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Regional guidelines for routine testing in chronic diseases 
The following guidelines apply to all adult patients diagnosed with diabetes, prediabetes, hypertension, or 
hypothyroidism, and to patients taking a statin, unless the physician requests otherwise. 
Modifications to the frequency of specific routine tests listed in the tables below may be requested by the 
physician in their chart notes, as the patient’s clinical circumstances change. 
Any additional tests desired by the physician, but not included in the tables below, should be requested as 
single tests rather than as standing orders. 

DM 2 

HbA1c   

Frequency of HbA1c screening should be individualized, and reviewed regularly by treating 
MD. If not otherwise specified in the patient’s chart, set frequency as follows: 

Q3M: 
 patients who are not at target 
 patients undergoing medication or lifestyle changes    
(Q4M is acceptable if more practical for the patient, e.g. if frequently absent from the community) 

Q6M: 

 stable patients at target for 12 months or more 
 patients in whom tight control is not desired because of age, life expectancy, or 

comorbidity, or in whom desired target has been impossible to achieve despite 
maximal counseling and treatment 

MD: indicate HbA1c target in chart (generally ≤0.070 or ≤0.085) 
RN: if target is not yet specified by MD, continue HbA1c Q3M if ≥0.070 and Q6M if <0.070 
until reevaluated by MD 
RN/MD: routine annual AC glucose should be stopped if previously requested 

Creatinine (eGFR) 
Annually  

If patient develops chronic kidney disease (CKD), refer to the regional CKD guideline  
for follow-up. 

AC ratio (ACR) 
(see notes below 
regarding U/A) 

Annually (see notes below regarding timing of tests and risk of false positives) 
MD: if patient not already known for microalbuminuria, repeat Q month x2 if >2.0 mg/mmol; 
microalbuminuria is confirmed if 2/3 results are elevated.  
Change to annual PC ratio (PCR) once ACR >70 mg/mmol. 

Lipid profile (fasting) Annually  

Na and K  

Annually for patients on ace inhibitors, angiotensin II receptor blockers (ARBs) or diuretics 
MD: creatinine, Na and K are indicated 1-2 weeks after initial dose and should be repeated 1-
2 weeks after any dose increase of above medications 
If not done by MD, may be requested by nurse. 

Electrocardiogram 
(ECG) 

Every 2 years if: age >40, or >30 and >15 years of diabetes, or cardiac risk factors, or end-
organ damage (consult MD PRN if not certain whether ECG is indicated) 

Diabetic retinopathy 
screen  Every 2 years, or as specified by ophthalmologist 

Urinalysis (U/A) Not routinely indicated (see notes below) 

Note (MD): U/A should be done at initial diagnosis of presumed diabetic nephropathy, and in the investigation of patients with a 
previous diagnosis of diabetic nephropathy, with risk factors for non-diabetic nephropathy, such as
 Overt proteinuria (ACR >30) with duration diabetes <5 yrs. 
 Difficult to control hypertension 
 Sudden significant increase in ACR 
 Rapidly falling eGFR 
 Low eGFR with little or no proteinuria 

 Low eGFR when other complications of DM absent or are not 
as severe (e.g. no diabetic retinopathy) 
 Family history of non-diabetic renal disease or signs and 

symptoms of systemic disease
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Prediabetes 
IFG (Impaired fasting glucose) – IGT (Impaired glucose tolerance) 

HbA1c and  
AC glucose 

Annually (Q3M for highly-motivated patients who are actively undergoing lifestyle 
modifications – ensure follow-up) 

Lipid profile (fasting) Annually  

Note (MD): annual AC ratio is not indicated in patients with prediabetes, but creatinine should be verified prior to starting metformin 
(contraindicated if eGFR < 30 ml/min). 

Hypertension 

HbA1c and/or  
AC glucose  

Annually 
Do both tests unless otherwise specified by physician  
If diabetes is confirmed, discontinue AC glucose and refer to DM protocol 

Creatinine (eGFR) 
Annually 

If patient develops chronic kidney disease (CKD), refer to the appropriate regional guideline 
for follow-up 

Lipid profile (fasting) Annually  

Na, K 

Annually for patients on ace inhibitors, ARBs, or diuretics 

MD: creatinine, Na and K are indicated 1-2 weeks after initial dose and should be repeated 
1-2 weeks after any dose increase of above medications 
If not done by MD, may be requested by nurse 

Urinalysis (U/A) Q 3 years, to screen for non hypertensive nephropathy (and at initial diagnosis of 
hypertension, if not already requested by MD) 

Electrocardiogram 
(ECG) 

MD: Not required as an annual screening test in asymptomatic patients; request as clinically 
indicated, e.g. as a baseline for patients at high risk for ischemia 

Notes (MD): 
These labs are indicated at initial diagnosis of hypertension (CHEP 2014): 

 Urinalysis 
 Standard 12-lead electrocardiography  
 Creatinine, Na, K 
 AC glucose and/or HbA1c)  
 Lipid profile (fasting) 

Also perform U/A in patients with established hypertension to investigate for non-hypertensive nephropathy in presence of: 
 Blood pressure that is newly difficult to control 
 New-onset low eGFR or rapidly-falling eGFR 
 Family history or signs and symptoms of systemic disease associated with nephropathy 

  



   

CPDP Resolution # 20150929-003 Regional guidelines for routine testing in chronic diseases 
Approved September 2015 Page 3 of 3 

Patients on statins 

HbA1c and/or  
AC glucose  

Annually  
Do both tests unless otherwise specified by physician 
If diabetes is confirmed, discontinue AC glucose  

Lipid profile 
Annually 
(MD: for medication-compliant patients with well-established results at target, less 
frequent monitoring is acceptable) 

Note: routine ALT and CK are not indicated in asymptomatic patients, except for baseline testing at initiation of treatment. 
“Baseline transaminases, creatinine, and CK are useful to monitor potential side effects associated with therapy.  There is however no indication for 
routine repeat measures of ALT and CK in patients using statin therapy unless symptoms develop.”  (2012 update of Canadian Cardiovascular Society 
Dyslipidemia Guidelines) 

Hypothyroidism 

TSH  6 weeks after medication adjustment, and annually 

Notes on individual tests 
Lipids: 
Lipids must be fasting; our laboratory is currently unable to report non-fasting alternatives such as total non-HDL cholesterol. 
MD may elect to do less often than annually for stable patients with long-standing optimal results. 
Glucose: 
Do not perform routine fasting glucose tests in diabetic patients; these may be stopped if previously requested. 
Random glucose measurements (AC or PC) should be ordered individually, only as clinically indicated. 
HbA1c: 
HbA1c testing is less reliable in the presence of anemia, bone marrow disease, severe hepatic disease and severe renal disease.  
ACR: 
ACR is often transiently increased; confirm a new diagnosis of microalbuminuria with at least 2/3 elevated results over 3 months, at  
1-month intervals.    
Causes of acute increase in ACR include UTI, fever, exercise, decompensated CHF, acute hyperglycemia or severe acute increase in 
blood pressure. 
ACR is only indicated for diabetic patients. In other patients it is a marker for cardiovascular risk, but has no proven clinical use. 
LFTS: 
ALT is a reversible marker of hepatic inflammation secondary to obesity; may be useful as a motivational tool for some patients, but is 
not routinely indicated. AST and GGT are not recommended. 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 

References:  
CDA 2013 Clinical Practice Guidelines; ADA 2014 Diabetes Management Guidelines; 2014 CHEP Hypertension Treatment Guidelines; 
AASLD Practice Guidelines 2012 (Hepatology); Circulation 2008, 118: 2047-2056; 2012 Update of the Canadian Cardiovascular Society 
Dyslipidemia Guidelines 

Developed by the Regional Working Group on Labs in Chronic Diseases. Suggestions for future revisions are welcomed and may be sent 
to the chief of medicine. 

 

 


