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COMPREHENSIVE DIABETES CARE AND
STATIN ADHERENCE THERAPY

Scope

According to the American Diabetes Association (ADA), more than 30 million Americans currently have diabetes, contributing to
health care costs of $327 billion annually. There are approximately 84 million Americans with prediabetes who are at increased risk
for developing Type 2 diabetes. Those with diabetes are at higher risk of developing serious health complications, such as stroke,
blindness, kidney disease, heart disease, and/or loss of toes, feet, or legs [1]. In 2014, there were 7.2 million hospital discharges
related to complications of diabetes, with diabetes as the seventh leading cause of death in the United States in 2015 [2].

Focusing on A1C, blood pressure, cholesterol control, screening for eye disease,

neuropathy, and renal disease has been shown to improve clinical outcomes [3]. This
guideline will focus on comprehensive diabetes care, including prevention, screening, Adults >18 years of age with
diagnosis, treatment and reducing/preventing complications.

Type 1 or Type 2 diabetes

Guidance

The ADA serves as the primary source of up-to-date best practice standards. The PCIN
Quality Committee and its designees reviewed this information on the evaluation and
management of diabetes, as well as information derived from their clinical practice to
devise these guidelines.

Gestational diabetes

Documentation requirements for HEDIS measures include:

o HbAI1C testing (date & result)
e Blood pressure (date & result)

e Medical attention to nephropathy (micro/macro urine, angiotensin-converting
enzyme [ACE] inhibitor/angiotensin receptor blocker [ARB] medication
therapy) in measurement year

e  Established coded diagnosis of renal disease and/or nephrology consultation

e Retinal or dilated eye exam performed by an ophthalmologist or optometrist
in measurement year or year prior




v Prevention & Screening
o Prevention education provided to all patients:

=  Weight loss
= Exercise
= Diet

=  Smoking cessation
o Screen all patients annually using the ADA risk assessment (Figure 1)

v"  Diagnosis
o Diagnostic testing for prediabetes and Type 2 diabetes in asymptomatic patients:
= Overweight or obese (BMI > 25kg/m2) and who have one or more additional risk factors for diabetes (see
rationale/diagnosis)
=  Patients with prediabetes should be tested annually
= All patients beginning at age 45, every 3 years
o Diagnosis of prediabetes:
=  Fasting plasma glucose (FPG) 100 mg/dl (5.6 mmol/I) to 125 mg/dl (6.9 mmol/l) IFG; or
= 2-h plasma glucose (PG) during 75-g oral glucose tolerance test (OGTT) 140 mg/dl (7.8 mmol/l) to 199 mg/dl (11.0
mmol/l) IGT; or
= A1C5.7 - 6.4% (39-47 mmol/mol)
o Diagnosis of diabetes:
=  FPGvalue > 126 mg/dl (7.0 mmol/l), fasting is defined as no caloric intake for at least 8 hours, repeated to
confirm; or
= 2-h plasma glucose (2-h PG) value during a 75-g OGTT > 200 mg/dl (11.1 mmol/I); or
=  Al1C>6.5% (48 mmol/mol); or
= Random blood sugar >200mg/dL with symptoms of hyperglycemia.

v"  Treatment
o  Glycemic control
=  Patients meeting treatment goals, A1C test at least two times a year
=  Patients whose therapy has changed or not meeting glycemic goals, A1C test quarterly
o Pharmacologic treatment
=  Refer to Figure 2

v" Reducing Complications/Comorbidities
o Obesity
= Nutritional counseling resulting in 7% weight loss
o Hypertension
=  Blood pressure measurements taken at every clinical visit
=  Orthostatic blood pressure measurements taken upon initial diagnosis of hypertension and periodically thereafter
= Pharmacologic treatment - primarily ACE Inhibitor/ARB (Figure 3)
o Hyperlipidemia
= Lipid panel upon diagnosis of diabetes
= LDL cholesterol levels at initiation of statins or other lipid-lowering therapy, 4-12 weeks after initiation or a
change in dose, and annually thereafter
= Statin therapy as recommended by the ADA (Tables 3 & 4)
o Nephropathy
=  Annual testing for albuminuria (urinary albumin-to-creatinine ratio performed on a morning sample and a serum
estimated glomerular filtration rate [eGFR])
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o Neuropathy

= Optimize glucose control as early as possible to prevent or delay the development of distal symmetric
polyneuropathy and cardiovascular autonomic neuropathy in people with type 1diabetes.

= Optimize glucose control to prevent or slow the progression of distal symmetric polyneuropathy in peoplewith
type 2 diabetes.

=  Consider a multifactorial approach targeting glycemia among other risk factors to prevent cardiovascular
autonomic neuropathy in people with type 2 diabetes.

= All patients should be assessed for distal symmetric polyneuropathy starting at diagnosis of type 2 diabetes and 5
years after the diagnosis of type 1 diabetes and at least annually thereafter;

=  Consider screening patients with prediabetes who have symptoms of peripheral neuropathy;

= Lifestyle interventions are recommended for distal symmetric polyneuropathy prevention in patients with
prediabetes/metabolic syndrome and type 2 diabetes;

= Assessment should include a careful history and either temperature or pinprick sensation (small-fiber function)
and vibration sensation using a 128-Hz tuning fork (large-fiber function). All patients should have an annual 10-g
monofilament testing to assess for feet at risk for ulceration and amputation;

=  Electrophysiological testing or referral to a neurologist is rarely needed for screening, except in situations where
the clinical features are atypical, the diagnosis is unclear, or a different etiology is suspected. Atypical features
include motor greater than sensor neuropathy, rapid onset, or asymmetrical presentation.

=  Consider either gabapentin, pregabalin or duloxetine as the initial approach in the symptomatic treatment for
neuropathic pain in diabetes.

o Retinopathy
= Adilated and comprehensive eye exam should be performed on adults with Type 1 diabetes within five years of
diagnosis; as well as on adults with Type 2 diabetes upon diagnosis and annuallythereafter.
= Use of retinal imaging is acceptable if it includes the date when the fundus photography was performed and
evidence that an eye care professional reviewed the results.

Rationale
Prevention & Screening

Screening for prediabetes and Type 2 diabetes on an annual basis is recommended by the ADA to determine those at high risk for
developing the disease (Figure 1) [4]. Patients who are high-risk with an A1C of 5.7 - 6.4%, IGT test or IFG would benefit from
diabetes prevention and lifestyle changes [5]. Studies supporting the Diabetes Prevention Program have demonstrated a 58%
reduction in Type 2 diabetes incidence through lifestyle intervention [4].

Proven Prevention Strategies:

o Weight loss
= High-risk patients who are overweight have a greater risk of developing Type 2 diabetes; however, patients can cut
their chances in half by losing 7-10% of their current weight.
o Exercise
= Inactivity also increases a patient’s risk for developing Type 2 diabetes. Studies indicate that walking briskly for a half-
hour daily can reduce this risk by 30%.
o Diet
= Nutritional changes shown to decrease the risk of developing Type 2 diabetes:
o Choose whole grains and whole-grain products over refined grains or highly-processedcarbohydrates.
o Choose water, coffee, or tea over sugar-based drinks.
o Choose healthy fats.
o Limit red meat and avoid processed meat. Choose nuts, beans, whole grains, poultry, or fish.
o Smoking cessation
=  Smokers are at a 50% greater risk than non-smokers [6].
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Diagnosis

Criteria for testing for diabetes or prediabetes in asymptomatic adults:
o Testing should be considered in overweight or obese (BMI >25 kg/m2, or >23 kg/m2 in Asian Americans) adults who have
one or more of the following risk factors:

=  First-degree relative with diabetes
= High-risk race/ethnicity (e.g., African American, Latino, Native American, Asian American, Pacific Islander)
= History of cardiovascular disease (CVD)
= Hypertension (>140/90 mmHg or on therapy for hypertension)
= HDL cholesterol level <35mg/dL (0.90 mmol/L) and/or a triglyceride level >250 mg/dL (2.82mmol/L)
=  Women with polycystic ovarian syndrome
= Physical inactivity
= Other clinical conditions associated with insulin resistance (e.g., severe obesity, acanthosis nigricans)

o Patients with prediabetes (A1C >5.7% [39mmol/mol], IGT, or IFG) should be tested annually.

o For all other patients, testing should begin at age 45.

o Ifresults are normal, then testing should be repeated at a minimum of three-year intervals, with consideration of more

frequent testing depending on initial results and risk status [4].
o The 2-h PG value has a higher level of diagnosing prediabetes and diabetes than the FPG orA1C.
o History of gestational diabetes.

Criteria for prediabetes:
o FPG 100 mg/dL (5.6 mmol/L) to 125 mg/dL (6.9 mmol/L) IFG; or
o 2-h PG during 75-g OGTT 140 mg/dL (7.8 mmol/L) to 199 mg/dL (11.0 mmol/L) IGT; or
o A1C5.7-6.4% (39-47 mmol/mol)

Criteria for diabetes (Table 1):
o FPGvalue >126 mg/dL (7.0 mmol/L), fasting is defined as no caloric intake for at least 8 hours, repeated to confirm;or
o 2-h PG value during a 75-g OGTT >200 mg/dL (11.1 mmol/L); or
o Al1C>6.5% (48 mmol/mol); or
o In a patient with classic symptoms of hyperglycemia or hyperglycemic crisis, a random plasma glucose >200 mg/dL (11.1
mmol/L).
o Random blood sugar >200mg/dL with symptoms of hyperglycemia.

Treatment

Preferred pharmacologic treatment for the initial treatment of Type 2 diabetes is metformin, in conjunction with lifestyle
modifications (see proven prevention strategies above). Patients experiencing ongoing weight loss who remain hyperglycemic or
A1C levels are >10%/blood glucose levels >300 mg/dL may require an early introduction of insulin. Dual therapy may be considered
for newly diagnosed Type 2 diabetics with an A1C >1.5% above their glycemic target. Pharmacologic treatment is dependent on
several factors: comorbidities (atherosclerotic cardiovascular disease [ASCVD], heart failure, chronic kidney disease), hypoglycemic
risk, impact on weight, cost, risk for side effects and patient preferences (refer to Figure 2 for specific recommendations by the ADA)
[20].

Glycemic management is assessed with the A1C test, indicating the average blood sugar control over three months. A1C testing
frequency is determined by how well the patient is meeting his/her glycemic targets and depends on the clinical assessment,
treatment, and clinician judgment. Stable patients may only require an A1C test twice/year, while unstable patients may require
testing every three months to ensure timely treatment changes [4].

Reducing Complications/Comorbidities

The most common comorbidities for patients with Type 2 diabetes are: obesity (87.5%), hypertension (73.6%), dyslipidemia (58.2% -
66.9%), chronic kidney disease (36.5%) and retinopathy (28.5%) [8]. Adult patients with diabetes are two to four times more likely
to die from heart disease than non-diabetics, particularly due to hypertension, unhealthy cholesterol levels (high LDL, low HDL), high
triglycerides, obesity, lack of physical activity, poorly controlled blood sugars, and smoking.
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Control of the following risk factors is essential to the prevention of heart disease or stroke [7]:

Obesity

Screening obese patients for diabetes can identify patients who are at risk for but have not yet developed diabetes. The United
States Preventive Services Task Force recommends that all patients be assessed for obesity using BMI as the screening tool. A
patient with a BMI of 18-24.9 is considered normal, 25-29.9 is the classification for overweight patients and >30 signifies obesity.
Lifestyle treatment for obesity includes caloric restriction and physical activity. Studies indicate lifestyle interventions that
include caloric reduction and approximately 30 minutes of daily moderate physical activity can result in 7% weight loss [9].

Hypertension

Hypertension is a prominent risk factor for the development of ASCVD, the leading cause of morbidity and mortality for patients
with diabetes. The ADA recommends blood pressure measurements at every routine clinical care visit. Those with an elevated
blood pressure (>130/80 mmHg) should have their blood pressure repeated and confirmed with multiple readings. Orthostatic
blood pressure measurement should be performed at the initial diagnosis of hypertension and periodically (Figure 3) [14].
Orthostatic hypotension is a common finding of autonomic failure, particularly in a patient with diabetes [15].

Dyslipidemia

Obesity and insulin resistance present in Type 2 diabetics are associated with hypertension and dyslipidemia, leading to early
development of coronary heart disease. Improved glycemic control decreases circulating very-low-density lipoprotein and
increases catabolism of LDL, affecting cardiovascular risk in diabetics. Elevated triglyceride levels and dyslipidemia are often
observed several years before clinically diagnosed hyperglycemia, indicating dyslipidemia is a factor not only for cardiovascular
disease, but also in the development of diabetes [10].

The ADA stresses the importance of lifestyle modification, including weight loss, increased physical activity, and nutrition
counseling; however, statin therapy should be considered as indicated by the results of a lipid panel (total cholesterol, LDL
cholesterol, HDL cholesterol, and triglycerides). The ADA recommends that a lipid profile be drawn at the time of diabetes
diagnosis, with the initial medical evaluation, and at least every five years. To monitor the response to therapy and to ensure
medication adherence, an LDL cholesterol level should be obtained at initiation of statins or other lipid-lowering therapy, 4-12
weeks after initiation, a change in dose, and annually thereafter. Statins are the drugs of choice for LDL cholesterol lowering and
prevention of cardiac disease. Evidence-based recommendations have been set by the ADA for statin therapy (Tables 6 & 7) [4].
“High-intensity statin therapy will achieve approximately a 50% reduction in LDL cholesterol and moderate-intensity statin
regimens achieve 30-50% reductions in LDL cholesterol” [4].

Nephropathy

Elevated blood sugars damage small vessels affecting the kidneys, as well as other organs and tissues. Chronic kidney disease
(CKD) currently affects over 247,000 people with diabetes in the United States [11] and accounts for approximately 40% of
patients who are diabetic. Glomerular hypertrophy, glomerulosclerosis, and tubulointerstitial inflammation/fibrosis are the
result of metabolic changes associated with diabetes. The American Society of Nephrology recommends screening for CKD
annually for patients with Type 1 diabetes beginning five years after diagnosis and annually for all patients with Type 2 diabetes.
The preferred test for albuminuria is a urinary albumin-to-creatinine ratio performed on a morning sample and a serum eGFR
[12]. Microalbuminuria, urinary albumin excretion between 30 mg and 300 mg per 24 hours, is a sign of vascular damage to the
glomerulus and is used to identify patients with increased risk of CVD and progressive renal disease [7].

Neuropathy

Diabetic neuropathy may be asymptomatic, so early detection and treatment is essential to prevent risk for injury, particularly to
a patient’s insensate feet. Due to lack of treatment for underlying nerve damage, prevention is an important component of
diabetes care. The ADA focuses on glucose control and lifestyle modification in their recommendations for the prevention of
diabetic neuropathy:

The most predominant diabetic neuropathy is chronic distal symmetric polyneuropathy (DSPN). Foot ulceration and Charcot
neuroarthropathy (CN) are commonly caused by DSPN and can result in amputation and increased mortality in patients with
diabetes. As small- and large-fiber dysfunction, loss of sensory, proprioception, temperature discrimination, and pain progresses,
patient often become unsteady, increasing their risk for falls and injury. Neuropathic pain may be the earliest symptom,
characterized by complaints of burning, lancinating, tingling, or shooting (electric shock-like) pain, typically worse at night. The
DSPN pattern generally begins distally on both sides of the feet and move proximally, thus assessments should follow this same

Physician Clinical Integration

Network, LLC




pattern until a sensory threshold is identified. Combining both small- and large-fiber function testing increases the sensitivity and
specificity of detecting DSPN. ADA approved medications include Pregabalin, proven effective in the treatment of neuropathic
pain and Duloxetine, proven effective in the treatment of pain associated with DSOH in multicenter randomized trials and shown
to improve quality of life for patients with DSPN. There have been mixed reviews with the use of Gabapentin, requiring gradual
titration to be clinically effective. Tricyclic antidepressants may be beneficial, with nortriptyline and desipramine studied to have
less side-effects than amitriptyline; however, these are not currently FDA approved for the treatment of DSPN.

Diabetic autonomic neuropathies, such as cardiovascular autonomic neuropathy (CAN), are less prevalent; however, increase
substantially with diabetes duration. Other diabetic autonomic neuropathies affecting the gastrointestinal and genitourinary
systems should be considered when assessing patients with diabetes [19].

Retinopathy
Diagnostic assessment of diabetic retinopathy has improved dramatically since 2002; however, it is still the most frequent cause

of blindness among adults aged 20-74 years. Recommendations by the ADA include a dilated and comprehensive eye
examination by an ophthalmologist or optometrist within five years after diagnosis of Type 1 diabetes and at the time of
diagnosis in Type 2 diabetes. Follow-up eye exams should be performed annually [13]. One-fifth of newly diagnosed diabetics
have some form of retinopathy, thus early detection of diabetic retinopathy is critical to prevent further vision loss and blindness
[16]. It is estimated that approximately 35% of Americans with DM do not comply with these recommendations; therefore, the
use of retinal imaging by the primary care physician is acceptable if it includes the date when the fundus photography was
performed and evidence that an eye care professional reviewed the results [17,18]
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Figure 1: Diabetes Risk Test
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Figure 2: Glucose Lowering Medication in Type 2 Diabetes: Overall Approach
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1. Proven CVD banafit it has label indication of reducing CVD 8. Chooss later generation SU to lower risk of hypoglycemia, b, 2
2. Be aware that SGLT2i labelling varies by region and individual agent with Glimepirida has shown simllar CV safoty to DPP-41 1f DPP-4i not tolerated or
regard o indicated level of éGFR for initiation and continued use 7. Degludec / glargine U300 < glargine U100 / detemir < NPH insulin contraindicated or patient already
a and have shown inHF and to % > on GLP-1 RA, cautious addition of:
reduce CKD in GVOTS. G has primary renal outcome data from ;. of .
CREDENCE. Dapagifiozen has primary heart failurs outcome data from DAPA-HF B mwlmmmxﬁmumwﬁwmm + SUP + TZD® « Basal insulln
. Daghxiec or 1100 glargine have camonsirated CVD axlaty 10. Conskder country- and reglon-spacific cost of drugs. In some countries
6. Low dose may be better tolerated though less well studied for CVD effocts TZDs relatively more expensive and DPP-4i relatively cheaper LVH = Loft Varttricular Hypertrophy; HFYEF = Heart Faiurs reduced Ejection Fraction
t b new clinical g q glu lowaring UACR = Urine Albumin-to-Creatinine Ratio; LVEF = Left Ventricular Ejection Fraction
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£

o

[ I injectable therapy Is nesded to reduce A10

I

Gonsider GLP-1 RA In most pathents prior te insulin®
INITIATION: initiale sppropniate staring doss for agant selecled (vanes within ciass)
TITRATICN: Gradual Hration to anance dose (varkes wilhin cla

\:
I It mbove A1C 1Ergst ]

v

Add bagal ngulin?

Choece o basal insulin should be based on patieni-apeciic cormdaratons, including oot

Fedar to Table B3 Tor nsulin eost information

)

Add basal analog or badtirma NPH inssin
PHITEATION: Skard 10 1L & day OR 0.1-0.2 Wk & day
TITRATION:

srgel {see Saction & Glycemic Targsts!
= Choosa ewdence-based titraton algonthm, e.g., increase 2 units-every 3 days 1o
reach FPG tanged without hypogiycaméa

= For ypogh/carma delanming causea, d no chaar reason ower doss by 10-2(

J
_ I above A1C target _

v

Add prandial insulin®
& largest maal or maal with grastest PPG axcursion; prandial

th MPH es appropnate

IMITLATION TITAATION:
= & Il a day or 10% of basal * lncresase dose by 1-2 U or
rimulin ¢ 10-15% twice waskly
= [ ATC <B% (64 mrnalimal) aomaider * For hypoghcemia detarming

i rRason lowar
g dose by 10-20%

lowering the basal doss by 41U a Ca fno
day or 10% of baaal dosa SOffEsponc

N

[_ It above: A1C target _]

v

|

nat appropriata OR insulin prefenmed

If already on GLP-1 RA or f GLP-1 RA :

i on bedtime NPH, congider converting to
twioe-daily NPH regimen

anversion based on indnadua needs and cument
ghye
INITRAT I,

corttnal. The ‘olowing is one possible approach:

# Tolal dose = B0% of cument bedtime NPH doss

= 213 given in the moming

& 1/3 givan al bedlme

TITRATION:

= Titrate based on indivicualized needs

=

{ M abave ATG tanget ]

.

Stepwisa additional

inpeations of Gan adirst NCH and shortimphd-acing ins
prandial insulin sepaniah
fi.e, e, then | INITIATION:

acldilicral inges

— e}

Consider self-mixed/split insulin regimen

® Todal WPH dose = B of curment NPH dose
= 253 given belore breakinst

b 4 = 1/3 givon bolone dinnaf
Procesd ta full  Add 4 ol s apid-acting nauln 1o each
basal-bolug regemean mjaction or 10% of reduced MPH dosa

{loa, basal irsudin and
prandial insulin with

aach risal

Consider hwice dasly premix
m&ulin regimen

INITIATION

ompanant of the ragiman
nasad on indvidualred needs

Cansidar mailin an the Tirst injretatie | evdenmes ol engeng eatabaliam, spmpless of hyperghycemin ans present, wham A10 levela [=10% [38 mmelimel) or Bloed glicoas levels

[=300 mgiel. [16.7

L[} are viry Pagh, oo & dingranis af typs 1 dialsoten in o ponsibilny,

. ‘When selecting GLP-1 RA, consider: patient prelorence, ATG wonng, waight-lowarirg afect, or equenay af infection. it GV, congicer GLP-1 FA with proven VD benaht

Fiox patierits on GLP-1 A& and besal inmwlin combination, consider uss of a faed-ratio combination peoduct (iDeglin or iGlaLid)

Corslder swaching from sverirg NPH o o basal analeg § the patient devalops bypogivoemin andios frequently iogets to ndmimste P4 i the evening ard would be betier managed
with an AM dooe of o long-actng bosal imeiln
I e vy praredinl indaulin ta NPH, consider initistion of & seif-misked or promixed miniln rgernen o decreass he number of injootiane regquinsd,

American Diabetes Association. Standards of Medical Care in Diabetes. 2020; volume 43 issue Supplement 1: S98-S110

Physician Clinical Integration

Network, LLC




Figure 3
Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes

Inktlal BP 2160100 mmHg

Initial BP <1&0/100 mmHg

h {

[ Start ene agent ] | Lifestyle management

“ !

1 1

e,

Start two agents

{

i

Albuminuria®

Albuminuria®
| I B |
Mo Yes Mo
Start one drug: I Start: Start drug from
« ACEI + ACEiI or ARB 2 of 3 aptions:
= ARB - ! + ACEl or ARB
# ccBlll * EcBl‘il‘
* Dluretic** * Diuretic**

d

1}

Yes

'

Start;
« ACEi or ARE
and
+ CCE"** ar Diuretic™

1

S

Treatment tolerated
and target achieved

{

Continue therapy ]

LS

|
Mat meeting target

!

Add agent from
complementary drug class:
+ ACEi or ARB
« CCE*

+ Diuratic™

|
Adverse effects

; .m

Conzider change to
alternative medication:
« & CEi or ARB
= CCE*

= Diuretic™

r_h-

Mot meeting target
an two agents

. & LS
| N

|
Mot meeting target or

Treatment tolerated .
and target achleved adverse effects using a drug
from each of three classes

T }

Continue therapy [

Figure10. 1—Recommendations for the treatmentof mnfirmed yperenson in peoplewithdiabetes. *AnACE inhibitor | ADE)or angiobensin eoeptor bibdoer
{ARE) & suggeshed to treat hyperbension for patien & with urine albumiin- D-oeatinine ratio 30-299mgg oreatinine and stronghy reommended for patien = with
wrine albumin-to-creafinine ratio = 300 mglg creatinine.. **Thiaridefike diure tic long-ading agents shown to reduce cardiovascular events, such as
chlarthabdoneand indapamide, ane prefermed . * **"Dilydrogyridine calcium cha nnel blockes | OB ] BP, blood press wre . Adapbed from de Boer etal. {17].
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Table 1: Criteria for the Screening and Diagnosis of Diabetes

Criteria for the Screening and Diagnosis of Diabetes

Prediabetes Diabetes
A1C 5.7-6.4%" z8.5%]
FPG 100—125 mg/dL {5.6-8.8 rrlmn:\l-‘i_]+ 2128 mg/dL (7.0 n1rm:~I-'L:!!
oGTT 140108 mgidL (7.8—11.0 mmaobL)" =200 mgidL (11.1 mmaolL)’
RPG 2200 mgidL (11.1 mmaokiLy

<% For all three tests, risk is continuous, extending below the lower limit of the range and becoming
disproportionately greater at the higher end of the range.

41 In the absence of unequivocal hyperglycemia, diagnosis requires owo abnormal test results from the same
sample or in two separate samples.

<1 Only diagnostic in & patient with classic symptoms of hyperglycemia or hyperglycemic crisis.
RPG, random plasma glucose.

American Diabetes Association. Standards of Medical Care in Diabetes 2019 Abridged for Primary Care Providers. Clinical Diabetes.
2019 Jan; 37(1): 11-34
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Table 2: Components of the Comprehensive Diabetes Medical Evaluation at Initial,

Follow-Up, and Annual Visits

Diabetes history
= ChasactesDcs at onset (0, age, sympotoms) "
s Review of prevous treatmant reasrnans and responie o
B Assess frequency/cauieieves ity of past hosoilaizations o
Family histery
B Farmily history of diabates in a firt-dearee redalive L
= Famdy history of autoimmune deoncer v
Perianal history of complications and commen comerbidities
PAST MEDICAL
] - ; r o o
AND FAMILY Macrovascular and microvascula
HISTORY B Common coemorbidies (e.g., onesity. OSA) o
* Hypoglycemla awareness,/Trecuency/causes,/ Tming of eclsoces « ¥
= Prosance of hemoalobinapathies or anamias e
1 High blood pressure or abnormal Fpids i v
¥ Last chental visit o
= Last chlated eve eocam o L
B Visits to specialists -’ o
Interval history
5 Changes in medical/Tamily history since last visit v
B Ealing patierns and weghl history o L
B Physical activity and seep bohaviors o .
s Tobacco, alcohol and substance use v v
» Current medlication reairmen v v
= Madicator-taking behaviol L v
) = Medication intolerance or sicde effects v i
L 5 Compiementary and alternative medicine use L v
= Yaccinatian histary and reeds <« o
8 Assess use of health anps, online education patient gortals, etc. o v
B Glucose monitoring (meter 0EM): results and data use o W
B Rpview insulsy pumip settings ancl use o i
Piychozoclal conditions
= Scrpen for depression, anxiety, and cisarderad eating; refer i v
for further assessment or intervention If war-anted
B |dentify existing socksl supparts o
BEHAVIORAL = Conzider asseszment for coanitive impairment® o ¥
DIABETES
AHDSELF DMabetesz sell-management education and support
MANAGEMENT n Histery of dietican/diabetes educator visits/classes L ¥
SKILLS B Asipess diabetes self-management skills and bartiers & ol
= Assess familiadty with carbobydrate counting (type 1 diabetes) v
Pregnancy planning
8 For women with childbearng capacily, review contracentive reeds - o

and preconception planning
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Table 2 (continued)

EVERY
INITIAL FOLLOW-  ANNUAL
VISIT UP VISIT VISIT

* Height, weight, and BMI; growth/pubertal development in children v v - v
and adolescents

* Blood pressure determination v v

» Orthostatic blood pressure measures (when indicated)
* Fundoscopic examination (refer to eye specialist)
* Thyroid palpation

PHYSICAL * Skin examination (e.g., acanthosis nigricans, insulin injection or
EXAMINATION insertion sites, lipodystrophy)

» Comprehensive foot examination

R BN
%,

+ Visual inspection (e.g., skin integrity, callous formation, foot
deformity or ulcer, toenailsy**

+ Screen for PAD (pedal pulses-refer for ABI if diminished)

= Determination of temperature, vibration or pinprick sensation,
and 10-g monofilament exam

\
<,

» AIC, if the results are not available within the past 3 months

~

* |If not performed/available within the past year

* Lipid profile, including total, LDL, and HDL cholesterol and
triglycerides®

= Liver function tests*
I'Ehvi?;:;%f + Spot urinary albumin-to-creatinine ratio
* Serum creatinine and estimated glomerular filtration rate*
= Thyroid-stimulating hormone in patients with type 1 diabetes®
* Vitamin B12 if on metformin (when indicated)

« BB O N s oy

o s o 80w

= Serum potassium levels in patients on ACE inhibitors, ARBs, or
diuretics®

American Diabetes Association. Standards of Medical Care in Diabetes. 2019; volume 42 issue Supplement 1
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Table 3: Recommendations for Statin and Combination Treatment in Adults with Diabetes

ASCVD or
10-year ASCVD Recommended statin intensity® and combination
Age risk >20% treatment*
<40 years No Nonet
Yes High
¢ In patients with ASCVD, if LDL cholesterol =70
mg/dL despite maximally tolerated statin dose,
consider adding additional LDL-lowering therapy
(such as ezetimibe or PCSK9 inhibitor)#
=40 years No Moderatet
Yes High

¢ In patients with ASCVD, if LDL cholesterol =70
mg/dL despite maximally tolerated statin dose,
consider adding additional LDL-lowering therapy
(such as ezetimibe or PCSK9 inhibitor)

ASCVD, atherosclerotic cardiovascular disease; PCSK9, proprotein convertase subtilisin/kexin type
9. *In addition to lifestyle therapy. *For patients who do not tolerate the intended intensity of
statin, the maximally tolerated statin dose should be used. tModerate-intensity statin may be
considered based on risk-benefit profile and presence of ASCVD risk factors. ASCVD risk factors
include LDL cholesterol =100 mg/dL (2.6 mmol/L), high blood pressure, smoking, chronic kidney
disease, albuminuria, and family history of premature ASCVD. $High-intensity statin may be
considered based on risk-benefit profile and presence of ASCVD risk factors. #Adults aged <40
years with prevalent ASCVD were not well represented in clinical trials of non-statin—-based LDL
reduction. Before initiating combination lipid-lowering therapy, consider the potential for
further ASCVD risk reduction, drug-specific adverse effects, and patient preferences.

American Diabetes Association. Standards of Medical Care in Diabetes. 2019; volume 42 issue Supplement 1
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Table 4: High-Intensity and Moderate-Intensity Statin Therapy*

High-intensity statin therapy Moderate-intensity statin therapy
(lowers LDL cholesterol by =50%) {lowers LDL cholesterol by 30-50%)
Atorvastatin 40-80 mg Atorvastatin 10-20 mg
Rosuvastatin 20-40 mg Rosuvastatin 5-10 mg

Simvastatin 20-40 mg
Pravastatin 40-80 mg
Lovastatin 40 mg
Fluvastatin XL 80 mg
Pitavastatin 2-4 mg

*Once-daily dosing. XL, extended release.

American Diabetes Association. Standards of Medical Care in Diabetes. 2019; volume 42 issue Supplement 1
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