
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, 
diagnosis, treatment and reducing/preventing complications. 

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. 

Documentation requirements for HEDIS measures include: 

• HbA1C testing (date & result)

• Blood pressure (date & result)

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

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

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

CLINICAL GUIDELINE: 
COMPREHENSIVE DIABETES CARE AND 
STATIN ADHERENCE THERAPY 

Population Included 

Adults >18 years of age with 
Type 1 or Type 2 diabetes 

Exclusions 

Gestational diabetes 



 

 

 

 
 

 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) 
 

 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/l) 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 
 A1C 5.7 - 6.4% (39-47 mmol/mol) 

o Diagnosis of diabetes: 
 FPG value > 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/l); or 
 A1C > 6.5% (48 mmol/mol); or 
 Random blood sugar >200mg/dL with symptoms of hyperglycemia. 

 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 

 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]) 

Recommendations 



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 1 diabetes.
 Optimize glucose control to prevent or slow the progression of distal symmetric polyneuropathy in people with

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
 A dilated 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 annually thereafter.
 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].



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 (2.82 mmol/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 If results 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 or A1C.
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 A1C 5.7 – 6.4% (39-47 mmol/mol)

Criteria for diabetes (Table 1): 
o FPG value >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 A1C >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. 



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 



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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Appendix 

Figure 1: Diabetes Risk Test 

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



 

 

 

Figure 2: Glucose Lowering Medication in Type 2 Diabetes: Overall Approach 
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Figure 3 
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Table 1: Criteria for the Screening and Diagnosis of Diabetes 

American Diabetes Association. Standards of Medical Care in Diabetes 2019 Abridged for Primary Care Providers. Clinical Diabetes. 
2019 Jan; 37(1): 11-34 



Table 2: Components of the Comprehensive Diabetes Medical Evaluation at Initial, 
Follow-Up, and Annual Visits 



Table 2 (continued) 

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



Table 3: Recommendations for Statin and Combination Treatment in Adults with Diabetes 

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



Table 4: High-Intensity and Moderate-Intensity Statin Therapy* 

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