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Name   
Primary Care Internal Medicine 




MRN
Diabetes Flow Sheet  -  Outpatient


DOB 

DM Onset: _____________     Last Annual Exam: _____________
     Complications: (Retinopathy   (Nephropathy    (Neuropathy    (Autonomic    (PVD    (CAD    (Smoker

	                       * = Recommended Annually 
	DATE:
	DATE:
	DATE:
	DATE:

	[S]  Hyperglycemia Symptoms


fatigue    |  visual change


polyuria  |  polydipsia
	
	
	
	

	        Hypoglycemia episodes


# / week  |  with exercise


at night    |  no warning
	
	
	
	

	Self-Monitored 

Blood 

Glucose
	fasting
	
	
	
	

	
	noon
	
	
	
	

	
	supper
	
	
	
	

	
	hs
	
	
	
	

	       Overall mean / # Tests per Day
	|
	|
	|
	|

	        Diet: 
	
	
	
	

	        Exercise:  (e.g. min/week)
	
	
	
	

	        Stress/Depression: 
	
	
	
	

	[O] Weight:        (goal:                 )
	
	
	
	

	       BP:              (goal:                 )
	
	
	
	

	See Pulse Key
	* FEET:                    DP   DP  
     Pulses:       Right                Left                    
                                PT   PT

     Sensation :
	   Right          Left



	   Right          Left



	   Right          Left



	   Right          Left




	       LABS: 

          A1C:             (goal:                 )
	
	
	
	

	
BUN | Creatinine:
	|
	|
	|
	|

	
K+:
	
	
	
	

	           LFTs:   AST / ALT / Alk Phos
	        |          |
	        |          |
	        |          |
	        |          |

	           * TChol   HDL      Ratio (R) =
           *   Trig    LDL     Non-HDL =
	                     =         

                     =
     
	                     =         

                     =
     
	                     =         

                     =
     
	                     =         

                     =
     

	
U/A:          leukocytes | protein
	|
	|
	|
	|

	
* Microalbumin Creatinine Ratio

           * Protein Creatinine Ratio
	=

=
	=

=
	=

=
	=

=

	[A] Glycemic control  (at goal?):
	
( Yes
( No
	
( Yes
( No
	
( Yes
( No
	
( Yes
( No

	        Other notes:
	
	
	
	

	[P]  (see also Medication List)


	
	
	
	

	      * Aspirin therapy? 

            (Current, Refuses, Start Med, N/A)                                    
	 
	 
	 
	 

	       * Immunizations?

            (Current-UTD, Refuses-No, Desires) 
	Pneumococcal:______

Influenza: _________
	Pneumococcal:______

Influenza: _________
	Pneumococcal:______

Influenza: _________
	Pneumococcal:______

Influenza: _________

	    REFERRALS:   (dates)

          Diabetes Education:
	
	
	
	

	       * Eye Exam:  

           Provider Name: ____________
	 
	 
	 
	 

	       * Foot Exam:  

           Provider Name: ____________
	 
	 
	 
	 

	       ROV:  
	
	
	
	

	Provider Signature:
	
	
	
	


	Secondary Prevention Screening

	DATE
	OTHER NOTES

	
	


DM Guideline and Algorithms

Treatment Goals:  

American Diabetes Association: A1C < 7% is ideal, treatment change for >8%. BP < 130/80;  LDL < 100 mg/dl.  

BP control, lipid Rx and ASA are as important as glycemic control. Gaede et al.  2003 N Engl J Med 348(5): 383-93.
Key Concepts per ADA: Individualize; less intensive goals may be appropriate for patients with severe or freq hypoglycemia or other special populations; post-prandial glucose may be targeted if A1C goal not met despite good preprandial control.

Office Monitoring:  

A1C q 3 months if poor control, q 6 months if ideal control;  BP every visit;  lipids q 1yr if controlled;  urine protein q 1yr.

Home Testing Frequency:  

Type 2: Well-controlled monotherapy—2/wk, more often if ill or symptomatic.  Changing therapy or poorly controlled or insulin—as needed for adjustments.

Consultation / Referral:  

ADA recommends referral for diabetes education and medical nutrition therapy.

Treatment/Hyperglycemia:  

Type 1:  Basal prandial or pump schedule preferred.

Type 2:  Initial therapy—Therapeutic lifestyle change to monotherapy with sulfonylurea (lean) or metformin (overweight).


Second step—Addition of sulfonylurea or metformin or thiazolidinedione  (TZD)


Third step—Consider TZD or insulin.  Possible role for α-glucosidase inhibitors, meglitinides

Insulin therapy with bedtime glargine insulin well accepted as initial insulin therapy. Intensify insulin as individual circumstances dictate.  Many Type 2 patients will require insulin as a natural progression of the disease.

Watch for Clinical Inertia—Phillips et al. Ann Intern Med 135(9): 825-34

Treatment/Hypertension:  

See JNC VI: Thiazides effective. .ACE and ARBs offer benefits re progression of nephropathy. Some evidence re prevention of DM in those at risk.  Other refs: ACP Guideline re HTN in DM—Snow et al. Ann Intern Med. 2003;138:587–592.

Treatment/CAD Risk:  

See NCEP-ATP III Guideline:  Improving glycemic control will improve lipid profile, especially triglycerides in combined hyperlipidemia.  Primary goal is lowering of LDL therefore statins usually first choice.  Second priority is increasing HDL.  Third priority is lowering triglycerides and may require combination therapy with statins and a fibrate (gemfibrozil or fenofibrate) or niacin.  Watch for increased risk of myositis with statin-fibrate combination; hyperglycemia with niacin.

For combined hyperlipidemia an alternate treatment target is non-HDL cholesterol < 130.

Treatment/Aspirin Therapy:

DM considered CAD equivalent therefore ASA recommended, unless contraindicated. Not studied age < 30y.

Treatment/Proteinuria:

Screen for microalbuminuria annually.  Positive if >300mg/gm or >30mg/gm x 2.  If dipstick + proteinuria, quantitate with spot P:C ratio instead of M:C ratio.  

Therapy:  ACE or ARB.  No RCT evidence for titration of dose to degree of proteinuria or combination therapy with ACE and ARB for continued proteinuria, though some experts do recommend.                Updated June 2003, C. MacLean  and  D. Plante


Abbreviation Key: 





FEET:	Pulses:     Completely absent (pulse)      ∅	             OTHER:    Present                +


                 Decreased                                ↓	                                Absent                 ∅


	                 Satisfactory                             S                                     Satisfactory          S 


	Dorsalis Pedis	                            DP	                                Unsatisfactory     US	  


        	Posterior Tibialis	                            PT 		              Decreased             ↓	  


LAB:        Total Cholesterol                                  TChol                                 Increased              ↑


 	Triglyceride 		        Trig


		                 				 


	




















FM. NO. XXXXXX  (created 11/03)
                   (Place in Patient Chart)


