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For individuals and families, the diagnosis of diabetes is often overwhelming because of 
related fears, anger, myths, and personal circumstances. Immediate care addresses 
these concerns through listening, providing emotional support, and answering 
questions. DSMES services typically include a series of visits or contacts to address 
clinical, psychosocial, and behavioral needs. 
 
Health care professionals (HCPs) should initiate referrals to and facilitate participation 
in DSMES services at four critical times:  

 
At Diagnosis  
 
Annually and/or When Not Meeting Treatment Targets  
 
When Complicating Factors Develop  
 
When Transitions in Life and Care Occur  
 

Primary care visits for people with diabetes typically occur every three to six months. 
Clinicians can find it challenging to perform all needed assessments and provide 
appropriate patient education during these visits. For this reason, it is important to 
identify and/or partner with established DSMES resources and programs and champion 
new ones to meet these needs.  
 
At a minimum, annual visits for diabetes education are recommended to:  
 

→ Assess all areas of self-management 
 

→ Review behavior change, coping strategies and problem-solving skills  
 

→ Identify strengths and challenges  
 

→ Make needed adjustments in therapy 
 

During routine medical care, HCPs may identify factors that influence diabetes 
treatment and the associated self-management plan. These factors may include 
patients’ limited ability to manage and cope with diabetes complications, other health 
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conditions, medications, physical limitations, emotional needs, and basic living 
requirements. The identification of diabetes complications or other factors that may 
influence self-management should be considered a critical indicator of the need for 
diabetes education that requires immediate attention and adequate resources. 
 
Throughout the life span, changes in age, health status, living situation, and health 
insurance coverage may require reevaluation of diabetes care goals and self-
management needs. DSMES services provide important benefits to patients during such 
life transitions. Providing knowledgeable input into the development of practical and 
realistic self-management and treatment plans can greatly facilitate patients’ 
successful navigation of changing circumstances. 
 
DSMES services should include: 

 
Pathophysiology of diabetes and treatment options 
 
Healthy coping  
 
Healthy eating  
 
Being active  
 
Taking medication 
 
Monitoring  
 
Reducing risk (treating acute and chronic complications) 
 
Problem solving and behavior change strategies  
 

This document will provide action steps, tips for communicating with patients, and 
ways to activate team-based care across the four critical activation points for DSMES. 
 
Important care team members can include: 

• Certified Diabetes Care and Education Specialists (CDCESs)  
Work closely with patients and their family members/ caregivers to answer 
questions, address initial concerns and provide support and referrals to needed 
resources. They are well positioned to provide tailored diabetes education and 
support for individuals living with diabetes. 
 

• Registered Dietitian Nutritionists (RDNs) 
Work closely with patients and their family members/ caregivers to answer 
questions, address initial concerns and provide support and referrals to needed 
resources.  
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Registered dietitian nutritionists (RDNs) provide individualized medical nutrition 
therapy (MNT) and practical tools to promote healthy eating patterns, address 
individual nutrition needs, and maintain the pleasure of eating. They can help 
patients understand how their food choices may affect their diabetes. 
 
Remember that DSMES and related services can be provided through direct in-
clinic education, referrals to designated DSMES programs, or referrals to other 
HCPs such as dietitians. Health care organizations are encouraged to create 
referrals for DSMES services that meet the needs of their unique organization and 
patient population.  
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Use the steps below when providing DSMES services at the time of diagnosis. 

 
Primary Care Provider / Endocrinologist / Clinical Care Team 

Answer questions and provide emotional support regarding the diagnosis.  
 
Share decision-making regarding treatment and treatment targets. 
 
Teach survival skills to address immediate requirements (e.g., safe use of 
medication, hypoglycemia treatment and basic eating guidelines).  
 
Identify and discuss resources for education and ongoing support.  
 
Make referrals for DSMES and MNT. 
 

Certified Diabetes Care and Education Specialist (CDCES) and/or 
Registered Dietitian Nutritionist (RDN) 

Discuss physical activity, including safety considerations and short- and long-
term goals and recommendations. 

 
Explain prevention, detection, and treatment of acute and chronic 
complications. 

 
Provide nutrition education, including meal planning, food purchasing and 
preparation, and appropriate portions.  

 
Address risk reduction, including smoking cessation, foot care, and 
cardiovascular risk.  
 
Develop individualized strategies to address psychosocial issues and concerns 
and adjustment to life with diabetes. 

 
Develop individualized strategies to promote health and behavior change.  
Identify problems and solutions. 

 
Identify and secure access to needed resources. 
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Key Factors to Consider for Patient Discussions 
• Set the stage for a lifetime chronic condition requiring focus, hope, and daily 

resource management.  
• Adopt a person-centered approach to establish rapport and develop a personal 

and feasible treatment plan.  
• Communicate key messages, including:  

o All types of diabetes need to be taken seriously.  
o Complications are not inevitable.  
o A range of emotional responses is common.  

• Ensure nutrition and emotional health are appropriately addressed via 
education or referrals. 

• Avoid confounding the overwhelming nature of the diagnosis by determining 
what individuals need to safely navigate self-management during the first days 
and weeks. 

• Discuss expectations regarding the need for lifestyle change and possibly 
medication. Emphasize the importance of involving family members or 
caregivers in ongoing education and support. 
 

Sample Questions to Guide Person-Centered Assessment 
• How is your new diabetes diagnosis affecting daily life for you and your family? 
• What questions do you have for me?  
• What are one or two positive things you have already started doing to manage 

your diabetes?  
• What part of diabetes self-management do you think will be most difficult, 

causes you the most concern, or is the most worrisome for you?  
• How can we best help you as you learn to live with diabetes? 

 
Benefits of DSMES Services to Share with Patients 

• Provides critical education and support for implementing a treatment plan.  
• Reduces hypoglycemia, all-cause mortality, diabetes-related distress and A1c, 

as well as emergency department visits, hospital admissions, and hospital 
readmissions.  

• Increases or enhances self-efficacy and empowerment, healthy coping, quality 
of life and lifestyle behaviors, including healthful meal planning and 
engagement in regular physical activity.  

• Addresses weight concerns.  
• Carries no negative side effects.  
• Eligible for coverage by Medicare and some insurers. 
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ACTIVATE TEAM-BASED CARE! 
Diabetes is largely self-managed. Care management usually involves 
trial and error. The health care team provides information and 
suggests effective strategies to reach treatment targets and goals 
identified through shared decision-making with patients. 

Education at diagnosis focuses on safety concerns (often referred to 
as survival-level skills education) and addresses the question “What 
do I need to do once I leave your office?” 

CDCESs and RDNs can help you establish an effective diabetes 
management plan. 
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Use the steps below when providing DSMES services at annual visits. 

 

Primary Care Provider / Endocrinologist / Clinical Care Team 
Refer for education on new techniques, technology, and updated information. 

 
Assess and refer if self-management targets are not met to address barriers to 
self-care. 

 
 

Certified Diabetes Care and Education Specialist (CDCES)  
Review and reinforce treatment goals and self-management needs.  
 
Review barriers to treatment effectiveness. 
 
Emphasize reducing risk for complications and promoting quality of life.  
 
Discuss how to adjust diabetes treatment and self-management to life situations 
and competing demands.  
 
Support efforts to sustain initial behavior changes and cope with the ongoing 
burden of diabetes. 
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Key Factors to Consider for Patient Discussions 
During annual diabetes education visits, conduct a review of knowledge, skills, 
psychosocial and behavioral outcomes and factors that hinder or facilitate 
achievement of treatment targets and goals.  
 
As you perform the review, listen closely for factors that indicate a need for referral to 
DSMES services, such as:  

• Long-standing diabetes with limited prior diabetes education  
• Treatment that is not sufficient to attain therapeutic targets  
• Changes in medication, activity, or nutritional intake or preferences  
• Difficulty maintaining clinical and quality-of-life outcomes  
• Unexplained hypoglycemia or hyperglycemia  
• A need for support to attain or sustain improved behavioral or psychosocial 

outcomes 
 

Guiding Person-Centered Discussions 
Possible barriers to achieving treatment goals should be assessed and addressed, such 
as financial and psychosocial issues, life stresses, diabetes-related distress, fears, side 
effects of medications, misinformation and cultural barriers or misperceptions. People 
with diabetes are sometimes unwilling or embarrassed to discuss these problems unless 
specifically asked.  
 

Because patients have now experienced living with diabetes, it is important to begin 
each maintenance visit by asking them about successes, their concerns, struggles and 
questions. The focus of each session should be on patients’ decisions and issues rather 
than on perceived adherence to recommendations. What choices have patients made 
and why? Have these decisions helped in attaining their diabetes-related goals?  
 
It is important for the patient/family members to determine their clinical, psychosocial 
and behavioral goals and to create realistic action plans to achieve those goals. The 
plan can be adjusted as needed through shared decision-making.  
 
To reinforce plans made at these visits and support ongoing self-management, patients 
should be asked at the close of a visit to teach back what was discussed during the 
session and to identify one specific behavior to target or prioritize in the months ahead. 
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ADDITIONAL TIP 

Family members can be a valuable resource for ongoing support and are 
often unsure how to best provide this help. Including family members in the 
DSMES process on at least an annual basis can help to facilitate their positive 
involvement. 

 

  

ACTIVATE TEAM-BASED CARE! 
Frequent DSMES visits may be needed when individuals start a 
diabetes medication such as insulin, experience unexplained 
hypoglycemia or hypoglycemia, have worsening indicators, or have 
unmet goals. 

Importantly, CDCESs are charged with communicating revised 
diabetes management plans to referring HCPs and assisting people 
with diabetes in implementing their new plan. 

The health care team and others support the adoption and 
maintenance of daily self-management tasks, which many people 
with diabetes find difficult to sustain. Team members must identify 
such difficulty expeditiously to address the nuances of self-
management and provide and highlight the value of ongoing 
education as needed. 
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Use the steps below when providing DSMES services during times when factors that 

complicate diabetes develop. 
 

Primary Care Provider / Endocrinologist / Clinical Care Team 
Identify any factors that hinder or facilitate achievement of treatment targets 
and goals.  

 
Discuss the impact of complications and recognize patients’ successes with 
treatment and self-management.  

 
Assess for additional referrals that may be needed.  

 
 

Certified Diabetes Care and Education Specialist (CDCES) 
Provide self-management skills training to help delay progression of the disease 
and prevent new complications. 

 
Provide or refer for emotional support for diabetes distress and depression. 

 
Develop and support individualized strategies for behavioral change and 
healthy coping.  

 
Develop individualized strategies to accommodate sensory or physical 
limitations, adapt to new self-management demands and promote behavior 
change and overall health.  
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Mental Health 
Diabetes distress refers to negative psychological reactions specifically related to the 
burden of managing diabetes. While it shares some features with depression, diabetes 
distress has a greater impact on behavioral and metabolic outcomes. It is responsive to 
intervention, including DSMES-focused interventions and family support. 
 
However, additional mental health resources are generally required to address severe 
diabetes distress, clinical depression, and anxiety. It is important to recognize the 
psychological issues related to diabetes and prescribe treatment as appropriate. 

 
Basic Needs 

Social factors, including difficulty paying for food, medications, diabetes management 
supplies, medical care, housing or utilities negatively affect metabolic control and 
increase resource use. When basic living needs are not met, self-management of 
diabetes can become increasingly difficult.  
 
CDCESs can address these, provide information about available resources, and 
collaborate with patients to create a self-management plan. If complicating factors are 
present during initial or maintenance DSMES sessions, CDCESs can either directly 
address these factors or arrange additional resources.  
 

Managing Limitations  
Diabetes-related health conditions can cause physical limitations like visual 
impairment, dexterity issues, and physical activity restrictions. CDCESs can help 
patients manage limitations through education and various support resources. 
 
For example, CDCES can help patients access talking glucose meters that help those 
with visual impairments and specialized insulin-delivery aids that help those with visual 
and/or dexterity limitations. 
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ADDITIONAL TIP 

Complicating factors may arise at any time. Health care professionals should be 
prepared to promptly refer patients who develop complications or other issues for 
DSMES services. 
  

ACTIVATE TEAM-BASED CARE! 
The diagnosis of additional health conditions and the potential need 
for additional medications can complicate diabetes self-
management for patients. 
 
DSMES services can address the integration of multiple medical 
conditions into overall care with a focus on maintaining or 
appropriately adjusting medications, eating plans, and physical 
activity levels to maximize health outcomes and quality of life. 
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Use the steps below when providing DSMES services when transitions in care occur. 
 

Primary Care Provider / Endocrinologist / Clinical Care Team 
Develop diabetes transition plans.  

 
Communicate transition plans to health care team members.  

 
Establish DSMES follow-up care as needed. 

 

Certified Diabetes Care and Education Specialist (CDCES) 
Adjust diabetes self-management plans as needed.  

 
Provide support for independent self-management skills and self-efficacy.  

 
Assess the degree to which the patient’s support system is involved in care and 
facilitate their education and support.  

 
Help people with diabetes face challenges that may negatively affect their 
usual level of physical activity, ability to function, and feelings of wellbeing. 

 
Provide education for any other individuals now involved in patients’ diabetes 
care.  

 
Establish communication and follow-up plans with patients’ HCPs, family 
members, and others as needed. 

 
Develop individualized strategies to promote health and behavior changes and 
improve quality of life. 
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Critical transitions may include emerging adulthood, hospitalization and relocation to 
an assisted living facility, skilled nursing facility, correctional institution or 
rehabilitation center.  
 
Critical transitions may also include life milestones such as marriage, divorce, 
parenthood, change of residence, death of a loved one, the start or completion of 
college, loss of employment, the start of a new job, retirement and other life 
circumstances.  
 
During patient visits, additional factors may arise that indicate a need for referral to 
DSMES services. Listen closely to patients to identify changes in:  

• Living situation (e.g., newly living alone, moving in with family, receiving 
inpatient or outpatient care or entering assisted living)  

• Clinical care team  
• Diabetes management plan (e.g., initiation or intensification of insulin therapy, 

new devices or technology or other treatment changes)  
• Insurance coverage that results in a treatment change (e.g., a new provider or a 

change in medication coverage)  
• Age-related changes affecting the ability to self-manage diabetes (e.g., 

changes in cognition, vision, hearing or dexterity) 
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ACTIVATE TEAM-BASED CARE! 
Written plans to identify deficits, concerns, resources, and strengths 
can facilitate a successful transition. Plans should be prepared 
through collaboration among HCPs, CDCESs, patients, family 
members, and other care givers. 
 
These plans should include a medical, educational, and 
psychological history; hypoglycemia and hypoglycemia risk factors; 
individualized diabetes treatment targets; nutritional needs and 
physical activity recommendations; emotional and psychosocial 
considerations and resources for additional support. 
 
HCPs can make a referral to a CDCES to develop or provide input on 
transition plans and provide education and support to help ensure 
success. The goal is to minimize disruptions in therapy during 
transitions when addressing clinical, psychosocial, and behavioral 
needs. 
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