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        safe environment for all. This course will discuss the laws and regulations that define
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        harassment and how to report sexual harassment if one experiences or witnesses it in the
        workplace. Lastly, this course will review the laws that are in place to protect those who
        make a report.
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Course Overview



Sexual harassment in the workplace can be prevented and/or discouraged with training,
        anti-harassment policies, and reporting. Employers are responsible for creating work
        environments that are safe for all employees and are free from harassment. Following the
        correct state and federal reporting guidelines, as well as having a clear understanding of
        what constitutes sexual harassment, can help to reduce the cases of harassment and provide a
        safe environment for all. This course will discuss the laws and regulations that define
        sexual harassment. It will also outline the many consequences that are caused by sexual
        harassment and how to report sexual harassment if one experiences or witnesses it in the
        workplace. Lastly, this course will review the laws that are in place to protect those who
        make a report.

Audience



This course is designed for physicians, physician assistants, nurses, pharmacists, social workers, therapists, and all members of the interprofessional healthcare team who may act to prevent sexual harassment.

Accreditations & Approvals



In support of improving patient care, TRC Healthcare/NetCE is jointly accredited by the Accreditation Council for Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the American Nurses Credentialing Center (ANCC), to provide continuing education for the healthcare team. NetCE has been approved by NBCC as an Approved Continuing Education Provider, ACEP No. 6361. Programs that do not qualify for NBCC credit are clearly identified. NetCE is solely responsible for all aspects of the programs. As a Jointly Accredited Organization, NetCE is approved to offer social work continuing education by the Association of Social Work Boards (ASWB) Approved Continuing Education (ACE) program. Organizations, not individual courses, are approved under this program. Regulatory boards are the final authority on courses accepted for continuing education credit. 

 Continuing Education (CE) credits for psychologists are provided through the co-sponsorship of the American Psychological Association (APA) Office of Continuing Education in Psychology (CEP). The APA CEP Office maintains responsibility for the content of the programs.

 NetCE is accredited by the International Accreditors for Continuing Education and Training (IACET).  NetCE complies with the ANSI/IACET Standard, which is recognized internationally as a standard of excellence in instructional practices. As a result of this accreditation, NetCE is authorized to issue the IACET CEU. 

NetCE is recognized by the New York State Education Department's State Board for Social Work as an approved provider of continuing education for licensed social workers #SW-0033.

This course is considered self-study, as defined by the New York State Board for Social Work. NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed mental health counselors #MHC-0021. This course is considered self-study by the New York State Board of Mental Health Counseling. 

NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed marriage and family therapists. #MFT-0015.This course is considered self-study by the New York State Board of Marriage and Family Therapy. 
Materials that are included in this course may include interventions and modalities that are beyond the authorized practice of licensed master social work and licensed clinical social work in New York. As a licensed professional, you are responsible for reviewing the scope of practice, including activities that are defined in law as beyond the boundaries of practice for an LMSW and LCSW. A licensee who practices beyond the authorized scope of practice could be charged with unprofessional conduct under the Education Law and Regents Rules. 

Designations of Credit



This activity was planned by and for the healthcare team, and learners will receive 1 Interprofessional Continuing Education (IPCE) credit(s) for learning and change.

 NetCE designates this enduring material for a maximum of 1 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their participation in the activity. NetCE designates this continuing education activity for 1 ANCC contact hour(s). NetCE designates this continuing education activity for 1.2 hours for Alabama nurses. NetCE designates this continuing education activity for 0.5 NBCC clock hour(s). Social workers participating in this intermediate to advanced course will receive 1 Non-Clinical continuing education clock hours. 

Successful completion of this CME activity, which includes participation in the evaluation component, enables the participant to earn up to 1 MOC points in the American Board of Internal Medicine's (ABIM) Maintenance of Certification (MOC) program. Participants will earn MOC points equivalent to the amount of CME credits claimed for the activity. It is the CME activity provider's responsibility to submit participant completion information to ACCME for the purpose of granting ABIM MOC credit. Completion of this course constitutes permission to share the completion data with ACCME.

 NetCE designates this activity for 1 ACPE credit(s). ACPE Universal Activity Number: JA4008164-0000-25-033-H04-T. This activity has been approved for the American Board of Anesthesiology’s® (ABA) requirements for Part II: Lifelong Learning and Self-Assessment of the American Board of Anesthesiology’s (ABA) redesigned Maintenance of Certification in Anesthesiology Program® (MOCA®), known as MOCA 2.0®. Please consult the ABA website, www.theABA.org, for a list of all MOCA 2.0 requirements. Maintenance of Certification in Anesthesiology Program® and MOCA® are registered certification marks of the American Board of Anesthesiology®. MOCA 2.0® is a trademark of the American Board of Anesthesiology®.

 Successful completion of this CME activity, which includes participation in the evaluation component, enables the learner to earn credit toward the CME and/or Self-Assessment requirements of the American Board of Surgery's Continuous Certification program. It is the CME activity provider's responsibility to submit learner completion information to ACCME for the purpose of granting ABS credit.

 Successful completion of this CME activity, which includes participation in the activity with individual assessments of the participant and feedback to the participant, enables the participant to earn 1 MOC points in the American Board of Pediatrics' (ABP) Maintenance of Certification (MOC) program. It is the CME activity provider's responsibility to submit participant completion information to ACCME for the purpose of granting ABP MOC credit.

 This activity has been designated for 1 Lifelong Learning (Part II) credits for the American Board of Pathology Continuing Certification Program. 
Through an agreement between the Accreditation Council for Continuing Medical Education and the Royal College of Physicians and Surgeons of Canada, medical practitioners participating in the Royal College MOC Program may record completion of accredited activities registered under the ACCME's "CME in Support of MOC" program in Section 3 of the Royal College's MOC Program.

 AACN Synergy CERP Category C. NetCE is authorized by IACET to offer 0.1 CEU(s) for this program. NetCE designates this continuing education activity for 1 credit(s). 

Individual State Nursing Approvals



In addition to states that accept ANCC, NetCE is approved as a provider of continuing education in nursing by: Alabama, Provider #ABNP0353 (valid through July 30, 2029); Arkansas, Provider #50-2405; California, BRN Provider #CEP9784; California, LVN Provider #V10662; California, PT Provider #V10842; District of Columbia, Provider #50-2405; Florida, Provider #50-2405; Georgia, Provider #50-2405; Kentucky, Provider #7-0054 through 12/31/2027; South Carolina, Provider #50-2405; West Virginia RN and APRN, Provider #50-2405. 

Individual State Behavioral Health Approvals



In addition to states that accept ASWB, NetCE is approved as a provider of continuing education by the following state boards: Alabama State Board of Social Work Examiners, Provider #0515; Florida Board of Clinical Social Work, Marriage and Family Therapy and Mental Health Counseling, CE Broker Provider #50-2405; Illinois Division of Professional Regulation for Social Workers, License #159.001094; Illinois Division of Professional Regulation for Licensed Professional and Clinical Counselors, License #197.000185; Illinois Division of Professional Regulation for Marriage and Family Therapists, License #168.000190; 

Special Approvals



This course is designed to fulfill the Illinois requirement for 1 hour of continuing education in the area of sexual harassment prevention. This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and Linguistic Competency. 

Course Objective



The purpose of this course is to provide health and mental health professionals with clear knowledge of the consequences of sexual harassment and the skills to help combat harassment in the workplace.

Learning Objectives



Upon completion of this course, you should be able to:
	Describe the primary types and forms of sexual harassment.
	Identify the consequences of sexual harassment.
	Discuss steps to take when one witnesses or experiences sexual harassment.
	Outline whistleblower protections.



Faculty



Lauren E. Evans, MSW, received her Master’s degree in Social Work from California State University, Sacramento, in 2008. Her focus was on political and community social work. She has also been a Registered International Instructor of Therapeutic Horseback Riding through the Professional Association of Therapeutic Horsemanship International (PATH Intl.) since 2006. She currently works as a mental health practitioner with the homeless population.

Faculty Disclosure



Contributing faculty, Lauren E. Evans, MSW,
                                has disclosed no relevant financial relationship with any product manufacturer or service provider mentioned.

Division Planners



John M. Leonard, MD
Mary Franks, MSN, APRN, FNP-C
Alice Yick Flanagan, PhD, MSW
Margaret Donohue, PhD

Division Planners Disclosure



The division planners have disclosed no relevant financial relationship with any product manufacturer or service provider mentioned.

Director of Development and Academic Affairs



Sarah Campbell

Director Disclosure Statement




        The Director of Development and Academic Affairs has disclosed no
        relevant financial relationship with any product manufacturer or
        service provider mentioned.
    

About the Sponsor



The purpose of NetCE is to provide challenging curricula to assist
        healthcare professionals to raise their levels of expertise while fulfilling their
        continuing education requirements, thereby improving the quality of healthcare.
Our contributing faculty members have taken care to ensure that the
        information and recommendations are accurate and compatible with the standards
        generally accepted at the time of publication. The publisher disclaims any
        liability, loss or damage incurred as a consequence, directly or indirectly, of
        the use and application of any of the contents. Participants are cautioned about
        the potential risk of using limited knowledge when integrating new techniques into
        practice.

Disclosure Statement



It is the policy of NetCE not to accept commercial support. Furthermore, commercial
        interests are prohibited from distributing or providing access to this activity to
        learners.

Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Sexual harassment in the workplace has existed for centuries, primarily affecting domestic workers, servants, and women in the workforce. It was often assumed that women wanted or deserved the sexual attention and advances that they reported, unless they had substantial evidence that they had rejected or fought against their aggressor [1]. Only in recent decades has the law protected workers from the harassment and assault that many experienced.
Under Title VII of the Civil Rights Act of 1964, unwanted
      sexual advances in the workplace were made illegal, but it was not until the 1970s that the
      term "sexual harassment" began to gain recognition, due in large part to the women's rights
      movement [1,2]. While sexual harassment is a term that has been familiar to the general
      population for the past 40 years, it has returned to the spotlight since the beginning of the
      "Me Too" movement, which started in 2006 before gaining renewed support and widespread
      following in 2017 with the viral hashtag #metoo. The now-global movement continues to provide
      support and resources for survivors, as well as building communities of advocates and working
      to disrupt the systems that allow sexual harassment and violence to occur [3].
In 2024, the Equal Employment Opportunity Commission (EEOC) reported 35,774 charge receipts alleging harassment in the workplace, a 68% increase from 2021 reports of 21,270 charge receipts [4]. In addition, the number of sexual harassment charge receipts increased proportionately from 5,581 in 2021 to 8,747 in 2024, remaining at approximately 25% of all harassment charges [12]. According to the EEOC, approximately 75% of employees who experience harassment in the workplace never talk to a supervisor or take formal action against their harasser [5,13]. Overall, it is estimated that between 25% and 85% of women experience sexual harassment at work [5,13]. While women are more likely to experience sexual harassment, men are also affected; approximately 15% of all sexual harassment charges made to the EEOC in 2024 were filed by men [12].
The field of health care has several risk factors that make it particularly prone to incidents of sexual harassment. For example, sexual harassment occurs more often in workplaces with hierarchal structures and significant power disparities, both of which are apparent in healthcare workplaces. Also, harassment is more common in workplaces that are male-dominated. One study found that women are six times more likely to experience sexual harassment than men in male-dominated workplaces. In female-dominated workplaces, men are twice as likely to experience sexual harassment than women [5]. In another survey, 30% to 70% of female physicians and 50% of female medical students reported having experienced sexual or gender harassment at work [6]. Another survey showed that nearly 75% of female non-surgical interns experienced sexual harassment when considering the definition, but only 25% identified their experience as such [7]. Sexual harassment has also been found to be particularly common in the field of nursing. In one survey of nursing students, nearly 50% reported having experienced sexual harassment [9]. In mental health care, a study of workers at an acute psychiatric facility found that 9.5% to 37.2% had experienced sexual harassment perpetrated by a patient/client [10]. It is important to note that the incidence of sexual harassment is difficult to determine, as most studies of workplace violence do not distinguish physical from verbal violence/threats or sexual harassment.
It was once thought that sexual harassment was a predictable risk in order to advance in the healthcare field. However, it is important that all employees know that sexual harassment is not something that should be endured, regardless of the setting. This course will discuss the laws and regulations that define sexual harassment and the many consequences victims may experience. Steps to take in order to report sexual harassment if one experiences or witnesses it in the workplace will also be outlined. Lastly, this course will review the laws in place to protect those who make a report.

2. DEFINING SEXUAL HARASSMENT



Sexual harassment is a form of sex discrimination, violating Title VII of the Civil Rights Act of 1964. According to the EEOC, [11]:
...unwelcome sexual advances, requests for sexual favors, and other verbal or physical
        conduct of a sexual nature constitute sexual harassment when this conduct explicitly or
        implicitly affects an individual's employment, unreasonably interferes with an individual's
        work performance, or creates an intimidating, hostile, or offensive work environment.


Psychologically, sexual harassment has been divided into three
      categories that reflect the legal definitions [8]: 
	Gender harassment: Insults or remarks based upon sex, jokes, sexist comments,
            sexting, pornography, dehumanizing epithets (e.g., dog, whore), grabbing
	Unwanted sexual attention or conduct: Expressing sexual attraction, sexual pursuit,
            pressure for dates, unwanted compliments, the discussion or displaying of visual
            depictions of sex acts or sexual remarks; a show of sexual interest that is
            unwelcome
	Sexual coercion: Demands or pressure for sexual favors; sexual compliance is usually
            a condition of employment decisions


Victims of sexual harassment can be either men or women, although, as discussed, women are more likely to be victims of sexual harassment than men [12]. The harasser can be of the same or different sex as the victim (e.g., a man may harass a woman or another man). Additionally, it is possible that a victim is not the target of the harasser but was affected by offensive behavior that was targeted toward another person. Harassers may be the victim's supervisor, employer, co-worker, or even a non-employee (e.g., client, patient) [11].
TYPES AND FORMS OF SEXUAL HARASSMENT



There are two categories of sexual harassment as outlined by Title VII of the Civil Rights Act of 1964: quid pro quo and hostile work environment [2,8].
Quid Pro Quo



Quid pro quo, meaning "this for that" in Latin, consists of
          a supervisor or other superior asking for sexual favors in exchange for benefits at work.
          These demands may be outright or implied. Benefits may include a promotion, a pay
          increase, a bigger office, approval of vacation time, better work shifts, or keeping one's
          job. Quid pro quo harassment also includes negative repercussions from refusing to perform
          the acts requested by the superior. For example, the harasser may threaten to or actually
          fire, demote, or assign unpleasant work assignments or bad work shifts to the victim as
          retaliation [8].
According to the law, even if a person acquiesced to the advances of a superior at first, she or he can report the sexual harassment at a later time [15]. Also, it may be possible for a third-party to be affected by and report sexual harassment—for example, if he or she was denied a promotion because another person submitted to the advances of a superior.

Hostile Work Environment



Hostile work environment sexual harassment is similar to quid pro quo in that it may involve sexual advances. However, a key difference is that the harasser may not offer benefits or threats. Also, the harassment may not come from a supervisor but rather a coworker, vendor, client, or patient. It includes unwanted and unwelcome advances, comments, jokes, or any other content that is offensive, hostile, or threatening and that affects or even prevents the employee from doing her or his job. This may include but is not limited to [8]:
      
	The telling of sexual or "dirty" jokes or stories
	The use of offensive or derogatory sexual language to refer to someone
	Speaking offensively and sexually about a person's gender in general
	Showing the victim offensive sexual images
	Any physical contact of a sexual or unnecessarily intimate nature that is repeated and is done without the permission of the victim


In cases of hostile work environment sexual harassment, a third-party may be the unintended victim—for example, if he or she overhears offensive jokes or speech and it affects work performance.


LAWS AND REGULATIONS DEFINING SEXUAL HARASSMENT



Title VII of the Civil Rights Act of 1964



As noted, Title VII of the Civil Rights Act of 1964 is a
          federal law that protects workers from discrimination regardless of their gender, race,
          color, national origin, or religion [2].
          The EEOC was created under Title VII and is responsible for enforcing federal laws that
          make it illegal to discriminate against a job applicant or an employee. This law applies
          to businesses with 15 or more employees and to federal, state, and local governments.
          Violation of Title VII can encompass all aspects of employment, including but not limited
          to hiring, firing, layoffs, compensation, training, promotions, and assignments. It is
          also illegal to discriminate against a person for making a complaint or reporting
          discrimination. Specifically, section 703 of Title VII states it shall be an unlawful
          employment practice for an employer to [2,8]: 
	Fail or refuse to hire or to discharge any individual, or otherwise to
                discriminate against any individual with respect to his/her compensation, terms,
                conditions, or privileges of employment, because of such individual's race, color,
                religion, sex, or national origin
	Limit, segregate, or classify his/her employees or applicants for employment in
                any way that would deprive or tend to deprive any individual of employment
                opportunities or otherwise adversely affect his/her status as an employee, because
                of such individual's race, color, religion, sex, or national origin



29 C.F.R. Part 1604.11



The Code of Federal Regulations Part 1604.11 states that sexual harassment directly defies section 703 of Title VII of the Civil Rights Act of 1964 [14]. The Code reads [14]:
Unwelcome sexual advances, requests for sexual favors, and other verbal or physical
            conduct of a sexual nature constitute sexual harassment when (1) submission to such
            conduct is made either explicitly or implicitly a term or condition of an individual's
            employment, (2) submission to or rejection of such conduct by an individual is used as
            the basis for employment decisions affecting such individual, or (3) such conduct has
            the purpose or effect of unreasonably interfering with an individual's work performance
            or creating an intimidating, hostile, or offensive working environment.



Illinois Laws



There are several laws in the state of Illinois regarding
          the prevention of, training to prevent, and protection from sexual harassment. The
          Illinois Human Rights Act, enforced by the Illinois Department of Human Rights (IDHR),
          ensures the right of all employees to work in an environment free of sexual harassment or
          discrimination [15]. In 2017, the Illinois
          Sexual Harassment and Discrimination (SHD) helpline and website were created in order to
          help inform and guide individuals through the sexual harassment reporting process [17]. In 2020, the state of Illinois enacted
          the Workplace Transparency Act (WTA) to address the compliance of employment contracts in
          discrimination and harassment laws. The WTA indicates that it is unlawful to include in
          any contract or other employment agreement language that prohibits or prevents reporting
          of harassment allegations or making truthful statements as a condition of employment or
          continued employment [16]. The state of
          Illinois also requires that places of business have sexual harassment policies in place in
          order to protect employees and ease the reporting process [18].



3. CONSEQUENCES OF SEXUAL HARASSMENT



Sexual harassment can negatively affect an individual's
      mental health, physical health, and sense of safety. Victims of sexual harassment are more
      likely to be depressed and to have symptoms of stress and anxiety, including post-traumatic
      stress disorder (PTSD). Sexual harassment has been associated with additional negative
      psychologic effects, including burnout, unhealthy eating behaviors, self-blame, reduced
      self-esteem, emotional exhaustion, anger, disgust, fear, and less satisfaction with life in
      general; these issues can, in turn, affect an individual's work life and compromise the
      quality of patient care. Furthermore, victims of sexual harassment may be more likely to abuse
      drugs and alcohol and self-harm. Physical health consequences may include headaches,
      exhaustion, disrupted sleep, gastrointestinal problems, weight gain or loss, and
      cardiovascular and respiratory issues [5].
Sexual harassment has been shown to lower productivity in the
      workplace. This may occur when a harasser uses work time to plan, discuss, and/or engage in
      harassing behaviors. Victims of sexual harassment may be required to spend work hours seeking
      assistance or documenting an incident of harassment. To avoid harassing or due to distress,
      victims may be tardy, may neglect duties or assignments, or may be absent from work
      altogether. Sexual harassment in the workplace can negatively affect the entire team, creating
      a tense, uncomfortable environment for all employees.
Employee turnover is higher when there is harassment in the
      workplace. A national survey showed that 1 in 7 women and 1 in 17 men reported looking for a
      new job, changing jobs, or quitting due to sexual harassment in the workplace [19].
In addition to the economic cost incurred by lowered productivity and job turnover, the cost of settling or resolving sexual harassment claims also high, with the EEOC reporting that the monetary costs (not including monetary benefits obtained through litigation), totaled $78.1 million in 2024 alone. "Monetary benefits" include various types of relief secured through administrative enforcement in the resolution of a charge of discrimination (e.g., restored pay, compensatory damages, punitive/liquidated damages, legal fees, fringe benefits, tuition costs) [12].

4. WHAT TO DO IF ONE EXPERIENCES OR WITNESSES UNWELCOME SEXUAL CONTACT



It is important to note that prevention of sexual harassment and the creation of a safe work environment is the responsibility of the employer. Clear policies should be put in place stating that sexual harassment of any kind will not be tolerated and that harassers will be disciplined or terminated. Employees should have clear instructions for reporting, if need be, and retaliation against employees who file a report should not be tolerated [5,16,18].
If an individual experiences or witnesses sexual harassment in
      a place of work, there steps that may be appropriate to take, including [17,8]: 
	It is important that the victim of sexual harassment not blame her- or himself. The
            blame should be put on the harasser.
	The victim should report the offending behavior to a superior or otherwise follow
            the grievance system that the employer has in place.
	If possible, document all incidents of sexual harassment, including when it
            occurred, what happened, what was said or implied, and who was present.
	The victim should make clear to the harasser that his or her behavior, speech, or
            actions are unwelcome and must stop. This may feel uncomfortable to the victim, but it
            is often the most effective strategy. If a face-to-face discussion is too difficult or
            dangerous, the victim may choose to send an e-mail or memo to the harasser outlining the
            incidents and explaining her or his feelings.
	If one feels comfortable, one may confide in a friend, family member, or coworker.
            This may help to reduce stress and receive support. Additionally, one may learn that he
            or she has not been the only one to experience sexual harassment from a particular
            harasser and a plan to report may be made.
	Seeking counseling may help reduce stress related to the sexual harassment.
	If the victim belongs to a union, it may be effective to report the harassment
            directly to the labor union.


If the employer has not effectively stopped the harassment, has not taken the complaint seriously, the sexual harassment has continued, or the victim has experienced retaliation after filing their complaint, the victim may then choose to report the harassment to the Illinois Department of Human Rights or file a civil lawsuit under Title VII of the Civil Rights Act of 1964 [2,15,16].

5. REPORTING SEXUAL HARASSMENT



IN THE WORKPLACE



The first step to reporting sexual harassment in one's place of work is to report the harassment to a supervisor, human resources director, or manager. There should be a policy in place to support the victim and guide them through the reporting process. The policy should include the definition of sexual harassment, descriptions and examples of sexual harassment, and the penalties of violating the sexual harassment policy [8,18]. In most cases, the employer will conduct an investigation and take action, if indicated.

TO OUTSIDE ENTITIES



Illinois Department of Human Rights



An employment charge of discrimination, including issues
          related to sexual harassment, can be reported to the IDHR by email, mail, fax, or in
          person, and must be filed within two years of the alleged discrimination. The employee who
          wishes to report sexual harassment must complete, sign, and submit a complainant
          information sheet (CIS) to the IDHR. More information, including the CIS and office
          locations, can be found online at https://dhr.illinois.gov/filing-a-charge/employment.html
          [18]. In addition to an employment charge
          of discrimination, the IDHR also enforces four additional charge areas, including:
          education; fair housing; financial credit; and public accommodations. Each charge area has
          a separate reporting form [18].
After a report is made to the IDHR, an investigation begins. The IDHR may collect relevant documentation and/or speak to witnesses. The IDHR has up to 365 days to complete their investigation, but most cases are closed sooner. If the IDHR finds that there is substantial evidence of harassment, the case is taken to an administrative law judge at the Illinois Human Rights Commission, a separate state agency that conducts public hearings. This process can take several years [18].
The IDHR may also assist with mediation services in order to resolve any allegations and to avoid an investigation. An investigation can also be avoided if the two parties agree to a voluntary settlement [18].

Equal Employment Opportunity Commission



Another option for employees who experience sexual harassment is to file a complaint with the EEOC, the federal agency that enforces Title VII of the Human Rights Act of 1964. The EEOC will investigate allegations of harassment and determine if it is severe or pervasive enough to be considered illegal [2,8].



6. WHISTLEBLOWER PROTECTIONS



FEDERAL PROTECTIONS



Under equal employment opportunity (EEO) law, it is illegal to retaliate against a person for [20]:
    
	Filing or being a witness in an EEO charge, complaint, investigation, or lawsuit
	Communicating with a supervisor or manager about employment discrimination, including harassment
	Answering questions during an employer investigation of alleged harassment
	Refusing to follow orders that would result in discrimination
	Resisting sexual advances or intervening to protect others
	Requesting accommodation of a disability or for a religious practice
	Asking managers or coworkers about salary information to uncover potentially discriminatory wages


An action is considered retaliation if, in response to an
        employee's action with the EEOC, the employer or supervisor [20]: 
	Reprimanded the employee or gave a performance evaluation that was lower than it
              should have been
	Transferred the employee to a less desirable position
	Engaged in verbal or physical abuse
	Threatened to make, or actually made, reports to authorities (such as reporting
              immigration status or contacting the police)
	Engaged in increased scrutiny
	Spread false rumors
	Treated a family member negatively (e.g., canceled a contract with the person's
              spouse)
	Made the person's work more difficult (e.g., purposefully changing an employee's
              work schedule to conflict with family responsibilities)



ILLINOIS PROTECTIONS



The Illinois Human Rights Act explicitly protects employees from retaliation from their employer or supervisor in cases of discrimination and harassment. Retaliation is defined as conduct intended to punish, deter, or dissuade a person from making a complaint or filing a report of sexual harassment or discrimination, or participating in an investigation conducted by the Illinois Department of Human Rights or other similar agency [15,16,18].


7. CONCLUSION



Sexual harassment in the workplace can be prevented and/or discouraged with training, which provides a standard of acceptable behavior in the workplace and should include anti-harassment policies safeguards against harmful harassment in the workplace, and reporting. Employers are responsible for creating work environments that are safe for all employees and are free from harassment. Following the correct state and federal reporting guidelines and having a clear understanding of what constitutes sexual harassment can help to reduce cases of harassment and provide a safe environment for all.

8. RESOURCES



Illinois Sexual Harassment and Discrimination
          Helpline
(877) 236-7703

        https://shdh.illinois.gov
      

Illinois Department of Human Rights
Chicago Office: (312) 814-6200
Springfield Office: (217) 785-5100

        https://dhr.illinois.gov
      
Filing a Charge
https://dhr.illinois.gov/filing-a-charge/employment.html

U.S. Equal Employment Opportunity Commission
Enforcement Guidance on Harassment in the
        Workplace
https://www.eeoc.gov/laws/guidance/enforcement-guidance-harassment-workplace

Illinois Legal Aid Online

        https://www.illinoislegalaid.org
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Culture serves as a lens through which patients and practitioners filter their
        experiences and perceptions. Patients will bring their unique life stories and concerns to
        the practitioner, and their cultural values and belief systems will inevitably shape how the
        problem is defined and their beliefs about what is effective in solving the problem.
        However, the cultural backgrounds and values of patients are not necessarily scripts that
        define behavior, and when practitioners view culture as a strength and not a pathology,
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Culturally competent care has been defined as "care that takes into account issues related to diversity, marginalization, and vulnerability due to culture, race, gender, and sexual orientation" [1]. A culturally competent person is someone who is aware of how being different from the norm can be marginalizing and how this marginalization may affect seeking or receiving health care [1]. To be effective cross-culturally with any diverse group, healthcare professionals must have awareness, sensitivity, and knowledge about the culture involved, enhanced by the use of cross-cultural communication skills [2].
Healthcare professionals are accustomed to working to promote the healthy physical and psychosocial development and well-being of individuals within the context of the greater community. For years, these same professionals have been identifying at-risk populations and developing programs or making referrals to resources to promote the health and safety of at-risk groups. But, because of general assumptions, persistent stereotypes, and implicit and explicit biases, culture-related healthcare disparities persist [2]. In the increasingly diverse landscape of the United States, assessing and addressing culture-related barriers to care are a necessary part of health care. This includes seeking to improve one's cultural competence and identifying blind spots and biases.

2. DEFINITIONS



CULTURAL COMPETENCE



In healthcare, cultural competence is broadly defined as practitioners' knowledge of and ability to apply cultural information and appreciation of a different group's cultural and belief systems to their work [4]. It is a dynamic process, meaning that there is no endpoint to the journey to becoming culturally aware, sensitive, and competent. Some have argued that cultural curiosity is a vital aspect of this approach.

CULTURAL HUMILITY



Cultural humility refers to an attitude of humbleness,
        acknowledging one's limitations in the cultural knowledge of groups. Practitioners who apply
        cultural humility readily concede that they are not experts in others' cultures and that
        there are aspects of culture and social experiences that they do not know. From this
        perspective, patients are considered teachers of the cultural norms, beliefs, and value
        systems of their group, while practitioners are the learners [5]. Cultural humility is a lifelong process
        involving reflexivity, self-evaluation, and self-critique [6].

DISCRIMINATION



Discrimination has traditionally been viewed as the outcome of prejudice [7]. It encompasses overt or hidden actions, behaviors, or practices of members in a dominant group against members of a subordinate group [8]. Discrimination has also been further categorized as lifetime, which consists of major discreet discriminatory events, or everyday, which is subtle, continual, and part of day-to-day life and can have a cumulate effect on individuals [9].

DIVERSITY



Diversity "encompasses differences in and among societal groups based on race, ethnicity, gender, age, physical/mental abilities, religion, sexual orientation, and other distinguishing characteristics" [10]. Diversity is often incorrectly conceptualized into singular dimensions as opposed to multiple and intersecting diversity factors [11].

INTERSECTIONALITY



Intersectionality is a term to describe the multiple facets of identity, including race, gender, sexual orientation, religion, sex, and age. These facets are not mutually exclusive, and the meanings that are ascribed to these identities are inter-related and interact to create a whole [12]. This term also encompasses the ways that different types and systems of oppression intersect and affect individuals.

PREJUDICE



Prejudice is a generally negative feeling, attitude, or stereotype against members of a group [13]. It is important not to equate prejudice and racism, although the two concepts are related. All humans have prejudices, but not all individuals are racist. The popular definition is that "prejudice plus power equals racism" [13]. Prejudice stems from the process of ascribing every member of a group with the same attributes [14].

RACISM



Racism is the "systematic subordination of members of targeted racial groups who have relatively little social power…by members of the agent racial group who have relatively more social power" [15]. Racism is perpetuated and reinforced by social values, norms, and institutions.
There is some controversy regarding whether unconscious (implicit) racism exists. Experts assert that images embedded in our unconscious are the result of socialization and personal observations, and negative attributes may be unconsciously applied to racial minority groups [16]. These implicit attributes affect individuals' thoughts and behaviors without a conscious awareness.
Structural racism refers to the laws, policies, and institutional norms and ideologies that systematically reinforce inequities, resulting in differential access to services such as health care, education, employment, and housing for racial and ethnic minorities [17,18].


3. BIAS: IMPLICIT AND EXPLICIT



In a sociocultural context, biases are generally defined as negative evaluations of a particular social group relative to another group. Explicit biases are conscious, whereby an individual is fully aware of his/her attitudes and there may be intentional behaviors related to these attitudes [19]. For example, an individual may openly endorse a belief that women are weak and men are strong. This bias is fully conscious and is made explicitly known. The individual's ideas may then be reflected in his/her work as a manager.
FitzGerald and Hurst assert that there are cases in which implicit cognitive processes are involved in biases and conscious availability, controllability, and mental resources are not [20]. The term "implicit bias" refers to the unconscious attitudes and evaluations held by individuals. These individuals do not necessarily endorse the bias, but the embedded beliefs/attitudes can negatively affect their behaviors [21,22,23,24]. Some have asserted that the cognitive processes that dictate implicit and explicit biases are separate and independent [24].
Implicit biases can start as early as 3 years of age. As children age, they may begin to become more egalitarian in what they explicitly endorse, but their implicit biases may not necessarily change in accordance to these outward expressions [25]. Because implicit biases occur on the subconscious or unconscious level, particular social attributes (e.g., skin color) can quietly and insidiously affect perceptions and behaviors [26]. According to Georgetown University's National Center on Cultural Competency, social characteristics that can trigger implicit biases include [27]:
  
	Age
	Disability
	Education
	English language proficiency and fluency
	Ethnicity
	Health status
	Disease/diagnosis (e.g., human immunodeficiency virus [HIV])
	Insurance
	Obesity
	Race
	Socioeconomic status
	Sexual orientation, gender identity, or gender expression
	Skin tone
	Substance use


An alternative way of conceptualizing implicit bias is that an unconscious evaluation is only negative if it has further adverse consequences on a group that is already disadvantaged or produces inequities [20,28]. Disadvantaged groups are marginalized in the healthcare system and vulnerable on multiple levels; health professionals' implicit biases can further exacerbate these existing disadvantages [28].
When the concept of implicit bias was introduced in the 1990s, it was thought that implicit biases could be directly linked to behavior. Despite the decades of empirical research, many questions, controversies, and debates remain about the dynamics and pathways of implicit biases [21].
Specific conditions or environmental risk factors have been
      associated with an increased risk for certain implicit biases, including [104,105]: 
	Stressful emotional states (e.g., anger, frustration)
	Uncertainty
	Low-effort cognitive processing
	Time pressure
	Lack of feedback
	Feeling behind with work
	Lack of guidance
	Long hours
	Overcrowding
	High-crises environments
	Mentally taxing tasks
	Juggling competing tasks


ROLE OF INTERPROFESSIONAL COLLABORATION AND PRACTICE



The study of implicit bias is appropriately interdisciplinary, representing social psychology, medicine, health psychology, neuroscience, counseling, mental health, gerontology, gender/sexuality studies, religious studies, and disability studies [28]. Therefore, implicit bias empirical research and curricula training development lends itself well to interprofessional collaboration and practice (ICP).
The main characteristics of IPC allow for implicit and explicit biases to be addressed by the interprofessional team. One of the core features of IPC is sharing—professionals from different disciplines share their philosophies, values, perspectives, data, and strategies for planning of interventions [29]. IPC also involves the sharing of roles, responsibilities, decision making, and power [30]. Everyone on the team employs their expertise, knowledge, and skills, working collectively on a shared, patient-centered goal or outcome [30,31].
Another feature of IPC is interdependency. Instead of working in an autonomous manner, each team member's contributions are valued and maximized, which ultimately leads to synergy [29]. At the heart of this are two other key features: mutual trust/respect and communication [31]. In order to share responsibilities, the differing roles and expertise are respected.
Experts have recommended that a structural or critical theoretical perspective be integrated into core competencies in healthcare education to teach students about implicit bias, racism, and health disparities. This includes [32]:
    
	Values/ethics: The ethical duty for health professionals to partner and collaborate to advocate for the elimination of policies that promote the perpetuation of implicit bias, racism, and health disparities among marginalized populations.
	Roles/responsibilities: One of the primary roles and responsibilities of health professionals is to analyze how institutional and organizational factors promote racism and implicit bias and how these factors contribute to health disparities. This analysis should extend to include one's own position in this structure.
	Interprofessional communication: Ongoing discussions of implicit bias, perspective taking, and counter-stereotypical dialogues should be woven into day-to-day practice with colleagues from diverse disciplines.
	Teams/teamwork: Health professionals should develop meaningful contacts with marginalized communities in order to better understand whom they are serving.


Adopting approaches from the fields of education, gender studies, sociology, psychology, and race/ethnic studies can help build curricula that represent a variety of disciplines [33]. Students can learn about and discuss implicit bias and its impact, not simply from a health outcomes perspective but holistically. Skills in problem-solving, communication, leadership, and teamwork should be included [33].


4. SOCIAL DETERMINANTS OF HEALTH



Social determinants of health are the conditions in the
      environments where people are born, live, learn, work, play, worship, and age that affect a
      wide range of health, functioning, and quality-of-life outcomes and risks. These circumstances
      are shaped by the distribution of money, power, and resources at global, national, and local
      levels. Healthy People 2030 groups social determinants of health into five categories [34]: 
	Economic stability
	Education access and quality
	Health care access and quality
	Social and community context
	Neighborhood and built environment


These factors have a major impact on people's health, well-being, and quality of life. Examples of social determinants of health include [34]:
  
	Safe housing, transportation, and neighborhoods
	Racism, discrimination, and violence
	Education, job opportunities, and income
	Access to nutritious foods and physical activity opportunities
	Polluted air and water
	Language and literacy skills


Social determinants of health also contribute to wide health disparities and inequities. For example, people who lack access to grocery stores with healthy foods are less likely to have good nutrition, which raises the risk of heart disease, diabetes, and obesity and lowers life expectancy compared with those who have easier access to healthy foods [34].
Promoting healthy choices will not eliminate these and other health disparities. Instead, public health organizations and their partners must take action to improve the conditions in people's environments. Healthcare providers play a role by identifying factors affecting the health of their patients, providing resources (when appropriate), and advocating for healthy environments.

5. BARRIERS TO PROVIDING CARE



Culturally diverse patients experience a variety of barriers when seeking health and mental health care, including:
  
	Immigration status
	Lower socioeconomic status
	Language barriers
	Cultural differences
	Lack of or poor health insurance coverage
	Fear of or experiences with provider discrimination
	Mistrust of healthcare systems


Such obstacles can interfere with or prevent access to treatment and services, compromise appropriate referrals, affect compliance with recommendations, and result in poor outcomes. Culturally competent providers build and maintain rich referral resources to meet patients' diverse needs.
Encountering discrimination when seeking health or mental health services is a barrier to optimal care and contributor to poorer outcomes in under-represented groups. Some providers will not treat patients because of moral objections, which can affect all groups, but particularly those who are gender and/or sexual minorities, religious minorities, and/or immigrants. Since the mid-2010s, several states have passed laws allowing individual health providers to refuse to provide services if doing so would violate their morals or religious beliefs [35]. However, it is important to remember that providers are obligated to act within their profession's code of ethics and to ensure patients receive the best possible care.

6. BEST PRACTICES FOR CULTURALLY RESPONSIVE CARE



The U.S. Department of Health and Human Services has outlined steps important to incorporate in evaluation and treatment planning processes to ensure culturally competent clinical and programmatic decisions and skills [36].
The first step is to engage patients. In nonemergent situations, it is important to establish rapport before asking a series of assessment questions or delving deeply into history taking. Providers should use simple gestures as culturally appropriate (e.g., handshakes, facial expressions, greetings) to help establish a first impression. The intent is that all patients feel understood and seen following each interaction. Culturally responsive interview behaviors and paperwork should be used at all times [36].
When engaging in any patient teaching, remember that individuals may be new to the specific language or jargon and expectations of the diagnosis and care process. Patients should be encouraged to collaborate in every step of their care. This consists of seeking the patient's input and interpretation and establishing ways they can seek clarification. Patient feedback can then be used to help identify cultural issues and specific needs. If appropriate, collaboration should extend to include family and community members.
Assessment should incorporate culturally relevant themes to gain a better understanding of patients and identify their cultural strengths and challenges. Themes include [36]:
  
	Immigration history
	Cultural identity and acculturation
	Membership in a subculture
	Beliefs about health, healing, and help-seeking
	Trauma and loss


In some cases, it may be appropriate and beneficial to obtain culturally relevant collateral information, with the patient's permission, from sources other than the patient (e.g., family or community members) to better understand beliefs and practices that shape the patient's cultural identity and understanding of the world.
Practitioners should work to identify screening and assessment tools that have been translated into or adapted for other languages and have been validated for their particular population group(s). An instrument's cultural applicability to the population being served should be assessed, keeping in mind that research is limited on the cross-cultural applicability of specific test items or questions, diagnostic criteria, and concepts in evaluative and diagnostic processes [36].
Typically, culturally responsive care includes holistic treatment goals that aim to improve physical health and spiritual strength; utilize strengths-based strategies that fortify cultural heritage, identity, and resiliency; and recognize that treatment planning is a dynamic process that evolves along with an understanding of patient history and treatment needs.
In addition to these general approaches, specific considerations may be appropriate for specific populations. While discussion of every possible patient subgroup is outside of the scope of this course, an overview of some of the most commonly marginalized populations are outlined in the following sections [36].
RACIAL BACKGROUNDS



Race and color impact the ways in which individuals interact with their environments and are perceived and treated by others. Race is defined as groups of humans divided on the basis of inherited physical and behavioral differences. As part of the cultural competence process and as a reflection of cultural humility, practitioners should strive to learn as much as possible about the specific racial/ethnic populations they serve [37]. However, considerable diversity exists within any specific culture, race, or ethnicity [37]. Cultural beliefs, traditions, and practices change over time, both through generations and within an individual's lifetime. It is also possible for the differences between two members of the same racial/ethnic group to be greater than the differences between two people from different racial/ethnic groups. Within-group variations in how individuals interact with their environments and specific social contexts are also often present.
As with all patients, it is vital to actively listen and critically evaluate patient relationships. All practitioners should seek to educate themselves regarding the experiences of patients who are members of a community that differs from their own. Resources and opportunities to collaborate may be available from community organizations and leaders.
Finally, preferred language and immigration/migration status, if the patient is comfortable providing the information, should be considered. Interpreters should be used when appropriate, with adherence to best practices for the use of interpretation services. Stressing confidentiality and privacy is particularly important for undocumented workers or recent immigrants, who may be fearful of deportation.
Black Patients



"Black" or "African American" is a classification that serves as a descriptor; it has sociopolitical and self-identification ramifications. The U.S. Census Bureau defines Black or African American as "a person having origins in any of the Black racial groups of Africa" [38].
According to the Pew Research Center, in 2023 an estimated 48.3 million individuals self-identified as Black or African American, including more than 5 million self-identified Black individuals that indicated being born in a country other than the United States [39]. This group tends to be young; 30% of the Black or African American population in the United States is younger than 20 years of age. In 2023, the median age for this group was 32.6 years, compared with the general U.S. population median age of 38.2 years [39]. In terms of educational attainment, 90.1% of Black or African American individuals had a high school diploma or equivalent and 27.6% had a bachelor's degree [40]. Geographically, more than 56% of the United States Black or African American population lives in the South, with the largest population of individuals residing in Texas (3.7 million), Florida (4.0 million), and Georgia (3.7 million) [39].
Historical adversity and institutional racism contribute to
          health disparities in this group. For the Black population, patient assessment and
          treatment planning should be framed in a context that recognizes the totality of life
          experiences faced by patients. In many cases, particularly in the provision of mental
          health care, equality is sought in the provider-patient relationship, with less distance
          and more disclosing. Practitioners should assess whether their practices connect with core
          values of Black culture, such as family, kinship, community, and spirituality. Generalized
          or Eurocentric treatment approaches may not easily align with these components of the
          Black community [42]. Providers should
          also consider the impact of racial discrimination on health and mental health among Black
          patients. Reports indicate that expressions of emotion by Black patients tend to be
          negatively misunderstood or dismissed; this reflects implicit or explicit biases.

Asian Patients



"Asian" is a single term widely used to describe individuals who have kinship and identity ties to Asia, including the Far East, Southeast Asia, and the Indian subcontinent. This encompasses countries such as China, Japan, Korea, Vietnam, Cambodia, Thailand, India, Pakistan, and the Philippines. Native Hawaiian and Pacific Islander are often combined with Asian American in census data. The Pacific Islands include Hawaii, Guam, Samoa, Fiji, and many others. There are more than 25 Asian/Pacific Islander groups, each with a different migration history and widely varying sociopolitical environments in their homelands [38].
As of 2022, 24.7 million individuals in the United States identified as Asian [43]. Individuals of Chinese (excluding Taiwanese) descent represent the largest Asian subgroup in the United States (5.5 million), followed by Asian Indian (4.9 million), Filipino (4.5 million), Vietnamese (2.3 million), Korean (2.1 million), and Japanese (1.6 million) [43]. In terms of educational attainment, 92.3% of Asian individuals in the United States had a high school diploma or equivalency, and 59.3% had a bachelor's degree in 2022 [40,43]. Geographically, individuals of Asian descent live in all regions of the United States, although the majority of individuals (55%) were located within just five states in 2019. Among Asian individuals in the United States, 6.7 million (30%) reside in California, followed by New York (1.9 million), Texas (1.6 million), New Jersey (958,000), and Washington (852,000) [44].
Asian American groups have differing levels of acculturation, lengths of residency in the United States, languages, English-speaking proficiency, education attainment, socioeconomic statuses, and religions. For example, there are approximately 32 different languages spoken among Asian individuals, and within each Asian subgroup (e.g., Chinese), multiple dialects may be present [36].
Recommended best practices when caring for Asian American patients include:
      
	Create an advisory committee using representatives from the community.
	Incorporate cultural knowledge and maintain flexible attitudes.
	Provide services in the patients' primary language.
	Develop culturally specific questionnaires for intake to capture information that may be missed by standard questionnaires.
	Emphasize traditional values and incorporate traditional practices (e.g., acupuncture) into treatment plans, when appropriate and desired.
	Explore patient coping mechanisms that draw upon cultural strengths.



Latino/a/x or Hispanic Patients



In 2022, the Hispanic population in the United States included 63.7 million individuals, or 19.1% of the U.S. population [45]. In 2021, 37.2 million individuals in the U.S. Hispanic population group identified as being of Mexican descent (58.4%), followed by Puerto Rican (9.1%), Salvadoran (3.9%), Dominican (3.8%), and Cuban (3.8%) [46]. They are a young group, with a median age of 30.7 years [45]. In terms of educational attainment, 75.2% of Hispanic individuals in the United States had a high school diploma or equivalency, and 20.9% had a bachelor's degree in 2022 [46]. Geographically, among the 63.7 million Hispanic individuals in the United States, 25% reside in California, followed by Texas (19%), Florida (9%), New York (6%), and Arizona (4%) [47].
When involved in the care of Latinx/Hispanic individuals, practitioners should strive to employ personalismo (warm, genuine communication) and recognize the importance of familismo (the centrality of the family). More flexible scheduling strategies may be more successful with this group, if possible, and some patients may benefit from culturally specific treatment and ethnic and gender matching with providers. Aspects of Latino culture can be assets in treatment: strength, perseverance, flexibility, and an ability to survive [36].

American Indian/Alaska Natives (AI/AN)



The American Indian/Alaska Native (AI/AN) population is extremely diverse. According to the U.S. Census, the terms "American Indian" or "Alaskan Native" refer to individuals who identify themselves with tribal attachment to indigenous groups of North and South America. Other terms used include "Native American" or "Native," although individual preference on how a person or group would like to be identified should be taken into consideration [38,40]. In the United States, there are 574 federally recognized tribal governments and 324 federally recognized reservations [57].
In 2020, it was reported that there were 9.7 million AI/AN individuals in the United States. In general, this group is young, with a median age of 31 years, compared with the general median age of 38.2 years [57]. In terms of education attainment, 74% of AI/AN individuals in the United States had a high school diploma or equivalency, and 16.8% had a bachelor's degree in 2023 [40,41]. As of 2020, the states with the greatest number of residents identifying as American Indian are California (11.7%), Oklahoma (11.7%), Arizona (9.5%), New Mexico (9.1%), , and Texas (5.9%). Alaska Native individuals make up 67.1% of the population in Alaska [58].
Listening is an important aspect of rapport building with AI/AN patients, and practitioners should use active listening and reflective responses. Assessments and histories may include information regarding patients' stories, experiences, dreams, and rituals and their relevance. Interruptions and excessive questioning should be avoided if at all possible. Extended periods of silence may occur, and time should be allowed for patients to adjust and process information. Practitioners should avoid asking about family or personal matters unrelated to presenting issues without first asking permission to inquire about these areas. Native American/Alaska Native patients often respond best when they are given suggestions and options rather than directions [36].

White American Patients



In 2023, 75.3% of the U.S. population identified as White alone [48]. The U.S. Census Bureau defines White race as person having origins in any of the original peoples of Europe, the Middle East, or North Africa [38]. The White population in the United States is diverse in its religious, cultural, and social composition. The greatest proportion of this group reports a English ancestry (25.5 million), followed by Irish (10.9 million), German (15.4 million), and Italian (6.6 million) [49]. The median age of White individuals is 44 years. In terms of education attainment, 95.2% of White-only individuals in the United States had a high school diploma or equivalency, and 41.8% had a bachelor's degree in 2022 [40]
Providers can assume that most well-accepted treatment approaches and interventions have been tested and evaluated with White American individuals, particularly men. However, approaches may need modification to suit class, ethnic, religious, and other factors [36].
Providers should establish not only the patient's ethnic background, but also how strongly the person identifies with that background. It is also important to be sensitive to multiracial/multiethnic heritage, if present, and how this might affect family relationships and social experiences. Assumption of White race should be avoided, as White-passing persons of color have their own unique needs [36].


RELIGIOUS, CULTURAL, AND ETHNIC BACKGROUNDS



Religion, culture, beliefs, and ethnic customs can influence how patients understand health concepts, how they take care of their health, and how they make decisions related to their health. Without proper training, clinicians may deliver medical advice without understanding how health beliefs and cultural practices influence the way that advice is received. Asking about patients' religions, cultures, and ethnic customs can help clinicians engage patients so that, together, they can devise treatment plans that are consistent with the patients' values [37].
Respectfully ask patients about their health beliefs and customs and note their responses in their medical records. Address patients' cultural values specifically in the context of their health care. For example, one may ask [37]:
    
	"Is there anything I should know about your culture, beliefs, or religious practices that would help me take better care of you?"
	"Do you have any dietary restrictions that we should consider as we develop a food plan to help you lose weight?"
	"Your condition is very serious. Some people like to know everything that is going on with their illness, whereas others may want to know what is most important but not necessarily all the details. How much do you want to know? Is there anyone else you would like me to talk to about your condition?"
	"What do you call your illness and what do you think caused it?"
	"Do any traditional healers advise you about your health?"


Practitioners should avoid stereotyping based on religious or cultural background. Each person is an individual and may or may not adhere to certain cultural beliefs or practices common in his or her culture. Asking patients about their beliefs and way of life is the best way to be sure you know how their values may impact their care [37].

GENDER



The term "gender" refers to the established and expected norms, behaviors, and roles associated with being a girl, boy, woman, or man. Because gender is a social construct, the definition of gender is unique to any given society and/or collective group and changes over time. Gender is hierarchical and produces inequalities that often intersect with one or more social and/or economic inequalities. Other important terms related to gender include [50,51]:
Gender identity: A person's internal identification and
        experience of gender, which may or may not correspond to physiology or designated sex at
        birth. Gender identities include cisgender (identify as sex assigned at birth), transgender
        (identify as a different sex than assigned at birth), and non-binary (do not identify as
        either male or female), among others.
Gender expression: The way in which an individual
        expresses gender outwardly through appearance (e.g., clothing, make up, physical features),
        behaviors, and personality styles, often culturally defined as masculine or feminine. Gender
        expression can, but does not always, reflect the person's gender identity; individual
        preference, comfortability, culture, and societal and sociopolitical acceptance can
        influence gender expression.
Gender role: A set of societal expectations about how
        someone should behave based on their gender, often categorized as masculine or
        feminine.
Sex: The biological and physiological characteristics
        that differentiate male and female, such as chromosomes, hormones, and reproductive organs.
        The terms "sex" and "gender" are often incorrectly used interchangeably; however, it is
        important to differentiate between the two and be able to identify that sex is biological
        and gender is a social construct.
Gender traits and roles common for men in Western societies
        are often related to views of masculinity, and include an emphasis on strength, courage,
        leadership, independence, dominance, and assertiveness. Issues related to male gender
        identity, including inadequate help-seeking, denial of pain and weakness, and not showing
        emotion, have several important implications for health. Research has shown that male gender
        identity has been associated with risky behavior and an increased risk for negative health
        consequences, including injury, disease, and death [53,54,55].
Gender roles among women are related to femininity and include being polite, accommodating, nurturing, passive, and helpful. Women are often viewed as caregivers and tend to prioritize the needs of others above personal needs. In addition, providing gender-sensitive care to women involves overcoming the limitations imposed by the dominant medical model in women's health, improving advocacy for oneself [53].
In addition, the concept of masculinity may lead to inadequate help- and information-seeking behavior and a reduced likelihood of engaging in behavior to promote health. These behaviors appear to be rooted in a decreased likelihood for men to perceive themselves as being ill or at risk for illness, injury, or death [53,54,55]. Although men are more likely than women to lack a regular healthcare provider and to avoid seeking help or information, women are more likely to have a chronic condition requiring regular monitoring and are more likely to have forgone necessary health care and/or medication due to the cost [53].
Men's beliefs about masculinity and traditional male roles affect health communication and literacy, and healthcare practitioners should consider male-specific beliefs and perceptions when communicating with male patients. For example, because men tend to focus on present rather than future health, concepts of fear, wellness, and longevity often do not work well in health messages. Instead, healthcare practitioners should focus more on "masculine" concepts, such as strength, safety, and performance, all of which tie into men's perceptions of their roles as providers and protectors [54,55]. Women tend to have a higher level of health literacy but should still be involved and active participant with their own healthcare and/or treatment plans [53].

GENDER AND SEXUAL MINORITY POPULATIONS



The gender and sexual minority (GSM) population, also referred to as the transgender and gender nonconforming population, is a diverse group that can be defined as a subculture, accounting for 7.6% of the U.S. population in 2023 [3]. This group includes gay men, lesbian women, bisexual persons, transgender individuals, and those questioning their sexual identity, among others. The GSM population is diverse, representing all ages and all socioeconomic, ethnic, educational, and religious backgrounds. The population has been described as "hidden and invisible," "marginalized," and "stigmatized." As a result, the unique health and safety needs of the population have often been overlooked or ignored. Clear definitions of the concepts related to sexual identity will be helpful. The following is a glossary of terms used in discussions of this group [50,51,52]:
Asexual/aromantic: An individual who does not experience
        sexual attraction. There is considerable diversity in individuals' desire (or lack thereof)
        for romantic or other relationships.
Bisexual: An adjective that refers to people who relate
        sexually and affectionately to both women and men.
Coming-out process: A process by which an individual, in
        the face of societal stigma, moves from denial to acknowledging his/her sexual orientation.
        Successful resolution leads to self-acceptance. Coming out is a lifelong process for
        lesbian, gay, bisexual, and transgender persons and their families and friends as they begin
        to tell others at work, in school, at church, and in their communities.
Gay: The umbrella term for GSM persons, although it most
        specifically refers to men who are attracted to and love men. It is equally acceptable and
        more accurate to refer to gay women as "lesbians."
Gender and sexual minorities (GSM): A term meant to
        encompass lesbian, gay, bisexual, trans, queer/questioning, intersex/intergender,
        asexual/ally (LGBTQIA+) people as well as less well-recognized groups, including aromantic,
        two-spirited, and gender-fluid persons.
Heterosexism: An institutional and societal reinforcement
        of heterosexuality as the privileged and powerful norm.
Heterosexuality: Erotic feelings, attitudes, values,
        attraction, arousal, and/or physical contact with partners of the opposite gender.
Homophobia: A negative attitude or fear of non-straight
        sexuality or GSM individuals. This may be internalized in the form of negative feelings
        toward oneself and self-hatred. Called "internalized homophobia," it may be manifested by
        fear of discovery, denial, or discomfort with being LGBTQIA+, low self-esteem, or aggression
        against other lesbians and gay men.
Homosexuality: The "persistent sexual and emotional
        attraction to members of one's own gender" as part of the continuum of sexual expression.
        Typically not used to describe people.
Intersex/intergender: Encompasses a diverse set of
        congenital differences relating to gonads, chromosomes, and genitals that fall outside the
        typical parameters of male or female sex. Although intersex falls under the umbrella of
        LGBTQIA+, many do not identify with that label.
LGBTQIA+: An acronym used to refer to the lesbian, gay,
        bisexual, transgender/transsexual, queer/questioning, intersex/intergender, asexual/ally
        community. In some cases, the acronym may be shortened for ease of use, although a + usually
        always follows to represent other identities not included in the other letters.
Queer: An umbrella term to describe persons with a
        spectrum of identities and orientations that are outside of the heteronormative
        standard.
Sexual identity: The inner sense of oneself as a sexual
        being, including how one identifies in terms of gender and sexual orientation.
Sexual orientation: An enduring emotional, romantic,
        sexual, and/or affectionate attraction to another person. Individuals may experience this
        attraction to someone of the same gender, the opposite gender, both genders, or
        gender-nonconforming.
Transgender: An umbrella term describing a number of
        distinct gender positions and identities, including crossdressing, transsexual, non-binary,
        and intersex.
One's intrapersonal acceptance or rejection of societal stereotypes and prejudices, the acceptance of one's self-identity as a sexual minority, and how much one affiliates with other members of the GSM community varies greatly among individuals. Some authors stress the diversity within the GSM community by discussing "GSM populations." For example, it is understandable that a GSM population living in rural areas of the United States would have little in common with a GSM population living in urban areas or "gay-friendly" neighborhoods. Additionally, mental health experts have suggested that "GSM community" symbolizes a single group of individuals who express their sexuality differently than the majority of heterosexual individuals. However, many distinct communities have been identified, including lesbian, gay, bisexual, and transgender. Each community is different from the other as well as different from the heterosexual community. A culturally competent healthcare provider should keep this diversity in mind so that vital differences among these smaller groups are not lost when thinking of the GSM population in general [50,51,56].
Commonalities exist among the GSM communities as well. For example, many adolescents, whether gay, lesbian, bisexual, transgender, or questioning their sexual identity, lack sexual minority role models to assist with successful psychosocial development [51,56].
The subtle and pervasive ways that discomfort with GSM
        individuals may be manifested have been examined and, in some instances, categorized as
        "cultural heterosexism," which is characterized by the stigmatization in thinking and
        actions found in our nation's cultural institutions, such as the educational and legal
        systems. "Cultural heterosexism fosters individual antigay attitudes by providing a
        ready-made system of values and stereotypical beliefs that justify such prejudice as
        natural" [59]. Perhaps the paucity of
        information about the GSM community in basic professional education has been a reflection of
        cultural heterosexism. Writers, funding sources, and publishers have been exposed to the
        same cultural institutions for many years [56].
Individuals generally begin to absorb these institutional attitudes as children and may consequently develop "psychological heterosexism," which may also manifest as antigay prejudice. Many individuals, as children, have little contact with someone who is openly gay and, as a result, may not be able to associate homosexuality with an actual person. Instead, they may associate it with concepts such as "sin," "sickness," "predator," "outsider," or some other negative characteristic from which the individual wants to maintain distance [59]. Psychological heterosexism involves (among other factors) considering sexual identity and determining that one does not want to think further about it. The direction of this thinking is undeniably negative, resulting in an environment that allows antigay hostility [59]. The impact of antigay prejudice on the physical and mental health of members of the LGBTQIA+ community and their families should not be underestimated.
Sexual minority individuals also are not immune to societal attitudes and may internalize negative aspects of the antigay prejudice experience. Anxiety, depression, social withdrawal, and other reactions may result. While the study of psychological heterosexism, both blatant and subtle, is in the early stages of research, it has had a measurable impact on the mental health of the GSM community [2,51,56,69,70].
Examples of the range of manifestations of heterosexism and/or homophobia in our society are readily available. Without difficulty, each example presented here may be conceptualized as related to the emotional or physical health of a GSM individual or family member:
    
	A kindergarten student calls another child an LGBTQIA+ slur but does not really know what he is saying.
	A teenage girl allows herself to become pregnant, "proving" her heterosexuality to herself, her family, and her friends.
	A parent worries that her 12-year-old daughter is still a "tomboy."
	An office employee decides to place a photo of an old boyfriend in her office rather than a photo of her gender-nonconforming partner of five years.
	A college student buries himself in his studies in an effort to ignore his same-sex feelings and replace feelings of isolation.
	Two teenage girls, thought by peers to be transgender individuals, are assaulted and killed while sitting together in an automobile.
	A female patient is told by a healthcare provider that her haircut makes her look like a lesbian and is examined roughly.
	A gay man chooses not to reveal his sexual identity to his healthcare provider out of fear of a reduction or withdrawal of healthcare services.


The manifestations of heterosexism have inhibited our learning about the LGBTQIA+ population and its needs. Gay patients have feared open discussion about their health needs because of potential negative reactions to their self-disclosure. Prejudice has impacted research efforts by limiting available funding. All of these factors emphasize that the healthcare education system has failed to educate providers and researchers about the unique aspects of LGBTQIA+ health [56].
Common Myths



Many myths surround homosexuality; a few are outlined below. The origin of these myths may be better understood after examining the history of homosexuality as well as the attitudes toward human sexuality in general. The history of the development of societal norms related to homosexuality includes misconceptions developed during times when research was not available on which to build a scientific knowledge base [71,72,73].

        Myth: Sexual orientation is a choice.
      
Fact: No consensus exists among scientists about the reasons that an individual develops his/her sexual orientation. Some research has shown that the bodies and brains of gay men and women differ subtly in structure and function from their heterosexual counterparts; however, no findings have conclusively shown that sexual orientation is determined by any particular factor or set of factors. Many people confuse sexual orientation with sexual identity. The reader may consider reviewing the definitions of these terms when further considering this myth.

        Myth: Gay men and lesbians can be easily identified because they have distinctive characteristics.
      
Fact: Most gay and lesbian individuals conform to the majority of society in the way they dress and act. Further, a person's appearance is not necessarily an indication of sexual or romantic interests.

        Myth: Gay people want to come into our schools and recruit our children to their "lifestyle."
      
Fact: Efforts to bring issues related to LGBTQIA+ history and rights into schools are not efforts to "convert," just as education on European history is not an effort to glamorize or "convert" to European identity. The intent has been to teach a more complete history of the world and to prevent children from mistreating LGBTQIA+ who are often the subjects of harassment and physical attacks. There is no evidence that people could be "recruited" to a gay sexual orientation, even if someone wanted to do this.


AGE



Elderly patients should be routinely screened for health and mental health conditions using tools specifically developed for this population, despite some practitioners' discomfort with asking questions about sensitive topics. These population-appropriate assessments may be included in other health screening tools.
An emphasis on wellness and purpose is important when working with older adults. In the past, aging was associated with disability, loss, decline, and a separation from occupational productivity. Although patient growth and positive change and development are values that practitioners embrace, the unconscious acceptance of societal myths and stereotypes of aging may prevent practitioners from promoting these values in elderly individuals [74,77].
Common Myths of Aging



Society holds several myths about the elderly. Many of these myths may be easily disputed based on existing demographic survey data and other studies.

        Myth: Most older adults live alone and are isolated.
      
Fact: In 2023, 68% of men and 47% of women 65 years and older were married. An estimated 28% lived alone [75]. In 2021, an estimated 18% of the U.S. population lived in multigenerational household, compared with 7% in the early 1970s. Several factors have contributed to this trend, including growing racial and ethnic diversity, financial reasons, and caregiving Individuals 65 years and older comprise nearly 20% of individuals living in multigenerational households [76].

        Myth: Most older adults engage in very minimal productive activity.
      
Fact: In 2023, 19% of persons 65 years and older were employed or actively looking for work, representing approximately 7% of all wages and salaries paid by U.S. employers. The elderly are more engaged in self-employed activities than younger persons. In 2023, 23% of those 65 years of age and older were self-employed, compared with an average of 10% of those 25 years to 64 years of age [78].

        Myth: Life satisfaction is low among the elderly.
      
Fact: Data from a 2024 survey conducted by the AARP indicate that 9 out of 10 individuals 50 years of age and older are at least somewhat optimistic about their future, with half (49%) being extremely or very optimistic. Approximately 25% of respondents 65 years of age and older reported being very happy, compared to 17% in those 50 to 64 years of age. Most of the factors that predict happiness for the young, such as good health and financial stability, also apply to the elderly. Older adults tend to report higher levels of well-being in part due to the quality of their social relationships; 28% indicate their relationships with friends and family have improved in the last five years, and 45% feel they will continue to get better [79].


PERSONS WITH MENTAL OR PHYSICAL DISABILITY



Americans with disabilities represent a large and heterogeneous segment of the population. The prevalence of disability varies by age group and definition. Based on the U.S. Census Bureau's 2023 American Community Survey (ACS), which describes disability in terms of functional limitations, 13.6% of the civilian U.S. noninstitutionalized population has a disability, defined as difficulty in hearing or vision, cognitive function, ambulation, self-care, or independent living [80]. Among individuals 3 to 21 years of age in the 2022–2023 school year, 15% of those enrolled in public school had a disability (defined as specific learning disabilities, speech or language impairments, intellectual disability, emotional disturbance, hearing impairments, orthopedic impairments, other health impairments, visual impairments, multiple disabilities, deaf-blindness, autism, traumatic brain injury, or developmental delay) [81].
People with disabilities experience many health disparities.
        Some documented disparities include poorer self-rated health; higher rates of obesity,
        smoking, and inactivity; fewer cancer screenings (particularly mammography and Pap tests);
        fewer breast-conserving surgeries when breast cancer is diagnosed; and higher rates of death
        from breast or lung cancer [82].
Disability cultural competence requires appreciation of social model precepts, which recognize patients' rights to seek care that meets their expectations and values. The social model of disability has been characterized as centering disability as a social creation rather than an attribute of the patient. As such, disability requires a social/political response in order to improve environmental factors affecting access and acceptance [83]. This involves adoption of person-first language, acknowledgement of social and environmental factors impacting persons abilities, and confronting disability-associated stigma.

VETERANS



The effects of military service and deployment to military combat on the individual and the family system are wide-reaching. According to the U.S. Department of Defense, there were 3.4 million current military personnel in 2023 and 15.8 million veterans in 2023 [106,107]. The Army has the largest number of active-duty members, followed by the Navy, Air Force, and Marine Corps [106]. Military service presents its own set of risk and protective factors for a variety of mental health issues, including post-traumatic stress disorder (PTSD), traumatic brain injury (TBI), depression and suicide, substance abuse, and interpersonal violence. In particular, transitioning from combat back to home life can be particularly trying for veterans and their families.
As the number of military conflicts and deployments has increased since 2001, the need to identify and provide better treatment for veterans and their families has become a greater priority. The first step in providing optimal care is the identification of veterans and veteran families during initial assessments, with an acknowledgement that veterans may be any sex/gender and are present in all adult age groups.
Unfortunately, veterans and military families often do not voluntarily report their military service in healthcare appointments. In 2015, the American Medical Association updated its recommendations for social history taking to include military history and veteran status [108]. In addition, the American Academy of Nursing has designed the Have You Ever Served? Initiative to encourage health and mental health professionals to ask their patients about military service and related areas of concern [109]. This program provides pocket cards, posters, and resource links for professionals working with veterans and their families. Recommended questions for intake include [109]:
    
	Have you or has someone close to you ever served in the military?
	When did you serve?
	Which branch?
	What did you do while you were in the military?
	Were you assigned to a hostile or combative area?
	Did you experience enemy fire, see combat, or witness casualties?
	Were you wounded, injured, or hospitalized?
	Did you participate in any experimental projects or tests?
	Were you exposed to noise, chemicals, gases, demolition of munitions, pesticides, or other hazardous substances?




7. PROMOTING CULTURALLY SENSITIVE COMMUNICATION



Communication, the process of sending a message from one party to another, consists of both verbal and nonverbal components. Verbal and nonverbal communications are embedded within the culture of the parties disseminating the information and within the culture of the parties receiving the information. Communication is complex and multilayered because it involves unstated, implicit rules about a variety of factors, including physical distance between parties, tone of voice, acceptable topics of discussion, physical contact, and amount of eye contact [84]. Each of these variables is influenced by the perception of the level of formality/informality of the situation. Frequently, misunderstandings occur because the decoding and interpretation of these nonverbal cues are not accurate.
The verbal component of communication is just as complicated. Certainly, similarity in language shared by both parties enhances communication, but assuming that both parties in a conversation speak the same language, how the information is interpreted is still influenced by a host of factors. Linguists have posited that approximately 14,000 different meanings and interpretations can be extracted from the 500 most common English words [85]. Consequently, practitioners must be aware of the different communication styles held by diverse ethnic minority patients, as the clinical communication process is the primary vehicle by which problems and solutions are identified and conveyed [86].
Styles of communication can be classified from high- to low-context [87]. High-context cultures are those cultures that disseminate information relying on shared experience, implicit messages, nonverbal cues, and the relationship between the two parties [85,88]. Members of these cultural groups tend to listen with their eyes and focus on how something was said or conveyed [84,87]. On the other hand, low-context cultures rely on verbal communication or what is explicitly stated in the conversation [85]. Consequently, low-context communicators listen with their ears and focus on what is being said [84,87,88]. Western culture, including the United States, can be classified as a low-context culture. On the other hand, groups from collectivistic cultures, such as Asian/Pacific Islander, Hispanic, AI/AN, and Black and African American, are from high-context cultures [87].
Communicators from high-context cultures generally display the
      following characteristics [84,85,88]: 
	Use of indirect modes of communication
	Use of vague descriptions
	Less talk and less eye contact
	Interpersonal sensitivity
	Use of feelings to facilitate behavior
	Assumed recollection of shared experiences
	Reliance on nonverbal cues such as gestures, tone of voice, posture, voice level,
            rhythm of speaking, emotions, and pace and timing of speech
	Assimilation of the "whole" picture, including visual and auditory cues
	Emotional speech
	Use of silence
	Use of more formal language, emphasizing hierarchy between parties


On the other hand, low-context communicators can typically be described as [84,85,88]:
  
	Employing direct patterns of communication
	Using explicit descriptions and terms
	Assuming meanings are described explicitly
	Utilizing and relying minimally on nonverbal cues
	Speaking more and often raising their voices (more animated, dramatic)
	Often being impatient to get to the point of the discussion
	Using more informal language; less emphasis on hierarchy, more equality between parties (more friendly)
	Being more comfortable with fluidness and change
	Uncomfortable using long pauses and storytelling as a means of communicating


Understanding the distinctions between individuals who come from high- and low-context cultures can promote cultural sensitivity. However, it is vital that practitioners take heed of several words of caution. First, it is important not to assume that two individuals sharing the same culture (e.g., low-context culture) will automatically have a shared script for communicating. Second, it is important to not immediately classify an individual into a low- or high-context culture because of their ethnicity. A Chinese American man may not necessarily be a high-context communicator because he is Asian. A host of factors, such as level of acculturation, upbringing and socialization, education, and family immigration history, will all play a role in how one learns to communicate. Third, a major criticism of the discussion of low-/high-context cultures is that they reinforce dualism and ultimately oversimplify the complexities and nuances of communication [89].
Learning to communicate effectively also requires an understanding of how different conversational traits influence the communication process, or how information is conveyed and interpreted. Again, the goal of this section is not to simply dichotomize individuals' conversational styles into categories, but rather to understand the factors that play a role in how someone makes a decision on how to communicate [84].
As long as there are two parties involved in a conversation, nonverbal communication is inevitable, and it becomes salient particularly when it is processed from one culture to another. Nonverbal communication is any behavior (including gestures, posture, eye contact, facial expressions, and body positions) that transcends verbal or written forms of communication [90]. Nonverbal communication can enhance or reinforce what is said verbally, and conversely, it can completely contradict the message communicated verbally. It can also end up replacing what was verbally communicated if both parties do not share a native language [91].
In Western culture, communication is more direct and eye contact is highly valued. When eye contact is not maintained, many Westerners assume that the party is hiding pertinent information. However, in some cultures, reducing eye contact is a sign of respect [86]. Conversely, patients may interpret direct and indirect gazes differently. For example, in one study, Japanese individuals tended to rate faces with a direct gaze as angry and less pleasant compared with Finnish participants [92].
The amount of social space or distance between two communicating parties is culturally charged as well. Depending upon the social context, Westerners tend to maintain a distance of about three feet, or an arm's length, in conversations [85]. In a public setting, where both parties are engaged in a neutral, nonpersonal topic, Westerners will feel encroached upon and uncomfortable if an individual maintains a closer conversational distance. However, in other cultures, such as Latino and Middle Eastern, a closer distance would be the norm [85]. Chung recommends that in a clinical setting the practitioner allow patients to set the tone and social distance [93]. The practitioner can sit first and permit the patient to select where they want to sit.
Cross-cultural communication is by no means simple, and there is no set of rules to merely abide by. Instead, promoting culturally sensitive communication is an art that requires practitioners to self-reflect, be self-aware, and be willing to learn. Therefore, as practitioners become skilled in noticing nonverbal behaviors and how they relate to their own behaviors and emotions, they will be more able to understand their own level of discomfort and comprehend behavior from a cultural perspective [84].

8. CULTURALLY SENSITIVE ASSESSMENT GUIDELINES



Practitioners may be categorized as either disease-centric or
      patient-centric [94]. Disease-centered
      practitioners are concerned with sign/symptom observation and, ultimately, diagnosis. On the
      other hand, patient-centered practitioners focus more on the patient's experience of the
      illness, subjective descriptions, and personal beliefs [94]. Patient-centered practice involves culturally sensitive assessment. It
      allows practitioners to move assessment and practice away from a pathology-oriented model and
      instead acknowledge the complex transactions of the individual's movement within, among, and
      between various systems [95].
Practitioners who engage in culturally sensitive assessment nonjudgmentally obtain information related to the patient's cultural beliefs, overall perspective, and specific health beliefs [96]. They also allow the patient to control the timing [97].
The goal is to avoid the tendency to misinterpret health concerns of ethnic minority patients. Panos and Panos have developed a qualitative culturally sensitive assessment process that focuses on several domains [96]. Each domain includes several questions a practitioner may address in order to ensure that he or she is providing culturally responsive care.
Alternatively, Kleinman suggests that the practitioner ask the patient what he or she thinks is the nature of the problem. He highlights the following types of questions that may be posed to the patient [98]:
  
	Why has the illness/problem affected you?
	Why has the illness had its onset now?
	What course do you think the illness will follow?
	How does the illness affect you?
	What do you think is the best or appropriate treatment? What treatment do you want?
	What do you fear most about the illness and its treatment?


Similar to Kleinman's culturally sensitive assessment questions, Galanti has proposed the 4 Cs of Culture [99]:
  
	What do you call the problem?
	What do you think caused it?
	How do you cope with the problem?
	What questions or concerns do you have about the problem or treatment?


Pachter proposed a dynamic model that involves several tiers and transactions, similar to Panos and Panos' model [100]. The first component of Pachter's model calls for the practitioner to take responsibility for cultural awareness and knowledge. The professional must be willing to acknowledge that they do not possess enough or adequate knowledge in health beliefs and practices among the different ethnic and cultural groups they come in contact with. Reading and becoming familiar with medical anthropology is a good first step.
The second component emphasizes the need for specifically tailored assessment [100]. Pachter advocates the notion that there is tremendous diversity within groups. Often, there are many intersecting variables, such as level of acculturation, age at immigration, educational level, and socioeconomic status, that influence health ideologies. Finally, the third component involves a negotiation process between the patient and the professional [100]. The negotiation consists of a dialogue that involves a genuine respect of beliefs. The professional might recommend a combination of alternative and Western treatments.
Beckerman and Corbett further recommend that recently immigrated families be assessed for [101]:
  
	Coping and adaptation strengths
	Issues of loss and adaptation
	The structure of the family in terms of boundaries and hierarchies after immigration
	Specific emotional needs
	Acculturative stress and conflict for each family member


Practitioners should seek to understand the sociopolitical context of the origin country. A migration narrative is also recommended, whereby an individual provides a story of their migration history. Asking about how long the family has been in the United States, who immigrated first, who was left behind, and what support networks are lacking gives the practitioner an overview of the individual's present situation. The theme of loss is very important to explore. Types of losses may include family and friends left behind, social status, social identity, financial resources, and familiarity. For refugees and newly immigrated individuals and families, assessment of basic needs (e.g., food, housing, transportation) is necessary [102,103].
Culturally sensitive assessment involves a dynamic framework whereby the practitioner engages in a continual process of questioning. Practitioners should work to recognize that there are a host of factors that contribute to patients' multiple identities (e.g., race, gender, socioeconomic status, religion) [36,37,82].

9. A WELCOMING AND SAFE ENVIRONMENT



Improving access to care can be facilitated, in part, by
      providing a welcoming environment. The basis of establishing a safe and welcoming environment
      for all patients is security, which begins with inclusive practice and good clinician-patient
      rapport. Shared respect is critical to a patient's feeling of psychological well-being.
      Security can also be fostered by a positive and safe physical setting. For patients who are
      acutely ill, both the illness experience and treatment process can produce trauma. This is
      particularly true if involuntary detainment or hospitalization is necessary, but exposure to
      other individuals' narratives of experienced trauma or observing atypical behaviors from
      individuals presenting as violent, disorganized, or harmful to themselves can also be
      traumatic. As such, care environments should be controlled in a way to minimize traumatic
      stress responses. Providers should keep this in mind when structuring the environment (e.g.,
      lighting, arrangement of space), creating processes (e.g., layout of appointments or care
      systems, forms), and providing staff guidance (e.g., nonverbal communication, intonation,
      communication patterns). During each encounter, the patient's perception of safety is impacted
      by caretakers and ancillary staff [36,82].
Experts recommend the adoption and posting of a nondiscrimination policy that signals to both healthcare providers and patients that all persons will be treated with dignity and respect. Also, checklists and records should include options for the patient defining their race/ethnicity, preferred language, gender expression, and pronouns; this can help to better capture information about patients and be a sign of acceptance to that person. If appropriate, providers should admit their lack of experience with patient subgroups and seek guidance from patients regarding their expectations of the visit [36,51,53].
Front office staff should avoid discriminatory language and behaviors. For example, staff should avoid using gender-based pronouns, both on the phone and in person. Instead of asking, "How may I help you, sir?" the staff person could simply ask, "How may I help you?" Offices that utilize electronic health records should have a system to track and record the gender, name, and pronoun of all patients. This can be accomplished by standardizing the notes field to document a preferred name and pronoun for all patients. Some persons who identify as non-binary (i.e., neither or both genders) may prefer that plural pronouns (e.g., they) be used [36,51].
Questions should be framed in ways that do not make assumptions about a patient's culture, gender identity, sexual orientation, or behavior. Language should be inclusive, allowing the patient to decide when and what to disclose. Assurance of confidentiality should be stressed to the patient to allow for a more open discussion, and confidentiality should be ensured if a patient is being referred to a different healthcare provider. Asking open-ended questions can be helpful during a history and physical [36,51,82].
The FACT acronym may be helpful for healthcare providers. Providers should:
  
	Focus on those health issues for which the individual seeks care
	Avoid intrusive behavior
	Consider people as individuals
	Treat individuals according to their gender


Training office staff to increase their knowledge and sensitivity toward persons will also help facilitate a positive experience for patients.

10. CONCLUSION



Culture serves as a lens through which patients and practitioners filter their experiences and perceptions. Patients will bring their unique life stories and concerns to the practitioner, and their cultural values and belief systems will inevitably shape how the problem is defined and their beliefs about what is effective in solving the problem. However, the cultural backgrounds and values of patients are not necessarily scripts that define behavior, and when practitioners view culture as a strength and not a pathology, practitioners will be able to more effectively join with patients to mobilize change.
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Course Overview



Frontotemporal dementia (FTD) is a group of degenerative brain disorders causing
        progressive deterioration in behavior, language, and/or movement. There are presently
        approximately 60,000 people with FTD in the United States. Onset generally occurs between 50
        and 70 years of age, making FTD one of the most common presenile dementias. FTD affects the
        frontal and temporal lobes of the brain, which control emotions, judgment, personality,
        memory and language. The clinical diagnosis of FTD can be challenging, as some symptoms
        overlap with Alzheimer disease and other forms of dementia. FTD can be categorized based on
        its primary symptoms into three basic types: behavioral variant FTD, primary progressive
        aphasia, and progressive motor decline. Although most FTD does not appear to be inherited,
        genetics does play a role in a significant minority of cases. There is no effective
        treatment or cure for FTD, but there are strategies for management of symptoms. This course
        will discuss the possible causes and pathophysiology, diagnosis, and management strategies
        for FTD.
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The purpose of this course is to provide healthcare professionals with current information on frontotemporal dementia (FTD). Understanding the epidemiology, pathology, clinical features, diagnostic process, genetics, symptom treatment/management, role of brain autopsy, and current research provides a foundation for the care of patients with FTD and support for their families.
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	Describe the epidemiology of frontotemporal dementia (FTD) in the United States.
	Explain the brain changes of FTD and their general clinical manifestations.
	Identify the three general presentations of FTD.
	Review how a clinical diagnosis of FTD is made, including differentiation from Alzheimer disease.
	Summarize the role of genetics in FTD.
	Discuss strategies for managing symptoms of FTD and providing support to family caregivers.
	Identify goals of current research on FTD.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Frontotemporal dementia (FTD) is a group of degenerative brain disorders characterized by behavior and language problems and also overlapping with some motor/movement diseases. FTD causes progressive deterioration in a person's ability to function as the result of damage to the frontal and temporal lobes of the brain. FTD is also referred to as frontotemporal degeneration, frontotemporal lobar degeneration, and Pick disease.
Dr. Arnold Pick, a Czech neurologist, psychiatrist, and neuropathologist, first described
      frontal and temporal lobe atrophy causing dementia and progressive aphasia in 1892 [1]. The clinical syndrome subsequently became
      known as "Pick disease." FTD is the third leading cause of dementia across all age groups,
      after Alzheimer disease (AD) and Lewy body dementia [2]. It is one of the most common causes of early-onset dementia, with onset
      typically between 45 and 64 years of age [2,3].
The clinical presentation of FTD can be complex, and obtaining an accurate diagnosis can be challenging. The unique clinical symptoms of FTD, neuropsychologic assessment, and brain imaging can help distinguish it from AD and other dementias. There is presently no effective treatment for FTD, and symptom management can be challenging for healthcare providers and family caregivers. Research is in progress to better understand FTD, hopefully leading to effective treatment, cure, and prevention of this devastating disease.

2. EPIDEMIOLOGY OF FTD



It is estimated that FTD affects approximately 60,000 people in
      the United States [3]. As noted, the age of
      onset for FTD is typically 45 to 64 years, with a mean of 58.5 years and a reported range
      between 21 and 80 years of age [2,3,4,5]. In the United States,
      the prevalence in people 45 to 64 years of age is estimated at 15 to 22 per 100,000
      population; the incidence in this group is 2.7 to 4.1 per 100,000 [5]. It is estimated that 60% of those with FTD
      have onset between 45 and 64 years of age; 10% have onset before 45 years of age, and 30% have
      onset after 64 years of age [5]. FTD is now
      considered by some to be the most common form of pre-senile dementia in patients younger than
      age 60, even more common than AD in this group [6,7,8].
FTD affects both men and women. However, it is unclear if men and women are affected equally, or if some subtypes of FTD may be more common in one gender or the other [9]. Significant time (average: 3.6 years) often passes between symptom onset and actual clinical diagnosis [5].
The disease duration for FTD can range from 2 to 20 years from symptom onset to death, with a mean duration of 8 to 10 years [3,5,10]. Pneumonia is the most common cause of death [3].

3. PATHOGENESIS AND PATHOPHYSIOLOGY OF FTD



Patients with FTD experience a progressive loss of neurons in
      the frontal and anterior temporal lobes, resulting in atrophy in these areas of the brain.
      They may also develop gliosis in the frontal and temporal lobes where neurons have been lost
      or damaged.
In FTD, affected neurons have an abnormal accumulation of protein within the cell, called inclusions. Three types of intra-neuronal inclusions have been identified, based on the protein involved. In some cases, the inclusions are composed of an abnormal form of the protein tau. In other patients, the inclusions are composed of the transactive response DNA-binding protein 43 (TDP-43). In a smaller number of FTD cases, the inclusions are composed of fused in sarcoma (FUS) protein [11].
The frontal and anterior temporal lobes of the brain control executive functions (e.g., planning, organizing, abstract thinking, judgment, decision making), personality, social behavior, and language. The changes associated with FTD causes impairments in executive function, personality, behavior, and/or language. The location of the neurodegeneration correlates fairly well with the clinical presentation [11]. Changes in other areas of the brain may cause overlapping movement problems. While the cause of most cases of FTD is not known, some cases are now known to be caused by genetic mutations.

4. CLINICAL PRESENTATION



FTD causes a gradual, progressive decline in behavior and/or
      language; movement disorders may also be involved. Behavior or language problems are typically
      the first and most prominent symptoms of FTD, whereas memory problems are the first symptoms
      of AD [5]. Subtypes of FTD have been
      identified based on clinical presentation (Table 1). Behavioral
      variant FTD (bvFTD) is the most common form and involves changes in behavior, personality, and
      emotions. Language presentations are referred to as primary progressive aphasia (PPA) and can
      take one of three forms: nonfluent/agrammatic variant PPA (nfvPPA), semantic variant PPA
      (svPPA), or logopenic variant PPA (lvPPA) [12]. Nonfluent/agrammatic PPA begins with problems in speech production, while svPPA involves
      impaired word comprehension and object recognition and lvPPA involves word-finding problems. A
      movement presentation may appear as progressive supranuclear palsy (PSP), corticobasal
      syndrome (CBS), or motor neuron disease (MND). Some patients may present with symptoms that
      overlap the different subtypes of FTD or may develop symptoms of other subtypes of FTD as the
      disease evolves. As more is learned about FTD, the terminology and classification of the
      subtypes may be revised.
Table 1: FORMS OF FRONTOTEMPORAL DEGENERATION
	
              Behavioral presentation

              	Behavioral variant FTD (bvFTD)



              Language presentation, variants of primary progressive aphasia (PPA)

              	Nonfluent/agrammatic PPA (nfvPPA), previously called progressive non-fluent
                    aphasia (PNFA)
	Semantic variant PPA (svPPA), previously called semantic dementia
                    (SD)
	Logopenic variant PPA (lvPPA) (often found to have Alzheimer disease
                    pathology at autopsy)



              Associated movement disorders (not classified as FTD, but have shared
                symptoms)

              	Corticobasal syndrome (CBS)
	Progressive supranuclear palsy (PSP)
	Motor neuron disease, also called amyotrophic lateral sclerosis (FTD/MND or
                    FTD/ALS)



            


Source: Compiled by Author


BEHAVIORAL PRESENTATION



Behavioral Variant FTD



As noted, bvFTD is the most common type of FTD, estimated
          to account for more than half of all cases [13]. The prominent features include disinhibition, apathy/inertia, loss of
          empathy, compulsive behaviors, hyper-orality, and impaired executive function (Table
                2) [14]. People with FTD may become socially withdrawn, inflexible, and impulsive. They may
          have a shortened attention span and a tendency to be easily distracted. Behavior may
          become socially inappropriate. People with bvFTD are usually unaware of the changes in
          their personality and behavior and the impact these changes have on others. Memory and
          visual-spatial functioning are initially relatively spared in bvFTD. Some individuals with
          bvFTD may develop symptoms similar to Parkinson disease, such as bradykinesia, rigidity,
          postural instability, and masked face.
Table 2: BEHAVIORAL VARIANT FTD
	Major Clinical Features	Examples
	Disinhibition	Making inappropriate comments, taking food off someone else's table at a
                  restaurant, telling sexual jokes, shoplifting, hitting
	Apathy	Less involved in old hobbies or activities, deterioration in personal
                  hygiene
	Loss of empathy	Indifferent when a family member is hurt
	Compulsive behaviors	Repeating the same phrase, clapping hands in the same pattern repeatedly,
                  checking the time repeatedly
	Hyper-oral behaviors	Overeating, eating one certain type of food, eating excessive sweets
	Impaired executive function	Poor performance at work, poor financial decisions, difficulty planning and
                  preparing a meal


Source: Compiled by Author




LANGUAGE PRESENTATION



Nonfluent/Agrammatic Variant PPA



Nonfluent/agrammatic variant PPA, also referred to as
          progressive non-fluent aphasia (PNFA), accounts for about 25% of all FTD cases and
          involves problems with language expression [13]. People with nfvPPA have difficulty producing speech but retain the
          meaning of words and know what they want to say. As a result, speech may become hesitant,
          slow, and labored. Speech patterns may be "agrammatic" or "telegraphic," meaning that only
          the most important content words are used, without connecting words. For example, a
          patient might say "Tuesday…hospital…sister." Patients with nfvPPA have difficulty talking
          on the telephone and tend to talk progressively less. Eventually, some may become mute.
          While in the early stages, these patients continue to understand the speech of others, but
          this comprehension is eventually lost also. Reading and writing skills are better
          preserved than speech, although these abilities are also eventually lost. As the disease
          progresses, patients may develop behavioral symptoms. Some individuals with nfvPPA may
          develop extrapyramidal symptoms of rigidity and tremors, as seen in CBS and PSP.

Semantic Variant PPA



Semantic variant PPA, also referred to as semantic dementia, represents about 20% of FTD cases [13]. Semantic variant PPA involves the loss of understanding of the meaning of words and objects. Speech is still fluent and grammatically correct, but people with svPPA have a declining ability to comprehend the meaning of words (especially nouns) or to recognize familiar objects or faces. For example, a person with svPPA who is very familiar with vegetables might read a menu and ask: "What is broccoli?" If shown a picture of a carrot, the patient may not be able to name it and may not recognize the word when told. There are progressive word-finding problems, reading and spelling skills decline, and retrieving names becomes difficult. Later in the disease, people with svPPA may develop behavioral changes similar to those seen in patients with bvFTD.

Logopenic Variant PPA



Logopenic variant PPA is characterized by difficulty retrieving words, resulting in slow speech with frequent pauses. These patients may also have trouble repeating long phrases and understanding complex sentences. Eventually, people with lvPPA may become mute. Reading and writing skills are initially preserved, but these decline as the disease progresses. People with lvPPA have word-finding problems similar to people with AD and are often found to have AD pathology at autopsy [8].
For all patients with suspected language presentations of FTD, it is important to consider the role of culture and preferred language.


FTD OVERLAP WITH MOVEMENT DISORDERS



Progressive Supranuclear Palsy



PSP is a neurodegenerative condition characterized by problems with gait and balance, causing postural instability, falls, and difficulty with eye movement coordination. The pathophysiology of PSP shows a loss of cells in the basal ganglia, substantia nigra, subthalamus, and brainstem, and affected neurons have inclusions composed of abnormal tau protein. There are similarities between PSP and Parkinson disease, including bradykinesia, rigidity, masked face, dysarthria, dysphagia, apathy, and depression. Some people with PSP develop behavioral problems, but these are often milder than those seen in other types of FTD. Some people with PSP may develop progressive memory and language problems, and there may be a decline in executive function.

Corticobasal Syndrome



CBS is a neurodegenerative condition that may initially present with movement problems, dementia, or both. In CBS, there is atrophy in multiple areas of the brain, including the frontoparietal regions, basal ganglia, and cerebral peduncles. Neuronal inclusions are usually composed of abnormal tau protein. Signs of CBS typically begin with decreased movement on one side of the body, muscle rigidity, and tremor. A hand, arm, or leg on the affected side may demonstrate apraxia (i.e., inability to make the limb follow commands). Patients may describe the affected limb as not feeling like a part of their body, a sensation referred to as "alien limb syndrome." Symptoms may become bilateral as the disease progresses. People with CBS may also experience personality changes, executive dysfunction, and language problems as the disease progresses.

FTD with Motor Neuron Disease



Approximately 30% of people with FTD also develop problems with motor neurons that control voluntary movement [3]. This is referred to as FTD with motor neuron disease (FTD/MND) or FTD with amyotrophic lateral sclerosis (FTD/ALS). Pathologically, in addition to frontal and temporal lobe atrophy, there is also atrophy in the motor regions of the cortex and loss of motor neurons in the brain stem and spinal cord. In FTD/MND, damaged neurons usually have abnormal inclusions composed of the protein TDP-43. Patients may present with behavior or language problems, but then additionally develop muscle problems, including weakness, stiffness, twitches, cramps, and/or atrophy. Muscle problems can affect arms, legs, face, mouth, and tongue, causing patients to experience clumsiness, dysphagia, dysarthria, and hyper-reflexia. An estimated 50% of patients with MND or ALS go on to develop behavioral and executive dysfunction symptoms of FTD as their disease progresses [3].


CLINICAL DIAGNOSIS OF FTD



The diagnosis of FTD can be challenging because of the wide range of symptoms, the relatively early age of onset, and the slow progression. There is no single test to diagnose FTD, and it may be initially misdiagnosed as a psychiatric disorder (e.g., depression, schizophrenia), AD, Parkinson disease, or vascular dementia. Accurate diagnosis of FTD is important because some of the medications used to treat these other diseases may be detrimental to patients with FTD. Patients with suspected FTD are often referred to neurologists or neuropsychologists with special expertise in FTD and related neurodegenerative disorders for a comprehensive evaluation.
The clinical diagnosis of FTD is based on the clinical history, family history, neurologic examination, neuropsychologic evaluation, and neuroimaging. Other tests may also be performed for differential diagnosis. The diagnostic process may take time, and the diagnosis may change as more tests are done or as new symptoms appear.
The clinical history is obtained from the patient and his/her family or friends. It is important that family or friends provide information regarding symptoms, as patients are often unaware of their behavior changes.
The family history should focus on whether any other relatives have had a neurodegenerative disease. Any cases of dementia, language problems, or movement disorders should be noted, along with specific information about symptoms, diagnosis, age of onset, course of disease, age at death, and autopsy findings. Such background information may be valuable for both diagnosis and understanding genetic risk.
The neurologic examination typically includes assessment of the patient's general appearance and speech, mental status, cranial nerves, motor system, sensation, reflexes, and cerebellar function (coordination and balance). Consulting a neurologist who has knowledge and experience in FTD can be valuable when reaching a definitive diagnosis.
The neuropsychologic examination assesses brain function and may identify areas of the brain that have been damaged. It typically involves an interview and the administration of written tests. These tests may focus on attention and concentration, memory, orientation, language, visual-spatial abilities, and/or executive functions (e.g., reasoning, planning, organizing, problem solving). Patients with FTD may show deterioration in the areas of attention and concentration, language, and executive function, but may do relatively well on memory and visual-spatial tests.
The Neuropsychiatric Inventory (NPI) may be administered to caregivers of patients with suspected FTD. This survey helps assess behavior and psychopathology by inquiring about the patient's delusions, hallucinations, agitation/aggression, dysphoria, anxiety, euphoria, apathy, disinhibition, irritability, unusual motor activity, nighttime behavioral problems, and eating abnormalities.
Brain scans are important tools in the diagnosis of FTD. Computed tomography (CT) may be done to determine if there is a tumor, hemorrhage, or other brain injury that could account for the symptoms. Magnetic resonance imaging (MRI) provides better visualization of the brain than CT and is often done to evaluate brain atrophy when FTD is suspected. Patients with FTD have progressive frontal and anterior temporal atrophy apparent on MRI. Typically, in bvFTD, there is atrophy of the frontal lobe (involved in personality, judgment, and executive function) and the anterior temporal lobe. In nfvPPA, there is left frontal lobe atrophy (involved in speech production). In svPPA, the atrophy is focused in the anterior temporal lobe (involved in language and face recognition). In specialty or research centers, positron emission tomography (PET), single photon emission computed tomography (SPECT), or functional MRI (fMRI) brain scans may be done to further evaluate brain functioning.
While there is no laboratory test that can diagnose FTD, some tests may be ordered to rule out other diseases with symptoms similar to those of FTD. Blood work may be ordered to identify dehydration, thyroid disease, vitamin B12 deficiency, or infections affecting the brain. An electroencephalogram (EEG) may be done if there is concern that seizures might be causing the patient's symptoms. In the early stages of FTD, EEG findings are usually normal or have non-specific findings. Lumbar puncture may be done to evaluate cerebral spinal fluid and rule out rare brain infections or cancer. Electromyography may be used to identify muscle weakness or myoclonus if MND (or ALS) is being considered as a possible diagnosis. In addition, language evaluation by a speech pathologist can be an important tool in diagnosing patients with nonfluent/agrammatic, semantic, or logopenic variant PPA.
It may be challenging to clinically differentiate FTD from early AD (Table 3). The only way to establish an unquestionable diagnosis of FTD is through a brain autopsy after a patient has died. Examination of the brain tissue will show the precise location and severity of the brain atrophy, and microscopic studies can determine the protein composition of the inclusions in affected neurons.
Table 3: EARLY SIGNS AND SYMPTOMS OF FTD VERSUS ALZHEIMER DISEASE
	Clinical Features	FTD	Alzheimer Disease
	Hallmark	Decline in behavior, language, and/or movement; memory is retained
                initially	Decline in memory; socially appropriate behavior is retained initially
	Initial language problems	May involve speech production, understanding words and recognizing familiar
                objects, or retrieving words	Word-finding or name recall
	Age at onset	Usually 45 to 64 years of age	Usually 65 years of age or older
	Movement problems	May have early movement disorder, with gait and balance problems, rigidity,
                apraxia, or muscle weakness	Usually no movement problems early in disease


Source: [3,8,15]


For families, brain autopsy can confirm the diagnosis (or identify a different cause of the dementia) and bring a measure of closure. Accurate diagnosis may be especially important if there is concern about genetic risk to other family members.
Discussion about brain autopsy should be handled delicately and with compassion at a time that is appropriate for the family; the subject may be emotionally difficult for some families. Introducing the topic ahead of time allows families to consider their feelings about brain autopsy aside from the emotional crisis of the death of a loved one and the immediate time pressure of funeral arrangements. Families may then discuss the topic among themselves and come to a consensus.
Should a family wish to have a brain autopsy done when the patient dies, the physician can help identify a pathology service experienced in neurologic disorders and preliminary logistical planning can be done ahead of time. Arrangements may be coordinated with a research center that specializes in brain autopsy for FTD. The autopsy is done as soon as possible after death, often within 6 to 24 hours. The procedure is not disfiguring, so open-casket funerals may be planned if the family so chooses.
In addition to answering families' questions regarding diagnosis, brain autopsy can also aid researchers in better understanding the correlation between the clinical signs of FTD and the pathologic changes in the brain. This may benefit future generations by improving diagnosis and advancing research on therapies for FTD.


5. GENETICS AND FTD



Understanding of the role of genetics in FTD is still evolving. Presently, it appears that most cases of FTD (approximately 60%) are sporadic, meaning one person in a family has the disease, there is no family history of any relative with the disease, and the disease does not appear to be inherited.
However, approximately 40% of those with FTD report a family history of one or more relatives with a neurodegenerative disease [6,9,11]. This is referred to as familial FTD. In some cases of familial FTD, no specific genetic mutation can be identified as the cause. The risk to family members of a person with familial FTD without an identified genetic mutation is increased over the general population, but the specific increased risk is unclear.
An estimated 10% to 20% of all FTD cases are caused by an inherited genetic mutation [6,8]. Patients with a strong family history of multiple relatives with FTD and/or MND are more likely to have an inherited form of FTD caused by a genetic mutation. Genetic mutations causing FTD are inherited in an autosomal dominant inheritance pattern, meaning each child of an affected parent is born with a 50% chance of inheriting the genetic mutation.
Several specific genetic mutations have been identified as being implicated in inherited FTD. In 1998, the first gene associated with hereditary FTD—the microtubule-associated protein tau (MAPT) gene on chromosome 17—was discovered [16,17]. Mutations in this gene cause an abnormal accumulation of tau protein in affected neurons. MAPT mutations are thought to account for 5% to 20% of familial FTD cases [18]. These mutations most commonly cause bvFTD but may also cause svPPA, PSP, and/or CBS. FTD symptoms may vary widely, even within families.
In 2006, mutations in the progranulin (GRN) gene on chromosome 17 were discovered to cause FTD [20,21]. Mutations in the GRN gene cause abnormal accumulations of TDP-43 protein in affected neurons. GRN mutations are thought to represent about 5% to 10% of all inherited FTD cases [19]. They most commonly cause bvFTD, but are also associated with nfvPPA and CBS. GRN mutations appear to have decreased penetrance, meaning that, for unknown reasons, some people with the mutation may not develop symptoms of the disease.
In 2011, the genetic mutation C9orf72 was discovered on chromosome 9 [22,23]. Mutations in C9orf72 cause an abnormal accumulation of TDP-43 in affected neurons. To date, C9orf72 mutations are the most common genetic cause of FTD, found in about 25% of familial FTD and 6% of sporadic cases [24]. C9orf72 mutations appear to cause FTD (usually bvFTD or language presentation), MND, and a combination of FTD and MND.
Other very rare genetic mutations have also been associated with FTD. Mutations in the gene valosin-containing protein (VCP) on chromosome 9, charged multivesicular body protein 2B (CHMP2B) on chromosome 3, TAR DNA-binding protein (TARDBP), FUS, TBK1, EXT2, and SQSTM1 have been associated with FTD [31].
Clinical genetic testing is available for the MAPT, GRN, and C9orf72 genetic mutations causing hereditary FTD, as well as some
      of the other very rare genetic mutations. Genetic testing may be ordered after informed
      consent and clear discussion of the implications with the patient and his/her family. For
      patients with FTD, identification of a genetic mutation confirms the diagnosis of FTD and
      provides information about risk to other family members. Each of the patient's siblings and
      each of the patient's children would be at 50/50 risk for having inherited the genetic
      mutation causing FTD. If a genetic mutation causing FTD is identified, other at-risk family
      members may be tested.
If a genetic mutation causing FTD is identified in a patient with FTD, unaffected at-risk family members could choose to have pre-symptomatic (predictive) genetic testing done to determine if they have inherited the genetic mutation that would someday cause FTD. Individuals considering pre-symptomatic genetic testing are referred for formal professional genetic counseling to help them make the best decision regarding whether or not to learn their FTD genetic status.

6. MANAGEMENT OF FTD




Evidence Based Practice Recommendation

According to the Royal Australian and New Zealand College of
        Psychiatrists, general principles of dementia care apply for the management of
        frontotemporal dementia, but specific issues relate to the early onset of the illness in
        middle life and that affected persons may lack insight into their deficits leading to
        occupational and social problems.
https://journals.sagepub.com/doi/abs/10.1177/1039856215582276

             Last Accessed: October 14, 2024
Strength of Recommendation/Level of Evidence:
        Expert Opinion/Consensus Statement


There is presently no treatment to slow the progression of or
      cure FTD. No medication has been approved by the U.S. Food and Drug Administration (FDA) for
      the treatment of FTD; however, medications used to treat other disorders may be prescribed
      off-label for the management of FTD symptoms. Their use may be limited by the potential
      adverse effects. Antidepressants, particularly selective serotonin reuptake inhibitors
      (SSRIs), may be prescribed for behavioral symptoms of FTD, and low-dose trazodone has been
      used for agitation and aggression [9]. While
      the anticholinesterase inhibitors donepezil, galantamine, and rivastigmine are beneficial for
      some patients with AD, they generally have not been helpful for patients with FTD [9]. The glutamate NMDA receptor antagonist
      memantine, used for moderate-to-severe AD, has been used for patients with FTD as well, but a
      2013 study showed that it provided no benefit to patients with FTD and that it may be harmful
      to cognition [25]. Antipsychotics are
      occasionally used to treat significant agitation and behavioral symptoms, but only with
      caution, as antipsychotics can have serious adverse effects such as extrapyramidal adverse
      effects (parkinsonism), depression, sedation, falls, incontinence, and disinhibition, and
      patients with FTD may have an increased susceptibility to these effects [9]. Elderly patients with dementia who take
      antipsychotics have a 1.6- to 1.7-fold increase in mortality secondary to cardiac problems or
      infection, prompting the FDA to issue a warning about their use in older patients with
      behavioral disturbances [9]. L-DOPA has shown
      a minimal response for parkinsonism in patients with PSP and CBD [30]. Research is being done to further evaluate
      the use of available medications for the management of FTD and to find new, more effective
      treatments.
Management of FTD includes providing care to patients with FTD and support to their families. Caring for a person with FTD involves managing the symptoms, keeping the patient safe, and providing help in activities of daily living.
Apathy is a common symptom in patients with bvFTD, often
      resulting in neglect of their personal hygiene and grooming. Supervision, encouragement, and
      help with bathing, dressing, and grooming may be needed. For behavioral problems, simple
      interventions like distraction (e.g., introducing a new activity) may help interrupt the
      troublesome behavior. For some patients, modification of the environment or behavior may help
      minimize the potential for harm. For example, if the patient is pacing, creating a safe route
      for him or her to walk can be helpful. Physical therapists may be able to help develop an
      exercise program to maintain mobility. Exercise has also been shown to improve mood and
      cognition and may improve behavior management in patients with dementia [26]. If behaviors such as agitation or aggression
      become severe, a medication may be prescribed off-label to control difficult or dangerous
      behaviors. Supervision may be necessary to ensure patients take medications as
      prescribed.
Some individuals with FTD have eating problems, such as
      overeating, eating just one type of food, or craving sweets. For these patients, it may be
      necessary to monitor weight and provide help with meal preparation to provide a balanced,
      nutritious diet. Access to additional foods, drinks, or sweets should be limited.
Speech pathologists or therapists may be helpful in diagnosing
      the specific language problems exhibited by patients with FTD, including nonfluent/agrammatic,
      semantic, or logopenic variant PPA. Speech therapy may also help patients to find new
      communication strategies, such as sign language, carrying cards with specific messages, or
      using a computer with pre-programmed words or phrases [27]. Such techniques may help those with language problems communicate with
      family and friends. Speech therapists may also be able to evaluate and address swallowing
      problems, if these arise.
Caring for a patient with FTD includes maintaining a safe environment for the patient and for those around him/her. A structured environment and keeping the daily routine the same is often helpful. In addition, persons with FTD should no longer drive, and safety measures should be taken at home, especially in the kitchen and bathroom. If a patient with FTD shows aggression, disinhibition, or poor judgment, close supervision is necessary when he/she is around others, especially children or the frail elderly, to prevent them from being inadvertently harmed.
It also may be necessary to monitor the patient's behavior in public places. If an individual displays inappropriate behavior, tense situations may be diffused by explaining that he or she has FTD and cannot control his/her behavior. Simple cards with this brief explanation can be made, carried, and shared with people who might be disturbed by a patient's inappropriate behavior.
If a patient with FTD has gait and balance problems, measures should be taken to prevent falls. This may include keeping the home environment free of obstacles and loose rugs and installing shower bars and a raised toilet seat. Mobility aids may be helpful. Occupational therapists should provide intervention to help patients with FTD complete activities of daily living as the disease progresses.
CAREGIVER SUPPORT



FTD places enormous burdens on the family. Most dementia care is provided at home by family caregivers, often spouses. Caregivers for those with FTD face physical, emotional, and financial challenges. FTD caregiver burden, stress, and depression are greater even than that seen with AD [28,29].
The first challenge that families of those with FTD may face is obtaining an accurate diagnosis. The process can involve years of uncertainty and stress before the correct clinical diagnosis of FTD is made. Even during the diagnosis process, support for families begins with information and education about FTD. Accurate information can lead to understanding and a greater sense of control over the stressful situation. It is important for families and caregivers to understand that the behavior changes they observe are the result of the disease. Their loved one may display behaviors that are embarrassing, offensive, self-centered, uncaring, and aggressive, with complete lack of insight about how the behavior affects others. The caregiver may feel like he/she is suddenly living with a stranger.
The aggression, disinhibition, and poor judgment associated with FTD can put family members at risk of harm. Because FTD affects people at a relatively young age, there may still be children in the home. Families should recognize the risk to others in the home and seek help creating strategies to keep themselves and other family members safe.
Language may be impaired in people with FTD, making communication difficult. This can interfere not only with communication between the patient and the caregiver, but it can also limit participation in larger social activities. Speech therapy can provide new approaches to communication, helping not only the patient but also the caregiver.
Because FTD usually begins at a relatively young age, it can cause a significant financial burden for families. There may be loss of income, and retirement benefits may be affected because the patient is unable to continue working. Financial and legal issues that should be addressed include insurance, social security disability, financial planning for the future (when additional care will be needed), power-of-attorney arrangements, and a living will. Social workers, financial advisors, and attorneys are resources available to families to help address these issues.
The demands on caregivers increase as FTD progresses. Caregivers will be required to provide more supervision and increasing assistance for activities of daily living. While providing care for an individual with FTD, the caregiver may also be grieving the loss of his or her previously healthy loved one. Family caregivers can become physically and emotionally exhausted, and they may feel isolated in their role as caregiver. Interventions to help reduce caregiver stress include an individualized patient management plan, environmental changes to promote safety and facilitate care, and strengthening caregiver coping strategies and skills. Family caregivers should be encouraged to ask for and accept help in caring for their loved one with FTD, allowing them to take time for themselves and address their own health needs. Connection with community resources may also be helpful. Community resources for FTD caregivers include national organizations such as the Association for Frontotemporal Degeneration, attorneys and financial planners, social service programs, adult day care programs, respite care, support groups, and individual or family counseling.
Family caregivers should look ahead and consider how they wish care to be provided to their loved one as FTD progresses. Patients with FTD will become more dependent and more difficult to safely manage at home by a family caregiver as the disease progresses. Social workers can be a good resource to caregivers as they consider options such as extra in-home nursing care, care communities, and long-term care facilities. Locating an appropriate care facility that accepts patients with FTD can be challenging. These patients are often younger, stronger, and more active than the typical residents of care facilities. Facility staff may need education and support to understand the unique features of FTD and to learn how to provide care to these patients while maintaining a safe environment for all residents in the facility.
Nurses play an important role in caring for those with FTD and providing support to their families. Nurses interact with patients with FTD and their families in the outpatient clinic setting, in-home care setting, and long-term care facility and may be involved in monitoring symptoms, developing and implementing individualized patient care plans, and providing direct patient care. It is important for all healthcare providers to coordinate care for the patient with FTD. All members of the interdisciplinary healthcare team can support families by listening to them, providing ongoing information and education about FTD, offering guidance to improve caregiving skills, and helping families connect to appropriate resources.


7. PROGRESSION OF FTD



The prognosis for people with FTD is poor. FTD worsens progressively, usually over several years, and patients require increasing behavioral supervision and personal care. Eventually, people with advanced FTD become mute and bedbound and require full care at home or in a care facility. As patients with FTD become more debilitated, they are vulnerable to complications such as infections and falls. The most common cause of death in people with FTD is infection (e.g., pneumonia) [3,8]. The average duration of the disease is 6 to 13 years, but it can range from 2 to 20 years [3,5].

8. RESEARCH RELATED TO FTD



The goals for research on FTD include gaining a better
      understanding of the pathology; identifying causes and risk factors (genetic and
      environmental); improving the diagnosis of FTD through enhanced neuroimaging, biomarkers, and
      characterization of clinical features; developing therapies to treat, cure, or prevent FTD;
      and exploring new ways to support family caregivers. However, research on FTD is challenging.
      It is an uncommon disease, so awareness is low, there are fewer potential subjects available
      for research studies, and there is a relatively small market for medications. FTD is a
      complicated disease with a wide variety of presentations (behavior, language, and movement
      problems) and underlying causes (sporadic and genetic). Pathologically, microscopic brain
      inclusions may consist of different abnormal proteins (e.g., tau, TDP-43, FUS), and up until
      recently, there were no good biomarkers to diagnose FTD or to monitor the progression of the
      disease. However, ongoing studies have begun to show promise in this area. Biomarkers such as
      the neurofilament light-chain protein have been shown to rise before the onset of FTD
      symptoms, which may help in early identification and diagnosis of asymptomatic carriers of FTD
        [10]. Drug development still faces the
      challenge of creating a medication to treat FTD that can cross the blood/brain barrier.
Despite these challenges, the pace of research on FTD has accelerated rapidly. There are an increasing number of studies and a better awareness of the varied symptoms of FTD. In the past few decades, there have been discoveries of the genetic mutations underlying some causes of FTD and a growing understanding of the changes that occur in the brain of those with FTD. Presently, there are clinical trials underway for potential medications to treat FTD. Information on clinical research studies, including participation in studies, can be found at the National Institutes of Health website https://clinicaltrials.gov.

9. CASE STUDY



Patient A was a high school homecoming queen who completed two years of
      college, worked in an office, then married and had three children. She was an energetic
      homemaker and an active community volunteer, serving as school parent-teacher association
      president for several years, and was fastidious about her appearance.
Patient A's mother, three maternal uncles, a maternal grandfather, and great-grandmother died with dementia; her brother and maternal aunt are living with the disease. The mean age of onset of dementia in the family is 51 years, and the mean age at death is 67 years.
When Patient A is 52 years of age, her husband notices changes in her behavior. She often appears distracted, and her impeccable grooming declines. She is less affectionate toward him and she stops participating in community activities. She has difficulty making arrangements for a planned vacation. Her previously gourmet meals become simple, functional meals. She becomes obsessed with repeatedly raking the lawn, eventually killing all the grass in the yard. When her grandchildren visit, Patient A alternates between ignoring them and playing too rough. Patient A begins to impulsively leave the house for fast-paced walks, but she always returns home and never gets lost. She frequently visits a local shopping mall, getting down on her hands and knees looking for dropped change near the cash registers. She is once stopped by mall security for shoplifting. When shopping with her husband, she approaches strangers, stands inappropriately close to them, and announces "We don't know you."
Patient A's husband brings her to a dementia clinic for evaluation. A neurologic examination and neuropsychologic testing are completed. Memory and visual-spatial performance are in the normal range, but personality, judgment, and executive function show significant decline. A brain MRI shows frontal and anterior temporal lobe atrophy, and the diagnosis of familial bvFTD is made. Clinical genetic testing identifies a mutation in the MAPT gene on chromosome 17, the believed cause of the dementia.
Patient A's husband stops working in order to care for her at home. As her disease progresses, Patient A requires increasing care and supervision. She spends much of her day watching television, writing numbers in a notebook, and pacing. She develops a craving for sweets and often rummages through kitchen cabinets looking for candy. At mealtime, Patient A stuffs her mouth with food before chewing and swallowing properly, precipitating episodes of choking. She also develops a pattern of hand-clapping that she repeats every few minutes, along with the phrase "We haven't had any phone calls lately."
Patient A's husband is encouraged to accept help from others (such as their adult children), consider local adult day care programs, and utilize respite care at a nearby nursing home. He is in monthly phone contact with nursing staff to review symptoms and develop strategies for managing symptoms. At different times during her illness, Patient A is prescribed an antidepressant and an antipsychotic medication (off label) to treat difficult behavioral symptoms, but both were eventually discontinued. The family faces financial difficulties as a result of the husband's loss of income, diminished retirement benefits, and the later cost of nursing home care. Social work support helps the family address issues such as insurance, social security benefits, adult day care programs, and selecting a nursing facility for eventual long-term care.
When Patient A is 60 years of age, her husband is no longer able to care for her at home and she is admitted to a skilled nursing facility. She is incontinent and requires full care for all activities of daily living. Her husband visits twice daily, and she always appears to recognize him. That same year, Patient A dies unexpectedly of a myocardial infarction. A brain autopsy is done and confirms the diagnosis of FTD.
Patient A's husband shares the results of her genetic testing and autopsy with their three adult children. Each of Patient A's three children is at a 50% risk for having inherited the MAPT genetic mutation. Two of the children request pre-symptomatic genetic testing. The two children who request pre-symptomatic genetic testing are referred to professional genetic counselors. After genetic counseling, they both choose to have pre-symptomatic genetic testing done. One defers getting the results for two years, underscoring the very difficult personal decision it can be to choose pre-symptomatic genetic testing.
Patient A demonstrated the typical symptoms of bvFTD and her evaluation was done at a dementia center by specialists with expertise in FTD, so her initial diagnosis was strong. The neurologic evaluation, blood tests, neuropsychologic testing, and neuroimaging together led to the clinical diagnosis of bvFTD. Patient A's family history showed a pattern of autosomal dominant inheritance. The genetic cause of her FTD was confirmed by clinical genetic testing, which documented a mutation in the MAPT gene.

10. CONCLUSION



FTD is now recognized as one of the most common causes of dementia in persons younger than 65 years of age. This course has provided an overview of FTD epidemiology, pathophysiology, clinical presentation, diagnosis, management, prognosis, and current research. Understanding FTD can help healthcare professionals provide better care to patients with FTD and support to their families.

11. RESOURCES




        Association for Frontotemporal Degeneration
      
2700 Horizon Drive, Suite 120
King of Prussia, PA 19406
(866) 507-7222

        https://www.theaftd.org
      


        National Institute on Aging
      
Building 31, Room 5C27
31 Center Drive, MSC 2292
Bethesda, MD 20892-2292
(800) 222-2225

        https://www.nia.nih.gov
      


        National Institute of Neurological Disorders and Stroke
      
P.O. Box 5801
Bethesda, MD 20824
(800) 352-9424

        https://www.ninds.nih.gov
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Diabetes is a serious and costly health problem in the United States. Perhaps more than
        any other chronic disease process, diabetes management requires substantial and ongoing
        self-care activity on the part of the patient or caregiver. For example, people with
        diabetes often need to test blood glucose several times a day. Many need to know how to
        administer insulin and to frequently adjust dosages. At the very least, people with diabetes
        continually contend with lifestyle choices related to the food they eat, the activity they
        engage in and demands upon their time and energy. Because the self-care needs of the patient
        with diabetes are significant, nursing care is most effective when it enables the patient to
        reach an optimal level of independence based upon individual need.
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Course Overview



Diabetes is a serious and costly health problem in the United States. Perhaps more than
        any other chronic disease process, diabetes management requires substantial and ongoing
        self-care activity on the part of the patient or caregiver. For example, people with
        diabetes often need to test blood glucose several times a day. Many need to know how to
        administer insulin and to frequently adjust dosages. At the very least, people with diabetes
        continually contend with lifestyle choices related to the food they eat, the activity they
        engage in and demands upon their time and energy. Because the self-care needs of the patient
        with diabetes are significant, nursing care is most effective when it enables the patient to
        reach an optimal level of independence based upon individual need.
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This course is designed for all nurses and behavioral health professionals involved in the care of patients with diabetes.
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Course Objective



The purpose of this course is to provide nurses and behavioral health professionals with the information and resources needed to develop proficiency in teaching and caring for the patient with diabetes.

Learning Objectives



Upon completion of this course, you should be able to:
	Discuss the significance of diabetes in terms of prevalence and costs.
	Outline the pathophysiology of diabetes.
	Identify various classifications of diabetes.
	Recognize the acute complications of diabetes, including hyperglycemia, diabetic ketoacidosis, and hyperosmolar hyperglycemic syndrome.
	Identify the chronic complications of diabetes and the patient education principles related to each.
	Discuss the importance of facilitating diabetes self-care and describe interventions that support it.
	Identify components of effective diabetes self-management education programs.
	Analyze benefits and practices related to blood glucose monitoring.
	Describe meal planning methods and nutritional guidelines for people with diabetes.
	Discuss medications for diabetes in terms of mechanism of action, nursing implications, and patient teaching principles.
	Recall the principles and practices of insulin therapy, including measures to prevent and treat hypoglycemia.
	Outline benefits and precautions related to exercise for the person with diabetes.
	Discuss the pathology of the diabetic foot and standards of preventive care.
	Describe the impact of stress on blood glucose control.
	Define cultural competence and discuss its relevance to diabetes care.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Diabetes is a serious and costly health problem in the United States. There are an estimated 38.4 million cases in the United States, representing 11.6% of the U.S. population [1; 2]. Diabetes accounts for an overall economic burden of $413 billion annually, including a disproportionate use of hospital inpatient care, outpatient and physician office care, emergency visits, skilled nursing days, and home health visits [2]. In addition to these economic costs, diabetes takes an incalculable toll on the individual in terms of lost productivity, disability, decreased quality of life, and early mortality [1,3,4].
Perhaps more than any other chronic disease process, diabetes management requires substantial and ongoing self-care activity on the part of the patient or caregiver. For example, people with diabetes are often required to test blood glucose several times a day. Many must know how to administer insulin and to adjust dosages frequently. At the very least, people with diabetes continually contend with lifestyle choices related to the food they eat, the activities in which they engage, and the demands upon their time and energy. When people with diabetes receive education resulting in appropriate self-care, clinical outcomes and quality of life are improved [5,6]. Because the self-care needs of the patient with diabetes are significant, nursing care is most effective when it enables the patient to reach an optimal level of independence based on individual need.
A landmark study, published in 1993, reported that improved control of blood glucose could significantly slow the onset and progression of diabetic retinopathy, renal failure, and neuropathy in people with type 1 diabetes [7]. Subsequently, the results of another major study concluded that lowering the blood glucose can reduce these complications in people with type 2 diabetes as well [8]. These studies have also suggested that blood glucose control can also reduce cardiovascular risk in people with diabetes. Other studies and many epidemiologic reports have agreed that the health risks associated with diabetes can be averted with good glycemic control [9].
In spite of significant evidence that controlling blood glucose can improve outcomes in people with diabetes, many still do not adhere to at least some aspect of their treatment regimen. Although some patients attend a formal self-management education program, many people with diabetes have not done so. Even patients who have received quality self-care education face significant challenges with regard to initiating and maintaining the complex behavioral changes that are required for effective disease management.

2. THE SIGNIFICANCE OF THE PROBLEM



Diabetes places a substantial burden on the individual,
      society, and the economy. In the United States, 16.5 million (29.2%) people older than 65
      years of age have diabetes, and the numbers are growing [10]. It is projected that one in three Americans born in 2000 will have
      diabetes over the course of their lives [11].
      National statistics indicate that with 38.4 million cases in the United States, 11.6% of the
      total population has this disease [10].
      Approximately 8.5 million individuals with diabetes have not been diagnosed [1,10]. Another 97.6 million people are estimated to have prediabetes, a
      condition that significantly increases the risk for developing diabetes [10]. Diabetes accounts for substantial loss in
      overall worker productivity, costing approximately $106 billion in lost productivity in 2022
        [10]. Reductions in productivity were
      associated with absenteeism, decreased efficiency at work, disability, and early death [3]. In addition to economic loss, chronic
      complications of diabetes can significantly diminish quality of life for the individual,
      accounting for more new cases of blindness, end-stage renal disease, and lower extremity
      amputation than any other medical diagnosis [1].
Healthcare utilization by people with diabetes is considerable.
      Researchers report that people with diagnosed type 1 diabetes incur an average of $14,856 in
      healthcare expenditures per year, while those with type 2 diabetes acquire approximately
      $9,677 in expenditures [3]. This equates to
      healthcare expenditures that are roughly 2.6 times higher than for people without diabetes
        [4]. Diabetes contributes to longer hospital
      length of stay and higher rates of physician office and emergency department visits. A
      substantial amount of healthcare utilization by people with diabetes is associated with the
      chronic complications of this condition, particularly cardiovascular disease, neurologic
      symptoms, and renal complications. As sobering as these statistics are, it is predicted that
      the toll of diabetes will increase, related to higher rates of obesity and increasing cases of
      type 2 diabetes in children [12].
The prevalence of diabetes is greater in some racial and ethnic
      populations. Estimated prevalence rates for diabetes among adults 20 years of age and older in
      the following racial/ethnic groups are [2,10]: 
	Non-Hispanic White Americans: 6.9%
	Asian Americans: 9.1%
	Hispanic/Latino Americans: 11.7%
	Non-Hispanic Black Americans: 12.1%
	Native Americans/Alaska Natives: 13.6%


Rates of diabetes in Native Americans vary among more than 570 federally recognized tribes, bands, pueblos, and villages in the United States. Overall, Native Americans are almost twice as likely as non-Hispanic White Americans to have diagnosed diabetes. In some American Indian and Alaska Native communities, the prevalence of diabetes among adults is as high as 60%. Native Americans in southern Arizona have rates of 22% [13]. The highest rates of diabetes for any population occur in the Pima Indians of Arizona, who have the highest prevalence (50%) in the world [13]. Studies reveal that diabetes is increasing at an alarming rate among young Native Americans and Alaska Natives, causing concern for the impact on future generations [14].
The prevalence of diabetes in non-Hispanic Black Americans (14.0%) is much higher than in non-Hispanic White Americans (8.0%). Non-Hispanic Black American men are 2.2 times more likely to start treatment for end-stage renal disease than non-Hispanic White men [15].
Among the subdivisions of Hispanic groups, diabetes prevalence rates are 9.0% for Cubans, 11.1% for Mexican Americans, and 7.3% for Puerto Ricans. Mexican Americans have higher rates of end-stage renal disease and are 0.64 times more likely to die from diabetes than their non-Hispanic White counterparts [1,16].
Asian Americans are 6% more likely to be diagnosed with diabetes than adults of the total population [17]. Among Asian American adults, the age-adjusted rate of diagnosed diabetes was 7.1% for Chinese, 12.2% for Filipinos, 10.8% for Asian Indians, and 8.9% for other Asians [1].

3. DISEASE PROCESS



Diabetes is a disease that affects the body's ability to control and utilize its supply of fuel. When glucose, the body's main fuel source, is not properly regulated, blood glucose levels rise. If high blood glucose levels are sustained over time, abnormalities in the structure of blood vessels and nerves can result. This leads to organ and tissue damage and can have serious consequences affecting the eyes, kidneys, and nerves. Other pathologic processes and additional risk factors are strongly related to the development of cardiovascular disease, which is the leading cause of death in people with diabetes.
NORMAL GLUCOSE METABOLISM



Glucose is made available to the body in two ways: from food that has been ingested and through the body's own production of glucose by the liver. Although some tissues and organs can derive energy from other sources, the brain and central nervous system rely almost entirely upon glucose. Because the brain cannot store or synthesize glucose, it depends on a continuous supply of glucose from the circulation and extracts its energy supply on a minute-by-minute basis.
Three organ systems are involved in the regulation and utilization of glucose by the body. They are the liver, the pancreas, and the skeletal muscle tissue. The liver plays two roles in the regulation of blood glucose. One is the storage and release of glucose that has been ingested from the diet; the other is the synthesis of its own glucose supply. (The process of glucose production by the liver is called gluconeogenesis.) Normally, when blood glucose levels are low, the liver releases some of its stored or synthesized glucose and blood levels rise. Conversely, when blood glucose levels are high, the liver stops producing and releasing glucose and blood levels fall.
The pancreas supplies two antagonistic hormones that control glucose metabolism: insulin and glucagon. Insulin allows glucose to enter the cells, where it can be utilized for energy. Glucagon has an action opposite that of insulin. Its role is to maintain blood glucose levels between meals and during the fasting state. When blood glucose levels are high, such as after eating, the secretion of glucagon by the pancreas is inhibited.
Muscle tissue is the third organ system involved in glucose metabolism. As the primary target organ for the action of insulin, the skeletal muscle tissue contains the majority of insulin receptor sites. When insulin binds with receptor sites on the skeletal muscle, the "doors are open" for the entry of glucose into the cell. When muscle tissue receptor sites are not working efficiently, a condition called insulin resistance occurs. Insulin resistance plays a major role in the development of type 2 diabetes.
More recently, the important role that incretin hormones play in glucose regulation has become more clearly understood. Incretins are digestive hormones that are released from the small intestine within minutes of eating in response to the post-meal rise in blood glucose. The incretins help lower blood sugar by stimulating insulin release, slowing gastric emptying, and decreasing glucagon production from the pancreas [18]. Two incretin hormones mediate these actions: glucagon-like peptide-1 (GLP-1) and glucose-dependent insulinotropic peptide (GIP).

PATHOPHYSIOLOGY OF DIABETES



Any one of three major abnormalities of metabolism can be responsible for inducing the diabetes disease process. The first is abnormal insulin secretion by the pancreas. In this situation, insulin production by the pancreas is either absent or insufficient to meet the body's needs. Because the role of insulin is to facilitate the passage of glucose into cells, glucose remains unused and continues to circulate in the blood when insulin is either not available or not working efficiently.
Insulin resistance is the second major pathologic process in diabetes. This refers to impairment in the body's ability to utilize insulin. With insulin resistance, blood levels of insulin may be high, but receptor sites for it are not available.
The third major metabolic abnormality in diabetes is related to inappropriate glucose production by the liver. As an organ that can make or store glycogen, the liver plays a major role in regulation of blood glucose levels. In normal physiology the liver can store glycogen and release it as glucose as needed to keep blood glucose in a normal range. Insulin resistance at receptor sites on the liver can prevent it from receiving the signals it needs to stop releasing glucose when blood levels are sufficient. A helpful analogy for this is to think of the affected liver as a leaky faucet. Instead of turning off and on appropriately in response to the body's need for glucose, the liver (i.e., the faucet) releases glucose in a haphazard way without regard to what the body needs at a particular time. When this occurs, blood glucose continues to rise even though levels may already be high.
More recently, other defects in addition to the classic triumvirate have been identified in the pathophysiology of type 2 diabetes. In total, eight organ systems are implicated [19,20]:
    
	Muscles: Failure of glucose uptake in the muscles after carbohydrate ingestion results in postprandial hyperglycemia.
	Beta cells of the pancreas: Insulin resistance puts stress on the pancreatic beta cells, and they eventually begin to fail.
	Liver: Insulin resistance at the hepatic receptor sites is manifested by glucose overproduction and impaired suppression of hepatic glucose production.
	Fat: When the pancreas produces excessive amounts of insulin to compensate for resistance, free fatty acid concentration in the blood increases. This causes a rise in toxic metabolites in the lever, muscles, and pancreatic beta cells, which enhances insulin resistance.
	Alpha cells of the pancreas: Insulin resistance in these cells leads to increased fasting glucagon and delayed glucagon suppression.
	Gastrointestinal tract: People with type 2 diabetes are deficient in incretins, hormones secreted from the gastrointestinal tract within minutes of eating and that communicate to the pancreas that insulin should be released.
	Kidneys: Increased gluconeogenesis and enhanced glucose absorption contribute to hyperglycemia.
	Brain: Insulin resistance in the hypothalamus may disrupt glucose homeostasis and
              contribute to the pathogenesis of type 2 diabetes.


Discoveries regarding the role of diverse body systems in the pathophysiology of type 2 diabetes have spurred the development of multiple drugs to target specific defects. These drugs will be discussed in detail later in this course.


4. CLASSIFICATION OF DIABETES



Diabetes encompasses a relatively large and somewhat diverse group of metabolic diseases. The American Diabetes Association (ADA) has classified four different clinical classes of diabetes based upon etiology: type 1, type 2, gestational, and specific types due to other causes [6]. In addition, the ADA has defined categories of increased risk for diabetes, collectively known as "prediabetes." Many of the types of diabetes identified by the ADA are not commonly encountered in nursing practice and are related to rare genetic and immune-mediated syndromes; these fall into the "other causes" category [6]. The common pathologic factors that categorize all of these diseases as diabetes relate to abnormal insulin production, impaired insulin utilization, or both [6].
The vast majority of diabetes cases are either type 1 or type 2 diabetes. Other types of diabetes that may be encountered in routine nursing practice include gestational diabetes and prediabetes. The focus of this course will be on type 1 and type 2 diabetes. Gestational, secondary, and prediabetes will be discussed briefly in this section of the course only.
PREDIABETES



Prediabetes is the term used for individuals whose glucose levels do not meet the criteria for diabetes yet have abnormal carbohydrate metabolisms [6]. People with prediabetes are defined by the presence of impaired fasting glucose (IFG) and/or impaired glucose tolerance (IGT). Criteria for defining prediabetes are [6]:
    
	Fasting plasma glucose: 100–125 mg/dL (5.6–6.9 mmol/L)
	Two-hour postprandial glucose tolerance test (during 75-g oral glucose tolerance test): 140–199 mg/dL (7.8–11.0 mmol/L)
	Glycated hemoglobin (HbA1c): 5.7% to 6.4%


According to the Centers for Disease Control and Prevention (CDC), 97.6 million people (38.0% of adults) in the United States have prediabetes [1]. Identifying patients with prediabetes is vital to delaying or preventing the onset of type 2 diabetes. Research has shown that lifestyle management can prevent progression to diabetes. When people with prediabetes follow a healthy diet and engage in 150 minutes of moderate intensity exercise per week, leading to a 5% to 7% loss of body weight, they can reduce their risk for diabetes by roughly 58% [21,22].

TYPE 1 DIABETES



Type 1 diabetes results when the person's pancreas cannot produce any of its own insulin for use by the body. If the person with type 1 diabetes does not receive insulin from an outside source (e.g., injections), he or she is likely to develop a life-threatening condition known as ketoacidosis. Patients with type 1 diabetes will always require insulin from an outside source to stay alive.
Although type 1 diabetes is the most common form of diabetes in youth, the traditional paradigms of type 1 diabetes occurring only in children and type 2 diabetes occurring only in adults are no longer accurate, as both diseases occur in both age groups [6]. Children with type 1 diabetes often present with the hallmark symptoms of polyuria/polydipsia; approximately one-half present with diabetic ketoacidosis (DKA). The onset of type 1 diabetes may be more variable in adults [6]. The features most useful in identifying type 1 diabetes include younger age at diagnosis (<35 years) with lower BMI (<25 kg/m2), unintentional weight loss, ketoacidosis, and glucose >360 mg/dL at presentation [6]. Difficulties in distinguishing diabetes type may occur in all age groups at onset; however, the diagnosis becomes more obvious over time in patients with beta cell deficiency [6]. Overweight and obesity are common in children with type 1 diabetes, and diabetes-associated autoantibodies may be present in pediatric patients. The presence of islet autoantibodies has been associated with a faster progression to insulin deficiency [6].
Advances are being made in islet cell transplantation for the treatment or cure of type 1 diabetes. For this procedure, donor cells are harvested from cadavers. For an average-sized person, two donor organs are usually required to reap approximately 1 million islets. Because the islets are very fragile, transplant usually occurs immediately after harvesting. A relatively simple procedure, islet cell transplant involves ultrasound placement of a catheter into the recipient's pancreas through which the islet cells are injected. After a time, the cells attach to blood vessels and begin releasing insulin. A major risk of islet cell transplantation is that anti-rejection drugs are needed to keep the transplanted cells functioning and these drugs can have significant side effects. It is not known how long the islet cells survive after transplant. Because there is an extreme shortage of available donor cells, islet cell transplants are not commonly done [23]. With the approval of islet cell therapy in 2023, islet transplantation is available outside clinical trials to treat certain adults with type 1 diabetes [23].
Pancreas transplantation is another possible way to cure type 1 diabetes. Whole pancreas transplants from cadaver donors or partial pancreas transplants from living relative donors may be used. Compared to islet cell transplant, whole or partial organ transplant is a complicated procedure with all the inherent risks of major surgery. Many times partial pancreas transplant occurs in conjunction with kidney transplant using the same living relative donor. In addition to the risks of major surgery, organ transplant requires the lifelong use of immunosuppressant drugs. Even with these drugs, about one-half of transplanted pancreases are rejected [23].

TYPE 2 DIABETES



As stated, the traditional paradigms of type 1 diabetes occurring only in children and type 2 diabetes occurring only in adults are no longer accurate, as both diseases occur in both age groups [6]. Type 2 diabetes is by far the most common type of diabetes, accounting for 90% to 95% of cases [6]. This type of diabetes usually begins in people older than 30 years of age and most commonly occurs in people older than 55 years of age. However, as mentioned earlier, it can occur at younger ages as well. Regardless of age of onset, type 2 diabetes is more likely to occur in those who are overweight.
In the person with type 2 diabetes, the pancreas is able to produce at least some of its own insulin for use by the body. However, the insulin that is produced is either insufficient for the needs of the body or poorly utilized by the tissues. When available insulin is not readily utilized by the tissues, the condition is called insulin resistance.
The need for an outside insulin source is variable in people with type 2 diabetes. Individual cases of type 2 diabetes may be treated with diet therapy, oral medications, insulin, or any combination of these. A patient with type 2 diabetes usually has a pancreas that is able to produce enough of its own insulin to prevent ketoacidosis from occurring. However, these patients may require insulin injections to keep blood glucose levels under control for the prevention of other acute and chronic complications.

GESTATIONAL DIABETES



Gestational diabetes complicates approximately 10% of all pregnancies [6,24]. For many years, gestational diabetes has been defined as any degree of glucose intolerance first recognized during pregnancy, but this definition has limitations. Many cases of gestational diabetes represent pre-existing hyperglycemia that is first detected by routine screening in pregnancy (though routine screening is not widely performed in nonpregnant women of reproductive age) [6]. Ideally, women with risk factors who are planning pregnancy should be tested for undiagnosed diabetes prior to conception [6]. If not screened preconception, universal early screening before 15 weeks' gestation for undiagnosed diabetes may be considered, particularly in populations with a high prevalence of risk factors, including women of non-Hispanic Black, Hispanic/Latino, and Native American ethnicity, women who are obese, women with a personal history of gestational diabetes, and those with a family history of diabetes [6,25]. Otherwise, testing should be done at between 24 and 28 weeks' gestation, usually with a glucose tolerance test [1,6]. Women with gestational diabetes are at higher risk for hypertensive disorders and cesarean delivery. Fetal complications of gestational diabetes may include neural tube defects, perinatal death, large body size (macrosomia), lower Apgar scores, and childhood obesity [26]. Although most women with gestational diabetes will have normal glucose levels within six weeks postpartum, 35% to 60% will have developed diabetes in the next 10 to 20 years [27,28]. Women with gestational diabetes should be screened for prediabetes or diabetes at 4 to 12 weeks postpartum. Women with a history of gestational diabetes should have lifelong screening for the development of diabetes or prediabetes at least every three years [6]. Maintenance of a healthy body weight and regular physical activity may help prevent the onset of type 2 diabetes in this population [29].
Treatment of gestational diabetes includes close surveillance of mother and fetus due to the increased risks inherent in this type of pregnancy. Maternal fasting and postprandial blood glucose levels are usually checked several times a day. Nutritional management and regular physical activity are considered the first-line therapy. If this alone does not achieve target glucose levels, insulin therapy is usually indicated. Having gestational diabetes does not present any contraindications to breastfeeding. In fact, breastfeeding increases insulin sensitivity in the mother and can protect both mother and baby against diabetes [26].

SECONDARY DIABETES



Secondary diabetes occurs in some individuals due to a variety of medical conditions, including diseases and tumors that affect the liver or pancreas. Secondary diabetes may also occur in susceptible people who take medications that can impair glucose metabolism. Commonly used medications that can induce diabetes include corticosteroids, thyroid preparations, thiazide diuretics, and phenytoin, among others. Secondary diabetes usually resolves when the underlying cause is eliminated.
Patients with secondary diabetes should receive education in the treatment of the primary condition as well as the diabetes. However, focus upon the primary condition by the patient and healthcare providers may fragment diabetes education. Although secondary diabetes is generally expected to resolve, the patient will always be at risk for recurrence.

CRITERIA FOR THE DIAGNOSIS OF DIABETES



According to the ADA, criteria for the diagnosis of diabetes are [6]:
    
	HbA1c ≥6.5% OR
	Fasting plasma glucose ≥126 mg/dL OR
	Two-hour plasma glucose ≥200 mg/dL during an oral glucose tolerance test OR
	Random plasma glucose ≥200 mg/dL in a patient exhibiting classic symptoms of hyperglycemia




5. DIABETES COMPLICATIONS



ACUTE COMPLICATIONS OF DIABETES



The glucose molecule is osmotically active and affects the fluid balance of the body. Therefore, an overabundance of glucose can result in hypotonic fluid loss, dehydration, and electrolyte depletion.
The primary symptoms of hyperglycemia are sometimes referred to as the "three polys" of diabetes. They are polydipsia (excessive thirst), polyuria (excessive urination), and polyphagia (excessive hunger). Polydipsia is related to intracellular dehydration, initiated after high levels of glucose in the blood remove water from the cells. Polyuria results when large amounts of glucose in the urine are accompanied by large losses of water. Polyphagia, which is most likely to occur in type 1 diabetes, is due to cellular starvation as stores of carbohydrates, fats, and proteins become depleted. Other signs and symptoms of hyperglycemia in diabetes include blurred vision, weakness, lethargy, and malaise.
Because the onset of type 2 diabetes usually develops slowly, signs and symptoms of hyperglycemia are not usually apparent in the early stages of the disease. Many times, patients with undetected type 2 diabetes are diagnosed after routine blood work, rather than as a result of seeking treatment for symptoms. In type 1 diabetes, however, symptoms of hyperglycemia generally develop suddenly and are more likely to be the chief complaint when medical attention is sought.
Episodic hyperglycemia is not usually considered a medical emergency. In most cases, the patient can manage incidents of hyperglycemia with alterations in diet, medication, or both. On the other hand, severe or prolonged hyperglycemia can be life threatening and may require urgent hospitalization.
The pathophysiology of hyperglycemic emergencies is similar in the two major types of diabetes, although important differences exist. Type 1 diabetes is associated with a life-threatening hyperglycemic complication called diabetic ketoacidosis (DKA). In type 2 diabetes, hyperosmolar hyperglycemic syndrome (HHS) (formerly referred to as hyperosmolar hyperglycemic nonketotic syndrome [HHNS]) refers to extremely high blood glucose requiring emergency treatment. While the pathophysiology of these two conditions is somewhat different, either may result in altered mental status, loss of consciousness, or death.
Diabetic Ketoacidosis



Ketones are acidic waste products of fat metabolism that can cause serious problems when excessive amounts are in the blood. When the body cannot use glucose for energy, it uses fat, a secondary source of energy. When body fat is utilized for energy, acidic waste products called ketones are formed.
When insulin remains unavailable, blood glucose rises, causing osmotic diuresis and loss of electrolytes. Meanwhile, ketones continue to accumulate as the body utilizes fat for its energy source. This leads to acidosis. The process becomes further complicated as acute renal failure may occur to ward off additional fluid losses. The severe dehydration, electrolyte imbalance, and acidosis associated with DKA will inevitably cause coma and death if left untreated.
People with type 2 diabetes are not prone to ketoacidosis because they usually make enough of their own insulin to prevent excessive breakdown of fat for metabolism. In the person with type 1 diabetes, ketoacidosis can develop rapidly when he or she has a cold, the flu, or other type of infection.
Hyperpnea (deep breathing) is usually present as a sign of DKA, reflecting the pulmonary system's response to acidosis. Acetone breath may occur. Signs of dehydration related to DKA include orthostatic hypotension and poor skin turgor. Acute abdominal pain, tenderness, and diminished or absent bowel sounds are commonly associated with DKA and frequently cause the patient to seek emergent treatment. Changes in mental status occur as the ketosis progresses.
Ketonuria develops as excess ketone bodies are excreted in the urine. Several types of urine dipsticks are available for testing urine ketones. The procedure for testing urine ketones is simple and can easily be taught to patients (Table 1). In order to detect the onset of ketosis in the early stages, patients with type 1 diabetes should test urine ketones when [30,31]:
      
	Blood glucose is consistently elevated (>300 mg/dL).
	They are sick with a cold, flu, or other type of infection.
	They are experiencing nausea, vomiting, or diarrhea.
	They are under extreme stress, physical or mental.
	They feel tired, their skin is flushed, or they have difficulty breathing.


Table 1: PROCEDURE FOR TESTING URINE KETONES: DIPSTICK METHODa
	
                  1. Check the expiration date on the test strip package. Do not use
                      expired strips. For bottled strips, do not use strips if six months have
                      passed since the bottle was first opened.
2. Using fresh urine, dip the test end of the strip into the urine and
                      remove immediately. Draw the edge of the strip against the rim of the urine
                      container to remove excess urine. Alternatively, the patient may pass the test
                      end of the strip through a stream of urine.
3. Wait the exact number of seconds indicated on the package
                      instructions.
4. Compare the color of the test pad to the color chart on the product
                      container.
5. Record results. Notify the healthcare provider immediately if results
                      are moderate or greater.


              
	aIndividual ketone testing products may vary. Read the instructions for each product prior to use. Color charts for different products may not be interchangeable. Use only the color chart for a specific product.


Source: Compiled by Author


If a patient with type 1 diabetes has blood glucose greater than 300 mg/dL and moderate or greater ketones in the urine, the attending physician should be notified immediately. Immediate emergency treatment is required if the patient with developing DKA is unable to retain oral fluids or if there is an alteration in mental status [31]. Initial treatment of moderate-to-severe DKA normally includes intravenous fluid and electrolyte replacement to correct deficits of sodium, chloride, bicarbonate, potassium, phosphate, magnesium, and nitrogen. The goal of initial therapy is to expand intravascular and extravascular volume and to restore renal perfusion [32].
In cases of mild DKA, when the patient can retain oral fluids and can follow instructions for self-monitoring, medical care over the telephone may prevent hospitalization or an emergency room visit. Efforts should focus on rehydration, restoration of normal blood glucose, and education. Oral rehydration may be accomplished by taking 3–5 ounces of fluid per hour that may be given in small quantities every 20 to 30 minutes. Although taking sugar-free fluids is probably desirable in cases of hyperglycemia, it is more important to prevent or treat the dehydration than the hyperglycemia. Therefore, some programs condone the use of sugar-containing fluids regardless of the blood glucose level. In addition to fluid replacement, patients in mild DKA require supplemental insulin. Education to prevent DKA in the future is also required [31,33].

Hyperosmolar Hyperglycemic Syndrome (HHS)



HHS is a syndrome of severe hyperglycemia and profound dehydration in individuals with type 2 diabetes. Ketosis does not occur in HHS because there is usually enough insulin present to prevent excessive fat metabolism. In the absence of acidosis, the patient with developing HHS does not usually experience the gastrointestinal symptoms (e.g., cramps, abdominal pain, nausea, vomiting) that occur in DKA. Therefore, the patient is less likely to seek medical attention, and extremely high blood glucose levels (usually >800 mg/dL) can result.
HHS generally has a slow and subtle onset, taking place over 24 hours to two weeks. As glucose builds in the blood, it produces a hyperosmolar state. This causes water to be pulled from body cells, including the brain cells, accounting for its signs and symptoms. These include signs of dehydration (e.g., dry skin and mucous membranes, extreme thirst) and signs of decreased mental status, such as lethargy and confusion. Seizures can also result from HHS. There may also be neurologic deficits that mimic stroke, such as unilateral weakness, aphasia, and sensory impairment. In fact, the onset of HHS may be mistaken for a stroke because it most frequently occurs in elderly people and has a slow, progressive onset.
Risk factors for HHS include any condition that results in fluid loss, for example diarrhea or the use of diuretics, especially the thiazides. Decreased fluid intake, infection, illness, and hypertonic tube feeding are other risk factors for HHS. Elderly patients with type 2 diabetes are at high risk for developing HHS, partially due to their diminished thirst sensation, and especially if they live alone or are cognitively impaired.
The primary treatment goal of HHS is fluid replacement and correction of electrolyte deficits. Insulin administration is another important part of treatment for HHS, although glucose levels will not decrease significantly in the dehydrated state. Elderly patients being treated for dehydration should be monitored very carefully for signs and symptoms of fluid overload and congestive heart failure.
Patients with type 2 diabetes and their families should be educated in the prevention and recognition of HHS, especially if the patient is at high risk. Preventive measures include maintenance of adequate hydration and adherence to medications and a meal plan. Proper sick day management and avoidance of medications that can exacerbate hyperglycemia are other effective preventive measures (Table 2).
Table 2: SAMPLE PATIENT INSTRUCTION SHEET
	
                SICK DAY GUIDELINES
Being "sick" means having a condition that can raise your blood sugar
                    above normal, for example: fever, vomiting, diarrhea, chest congestion, a cold
                    or the flu, pain, a wound, or excessive emotional stress. When you are sick,
                    you need to do the following:


                TAKE YOUR MEDICINE
                  
If you take pills or insulin for diabetes, continue to take it unless
                    your healthcare provider tells you otherwise. If you take metformin and are
                    not able to ingest fluids, stop the medication and contact a
                    physician.


                EAT AND DRINK
                

                Follow your regular meal plan if you are able. If you are able to eat your
                  regular meals, drink a cup of a no-calorie fluid every hour while you are awake,
                  such as:

                	Broth or bouillon
	Sugar-free soda
	Decaffeinated tea 
	Water



                If you are not able to eat your usual meals, drink one cup of no-calorie fluid with		one of the following every hour while awake:

                
                  
	1/2 cup apple juice
	 Six saltines
	1/2 cup regular soft drink
	One cup sports drink
	One slice dry toast
	1/2 cup regular ice cream
	1/2 cup cooked cereal
	1/2 cup regular gelatin



                

                CHECK BLOOD & URINE
                    
Check and record blood sugar every two to four hours. If you have type 1
                    diabetes, check urine ketones every four hours.


                CHECK TEMPERATURE
                  
Check and record your temperature every four to six hours.


                REPORT
                

                Notify your healthcare provider if you have any of the following:

                
                  
	Diarrhea or vomiting for more than six hours
	Small or greater amounts of ketones in your urine
	Blood sugar >300 mg/dL more than once
	Low blood sugar (<70 mg/dL)
	Questions about your medications
	Temperature greater than 101°F



                

              


Source: [28]




CHRONIC COMPLICATIONS OF DIABETES



The chronic complications of diabetes have a profound effect on the healthcare system as well as the individual. In the United States, the treatment of these complications cost an estimated $106.3 billion in 2022 [34]. While the economic costs of diabetic complications are enormous, their effect on quality of life for the individual and family can be equally devastating. The CDC reports the impact of chronic complications on Americans with diabetes as [35]:
    
	Leading cause of adult-onset blindness
	Leading cause of end-stage renal disease
	Significant morbidity and disability due to foot ulcer and lower extremity amputation
	Increased risk for cardiovascular disease (two to four times greater in diabetic patient)
	Significantly increased risk for nerve disease, periodontal disease, and a host of other health problems


Although statistics related to the chronic complications are grim, patients who keep their blood glucose as close to normal as possible can significantly reduce their risk for diabetes complications. Two landmark studies have clearly demonstrated these findings in individuals with both type 1 and type 2 diabetes. The Diabetes Control and Complications Trial (DCCT), conducted from 1983 to 1993, found that good glycemic control slows the onset and progression of eye, kidney, and nerve disease in people with type 1 diabetes [7]. Researchers continue to follow more than 90% of DCCT participants in a study called the Epidemiology of Diabetes Interventions and Complications (EDIC), assessing the incidence and predictors of cardiovascular disease events (e.g., heart attack, stroke, needed heart surgery) and diabetic complications related to the eye, kidney, and nerves [36]. The EDIC has shown that an individualized eye exam schedule results in fewer eye exams, lower costs, and faster diagnosis and treatment of advanced diabetic eye disease [36]. In 2002, the United Kingdom Prospective Diabetes Study (UKPDS) concluded that retinopathy, nephropathy, and perhaps neuropathy were reduced in patients with type 2 diabetes who maintained good glycemic control [8]. While there was a trend toward improved glycemic control from 1999 to the early 2010s, an analysis of data from adult diabetes participants in the National Health and Nutrition Examination Survey (NHANES) found that between 2007–2010 and 2015–2018, the percentage of adult NHANES participants in whom glycemic control was achieved declined from 57.4% to 50.5% [37].
The chronic complications of diabetes are usually classified as microvascular or macrovascular, according to the type of blood vessel damage that underlies the problem. Microvascular complications include retinopathy, nephropathy, and neuropathy. Macrovascular complications of diabetes are coronary artery disease, cerebral artery disease, and peripheral vascular disease.
Microvascular Complications



Prolonged hyperglycemia leads to changes in the structure of the microscopic vessels that supply the retina of the eye, the glomeruli of the kidney, and both the peripheral and autonomic nerves. Although the pathology that leads to the development of these problems is not well understood, it is believed that there are probably multiple underlying etiologies.
Retinopathy
Persons with all types of diabetes are at risk for developing retinopathy. Persons with type 1 diabetes are more likely to develop proliferative retinopathy, the most devastating type of eye disease affecting people with diabetes. In this disorder, the small vessels of the retina become increasingly permeable and eventually rupture. The ruptured vessels are then replaced by new, very fragile blood vessels that rupture and bleed easily, causing leakage into the vitreous. This is further complicated by the abnormal attachment of these new vessels to the retina. Their presence greatly increases the risk for retinal detachment, furthering the progression to blindness.
Early proliferative retinopathy is usually asymptomatic but can be detected during a dilated eye exam. Early identification of proliferative retinopathy can result in treatment that may prevent or delay the onset of blindness. Standards of care for initial retinopathy screening differ for people with type 1 and type 2 diabetes [6]:
      
	Type 1: Initial dilated and comprehensive eye examination within five years after the onset of diabetes
	Type 2: Initial dilated and comprehensive eye examination shortly after the diagnosis of diabetes


Subsequent eye exams for both type 1 and type 2 should be repeated annually. Less frequent exams may be considered following one or more normal exams. More frequent exams are warranted when retinopathy is already present. Women with pre-existing diabetes who are pregnant or who are planning to become pregnant should have a comprehensive eye exam and be counseled on the risk for development or worsening of retinopathy [6]. Pregnant patients who develop retinopathy should be monitored every trimester and for one year postpartum as indicated by the degree of retinopathy [6]. Patient education principles related to the prevention and management of diabetic retinopathy are to inform patients that:
      
	Keeping blood sugar levels as near to normal as possible can reduce the risk of developing retinopathy.
	Having uncontrolled high blood pressure can increase the risk for diabetic retinopathy.
	Early retinopathy can be present without any symptoms, but early detection and treatment can delay the progression of the disease.
	Resources are available for individuals who have visual impairments.


Diabetic Kidney Disease
Diabetic kidney disease most commonly results from damage to the small blood vessels that supply the filtering components of the nephron, known as the glomeruli. Nephropathy occurs in approximately 20% to 40% of people with diabetes [6,38,39]. Risk factors for the development of diabetic nephropathy include hypertension, genetic predisposition, smoking, high dietary protein intake, and chronic high blood sugar. Results of the DCCT and the UKDPS have indicated that the risk for diabetic kidney disease can be reduced by 50% when near-normal blood glucose control is achieved and maintained [7,8,36].
Hypertension significantly accelerates the progression of diabetic nephropathy. Therefore, aggressive blood pressure management is indicated for all patients with diabetes. Angiotensin-converting enzyme (ACE) inhibitor drugs are commonly prescribed to diabetic patients for hypertension because they are effective blood pressure-lowering drugs with few side effects. In addition, ACE inhibitors are often prescribed to patients with diabetes even when they are not hypertensive because the drugs in this class have an independently protective effect on the kidneys, which can prevent the onset or progression of diabetic nephropathy. This means that the renal benefits of ACE inhibitors are above and beyond an effect attributable to blood pressure control alone. In addition to renal benefits, ACE inhibitors have been shown to reduce the risk for heart attack, stroke, and cardiovascular-related death in people with diabetes. Examples of ACE inhibitors include enalapril, fosinopril, lisinopril, and captopril. Another similar class of medication, angiotensin receptor blockers (ARBs), may be used in place of ACE inhibitors for delaying the progression of diabetic nephropathy [6]. A commonly used ARB is losartan.
Standards of care for the detection and prevention of diabetic nephropathy include a yearly screening for the presence of albumin in the urine [6]. This microalbuminuria test detects kidney damage in an earlier stage than the standard dipstick test for gross protein in the urine. Screening also includes measuring serum creatinine at least annually. If chronic kidney disease is present, serum creatinine is used to estimate glomerular filtration rate and stage of the disease [6]. Screening for albumin in the urine should occur up to four times per year, depending on the stage of the kidney disease [6].
Teaching principles related to the prevention and management of diabetic nephropathy include:
      
	Informing patients that uncontrolled high blood pressure can accelerate the development and progression of nephropathy
	Instructing patients with overt nephropathy that a high-protein diet may accelerate the progression of the disease
	Informing patients that keeping blood glucose as near to normal as possible can reduce the risk of developing nephropathy
	Educating patients that using an ACE inhibitor or ARB can delay the progression of nephropathy
	Reviewing with patients the signs and symptoms of urinary tract infection and instructing them to seek prompt treatment when they occur


Neuropathy
As much as 50% of people with diabetes have some degree of nervous system damage [40]. Severe diabetic nerve disease is a major contributing factor in the development of problems leading to lower limb amputation. Results from the DCCT have provided evidence that maintaining good glycemic control reduces the risk for neuropathy by 60% [7]. This finding indicates that chronic hyperglycemia plays a significant role in the cause or promotion of nerve damage. All people with diabetes should be assessed for diabetic neuropathy starting at diagnosis of type 2 diabetes and five years after the diagnosis of type 1 diabetes and at least annually thereafter [6].
The most common type of neuropathy affecting persons with diabetes is sensory neuropathy. Distributed in a "stocking-glove" fashion, sensory neuropathy usually affects the feet and, to a lesser degree, the hands. Damage to the sensory nerves is often accompanied by motor nerve injury as well, leading to muscle atrophy and deformity of the affected extremities.
Signs and symptoms associated with sensory neuropathy are variable. In some cases, patients may experience pain, tingling, burning, or a pins-and-needles sensation in the hands and feet. Other symptoms include numbness, loss of feeling, or loss of temperature sensation in the affected areas. Treatment of sensory neuropathy is focused on attaining optimal control of blood glucose, managing pain, and protecting insensate feet from injury.
In addition to sensory nerve damage, people with diabetes are also at risk for various problems affecting the nervous supply to the internal and regulatory organs. Known as autonomic neuropathies, these conditions may occur in all types of diabetes and can affect any system in the body. These problems include cardiovascular impairment leading to orthostatic hypotension and "silent" myocardial ischemia. Gastrointestinal abnormalities include slowed digestion of food in the stomach (gastroparesis), nocturnal diarrhea, and fecal incontinence. Impaired insulin counter regulation may also occur, resulting in unawareness of hypoglycemia and "brittle" diabetes. Autonomic neuropathy affecting the genitourinary system can cause urinary retention and sexual dysfunction [6].
Patient teaching principles related to neuropathy include informing the patient that good glycemic control can prevent or delay the development of neuropathy and that neuropathic pain can sometimes be lessened when blood glucose control is improved. Medicine may be used for pain relief. There are many teaching principles associated with preventive care of the insensate foot. These will be discussed in detail in a later section of this course.

Macrovascular Complications



Macrovascular disease refers to changes in the moderate to large-sized arteries and veins that supply the heart, brain, and peripheral tissue. Ultimately, it is manifested by coronary heart disease (myocardial infarction), cerebral vascular disease (stroke), and peripheral artery disease, leading to vascular foot ulcers. Cardiovascular disease is the foremost cause of diabetes-related deaths and the largest contributor to the economic costs of diabetes, resulting in an estimated 20% to 49% of the total annual costs of treating type 2 diabetes [41]. Moreover, people with diabetes are prone to developing both coronary and cerebral vascular disease at an earlier age than people who do not have diabetes.
A number of factors contribute to the development of cardiovascular disease in the general population as well as in people with diabetes. These include hypertension, obesity, smoking, excess saturated fat and trans fat in the diet, and abnormal blood lipids (dyslipidemia). Diabetes is considered an independent risk factor for cardiovascular disease as well, predisposing the person to atherosclerotic macrovascular complications at an earlier age and with greater severity than the individual who does not have diabetes [6].
Because macrovascular disease associated with diabetes accounts for such high morbidity, mortality, and economic burden, preventive care efforts are of utmost importance. Preventive approaches include healthy diet, regular exercise, aggressive treatment of hypertension, smoking cessation, treatment of dyslipidemia, and maintenance of a healthy body weight. Blood pressure should be checked at every routine medical visit. For patients with diabetes and hypertension, blood pressure targets should be individualized. Those at higher cardiovascular risk (i.e., existing or 10-year ASCVD risk ≥15%), a blood pressure target of less than 130/80 mm Hg may be appropriate, if it can be safely attained. Individuals at lower risk of ASCVD (i.e., <15%) may be treated to a target of <140/90 mm Hg [6].
Patients with diabetes have an increased prevalence of lipid abnormalities, contributing to their high risk of ASCVD. A fasting lipid profile should be performed at least once a year and immediately before initiating statin therapy, if statin therapy is indicated [6]. Medication should be initiated for patients whose LDL cholesterol remains greater than 100 mg/dL after lifestyle modification has been instituted. Statins, such as simvastatin, are the preferred first line of therapy for LDL cholesterol lowering and cardioprotection (Table 3). The ADA recommends two statin dosing intensities for use in clinical practice (Table 4) [6]. Meta-analyses, including data from more than 18,000 patients with diabetes from 14 randomized trials of statin therapy, demonstrate a 9% proportional reduction in all-cause mortality and a 13% reduction in vascular mortality for each mmol/L reduction in LDL cholesterol [42].
Table 3: ADA RECOMMENDATIONS FOR STATIN AND COMBINATION TREATMENT IN PEOPLE WITH
          DIABETES
	Age	Risk Factors	Statin Intensitya
	Younger than 40 years	None	None
	ASCVD risk factor(s)b	Moderate or high
	ASCVD	High
	40 to 75 years	None	Moderate
	ASCVD risk factorsb or ASCVD	High
	ACS and LDL cholesterol >70 mg/dL (1.3 mmol/L) in patients who cannot
                tolerate high-dose statins	Moderate plus ezetimibe
	Older than 75 years	None	Moderate
	ASCVD risk factorsb	Moderate or high
	ASCVD	High
	ACS and LDL cholesterol >70 mg/dL (1.3 mmol/L) in patients who cannot
                tolerate high-dose statins	Moderate plus ezetimibe
	
                ACS = acute coronary syndrome, ASCVD = atherosclerotic cardiovascular
                    disease, LDL = low-density lipoprotein.
aIn addition to lifestyle therapy
bASCVD risk factors include LDL cholesterol
                    ≥100 mg/dL (2.6 mmol/L), high blood pressure, smoking, overweight and obesity,
                    and family history of premature ASCVD.


              


Source: [6]


Table 4: ADA RECOMMENDATIONS FOR HIGH-INTENSITY AND MODERATE-INTENSITY STATIN
          THERAPYa
	High-Intensity Therapyb	Moderate-Intensity Therapyb
	
                Atorvastatin 40–80 mg
Rosuvastatin 20–40 mg


              	
                Atorvastatin 10–20 mg
Rosuvastatin 5–10 mg
Simvastatin 20–40 mg
Pravastatin 40–80 mg
Lovastatin 40 mg
Fluvastatin XL 80 mg
Pitavastatin 2–4 mg


              
	
                aOnce-daily dosing
bHigh-intensity therapy lowers LDL
                    cholesterol by ≥50%; moderate-intensity therapy lowers LDL cholesterol by 30%
                    to <50%.


              


Source: [6]


If targets are not reached on maximum doses of the statin medication, combination therapy using statins and other lipid-lowering drugs may be considered [6]. Principles of patient education related to macrovascular complications include:
      
	Informing the patient of the risk of accelerated vascular disease in people with diabetes
	Assisting the patient in identifying and addressing modifiable risk factors such as smoking, poor diet, sedentary lifestyle, hypertension, dyslipidemia, and obesity
	Identifying strategies for reducing calories, trans fat, and saturated fat in meal planning
	Instructing the patient about the benefits of a regular physical activity program to cardiovascular health
	Educating the patient on the purpose and benefits of medication for blood pressure and lipid management
	Telling the patient about community resources that can help him or her achieve a heart-healthy lifestyle (e.g., exercise programs, cooking classes, support groups)



Skin Problems



Various skin problems occur more frequently in people with diabetes. Hyperglycemia contributes to dry skin and enhances the growth of certain types of skin infections, including boils, cellulitis, and lower extremity ulcers. Fungal infections often affect the areas of the genitalia, skin folds, and between the toes. In addition, infections usually increase blood glucose levels, thereby increasing insulin requirements. Education related to skin care should include the following:
      
	Bathe daily with mild soap and water. Rinse well to remove residual soap.
	Keep skin folds dry.
	Maintain adequate nutrition and hydration.
	Moisturize skin with an unscented, non-alcohol-based lubricant.
	Use sunscreen and good sense to avoid sunburn.
	Treat skin injuries promptly and monitor for healing.



Periodontal Disease



Patients with poorly controlled diabetes have a greater susceptibility for the development of dental problems. The most serious of these, periodontal disease, can cause bone destruction and tooth loss. Signs and symptoms of periodontal disease include puffy, red gums that bleed easily, bad breath, and loose or decayed teeth. Patient teaching related to dental care should include instruction to:
      
	Brush and floss teeth at least twice a day.
	See a dentist at least every six months and inform the dentist of the diabetes diagnosis.
	Seek prompt treatment for any oral problems.





6. FACILITATING DIABETES SELF-CARE



Diabetes self-management education and support (DSMES) is considered an essential element of diabetes care. Furthermore, individuals who actively manage their own diabetes care have better outcomes than those who do not. For these reasons, an educational approach that facilitates informed decision making on the part of the patient is widely advocated [5,6].
Unfortunately, patients can encounter a variety of psychologic and emotional barriers when it comes to effectively managing their diabetes. These barriers include feelings of inadequacy about one's own abilities, unwillingness to make the necessary behavior changes, and ineffective coping strategies. The following sections of this course will discuss the empowerment approach to diabetes education and will cover methods for overcoming related barriers.
EMPOWERMENT



Patient empowerment is a widely supported approach to diabetes education. This model assumes that the patient is the person who will experience the consequences of diabetes and, therefore, is the one with primary rights and responsibilities regarding its management. Because the empowerment approach emphasizes the patient's role in decision making, education is aimed at providing information that the patient will need in order to manage his or her own care effectively. Healthcare providers who use the empowerment approach recognize that the ultimate responsibility for making changes that will affect health outcomes is with the patient. Therefore, the role of the healthcare provider is to assess patients' willingness to make changes and to help them set realistic goals.
According to the empowerment model, educators are most effective when they are able to recognize that they cannot and should not try to solve patients' problems for them. Instead, the role of the educator is to facilitate the patients' problem-solving skills and to support a decision-making process that is likely to benefit patients' health status. These skills can be supported by exploring, with the individual, the range of self-care options available and the consequences of each. Educators will discover that some patients are resistant to this type of exploration and should be prepared to accept their own limitations in their ability to effect change [43].

SELF-EFFICACY



Self-efficacy refers to a person's sense of confidence in his or her own ability to perform a set of behaviors. Theoretically, people who are confident that they are able to do something with success are more likely to perform that behavior. In studies cited on self-efficacy in people with diabetes, it has been demonstrated that those who have a high degree of self-efficacy are more active in self-care, have a better sense of well-being, and have better blood glucose control [44].
Assessment of diabetes self-efficacy can be useful in targeting areas where the patient lacks confidence in the ability to carry out a self-care behavior. Specific self-efficacy questionnaires are sometimes used to make this assessment. One such questionnaire asks respondents how sure they are that they can perform specific diabetes-related behaviors. Sample statements from this type of questionnaire are presented in Table 5. The use of a specific questionnaire for self-efficacy is not always feasible. In that case, asking a few related questions as part of the general assessment can still make an expedient self-efficacy assessment. For example, patients can be asked how confident they feel (on a scale of 1 to 10) about their ability to manage diabetes on a day-to-day basis [44].
Table 5: SAMPLE STATEMENTS THAT REFLECT SELF-EFFICACY IN PEOPLE WITH DIABETES
	
            I feel sure I can:
                
	Take insulin or other medication
	Keep track of blood sugar levels
	Figure out meals and snacks at home
	Figure out how much to eat before activities
	Prevent low blood glucose reactions
	Keep myself free of high blood glucose
	Ask for help when I am sick
	Talk to my doctor and get the things I need
	Prevent blindness and other complications from my diabetes



          


Source: [40]



READINESS TO CHANGE



Diabetes self-care requires substantial effort on the part of the patient, which can present a major challenge to those affected. People who develop diabetes are asked to make and maintain major lifestyle changes. These include regularly checking and interpreting blood glucose, planning and engaging in a regular physical activity regimen, and managing complex medication and nutritional regimens. The changes that cause the greatest difficulty tend to be lifestyle modifications, such as eating and physical activity habits, perhaps because they reflect embedded psychologic, social, and cultural influences.
Readiness to change refers to the hypothesis that people move through a series of stages as they give up unhealthy behaviors and adopt health-enhancing behaviors. The Stages of Change Model has been widely used in smoking cessation as well as in DSMES. The researchers identified six stages that people go through as they attempt lifestyle changes. These stages range from precontemplation, during which the patient does not intend to change within the next six months, to maintenance, when healthy behaviors have been practiced for greater than six months. For each stage of change, certain interventions on the part of the healthcare provider are recommended. By employing these interventions, the healthcare provider is able to "meet" the patient within his or her own particular stage of change at a given time [45].
In the precontemplation stage of change, the person is not thinking about changing. Precontemplation represents a time of resistance to change and may be accompanied by denial that there is a problem. During this stage, the patient may actively resist change and avoid responsibility. To the healthcare provider, this patient may seem defensive and be labeled as "noncompliant." Recommended interventions at this stage include helping the patient identify his or her beliefs, feelings, and attitudes in a nonjudgmental way. This can be done by employing reflective listening and empathy. In order to make the transition to the next stage, patients in the precontemplation stage must choose to accept ownership of the problem. At this stage, objective information should be provided based on caring and concern, rather than to prove the patient wrong about his or her feelings.
During the contemplation stage, the patient is less resistant to change, although he or she is still undecided and may be procrastinating. During this time, patients may tentatively seek information as they assess the benefits that the change will bring. Although the prospect of change within the next six months is characteristic, it is common for some patients to remain in this stage for an extended period of time. The role of the healthcare provider at this time is to help increase self-efficacy and to support the patient's efforts in seeking information. Specific interventions include reflective listening, providing empathic feedback, and offering information and resources when appropriate.
The third stage of change is preparation. At this time, patients are ready to take action in the next 30 days and may begin to visualize their future selves and prepare for the change. For example, the patient who wants to lose weight may begin removing unhealthy foods from the home. Strategies for this stage are to formulate an action plan that includes setting goals and enhancing self-efficacy. The role of the healthcare provider at this stage is to provide encouragement, help build confidence, and manage anxiety.
In the action stage, the patient demonstrates a strong commitment to change by modifying his or her behaviors and environment. This is the time when the person actually tries out the new behaviors. Support from others during this time is very important. The role of the healthcare provider is to strengthen the patient's commitment to change.
Maintenance is the stage in which patients have maintained desired behaviors for more than six months. During this time, the healthcare provider's role is to support continued commitment on the part of the patient and to continue to support self-efficacy.
Relapse may occur at any stage of change and can result in a return to any of the earlier stages. Relapse should not be viewed as failure but as part of the ongoing process of growth. Recycling is the process of learning from relapse. When relapse has occurred, the healthcare provider should not demonstrate feelings of disappointment or chagrin. Instead, the healthcare provider's role is to be sensitive and help the patient explore the triggers that related to the relapse. This will help the individual recycle previously made gains and return to a higher level of self-care.
Readiness to change can vary for different behaviors in the same individual. Therefore, each diabetes self-care behavior should be addressed individually with relation to stage of change. For example, the patient may be in the maintenance stage with regard to administering insulin, demonstrating full assimilation of this behavior into his or her lifestyle. At the same time, the patient may be in the precontemplation stage with regard to diet, indicating resistance to adopting more healthy dietary choices.
Readiness to change can be assessed by asking the patient questions about each specific
        behavior. Stages of change can be identified with reference to the time period in which the
        patient is operating with regard to a given behavior. For example, in assessing the
        patient's readiness to perform self-monitoring of blood glucose (SMBG), the following
        questions may be asked:  
	"Do you check your own blood sugar?"
	If yes: "How long have you been doing this?"
              (More than six months = Maintenance stage) (Less than six months = Action
              stage)
	If no: "Are you planning to start doing this at some time
                in the future?" (No = Precontemplation stage)
	If yes: "Are you planning to start doing this in the next
                month?" (Yes = Preparation stage)
	If no: "Are you planning to do this in the next six
                months?" (Yes = Contemplation stage) (No = Precontemplation stage)



MOTIVATIONAL INTERVIEWING



Motivational interviewing is used in a variety of healthcare settings to facilitate behavior change. This approach uses therapeutic communication to help people explore the discrepancy between how things are versus how one wishes they would be. This allows patients to examine their own reasons for change and to search for their own solutions. Key concepts of motivational interviewing include [46]:
    
	Facilitating self-efficacy
	Exploring the patient's ambivalence about change
	Eliciting "change talk"
	"Rolling with resistance"


Facilitating self-efficacy acknowledges that the patient has a right not to change. The provider does not impose his or her beliefs or prescribe a particular action. Instead, the provider helps the patient identify his or her own values. While the patient sets goals, the provider helps direct him or her toward realistic options and offers reassurance that they can be met.
Exploring ambivalence helps patients to see that there is a difference in where they are and where they would like to be. For example, a question to help patients explore ambivalence about changing eating habits would be: "I heard you say that you do not like healthy eating, but you came to our healthy eating class. Can you tell me more about what brought you to the class?" This type of questioning can help patients uncover reasons they feel change would benefit them.
Eliciting "change talk" involves looking for statements that signify the patient is no longer happy with the status quo. Mirroring these statements back to the patient reinforces the perceived benefits of behavior change. In order to elicit change talk, listen for "I wish" or "I want" statements and explore them further.
"Rolling with resistance" maintains the patient-centered encounter, facilitates self-efficacy, and demonstrates empathy. Instead of fighting or arguing a point, the practitioner should listen and discuss patients' responses. Resistance by the patient can be an opportunity to elicit change talk.

COPING SKILLS



Coping can be described as the manner in which a person responds to a stressful situation. Ineffective coping mechanisms include apathy, denial, and avoidance behaviors. Other self-destructive coping mechanisms include overeating, smoking, and substance abuse. For the person with diabetes, poor coping skills may be self-destructive, resulting in chronically elevated blood glucose levels and creating increased risk for the development of long-term complications. It has been found that practicing appropriate coping skills can lead to better blood glucose control in the person with diabetes.
Helping the patient identify his or her own beliefs about having diabetes is an important step toward facilitating the development of coping skills. Because beliefs are usually reflected in the thoughts that a person has, healthcare providers can help the patient identify the thoughts that motivate self-care behavior. For example, negative thoughts tend to trigger behavior that is not constructive. The patient may think, and therefore believe, that "Checking blood sugar is useless." This negative thought process can result in failure to monitor blood glucose levels adequately. On the other hand, a positive thought, such as "Checking my blood sugar helps me stay well," would be more likely to result in constructive health-enhancing behavior. Providing the patient with reflective feedback about his or her beliefs may help convert self-limiting thoughts into constructive thoughts. When the patient with diabetes is able to reflect upon his or her beliefs about having the disease, he or she may be able to identify how those thoughts affect health-related behaviors and, ultimately, health status.
Encouraging patients to set concrete and realistic goals can also improve the ability to cope with diabetes. Effective goal setting is based upon the achievements desired by the patient, not what the healthcare provider or others think should be achieved. Asking him or her to write down or describe the things he or she would like to change can identify the patient's goals. Priorities can then be set by asking the patient to decide which one or two of these changes are the most important. The patient should be encouraged to start small and be realistic when setting goals. Importantly, goals focused on behavior are better than goals focused on a specific outcome. For example, a goal to check blood glucose four times a day is better than a goal that specifies a numeric blood glucose result to be attained. Because blood glucose results can be influenced by variables that may be outside the control of the patient, the patient would be less likely to meet this kind of goal. However, when the focus of the goal is on behavior that the patient can control, meeting goals becomes more realistic. Another strategy for successful goal setting is to advise the patient to avoid perfectionism. For example, a goal like, "I will never cheat on my diet" is probably not realistic for most people. A better goal would be, "I will not deviate from my meal plan more than once a week for the next month" [43].
People with strong psychosocial support seem better able to cope with the demands of having diabetes. Support systems can include family, friends, significant others, caregivers, professionals, and other members of the diabetes community. For patients who do not have a readily identifiable support system, effort should be made to help them develop one. Even for those who have a strong social network, fellowship with other people who have diabetes can be valuable. Peer fellowship often evolves from involvement in diabetes support groups, such as those sponsored by local chapters of the ADA and through diabetes education classes.

CASE STUDY: FACILITATING DIABETES SELF-CARE



Patient Y is an African American woman, 62 years of age, who was
        diagnosed with type 2 diabetes 16 years ago. Her history includes hypertension, which is
        currently well controlled on medication, body weight 30 lbs above ideal, clinical signs of
        early renal failure, cardiovascular disease, and early-stage retinopathy. She reports that,
        "My blood sugar never has been too good, and I don't think it ever will be. Lately it's
        gotten worse." In your assessment, you note that Patient Y's blood glucose has ranged from
        43–383 mg/dL over the previous few months.
Patient Y tells you that she feels confident in her ability to monitor her blood glucose and administer her insulin. She demonstrates that she is able to do this. However, she is concerned about her widely fluctuating blood glucose levels. She says, "Sometimes my sugar's too high, and I don't know what I did to make it high. Other times, it's low, and I get really scared that I'll end up in a coma." She goes on to report that if her blood sugar is less than 100 mg/dL, she will routinely treat herself with a tablespoon of sugar added to 10–12 ounces of orange juice.
Patient Y indicates that she has a good understanding of basic principles of meal planning and that her family is generally supportive of her dietary needs. Her dietary recall reveals that she makes many appropriate food choices when she eats but that her eating pattern is inconsistent. She skips or delays meals in some cases and eats large amounts at other times. In apparent frustration, she states, "It doesn't seem to matter whether I eat right or not."
Discussion



Patient Y's statements reflect a low level of self-efficacy in some important areas of diabetes self-management. For example, she does not believe that she can achieve good glycemic control, and she lacks confidence in her ability to manage the dietary aspects of her own care. The basis for a therapeutic and empowering relationship with Patient Y will begin when these feelings of frustration and helplessness are acknowledged. You can do this by asking open-ended questions that focus on her feelings. For example, you can ask her, "What is the hardest thing for you right now about dealing with your diabetes?"
If you learn that Patient Y's greatest concern revolves around her fear of experiencing serious hypoglycemia, it will then be an important part of your teaching plan to include instruction on hypoglycemia prevention and management. As you probe further, you discover that the fear Patient Y has surrounding hypoglycemia drives her to take excessive amounts of sugar when she perceives that her blood glucose is too low. You find that, in many cases, she takes large amounts of sugar based upon subjective feelings of "being low," without checking her blood sugar first. You also realize that Patient Y's "comfort zone" for low blood glucose, anything less than 100 mg/dL, is actually quite a bit higher than standard values of 60–70 mg/dL for hypoglycemia. You can see that frequently taking large amounts of sugar seems to result in blood glucose values that rebound to very high levels. This is probably a major contributor to her overall pattern of blood glucose fluctuations. Furthermore, you can presume that Patient Y's irregular pattern of eating is another factor in her erratic glucose pattern, probably accounting for the episodes of true hypoglycemia that she has had.
It is important to teach Patient Y that she can safely prevent and manage hypoglycemia in a way that will help her achieve better overall blood glucose control. In order to gain her trust, the patient's fear of hypoglycemia should be validated by acknowledging that it can be a serious side effect of insulin. You want her to know that keeping her safe is your priority as well.
Once trust has been established, you will want to consider Patient Y's readiness to change the behaviors that seem to be causing poor glycemic control. Following is a scenario of how you might accomplish this:
Nurse: "It sounds like having a serious episode of low blood sugar really worries you."
Patient Y: "I've been to the ER with it before, and they told me you can die if the sugar goes too low."
Nurse: "I can understand why you are afraid of having a hypoglycemic reaction. It certainly can lead to serious problems if not treated. Fortunately, most people can either prevent it or treat it in the early stages. I would like to talk to you about some ways of preventing and treating low blood sugar. There are ways that you should be able to prevent low blood sugar without causing so many highs in between."
Patient Y: "That would be good."
Nurse: "It would involve some changes on your part, including what you do when your blood sugar is low. It would involve not taking quite so much sugar so often. Is this something you'd be interested in hearing about?"
Patient Y: "I can think about it. But I don't want to do anything that will let my blood sugar go too low."
By indicating that she will allow you to provide tentative information, Patient Y demonstrates that she is in the contemplation stage of behavioral change. Your role, therefore, is to offer information, provide empathic feedback, and listen reflectively.

Offer Information



Inform the patient of the standard treatment for hypoglycemia, which is to take 15 grams of fast-acting carbohydrate for blood glucose less than 70 mg/dL. In addition, help Patient Y understand the relationship that her irregular pattern of eating may be having on fluctuations in blood glucose. Instruct her that hypoglycemia can usually be avoided by eating a balance of food types every four to five hours throughout the day.

Provide Empathetic Feedback



First, acknowledge and validate the patient's fears. Then, in a nonjudgmental way, you can describe to Patient Y how her behavior seems to contribute to the wide fluctuations in blood glucose levels. You could say: "It would probably be better if you checked your blood sugar to see if it is truly low before eating sugar. Then you will not be causing your blood sugar to rise if it is not necessary. In addition, I don't think you need to take as much sugar as you have been for levels less than 100 mg/dL. It is recommended that you only need to treat for low blood sugar if it is less than 70 mg/dL. Even then, you can probably raise your blood sugar with a smaller amount of sugar, like just the orange juice without the added sugar."

Listen Reflectively



Serve as a mirror for her thoughts and beliefs. For example, you may respond to her ambivalence by saying, "Even though you haven't said you want to try these things right now, I get the feeling you might decide to try it at some point. I'll leave you some written information that you can keep on hand."
As you continue to work with Patient Y, you may discover other areas where she needs further diabetes education. You can continue to help her make appropriate decisions about her own care through an empowering approach. Just as you did with the issue of hypoglycemia, you should continue to acknowledge the patient's priorities, assess her levels of self-efficacy, and address her readiness to change behavior. Proper assessment of these areas will allow for the provision of appropriate and effective interventions.



7. DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT



DSMES and diabetes self-management support (DSMS) for patients with diabetes are defined as [5,6]:
…the ongoing processes of facilitating the knowledge, skill, and ability necessary for
        diabetes self-care. These processes incorporate the needs, goals, and life experiences of
        the person with diabetes. The overall objectives of DSME and DSMS are to support
        well-informed decision making, self-care behaviors, problem-solving, and active
        collaboration with the healthcare team to improve clinical outcomes, health status, and
        quality of life in a cost-effective manner.


In general, the goal of diabetes self-management skills training programs is to enable the patient to become the most active participant in his or her own care.
Several studies have demonstrated that self-management training improves self-care behavior, clinical outcomes, and the quality of life for patients with diabetes. Diabetes education and support is also associated with better use of primary and preventive services and lower rates of hospitalization [6]. Further, it has been found that patients who have diabetes education have lower average healthcare costs than those who do not [6,47]. Although experts and research findings agree that DSMES is essential, the U.S. Department of Health and Human Services reported that in 2019 only 55.1% of people with diabetes have ever received any formal education on how to manage their condition. This was indicated as "little or no detectable change" according to Healthy People 2030 objectives [48]. In 2020, a total of 2,158 sites were delivering DSMES services across the United States, with approximately 1 million people participating in the programs [49]. One barrier to diabetes education is access. Although DSMES are offered in 56% of counties across the United States, 62% of rural counties have limited access to these services [49]. Providers of DSMES can help address the lack of access by [5]:
  
	Clarifying the specific population to be served by understanding the community, service area, or regional demographics
	Determining that population's DSME needs and identifying resources outside the provider's practice that can assist in ongoing support
	Identifying access issues (e.g., socioeconomic or cultural factors, lack of encouragement from other healthcare providers to seek education) and working to overcome them


National standards have been developed for the establishment and maintenance of quality diabetes self-management programs [5,6]. This curriculum includes, but is not limited to, the following components (specific components to be delivered should be based upon an individual needs assessment):
  
	Diabetes disease process and treatment options
	Nutrition
	Exercise and activity
	Medications
	Monitoring of blood glucose and use of results
	Prevention and treatment of acute complications
	Prevention and treatment of chronic complications
	Psychosocial adjustment
	Developing personal strategies to promote health and behavior change


Additionally, DSMES and DSMS programs are appropriate for individuals with prediabetes as they can help develop and maintain behaviors to prevent or delay the onset of diabetes [5].
While self-management education does provide a foundation for coping with diabetes, knowledge of facts and skills alone is seldom effective in improving diabetes outcomes. Therefore, the didactic elements of a program should be supplemented with additional interventions that support patient empowerment such as goal setting, problem solving, behavioral change strategies, stress management, and other psychosocial issues.
PRINCIPLES AND STRATEGIES FOR PATIENT TEACHING



In general, healthcare providers involved with teaching diabetes self-care will encounter vast differences in patient need. For example, a nurse working in a physician's office may be asked to counsel a newly diagnosed patient about the diabetes disease process and the principles of meal planning as therapy. A hospital nurse's orders might be to teach an acutely ill patient, who has previously been controlled on oral medicines, how to draw and inject insulin at home following discharge. Meanwhile, a home health nurse is often asked to see a patient with long-standing diabetes for the purpose of providing a blood glucose meter and assessing the patient's home management of diabetes. Each of these situations requires a different focus for education. Indeed, it may not be feasible, or even advisable, to deliver a complete course in diabetes self-management to all patients. Therefore, it is necessary to assess the learning needs of the individual patient within the context of the teaching situation.
Needs Assessment



A needs assessment is a systematic way to gather information about experiences, beliefs, and behaviors that the patient has with regard to diabetes self-care. Information gleaned from the needs assessment can then be utilized to develop a teaching plan that meets the individual needs and priorities of the patient. For the nurse, a needs assessment streamlines the teaching process by focusing on the unique needs of the individual. For the patient, the needs assessment is empowering because it addresses his or her perspective of educational need. Thus, an important area to be addressed in a needs assessment is what the patient perceives as the primary learning need. Other areas that should be assessed include current understanding of self-management practices, self-management behaviors that are currently practiced, and relevant psychosocial/cultural factors. Sample questions from a diabetes needs assessment are listed in Table 6.
Table 6: SAMPLE DIABETES NEEDS ASSESSMENT ITEMS
	
                GENERAL INFORMATION
Have you had diabetes education in the past? If yes, describe.
Do you want to learn more about controlling diabetes? If yes, what would
                    you like to learn?
What do you think can happen if your diabetes is not
                    controlled?


                NUTRITION
Do you know what you are supposed to eat?
Do you have any problems eating what you are supposed to eat?
Do you have any religious or cultural preferences about what you
                    eat?


                EXERCISE
How much physical activity do you get in a typical day?
How do you feel about the amount of physical activity you are
                    getting?
What kind of exercise do you like to do?
If you do not exercise, how ready do you feel to start?


                BLOOD GLUCOSE MONITORING
What do you think is a good range for your blood sugars to be?
Do you know what it feels like to have low blood sugar? If yes,
                    describe.
What would you do if your blood sugar was low?


                PSYCHOSOCIAL
Do you have family/friends who support you in controlling your
                    diabetes?
Are you under a lot of stress?


              


Source: Compiled by Author



Principles of Adult Learning



An effective approach to teaching diabetes self-care in adult settings is to employ various principles of adult learning theory. An important principle of adult learning theory is that adults tend to be self-directed learners who feel a need to learn. Asking the patient what he or she feels addresses this principle of adult learning and is the most important issue during the needs assessment.
Focus Teaching on the Patient's Perceived Problems
Determine what the patient feels he or she needs to know and what the perceived problems are. The adult learner will be more likely to acquire new knowledge and skills when teaching is directed toward specific problems rather than toward a comprehensive set of material.
Find Out What the Patient Already Knows
Adults tend to learn better when teaching incorporates prior knowledge and past experiences. When teaching a problem-solving process, for example, ask the patient how he or she has dealt with a similar situation in the past. Build upon this experience to teach new material.
Keep the Patient Active in the Learning Process
Provide opportunities for interaction, questions, and sharing. Teaching is apt to be more effective when the patient's own life experiences can be incorporated into the lesson.
Allow for Self-Directed Learning
Enhance the learner's sense of autonomy by letting him or her make choices about what is being taught. For example, you can allow the patient to choose the mode of learning or the amount of time spent on a particular topic.
Give the Patient a Reason to Learn
Adult learners generally must perceive the benefits of what is being taught. Address this by giving the patient a brief rationale for the content that you are presenting, focusing on the benefits that can result from learning.



8. MANAGEMENT OF DIABETES



The goals of diabetes management are most likely to be met when the patient is able to maintain blood glucose levels as near to normal as possible. (Normal fasting plasma is 70–99 mg/dL.) While "tight control" is desirable for many patients, blood glucose target ranges are determined individually for each patient, taking into account the patient's age, general health status, risk for undetected hypoglycemia, and personal motivation. In general, the goals of treatment for diabetes are to:
  
	Reduce symptoms and promote well-being
	Prevent acute complications such as hypoglycemia, HHS, and ketoacidosis
	Curtail the onset and progression of chronic complications such as blindness, renal failure, and cardiovascular disease


For some patients with type 2 diabetes, a regimen of regular physical activity and proper nutritional management, along with maintenance of a desirable weight, will be sufficient to attain an optimal level of blood glucose control. For the majority, however, pharmacologic treatment will be necessary. In any case, regular blood glucose monitoring and attention to educational and psychosocial needs are essential interventions. People with diabetes should be provided with blood glucose monitoring devices as indicated by their circumstances, preferences, and treatment. People using continuous glucose monitoring devices should have access to blood glucose monitoring at all times [6].
SELF-MONITORING OF BLOOD GLUCOSE



Results of blood glucose testing are used to assess the effectiveness of therapy and to guide adjustments in the diet, medications, and activity levels of people with diabetes. SMBG is recommended for all patients who use insulin, for many who use oral glucose-lowering medications, and for those who are not achieving glycemic goals [6]. Consistent, uninterrupted access to glucose monitoring devices is associated with improved patient outcomes [6]. Often, nurses are in a position to instruct patients about SMBG in the home, in outpatient settings, and at the bedside in hospitals and skilled nursing facilities.
In 2008, the International Diabetes Federation (IDF) and the SMBG International Working Group convened a workshop to address the use of SMBG in individuals with type 2 diabetes not treated with insulin. In 2025, they published updated recommendations on the standards of diabetes care as they relate to SMBG. The recommendations are based on two levels of care and prevention: optimal care and basic care (Table 7). Optimal care is evidence-based care that would ideally be universally achievable. Basic care is that which is provided in healthcare settings with limited resources [50].
Table 7: INTERNATIONAL DIABETES FEDERATION RECOMMENDATIONS FOR SELF-MONITORING OF BLOOD GLUCOSE (SMBG)
	Level of Care	Recommended Approach
	Optimal care	
                Routinely recommend SMBG to all insulin-treated people with type 2
                    diabetes
Consider SMBG in other people with type 2 diabetes
Provide education in structured SMBG


              
	Basic care	
                Routinely recommend SMBG to people with type 2 diabetes treated with
                    multiple daily insulin regimens
Consider SMBG in other people with type 2 diabetes treated with other
                    insulin regimens
Provide education in structured SMBG


              


Source: [51]


SMBG is recommended in insulin-treated T2DM but may be useful in other situations. SMBG use (intensity and frequency) should be structured and individualized [50].
Benefits



A major benefit of SMBG is that it provides feedback about how well treatment goals are being met. By keeping blood glucose levels as near normal as possible over time, people with diabetes can reduce their risk for acute and chronic complications. SMBG can help prevent hypoglycemia and provide information relevant to adjusting food intake, activity level, and medication [6]. Several studies have shown that SMBG is associated with decreased morbidity and mortality in individuals with type 2 diabetes [51,52,53].
SMBG provides the patient with immediate feedback on how daily choices affect blood glucose levels, giving reliable information for problem solving and decision making [6,50]. For example, SMBG may allow patients to determine the effect that particular foods or groups of foods have on blood glucose. This is especially useful for the patient who may occasionally want to eat a food high in sugar. SMBG can provide feedback indicating whether the sugar has caused a rapid and excessively high rise in blood glucose.
SMBG is also beneficial in that it can be utilized to monitor how psychologic and physical stressors influence glycemic responses [50]. Correlating SMBG results with the presence of stressors can help the patient manage them for better glycemic control.
As stated, individuals with diabetes should be provided with blood glucose monitoring devices as indicated by their circumstances, preferences, and treatment. There is no "one-size-fits-all" approach. Any device used for diabetes management works best when accompanied by education, training, and follow-up [6].

Barriers



Although the benefits of SMBG are substantial, some patients may be reluctant or unable to perform this task. However, the benefits of SMBG greatly outweigh the disadvantages, and healthcare providers should be prepared to help patients overcome these barriers. Specifically, lower neighborhood socioeconomic status, older age, fewer HbA1c tests, and fewer physician visits were associated with lower rates of SMBG [51]. Black race, high glycemic level, obesity, and a lesser number of comorbidities were also identified as risk factors for less frequent monitoring.
For some with diabetes, costs associated with blood glucose testing can create a significant barrier to testing [50]. When patients have to pay out-of-pocket expenses for medical supplies, financial barriers have been shown to reduce the use of SMBG. It is important, therefore, to weigh the potential benefits of SMBG against its cost, especially when the expenditures for SMBG may come at the expense of other treatment modalities (e.g., medication) [50]. Fortunately, this changed for Medicare-eligible patients in 1998, when the cost of tests strips, lancets, and meters became covered expenses for people with type 1 and type 2 diabetes.
Individuals may not want to check their blood glucose on a regular basis because they perceive it to be an inconvenience that encroaches on their lifestyle. Healthcare providers might be able to help such patients overcome this barrier by providing information about how improved blood glucose control can result in feeling better on a day-to-day basis. Further information may be provided regarding how glycemic control reduces the risk for long-term complications, making patients more able to lead productive lives. The perception that SMBG is inconvenient may also be offset if patients are shown how this procedure can allow for greater flexibility in meal planning. By monitoring the effects of various foods and the timing of meals on blood glucose, patients can have more choices with regard to eating [6,50]. Patients who find regular blood glucose monitoring bothersome may be interested in meters that are smaller, faster, and require fewer steps during testing. Some meters allow for "alternate site" testing, in which the patient can collect a blood sample from the forearm or the thenar aspect of the palm, where fewer nerve endings make the procedure less painful. Additionally, the IDF/SMBG Working Group has suggested possible regimens that may be individualized to address the specific needs of each person with diabetes [50].
The task of SMBG may be too complex for some patients, especially those with sensory or cognitive deficits. Careful selection of the type of meter that the patient will use can overcome these limitations in some cases. For example, meters that do not require fine precision with regard to where the blood drop is placed may be most appropriate for patients with visual or motor deficits. "Talking" blood glucose meters are available for people who are visually impaired. For some patients, it will be necessary to teach family or caregivers how to monitor blood glucose. Patients assume their glucose monitor is accurate because it has been cleared by the FDA. However, there is substantial variation in the accuracy of widely used blood glucose monitoring systems, and few studies have compared meters in a head-to-head manner [6]. Inaccurate blood glucose monitoring systems pose a public health problem because their readings serve as a basis for treatment decisions [54]. The Diabetes Technology Society Blood Glucose Monitoring System Surveillance Program provides information on the performance of devices used for blood glucose monitoring (https://www.diabetestechnology.org/surveillance).
The possibility of user error can be another disadvantage of SMBG. Patients with functional limitations may not be able to get accurate results because they do not have the physical ability to perform the test correctly. Other patients may be careless with their technique due to psychologic indifference, a lack of appreciation for the significance of results, or other behavioral factors. User error may be mitigated by observing the patient's technique at the start of care and following up with periodic checks thereafter. By observing the patient's technique on a regular basis, the message is sent that accurate SMBG results are important and worthy of the time it takes. Similarly, the technique demonstrated by caregivers and family members who assist with monitoring should be observed and evaluated as well [6].
Patients vary in terms of their comfort with technology, and the complexity and rapid change of the diabetes technology landscape can be an additional barrier to patient and provider implementation. Patients with more education regarding device use have better outcomes. The need for additional education should be periodically assessed, particularly if outcomes are not being met [6].

Frequency and Timing



The frequency and timing of SMBG are dictated by the needs and goals of the individual patient [6,50]. Some meters provide advice to the user in real time when monitoring glucose levels, whereas others can be used as part of integrated health platforms [6]. For a patient using multiple daily insulin injections or the insulin pump, testing should be done at least three times per day but may need to be done as often as 6 to 10 times daily [6]. Patients on intensive insulin regimens (i.e., multiple-dose or insulin pump therapy) should consider SMBG prior to meals and snacks, occasionally postprandially, at bedtime, prior to exercise, when low blood glucose is suspected, and prior to critical tasks (e.g., driving) [6]. SMBG is also important for patients using oral hypoglycemic medications to monitor and prevent asymptomatic hypoglycemia. The optimal frequency of testing for patients with type 2 diabetes not using insulin is unclear; however, more frequent SMBG (e.g., fasting, before/after meals) may be helpful, as increased frequency has been shown to be inversely correlated with glycemic control [6]. For individuals with non-insulin-treated diabetes, it may be beneficial to perform "focused" SMBG over short periods of time (e.g., five to seven days), both initially and periodically, during the course of their disease, to obtain data to identify glucose patterns that reflect daily glycemic control. The intensity and frequency of SMBG should be individualized to address each individual's specific educational, behavioral, and clinical requirements, specific needs, and goals [50].

Educational Considerations



As stated, it is critical that the patient and healthcare provider be willing and able to use SMBG appropriately and effectively. The patient should possess the knowledge and skills to accurately perform SMBG and interpret the results to adjust food intake, exercise, or pharmacologic therapy to achieve specific goals [6]. The healthcare provider should ensure that the patient is competent to carry out SMBG on an ongoing basis, and the provider should have the knowledge, skills, and willingness to consistently review results to make necessary adjustments to the treatment plan [50]. The frequency of SMBG should be re-evaluated at each routine visit to ensure its effective use [6].
Guidelines for teaching patients how to use a blood glucose meter include:
      
	Use universal precautions to prevent the transmission of bloodborne pathogens.
	Without pricking finger, first demonstrate operation of equipment, such as turning meter on, loading lancing device, and cocking and ejecting lancing device.
	Have patient simulate procedure prior to actually pricking finger. May use control solution to do this.
	Ask the patient to perform a return demonstration after initially demonstrating the procedure.
	Teach about meter coding, control testing, and using the logbook after the patient has learned how to perform the testing procedure.
	Explain how to dispose of lancets in an appropriate sharps container.
	Evaluate the patient's technique at every opportunity.


Additionally, it is helpful to instruct the patient to obtain blood by pricking the side of his or her fingertip. This avoids puncturing the more sensitive areas of greater innervation.

Target Ranges



Blood glucose target ranges should be individualized for the patient. While the overwhelming benefits of tight glycemic control have been demonstrated, this is not necessarily the optimal goal for every patient. For example, an elderly patient living alone may have a higher target range in order to reduce the risk of hypoglycemia. In this case, the risk for an episode of undetected and unassisted hypoglycemia outweighs the benefits of warding off long-term complications.
Although the importance of individualized goals should be emphasized, the following target blood glucose levels can generally be recommended for most adult patients with diabetes [55]:
      
	Before meals: 80–130 mg/dL (5.0–7.2 mmol/L)
	After meals: Less than 180 mg/dL (less than 10.0 mmol/L)



Interpreting the Results of Blood Glucose Monitoring: The Four Cornerstones



When discussing blood glucose monitoring, it is helpful to consider the "four cornerstones" of diabetes management. Any of these four factors can be responsible for influencing blood glucose control at any given time for a particular patient. They are:
      
	Meal planning
	Medications (including oral medications and insulin)
	Activity levels
	Stress management (including psychologic and physical stressors)


If blood glucose results are lower or higher than desired, the patient should be directed to analyze each of these variables to determine which of them has most likely affected the blood glucose at that particular point in time. Following is a list of questions that patients should ask themselves to determine which of the four cornerstones of management is most likely responsible for current blood glucose results:

Meal Planning:



	"What did I eat?"
	"When did I eat?"
	
            "How much did I eat?"
          



Activity:



	"Have I exercised more than usual?" (This is more likely to cause low blood sugar.)
	"Have I exercised less than usual?" (This is more likely to cause high blood sugar.)



Medications:



	
            "What medications did I take for diabetes?"
          
	
            "Did I take the right dose?"
          
	
            "Did I take it at the right time?"
          
	
            "Did I inject the right type of insulin?"
          
	
            "What site did I use?"
          
	
            "Are any of my medications expired and have they been properly stored?"
          
	"What other medications did I take?" (Sugar-containing cough syrups, thiazide diuretics, and corticosteroids are examples of medications that can cause hyperglycemia.)



Stress:



	"Am I ill?" (Signs and symptoms of infection are most significant.)
	
            "Am I going through a great deal of emotional turmoil right now?"
          


Analyzing the results of blood glucose testing should also take into consideration multiple factors related to the working order and cleanliness of the meter. This would also include verifying the patient's blood glucose testing technique and the quality of the test strips being used.

Case Study: Self-Monitoring of Blood Glucose



Patient J is a man, 60 years of age, with a history of type 2
          diabetes. He was brought to the emergency department after his neighbor found him at home
          with confusion, lethargy, right-side weakness, and slurred speech. Medical exam and work
          up in the emergency department revealed that Patient J was severely dehydrated and that
          his blood glucose was 860 mg/dL. He was diagnosed with HHS, an acute complication of type
          2 diabetes. He was admitted to the medical unit on an insulin drip and for intravenous
          fluid and electrolyte replacement.
After Patient J's blood glucose and electrolytes returned to normal levels, his mental status cleared and he was free of any neurologic manifestations. While in the hospital, he was seen by the diabetes educator. He received instruction on diet, insulin administration, and blood glucose monitoring. His discharge plan was to return home on insulin injections with follow-up and teaching by a home healthcare nurse.
Discussion
Patient J's home healthcare nurse will play a crucial role in helping him prevent another episode of HHS and other serious problems associated with poorly controlled diabetes. One of the most important aspects of his care plan will be to teach and instruct him in SMBG. As an essential component of diabetes care, SMBG will enable Patient J and his healthcare team to monitor blood glucose levels and influential factors. Good glycemic control will not only help this patient avoid acute problems like HHS, it should also help him feel better on a daily basis. Good control can also help the patient avoid the devastating long-term complications of diabetes, such as blindness, renal failure, and cardiovascular disease.
Before developing a teaching plan for Patient J, a needs assessment to determine what he already knows about diabetes self-care should be performed. This should include areas of care such as nutrition, insulin administration, and blood glucose monitoring. The needs assessment in this case indicates that the patient is unable to correctly perform SMBG independently. He is assessed as being ready to learn this procedure because he clearly indicates that he is willing to incorporate this behavior into his daily life.
In order to most effectively teach Patient J this procedure, the principles of adult learning should be incorporated into the teaching strategy. Begin by finding out what he perceives as problems or barriers to successfully performing SMBG. This will empower Patient J by engaging him in the learning process. Furthermore, his interest may be stimulated by providing a brief rationale for what is being taught, including the benefits of SMBG. Continue applying principles of adult learning on an ongoing basis by keeping Patient J active in the learning process and providing him plenty of opportunity to interact and ask questions.
After teaching Patient J how and why to monitor his blood glucose, the nurse will ascertain his ability to perform this procedure by asking for a return demonstration using control solution. Once this is completed, finger sticking and bloodletting techniques may be covered, ensuring that he can perform these properly.
After the procedures have been reviewed, it is important to ensure that Patient J has a thorough understanding of how to interpret his blood glucose results. The patient should have an understanding of how to compare his food intake, activity pattern, medications, and daily stress level to blood glucose results using a diary. When he learns how these factors influence blood glucose, he will be better able to achieve and maintain glycemic control while avoiding problems associated with diabetes.


CONTINUOUS GLUCOSE MONITORING



Continuous glucose monitoring allows patients with diabetes to receive immediate feedback on estimated blood glucose levels at any moment. A sensor is inserted under the skin to measure glucose levels in the interstitial fluid, and this information is transmitted to a receiving device, providing a continuous record of estimated blood glucose and the direction and rate of change. Patients engaged in continuous glucose monitoring are still required to complete fingerstick blood tests two to four times per day to calibrate the monitor.
Initially, continuous glucose monitoring was developed so physicians could receive reports, which were then shared with the patient. More recently, continuous glucose monitoring is being used more actively by patients as part of a SMBG program. In type 2 diabetes, continuous glucose monitoring can help target postprandial glucose, the major contributor to HbA1c [6]. A 2016 study demonstrated that continuous glucose monitoring can provide immediate and valuable feedback about the effect of food intake and activity level on glucose levels [56].
In 2015, the U.S. Food and Drug Administration (FDA) approved the first system capable of real-time sharing of data from continuous glucose monitoring with others via telephone [57]. The G4 Platinum (Pediatric) Continuous Glucose Monitoring System was developed for use in children with type 1 diabetes. In 2017, the FDA approved the first continuous glucose monitoring system for adults that does not require blood sample calibration, thus reducing the need for fingerstick testing [58]. The FreeStyle Libre Flash Glucose Monitoring System uses a small sensor wire inserted beneath the skin's surface to continuously measure and monitor glucose levels. In 2020, the FDA approved the next-generation FreeStyle Libre 2, an integrated continuous glucose monitoring system with optional real-time alarms that measure glucose levels every minute [6,59]. In 2022, Abbott introduced the FreeStyle Libre 3. This newest iteration sends data straight to the user's smartphone [60]. In 2018, the FDA approved Guardian Connect for use in persons 14 years of age and older with type 1 or type 2 diabetes. The system works with sensors worn on the upper arm or abdomen and predicts where the patient's glucose levels are heading, then alerts the person 10 minutes to one hour before a high or low level occurs [61]. The Guardian Connect requires two fingersticks per day for calibration. In 2018, the FDA also approved marketing of the Dexcom G6 integrated continuous glucose monitoring system (an upgrade of the Dexcom G5) for determining blood glucose levels in children 2 years of age and older as well as in adults. This is the first system permitted by the agency to be used as part of an integrated system with other compatible medical devices and electronic interfaces (e.g., automated insulin dosing systems, insulin pumps) used for diabetes management [62]. The G6 requires no fingersticks for calibration. The FreeStyle Libre and Dexcom G6 have been designated as integrated continuous glucose monitoring devices, meaning they meet a higher standard established by the FDA and can be reliably integrated with other digitally connected devices, including automated insulin-dosing systems [6].
In 2023, the FDA approved a prescription device that provides real-time glucose values and trends in these levels over time through a mobile app installed on a smart phone or other compatible device (brand name: Eversense E3 CGM System). This system includes a small sensor that is implanted under the skin by the patient's physician. The device can be worn for up to 180 days [63]. In 2024, the FDA expanded its approval for the system designed to function for an entire year. The sensor transmits glucose data every five minutes to a mobile app, allowing users to track their glucose levels in real time [64]. In 2024, the FDA cleared for marketing the first over-the-counter CGM intended for patients 18 years of age and older who do not use insulin (Dexcom Stelo Glucose Biosensor System) [65]. This system uses a wearable sensor, paired with an app on the user's smartphone or other smart device, to continuously measure, record, analyze, and display glucose values. Data from a clinical study provided to the FDA showed that the device performed similarly to other integrated CGMs [65].
Although the clinical benefit of smartphone applications (apps) for diabetes remains unproven, these apps continue to grow in popularity. Healthcare providers should familiarize themselves with available diabetes apps to both support their clinically beneficial features and advantages and advise patients about shortcomings [66]. Smartphones are always within reach, nearly every patient and clinician has one, and they appeal to all age groups. In contrast, traditional diabetes devices (e.g., glucose meters) are frequently left behind (e.g., during social gatherings or work days). Other advantages that smartphones offer include: advanced functionality; useful for performing mundane tasks repetitively without error; and convenient, accurate transfer of diabetes data [66]. The Association of Diabetes Care and Education Specialists (ADCES) provides information on a variety of mobile apps, including those that focus on diabetes management (Resources).
Since January 2018, the Centers for Medicare and Medicaid Services has allowed eligible practitioners to bill for reimbursement for time spent interpreting and collecting health data generated by patients remotely [66].

LABORATORY MONITORING OF BLOOD GLUCOSE



Although SMBG using a capillary blood sample is indispensable in the day-to-day management of diabetes, results from these tests have some limitations. One such limitation is that results of SMBG reflect the blood glucose for a specific moment in time without giving an indication of overall blood glucose control. The glycated hemoglobin test, more commonly known as the HbA1c, is a laboratory test that uses a venous blood sample to show the average blood glucose over the previous two to three months.
The test works by measuring the amount of glucose that is chemically attached to the red blood cells (RBCs). RBCs that have been exposed to high amounts of glucose over their life span, which is about three months, will have more glucose attached to them. Results of the HbA1c test are expressed as a percentage, reflecting the relative amount of glucose that has been in the blood over the previous two to three months. Based on extensive studies, the ADA recommends a general HbA1c goal of less than 7% to prevent microvascular and macrovascular complications of diabetes [9,67].
The ADA advocates utilizing the "estimated average glucose" (eAG) to report HbA1c results to patients. The eAG correlates HbA1c percentage points with its equivalent in mg/dL. Because glucose meters used in the United States are calibrated in mg/dL, it is believed that reporting results as an eAG will help patients better understand what they mean. For example, for an HbA1c of 7.5%, the eAG is 169 mg/dL. The ADA provides an online calculator for individuals to enter their HbA1c and have the eAG determined [67].
When discrepancies arise between HbA1c levels and the patient's reported SMBG results, further patient education and counseling may be indicated. These discrepancies may reflect poor SMBG technique on the part of the patient, mechanical problems with the meter, or other limitations on the part of the patient. They may also indicate that the patient is falsifying the results of SMBG. In this situation, careful and sensitive probing may uncover problems in coping with diabetes.

MEAL PLANNING



Unhealthy diet is a major risk factor for type 2 diabetes; however, nutrition therapy is one of the most challenging aspects of diabetes care [68,69,70]. Diet-related issues are complex, requiring that behavioral, functional, cognitive, and socioeconomic aspects of each patient be considered. In addition, cultural and religious customs play a significant role in a person's ability and desire to adhere to a recommended meal plan.
Many people, both lay and professional, are misinformed about the nutritional management of diabetes. Some would be surprised to learn that there really is no such thing as a "diabetic diet." Furthermore, believing that diabetes can be managed by simply avoiding sugar suggests inadequate information about the dietary management of the disease [71]. Contrary to common belief, ADA guidelines indicate that within the context of healthy eating, a person with diabetes can generally eat the same foods that a person without diabetes can eat. This means that the same principles of good nutrition that apply to the general population also apply to people with diabetes [72].
Because of the complexities associated with diet-related behavior, and because meal planning is so important to diabetes management, medical nutrition therapy provided by a registered dietitian is advocated [6,73,74]. Medical nutrition therapy is defined as nutritional diagnostic, therapy, and counseling services for the purposes of disease management, which are furnished by a registered dietitian or nutrition professional. Medical nutrition therapy delivered by a registered dietician nutritionist is associated with A1c absolute decreases of 1.0% to 1.9% for people with type 1 diabetes and 0.3% to 2.0% for people with type 2 diabetes [6]. Medical nutrition therapy, when provided by a registered dietitian, is reimbursed by the Medicare program [73]. Whenever possible, healthcare providers should be prepared to work with dieticians as part of an interdisciplinary diabetes care team. Frequently, however, access to a dietician is not feasible for patients whose healthcare plans do not cover this service or for those who live in remote geographic areas.
In some settings, a nurse may assume responsibility for teaching dietary management to patients with diabetes. In virtually all cases, nursing care will involve supporting recommendations made by a registered dietitian. The following information is not intended, nor is it able, to replace the team effort that involves the patient, the physician, the dietician, the diabetes educator, and others who are required for optimal management of diabetes. However, because all of these resources are not always available, this information can serve as a guide to start or supplement nutrition education for diabetes care.
General Nutritional Guidelines



The national nutrition policy, outlined by the Dietary Guidelines for Americans, serves as a basis for healthy eating by people with or without diabetes [75]. These guidelines focus on a diet composed primarily of nutrient-dense foods, such as whole grains, fresh fruits, and fresh vegetables. The guidelines also recommend moderation when using sugar, salt, and alcohol and advocate the maintenance of appropriate weight. In the past, the Food Pyramid illustrated dietary recommendations for the public based on intake from various food groups.
In 2011, the U.S. Department of Agriculture replaced the traditional Food Pyramid and the interactive version MyPyramid with a program called Choose My Plate (now simply referred to as "MyPlate") [76]. The ADA recommends that patients with diabetes, their diabetes educators, and/or registered dietitians establish a personalized nutrition plan. To assist in establishing a nutrition plan, the ADA developed a program called the Diabetes Plate Method (formerly Create Your Plate) as a meal planning template for people with diabetes [77].

Guidelines for the Use of Sugar



Although sugar was previously forbidden to those with diabetes, ADA guidelines for its use have been liberalized in recent years. ADA guidelines now allow individuals with diabetes to occasionally substitute sugar-containing foods for other carbohydrates as part of a balanced meal plan, if adequately covered with insulin or other glucose-lowering medication as needed. The rules for sugar were relaxed because there is little scientific evidence to support the assumption that simple sugars aggravate hyperglycemia to a greater degree than starches.
In 2013, the ADA issued a position statement advocating for the individualization of eating plans for persons with diabetes [78]. In 2019, the ADA issued a consensus report on nutrition therapy [79]. In both documents, the ADA contends that there is no "one-size-fits-all" diet for patients with diabetes and nutritional recommendations should be based on personal and cultural preferences, comorbidities, health literacy, food access, and willingness to make behavioral changes [78,79]. Some of the key recommendations in this consensus report are [79]:
      
	A variety of eating patterns are acceptable for persons with diabetes. Healthcare providers should focus on the key factors common among the patterns, including emphasizing nonstarchy vegetables, minimizing added sugars and refined grains, and choosing whole foods over highly processed food, to the extent possible.
	Education and support for persons with diabetes who are overweight or obese should include an individualized eating plan in a format that results in an energy deficit in combination with enhanced physical activity to a targeted, recommended 5% weight loss.
	Consider lifestyle intervention for people with prediabetes at a healthy weight.
	Screen and evaluate people with diabetes/prediabetes during DSMES and medical nutrition therapy encounters for disordered eating.



Methods for Teaching Meal Planning



Exchange Lists
Exchange lists were developed by dieticians in the 1950s to help people with diabetes make daily food choices that would maintain a balance of carbohydrate, protein, and fat from day to day. Any food in one group can be exchanged for another food within the same group. An exchange system can be thought of as a "food budget," giving a certain number of food choices to spend at each meal. Examples of exchanges are shown in Table 8.
Table 8: GUIDE TO SERVING SIZES FOR MEAL PLANNING
	Category	One Serving Size
	Starches and grains	
                  1 slice of bread
1 small potato (½ cup)
½ cup corn, beans or peas (cooked)
½ cup oatmeal (cooked)
¾ cup dry cereal
⅓ cup pasta (cooked)
⅓ cup rice (cooked)
1 6-inch tortilla


                
	Vegetables	
                  ½ cup cooked vegetables
1 cup raw vegetables


                
	Fruit	
                  1 small apple or orange (4 oz)
2 Tbsp dried fruit
½ medium banana
½ cup canned or frozen fruit
1 cup melon or raspberries
1¼ cup whole strawberries


                
	Milk	
                  1 cup fat-free milk
1 cup nonfat yogurt


                
	Meat and other proteins	
                  2–5 oz fish, chicken, or beef (cooked)
¼ cup cottage cheese
1 egg
1 Tbsp peanut butter
½ cup tofu


                
	Fats and oils	
                  1 tsp oil
1 tsp butter or margarine
2 Tbsp avocado
1 Tbsp regular salad dressing
1 tsp regular mayonnaise
1 Tbsp light mayonnaise


                
	Sweets and desserts	
                  ½ cup ice cream
1 small cupcake or muffin
2 small cookies


                


Source: [49,72]


In the exchange system, each serving of carbohydrate is equal to 15 grams. Patients are given a list of 15-gram serving sizes of common carbohydrate foods and instructed to consume a specified number of servings from each food group per meal or snack. For example, if three servings of starches and grains are recommended per meal, the patient may select any combination of three of the foods listed in the amount specified for that food group [80].
Carbohydrate Counting
Carbohydrate counting is a method for keeping track of the amount of carbohydrate in each meal or snack. Emphasis is placed on the total amount of carbohydrate in a meal or snack rather than on the source. Limits are set for the maximum amount of carbohydrate that should be consumed for each meal or snack. Foods counted as carbohydrates are starches (including starchy vegetables), sugars, milk, and fruit. Nonstarchy vegetables are so low in carbohydrates that they are generally not included in carbohydrate counting. According to the ADA, evidence suggests that there is not an ideal percentage of calories from carbohydrate, protein, and fat for all people with or at risk for diabetes; therefore, macronutrient distribution should be based on individualized assessment of current eating patterns, preferences, and metabolic goals [79].
Because carbohydrates affect blood glucose levels more than any other type of food, insulin dosages can be adjusted based on the amount of carbohydrate consumed. This provides an opportunity for fine-tuning blood glucose control, while allowing greater flexibility with meal content and timing for those who are able to handle a higher level of self-management. While the opportunity for tight glycemic control cannot be overstated, the abilities and motivation of the individual should be taken into account before recommending carbohydrate-to-insulin ratios as a self-management tool. In general, counseling people on eating patterns that replace foods high in carbohydrate with foods lower in carbohydrate and higher in fat may improve glycemia, triglycerides, and HDL-C [79].
The Diabetes Plate Method
The Diabetes Plate Method is a widely used approach to teaching healthy eating choices and is appropriate for people with diabetes [77,81,82,83]. Its premise is that healthy eating and controlling portion sizes can be simplified by using a visual image of a plate showing the proper amounts of foods to be consumed in a meal (Figure 1). The plate method has been shown to help people with diabetes lose weight, plan meals correctly, improve intake of fruits and vegetables, and reduce the incidence of hypoglycemia without sacrificing glycemic control [83].
Figure 1: THE DIABETES PLATE METHOD
[image: THE DIABETES PLATE METHOD]

Source: [70,77]


The teaching tenets of the Plate Method are [77,84]:
      
	Use a nine-inch dinner plate.
	Fill approximately one-half of the plate with nonstarchy vegetables, such as leafy greens, onions, peppers, tomatoes, cucumbers, green beans, broccoli, carrots, cauliflower, and others.
	Fill one-fourth of the plate with lower fat protein foods, such as lean cuts of meat, fish, poultry with skin removed, egg whites and egg substitutes, two ounces of reduced-fat cheese, plant-based proteins (e.g., beans, lentils, edamame, tofu, hummus, tempeh), nuts, or spreads (e.g., peanut or almond butter).
	Fill one-fourth of the plate with grains and starchy food, such as whole grain breads, brown rice, whole grain pasta, potatoes, pumpkin, corn, or peas.
	Add a small piece of fruit, one-half cup fresh frozen or canned fruit, or two tablespoons of dried fruit.
	Add a low-calorie drink, such as water, unsweetened tea, or coffee.


The plate method is very helpful as a first step in learning to control portion sizes and to plan healthy meals. It is also helpful for patients who are overwhelmed by too much information and for those who do not like strict regimens. The plate method is also recommended for people of low-literacy and those who have barriers to weighing and measuring foods [77,85].

Assessment of Dietary Intake



Two methods can be used to assess recent food intake and dietary patterns. One method is the 24-hour dietary recall, in which the patient is asked to recall everything that was consumed over the past 24 hours. Another method is to ask the patient to keep a food diary. This is a log kept by the patient for a specified number of days in which he or she keeps an ongoing record of everything that is consumed over that time. While food diaries can provide valuable assessment data to the nurse, they can also benefit the patient by providing feedback on current eating patterns. The following case study will demonstrate how information gathered from a 24-hour dietary recall can be used to formulate a dietary teaching plan.

Case Study: Meal Planning



Patient C is a moderately obese White woman, 67 years of age, who has
          recently been diagnosed with type 2 diabetes. Her physician has recommended dietary
          modification and a walking program to manage her diabetes and promote weight loss. No
          diabetes medications have been prescribed at this time. As the nurse working in her
          physician's office, you are asked to provide Patient C with education on the dietary
          management of her diabetes. As part of your needs assessment, you ask the patient to
          provide a 24-hour dietary recall. The results and analysis of the dietary content are
          reported inTable 9.
Table 9: 24-HOUR DIETARY RECALL FOR PATIENT C
	Breakfast	Black coffee
	Mid-Morning	
                  3 oz cheddar cheese
6 wheat crackers
12 oz regular cola


          
	Lunch	
                  ¼ lb cheeseburger
1 cup french fries
12 oz regular cola


          
	Afternoon	Two chocolate-covered graham cookies
	Dinner	
                  3 oz baked chicken breast
Small baked potato/2 tsp margarine
White dinner roll/2 tsp margarine
1 cup green beans/2 tsp margarine
8 oz low-fat milk


          
	Evening	8 oz low-fat, sugar-sweetened yogurt


Source: Compiled by Author


Discussion
After reviewing Patient C's 24-hour dietary recall, you are able to identify areas where you can most appropriately focus teaching about nutrition. You do this by comparing the overall composition of her diet to the general nutritional recommendations. You can see by Patient C's 24-hour dietary recall that she tends to select foods that are high in both fat and sugar. She will need to know that these types of foods add unnecessary calories to her diet and contribute to her obesity. While you can calculate six servings of added fat in her diet (margarine), you also see that her intake contains several sources of "hidden fat," which greatly increase her overall fat intake. Examples of the high-fat foods she consumed are cheese, higher-fat hamburger, french fries, and chocolate-covered cookies. You should inform Patient C that for weight and cardiac-risk reduction, these foods should be consumed less frequently. You can suggest substituting lower-fat versions of these foods. These may include lean hamburger, low-fat or nonfat cheese, and a baked potato instead of fries. She can also reduce her saturated fat intake by choosing nonfat milk and nonfat yogurt. In place of margarine, she could consider using nonfat butter substitute or fat-free sour cream.
Assessment also reveals that Patient C's diet is low in fiber and vegetables and lacking fresh fruits of any kind for the particular day being examined. You can recommend that she begin substituting some of her higher-calorie food choices with fresh fruits or vegetables. This will help her lose weight while increasing her fiber intake. You can teach her about fruit serving sizes so that she does not increase her overall intake of sugar with the addition of fruit to her diet. The benefits of weight control should be emphasized, as some people with type 2 diabetes are able to control their diabetes with weight reduction alone.
Another point revealed by Patient C's dietary report is that most of her caloric intake is concentrated toward the end of the day. She should be advised that her glycemic control could improve if she distributes calorie and carbohydrate intake throughout the day. She can achieve this by eating smaller meals and snacks and spacing them evenly throughout the day. Eating breakfast can have a positive influence on appetite control, food choices, and metabolism, and thus help with weight management. A possible reason for this is that eating breakfast helps the person avoid becoming overly hungry, which can later lead to overeating and poor food choices. It is also believed that eating a healthy breakfast can set the psychologic and behavioral tone for the day, prompting better food choices overall [86].
After providing Patient C with these general guidelines for nutrition, you can begin teaching her about portion control using the plate method. An actual 9-inch dinner plate and food models can be used to help her visualize the amount of foods that she should be eating from each group. The recommended meal plan can be individualized by taking into account the types of foods that the patient is already eating. Then, you can suggest healthier substitutions for those foods so she is not faced with major changes in basic dietary content. To illustrate this concept, each food group will be discussed in turn.
Grains and Starchy Foods
Some of Patient C's starch choices were appropriate, and she can be encouraged to continue these foods in appropriate amounts. These included whole-wheat crackers (encourage lower-fat choices) and the baked potato, assuming appropriate portion size. Both of these starch sources add fiber and other nutrients to the diet. She should be instructed that she could significantly increase her intake of fiber from the potato by consuming its skin. The nurse should help Patient C explore potential substitutions for the less appropriate sources of starch in her diet. For example, a baked or boiled potato, with skin, could be substituted for the french fries, and whole-grain breads should be substituted for white. You can also explore ideas for increasing whole grain intake at breakfast. This can include eating oatmeal, high-fiber sugar-free cold cereals, or whole-grain breads.
Non-Starchy Vegetables
For patients with diabetes, vegetables provide a moderate source of carbohydrate with the benefit of being rich in fiber, vitamins, and minerals. They offer the added benefit of being naturally devoid of fat and very low in calories. Although canned and frozen vegetables may be an acceptable source, fresh produce is desirable.
Like many Americans, Patient C probably does not consume enough fresh vegetables on a daily basis. While one cup of canned green beans partially fulfills her daily serving allowance of vegetables, she could obtain more nutritional value from fresh sources, such as salads and raw produce. These are often higher in fiber and provide more variety of vitamins and minerals. They may also be more satisfying because the serving size for raw vegetables is larger than for cooked. Fresh vegetables also require more chewing and take longer to eat. The ADA recommends at least three to five servings of vegetables per day. This is a minimum requirement, and more is considered better. Non-starchy vegetables do not need to be counted when using the carbohydrate counting method. When following the plate method, half of the plate should be covered with non-starchy vegetables and salad can be added on the side [87].
Fruit
Although fruit is a source of fructose, or fruit sugar, it is not forbidden to individuals with diabetes. There are many health benefits to eating fruit, including its provision of fiber, vitamins, and minerals to the diet. In the case of Patient C, she should be advised to begin reducing the amount of sucrose that she eats and replacing it with three servings of fruit each day. Whole fresh fruit is desired, although unsweetened canned fruit is acceptable. Whole fruits are strongly advised over juice because they offer the benefits of fiber, take longer to ingest, and may be more filling than juice. When instructing the patient about serving sizes of fruit, it should be emphasized that one serving is equal to a small piece of fruit, ½ banana, or 1¼ cup of strawberries.
Milk
Patient C should begin substituting nonfat milk and yogurt for the low-fat types she is currently using. When selecting yogurt, it should be plain or sweetened with a sugar substitute. Sugar-sweetened yogurt typically contains about 30 grams of carbohydrate, which is the same amount that she would get from two servings of milk.
Protein
Because cheese is categorized as a meat/protein, Patient C's 24-hour dietary recall reflects a surplus intake. She should be advised that large quantities of protein in the diet generally add to its fat content, especially if red meats, fried meats, or high-fat cheeses are selected. Although skinless baked chicken represents an appropriate meat choice for Patient C, she should be encouraged to make choices such as these more consistently. Strategies would include reducing portion sizes and consistently selecting poultry and fish over red meat. It should be reinforced that it is desirable to prepare meats by baking, broiling, and boiling. Meats that have been fried or have had fat added should be avoided. Processed meats, such as lunchmeat and hot dogs, should also be avoided due to their high fat and sodium contents. When selecting cheeses, the patient should be advised to choose lower-fat varieties, such as cottage cheese or reduced-fat hard cheeses.
Fat
As discussed, sources of hidden fat should be avoided in the diet. The number of recommended fat servings refers specifically to fat that has been added to food. An example of added fat included in Patient C's diet is the margarine that she used on her bread and potatoes. On a 1,500-calorie diet, four servings of added fat are recommended. Patient C should be instructed in strategies for reducing her overall fat intake, especially from hidden fat sources. She should be advised to read food labels when shopping to guide her in selecting foods lower in fat, especially the saturated and trans fat types. She can also be referred to a number of cookbooks published by the ADA and the American Heart Association that are readily available in bookstores, libraries, and on the Internet. Other suggestions for Patient C may include ideas for seasoning vegetables and potatoes without fat. Examples include using lemon juice, mustard, nonfat salad dressings, hot pepper sauce, garlic, ground pepper, nonfat sour cream, and other herbs and spices instead of fats and oils.
Sugar
Guidelines for the use of sugar by people with diabetes have been discussed. Patient C will need education and support in curtailing her high intake of sugar. She should be advised that although sugar is not absolutely forbidden to her now that she has been diagnosed with diabetes, she would need to learn how to make choices about sugar as part of an overall plan for healthy eating. As part of her meal plan for diabetes, Patient C can occasionally substitute a serving of sugar for a serving of fruit, starch, or milk. An example of an appropriate sugar substitution would be to have a 3-inch cookie in place of an orange. It should be recognized that the nutritional value of the cookie is inferior to that of the orange and therefore should only be an occasional substitution.


NONINSULIN MEDICATIONS



Diet, exercise, and self-management education are the foundation of type 2 diabetes treatment. All treatment, including the use of pharmacotherapy, should be individualized. Furthermore, all treatment decisions should be made in conjunction with the patient and should take into account his or her preferences, needs, and values [20].
Pharmacotherapy for diabetes should be started early to prevent or slow progressive beta cell failure. Due to the various physiologic defects that underlie the pathology of diabetes, multiple drugs used in combination may be required to achieve therapeutic goals. Pharmacologic agents may be used alone as monotherapy or in combination with other medications, which may or may not include insulin. In addition to meeting glycemic targets, addressing cardiovascular risk factors is another major focus of therapy [20].
Biguanides



At this time, the only biguanide available in the United States is metformin. Unless contraindicated, metformin is the optimal first-line drug [6]. Metformin is available in generic form and also in an extended-release formulation (Glucophage XR). Metformin has been combined with several other medications, including glipizide (Metaglip) and glyburide (Glucovance), as fixed-combination formulations [18].
Mechanism of Action
The primary action of metformin is to reduce glucose production from the liver [18]. Because metformin does not cause the body to make more insulin, it rarely causes hypoglycemia when used alone. A secondary action of metformin is that it increases insulin sensitivity in the muscle and liver tissue [18]. This provides for better utilization of existing insulin. An added benefit of metformin is its favorable effect on blood lipids. This may contribute to cardiovascular risk reduction in some patients with type 2 diabetes. Metformin is excreted by the kidneys and can accumulate in patients with renal dysfunction [18]. Therefore, it may not be an appropriate choice for all patients.
Nursing Implications and Patient Teaching Principles
Minor but common side effects of metformin include gastrointestinal disturbances such as diarrhea, nausea, and abdominal cramping. Taking metformin with meals can reduce these side effects. Although metformin is unlikely to cause hypoglycemia when taken alone, low blood glucose may still occur when it is taken with insulin or sulfonylurea agents.
Serious side effects are very rare and usually occur in those with impaired renal or liver function. Lactic acidosis is the most serious side effect and can be life-threatening, although it is extremely rare. Because the liver is responsible for removing lactate from the system, patients with a history of heavy alcohol abuse and/or binge drinking should not use metformin. It should be used with caution in patients with congestive heart failure, as an exacerbation of this condition can predispose the patient to lactic acidosis. Metformin should also be temporarily withheld when patients undergo any procedure using iodinated contrast dye due to its excretion by the kidneys.

Sulfonylureas



These oral hypoglycemic medications have been widely used to treat type 2 diabetes since the 1950s. In the past, it was estimated that approximately 40% of people with type 2 diabetes were treated with this class of oral medication, although this has changed significantly, as newer drugs have been introduced. Compared with sulfonylureas, metformin as first-line therapy has beneficial effects on A1c, weight, and cardiovascular mortality. There are little systematic data available for other oral agents as initial therapy for type 2 diabetes [6].
Mechanism of Action
Sulfonylureas act primarily by increasing insulin production from the pancreas. They can be further classified as first- or second-generation hypoglycemic agents. The first-generation agent previously used in the United States is chlorpropamide; however, chlorpropamide and acetohexamide have been discontinued, and tolbutamide and tolazamide are no longer recommended treatment options for type 2 diabetes [18]. Although no first-generation sulfonylurea agents are currently used in the United States, it is important to have an understanding of all medications within this category in the rare case a patient presents with a history of having taken one of these agents. Second-generation sulfonylureas include glipizide, glyburide, and glimepiride, among others [6]. They have largely supplanted the use of first-generation sulfonylureas because they have the convenience of once or twice a day dosing and the potential for fewer adverse effects.
Nursing Implications and Patient Teaching Principles
The primary adverse effect associated with the sulfonylureas is hypoglycemia. Nurses should instruct patients with regard to the risk for hypoglycemia while using these drugs as well as on preventive and treatment measures. The elderly are particularly susceptible to hypoglycemic reactions, largely due to the age-related decline in renal function that slows the excretion of these drugs. Another common adverse effect of medications in this class is weight gain. Other, less common side effects include skin reactions and gastrointestinal disturbances.
Patients should be instructed to take their pills daily, at the same time each day. The standard dose of glipizide is taken three times per day to obtain optimal effect; extended-release glipizide and other sulfonylurea agents are taken only once per day.

Nonsulfonylurea Secretagogues



The two agents in this class, also referred to as meglitinide derivatives or glinides, are repaglinide, which is a meglitinide, and nateglinide, which is a D-phenylalanine derivative.
Mechanism of Action
Like the sulfonylureas, the nonsulfonylurea secretagogues lower blood glucose by stimulating insulin release from the pancreas. In contrast to the sulfonylureas, these agents are rapidly absorbed and eliminated, with a half-life of approximately 1 to 1.5 hours [18]. When the secretagogue is taken just before meals, the amount of insulin released from the pancreas increases during and just after a meal, mimicking the normal islet cell response to eating. Because of their rapid elimination, these secretagogues do not cause the beta cells of the pancreas to continuously release insulin for long periods of time. Therefore, patients treated with these medications have less risk of hypoglycemia than those treated with sulfonylureas.
Nursing Implications and Patient Teaching Principles
As with the sulfonylureas, adverse effects associated with repaglinide include hypoglycemia and weight gain. However, hypoglycemic episodes related to the use of nonsulfonylurea secretagogues are less frequent and less serious. Other side effects include upper respiratory infection, headache, and inflammation of the nasal and sinus tissue.
Patients taking this agent should be instructed to take their pills 15 to 30 minutes prior to each meal. The number of doses taken is determined by the number of meals eaten. For example, if a meal is missed, the corresponding dose of medication is skipped. Conversely, a dose is added when an extra meal or large snack is taken.

Thiazolidinediones



Often described as insulin sensitizers, examples of thiazolidinediones (TZDs) include pioglitazone and rosiglitazone [6]. The first drug in this group, troglitazone, was removed from the market because it was shown to cause serious liver problems in a small number of people [88].
Mechanism of Action
Medications in this class improve the body's ability to use insulin. Insulin action is enhanced by "opening up" the insulin receptors in the liver and skeletal tissues. When this occurs, insulin resistance is reversed and the body is able to utilize circulating insulin more effectively. A secondary action of the insulin sensitizers is that they decrease the production and release of glucose from the liver. Because these agents are not hypoglycemic agents, they will not generally lower blood glucose to levels below normal. When used in combination with insulin or sulfonylureas, the potential for hypoglycemia exists [18].
Nursing Implications and Patient Teaching Principles
In general, the insulin-sensitizing agents are well tolerated by patients. Occasional minor side effects may include headache, dizziness, and edema. A much more serious, but still uncommon, adverse effect of these medications is the elevation of liver enzymes leading to severe hepatocellular injury. Although hepatic injury may be reversible, cases resulting in liver transplantation and/or death have occurred in patients who used troglitazone, a thiazolidinedione medication that has been taken off the market. Pioglitazone and rosiglitazone are associated with a higher level of safety in this regard. Chances of drug-related liver complications can be reduced with proper monitoring. TZDs should not be used in those patients with alanine transaminase values of more than 2.5 times the upper limit [89]. Liver function tests are periodically monitored throughout therapy and should be obtained for all patients at the first symptoms suggestive of liver dysfunction, such as nausea, vomiting, abdominal pain, anorexia, or dark urine [18,88].
In 2006, results from A Diabetes Outcome and Progression Trial (ADOPT), a large, randomized, double-blind, parallel group study, indicated that women taking rosiglitazone had a higher risk for fractures (9.30%) compared to those taking either metformin (5.08%) or glyburide (3.47%). Women taking rosiglitazone were reported to have more fractures of the humerus, hand, and foot. The researchers noted that this increase was not evident in spine or hip fractures or in male patients [90].
Rosiglitazone has been associated with increased risk for angina, myocardial infarction, fluid retention, and worsening of heart failure. The risk for heart attack appears to be higher for those who took rosiglitazone with insulin or nitrates [88]. Therefore, most people who take insulin or nitrates should not take this medication. Furthermore, rosiglitazone is contraindicated in people with heart failure [18,91,92]. In 2007, the FDA concluded that the boxed warning on both rosiglitazone and pioglitazone should be strengthened [93]. In 2010, the FDA issued a Risk Evaluation and Mitigation Strategy (REMS) that severely restricted the use and availability of rosiglitazone. The agency eliminated this REMS and its prescribing and dispensing restriction in 2016; however, despite the restrictions being lifted, the use of rosiglitazone remains very low, and some combination products have been discontinued [94,95,96,97]. In addition to choosing alternative medications for patients with heart failure, patients who use a TZD should be closely monitored for signs and symptoms of heart failure.

Alpha-Glucosidase Inhibitors



Acarbose and miglitol are the medications in this class, which are often described as "starch blockers."
Mechanism of Action
Alpha-glucosidase inhibitors (AGIs) work by slowing the digestion of carbohydrate in the small intestine [18]. This results in decreased postprandial blood glucose levels due to delayed absorption of sugars and starches into the bloodstream.
Nursing Implications and Patient Teaching Principles
Gastrointestinal disturbances are commonly related to the use of starch blockers. These include flatulence, diarrhea, and abdominal pain [88]. In many cases, these side effects are dose-related, are self-limiting with continued use, and may be avoided by starting with low dosages and gradually increasing as tolerated.
Patients should be instructed that pills be taken with the first bite of each main meal [88]. While these drugs alone do not cause hypoglycemia, special instructions should be given to patients who use them in combination with sulfonylureas or insulin. In these cases, patients may encounter a delayed response when trying to treat hypoglycemia caused by other drugs. Because the absorption rate of sucrose is drastically reduced with the administration of AGIs, prolonged hypoglycemia can result when conventional sucrose-containing treatments are administered. In cases when medications causing hypoglycemia are used in combination with an AGI, patients should be given specific instructions on how to treat hypoglycemia. Effective treatment consists of taking three to four glucose tablets, one tube of glucose gel, or 10 to 12 ounces of skim milk.

Incretin Mimetics



Recently, there has been a flurry of activity in the development and use of incretin-based therapies for the treatment of type 2 diabetes. As discussed, the two incretin hormones are GLP-1 and GIP. The first FDA-approved incretin mimetic was exenatide, sold under the trade name Byetta or Bydureon (extended-release). Exenatide is available in prefilled injection pens and as a kit containing 2 mg of the drug and a diluent [98,99]. Exenatide injection has been approved for use as monotherapy in the treatment of type 2 diabetes, although it is commonly used in combination therapy.
Since the approval of exenatide, additional GLP-1 receptor agonists have been approved by the FDA for the treatment of diabetes, including dulaglutide and liraglutide [18]. Liraglutide is a daily injection, while dulaglutide is administered weekly [18,100,101]. As with exenatide, these drugs are approved for monotherapy or as an addition to an existing regimen [18]. However, dulaglutide and liraglutide are considered second-line therapies. Another GLP-1 receptor agonist, lixisenatide, received FDA approval in July 2016 [18]. In 2019, the FDA approved semaglutide (Rybelsus), the first oral GLP-1 agent for type 2 diabetes [102]. It is not recommended as first-line therapy and is contraindicated in patients with type 1 diabetes or diabetic ketoacidosis. [102].
GLP-1 receptor agonists, with or without metformin based on glycemic needs, are an appropriate initial therapy for individuals with type 2 diabetes who are either with or at high risk for atherosclerotic cardiovascular disease, heart failure, and/or chronic kidney disease. Among these patients, GLP-1 receptor agonists have demonstrated cardiovascular disease benefit. A GLP-1 receptor agonist is preferred to insulin, when possible, in patients with type 2 diabetes. If insulin is used, combination therapy with a GLP-1 receptor agonist is recommended for greater efficacy and durability of treatment effect [6].
Mechanism of Action
These medications mimic the action of the incretin hormones GLP-1 and GIP, leading to an increase in insulin secretion from the pancreas. An additional beneficial effect is delayed gastric emptying, which increases satiety and promotes weight loss.
Nursing Implications and Patient Teaching Principles
The recommended initial dosage for the exenatide pen preparation is 5 mcg twice daily within one hour prior to a meal [18]. The recommended dosage for the 2-mg kit is once every seven days (weekly); it can be administered at any time of day, with or without meals [18]. Exenatide is not labeled for use with insulin and should not be used in patients with a history or high risk of pancreatitis. If liraglutide is prescribed, the initial dose is 0.6 mg subcutaneously once daily for one week, after which it is increased to 1.2 mg once daily [18]. The dose may be increased to 1.8 mg once daily if optimal glycemic response not achieved with 1.2 mg per day [18].
The recommended dosage for semaglutide is 3 mg once daily for 30 days. This dosage is intended for treatment initiation, not for effective glycemic control. After 30 days on the 3-mg dose, increase to 7 mg once daily. Dose may be increased to 14 mg once daily if additional glycemic control is needed after 30 days on the 7-mg dose. Semaglutide should be taken at least 30 minutes before the first food, beverage, or other oral medications of the day and with no more than 4 ounces of plain water [18]. If a dose is missed, the missed dose should be skipped, and the next dose taken the following day [18,103].
The initial dose of dulaglutide is 0.75–1.5 mg once weekly. It should be administered on the same day each week.
In 2013, the FDA began investigating unpublished new findings by a group of researchers that suggest an increased risk of pancreatitis and pancreatic duct metaplasia in patients with type 2 diabetes treated with incretin mimetics, including exenatide and liraglutide, among others [104]. The most common side effects are nausea, vomiting, and diarrhea. Hypoglycemia can occur if used in conjunction with a sulfonylurea [105]. The medications also contain black-box warnings due to an increased risk for thyroid C-cell tumors [18]. As the incretin mimetics are administered subcutaneously (with the exception of semaglutide oral tablets), patient education regarding proper injection technique, use of the injection pens, and disposal of used pens may be necessary.

Gliptins



Also known as dipeptidyl peptidase-4 (DPP-4) inhibitors or incretin enhancers, medications in this group include sitagliptin, saxagliptin, linagliptin, and alogliptin [6].
Mechanism of Action
DPP-4 is an enzyme that rapidly inactivates the incretin hormones. By inhibiting DPP-4, gliptins prolong active incretin levels, allowing for increased insulin action following the post-meal rise in blood glucose. Unlike incretin mimetics, gliptins do not slow gastric emptying or produce satiety and weight loss [106].
Nursing Implications and Patient Teaching Principles
The gliptins are oral agents taken once a day, with or without food. They are unlikely to cause hypoglycemia because they do not work well when blood glucose is low. Combination therapy with insulin has not been studied, but gliptins may be used with other oral antidiabetic agents. The most common side effects are upper respiratory infection, urinary tract infection, and headache [107,108,109].

Amylin Analog



Pramlintide acetate is an analog of the human hormone, amylin. It is an injection to be used with mealtime insulin in people with either type 1 or type 2 diabetes.
Mechanism of Action
Like insulin, amylin is a hormone produced from the beta cells of the pancreas and works with insulin to regulate glucose control. Beta cell destruction can result in deficiencies of both of these hormones. As a synthetic version of amylin, pramlintide acetate functions similarly to the native hormone, working in partnership with insulin to control blood glucose. Amylin also slows gastric emptying, decreasing appetite and promoting weight loss. Additionally, amylin suppresses glucagon secretion, leading to decreased post-prandial concentration in the blood [18].
Nursing Implications and Patient Teaching Principles
Pramlintide acetate (Symlin) is to be injected before meals. When used with insulin, pramlintide acetate has been associated with an increased risk for severe insulin-induced hypoglycemia, especially in patients with type 1 diabetes. This usually occurs within three hours of injection [18,110]. Therefore, appropriate patient selection, careful patient education, and insulin dose adjustments are essential. Patients who have hypoglycemic unawareness, poor compliance with blood glucose monitoring, or a history of severe hypoglycemia should not be considered for use of this drug. Patients who use pramlintide acetate should be instructed to monitor pre- and post-meal blood glucose frequently and to reduce their pre-meal short acting insulin by 50% when starting the medication [18,110]. Other common side effects of pramlintide acetate are nausea, vomiting, decreased appetite, and swelling or itching at the injection site.

Sodium-Glucose Co-Transporter 2 Inhibitors



Canagliflozin, the first in the new class of diabetes medications referred to as sodium-glucose co-transporter 2 (SGLT2) inhibitors, was approved by the FDA in 2013 [18,111]. Two additional agents, dapagliflozin, and empagliflozin were approved in 2014 [18,112,113]. Ertugliflozin was approved in 2017, and bexagliflozin was approved in 2023 [18,114]. These oral medications are taken each morning.
Mechanism of Action
These agents act by inhibiting SGLT2 in the proximal renal tubules, which reduces reabsorption of filtered glucose from the tubular lumen and lowers the renal threshold for glucose. SGLT2 is the main site of filtered glucose reabsorption, and reduction of filtered glucose reabsorption and lowering the renal threshold result in increased urinary excretion of glucose and improved plasma glucose concentrations [18].
Nursing Implications and Patient Teaching Principles
The recommended initial dose of canagliflozin is 100 mg once daily prior to the first meal of the day [18,111]. The dose may be increased up to 300 mg per day, unless the patient has impaired renal function [18]. Dapagliflozin is dosed at 5 mg/day but may be increased to a maximum of 10 mg/day [18,112]. The initial dose of empagliflozin is 10 mg/day, but this may be increased up to 25 mg/day for optimal glycemic control [18,113]. Ertugliflozin is initially dosed at 5 mg once daily but may be increased to 15 mg once daily after 4 to 12 weeks [18]. The daily dose of bexagliflozin is 20 mg [18]. All five agents are approved for use with diet and exercise to improve the control of type 2 diabetes in adult patients. They have been studied for use as monotherapy and in combination with other antidiabetics, including metformin, sulfonylureas, pioglitazone, and insulin [111]. The most common side effects associated with SGLT2 inhibitors are vulvovaginal candidiasis and urinary tract infection [18,111]. In 2018, the FDA issued a warning about rare but serious necrotizing fasciitis of the perineum associated with SGLT2 inhibitor therapy [115].

Dopamine Agonists



First approved by the FDA in 2009, only one medication, bromocriptine, in the class of dopamine agonists is approved for the treatment of type 2 diabetes.
Mechanism of Action
Bromocriptine mesylate is a novel formulation of bromocriptine that targets neuroendocrine patterns associated with insulin resistance. As a dopamine D2 receptor agonist, this medication activates dopamine receptors, affecting the circadian clock and its influence on glucose metabolism, insulin resistance, and perhaps cardiovascular pathology [116].
Nursing Implications and Patient Teaching Principles
Bromocriptine mesylate is started at a dose of 0.8 mg orally once daily and increased at weekly intervals in 0.8-mg increments, as tolerated. The usual effective dosage is 1.6–4.8 mg once daily (maximum: 4.8 mg/day). Bromocriptine is quick acting and should be taken within two hours of waking. It should also be taken with food to minimize gastrointestinal effects [18].
Possible adverse effects include nausea, fatigue, rhinitis, headache, and dizziness. These are most likely to occur during initial titration and lasted a median of 14 days in clinical trials [6]. Bromocriptine does not cause hypoglycemia and is not recommended for patients with psychosis or syncopal migraines [6].

Combination Therapy



With the introduction of new antidiabetic medications, several possible combinations of medications may now be used to treat type 2 diabetes. Combination therapy may include the concurrent use of two or more oral agents, the use of insulin with one or more oral agents, or the use of insulin with pramlintide acetate. The chief benefit of combination therapy is improved glycemic control due to the additive effect of multiple agents acting via different mechanisms. Traditional recommendations have been to use stepwise addition of medications to metformin to maintain A1c at target. The advantage of this is to provide a clear assessment of the positive and negative effects of new drugs and to reduce potential side effects and expense. However, there are data to support initial combination therapy for more rapid attainment of glycemic goals and later combination therapy for longer durability of glycemic effect [6].
Not every possible combination has been adequately studied at this time. Some frequently used and/or well-studied combinations are:
      
	Sulfonylurea with metformin
	Sulfonylurea with insulin
	Sulfonylurea with an alpha-glucosidase inhibitor
	TZD with metformin
	TZD with sulfonylurea
	TZD with insulin
	Metformin with gliptin
	Metformin with an SGLT2 inhibitor




INSULIN



Insulin injection therapy was introduced as a treatment for diabetes in 1922. The major adverse effect of insulin therapy is hypoglycemia, and nearly all persons who inject insulin will experience hypoglycemia at some time. Another common adverse effect of insulin therapy is weight gain.
Hypoglycemia



Usual causes of hypoglycemia include an excessive dosage of insulin, insufficient or delayed food intake to match insulin dosage, and/or too much physical activity in proportion to the amount of insulin taken. Symptoms of hypoglycemia may include any or all of the following [117]:
      
	Shaking
	Sweating
	Weakness or fatigue
	Anxiety or irritability
	Rapid heartbeat
	Headache
	Hunger


Treatment of hypoglycemia consists of immediately ingesting 15–20 grams of fast-acting carbohydrate. Table 10 provides a list of foods that contain this amount of carbohydrate, along with patient instructions for treating and preventing hypoglycemia. Foods with high fat content, such as candy bars, cookies, and ice cream, are not recommended for the treatment of hypoglycemia because the fat will delay absorption of the food and slow down the response to treatment.
Table 10: SAMPLE PATIENT INSTRUCTION SHEET: HYPOGLYCEMIA
	
                WHAT SHOULD I DO IF I HAVE HYPOGLYCEMIA?

                If you feel like your blood sugar is low:
Test your blood; if your blood glucose is less than 70 mg/dL, eat some
                    sugar right away to raise your blood sugar.
If you feel like your blood sugar is low and you cannot test, eat
                    something that contains sugar right away.
Foods to treat low blood sugar are:


                	3 glucose tablets
	½ cup orange juice
	1 cup skim milk
	½ cup regular soda (not sugar-free)
	3 teaspoons or 3 packets of sugar or 5 small sugar cubes
	1 tablespoon of honey or corn syrup
	1 small tube of cake decorating gel
	8–10 hard candies (not sugar-free)
	One small box raisins (2 Tbsp)



                Note: If your blood sugar is less than 50 mg/dL you may need to consume twice as much of the food that is listed.

              
	
                WHAT SHOULD I DO AFTER EATING SUGAR?

                Rest for 10 to 15 minutes to let your body absorb the sugar, then check
                    your blood glucose again.
If your blood glucose is 70 mg/dL or higher, eat a light snack within 30
                    minutes
(½ meat, cheese, or peanut butter sandwich and ½ glass milk). Try to
                    find out what happened:


                	Did you skip a meal or snack?
	Did you eat less than a full meal or snack?
	Did you engage in extra exercise?
	Did you take too much medicine or insulin?



                Eat your regular meals on schedule after treating hypoglycemia.

              
	
                WHAT IF MY BLOOD SUGAR IS STILL LOW AFTER I EAT
                  SUGAR?

                Eat the same amount of food again, and check your blood glucose after 10
                    to 15 minutes.
If your blood sugar is still low after the second dose of sugar, eat the
                    same amount of sugar again and call your physician.
If you cannot reach your physician, have someone take you to the nearest
                    emergency department.


              
	
                WHAT IF I BECOME UNCONSCIOUS OR CANNOT
                  EAT?

                You should receive an injection of glucagon, if available.
Notify your physician after receiving glucagon.
If glucagon is not available and you are unable to recover from an
                    episode of hypoglycemia, someone should immediately call the emergency
                    response department; the dispatcher should be told that you have diabetes and
                    that you are probably having a low blood sugar reaction.


              
	
                HOW CAN I PROTECT MYSELF FROM THE DANGERS OF
                  HYPOGLYCEMIA?

                Wear diabetes identification, such as a bracelet or necklace that states
                    you have diabetes.
Carry diabetes identification in your wallet with your name and the
                    phone number of your physician.
Keep food with you that contains sugar; carry glucose tablets or sugar
                    packets in your purse or wallet.
 Tell your family, friends, co-workers, and exercise partners that you
                    have diabetes; tell them how they can help if you have low blood
                    sugar.


              


Source: [117]


An intramuscular injection of glucagon may be required to treat intractable or severe hypoglycemia in situations when the individual requires assistance. The action of glucagon is to raise blood glucose levels by causing the release of stored glucose from the liver. Blood glucose response usually occurs 5 to 20 minutes after injection. Glucagon is available as an emergency kit that contains the glucagon powder in a vial, along with a diluent-filled syringe and needle. This setup allows for rapid reconstitution of the powder and administration of the dissolved medication. One or more doses may be required to elicit a sufficient response from the patient. When consciousness is regained following administration of glucagon, the individual should be given glucose-containing liquids to restore glycogen stores in the liver and to prevent secondary hypoglycemia. Because nausea and vomiting are the most common side effects of glucagon, the patient should be protected from aspiration if convulsions occur and as consciousness resumes.

Classification of Insulins



Insulin concentrations available in the United States include U100 and U500. However, U100 is used by virtually all patients. U500 insulin is a very concentrated form of insulin that is occasionally used in cases of extreme insulin resistance.
Human insulin and its analogs are the only species of insulin available in the United States today, as the manufacture of beef and pork insulins has been discontinued in this country. Human insulins are manufactured by using recombinant-DNA technology and are preferred over animal-derived insulins as they are less likely to produce antigenic reactions.
Insulin type usually refers to the action time of a particular product. This includes peak effect and duration of action. The currently available types of insulin are rapid-acting, short-acting, intermediate-acting, and long-acting.
Rapid-Acting
Examples of rapid-acting insulins are lispro and aspart. Their distinguishing characteristics are rapid onset, peak, and duration times. Aspart begins working about 5 to 15 minutes after injection, with peak action in one to three hours. The onset of action for lispro is 15 to 30 minutes, and peak effect is experienced in 30 minutes to 2.5 hours. Patients are instructed to inject rapid-acting insulin between 15 minutes and immediately prior to taking a meal. Administering sooner can result in profound hypoglycemia.
The major advantage to using rapid-acting insulin is that its action time parallels the action time for most meals. Therefore, when administered at the time that the person begins eating, it will lower blood glucose at the same time that food raises it. In addition, the short duration time means that its action is gone before the next meal begins. This means that less time is spent at high levels and there is less chance of hypoglycemia related to the overlapping build-up with longer-acting insulins.
For patients with diabetes, rapid-acting insulin offers the advantage of greater flexibility in meal and activity planning. Because the injection may be taken as a meal is begun, the user does not have to worry about unexpected delays that could occur during the wait period advised when regular insulin is used. Another advantage is that fewer episodes of nocturnal hypoglycemia are experienced by persons using rapid-acting insulin because the dinnertime dose will normally be out of the system by bedtime.
Short-Acting
Also known as "regular" insulin, this is a clear insulin that is generally used to cover increases in blood glucose associated with the main meals. Onset of action is from 30 minutes to one hour after injection, with peak levels occurring in two to three hours. Persons using regular insulin are instructed to administer a dose between 30 to 45 minutes prior to the meal.
A newer option is inhaled regular insulin administered prior to each meal [118]. In patients who have never taken insulin, the starting dose is 4 units at each meal. However, for persons who have been previously taking injected insulin, the number of units should be calculated based on previous mealtime doses [18]. Inhaled regular insulin carries a black-box warning that acute bronchospasm has been observed in individuals with asthma or chronic obstructive pulmonary disease, and it should not be used in these patients [18,119].
Intermediate-Acting
Neutral protamine Hagedorn (NPH) insulin is a cloudy suspension containing protamine and zinc to prolong the duration of action. Onset of action is one to two hours after administration, with peak action occurring in 4 to 12 hours. Intermediate-acting insulin may remain in the body for up to 24 hours after administration [18]. This type of insulin is frequently mixed with regular insulin and given twice a day.
Long-Acting
Insulin glargine, insulin detemir, and insulin degludec are newer long-acting insulins, providing benefits over their predecessor, Humulin U. The benefit of these agents is their "peakless" action over a 24-hour period, providing a basal pattern of insulin with a lower risk for hypoglycemia. They may be prescribed for once- or twice-daily dosing [18]. Because insulins glargine, detemir, and degludec provide only basal insulin coverage, they are usually used in combination with other insulin preparations or oral agents that will provide mealtime coverage. These insulins cannot be mixed in the same syringe with other insulins [18]. Because glargine is clear insulin with an action profile much different from the rapid- and short-acting insulins, it is dispensed in a vial that is longer and narrower to avoid administration errors. Insulin degludec should not be administered IV or IM or in an insulin infusion pump and should not be used if the solution is viscous or cloudy. The onset of action for both glargine and detemir is about three to eight hours after administration. The onset of action for degludec is about one hour [18].
Fixed Combination
Premixed insulins are available in combinations such as 70% NPH and 30% regular (70/30) and 75% intermediate-acting with 25% rapid-acting (75/25) [6]. Premixed formulas offer convenience to patients and are especially helpful to those who lack the visual, manual, or cognitive skills to mix insulin themselves. The convenience of these formulas sacrifice the potential for optimal blood glucose control, however, as there is less opportunity for flexible dosing based on need. Fixed ratio insulins are usually administered twice a day.

Insulin Administration Guidelines



The most commonly used devices for insulin delivery include disposable syringes, insulin pens, and insulin pumps.
Syringes
Disposable plastic syringes are available in several sizes, including 1 cc, 0.5 cc, and 0.3 cc. The 0.5 cc size may be used for dosages of 50 units or less, while the 0.3 cc syringe has the capacity for doses equal to or less than 30 units. Smaller syringes offer several advantages. The major benefit is increased accuracy and reliability when delivering smaller doses because wider line markings are easier to see. Patients should be cautioned to check dosage lines carefully when changing syringes, as some use a scale of one-unit increments while others use a scale of two-unit increments.
Needles of newer syringes are designed for greater comfort to the user. Needles are sharper and thinner than ever before, and they are specially lubricated for comfort. Furthermore, some syringes have shorter needles, which many people find more comfortable. Patients and nurses should keep in mind that changing needle depth could change the rate of insulin absorption. Therefore, patients should consult with their healthcare provider before changing needle length and should monitor blood glucose levels carefully during this time.
The reuse of syringes is a controversial issue. Manufacturers of disposable syringes recommend single use only, while the ADA neither advocates nor prohibits this practice. Reusing needles may benefit some patients financially while helping to reduce medical waste. Recommendations for syringe reuse are intended for people who self-inject and who are capable of safely recapping a needle after each use. People who have poor personal hygiene, are acutely ill, have open wounds on the hands, or have decreased resistance to infection should not reuse their syringes. The ADA provides the following guidelines related to syringe reuse [120,121]:
      
	Store the syringe at room temperature.
	Recap the needle after each use.
	Replace the syringe when the needle becomes dull or bent or has come into contact with anything other than the skin.
	Inspect the skin around injection sites periodically for signs of infection.
	Do not cleanse the needle with alcohol; this disrupts the silicone coating intended to make injection more comfortable.


Administration Procedures
The ADA guidelines for preparing a dose of insulin include ensuring that the hands and injection site are clean and that the cap of the insulin vial is wiped with alcohol prior to dosing. When using cloudy insulins, the vial should be gently rolled between the palms of the hands to resuspend the insulin. Injecting an amount of air into each vial that is equal to the dose of insulin is recommended to avoid creating a vacuum within the vial. When mixing two types of insulin in one syringe, the clear insulin should be drawn first. Air bubbles should be eliminated from the syringe to ensure that an accurate dose is administered [120].
Injection sites for insulin include the subcutaneous tissue of the upper arm, the anterior and lateral aspects of the thigh, the buttocks, and the abdomen, excluding a circle of two-inch diameter around the naval. Site selection will influence the absorption rate of the insulin. Absorption rates are fastest at the abdomen, followed by the arms, thighs, and buttocks. Therefore, it is suggested that the rotation of insulin injection sites should take place within the same anatomical area. For example, more consistent blood glucose levels may be achieved by using the abdominal site for all morning injections and the thighs for all evening injections.
Insulin injections are made into the subcutaneous tissue. Routine aspiration for blood prior to injecting the insulin is not necessary. The angle of the needle during injection should be individualized to avoid intramuscular injection. For most people, a subcutaneous injection can be achieved by grasping a fold of skin and injecting at a 90-degree angle. For those who are especially thin, the tissue should be lightly pinched and an injection angle of 45 degrees should be used [120].

Other Considerations



Insulin Storage
The ADA recommends following the manufacturers' guidelines for storage of insulin vials currently in use. The patient should always have a spare bottle of insulin available. Vials of insulin that are not in current use should be stored in the refrigerator. Stored in this manner, they should remain potent until the expiration date [120].
Prefilled Syringes
Prefilled syringes are stable for up to 30 days when stored in the refrigerator. This may be beneficial to those who are sight-impaired or do not have the manual dexterity to fill their own syringes. In these cases, family members, friends, and other caregivers may prefill the syringes on a periodic basis. If possible, syringes prefilled with a cloudy insulin should be stored in a vertical position with the needle pointed up to avoid clumping of suspended insulins in the needle. Prefilled syringes should be gently rolled between the palms prior to injection to warm the refrigerated insulin and to resuspend insulin particles [120].

Alternative Methods of Insulin Delivery



Insulin Pens
Disposable pens and refillable cartridge-type pens are available. Disposable pens are thrown away when empty, while empty cartridges are replaced in the refillable types. These devices allow the patient to dial the recommended dose of insulin and inject using standard technique. Screw-on disposable needles are available for both types of pens. Advantages of insulin pens are the convenience of portability and not having to fill a syringe from a vial. This benefits active people, working people, travelers, and those who do not have the manual dexterity to fill a syringe from a vial. Manufacturer instructions for some types of pens state that in-use (opened) pens should not be stored in the refrigerator. Patients should be referred to individual manufacturer instructions for proper insulin pen storage. Insulin pen aids should be considered for people with dexterity issues or vision impairment [6].
Newer generation insulin pens are reusable injector pens that come with an intuitive smartphone app to help people with diabetes better manage insulin delivery. This smart system calculates and tracks doses and provides helpful reminders, alerts, and reports. Smart insulin pens come either as an add-on to a regular insulin pen or as a reusable form that uses prefilled cartridges instead of vials or disposable pens [122].
Insulin Pumps
Insulin pumps, also referred to as continuous subcutaneous insulin infusion devices, have been available in the United States for more than 40 years [6]. They are the mainstay for management of type 1 diabetes. Insulin pumps are small, battery-operated microcomputers that resemble a standard pager device in size and appearance. Usually worn on the belt, the pump is connected via a small plastic tube to a subcutaneous catheter inserted through the skin into fatty tissue. The pump is programmed to deliver either a continuous infusion of insulin 24 hours a day, known as the "basal dose," or as a surge, known as the "bolus dose." For the bolus dose, the user programs the pump to deliver a bolus infusion of insulin appropriate to the amount of carbohydrate to be ingested [122].
In 2016, the FDA approved the first automated insulin delivery device for individuals 14 years of age and older with type 1 diabetes [123]. The MiniMed 670G, manufactured by Medtronic, is a hybrid closed-looped system that automatically monitors glucose and provides appropriate basal insulin doses. It measures glucose levels every five minutes and automatically administers or withholds insulin, depending on the level of glucose measured. The system includes a sensor that attaches to the user's body; an insulin pump that is strapped to the body; and an infusion patch that is connected to the pump with a catheter that delivers the insulin. The device requires little to no input from the user [123]. Medtronic's newest iteration, the MiniMed 780G system, tracks glucose levels via a smartphone and automatically delivers correction doses of insulin every five minutes [125].
A major advantage of insulin pumps is the opportunity for tight blood glucose control. This is possible because insulin delivery becomes very similar to the normal physiologic pattern. Pumps also offer the benefit of a more normal lifestyle, allowing users more flexibility with meal and activity patterns.
The ADA provides guidelines for the selection of patients appropriate for pump use [6,126]. Candidates should be highly motivated to take a great deal of responsibility for the care of their diabetes on a day-to-day basis. This includes the ability to count carbohydrate grams, to calculate appropriate bolus dosing, to make adjustments for varying activity patterns, and to monitor blood glucose four to seven times per day.
Adaptive Equipment
Several products are available for people with diabetes who are visually impaired or have other functional limitations. Many of these devices are available in local pharmacies that stock diabetes supplies. Others may be mail-ordered or located through the Internet. An annual resource guide is published in Diabetes Forecast, a magazine for people with diabetes that may be located on the Internet or through the ADA. Local chapters of the Braille Institute can also be contacted for assistance in locating adaptive equipment for the visually impaired. Briefly, some of the more commonly used assistive devices are:
      
	Syringe magnifiers that enlarge the measure marks on the barrel of a syringe
	Needle guides to help direct the needle into the vial stopper
	Vial stabilizers, which can be mounted on a stable surface to hold the vial in place during needle insertion
	Insertion aids used to hide the needle from view for those who are needle-phobic or to add bulk to the syringe for those who are unable to hold a fine syringe
	Dose-measuring devices that assist the visually impaired person to draw the recommended amount of insulin into a syringe
	Talking blood glucose meters, which produce audible test results and have tactile guides for test strip insertion



Case Study: Insulin Administration for the Visually Impaired Person with Diabetes



Patient R is a man, 49 years of age, with a 21-year history of type 1
          diabetes. He is blind and lives alone without significant support from family or others.
          He also suffers from diabetic nephropathy and undergoes outpatient dialysis three times a
          week. He has been receiving home health nursing services for more than three years to
          assist with diabetes management.
Although Patient R has expressed appreciation for the support provided by the nurses, he is also resentful of their ongoing presence in his life. He longs for more privacy and more control over his own life and asks if there is any way that he can live more independently while maintaining his medical safety. The home health agency sends a nurse with strong diabetes management skills to Patient R's home to assess his potential for increased independence in the management of his diabetes.
Discussion
In her functional assessment, the nurse learns that, with adequate lighting, Patient R is able to see well enough to read a few words of large print with a magnifying glass. Other significant findings from a comprehensive needs assessment reveals that Patient R is able to:
      
	Verbalize the correct dose and time of insulin injections
	Inject insulin from a prefilled syringe safely and correctly
	Perform the basic manual steps of blood glucose testing
	Interpret blood glucose monitoring results as being high or low
	Verbalize the correct action to take for hypoglycemia
	Verbalize appropriate management of hyperglycemic emergencies


With these abilities in mind, the nurse is able to begin formulating a plan for Patient R. Although he demonstrates the cognitive and manual abilities needed for self-care, his severe visual limitations must be addressed before he is considered safe to manage these tasks on his own.
One area of challenge for Patient R is related to measuring the insulin dose in the syringe. The nurse's initial approach is to observe the patient while he draws an insulin dose using syringes with the largest increment markings available. Because Patient R is on insulin doses of less than 30 units, he is able to practice using a 0.3-cc syringe. Not surprisingly, he is unable to see these syringe markings well enough to draw an accurate dose. Next, the nurse has Patient R try the same syringe using a magnifier. Even with this adaptive aid, he is still unable to consistently draw an accurate dose. The nurse concludes that it will be necessary to make arrangements for the patient's syringes to be prefilled by a sighted person and stored in the refrigerator for later use.
The nurse then considers the type and amount of insulin that Patient R is using. As a matter of convenience, he is using premixed 70/30 insulin, receiving 14 units in the morning and 7 units in the evening. Because he would be injecting different doses of insulin in the morning and evening, it is necessary to ensure that Patient R is able to distinguish between the two differently dosed prefilled syringes. This is accomplished using two glass jars, dissimilar in size and shape, to store the prefilled syringes. Each jar is then labeled in large letters using a bold black marking pen as "MORN" and "EVE." The nurse avoids using the abbreviations "am" and "pm" because of their similarity. She then works with Patient R on a plan to place a predetermined number of prefilled syringes in each jar, with the capped needles facing upward. The patient shows her where and how the syringes should be stored in the refrigerator to maximize his ease of use and minimize potential error.
Patient R's needs assessment has already determined that he is well versed in insulin administration practices. Therefore, the nurse has only to review those techniques with him and verify his competence by having him give a return demonstration. Part of her review includes reminding him to roll the prefilled insulin syringe gently between his palms prior to injection. She also verifies his ability to select the appropriate dose from the jars in the refrigerator and to select an appropriate injection site. She suggests an injection technique of gently placing the needle on the skin before inserting it, rather than using the conventional dart-like approach. This allows him better control over the site of injection.
The next challenge for Patient R is related to blood glucose monitoring. Although he has a meter that he is comfortable using, he is unable to read the results display accurately. The nurse discusses with him the possibility of trying a talking meter. The patient expresses that, because he is already familiar with his current meter, he would prefer to continue using it with a display magnifier if possible. The problem he perceives, however, is that the magnifying glass he is currently using is not sufficient for this procedure. To address this challenge, the nurse refers Patient R to the local chapter of the Braille Institute. Here, specialists are available to supply him with a prescription magnifier that is adaptable for use with his current meter. After receiving this device, the nurse works with the patient to ensure that he is able to accurately read the results displayed on his meter.
Although Patient R initiated these changes in his care because he desired more independence, the transition period is a time of anxiety on his part. After three years of having the security of a nursing visit twice a day, Patient R begins to question his ability to manage safely with less frequent nursing contacts. His concern is validated by the fact that he lives alone and does not have a significant other. It is important at this point to work with the patient and his physician on a plan for future nursing service that would ensure his safety while affording him the independence that he desires. Because he is socially isolated, it is agreed that Patient R should have face-to-face contact with medical personnel once a day. It is determined that outpatient dialysis appointments would meet this need for three days of each week. For the remaining four days of the week, a nurse would visit him at home. The purpose of these visits would be to perform a skilled assessment of the patient's current status and to ensure his medical safety on a daily basis. These nursing visits would include a review of Patient R's blood glucose results using the memory function of his meter. Syringes would be prefilled as needed. Periodically, the nurse would observe the patient performing his self-care procedures to ensure that changes in his functional ability had not occurred. The nursing service would continue to be available to Patient R 24 hours a day by telephone, with additional nursing visits made as needed. A medical social worker is involved in providing the patient with community resources and helping him obtain a diabetes identification bracelet.
This case demonstrates a problem-solving approach to diabetes self-management that promotes the independence of a visually impaired person with diabetes. While issues of medical safety are always paramount, other factors should be considered when developing a plan of care for the visually impaired patient. These factors include the patient's willingness and ability to become more independent, his baseline knowledge, and experience of diabetes self-care and resources available. In the case of Patient R, a safe and viable plan was developed that resulted in greater independence and promoted his sense of well-being.


ACTIVITY AND EXERCISE



Physical activity is considered an important component of any diabetes management program. The primary benefit of exercise to people with diabetes is that it has been found to increase glucose utilization by the tissues, thereby lowering blood glucose concentration [6,127]. In some people with type 2 diabetes, a regular program of physical activity can increase insulin sensitivity to the degree that medications can be reduced or discontinued. Because people with diabetes are at increased risk for heart disease, exercise has the added benefit of its favorable effect on cardiovascular status. The benefits of regular exercise to people with diabetes can be summarized as [127]:
    
	Improved insulin sensitivity
	Reduction in body fat and weight
	Reduction in incidence of cardiac disease
	Improved lipid profile
	Increase in high-density lipoproteins
	Improved control of hypertension
	Improved self-esteem
	Reduced psychologic stress


The ADA, along with other authorities, recommends at least 150 minutes of moderate intensity aerobic exercise per week [127,128]. Because reduction in insulin resistance from a single bout of exercise lasts for 24 to 72 hours afterward, there should be no more than two consecutive days without aerobic activity [127]. Research also supports resistance training as an effective exercise for people with diabetes, leading to better glucose control and less insulin resistance among adults with type 2 diabetes [127,129].
It is important to inform patients that assuming a more active lifestyle does not necessarily mean that they must adopt a structured exercise program. Experts advocate the benefits of incorporating moderate-intensity exercise into everyday activities. For example, making it a habit to use stairs instead of an elevator on a regular basis contributes to a more active lifestyle with cardiovascular benefits. Likewise, keeping active by doing such routine tasks as walking the dog, raking leaves, or washing the car can also be beneficial. It is suggested that, if done in increments lasting at least 10 minutes per session, with an accumulation of 30 minutes or more per day, these types of activities per day can increase overall health and fitness [128].
Precautions



Although physical activity can provide health benefits to a variety of patients, it does carry some potential health risks for people with diabetes, although the risk varies. For adults with type 2 diabetes, the risk of adverse events from low-to-moderate-intensity activity is low. Because no current evidence suggests that any screening protocol beyond usual diabetes care reduces the risk of exercise-induced adverse events in asymptomatic individuals, the ADA states that pre-exercise clearance is unnecessary, except for individuals who plan to increase exercise intensity or who meet higher-risk criteria. These individuals may benefit from pre-exercise checkup and possible exercise stress test. Routine stress testing is not recommended [127]. To ensure a safe and effective exercise regimen, most adults with diabetes may benefit from working with an exercise physiologist or certified fitness professional proficient in diabetes knowledge.
Patients who use insulin or sulfonylureas are at risk for hypoglycemia during or after exercise if proper adjustments are not made. This is due to the effect that exercise has on lowering blood glucose. People who use meal planning alone to control their diabetes are not generally at risk for experiencing exercise-induced hypoglycemia.
Several factors influence the blood glucose response to exercise, including the timing, amount, and intensity of the exercise. Patients at risk for hypoglycemia are advised to carefully monitor their blood glucose before and after exercise to determine their response to a particular activity. Adjustments to medications and/or food intake can then be made prior to exercise based upon these findings.
The risk for exercise-related hypoglycemia can be reduced if the patient follows a consistent pattern of activity, occurring at about the same time every day and of similar intensity. The following instructions to patients will help minimize the risk for developing exercise-induced hypoglycemia:
      
	Monitor blood glucose before and after activity.
	Be consistent in the timing of insulin injections and activity.
	Take a pre-exercise snack if blood glucose is less than 100 mg/dL.
	Carry a fast-acting carbohydrate while exercising.
	Wear diabetes identification.
	Exercise with someone who knows how to recognize and treat hypoglycemia.
	If using insulin, learn to safely make adjustments in dose before exercising.


General recommendations for people with diabetes who exercise include:
      
	Use appropriate footwear: athletic shoes with silica gel or air midsoles and socks of polyester or cotton-polyester blend to prevent blisters.
	Monitor feet closely before and after exercise for injury.
	Ensure proper hydration. Drink adequate and appropriate fluid two hours before exercise and consume enough fluid during exercise to compensate for losses.
	Avoid exercising in extremely hot or cold conditions.



Special Considerations



Although most people with diabetes can derive some benefit from exercise, several risk factors may modify their activity plan. The nurse should consult with the physician before discussing an activity plan with patients having any of the identified comorbidities.
Cardiovascular Disease
Silent angina is more common in people with diabetes than the general population. Risk factors include age older than 35 years and diabetes of greater than 10 to 15 years duration. The physician may order a graded exercise test to detect the presence of heart disease before prescribing an exercise program to diabetic patients.
Peripheral Vascular Disease
Patients with this condition, whether of venous or arterial origin, should avoid exercise that may traumatize the foot.
Retinopathy
Patients with proliferative retinopathy should avoid high-resistance exercise, such as lifting heavy weights. They should also avoid activities that produce the Valsalva maneuver and those that require lowering the head below the waist.
Peripheral Neuropathy
Patients with peripheral neuropathy should avoid weight-bearing exercise that can cause orthopedic stress to the foot. They should also avoid activities that may cause mechanical trauma to the skin of the lower extremities. Such activities include prolonged walking, jogging, or step exercises. Recommended exercises for those with peripheral neuropathy may include swimming, bicycling, and chair exercises [127].
Exercise and the Elderly
Elderly people without significant physical limitations can generally participate in the same types of activity as younger people, as long as it is approved by the physician and is modified to meet the needs of the individual. For seniors who are currently sedentary, it is recommended that they add a few minutes of increased activity each day and gradually build up to an accumulated 30 minutes of physical activity. For those without significant functional limitations, this may include light housework and short walks. For seniors who are already moderately active, appropriate exercise may include a paced walking program, low-impact aerobics, or swimming. As with younger people, elderly patients require education about the risks and benefits of exercise and instruction on prevention and treatment of exercise-induced hypoglycemia.
Activity programs can be designed to meet the needs of elderly people who have varying degrees of physical limitation. For example, for a person who is chair-bound, chair exercises may be appropriate. These may include "marching" in place or repetitively reaching toward the ceiling with the arms. Resistance can be added by holding 6-ounce soup cans or paper plates during the exercises. There are several commercially available videotapes for senior chair exercises that include music and demonstrations.


FOOT CARE



Foot pathology is a common complication of diabetes, and related outcomes frequently include hospitalization, disability, and death. Lower extremity amputation, the most dreaded consequence of diabetic foot disease, will occur in about 20% of individuals with diabetes in their lifetimes. Of those who require below the knee amputation, an estimated 10% will die within two years [130]. In spite of these grim statistics, preventive foot care can significantly reduce the morbidity of diabetic foot disease. Approaches such as patient education, provision of proper footwear, and medical follow up are significant factors in the prevention of foot-related morbidity and mortality in people with diabetes [131,132].
Ulcer Development



Multiple and complex pathologic processes are involved in the development of diabetic foot disease. The presence of three specific conditions, peripheral sensory neuropathy, vascular disease, and immune deficiency related to elevated blood glucose, is implicated in the majority of cases. These risk factors make the diabetic foot more vulnerable to mechanical stresses that can lead to skin breakdown and poor healing [133]. Diabetic foot amputations are often precipitated by minor preventable foot trauma, such as a blister from poorly fitting shoes or inappropriate care of toenails. If sensory neuropathy is present, the patient may not perceive that an injury has occurred. When the neuropathic wound is complicated by vascular disease, serious problems with wound healing may result. The environment provided by a poorly healing wound then presents significant opportunity for an infectious process to develop. This opportunistic environment can be further complicated by impaired host defenses when blood glucose is elevated.
Although diabetic foot ulcers should always be taken very seriously, proper wound management can heal many foot ulcers. All ulcers should be thoroughly evaluated to determine etiology and course of treatment.

Preventive Foot Care



The value of preventive foot care cannot be overestimated. Preventive care includes daily self-foot exams, proper foot care, proper footwear, and regular foot exams by a healthcare professional.
Daily Self-Foot Exam
Patients should be instructed in how to perform a daily foot exam. A return demonstration should be requested to ensure that the patient is able to reach and see the bottoms of the feet. The self-foot exam includes inspection of the tops, bottoms, and sides of each foot and between the toes. A mirror can be used to see less accessible areas of the foot if necessary. Family members or caregivers may need to be involved. Patients should seek prompt professional advice for any foot problems including corns, calluses, open areas, nail deformities, or cracks and fissures in the skin.
Proper Foot Care
Foot care for people with diabetes includes keeping the feet clean and dry and avoiding trauma to intact skin. Feet should be cleansed daily, but not soaked, and dried well, especially between the toes. Unscented, non-alcohol-based moisturizing lotions are recommended to keep the skin soft and supple. Avoiding lotion between the toes prevents excessive moisture build up that could promote the development of fungal infections.
Trauma to the foot can be avoided by wearing well-fitting protective footwear at all times. People with diabetes should be instructed to check the insides of shoes for foreign objects before putting them on. Feet should be inspected immediately after wearing new shoes for areas of pressure or blisters. Clean, well-fitting socks that do not wrinkle or bind are recommended. Other footwear recommendations include [132]:
      
	Shoes should have flexible soles and padded insoles.
	Shoes should have plenty of toe room.
	Shoe-wearing time should be alternated so that no pair is worn for more than five hours at a time.
	New shoes should never be worn for more than one to two hours at a time, and the foot should be inspected immediately after the shoes are removed.


Clinical Foot Exam
The ADA recommends that people with diabetes receive a thorough clinical foot exam by a qualified healthcare professional at least once a year [6]. Patients with high-risk conditions, such as loss of protective sensation, structural abnormalities of the feet, and compromised vascularity, should have their feet examined at every office visit [6].
The annual clinical foot exam should include sensory testing with a monofilament to detect loss of protective sensation. This is a simple and noninvasive method for identifying feet that are at risk for problems that could lead to amputation [6]. The test is done using a monofilament that resembles the bristle of a hairbrush. The monofilament is pressed onto specific areas on the plantar surface of the feet while the patient has his or her eyes closed. The patient then indicates whether or not the monofilament is felt, indicating the presence or absence of protective sensation. When protective sensation has been lost, there is an increased risk for amputation and the patient should be counseled on the importance of vigilant preventive measures. In some cases, custom-fit shoes are required for those who have lost protective sensation [6].


STRESS MANAGEMENT



Both physical and psychologic stress can influence blood glucose control. Examples of physical stressors include illness, injury, and fatigue. Psychologic stress is commonly manifested by such feelings as anger, worry, fear, and anxiety.
When asked what it feels like to experience stress, most people would respond with descriptions of feeling nervous, sweaty, or shaky, and perhaps experiencing dry mouth, a pounding heart, or "butterflies in the stomach." These common reactions to stress are known as the "fight or flight response," and they reflect the response of the sympathetic nervous system to stress. Hormones released during the sympathetic stress response make diabetes more difficult to control. These hormones include epinephrine, norepinephrine, glucagon, and growth hormone. Another stress hormone, cortisol, plays an important role in diabetes, as it stimulates glucose production by the liver in addition to increasing insulin resistance. In the person with diabetes, this will have the effect of raising blood glucose.
Physical Stress



Physiologic stress, such as concurrent illness, infection, surgery, or trauma, can disrupt homeostasis and lead to loss of blood sugar control in the person with diabetes. All patients with diabetes should be educated with regard to the risks involved during illness. This should include instruction on appropriate sick day management, as previously noted.
While minor illness can usually be managed safely at home through telephone contact with a physician, certain conditions will require the immediate attention of a healthcare provider [6]. These include:
      
	Vomiting or diarrhea for more than six hours
	Difficulty breathing
	If on insulin: Blood glucose greater than 240 mg/dL that is unresponsive to insulin
	If using oral diabetes medications: Blood glucose before meals greater than 240 mg/dL for 24 hours or more
	Moderate or large ketones in the urine
	Change in mental status
	Fever for more than two days



Psychosocial Stress



Psychologic stress in general can also have an undesirable effect on blood glucose control, in many of the same ways as physiologic stress. General psychologic stress can be brought on by significant life events, such as the death of a spouse, changing jobs, or dealing with a loved one's illness. It can also be related to other life factors, such as economic hardship, pressures at work, interpersonal relationships, or family dynamics.
One way of mediating the negative effects of stress on health can be to limit the number or intensity of stressors that one experiences. Because this is not always possible, learning how to cope with stress is another way of curbing its adverse effects upon health.
Certain techniques and behaviors can be encouraged to help the patient cope with stress. Keeping a stress diary may help some patients identify events that can trigger the stress response. Patients can use their blood glucose logs to keep track of stressful events and feelings. Correlating these events and feelings with blood glucose results may help the patient monitor the effect of stress on blood glucose control.
Another suggestion for reducing stress is to help patients prioritize the demands in their lives. By doing this, the person may be able to realize that some things are of less importance and can be given up or delegated to someone else. By doing fewer things, it is more likely that the person can address the more important tasks fully and will experience a greater degree of satisfaction.
Directing stress-related energy toward something more positive is also advocated as a technique for reducing stress. Activities that may effectively reduce feelings of stress include engaging in exercise, hobbies, or other pursuits of interest.
Techniques such as progressive relaxation and guided visual imagery are generally accepted as effective stress-reduction methods. Several audio tapes and books are available that provide scripts for delivering these techniques. Furthermore, many professional therapists utilize these methods, and they should be recommended when the patient does not have the resources for dealing with stress on his or her own.

Diabetes-Related Stress



In addition to the general stressors that most people face, people with diabetes experience specific feelings, frustrations, and emotional struggles that can be directly related to having the disease. This so-called "diabetes-burnout" is believed to be very common. Feelings frequently reported by subjects with diabetes have included guilt or anxiety for not always following the treatment plan and worry about the possibility of serious long-term complications. Other feelings related to having diabetes include helplessness, depression, anger, and being overwhelmed. These difficult feelings about diabetes along with poor coping skills are believed to be among the greatest obstacles to satisfactory self-care [43].
"Diabetes distress" is a term used to describe the psychologic effects (worries and fears) of patients with diabetes. It is distinct from other psychologic disorders [6]. It is associated with poorer health and is most common in those who use insulin [134].



9. CULTURAL ASPECTS OF DIABETES CARE



As society becomes increasingly diverse, nurses are encountering a wide variety of cultural values and perceptions that influence health behavior in individuals and families. Because culture can have a strong influence on a patient's response to nursing interventions, nurses should be continually aware of these influences. While cultural competence is important in all nursing settings, it has special relevance for the diabetes care provider. This is due to the high prevalence of diabetes among such diverse ethnic groups as Hispanics, Native Americans, non-Hispanic Black Americans, and Pacific Islanders.
Cultural competence means being sensitive to differences in the values and beliefs that are shared by the members of an ethnic, cultural, racial, religious, or lifestyle preference of a group. Components of effective transcultural nursing include communication style, use of personal space, eye contact, and understanding of biologic variations. It is important to keep in mind, however, that there can be great variation among individuals within cultures. Therefore, stereotyping and making assumptions about an individual patient's beliefs based solely upon ethnic identification should be avoided.
In most cases, it is not necessary to develop a thorough understanding of each and every culture encountered in diverse healthcare settings. However, a certain degree of cultural competence can and should be developed. The first step in doing this is to recognize that cultural differences do exist. How these variations impact diabetes self-management can be explored in the diabetes needs assessment. This may include a sensitive exploration of the person's healthcare practices and the role of family members. Other culturally impacted areas may include beliefs about illness, diet, the role of the patient in self-care, gender roles, religious rituals, and communication styles.
Dietary preferences, meal preparation practices, and the symbolism of food represent an especially important area for the diabetes healthcare provider. When giving diet instructions, efforts should be made to consider the food preferences of the cultural group. Nutritional resources that are especially designed for members of different cultural groups are available from the ADA and the Academy of Nutrition and Dietetics.
Cultural competence includes recognizing that cultural healthcare practices may differ from one's own beliefs about how an illness should be treated. Furthermore, cultural influences may not always be consistent with healthcare recommendations. This may be especially true with diabetes, as this disease requires significant behavioral adaptations. For example, an Hispanic American woman with diabetes may experience a conflict between her cultural gender role and dietary recommendations made by a healthcare provider. For many Hispanic Americans, a valued role for the woman is to prepare large traditional meals for the family. Americanized versions of many of these traditional foods, however, are high in fat and calories and are not recommended for people with diabetes. Therefore, the woman may experience a conflict between her cultural values and those of the mainstream healthcare system.

10. SUMMARY AND CONCLUSIONS



Nursing competencies related to teaching diabetes self-management have been the focus of this continuing education course. A comprehensive set of examples that can be utilized by nurses in a variety of clinical practice settings has been presented.
Diabetes disease management has been discussed in terms of four cornerstones of care: nutrition, medications, activity, and stress management. These have been presented along with related aspects of blood glucose control and monitoring. A detailed discussion of the diabetes disease process has included the acute and chronic complications of the disease and the clinical aspects of care. This clinical overview has been provided to establish a solid clinical foundation for teaching patients diabetes self-management skills.
Equally important to the clinical aspects of diabetes care, the vital role of the nurse as teacher has been addressed. In a holistic approach to diabetes care, the principles of adult learning have been presented. In this context, nurses can present clinical knowledge to patients in a way that will empower them to become informed decision-makers.
To complete the holistic approach to diabetes care, this course has addressed such frequently encountered psychosocial issues as coping, self-efficacy, readiness to change, and stress. The aim has been to provide information that will help nurses link the clinical competencies of diabetes care with psychosocial interventions. When coupled with sensitivity toward individual and cultural characteristics, this approach to the patient will enable the nurse to provide diabetes care that encompasses the needs of the total person.

11. RESOURCES



Academy of Nutrition and Dietetics
1-800-877-1600

        https://www.eatright.org
      

American Association of Diabetes Care and Education
          Specialists
1-800-338-3633

        https://www.diabeteseducator.org
      

American Diabetes Association
1-800-342-2383

        https://www.diabetes.org
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