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UTILIZATION GUIDELINES

PRACTICE GUIDELINE

DIABETES MANAGEMENT


ROUTINE EXAMINATION

CATEGORY
RECOMMENDATION

Routine Visits
Individuals with diabetes should be seen at least quarterly until achievement of treatment goals.  

Thereafter, frequency may decrease as long as patient continues to meet goals.  More frequent visits are required if not meeting glycemic target, or BP control, or have evidence of microvascular or macrovascular complications, or/and undergoing intensive insulin therapy.  Intensive insulin therapy defined as keeping blood glucose as close to normal as possible through frequent injections or use of an insulin pump; meal planning; adjustment of insulin; and exercise based on blood glucose test results and frequent contact with the health care team.

Blood Pressure Testing and Control




Blood Pressure Goals:

Patients with diabetes should be treated to a systolic blood pressure =120 mmHg. (B)

Patients with diabetes should be treated to a diastolic blood pressure = 80 mmHg. (B)

Children: correlate to age-adjusted 90th percentile. 

Patients with hypertension (systolic > 140 mmHg or diastolic > 90 mmHg) should receive drug therapy in addition to lifestyle and behavioral therapy. (A)

Orthostatic measurement of blood pressure should be performed when clinically indicated to assess for the presence of autonomic neuropathy. (E)

Weight
Every routine diabetes visit.

 Children: target age-related normative values.

Foot Examination


All individuals with diabetes should receive an annual foot examination to identify high-risk foot conditions.  This examination should include assessment of protective sensation, foot structure and biomechanics, vascular status, and skin integrity. (E)

People with one or more high-risk foot conditions should be evaluated more frequently for the development of additional risk factors. (E)

People with neuropathy should have a visual inspection of their feet at every visit with a health care professional. (E)

Evaluation of neurological status should include a quantitative somatosensory threshold test using the Semmes-Weinstein 5.07 (10-g) monofilament   (E)

Initial screening for peripheral vascular disease should include a history for claudication and an assessment of the pedal pulses.  Consider obtaining an ABI, as many patients with PAD are asymptomatic. (E)

Retinal Eye  Examination


Comprehensive dilated examination by ophthalmologist or optometrist knowledgeable and experienced in management of diabetic retinopathy is recommended.  

Initial dilated and comprehensive eye testing is recommended:

· Within 3-5 years after diagnosis of type 1 diabetes once patient is 10 years of age or older. Clinical judgement should be exercised based on prepubertal duration of diabetes (B) 

· Shortly after the time of diagnosis for type 2 diabetes (B)

· Prior to conception and during 1st trimester of pregnancy, for women with pre-existing diabetes (B)

Annual testing is recommended for both type 1 and type 2 diabetic patients thereafter.  Abnormal findings necessitate more frequent follow up.  Less frequent exams (every 2-3 years) may be considered with the advice of an eye care professional in the setting of a normal eye exam. (B)

Depression 
Probe for emotional/physical factors linked to depression routinely; treat aggressively with counseling, medication and/or referral.   Antidepressants may improve compliance in diabetic patients.



Preconception Counseling 


Preconception counseling is recommended to all women of childbearing age in order to optimize self-management skills.  Women contemplating pregnancy should be evaluated, and if indicated, treated for diabetes retinopathy, nephropathy, neuropathy, and CVD. (E)  

A1C test levels should be normal or as close to normal as possible (<1% above the upper limits of normal) before conception is attempted. (B) 

Hemoglobin A1C (A1C) 

Testing and Control


A1C testing is recommended at initial visit and at least two times per year thereafter in diabetics with stable glycemic control. (E)

Quarterly testing is recommended for patients who are not meeting glycemic goals or whose therapy has changed. (E)

Target goal = 7.0% (B) 

More stringent goals (i.e. a normal A1c, <6%) can be considered in individual patients. (B)

ROUTINE EXAMINATION

CATEGORY
RECOMMENDATION

Proteinuria Screening


Microalbuminuria screening is recommended for:

· Type 1 diabetic individuals - > 5 years diabetes duration. (E) Clinical judgement should be exercised based on prepubertal duration of diabetes

· Type 2 diabetic individuals – to begin at the time of diagnosis (E) 

Thereafter, annual microalbuminuria screening is recommended in place of routine urinalysis, in the absence of previously diagnosed proteinuria.

Definitions of abnormalities in albumin excretion:


Category

Normal

Microalbuminuria

Clinical albuminuria


 Spot Collection

((g/mg creatinine)

<30

30-299 

( 300



 Two of three specimens collected within a 6 month period should be abnormal before considering a patient to have crossed one of these diagnostic thresholds.  Treat with ACE/ARB in every case if >30.

ROUTINE TESTING 

CATEGORY
RECOMMENDATION

Lipid Testing and Control 


At least annually and more often if needed to achieve goals. However, in adults with low-risk lipid values, it is acceptable to repeat lipid assessment every 2 years. (E) 

Target Values:

· Cholesterol =160mg/dL

· Triglyceride <150mg/dL

· LDL =70-100mg/dL

*Refer to PHP Outpatient Management of Coronary Artery Disease guideline

Children: In children and adolescents with diabetes,  LDL cholesterol should be lowered to <100 mg/dl using diet as well as medications based on LDL level and other CVD risk factors in addition to diabetes. (E)

Immunizations  


Annually provide an influenza vaccine to all diabetic patients 6 months of age or older. (C)

Provide at least one lifetime pneumococcal vaccine for adults with diabetes.  A one-time revaccination is recommended for individuals >64 years of age previously immunized when they were <65 years of age if the vaccine was administered more than 5 years ago. (C)

**Refer to PHP Preventive Health Recommendations.

Testing for Coronary Heart Disease


Cardiovascular risk factors should be assessed at least annually.  Risk factors include:  dyslipidemia, hypertension, smoking, a positive family history of premature coronary disease, presence of micro/ macroalbuminuira. 

In patients without prior history of an event or symptoms strongly suggesting CHD, screening exercise stress testing is warranted for diabetic patients with the following (E):

Candidates for a diagnostic cardiac stress test include those with:

· Typical or atypical cardiac symptoms

· Abnormal Resting ECG

Candidates for a screening cardiac stress test include those with:

· History of peripheral or carotid occlusive arterial disease

· Sedentary lifestyle, age > 35 years and plans to begin vigorous exercise program

· Two or more risk factors listed above

Patients with abnormal exercise ECG and patients unable to perform an exercise ECG require additional/ alternative testing. Type of testing and need for referral to a cardiologist depend on severity of underlying or suspected disease.

MEDICATIONS

CATEGORY
RECOMMENDATION

Diabetic Agents
Insulin and oral anti-diabetic agents therapy selection based on recommendations of PHP National Pharmacy and Therapeutics Committee.

Anti-hypertensive Agents 


Initial drug therapy for hypertension may be with ACE inhibitors, ARBs, beta-blockers, calcium channel blockers or diuretics. Additional drugs may be chosen from these classes or another drug class. (A)

Minimum of two drug therapy is generally recommended for all diabetics to reduce risk of CAD, CVA and nephropathy.

Multiple drug therapy is generally required to achieve blood pressure targets. (B)

All patients with diabetes and hypertension should be treated with a regimen that includes either an ACE inhibitor or ARB.  If one class is not tolerated, the other should be substituted.  If needed to achieve blood pressure target, a thiazide diuretic should be added. (E)

If ACE inhibitors, ARBs, or diuretics are used, monitor renal function and serum potassium levels. (E)

In patients over age 55 years, with hypertension or without hypertension but with another cardiac risk factor (history of cardiovascular disease, dyslipidemia, microalbuminuria, smoking), an ACE inhibitor (if not contraindicated) should be considered to reduce the risk of cardiovascular events. (A)

ACE Inhibitor/ARBs Use for Proteinuria


In the treatment of albuminuria/nephropathy, both ACE inhibitors and ARBs can be used:  

· In hypertensive type 1 diabetics with any degree of albuminuria, ACE inhibitors have been shown to delay the progression of nephropathy (A)

· In hypertensive type 2 diabetics with microalbuminuria either ACE inhibitors or ARBs have been shown to delay the progression to macroalbuminuria (A)

· In hypertensive type 2 diabetics with macroalbuminuria and renal insufficiency (serum creatinine >1.5 mg/dl), ARBs have been shown to delay the progression of nephropathy (A)

· If one class is not tolerated, the other should be substituted (E)

If ACE Inhibitors or ARBs are used, monitor serum potassium levels for the development of hyperkalemia.  (B)

Hyperlipidemia Agents


Patients who do not achieve lipid goals with lifestyle modifications require pharmacological therapy. (A)

Lowering LDL cholesterol with a statin is associated with a reduction in cardiovascular events. (A)

In people with diabetes over the age of 40 with a total cholesterol > 135 mg/dl, statin therapy to achieve an LDL reduction of ~30% regardless of baseline LDL levels may be appropriate. (A)

Lowering triglycerides and increasing HDL cholesterol with a fibrate is associated with a reduction in cardiovascular events in patients with clinical CVD, low HDL, and near-normal levels of LDL. (A)



Antiplatelet Agents /

Aspirin Use


Use aspirin therapy (162-325 mg/day) as a secondary prevention strategy in individuals with diabetes who have a history of myocardial infarction, vascular bypass procedure, stroke or transient ischemic attack, peripheral vascular disease, claudication, and/or angina, unless contraindicated. (A)

Use aspirin therapy (162-325 mg/day) as a primary prevention strategy in those with type 2 diabetes at increased cardiovascular risk, including those who are over 40 years of age or who have additional risk factors (family history of CVD, hypertension, smoking, dyslipidemia, albuminuria), unless contraindicated. (A)

Aspirin therapy should not be recommended for patients under the age of 21 years because of the increased risk of Reye’s syndrome. (E)

EDUCATION and COUNSELING

CATEGORY
RECOMMENDATION

Education and Self-management Principles
This includes 

· diabetes disease process and treatment options
· nutritional management
· physical activity 
· medications 
· monitoring 
· acute complications
· chronic complications
· goal setting and problem solving
· psychosocial adjustment
· preconception care, pregnancy and gestational diabetes management

Medical Nutrition Therapy (MNT): People with diabetes should receive individualized MNT as needed to achieve treatment goals, preferably provided by a registered dietitian. (B)

Physical Activity: A regular physical activity program, adapted to any complications, is recommended for all patients with diabetes who are capable of participating.  Patients may need a pre-exercise stress test. (B)

Self-Monitoring Blood Glucose (SMBG): Instruct the patient in SMBG and routinely evaluate the patient’s technique and ability to use data to adjust therapy. (E)

Foot Care: Patients with diabetes and high-risk foot conditions should be educated regarding their risk factors and appropriate management. (E)

Women with diabetes who are contemplating pregnancy should be evaluated and, if indicated, treated for diabetic retinopathy, nephropathy, neuropathy and cardiovascular disease.  Recommend the Sweet Success Program at Sierra Nevada Memorial Hospital.(E)



Smoking Cessation Counseling


Advise all patients not to smoke. (A) 

Include smoking cessation counseling and other forms of treatment as a routine component of diabetes care. (B) This can be accomplished by assessing the smoking status and history, and counseling on smoking prevention and cessation. (E)


ADA Evidence Grading System

A
Clear evidence from well-conducted, generalizable, randomized controlled trials that are adequately powered, including: ● Evidence from a well-conducted multicenter trial ● Evidence from a meta-analysis that incorporated quality ratings in the analysis ● Compelling nonexperimental evidence, i.e., “all or none” rule developed by the Center for Evidence Based Medicine at Oxford.  

Supportive evidence from well-conducted randomized controlled trials that are adequately powered, including: ● Evidence from a well-conducted trial at one or more institutions ● Evidence from a meta-analysis that incorporated quality ratings in the analysis.

B
Supportive evidence from well-conducted cohort studies, including: ●Evidence from a well-conducted prospective cohort study or registry ● Evidence from a well-conducted meta-analysis of cohort studies.

Supportive evidence from a well-conducted case-control study.

C
Supportive evidence from poorly controlled or uncontrolled studies, including: ● Evidence from randomized clinical trials with one or more major or three or more minor methodological flaws that could invalidate the results ● Evidence from observational studies with high potential for bias (such as case series with comparison with historical controls) ● Evidence from case series or case reports.

Conflicting evidence with the weight of evidence supporting the recommendation.

E
Expert consensus or clinical experience.

This guideline is intended to provide information to aid health care providers, it is not a substitute for clinical judgment in treating individual patients.  It is subject to updating pending the release and review of additional data, based upon changes in scientific knowledge and technology.
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