
recommendations and Cochrane review data, and in consultation 
with my collaborating physician.14,18 

Because standards of care change often, review these guides 
annually to determine whether any information requires revision. 
In our small rural health clinic, I review evidence-based literature 
and then update the guidelines when necessary. Our clinic phy-
sician, nurse and laboratory technician review any updates and 
make suggestions. After we agree on all changes, I create the new 
documents, and we begin using them.

Table 3

Laboratory Technician’s Guide to 
Comprehensive and Ongoing Evaluation 

of Adults With Type 2 Diabetes

Labs and 
Tests 

	 	� Fasting blood sugar 
* Annually and if indicated

	 	� A1c 
*  Every 3 months

	 	 ��Fasting lipid profile 
* �Annually or every 6 to 12 weeks after initiation of 

new therapy

Therapies

	 	 �� �ALT/AST 
* Annually; more often if indicated

 	 	 ��BUN/creatinine/GFR 
* Annually; more often if indicated 

 	 	 ���Urinalysis for ketones, protein, sediment 
* Annually; more often if indicated

 	 	 ���Urinary albumin, microalbuminuria  
and creatinine ratio 
* Annually; more often if indicated

	 	 ��Electrolytes (if indicated) 
 	 	 ��TSH (if indicated)
 	 	 ��Hemoglobin/hematocrit (if indicated)

KEY
	 ALT = alanine aminotransferase	 AST = aspartate aminotransferase
	 BUN = blood urea nitrogen 	 GFR = glomerular filtration rate

TSH = thyroid-stimulating hormone
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Drawing based on: Wagner EH.  Chronic disease management: what will it take to improve care for 
chronic illness? Effective Clinical Practice. 1996;1:2-4.  

Older Woman With 
Multiple Comorbidities
“Susan” is a 61-year-old woman who has type 2 diabetes, hypertension, 
dyslipidemia, asthma, seasonal allergies, fibromyalgia, osteoarthritis, irritable 
bowel syndrome, gastroesophageal reflux disease, obesity, obstructive sleep 
apnea, transient ischemic attack with endarterectomy, pulmonary nodules, 
renal cell carcinoma (status post nephrectomy) and thyroid nodules. She 
recently transferred her care to me after her primary care provider relocated 
to another state. 

At our first visit, Susan reported that she sees a nephrologist for the 
renal cell carcinoma, a pulmonologist for the pulmonary nodules and sleep 
apnea, and an endocrinologist for the thyroid nodules. According to Susan, 
she was diagnosed with type 2 diabetes 8 years ago and tried numerous 
medications in the past. She stated that she was not able to tolerate them 
due to side effects. 

Susan’s initial laboratory results included a fasting blood sugar of 199 
mg/dL, a hemoglobin A1c of 8.1%, a total cholesterol (TC) reading of 224 
mg/dL, triglyceride level of 274 mg/dL, a high-density lipoprotein (HDL) 
level of 31 mg/dL and a low-density lipoprotein (LDL) level of 120 mg/dL. 
The results of urinalysis, thyroid-stimulating hormone, blood urea nitrogen, 
creatinine and liver enzyme testing were all within normal limits. Susan’s 
microalbumin result was 20 mg, with a glomerular filtration rate of 80. 

Susan’s body mass index was 38.6, placing her in the obese category, 
and her blood pressure was 150/75 mm Hg. She stated that she receives an 
influenza vaccine every year, but acknowledged that her last pneumococcal 
vaccine was 8 years ago. Susan said she underwent eye and dental 
examinations annually. 

Her current medications at this visit were metformin (Glucophage) 1,000 
mg twice daily, nateglinide (Starlix) 120 mg three times daily, valsartan–
hydrochlorothiazide (Diovan HCT) 160/12.5 mg once daily, simvastatin 
(Zocor) 20 mg once daily, cyclobenzaprine (Flexeril) 10 mg three times 
daily as needed, esomeprazole (Nexium) 40 mg once daily, montelukast 
(Singulair) 10 mg once daily, and an albuterol inhaler as needed. 

After I obtained the history and performed the physical assessment using 
the Guide to Comprehensive and Ongoing Evaluation forms, I discussed my 
findings with Susan. I changed her medication regimen to include insulin, 
an antidepressant, aspirin and a higher dose of Zocor. 

I instructed Susan to keep a daily diary of all the foods she consumes 
during each 24-hour period, and to monitor her blood sugars four times a 
day. I also instructed her to follow up with me every 2 weeks for the first few 
weeks of this new regimen. 

Over time, her mood improved — and so did her blood sugar levels. Her 
most recent lab results were as follows: A1c 7.4%, TC 177 mg/dL, triglycerides 
226 mg/dL, HDL 34 mg/dL and LDL 88 mg/dL. 

Now, we are working together to further reduce the A1c and triglycerides. 
Susan should have more success because she now understands which 
foods increase her blood sugars and thus should be avoided. Susan recently 
began swimming, which increases her calorie expenditure and improves 
her fibromyalgia symptoms. She also began working part time. 

I also gave the “report card” form to Susan, with relevant dates and results 
filled in. This form was another valuable educational tool for this patient. At 
first she did not understand some of the information on the form, but this 
initiated further discussion that increased her knowledge. She now carries 
this form in her wallet and states she will share this with her specialists at 
upcoming appointments. 

The Guide to Comprehensive and Ongoing Evaluation forms have 
been instrumental in the treatment of Susan, and they have enhanced her 
knowledge of type 2 diabetes.

—Dawn Bucher
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