
 
 

 

Collaborative Care Network 
Expert Clinical Recommendation 

  

Andrew McGlone, MD  

 
 
 
 
 
 
 
 

Quality metrics have updated to reflect the new diabetes measure of diabetic control:  NQF 0575 Diabetes: HbA1C 
Control (<8%). Clinical recommendations for Luminis CCN Primary Care providers to help address this new metric are 
provided below. 

Why?  

Improving diabetes control remains a cornerstone of effective primary care.   Diabetes is the sixth leading cause of death in 
Maryland and is a risk factor in many other leading causes of death in the US (Cardiovascular disease and Cancer). 
Controlling Diabetes is critical to the health of our population  

How?  

Identifying the diabetic patient panel you manage and drive care to increase attention on achieving diabetic control. 
Regular A1C levels are critical. Use POC testing for A1Cs for each visit when possible. All diabetic should understand they 
need regular follow up and should understand their A1C goal and frequency it should be checked.   

Management Steps  

Assess diabetes control among your population of patients 

Use Dashboards/patient lists to identify and track uncontrolled patients.  

• Utilize Diabetes Scorecards (when available) generated by the care team (AMA, PPCs, etc) to get a 
snapshot of diabetes control among you patients 

• Ensure that all diabetic patients have an up-to-date A1c (within last six months) 
• Utilize care team resources (MAs AMAs, PPCs, CHW) to reach patients and obtain current A1c 

Customize standard intervals for diabetes follow up based on level of control: 

• Every 6 months for controlled diabetics (A1c < 7.0) 
• Every 3 months for diabetes not yet at goal (A1c 7.0-7.9) 
• Every 6 weeks for uncontrolled diabetics (A1c ≥ 8.0) 
• Every 4 weeks for uncontrolled diabetics (A1c ≥ 9.0) 

Consider weekly reports of daily glucose checks to titrate treatment 

DO SOMETHING to advance treatment at EVERY VISIT for diabetics above goal: 

• Ensure adequate education and support 
• DM education referral (REF20 or “Diabetes Education” order in Epic) 
• OneCall Care Management (REF177 in Epic) to identify and address SDOH 
• Titrate medications if not at goal 
• Generally, prioritize metformin followed by SLGT-2 inhibitors and GLP-1 Ras 
• Note benefits of GLP-1 RAs for ASCVD and SLGT-2 inhibitors for HFrEF and CV mortality. 
• Utilize ambulatory pharmacy for medication recommendation/cost/access issues (REF168  or 

“Pharmacy” order in Epic) 
• Consider continuous glucose monitoring of not controlled.
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GLYCEMIC CONTROL ALGORITHM  

PROGRESSION OF DISEASE  

A1C ≤6.5% A1C >6.5% 
For patients with concurrent serious 

illness and at low hypoglycemic risk 

For patients without concurrent serious 

illness and at low hypoglycemic risk 

INDIVIDUALIZE 

GOALS 

LIFESTYLE THERAPY AND ONGOING GLUCOSE MONITORING (CGM preferred)  

INDEPENDENT OF GLYCEMIC CONTROL, IF ESTABLISHED OR HIGH ASCVD RISK AND/OR CKD, RECOMMEND SGLT2i AND/OR LA GLP-RA 

1   Order of medications represents a suggested hierarchy of usage; length of line reflects strength of recommendation 

2   If not at goal in 3 months, proceed to next level therapy 

*CKD 3: canagliflozin; HFrEF: dapagliflozin 

CKD 3 += stage 3 chronic kidney disease; HFrEF = heart failure with reduced ejection fraction: LA = long acting (≥24 hour duration) 

MET 

OR 

Entry A1C >9.0% 

ADD OR INTENSIFY  

INSULIN 
Refer to Insulin Algorithm 

Entry A1C <7.5% 

Independent 

of glycemic 

control, if es-

tablished 

ASCVD or 

high risk, CKD 

3, or HFrEF, 

start LA GLP1-

RA or SGLT2i 

with proven 

efficacy* 

Entry A1C ≥7.5% - 9.0% 
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ALGORITHM FOR ADDING/INTENSIFYING INSULIN  



1. Canagliflozin indicated for eGFR ≥30 mL/min/1.72 m2 in patients with CKD 3 + albuminuria.  

2. Dapagliflozin—potential primary prevention of HF hospitalization & demonstrated efficacy in HFrEF. 

3. Empagliflozin—FDA approved to reduce CV mortality. Canagliflozin—FDA approved to reduce MACE events. 

4. Possible increased hospitalizations for heart failure with alogliptin and saxagliptin.  

 Few adverse events or possible benefits 

 Use with caution 

 Likelihood of adverse effects 


