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 Care Process Model: Outpatient Management of Adult Type 2 Diabetes Mellitus 

These recommendations are based on a 2012 joint position statement of the American Diabetes Association and the European Association for the Study of Diabetes1   

and the American Association of Clinical Endocrinologists Comprehensive Diabetes Consensus Statement 2013.2 

Introduction 

Addressing Diabetes and its treatment can ease the health care cost burden – The American Diabetic Association (ADA) 

reports an estimated economic burden to the health system in 2012 at $245 billion, a 41% increase over 2007. 
3 

 

Screening and early diagnosis can improve outcomes - Early detection and treatment of type 2 diabetes can lead to a reduced 

incidence of myocardial infarction and microvascular complications.
4
 Approximately one-fourth of type 2 diabetes cases may be 

currently undiagnosed.
5
 

Good management of disease can preserve and improve quality of life - Uncontrolled diabetes can result in catastrophic 

health problems. It is estimated that two out of three individuals with diabetes die prematurely from heart disease or stroke. 

Diabetes is considered responsible for about 50% of all new cases of end-stage renal disease requiring dialysis, and is the leading 

cause of blindness among working age adults. Over half of all non-traumatic lower extremity amputations are related to 

complications of diabetes according to the Utah Diabetes Practice Recommendations 2012. 

 

Goals for Disease control MUST be individualized – Setting a goal for HbA1c should be based on the patient's functional and 

cognitive status, ability to recognize hypoglycemic/hyperglycemic symptoms, and respond. An HbA1c <7.5% is a reasonable goal for 

a healthy older adult, while <8% is acceptable for frail elderly patients, those with a duration of illness >10 years, or those with 

comorbid conditions and requiring combination diabetes medications. In patients with advanced microvascular complications 

and/or a life expectancy <5 years, a target HbA1c of 8% to 9% is reasonable. For elderly patients with diabetes and relatively healthy, 

attaining target goals for aspirin use, blood pressure, lipids, smoking cessation, and diet & exercise may be more important than 

normalized glycemic control. 

TREATMENT GOALS 

Measure Frequency Goal 

HbA1c Test at least every 6 
months 

Individualization required: 
<6.5% when no comorbid conditions, long life expectance 
<7.0% most adults 
<8.0% with history of hypoglycemia, long disease duration, 
limited life expectance, advances complications, or 
multiple comorbid conditions 
(ACO Metric 22 for Diabetic 18 to 75 years old) 

BP Check at each office visit <140/80 mm Hg  
(ACO Metric 24 for Diabetics 18 to 75 years old) 

LDL Check every year unless 
low risk then every 2 yrs 

<100 mg/dL (ACO Metric 23 for Diabetics 18 to 75 years old) 
with CVD: <70 mg/dL 

HDL Test at least every year Women: > 50 mg/dL;    
Men: >40 mg/dL  

Triglycerides Test at least every year <150 mg/dL 

Foot Exam Perform at least every year Normal 

Urine 
albumin/creatinine ratio 

Test at least every year <30 mg albumin/g of creatinine 

Serum creatinine Test every year  
and estimate GFR 

Normal 

Retinal exam Check every year; or every 
2 yrs if well controlled 

Normal 
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Screening - For adults  ≥ 45 years or> 30 years, with risk factors - screen every 3 years  

All adults who are overweight or obese (BMI≥25) with 1 of the following risk factors should be tested every 3 years: 

 
 Hypertensive ( ≥ 140/90)  Polycystic ovary syndrome (PCOS) 

 Family history  History of vascular disease 

 Physical inactivity 

 Dyslipidemia 

 History of elevated HbA1c, impaired fasting glucose (≥100mg/dL), or 
impaired glucose tolerance. 

 High-risk ethnicity  
(African  American, Latino, Native American, Asian, Pacific Islander) 

 Other conditions associated with insulin resistance, e.g. severe obesity, 
acanthosis nigricans, sleep apnea, gout, etc 

 Previous gestational Diabetes /delivery of a baby > 9lbs  Patients treated with second generation antipsychotics 

 

Algorithm – Screening and Diagnosis 

 

Office Visit – for Diabetes Screening

NO

Test by measuring: LAB DRAWN HbA1C OR Fasting Plasma 
Glucose (FPG) OR 2-hour Oral Glucose Tolerance Test(OGTT)
OR random plasma glucose w/symptoms of hyperglycemia or 

hyperglycemic crisis 

DIABETES MELLITUS

Is A1c ≥ 6.5% or other test abnormal?

BELOW diagnostic threshold,  

Re-enforce health lifestyle and 

encourage Population Health 

engagement 

Repeat same test on a different day – 

consider other diagnosesRe-enforce healthy lifestyle

 and encourage Population Health 

support

Adults ≥ 45 years or ≥ 30 with risk factors – screen every 3 years
Overweight or Obese (BMI≥25) adults with additional risk factors

Or with symptoms
YES

YES

Second  A1c ≥ 6.5% or other second test abnormal

YES

NO

NO

 
 

Abnormal lab results- Abnormal values are HbA1c ≥ 5.7%, FPG ≥ 100 mg/dL or 2-hour OGTT ≥ 140 mg/dL. 

Ensure the integrity of lab value. The sample must be obtained from a correctly collected/stored specimen, NOT from 

finger stick. When repeat testing is needed to confirm diagnosis, use ICD-9 code 790.6 (abnormal chemistry) to order follow-up test.  DO NOT use 

ICD-9 code 250.xx or your patient will be labeled a diabetic regardless of the second test result. 

 

Criteria for DM diagnosis  

Two LAB DRAWN HbA1c values >6.5% •OR Two FPG values >126 mg/dL OR Two 2-hour OGTT values >200 mg/dL  

Criteria for diagnosis of Prediabetes or glucose intolerance FPG = 100–125 mg/dL (impaired fasting glucose 

(IFG)) OR 2-hour OGTT = 140–199 mg/dL (impaired glucose tolerance (IGT)) OR HbA1c = 5.7% – 6.4% 
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Management of Prediabetes or Glucose Intolerance 

Patients with abnormal tests results but who fail to meet the criteria for the diagnosis of diabetes may also have 

prediabetes which increases their risk of developing both cardiovascular disease and diabetes.   

Patients with the following test results can be considered to have Prediabetes: 

 Fasting Plasma Glucose (FPG) of 100 -125 mg/dL  (Impaired fasting glucose (IFG)) OR 

 2-hour Oral Glucose Tolerance Test (OGTT) of 140 -199 mg/dL (Impaired glucose tolerance (IGT)) OR 

 HbA1c of 5.7 to 6.4% 

Screening these patients at least annually, preferably twice a year, is useful.  Progression can be avoided or delayed with 

the proper management with lifestyles interventions. Follow up counseling on diet and exercise has been shown to 

improve the rate of compliance. 

 Counsel patients to increase physical activity after appropriate cardiac risk screening– 30 minutes of moderately 

intense exercise daily with a minimum of 150 minutes (2.5 hours) of exercise per week.6  

 

 Recommend weight loss of 7-10% of body weight for overweight patients.6  

 

 Consider treatment with metformin in those <60years old, with BMI>35 or a history of gestational DM especially 

if continues to be HbA1c≥6% with weight loss and increased exercise. 

 

 Screen for Dyslipidemia and treat as needed. (See Algorithm – Management of Dyslipidemia) 

 

 Screen for hypertension and treat as needed. (See Algorithm – Management of Hypertension) 

 

 Smoking status should be determined and smoking cessation counseling should be provided when appropriate. 

 

The “5 A’s” Model for Treating Tobacco Use and Dependence 

Ask about tobacco use. Identify and document tobacco use status for every patient at every visit. 

Advise to quit. In a clear, strong, and personalized manner, urge every tobacco user to quit 

Assess willingness to 
make a quit attempt. 

Is the tobacco user willing to make a quit attempt at this time? 

Assist in quit attempt.  
 

For the patient willing to make a quit attempt, offer medication and provide or 
refer for counseling or additional treatment to help the patient quit.  
 
For patients unwilling to quit at the time, provide interventions designed to 
increase future quit attempts. 

Arrange follow up.  
 

For the patient willing to make a quit attempt, arrange for follow up contacts, 
beginning within the first week after the quit date.  
 
For patients unwilling to make a quit attempt at the time, address tobacco 
dependence and willingness to quit at next clinic visit. 
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Diabetes Management Overview 

The patient’s goal HbA1c should be selected based on the patient’s specific circumstance and risk factors.  

While we have traditionally targeted specific goals for all patients, new evidence suggests that 

individualized goals based on the patient’s profile is the best way to direct treatment. 

For most adults, aim for HbA1c less than 7.0%.  

Consider more stringent goals (e.g., 6.0% to 6.5%) for selected individual patients such as those with short 

duration of diabetes, long life expectancy, and no significant CVD.  

Consider less stringent goals (e.g., 7.5% to 8.0%) for patients with a history of severe hypoglycemia, long 

disease duration, limited life expectancy, advanced complications, or extensive comorbid conditions. 

ACO METRIC 22 (NQF #0729): Diabetes Mellitus: Hemoglobin A1c Control (< 8%)  DESCRIPTION:  Percentage of patients 

ages 18 to 75 years of age with diabetes mellitus who had HbA1c < 8.0 percent  

 

Algorithm - Monitoring with Progress in Diabetes Management with HbA1c 

 

Office Visit for Patient with Confirmed Diabetes

Review recent HbA1c results

Inadequate Control based on 

individual goal

(for most patients A1C > 7%)

Good Control based on 

individual goal

(for most patients A1C < 7%)

 INITIATE OR ADJUST MEDICATION

 REFER TO DIABETES EDUCATOR – especially newly 

diagnosed; repeat annual F/U up visit w/ diabetes educator  No CHANGE (unless significant hypoglycemia)

 REINFORCE previous diabetes education; 

include annual follow up w/diabetes educator

FOLLOW UP A1c EVERY THREE (3) 

MONTHS, adjust treatment as needed

FOLLOW UP A1c

Preferred -  every three months 

but at a minimum of:

If on oral or no medications –  every 6-12 months

If on insulin, every 3-6 months

If A1c is > 8% for more 6-9 months,

REFER TO CENTER FOR METABOLIC 

HEALTH

DIABETES

EDUCATION

ENDOCRINOLOGY
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Treatments for diabetes 

 

 

Lifestyle counseling in primary care is associated with faster achievement of HbA1c, blood pressure, and LDL cholesterol 

control. A large retrospective study found that face-to-face counseling at least one time per month lead to patients 

reached goals much faster than those who did not have such sessions.7 

The two principal goals of lifestyle intervention are  

 to achieve a mean loss of ≥7% of initial body weight in overweight patients AND  

 to increase patient physical activity to ≥175 minutes of moderate intensity a week.  

 

Key components of lifestyle management are medical nutrition therapy, physical activity, behavior modification & 

accountability, and intensive lifestyle interventions. 

 

 

ACO METRIC 16 (NQF #0421): Preventive Care and Screening: Body Mass Index (BMI) Screening and Follow-Up 

DESCRIPTION: Percentage of patients aged 18 years and older with a calculated BMI in the past six months or 

during the current visit documented in the medical record AND if the most recent BMI is outside of normal 

parameters, a follow-up plan is documented within the past six months or during the current visit 

 
 
 
Medical Nutrition Therapy (MNT) 

 
All patients with pre-diabetes or diabetes should be referred to a registered dietitian for individualized MNT.   This 
should include includes an individualized meal plan that accommodates the patient’s medications and metabolic 
needs, as well as their eating habits, lifestyle, and readiness to change. 
 

 Until MNT takes place or if the patient is unable to attend, counsel the overweight patient to reduce caloric 
intake. 
 

 An initial goal is 1200 to 1500 calories per day for patients<250 pounds, and 1500 to 1800 calories per day for 
patients >250 pounds. 

 
Additional recommendations could include limiting fat to <30% of calories (<7% from saturated fat), and limiting 
carbohydrates per meal to 45 to 60 grams for women, and 60 to 75 grams for men. 
 
Resources such as the book The Calorie King Calorie, Fat, & Carbohydrate Counter 2014 (Amazon.com - $7.88 paperback) can 
provide nutrition content of foods.  Additional information is available from the American Diabetes Association at 
www.diabetes.com including a free program called MyHealthAdvisor™ to provide diet and exercise tracking and 
suggestions for diabetics.  Further assistance with healthy food choices is available at www.choosemyplate.gov. 

 
 
 

http://www.diabetes.com/
http://www.choosemyplate.gov/
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Physical Activity  

 
Regular physical activity has been shown to improve blood glucose control and prevent or delay type 2 diabetes.8 
Regular activity has shown positively affects lipids, blood pressure, cardiovascular risk, mortality rates, and quality of life.  
Before suggesting an increase in activity, patients should be screened and treated for cardiac issues in order to 
determine a safe level of exercise for the specific patient. 
 
 
The patient should be counseled to: 
 

 Increase activity to >150 minutes per week of moderate to vigorous intensity aerobic activity (e.g., brisk 
walking) spread over at least 3 days during the week, with no more than 2 consecutive days between bouts of 
aerobic activity. 
 

 Undertake moderate to vigorous resistance training 2 days per week, unless contraindicated. 
 

 Increase daily movement and decrease time sitting through activities such as taking the stairs, walking rather 
than riding, and getting out of one's chair for a two- to three-minute walk every half hour.9 Casual walking that 
does not meet at least moderate intensity does not, however, count toward the weekly goal. 
 

 
At first, monitor blood glucose before, during, and after physical activity. Once patients have a sense of how exercise 
works with their medication, food choices, and other factors that affect blood glucose, they won't need to check levels 
as often. 

 
 
 

Behavior modification and accountability 

 
Diabetes self-care requires modification to daily behaviors that are challenging.  Clinicians should work with patients to: 
 

 Agree on 1 or 2 appropriate goals. Efforts to promote lifestyle change should begin with identifying 
recommended behaviors, and developing specific goals and plans around those behaviors. 
 

 Create a plan for self monitoring. The most important behavior modification for patients is the daily tracking of 
food intake and physical activity. Patients should be encouraged to record calorie and activity totals daily and 
weekly, and weighed at least two times each week on the same reliable scale.  Established weight goals should 
be documented by the provider in the patient’s chart. 
 

 Arrange for clinician monitoring and follow-up. Monthly visits with a physician, care manager, or dietitian 
should focus on individualized assessment of progress, review of self-monitoring records, problem solving, and 
goal setting. Visits should reinforce behavioral strategies. 
 

 Referral to Diabetes Education is highly recommended.  Patients should complete this program early 
in their treatment. Medicare covers a multisession program for beneficiaries ONCE; with ONE follow 
up visit with a qualified diabetes educator covered each subsequent calendar year. 
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Immunizations 

 
 

ACO METRIC 14 (NQF #0041): Preventive Care and Screening: Influenza Immunization. Routine annual influenza is 
recommended for all persons aged 6 months. Centers for Disease Control/Advisory Committee on Immunization 
Practices (CDC/ACIP 2011). 

 
 
Annual influenza vaccination is recommended for all patients with diabetes over 6 months of age. 5 
 
 

ACO 15 (NQF #0043): Preventive Care and Screening: Pneumococcal Vaccination for Patients 65 Years and Older 
Pneumonia is a common cause of illness and death in the elderly and persons with certain underlying conditions 
such as heart failure, diabetes, cystic fibrosis, asthma, sickle cell anemia, or chronic obstructive pulmonary disease. 
(NHLBI, 2011) 

 
 
At least one lifetime pneumococcal vaccine for all adult patients with diabetes.( CDC:  Under 65 yrs use PCV13, 
pneumococcal conjugate vaccine; over 65 yrs PPDV23, pneumococcal polysaccharide vaccine)  
 Patients with diabetes may be at increased risk of bacterial pneumonia and have a high reported risk of nosocomial 
bacteremia, which has a mortality rate as high as 50%.10 
 
An additional dose is needed if they are≥ 65 years old, were originally immunized before they were 65 years old AND if 
the vaccine was administered more than 5 years previously; or if they have nephrotic syndrome, chronic renal disease, 
or other immunocompromised states, such as after transplantation. 
 
Hepatitis B vaccination is recommended by the CDC for adults with diabetes under age 60.5 

 

The Role of Self-Monitoring Blood Glucose Systems (SMBG)  

SMBG allows patients evaluate their response to treatment, avoid hypoglycemia, and the impact of diet and physical 

activity on their BG.  It can also guide adjustments medication as needed.  The patient should be taught how to do 

SMBG accurately.  An evaluation of technique and ability to use the information in therapy adjustments should be 

completed routinely.  The individual patient plan for monitoring with goals levels and treatment response plan should 

be documented in the chart by the PCP or specialist guiding care. 

The frequency and timing of monitoring should be individualized: 

 Test once a day, or less often: When controlling diabetes with oral agents OR with diet and exercise alone 

 

 Test 3 or fewer times a day: • When using less-frequent insulin injections 

 

 Test 3 to 4 times a day: • When using multiple insulin doses 

 

 Test 4 or more times a day: • Pregnant women or patients with hypoglycemic unawareness(4 to 8 times per 

day); during an acute illness; when modifying therapy; for those having hypoglycemia; and for any patient 

motivated to test this often to achieve best control possible 
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MEDICATION1, 5, 11, 12 

 

If life style modifications do not achieve glycemic control within 2 to 3 months, oral medication should be 

initiated. 

 

For newly diagnosed diabetics with symptoms or markedly elevated glucose or HbA1c immediate initiation of insulin 

therapy should be considered. 

 

Drug selection considerations should include the patient’s age, weight, renal or hepatic impairment, cardiopulmonary 

comorbidities, and the patient’s resources for medications. 

 

INITIAL ORAL DRUG MONOTHERAPY: METFORMIN (Glucophage®) 

 

 EFFICACY ( HbA1c): High (2.0% at 2000mg per day) 

 DOSE:   Begin with metformin 500 mg twice daily or 850 mg once daily; 

o titrate in increments of 500 mg weekly or 850 mg every other week  

or from 500 mg twice a day to 850 mg twice a day after 2 weeks to aid in 

decrease in GI symptoms. Allow 1-2 weeks between dose titrations. 

o Clinically significant response seen at  1500 mg daily 

o If a dose >2000 mg daily is required, administer in 3 divided doses for better 

GI tolerance.  

o Maximum recommended dose: 2550 mg daily. 

 

 HYPOGLYCEMIA:   Low risk 

 WEIGHT:   Neutral or loss 

 SIDE EFFECTS:   Nausea, vomiting, diarrhea, lactic acidosis 

 COST:   Generic program available ( see Generic Program table – Addendum 2) 

 CONTRAINDICATIONS:  Kidney dysfunction (serum Cr ≥1.5 mg/dL in males, ≥1.4 mg/dL in female) or Liver 

dysfunction. 

Metformin lowers blood sugar by reducing hepatic glucose output and secondarily may improve beta cell output and 
decrease insulin resistance. Metformin use has been associated with a 3-fold increase in vitamin B12 deficiency, thus 
periodic B12 testing should be considered.  Treatment options include cyanocobalamin 1000 mcg orally daily, or 1000 
mcg subcutaneously weekly for a month, followed by monthly injections.13 

 

Two Drug Combination - Initiation of therapy when HbA1c 7.5% or when Metformin fails after 3 MONTHS 

 

Patients with HbA1c ≥ 7.5% at time of diagnosis or who do not reach their target HbA1c after three months 

of metformin therapy at therapeutic dose should be started on a second agent.  

 

Drug choice is based on patient and drug characteristics, with the goal of improving glycemic control while minimizing 
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side effects.  The following agents are available for addition to first line therapy (in no specific order) and may also be 

used as first line when Metformin is contraindicated. 

SECOND GENERATION SULFONYLUREA (SU): Glyburide (Diabeta®, Micronase®), Glimepiride (Amaryl®), Glipizide (Glucatrol®) 

 

 EFFICACY (HbA1c): High (2.0%) 

 DOSE:    

 Glipizide   5-20 mg daily. 

 Glimepiride   1-8mg daily 

 Glyburide  Regular tabs : 1.25 to 20 mg/day, 

                                     Micronized tabs: 0.75-12 mg/day 

 

 HYPOGLYCEMIA:   Moderate risk 

 WEIGHT:   Gain 

 SIDE EFFECTS:   Hypoglycemia – high risk when renal compromised 

 COST:   Generic program available ( see Generic Program table – Addendum 2) 

 CONTRAINDICATIONS :  Ketoacidosis 

Sulfonylureas stimulate insulin production and have a high efficacy at a low cost as they are available through the 

pharmacy generic programs.  They are likely to cause a slight weigh gain.  Severe hypoglycemia is seen if used in the 

presence of significant renal compromise.  Maximum doses of these agents should be avoided as there is an increased 

incidence of side effects without additional efficacy. 

MEGLITINIDES: Nateglinide (Starlix®), Repeglanide (Prandin®) 

 

 EFFICACY (HbA1c): Moderate ( to 1.5%) 

 DOSE:    

 Nateglinide  60-120 mg three times a day before meals  

 Repaglinide  0.5 – 4 mg three times a day before meals 

 

 HYPOGLYCEMIA:   Moderate risk 

 WEIGHT:   Neutral 

 SIDE EFFECTS:   Bloating, abdominal cramps, diarrhea, flatulence 

 COST*:   Generic nateglinide -$136-$164/mo;  Prandin®  - $277-$350/mo 

 SPECIAL POPULATION:  Useful in patients with renal insufficiency  

Meglitinides have similar efficacy to metformin and the sulfonylureas but are cleared via hepatic metabolism, and thus, 

can be used in patients with renal insufficiency when other agents are contraindicated.  These agents allow for therapy 

to be tailored to meet day to day dietary variation when needed.   

DIPEPTIDYL PEPTIDASE-4 (DDP-4) INHIBITORS:  Sitaglipin (Januvia®), Saxagliptin (Onglyza®), Linagliptin (Trajenta®) 

 

 EFFICACY (HbA1c): Low  (0.5 to 0.9%) 

 DOSE:    

 Sitaglipin   25-100 mg once a day  

 Saxagliptin   2.5 to 5 mg once a day 
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 Linagliprin  5 mg once a day 

 HYPOGLYCEMIA:   Low risk 

 WEIGHT:   Neutral 

 SIDE EFFECTS:   (Uncommon) hypoglycemia, sinus congestion, pancreatitis 

 COST*:   Januvia® - $311-$348/mo; Onglyza® - $324-338/mo; Trajenta®-$305-$341/mo 

 SPECIAL POPULATION:  Useful in patients with moderate renal insufficiency  

 

DDP-4 Inhibitors slow gastric emptying time and inhibit glucagon production.  They are relatively weak in efficacy at a 

higher cost than other available agents, but can be considered when metformin and sulfonylureas are contraindicated. 

 

GLUCAGON-LIKE PEPTIDE (GLP-1) AGONISTS:  Exenatide (Byetta®, Bydureon®), Liaglutide (Victoza®) 

 

 EFFICACY (HbA1c): Low  ( 0.6%) 

 DOSE:    

 Exanatide   5 to 10 mg injected once a day or 2 mg injected every 7 days 

 Liraglutide  0.6, 1.2, or 1.8 mg injected once a day 

 

 HYPOGLYCEMIA:   Low risk 

 WEIGHT:   Loss, sometimes significant 

 SIDE EFFECTS:   Hypoglycemia with other agents, nausea, vomiting ,diarrhea, pancreatitis 

 COST*:   Byetta® - $394-$534/mo; Bydureon® - $430-$504/mo; Victoza®-$378-$648/mo 

 SPECIAL POPULATION:  Useful in patients with moderate renal insufficiency  

The GLP-1 Antagonists slow gastric emptying, suppress glucagon secretion, and possibly increase insulin production. 

Often these agents can be helpful in weight control.  

THIAZOLIDINEDIONE (TZD): Pioglitazone (Actos®) 

 

 EFFICACY (HbA1c): High ( 2.0%) 

 DOSE:   15 to 45mg once a day 

 HYPOGLYCEMIA:   Low risk 

 WEIGHT:   Significant gain – Fluid retention, adipose accumulation 

 SIDE EFFECTS:   Cardiac events, osteoporosis and fractures, possible bladder cancer 

 COST*:   generic  - $150-$348/mo 

While the efficacy of pioglitazone is high, it is associated with serious adverse events which limit its use. 

OTHER AGENTS  

Other agents, such as those in the following list, maybe used in select patients.  However their efficacy in lowering 

HbA1c is limited and they have an increased risk of side effects or unknown safety profiles in diabetic patients: 

 ALPHA GLUCISIDASE INHIBITORS(AGI): Acabose (Precose®), Miglitol (Glyset®) 

 GLP-1 AGONIST: Pramlintide Acetate(Symlin®) 

 BILE ACID SEQUESTRANT: Colesevelam (Welchol®) 

 DOPAMINE AGONIST: Bromocriptine (Cycloset®) 
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 SODIUM GLUCOSE CO TRANSPORTER INHIBITOR (SGLT2): Canagliflozin (INVOKANA® 

*Cost range listed is the cash price ( without coupon discounts) for 30 day supply of the dosing range for 

Akron area chain pharmacies as provided at www.goodrx.com accessed October 9,2013. 

Three Drug Combination - 

Initiation of therapy in patients with HbA1c > 9.0% or when 2 Drug Combination fails after 3 MONTHS 

 

 

Patients who are not at target with a Two Drug Combination with an HbA1c < 8.0% has a high likelihood of 

reaching goal with the addition of a third agent. 

 

However, a patient with a HbA1C > 9.0% is less likely to reach goal with three drug therapy and thus 

initiation of insulin therapy should be considered. 

 

Three drug combinations should be evaluated at 3 months and insulin therapy should be initiated with 

failures, if not already part of the regimen. 

 

Considerations when selecting medications: 

 

Medication Class  Expected A1C 

Lowering
1, 2, 12 

Comments  

Biguanides (metformin)  2.0%  Contraindicated in renal, cardiac, & respiratory failure. Should be continued 

through pharmacological escalation; low cost  

Sulfonylureas  2.0% Hypoglycemia an issues with renal dysfunction – low cost 

Thiazolidinediones 

(pioglitazone)  

2.0 % Weight gain, edema, CHF (especially with insulin); there may be an increase 

in cardiac events and fractures due to osteoporosis.  

DPP-IV Inhibitors  0.5-0.9% Initially reduce sulfonylurea dose by 50%; do not use with GLP-1 analogs  

GLP-1 Analogs  0.6% Generally associated w/ weight loss; FDA approved for use w/ basal insulin  

Insulin  ≥2.5%  Most effective; possible hypoglycemia, weight gain  

 

 

 

INSULIN THERAPY 

 

Insulin is likely to be more effective than most other agents as a third-line therapy, especially when HbA1c is 

very high (e.g., >9 %.). 

 

Consider a more rapid progression from a two-drug combination directly to multiple daily insulin doses — or 

consider beginning with the combination of metformin and insulin — in patients with severe hyperglycemia 

when HbA1c >10% to 12% O FPG > 260 OR ).  

 

 

http://www.goodrx.com/
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Usually basal insulin (NPH, glargine, detemir) is used in combination with noninsulin agents. The therapeutic 

regimen should include some basal insulin before moving to more complex insulin strategies. 

 

Insulin Type Generic(Brand) ONSET PEAK DURATION 
NE OH Pharmacies 
Best Price Sep 2013 

RAPID ACTING 

aspart(Novolog) 

10 to 20  
minutes 

1 to 2 
hours 

3 to 5 hours 

10mL: $166  - 15mL 
PEN: $317 

glulisine(Apidra) 
10mL: $132 - 15mL 

PEN: $251 

lispro(Humalog) 
10mL: $168 15mL 

PEN: $317 

REGULAR (Short acting) 
Novolin R 
Humulin R 

Relion R 

30 to 60 
minutes 

2 to 4 
hours 

4 to 8 hours 

10 ml: $92 

10 ml: $79 

10 ml: $25 

INTERMEDIATE - ACTING (NPH) 
Novolin N    
Humulin N 

Relion N 

1 to 2 
hours 

4 to 10 
hours 

10 to 18 hours 

10 ml: $83 

10 ml: $92 

10 ml: $25 

PEAKLESS 
glargine (Lantus) 

2 to 3      
hours 

peakless 24+ hours 
10mL: $159 15mL 

PEN: $290 

detemir(Levemir) 1 hour peakless 18 to 24 hours 
10mL: $164 15mL 

PEN: $271 

MIX 

70/30 NovoLog 

      

10 mL: $172 

75/25 Humalog 10 mL: $168 

50/50 Humalog 10 mL: $167 

70/30 Relion 10 mL: $25 

 

A basal insulin regimen (bedtime dose of peakless insulin) is the recommended first choice when adding 

insulin to treatment with oral agents.  Use glargine or detemir at bedtime to control morning FPG. Consider 

the timing of the patient’s hyperglycemia when adding or adjusting insulin. 

Example of weekly titration schedule(Treat-to-Target Trial)14 - A large randomized controlled trial showed that 

systematically titrating bedtime basal insulin added to oral therapy can safely achieve 7% HbA1c in overweight patients 

with type 2 diabetes as compared to 7.5% to 10% HbA1c in those patients on oral agents alone. 

Start with 10 IU glargine or detemir at bedtime. Titrate weekly based on FBG values over 3 days, as follows: 

Mean of FBG value over 3 days Increase of Insulin dose ( Units/day) 

>180 mg/dL +8 

160–180 mg/dL +6 

140–159 mg/dL +4 

120–139 mg/dL +2 

 

When morning FPG is controlled with peakless insulin, daytime PPG readings frequently come under control with an oral 

agent and dietary modification. To control daytime PPG, sulfonylureas, DPP-4 inhibitors, and GLP-1 agonists are most 
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effective. If 2-hour postprandial PG is still above goal with FBG >100 mg/dL, consider physiologic insulin regimen with or 

without metformin. 

 

Using multiple daily injections (MDI), a physiologic insulin regimen most closely mimics normal insulin physiology. 

This intensive regimen uses peakless insulin as the basal dose and rapid-acting insulin for control with meals. Most type 

2 patients who require insulin will attain good control with this regimen.  

 

• Use peakless insulin to control blood glucose when not eating. The period between bedtime and breakfast is the 

best indicator of success of this approach — pre-breakfast blood glucose should approximate bedtime blood 

glucose. A bedtime snack is not required; if desirable, match its carbohydrate content with a rapid-acting insulin 

dose. 

 

• Add rapid-acting insulin prior to each meal and planned snack.  

 

• Adjust this insulin to prevent post-meal hyperglycemia or hypoglycemia. Blood glucose levels 3 to 4 hours after a 

meal should approximate pre-meal levels. 

 

• Determine pre-meal rapid-insulin doses by counting carbohydrates and using an insulin-carbohydrate ratio. 

Alternatively, base pre-meal insulin dose on a fixed meal plan (budgeted carbohydrates). 

 

• Train patients in MNT and insulin use; support with referral to diabetes educator/ registered dietitian. 

 

• Train patients in use of correction dose to treat hyperglycemia. (At bedtime, the correction dose may be reduced to 

as much as 50% of the usual correction dose.) 

 

 Teach patients how to modify insulin doses when exercising, on sick days, to combat significant pre-meal 

hypoglycemia, or to prevent delayed post-meal hyperglycemia due to higher fat meals 
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Algorithm for Initial Physiologic Insulin Regimen

 Recommended starting dose of insulin: the total daily dose (TDD) is approximately 0.5 to 0.7 u/kg.

 Teach injection technique and/or refer to Diabetes Educator for additional instruction

 Divide dose as follows: One-half of total daily dose as peakless basal insulin dose  (glargine once a day or     

detemir twice a day regimen). Use carbohydrate ratio and correction factor to calculate premeal and bedtime  

rapid-acting insulin doses.

 Instruct patient to carefully record Self Monitored Blood Glucose (before meals, at bedtime).

FOLLOW UP IN 2 to 5 days

Morning FPG = 

bedtime PG?

If morning FPG> PG, increase peakless insulin by 10%

If morning FPG< PG, decrease peakless insulin by 10%
NO

Pre meal PG = 3-4 

hr post meal PG?

If 3-4 hr post meal PG > pre meal PG, increase rapid-acting insulin 

by 10%

If 3-4 hr post meal PG < pre meal PG, increase rapid-acting insulin 

by 10%

If HYPO glycemia, decrease all doses of  insulin by 10%

If HYPER glycemia, increase all doses of  insulin by 10%
Consistent hypo or 

hyper -glycemia?
YES

NO

YES

YES

Return visit in 2 weeks, then 

every 3 months and

Review patient’s BG record and 

repeat HbA1c

NO

Continued consistent 

HYPO  or HYPER 

glycemia?

NO
CONSULT 

ENDOCRINOLOGY
YES

 

 

 

Basic (non-physiologic) regimen: NPH + rapid-acting insulin 

Basic insulin therapy is not designed to mimic normal insulin physiology, though; it may provide adequate control for 

patients who have not met goal with oral medication combinations or with patients who are not able to manage a 

multiple daily dose regimen as required in physiologic insulin therapy. Patients must be consistent with meals and 

adhere to a medical nutrition therapy plan to safely reach goal with a basic regimen. 

 

Pre-mixed insulins are given twice a day (before breakfast and before the evening meal) -70% aspart protamine 

suspension/30% aspart injection (NovoLog Mix 70/30) or 70% NPH/30% regular (Novolin 70/30). 

 

Split-mixed insulin therapy involves NPH given twice a day (either morning and before the evening meal, or morning 

and bedtime) along with Regular or Rapid acting insulin before breakfast and before the evening meal. 
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PREVENTION AND MANAGEMENT OF RELATED CONDITIONS 

 

Cardiovascular Disease 

 

Patients with diabetes have a 2 to 8 times higher prevalence of, incidence of, and mortality from all forms of 

cardiovascular disease than those without diabetes.15 All patients with diabetes should be assessed annually for 

cardiovascular risk. Treat all risk factors aggressively, and perform further screening and diagnostic testing as indicated. 

 

Perform cardiovascular risk assessment at least annually

Reduce risk factors

Aggressively with the use of 

ACE inhibitors and Aspirin 

as appropriate.

Consider periodic ECG,

especially for those over age

50. If abnormal resting ECG, 

consider CAD diagnostic tests.

Reduce risk factors

Aggressively with the use of ACE 

inhibitors, Beta Blockers, and Aspirin 

as appropriate, and following these 

additional recommendations for

secondary prevention:

• LDL target <70

• Non-HDL cholesterol <100

• Triglycerides <150

• Beta blocker if previous MI

• Antiplatelet therapy for secondary 

prevention

• Consider ACE inhibitor, especially for 

patients older than 55 years

Perform noninvasive

testing and/or

refer to cardiologist

Surveillance and rescreening :

Examine and watch for progression of new 

symptoms and repeat CV risk assessment 

annually.

Diagnostic tests

Though no evidence-based guidelines for screening asymptomatic patients exist, there is a high incidence of silent 

CAD in patients with diabetes. Monitor for evidence of new or progressive disease.

ASYMPTOMATIC 

with NO HISTORY 

of CAD or PVD

ASYMPTOMATIC 

with HISTORY of 

CAD or PVD

Typical or atypical 

symptoms 

suggestive of CAD

 
 

Multifactorial risk reduction for cardiovascular disease 

 

Research suggests that long-term control of blood glucose, blood pressure, and lipids can substantially reduce the 

cardiovascular risks in all patients, but that patients with diabetes may benefit to an even greater extent.5, 16 

Also consider using proven medications in appropriate patients:  
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ACE inhibitors - The HOPE trial showed a reduction in cardiovascular events in diabetes patients over 55 years of age 

with normal blood pressure. Consider the addition of an ACE inhibitor inpatients over 55 years of age, with or without 

hypertension, with any additional risk factor such as history of cardiovascular disease, dyslipidemia, increased urinary 

albumin, or smoking.17 

 

Beta blockers - Patients with diabetes and significant coronary artery disease may benefit from beta blockers, especially 

those who have had a coronary event within the previous 2 years. 

 

Aspirin therapy15 

 

 

ACO  METRIC 26 (NQF #0729):Diabetes Mellitus: Daily Aspirin or Antiplatelet Medication Use for Patients with 

Diabetes and Ischemic Vascular Disease  DESCRIPTION: Percentage of patients ages 18 to 75 years of age with diabetes 

mellitus and ischemic vascular disease with documented daily aspirin or antiplatelet medication use during the 

measurement year unless contraindicated 

 

 

For secondary prevention in people with atherosclerotic vascular disease, low-dose aspirin provides a substantial 20% 

relative risk reduction (RRR) and 1.5% per year absolute risk reduction (ARR) in recurrent cardiovascular disease (CVD) 

events. 

 

For primary prevention in people with diabetes, recent randomized trials and meta-analyses have found a similar 10% 

RRR in CVD events. Given the uncertain efficacy of aspirin for primary prevention of CVD in adults with diabetes and its 

recognized risk for upper gastrointestinal bleeds and hemorrhagic stroke, for primary prevention, aspirin therapy 

should be guided by a combined assessment of either age, sex, and other CVD risk factors or by an estimate of 

absolute 10-year CVD risk.  

 

Aspirin is recommended for:  

 

 For patients with no history of CVD who are not at increased risk for bleeding (no history of prior gastrointestinal 

bleeding, no prior peptic ulcer disease, no concurrent warfarin or NSAID therapy),  

Dose - aspirin 75 to 162 mg/day is recommended. 

 

 Adults with >10% 10-year CVD risk (Framingham Risk http://www.framinghamheartstudy.org/risk/coronary.html) 

 or for 

 

 Most men >50 years and women >60 years any of the following risk factors: Smoking, Hypertension, 

Albuminuria, Dyslipidemia, Family history of premature CVD 

 

 

 

http://www.framinghamheartstudy.org/risk/coronary.html
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Dyslipidemia 

 

 

ACO METRIC 23 (NQF #0729): Diabetes Mellitus: Low Density Lipoprotein (LDL-C) Control DESCRIPTION:  

Percentage of patients ages 18 to 75 years of age with diabetes mellitus who had LDL-C < 100 mg/dL  

 

 

Diabetes mellitus is frequently associated with hypertriglyceridemia, low HDL-cholesterol, and increased in LDL- 

cholesterol. Insulin resistance, insulin deficiency, hyperglycemia, and obesity are common contributing factors for 

dyslipidemia in people with diabetes. Multiple studies have demonstrated that treating dyslipidemia can improve 

cardiovascular disease outcomes in people with diabetes.19, 20, and 21  

 

 

The ADA places primary emphasis on lowering LDL and non-HDL (total cholesterol minus HDL). Lowering triglycerides 

and raising HDL may also be useful for some patients. Treating with statin therapy alone has the highest level 

recommendation.5 All patients should have liver enzymes checked before initiating statin therapy, then as clinically 

indicated. 

 

 

Statin intolerance may occur in 5% to 15% of patients and symptoms include myalgias, proximal and symmetrical. 

Symptoms occur 1 month after statin initiation or dose change, and are often dose-dependent. Treatment options 

include lowering statin dose by 50%; reducing frequency to every other day; and trials of other statins. If intolerant to all 

statins, use of other agents including sustained released niacin, cholestyramine, colesevelam, ezetimide, fish oil (Omega-

3 - 1000-2000 units twice daily), or fibrate. 

 

 

Optimize statin therapy FIRST as combination therapy does not provide additional CVD benefit, beyond what can be 

achieved with statin therapy alone. If patient is unable to meet treatment goal, use the principles below when selecting 

individualized treatment: 

 

 

Severe hypertriglyceridemia warrants immediate therapy with a very low-fat diet and pharmacologic therapy (omega-3-

acid esters, fibric acid derivative, or niacin) to reduce the risk of acute pancreatitis. 

 

 

If HDL level is less than 40 mg/dL, emphasize weight reduction and exercise. Niacin and fenofibrate may be effective to 

raise HDL, but should be used with caution when in combination with a statin. 

 

 

If TG level is more than 400 mg/dL, consider other factors such as alcohol consumption, high carbohydrate intake, poor 

glycemic control (improve HbA1c to less than 7%), oral estrogen therapy (reduce estrogen dosage or switch to 

transdermal estrogen), and most beta blocker therapies (reduce beta blocker dosage or switch to carvedilol). 

Fenofibrate or niacin therapy may be effective for lowering triglycerides, but use with a statin requires careful 

monitoring. 
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Algorithm – Management of Dyslipidemia

 12-hour fasting lipid panel at time of diagnosis and then again every year
Measure direct LDL if TG over 400 or if not fasting

Higher-risk

patient?
Established CVD OR

Age >40 yrs &1or more CVD risk 

factor

Counsel lifestyle modification

Begin statin therapy 

Counsel lifestyle modification

Consider statin therapy

NO

YES

NOYES

Repeat fasting lipids in 2 

months

If LDL NOT at goal
Intensify statin therapy.

Repeat fasting lipids in 2 months.

If LDL at goal, but TG >200

and/or low HDL?
Intensify statin dose.

Repeat fasting lipids in 2 months.

If LDL at goal, and 

favorable TG and HDL?

Recheck lipids in 6–12 months.

If LDL still not at goal on 

optimal statin
Accept 30% to 40% decrease in 

LDL as an alternative goal.

If LDL and non-HDL at goal, 

but TG or HDL unfavorable
Add fenofibrate, niacin*, or omega-3, OR 

refer to a lipid specialist.

Goal met?
LDL< 100mg/dL

HDL men >40mg/dL

women >50mg/dL

TG <150mg/dL
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Hypertension 

 

 

ACO METRIC 24 (NQF #0729): Diabetes Mellitus: High Blood Pressure Control DESCRIPTION: Percentage of patients 

ages 18 to 75 years of age with diabetes mellitus who had a blood pressure 140/90 mmHg 

 

Aggressive treatment of hypertension has been shown to reduce cardiovascular risk in diabetic patients, to an extent 

equal to or greater than the effect of glucose control.22, 23 

 

The 2013 ADA Clinical Practice Recommendations suggest a blood pressure (BP) goal for most patients with diabetes, 

systolic BP <140 and diastolic BP <80 is a reasonable goal.5 Recent studies that have not shown benefit in attaining BP 

levels ≤ 130/80 mmHg level when compared to systolic pressures in the 130-140 range. Older patients or those with 

established cardiovascular disease may not benefit from further lowering of systolic pressures. However, aggressive 

blood pressure goals for younger patients and those at high risk for stroke should be considered if the benefit outweighs 

the risk.  

 

Lowering of blood pressure with a regimen based on a variety of antihypertensive drugs has been shown to be effective 

in reducing cardiovascular events.5,12,23,24,25  ACE inhibitors (ACEIs) and ARBs are considered first-line choice for 

treatment. The direct renin inhibitor aliskiren is of limited use for individuals with diabetes as it is not more effective 

than ACEI or ARBs, which are generally well tolerated and available in generic.  

 

 

Thiazide diuretics have been shown to be a good initial choice for hypertension, especially in African Americans. In 

diabetes, they would generally be added after an ACEI or ARB. Loop diuretics are preferred in patients with more 

advanced nephropathy (eGFR <30).  

 

 

Calcium channel blockers are have been useful as a second-line therapy as demonstrated in a recent study with 

verapamil which showed it was at least as effective and possibly even better at reducing CV events than a thiazide 

diuretic when added as a second-line agent. CCBs have a prominent role in third- or fourth-line add-on therapy. Limited 

data supports a renal protective effect from the use of non-dihydropyridine CCBs. 

 

 

Beta blockers can be part of combination therapy for most patients as third- or fourth line agent. Carvedilol may be a 

good choice due to its favorable effects on lipids, renal protein excretion, and insulin sensitivity. BBs should be used in 

patients with previous myocardial infarction. 

 

 

Alpha blockers, vasodilators are useful for refractory hypertension, when four or more medications are needed. Some 

of these are also preferred for hypertension in the setting of pregnancy associated with diabetes. A higher incidence of 

side effects and absence of outcome data preclude their use in any other situation. 
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Algorithm: Management of Hypertension 
Abbreviations:  ACEI=angiotensin-converting-enzyme inhibitor; ARB=Angiotensin receptor blocker BB=beta blocker; CCB=calcium channel blocker;  

 

 

 

Blood pressure >120/80 mmHg confirmed by repeat testing

Initiate therapeutic lifestyle changes

• Reduce weight: Maintain normal body weight with BMI between 18.5 and 24.9 

• Adopt Dietary Approaches to Stop Hypertension (DASH ) eating plan: Increase consumption of fruits, 

vegetables, and low-fat dairy products; decrease saturated and total fat 

• Reduce dietary sodium: Decrease intake to less than 1500 mg/day 

• Increase regular aerobic activity: 150 minutes of moderate intensity exercise per week over at least

3 days if physically able. Any increase in physical activity above baseline is beneficial. 

• Moderate alcohol consumption: No more than 2 drinks per day for most men and no more than 1 drink per 

day for women and lighter-weight men.

START ACEI OR ARB
Monitor potassium & creatinine – check after 1 week, then 2-4 

weeks and thereafter following dose escalation.

ADD SECOND AGENT 
– thiazide OR CCB,(Recheck BP in 2 weeks)

 may add loop diuretic or BB in advance nephropathy 

Goal met OR 

BP > 140/80 mm Hg?

YES

NO

GOAL NOT MET?

ADD THIRD AGENT 
– thiazide, CCB,OR BB (Recheck BP in 2 weeks)

 may add loop diuretic in advance nephropathy 

GOAL NOT MET?

WORK UP for secondary causes* OR REFER for resistant hypertension

ADD alpha blocker, vasodilator, or aldosterone antagonist 

NOTE: CB and BB 

combination can 

lead to severe 

bradycardia and 

heart block, 

especially when 

used with digoxin.  

Caution with this 

combination is 

advised.

GOAL NOT MET?

Per JNC 7 -If 
initial SBP≥160 

or DBP≥100 
indicating 

Stage 2 
Hypertension,  
add a second 
agent to the 
ACEI or ARB 

therapy

 
 

 

* Possible secondary causes and work ups: Renovascular disease (ultrasound of kidneys); Hyperaldosteronism (aldosterone and 

plasma renin levels); Pheochromocytoma (24 hour urine for catecholamines, normetanephrines and creatinine). 
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Nephropathy 

 

Diabetic nephropathy occurs in 20% to 40% of patients with diabetes and is the leading cause of end-stage renal disease. 

Increased urinary albumin excretion, a marker for development of nephropathy in type 2 diabetics, is also a well 

established marker for increased cardiovascular disease risk.5 

 

Screening and management recommendations5, 12, 26 

Detect the onset of diabetic kidney disease at its earliest stage with regular screening for increased albumin excretion 

in the urine. (Morning spot urine specimens are preferred.) In addition, measuring serum creatinine with calculation of 

estimated Glomerular Filtration Rate (eGFR) should be done at least annually. Some patients with diabetic kidney 

disease will have normal albumin excretion in the presence of reduced renal function. GFR is also used to monitor for 

improvement or progression of preexisting nephropathy and to establish stages of chronic kidney disease (as defined by 

the National Kidney Foundation). 

 

To reduce the risk of progression of diabetic nephropathy: 

 

 Optimizing blood glucose control (HbA1c less than 7%), unless otherwise not advised due to comorbid 

conditions or a less than 10 year life expectancy. 

 

 Optimizing blood pressure control. Patients with increased urinary albumin excretion or nephropathy may 

benefit from a blood pressure goal of even lower than 130/80. 

 

 Using ACE inhibitors or ARB s in nonpregnant patients, even in patients with normal blood pressure. If one class 

of medication is not tolerated, substitute the other class. 

 

 Restricting dietary protein. Reducing protein to 0.8 to 1 g/kg/day for patients-Stage 1-2 CKD and to 0.8 g/kg/day 

for patients in later stages of CKD may improve measures of renal function, including eGFR.3 

 

NOTE: For patients with increased urinary albumin excretion, nonsteroidal inflammatory medications are discouraged. Intravenous 

contrast dyes may precipitate renal failure in diabetics with nephropathy. 

Retinopathy 

 

In the U.S., diabetes is the leading cause of new cases of blindness for adults ages 20 to 74 years.27 Good glycemic and 

blood pressure control can help prevent or slow the progression of diabetic retinopathy; early treatment of retinopathy 

can be the key to preventing blindness. Thus, the following are recommended5: 

 

• Screening. Early signs of retinopathy can be seen on a dilated fundus exam. 

• For type 2 diabetes, initial screening should occur at diagnosis. Repeat dilated eye exam every 1 to 2 years if under 

good control and no retinopathy; every 2 years in those with good blood pressure, blood glucose, and lipid levels.  

• For women with diabetes who are pregnant or considering pregnancy, dilated eye exams should occur before 

conception, during the first trimester of pregnancy, and every 3 months thereafter or as recommended by the 

ophthalmologist. 

• Referral...  Patients with diabetes who become pregnant or with macular edema or any retinopathy refer to an 

ophthalmologist experienced in managing diabetic retinopathy. 



Page 22 of 27 
 

Foot problems 

 

Foot problems are a frequent cause of morbidity and mortality in patients with diabetes. More than 60% of non-

traumatic lower-limb amputations in the U.S. occur in people with diabetes.27 Ulceration and failure of wounds to heal 

frequently lead to lower extremity amputation. Once the amputation of one limb occurs, the prognosis for the 

contralateral limb is poor. 

 

Foot problems derive from a combination of factors including peripheral vascular disease, peripheral neuropathy, 

impaired wound healing,   and an impaired immune response. Prevention is key. Comprehensive foot care programs can 

reduce the amputation rate in patients with diabetes by 45% to 85%.27 

 

Refer patients with any open ulcers or wounds to a podiatrist. Most of these wounds will require debridement and off-

weighting techniques to heal. Diabetic patients with neuropathy or peripheral vascular disease qualify for routine nail 

care every 61 days. This allows regular follow-up and prevention of problems. 

 

Preventive foot care 

 

1. Perform routine foot exams.  No single test of sensation is 100% sensitive in detecting sensory deficits. Testing should 

include a combination of monofilament fiber plus any one of the following: 

 

 Vibratory sensation testing using a 128-Hz tuning fork  

 Pinprick sensation testing 

 Ankle reflex testing 

 

Vibratory sensation testing may be the most sensitive test. An abnormal monofilament fiber test result most 

accurately predicts ulcer risk. 

 

2. Educate patients on daily foot care 

 

• Check feet daily for problems. 

• Wear white socks to help identify drainage from an unknown ulcer. 

• Use a hand, rather than a foot, to check bathtub and other water temperatures. 

• Avoid going barefoot. 

• Avoid medicated corn pads, and avoid cutting corns and calluses with a blade. Use a pumice stone or nail file. 

• Trim nails straight across. 

 

3. Emphasize the importance of appropriate footwear. 

 

Patients should select soft-fitting, extra-depth shoes.  Medicare covers diabetic shoes for patients with previous ulcers, 

foot deformities, or neuropathy. Diabetic shoes are easier to put on and have softer insoles to accommodate foot 

deformities and higher toe boxes to avoid rubbing. 
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Depression  

 

Depression is twice as common in people with diabetes as in the general population, and rates are higher in women, 

patients with co-morbid diagnoses, and people who have had the disease for a longer period of time. 28 Patients with 

depression undiagnosed and/or untreated have poorer control of their disease (especially glycemic control), less 

adherence to medication and self-testing of blood glucose, and more missed appointments.29,30  A diagnosis of diabetes 

with co-morbid depression also accounts for a higher utilization of health care resources than diabetes without 

depression.30  

ACO METRIC 18 (NQF #0418): Preventive Care & Screening: Screening for Clinical Depression and Follow-Up Plan 

A practice of routine screening for depression in diabetics may uncover undiagnosed depression, and therapy may aid in 

improved diabetes control and will likely improve the quality of life in persons with diabetes.31 The PHQ-9 has been 

validated in persons with diabetes.32 Screening for psychosocial problems ,including depression, is recommended by the 

ADA when self-management is poor.5 

 

Further, to meet the ACO Metric 18 – all adult patients - especially those with a diagnosis of diabetes should be screened 

for depression using PHQ-2 screening questions:  

 

1. “Over the past 2 weeks have you felt down, depressed, or hopeless?”  

2. “Over the past 2 weeks have you felt little interest or pleasure in doing things?”  

 

Positive PHQ 2 requires a further investigation with a complete PHQ9 questionnaire.  A positive PHQ 9 test should 

trigger a full history and examination using standard diagnostic criteria to determine the presence or absence of a 

specific depressive disorder and a follow up plan must be developed to meet the ACO metric. The treatment plan may 

include pharmacotherapy, psychotherapy, collaborative care models, 31 and referral to Behavioral Health as appropriate. 
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Addendum 1:  

Schedule for Frequency of Lab Tests & Examinations  

 

Clinic Visit  
AND 

HbA1c 

Recommended every 3 months for all patients with diabetes especially for 

those who are NOT meeting LDL cholesterol, blood glucose, or blood pressure 

goals; on new therapy; on insulin therapy; or with evidence of progression of 

microvascular or macrovascular disease  

For those who ARE meeting blood glucose and blood pressure goals, are not on 

new therapy, and do not have evidence of progression of microvascular or 

macrovascular disease visits every 6 months may be reasonable.  

Blood Glucose  Patient self-monitoring blood glucose (SMBG) records are acceptable  

If patient is not self-monitoring blood glucose, test when fasting at each clinic 

visit and correlate with A1C  

Blood Pressure Check and record at every visit  

Foot Exams Screen feet annually: foot inspection, 10g monofilament exam, and 1 of 3 other 

neurosensory tests  

If High Risk: Visually inspect at every visit  

Dilated Eye Exam  Annually for patients with non-proliferative diabetic retinopathy (NPDR) or 

microaneurysms, biennially for patients in good control and with a normal exam 

with advice from an ophthalmologist or optometrist  

Microalbumin/ 

Creatinine Ratio 

Annually for patients without chronic kidney disease diagnosis  

Serum Creatinine  Annually, more often if chronic kidney disease diagnosis  

Fasting Lipid 

Profile  

Annually  

Influenza Vaccine  Annually  

Pneumococcal 

Vaccine  

Vaccinate all from 2-64 years of age 
Re-vaccinate if over 65 & vaccinated more than 5 years ago 

Self-management  

Education  

1. Upon diagnosis  refer to Diabetes Educator for initial session. 

2. When there are significant changes in therapy, the patient is not meeting 

targets, or for pre-pregnancy counseling, or newly-diagnose gestational diabetes  

3. Annually reassess need for 2 hour review with Diabetes Educator, place 

referral, if needed.  

Dental Exam  Every six months for preventive care  

Tobacco Use  During each visit; utilize the “5 A’s” Model to inquire about status, encourage  

quitting for appropriate patients and assist in reaching that goal for patients 

ready to quit.  
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Addendum 2: Pharmacy Discount Drug Program: Diabetes Medications Available (* CVS requires a onetime registration fee of $15)        July 2013 

 
 CVS Giant Eagle & Acme Marc's Walgreens Wal-Mart 

90 day 30 day 90 day 30 day 90 day 30 day 90 day 30 day 90 day 
Generic Name Brand Name Strength  Qty  Price   Qty  Price   Qty  Price   Qty  Price   Qty  Price   Qty  Price   Qty  Price   Qty  Price   Qty  Price  

CHLORPROPAMIDE DIABINESE® 100mg x x 30 $4 90 $10 x x x x x x x x x X x x 

GLIMEPIRIDE AMARYL® 1mg,2mg,4mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $5.86 30 $5 90 $10 30 $4 90 $10 

GLIPIZIDE GLUCOTROL® 5mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $5.86 30 $5 90 $10 30 $4 90 $10 

GLIPIZIDE GLUCOTROL® 10mg 180 $11.99 60 $4 180 $10 60 $1.98 180 $5.86 60 $5 180 $10 60 $4 180 $10 

GLIPIZIDE ER GLUCOTROL XL® 2.5mg x x x x x X x x x x 60 $15 180 $30 x X x x 

GLIPIZIDE ER GLUCOTROL XL® 5mg x x 30 $4 90 $10 30 $3.99 90 $9.99 30 $15 90 $30 x X x x 

GLIPIZIDE ER  GLUCOTROL XL® 10 mg x x x x x X x x X x 30 $15 90 $30 x X x x 

GLIPIZIDE-METFORMIN  METAGLIP® 2.5/500mg 5/500 mg x x x x x X x x x x 90 $15 270 $30 x X x x 

GLYBURIDE DIABETA® 1.25mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $5.86 30 $5 90 $10 x X x x 

GLYBURIDE MICRONASE® 2.5mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $5.86 30 $10 90 $20 30 $4 90 $10 

GLYBURIDE DIABETA® 5mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $5.86 30 $10 90 $20 30 $4 90 $10 

GLYBURIDE MCR GLYNASE PRESTAB® 1.5mg 90 $11.99 x x x X 30 $3.99 90 $9.99 30 $5 90 $10 x X x x 

GLYBURIDE MCR GLYNASE PRESTAB® 3mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $  5.86 30 $10 90 $20 30 $4 90 $10 

GLYBURIDE MCR GLYNASE PRESTAB® 6mg 90 $11.99 30 $4 90 $10 30 $1.98 90 $  5.86 30 $10 90 $20 30 $4 90 $10 

METFORMIN GLUCOPHAGE® 500mg, 850mg,1000mg 180 $11.99 60 $4 180 $10 60 $1.98 180 $  5.86 90 $5 270 $10 60 $4 180 $10 

METFORMIN ER GLUCOPHAGE XR® 500mg x x 60 $4 180 $10 60 $1.98 180 $  5.86 60 $5 180 $10 60 $4 180 $10 

METFORMIN ER GLUCOPHAGE XR® 750 mg x x x x x X x x x x 60 $15 180 $30 x X x x 

GLYBURIDE/METFORMIN  GLUCOVANCE® 1.25/250mg 2.5/250 mg x x x x x X x x x x 60 $5 180 $10 x X x x 

GLYBURIDE/METFORMIN  GLUCOVANCE® 5/250mg x x x x x X x x x x 90 $15 270 $30 x X x x 

GLYBURIDE/METFORMIN  GLUCOVANCE® 5/500 mg 180 $11.99 x x x X x x x x x x x x x X x x 
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