
WELCOME

to

• Reminders:

– Please activate mute until 
question and answer 
session

– Nurses are eligible for 1.5, 
dietitians and others 1.0 
hours with completion of 
the sign-in and evaluation

• New options:

– You may now fill out the 
sign-in, pre-/post-tests, 
and evaluation on our 
website:

– health.utah.gov/diabetes/ 
and click on the telehealth
logo

– E-mail to Betsi at 
bpatino@utah.gov

http://health.utah.gov/diabetes/
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Introduction



Purpose of the UDPRs

• The UDPRs were developed to provide the busy (often overwhelmed) 

medical provider with a single source, authoritative guideline for the 

management of diabetes and the conditions often encountered in a 

patient with diabetes

• This guideline for management of diabetes in adults addresses: 

– Appropriate therapeutic targets, frequency of assessment and other 

issues that may impact people with diabetes

• Glucose 

• Blood pressure

• Lipids

• There are other UDPRs which address:

– Management of diabetes in children and adolescents

– Treatment of hyperglycemia in inpatients

– Hyperglycemia in pregnancy



What’s New -- 2011

• Diabetes screening protocol

– Clarifies the role of A1C in diagnosis

• Cardiovascular disease

– Addresses the controversy concerning ASA

• New insulin protocols for type 2 diabetes

• Updated medication summary

• New sections

– Depression and vaccinations

• New tools

– Active links, referral forms, CKD management, updated protocols 

for lipids, extensive references and blood pressure management

UDPRs, 2011



Key 

Treatment 

Targets

UDPRs, 2011



Case ver 1

You open the exam room door and find a patient you haven’t 

seen in years.  You are running late and secretly hope that 

this visit is routine.

John is 58 years old and wants to discuss several complaints 

(there goes the easy visit).  John relates that he is “wearing 

out.”  He is tired, his vision has blurred, and he is “living 

in the bathroom.”  His sister was recently diagnosed with 

diabetes and suggested that he should see his doctor “just 

in case.”

Recorded vital signs:  Wt 230 lbs; BMI 38 kg/m2; BP 146/97 

mmHg; HR 88.



Case ver 1

You request a fingerstick glucose, POC A1C and dipstick UA

The results:

Random glucose: 355 mg/Dl

A1C: 11.4%

UA:  Protein 1+; glucose 4+; ketones trace

You just got paged…

Is there an easy resource to help you?



Case ver 2

You open the exam room door and find a patient you haven’t 

seen in over a year.  You are running late and secretly hope 

that this visit is routine.

John is 58 years old and has had diabetes and hypertension  

for many years.  His medications include metformin, 

glimepiride, sitagliptin, lisinopril, and HCTZ.

He has wants to discuss several complaints (there goes the 

easy visit).  John relates that he is “wearing out.”  He is 

tired, his vision has blurred, and he is “living in the 

bathroom.”



Case ver 2

You request a fingerstick glucose, POC A1C and dipstick UA

The results:

Random glucose: 355 mg/Dl

A1C: 11.4%

UA:  Protein 1+; glucose 4+; ketones trace

You just got paged…

Is there an easy resource to help you?

Recorded vital signs:  Wt 230 lbs; BMI 38 kg/m2; BP 146/97 

mmHg; HR 88.



Diagnosis of Diabetes



US Population: 275 million in 2000

Undiagnosed 

diabetes 

5.9 million Diagnosed 

type 1 diabetes

~1.0 million 

Additional 

16 million with 

prediabetes

Diagnosed 

type 2 diabetes

10 million

Distribution of Glycemic 

Abnormalities in US

CDC. Available at: http://www.cdc.gov/diabetes/pubs/estimates.htm

ADA. Facts and Figures. Available at: 
www.diabetes.org/main/application/commercewf?origin=*.jsp&event=link(B1)

1 of 3 children 

born in 2000 

will suffer from 

diabetes

http://www.cdc.gov/diabetes/pubs/estimates.htm


Natural History of Type 2 

Diabetes

Adapted from International Diabetes Center (IDC). Minneapolis, Minnesota.

Years of Diabetes
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glucosePre-Diabetes



Prevalence of Retinopathy

FBS 126 mg/dL 

2H PC 200 mg/dL

A1C ≥ 6.5%

ADA Consensus Statement on the Diagnosis of Diabetes (2011)



Diagnostic Criteria for 

Diabetes

Diagnosis FPG (mg/dl) 2 Hour 

Postglucose

Load (75 gm 

OGTT)

Hemoglobin 

A1C (%)*

Normal < 100 < 140 <5.7

Pre-Diabetes 100-125 140-199 5.7-6.4

Diabetes 

Mellitus**

≥ 126 ≥ 200*** ≥6.5

***Or a random glucose  200 mg/dl with symptoms

ADA. Diabetes Care 2011;34 (suppl 1):S13-S61.

**Must be repeated on a separate day

*Measured  according to DCCT methodology



Pitfalls in the Diagnosis

• Random glucose levels
– Not standardized and rarely diagnostic

– Use ICD code 790.29 (hyperglycemia) or 790.6 

(abnormal chemistry) to justify repeating (DO NOT use 

250.XX)

• Method of A1C measurement

• Don’t rely on fingerstick determinations

• Repeat testing prior to a formal diagnosis

• Avoid prematurely labeling a patient
UDPRs, 2011



Glucose Control



Pre-Study Glyemic Exposure 

and Microvasular Outcomes
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Glucose Targets

• A1C < 7.0% or lower 

without undo 

hypoglycemia

• Consider individualizing 

targets

• Nonglycemic effects on 

A1C

– Anemia

– Hemolysis

– Erythropoetin

– Transfusion

– Pregnancy
UDPRs, 2011



VA/DoD Guidelines

http://www.healthquality.va.gov/diabetes/DM2010_SUM-v4.pdf

Accessed Jan 2011

http://www.healthquality.va.gov/diabetes/DM2010_SUM-v4.pdf


Initial Therapy

UDPRs, 2011



UDPRs Glycemic 

Algorithm

UDPRs, 2011

Possible weight increase, Greater A1C 

lowering (>1%), Principally reduce FPG 

Basal insulin 

(most effective)

Sulfonylureas

(least expensive)

TZDs                  

(no hypoglycemia)

Incretomimetics

(most weight loss)

DPP-IV inhibitors 

(least effective)

Possible weight loss (or neutral), Lesser 

A1C lowering (<1%), Principally reduce PPG 

Not included:  

Amylomimetics; 

Meglitinides; AGIs

Diagnosis; initiate lifestyle modifications 

(education) and start metformin

-Patient’s Goals                                        

-Fasting v Postprandial Target (A1C)                   

-Weight Effects                                        

-Cost                                                        

-Relative Efficacy                                     

-Age                                                         

-Cardiac, Renal and Hepatic Function

Individually Assess Patient Characteristics



Using A1C Levels

UDPRs, 2011



Effectiveness of Different 

Therapeutic Strategies

Adapted from Nathan DM et al. Diabetes Care. 2009; 32:193-203. 



Hypoglycemic Agents

UDPRs, 2011



Initiating a Basal Insulin

UDPRs, 2011



Adding a Prandial Insulin

• Role of Premix

– Premixed insulins 

provide both a basal 

and prandial insulin in 

a fixed combination

– Premix regimens do 

not encourage meal 

flexibility and are 

associated with more 

weight gain and 

hypoglycemia

– Easier and requires less 

patient involvement

UDPRs, 2011



Reducing Cardiovascular Risk



Case ver 1

John has aggressively adopted lifestyle modifications and has 

been adherent with his medications.  His A1C is 6.3%, 

blood pressure is 126/78 mmHg, and his lipid profile has 

improved.   His sister just had an MI and he is frightened.

Circumstance Total 

Cholesterol 

(mg/dL)

Triglycerides 

(mg/dL)

HDL 

Cholesterol 

(mg/dL)

LDL

Choesterol

(mg/dL)

At diagnosis 

of diabetes

230 568 32 ?

Current 203 220 38 121

John is prescribed a statin but develops fatigue, weakness and

myalgias.  What next and are there other measures to

reduce the risk of CHD?  Should he be screened for CHD?  



Case ver 2

John has aggressively adopted lifestyle modifications and has 

been adherent with his medications.  His A1C is 7.3%, 

blood pressure is 126/78 mmHg, and his lipid profile has 

improved.   His sister just had an MI and he is frightened.

Circumstance Total 

Cholesterol 

(mg/dL)

Triglycerides 

(mg/dL)

HDL 

Cholesterol 

(mg/dL)

LDL

Choesterol

(mg/dL)

6 months ago 230 568 32 ?

Current 203 220 38 121

John is prescribed a statin but develops fatigue, weakness and

myalgias.  What next and are there other measures to

reduce the risk of CHD?  Should he be screened for CHD?  



Multifactorial 

Interventions

UDPRs, 2011



Aspirin Use

UDPRs, 2011

*10 year CVD risk may be calculated at: 

http://zunis.org/FHS_CVD_Risk_Calc_2008.htm

ASA Dosage 

Recommendation: 

75-162 mg/day

http://zunis.org/FHS_CVD_Risk_Calc_2008.htm


Screening for CHD

• There is little evidence that screening for CHD in 

asymptomatic patients with diabetes has any 

positive effect on outcomes

• Patients with atypical (or typical) symptoms or an 

abnormal ECG should be screened

– Stress echo is cost effective

– Cardiology referral

• Aggressively treat CV risk factors and reassess 

them at least annually

UDPRs, 2011



Hypertension



Diagnosing Hypertension

UDPRs, 2011



Treating Hypertension

UDPRs, 2011
Algorithm Continues



Diabetic Dyslipidemia



Managing Lipids: 

Who To Treat

UDPRs, 2011



Managing Lipids:

Therapies

UDPRs, 2011



Managing Lipids:

Statin Intolerance

• Statin intolerance may occur in up to 5-10% of patients

• Options:

– Trial of a different station (fluvastatin, pravastatin, 

rosuvastatin)*

– Rosuvastatin 1-3 times per week*

– Gemfibrozil (not fenofibrate) especially if triglycerides are 

elevated, HDL is low and LDL is minimally increased

– Niacin often in combination with bile acid sequestrants*

– Ezetimibe (no outcomes data)

*These regimens may lower LDL 20-30%
UDPRs, 2011



Assessing Complications



Foot Examination

• Visual inspection

– Deformities, pressure 

points, ulceration

• Vascular assessment

• Neurologic evaluation

– Protective sensation

– Monofilament

– 128C tuning fork

UDPRs, 2011



Foot Care:

Risk Stratification

UDPRs, 2011



Microalbumin Screening 

• Screen yearly

– Microalbumin/creatine ratio and serum creatinine

• False positives

– UTI, hyperglycemia, exercise, hypertension, fever

• When to treat

– Screening tests are positive (ratio > 30) on 2 or more 

occasions

– eGFR < 60 mg/min/1.73 m2

– ACE-I vs ARB

• Caution: women of reproductive age
UDPRs, 2011



Retinopathy

UDPRs, 2011



Diabetes and Depression

• Prevalence 8-27% in people with diabetes

• Twice as common in people with DM as in the 

general population

• Undiagnosed depression leads to:

-Poorer glycemic control

-Less adherence to medications and SMPG

-More missed appointments

-2 times risk of foot ulcer

-Increased resource utilization

UDPRs, 2011



Screening for Depression

• PHQ-9 screening tool has been validated in people 

with diabetes

• Simple screening questions:

– “Over the past 2 weeks have you felt down, depressed 

or hopeless?”

– “Over the past 2 weeks have you felt little pleasure or 

interest in doing things?”

• Appropriate therapy may help improve glycemic 

control and quality of life

UDPRs, 2011



Appendices



UDPR Appendices

• Comprehensive foot examination form

• Foot care information for patients

• Medication summaries

• CKD management

• Referral form for eye examination

• Tobacco quit line information

• Healthy eating tips for patients

• Glucose monitoring

• State certified self management programs, topics covered and when to 

refer patients

• Vaccination guidelines

• Diabetes and depression
UDPRs, 2011




