Clinical Guidelines
For the
Management of Diabetes




Management of Diabetes

A panel of experts appointed by the American Diabetes Association (ADA) revised the ADA Diabetes Standards of Care
in January 2005 and updated March 2005. Schaller Anderson has adapted the above for its use in treating diabetes.

The complete Standards of Care are available on the Web:

http://care.diabetesjournals.org/content/vol28/suppl 1/

These guidelines are distributed under a quality improvement/utilization management program in order to identify
criteria for appropriate and effective use of health care services and consistency in the care provided to plan enrollees.
The guidelines are not intended to: (i) supplant the duty of a qualified health professional to provide treatment based on
the individual needs of a patient; (ii) constitute procedures for or the practice of medicine by the party distributing the
guidelines; or (iii) guarantee coverage or payment for the type or level of care proposed or provided.
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Guideline Summary for Management of Adults with Diabetes Mellitus Types 1 and 2

Adult patients with type 1 or type 2 diabetes mellitus

Goals Glycemic Control Risk Factor Control
- Preprandial glucose 90-130 mg/dl - Blood pressure < 130/80 (adult)
- Postprandial glucose < 180 mg/dl - LDL-C (>40 YRS W/O CAD)’ reduction of LDL by 30-40%
- HgbAl1C < 7% - LDL-C (>40 YRS W/O CAD w + RF)' < 100 mg/dl
- HgbA1C < 6% may reduce complications in both type 1 and type 2 - LDL-C (With CAD) <70 mg/dl
- Less rigorous control for patients with frequent hypoglycemia - HDL-C > 40 mg/dl
- Triglycerides < 150 mg/dl
- Urine microalbumin < 30 ug/mg creatinine
Periodic assessment Assessment should include: Follow-Up:
® Blood pressure each visit - Initiation of insulin daily
* Weight each visit - Initiation of oral hypoglycemics weekly
e Foot exam each visit - Routine (meeting goals) 2x/yr
e Cardiovascular risk factor assessments at least yearly - Routine (not meeting goals) axlyr
e Retinal exam (performed by ophthalmic professional) yearly after initial exam

Laboratory Tests

Tests should include:
e HgbAlC
e Fasting lipid profile

- If HgbA1C < 7.0% or a target HgbA1C at a
minimum 2 x yr. If not at target every 2-3 months

- LDL-C at goal or target yearly. If not q 3 months

e Urine microalbumin® (random spot urine for albumin creatinine ratio preferred as screening) - Urine yearly, if greater than 30 ug/mg repeat

within six months

Education, counseling
and risk factor
modification

Guided self-management for:

e Medical nutritional therapy provided by a registered dietician familiar with DM. Less emphasis

on carbohydrate and more emphasis on nutrition

Cardiovascular risk reduction’

Exercise program

Foot care

Smoking cessation intervention
Pre-conception counseling (when appropriate)

Glycemic control to include self monitoring of blood glucose and plan for hypoglycemia

At least annually

Referrals

® When primary goals have not been met despite reasonable treatment plan

e [f renal function < 60 ml/min/1.73/m

Endocrinology consult
Nephrology consult

Management Plan

Care should include at each visit:

e Treatment of hypertension ACE, B-blocker, diuretic, Ca™*-channel blocker or ARB

(ACE’s considered first line therapy;
e Management of cardiovascular risk factors

e Assurance of appropriate immunizations status (influenza, pneumonia, and Td)

Source: Standards of Medical Care for Patients with Diabetes Mellitus, Diabetes Care, Vol. 28, Supp 1., January 2005. Copyright© American Diabetes Association from Diabetes Care, Vol. 28, Supplement 1, 2005; S4-S36.
Reprinted with permission from The American Diabetes Association.

' Major risk in addition to diabetes include: Modifiable risks — smoking, hypertension, hyperlipidemia, sedentary lifestyle, obesity, stress; Fixed risks — family history, age, gender
2 If type 1 diabetes at least 5 years and for all type 2 diabetes, tests include timed specimen for albumin or albumin creatinine ratio
% Heart Protection Study: Subjects with diabetes with total cholesterol > 135 mg/dl benefited from a 30-40% reduction in LDL-C with daily statin therapy. In general statin therapy in diabetes has been shown to reduce myocardial
infarctions and stroke in all diabetes
These guidelines are not a substitute for medical judgment and should only be used by qualified health-care professionals who apply independent judgment and take into account the circumstances of each individual patient’s care.
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