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by 50%. Furthermore, the year-long structured, lifestyle 
change program focuses on healthy eating and physical 
activity, that can prevent or delay the onset of type 2 
diabetes through evidence-based practices and promote 

1less than or equal to 5% weight loss over one year.

In order to ensure consistent quality care, the CDC partners 
with organizations that practice high standards and 

1effective delivery.  Three grantees were selected through a 
request for proposal process and provided with ongoing 
technical assistance throughout this funding period 
including: Northeast Valley Health Corporation, University of 
Texas Southwestern Medical Center/Parkland Health and 
Hospital System with support from Baylor Scott and White 
Health and Wellness Center, and University of Washington 
Valley Medical Center. 

With funding from the CDC’s Division of Diabetes 
Translation, the American College of Preventive Medicine 
(ACPM), in partnership with the American Medical 
Association (AMA) and the Black Women’s Health 
Imperative (BWHI), participated in a multi-year initiative to 
support the implementation of innovative health systems 
and community-based approaches to address and improve 
diabetes prevention in disproportionately affected 
populations. This project focused on enhancing 
identification, testing, referral, enrollment, and retention of 
Black and Hispanic women with prediabetes within the 
CDC-recognized National Diabetes Prevention Program 
(National DPP). A fundamental component of the National 
DPP is the Lifestyle Change Program (LCP), which can 
decrease an individual’s risk of developing type 2 diabetes 
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Diabetes is a chronic disease that impacts the body's ability to 
create or properly use insulin, resulting in negative health 
outcomes. The primary diabetes diagnoses include Type 1, Type 2 
and gestational diabetes. Type 1 diabetes is caused by low insulin 
levels in the body, whereas Type 2 diabetes is caused by insulin 

2resistance in the body.

According to the CDC’s National Diabetes Statistics Report, 97.6 
million Americans over the age of 18 have prediabetes, 48.8% of 

3whom are adults 65 and older.  The same report cites 38.4 million 
Americans have diabetes, yet only 29 million have been formally 
diagnosed; 8.7 million remain undiagnosed and unaware of their 

3disease status.  Hispanic or Latino individuals are over 50% more 
likely to develop type 2 diabetes compared to the US adult 

4population (overall relative risk: 40%).  Americans spend 
approximately $413 billion a year on diabetes-related medical 

5expenses, including lost work and wages.  It is imperative to 
address chronic disease in adulthood related to cardiovascular 
health and other obesity-related morbidity, including type 2 

6diabetes.  Risk factors for US adults 18 years or older that can 
lead to diabetes-related complications include: smoking, 

overweight and obesity, physical inactivity, high A1C levels, high 
3blood pressure, and high cholesterol.  Therefore, special 

considerations and action steps need be taken to address health 
equity issues among disproportionately affected populations in 
order to obtain support for prediabetes care.

This toolkit provides guidance for preventive medicine physicians, 
healthcare professionals and health team leaders who develop 
and lead programs in healthcare setting(s) to address prediabetes 
with support of community resources. This toolkit can be used to 
inform initiatives and implement evidence-based strategies within 
diverse practice settings to equitably address diabetes prevention. 

The recommendations in this toolkit can be implemented more 
effectively when a champion leader is identified and the health 
care team is engaged with specific roles to conduct the tasks, 
regardless of whether an internal National DPP is set up. Clinics
that refer out to the National DPP will need clear role identification 
among their team (i.e., staff lead and additional team members) 
to set up and execute screenings and referrals in their specific 
setting.
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INDIVIDUAL LEVEL - For health providers working in clinical care settings

Screening, Testing & Referrals 

This level focuses on tools and resources that support the interactions between the health provider and the participant to screen, refer and 

motivate positive behavior modification practices for overall lifestyle change in areas known to impact risk for diabetes (i.e., weight 

management, exercise, etc.). Health team members who lead and manage the program need to plan for and determine how to implement 

these recommended steps, tools and resources. Supports need to be set up for the health provider and other health care professionals to 

effectively conduct screenings, increase referrals and guide behavior modification, regardless of whether the clinic conducts its own DPP 

LCP or refers out to and coordinates with an external program(s).

Referral to the National DPP LCP

• Answer questions about prediabetes and referral options 
while building participant trust to follow through with 

8enrollment.  

• Conduct readiness assessments to understand participant’s 
willingness and ability to engage in the program.

• Build trust with participant and be transparent about how 
staff will use information to support participant.

• Reassure participant that the program staff will only use 
personal information to better support them in their needs 
and that providing the information will not jeopardize their 
immigration status.

Communicating with Participants

• Connect with participants who were referred by their 
physicians, educate them about prediabetes and the National 
DPP LCP, and answer their questions individually or through 

8group information sessions.

• Reframe “wellness” to focus on the participant’s unique 
interests related to health, nutrition and physical activity.

• Communicate the effects of prediabetes on participant’s 
health and inquire about their motivations for making lifestyle 
changes based on their healthcare provider’s 
recommendation. 

• Be clear and transparent about the program requirements so 
that prospective participants feel more informed and 
confident when making the decision to enroll. 

All health care settings need to integrate steps for prediabetes intervention 

in coordination with community resources at three distinct levels including 

the: individual level (interactions between the health provider and the 

participant), interpersonal level (interactions between the health provider 

and the care team), and community level (interactions between the 

organizations). This framework aligns with the socio-ecological model that 

has been found to be useful in community engagement of health programs 

in underserved areas and groups, and represents the foundational 
7framework of this toolkit.

PATHWAYS
to Effective and Equitable 
Prediabetes Care: 
Key Findings/Takeaways
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INDIVIDUAL LEVEL - For health providers working in clinical care settings

Assessing and Addressing Social Needs 

Social Needs Assessment Tools:

• Modified version of the Protocols for Responding to and Assessing Patients Assets, Risks, and Experience (PRAPARE) Screener 

• The American Academy of Family Physicians' Social Needs Screening 

• Screening tools administered via Electronic Health Records (EHR) 

• Screening tool forms for participants to fill out (see Appendix 2)

Social needs tools should assess factors such as education, food insecurity, housing insecurity, social isolation, transportation, safety, 
mental health, insurance, tobacco use, and access to childcare. 

Program Enrollment and Engagement 

According to the CDC, 71.7% of participants do not achieve the anticipated annual weight loss of less than or equal to 5%, and 
9women on average lose half as much weight as their male counterparts.  One of the greatest challenges in assisting Black and 

8,9Hispanic women in addressing their prediabetes condition is enrolling them into the National DPP LCP.

Potential barriers to enrollment that the provider should 
assess with participant include:

• Knowledge, attitude, and beliefs about prediabetes and 
diabetes 

• Language preference

• Accessibility

◦ Transportation 

◦ Dependent child/adult care

◦ Work and/or other scheduling conflicts 

• Mistrust 

• Lack of social support

• Life challenges and emotional difficulties

Tips for the provider to work through these barriers:

• Provide individual support to understand barriers and 
promote engagement in lifestyle changes, offer strategies to 
overcome barriers to participation, and discuss progress 
toward goals.

• Engage through motivational interviewing and active listening 
strategies, and pay attention to participant’s body language 
to help build trust.

• Use a nonjudgmental and supportive approach.

• Apply communication strategies with participant that abide 
by the CDCs Health Equity Guiding Principles for Inclusive 

10Communication  and person-centered language

◦ This can include using the phrase “persons with 
prediabetes” and avoiding words with negative 
connotations (like “vulnerable”, “marginalized”, and 
“high-risk”), as well as words with violent connotations 
(like “fighting diabetes”). 

Sharing Resources

Share informational flyers with participant during the clinical encounter (see Appendix 1). 

• Ask participant if they have seen posters in the waiting room about actions to prevent diabetes. This can be used as an opportunity to 
discuss the participant’s condition and recommended action steps, such as referral to the National DPP LCP.

3



Screening, Testing and Referrals 

This level focuses on the interaction between the provider and the care team members within the health system and organizations. As with 

the tools suggested for the individual level (participant-provider interactions), the tools and resources that support effective interactions 

between the provider and the care team can be implemented by those who lead/manage the program. The care team can use this toolkit to 

plan how to implement these recommended steps, tools and resources which are needed for both health systems that run a National DPP, 

as well as those screening, testing and then referring to an external National DPP LCP.

Screening and Testing for Prediabetes (see Appendix 3)

• Use clinical decision supports such as screening algorithms 
and order sets in EHR to alert providers of participants with 
prediabetes and/or disproportionately affected individuals. 

• Implement clinical care pathways to guide providers through 
workflows for screening and testing.

  

Referral to the National DPP LCP (see Appendix 3)

• Integrate clinical support tools like Smartphrases: these are 
pre-populated messages in the EHR to promote consistent 
messaging and support physicians and the care team in 
educating participants about prediabetes as they refer them 
to the National DPP LCP. A helpful resource can be found 
here.

• Answer questions about prediabetes and referrals while 
building enthusiasm and buy-in to encourage follow through 
with enrollment.  

• If your organization refers participants to a different health 
system or to a community-based organization, communicate 
the role of the other health system or community-based 
organization in delivering the program.

• Have the program provider organization be present at the 
clinical site to build familiarity. 

Increase Success with Referrals:

Staffing

• Identify healthcare staff, program coordinators, coaches, and 
health educators who can reach out to prospective 
participants to share information about the program and 
enroll participants.

• Ensure staff are from similar cultural or linguistic 
backgrounds to build rapport and address participants’ 
questions during information sessions and classes.

Marketing

• Educate prospective program participants via letters, text 
messages, emails, calls, and flyers; ask past participants to 
share their experiences with the program.

• Post information through paper flyers in healthcare settings 
and community centers or in newsletters. 

◦ Include a QR code on the flyers to allow participants to 
select their preferred language and to translate the flyer into 
other languages.

• Translate participant education materials into Spanish and 
other languages, by using other tools such as Google 
Translate (see Appendix 2).

• Use images and messaging on marketing materials that are 
reflective of focus communities.

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working in health systems, 
community-based organizations, etc.
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Online Resources 
11The National DPP  offers several online resources to guide prediabetes testing and inform potential participants about the program. Clinics 

can incorporate these links and informational materials into their websites.

• Prediabetes Risk Test – Take the Test - Prediabetes | Diabetes | CDC

• CDC Path 2 Prevention – https://diabetespath2prevention.cdc.gov 

Website and Sample Informational Flyers About National DPP

• Website with details about the program: CDC National DPP - About the Lifestyle Change Program

• Information to develop flyers about the program: CDC National DPP - Resources for Referring Patient to the LCP

Sample clinic website content about National DPP

• Program website examples

◦  September-2023-Health-Ed-Calendar.pdf (nevhc.org)

◦ National Diabetes Prevention Program | University of Utah Health

◦ Diabetes Prevention Programs - The Brancati Center

• Additional programs can be found here: National Registry of Recognized Diabetes Prevention Programs

Engagement and Activities in the National DPP LCP

A number of recommendations from the report Advancing equity in diabetes prevention for Black or Hispanic women: Lessons learned 
8and action steps  provide guidance for successfully engaging Black and Hispanic women in lifestyle classes and overcoming barriers to 

making lifestyle changes. Many of these recommendations apply to participation in the program, as well as individual lifestyle change 
action plans.

• Tailor lessons or lifestyle change action plans to align with culturally relevant examples, such as traditional foods, herbs and 
supplements. 

• Recommend or refer to safe spaces to exercise including:

◦ Participating in fitness classes,

◦ Walking with friends in your neighborhood,

◦ Building small increments of exercise in between caregiving and professional responsibilities,

◦ Utilizing online exercise videos at home, and/or

◦ Redefining daily activities (like vacuuming) as exercise.

• Use periodic text messages, emails, or other messages to remind participants about upcoming classes or individual action plans.  

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working in health systems, 
community-based organizations, etc.

Screening, Testing and Referrals (CONT.) 

Program Enrollment and Engagement 
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Recommendations for Approaching LCP Classes

• Offer financial resources/incentives for participants to 
complete the programs via grants or other funding sources 
including:

◦ Exercise equipment,

◦ Food preparation materials, and 

◦ Other giveaways (i.e., stress balls and measuring cups).

• Invite participants to share successes and challenges.

◦ Create group chats over platforms (i.e., WhatsApp) to share 
progress and send motivational messages. 

◦ Share YouTube videos, social media, and apps for tracking 
food to help engage participants. 

• Offer multiple class modalities (i.e., virtual, hybrid or in-
person) for participants to choose based on preference and 
experience using technology. 

◦ Train lifestyle coaches to provide technical support to 
participants about platforms like Zoom and Teams, and 
creating email accounts.

◦ Offer a tablet loaner program for people to access the class 
or help participants find access to the internet through local 
libraries. 

◦ Allow flexibility to share food logs via paper form or phone if 
participants prefer. 

• Offer individualized support outside of group classes.

• Do periodic check-ins, convene support groups, and/or 
provide follow-up exercise videos to help participants sustain 
lifestyle changes. 

In addition to provider and clinic referrals for screening and testing by the care team, community outreach is essential. This approach 
leverages community engagement that is essential in improving the health of Black and Hispanic women who are disproportionately 
affected by prediabetes. Care teams that do not typically conduct projects with the community may consider contacting their local health 
department for a list of community-based organizations that support the health of disadvantaged populations.

Examples of community outreach methods (some of which are used by National DPP delivery organizations or clinics providing the National 
8DPP LCP) include :

1. Identify significant organizations in your community 

• What connections do your care team members have with community organizations?

• Forge partnerships with community organizations that also serve the populations being served. These organizations can represent a 
variety of services, not necessarily tied to health including:

◦ Faith-based groups,

◦ Soup kitchens,

◦ Charity organizations,

◦ Cultural organizations, and/or

◦ Organizations or companies that the individuals being served use (i.e., hairdressers; other various stores).

• Provide information at community events and gatherings.

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working
in health systems, community-based organizations, etc.

Program Enrollment and Engagement (CONT.) 

Community Outreach & Collaboration 
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Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working
in health systems, community-based organizations, etc.

Community Outreach & Collaboration (CONT.) 

2. Identify community leaders 

• Who does your staff know in the community?

• Encourage care team members to build relationships with 
community leaders. 

• Hire community members as liaisons and educators.

◦ Below are characteristics and experiences that can be helpful 
when recruiting individuals to serve as liaisons. Most 
importantly, they need to reflect the socioeconomical and 
cultural background of the community.

◦ Look for:

▪ Higher level of education (preferred), but training can help.

▪ Strong verbal and written communication skills.

▪ Interpersonal skills with ability to create and maintain 
relationships. 

• Identify individuals in the practice who have 
connections with and/or are close to the community 
being served.

• Engage volunteers.

• Involve community participation in developing needs 
assessments, so the community drives the program. 

3. Build relationships with participants. 

• Participants interact with team members the most and can 
help identify needs.

◦ For example: 

▪ Front Desk Staff

• See how the participant gets in (i.e., are they alone or 
with someone; did they come in in their own vehicle or 
did they use public transportation?). 

• Perceive the participant's initial well-being (i.e., is the 
participant anxious, shy, scared?). 

• Observe and note significant interactions.

▪ Medical Assistants: 

• Before the visit - taking vitals is the perfect moment to 
ask general questions about wellbeing and note them 
in the chart. 

• After the visit - reinforce what the doctor told the 
participant and discuss it in plain language. 

12,13Your staff can help determine realistic expectations to develop the following capacity building activities.  

• Fundraising: Raising funds to keep nonprofits operating is always a challenge. Capacity building activities that focus on fundraising 
lead to improved sustainability; this may include training/fundraising techniques, fiscal management, or development skills. The clinic 
may consider fundraising to support their efforts in screening, enrolling and referring to an existing DPP LCP program, rather than 
starting a new DPP LCP program. 

• Hiring new people or seeking volunteers with expertise: Recruiting (and retaining) staff or volunteers with relevant knowledge and 
expertise means transference of knowledge to the rest of the organization. Focusing on staffing, through both selection and 
development, can promote organizational stability. 

• Forging partnerships with other organizations: Which other organizations are working in your field? Could a partnership complement 
your mission? In many cases, collaboration makes sense, both in terms of avoiding duplication of services and optimizing the work 
both groups perform.

What is going to work for your community? 

Community Needs Assessment Workbook: https://www.cdc.gov/globalhealth/healthprotection/fetp/training_modules/15/community-
needs_pw_final_9252013.pdf

Nurse’s Role: https://www.ncbi.nlm.nih.gov/books/NBK590038/ 

Evaluators: https://ctb.ku.edu/en/table-of-contents/evaluate/evaluation/choose-evaluators/main 
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Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working
in health systems, community-based organizations, etc.

Sharing Resources 

• Training of clinic staff: One-on-one or group training, whether face-to-face or online, can increase personal knowledge and skills 
surrounding an issue. Individuals receive the tools needed to make meaningful actions and advocate/educate others in the 
organization, community, or personal sphere.

• Mentorships with staff of other clinics that conduct the National DPP LCP: Mentoring provides intensive, personalized guidance and 
builds knowledge and skills. By learning from those with expertise and experiences, mentees can gain confidence and build personal 
and professional networks.

Resources to develop specific programs below.

CDC National DPP - PreventT2 Curriculum and Handouts

National Diabetes Prevention Programs | DoIHavePrediabetes.org

Diabetes Prevention Programs - YMCA

Assessing and Addressing Social Needs 

8 Program Engagement and Potential Solutions to Barriers
9,14,15 Engaging women in the program to follow through with classes and activities is also a major challenge.

For Black and Hispanic women with barriers to care, assessing and addressing social needs is foundational to success.

At the outset of the program, the physician champion and others at the clinic leading the diabetes prevention activities can identify team 
members to develop a list of local resources, contact the health department and community organizations and develop partnerships for 
assistance.  The role of various partner organizations needs to be communicated to the entire care team, as well as program participants. 

• Discuss how participation in the program may help 
participants achieve their goals (i.e., making lifestyle changes 
can help you feel better and have more energy).

• Use translation services; if not immediately available, seek 
informal assistance from family members.

• Use travel vouchers (for public or other transportation 
services) to attend sessions; hold virtual sessions if digital 
equipment is available; if computer is not available, but the 
participant has a cell phone, consider participating via phone.

• Engage community health workers from the population of 
focus who can build trust.

• Engage other participants who represent the population of 
focus to share positive experiences.

• Engage church or other community volunteers to assist with 
babysitting/caregiving; identify areas at the clinic or class for 
children to play.

• Identify a future and/or better time to participate in classes.

• Engage close family members to support program participation 
by sharing information and answering questions.

• Identify how the classes may help with goals other than 
health, such as social connection.

• Identify other community and social work resources that can 
help address social needs.

• Seek counseling for emotional challenges at the clinic or other 
low-cost community programs.

• Refer to peer support programs for specific issues, such as 
Alcoholics Anonymous.

8



Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

INTERPERSONAL LEVEL - For members of the care team working
in health systems, community-based organizations, etc.

Assessing and Addressing Social Needs (CONT.) 

Health care practices may consider partnering with community-based organizations/programs to implement these solutions. Local health 
departments which work with these types of community-based organizations may be able to help identify those working in the local 
community or virtual programs. 

If the clinic is offering the DPP LCP program, the clinic may consider providing program incentives to help increase enrollment. If the clinic 
is partnering with external programs, the clinic leaders can explore various enrollment incentives with partners. Examples of program 
incentives that can be offered to participants include:

To address social needs, clinics can maintain resource lists and use community resource platforms by:

Social Needs Assessments

• Wait for participants to open up and share when they are 
comfortable, rather than asking specific questions right away 
about social needs. 

• Conduct individual check-ins to discuss social needs with 
participants to build trust and follow-up with them about 
whether their needs have been met.

• Gather information about social needs informally as 
participants raise them during National DPP LCP classes or 
clinic visits. 

• Offer social needs screening in different languages and 
modalities to align with cultural and personal preferences.

• Gift cards,

• Food vouchers; farmers market vouchers,

• Vouchers for physical activity programs in the community,

• Discounts to community services,

• Provide education about available resources and services, 
such as handouts about local food banks, community garden 
resources, and newsletters with relevant events.

• Use community resource platforms to identify relevant 
resources, share them with participants, and track referrals. 
Examples:

◦  transmits referral information via email, text, and One Degree
paper printout, and allows staff to know if participants have 
used the resources. 

◦   FindHelp

◦  Unite Us is your partner for social care

• Conduct social needs screening during clinic visits; or have 
lifestyle coaches fill out the social needs survey during the 
class sessions.

• Make sure program coordinators and lifestyle coaches can 
access the EHR to enter social needs information to inform the 
care team. 

• Use interpreters or lifestyle coaches who speak participants' 
language to walk through the social needs screening tool with 
participants.

• Offer diverse ways to complete social needs screening tools, 
such as text messages, paper surveys, or include the tool in 
the Zoom registration link for the National DPP LCP class. 

• Certificates of completion,

• Showcase participants as role models/champions (if desired), 
and/or

• Healthy recipe books.

• Offer mental and emotional health support, share resources 
and referrals to behavioral health resources, and connect 
participants with pastoral care to support their emotional 
health.

• Get feedback from participants about social services to update 
their resource lists. 

9
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INTERPERSONAL LEVEL - For members of the care team working
in health systems, community-based organizations, etc.

Assessing and Addressing Social Needs (CONT.) 

Screening, Testing & Referrals 

Social Needs Questionnaires:

https://prapare.org/

https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf   

Additional Resources:

AHA | Screening for Social Needs: Guiding Care Teams to Engage Patients

AHRQ | Identifying and Addressing Social Needs in Primary Care Settings

Community Catalyst: Screening for Social Needs

Health Leads | The Health Leads Screening Toolkit

AAFP: Assessment and Action

Provide social needs questionnaires to the organizations:

https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf 

https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit/assessment.html

Provide National DPP questionnaires to the organizations: 

https://www.cdc.gov/prediabetes/takethetest/

CDC National DPP - Additional Resources for Program Providers

COMMUNITY LEVEL - For leaders of the care team working in health systems, 
community-based organizations, etc.

This level focuses on the interaction within the community and the relationships between organizations to facilitate systems-based 

outreach, communication and change to improve population health overall. This section is exceptionally applicable to organizations 

delivering an internal National DPP LCP. However, clinics referring to external programs will be more successful in serving their community 
8by incorporating these recommendations.

10
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COMMUNITY LEVEL - For leaders of the care team working 
in health systems, community-based organizations, etc.

Community Outreach and Collaboration 

Working with the community is essential for developing successful programs that reach the focus community. The clinic team leading this 
program may need to consider contacting external community-based organizations which are actively engaged in public programs that 
support the participant communities.

Engage with the Community

• Engage in community outreach through partnerships with trusted community-based organizations, public health agencies, 
and other health systems.

• Facilitate trainings about the importance of improving equity in prediabetes referrals for the focus communities. 

• Hire and train community health workers, community champions, or participant navigators to support community outreach 
and enrollment. 

◦ Engage staff to support outreach, such as posting flyers or giving presentations at community centers, places of worship, 
libraries, and bus stations. 

▪ Host conferences in partnership with a local church, combining health education and screenings with church services 
as a way of building community among participants and addressing their emotional and spiritual needs.   

◦ Host information sessions or health fairs at the clinic or community centers to answer prospective participants’ questions 
about the program in both English and Spanish. 

• Host events within the neighborhoods prospective participants live in to share information about the National DPP and 
lifestyle programs. 

◦ Work with churches to educate Black and Hispanic women. 

◦ Conduct outreach at community events (i.e., Juneteenth observance). 

• Use TV ads and social media content featuring Black women participating in lifestyle changes.

• Feature testimonies of past participants in information sessions to communicate the value of the program and answer 
prospective participants’ questions. 

◦ Seek support from past participants from similar cultural backgrounds.

• Identify new community resources with capacity to serve participants that are culturally and linguistically responsive. 

◦ Ensure that community resources have Spanish-speaking staff before referring Hispanic participants. 

• Build stronger partnerships with community-based organizations, public health agencies, and other healthcare 
organizations for sustainability, by involving institutional leadership, getting leadership buy-in, and addressing privacy and 
legal considerations (see Appendix 5).

• Consider developing specific partnership letterheads and templates for communication with other service providers and 
prospective participants.

11



Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

COMMUNITY LEVEL - For leaders of the care team working 
in health systems, community-based organizations, etc.

Community Outreach and Collaboration (CONT.) 

Connecting with Health Professionals

When connecting with health professionals in the community to discuss the National DPP or lifestyle programs, include:

• What are you currently doing routinely in your clinical setting 
to screen for prediabetes?

• What recommendations do you make to participants with 
prediabetes?

• To what programs do you currently refer participants with 
prediabetes? 

• What National DPP programs are available in or near your 
clinical setting?

• Would you consider developing an internal National DPP at 
your clinical setting?

• What senior leaders can you engage for to develope a 
systematic plan for identifying participants with prediabetes, 
and referring and enrolling them in the National DPP LCP?

• Which health team members in your healthcare setting could 
serve as champions for the National DPP?

• Which members of your health team have roles that can be 
adjusted to promote a National DPP program that is either 
internal or external to your organization?

Helpful resources to develop using key information:

•  CDC National DPP: About the Lifestyle Change Program

•   https://coveragetoolkit.org

The clinic team leading the program needs to discuss with health professionals at other health care settings in the community the 
details of the program, the process for referring, and the specific role of the physicians and health team (see Appendix 5). Below are 
sample discussion questions:

Program Enrollment and Engagement 

Lifestyle Changes

Health professionals referring to the program and offering prediabetes counseling can be encouraged to learn, not only from the National 
DPP, but also leaders in lifestyle medicine to gain knowledge and skills in helping participants make lifestyle changes. A key leading 
organization in this field is the American College of Lifestyle Medicine, which offers a number of resources such as the Lifestyle Medicine 
Core Competencies curriculum, as well as a program on diabetes.

The Lifestyle Medicine Core Competencies Program offers 10 unique modules that focus on different aspects of Lifestyle Medicine with an 
opportunity to earn 32 CME credits: Lifestyle Medicine Core Competencies Program | ACPM.

Additional Information

Sample scripts for community health workers (see Appendix 4).

Sample of information to keep in the clinic about food assessment and food programs in the community (see Appendix 4).

• Overview of program,

• How the program works,

• Eligibility,

• Screening and referral,

• Examples of successful programs,

• Health team roles that can serve as champions; 
how physicians can leverage the team, and

• Key lessons from the ACPM-CDC grant.
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Referral to an Internal National DPP 

Northeast Valley Health Corporation (NEVHC) is a federally qualified health center in Los Angeles County, CA serving a population that is 
more than 84% Hispanic and referring participants to an internal National DPP.

1. Implemented system changes and effective intervention strategies to engage providers/care teams; identified participants with 
prediabetes; increased referrals; increased conversion rates; and increased National DPP LCP completion rates.

• Created an alert on the clinical decision support tool to identify participants who needed to be screened.

• Implemented Adult Standing Orders – added a lab panel to screen at risk participants for diabetes and prediabetes.

• Developed an algorithm for providers with instructions on when to diagnose, counsel, and refer participants.

• Tracked referral rates, conversion to enrollment, and completion rates to identify opportunities to improve.

• Pivoted to a virtual modality for the National DPP program during COVID-19.

• Implemented assessment of SDOH using the PRAPARE tool and One-Degree for social service referrals.

◦ Send PRAPARE link via SMS to participant from EHR.

PATHWAYS
to Effective and Equitable Prediabetes Care: 
Key Findings/Takeaways from Three CDC-Funded Demonstration Sites

13



Schedule participant annually 
for visit & A1C check.

Licensed nurse to review results, provide 
prediabetes education & offer referral to 
National DPP.  (Create a referral to NEVHC 

Health Education, select R73.03 dx).

Provider reviews results in PAQ, A1C between 5.7% - 6.4%

Does the participant have an upcoming apointment? 

Provider document dx R73.03 & sends a 
PTA to a licensed nurse to review results. 
Licensed nurse tasks the MA to place the 
participant on the recall list to see PCP 

within 6 months.

At provider visit, provider to review 
results, document dx R73.03, provide 

prediabetes education & offer referral to 
National DPP (Create a referral to NEVHC 

Health Education, select R73.03 dx).

Order placed for diabetes panel

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

Community Outreach and Collaboration (CONT.) 

2. Continued to implement the National DPP LCP.

• B.S. Level Certified Lifestyle Coaches.

• Program Participants – mostly participants/internal referrals, 
Spanish speaking, females.

• Logistics – Virtual modality, weekdays, mid-afternoon/early 
evening, preparing to also offer the in-person option.

• Recruitment – provider and care team referrals, registries, 
text messages, word of mouth.

• Data collection 1st session – prediabetes risk assessment 
and PRAPARE.

• Engagement – incentives, rapport, connecting to non-medical 
services (PRAPARE).

3. Identified key takeaways from project funding period.

• Training is important, but periodic reminders are essential for 
sustained change.

• The National DPP is a lifestyle program that will prevent 
diabetes regardless of how you deliver the program.

• Need to utilize innovative strategies to engage participants to 
continue engagement in the program.

• Participants need support to make changes - acknowledging 
increased social needs enables you to better address barriers.

• One Degree is an effective digital social service referral 
platform.

• Developing low-touch processes will help spread the solution.

Participant identified as needing diabetes screening

NoYes

14
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Referrals Between Two Health Systems 

Parkland Health and Hospital System is an integrated safety net system in Dallas County, TX referring participants to an external 
National DPP LCP at Baylor Scott & White Health and Wellness Center.

1. Implemented population health-based screening and trained clinicians to refer participants.

• Target Users

◦ Providers – place referral during visits

◦ Nutritionists – pend referral for providers during visits

◦ Medical Assistants – pend orders for providers from Provider Data Management (PDM) Registry

• Referral Transmission

◦ Capture referrals on Epic Reporting Workbench, 
extract and sent to Baylor DPP Program for 
outreach and enrollment.

• Lessons Learned

◦ Referrals based on diagnosis/program eligibility 
alone seems to have lower conversion rates in 
population.

▪ Participant initiated 'self-referrals' or 
navigation by the medical assistant seems to 
have higher conversion/engagement rates.

◦ Need to identify 'activated' participants within 
health systems without placing additional 
burdens on already over-burdened clinical staff.

◦ Baylor DPP Team has periodic information table in clinic lobby.

◦ Healthcare systems are reluctant to activate the Epic CareEverywhere platform to support electronic referrals and data exchange.

2. Optimized referral workflows from Parkland to Baylor during COVID-19.

• Improved referral transmission workflows from Parkland to Baylor with bi-weekly emails of referred participants.

• Contacted participants by a Baylor National DPP facilitator to enroll in upcoming classes.

◦ Received approval to send informational letters to participants about their prediabetes status and provide information/contact 
information to the participant for the National DPP program at Baylor.

• Conducted participant outreach to assess interest and technological capability to participate in virtual vs. in person classes

• Pivoted from in-person classes to telehealth classes using Microsoft Teams Platforms.

3. Addressed social determinants of health to increase food access in the community (see Appendix 4).

• Integrated farm stand voucher education into the National DPP classes to address food insecurity.

15
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Referral to an External Community-Based National DPP 

University of Washington Valley Medical Center is a public hospital in King County, WA referring participants to a community-based 
National DPP at the YMCA of Greater Seattle.

1. Implemented clinical support tools for ordering referrals & participant education.

• Created Ambulatory Care Pathway to define Evidence Based Standard Workflow.

• Integrated tools for ordering and participant education.

• Coordinated referrals for the National DPP to be automatically faxed to YMCA.

• Developed Smartphrases for providers to educate participants on new diagnosis of prediabetes.

• Imbedded education handouts in EHR and made attachable to After Visit Summaries.

2 2A) Age 40-70 years with BMI>25kg/m  or >23kg/m  for Asian Americans

2 2B) All adults with BMI>25kg/m  or >23kg/m  for Asian Americans with additional risk factors

1. CDC Recognized DPP program:

• Be at least 18 years old and be overweight or obese (BMI>25; 
>23 if Asian) and

• Have a blood test in the prediabetes range within the past year

◦ HbA1C: 5.7-6.4%

◦ FPG: 100-125mg/dl

◦ 2 hr PPG: 140-199 mg/dl OR

• Be previously diagnosed with GDM and

• Have no previous dx of diabetes

2. Lifestyle Medicine:

• No specific requirement for enrollment; depending on coverage 
and patient preference for individualized education

3. RN Care Manager/Health Facilitator: 

• If patient needs other form of social assistance

4. Endocrinology:

• Suspected Type 1 Diabetes

2BMI>35kg/m

• Worsening glycernia

• No improvement within 3-6 months of initiating lifestyle 
modification and worsening A1C

• h/o CVD

• h/o GDM

• h/o gestational diabetes

• Family h/o DM

• h/o HTN

• Physical Inactivity

• High risk race/ethnicity (African Americans, 
American Indians or Alaskan Natives, Asian 
Americans, Hispanics or Latinos, or Native 
Hawaiians or Pacific Islanders)

• HDL Cholesterol level<35 mg/dl and/or 
triglyceride level>250mg/dl

• PCOS

• Acanthosis Nigricans

• h/o Cardiovascular disease

• Recent (last 12 months) lab results exhibiting 
elevated A1C or Fasting Plasma Glucose

• Antipsychotic therapy. Chronic Glucocarticoid 
exposure

• Fasting plasma glucose
• HbA1C

Recheck annually or sooner if pts become symptomatic

Weight Loss: Offer a referral to intencive behavior lifestyle intervention program to achieve and 
maintain a 7% weight loss (Table 1)

Excercise: Increase moderate intensity physical activity such as brisk walking to 150 mins/week

Diet: Balanced diet with lean protein, low moderate carbohydrates, plenty of non-starchy vegetables

Pharmacotherapy: Consider starting Metformin for patients at high risk (Table 2)

CRITERIA FOR TESTING FOR DIABETES/PREDIABETES IN ASYMPTOMATIC ADULTS TABLE 1 REFERRAL CRITERIA

TABLE 2 INDICATIONS FOR STARTING METFORMIN

MEASURE ONE OF THE FOLLOWING:

F/U HbA1C TESTING

MANAGEMENT

FPG: 100-125mg/dl or HbA1C: 5.7.64

CRITERIA FOR DIAGNOSIS OF PREDIABETES
Add Prediabetes
to problem list 
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Referral to an External Community-Based National DPP (CONT.)

2. Evaluated barriers to enrollment among participants 
referred to the YMCA.

• Conducted a qualitative study to help understand barriers for 
individuals with prediabetes from enrolling in the YMCA’s 
National DPP.

◦ Conducted semi-structured interviews with participants who 
declined enrollment to National DPP.

◦ Designed questionnaires with VMC providers and YMCA staff.

• Project Purpose:

◦ Identify barriers to enrollment in National DPP from the 
perspectives of:

▪ Referred participant who did not enroll

▪ YMCA staff who facilitate the program

▪ Providers who make the referral

• Identified Barriers:

◦ Cost

◦ Time Constraints

◦ Adequate Knowledge

◦ Gap in Communication

◦ Program Format

3. Educated providers and participants through informational 
videos, meetings and materials.

Staff Education

• Enlisted help from provider champions during piloting stages.

• Held in-person presentations at multiple committee meetings.

◦ Primary Care Providers

◦ MA Coordinators

◦ RN Care Managers

◦ Clinic Managers

• Published articles in VMC Newsletters for ongoing education 
and updates.

• Collaborated with VMC’s Marketing team to develop 
educational video for staff.

Participant Education and Awareness

• Cobranded materials to reflect systematic partnership and 
reassure participants/providers.

• Shared posters/social media posts about risk and prediabetes 
awareness.

• Held YMCA National DPP Information Sessions.

• Published prediabetes “Doc Talk” in community newsletter.

4. Expanded the project to all primary care 
clinics and implemented Plan-Do-Study-Act 
cycle on prediabetes care pathway.

Established Community Partnerships

• Developed processes for open lines of 
communication.

• Facilitated quarterly steering committee 
meetings held with leadership and key 
shareholders from both organizations.

• Facilitated monthly workgroups with project 
leaders from both organizations to 
brainstorm, discuss progress, and 
identify/solve issues.

• Participated in joint trainings hosted by BWHI.

• Shared documents including workplans, 
referral tracking, and cohort outcomes.

• Collaborated through cobranding of 
participant resources.

Small Tests of Change

• All Primary Care Clinics participate in Quality Improvement Committee Projects 
(PDSA – Plan Do Study Act)

• Purpose: Improve implementation of the Prediabetes Ambulatory Care Pathway

• Aim: Improve by 5%

1. The percentage of participants screened for prediabetes.

2. The percentage of participants with Prediabetes added to their problem list.

3. The percentage of participants with referral to the Diabetes Prevention 
Program.

• Results: The percentage of participants screened/diagnosed increased by 7.5% 
(average per clinic). The number of referrals to National DPP per month more 
than doubled.

• Successful Strategies: Reviewing results and project goals at morning huddles, 
adding notes to the visit to remind providers of participants due for screening, 
MAs pending orders for labs, adding A1c and BMI columns to provider 
schedules, outreach for overdue participants.
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ACPM - American College of Preventive Medicine

AMA - American Medical Association

BWHI - Black Women's Health Imperative

CDC - Centers for Disease Control and Prevention

DX - Diagnosis

EHR - Electronic Health Record

H/O - History Of

HHS - U.S. Department of Health and Human Services

LCP - Lifestyle Change Program

National DPP - National Diabetes Prevention Program

PRAPARE - Protocol for Responding to and Assessing Patient Assets, Risks, and Experiences

SDOH - Social Determinants of Health

TX - Texas

UW - University of Washington

WA - Washington



Developed by UW Medicine 

Valley Medical Center and 

YMCA of Greater Seattle 

with funding from the CDC. 
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Appendix 1: Sharing and Disseminating National DPP Resources

Sample informational flyers that can be shared with the participant during the clinical encounter below.



Developed by Northeast Valley Health Corporation 

with funding from the CDC. 
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Appendix 1: Sharing and Disseminating National DPP Resources



Provided by the Northeast Valley Health Corporation with funding from the CDC.

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

Sample screening tool forms for participants to fill out, participant education materials, session information and 
outreach in Spanish to reflect specific attributes of the population below.
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Appendix 2: Assessing and Addressing Social Needs

Developed by UW Medicine Valley Medical Center and 

YMCA of Greater Seattle with funding from the CDC. 

Provided by UW Medicine Valley Medical Center and 
YMCA of Greater Seattle with funding from the CDC.



Developed by UW Medicine Valley Medical Center 

and YMCA of Greater Seattle with funding from the CDC.

Developed by UW Medicine Valley Medical Center with funding from the CDC. 
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Appendix 3: Sharing National DPP Resources

Clinical support tools like the Ambulatory Care Pathway below can be used to define evidence-based standard 
workflows within a health system.



Strategies to improve enrollment and engagement below 
including sample scripts for community health workers, 
and examples for food assessment and food programs.

Developed by UW Medicine Valley Medical Center 

and YMCA of Greater Seattle with funding from the CDC.
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Appendix 4: Program Enrollment and Engagement

1

2 3



Strategies to improve enrollment and engagement below including 
sample scripts for community health workers, and examples for 
food assessment and food programs.

26

Toolkit: Innovative Strategies for Effective and Equitable Prediabetes Care

Appendix 4: Program Enrollment and Engagement (cont.)

Developed by UW Medicine Valley Medical Center 

and YMCA of Greater Seattle with funding from the CDC.



Highlighting the role of specific leaders, staff and the health team members offers clarity in developing an action plan for initiating and 
operating the program. See an example of leadership structure from one of the CDC grantees below.

Developed by UW Medicine Valley Medical Center and YMCA of Greater Seattle with funding from the CDC. 
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Appendix 5: Community Outreach and Collaboration




