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Abbreviations Used

• PWD = people or person with diabetes

• T1D = type 1 diabetes

• T2D = type 2 diabetes

• ADA SOC = American Diabetes Association Standards of Care

• Post-prandial = generally, 2-4 hours after food consumption

• Fasting = no food or calorie intake for at least 8 hours

• SMBG = self-monitoring of blood glucose

• DSMES = diabetes self-management education and support

• MNT = Medical Nutrition Therapy; only can be provided and billed by 
registered dietitian nutritionists
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Learning Objectives

1. Describe the recent changes to the ADA Standards of Care in Diabetes 
– 2024

2. Discuss how to avoid therapeutic inertia when treating obesity and 
using measures outside of BMI

3. Describe how to effectively incorporate behavioral and lifestyle 
considerations into treatment plans for adults with type 1 or type 2 
diabetes (via cases)

4. Describe the use of the 5As in the implementation of a behavior 
change conversation

Introduction to Case 1
45-year-old female, CJ, with long-history of type 2 diabetes, requiring insulin for 10+ 
years

Busy working mom with 3 kids and a spouse. Self-identifies as Mexican American 
and states that cultural foods are very important to her.

Taking metformin (1000mg twice daily), 15 units of aspart with each meal (3x/day), 
plus 100 units of glargine, daily. 

Initial A1C 10.5%. BMI 29.5. 

Eats 4-5 flour tortillas per meal, three times per day, sometimes with beans, meat, 
eggs, and/or vegetables. Also eats Mexican rice (about 1 C) 2-3 times per week.

Rarely eats fruit. 

Avoids juices, soda, and alcohol.

No physical activity outside of work as a fruit packer (40+ hours per week).

Introduction to Case 2

Upon meeting, KT explains she just moved to the area after finishing grad 
school. She is 30 years old.

Works full-time as information technology director for a large tech company. 
Works long hours (sometimes more than 55 hrs per week), mostly sitting in 
front of a computer or in meetings. 

She is single and lives alone. She was diagnosed with type 1 diabetes at the age 
of 18.  She currently uses an insulin pump with CGM and has a total daily dose 
of 65 units per day. Her insulin to carb ratio is 1 unit per every 10 grams of carbs.

She is 5’5” and weighs 162 lbs. BMI 27. Weight has been stable for several years. 
Most recent A1C was 8.7%. 

KT is sedentary and dislikes sports/exercise – she’s held this view “since she was 
a kid” and prefers to do gaming on her PS5, watch TikTok, or read a good fantasy 
novel in her spare time.
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https://diabetesjournals.org/care/issue/4
7/Supplement_1

https://diabetesjournals.org/clinical/issue
/41/1

How well do we meet
recommendations for activity and
eating?
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https://diabetesjournals.org/care/issue/47/Supplement_1
https://diabetesjournals.org/clinical/issue/41/1
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Are your patients getting 
diabetes self-management 
education and support (DSMES)?
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Lifestyle 
Frameworks 

Copyright © 2024 American Diabetes 

Association. All rights reserved.

From: 4. Comprehensive 

Medical Evaluation and 

Assessment of 

Comorbidities: Standards 

of Care in Diabetes—2024 

Diabetes Care. 

2023;47(Supplement_1):S52-S76. 

doi:10.2337/dc24-S004

Decision cycle for person-centered 

glycemic management in type 2 

diabetes. Adapted from Davies et al. 

(294). BGM, blood glucose monitoring; 

BP, blood pressure; CGM, continuous 

glucose monitoring; CKD, chronic 

kidney disease; CVD, atherosclerotic 

cardiovascular disease; DSMES, 

diabetes self-management education 

and support; HF, heart failure.

Figure Legend:

Group vs. Individual Education for DSMES
5.1 Strongly encourage all people with diabetes to participate in diabetes self-
management education and support (DSMES) to facilitate informed decision-making, 
self-care behaviors, problem-solving, and active collaboration with the health care 
team. A

5.4 DSMES should be culturally sensitive and responsive to individual preferences, 
needs, and values and may be offered in group or individual settings. A Such 
education and support should be documented and made available to members of 
the entire diabetes care team. E

5.5 Consider offering DSMES via telehealth and/or digital interventions to address 
barriers to access and improve satisfaction. B

• Group-based education interventions are more effective than usual care

• Interventions facilitated by a single discipline, multidisciplinary teams or health 
professionals with peer supporters resulted in improved outcomes in HbA1c when 
compared with peer-led interventions.

Diabetes Care 2024;47(Supplement_1):S77–S110. https://doi.org/10.2337/dc24-S005
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Evidence-based Meal Patterns for 
Persons with or at risk for Diabetes
Alison B. Evert, Michelle Dennison, Christopher D. Gardner, W. Timothy Garvey, Ka Hei Karen Lau, 
Janice MacLeod, Joanna Mitri, Raquel F. Pereira, Kelly Rawlings, Shamera Robinson, Laura Saslow, 
Sacha Uelmen, Patricia B. Urbanski, William S. Yancy; Nutrition Therapy for Adults With Diabetes or 
Prediabetes: A Consensus Report. Diabetes Care 1 May 2019; 42 (5): 731–754. 
https://doi.org/10.2337/dci19-0014

Eating Patterns and Diabetes-related Effects
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What is “low carb”?

Alison B. Evert, et al. Nutrition Therapy for Adults With Diabetes or Prediabetes: A Consensus Report. Diabetes Care. 1 May 
2019; 42 (5): 731–754. https://doi.org/10.2337/dci19-0014

Weight Loss Guidelines and Overcoming 
Therapeutic Inertia
▪Significant weight loss can be attained with lifestyle programs that 

achieve a 500–750 kcal/day energy deficit
▪ Approx. 1,200–1,500 kcal/day for women and 1,500–1,800 kcal/day for men

▪ The specific type of meal plan can vary

▪Regardless of the eating pattern used, long-term follow-up and support 
from the diabetes care team are needed to optimize self-efficacy and 
maintain behavioral changes.

8.18 To prevent therapeutic inertia, for those not reaching goals, reevaluate 
weight management therapies and intensify treatment with additional 
approaches (e.g., metabolic surgery, additional pharmacologic agents, and 
structured lifestyle management programs). A
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Nutrition, Physical Activity, and Behavioral 
Therapy Recommendations
8.7 Nutrition, physical activity, and behavioral therapy to achieve and maintain ≥5% 
weight loss are recommended for people with type 2 diabetes and overweight or 
obesity. B
8.8a Interventions including high frequency of counseling (≥16 sessions in 6 months) 
with focus on nutrition changes, physical activity, and behavioral strategies to achieve a 
500–750 kcal/day energy deficit have been shown to be beneficial for weight loss and 
should be considered when available. A

8.8b Consider structured programs delivering behavioral counseling (face-to-face or remote) to address 
barriers to access. E

8.9 Nutrition recommendations should be individualized to the person’s preferences 
and nutritional needs. Use nutritional plans that create an energy deficit, regardless of 
macronutrient composition, to achieve weight loss. A
8.10 When developing a plan of care, consider systemic, structural, and socioeconomic 
factors that may impact nutrition patterns and food choices, such as food insecurity and 
hunger, access to healthful food options, cultural circumstances, and other social 
determinants of health. C

Diabetes Care 2024;47(Supplement_1):S145–S157. https://doi.org/10.2337/dc24-S008

8.11a For those who achieve weight loss goals, long-term (≥1 year) weight 
maintenance programs are recommended, when available. Effective programs 
provide monthly contact and support, recommend ongoing monitoring of body 
weight (weekly or more frequently) and other self-monitoring strategies, and 
encourage regular physical activity (200–300 min/week). A

8.11b For those who achieve weight loss goals, continue to monitor progress 
periodically, provide ongoing support, and recommend continuing adopted 
interventions to maintain goals long term. E

8.12 When short-term nutrition intervention using structured, very-low-calorie 
meals (800–1,000 kcal/day) is considered, it should be prescribed to carefully 
selected individuals by trained practitioners in medical settings with close 
monitoring. Long-term, comprehensive weight maintenance strategies and 
counseling should be integrated to maintain weight loss. B

8.13 Nutritional supplements have not been shown to be effective for weight 
loss and are not recommended. A

Eight‐year weight losses with an intensive 
lifestyle intervention: The look AHEAD study

Obesity. Volume 22, Issue 1, pages 5-13, 11 JAN 2014 DOI: 10.1002/oby.20662
http://onlinelibrary.wiley.com/doi/10.1002/oby.20662/full

Figure 2

Figure 3.

Approximately 50% of intensive lifestyle intervention participants 
lost ≥5% and 27% lost ≥10% of their initial body weight at 8 years.
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▪Look AHEAD confirmed feasibility of achieving and 
maintaining long-term weight loss in PW T2D
▪ Intensive lifestyle intervention (ILI)group had mean weight loss was 

4.7% at 8 years
▪ Approx. 50% of ILI participants lost and maintained ≥5% of their initial body 

weight
▪ 27% lost and maintained ≥10% of their initial body weight at 8 years

▪ Required fewer glucose-, blood pressure-, and lipid-lowering medications 
than standard care group

▪Secondary analyses of Look AHEAD trial and other large CV outcome 
studies document additional weight loss benefits in people with 
type 2 diabetes (e.g., improved mobility, physical/sexual function, 
and health-related quality of life)

▪We are encouraged to engage in 
person-centered collaborative 
care
➢shared decision-making in treatment 

plan selection; 
➢facilitation of obtaining medical, 

behavioral, psychosocial, and technology 
resources as needed; and 

➢shared monitoring of agreed-upon 
treatment plans and behavioral goals 
➢Based on behavioral change theories

26

• Obesity is a chronic, often relapsing disease 
with numerous metabolic, physical, and 
psychosocial complications, including a 
substantially increased risk for type 2 diabetes

• Strong and consistent evidence shows obesity 
management can delay progression from 
prediabetes to T2D and is highly beneficial in 
treating type 2 diabetes

• In PW T2D and overweight or obesity, modest 
weight loss improves glycemia and reduces 
need for glucose-lowering medications

• Larger weight loss substantially reduces A1C 
and fasting glucose and may promote 
sustained diabetes remission

• Metabolic surgery (average >20% of wt loss), 
strongly improves glycemia
• often leads to remission of diabetes, improved 

quality of life, improved cardiovascular outcomes, 
and reduced mortality
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8.1 Use person-centered, nonjudgmental language that fosters collaboration 
between individuals and health care professionals, including person-first 
language (e.g., “person with obesity” rather than “obese person” and “person 
with diabetes” rather than “diabetic person”). E

8.2a To support the diagnosis of obesity, measure height and weight to 
calculate BMI and perform additional measurements of body fat distribution, 
like waist circumference, waist-to-hip ratio, and/or waist-to-height ratio. E 

8.2b Monitor obesity-related anthropometric measurements at least annually 
to inform treatment considerations. E 

8.3 Accommodations should be made to provide privacy during 
anthropometric measurements. E 

8.4 In people with type 2 diabetes and overweight or obesity, weight 
management should represent a primary goal of treatment along with 
glycemic management. A

8.5 People with diabetes and overweight or obesity may benefit from any 
magnitude of weight loss. Weight loss of 3–7% of baseline weight improves 
glycemia and other intermediate cardiovascular risk factors. A Sustained loss of 
>10% of body weight usually confers greater benefits, including disease-
modifying effects and possible remission of type 2 diabetes, and may improve 
long-term cardiovascular outcomes and mortality. B 

8.6 Individualize initial treatment approaches for obesity (i.e., lifestyle and 
nutritional therapy, pharmacologic agents, or metabolic surgery) A based on 
the person’s medical history, life circumstances, preferences, and motivation. C  
Consider combining treatment approaches if appropriate. E

Pharmacotherapy Recommendations for Obesity 
and Weight Management
8.14 Whenever possible, minimize medications for comorbid conditions that are 
associated with weight gain. E

8.15 When choosing glucose-lowering medications for people with type 2 diabetes and 
overweight or obesity, prioritize medications with beneficial effect on weight. B

8.16 Obesity pharmacotherapy should be considered for people with diabetes and 
overweight or obesity along with lifestyle changes. Potential benefits and risks must be 
considered. A

8.17 In people with diabetes and overweight or obesity, the preferred pharmacotherapy 
should be a glucagon-like peptide 1 receptor agonist or dual glucose-dependent 
insulinotropic polypeptide and glucagon-like peptide 1 receptor agonist with greater 
weight loss efficacy (i.e., semaglutide or tirzepatide), especially considering their added 
weight-independent benefits (e.g., glycemic and cardiometabolic). A

8.18 To prevent therapeutic inertia, for those not reaching goals, reevaluate weight 
management therapies and intensify treatment with additional approaches (e.g., 
metabolic surgery, additional pharmacologic agents, and structured lifestyle 
management programs). A
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Copyright © 2024 American Diabetes Association. All rights reserved.

From: 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2024 

Diabetes Care. 

2023;47(Supplement_1):S111-

S125. doi:10.2337/dc24-S006 

Person and disease factors used to determine optimal glycemic targets. Characteristics and predicaments toward the left justi fy more 

stringent efforts to lower A1C; those toward the right suggest less stringent efforts. A1C 7% = 53 mmol/mol. Adapted with permission from 

Inzucchi et al. (36).

Figure Legend:

The 5As

1. Ask (seek permission and explore readiness to change)

2. Assess (related risks and root causes of health issue at hand)

3. Advise (inform your patient of your medical opinion on their 
situation/health concerns – explain their health risks and treatment 
options)

4. Agree (collaborate with your patient to set goals and agree upon a 
course of action)

5. Assist/Arrange (discuss options for next steps, help your patient 
work out referral needs, anticipate barriers, etc)

https://obesitycanada.ca/5as-adult/

Avoid Liquid Carbs
• Sugar-Sweetened Beverages (SSB)

• Cola, other regular, non-diet soda 
pop products

• 100% or other juices, “juice 
drinks”, SunnyD, Kool-aid, sweet 
tea, cocoa, flavored coffee 
drinks, horchata, etc.

• Minimal digestion required, esp. if 
taken on empty stomach ➔ rapid 
rise in blood glucose

• Can be useful for correcting 
hypoglycemia (more on this later), 
but not for everyday consumption

39

8 oz (Short) Peppermint Hot 
Chocolate

230 calories, 31g carbohydrate, 
6g fat

12 oz (Tall) Cappuccino 100 calories, 10g carbohydrate, 
4g fat

12 oz (Tall) Carmel Macchiato 190 calories, 26g carbohydrate, 
6g fat

16 oz (Grande) Pike Place® Roast 
(black)

5 calories, 0 carbohydrate, 0g 
fat

16 oz (Grande) Toasted White 
Chocolate Mocha Frappuccino® 
Blended Beverage

420 calories, 65g carbohydrate, 
16g fat

16 oz (Grande) Espresso 
Frappuccino® Blended Beverage

210  calories, 43g 
carbohydrate, 2.5g fat
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Thank you –
Questions?
kearly@pnwu.edu
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