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Managing type 2 diabetes 
in Black patients

By Adeola Akindana, MSN, RN, CDE and Chioma Ogunedo, MSN, BEd, RN, FNP

he prevalence of diabetes mellitus has skyrocketed to pandemic proportions 
worldwide. These patients pose an array of challenges to healthcare providers, 
and it is often diffi cult to manage them successfully. The ability to control a 

patient’s blood glucose and other health indicators, such as BP and lipid profi le, is crucial 
to delaying or minimizing complications, including blindness, kidney failure, loss of 
limbs, stroke, and sometimes death. It is well known that Black patients are affected 
disproportionately by diabetes. This population is 1.8 times more likely to develop dia-
betes as compared to non-Hispanic Whites and suffers far more complications associ-
ated with poor glycemic control.1,2 It is therefore imperative that healthcare providers 
develop the necessary skills to address the needs of Black patients with diabetes and to 
minimize negative outcomes.

T
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Abstract: Despite many novel treatments available for 

managing type 2 diabetes mellitus, Black patients continue to 

disproportionately suffer complications associated with poor glycemic 

control. This article describes a comprehensive approach to managing 

diabetes mellitus in these patients while addressing cultural nuances 

that may be barriers to positive outcomes.
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■  Defi nition and etiology

Diabetes mellitus is a chronic disease requiring lifelong 
management to prevent or delay complications that can 
have devastating consequences if poorly controlled. Diabe-
tes mellitus can be defi ned as a group of diseases marked by 
high levels of blood glucose resulting from inadequte  insulin 
production, insulin action, or both, and can lead to serious 
complications and even premature death.1,3,4 

According to the American Diabetes Association (ADA), 
diabetes is classifi ed into four categories.1,3 Type 1 diabetes 
mellitus usually results from beta-cell destruction, causing 
an absolute insulin deficiency and failure paired with a 
lifetime dependency on exogenous insulin. Type 2 diabetes 
mellitus is far more common, representing 90% to 95% of 

the individuals with diabetes, and is the result of a progres-
sive insulin secretory defect and a buildup of insulin 
 resistance.3

When patients develop insulin resistance, the cells with-
in the liver, muscles, and fat tissue cannot use insulin appro-
priately, thereby over-tasking the beta cells, which are then 
unable to make suffi cient insulin over time. Another catego-
ry of diabetes known as gestational diabetes mellitus occurs 
during pregnancy. This type of diabetes is diagnosed in preg-
nant women who have not been established as having diabe-
tes prior to pregnancy. The recommendation is to establish 
presence of disease early during the fi rst trimester in expect-
ing mothers with risk factors that confi rm if they have undi-
agnosed type 2 diabetes mellitus. Lastly, other less common 
types of diabetes include latent autoimmune diabetes in 
adults, maturity-onset diabetes of youth, and specifi c types 
of diabetes resulting from a genetic defect in insulin action, 
disease of the exocrine pancreas, or can be induced by drugs 
or chemicals.1,3,4

■  Prevalence of diabetes, its 

complications, and fi nancial implications

The number of individuals diagnosed with diabetes mellitus 
continues to increase in the United States. The latest num-
bers from the CDC report that 29.1 million (or 9.3%) of the 
U.S. population has diabetes mellitus.3 About 21.0 million 
are diagnosed with the disease, while another 8.1 (or 27.8%) 
have diabetes mellitus but are yet to be diagnosed.3 
 Approximately 4.9 million (or 18.7%) of Black patients over 

age 20 have diagnosed and undiagnosed diabetes, with 
13.2% already diagnosed with the disease, second only to 
American Indians and Alaskan Natives.1,3,4 Black patients 
tend to suffer more from poor glycemic control, and the 
prevalence of avoidable complications often related to poor 
glycemic control in this population is astounding and often 
devastating. Black patients are 50% more likely to develop 
diabetic retinopathy leading to blindness, are 2.6 to 5.6 times 
more likely to have kidney disease, and are 2.7 times more 
likely to suffer lower-limb amputations.1

The estimated cost of diabetes mellitus continues to in-
crease. According to the ADA report on estimated economic 
burden of diagnosed diabetes mellitus in the United States, 
as of 2012, the cost of managing and treating diabetes was 

estimated at $245 billion of which $176 
billion went to direct costs and another 
$69 billion went to indirect costs, such 
as disability, work loss, and premature 
death.3,5 Though there is no clear demar-
cation as to cost for caring for patients 
with type 1 diabetes mellitus as com-
pared to patients with type 2 diabetes, 

90% to 95% of patients have type 2 diabetes mellitus, as this 
is the far more common type of diabetes and contributes 
signifi cantly to the cost of managing diagnosed diabetes.

■  Treatment plan

Treating diabetes mellitus in any patient requires a multi-
faceted approach. Providers should not depend on one 
single approach in order to be successful in managing dia-
betes. A multifaceted approach includes:
•  Lifestyle and behavioral changes: Comprehensive care 

should include lifestyle and behavioral changes, such as 
increased physical activity, healthy eating, and weight 
control.

•  Pharmacologic therapy: Oral pharmacologic therapy and/
or insulin regimen may be required to achieve glycemic 
control. Drug therapy should be adjusted in a timely 
manner if the patient is not achieving his or her desired 
blood glucose target.

•  Diabetes self-management education (DSME) training: 
DSME is identifi ed as a critical element of care for all 
patients with diabetes and necessary to improve patient 
outcomes. There is evidence that DSME can equip adults 
with basic knowledge to manage their diabetes while 
focusing on self-identifi ed problems and goals. An ex-
pected outcome of DSME is for the patient to develop 
appropriate diabetes management knowledge and skills 
and improving glycemic control that could potentially 
lead to a decrease in diabetes-related complications and 
premature death.

DSME is identifi ed as a critical element 

of care for all patients with diabetes and 

necessary to improve patient outcomes.
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Discussing the importance and benefits of lifestyle 
changes with patients is very important, as this may help 
with glycemic control and improve health outcomes. This 
should be done with cultural humility, taking into consid-
eration how the patient views him or herself within their 
cultural group. Cultural humility is when a provider checks 
the imbalances that exist within the dynamic of provider-
patient communication and allows providers to fi nd com-
monalities with their patients.6 Addressing these types of 
issues will enable the provider to become familiar with 
cultural differences in families, health beliefs, and be exposed 
to patterns of practice that might either enhance or under-
mine good diabetes management in the patient.6

Other aspects of lifestyle changes should include increas-
ing physical activity and consumption of healthy food choic-
es. In a landmark Diabetes Prevention Program study, it was 
found that modest lifestyle modifi cation, physical activity, and 
modest weight loss of 5% to 7% help prevent or delay new 
diagnoses of diabetes.7-9 Huffman and Vaccaro found that 
physical activity can improve health outcomes in individuals 
with type 2 diabetes mellitus as well, and such activity is said 
to improve insulin sensitivity, reduce insulin requirement, and 
help improve glucose tolerance.10,11 Healthy eating and under-
standing the impact of food on glycemic control has also been 
identifi ed as a very critical part of managing diabetes. There 
is evidence that healthy eating can help improve glycemic 
control and lipid profi le, maintain BP within range, and pro-
mote weight loss and maintenance.12

Medications play a signifi cant part in management of 
diabetes mellitus and glycemic control. The ADA recom-
mends starting monotherapy with metformin in addition 
to lifestyle changes in order to achieve A1c goals.12 How-
ever, if this is not achieved within 3 months, it is important 
to move the patient along the continuum of care to a two-
drug combination therapy (within the following 3 months) 
or to a three-drug combination therapy (3 to 6 months 
thereafter) if goal is still not being achieved.1,12 Adhering to 
this timing and not delaying therapy are critical to reducing 
patient exposure to a persistent hyperglycemic state, which 
can in turn lead to poor outcomes and risk of long-term 
complications. It is important to note that some patients 
may require more complex therapy (insulin) to achieve 
desired goal.1,12

Though not applicable to every Black patient, it is es-
sential for providers to be cognizant that Black patients tend 
to have reservations toward starting on insulin, as this is 
often perceived as the worsening of diabetes. Patient reluc-
tance to begin insulin therapy should be explored and ad-
dressed to alleviate any concerns. In addition, accelerated 
therapy progression should be promoted (if required) for 
the patient to achieve euglycemia. As the provider, it is 

 important to abate the fear of insulin use early in the process. 
Helping patients understand that diabetes mellitus is a pro-
gressive disease by nature, whereby patients with type 2 
diabetes mellitus may eventually require insulin, will in-
crease adherence and decrease resistance to insulin therapy 
if and when it is indicated.1 Providers must explain to the 
patient and reassure them that starting insulin should not 
be viewed as a negative step but rather as another option to 
reach glycemic goals and lower the risk of poor outcomes.

Overall, the provider’s choice of treatment should be 
guided following a patient-centered, culturally-congruent 
approach when deciding on pharmacologic agents. When 
selecting pharmacologic therapy for patients in this popula-
tion, considerations should include effi cacy, cost, potential 
adverse reactions, and effects on weight, comorbidities, 
hypoglycemia risk, and patient preferences to increase ad-
herence to therapy.1

■  The role of diabetes educators

Empowering patients to learn diabetes self-management is 
very important to their success. DSME is a critical aspect of 
a patient’s management of diabetes. The role of the diabetes 
educator is to help patients improve diabetes self-care. Re-
ferring patients to a diabetes educator for diabetes education 
in a timely manner will enable the patient to acquire skills 
required for everyday management of their disease.13 This 
can be achieved if the educator helps the patient be knowl-
edgeable of the etiology of his or her disease, what the patient 
can do in order to maintain glycemic control, and how to 
reduce risk of developing short- and long-term complica-
tions. The diabetes educator is in a unique position to help 
patients understand aspects of disease management, includ-
ing: blood glucose monitoring, interpreting the results, 
identifying patterns, carbohydrate counting, taking medica-
tions or use of insulin, importance of physical activity, and 
identifying/treating hypoglycemia. Part of the provider’s 
responsibility is to help the patient identify a diabetes edu-
cator who understands and provides care in a culturally- 
competent manner and makes a referral to a comprehensive, 
recognized program.6

■  Blood glucose monitoring

Monitoring blood glucose is an essential part of diabetes 
treatment. There is need for patients to understand the 
importance of controlling blood glucose and the impact it 
can have in preventing serious complications. The position 
statement on self-monitoring blood glucose (SMBG) by the 
American Association of Diabetes Educators (AADE) re-
ports that when patients understand the benefi ts of SMBG 
on A1c and are trained on interpretation of the results, they 
have fewer negative feelings toward monitoring.14

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.
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SMBG by patients including those not on insulin ther-
apy provides immediate feedback to the patient and allows 
the provider to have a better picture of patient’s response 
to therapy beyond just A1c results.14 By monitoring blood 
glucose, patients can determine whether they are reaching 
their overall treatment goals, understand how diet, exercise, 
and other factors (such as illness or stress) affect their blood 
glucose levels, and be able to identify blood glucose levels 
that are dangerously high or low in a timely manner.14 Al-
though the frequency of SMBG is dependent on the type of 
diabetes and treatment plans, healthcare providers should 
not only make recommendations for SMBG but should 
explicitly instruct the patient on when to perform blood 
glucose testing; they should also provide the patient with 
blood glucose targets that enable them to evaluate if they 
are achieving their blood glucose goals.1

■  Barriers to treatment

Many factors can create barriers for Black patients (espe-
cially socioeconomically) that impact effective diabetes 
management. The average Black household median income 
in 2012 was $33,762 in comparison to $56,565 for non-
Hispanic White households, as a result of managing the 
disease may be more taxing, and the risk of poor diabetes 
management is higher in Black patients.15

Access to healthy foods sometimes proves to be very 
challenging for many Black patients who live in the inner 
cities and lower socioeconomic neighborhoods. According 
to the Food Research and Action Center (...there is lack of 
access to low-cost fresh fruits and vegetables—especially in 
lower income households making less than $24,000 per year; 
therefore, they resort to fast foods and shopping at small 
neighborhood convenience stores where it is not easy to get 
fresh fruits and vegetables.16 Being aware that a lack of access 
can pose a barrier to eating healthy foods, which in turn can 
have negative effects on glycemic control, is a very important 
aspect of overall management of the patient.

Dietary nonadherence due to food choices and indi-
vidual preferences can sometimes become an issue creating 
a barrier to overall control of blood glucose. The foods many 
Black patients tend to eat are high in carbohydrates and fat. 
Patients may need reinforcement of healthy eating educa-
tion, reminders, or even practical demonstration of healthy 
alternatives before diet changes can be made.

The cost of treatment can also be a barrier to optimal 
care. All insurance companies do not pay for diabetes educa-
tion or testing supplies, and even when they do, patients may 
not able to afford copays for their medications and test strips. 
From experience, family members share glucose monitoring 
devices and test strips to help defray the cost of testing. The 
downside to this practice is that the educator or healthcare 

provider is not able to track individual patient results and 
may be misguided with treatment plans. Having patients 
document their own blood glucose readings in a logbook can 
be helpful with treatment management. Patients have also 
reported skimming on medication to make it last; therefore, 
the provider must also address any underlying issues when 
patients are having diffi culty achieving glycemic control.

The issue of patient-provider trust continues to be an issue 
within the Black community. Some Black patients  distrust 
physicians and medications due to past history of incidences 
such as the Tuskegee Syphilis Study (conducted from 1932 
until 1972), which deliberately withheld treatment to study 
participants who were exposed to syphilis, leading to the death 
of many participants from advanced syphilis.17 This has fos-
tered belief that since they were lied to before, they could be 
lied to again.15 The clinician needs to build a level of trust before 
most Black patients can open up and speak openly and hon-
estly about their condition.17 The provider needs to understand 
that the patient may apply what is referred to as protective si-
lence if the patient feels the provider has been intrusive and 
this may require stepping back by the provider to explain the 
purpose of the questioning and its pertinence to the patient’s 
care.17 It is also important for the provider to pay attention to 
both verbal- and nonverbal behaviors and address this obser-
vation in a nonjudgmental and culturally-appropriate way.17

■  Addressing comorbidities

Black patients are more likely to have poorly controlled BP, 
high lipids, and increased incidence of complications, such 
as myocardial infarction, stroke, and kidney failure. Accord-
ing to Saffar and colleagues, there is disparity in the manage-
ment of dyslipidemia in Black patients; Black patients 
 received less than optimal therapy in achieving lipid goals, 
and their treatment is often inferior to other racial groups.18 
Therefore, in addition to standard preventive care to reduce 
the risk of diabetes-related complications, it is important 
that the healthcare provider adequately treat the BP to goal 
and control lipid levels to help reduce the risk of cardiovas-
cular events in this population.

Treatment of hypertension is more challenging to con-
trol in Black patients, and many of these patients may re-
quire combination therapy to achieve their ideal goals. It 
is important for providers to work with the patient to 
achieve desired goals. The International Society on Hyper-
tension in Blacks (ISHIB) recommends that Black patients 
do not stay on monotherapy for a prolonged period of time 
but to consider combination therapy when the BP is great-
er than 15/10 mm Hg above goal levels to control BP and 
protect against target organ damage.19 According to the 
Eighth Joint National Committee (JNC 8), when initiating 
pharmacologic therapy for hypertension in the general 
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Black population for patients with or without diabetes, but 
with no evidence of chronic kidney disease, it is recom-
mended to start with drugs in the calcium channel blockers, 
or thiazide diuretics class.20 In addition, patients should be 
encouraged to reduce alcohol and sodium intake, increase 
physical activity, and increase consumption of fruits and 
vegetables. There should also be a discussion on importance 
of modest weight loss and smoking cessation to reduce 
comorbidities in these patients.21

■  Synthesis of evidence

There are varying levels of evidence that support the various 
assertions above for patients with diabetes; however, this 
should be applied with even more prudence for Black pa-
tients, as they are disproportionately and negatively im-
pacted by complications associated with poorly controlled 
diabetes. Diabetes self-management is graded as Level B 
evidence by the ADA indicating that there is supportive 
evidence to the benefits of DSME from well-conducted 
cohort studies and meta-analysis of cohort studies.22

There is evidence supporting meeting the desired goal 
of BP less than 130/80 in patients with type 2 diabetes mel-
litus. This conclusion is based on research results that ad-
dressed clinical outcomes using some method of scientifi c 
investigation. Research shows that achieving the goal sys-
tolic BP (SBP) less than 135 mm Hg reduces the risk of 
mortality and nephropathy in patients with type 2 diabetes, 
while achieving an SBP less than 130 mm Hg additionally 
reduces risk of stroke in these patients. Controlling dia-
stolic BP is equally important with evidence showing a re-
duction in mortality, myocardial infarction, and stroke when 
a diastolic goal of less than 80 mm Hg is achieved.22

Atherogenic cholesterol-containing lipoprotein particles 
(particularly LDLs) have been identifi ed in increasing the 
risk of cardiovascular heart disease and atherosclerotic car-
diovascular disease (ASCVD).23 Controlling lipid levels in 

patients with diabetes mellitus, especially low-density lipo-
protein cholesterol (LDL-C) levels even has a higher level 
of evidence.

It is worth noting that the American College of Cardiol-
ogy (ACC) and the American Heart Association (AHA) no 
longer recommend for or against specifi c LDL-C or non-
HDL-C targets for primary or secondary prevention of 
ASCVD due to inadequate evidence from randomized trials 
to use only LDL-C or HDL-C to decide treatment goals.23 
Rather, the “2013 ACC/AHA guideline on the treatment of 
blood cholesterol to reduce ASCVD risk in adults” was based 
on systematic review evidence from high-quality random-
ized trials recommending who should get therapy and at 
what intensity.23 Patients with diabetes were one of the four 
groups recommended for statin therapy, and statins are 
considered benefi cial for patients with diabetes between 40 
and 75 years of age with LDL-C 70-189 mg/dL.23 A tool to 
determine appropriateness of therapy and intensity is avail-
able at: tools.cardiosource.org/ASCVD-Risk-Estimator/.

■  Resources for helping Black patients

There are many resources available targeting the Black pop-
ulation with diabetes. These programs can be adapted in 
various settings, such as through church, sororities, com-
munity or nonprofi t organizations, and even support groups 
within a clinical setting. Many of the programs focus on 
continuous support of the patient through education, sto-
rytelling, and sharing experiences of barriers and success 
stories in a culturally appropriate manner. It is imperative 
that providers not only identify patients who are struggling 
with managing or coping with their diabetes but provide 
them with appropriate and culturally sensitive resources and 
tools to help them improve their diabetes outcomes (see 
Summary of available resources).

The ADA has different programs geared toward Black 
patients. The programs include “Choose to Live,” a diabetes 

  Summary of available resources

Name of program Organization or affi liation Description of program

Choose to Live American Diabetes Association Diabetes Awareness program for women age 35-55

Live Empowered American Diabetes Association Awareness to seriousness of diabetes and importance of 

healthy lifestyle choices

Project POWER American Diabetes Association Faith-based program at churches that infuse diabetes 

awareness messages for members

New Beginnings National Diabetes Education 

Program

Storytelling toolkit used to educate patients on 

 management and emotional side of diabetes

AADE7 Self Care 

Behaviors

American Association of 

 Diabetes Educators

Behavioral goals toolkit dealing with healthy eating, 

 being active, monitoring, taking medications, problem 

solving, reducing risks, and healthy coping

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.
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awareness toolkit targeting Black women between the ages 
of 35 and 55; “Live Empowered,” which brings awareness 
to the seriousness of diabetes and importance of healthy 
lifestyle choices; and “Project POWER,” a faith-based 
program that allows churches to infuse diabetes awareness 
messages and provides lessons on healthy living, which 
can improve the health outcomes of its members with 
diabetes.1

The National Diabetes Education Program (NDEP) is 
another program through the CDC that develops cultur-
ally appropriate resources. NDEP has a toolkit called “New 
Beginnings,” which targets Black patients.24 This discussion 
guide uses storytelling to educate patients about their dia-

betes. It deals with topics, such as the emotional side of 
diabetes, how to communicate with the healthcare pro-
vider, healthy coping, and the role of family and spiritual 
belief in managing diabetes.

The key to healthy diabetes management is the patient’s 
behavior toward the disease. Providers should make every 
attempt to assist patients in achieving this goal. The AADE 
behavioral goals toolkit, “AADE7 Self Care Behaviors,” can 
be used in appropriate cultural context to address important 
aspects of managing diabetes, such as healthy eating, being 
active, monitoring, taking medications, problem solving, 
reducing risks, and healthy coping. It also provides short 
but important information of the different topics and 
 provides patients activities to do in order to reinforce the 
message.25,26

Another important aspect of diabetes management in 
Black patients that is often overlooked is importance of 
patient morale, family involvement, and understanding the 
relevance of spiritual beliefs on health decisions. It is im-
portant as the healthcare provider not to neglect addressing 
the family dynamics of the patient and the positive or neg-
ative roles this may play in the patient’s management of 
diabetes. In a study by Chesla and colleagues looking at the 
infl uence of family on the health and health practices in 
Black patients with type 2 diabetes mellitus, it was reported 
that patients repeatedly identifi ed family members as im-
portant to diabetes management.27 The study concluded 
that there is a strong correlation between family support 
and management of diabetes in Black patients followed by 
family beliefs. The patient’s morale is however reported most 

related to family context. The patients reported more depres-
sive symptoms when family members were not supportive.27

■  Moving forward

Diabetes is an ongoing progressive disease that changes 
over time and requires the provider to be vigilant. Being 
adept at addressing not only the patient’s present condition 
but also the progressive nature of the disease will increase 
the patient’s willingness to comply with treatment plans. 
It is important to explain any changes in treatment to the 
patient and to avoid medical jargon along with the use of 
tools, such as “teach back,” which entails asking the patient 
to repeat the instruction in their own words to validate the 

patient’s understanding of new in-
structions. Patient efforts toward self-
effi cacy should be acknowledged, and 
they should continually be encouraged 
to express any concerns and challeng-
es they are facing that may pose a hin-
drance to successfully managing their 
 diabetes.

Understanding cultural nuances and maintaining open 
mindedness when working with Black patients while ac-
knowledging that not all patients have the same beliefs 
provides a holistic, individualistic approach to care. 

REFERENCES

 1.  American Diabetes Association. Treatment and care for African Americans. 
2014. www.diabetes.org/living-with-diabetes/treatment-and-care/
high-risk- populations/treatment-african-americans.html.

 2.  National Diabetes Education Program. The Diabetes Epidemic Among 
Blacks; 2011.

 3.  Centers for Disease Control and Prevention. National diabetes statistics 
report: estimates of diabetes and its burden in the United States, 2014. U.S. 
Department of Health and Human Services, 2014.

 4.  National Diabetes Education Program: The facts about diabetes. A leading 
cause of death in the U.S. 2011. http://ndep.nih.gov/media/fs_gensnapshot.
pdf.

 5.  American Diabetes Association. Economic costs of diabetes in the U.S. in 
2012. Diabetes Care. 2013;36(4):1033-1046. doi:10.2337/dc12-2625.

 6.  American Association of Diabetes Educators Position Statement. Cultural 
sensitivity and diabetes education. The Diabetes Educator. 2012;38:137-141.

 7.  Knowler WC, Barrett-Connor E, Fowler SE, et al. Diabetes Prevention 
Program Research Group. Reduction in the incidence of type 2 diabetes 
with lifestyle intervention or metformin. N Engl J Med. 2002;346(6):
393-403.

 8.  Okeke E. Diabetes care for African Americans, navigating the system. 
Empower Magazine. 2014;4(1). www.empoweryourhealth.org/magazine/
vol4_issue1/Diabetes-Care-for-African-Americans-Navigating-the-Health-
care-System.

 9.  Tuomilehto J, Schwarz P, Lindström J. Long-term benefi ts from lifestyle 
interventions for type 2 diabetes prevention: time to expand the efforts. 
 Diabetes Care. 2011; 34(suppl 2):S210-S214.

10.  Huffman FG, Vaccaro JA. Physical activity, type 2 diabetes, and ethnicity. 
Recent fi ndings and implications. American Journal of Lifestyle Medicine. 
2013;7(2):104-114.

11.  American Association of Diabetes Educators Position Statement: Diabetes 
and physical activity. The Diabetes Educator. 2012;38:129-132.

12.  American Diabetes Association. Standards of medical care in diabetes-2015. 
Diabetes Care. 2015;38 (suppl 1).  http://care.diabetesjournals.org/content/

It is important to explain any changes in 

treatment to the patient, avoid medical 

jargon, and use “teach back” methods.

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.



Managing type 2 diabetes in Black patients

www.tnpj.com The Nurse Practitioner • September 2015  27

suppl/2014/12/23/38.Supplement_1.DC1/January_Supplement_Combined_
Final.6-99.pdf.

13.  American Association of Diabetes Educators. What is diabetes education? 
2014. www.diabeteseducator.org/DiabetesEducation/Defi nitions.html.

14.  The American Association of Diabetes Educators Position Statement. 
Self-monitoring of blood glucose. 2010.

15.  Offi ce of Minority Health. Black profi le. 2014. http://minorityhealth.hhs.
gov/templates/browse.aspx?lvl=2&lvlID=51.

16.  Food Research and Action Center. A half-empty plate: fruit and vegetable 
affordability and access challenges in America. 2011. http://frac.org/pdf/
half_empty_plate_dec2011.pdf.

17.  Grace DL. Overcoming barriers in treating African-Americans. In Do 
Against Diabetes; 2011.

18.  Saffar D, Williams K, Lafata JE, Divine G, Pladevall M. Racial disparities in lipid 
control in patients with diabetes. Am J Manag Care. 2012;18(6):303-311.

19.  Flack JM, Nasser SA, Levy PD. Therapy of hypertension in African 
Americans. Am J Cardiovasc Drugs. 2011;11(2):83-92.

20.  James PA, Oparil S, Carter BL, et al. 2014 evidence-based guideline for the 
management of high blood pressure in adults: report from the panel 
members appointed to the Eighth Joint National Committee (JNC 8). 
JAMA. 2014;311(5):507-520.

21.  World Health Organization. Prevention of cardiovascular disease: guidelines 
for assessment and management of cardiovascular risk. 2007.

22.  In DynaMed [database online]. Diabetes mellitus type 2 in adults. (Updated 
Dec 02, 2014). EBSCO Information Services. http://libproxy.umfl int.
edu:2072/dynamed/detail?vid=22&sid=9499aae6-6b7f-4c79-94e2-f0ede929e
8ec%40sessionmgr111&hid=123&bdata=JnNpdGU9ZHluYW1lZC1saXZlJ
nN jb3BlPXNpdGU%3d#db=dme&AN=113993.

23.  Stone NJ, et al. 2013 ACC/AHA Blood Cholesterol Guideline. 2013. http://
circ.ahajournals.org/content/early/2013/11/11/01.cir.0000437738.63853.
7a.full.pdf.

24.  National Diabetes Program. New Beginnings: A discussion guide for living 
with diabetes. A program of the National Institution of Health and Center for 
Disease Control and Prevention. www.cdc.gov/diabetes/ndep/pdfs/132-new-
beginnings.pdf.

25.  American Association of Diabetes Educators: AADE self-care behaviors 
handouts. 2010. www.diabeteseducator.org/patient-resources/tip-sheets-
and-handouts.

26.  American Association of Diabetes Educators Position Statement: AADE 
7(tm) Self-Care Behaviors. www.diabeteseducator.org/docs/default-source/
legacy-docs/_resources/pdf/publications/self-monitoring_of_blood_glucose_
fi nalversion.pdf?sfvrsn=2.

27.  Chesla CA, Fisher L, Mullan JT, et al. Family and disease management in 
African-American patients with type 2 diabetes. Diabetes Care. 2004;27
(12):2850-2855.

Adeola Akindana is a diabetes education program coordinator/diabetes 
educator: Joslin Diabetes Center Affi liate at Doctors Community Hospital, 
Lanham, Md.

Chioma Ogunedo is a clinical director at Peace and Harmony Homecare, LLC, 
Foxboro, Mass.

The authors and planners have disclosed the following fi nancial relationships 
related to this article: Adeola Akindana is a Member of Task force for New 
Beginnings Discussion Guide by National Diabetes Education Program (NDEP) 
and a Board Member of Directors for AADE.

DOI-10.1097/01.NPR.0000470354.00838.eb

For more than 162 additional continuing education articles related 
to advanced practice nursing topics, go NursingCenter.com/CE.

 INSTRUCTIONS

Managing type 2 diabetes in Black patients

 Earn CE credit online: 
Go to www.nursingcenter.com/CE/NP and receive a 
certifi cate within minutes.

 DISCOUNTS and CUSTOMER SERVICE
  • Send two or more tests in any nursing journal published by Lippincott 

Williams & Wilkins together and deduct $0.95 from the price of each test.

• We also offer CE accounts for hospitals and other healthcare facilities 

on  nursingcenter.com. Call 1-800-787-8985 for details.

 PROVIDER ACCREDITATION
 Lippincott Williams & Wilkins, publisher of The Nurse Practitioner 

journal, will award 2.5 contact hours for this continuing nursing 

education activity. 

  Lippincott Williams & Wilkins is accredited as a provider of continuing 

nursing edu cation by the American Nurses Credentialing Center’s 

Commission on Accreditation.

  This activity is also provider approved by the California 

Board of Registered Nursing, Provider Number CEP 11749 for 2.5 

contact hours. Lippincott Williams & Wilkins is also an approved 

provider of continuing nursing education by the District of Columbia 

and Florida #50-1223. 

  Your certifi cate is valid in all states. 

 TEST INSTRUCTIONS
 • To take the test online, go to our secure website 

at www.nursingcenter.com/ce/NP.

• On the print form, record your answers in the test 

answer section of the CE enrollment form on page 28. 

Each question has only one correct answer. You may 

make copies of these forms.

• Complete the registration information and course 

evaluation. Mail the completed form and registra-

tion fee of $24.95 to: Lippincott Williams & Wilkins, 

CE Group, 74 Brick Blvd., Bldg. 4, Suite 206, Brick, NJ 

08723. We will mail your certifi cate in 4 to 6 weeks. 

For faster service, include a fax number and 

we will fax your certifi cate within 2 business days of 

receiving your enrollment form.

• You will receive your CE certifi cate of earned con-

tact hours and an answer key to review your results.

There is no minimum  passing grade.

• Registration deadline is September 30, 2017.

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.




