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About
this
Toolkit

This change package implementation tool has been 
organized to guide clinical processes and process 
improvement strategies in the ambulatory care 
setting to achieve optimal hypertension (HTN) control 
and prevention of type two diabetes.

It serves as a guide to evaluate your current systems 
of care and make changes that support accurate 
blood pressure measurement ant to improve 
the screening, prevention and management of 
hypertension and prediabetes. Review the following 
to help guide you through the material. 

This toolkit is composted of change concepts, change
ideas and evidence-based tools and resources to engage clinicians, engage patients and incorporate 
concepts into practice.  

Change Concepts
Change	concepts	are	general	notions	that	are	useful	in	the	development	of	more	specific	needs	for	
changes that lead to improvement. 

Change ideas can be rapidly tested on a small scale to determine whether they result in 
improvements in the local environment. 
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How to Use this Toolkit
Step 1: Prepare.
 Refer to Section 3: Preparing for quality improvement.
 Form a quality improvement team to focus on hypertension and prediabetes. Set your goals, 
	 identify	your	patients,	select	and	define	the	measures	you	will	use	to	evaluate	your	progress.		

Step 2: Review.
 Section 4: Hypertension Change Package.
 A change package is a list of evidence-based change concepts for a particular subject that can 
 serve as a guide for doing quality improvement work. Review the Hypertension and  
 Prediabetes/Diabetes Change Package in some detail.

Step 3: Identify system gaps and select the changes you want 
to test and implement.
	 Initially,	select	two	to	four	hypertension	and	prediabetes-specific	change	ideas	from	across	
 the components of the change package. Select and add additional changes over time. Every 
 organization is unique, so select the change ideas and a pace that is right for you.

Step 4: Refer to the resources, tools, or links referenced in the 
change package.
 The many resources included in this document are referenced next to the change ideas in
 the Change Package with page numbers or links provided. The last two sections of this 
 Implementation Tool include many of the resources.  

Step 5: Test your changes and evaluate your progress. 
 Refer back to the measures you selected for evaluation in Step 1. Use The Model for 
 Improvement to guide you. The model will help you approach making change in a systematic, 
	 efficient	way.	Use	the	Plan-Do-Study-Act	tool	to	run	many	small,	rapid	tests	of	change.

	 Track	the	progress	for	each	of	the	measures	you	selected	and	defined	in	Step	1.	Tracking	
 these measures over time will assist you in knowing whether the changes you are making are 
 actually resulting in improvement.
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Engaging
Clinicians

Hypertension
While the science behind cardiovascular risk reduction is continually evolving, there is strong 
evidence	that	a	systematic	approach	to	hypertension	(HTN)	management	can	significantly	improve	
HTN-related care processes and outcomes. 

Key Foundations: Change Concepts & Ideas

MAKE HYPERTENSION CONTROL A PRACTICE PRIORITY
Designate a HTN champion in the practice. Provide blood pressure checks without 

appointment of co-pay.

Cardiovascular Physician Champion Role 
Description

Walk-in Medical Assistant Blood Pressure 
Check Protocol: http://bit.ly/ZGoySr

1

Develop hypertension (HTN)
control policy and 

procedures.

Leverage local Patient 
Centered Medical Home 

(PCMH) activities to help drive 
a comprehensive approach to 

HTN management.

Provider Toolkit to Improve 
Hypertension Control. BP Ad-
dressed for Every Hyperten-
sion Patient at Every Primary 

Care or Cardiology Visit: 
http://bit.ly/1zdx7Vh

Blood Pressure Check Visit 
Policy & Brochure: 

http://bit.ly/1nqETWj

2
Develop a flowchart for how 

hypertensive patients will 
be proactively tracked and 

managed. 

Improving the Screening, 
Prevention and Management 

of Hypertension - 
An Implementation Tool for 

Clinic Practice Teams: PCMH 
Change Concepts, Ideas and 

Resources 
(pp. 18-33):

http://bit.ly/ZGoe6e

Implementation: 
Hypertension Control: Critical 

Pathway for HTN Control 
(Figure 3.1):

http://1.usa.gov/1sunmf3

Planned Care Visit Workflow 
(can be adapted for BP 

control):
http://bit.ly/1xVTHxf

IMPLEMENT A POLICY & PROCESS TO ADDRESS BP
FOR EVERY PATIENT WITH HTN AT EVERY VISIT

http://bit.ly/ZGoySr%2A
http://bit.ly/1zdx7Vh
http://bit.ly/1nqETWj
http://bit.ly/ZGoe6e
http://1.usa.gov/1sunmf3
http://bit.ly/1xVTHxf
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3
Implement 

HTN guidelines 
effectively, using the 

most appropriate 
information and 

recommendations.

Deploy HTN protocols 
and algorithms.

Perspectives on 
hypertension:

http://bit.ly/1tOfPvf

Elements Associated 
with Effective Adoption 
and Use of a Protocol: 

Insights from Key 
Stakeholders:

http://1.usa.gov/10qG8R

Overcome treatment 
inertia.

Evidence-based 
Treatment Protocols 
for Improving Blood 
Pressure Control: 
http://1.usa.gov

/10qGDFk

Million Hearts 
Success Story: New 

York Develops Clinical 
Pathway to Identify 
and Manage Adult 

Hypertension:
http://bit.ly/ZJvez5

Adult Hypertension 
Clinical Practice 

Guidelines: 
http://1.usa.gov/1z1qLXY

Journal of the 
American Board of 
Family Medicine: 

Resistant 
Hypertension: 

http://bit.ly/10qIDx5

Family Practice 
Notebook: Resistant 

Hypertension:
http://bit.ly/1pEONzs

SYSTEMICALLY USE EVIDENCE-BASED HYPERTENSION
GUIDELINES & TREATMENT PROTOCOLS

Manage resistant 
HTN effectively.

BP Addressed for 
Every Hypertension 

Patient at Every 
Primary Care or 
Cardiology Visit: 

http://bit.ly/1zdx7Vh

Implement a hypertension 
registry.

Identify patients with elevated 
blood pressure, without a HTN 
diagnosis. Diagnose HTN as 

appropriate.

Registry Used to Track 
Hypertension Patients:
http://bit.ly/12k9MT1

Use a defined process for 
outreach (e.g. via phone, mail, 
text message) to patients with 
uncontrolled HTN and those 
otherwise needing follow-up.

Undiagnosed Hypertension 
Registry:

http://bit.ly/1sUmOPG

Quality Improvement in a 
Primary Care Practice: 
http://bit.ly/1tgdXdO

USE A REGISTRY TO IDENTIFY, TRACK & MANAGE
PATIENTS WITH HYPERTENSION4

SUPPORT PATIENTS IN HYPERTENSION SELF-MANAGEMENT
DURING THEIR ROUTINE DAILY ACTIVITIES

Use an onilne patient portal or other 
approaches so that patients can access tools, 

information and practice staff outside 
face-to-face encounters to address home 
blood pressure readings and other needs.

Ensure that the self-management support 
provided to patients is helpful in their daily 

routine (e.g. when making food and lifestyle 
choices).

What is a Patient Portal?:
http://bit.ly/1zfFK0s

Improving the Screening, Prevention 
and Management of Hypertension - An 

Implementation Tool for Clinic Practice Teams: 
Key Messages for Health Coaches Working 
with Patients at Visits and in Follow-up Calls 

(pp. 48-62): http://bit.ly/ZGoe6e

5

http://bit.ly/1tOfPvf
http://1.usa.gov/10qG8R
http://1.usa.gov/10qGDFk
http://1.usa.gov/10qGDFk
http://bit.ly/ZJvez5
http://1.usa.gov/1z1qLXY
http://bit.ly/10qIDx5
http://bit.ly/1pEONzs
http://bit.ly/1zdx7Vh
http://bit.ly/12k9MT1
http://bit.ly/1sUmOPG
http://bit.ly/1tgdXdO
http://bit.ly/1zfFK0s
http://bit.ly/ZGoe6e
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6
Provide patients 
with educational 

materials to help them 
understand HTN and 

its implications.

Provide patient with 
tools to support their 
visit agenda and goal 

setting.

Know Your Numbers 
11” x 17” poster:

http://1.usa.gov/1xErV7J

What’s the Big Deal 
about Controlling My 

Blood Pressure? 
11” x 17” poster:

http://1.usa.gov/1rAS4iV

High Blood Pressure 
Fact Sheet:

http://1.usa.gov/1z-
KKEDL

Measure, document 
and repeat blood 

pressure correctly as 
indicated. Flag any 
abnormal readings.

Improving the 
Screening, Prevention 
and Management of 
Hypertension - An 

Implementation Tool 
for Clinical Practice 
Teams: Appendix 2, 

Bubble Diagram
(p. 97):

http://bit.ly/ZGoe6e

Action Plan Form:
http://bit.ly/100L3BT

My Blood Pressure Log:
http://bit.ly/1wgTuWo

BP at Goal Patient 
Questionnaire:

http://bit.ly/1DCLL55

Medication 
Reconciliation Form:

http://bit.ly/1wgWtOA

EHR Medication 
Reconciliation Tool:

http://bit.ly/1vldMd4

USE EACH PATIENT VISIT PHASE TO OPTIMIZE 
HYPERTENSION MANAGEMENT: INTAKE

Reconcile 
medications patient 

is actually taking 
with the record’s 
medication list.

How to Implement 
EHRs: Clinical 

Decision Supports 
(CDS):

http://bit.ly/1q4puqE

Meaningful Use Case 
Studies: Improving 

Blood Pressure 
Control for Patients 
with Diabetes in 4 
Community Health 

Centers:
http://bit.ly/10CaU3R

7
Use documentation 
templates to capture 
key data including: 
patient treatment 
goals, barriers to 
adherence, etc.

How to 
Implement 

EHRs: Clinical 
Decision 

Supports (CDS):
http://bit.

ly/1q4puqE

Assess individual 
risk and counsel 

using motivational 
interviewing 

techniques. Agree on 
shared plan.

Standing Orders 
Diabetes Mellitus - 

Type II (can be adapted 
for BP control): 

http://bit.ly/1DCM0NL
All Patients Not a 
Goal or with New 

Hypertension Rx Seen 
within 30 Days:

http://bit.ly/13m2izw
Hypertension Standing 

Orders:
http://bit.ly/1032em6

Million Hearts 
Healthy Eating 
and Lifestyle 

Resource 
Center: http://1.

usa.gov/
RnJh9V

Reducing 
Sodium in the 
Diet to Help 
Control Your 

Blood Pressure: 
http://1.usa.

gov/1dL2NSW

USE EACH PATIENT VISIT PHASE TO OPTIMIZE
HYPERTENSION MANAGEMENT: PROVIDER ENCOUNTER

On the patient portal, 
provide educational 

materials to support a 
low-sodium diet and 
exercise and links to 

community resources.

How to Check Your 
Blood Pressure, 

8.5” x 5.5” booklet: 
http://1.usa.gov/1nTAImf

Blood Pressure 
Tracking Card & Action 

Plan: http://on.nyc.
gov/104FwKG

Online Tool for Patients 
to Track & Manage 

Their Heart Health and 
Share Information:
http://bit.ly/1hVJCWv

Use order sets 
and standing 

orders to support 
evidence-based and 
individualized care. 
(E.g. Using once 
daily/fixed dose 

combinations when 
possible.)

Support BP 
self-monitoring: 

Advise on choosing 
device/cuff size, 
check device for 

accuracy, train patient 
on use, provide BP 

logs (electronic/ 
paper/ portal)

http://1.usa.gov/1xErV7J
http://1.usa.gov/1rAS4iV
http://1.usa.gov/1zKKEDL
http://1.usa.gov/1zKKEDL
http://bit.ly/ZGoe6e
http://bit.ly/100L3BT
http://bit.ly/1wgTuWo
http://bit.ly/1DCLL55
http://bit.ly/1wgWtOA
http://bit.ly/1vldMd4
http://bit.ly/1q4puqE
http://bit.ly/10CaU3R
http://bit.ly/1q4puqE
http://bit.ly/1q4puqE
http://bit.ly/1DCM0NL
http://bit.ly/13m2izw
http://bit.ly/1032em6
http://1.usa.gov/RnJh9V
http://1.usa.gov/RnJh9V
http://1.usa.gov/RnJh9V
http://1.usa.gov/1dL2NSW
http://1.usa.gov/1dL2NSW
http://1.usa.gov/1nTAImf
http://on.nyc.gov/104FwKG
http://on.nyc.gov/104FwKG
http://bit.ly/1hVJCWv
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M.A.P. (Measure, Act & Partner)
The M.A.P. to prevent type 2 diabetes: Physicians and care teams can use this document to 
determine roles and responsibilities for identifying adult patients with prediabetes and referring to 
community-based diabetes prevention programs. “Point-of-Care” and “retrospective” methods may 
be used together or alone. 

Step 1: Measure When Who How
Point-of-care method
  •   Assess risk for prediabetes 
      during routine office visit
  •  Test and evaluate blood glucose 
      level based on risk status

  •   At the front desk
  •   During vital signs

  •   Receptionist
  •   Medical assistant
  •   Nurse
  •   Physician
  •   Other: _____________

  •   Provide “Are you at risk for 
prediabetes?” Patient education 
handout in waiting area
  •			Use/adapt	“Patient	flow	pro-
cess” tool
  •   Use CDC or ADA risk assess-
ment questionnaire at check-in
  •   Display 8” x 11” patient-facing 
poster promoting prediabetes 
awareness to your patients
  •   Use/adapt point-of-care algo-
rithm

Retrospective method
  •   Query EHR to identify patients with 
       BMI ≥24* and blood glucose level in 
       the prediabetes range

  •   Every 6-12 
       months

  •   Health IT staff
  •   Other: ____________

  •   Use/adapt retrospective algo-
rithm

Step 2: Act When Who How
Point-of-care method
  •  Counsel patient re: prediabetes and 
      treatment options during office visit
  •  Refer patient to diabetes prevention 
      program
  •  Share patient contact information 
      with program provider

  •   During the visit   •   Medical assistant
  •   Nurse
  •   Physician
  •   Other: _____________

  •   Advise patient using, “So you 
have prediabetes...now what?” 
handout
  •   Use/adapt “Health care practi-
tioner referral form”
  •   Refer to “Commonly used CPT 
and ICD codes”

Retrospective method
  •   Inform patient of prediabetes status 
      via mail, email or phone
  •  Make patient aware of referral and 
      info sharing with program provider 
  •  Refer patient to diabetes prevention 
      program
  •  Share patient contact information 
      with program provider

  •   Contact patient 
       soon after the 
       EHR query

  •			Health	IT	staff
  •   Medical assistant
  •   Other: _____________

  •   Use/adapt “Patient letter/phone 
call” template
  •   Use/adapt “Health care prac-
tioner referral form” for making 
individual referrals
  •   Use/adapt “Business associate 
agreement” template on AMA’s 
website

Step 3: Partner When Who How
With diabetes prevention
programs (DPP)
  •   Engage and communicate with you 
local diabetes prevention program
  •   Establish processes to receive feed-
back from program about your patients’ 
participation

  •   Establish contact 
       before making 
       first referral

  •			Office	manager
  •   Other: _____________

  •   Use/adapt “Business associate 
       agreement” template on AMA’s 
       website
  •   Refer to “Commonly used CPT 
       and ICD codes”

With DPP
  •   Engage and communicate with your 
local diabetes prevention program
  •   At follow-up visit, order/review 
blood tests to determine the impact of 
program and reinforce continued pro-
gram participation

  •   During the visit
  •   Other: ___________

  •   Medical assistant
  •   Nurse
  •   Physician
  •   Other: _____________

  •   Advise patient using “So you 
      have prediabetes...now what?” 
      hand out and provide CDC 
      physical activity fact sheet, 

      www.cdc.gov/physicalactvity
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Million Hearts
Protocol for Controlling Hypertension
in Adults

The blood pressure goal is determined from a 
number of factors. For most people the goal 
is <140 and <90. You can utilize the protocol 
developed by Million Hearts to determine the 
best treatment plan for your patients.

This resource can be downloaded at: 
http://millionhearts.hhs.gov/files/
Hypertension-Protocol.pdf

National Heart, Lung and Blood 
Institute (NIH)
Risk Assessment Tool for Estimating Your 
10-year Risk of Having a Heart Attack

The risk assessment tool uses information from 
the Farmington Heart study to predict a persons 
chances for have a heart attack. This can be used 
for adults over the age of 20 who do not have 
heart disease or diabetes.

This resource can be found at:
http://cvdrisk.nhlbi.nih.gov/

Hypertension resources

http://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf
http://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf
http://cvdrisk.nhlbi.nih.gov/
http://http://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf
http://http://cvdrisk.nhlbi.nih.gov/
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Prediabetes
You can prevent type 2 diabetes.
Test your patients for prediabetes and refer those at risk to an evidence-based 
diabetes prevention program. 
 •			Progression	from	prediabetes	to	diabetes	can	take	as	little	as	five	years
 •			During	that	window	of	time,	your	patients	can	benefit	from	a	proven	intervention	that	is	
     part of the CDC’s National Diabetes Prevention Program (DPP)
 •   Counsel your patients; let them know that prediabetes is potentially a reversible condition 
	 				and	that	you	can	help	them	manage	it	effectively	by:
  -  Screening and identifying patients for prediabetes
  -  Referring them to a program that is part of the DPP

Developed by the American Medical Association (AMA) and the Centers for Disease Control and 
Prevention (CDC), preventdiabetesstat.org provides simple information on referring patients to 
evidence-based diabetes prevention programs that will not add burden to your practice. 

This program is evidence-based.
 The DPP is a lifestyle intervention based on research funded by the National Institutes of Health 
(NIH) that should, among those with prediabetes, a 58 percent reduction in the number of new 
cases of diabetes overall, and a 71 percent reduction in new cases for those over age 60.

These results were achieved through reducing calories, increasing physical activity and a weight loss 
of just 5 to 7 percent of boy weight - 10 to 14 pounds for a person weighing 200 pounds. 

Based	on	strong	evidence	of	effectiveness	in	reducing	new-onset	diabetes,	the	Community	
preventive Services Task Force (thecommunityguide.org) now recommends combined diet and 
physical activity promotion programs like the National DPP for people at increased risk of type 2 
diabetes. 

Program overview
The program empowers patients with prediabetes to take charge of their health and well-being. 

Participants meet in groups with a trained lifestyle coach for 16 weekly sessions and 6-8 monthly 
follow-up sessions. 

These are not exercise classes. At these sessions, patients learn ways to incorporate healthier eating 
and moderate physical activity, as well as problem-solving, stress-reduction & coping skills. 

In the average primary care 
practice, approximately 1/3of patients 18+  & 1/2 of patients over 65 

have prediabetes.
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How does a diabetes prevention program work?
Diabetes prevention programs which are a part of the National DPP use lifestyle change 
interventions that target improving diet, increasing physical activity and achieving moderate weight 
loss. 

The goal is for each participant to lose ≥5% of their body weight by:   
 •   Progressively reducing dietary intake of calories and fat through improved food choices
 •   Gradually increasing moderate physical activity (e.g. brisk walking) to 150 minutes per week
 •   Developing behavioral problem-solving and coping skills

Features include:
 •   A year-long structured program (in-person group, online or distance learning) consisting of:
  •			An	initial	six-month	phase	offering	at	least	16	sessions	over	16-24	weeks
  •			A	second	six-month	phase	offering	at	least	one	session	a	month
      (at least six sessions)
 •   Facilitation by a trained lifestyle coach
 •   Use of CDC-approved curriculum
 •			An	emphasis	on	behavior	modification,	managing	stress	and	peer	support

Locating a program
Programs	are	offered	in	varied	locations	such	as	local	YMCAs,	community	centers,	faith-based	
organizations, hospitals and worksites, or online. 

Find a nearby program for your patients at: cdc.gov/diabetes/prevention. 

Eligibility for the diabetes prevention program (DPP)
Inclusion criteria:
 •   At least 18 years old and
 •   Overweight (BMI ≥24* (≥22 if Asian)) and
 •   A blood test result in the prediabetes range within the past year:
  •   Hemoglobin: 5.7-6.4% or
  •   Fasting plasma glucose: 100-125 mg/dL or
  •   Two-hour plasma glucose (after a 75 gm glucose load): 140-199 mg/dL or
 •   Previously diagnosed with gestational diabetes and 
 •   Have no previous diagnosis of diabetes

Consider referring eligible patients
 •			At	the	time	of	office	visit,	and/or
 •   By generating a list of eligible patients from your electronic health record (EHR) using
      a structured query

Physicians and other health care providers should also use their independent judgment when 
referring to a diabetes prevention program. 

*Some diabetes prevention program providers require a BMI of ≥25. Check with your program provider for eligibility requirements. 

http://www.cdc.gov/diabetes/prevention
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Overview of guide tools
RESOURCE PURPOSE
Engage clinicians
You can prevent type 2 
diabetes
Health care provider fact sheet
http://1.usa.gov/1rgmVZn

Provides a brief overview of the evidence-based diabetes prevention program and 
a rationale for engaging with the program, such as improved patient outcomes. Also 
assists clinicians in advocating to their colleagues and leaders about the value of 
incorporating diabetes prevention screening and referral into their practices.

Engage patients
Diabetes risk assessments
CDC and the American Diabetes 
Association (ADA) questionnaires

Offers an educational opportunity for patients to learn about their risk for 
prediabetes, and help physicians ans care teams identify their patients at great risk.

Promoting diabetes awareness 
to your patients
8” x 11” poster

Helps practices increase patient awareness of prediabetes to pave the way for 
conversations with patients about screening and referral. 

Are you at risk for type 2 
diabetes?
Patient handout

For use by physician practices in patient waiting areas to increase patient awareness 
and pave they way for conversations with patients about screening and referral. 

So you have prediabetes... 
now what?
Patient handout

For use by physician practices in the exam room after screening has revealed that a 
patient has prediabetes. Helps the patient leaves the office visit with concrete information 
for later reference. 

Sample patient letter/email and 
phone script

Enables physician practices to conduct efficient follow-up and referral with patients who 
have been identified as having prediabetes status and referral to an evidence-based 
diabetes prevention program. 

Incorporate screening, testing and referral into practice
M.A.P. to diabetes prevention 
for your practice
One-page overview

Offers practices a one-page roadmap to applying the elements of the diabetes 
prevention screening and referral guide. 

Patient flow process
Infographic

Provides a high-level overview of how office staff can facilitate point-of-care 
identification.

Point-of-care prediabetes 
identification algorithm
Infographic and narrative

With a graphic on one side and narrative on the other, the document offers practices 
an option to adapt/incorporate a prediabetes screening and referral process into their 
workflow.

Retrospective prediabetes 
identification algorithm
Infographic and narrative

With a graphic on one side and narrative on the other, the document offers practices 
an option to adapt/incorporate an identification and referral process into their electronic 
health records and generate a registry of patients at risk for type 2 diabetes. 

Sample patient referral form/
table for calculating body mass 
index (BMI)

Makes the referral process easier for practices, helps engage the patient (particularly 
if they sign the optional patient signature box) and prepares the diabetes prevention 
program providers to engage with the patient as well. 

Commonly used CPT and ICD 
codes table

Enables physician to obtain reimbursement for prediabetes screening. 

Connect your clinic with diabetes prevention programs
Link to sample “Business 
Associate Agreement” on AMA’s 
website

Provides link to template agreement some practices have used to share information with 
diabetes prevention program providers

http://1.usa.gov/1rgmVZn
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Prediabetes resources
American Medical Association (AMA) diabetes prevention initiative
www.preventdiabetesstat.org

Centers for Disease Control and Prevention’s (CDC’s) National Diabetes Prevention 
Program
www.cdc.gov/diabetes/prevention

National Diabetes Education Program (NDEP)
www.ndep.nih.gov/am-i-at-risk/

Find a nearby program for your patients here: cdc.gov/diabetes/prevention. 

Eligibility for the diabetes prevention program
Inclusion criteria:
 •   Current age: ≥18 years old and
 •   Most recent BMI  ≥24* (≥22 if Asian) and
 •   A positive lab test result within the previous 12 months:
  •   HbA1c: 5.7-6.4% or
  •   FPG: 100-125 mg/dL or
  •   OGTT: 140-199 mg/dL or
 •   History of gestational diabetes 

Exclusion criteria:
 •   Current diagnosis of diabetes or
 •   Current insulin use

Consider referring eligible patients:
 •			At	the	time	of	office	visit,	and/or
 •   By generating a list of eligible patients from your electronic health record (EHR) using
      a structured query

Physicians and other health care providers should also use their independent judgment when 
referring to a diabetes prevention program. 

www.preventdiabetesstat.org
www.cdc.gov/diabetes/prevention%0D
www.ndep.nih.gov/am-i-at-risk/
http://www.cdc.gov/diabetes/prevention
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Sample patient flow process

*Some diabetes prevention program providers require a BMI of ≥25. 
Check with your program provider for eligibility requirements.

MEASURE
CHECK-IN

1. If patient is age 18+ and does not have diabetes: Provide 
    CDC Prediabetes Screening Test or American Diabetes
    Association’s Diabetes Risk Test.

2. Patient completes and returns test.

3. Insert completed test in patient’s electronic health record 
    (EHR).

ACT

PARTNER

ROOMING & VITALS
1. Calculate body mass index (BMI) using table and review 
    patient’s diabetes risk score.

2. If the patient has an elevated risk score or history of
    gestational diabetes, flag for possible referral. 

EXAM and/or CONSULT
1. Follow “point-of-care prediabetes identification algorithm”. 
Determine if the patient has prediabetes and a BMI ≥24* (≥22 for 
Asians) or a history of gestational diabetes.

2. Advise re: diet and exercise and determine patient’s 
willingness to participate in a diabetes prevention program. 

3. If the patient agrees to participate, proceed with referral.

REFERRAL
Complete and submit referral form via fax or email. 

FOLLOW-UP
Contact the patient and troubleshoot issues with enrollment or 

participation. 
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Body Mass Index (BMI) calculation chart
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1. Download & display patient materials
     Download and print the practice and patient 
     resources included in this guide before 
					patient	visits,	so	your	office	can	have	them	
     available in the waiting room or during 
     consult. 

2. Measure
     During check-in: If patient is age 18+ and
     does not have diabetes, give him/her the 
     “CDC Prediabetes Screening Test” or American 
     Diabetes Association’s (ADA’s) “Diabetes Risk 
     Test”. Once patient completes and returns the 
     test, add completed test to patient’s risk score 
     to electronic health record (EHR). The test can 
     also be mailed to the patient along with other 
     pre-visit materials. 

     During rooming/vitals: Calculate the patient’s 
     body mass index (BMI). Most EHRs can 
     calculate BMI automatically. Review the 
     patient’s diabetes risk score and if elevated 
     (≥5 on ADA test or ≥9	on	CDC	test),	flag	for	
     possible referral.

     During exam: Follow the “point-of-care 
					prediabetes	identification	algorithm”	to	
     determine if patient has prediabetes.

     If the blood test results do not indicate 
     prediabetes, encourage the patient to    
     maintain healthy lifestyle choices.
     Continue with exam.

Referring patients to a diabetes prevention 
program (DPP)
Method 1: Point-of-care 
identification and referral

*Some diabetes prevention program providers require a BMI of ≥25. 
Check with your program provider for eligibility requirements.

Diagnostic test              Normal        Prediabetes        Diabetes

HbA1C (%)               < 5.7       5.7-6.4    ≥ 6.5
FPG (mg/dL)               < 100      100-125    ≥ 126
OGTT (mg/dL)               < 140      140-199    ≥ 200

YES

MEASURE
If a patient is age 18+ and doesn’t have diabetes, provide self-

screening test. If self-screening reveals risk, proceed to next step.

Review medical record to determine if BMI ≥24* (≥22 if Asian)
or history of gestational diabetes.

YES

NO

Patient does not currently meet
program eligibility.

Determine if HbA1C, FPG or GOTT was performed in the last year.
NO

Order one of these tests:
   1. Hemoglobin A1C (HbA1C)
   2. Fasting plasma glucose (FPG)
   3. Oral glucose tolerance test (OGTT)

RESULTS

ACT

PARTNER

Encourage patient 
to maintain a healthy 
lifestyle.

Continue with exam; 
retest within the next
three years.

Confirm diagnosis; 
retest if necessary.

Counsel patient
re: diagnosis.

Initiate therapy.

Refer to DPP 
program, provide 
brochure.

Consider retesting 
annually to check for 
diabetes onset.

Communicate with your local program.

Contact patient and troubleshoot issues with enrollment or 
participation. At next visit, ask patient about progress and 

encourage continued participation in the program. 
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3. Act
     a. If patient screens positive for prediabetes
         and has a BMI <24* (<22 if Asian):
          •  Introduce the topic of prediabetes by 
													briefly	explaining	what	it	is	and	its	
             relation to diabetes (use the hand out
             “So you have prediabetes... now what?”). Review the patient’s own risk factors. 

          •  Emphasize the importance of prevention, including healthy eating, increased physical 
              activity and the elimination of risky drinking and tobacco use. (Visit the National Diabetes 
              Education Program’s GAME PLAN to Prevent Type 2 Diabetes for additional patient 
              resources.)

     b. If patient screens positive for prediabetes and has a BMI ≥24*(≥22 if Asian):
          •  Follow the steps in “a” above. Discuss the value of participating in a DPP and determine the 
              patent’s willingness to let you refer him/her to a program. 

          •  If the patient agrees, complete & send the referral form to a community-based or online 
              program, depending on patient preference.

          •		If	patient	declines,	offer	him/her	a	program	hand	out	and	re-evaluate	risk	factors	at
              next visit. 

4. Referral to DPP
				Most	diabetes	prevention	programs	are	configured	to	receive	referrals	via	fax	or	secure	email.	
    Complete the referral form and submit to a program.

5. Follow-up with patient
    Contact patient and troubleshoot any issues with enrollment or participation. At next visit, ask 
    patient about progress and encourage continued participation in the program. 

*Some diabetes prevention program providers require a BMI of ≥25. Check with your program provider for eligibility requirements.
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1. Measure
     Query electronic health record (EHR) or 
     patient database every 6-12 months using the 
     following criteria:
     a. Inclusion:
          •  Age 18+ and
          •  BMI ≥24* (≥22 if Asian) and
          •  Positive test result for prediabetes within 
   the prior 12 months:
           -  HbA1c: 5.7-6.4% or
           -  FPG: 100-125 mg/dL or
           -  OGTT: 140-199 mg/dL or
          •  Clinically diagnosed gestational diabetes 
   during prior pregnancy
     b. Exclusion:
          •  Current diagnosis of diabetes or
          •  Current insulin use
     Generate a list of patient names and 
     information required to make referrals:
          •  Gender and birth date
          •  Mailing & email addresses
          •  Phone number

Referring patients to a diabetes prevention 
program (DPP)
Method 2: Retrospective
identification and referral

 2. Act
     Refer to a DPP.
          •  Contact patients via phone, email or letter to explain their prediabetes status. Let them know 
             about the program. 
          •  Send relevant patient information to your local DPP coordinator; have him/her contact the 
             patient directly (this may require a business associate agreement). 
          •		Flag	patients’	medical	records	for	their	next	office	visit.	
     Physicians and other health care providers should also use their independent judgment 
     when referring to a program. 

3. Partner
					During	the	next	office	visit,	discuss	DPP	participation:	
          •  If the patient is participating, discuss program experience and encourage continued 
   participation
          •  If the patient has declined to participate, stress the importance of lifestyle change and 
   continue to encourage participation (use the handout “So you have prediabetes...
   now what?”

MEASURE
Query EHR or patient database every 6-12 months. 

Utilize inclusion and exclusion criteria listed to the left.

ACT

PARTNER
Discuss program participation at next visit. 

Generate a list of patient names and relevant information.

Use the patient list to:

     1. Contact patients to inform of risk status, explain 
         prediabetes and share information about programs, and/or

     2. Sent patients information to DPP providers. Program 
         coodinators will contact the patient directly, and

     3. Flag the patients’ EHR.



Health care practitioner referral form to a diabetes prevention program

Send to:    Fax:    Email:

PATIENT INFORMATION
First name: Address:
Last name:
Health insurance: City:
Gender :             □   Male    □   Female State:
Birth date (mm/dd/yy): Zip code:
Email: Phone:
By providing your information above, you authorize your health care practitioner to provide this information to a 
diabetes prevention program provider, who may in turn use this information to communicate with you regarding their 
program. 

PRACTITIONER INFORMATION  (Completed by health care professional)
Physician/NP/PA: Address:
Practice contact: City:
Phone: State:
Fax: Zip code:

SCREENING INFORMATION
Body Mass Index (BMI):                                                               (Eligibility: ≥24* (≥22 if Asian)
Blood test (check one)                                          Eligible range                                          Test result (one only) 
 □   Hemoglobin A1C                                                 5.7-6.4%                                               _____________________
 □   Fasting plasma glucose                                 100-125 mg/dL                                        _____________________
 □   2-hour plasma glucose (75gm OGTT)          140-199 mg/dL                                        _____________________

Date of test (mm/dd/yy): 
For Medicare requirements, I will maintain this signed original document in the patient’s medical record. 

Date:                                                   Practitioner signature:

OPTIONAL

By signing this form, I authorize my physician to disclose my diabetes screening results to the __________________________
___________ (insert program/organization name) for the purpose of determine my eligibility for the diabetes prevention 
program and conducting other activities as permitted by law. 

I understand that I am not obligated to participate in this diabetes screening program and that this authorization is 
voluntary. 

I understand that I may revoke this authorization at any time by notifying my physician in writing. And revocation will 
not	have	an	effect	on	actions	taken	before	my	physician	received	my	written	revocation.	
Date:                                                   Patient signature:

IMPORTANT	WARNING:	The	documents	accompanying	this	transmission	contain	confidential	health	information	protected	from	
unauthorized use or disclosure except as permitted by law. This information is intended only for the use of the individual or entity 
named above. The authorized recipient of this information is prohibited from disclosing this information to any other party unless 
permitted to any other party unless permitted to do so by law or regulation. If you are not the intended recipient and have received 
this information in error, please notify the sender immediately for the return or destruction of these documents. 

*Some diabetes prevention program providers require a BMI of ≥25. Check with your program provider for eligibility requirements.
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ICD-10 & CPT codes to use when screening for 
prediabetes and diabetes
These codes may be useful to report services/tests performed to screen for prediabetes and 
diabetes.

Codes for prediabetes and diabetes screening
ICD-10 for diabetes screening CPT for diabetes screening tests

Z13.1 Encounter for screening for 
diabetes mellitus

CPT 82947 Fasting plasma glucose test (FPG)

CPT 82950 Post-meal glucose (2-hour plasma 
glucose; 2hPG; 2 hour specimen)

CPT 82951 Oral glucose tolerance test (OGTT) (3 
specimens with 2 hour value includ-
ed)

CPT 83036 Hemoglobin A1C

CPT 83036QW Hemoglobin A1C (used for POC test 
that is CLIA waived)
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Engaging
Patients

Hypertension
While the science behind cardiovascular risk reduction is continually evolving, there is strong 
evidence	that	a	systematic	approach	to	hypertension	(HTN)	management	can	significantly	improve	
HTN-related care processes and outcomes. 

Million Hearts
Supporting your Patients with High Blood Pressure:
Visit Checklist (.pdf)

This resource can be downloaded at:
http://millionhearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf

http://http://millionhearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf
http://http://millionhearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf
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HealthIT.gov:
Improving the Screening, 
Prevention and Management 
of Hypertension
Appendix 3: How Can I Control My
High Blood Pressure? (.pdf)
Pg. 104-105

Available in English and Spanish.

This resource can be downloaded at:
https://www.healthit.gov/sites/default/
files/13_bptoolkit_e13l.pdf

HealthIT.gov:
Improving the Screening, 
Prevention and Management 
of Hypertension
Appendix 4: High Blood Pressure
Action Plan (.pdf)
Pg. 106-107

Available in English and Spanish.

This resource can be found at:
https://www.healthit.gov/sites/default/
files/13_bptoolkit_e13l.pdf

https://www.healthit.gov/sites/default/files/13_bptoolkit_e13l.pdf
https://www.healthit.gov/sites/default/files/13_bptoolkit_e13l.pdf
https://www.healthit.gov/sites/default/files/13_bptoolkit_e13l.pdf
https://www.healthit.gov/sites/default/files/13_bptoolkit_e13l.pdf
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Prediabetes
While the science behind cardiovascular risk reduction is continually evolving, there is strong 
evidence	that	a	systematic	approach	to	hypertension	(HTN)	management	can	significantly	improve	
HTN-related care processes and outcomes. 

National Diabetes Prevention Program
CDC Prediabetes Screening Test (.pdf)

This resource can be downloaded at:
http://www.cdc.gov/diabetes/prevention/pdf/prediabetestest.pdf

DoIHavePrediabetes.org
Prediabetes Online Risk Test 

This test can be taken online at:
https://doihaveprediabetes.org/prediabetes-
risk-test.html

http://www.cdc.gov/diabetes/prevention/pdf/prediabetestest.pdf
https://doihaveprediabetes.org/prediabetes-risk-test.html
https://doihaveprediabetes.org/prediabetes-risk-test.html
http://http://millionhearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf
http://http://cvdrisk.nhlbi.nih.gov/
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Letter template
Use and/or adapt the template below to conduct efficient follow-up and referral with 
patients who have been identified as having prediabetes.

<<YOUR LETTERHEAD>>
<<ADDRESS>>
<<PHONE NUMBER>>

<<DATE>>

<<PATIENT NAME>>
<<PATIENT ADDRESS>>

Dear Mr./Mrs./Ms. <<PATIENT LAST NAME>>

Thank you for being a patient of the <<PRACTICE NAME HERE>>. We are writing you to tell you about 
a service to help make your health better. 

Based on our review of your medical chard, you have a condition known as prediabetes. This means 
your blood sugar is higher than normal, which increases your risk of developing serious health 
problems including type 2 diabetes, as well as heart disease and stroke. 

We	have	some	good	news.	Our	office	wants	you	to	know	what	you	may	be	eligible	for	a	diabetes	
prevention program run by our partners, <<NAME OF PROGRAM PROVIDER>>. This program is 
proven to reduce your risk of developing diabetes and other health problems. 

  We have sent a referral to <<NAME OF PROGRAM PROVIDER>>, someone will call you 
  to discuss the program, answer any questions you may have and, if you are interested, 
  enroll you in the program. 

  Please feel free to give <<NAME OF PROGRAM PROVIDER>> a call at 
  <<PHONE NUMBER>>.

     -OR-

  We have sent a referral to <<NAME OF PROGRAM PROVIDER>> and we urge you to call 
  <<PHONE NUMBER>> to learn more about the program and enroll. 

  We hope you will take advantage of this program, which can help prevent you from 
  developing serious health problems. 

Sincerely, 

Dr. <<PHYSICIAN LAST NAME>>

Option
1

Option
2
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This toolkit has been adapted for MPRO from:
          •  American Medical Association and the Centers for Disease Control and Prevention. 
   Preventing Type 2 Diabetes, a guide to refer your patients with prediabetes to an evidence-based 
   prevention program. American Medical Association; 2014.

          •  Centers for Disease Control and Prevention. Hypertension Control Change Package for 
   Clinicians. Atlanta, GA: Centers for Disease Control and Prevention, U.S. Dept. of Health and 
   Human Services; 2015. 

Learn more:
          •  Million Hearts: millionhearts.hhs.gov

          •  Prevent Diabetes STAT: http://www.ama-assn.org/sub/prevent-diabetes-stat/

          •  National Diabetes Prevention Program (DPP): http://www.cdc.gov/diabetes/prevention/
               index.html

          •  National Diabetes Education Program (NDEP): http://www.niddk.nih.gov/health-
               information/health-communication-programs/ndep/Pages/index.aspx

MPRO, Helping Health Care Get Better
22670 Haggerty Road, Suite 100   |   Farmington Hills, MI 48335   |   www.mpro.org
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