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Introduction
Prediabetes, Type 2 Diabetes (T2D) and other metabolic disorders 

have a major global impact and impose an enormous worldwide burden 
of illness, clinically and economically [1]. This burden can be reduced 
by a variety of effective preventive and therapeutic measures. Lifestyle 
medicine, including daily physical activity and nutrition therapy, is a 
primary intervention and a recommended component of comprehensive 
diabetes care [2,3]. Consequently, it should be universally implemented 
in the management of patients with T2D, those at risk for the disorder, 
and those with concomitant metabolic complications.

Clinical Practice Guidelines (CPG) provide extensive and beneficial 
information on lifestyle modification for patients with T2D, but 
must be simplified for ease of application and culturally adapted for 
portability and success [1,4]. In response to this need, the transcultural 
Diabetes Nutrition Algorithm (tDNA) template was developed with the 
direction and consensus of an international panel of highly experienced 
practitioners, researchers, and academicians. It is broadly supported by 
scientific evidence and expert opinion and is intended to: 1) increase 
awareness of the benefits of lifestyle interventions for prediabetes and 
T2D; 2) encourage healthy eating according to regional differences 
in lifestyles, foods, and cultures; 3) and simplify and enhance the 
implementation of existing CPG [4]. Cultural adaptations according 
to regional variations in anthropometrics, dietary habits, available 

foods, and other meaningful parameters are underway on a global 
scale. Specific tDNA applications are already published, some are in 
manuscript form, and others are in development (Table 1).

The Mexican tDNA adaptation (tDNA-Mexico) accommodates 
clinical and social circumstances in Mexico. It also conveys 
recommendations for lifestyle modifications that alter the natural 
history of T2D and incorporates a series of tables containing useful 
facts, figures, and perspective. This simple clinical tool is especially 
important in Latin American countries, such as Mexico, where disease 
risk is high, T2D and common metabolic comorbidities are rampant, 
secondary related illness is prevalent, effective management is elusive, 
and funding is conspicuously limited. These conditions must change 
for the sake of Mexican citizens and their social security institutions, 
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Abstract
In Mexico, Type 2 Diabetes (T2D), dyslipidemia, hypertension, and associated Cardiovascular Disease (CVD) 

have replaced infectious diseases as primary causes of morbidity and mortality. In less than four decades, T2D has 
become the foremost health problem of this middle income nation, affecting nearly one sixth of the adult population, 
more than 10 million people. Dyslipidemia is also problematic and widespread, with a national prevalence among the 
worlds highest. Contributing to these troubles, are alarming rates of weight disorders. Mexico now has one of the most 
overweight and obese populations in the world, where 66% of men and 72% of women over age 20 are overweight or 
obese. Additionally, Mexico has emerged as the country with the highest percentage of overweight and obese youth 
-26% of young children and 32% of teens. Among city children with weight disorders, hypertension has become more 
frequent, adding to the already high prevalence of hypertension in the country and contributing yet another dimension 
to an already complex problem with enormously detrimental clinical and economic consequences. These problems
can be mitigated through lifestyle modifications that are vital components of comprehensive care for metabolic
disorders and mandated in Clinical Practice Guidelines (CPG) for T2D. Unfortunately, CPG can be complicated
and often lack portability. Simplification and transculturalization can enhance applicability and implementation. The
transcultural Diabetes Nutrition Algorithm (tDNA) programmatically addresses these needs and concerns through an 
evidence-based patient-algorithm template that is amenable to cultural adaptation. Food choices, dietary practices,
physical activities, and healthcare practices in Mexico were considered for the Mexican adaptation. The resultant
algorithm and its underlying recommendations are herein presented and explained.
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including the Ministry of Health; otherwise, the disease burden may 
become unbearable and an effective public health plan non-sustainable 
[5,6].

Epidemiology
Over the past couple decades; Mexico has experienced a 

momentous shift in socio-economic conditions. Rapid urbanization, 
increased productivity, and expanding prosperity have improved the 
country in many ways, but have also contributed to the diminished 
health and fitness of its citizens via sedentary living and harmful eating. 
These deleterious changes have also been associated with an enormous 
epidemiologic shift that is characterized by a rapidly rising prevalence 
of nutrition-related, Non-Communicable Chronic Diseases (NCCD) 
[7,8]. In Mexico as in other parts of the developing world, T2D, 
hypertension, dyslipidemia, and associated Cardiovascular Disease 
(CVD) have replaced infectious diseases as primary causes of morbidity 
and mortality [7,8]. In less than four decades, for example, T2D has 
become the leading health problem for this middle-income nation [9], 
with nearly one sixth of the adult population, more than 10 million 
people affected [10]. These changes have placed tremendous stress on a 
struggling social system and its healthcare network. 

Body weight and T2D

Contributing to this dilemma, Mexico now has one of the most 
overweight and obese populations in the world, where 16.6 million 
men (66%) and 20.52 million women (72%) over 20 years of age are 
categorized as overweight or obese [11]. Additionally, Mexico has 
ascended as the country with the highest percentage of overweight and 
obese children, where 5.54 million children between 6 and 12 years 
old (26%) are categorized as overweight or obese and 31.85% of teens 
between 11 to 19 years old are categorized as obese [8,11-13]. Among 
women 20 to 49 years of age, the average Waist Circumference (WC) 
is greater than 34.6 inches (88 cm), when the suggested cut-off point 
for Central and South American populations should be 31.4 inches (80 
cm). For men, the average WC is 40.1 inches (102 cm), when the cut-off 
should be 37 inches (94 cm), according to Central and South American 
standards [14].

Pre-diabetes and T2D

A genetic predisposition for T2D, combined with a traditional 
love for food and drink, creates a challenging situation for Mexico. 
Currently, the nation faces the sixth highest number of T2D cases in the 
world [6,10]. Prediabetes is also on the rise, with a national prevalence 
of 20.1%, representing 16 million Mexicans over 20 years of age bear 
high risk of T2D progression [15]. Type 2 diabetes is the primary cause 
of renal failure and blindness in Mexico [9]. It has been the principal 
cause of death among women and the second leading cause of death 
among men for the past 10 years, contributing to 75% of total national 
mortality [9,13]. According to official figures reported by the Instituto 
Nacional de Estadística y Geografía INEGI (National Institute of 
Statistics and Geography) and the Sistema Nacional de Información 
en Salud SINAIS (National System of Health Information), 82,964 
diabetes-related deaths occurred in 2010 and 77,699 were recorded 
in 2011. Yet, Mexico is not alone: according to information from the 
World Health Organization (WHO) in 2008, diabetes affected more 
than 220 million people and cost 1.26 million lives worldwide [16,17].

Dyslipidemia and T2D

With the development of a national system of health surveys, 
Mexico has been able to identify and monitor diverse public health 
problems, such as nutrition-related NCCD, and has gained a greater 
understanding of the critical nature of these problems as well as their 
potential solutions [18]. Several nationwide surveys conducted over 
the past 20 years have demonstrated not only a worrying level of T2D 
in Mexico but also an extremely high prevalence of dyslipidemia [18-
20]; undisputedly, among the highest in the world. In 1992-1993, the 
Ministry of Health estimated the prevalence of dyslipidemia along with 
other NCCD via a national survey of 15,607 subjects, aged 20 to 69 
years, in 417 cities [18]. The surveyed population represented typical 
urban adults.

Survey results indicated that a concentration of high density 
lipoprotein cholesterol (HDL-C) less than 0.9 mmol/L was the most 
prevalent lipid abnormality, occurring in 46.2% of men and 28.7% of 
women, followed by hypertriglyceridemia in 24.3% of subjects, with 

Published
Mechanick JI, Marchetti AE, Apovian C, Benchimol AK, Bisschop PH, Bolio-Galvis A, et al. Diabetes-specific nutrition algorithm: a transcultural program to optimize 
diabetes and prediabetes care. Curr Diab Rep. 2012 Apr;12(2):180-194
Joshi SR, Mohan V, Joshi SS, Mechanick JI, Marchetti A. Transcultural Diabetes Nutrition Therapy Algorithm: The Asian Indian Application. Curr Diab Rep. 2012 April; 
12(2): 204–212.
Hsiu-Yueh Su, RD, MS1, Man-Wo Tsang, MBBS2, Shih-Yi Huang, PhD3, Jeffrey I. Mechanick, MD4, Osama Hamdy, MD5, Wayne H-H Sheu, MD, PhD6*; Albert Marchetti, 
MD7 on behalf of the Task Force for Development of Transcultural Algorithms in Nutrition and Diabetes. Transculturalization of a Diabetes-Specific Nutrition Algorithm: 
Asian Application. Curr Diab Rep. 2012 April; 12(2): 213–219.
Hussein Z, Hamdy O, Chin Chia Y, Lin Lim S, Kumari Natkunam S, Hussain H, Yeong Tan M, Sulaiman R, Nisak B, Chee WS, Marchetti A, Hegazi RA, Mechanick JI 
Transcultural Diabetes Nutrition Algorithm: A Malaysian Application. Int J Endocrinol. 2013;2013:679396. Epub 2013
Gougeon R, Sievenpiper JL, Jenkins D, Yale J-F, Bell R, Després J-P, Ransom TPP, Camelon K, Dupre J, Kendall C, Hegazi RA, Marchetti A, Hamdy O, Mechanick JI. 
The Transcultural Diabetes Nutrition Algorithm: A Canadian Perspective. Int J Endocrinol. 2014:2014:151068 Epub 2014
Hamdy O, Marchetti A, Hegazi RA, Mechanick JI.The Transcultural Diabetes Nutrition Algorithm Toolkit: Survey and Content Validation in the United States, Mexico, and 
Taiwan. Diab Technol Therapeu. Volume 16, Number 6, 2014 [Epub ahead of print]
Nieto-Martínez R, Marante D, Hamdy O, Marchetti A, Hegazi RA, Mechanick JI. transcultural Diabetes Nutrition Algorithm (tDNA): Venezuelan Application.  Nutrients. 
2014 6(4), 1333-1363.  Epub 2014
In Manuscript
Cecilia A. Jimeno, Roberto C. Mirasol, Osama Hamdy, Albert Marchetti, Refaat A.Hegazi, Jeffrey I. Mechanick.  transcultural Diabetes Nutrition Algorithm (tDNA): The 
Philippine Application.
Alexis Bolio Galvis, Osama Hamdy, Miguel Escalante Pulido, Victoria Alejandra Rajme Haje, Hugo Antonio Laviada Molina, Mario Eduardo Martínez Sánchez, David 
González Bárcena, Teresita Huici y de Yta, Albert Marchetti, Refaat A. Hegazi, Jeffrey I. Mechanick.  Transcultural Diabetes Nutrition Algorithm (tDNA): The Mexican 
Application.
Applications In Development
Panamanian, Costa Rican, Colombian, Brazilian, and Egyptian

Table 1: Transcultural Nutrition Algorithm Adaptations.



Citation: Galvis AB, Hamdy O, Pulido ME, Haje VAR, Molina HAL, et al. (2014) Transcultural Diabetes Nutrition Algorithm: The Mexican Application. 
J Diabetes Metab 5: 423 doi:10.4172/2155-6156.1000423

Page 3 of 10

Volume 5 • Issue 9 • 1000423J Diabetes Metab
ISSN: 2155-6156 JDM, an open access journal

severe levels (>11.2 mmol/l) being observed in 0.42% of participants. 
Elevated levels (≥ 4.21 mmol/L) of low density lipoprotein cholesterol 
(LDL-C) were observed in 11.2% of study subjects. Moreover, 50% of 
subjects with hypertriglyceridemia had a mixed dyslipidemia or low 
HDL-C level. Insulin resistance was present in 59% of subjects. 

Subsequent research (Encuesta Nacional de Salud y Nutricion 
(National Health and Nutrition Survey), ENSANUT 2006) confirmed 
these results, based on information and data collected from 4,040 fasting 
adult subjects, aged 20 to 69 years [19]. The median lipid concentrations 
revealed in the 2006 study were as follows: HDL-C, 39.0 mg/dL (60.5% 
prevalence); LDL-C, 131.5 mg/dL (46%); total cholesterol (TC), 198.5 
mg/dL (43.6%); and triglycerides (TG), 139.6 mg/dL (31.5%).

In a cross-sectional study conducted in 2008 among 1,179 
apparently healthy adults (71% men), age 35 to 65 years, anthropometric 
data, lipid profile, fasting blood sugar, and insulin levels were collected 
and analyzed for the prevalence of dyslipidemia and its association with 
insulin resistance [20]. Results indicated that hypertriglyceridemia 
was present in 57.3% of study subjects, abnormally low HDL-C levels 
were found in 52.4%, and hypercholesterolemia in 48.7%. Among 
individuals classified as obese by WC, 36.8% had hypertriglyceridemia/
hypoalphalipoproteinemia, 35.2% had mixed dyslipidemia, and 33.4% 
had hypertriglyceridemia. Insulin resistance was commonly associated 
with hypertriglyceridemia and hypoalphalipoproteinemia.

Hypertension and T2D 

Hypertension, a key cardiovascular disease risk factor, is yet 
another prevalent cause of morbidity and mortality in Mexico. In 2000, 
the prevalence of hypertension was 26.4% among the global adult 
population and approximately 35% among adults in Latin American 
countries [21]. In Mexico, hypertension is defined by blood pressure 
greater than or equal to 140/90 mmHg. It is commonly and significantly 
associated with other chronic diseases such as increased BMI, 
abdominal obesity, T2D, and hypercholesterolemia [21]. Results from 
the National Health and Nutrition Survey showed that in 2006 43.2% 
of 33,366 respondents, aged 20 years or greater, were hypertensive, 
representing a 25% increase over the previous six years [21]. The study 
concluded that hypertension was one of the most prevalent chronic 
diseases in Mexico.

Collaborating evidence was provided by the Lindavista Study, 
based on a sample of 2,602 middle-class urban Mexican adults, aged 50 
years (mean), who were surveyed and described in 2013 [22]. Among 
the studied population, 32% had hypertension, with 20% controlled, 
50% were classified as overweight, 24% had obesity, 32% smoked 6% 
had a dyslipidemia and 6% had T2D. Half of the participants suffered 
from metabolic syndrome.

Among children in Mexico City, hypertension is associated 
with increased BMI and expanded WC [23]. In an epidemiologic 
assessment conducted in 2009, study subjects ranged in age from 
5-8 (n=474), 9-12 (n=643), and 13-17 (n=912) years and were more 
likely to have hypertensive if they were overweight had obesity. An 
increased prevalence of hypertension was discovered in both genders 
and correlated positively with increasing age as well as elevated BMI 
and WC. In light of the high prevalence of weight disorders in Mexican 
youths, the elevated threat of hypertension, clinically and economically, 
is especially disconcerting, as these individuals have a lifetime to 
develop the myriad of sequelae that result from the disease over 
time. With these thoughts in mind, a multidisciplinary committee of 
experts in Systemic Arterial Hypertension from the National Institute 
of Cardiology “Ignacio Chávez” updated recommendations for the 

prevention, detection, control, and treatment of hypertension [24]. The 
committee emphasized a multidisciplinary approach for preventive 
health measures-good nutrition, exercise, and lifestyle changes 
beginning early in life-intended to help stem the problem. “We suggest 
that the changes in the style of life must be vigorous, continuous and 
systematized… … to confront and prevent the pandemic of chronic 
diseases (in Mexico)” [24]. Recognizing that hypertension is not an 
isolated disease, the committee urged a strategy that included attention to 
other cardiovascular risk factors such as obesity, diabetes, dyslipidemia, 
and smoking. Likewise, the WHO and similar organizations advocate 
healthy lifestyles to protect against T2D, delay its onset, guard against 
its progression, and avoid its complications. Maintaining a healthy 
weight, being physically active, eating a healthy diet, reducing sugar and 
saturated fat intake, and eluding processed energy-dense foods were all 
cited as effective strategies.

Methods for the adaptation of tDNA in Mexico

Based on global epidemiologic data similar to the information 
presented here as well as recommendations from various professional 
socieities and healthcare organizations, the tDNA template was 
created by a team of diabetes experts to address the educational 
needs of practitioners and their patients with T2D and concommitant 
disorders like dyslipidemia and hypertension. For international 
applicability and relevance, the tDNA template was designed to be 
culturally adaptable, as recommended for other forms of medical 
guidance such as CPG [25,26]. To undertake the Mexican adaptation, 
respected healthcare professionals with an interest in nutrition and 
diabetes were identified from various parts of the country representing 
distinctly different regions. Each expert was contacted, briefed on the 
project, and questioned about his or her current activities and interest 
in participating in the initiative. Based on responses, invitations 
were extended to a select group of these specialists, requesting their 
involvement. The task force was finalized when a group (n=7), sufficient 
for advisory activities, was formed.

During a face-to-face meeting in the city of Cuernavaca, Morelos, 
Mexico on the 9th and 10th of November 2012, members of the task 
force reviewed the tDNA template and provided culturally meaningful 
data, information, and opinion to adapt the algorithm to the Mexican 
conditions. Members discussed the clinical evidence and influence 
of various risk factors (e.g., prediabetes and T2D, cardiovascular 
events, obesity, hypertension, and dyslipidemia) in the assignment of 
patients to specific algorithmic pathways. Similarly, task force members 
deliberated over the merits, practicality, and inclusion of specific 
measures (e.g., body weight vs. waist-to-hip ratio (WHR)), tests 
(e.g., fasting blood glucose vs. glycosylated hemoglobin (A1c)), and 
nutritional therapies (e.g., calorie supplementation or substitution with 
prepared diabetes-specific formulas) that would be cited in their final 
adaptations and recommendations. Transcultural factors influencing 
dietary practices, food choices, and T2D healthcare interventions were 
also considered. Thereafter, attending task force members and a tDNA 
executive committee reviewed summaries of the proceedings in order 
to finalize the algorithm (Figure 1) and this report.

The remainder of this paper represents an amalgam of their 
deliberations, conclusions, and recommendations and presents for the 
first time the tDNA-Mexico Application. 

Recommendations
R1. Individual glycemic status and the risk of diabetic 

complications are influenced by diets, meals, and foods [2,27-29].
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R2. Medical Nutritional Therapy (MNT) has been shown to 
be a vital component of comprehensive management programs for 
dysglycemic patients with prediabetes and Type 2 diabetes. Therefore, 
it should be universally implemented in patients with dysglycemia or at 
risk for the disorder [30-37].

R3. Diets should be customized according to individual 
risk factors such as glucose tolerance, obesity, hypertension, and 
dyslipidemia [32-34].

R4. Local foods and meals should be selected based on cultural 
factors in observance with general nutrition recommendations from 
the American Association of Clinical Endocrinology (AACE) and the 
American Diabetes Association (ADA) [1,30,31].

R5. Glycemia-Targeted Specialized Nutrition (GTSN) may 
be used for calorie replacement or supplementation as part of MNT 
[30,31,38-40]. Ready-to-use GTSN formulas are made with nutrients 
designed to improve glycemic control, e.g., modified maltodextrin, 
fructose, monounsaturated fatty acids, and antioxidants [40]. Reduction 
in disease complications and improvement in glycemic profiles have 
been demonstrated in clinical studies among patients consuming 
GTSN as part of MNT [30,31,38-40]. Caloric replacement is helpful 
to achieve weight loss in at-risk people who are overweight or obese, 
improve metabolic and glycemic control, and prevent possible vitamin 

or nutrient insufficiencies secondary to caloric restriction in patients 
who are overweight or obese [40-42]. In order to meet individual 
patient goals based on clinical evaluation, an increase or reduction of 
the number of supplements or replacements consumed daily should 
be achieved in a step-wise process [43]. Caloric supplementation with 
GTSN has value improving nutritional deficiencies, facilitating weight 
gain in at-risk people who are underweight, and preventing diabetes-
related complications in patients, such as the elderly and/or those with 
low BMI experiencing nutritional insufficiency states [40-42] (Table 2).

R7. Anthropometric measures (Body Mass Index (BMI), Waist 
Circumference (WC), and Waist-To-Hip Ratio (WHR)) have different 
values and interpretations globally, depending on phenotypes and 
cultural differences. Although they are not globally standardized, various 
anthropometric measures have merit in clinical practice depending on 
specific objectives, such as assessment of body composition, diagnosis 
of obesity, and risk stratification and progression [31]. In the Mexican 
adaptation of tDNA, BMI and WC are the recommended measures 
of body composition. Ethnocultural adjustments can be made in the 
values for local applicability [44,45] (Table 3).

R8. Lifestyle interventions specifically require healthy eating 
patterns, adequate physical activity, and professional counseling, 
consistent with current practice guidelines or evidence [30,31]. Both 

Figure 1: The transcultural Diabetes Nutrition Algorithm (tDNA) for prediabetes and type 2 diabetes. 
AACE: American Association of Clinical Endocrinologists; ADA: American Diabetes Association; BMI: Body mass index; DASH: Dietary Approaches to Stop 
Hypertension; FPG: fasting plasma glucose; A1c: glycosylated hemoglobin A1c; IFG: Impaired Fasting Glucose; IGT: Impaired Glucose Tolerance; MNT: Medical 
Nutrition Therapy; OGTT: Oral Glucose Tolerance Test; PG: Plasma Glucose; WC: Waist Circumference; WHR: Waist-To-Hip Ratio.
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low-risk and high-risk patients should observe recommended lifestyle 
behaviors; however, high-risk patients should be encourage to comply 
with expanded recommendations that are consistent with their specific 
needs and conditions.

R9. Behavior changes are difficult to achieve for many patients 
[31]. Research has shown that healthcare professionals with experience 
in behavior-modification techniques and registered dietitians who are 
familiar with MNT can help patients with Type 2 diabetes achieve their 
goals and improve their outcomes [46-48]. , Patients in some cultures, 
however, prefer to receive advice solely from physicians, who must 
therefore be encouraged to develop greater knowledge and skill in 
nutrition. It must also be recognized that time constraints placed on 
physicians during clinical encounters, compounded by the unavailability 

of allied healthcare professionals well-versed in behavioral medicine, 
can create regional limitations.

R10. Patients should be encouraged to change sedentary living for 
a lifestyle including physical activity and exercise that provide health 
benefits and facilitate glycemic control [49-52]. Moderate aerobic 
activity for ≥ 150 minutes per week or vigorous aerobic activity for 
≥ 75 minutes per week are associated with considerable benefits 
[50,53]. Furthermore, a progressive resistance training increase muscle 
mass, improve body composition, and facilitates glycemic control. A 
combined physical activity program with progressive resistance training 
and aerobic activity is recommended in all individuals [54] (Table 4).

R11. In 1994 the term Medical Nutrition Therapy (MNT) was 
introduced by the Academy of Nutrition and Dietetics, (formerly the 

Overweight and Obese

Use calorie replacements* as part of a reduced-calorie meal plan. 
Calorie Goals<113 kg = 1200 to 1500 calories>113 kg = 1500 to 1800 calories
Calorie Replacement Goals2 to 3 calorie replacements per day to be incorporated into a reduced-calorie meal plan, as a meal replacement, 
partial meal replacement or snack.

Normal Weight

Controlled 
Diabetes 
A1c ≤ 7%

Use of calorie replacement/calorie supplement should be based on clinical judgment and 
individual assessment**

Uncontrolled Diabetes 
A1c>7%

1 to 2 calorie replacements per day to be incorporated into a reduced-calorie meal plan, 
as a meal replacement, partial meal replacement or snack.

Underweight Use nutrition supplement*** 1–3 units/day per clinical judgment based on desired rate of weight gain and clinical tolerance.

Table 2: Glycemia-targeted Specialized Nutrition (GTSN) for Prediabetes and Diabetes.

Body Mass Index

Low weight <18.5

Normal weight 18.5 – 24.9

Overweight 25.9 – 29.9

Obesity, class I 30.0 – 34.9

Obesity, class II 35.0 – 39.9

Extreme obesity, or class III >40

Waist Circumference

Men High>90 cm       

Women High>80 cm

Hip-Waist Ratio

Men Low<0.90 Moderate  0.90-0.95 High>0.95
Women Low<0.80 Moderate  0.80-0.85 High>0.85

Table 3: Anthropometrics in Mexico – Body Mass, Waist Circumference, and Hip-Waist Ratio.

Low

Patients should be encouraged to achieve an active lifestyle and to avoid sedentary living, because physical activity and exercise provide many health 
benefits and facilitate glycemic control. Participation in any physical activity provides some health benefits
For substantial benefits:
≥ 150 min/week of moderate-intensity activity, or
≥ 75 min/week of vigorous-intensity aerobic activity, or
some combination of equivalent moderate/vigorous activity

Medium

Aerobic activity should be performed in episodes of ≥ 10 min and preferably spread throughout the week
For additional, more extensive benefits:
≥ 300 min/week of moderate-intensity activity, or
≥ 150 min/week of vigorous-intensity aerobic activity, or
some combination of equivalent moderate/vigorous activity
Additional health benefits are gained beyond this amount

High
Moderate- or high-intensity resistance exercise training for all major muscle groups, as a separate modality from aerobic exercise, has been shown to 
increase muscle mass and strength, alter body composition, and improve glycemic control; therefore, it should be combined with aerobic activity in each 
individual ≥2 days per week

Exercise should be undertaken only after cardiac clearance has been obtained.

Although Mexico has no official physical activity guidelines, physicians generally use the above recommendations from the US Department of Health.  In the near future, 
country-specific guidance is likely in order to accommodate the types of exercises and activities that are common among Mexicans.

Table 4: Physical Activity Guidelines for the Management of Patients with Diabetes.
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American Dietetic Association) in an effort to explain the concept of 
therapeutic nutrition [33,55]. In patients with prediabetes or Type-
2 Diabetes (T2D), MNT connotes a specific nutritional intervention 
integrated into daily living by assessment, counseling, and dietary 
modification that may or may not include a Glycemia-Targeted 
Specialized Nutrition (GTSN) formula for calorie supplementation 
or replacement [33]. Diabetes-specific MNT can improve glycemic 
profiles and reduce the risk of disease complications [33,34,56]. In the 
literature, the recommendations for T2D include:

• Carbohydrates, preferentially from low–glycemic-index foods, 
for 45% to 65% of daily energy intake and not less than 130 g/
day in patients on low-calorie diets [30,31,57] 

• Fats for <30% of daily energy intake [30,31,57]

• Saturated fat for <7% of daily energy intake [30,31,57,58]

• Protein for 15%–20% of energy intake and not less than 1 g/kg 
in patients with normal kidney function [30,31]

• Cholesterol restricted to <200 mg daily [30,31,57,58]

• Trans-fats eliminated or reduced to minimal intake [30,31,57,58]

• Fiber for 25g–50 g daily [30,31,57] (Tables 5 and 6).

R12. Patients who are overweight or obese should achieve a gradual 
loss of 5% to 10% of body weight in 3 months by reducing caloric intake 
for a total daily deficit of 250–1000 kilocalories [2,3,30,31,39,59,60]. 
Individuals with class 3 obesity should achieve a 15% decrease in body 
weight in 6 months [2,3,30,31,39,59,60]. BMI should be decreased by 2 
to 3 units in 6 months to ameliorate risks associated with excessive body 
weight [30,31,39,59,60]. Metabolic benefits are related to any amount of 
weight loss even if clinical goals are not met.

R13. Patient with Type 2 diabetes and obesity who fail to respond 
to lifestyle and pharmacologic interventions; who fit the criteria of body 
composition, comorbidities, and surgical risk; and who are anticipated 
to adhere with lifestyle changes and follow-up evaluations are bariatric 
surgery candidates [61-63] (Table 7).

R14. Further nutritional management is needed for patients 
with hypertension complicating prediabetes and Type 2 diabetes. In 
accordance with recent recommendation in the Dietary Guidelines for 
Americans 2010, such patients should limit sodium intake to 1,500 mg/
day [64-69] (Table 8).

R15. Closer attention to fat intake, based on individual dyslipidemic 
profiles, is needed in comorbid patients with lipid abnormalities. 

Clinical benefit can be derived from viscous fibers and plant sterols [70-
77]. In patients with hypertriglyceridemia, it is important to reduce the 
consumption of simple sugars and alcohol.

R16. When treating a patient with prediabetes or Type 2 diabetes 
who has multiple comorbidities, multi-modal interventions can be 
utilized concurrently with higher levels of intensity. Capacity for 

Hypocaloric (weight loss) diet:  250 - 1000 kcal/day deficit
• Target: decrease weight by 5% to 10% for overweight/obesity, 15% for class 

3 obesity
• Target: decrease BMI by 2 to 3 units
Carbohydrates (preferably low-glycemic index):  45% to 65% daily energy intake 
and not less than 130 g/day in patients on low calorie diet
Protein:  15% to 20% daily energy intake
Dietary fat:  <30% daily energy intake 
Saturated fat:  <7% daily energy intake 
Cholesterol:  <200 mg/day  
Fiber:  25-50 g/day
Trans fats:  minimize or eliminate

BMI: Body Mass Index.
Consistent with guidelines from the American Association of Clinical 
Endocrinologists (AACE) and the American Diabetes Association (ADA) 
Table 5: General Nutritional Guidelines for Healthy Eating (Principal Nutrients).

Food Portion Glycemic Index
Raw chard 2 cups 64.0
Cooked chard 1/2 cup 64.0
Raw pea 1/5 cup 48.0
Cooked pea 1/2 cup 48.0
Potato Purée 1/2 cup 74.0
Germinated bean 1 1/2 cup 0.0
Cooked beans 1/2 cup 43.0
Canned beans 1/2 cup 45.0
Cooked chickpea 1/2 cup 31.0
Broad bean 1/4 cup 0.0
Cooked lentil 1/2 cup 26.0
Cooked soy 1/3 cup 18.0
Ate sweet 13 g 51.0
White sugar 2 tea spoon 68.0
Powder chocolate without sugar 2 tea spoon 51.0
Honey 2 tea spoon 55.0
Soft-drinks 1/4 can 66.0
Carrots 1/2 cup 47.0
Apricot 4 piece 57.0
Chicozapote 1/2 piece 40.0
Peach 2 piece 42.0
Strawberry 17 piece 40.0
Orange juice 1/2 cup 46.0
Grapefruit juice 1/2 cup 48.0
Kiwi 1 1/2 piece 53.0
Mango 1/2 piece 51.0
Apple 1 piece 38.0
Melon 1/3 piece 65.0
Papaya 1 cup 59.0
Banana 1/2 piece 52.0
Grape 18 piece 43.0
Cooked rice 1/4 cup 64.0
Oatmeal 1/3 cup 59.0
Baguette bread 1/7 piece 95.0
Rye 5 tea spoon 41.0
Yellow corn 1 1/2 piece 53.0
Tortilla dough 45 g 0.0
Popcorn 2 1/2 cup 55.0
White bread 1 piece 70.0
Whole grain bread 1 piece 54.0
Boiled potato 1/2 piece 65.0
Corn tortilla 1 piece 52.0
Flour tortilla 1/2 piece 30.0
Gradient guide to the glycemic index (GI) of food: low (GI ≤55), medium (GI 56 – 
59), high (GI >70).

Typical Mexican foods and their glycemic indices are presented so that diets can 
be tailored to the needs and preferences of individual patients.  Low glycemic 
index foods foster better glycemic control.  An understanding of this concept and 
familiarity with the glycemic index of every food will help to reduce the need for 
insulin or other medical therapies for T2D and prediabetic patients.  This list should 
be updated frequently with additional typical foods.

Table 6: Glycemic Indices of Common Mexican Foods.
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adherence and adverse effects, as well as dietary customs and practices, 
are taken into account.

R17. Patients should be scheduled for a follow-up visits that 
are timed according to their needs. Assessments should include a 
history and physical exam (e.g., anthropometrics, blood pressure); 
blood chemistries (e.g., glucose, A1c, lipids, renal function, and liver 
enzymes depending on clinical status); and urinary microalbumin 
determination. Improvements in disease status noted during follow-
up assessments provide an opportunity to diminish the intensity of 
interventions and thus spare resources. Worsening of clinical status 
provides the opportunity to intensify interventions and look for 
different approaches to improve care and adherence [78-89].

Conclusion
In many developing countries, such as Mexico, the incidence and 

prevalence of T2D and other NCCD are rising rapidly. Moreover, these 
disorders are occurring at increasingly younger ages. These trends 
imply a rapidly increasing burden of illness that affects all healthcare 
stakeholders, including patients, providers, payers, and the society 
at large. They also demand a cradle-to-grave approach to patient 
management and a focus on therapeutic lifestyles that can prevent or 
ameliorate not only T2D but also the concomitant metabolic disorders 
that common occur with T2D. To maximize the clinical and economic 
benefits derived from lifestyle interventions, widespread changes are 
needed, not only in community outreach programs but also in overall 
healthcare policies and approaches. Guidance must emphasize the 
importance of nutritional and lifestyle interventions for the overweight 
and obese, for dysglycemic patients, and for those with other NCCD, 
such as dyslipidemia and hypertension. Such an approach should also 
provide benefit and value in the management of downstream sequelae, 
for instance, cardiovascular, renal, and ophthalmic complications.

As with other regional adaptations, the Mexican version of tDNA 
focuses on lifestyle differences between cultures and within the 
Mexican society. tDNA-Mexico recommendations are evidence-based 

and emphasize various anthropometric, physiologic, epidemiologic, 
nutritional, cultural, and sociologic factors that influence the 
development and progression, as well as the management of T2D, its 
comorbidities, and its sequelae. The goal of the adaptation is to provide 
practice and patient guidance in a less complicated but more systematic 
and effective way. Specifically, the adaptation is intended to assist 
healthcare professionals incorporate therapeutics lifestyles into routine 
clinical care. By allocating innovative resources such as tDNA-Mexico, 
health may be promoted and T2D, along with its complications, may 
be prevented or delayed through relatively inexpensive yet effective 
lifestyle modifications. Costs could be saved by stemming the demand 
for more expensive healthcare services.

Following initial use in daily practice, a validation of the clinical 
impact of tDNA-Mexico is planned to demonstrate outcomes that 
justify continued and expanded utilization of this unique clinical tool.

Disclosures and Conflicts of Interest

Abbott Nutrition provided funding for the development this 
manuscript without influence on its content.

Alexis Bolio Galvis has received financial support as speaker and 
consultant for Abbott Nutrition. 

Osama Handy has received financial support as a consultant from 
Abbott Nutrition and as a speaker from Amylin/Eli Lilly and Abbott 
Nutrition International.

Miguel Escalante Pulido has received financial support as a 
consultant and as a speaker from Janssen Cilag, Eli Lilly, BMS, 
Boehringer Ingelheim, Novonordisk and Abbott Nutrition.

Victoria Alejandra Rajme Haje has received financial support as 
speaker from Abbott Nutrition, Novartis, Jansen, Roche, Boreingher, 
and Merck.

Hugo Antonio Laviada Molina has received financial support for 
research, the development of educational materials or as speaker from 
Astra Zeneca, BMS, Abbott, Janssen, Takeda, Abbott Nutrition, Novo 
Nordisk, MSD and Eli Lilly. 

David González Bárcena has no conflicts of interests to declare.

Mario Eduardo Martínez Sánchez has no conflicts of interests to 
declare

Teresita Huici y de Yta is an employee of Abbott Nutrition in Mexico

Albert Marchetti has received financial support for research and 
the development of educational materials from Abbott Nutrition 
International, BMS, Eli Lilly, and Takeda.

Refaat A. Hegazi is an employee of Abbott Nutrition Research & 
Development.

Jeffrey I. Mechanick has received financial support from 
Abbott Nutrition International for the development of educational 
presentations.

Acknowledgement

The authors wish to thank Abbott Nutrition for funding to develop this 
manuscript.

References
1. International Diabetes Federation (2009). IDF Diabetes Atlas, 4th edn. 

Brussels, Belgium: International Diabetes Federation. 

2. Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, et al. 

Heart disease (coronary disease, pulmonary hypertension, congestive heart 
failure,  cardiomyopathy)
Type 2 diabetes mellitus
Chronic obstructive pulmonary disease (obstructive sleep apnea, asthma, 
hypoventilation, Picwickian)
Cerebral Pseudotumor
Gastroesophgeal reflux disease
Hypertension
Dyslipidemia
Articular or discopatía disease with decrease of daily activity

*Mexico criteria are based on the AACE guidelines
Table 7: Selection Criteria for Bariatric Surgery in Mexico* (BMI >35 and any of the 
following conditions).

Cholesterol ≤ 200 mg
Sodium ≤ 1,500 mg
At least 30gr of dietary fiber should be consumed on a daily basis with a content 
distribution of 10g soluble fiber and 20g insoluble fiber 
Avoid processed foods

Although the DASH diet is widely used as nutritional therapy for hypertensive 
patients, in Mexico it is more important to specify acceptable intake of cholesterol, 
sodium, and fiber because typical Mexican diets are very high in salt, cholesterol, 
and saturated fats, with almost no fiber.  Deleterious Mexican diets and food 
choices occur in part due to high consumption of processed foods and insufficient 
patient understanding of the nutritional contents of those foods.

Table 8: Antihypertensive Diet – Focus for Patients with Hypertension.

http://www.idf.org/sites/default/files/5E_IDFAtlasPoster_2012_EN.pdf Last accessed 11/26/13.
http://www.idf.org/sites/default/files/5E_IDFAtlasPoster_2012_EN.pdf Last accessed 11/26/13.
http://www.ncbi.nlm.nih.gov/pubmed/11832527


Citation: Galvis AB, Hamdy O, Pulido ME, Haje VAR, Molina HAL, et al. (2014) Transcultural Diabetes Nutrition Algorithm: The Mexican Application. 
J Diabetes Metab 5: 423 doi:10.4172/2155-6156.1000423

Page 8 of 10

Volume 5 • Issue 9 • 1000423J Diabetes Metab
ISSN: 2155-6156 JDM, an open access journal

(2002) Reduction in the incidence of type 2 diabetes with lifestyle intervention 
or metformin. N Engl J Med 346:393-403. 

3. Tuomilehto J, Lindstrom J, Eriksson JG, Valle TT, Hämäläinen H, Ilanne-
Parikka P, et al. (2001) Finnish Diabetes Prevention Study Group. Prevention 
of type 2 diabetes mellitus by changes in lifestyle among subjects with impaired 
glucose tolerance. N Engl J Med 344:1343–1350. 

4. Mechanick JI, Marchetti AE, Apovian C, Benchimol AK, Bisschop PH, et al. 
(2012) Diabetes-specific nutrition algorithm: a transcultural program to optimize 
diabetes and prediabetes care.  Curr Diab Rep 12: 180-194.

5. Arredondo A, De Icaza E (2011) [The cost of diabetes in Latin America: 
evidence from Mexico].  Value Health 14: S85-88.

6. Vigersky RA (2011) An overview of management issues in adult patients with 
type 2 diabetes mellitus.  J Diabetes Sci Technol 5: 245-250.

7. Stevens G, Dias RH, Thomas KJ, Rivera JA, Carvalho N, et al. (2008) 
Characterizing the epidemiological transition in Mexico: national and 
subnational burden of diseases, injuries, and risk factors.  PLoS Med 5: e125.

8. Rivera JA, Barquera S, Campirano F, Campos I, Safdie M, et al. (2002) 
Epidemiological and nutritional transition in Mexico: rapid increase of non-
communicable chronic diseases and obesity.  Public Health Nutr 5: 113-122.

9. Rull JA, Aguilar-Salinas CA, Rojas R, Rios-Torres JM, Gómez-Pérez FJ, et al. 
(2005) Epidemiology of type 2 diabetes in Mexico.  Arch Med Res 36: 188-196.

10. Rosales-Gómez RC, López-Jiménez Jde J, Núñez-Reveles NY, González-
Santiago AE, Ramírez-García SA (2010) [Type 2 diabetes nephropathy: a 
thresholds complex trait and chromosomal morbid map].  Rev Med Inst Mex 
Seguro Soc 48: 521-530.

11. Olaiz-Fernández G, Rivera-Dommarco J, Shamah-Levy T, Rojas R, Villalpando-
Hernández S, et al. (2006) ENSANUT 2006. Cuernavaca, México: INSP. 

12. Frenk-Baron P, Márquez E (2010) Diabetes mellitus tipo 2 en niños y 
adolescentes. Med Inter Mex 26:36-47. 

13. http://www.idf.org/sites/default/files/5E_IDFAtlasPoster_2012_EN.pdf Last 
accessed 11/26/13.

14. Ramos Ibañez N, Ortiz Hernández L, Ferreyra Corona L (2011) Exactitud 
de las mediciones de adiposidad para identificar Síndrome Metabólico y sus 
components. Med Int Mex 27:244-252 

15. http://www.alad-latinoamerica.org/DOCConsenso/PREDIABETES.pdf

16. Barquera S, Tovar-Guzmán V, Campos-Nonato I, González-Villalpando C, 
Rivera-Dommarco J (2003) Geography of diabetes mellitus mortality in Mexico: 
an epidemiologic transition analysis.  Arch Med Res 34: 407-414.

17. http://www.idf.org/diabetesatlas/5e/es/la-carga-mundial?language=es 

18. Aguilar-Salinas CA, Olaiz G, Valles V, Torres JM, Gómez Pérez FJ, et al. 
(2001) High prevalence of low HDL cholesterol concentrations and mixed 
hyperlipidemia in a Mexican nationwide survey. J Lipid Res. 42:1298-1307. 

19. Aguilar-Salinas CA, Gómez-Pérez FJ, Rull J, Villalpando S, Barquera S, et 
al. (2010) Prevalence of dyslipidemias in the Mexican National Health and 
Nutrition Survey 2006. Salud Publica Mex. 52 Suppl 1:S44-S53. 

20. Munguía-Miranda C, Sánchez-Barrera RG, Hernández-Saavedra D, Cruz-
López M (2008) [Dyslipidemia prevalence and its relationship with insulin 
resistance in a population of apparently healthy subjects].  Salud Publica Mex 
50: 375-382.

21. Barquera S, Campos-Nonato I, Hernández-Barrera L, Villalpando S, 
Rodríguez-Gilabert C, et al. (2010) Hypertension in Mexican adults: results 
from the National Health and Nutrition Survey 2006.  Salud Publica Mex 52 
Suppl 1: S63-71.

22. Meaney A, Ceballos-Reyes G, Gutiérrez-Salmean G, Samaniego-Méndez V, 
Vela-Huerta A, et al. (2013) Cardiovascular risk factors in a Mexican middle-
class urban population. The Lindavista Study. Baseline data. Arch Cardiol Mex 
83:249-256 

23. Flores-Huerta S, Klünder-Klünder M, Reyes de la Cruz L, Santos JI (2009) 
Increase in body mass index and waist circumference is associated with high 
blood pressure in children and adolescents in Mexico city.  Arch Med Res 40: 
208-215.

24. Rosas M, Pastelín G, Vargas-Alarcón G, Martínez-Reding J, Lomelí C, et al. 
(2008) Comité Institucional de Expertos en Hipertensión Arterial Sistémica. 

Clinical guidelines for detection, prevention, diagnosis and treatment of 
systemic arterial hypertension in Mexico (2008). Arch Cardiol Mex 78 Suppl 
2:S2-S57. 

25. Scalzitti DA (2001) Evidence-based guidelines: application to clinical practice.  
Phys Ther 81: 1622-1628.

26. Shiffman RN, Michel G, Essaihi A, Thornquist E (2004) Bridging the guideline 
implementation gap: a systematic, document-centered approach to guideline 
implementation.  J Am Med Inform Assoc 11: 418-426.

27. Mechanick JI, Camacho PM, Cobin RH, Garber JR, Gharib H, et al. (2010) 
American Association of Clinical Endocrinologists. American Association 
of Clinical Endocrinologists protocol for standardized production of clinical 
practice guidelines--2010 update. Endocr Pract 16:270–283. 

28. Ratner R, Goldberg R, Haffner S, Marcovina S, Orchard T, et al. (2005) 
Diabetes Prevention Program Research Group. Impact of intensive lifestyle 
and metformin therapy on cardiovascular disease risk factors in the diabetes 
prevention program. Diabetes Care 28: 888–894. 

29. Lindström J, Louheranta A, Mannelin M, Rastas M, Salminen V, et al. (2003) 
The Finnish Diabetes Prevention Study (DPS): Lifestyle intervention and 3-year 
results on diet and physical activity.  Diabetes Care 26: 3230-3236.

30. AACE Diabetes Mellitus Clinical Practice Guidelines Task Force (2007). 
American Association of Clinical Endocrinologists medical guidelines for clinical 
practice for the management of diabetes mellitus. Endocr Pract 13: 3–68.

31. AACE Task Force for Developing a Diabetes Comprehensive Care Plan (2011). 
American Association of Clinical Endocrinologists medical guidelines for clinical 
practice for developing a diabetes mellitus comprehensive care plan. Endocr 
Pract 17: 1–53.

32. Gillies CL, Abrams KR, Lambert PC, Cooper NJ, Sutton AJ, et al. (2007) 
Pharmacological and lifestyle interventions to prevent or delay type 2 diabetes 
in people with impaired glucose tolerance: systematic review and meta-
analysis.  BMJ 334: 299.

33. Yu-Poth S, Zhao G, Etherton T, Naglak M, Jonnalagadda S, et al. (1999) Effects 
of the National Cholesterol Education Program’s Step I and Step II dietary 
intervention programs on cardiovascular disease risk factors: a meta-analysis. 
Am J Clin Nutr 69: 632–646. 

34. Pastors JG, Warshaw H, Daly A, Franz M, Kulkarni K (2002) The evidence 
for the effectiveness of medical nutrition therapy in diabetes management.  
Diabetes Care 25: 608-613.

35. Pastors JG, Franz MJ, Warshaw H, Daly A, Arnold MS (2003) How effective 
is medical nutrition therapy in diabetes care?  J Am Diet Assoc 103: 827-831.

36. Liu E, McKeown NM, Newby PK, Meigs JB, Vasan RS, et al. (2009) Cross-
sectional association of dietary patterns with insulin-resistant phenotypes 
among adults without diabetes in the Framingham Offspring Study. Br J Nutr 
102: 576–583. 

37. Fung TT, Rimm EB, Spiegelman D, Rifai N, Tofler GH, et al. (2001) Association 
between dietary patterns and plasma biomarkers of obesity and cardiovascular 
disease risk.  Am J Clin Nutr 73: 61-67.

38. Imamura F, Lichtenstein AH, Dallal GE, Meigs JB, Jacques PF (2009) 
Generalizability of dietary patterns associated with incidence of type 2 diabetes 
mellitus.  Am J Clin Nutr 90: 1075-1083.

39. Livesey G, Taylor R, Hulshof T, Howlett J (2008) Glycemic response and health-
-a systematic review and meta-analysis: relations between dietary glycemic 
properties and health outcomes.  Am J Clin Nutr 87: 258S-268S.

40. Elia M, Ceriello A, Laube H, Sinclair AJ, Engfer M, et al. (2005) Enteral nutritional 
support and use of diabetes-specific formulas for patients with diabetes: a 
systematic review and meta-analysis.  Diabetes Care 28: 2267-2279.

41. Tatti P, di Mauro P, Neri M, Pipicelli G, Mussad V (2009). Effect of a low-calorie 
high-nutrition value formula on weight loss in type 2 diabetes mellitus. Mediterr 
J Nutr Metab 3: 65-69.

42. [No authors listed] (1998) Clinical Guidelines on the Identification, Evaluation, 
and Treatment of Overweight and Obesity in Adults--The Evidence Report. 
National Institutes of Health.  Obes Res 6 Suppl 2: 51S-209S.

43. Benbow SJ1, Hoyte R, Gill GV (2001) Institutional dietary provision for diabetic 
patients.  QJM 94: 27-30.

44. Grossman E, Meserli F (2008) Hypertension and diabetes. In: Fisman EZ, 
Tenenbaum A, editors. Cardiovascular Diabetology: Clinical, Metabolic and 
Inflammatory Facets. vol 45. Basel, Switzerland. Karger p. 82–106. 

http://www.ncbi.nlm.nih.gov/pubmed/11832527
http://www.ncbi.nlm.nih.gov/pubmed/11832527
http://www.ncbi.nlm.nih.gov/pubmed/11333990
http://www.ncbi.nlm.nih.gov/pubmed/11333990
http://www.ncbi.nlm.nih.gov/pubmed/11333990
http://www.ncbi.nlm.nih.gov/pubmed/11333990
http://www.ncbi.nlm.nih.gov/pubmed/22322477
http://www.ncbi.nlm.nih.gov/pubmed/22322477
http://www.ncbi.nlm.nih.gov/pubmed/22322477
http://www.ncbi.nlm.nih.gov/pubmed/21839907
http://www.ncbi.nlm.nih.gov/pubmed/21839907
http://www.ncbi.nlm.nih.gov/pubmed/21527089
http://www.ncbi.nlm.nih.gov/pubmed/21527089
http://www.ncbi.nlm.nih.gov/pubmed/18563960
http://www.ncbi.nlm.nih.gov/pubmed/18563960
http://www.ncbi.nlm.nih.gov/pubmed/18563960
http://www.ncbi.nlm.nih.gov/pubmed/12027273
http://www.ncbi.nlm.nih.gov/pubmed/12027273
http://www.ncbi.nlm.nih.gov/pubmed/12027273
http://www.ncbi.nlm.nih.gov/pubmed/15925009
http://www.ncbi.nlm.nih.gov/pubmed/15925009
http://www.ncbi.nlm.nih.gov/pubmed/21205501
http://www.ncbi.nlm.nih.gov/pubmed/21205501
http://www.ncbi.nlm.nih.gov/pubmed/21205501
http://www.ncbi.nlm.nih.gov/pubmed/21205501
http://www.cmim.org/boletin/pdf2010/MedIntContenido01_09.pdf
http://www.cmim.org/boletin/pdf2010/MedIntContenido01_09.pdf
http://www.idf.org/sites/default/files/5E_IDFAtlasPoster_2012_EN.pdf Last accessed 11/26/13.
http://www.idf.org/sites/default/files/5E_IDFAtlasPoster_2012_EN.pdf Last accessed 11/26/13.
http://www.medigraphic.com/pdfs/medintmex/mim-2011/mim113f.pdf
http://www.medigraphic.com/pdfs/medintmex/mim-2011/mim113f.pdf
http://www.medigraphic.com/pdfs/medintmex/mim-2011/mim113f.pdf
http://www.alad-latinoamerica.org/DOCConsenso/PREDIABETES.pdf
http://www.ncbi.nlm.nih.gov/pubmed/14602508
http://www.ncbi.nlm.nih.gov/pubmed/14602508
http://www.ncbi.nlm.nih.gov/pubmed/14602508
http://www.idf.org/diabetesatlas/5e/es/la-carga-mundial?language=es 
http://www.ncbi.nlm.nih.gov/pubmed/11483632
http://www.ncbi.nlm.nih.gov/pubmed/11483632
http://www.ncbi.nlm.nih.gov/pubmed/11483632
http://bvs.insp.mx/rsp/articulos/articulo.php?id=002479
http://bvs.insp.mx/rsp/articulos/articulo.php?id=002479
http://bvs.insp.mx/rsp/articulos/articulo.php?id=002479
http://www.ncbi.nlm.nih.gov/pubmed/18852934
http://www.ncbi.nlm.nih.gov/pubmed/18852934
http://www.ncbi.nlm.nih.gov/pubmed/18852934
http://www.ncbi.nlm.nih.gov/pubmed/18852934
http://www.ncbi.nlm.nih.gov/pubmed/20585731
http://www.ncbi.nlm.nih.gov/pubmed/20585731
http://www.ncbi.nlm.nih.gov/pubmed/20585731
http://www.ncbi.nlm.nih.gov/pubmed/20585731
http://www.ncbi.nlm.nih.gov/pubmed/24215681
http://www.ncbi.nlm.nih.gov/pubmed/24215681
http://www.ncbi.nlm.nih.gov/pubmed/24215681
http://www.ncbi.nlm.nih.gov/pubmed/24215681
http://www.ncbi.nlm.nih.gov/pubmed/19427973
http://www.ncbi.nlm.nih.gov/pubmed/19427973
http://www.ncbi.nlm.nih.gov/pubmed/19427973
http://www.ncbi.nlm.nih.gov/pubmed/19427973
http://www.ncbi.nlm.nih.gov/pubmed/18928127
http://www.ncbi.nlm.nih.gov/pubmed/18928127
http://www.ncbi.nlm.nih.gov/pubmed/18928127
http://www.ncbi.nlm.nih.gov/pubmed/18928127
http://www.ncbi.nlm.nih.gov/pubmed/18928127
http://www.ncbi.nlm.nih.gov/pubmed/11589640
http://www.ncbi.nlm.nih.gov/pubmed/11589640
http://www.ncbi.nlm.nih.gov/pubmed/15187061
http://www.ncbi.nlm.nih.gov/pubmed/15187061
http://www.ncbi.nlm.nih.gov/pubmed/15187061
https://www.aace.com/files/gl-standards.pdf
https://www.aace.com/files/gl-standards.pdf
https://www.aace.com/files/gl-standards.pdf
https://www.aace.com/files/gl-standards.pdf
http://www.ncbi.nlm.nih.gov/pubmed/15793191
http://www.ncbi.nlm.nih.gov/pubmed/15793191
http://www.ncbi.nlm.nih.gov/pubmed/15793191
http://www.ncbi.nlm.nih.gov/pubmed/15793191
http://www.ncbi.nlm.nih.gov/pubmed/14633807
http://www.ncbi.nlm.nih.gov/pubmed/14633807
http://www.ncbi.nlm.nih.gov/pubmed/14633807
https://www.bd.com/resource.aspx?IDX=3773
https://www.bd.com/resource.aspx?IDX=3773
https://www.bd.com/resource.aspx?IDX=3773
https://www.aace.com/files/dm-guidelines-ccp.pdf
https://www.aace.com/files/dm-guidelines-ccp.pdf
https://www.aace.com/files/dm-guidelines-ccp.pdf
https://www.aace.com/files/dm-guidelines-ccp.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17237299
http://www.ncbi.nlm.nih.gov/pubmed/17237299
http://www.ncbi.nlm.nih.gov/pubmed/17237299
http://www.ncbi.nlm.nih.gov/pubmed/17237299
http://www.ncbi.nlm.nih.gov/pubmed/10197564
http://www.ncbi.nlm.nih.gov/pubmed/10197564
http://www.ncbi.nlm.nih.gov/pubmed/10197564
http://www.ncbi.nlm.nih.gov/pubmed/10197564
http://www.ncbi.nlm.nih.gov/pubmed/11874956
http://www.ncbi.nlm.nih.gov/pubmed/11874956
http://www.ncbi.nlm.nih.gov/pubmed/11874956
http://www.ncbi.nlm.nih.gov/pubmed/12830019
http://www.ncbi.nlm.nih.gov/pubmed/12830019
http://www.ncbi.nlm.nih.gov/pubmed/19216828
http://www.ncbi.nlm.nih.gov/pubmed/19216828
http://www.ncbi.nlm.nih.gov/pubmed/19216828
http://www.ncbi.nlm.nih.gov/pubmed/19216828
http://www.ncbi.nlm.nih.gov/pubmed/11124751
http://www.ncbi.nlm.nih.gov/pubmed/11124751
http://www.ncbi.nlm.nih.gov/pubmed/11124751
http://www.ncbi.nlm.nih.gov/pubmed/19710193
http://www.ncbi.nlm.nih.gov/pubmed/19710193
http://www.ncbi.nlm.nih.gov/pubmed/19710193
http://www.ncbi.nlm.nih.gov/pubmed/18175766
http://www.ncbi.nlm.nih.gov/pubmed/18175766
http://www.ncbi.nlm.nih.gov/pubmed/18175766
http://www.ncbi.nlm.nih.gov/pubmed/16123506
http://www.ncbi.nlm.nih.gov/pubmed/16123506
http://www.ncbi.nlm.nih.gov/pubmed/16123506
http://link.springer.com/article/10.1007%2Fs12349-009-0050-7#page-1
http://link.springer.com/article/10.1007%2Fs12349-009-0050-7#page-1
http://link.springer.com/article/10.1007%2Fs12349-009-0050-7#page-1
http://www.ncbi.nlm.nih.gov/pubmed/9813653
http://www.ncbi.nlm.nih.gov/pubmed/9813653
http://www.ncbi.nlm.nih.gov/pubmed/9813653
http://www.ncbi.nlm.nih.gov/pubmed/11161133
http://www.ncbi.nlm.nih.gov/pubmed/11161133


Citation: Galvis AB, Hamdy O, Pulido ME, Haje VAR, Molina HAL, et al. (2014) Transcultural Diabetes Nutrition Algorithm: The Mexican Application. 
J Diabetes Metab 5: 423 doi:10.4172/2155-6156.1000423

Page 9 of 10

Volume 5 • Issue 9 • 1000423J Diabetes Metab
ISSN: 2155-6156 JDM, an open access journal

45. Janiszewski PM1, Janssen I, Ross R (2007) Does waist circumference 
predict diabetes and cardiovascular disease beyond commonly evaluated 
cardiometabolic risk factors?  Diabetes Care 30: 3105-3109.

46. Lukaski HC (1987) Methods for the assessment of human body composition: 
traditional and new.  Am J Clin Nutr 46: 537-556.

47. Wolf AM, Conaway MR, Crowther JQ, Hazen KY, L Nadler J, et al. (2004) 
Translating lifestyle intervention to practice in obese patients with type 2 
diabetes: Improving Control with Activity and Nutrition (ICAN) study.  Diabetes 
Care 27: 1570-1576.

48. Franz MJ, Monk A, Barry B, McClain K, Weaver T, et al. (1995) Effectiveness 
of medical nutrition therapy provided by dietitians in the management of non-
insulin-dependent diabetes mellitus: a randomized, controlled clinical trial. J Am 
Diet Assoc 95:1009–1017. 

49. WHO Expert Consultation (2004) Appropriate body-mass index for Asian 
populations and its implications for policy and intervention strategies.  Lancet 
363: 157-163.

50. Huang MC, Hsu CC, Wang HS, Shin SJ (2010). Prospective randomized 
controlled trial to evaluate effectiveness of registered dietitian-led diabetes 
management on glycemic and diet control in a primary care setting in Taiwan. 
Diabetes Care 33:233–239. 

51. Nelson ME, Rejeski WJ, Blair SN, Duncan PW, Judge JO, et al. (2007) Physical 
activity and public health in older adults: recommendation from the American 
College of Sports Medicine and the American Heart Association. Med Sci 
Sports Exerc 39:1435–1445. 

52. Boulé NG, Haddad E, Kenny GP, Wells GA, Sigal RJ (2001) Effects of exercise 
on glycemic control and body mass in type 2 diabetes mellitus: a meta-analysis 
of controlled clinical trials.  JAMA 286: 1218-1227.

53. Pan XR1, Li GW, Hu YH, Wang JX, Yang WY, et al. (1997) Effects of diet and 
exercise in preventing NIDDM in people with impaired glucose tolerance. The 
Da Qing IGT and Diabetes Study.  Diabetes Care 20: 537-544.

54. Albright A, Franz M, Hornsby G, Kriska A, Marrero D, et al. (2000) American 
College of Sports Medicine position stand. Exercise and type 2 diabetes.  Med 
Sci Sports Exerc 32: 1345-1360.

55. Villareal DT, Apovian CM, Kushner RF, Klein S (2005) Obesity in older adults: 
technical review and position statement of the American Society for Nutrition 
and NAASO, The Obesity Society. Am J Clin Nutr 82:923-934.

56. [No authors listed] (1994) Identifying patients at risk: ADA’s definitions for 
nutrition screening and nutrition assessment. Council on Practice (COP) 
Quality Management Committee.  J Am Diet Assoc 94: 838-839.

57. Mann JI, De Leeuw I, Hermansen K, Karamanos B, Karlström B, et al. (2004) 
Diabetes and Nutrition Study Group (DNSG) of the European Association. 
Evidence-based nutritional approaches to the treatment and prevention of 
diabetes mellitus. Nutr Metab Cardiovasc Dis 14:373–394. 

58. Anderson JW1, Randles KM, Kendall CW, Jenkins DJ (2004) Carbohydrate and 
fiber recommendations for individuals with diabetes: a quantitative assessment 
and meta-analysis of the evidence.  J Am Coll Nutr 23: 5-17.

59. National Cholesterol Education Program (NCEP) Expert Panel on Detection, 
Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment 
Panel III) (2002). Third Report of the National Cholesterol Education Program 
(NCEP) Expert Panel on Detection, Evaluation, and Treatment of High Blood 
Cholesterol in Adults (Adult Treatment Panel III) final report. Circulation 
106:3143–3421. 

60. Klein S, Sheard NF, Pi-Sunyer X, Daly A, Wylie-Rosett J, et al. (2004) Weight 
management through lifestyle modification for the prevention and management 
of type 2 diabetes: rationale and strategies: a statement of the American 
Diabetes Association, the North American Association for the Study of Obesity, 
and the American Society for Clinical Nutrition. Diabetes Care 27:2067–2073. 

61. Caterson ID (2009) Medical management of obesity and its complications.  Ann 
Acad Med Singapore 38: 22-27.

62. Pinkney J1, Kerrigan D (2004) Current status of bariatric surgery in the 
treatment of type 2 diabetes.  Obes Rev 5: 69-78.

63. Brolin RE (2002) Bariatric surgery and long-term control of morbid obesity.  
JAMA 288: 2793-2796.

64. Dixon JB, O’Brien PE, Playfair J, Chapman L, Schachter LM, et al. (2008) 
Adjustable gastric banding and conventional therapy for type 2 diabetes: a 
randomized controlled trial.  JAMA 299: 316-323.

65. AACE/TOS/ASMBS Guidelines Task Force (2008) American Association of 
Clinical Endocrinologists, The Obesity Society, and American Society for 
Metabolic & Bariatric Surgery medical guidelines for clinical practice for the 
perioperative nutritional, metabolic, and nonsurgical support of the bariatric 
patient. Endocr Pract 14(Suppl 1.): 1-83. 

66. International Diabetes Foundation. Bariatric surgical procedures and 
interventions in the treatment of obese patients with type 2 diabetes: a 
position statement from the International Diabetes Federation Taskforce on 
Epidemiology and Prevention.

67. McGuire S (2011) U.S. Department of Agriculture and U.S. Department of 
Health and Human Services, Dietary Guidelines for Americans, 2010. 7th 
Edition, Washington, DC: U.S. Government Printing Office, January 2011.  Adv 
Nutr 2: 293-294.

68. Sacks FM1, Svetkey LP, Vollmer WM, Appel LJ, Bray GA, et al. (2001) Effects 
on blood pressure of reduced dietary sodium and the Dietary Approaches to 
Stop Hypertension (DASH) diet. DASH-Sodium Collaborative Research Group.  
N Engl J Med 344: 3-10.

69. Appel LJ, Brands MW, Daniels SR, Karanja N, Elmer PJ, et al. (2006) Dietary 
approaches to prevent and treat hypertension: a scientific statement from the 
American Heart Association.  Hypertension 47: 296-308.

70. Appel LJ1, Moore TJ, Obarzanek E, Vollmer WM, Svetkey LP, et al. (1997) 
A clinical trial of the effects of dietary patterns on blood pressure. DASH 
Collaborative Research Group.  N Engl J Med 336: 1117-1124.

71. Appel LJ, Sacks FM, Carey VJ, Obarzanek E, Swain JF, et al. (2005) for the 
OmniHeart Collaborative Research Group. Effects of protein, monounsaturated 
fat, and carbohydrate intake on blood pressure and serum lipids: results of the 
OmniHeart randomized trial. JAMA 294: 2455–2464. 

72. Blumenthal JA1, Babyak MA, Sherwood A, Craighead L, Lin PH, et al. (2010) 
Effects of the dietary approaches to stop hypertension diet alone and in 
combination with exercise and caloric restriction on insulin sensitivity and lipids.  
Hypertension 55: 1199-1205.

73. Superko HR1, Krauss RM (1994) Coronary artery disease regression. 
Convincing evidence for the benefit of aggressive lipoprotein management.  
Circulation 90: 1056-1069.

74. Levine GN1, Keaney JF Jr, Vita JA (1995) Cholesterol reduction in 
cardiovascular disease. Clinical benefits and possible mechanisms.  N Engl J 
Med 332: 512-521.

75. [No authors listed] (1994) Randomised trial of cholesterol lowering in 4444 
patients with coronary heart disease: the Scandinavian Simvastatin Survival 
Study (4S)  Lancet 344: 1383-1389.

76. Shepherd J1, Cobbe SM, Ford I, Isles CG, Lorimer AR, et al. (1995) Prevention 
of coronary heart disease with pravastatin in men with hypercholesterolemia. 
West of Scotland Coronary Prevention Study Group.  N Engl J Med 333: 1301-
1307.

77. Buse JB, Ginsberg HN, Bakris GL, Clark NG, Costa F, et al. (2007) American 
Heart Association; American Diabetes Association. Primary prevention of 
cardiovascular diseases in people with diabetes mellitus: a scientific statement 
from the American Heart Association and the American Diabetes Association. 
Circulation 115:114–126. 

78. NORMA Oficial Mexicana NOM-037-SSA2-2012. para la prevención, 
tratamiento y control de las dislipidemias. Diario Oficial de la Federación 
Secretaria de Gobernacion. (Mexican Official Standard NOM-037-SSA2-2012 
for the prevention, treatment and control of the dislipidemias. Official Journal of 
the Federation. Ministry of the Interior.) 

79. Report of a WHO (World Health Organization) Expert Consultation, Geneva 
December 2008 Waist circumference and waist-hip ratio: Report of a WHO 
(World Health Organization) Expert Consultation, Geneva December 2008. 

80. Norma Oficial Mexicana NOM-030-SSA2-2009, Para la prevención, detección, 
diagnóstico, tratamiento y control de la hipertensión arterial sistémica. Diario 
Oficial de la Federación. Secretaría de Gobernación. (Mexican Official 
Standard NOM-030-SSA2-2009,for the prevention,detection, diagnosis and 
control of the systemic hypertension) Official Journal of the Federation. Ministry 
of the Interior.)

81. Norma Oficial Mexicana NOM-008-SSA3-2010, Para el tratamiento integral 
del sobrepeso y la obesidad. Diario Oficial de la Federación. Secretaría de 
Gobernación (Mexican Official Standard NOM-008-SSA3-2010, for the integral 
treatment of overweight and obesity. Official Journal of the Federation. Ministry 
of the Interior)

http://www.ncbi.nlm.nih.gov/pubmed/17712026
http://www.ncbi.nlm.nih.gov/pubmed/17712026
http://www.ncbi.nlm.nih.gov/pubmed/17712026
http://www.ncbi.nlm.nih.gov/pubmed/3310598
http://www.ncbi.nlm.nih.gov/pubmed/3310598
http://www.ncbi.nlm.nih.gov/pubmed/15220230
http://www.ncbi.nlm.nih.gov/pubmed/15220230
http://www.ncbi.nlm.nih.gov/pubmed/15220230
http://www.ncbi.nlm.nih.gov/pubmed/15220230
http://www.ncbi.nlm.nih.gov/pubmed/7657902
http://www.ncbi.nlm.nih.gov/pubmed/7657902
http://www.ncbi.nlm.nih.gov/pubmed/7657902
http://www.ncbi.nlm.nih.gov/pubmed/7657902
http://www.ncbi.nlm.nih.gov/pubmed/14726171
http://www.ncbi.nlm.nih.gov/pubmed/14726171
http://www.ncbi.nlm.nih.gov/pubmed/14726171
http://www.ncbi.nlm.nih.gov/pubmed/19910499
http://www.ncbi.nlm.nih.gov/pubmed/19910499
http://www.ncbi.nlm.nih.gov/pubmed/19910499
http://www.ncbi.nlm.nih.gov/pubmed/19910499
http://www.ncbi.nlm.nih.gov/pubmed/17762378
http://www.ncbi.nlm.nih.gov/pubmed/17762378
http://www.ncbi.nlm.nih.gov/pubmed/17762378
http://www.ncbi.nlm.nih.gov/pubmed/17762378
http://www.ncbi.nlm.nih.gov/pubmed/11559268
http://www.ncbi.nlm.nih.gov/pubmed/11559268
http://www.ncbi.nlm.nih.gov/pubmed/11559268
http://www.ncbi.nlm.nih.gov/pubmed/9096977
http://www.ncbi.nlm.nih.gov/pubmed/9096977
http://www.ncbi.nlm.nih.gov/pubmed/9096977
http://www.ncbi.nlm.nih.gov/pubmed/10912903
http://www.ncbi.nlm.nih.gov/pubmed/10912903
http://www.ncbi.nlm.nih.gov/pubmed/10912903
http://www.ncbi.nlm.nih.gov/pubmed/16339115
http://www.ncbi.nlm.nih.gov/pubmed/16339115
http://www.ncbi.nlm.nih.gov/pubmed/16339115
http://www.ncbi.nlm.nih.gov/pubmed/8046173
http://www.ncbi.nlm.nih.gov/pubmed/8046173
http://www.ncbi.nlm.nih.gov/pubmed/8046173
http://www.dnsg-easd.org/info/general/Document/get/5/documentId/guida.pdf
http://www.dnsg-easd.org/info/general/Document/get/5/documentId/guida.pdf
http://www.dnsg-easd.org/info/general/Document/get/5/documentId/guida.pdf
http://www.dnsg-easd.org/info/general/Document/get/5/documentId/guida.pdf
http://www.ncbi.nlm.nih.gov/pubmed/14963049
http://www.ncbi.nlm.nih.gov/pubmed/14963049
http://www.ncbi.nlm.nih.gov/pubmed/14963049
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/12485966
http://www.ncbi.nlm.nih.gov/pubmed/15277143
http://www.ncbi.nlm.nih.gov/pubmed/15277143
http://www.ncbi.nlm.nih.gov/pubmed/15277143
http://www.ncbi.nlm.nih.gov/pubmed/15277143
http://www.ncbi.nlm.nih.gov/pubmed/15277143
http://www.ncbi.nlm.nih.gov/pubmed/19221667
http://www.ncbi.nlm.nih.gov/pubmed/19221667
http://www.ncbi.nlm.nih.gov/pubmed/14969508
http://www.ncbi.nlm.nih.gov/pubmed/14969508
http://www.ncbi.nlm.nih.gov/pubmed/12472304
http://www.ncbi.nlm.nih.gov/pubmed/12472304
http://www.ncbi.nlm.nih.gov/pubmed/18212316
http://www.ncbi.nlm.nih.gov/pubmed/18212316
http://www.ncbi.nlm.nih.gov/pubmed/18212316
http://www.ncbi.nlm.nih.gov/pubmed/19319140
http://www.ncbi.nlm.nih.gov/pubmed/19319140
http://www.ncbi.nlm.nih.gov/pubmed/19319140
http://www.ncbi.nlm.nih.gov/pubmed/19319140
http://www.ncbi.nlm.nih.gov/pubmed/19319140
http://www.asmbs.org/download/IDF-Position-Statement-Bariatric-Surgery.pdf
http://www.asmbs.org/download/IDF-Position-Statement-Bariatric-Surgery.pdf
http://www.asmbs.org/download/IDF-Position-Statement-Bariatric-Surgery.pdf
http://www.asmbs.org/download/IDF-Position-Statement-Bariatric-Surgery.pdf
http://www.ncbi.nlm.nih.gov/pubmed/22332062
http://www.ncbi.nlm.nih.gov/pubmed/22332062
http://www.ncbi.nlm.nih.gov/pubmed/22332062
http://www.ncbi.nlm.nih.gov/pubmed/22332062
http://www.ncbi.nlm.nih.gov/pubmed/11136953
http://www.ncbi.nlm.nih.gov/pubmed/11136953
http://www.ncbi.nlm.nih.gov/pubmed/11136953
http://www.ncbi.nlm.nih.gov/pubmed/11136953
http://www.ncbi.nlm.nih.gov/pubmed/16434724
http://www.ncbi.nlm.nih.gov/pubmed/16434724
http://www.ncbi.nlm.nih.gov/pubmed/16434724
http://www.ncbi.nlm.nih.gov/pubmed/9099655
http://www.ncbi.nlm.nih.gov/pubmed/9099655
http://www.ncbi.nlm.nih.gov/pubmed/9099655
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/20212264
http://www.ncbi.nlm.nih.gov/pubmed/20212264
http://www.ncbi.nlm.nih.gov/pubmed/20212264
http://www.ncbi.nlm.nih.gov/pubmed/20212264
http://www.ncbi.nlm.nih.gov/pubmed/8044919
http://www.ncbi.nlm.nih.gov/pubmed/8044919
http://www.ncbi.nlm.nih.gov/pubmed/8044919
http://www.ncbi.nlm.nih.gov/pubmed/7830734
http://www.ncbi.nlm.nih.gov/pubmed/7830734
http://www.ncbi.nlm.nih.gov/pubmed/7830734
http://www.ncbi.nlm.nih.gov/pubmed/7968073
http://www.ncbi.nlm.nih.gov/pubmed/7968073
http://www.ncbi.nlm.nih.gov/pubmed/7968073
http://www.ncbi.nlm.nih.gov/pubmed/7566020
http://www.ncbi.nlm.nih.gov/pubmed/7566020
http://www.ncbi.nlm.nih.gov/pubmed/7566020
http://www.ncbi.nlm.nih.gov/pubmed/7566020
http://www.ncbi.nlm.nih.gov/pubmed/17192355
http://www.ncbi.nlm.nih.gov/pubmed/17192355
http://www.ncbi.nlm.nih.gov/pubmed/17192355
http://www.ncbi.nlm.nih.gov/pubmed/17192355
http://www.ncbi.nlm.nih.gov/pubmed/17192355
http://www.dof.gob.mx/nota_detalle.php?codigo=5259329&fecha=13/07/2012
http://www.dof.gob.mx/nota_detalle.php?codigo=5259329&fecha=13/07/2012
http://www.dof.gob.mx/nota_detalle.php?codigo=5259329&fecha=13/07/2012
http://www.dof.gob.mx/nota_detalle.php?codigo=5259329&fecha=13/07/2012
http://www.dof.gob.mx/nota_detalle.php?codigo=5259329&fecha=13/07/2012
http://www.who.int/nutrition/publications/obesity/WHO_report_waistcircumference_and_waisthip_ratio/en/
http://www.who.int/nutrition/publications/obesity/WHO_report_waistcircumference_and_waisthip_ratio/en/
http://www.who.int/nutrition/publications/obesity/WHO_report_waistcircumference_and_waisthip_ratio/en/
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5154226&fecha=04/08/2010
http://dof.gob.mx/nota_detalle.php?codigo=5154226&fecha=04/08/2010
http://dof.gob.mx/nota_detalle.php?codigo=5154226&fecha=04/08/2010
http://dof.gob.mx/nota_detalle.php?codigo=5154226&fecha=04/08/2010
http://dof.gob.mx/nota_detalle.php?codigo=5154226&fecha=04/08/2010


Citation: Galvis AB, Hamdy O, Pulido ME, Haje VAR, Molina HAL, et al. (2014) Transcultural Diabetes Nutrition Algorithm: The Mexican Application. 
J Diabetes Metab 5: 423 doi:10.4172/2155-6156.1000423

Page 10 of 10

Volume 5 • Issue 9 • 1000423J Diabetes Metab
ISSN: 2155-6156 JDM, an open access journal

82. NORMA Oficial Mexicana NOM-015-SSA2-2010, Para la prevención, 
tratamiento y control de la diabetes mellitus. Diario Oficial de la Federación. 
Secretaría de Gobernación (Mexican Official Standard NOM-015-SSA2-
2010,for the prevention,treatment and control of Diabetes mellitus. Official 
Journal of the Federation. Ministry of the Interior).

83. Adapted from the US Department of Health and Human Services. 2008
Physical activity guidelines for Americans. 

84. Adapted from the US Department of Health and Human Services, Agency
for Healthcare Research and Quality, National Guideline Clearinghouse.
Nutritional management of diabetes mellitus.

85. Sistema Mexicano de Alimentos Equivalentes 3a edición, Ed. Cuadernos de
Nutrición, Perez Lizaur A., 2008 (Mexican System for Nutritional Equivalents, 
3rd edition, Ed. Notebooks on Nutrition, Perez Lizaur A., 2008) 

86. Mechanick JI. Youdim A. Jones DB. Garvey WT. Hurley DL. McMahon MM
et al, Clinical Practice Guidelines for the Perioperative Nutritional, Metabolic,
and Nonsurgical Support of the Bariatric Surgery Patient - 2013 Update :
Cosponsored by American Association of Clinical Endocrinologists, The

Obesity Society, and American Society for Metabolic & Bariatric Surgery; 
Endocrine Practice. Vol 19 No. 2 March/April 2013 

87. Norma Oficial Mexicana NOM-030-SSA2-2009, para la prevención, detección, 
diagnóstico, tratamiento y control de la hipertensión arterial sistémica. .
Diario Oficial de la Federación. Secretaría de Gobernación. (Mexican Official 
Standard NOM-030-SSA2-2009, for the prevention,detection, diagnosis and
control of the systemic hypertension) Official Journal of the Federation. Ministry 
of the Interior)

88. Escott-Stump S. Nutrición, Diagnóstico y Tratamiento; 6ta Edición, Wolters
Kluwer - Lippincott Williams & Williams; 2010; Sección 6: Trastornos
Cardiovasculares: 307-357. (Escott- Stump S. Nutrition Diagnosis and
Treatment: 6th edition, Wolters Kluwer - Lippincott Williams & Williams; 2010;
Section 6: Cardiovascular Disorders: 307-357.) 

89. Luis Román DA, Bedillo D, García P; Dietoterapia, Nutrición Clínica y 
Metabolismo, Ed Díaz de Santos; 2010; pag 325-339. (Luis Román D. A., 
Bedillo D., García P;Dietotherapy, Clinical Nutrition and Metabolism, Ed Díaz 
de Santos; 2010; pages 325-339.)

E:\TotalJournals\JDM\JDMVolume.5\Volume5.9\JDM5.9_W\JDM-14-446 (423)\1.
E:\TotalJournals\JDM\JDMVolume.5\Volume5.9\JDM5.9_W\JDM-14-446 (423)\1.
E:\TotalJournals\JDM\JDMVolume.5\Volume5.9\JDM5.9_W\JDM-14-446 (423)\1.
E:\TotalJournals\JDM\JDMVolume.5\Volume5.9\JDM5.9_W\JDM-14-446 (423)\1.
E:\TotalJournals\JDM\JDMVolume.5\Volume5.9\JDM5.9_W\JDM-14-446 (423)\1.
http://www.health.gov/paguidelines/guidelines/summary.aspx
http://www.health.gov/paguidelines/guidelines/summary.aspx
http://guideline.gov/syntheses/synthesis.aspx?id=16430
http://guideline.gov/syntheses/synthesis.aspx?id=16430
http://guideline.gov/syntheses/synthesis.aspx?id=16430
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010
http://dof.gob.mx/nota_detalle.php?codigo=5144642&fecha=31/05/2010

	Title
	Abstract
	Corresponding author
	Keywords
	Introduction
	Epidemiology
	Body weight and T2D 
	Pre-diabetes and T2D 
	Dyslipidemia and T2D 
	Hypertension and T2D  
	Methods for the adaptation of tDNA in Mexico 

	Recommendations 
	Conclusion
	Disclosures and Conflicts of Interest 

	Acknowledgement
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6
	Table 7
	Table 8
	References



