DIABETES: DIAGNOSIS AND STANDARDS OF CARE

Lisa Sanders, MD

Week 4
Learning Objectives: 

1. Define the treatment goals recommended by the ADA for patients with DM, specifically target ranges for fasting and post-prandial glucose, blood pressure, and lipids

2. Understand current recommendations on the identification and management of those who have “pre-diabetes”

3. Identify the optimal use of home glucose monitoring – who may benefit, and how frequently to check

CASE ONE:

Ms. D. is a 45-year-old woman who recently moved to your area and now comes in for an initial visit. She has a history of type 2 diabetes and hypertension. She hasn’t seen a doctor regularly for several years. Medicines include glyburide 5mg qd, atenolol 50mg qd, Tums, and an occasional aspirin. She doesn’t smoke or drink alcohol; she works in a grocery store and is married with three children. Her review of systems is benign except for nocturia x 2 most nights and occasional blurred vision. She denies any symptoms of hypoglycemia at home. Random glucose in your office is 165 four hours after eating breakfast. She doesn’t check her sugars at home. On physical exam she is 5’2” and weighs 210 lbs, for a BMI of 38. Her blood pressure is 135/80, and she has moderate peripheral neuropathy on her plantar surfaces bilaterally.

Questions:

1. From your brief conversation with the patient it becomes clear that she does not fully understand her disease and its possible health consequences. Would you address this issue at this appointment? If not now, when? How would you initiate that conversation? 
2. What are you going to do for Ms. D today?

CASE ONE CONTINUED:

She returns one week later. She has tolerated the metformin you started her on with no difficulty. 

Her AM glucose runs from 160 to 260, PM sugars are all over 200. Her blood pressure is 140/90. Hemoglobin A1c is 10.2. Lytes were normal. Creatinine was 0.8. She has 40 micrograms of protein per mg of creatinine in her spot urine. Her EKG obtained last week was normal. Lipid panel reveals a total cholesterol of 190, LDL of 90, HDL of 50 and TG of 150. 

3. Now what are you going to do?

4. In the routine care of diabetics, what data should be collected in a given office visit?

CASE ONE CONTINUED:

You work with Ms. D. closely over the next couple of months, and her sugars come down. She is even able to lose weight. Her A1c comes down to 6.8. At the end of one appointment. she holds up her prick marked fingers and asks, “Do I still need to check my sugars twice a day?” 

5. What do you tell her? 

CASE TWO:

Ms D. is so thrilled with your care she sends her college-age daughter to you. Her daughter, Ms Y., is 20.  Her blood pressure is within the normal range, and her physical exam is unremarkable except that she is overweight.

6. Should you check her for DM?

CASE TWO CONTINUED:

Labs show a fasting glucose of 110, and her lipids reveal a total cholesterol of 210 with triglycerides of 350 and an HDL of 30.  The LDL couldn’t be calculated because of the elevated triglycerides. She asks you about her risk of developing DM.

7. What do you tell her and what, if anything, will you do given her risk?
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