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Guidelines-supported management of diabetes in-
cludes regular monitoring of glycated hemoglobin

(HbA1c) with recommended testing frequencies of 2 to 4
times per year. Interruptions in HbA1c testing because of
daily social or unusual societal circumstances, such as the
stay-at-home orders associated with the COVID-19 pan-
demic, may impair diabetes management.

We examined weekly HbA1c test volumes at a large
national laboratory during the COVID-19 pandemic stay-
at-home orders (in March and April 2020) to test the hy-
pothesis that the pandemic has led to decreased HbA1c
monitoring. Weekly test volumes beginning March 1, 2020
were compared to mean weekly test volumes in the pre-
vious 60 weeks ( January 6, 2019–February 29, 2020) in
1.9 million patients with diabetes (defined as having an
ICD-10 code for type 1 or 2 diabetes in 2017 and with at
least 2 HbA1c tests in 2018). This Quest Diagnostics
Health Trends� study was deemed exempt by the Western
Institutional Review Board.

In the first 8 weeks of March and April 2020, HbA1c testing
volume was reduced by as much as 66% compared to baseline
weekly test volumes (Figure 1). From the trough at the week
starting March 29, 2020, to the final week of the study, the
week starting April 19, 2020, testing increased by 31%. Fe-
males had a larger initial decline than males (69% versus 62%,
P < 0.001) but also a larger rebound after the trough (37%
versus 27%, P < 0.001). Older patients (‡80 years) had the
largest initial decline of any age group (75%, P < 0.001 com-
pared to all age groups 30 years and older, not significant vs.
the 74% decline in patients younger than 30) but also the
largest end-of-observation rebound (56%, P < 0.001 vs. all
individual age groups) where the rebound was only 5% for
patients ages 30–39 years old, after an initial decline of 60%.

Reductions in HbA1c test volumes may translate to de-
layed testing or 1 to 2 missed tests per individual per year,
depending on the duration of stay-at-home orders and
avoidance of physician visits and testing events. Based on
prior research, missed HbA1c monitoring appointments may
be associated with HbA1c increases of 0.50%–0.83%.1,2 In
addition, less frequent monitoring and therapy intensifi-
cation also may be associated with higher blood pressure
and hyperlipidemia.2 If unmanaged, resulting hyperglyce-
mia may lead to a higher risk of complications–including
cardiovascular disease, microvascular complications, and
myocardial infarction3– and higher medical claims costs.4,5

Reductions in HbA1c testing frequency related to the
COVID-19 pandemic likely reflect broader disruptions of
clinical care that may be temporary or longer lasting, based
on the duration of stay-at-home orders and social distancing
efforts, how many patients miss testing and opportunities for
intensification of therapy, and the underlying disease severity
of the patients impacted. Moreover, the aforementioned po-
tential implications were derived from populations who had
different reasons for missed testing than during the pandemic.
Nevertheless, the observations suggest that missed HbA1c
testing during the COVID-19 pandemic could lead to sig-
nificant adverse impacts in terms of glucose control, clinical
outcomes, and diabetes-related medical costs.

The potential deleterious effects of interrupted diabetes
monitoring highlight the importance of novel strategies to
sustain good glycemic control in diabetes management.
Managing blood glucose and associated risk factors (ie,
blood pressure, lipids) offers savings opportunities in com-
mercially insured populations.5 Control of HbA1c, blood
pressure, and lipid levels has been shown to reduce the
probability of diabetes-related complications by 43% to
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67% in a commercially insured population,5 equating to cost
savings of $806 to $1260 per person per year.5 Thus, al-
ternative solutions to increase accessibility to needed testing
may help to maintain undisrupted glucose monitoring and
control in individuals with diabetes. Innovative solutions
may include self-collection models and virtual care for ef-
ficient delivery of and access to health care, which have
demonstrated accuracy, feasibility, and patient acceptance.
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FIG. 1. Weekly hemoglobin A1c testing among patients presumed to have diabetes, by sex and age groups.
Black bar represents the average of baseline weekly testing volume for 60 weeks prior to March 1, 2020, for the various sex
and age groupings. The numbers at the top of the chart are the baseline weekly testing volumes. The x-axis is volume in
successive weeks (week 1–8) relative to baseline; March 1–7 is week 1. The y-axis depicts the weekly volumes for each
category relative to the baseline weekly test volumes in percentage terms.
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