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GOALS/OBJECTIVES 
· To promote evidence-based management of individuals with diabetes 

· To identify the critical decision points in management of patients with Diabetes Mellitus, such as glycemic control, evaluation of the eyes and feet, and co-morbid conditions ( e.g. hypertension, hyperlipidemia and renal disease). 

· To allow flexibility so that local policies or procedures, such as those regarding referrals to or consultation with diabetes teams, ophthalmology, optometry, podiatry, nephrology, and endocrinology can be accommodated. 

· To decrease the development of complications 

· To improve local management of patients with diabetes and thereby improve patient outcomes 

INTERVENTIONS AND PRACTICES 
The guideline consists of 7 modules addressing: 

Management of Diabetes in the Primary Care Setting.  Each module uses a risk stratification approach to identify persons with diabetes who have a greater probability of developing complications and who therefore would benefit from more intensive intervention. An aggressive approach is recommended for evaluating and reducing complications. 

OUTCOMES CONSIDERED 

Early diagnosis and treatment of DM delay, if not prevent, a significant percentage of the instances of visual loss, chronic renal failure, foot ulcers and lower extremity amputations, as well as admissions for metabolic control. 

MAJOR RECOMMENDATIONS

The guideline is presented in an algorithmic format that allows the practitioner to follow in the recognition and treatment of DM. Recommendations are made with regard to the intent to establish verifiable treatment objectives for veterans with diabetes that will lead to a reduction in limb loss, visual loss, chronic renal insufficiency and cardiovascular disease. 

CLINICAL ALGORITHM ARE PROVIDED FOR: 

· Module D - Core
· Module S - Screening & Prevention
· Module G - Glycemic Control 

· Module E - Eye Care 

· Module F - Foot Care 

· Module R -  Kidney Function 

· Module M - Self-management and Education 

TYPE OF EVIDENCE 

The majority of the literature supporting the science for the 1999 version of these guidelines are based upon key clinical randomized controlled trials and longitudinal studies published from 1992 through March 1999. Where existing literature is ambiguous or conflicting, and where scientific data are lacking on an issue, recommendations are based on the expert panel's opinion and clinical experience. 

The search for the 2003 update of these guideines used well-known and widely available databases that were appropriate for the clinical subject. In addition to Medline/PubMed, the following databases were searched: Database of Abstracts of Reviews of Effectiveness (DARE) and Cochrane Central Register of Controlled Trials (CCTR). For Medline/PubMed, limits were set for language (English), date of publication (1999 through May 2002) and type of research (RCT and meta-analysis). For the CCTR, limits were set for date of publication (1990 through 2002).

DESCRIPTION OF METHODS TO COLLECT EVIDENCE 

Published, peer-reviewed, RCTs were considered to constitute the strongest level of evidence in support of guideline recommendations. This decision was based on the judgment that RCTs provide the clearest, scientifically sound basis for judging comparative efficacy. The Working Group made this decision recognizing the limitations of RCTs, particularly considerations of generalizability with respect to patient selection and treatment quality. Meta-analyses that included random controlled studies were also considered to be the strongest level of evidence, as well as reports of evidence-based systematic reviews. A systematic search of the literature was conducted. It focused on the best available evidence to address each key question and ensured maximum coverage of studies at the top of the hierarchy of study types: evidence-based guidelines, meta analyses, and systematic reviews. When available, the search sought out critical appraisals already performed by others that described explicit criteria for deciding what evidence was selected and how it was determined to be valid. The sources that have already undergone rigorous critical appraisal include Cochrane Reviews, Best Evidence, Technology Assessment, and EPC reports.
METHODS TO ASSESS THE QUALITY AND STRENGTH OF THE EVIDENCE 

The Grading Scheme Used for the Guideline 
TABLE 1: Quality of Evidence (QE) 

I 

At least one properly done RCT 
II-1 
Well designed controlled trial without randomization 
II-2 

Well designed cohort or case-control analytic study 
II-3 
Multiple time series, dramatic results of uncontrolled experiment 
III 
Opinion of respected authorities, case reports, and expert committees 

TABLE 2: Overall Quality 

Good 

High grade evidence (I or II-1) directly linked to health outcome 

Fair 

High grade evidence (I or II-1) linked to intermediate outcome; or
grade evidence (II-2 or II-3) directly linked to health outcome 
Poor 

Level III evidence or no linkage of evidence to health outcome 
TABLE 3: Net Effect of the Intervention 
Substantial 

More than a small relative impact on a frequent condition with a substantial burden of suffering; or 
A large impact on an infrequent condition with a significant impact on the individual patient level. 
Moderate 

A small relative impact on a frequent condition with a substantial burden of suffering; or 
A moderate impact on an infrequent condition with a significant impact on the individual patient level. 
Small 

A negligible relative impact on a frequent condition with a substantial burden of suffering; or 
A small impact on an infrequent condition with a significant impact on the individual patient level. 
Zero or Negative 

Negative impact on patients; or
No relative impact on either a frequent condition with a substantial burden of suffering; or an infrequent condition with a significant impact on the individual patient level. 
TABLE 4: Grade the Recommendation 

A 

A strong recommendation that the intervention is always indicated and acceptable 
B 

A recommendation that the intervention may be useful/effective 

C 

A recommendation that the intervention may be considered 

D 

A recommendation that a procedure may be considered not useful/effective, or may be harmful 

I 

Insufficient evidence to recommend for or against - the clinician will use clinical judgment 
REVIEW METHODS 

Peer Review 

ENDORSERS 

VHA 's National Clinical Practice Guideline Council
DoD/VA Clinical Practice Guidelines Working Group 

QUALIFYING STATEMENTS 

Clinical practice guidelines, which are increasingly being used in health care, are seen by many as a potential solution to inefficiency and inappropriate variations in care. Guidelines should be evidenced-based as well as based upon explicit criteria to ensure consensus regarding their internal validity. However, it must be remembered that the use of guidelines must always be in the context of a health care provider's clinical judgment in the care of a particular patient. For that reason, the guidelines may be viewed as an educational tool analogous to textbooks and journals, but in a more user-friendly tone. 

GUIDELINE AVAILABILITY 

Electronic copies available from: 
The Office of Quality and Performance web site.
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