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Managing chronic diseases in the family medicine setting is more challenging 
today than ever before. In the United States, more than half of adult patients have 
at least one chronic condition, and 40% have two or more.1 Estimates indicate 
that primary care physicians would need 7.2 hours per day just to handle chronic 
disease management for their patients.2 Fortunately, family physicians don’t have 
to go it alone when treating patients who have diabetes and chronic kidney 
disease (CKD). Collaborating with other physicians and health care professionals 
can help you provide recommended care and improve patient outcomes.

Diabetes and CKD: Best Practices
•	� Screen all patients with diabetes mellitus annually for CKD using two measures: estimated 

glomerular filtration rate (eGFR) and urinary albumin/creatinine ratio (uACR).3 

•	� Recommend that your patients with diabetes and CKD have at least four office visits 
per year.4 Evidence indicates that patients who have more dedicated visits for chronic 
conditions have better outcomes.5

•	� Designate a member of the care team to be responsible for follow-up tasks related to 
chronic disease management (e.g., lab results, medication titration).

•	� Ask your patients with diabetes and CKD if they have any structural challenges to accessing 
ongoing health care or following a treatment plan. If so, consider referral to a licensed 
clinical social worker or complex care nurse, if available.

•	� Consider referral to a nephrologist for your patients with CKD in the following circumstances6-8:

	 –	� eGFR less than 30 mL per minute per 1.73 m2 

	 –	� Consistent finding of uACR 300 mg per g or greater

	 –	 Resistant hypertension

	 –	� Rapidly progressing albuminuria 

	 –	� Diabetes but no other microvascular complications 

Maintaining an open line of communication with other physicians and health 
care professionals on your patient’s care team helps everyone stay informed and 
minimizes redundancies or gaps in care.

Guidelines from the American 
Diabetes Association and Kidney 
Disease: Improving Global 
Outcomes emphasize the 
importance of a multidisciplinary 
team-based approach to provide 
comprehensive care for patients 
with diabetes and CKD.3 In 
addition to a family physician who 
coordinates overall care, this team 
may include the following:

•	� Nephrologist: Specializes 
in kidney care and CKD 
management

•	� Certified diabetes care and 
education specialist: Offers 
diabetes self-management 
education

•	� Registered dietitian 
nutritionist: Provides medical 
nutrition therapy

•	� Clinical pharmacist: Focuses 
on medication management and 
potential drug interactions

•	 �Licensed clinical social worker: 
Gives psychosocial support and 
addresses social drivers of health

•	� Complex care nurse: Helps 
manage and coordinate care for 
patients with complex health 
conditions
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