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Standards of Medical Care for Patients with Diabetes Mellitus

Diabetes and Population Health

1. Ensure treatment decisions are timely, rely on evidence-based guidelines, and are made
collaboratively with patients based on individual preferences, prognoses, and comorbidities.
(Evidence B)

2. Align approaches to diabetes management with the Chronic Care Model.  This model
emphasizes person-centered team care, integrated long-term treatment approaches to diabetes
and comorbidities, and ongoing collaborative communication and goal setting between all
team members. (Evidence A)

3. Care systems should facilitate team-based care and utilization of patient registries, decision
support tools, and community involvement to meet patient needs. (Evidence B)

4. Assess diabetes health care maintenance using reliable and relevant data metrics to improve
processes of care and health outcomes, with attention to care costs. (Evidence B)

5. Tailor treatment for the social context:
a. Access food insecurity, housing insecurity, financial barriers, and social capital/social

community support and apply that information to treatment decisions. (Evidence A)
b. Refer patients to local community resources when available. (Evidence B)
c. Provide patients with self-management support from lay health coaches, navigators,

or community health workers when available. (Evidence A)

Criteria for Diagnosis:  two abnormal test results from the same sample:

1. A1C ≥ 6.5% (with consideration of factors that may impact hemoglobin glycation
independently of glycemia such as hemodialysis, pregnancy, HIV, Age, race/ethnicity,
pregnancy, genetic background, anemia or hemoglobinopathies) OR

2. Fasting plasma glucose ≥126 mg/dL
3. 2-hour plasma glucose ≥ 200 mg/dl during an oral glucose tolerance test, OR
4. Symptoms of hyperglycemia or hyperglycemic crisis and random plasma glucose  ≥

200mg/dL

Prevention or Delay of Type 2 Diabetes

 Refer patients with prediabetes to an intensive behavioral lifestyle change program modeled
on the Diabetes Prevention Program to achieve and maintain a 7% weight loss and
moderate physical activity to at least 150 minutes per week. (Evidence A)
Technology-assisted interventions may be effective. (Evidence B)

 Metformin therapy for prevention of type 2 diabetes should be considered in those with
prediabetes, especially for those with a BMI of ≥ 35 kg/m², those aged <60 years, and
women with prior gestational diabetes. (Evidence A) Long-term use of Metformin may be
associated with biochemical vitamin B12 deficiency; consider periodic measurement of



vitamin B12 levels in metformin-treated patients, especially in those with anemia or
peripheral neuropathy. (Evidence B)

 Screening for and treatment of modifiable risk factors of cardiovascular disease are
suggested. (Evidence B)

Comprehensive Medical Evaluation and Assessment of Comorbidities (Evidence B)

Past Medical and Family History
 Age and characteristics of diabetes onset
 Review of previous treatments, responses, and hospitalizations
 Family history of diabetes and autoimmune disorders
 Personal history of complications and comorbid conditions to include obesity, OSA, NAFLD,

hypertension, lipedema, microvascular and macrovascular complications, hypoglycemia
(awareness, frequency, causes, timing), or hemoglobinopathies or anemias

 Dental exams, eye exams, and specialist visits
 Changes in medical or family history

Behavioral Factors
 Eating patterns, eating behavior, and weight history
 Physical activity habits
 Sleep behaviors
 Substance use to include alcohol tobacco

Medications, Technology, and Vaccinations
 Current treatment of diabetes, including medications, medication-taking behavior.

o Results of glucose monitoring and patient’s use of data
o Insulin pump settings, as indicated

 Complementary and alternative medicine use
 Medication intolerance and allergy history
 Use of health apps, online education, patient portals, etc.
 Vaccination history and needs

Social Life Assessment
 Identify existing social supports
 Identify surrogate decision maker, advanced care plan
 Identify social determinants of health such as food insecurity, housing stability, access to

transportation, financial security, and community safety
Physical examination
 Height, weight and  BMI; growth development in children and adolescents
 Blood pressure determination, including orthostatic measurements when indicated
 Fundoscopic examination (refer to eye specialist)
 Thyroid palpation



 Skin examination (for acanthosis nigricans, lipodystrophy, insulin injection or infusion set insertion
sites)

 Comprehensive foot examination:
o Inspection – skin integrity, ulcers, condition of toenails, foot deformity, callous formation
o Palpation of dorsalis pedis and posterior tibia pulses – refer to ABI if diminished
o Determination of proprioception, vibration, and monofilament sensation, and skin

temperature
 Screen for depression, anxiety, and disordered eating
 Consider assessment for cognitive impairment at age 65 or older
 Consider assessment for functional impairment at age 65 or older

Laboratory evaluation

 A1C, if results not available within past 3 months
 If not performed or available within past year:

o Lipid profile, including total, LDL and HDL cholesterol and triglycerides
o Liver function tests
o Spot urine albumin-to-creatinine ratio
o Serum creatinine and calculated eGFR
o Thyroid-stimulating hormone in Type 1 diabetes
o Vitamin B12 if on Metformin (when indicated)
o Serum potassium levels in patients on ACE inhibitors, ARBs, or diuretics

Lifestyle Management

Self-Management Education and Support
 All people with diabetes should participate in diabetes self-management education and support to

receive the support needed to facilitate the knowledge, decision-making, and skills mastery
necessary for diabetes self-care. (Evidence A)

 Self-management education and support should be patient centered, may be given in group of
individual settings or using technology, and should be communicated with the entire diabetes care
team (Evidence A).  Such education may improve outcomes and reduce costs (Evidence B).

 Barriers to self-management education exist at the health system, payor, provider, and patient
levels (Evidence A) and may be mitigated through telemedicine approaches. (Evidence B)

Medical Nutrition Therapy (MNT)
 Effectiveness:  Individuals with prediabetes or diabetes should receive individualized MNT to

achieve treatment goals and improve outcomes, preferably by a registered dietician familiar with



the components of diabetes MNT. (Evidence A)
 Energy balance:  Weight loss (>5%), achievable by lifestyle modification, is recommended for

individuals with diabetes or prediabetes who are overweight or obese. (Evidence A)
 Eating patterns: A variety of eating patterns are acceptable for the management of type 2

diabetes and prediabetes. (Evidence B)
 Carbohydrates:

o For individuals on a flexible insulin program, education on carbohydrate counting
(Evidence A) and on dosing for fat and protein content (Evidence B), should be
used to determine mealtime insulin dosage.

o For adults with fixed insulin doses, consistent pattern of carbohydrate intake with
respect to time and amount, while considering the insulin action time, can result in
improved glycemia and reduce the risk of hypoglycemia. (Evidence B)

o Carbohydrate intake should emphasize nutrient-dense carbohydrate sources that
are high in fiber and minimally processed.  Eating plans should emphasize
non-starchy vegetables, minimal added sugars, fruits, whole grains, as well as
dairy products. (Evidence B)

o Reducing overall carbohydrate intake for individuals with diabetes has
demonstrated the most evidence for improving glycemia and may be applied in a
variety of eating patterns that meet individual needs and preferences. (Evidence B)

o People with diabetes and those at risk are advised to replace sugar-sweetened
beverages (including fruit juices) with water as much as possible in order to
control glycemia and weight and reduce their risk for cardiovascular disease and
fatty liver (Evidence B) and should minimize the consumption of foods with
added sugar that have the capacity to displace healthier, more nutrient-dense food
choices. (Evidence A)

 Protein:  Ingested protein appears to increase insulin response without increasing plasma glucose.
Therefore, carbohydrate sources high in protein should be avoided when trying to treat or prevent
hypoglycemia. (Evidence B)

 Dietary fat:  An eating plan emphasizing elements of a Mediterranean-style diet rich in
monounsaturated and polyunsaturated fats may be considered to improve glucose metabolism and
lower CVD risk. (Evidence B) Eating foods rich in long-chain fatty acids, such as fatty fish (EPA
and DHA) and nuts and seeds (ALA) is recommended to prevent or treat CVD. (Evidence B)

 Alcohol:  Educating people with diabetes about the signs, symptoms, and self-management of
delayed hypoglycemia after drinking alcohol, especially when using insulin or insulin
secretagogues, is recommended.  The importance of glucose monitoring after drinking alcoholic
beverages to reduce hypoglycemia risk should be emphasized. (Evidence B)

 Sodium:  As for the general population, people with diabetes should limit sodium consumption to
<2,300 mg/day. (Evidence B)

 Nonnutritive sweeteners as a substitute for caloric sweeteners have the potential to reduce overall
calorie and carbohydrate intake and low calorie or nonnutritive sweetened beverages may serve as a
short-term replacement strategy.  Overall, people are encouraged to decrease both sweetened and
nonnutritive-sweetened beverages, with an emphasis on water intake. (Evidence B)



Diabetes Self-Management Education (DSME) and Support (DSMS)
 All people with diabetes should participate in diabetes self-management education to facilitate the

knowledge, decision-making, and skills mastery necessary for diabetes self-care.  (Evidence A)
 Self-management education and support should be patient centered , may be given in group or

individual settings or by using technology, and should be communicated with the entire diabetes
care team (Evidence A)

 Some barriers to diabetes self-management and support access may be mitigated through
telemedicine approaches. (Evidence B)

Physical Activity
 Most adults with type 1 (evidence C) and type 2 (evidence B) diabetes should engage in 150

minutes or more of moderate-to-vigorous physical activity per week spread over at least 3 days a
week with no more than 2 consecutive days without activity; and they should engage in 2-3
sessions per week of resistant exercise. All adults, particularly those with type 2 diabetes, should
decrease the amount of time spent in daily sedentary behavior (evidence B).  Flexibility and
balance training are recommended 2-3 times per week and may include yoga or tai chi. (Evidence
C)

 All adults, particularly those with type 2 diabetes, should decrease the amount of time spent in
daily sedentary behavior (Evidence B)

 Prolonged sitting should be interrupted every 30 minutes for blood glucose benefits, particularly
in adults with type 2 diabetes (Evidence C)

 Evaluate baseline physical activity and sedentary time and promote increase in nonsedentary
activities above baseline with activities such as walking, yoga, housework, gardening, swimming,
and dancing for individuals with type 2 diabetes. (Evidence B)

Smoking cessation
 Advise all patients not to use cigarettes or other tobacco products or e-cigarettes (Evidence A)

 Include smoking cessation counseling and other forms of treatment as a routine
component of diabetes care (Evidence A)

 Address smoking cessation as part of diabetes education programs for those in need.
(Evidence B)

Behavioral Health

 Psychosocial care should be integrated with a collaborative, patient-centered approach and provided
to all people with diabetes, with the goals of optimizing health outcomes and health-related quality
of life. (Evidence A)

 Assess for psychosocial problems such as depression, diabetes-related distress, anxiety, eating
disorders, and cognitive capacities using standardized and validated tools at the initial visit and at



periotic intervals and when there is a change in disease, treatment, or life circumstance.  Including
caregivers and family members in the assessment is recommended. (Evidence B)

 Consider screening older adults (>65 years) with diabetes for cognitive impairment and depression.
(Evidence B)

Serious Mental Illness
 Incorporate active monitoring of diabetes self-care activities into treatment goals for people with

diabetes and serious mental illness. (Evidence B)
 In people who are prescribed atypical antipsychotic medications, screen for prediabetes and

diabetes 4 months after medication initiation and at least annually thereafter. (Evidence B)

Management Plan

Glycemic control:
 An appropriate goal for many non-pregnant adults is <7% (53 mmol/L) without significant

hypoglycemia (evidence A)
 If using ambulatory glucose profile/glucose management indicator to assess glycemia, a parallel

goal is a time in range of >70% with a time below range of <4%. (Evidence B)
 Summary of additional glycemic recommendations for many nonpregnant adults with diabetes:

o Preprandial capillary plasma glucose: 80-130 mg/dl (4.4-7.2 mmol/L)
o Peak postprandial capillary plasma glucose: <180 mg/dl (10.1 mmol/L)

 Less-stringent A1C goals (such as <8%or 64 mmol/L) may be appropriate for patients with limited
life expectancy, or where the harms of treatment are greater than the benefits. (Evidence B)

Hypoglycemia
 Ongoing assessment of cognitive function is suggested with increased vigilance for hypoglycemia

by the clinician, patient, and caregivers if low cognition or declining cognition is found. (Evidence
B)

 Insulin-treated patients with hypoglycemia unawareness, one level 3 hypoglycemic event, or a
pattern of unexplained level 2 hypoglycemia, should be advised to raise their glycemic targets to
strictly avoid hypoglycemia for at least several weeks in order to partially reverse hypoglycemia
unawareness and reduce risk of future episodes. (evidence A)

 Glucose (approximately 15-20 g) is the preferred treatment for the conscious individual with blood
glucose <70 mg/dL, although any form of carbohydrate that contains glucose may be used.  The
treatment may be repeated in 15 minutes.  Once the glucose pattern is trending up, the individual
should consume a meal or snack.  (Evidence B)

Diabetes Technology

Self-monitoring of blood glucose (SMBG)
 People who are on insulin using self-monitoring of blood glucose should be encourage to test when

appropriate based on their insulin regimen.  This may include testing when fasting, prior to meals



and snacks, at bedtime, prior to exercise, when low blood glucose is suspected until they are
normoglycemic, and prior to critical tasks such as driving. (Evidence B)

 When prescribed as part of a diabetes educational program, self-monitoring of blood glucose may
help  to guide treatment decision and/or self-management for patients taking less frequent insulin
injections (Evidence B)

 When prescribing continuous glucose monitoring (CGM) devices, robust diabetes education,
training, and support are required for optimal CGM device implementation and ongoing use.
People using CGM devices need to have the ability to perform self-monitoring of blood glucose
in order to calibrate their monitor and/or verify readings if discordant from their symptoms.
(Evidence B)

 When used properly, continuous glucose monitoring (CGM) (or alternately intermittent scanned
continuous glucose monitors –Evidence B) in conjunction with multiple daily injections and
continuous subcutaneous insulin infusion are a useful tool to lower and/or maintain A1c levels
and/or reduce hypoglycemia and adults and youth with diabetes (Evidence A)

 For people with diabetes who require insulin, insulin syringes or insulin pens may be used for
insulin delivery with consideration of patient preference, insulin type, and dosing regimen, cost,
and self-management capabilities. (Evidence B)

Obesity Management

 High intensity interventions (>16 sessions in 6 months) focusing on diet, physical activity, and
behavioral strategies to achieve a 500-750 kcal/day energy deficit should be prescribed for patients
with type 2 diabetes who are overweight or obese and ready to achieve weight loss.  Diets should
be individualized. (Evidence A)

 Short-term (3-month) interventions that use very low calorie diets (800-1000 kcal/day) and total
meal replacements may be prescribed for carefully selected patients in medical care settings with
close medical monitoring.  Such programs must incorporate long-term weight maintenance
counseling. (Evidence B)

 Weight-loss medications are effective as adjunct to diet, physical activity, and behavioral
counseling for selected patients with type 2 diabetes and BMI ≥27 kg/m².  Potential benefits must
be weighed against the potential risks, and the medication should be discontinued if the response to
the therapy is <5% weight loss after 3 months or if there are significant safety or tolerability issues
at any time. (Evidence A)

 When choosing glucose-lowering medications for patients with type 2 diabetes and overweight or
obesity, consider the medication’s effect on weight. (Evidence B)

 Metabolic surgery should be recommended as an option to treat type 2 diabetes in screened
surgical candidates with BMI ≥ 40 kg/m² (≥37 kg/m² in Asian Americans) who do not achieve
durable weight loss and improvements in comorbidities with reasonable nonsurgical methods or as
an option for adults with BMI 35-39 kg/m² (32-37 kg/m² in Asian Americans) who do not achieve
weight loss and improvements in comorbidities, including hyperglycemia, with nonsurgical
methods. (Evidence A)

o People presenting for metabolic surgery should be evaluated for comorbid psychological



conditions and social and situational circumstances that have the potential to interfere with
surgery outcomes. (Evidence B)

Pharmacologic therapy for Type 2 diabetes

 Metformin is the preferred initial pharmacological agent for the treatment of
type 2 diabetes. (Evidence A)

 Metformin should be continued when used in combination with other agents, including insulin, if
not contraindicated and if tolerated. (Evidence A)

 Early combination therapy can be considered in some patients at treatment initiation to extend the
time to treatment failure. (Evidence A)

 Among patients with type 2 diabetes who have established or are at high risk for atherosclerotic
cardiovascular disease, established kidney disease, or heart failure, a sodium-glucose cotransporter
2 inhibitor, or glucagon-like peptide 1 receptor agonist with demonstrated cardiovascular disease
benefit are recommended as part of the glucose-lowering regimen independent of A1c and in
consideration of patient-specific factors. (Evidence A)

 In patients with type 2 diabetes, a glucagon-like peptide 1 receptor agonist is preferred to insulin
when possible. (Evidence A)

 Intensification of treatment for patients with type 2 diabetes not meeting treatment goals should
not be delayed. (Evidence A)

Cardiovascular disease and Risk Management

Blood Pressure
 Measure blood pressure at every routine visit.  Patients found to have elevated blood pressure

(≥140/90 mmHg) should have blood pressure confirmed using multiple readings, including
measurements on a separate day, to diagnose hypertension. All hypertensive patients with
diabetes should monitor their blood pressure at home. (Evidence B)

 For individuals with diabetes and hypertension at lower risk for cardiovascular disease (10-year
atherosclerotic cardiovascular disease risk <15%), treat to a blood pressure target of <140/90
mmHg. (Evidence A)

 For patients with blood pressure >120/80 mmHg, lifestyle interventions consist of weight loss when
indicated, a DASH (Dietary Approaches to Stop Hypertension) style diet, reducing dietary sodium,
increasing dietary potassium, moderation of alcohol, and increased physical activity. (Evidence A)

 Patients with confirmed office-based blood pressure ≥140/90 mmHg should, in addition to lifestyle
therapy, have prompt initiation and timely titration of pharmacologic therapy to achieve blood
pressure goals. (Evidence A)  Patients with confirmed blood pressure ≥160/100 mmHg should, in
addition to lifestyle therapy, have prompt initiation and timely titration of two drugs or a single-pill
combination of drugs demonstrated to reduce cardiovascular events in patients with diabetes.
(Evidence A)

 Pharmacological therapy for patients with diabetes and hypertension should be with drug classes
demonstrated to reduce cardiovascular events.  ACE inhibitors, angiotensin receptor blockers
(ARBs) are recommended first-line therapy for hypertension in people with diabetes and coronary
artery disease (Evidence A).  Therapy may also include thiazide-line diuretics or dihydropyridine



calcium channel blockers.
 An ACE inhibitor or angiotensin receptor blocker, at the maximally tolerated dose indicated for

blood pressure treatment, is the recommended first line treatment for hypertension in patients with
diabetes and urinary albumin-to-creatinine ratio ≥300 (Evidence A) or 30-299 mg/g creatinine
(Evidence B).  If one class is not tolerated, the other should be substituted (Evidence B)

 Multiple-drug therapy is generally required to achieve blood pressure targets.  However,
combinations or ACE inhibitor and angiotensin receptor blockers and combinations of ACE
inhibitors or angiotensin receptor blockers with direct renin inhibitors should not be used
(Evidence A)

o For patients treated with an ACE inhibitor or ARB or diuretic, serum creatinine/eGFR
and serum potassium levels should be monitored at least annually. (Evidence B)

 For patient with diabetes at higher risk, especially those with multiple atherosclerotic
cardiovascular disease risk factors or aged 50-70 years, it is reasonable to use high intensity statin
therapy.  (Evidence B)

 For patients of all ages with diabetes and atherosclerotic cardiovascular disease, high intensity statin
therapy should be added to lifestyle therapy. (Evidence A)

 For patients with diabetes and atherosclerotic cardiovascular disease, if LDL cholesterol is ≥ 70
mg/dL on maximally tolerated statin dose, consider adding additional LDL-lowering therapy (such
as ezetimibe or PCSK9 inhibitor).  Ezetimibe may be preferred due to lower cost. (Evidence A)

 Statin therapy is contraindicated in pregnancy. (Evidence B)
 In adults with diabetes aged >75 years already on statin therapy, it is reasonable to continue statin

treatment. (Evidence B)
 In patients with atherosclerotic cardiovascular disease or other cardiovascular risk factors on a statin

with controlled LDL cholesterol but elevated triglycerides (135-499 mg/dL), the addition of
icosapent ethyl can be considered to reduce cardiovascular risk. (Evidence A)

 Statin plus fibrate combination therapy has not been shown to improve atherosclerotic
cardiovascular disease outcomes and is generally not recommended. (Evidence A)

 Statin plus niacin combination has not been shown to provide additional cardiovascular benefit
above statin therapy alone, may increase the risk of stroke with additional side effects, and is
generally not recommended. (Evidence A)

Antiplatelet Therapy
 Use aspirin therapy (75-162 mg/day) as a secondary prevention strategy in those with diabetes and

a history of CVD. (Evidence A)
 For those with a documented aspirin allergy, clopidogrel (75 mg/day) should be used. (Evidence B)
 Long term treatment with dual antiplatelet therapy should be considered for patients with prior

coronary intervention, high ischemic risk, and low bleeding risk to prevent major adverse
cardiovascular events. (Evidence A)

 Combination therapy with aspirin plus low-dose rivaroxaban should be considered for patients with
stable coronary and/or peripheral artery disease and low bleeding risk to prevent major adverse
cardiovascular events. (Evidence A)

 Aspirin therapy (75-162 mg/day) may be considered as a primary prevention strategy in those with



type 1 or type 2 diabetes who are at increased cardiovascular risk, after a comprehensive discussion
with the patient on the benefits versus the comparable increased risk of bleeding.  (Evidence A)

Cardiovascular Disease

Screening
 Routine screening for coronary artery disease is not recommended in asymptomatic patients as it does

not improve outcomes as long as atherosclerotic cardiovascular disease risk factors are treated.
(Evidence A)

Treatment
 Among patients with type 2 diabetes who have established atherosclerotic cardiovascular disease or

established kidney disease, a sodium-glucose cotransporter 2 inhibitor or glucagon-like peptide 1
receptor agonist with demonstrated cardiovascular disease benefit is recommended as part of the
comprehensive cardiovascular risk reduction and/or glucose-lowering regimens. (Evidence A)

 In patients with type 2 diabetes and established atherosclerotic cardiovascular disease, multiple
atherosclerotic cardiovascular disease risk factor, or diabetic kidney disease, a sodium-glucose
cotransporter 2 inhibitor with demonstrated cardiovascular benefit is recommended to reduce the risk
of major adverse cardiovascular events and/or heart failure hospitalization. (Evidence A)

 In patients with type 2 diabetes and established atherosclerotic cardiovascular disease or multiple risk
factors for atherosclerotic cardiovascular disease, a glucagon-like peptide 1 receptor agonist with
demonstrated cardiovascular benefit is recommended to reduce the risk of major adverse
cardiovascular events. (Evidence A)

 In patients with type 2 diabetes and established heart failure with reduced ejection fraction, a
sodium-glucose cotransporter 2 inhibitor with proven benefit in this patient population is recommended
to reduce risk of worsening heart failure and cardiovascular death. (Evidence A)

 In patients with known atherosclerotic cardiovascular disease, particularly coronary artery disease,
ACE inhibitor or angiotensin receptor blocker therapy is recommended to reduce the risk of
cardiovascular events. (Evidence A)

 In patients with prior myocardial infarction, beta-blockers should be continued for 3 years after the
event. (Evidence B)

 Treatment of patients with heart failure with reduced ejection fraction should include a beta-blocker
with proven cardiovascular outcomes benefit, unless otherwise contraindicated. (Evidence A)

 In patients with type 2 diabetes with stable heart failure, metformin may be continued for glucose
lowering if estimated glomerular filtration rate remains >30mL/min/1.73m² but should be avoided in
unstable or hospitalized patients with heart failure. (Evidence B)

Older Adults

 Consider the assessment of medical, psychological, functional (self-management abilities), and
social geriatric domains in older adults to provide a framework to determine targets and
therapeutic approaches for diabetes management. (Evidence B)

 Screen for geriatric syndromes (i.e., polypharmacy, cognitive impairment, depression, urinary
incontinence, falls, and persistent pain) in older adults, as they may affect diabetes
self-management and diminish quality of life. (Evidence B)

 Screening for early detection of mild cognitive impairment or dementia should be performed for
adults 65 year of age or older at the initial visit and annually as appropriate. (Evidence B)



 Because older adults with diabetes have a greater risk of hypoglycemia than younger adults,
episodes of hypoglycemia should be ascertained and addressed at routine visits. (Evidence B)

 For older adults with type 1 diabetes, consider continuous glucose monitoring to reduce
hypoglycemia. (Evidence A)

 Optimal nutrition and protein intake is recommended for older adults.  Regular
exercise, including aerobic activity, weight–bearing exercise, and/or resistance
training should be encouraged in all older adults who can safely engage in such
activities. (Evidence B)

 For older adults with type 2 diabetes, overweight/obesity, and capacity to safely
exercise, and intensive lifestyle intervention focused on dietary changes, physical
activity, and modest weight loss (e.g., 5-7%) should be considered for its benefits on
quality of life, mobility and physical functioning, and cardiometabolic risk factor
control. (Evidence A)

Microvascular Complications and Foot Care

Diabetic Kidney Disease
 At least annually, quantitatively assess urinary albumin (e.g., spot urinary albumin-to-creatinine

ratio) and eGFR in patients with type 1 diabetes with duration of ≥ 5 years and all patients with
type 2 diabetes regardless of treatment. (Evidence B)

 Patients with diabetes and urinary albumin >300 mg/g creatinine and/or an eGFR of 30-60
mL/min/1.73m² should be monitored twice annually to guide therapy. (Evidence B)

 In patients with type 2 diabetes and diabetic kidney disease, consider use of sodium-glucose
cotransporter 2 inhibitors additionally for cardiovascular risk reduction when estimated eGFR
and urinary albumin creatinine are ≥30 mL/min/1.73m² or >300 mg/g, respectively. (Evidence A)

 In patients with chronic kidney disease who are at increased risk for cardiovascular events, use of
a glucagon-like peptide 1 receptor agonist reduces renal end point, primarily albuminuria,
progression of albuminuria, and cardiovascular events. (Evidence A)

 To reduce the risk or slow the progression of diabetic kidney disease, optimize blood pressure
control. (Evidence A)

 Do not discontinue renin-angiotensin system blockade for minor increases in serum creatinine
(<30%) in the absence of volume depletion. (Evidence A)

 For people with nondialysis-dependent chronic kidney disease, dietary protein intake should be
approximately 0.8g/kg body weight per day (the recommended daily allowance).  (Evidence A)
For patients on dialysis, higher levels of dietary protein intake should be considered, since
malnutrition is a major problem in some dialysis patients. (Evidence B)

 Periodically monitor serum creatinine and potassium levels for the development of increased
creatinine or changes in potassium when ACE inhibitors, angiotensin receptor blockers, or
diuretics are used. (Evidence B)

 In non-pregnant patients with diabetes and hypertension, either an ACE inhibitor or an
angiotensin receptor blocker is recommended for those with modestly elevated urinary



albumin-to-creatinine ratio (30-299 mg/g creatinine) (Evidence B) and is strongly recommended
for those with urinary albumin-to-creatinine ration ≥300 mg/g creatinine and/or eGFR rate <60
mL/min/1.73m² . (Evidence A)

 An ACE inhibitor or an angiotensin receptor blocker is not recommended for the primary
prevention of chronic kidney disease in patients with diabetes who have normal blood pressure,
normal urinary album-to-creatinine ratio (<30 mg/g creatinine), and normal eGFR. (Evidence A)

 Patients should be referred for evaluation for evaluation by a nephrologist if they have an eGFR
of <30 mL/min/1.73 m² (Evidence A)

 Promptly refer to a physician experienced in the care of kidney disease for uncertainty about the
etiology of kidney disease, difficult management issues, and rapidly progressing kidney disease
(Evidence A)

Retinopathy
 To reduce the risk or slow the progression of retinopathy, optimize glucose control, blood

pressure control, and serum lipid control. (Evidence A)
 Adults with type 1 diabetes should have an initial dilated and comprehensive eye examination by

an ophthalmologist or optometrist within 5 years after the onset of diabetes. (Evidence B)
 Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination

by an ophthalmologist or optometrist at the time of the diagnosis of diabetes. (Evidence B)
 If there is no evidence of retinopathy for one or more eye exams, then exams every 1-2 years

may be considered.  If any level of diabetic retinopathy is present, subsequent dilated retinal
examinations should be repeated at least annually by an ophthalmologist or optometrist.  If
retinopathy is progressing or sight-threatening, then examinations will be required more
frequently. (Evidence B)

 Programs that use validated retinal photography with remote readings by an ophthalmologist or
optometrist (or use of a validated assessment tool) and timely referral for a comprehensive eye
examination when indicated can be an appropriate screening strategy for diabetic retinopathy
(Evidence B)

 Woman with preexisting type 1 or 2 diabetes who are planning pregnancy or who are pregnant
should be counseled on the risk of development and/or progression of diabetic retinopathy. Eye
exams should occur before pregnancy or in the first trimester and patients should be monitored
every trimester and for 1 year postpartum as indicated by the degree of retinopathy.  (Evidence
B)

 Promptly refer patients with any level of macular edema, severe nonproliferative diabetic
retinopathy (a precursor of proliferative diabetic retinopathy) or any proliferative diabetic
retinopathy to an ophthalmologist who is knowledgeable and experienced in the management
and treatment of diabetic retinopathy. (Evidence A)

 The presence of retinopathy is not a contraindication to aspirin therapy for cardioprotection as
this therapy does not increase the risk of retinal hemorrhage. (Evidence A)

Neuropathy
 All patients should be screened for diabetic peripheral neuropathy starting at diagnosis of type 2



diabetes and 5 years after the diagnosis of type 1 diabetes and at least annually thereafter using
simple clinical tests such as 10-g monofilament, vibration, or temperature sensation. (Evidence
B)

 Optimize glycemic control to prevent or delay the development of neuropathy in patients with
type 1 diabetes (Evidence A) and to slow the progression of neuropathy in patients with type 2
diabetes. (Evidence B)

 Assess and treat patients to reduce pain related to diabetic peripheral neuropathy. (Evidence B)
 Pregabalin, duloxetine, or gabapentin are recommended as initial pharmacologic treatments for

neuropathic pain in diabetes. (Evidence A)

Foot Care
 Perform at least an annual comprehensive foot examination to include inspection, assessment of

foot and leg pulses and deformities, and testing for loss of protective sensation (10-g
monofilament plus any one of the following: vibration using 128-Hz tuning fork, pinprick
sensation, ankle reflexes or vibration perception threshold. (Evidence B)

 Obtain a prior history of ulceration, amputation, Charcot foot, angioplasty or vascular surgery,
cigarette smoking, retinopathy, and renal disease and assess current symptoms of neuropathy such
as pain, burning, numbness and vascular disease (leg fatigue, claudication). (Evidence B)

 Patients with evidence of sensory loss or prior ulceration or amputation should have their feet
inspected at every visit. (Evidence B)

 A multidisciplinary approach is recommended for individuals with foot ulcers and high-risk feet
to include dialysis patients and those with Charcot foot, prior ulcers, or amputation (Evidence B)

 Provide general foot self-care education to patients with diabetes (Evidence B)
 Recommend specialized therapeutic footwear to high risk patients with diabetes and severe

neuropathy, foot deformities, or history of amputation. (Evidence B)

Immunization

 Annual influenza vaccine; (Evidence C)
 Pneumococcal vaccines:  Administer pneumococcal polysaccharide vaccine 23 (PPV23) to all

patients with diabetes ≥2 years of age and pneumococcal conjugate vaccine 13 (PCV13),
followed by PPSV23 6-12 months after initial vaccination, to adults ≥65 years of age;
(Evidence C)

 Hepatitis B vaccine for unvaccinated adults aged 19-59 years with consideration to providing
this to unvaccinated adults aged ≥60; (Evidence C)

 Provide routine vaccinations for children and adults with diabetes by age. (Evidence C)
 Per American Diabetes Association official statement January 13, 2021:  Individuals with both

type 1 and type 2 should be prioritized to receive COVID-19 vaccine.



Annual Measurement for Effectiveness of Diabetes Guideline

HEDIS® Comprehensive Diabetes Care, Commercial and Medicare populations:

 HbA1c Testing
 Poor HbA1c control (>9%, no result on record, or HbA1c was not done during the measurement

year)
 HbA1c Control (<8%)
 Statin Medication Adherence
 Retinal Eye Exam
 Medical Attention for Nephropathy (Medicare)
 Blood Pressure Controlled <140/90 mm  Hg

ADA recommendations are assigned rating of A, B or C depending on the quality of evidence:

 Evidence A- recommendations are based on large well-designed clinical trials or well-done
meta-analyses

 Evidence B- recommendations are based on well-conducted cohort studies
 Evidence C- supportive evidence from poorly controlled or uncontrolled studies.  There may be

evidence from observational studies or conflicting evidence where the weight of the evidence
supports the recommendation

 Evidence E- Expert opinion or clinical experience
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