningful contributions 

and have the opportunity to shape the future 

of diabetes care and education by generating 

impactful evidence regardless of their setting or 

experience level.1

Together, the “From Educators to Innovators” 

series and the 2026-2028 Research Agenda 

articulate a clear vision: DCESs are not only 

educators and clinicians but also innovators, 

leaders, and catalysts for change. The specialty 

has the capacity to generate evidence and 

translate it into practice. By engaging in EBQI and 

research, DCESs can identify and address practice 

gaps, develop and evaluate interventions, and 

advocate for policies that enhance access, 

equity, and quality of care. These activities 

strengthen the evidence base for DSMES, inform 

reimbursement and policy decisions, and elevate 

the visibility and impact of the DCES role within 

health systems and communities.

A Call to Action

As you engage with this agenda, consider how 

its priorities intersect with your own practice 

questions and professional aspirations. The 

call to action is clear: embrace clinical inquiry, 
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contribute to research, and help transform 

diabetes care through evidence-based innovation. 

ADCES stands ready to support these efforts 

through resources, mentorship, and platforms 

for dissemination. Together, we can advance the 

science, strengthen the specialty, and improve 

outcomes for people living with or at risk for 

diabetes. n
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Breakthrough T1D 
(Formerly JDRF) 
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Breakthrough T1D (formerly JDRF) is the 

leading global type 1 diabetes (T1D) research 

and advocacy organization. With a mission to 

accelerate life-changing breakthroughs to cure, 

prevent, and treat T1D and its complications, no 

organization does more to improve everyday life 

with T1D. Since its founding in 1970, Breakthrough 

T1D has committed more than $2.5 billion 

in research grants. Our research has 2 core 

objectives: 

•	 Cure T1D by restoring the body’s ability to 

make insulin and stopping T1D before it 

occurs or providing insulin independence 

through replacement with insulin-producing 

cells.

•	 Improve lives by keeping people with T1D as 

healthy as possible until cures are found by 

advancing new T1D resources, technologies, 

and therapies. 

Breakthrough T1D has had a hand in the 

development of nearly every T1D advancement 

over the past 50+ years and will continue to fund 

the best research until this disease is a thing of the 

past. 

From the day of diagnosis to daily life decades 

later, Breakthrough T1D supports and connects 

people in the T1D community. While we drive 

toward curing T1D, we help make everyday life 

better for the people who face it. Whether you 

are interested in joining an educational summit, 

in need of advice from someone who has been 

there, or are looking for resources—to learn T1D 

basics, how to educate others about T1D, and 

where to find more information and support—

Breakthrough T1D is ready to help, at any age or 

stage of T1D. 

•	 Navigating a T1D diagnosis? Breakthrough 

T1D has free resources for children, teens, 

and adults. The Breakthrough T1D Bag of 

Hope supports children ages 0 to 11 and 

their families with educational tools, books, 

and a very special friend, Rufus the Bear with 

Diabetes, Powered by Breakthrough T1D. 

Rufus has special patches to interact with a 

free mobile companion app that can open 

up a new world of learning and playing for 

caregivers and their children. Teen Packs, 

designed for teens ages 12 to 17 and their 

caregivers, offer educational resources, a 

diabetes supply pouch, and a special Lokai 

bracelet. Adult Packs for individuals 18 

years and older provide information to help 

adults live well with T1D. All 3 packs are also 

available as bilingual packs (English and 

Spanish). 

		  Ready to share these free resources 

with your patients? Health care providers 

are critical partners in connecting patients 

to Breakthrough T1D resources. To learn 

more about how you can offer these free 

resources to your patients, please complete 

this interest form. A member of the 

Breakthrough T1D team will contact you to 

share more information. 

•	 Interested in learning from experts? 

Breakthrough T1D Community Summits are 

hosted virtually and in person, providing 

education from T1D experts and real-

world storytelling from T1D community 

members. In-person summit events are 

hosted by Breakthrough T1D chapters 

across the country and include keynote 

speakers, breakout sessions, T1D vendor 

exhibition, youth and teen programming, 

and opportunities for connection. Virtual 

programs are hosted on Breakthrough 

T1D’s social platforms throughout the year, 

including a full Spanish-language program. 

View the virtual schedule, watch past virtual 

sessions, or find a local in-person summit. 

•	 Looking for community connection? 

The Breakthrough T1D Community Forum 

is a vibrant social network for people 

with T1D, their families, and their friends. 

The site is created for—and powered 

by—the T1D community. Members of this 

diverse and lively community exchange 

information, answers, and support. Simply 

sign up, connect with others, and join 

the conversation. Additionally, virtual 

https://www.breakthrought1d.org/hcp-community/
https://www.breakthrought1d.org/t1d-community/summits/
https://www.breakthrought1d.org/t1d-community/summits/
https://www.breakthrought1d.org/t1d-community/forum/
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and in-person meetups are hosted by 

Breakthrough T1D chapters across the 

country and are open to all, connecting the 

T1D community coast to coast. Visit our 

website to find an event near you.

•	 Searching for helpful tools? Breakthrough 

T1D’s website—breakthrought1d.org—offers 

a variety of resources for back to school, 

nutrition, parenting and relationships, 

daily management, and more. You can 

also connect with your local chapter to 

join fundraising programs, sign up to be a 

volunteer, or attend local events.

In addition to patient and community 

resources, Breakthrough T1D supports health 

care professionals with clinical guidance tools, 

accredited education, and more. Closing the gap 

between access to and adoption of T1D therapies 

is a mission priority for Breakthrough T1D. Our 

Medical Affairs unit focuses on:

•	 Developing educational materials for health 

care professionals in the United States and 

around the world. Discover complementary 

resources available to health care 

professionals, including accredited 

education, here. 

•	 Empowering people with type 1 diabetes 

(T1D) to participate in shared decision-

making with their health care teams about 

emerging T1D therapies.

•	 Helping to establish and socialize clinical 

care guidelines tailored to regional needs.

•	 Expanding clinical trial participation through 

community activation and health care 

professional education. Visit our Type 1 

Diabetes Early Detection and Clinical Trials 

pages to learn more about these programs 

and how you can encourage participation 

among your patients.

Breakthrough T1D collaborates with ADCES at 

both the national and state levels. To connect with 

your local Breakthrough T1D chapter team, please 

complete this brief form. n

https://www.breakthrought1d.org/discover-events/
https://www.breakthrought1d.org/
https://www.breakthrought1d.org/healthcare-professional-education-and-resources/
https://www.breakthrought1d.org/healthcare-professional-education-and-resources/
https://www.breakthrought1d.org/healthcare-professional-education-and-resources/
https://www.breakthrought1d.org/healthcare-professional-education-and-resources/
https://www.breakthrought1d.org/early-detection/
https://www.breakthrought1d.org/early-detection/
https://www.breakthrought1d.org/clinical-trials/
https://www.breakthrought1d.org/hcp-community/
https://www.breakthrought1d.org/hcp-community/
https://www.breakthrought1d.org/hcp-community/
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I am thrilled to be named the Diabetes Care 

and Education Specialist (DCES) of the Year for 

2026. Thank you to ADCES for the recognition.  

Part of the role is to speak at coordinating body 

meetings about topics that I am passionate about 

as a pharmacist and DCES. One of those topics 

is about addressing cardio renal and metabolic 

conditions in type 2 diabetes (T2D) and mitigating 

therapeutic inertia (TI) as it relates to this topic. 

There are more than 38 million Americans 

living with diabetes.1 Of the adults living with 

diabetes, 89.8% have either overweight or obesity 

according to the Centers for Disease Control 

and Prevention (CDC). Other alarming statistics 

include the following:

•	 More than 70% of adults with diabetes have 

hypertension, and nearly 40% have chronic 

kidney disease (CKD).1 

•	 More than 47% have an A1C >7%.1 

•	 Of nearly 8 million hospital discharges in 

2020 with any diagnosis related to diabetes, 

1.68 million discharges were attributed to 

major cardiovascular diseases.1 

•	 In 2020, only 11% of the adult population 

living with diabetes met “ABC” goals of A1C 

<7%, blood pressure <130/80 mmHg, and 

non-HDL cholesterol <130 mg/dL.1 

•	 Despite the advancements in diabetes 

technologies and diabetes therapeutics, 

Who Should 
CaRe? Me!
The Role of the 
CDCES in the 
Cardio Renal 
and Metabolic 
(CaRe Me) 
Continuum
KATELYN O’BRIEN , PHARMD, BCPS, CDCES, BC-ADM

A ADCES AWARD WINNER PRACTICE PEARLS
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there are still disparities in these glycemic 

outcomes. 

How can certified DCES (CDCES) help to 

improve these outcomes? 

Guideline Recommendations

According to the American Diabetes Association 

(ADA) 2025 Standards of Care, a person-centered, 

shared decision-making approach should guide 

the choice of glucose-lowering medications for 

adults with T2D.2 Medication should be selected 

that will provide sufficient effectiveness to achieve 

and maintain intended treatment goals with 

consideration of the effects on cardiovascular, 

kidney, weight, and other relevant comorbidities; 

hypoglycemia risk; cost and access; risk for 

adverse reactions and tolerability; and individual 

preferences.2 The largest emphasis for patients 

with cardiovascular-kidney-metabolic (CKM) 

comorbidities will be on treatment selection of 

sodium glucose cotransporter 2 inhibitor (SGLT2i), 

a glucagon-like peptide-1 receptor agonist (GLP-

1 RA), or dual agonist GLP-1 RA with glucose 

dependent insulinotropic polypeptide (GIP).2 See 

Table 1 for an outline of recommendations based 

on CKM comorbidities. 

Therapeutic Inertia

TI is the failure to initiate or intensify therapies 

when treatment goals are not met. TI is evident 

in diabetes care. As noted earlier with data from 

the CDC, 47.4% of adults have an A1C >7%, and 

only 11% meet all 3 criteria for glycemic, blood 

pressure, and cholesterol targets. TI persists 

despite well-known microvascular benefits to 

achieving therapeutic targets and having effective 

therapies and well-established evidence-based 

clinical practice guidelines.3 

Table 1 Pharmacologic Recommendations Based on Comorbidities

CKM Condition ASCVD or High 
Risk of ASCVD

HF CKD MASLD or 
MASH

Overweight/
Obesity

ADA recommendation GLP-1 RA or SGLT2i 
with proven CV 
benefits

SGLT2i with proven HF 
benefit

Consider GLP-1 RA or 
dual GLP-1RA/GIP in 
HFpEF with obesity

SGLT2i or GLP-1 RA 
with proven CKD 
benefit

GLP-1 RA,  
GLP-1 RA/GIP, 
pioglitazone 

GLP-1 RA or  
GLP-1 RA/GIP

Abbreviations: ADA, American Diabetes Association; ASCVD; atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CKM, 

cardiovascular-kidney-metabolic; CV, cardiovascular; GIP, glucose dependent insulinotropic polypeptide; GLP-1 RA, glucagon-like 

peptide-1 receptor agonist; HF, heart failure; HFpEF, heart failure preserved ejection fraction; MASH, metabolic dysfunction-associated 

steatohepatitis; MASLD, metabolic dysfunction associated steatotic liver disease; SGLT2i, sodium glucose cotransporter 2 inhibitor.
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A study from the National Health and Nutrition 

Examination Survey in 2017-2020 looked at 

1,375 participants with chronic kidney disease 

(38%), congestive heart failure (CHF; 8.5%), and 

atherosclerotic cardiovascular disease (ASCVD; 

23%). The overall prevalence of SGLT2i and GLP-1 

RA use was 5.8% and 4.4%, respectively. Among 

adults with CKD, CHF, or ASCVD, SGLT2i was 

used by 7.7%, and GLP-1 RA was used by 3.5%. 

Differences in SGLT2i or GLP-1 RA use were 

observed by age, race, ethnicity, health insurance 

status, body mass index, and whether a single 

health care provider was identified as responsible 

for diabetes management.4 

There are multiple drivers of TI in clinical 

practice, and these span many layers of the health 

care system. Factors influencing TI can stem from 

Table 2 Drivers for Therapeutic Inertia (TI)

People living 
with diabetes

May be affected by social determinants of health that drive TI if they have 
limited access to healthy foods, technology, medications, and transportation to 
appointments, among other barriers.5,6

Clinicians Often cite time constraints as a limitation and knowledge or awareness of 
newer guideline recommendations.5,6

Implicit biases may also impact TI at the level of the clinician. For example, 
in a study out of the Veterans Administration Healthcare system of nearly 1.2 
million patients, Black patients had the lowest odds of prescription compared 
with White patients for SGLT2i and GLP-1 RA.7 

Health care 
system

May fail to identify individuals not meeting targets or may lack resources, such 
as DSME.5,6

Payors Often have constantly changing formularies or lack coverage of medications, 
technologies, or DSME.5,6

Abbreviations: DSME, diabetes self-management and education; GLP-1 RA, glucagon-like 

peptide-1 receptor agonist; SGLT2i, sodium glucose cotransporter 2 inhibitor; TI, therapeutic 

inertia.

Table 3 CDCES: Preventing Therapeutic Inertia

Level/Area Strategies to Mitigate TI Role of the CDCES Key Examples/Notes

Evidence-based 
interventions

Engage nonphysician providers 
(pharmacists, nurses, CDCESs) in medication 
management using structured protocols.

CDCESs collaborate on therapy initiation/
intensification.

Meta-analysis of 36 studies: nonphysician-
led interventions most effective in improving 
A1C.8

Clinical practice 
level

Create diabetes-dedicated appointments and 
integrate CDCESs into these visits.9

CDCES acts as patient and clinician champion, 
improving understanding of medication options.

ADA initiative supports diabetes-focused 
visits to overcome TI.9

System level Develop registries/reports identifying 
patients not meeting A1C goals.

CDCES collaborates with population health and 
information technology teams to use data for 
referrals.

Registries may include labs (eGFR,  
UMA/UACR) or comorbidities (ASCVD, HF); 
flags for missing SGLT2i/GLP-1 RA therapy.

Technology and 
EMR optimization

Build real-time benefit alerts, formulary tools, 
and embedded order sets.

CDCES supports creation and implementation of 
EMR-based tools linking to diabetes resources.

Tools connect patients to dietitians, DSME, 
ophthalmology, nephrology, etc.

Provider education 
and support

Offer in-services and academic detailing on 
ADA Standards of Care.

CDCES provides annual training or one-on-one 
detailing to support PCPs.

Academic detailing helps identify and 
overcome implementation barriers.

Interdisciplinary 
collaboration

Alternate visits among MDs, APPs (PA, NP, 
PharmD), and CDCESs.

CDCES ensures continuity, supports patient 
follow-up, and addresses barriers.

Reduces appointment bottlenecks; supports 
early intervention.

Patient-centered 
support

Screen for diabetes distress, depression, 
SDOH; provide tailored education.

CDCES assesses psychosocial factors and 
delivers education to enhance engagement.

Education emphasizes chronic nature of 
diabetes and progressive treatment needs.

Cultural and 
language 
accessibility

Provide multilingual educational materials 
and instructional videos.

CDCES helps implement educational 
interventions for diverse populations.

Example: GLP-1RA videos in 4 languages, 
QR codes in exam rooms, reduced racial/
ethnic prescribing gaps.10

Framework 
implementation

Apply the “identify, configure, collaborate” 
framework.11

CDCES identifies appropriate patients, 
configures care plans, and collaborates with the 
team.

Targets patients with obesity, CKD, CHF, 
ASCVD; promotes shared decision-making.

Medication 
optimization and 
education

Support prescribers in initiating and 
managing cardio-renal-metabolic therapies.

CDCES educates patients on medication timing, 
side effects, and glucose monitoring.

Enhances uptake and sustained use of 
evidence-based therapies.

Abbreviations: ADA, American Diabetes Association; ASCVD; atherosclerotic cardiovascular disease; CDCES, certified diabetes care and education specialist; 

CHF, congestive heart failure; CKD, chronic kidney disease; DSME, diabetes self-management and education; eGFR, estimated glomerular filtration rate; EMR, 

electronic medical record; GLP-1 RA, glucagon-like peptide-1 receptor agonist; HF, heart failure; PCP, primary care provider; SDOH, social determinants of 

health self; SGLT2i, sodium glucose cotransporter 2 inhibitor; TI, therapeutic inertia; UMA, UMA/UACR: urinary microalbumin/urinary albumin creatinine ratio 
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the experiences or circumstances of the person 

living with diabetes and the constraints faced by 

clinicians delivering care, which may come from 

the health care system or payors. Understanding 

the key contributors to TI can help identify care 

gaps and lead to targeted interventions to improve 

timely, evidence-based diabetes care, as shown in 

Table 2.

Mitigating Therapeutic Inertia

In a meta-analysis of 36 studies categorized 

by intervention type, it was demonstrated that 

the most effective approaches to mitigating TI 

and improving A1C were those that engaged 

nonphysician health care professionals, 

specifically, pharmacists, nurses, and DCESs.8 

These nonphysician interventions involved 

medication management using protocols to 

initiate or intensify therapy. 

There are many ways to combat TI at all 

levels. CDCESs can act as champions for our 

patients to help not only the patients but also the 

clinicians understand medication options and 

benefits. ADA’s Overcoming TI Initiative cites ways 

to overcome TI by having diabetes-dedicated 

appointments, which is a perfect way to integrate 

CDCESs.9 See Table 3, which highlights the role of 

the DCES in preventing TI in diabetes care. 

Conclusion

People with T2D may experience cardio, 

renal, and metabolic effects of living with this 

condition and can benefit from therapeutic 

agents, such as incretin therapies and SGLT2i, to 

reduce progression of kidney disease, provide 

cardiovascular protection, and assist with 

weight reduction. Despite well-documented 

benefits of these agents, TI persists. The CDCES 

is well positioned to educate both patients and 

practitioners on the benefits of these medications 

and aim to reduce inertia by identifying patients 

who would benefit from these medications to 

reduce complications and improve glycemic 

outcomes. n
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Many of us have wondered what it would be like 

to start our own business, and some of us have 

taken that step. In this new “ADCES in Practice” 

column, we share those stories by spotlighting 

members of the ADCES Entrepreneurship 

Community of Interest. What motivated them? 

What challenges did they face? And what did the 

journey ultimately look like? You will find those 

answers here.

We begin with Sarah Hormachea, MS, RD, 

CDCES, BC-ADM, owner and primary consultant 

of Sarah Hormachea: Diabetes Care and 

Education, LLC. Sarah provides consultative and 

contract services to providers, health systems, and 

community organizations to strengthen diabetes 

care and education while also offering direct 

patient services through her private practice. 

She is the founder and past chair of the ADCES 

Entrepreneurship Community of Interest and was 

recently elected to the ADCES Board of Directors. 

Sarah is based in Denver, Colorado.

How Did You Get Started?

Choosing to depart from a secure and predictable 

position in an endocrinology practice at a large 

teaching hospital was not an easy decision. It 

came after months of planning, preparation, and 

Building a Practice That Fits

Striking Out 
on My Own

SARAH HORMACHEA , MS, RD, CDCES, BC-ADM

prioritizing my professional goals and aspirations. 

I had to take a close look at what I valued most for 

myself and my family.

I had just returned from maternity leave, and 

the days away from my newborn felt especially 

long. The work itself was emotionally demanding, 

and my 45-minute commute at the beginning and 

end of each day, often extended by staying late to 

address urgent clinic needs or logging in again at 

night to finish charts, started to take a real toll. I 

realized I could not maintain healthy boundaries 

in that environment. I remember thinking, if I can 

work this hard and feel this motivated for another 

organization, imagine what I could create and 

build for myself.

I began researching community and market 

needs, reimbursement models, and potential 

revenue streams that could allow me to sustain 

the income I was earning in my hospital role. I 

was also looking for something more flexible, 

work that allowed me to organize my days and 

weeks in a way that better fit my family’s needs.

I spent nights and weekends lining up a few 

contract opportunities, and once I had the details 

worked out, I took the leap and left my role in the 

endocrinology clinic.

EXPLORING ENTREPRENEURSHIPE



ADCES IN PRACTICE  //  Spring 2026  //  57

Why Did You Choose This Path?

I’m headstrong and independent, and I often joke 

that I thrive best when I have a long leash. I enjoy 

creating and building, and I wanted the freedom 

to take on projects that truly inspire and energize 

me while stepping away from tasks that left me 

feeling drained or underutilized, like extensive 

durable medical equipment (DME) paperwork or 

spending hours on the phone with pharmacies. 

Contract and consulting work gave me the 

opportunity to bring 110% to every project, which 

is exactly what my clients expect and deserve.

What Does a Typical Day Look Like for You?

The only certainty I have in entrepreneurship is 

uncertainty. That said, most days start early so I 

can fit in some exercise and enjoy quality time 

with my kiddo.

After dropping him off at preschool, I usually 

head back to my home office for 2 or 3 virtual 

sessions focused on nutrition therapy or diabetes 

self-management education and support. My 

clients come through several pathways. Some 

are cash-pay and are referred by provider offices 

or find me directly through my website. I also 

see insurance-based patients through a platform 

called Nourish, which manages insurance 

contracts and credentialing. They also provide 

direct referrals through their marketing and 

recruitment efforts and have been an incredible 

source of infrastructure and support for dietitians 

working in this space.

My virtual sessions vary and can include 

reviewing pump or continuous glucose monitor 

reports and refining recommendations, supporting 

meal planning and healthy eating with diabetes, 

or working through behavior change strategies to 

support broader health and wellness goals.

In the afternoon, I may visit a clinic for an 

in-person pump training. I currently contract as 

an independent trainer with 3 different pump 

companies. On other days, I meet with clinical 

teams to support the implementation of lifestyle-

supported GLP-1 programs. This work may include 

reviewing InBody scans to help personalize 

nutrition and exercise recommendations 

alongside incretin-based therapies, such as 

Wegovy or Zepbound.

Later in the afternoon, I may hop on a call with 

an aspiring CDCES to provide clinical coaching. 

This has become a meaningful and creative 

revenue stream in my work. Many disciplines, 

including registered dietitians, can earn employer-

https://www.usenourish.com
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covered continuing education credit by working 

with a coach or mentor through a customized 

learning plan. I develop individualized learning 

plans with clear objectives and applied projects. 

Sessions can be invoiced directly to employers or 

paid for by participants, who may then submit for 

reimbursement.

After spending time with my family, I 

sometimes log back on in the evening to 

complete medical reviews, write for a client, or 

create content for my own website. Every day 

looks a little different, and that variety is one of the 

things I enjoy most.

Where Do You Find Joy?

The joy comes from high-quality touchpoints. 

These are moments when a deeper connection 

is made and you can feel that the work will bring 

real value to a program, project, or individual. I 

love seeing the light bulb go off.

At this point in my career, I am done with 

hustle culture and the idea that impact or 

revenue comes from volume alone. Instead, I am 

intentionally leaning into fewer, higher quality 

interactions that allow for meaningful work and 

lasting impact.

What Advice Do You Have for People 

Considering Striking Out on Their Own?

Do not feel like you need a fully developed 

business plan, a website, or polished marketing 

materials to get started. Most people reinvent 

their services 2 or 3 times before they find what 

truly works. Even then, it is important to regularly 

reevaluate your offerings to stay relevant and in 

demand.

Start by identifying a real problem and thinking 

through your approach to solving it. Do not try to 

be everything to everyone. Narrow your focus to 

a few things you do well and clearly define who 

benefits most from them and why. Stay flexible in 

your approach, but do not drift from your north 

star or guiding mission. That clarity will help you 

make the right decisions when the time calls for it.

How Do You Stay Afloat?

Emotionally, I am incredibly thankful for my 

professional colleagues and friends, many of 

whom overlap. I love meeting up for coffee to 

talk shop, and I cannot imagine doing this work 

without the support of professional practice 

organizations like ADCES, the Academy’s Diabetes 

Practice Group, and the American Diabetes 

Association. These communities provide daily 

connection, inspiration, and a space to build 

meaningful professional relationships that often 

grow into lasting friendships.

Financially, I have reached milestones I never 

thought possible, especially in a field where 

registered dietitians are known to face salary 

limitations. I am also deeply grateful for my 

husband, who encouraged me to take the leap 

and helped shoulder the financial responsibilities, 

such as health insurance, when I was first getting 

started. Now, we are in a place where he is 

preparing to launch his own entrepreneurship 

endeavor in AI-driven operations, and it feels full 

circle.

Supporting Entrepreneurship Through 

Community

For those seeking additional guidance and 

support, I strongly encourage joining a 

Community of Interest (COI) that aligns with 

your career goals and professional needs. When I 

joined ADCES more than 10 years ago, I became 

involved not only with my state coordinating body 

but also with the office- and clinic-based COI and 

the Technology COI to support my day-to-day 

practice.

As I began exploring private practice and 

entrepreneurship, I realized that none of the 

existing communities fully addressed those needs. 

In response, I worked with ADCES to help create 

a new space dedicated to entrepreneurship. This 

community was designed to offer guidance and 

support around branding, business development, 

marketing, professional liability, consulting, private 

practice growth, postcareer opportunities, and 

more.

Alongside my co-chair, Baleana Watts-

McGilberry, we also used this platform to highlight 

success stories in the field by launching the 
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interview series Interview With an Entrepreneur. 

Since its inception in January 2024, the series 

has featured more than 24 interviews with both 

familiar and new faces from across the ADCES 

community. Login to the Entrepreneurship COI to 

participate in the discussion. n
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BEEP. BEEP. BEEP.

My hand falls naturally to my waist band as it has so 

many times before. I grab my pager but don’t find 

the “Trauma Activation” I was expecting to see at 

2:07 a.m. on this overnight shift as the emergency 

medicine attending physician at University 

Hospitals-Cleveland Medical Center. Tonight, our 

level 1 trauma center and tertiary care center 

seem to have an unrelenting volume of critically ill 

patients needing my expertise—a sharp mind and 

steady hands.

Instead, I replace my pager and instinctively look 

at the screen next to it. “Sixty-five and dropping,” 

I say, as my insulin pump vibrates in my hands, 

transmitting data from my continuous glucose 

monitor (CGM) mounted in my upper arm. I make 

my way to the “Patient Nourishment” station, grab 

a couple plastic containers of sugary orange juice, 

and chug them as I walk to the room of my next 

patient.

As an assistant professor of emergency 

medicine and medical education at Case Western 

Reserve University School of Medicine, I’m excited 

to share my story as a physician living with type 

1 diabetes. But through this piece (and hopefully 

Living With 
Type 1 Diabetes 

in a 24/7 
Profession

ANDREW GOLDEN , MD

more!), I hope to detail not only my experiences 

caring for patients in the emergency department 

but also my experiences scuba diving, running 

marathons, and traveling around the world all while 

using diabetes technologies, a healthy lifestyle, and 

the expertise of skilled providers like you to keep 

my blood glucose in range.

The story of hypoglycemia I share here is 

familiar to us all. Certainly, I’ve had plenty in my 24 

years with type 1 diabetes. What may be different, 

though, is the consequence. Of course, keeping my 

blood glucose in range is important for my health. 

But something I didn’t realize as I entered this 

profession was the importance of keeping them in 

range for the often 40 patients under my care. My 

mind needs to be sharp always.

Acute care physicians—those in emergency 

departments, operating rooms, and intensive 

care units—throughout the hospital work in 

unpredictable environments. We never know when 

the next “emergency” will roll through the door . 

. . or how many of them there will be. Which means 

the notion of a lunch break is just that, an often 

unrealized idea.

People with diabetes thrive with routine. I 

PATIENT PERSPECTIVESP
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intentionally chose a specialty that constantly 

challenges my intellect, resilience, and health. I 

do so because I’m excited by the opportunity to 

connect with patients in their most vulnerable 

times and care for acutely ill patients. I accept the 

added pressure of managing my type 1 diabetes 

knowing it would necessarily add complexity to my 

work for the rest of my career.

Let me give you a sense of my schedule. 

Monday, I have a gym class scheduled at 6 a.m., 

meetings scheduled from 8:00 a.m. until 2:30 

p.m., and a shift working in the high-acuity section 

of my emergency department from 3:00 p.m. 

until 11:00 p.m. Academic medicine (working in 

environments with medical students and residents) 

adds a layer of difficulty to my days that is only 

made more challenging by concurrently managing 

a chronic disease. The reality of my career, though, 

is that most emergency medicine physicians 

work 15 shifts per month, with about one-third of 

those being overnight. We are constantly shifting 

between days, evenings, and nights. 

Overnight shifts are the hardest. Certified 

diabetes care and education specialists and 

endocrinologists have expertly crafted basal rates, 

carb ratios, and every other insulin pump setting 

to best manage my diabetes—in a “normal” diurnal 

schedule. When that schedule becomes nocturnal, 

though, things can get a bit unpredictable. The 

normally higher basal rates required to keep 

my blood glucose steady while I’m less active 

from 11:00 p.m. to 7:00 a.m. now cause them to 

plummet. 

The process of learning to manage a fluctuating 

schedule has been arduous and long. But here are 

a few tips I’ve learned along the way. I’m hopeful 

these may be helpful for other people with diabetes 

whose schedules lack routine:

1.	Have separate insulin pump regimen profiles 

for both day and night schedules. This will 

often require more nuance than simply 

swapping day and night basal and bolus 

settings for those of us with insulin pumps. 

For example, I have “Day Shift” and “Night 

Shift” profiles I swap between on my pump. 

CGMs are invaluable in helping to identify 

blood sugar patterns and crafting appropriate 

insulin strategies. I doubted CGMs for a 

long time, but this reason alone made me a 

believer in their power. I wear one constantly 

now to help with this process alone.

2.	Strive to maintain healthy activity, eating 

patterns, and sleep quality and duration 

during more challenging times. There’s a 

reason “midnight snacks” are often dessert. 

The crave for sugar persists when working 

in the middle of the night. It’s easy to jump 

to quick-hit, high-carbohydrate snacks 

when energy might be low or to skip 

physical activity because of insufficient rest. 

Consistency with these patterns is key for me 

to optimize in-range blood glucose.

3.	Every person with diabetes is different, but 

I trend toward hypoglycemia when I work 

overnight. For me, keeping snacks available 

for these unexpected dips prevents me 

from sneaking into hospital nutrition rooms 

to hoard those unappealing orange juice 

containers. Granola bars and dried fruit are 

my go-to because they are prepackaged.

Your expertise is invaluable for patients, like 

me, who lack consistent schedules. I hope this 

piece sheds light on the struggles we face. In the 

meantime, “Trauma Activation. MVC. ETA 5 min.” 

And thankfully my glucose is 108 and stable. My 

mind is sharp and hands steady, ready to go to 

work. n
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P ADCES PRACTICE PAPER SUMMARY

We are pleased to announce the newly updated 

and published practice paper, The Diabetes Care 

and Education Specialist’s Role in Continuous 

Glucose Monitoring (CGM). The following is a 

summary of the paper. Access the full paper 

on our website. This is an update of a paper 

published in March 2021.

CGM represents one of the most transformative 

advancements in diabetes care in recent decades. 

Unlike traditional glucose monitoring methods 

that offer only intermittent snapshots, CGM 

provides continuous, real-time data that reveal 

patterns and trends in glucose levels throughout 

the day and night. This dynamic information 

enables individuals living with diabetes—and 

their care teams—to make timely, informed, and 

evidence-based decisions that reduce glycemic 

variability, lower A1C levels, and ultimately 

improve overall health and quality of life.

The clinical use of CGM in both type 1 diabetes 

and type 2 diabetes is well established. A growing 

The Diabetes Care 
and Education 
Specialist’s Role in 
Continuous Glucose 
Monitoring

body of evidence suggests that the use of CGM 

leads to improvements in critical outcomes, 

including increased time in range, reduced 

episodes of hypoglycemia, and enhanced diabetes 

self-management. Beyond its clinical benefits, 

CGM fosters patient engagement by providing 

immediate, actionable insights into how behavior, 

food, stress, and medication affect glucose levels.

The goal of this paper is to highlight that 

diabetes care and education specialists (DCESs) 

play a pivotal role in optimizing CGM therapy 

for both people living with diabetes and clinical 

practices treating those with diabetes by guiding 

device selection, onboarding, data interpretation, 

and behavior change. They are uniquely 

positioned to bridge technology with person-

centered care, empowering individuals and health 

care professionals to confidently use CGM as a 

powerful tool for self-management.

CGM has transformed diabetes care, providing 

individuals with real-time insight into glucose 

https://www.adces.org/docs/default-source/practice/practice-documents/practice-papers/dcesrole_cgm-4_04-26_final_kwjan1526.pdf?sfvrsn=2d4f9e59_3
https://www.adces.org/docs/default-source/practice/practice-documents/practice-papers/dcesrole_cgm-4_04-26_final_kwjan1526.pdf?sfvrsn=2d4f9e59_3
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patterns and enabling more dynamic, informed 

self-management. As evidence continues 

to accumulate, CGM is recognized not only 

as a clinical tool but also as a vehicle for 

empowerment that facilitates behavioral change 

and improved quality of life for people with 

diabetes. DCESs play a central role in maximizing 

the potential of CGM through support and 

strategic integration into the self-management 

education. 

The paper covers the following:

•	 CGM across the life span

	 °	 Pediatrics

	 °	 Pregnancy

	 °	 Older adults

•	 Barriers and access to CGM use

•	 DCESs as leader in equity and access

•	 Role of DCESs in integrating CGM 

integration into diabetes care

•	 Integrating CGM with ADCES7 Self-Care 

Behaviors

•	 Roles of DCESs in implementing CGM into 

practice

•	 Policy and advocacy recommendations.

ADCES gratefully acknowledges the members of 

the practice paper writing team:

Kristine Batty, PhD, FNP-BC, BC-ADM, CDCES, 

FADCES

Betsy Rodriguez, BSN, MSN, FADCES

Mary Treadway, MSN, FNP-BC, CDCES, BC-ADM

Claudia Rahim, RD, CDCES  

Constance Brown-Riggs, MSEd, RDN, CDCES, CDN

Han-Hung Huang, PhD, PT

Otis Kirksley, PharmD, CDCES, BC-ADM

Emily Sutton, PharmD n
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1	� The health care professional would like to specifically 

address VA’s dyslipidemia at this visit. Which of the 

following is the most appropriate change to VA’s plan?

A.	 Increase rosuvastatin to 40 mg at bedtime.

	 B.	 Add fish oil 3 g twice daily.

	 C.	 Switch rosuvastatin to fluvastatin 40 mg daily.

	 D.	 Add ezetimibe 10 mg daily.

2	 The health care professional recently read the REDUCE-IT 

results and is now considering adding an omega-3 fatty 

acid to VA’s plan. Which of the following is true regarding 

treatment with omega-3 fatty acids?

A.	 Omega-3 fatty acids impair glucose tolerance and are 

contraindicated in people with diabetes.

	 B. 	 Gemfibrozil is a better choice for individuals on statin  

		  therapy with high triglycerides.

	 C. 	 Cardiovascular benefits cannot be extrapolated to  

		  omega-3 fatty acids other than icosapent ethyl.

	 D. 	 Plant-based omega-3 fatty acids (flax seed) are preferred  

		  for persons with diabetes.

3	� A year later, VA returns for follow-up. He takes metformin, 

empagliflozin, and liraglutide for his diabetes and has an 

A1C of 7.5%. Which of the following is the most appropriate 

change to his plan?

A. 	 Stop metformin and switch to insulin glargine twice daily.

	 B. 	 Continue metformin 1 g twice daily and add insulin 		

		  glargine at bedtime.

	 C. 	 Decrease metformin to 500 mg every morning and add  

		  insulin glargine at bedtime.

	 D. 	 Make no changes; VA is at his glycemic goal.

4	� VA heard on the news that calcium channel blockers 

increase mortality in people with diabetes, so he stopped 

taking amlodipine. What is the best treatment plan for VA’s 

hypertension?

A. 	 Start clonidine 0.3 mg 3 times daily.

	 B. 	 Start irbesartan 150 mg daily.

	 C. 	 Start hydrochlorothiazide 100 mg daily.

	 D. 	 His blood pressure is fine where it is, so stop all  

		  antihypertensives.

VA is a 56-year-old (BMI 25 kg/m2; weight 164 lbs) male construction worker with overweight who has returned for follow-up. In addition 

to his vigorous job, VA plays racquetball 3 to 5 times each week. He continues to smoke 5 cigarettes per day but does not drink alcohol. 

His past medical history is significant for type 2 diabetes, bladder cancer, hypercholesterolemia, and hypertension. He presents without 

new complaints today. He currently takes metformin 1 g twice daily, amlodipine 10 mg every morning, rosuvastatin 20 mg at bedtime, 

and aspirin 81 mg every morning. Today, his blood pressure was 118/74 mm Hg, and his pulse was 68 beats per minute.

Fasting laboratory values today are as follows:

	 •	 Fasting plasma glucose: 94 mg/dL	 •	 Triglyceride: 186 mg/dL

	 •	 A1C: 7.7%	 •	 LDL cholesterol: 136 mg/dL

	 •	 Serum creatinine: 1.1 mg/dL	 •	 HDL cholesterol: 38 mg/dL

	 •	 Blood urea nitrogen (BUN): 18 mg/dL	 •	 ACR: 43 mg/g

	 •	 Total cholesterol: 202 mg/dL
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Test Your Knowledge Answers

Questions appear on page 64.

1.	 D: Add ezetimibe 10 mg daily is correct. 

Calculating the ASCVD (atherosclerotic 

cardiovascular disease) risk for VA reveals a 

10-year risk of 31%. Although he is appropriately 

treated with a high-intensity statin based on 

American Diabetes Association 2023 Standards 

of Care, his response to drug therapy is not 

adequate. The 2018 ACC/AHA Guideline 

on the Management of Blood Cholesterol 

identifies thresholds of >50% reduction of LDL 

cholesterol from baseline, or LDL cholesterol 

<70 mg/dL or non-HDL cholesterol <100 mg/dL 

for VA with ASCVD and high-risk factors (eg, 

diabetes). Doubling the dose of rosuvastatin (A) 

will only achieve an additional LDL reduction 

of 6%, which will not get VA to goal. Fluvastatin 

(C) is a less potent statin, so switching will 

not achieve VA’s LDL goal. Fish oil (B) affects 

triglycerides but not LDL cholesterol.

2.	 C: Cardiovascular benefits cannot be 

extrapolated to omega-3 fatty acids other than 

icosapent ethyl is correct. The Reduction of 

Cardiovascular Events with Icosapent Ethyl-

Intervention Trial (REDUCE-IT) enrolled 8179 

adults with diabetes and moderately elevated 

triglycerides to icosapent ethyl 4 g per day or 

placebo. Individuals who received icosapent 

ethyl had a 25% relative risk reduction in the 

primary composite cardiovascular endpoint. 

Although omega-3 fatty acids have been 

shown to safely reduce triglycerides in persons 

with diabetes (A), the results of REDUCE-IT 

cannot be extrapolated to other products 

(C). Gemfibrozil inhibits glucuronidation of 

statins, resulting in statin accumulation and 

an increased risk of rhabdomyolysis, and 

thus should not be prescribed concomitantly 

(B). Only marine-based omega-3 fatty acids 

have been shown to be effective in reducing 

triglyceride levels (D).

3.	 B: Continue metformin 1 g twice daily and 

add insulin glargine at bedtime is correct. 

The A1C goal of therapy for VA is <7% per 

the American Diabetes Association 2023 

Standards of Care. Because VA is above his A1C 

goal, intensification of therapy is necessary 

(D). Metformin continues to be effective 

throughout the lifetime of a person with 

type 2 diabetes and should be retained in the 

absence of contraindications (A). The optimal 

dose of metformin is 1000 mg twice daily, so 

decreasing the dose is inappropriate for VA (C).

4.	 B: Start irbesartan 150 mg daily is 

correct. The blood pressure goal for VA 

is <130/80 mm Hg (D) due to his ASCVD 

according to the American Diabetes 

Association’s Standards of Care. Diabetes 

is a compelling indication to use ACE 

(angiotensin-converting enzyme) inhibitors 

or ARBs (angiotensin II receptor blockers) as 

first-line agents to achieve blood pressure 

goals due to their ability to preserve kidney 

function in this individual with ACR 43 mg/g. 

Hydrochlorothiazide is also considered a first-

line agent to treat hypertension; however, the 

dose should be limited to <25 mg daily to avoid 

worsening insulin resistance (C).
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