For the Physician and Health Care Team
he tools included in this sec on support your work as physicians and members of a health
care team as you evaluate, test, and treat pa ents with prediabetes.
(This section is highlighted in blue and has page numbers ending in HC)
•
•
•
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Prediabetes & Diabetes
Place patient label here

Patient Summary Form

Yes

If “Yes” to both à
Test for prediabetes using A1c or
fasting glucose (or OGTT)

No

Age 40-75
BMI 25 or greater
All patients 18+
“High risk ethnicity”
Family history of diabetes
History of gestational diabetes
Polycystic ovarian syndrome
First lab result
Fasting glucose (FG)
Hemoglobin A1c

Patient’s
Value

Yes

No

If “Yes” to at least one à
Consider testing for prediabetes using
A1c or fasting glucose (or OGTT)

Normal

Prediabetes

Diabetes

≤ 99 mg/dL

100-125 mg/dL

≥126 mg/dL (2)

≤5.6%

5.7-6.4%

≥6.5%

Oral glucose tolerance
< 140 mg/dL
140-199 mg/dL
≥200 mg/dL
test (OGTT)
FG and OGTT should be performed on plasma. Strongly consider use of a standardized assay for A1c3
•
•

According to the USPSTF, confirmation of prediabetes and diabetes is recommended by repeat testing,
preferably with the same test on a different day1
For diabetes, the diagnosis may also be made with random plasma glucose ≥200 mg/dL and classic
symptoms of hyperglycemia2

Recommended actions
Repeat blood test to confirm prediabetes diagnosis ____FG ____A1c _____OGTT
Referral to National DPP or other structured lifestyle program1,5
Individualized lifestyle counseling (diet, nutrition) with relevant goals
à Aim for 5-7% total body weight loss9,10
à Increase exercise gradually to goal of at least 150 min/week of moderately vigorous
physical activity5,6
Referral to nutrition therapy/dietitian6
Consider metformin or acarbose (off-label uses)4
Consider weight loss medications as appropriate4,5
Add appropriate ICD-10 code to problem list
Arrange follow-up in _____weeks/months
Cited references can be found on page 18-I
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Commonly Used CPT and ICD Codes
*Note: Reimbursement is based on the Insurance provider and cannot be guaranteed. Please check with each Insurance
provider to confirm reimbursement rates and coverage.

International Classification of Diseases ICD-10 for prediabetes and diabetes screening
ICD-10 code
ICD-10 code description
ICD-10 code
ICD-10 code description
(effective 10-01(effective 10-012015)
2015)
Z13.1

E66.09

Other obesity due
to excess calories

R73.09

Encounter for
screening for diabetes
mellitus
Other abnormal glucose

E66.8

R73.01

Impaired fasting glucose

E66.3

Other obesity
Obesity, unspecified

R73.02

Impaired
glucose
tolerance (oral) unspecified
Hyperglycemia,

E66.9

Overweight

Z68.3x

Body mass
indexes 30.0-39.9
(adult)
Body mass indexes

R73.9
E66.01

Morbid obesity due
to excess calories

Z68.4x

≥40.0 (adult)

Current Procedural Terminology (CPT®) for diabetes screening tests
CPT E/M codes for prevention-related office visits
CPT codes for office-based laboratory testing
Preventive Visit
Office-based Hemoglobin
99381-99387
83036QW
A1C testing
New Patient
Commercial/Medicaid
Preventive Visit
99391-99397
82962
Office-based finger stick
Established Patient
glucose testing
Commercial/Medicaid
Annual Wellness Visit
G0438
Initial
Medicare
Annual Wellness Visit
Subsequent
Medicare

G0439

Individual Preventive
Counseling*
Commercial/Medicaid

99401 – Approx 15min
99402 – Approx 30min
99403 – Approx 45min
99404 – Approx 60min
G0447 – 15 minutes

Face-to-Face Obesity
Counseling for Obesity†
Medicare

These
codes may be useful to report services/tests performed to screen for prediabetes and diabetes.
These codes may be useful to report services/tests performed to screen for prediabetes and diabetes.

reven ve codes
include counseling and cannot be combined with addi onal counseling codes. If signi cant risk factor reduc on
* Preventive codes 99381-99397 include counseling and cannot be combined with additional counseling codes. If significant risk factor reduction and/or
and or behavior change counseling is provided during a problem oriented encounter, addi onal preven ve counseling may be billed. In this case,
behavior
change
counseling
is provided
a problem-oriented
encounter,
preventive
counseling may
be billed.
thisguaranteed.
case, modifier
code modi
er may
allow for
paymentduring
for both
services, although
this mayadditional
vary by payer.
eimbursement
for this
code isInnot
25 code may allow for payment for both services, although this may vary by payer. Reimbursement for this code is not guaranteed.
ustbe
bebilled
billedwith
withanan
I code
code
indica ng
a of I30
ofor greater.
or greater.
edicare
not allow
for another
provided
on theday
same day
† Must
ICD
indicating
a BMI
Medicare
doesdoes
not allow
billingbilling
for another
serviceservice
provided
on the same

merican
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Referral Form for the National
Diabetes Prevention Program
(National DPP)

This is a recommendation for an adult patient to participate in the lifestyle change program
recognized
or pending
byto
the
Centers
for
Disease
Control
andprogram
Prevention
as a part
This is aThis
recommendation
for anrecognition
adult
patient
participate
in the
lifestyle
change
isisa arecommendation
for
patient
totoparticipate
ininthe
change
This
recommendation
foran
anadult
adult
patient
participate
thelifestyle
lifestyle
changeprogram
program
ofrecognized
the
DPP. recognition
recognized
or National
pending
recognition
by the Centers
for
Disease
Control
and
Prevention
as a partasasaapart
pending
recognition
bythe
theCenters
Centers
forDisease
DiseaseControl
Control
andPrevention
Prevention
part
recognized
ororpending
by
for
and
of the National
Diabetes
Prevention Program (National DPP).
theNational
National
DPP.
ofofthe
DPP.

I am referring:
I am recommending:
amreferring:
referring:
I Iam

_
(First Name)
(Ml)
(Last Name)
(First Name)
(Ml)
(FirstName)
Name)
(Ml) (Last Name)(Last
(First
(Ml)
(LastName)
Name)
to enroll in the National DPP lifestyle change program based on the following eligibility criteria:
enrollininthe
theNational
NationalDPP
DPPlifestyle
lifestylechange
changeprogram
programbased
basedon
onthe
thefollowing
followingeligibility
eligibilitycriteria:
criteria:
totoenroll
Enroll in the18
National
Diabetes
Prevention
Program
lifestyle
change
program
based
on
the
following
years or older; and
eligibility criteria:
BMI
≥ 25
kg/m2
(≥and
23 kg/m2 if Asian); and
years
older;and
1818years
oror
older;
Diagnosis
of
prediabetes
or GDM
basedand
on (check one or more)
BMI�
kg/m2
kg/m2
Asian);
and
BMI
≥≥2525
(≥
2323kg/m2
ififAsian);
18kg/m2
years
or(≥older
Fasting
(range
100-125
mg/dL)
Diagnosis
GDM
based
on(check
(check
oneorormore)
more)
Diagnosis
ofofprediabetes
oror22
GDM
based
on
one
� BMI
≥prediabetes
24 blood
kg/m2glucose
(≥
if Asian)
Fasting
blood
glucose
(range
100-125
mg/dL)
Medicare
providers
Fasting
glucose
110-125 mg/dL)
Fasting
blood
glucose
(range
100-125
mg/dL)
� Diagnosis
of NDPP
prediabetes
or GDM
basedblood
on
(check
one(range
or more)
2-hour
postprandial
blood glucose
140-199
mg/dL)
Medicare
NDPP
providers
Fasting(range
bloodglucose
glucose
(range
110-125mg/dL)
mg/dL)
� Fasting
blood
glucose
(range
100-125
mg/di)
Medicare
NDPP
providers
Fasting
blood
(range
110-125
2-hour
postprandial
blood
glucose
(range
140-199mg/dL)
mg/dL)
A1c
5.7-6.4)
� (range
2-hour
glucose
(range
140-199
mg/di)
2-hour
postprandial
blood
glucose
(range
140-199
A1c
(range
5.7-6.4)
Previous
GDM
(may5.7-6.4)
be self-reported)
A1c
5.7-6.4)
� (range
HbA1c
(range
Previous
GDM
(may
beself-reported)
self-reported)
Previous
GDM (may
� Previous
GDMbe
(may
be self-reported)

Health Care Provider Information
Health Care
Provider
Information:
Health
CareProvider
ProviderInformation
Information
Health
Care
Signature:
Signature:
Signature:
Signature:

Date:
Date: Date:
Date:

Name:
Name:Name:
Name:
Address:
Address:
Address:
Address:

Phone: ________________
Phone: ________________
Phone:________________
________________
Phone:

National DPP Site Information:
NationalNational
DiabetesDPP
Prevention
Program (National DPP) Site Information:
National
DPP
SiteInformation:
Information:
Site
Name of Site:
Name ofName
Referring
Site:
Name
Site:
ofofSite:
Address:
Address:
Address:
Address:

Phone: ________________
Phone: ________________
Phone:________________
________________
Phone:

*Make
a copy
and provide
the completed
form
to thewho
patient,
who
may
contact
this local
*Make*Make
a*Make
copy and
provide
the
completed
form toform
the
patient,
may
contact
this
local
copy
andprovide
provide
thecompleted
completed
form
thepatient,
patient,
who
maycontact
contact
thislocal
local
a acopy
and
the
totothe
who
may
this
and
to
enroll.
program
for
more
information
program
for more
information
and to enroll.
program
for
moreinformation
information
andtotoenroll.
enroll.
and
program
for
more
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How to Talk with Patients about Their Prediabetes Diagnosis

Start the conversation

Awareness of a diagnosis of prediabetes offers an extraordinary opportunity to prevent or delay progression
to type 2 diabetes. Health care teams should offer clear communication that prediabetes places an individual
at high risk for development of the disease, but that known, effective treatments are available to prevent or
delay progression to type 2 diabetes. Unfortunately, limited resources, competing priorities, or time demands
may be a barrier to a thorough discussion of type 2 diabetes prevention. It is important to consider that
preventing type 2 diabetes will reduce burden on the patient. Patients who make the necessary lifestyle
changes for type 2 diabetes prevention can also have improvements in well-being as well as the management
of a broad spectrum of health conditions (cardiovascular disease, metabolic syndrome, hypertension, lipids,
depression, physical function, etc.)

DOs and DON’Ts for the Initial Conversation about Prediabetes
If a patient has been identified as having prediabetes, the leader of the health care team (physician, nurse
practitioner, or physician assistant) should engage the patient in a discussion about the diagnosis. Below are
some recommended DOs and DON’Ts for this patient encounter:

DOs

DON’Ts

Do use the term prediabetes.

Don’t use the terms “borderline diabetes,” “touch of sugar,” or say
the sugar is “a little high.”

Do ask for the patient’s questions, concerns, and feelings.

Don’t assume you know how the patient is reacting.

Do emphasize the significance of having prediabetes. Explain how
this is different from type 2 diabetes, and offer hope for preventing
or delaying the diagnosis of type 2 diabetes. Ask what questions or
concerns the patient has.

Don’t assume all patients will understand this message in the same
way. Some patients hear “diabetes” and experience immediate stress;
others hear only “pre” and feel tremendous relief. Both of these
reactions make it hard for a patient to listen and understand the
remainder of your message.

Do tell the patient that having prediabetes means he or she
has a much higher chance of developing type 2 diabetes in the
coming years.

Don’t tell the patient it is just something to “keep an eye on” or
monitor at the next visit. Conversely, don’t have a lengthy discussion
about risk percentages, which is confusing to many people.

Do explain that he or she has a strong chance to prevent or delay
type 2 diabetes by losing just a modest amount of weight (10 to 15
pounds), being more active, and, in some cases, taking medication.

Don’t tell the patient there isn’t much that can be done. Don’t say
or imply that these changes are easy to make.

Do include older adults as a key target group, encouraging them to
make manageable lifestyle changes to prevent diabetes.

Don’t assume older adults won’t make lifestyle changes or that older
adults won’t experience the benefits of chronic illness prevention
because of their advanced age. In the
a greater
percentage of older adults (> 60 years) made successful lifestyle
changes and delayed diabetes onset compared with younger adults.

Do emphasize that the lifestyle change program used in the
N
DPP was effective for all ages and ethnicities that
participated.

Do not exclude groups that you think may not benefit as much,
such as Asian Americans, American Indians, Alaska Natives,
African Americans, or Hispanic/Latinos.

Do expect that people can change their behaviors no matter where
they start.

Do not have pre-conceived ideas about an individual’s success
in changing.

Do strongly encourage referral to another team member,
community program, or other resource to assist each patient in
ongoing steps to prevent type 2 diabetes.

Don’t tell the patient to lose weight and increase their physical
activity without offering specific resources, behavioral strategies,
support, and follow-up.

Do rely on the proven goals and intervention methods used in
the
For example, ask patients to identify one
specific step they will take to reach their goals.

Don’t recommend unrealistic or ineffective goals.

Do use the “Teach-back” method to quickly assess a
patient’s understanding.

Don’t assume the patient understands or simply ask “Do
you understand?”
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Shared decision-making
Shared decision-making enables patients to be active participants in their care and make informed choices. Shared
decision-making helps patients understand what is known and not known about the health outcomes that matter to
them. Patients’ values and preferences play an important role in the decision-making. Performing shared decisionmaking during clinic visits relies on the three steps of choice talk, option talk, and decision talk1:
1. Choice talk: The clinician presents an unbiased view of the pros and cons for all options, including “do nothing.”
This may require the patient to do homework (read about a treatment, watch a video, etc.) and then return for
further discussion.
2. Option talk: The patient tells the clinician about personal factors that might make one option more appealing or
feasible than another. These include personal values, goals, preferences, and circumstances. Decision aids may
be used to guide the conversation.
3. Decision talk: Together, the patient and clinician decide which option best reflects the patient’s needs and
values.

Motivational interviewing
Motivational interviewing is a collaborative conversation for strengthening a person’s own motivation and commitment
to change. Motivational interviewing is a conversation about change using a patient-centered counseling style to
address the common problem of ambivalence about change. It helps patients to understand and weigh the benefits of
action and disadvantages of the status quo, while expressing optimism toward the potential for success and support for
intentions to act. The result is to promote goal setting and action by building self-efficacy (i.e., confidence) for successful
behavior change. Motivational interviewing uses several effective communication strategies that can be learned and
adopted by all members of the health care team who have received motivational interviewing training. The O.A.R.S.
mnemonic is a brief way to remember the basic communication skills used in motivational interviewing:
•
•
•
•

Open-ended questions to focus on the patient and understand his or her knowledge, attitudes, and beliefs
Affirmations that acknowledge his or her strengths and actions in ways that build confidence for ongoing
success
Reflective listening to express concern and validate that his or her ideas and feelings are being heard and
understood
Summarization of what has been heard to help the patient move forward from ambivalence toward action

5 A’s behavior change model
The 5 A’s Behavior Change Model has been adapted for self-management support improvement. The 5 A’s Behavior
Change Model includes the following steps:
1. Assess: Ask about or assess behavioral health risk(s) and factors affecting choice of behavior change goals or
methods
2. Advise: Give clear, specific, and personalized behavior change advice, including information about personal
health harms and benefits
3. Agree: Collaboratively select appropriate treatment goals and methods based on the beneficiary’s interest in
and willingness to change the behavior
4. Assist: Using behavior change strategies (self-help and/or counseling), aid the beneficiary in achieving agreedupon goals by acquiring the skills, confidence, and social or environmental supports for behavior change,
supplemented with adjunctive medical treatments when appropriate
5. Arrange: Schedule follow-up contacts (in person or by telephone) to provide ongoing assistance or support and
to adjust the treatment plan as needed, including referral to more intensive or specialized treatment
For more information go to https://www.niddk.nih.gov/health-information/health-communicationprograms/ndep/health-care-professionals/game-plan/talk-with-patients/Pages/index.aspx
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How to Implement Prediabetes-related Best Practices
Congratulations! You have completed the first step. You understand the importance of addressing
the growing health issue of diabetes in South Carolina that impact your patients and loved ones. Now
you want to act. What follows can help get you implement incorporating prediabetes best practices
into your practice’s workflow.
Before you get started, consider checking with your specialty board to see whether your improvement
efforts can be recognized through Maintenance of Certification.
Simple steps to making sustainable change in your practice

1)

Identify a champion

This person will lead the prediabetes project. While it can be a doctor, a nurse or another member of
the healthcare team can also play a role. Decide what works for your setting.
2)

Assess your current state

How many new diagnoses of diabetes or prediabetes have you found in the last 12-24 months? If
you have an electronic health record (EHR), you may be to query it for this purpose. If you have
paper charts or cannot run a report in the EHR, consider creating a baseline through a manual review
of a specific certain number of randomly selected charts. Pay attention to whether eligible patients are
being tested.
What interventions are currently being offered to patients? Major options include:
• Referral to National Diabetes Prevention Program (National DPP) or other lifestyle change
programs
• Referral for individual nutrition/dietitian counseling
• Medication treatment
• Individual lifestyle change counseling
How does your practice currently evaluate, test, and treat patients for prediabetes? You can start by
briefly sketching out on a piece of paper your process. Where does it start? End? What steps
happen in between? Remember to include who does them. An example workflow is found in the
toolkit for reference.
If you are not already evaluating for diabetes and prediabetes, then consider using the clinical criteria
in the USPSTF guidelines1. Other criteria may be used depending on clinical preference.
3)

Define the future state

What do you want the prediabetes process to look like in the future? Again, the example workflow
serves as a good starting point. Use the same approach as in section 2, to lay out the new process.
Standardizing an approach to the fullest extent possible with general agreement can help crosscoverage for staff and ensure that the maximum number of patients receive the benefit.
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Sketch out the ideal process on a piece of paper, a drawing board, or using sticky notes to easily rearrange and add steps. When you’re done, take a picture or make a copy to preserve it.
Think about how you will record the results of measurements such as the BMI, the A1c or glucose.
Where will the result go? If you are using paper charts, consider using the patient summary form from
the toolkit. If using an EHR, consider creating a template you can use for each patient.
How will patients be notified of results? Does this differ for patients who are present in the office vs.
those you call, notify by letter, or via a patient portal?
What information or recommendations will you supply to those with prediabetes? Diabetes?
Normal results? Many of the handouts supplied in the toolkit can be used for all of these patients.
4)

Commit & Plan

For this activity to be successful, every member of the team needs to commit to change. They
should be empowered to act and make a difference. Make sure to get input and recommendations
from all your staff that will be involved in the new process (workflow).
Create the plan on how you will implement your future state. Develop a to do list of what needs to
happen to make the plan work. A useful tip: create a table of who will do what by when. For
example, who will make copies of the patient education materials you want to hand out?
5)

Implement & Refine

When you are ready implement your future state! Feel free to try out a small “test of change” to try
the process with just one doctor/nurse for five patients. See whether you did what you said you would
do (followed the process) and what the results were.
Then adjust the process as needed—it often takes several iterations to get the process to flow as
smoothly as possible. Strongly consider displaying a “swim lane” diagram (like the example workflow
in the toolkit) to identify the role responsible for the step (instead of just the person’s name).
Display your data on a chart with annotations about what you changed. Data might include:
• How many patients received fasting glucose, A1c, or OGTT tests
• How many patients were identified to have prediabetes or diabetes
• How many patients were referred to the National DPP, were prescribed medication, or received
lifestyle change counseling.
6)

Sustain

This can sometimes be the hardest phase because sustaining any new process takes work. Here are
some tips for promoting sustainability:
• Display the new process
• Keep data current and visible on a dashboard
• Celebrate successes!
By following these steps, you too can implement and sustain your commitment to stop the
progression of prediabetes to diabetes.
1

Final Recommendation Statement: Abnormal Blood Glucose and Type 2 Diabetes Mellitus: Screening. U.S. Preventive Services Task Force. November
2016.
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/screening-for-abnormal-blood-glucose-and-type-2-diabetes
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