Best Practices for Prevention in SBHCs

Louisiana's Preventive Services Improvement Initiative
Screening for Type 2 Diabetes Mellitus
(Based on: American Diabetes Association. Type 2 diabetes in children and adolescents. Diabetes Care, 2000;23:381-389.)
BACKGROUND

Type 2 diabetes affects 5 to 10% of all Americans. In Louisiana approximately 208,000 or 7% of adults over the age of 18 have diabetes. Once unheard of in children, type 2 diabetes among youth has become increasingly more common, now accounting for up to 45% of all newly diagnosed cases of diabetes in children.
 As in adults, type 2 diabetes in children can remain undiagnosed for years but its complications can be devastating.  Early diagnosis and optimal medical care are the keys to effectively preventing or delaying chronic complications, including cardiovascular and peripheral vascular disease, kidney disease, and retinopathy leading to blindness.
 

CRITERIA

Routine screening of all adolescents is not recommended. Any child/adolescent who is symptomatic (polydipsia, polyuria, polyphagia, weight loss) should be evaluated for diabetes. 

In addition any student who is overweight and has two of the following risk factors should be screened.     

1. Overweight:
BMI >85th percentile for age and sex




Weight for Height >85th percentile




Weight >120% of ideal [50th percentile] for height


AND

2. Any two of the following risk factors:

· Family history of Type 2 Diabetes in first- or second- degree relative

· Race /Ethnicity (American Indian, African American, Hispanic, Asian/Pacific Islander)

· Signs of insulin resistance or conditions associated with insulin resistance such as acanthosis nigricans, hypertension, dyslipidemia (triglycerides >=250 or HDL<=35), or polycystic ovarian syndrome.  
· Maternal history of diabetes or  gestational diabetes mellitus (GDM)  during the child’s gestation 
Clinical judgment should be used to test for diabetes in high-risk patients who do not meet these criteria.

AGE OF INITIATION

Age 10 years or at onset of puberty if puberty occurs at a younger age

FREQUENCY
At least every 3 years 

Every 6 months to 1 year for patients found to have impaired glucose metabolism. (See TREATMENT below.) 
DIAGNOSTIC TESTS 
Random A1C. The test should be performed in a laboratory using a method that is NGSP certified and standardized to the DCCT assay**.
	
	


Fasting plasma glucose (no consumption of food or beverage other than water for at least 8 hours before testing) preferred.  The oral glucose tolerance test may also be used. 
Optional Test For Symptomatic Child 
Glucometer. The child with classic symptoms of hyperglycemia or diabetic crisis should receive a random glucometer reading and if not conclusive for hyperglycemia, one of the two diagnostic tests above should be performed.     
Diagnosis based on random plasma glucose values should be accompanied by symptoms of diabetes. 
 
DIAGNOSIS 4
1. A1C >6.5%. The test should be performed in a laboratory using a method

that is NGSP certified and standardized to the DCCT assay.*

OR

2. FPG >126 mg/dl (7.0 mmol/l). Fasting is defined as no caloric intake for at

least 8 h.*

OR

3. Two-hour plasma glucose >200 mg/dl (11.1 mmol/l) during an OGTT.

The test should be performed as described by the World Health

Organization, using a glucose load containing the equivalent of 75 g

anhydrous glucose dissolved in water.*

OR

4. In a patient with classic symptoms of hyperglycemia or hyperglycemic

crisis, a random plasma glucose >200 mg/dl (11.1 mmol/l).

*In the absence of unequivocal hyperglycemia, criteria 1–3 should be confirmed by repeat testing.
ADA Classification

	
	Normal
	Impaired Glucose Metabolism (pre-diabetes)
	Diabetes

	A1C
	<5.7%                     
	5.7-6.4%                                           
	>6.5%  

	Fasting plasma glucose
	<100 mg/dl
	100-125 mg/dl*
	(126 mg/dl

	OGTT


	<140 mg/dl
	140-199 mg/dl
	(200 mg/dl

	Random plasma glucose**
	
	
	(200 mg/dl plus symptoms


*According to the American Academy of Pediatrics, impaired glucose metabolism is ( 110 mg/dL

and <126 mg/dL.
** Random glucose testing is performed without regard to the last caloric intake. Diagnosis based on random plasma glucose values should be accompanied by symptoms of diabetes.

TREATMENT 

Diabetes

Refer any child found to have diabetes to a physician preferably a pediatric endocrinologist.  Excellent resources on diabetes for students and their families can be found at: http://www.ndep.nih.gov/diabetes/youth/youth.htm.

Impaired Glucose Metabolism/Pre-diabetes

According to the ADA, patients with impaired glucose metabolism as defined above are now classified as having “pre-diabetes.” In adults, the rate of conversion from pre-diabetes to diabetes is approximately 10-28% per year. As such, the Indian Health Service recommends monitoring for progression to diabetes every six months.
 It is unclear whether or not this recommendation can be appropriately extrapolated to children/adolescents.  
Pre-diabetes is associated with metabolic syndrome (obesity, dyslipidemia, and hypertension in combination with impaired glucose metabolism). As such, children and adolescents with pre-diabetes should be appropriately evaluated for the other components of the metabolic syndrome and treated appropriately. 

These individuals are at higher risk of developing diabetes. There has been some demonstration that medical nutrition aimed at 5-10% of loss of body weight and exercise can help prevent or delay the onset of diabetes in people with impaired glucose metabolism.  Encourage regular physical activity, provide nutrition counseling and weight management.

Normal
Encourage lifestyle modifications that might delay or prevent the onset of type 2 diabetes in children at high risk including physical activity promotion, nutrition counseling and weight management.
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