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Quality Measures

● MA Plans
● % of patients 18-75 with DM who had a retinal eye exam in the MY
● Retinal or dilated eye exam by optometrist or ophthalmologist during 

MY

● MA Plans 
● % of DM patients 40-75 w/2 diabetic medication fills, on unique dates 

during the measurement year (MY) and were dispensed a statin fill 
during the MY

● MA Plans
● eGFR and a urine albumin-creatinine ratio (uACR) - during the 

measurement year - can be on the same or different dates of service

● MSSP  measure is inverse so lower number is better 
● MA Plans ≤ 9% so higher is better
● At least one lab value during measurement period

Eye Exam for Patients 
with DM

Statin Therapy in 
Persons with Diabetes

Medical Attention for 
Nephropathy 

Diabetes Care: A1C > 9%: 
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General Concept Updates
● Person centeredness
● Culturally informed care
● Inclusive approach to care
● Utilization of telehealth, AI, 

and digital intervention

Integrating Social Context
● Assess social determinants of 

health (SDOH)
● Enhance self-management
● Community health worker 

involvement

2024 Overview of Updates
Key Themes
● Cardiovascular disease reductions
● Obesity
● Type I diabetes
● Bone health
● Behavioral and lifestyle considerations
● Technology
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Diabetes Mellitus Guideline (2024) - Front
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Diabetes Mellitus Guideline (2024) - Back
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Supporting Documentation
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Screening 
and 

Diagnosis
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Screening for Prediabetes & 
Diabetes

Screening for Prediabetes and    Type 
II Diabetes

Adults ≥ 35 y/o OR overweight or 
obesity with ≥ 1 risk factors
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Diagnosis of Diabetes

Diagnosis of Adult Diabetes Mellitus II

● 2 A1C tests  ≥ 6.5% OR 2 FPB ≥ 126 
mg/dl 

● 2-g PG ≥ 200 mg/dl OR S/S of 
hyperglycemia, hyperglycemic 
crisis, or a random plasma glucose 
≥ 200 mg/dl

Check A1C every 3 months or every follow up
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Negative 
Screening
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Lifestyle Behavior Changes
Smoking
● No cigarettes and other tobacco products or e-cigarettes 
● Recommend and refer for tobacco/smoking cessation counseling and 

pharmacological therapy if necessary
Positive health behaviors and well-being
● Healthy Diet - i.e DASH, plant based and low-carbohydrate eating 
● Limit alcohol consumption
● Reduce sodium intake - optimal goal of <2300 mg/day

Nutrition
● Religious fasting - how to manage diabetes during this time
● Chrononutrition (impact of eating on circadian rhythms)
● Non-nutritive sweeteners - use judiciously when they are in replacement 

for sugar - better than including sugar in one’s diet
Sleep
● Consider screening for sleep health 
● Refer to sleep specialists and/or behavioral health as indicated

● Lifestyle behavior 
change

● Overweight/obese 
individuals, refer to DPP
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Obesity and Weight Management for 
Prevention and Treatment in Diabetes

● Lifestyle behavior change
● Overweight/obese 

individuals, refer to 
DPP

● Calculate BMI

● Perform additional body fat distribution measurements like waist 
circumference, waist-to-hip ratio, and waist-to-height ratio

● Monitor annually

● Ensure Privacy

● Individualize initial treatment (lifestyle, pharmacological 
treatment, or combination)

● Monthly Contact and support, recommend ongoing monitoring of 
body weight and self-esteem strategies and encourage regular 
physical activity (200-300 min/week)

● For those who achieve weight loss goals, continue to monitor 
progress periodically, provide ongoing support and recommend 
continuing adopted interventions to maintain goals long-term.
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Reassessment Time Frame
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Reassess in 3 years or 
sooner if results are 

normal



Positive 
Screening
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● Person-centered glycemic management
● Continue lifestyle behavior changes and 

use of glucose-lowering medication (see 
chart S116 Figure 9.3)

Glycemic Management

Reassess in 3 months

If A1C above target: 
● Intensify or adjust glucose lowering 

medication

● Consider diabetes self-management 
education and support 

● Consider technology (CGM) to identify 
therapeutic gaps and tailor therapy

● Identify and address all SDOH

To avoid therapeutic inertia reassess and 
modify therapy regularly (3-6 Months) 
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● Person-centered glycemic 
management

● Continue lifestyle behavior 
changes and use of glucose- 
lowering medication (see chart 
S116 Figure 9.3)

Glucose-Lowering Medications

Reassess in 3 months

If A1C above target: 
● Intensify or adjust glucose 

lowering medication
● Consider diabetes self- 

management education and 
support 

● Consider technology (CGM) to 
identify therapeutic gaps and 
tailor therapy

● Identify and address all SDOH
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Self-Management & CGMs

Reassess in 3 months
If A1C above target: 
● Intensify or adjust glucose 

lowering medication
● Consider diabetes 

self-management 
education and support 

● Consider technology 
(CGM) to identify 
therapeutic gaps and 
tailor therapy

● Identify and address all 
SDOH

Diabetic Technology

● Offer a variety of diabetes devices including insulin pens, glucose 
meters, continuous glucose monitors (CGMs), and automated insulin 
delivery (AID) systems.

● Health care professionals should be knowledgeable and competent in 
the use of diabetes technology for effective diabetes care. 

Diabetic Self-Management Education (DSME) Support Referral

● Five critical times to evaluate the need for DSME
○ At diagnosis
○ When not meeting treatment goals 
○ Annually
○ When complicating factors develop (medical, physical, and 

psychosocial)
○ Transitions in life and care occur
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Preferred Pharmacotherapy for People with 
Diabetes + Overweight/Obesity

To avoid therapeutic inertia 
reassess and modify therapy 

regularly (3-6 Months) 

● People with diabetes and overweight/obesity, the preferred 
medication should be GLP-1-RA or dual glucose dependent 
insulinotropic polypeptide and GLP-1-RA with greater weight 
loss efficacy (i.e semaglutide or tirzepatide).

● Re-evaluate!!  To prevent therapeutic inertia, for those not 
reaching goals, reevaluate weight management therapies and 
intensify treatment with additional approaches (e.g. metabolic 
surgery, additional pharmacologic agents, and structures 
lifestyle management programs)
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● Older adults with diabetes who are otherwise healthy with 
few and stable coexisting chronic and intact cognitive function 
and functional status should have lower glycemic goals (such 
as A1C <7.0-7.5%) 

● Older adults with diabetes and intermediate or complex 
health are clinically heterogeneous with variable life 
expectancy. Selection of glycemic goals should be 
individualized, with less stringent goals (such as A1C <8.0%) 

● Older adults with very complex or poor health receive 
minimal benefit from stringent glycemic control, and 
clinicians should avoid reliance on glycemic goals and instead 
focus on avoiding hypoglycemia and symptomatic 
hyperglycemia

A1C Target Recommendations for 
Older Adults

Recommended Targets:
● A1C < 7.0% (dependent on   

age and comorbidities) 
● For older adults with 

complex or poor health - 
A1C < 8.0% (focus on 
avoiding hypoglycemia)
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Additional 
Information
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Hypertension Treatment

Cardiovascular Disease

Hypertension: Target BP < 
130/80 (every routine clinical visit) 
*ACE/ARB first-line therapy

Lipid Management: 40-75 years 
reduce LDL by ≥ 50% of baseline 
& target LDL < 70 mg/dL without 
ASCVD or < 55 mg/dL with ASCVD 

Antiplatelet Agents: Aspirin 
75-162 mg/day for patients ≥ 50 
with diabetes and ASCVD or 
clopidogrel 75 mg/day if allergic 
to aspirin
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Figure 10.2—Recommendations for the treatment of confirmed hypertension in 
nonpregnant people with diabetes



Lipid Management & Antiplatelet Agents
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Cardiovascular Disease

Hypertension: Target BP < 
130/80 (every routine clinical visit) 
*ACE/ARB first-line therapy

Lipid Management: 40-75 years 
reduce LDL by ≥ 50% of baseline 
& target LDL < 70 mg/dL without 
ASCVD or < 55 mg/dL with ASCVD 

Antiplatelet Agents: Aspirin 
75-162 mg/day for patients ≥ 50 
with diabetes and ASCVD or 
clopidogrel 75 mg/day if allergic 
to aspirin



Annual Laboratory Evaluation:

● Liver functions tests
● Lipid profile
● Spot urinary albumin- to-creatinine 

ratio (UACR)
● Serum creatinine and eGFR
● CBC w platelets
● Calcium, vitamin D and phosphorus
● Vitamin B12 if on metformin
● Serum potassium levels if on ACE 

inhibitors, ARBs or diuretics

Other Considerations:
● CKD
● Bone health
● Immunizations
● NAFLD
● Hypoglycemia

Chronic Kidney Disease (CKD)
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Figure 11.2—Holistic approach for improving outcomes in people with diabetes and CKD



Bone Health: Calcium, Vitamin D, 
and Phosphorus

● Counsel patients on intake of calcium and vitamin D to ensure 
it meets the recommended daily allowance 

● Monitor bone mineral density using dual-energy Xray 
absorptiometry of high-risk older adults with diabetes (aged 
> 65) and younger individuals with diabetes and multiple risk 
factors every 2-3 years

● Osteoporosis medications should be considered for people with 
diabetes who have low bone mineral density with a T-score - 2.0 
or have experienced fragility fractures

● Prioritize use of glucose-lowering medications that are 
associated with low-risk for hypoglycemia to decrease  fall risk 

Annual Laboratory Evaluation:

● Liver functions tests
● Lipid profile
● Spot urinary albumin- to-creatinine 

ratio (UACR)
● Serum creatinine and eGFR
● CBC w platelets
● Calcium, vitamin D and phosphorus
● Vitamin B12 if on metformin
● Serum potassium levels if on ACE 

inhibitors, ARBs or diuretics

24

Other Considerations:

● CKD

● Bone health
● Immunizations

● NAFLD

● Hypoglycemia



Other Considerations:
● CKD
● Bone health
● Immunizations
● NAFLD
● Hypoglycemia

Bone Health: Fracture Risk, Fall 
Risk, and Bone Density

● Fracture risk should be assessed in older adults with 
diabetes 

● Monitor bone mineral density using dual-energy Xray 
absorptiometry of high-risk older adults with diabetes 
(aged > 65) and younger individuals with diabetes and 
multiple risk factors every 2-3 years

● Clinicians should consider the potential adverse impact on 
bone health when selecting pharmacological options to 
lower glucose levels in people with diabetes.

● Prioritize use of glucose-lowering medications that are 
associated with low-risk for hypoglycemia to decrease  
fall risk 
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Other Considerations:
● CKD
● Bone health
● Immunizations
● NAFLD
● Hypoglycemia

● COVID-19 - 6 months and older

● Hepatitis B - < 60 if ≥ at clinician discretion based on 
likelihood of acquiring hepatitis B infection

● Influenza All people with diabetes - Annual not live 
attenuated influenza vaccine

● Pneumonia (PPSV23[Pneumovax]) 19-64 -  see CDC 
Guidelines ≥ 65 see CDC Guidelines

● RSV Older adults ≥ 60 years of age with diabetes 
● Tetanus, diphtheria, pertussis (TDAP) - All adults; pregnant 

individuals should have an extra dose - booster every 10 
years 2 for effectiveness, 3 for safety

● Zoster ≥ 50 years - 2 - dose Shingrix, even if previously 
vaccinated

Immunization Updates
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https://www.cdc.gov/vaccines/


Non Alcoholic Fatty Liver Disease (NAFLD)

Other Considerations:
● CKD
● Bone health
● Immunizations
● NAFLD
● Hypoglycemia
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Other Considerations:
● CKD
● Bone health
● Immunizations
● NAFLD
● Hypoglycemia

● A1C- Utility and 
limitations; taking into 
consideration time and 
range
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Glycemic Goals and Hypoglycemia



Additional 
Recommendations:

● Annual foot exam 
● Retinopathy screening
● Neuropathy screening 
● Psychosocial screening
● Assessment of 

comorbidities

Annual Foot Exam
● Visual inspection (including assessment of foot deformities)
● Screen for PAD  
● Vascular assessment (pedal pulses) 
● Neurological assessment and 10-g monofilament exam
● Referral to podiatrist as needed

Retinopathy Screening
● At diagnosis dilated and comprehensive eye exam and then annually
● Refer to Ophthalmologist if positive

Neuropathy Screening
● Screen for diabetic peripheral neuropathy at diagnosis of DM Type II and 5 

years after the diagnosis of type 1 diabetes and at least annually thereafter
Psychosocial Screening
● Updates guidance for detailed psychosocial screening protocols, including 

diabetes-related mood concerns, stress, and quality of life
● Included screening for fear of hypoglycemia
● Increased frequency for depression screening and monitoring in people with 

a history of depression
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Additional Recommendations



Diabetes Medication 
Cost Comparison
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*The cost is the average amount paid by patient and payer. The pharmacy data is collected from payers 
and patients within the Arkansas Health Network.

Diabetic Medication Cost Comparison 
Listed as Average Cost* per Prescription
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Diabetic Medication Cost Comparison 
Listed as Average Cost* per Prescription

*The cost is the average amount paid by patient and payer. The pharmacy data is collected from payers 
and patients within the Arkansas Health Network. 32


