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DD iabetes affects 23.6 million Americans (7.8%); of these 5.7 million (24.2%) 
are undiagnosed.  If the current trend continues, 1 in 3 Americans will de-

velop diabetes at some point in their lifetime, and those with diabetes will lose, on 
average, 10-15 years of life.1  Uncontrolled diabetes is associated with serious, 
long-term complications – cardiovascular disease (CVD), nephropathy, retinopa-
thy, and neuropathy – and premature death.1-2  Diabetes also wields a considerable 
financial impact on the country.  The National Center for Chronic Disease Preven-
tion and Health Promotion estimates the total cost of diabetes in the United States 
to be $174 billion ($116 billion in direct medical costs).1  The significant clinical 
and economic impact of uncontrolled diabetes underscores the importance of opti-
mal disease management.  Disability and premature death are preventable conse-
quences of diabetes.  Much of the burden can be prevented or reduced by control-
ling blood glucose, blood pressure, and blood lipids and receiving other preventive 
care in a timely manner.1-2   
 

Glycemic Control 
 
Diabetes is a condition in which the body has a shortage of insulin or a decreased 
ability to use insulin.  This results in hyperglycemia.  Excessive glucose in the 
blood damages vital organs over time.  Thus, glycemic control is fundamental to 
the management of diabetes.  Clinical studies have shown that blood glucose con-
trol reduces the risk for retinopathy, nephropathy, and neuropathy by about 40%.  
Additionally, glycemic control beneficially modifies plasma lipid levels and re-
duces the risk of cardiovascular disease (CVD).  Currently, the standard for meas-
uring glycemic control is hemoglobin A1C (A1C).1-2  Hemoglobin A1C is believed 
to reflect average glycemia over several months and has strong predictive value for 
diabetes complications.  The American Diabetes Association (ADA) guidelines 
recommend an A1C goal of <7% for patients in general.  More stringent goals (i.e., 
<6%) can be considered in individual high-risk patients.  The guidelines further 
recommend an A1C test be performed at least two times per year in patients meet-
ing goals.  In patients whose therapy has changed or who are not meeting glycemic 
goals, an A1C should be performed quarterly.2 

 

Beyond Glycemic Control: Prevention and Management of Co-
Morbidities 
 
Complete diabetes care is complex and goes beyond treatment of hyperglycemia.  
Preventive therapies and aggressive treatment of co-morbidities and risk factors for 
long-term complications are as much a part of a comprehensive diabetes care plan 
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enzyme (ACE) inhibitors and angiotensin receptor block-
ers (ARBs) have been shown to improve cardiovascular 
outcomes in high-risk patients, as well as delay the pro-
gression of nephropathy.  The ADA guidelines recom-
mend that all patients with diabetes and hypertension be 
treated with either an ACE inhibitor or an ARB in the ab-
sence of contraindications.  Multiple drug therapy is gen-
erally required to achieve blood pressure targets.  The 
ADA recommends adding a thiazide diuretic if glomerular 
filtration rate is ≥ 30 ml/min per 1.73m2 or a loop diuretic 
if glomerular filtration rate is <30 ml/min per 1.73m2. 2   
 

Hyperlipidemia 
 
Patients with type 2 diabetes have an increased prevalence 
of lipid abnormalities, which contributes to higher rates of 
CVD.  The ADA guidelines recommend that all adult pa-
tients be tested for lipid disorders at least annually.  The 
primary goal is to lower low-density lipoprotein (LDL) 
cholesterol to <100mg/dl in patients without overt CVD; a 
goal of <70mg/dl is an alternative goal for patients with 
overt CVD.  If patients are unable to reach these targets 
with maximum doses of drug therapy, a reduction in LDL 
cholesterol of 30-40% from baseline is an alternative 
therapeutic goal.  Interventions to obtain these goals in-
clude lifestyle changes, smoking cessation, and pharma-
cologic therapy.  In multiple clinical trials, lipid-lowering 
therapy has shown significant primary and secondary pre-
vention of CVD events in diabetic patients.  The most ro-
bust outcomes data are for HMG CoA reductase inhibitors 
(statins).  The ADA recommends adding statin therapy to 
lifestyle modifications regardless of baseline lipid levels 
for diabetic patients with overt CVD and those without 
overt CVD who are over the age of 40 and have one or 
more additional CVD risk factors.  Statin therapy should 
be considered in lower risk patients if LDL cholesterol is > 
100 mg/dl or multiple risk factors are present.  If targets 
are not achieved on maximally tolerated statin therapy, 
other lipid lowering agents may be added.2 

 

Preventive Therapy, Routine Screenings, and Pa-
tient Education 
 

Utilization of proven intervention and screenings for early 
detection in conjunction with patient education can reduce 
the morbidity and mortality associated with diabetes. 
 

Preventive Therapy 
 
Aspirin therapy is recommended as secondary prevention 
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as is glycemic control.  Recognizing risk factors and moni-
toring for specific disease markers are important in the 
management of diabetes and related complications.2 

 
Cardiovascular disease (CVD) is the major cause of mor-
tality for individuals with diabetes.  Adults with diabetes 
are two to four times more likely to die of heart disease or 
stroke than those without diabetes.  Reducing cardiovascu-
lar risk factors, such as hypertension and dyslipidemia, has 
been shown to prevent or slow CVD and decrease result-
ing mortality rates.1-2 
 
Hypertension 
 
Blood pressure control reduces the risk for heart disease 
and stroke among people with diabetes by 33-50%.  It also 
reduces the risk for retinopathy, nephropathy, and neu-
ropathy by about 33%.1-2  Hypertension is generally diag-
nosed when systolic blood pressure (SBP) is ≥140 mmHg 

and/or diastolic blood pressure (DBP) is ≥90 mmHg.  
However, because of the synergistic CVD risks of hyper-
tension and diabetes, the ADA recommends patients with 
diabetes maintain a SBP ≤130 mmHg and a DBP ≤80 
mmHg.  Blood pressure should be measured at every rou-
tine diabetes visit.2 

 
Patients with a systolic BP of 130-139 mmHg or a dia-
stolic BP of 80-89 mmHg may use lifestyle therapies for a 
maximum of three months.  If goals are not achieved, drug 
therapy should be initiated.  Patients with more severe hy-
pertension at diagnosis should receive both pharmacologic 
and lifestyle therapies initially.  Angiotensin-converting 
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in diabetic patients (>21 years of age) with a history of 
CVD.  It is recommended as primary prevention in pa-
tients (>21 years of age) at increased cardiovascular risk.  
In many trials, aspirin therapy resulted in a 30% decrease 
in myocardial infarction and a 20% decrease in stroke in a 
wide range of patients.  Clopidogrel therapy has been as-
sociated with a reduction in CVD rates in diabetic patients 
and may be considered as adjunctive therapy to aspirin in 
very-high-risk patients or as an alternative in aspirin-
intolerant patients.2 
 

Routine Screenings 
 

Kidney Function Tests 
 

Diabetic nephropathy occurs in 20-40% of patients with 
diabetes and is the single leading cause of end-stage renal 
disease (ESRD).  Persistent microalbuminuria (30-299 
mg/24h) has been shown to be the earliest stage of diabetic 
nephropathy in type 1 diabetes and a marker for develop-
ment of nephropathy in type 2 diabetes.  Microalbuminu-
ria is also a well-established marker of increased CVD 
risk.  Annual screening for microalbuminuria is recom-
mended for all diabetic patients.  Per ADA guidelines, pa-
tients with any degree of albuminuria should be treated 
with an ACE inhibitor or an ARB, barring contraindica-
tions, as these agents have been shown to delay progres-
sion of nephropathy.1-2 
 
The ADA guidelines also recommend annual screening for 
serum creatinine, regardless of the degree of urine albumin 
excretion, for the estimation of glomerular filtration rate 
(GFR).  GFR is used to stage kidney disease.  Stage 3 or 
higher chronic kidney disease (GFR <60 ml/min per 1.73 
m2) in the absence of increased urine albumin excretion 
occurs in a substantial percentage of adults with diabetes.  
Thus, screening for urine albumin excretion alone will 
miss a considerable number of chronic kidney disease 
cases.2 
 

Eye Exams 
 

Diabetes is the leading cause of blindness among adults 
aged 20-74; diabetic retinopathy accounts for approxi-
mately 12,000-24,000 new cases of blindness each year.  
Annual dilated eye exams are recommended for all pa-
tients with diabetes.  This exam serves as a measure for 
early detection of retinopathy so that early intervention 
with laser photocoagulation surgery can reduce the risk of 
future visual loss.  Detecting and treating diabetic eye dis-

ease with laser therapy can reduce the risk for loss of eye-
sight by about 50-60%.1-2 

 

Foot Exams 

 
Sixty to seventy percent of people with diabetes have mild 
to severe forms of nervous system damage.  Amputation 
and foot ulceration are the most common consequences of 
diabetic neuropathy and are major causes of morbidity and 
disability in people with diabetes.  Foot ulcers are a major 
predictor of future lower extremity amputation in patients 
with diabetes.  Early recognition and management of inde-
pendent risk factors can prevent or delay adverse out-
comes.  All individuals with diabetes should receive an 
annual foot exam to identify high-risk foot conditions.  
Comprehensive foot care programs can reduce amputation 
rates by 45%-85%.1-2 

 

Patient Education 
 
Diabetes self-management education (DSME) is an inte-
gral component of a comprehensive care program.  Patient 
education and involvement are requirements for successful 
management of diabetes.  DSME helps patients optimize 
metabolic control, prevent and manage complications and 
maximize quality of life.  An important component of 
DSME is self-monitoring of blood glucose (SMBG).  
SMBG allows patients to evaluate their response to ther-
apy.  Results of SMBG can monitor for hypoglycemic and 
hyperglycemia and indicate the need to adjust medica-
tions, medical nutrition therapy and/or physical activity.  
When SMBG is prescribed, patients should be instructed 
on proper technique, test strip use, and appropriate adjust-
ments to therapy.  The patient’s abilities and understand-
ing should be evaluated on a routine basis. 1 
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Conclusion 
 
Developing and implementing a comprehensive diabetes 
care management plan can result in improved outcomes,  

  Continued  on Page 5 

 

For more details regarding Diabetes and patient education materials please visit the following websites or call 1-800-
DIABETES:  

 

American Diabetes Association (ADA) www.diabetes.org 

American Association of Diabetes Educators (AADE) www.diabeteseducator.org 

National Diabetes Education Program (NDEP) www.ndep.nih.gov 

International Diabetes Federation (IDF) www.idf.org 

Worldwide Initiative for Diabetes Education www.worldwidediabetes.com 
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Gastrointestinal Medication Compliance will be the topic of the next quarterly newsletter. 

prevention or delay of long-term complications, and in-

crease the quality of life for patients with diabetes. 



Top 20 Drugs 3rd Quarter 2009 

Ranked by Total  Number of Claims Paid 

Drug 
Total 

Claims 
Total Paid 

Hydrocodone/APAP 43,302 $339,647.82  

Aspirin 38,411 $35,136.24  

Docusate Sodium 33,669 $73,378.51  

Alprazolam 32,469 $176,654.10  

Calcium Carb/Vit D  31,704 $68,440.74  

Acetaminophen 27,893 $76,971.90  

Multivitamins 26,334 $43,521.44  

Loratadine 25,684 $240,047.75  

Clonazepam 23,128 $106,876.29  

Lorazepam 19,827 $107,661.15  

Albuterol 19,142 $599,738.05  

Omeprazole  15,310 $183,683.89  

Mutivitamins W/Minerals 14,256 $42,034.95  

Ferrous Sulfate 13,881 $14,922.01  

Lisinopril 13,682 $48,656.22  

Risperidone 13,210 $1,593,471.80  

Levothyroxine Sodium 13,114 $89,957.59  

Diazepam 11,815 $328,240.46  

Quetiapine Fumarate 11,234 $3,483,327.48  

Furosemide 10,218 $30,250.84  

Top 20 Drugs for 3Q 2009  

 

Program Assistance 
All prior authorization requests or questions 

regarding the PDL should be directed to the 

ACS Clinical Call Center at 1-866-879-0106. 

PDL Listing 
The fee-for-service PDL listing may be     

found at the following Web site:                              

http://www.indianapbm.com/ 
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Top 20 Drugs 3rd Quarter 2009 

Ranked by Total Amount Paid 

Drug 
Total 

Claims 
Total Paid 

Aripiprazole 9,863 $4,246,260.62  

Quetiapine Fumarate 11,234 $3,483,327.48  

Antihemoph. FVIII Plas/ 

Alb Free 
114 $3,353,281.38  

Olanzapine 5,508 $2,964,442.71  

Antihemoph. Factor, 

Hum. Rec. 
75 $2,328,508.96  

Insulin 9,607 $1,620,595.93  

Risperidone 13,210 $1,593,471.80  

Oxycodone HCL 5,376 $1,489,318.00  

Ziprasidone HCL 4,225 $1,423,762.31  

Fluticasone/Salmeterol 5,418 $1,124,090.42  

Divalproex Sodium 9,867 $1,036,381.50  

Duloxetine HCL 6,657 $957,426.87  

Atorvastatin Calcium 7,175 $863,302.75  

Clopidogrel Bisulfate 5,431 $849,611.63  

Methylphenidate HCL 7,825 $843,371.61  

Paliperidone 2,042 $810,041.73  

Amphet. Asp/Amphet./ 

D-Amphet. 
6,475 $742,446.55  

Anti-inhibitor Coagulant 

Comp. 
12 $708,433.48  

Escitalopram Oxalate 7,953 $703,015.84  

Fentanyl 3,322 $702,024.55  
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